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TRUST BOARD OF DIRECTORS (PUBLIC) 

 
Minutes of the Public Meeting held on Tuesday, 4 February 2020 at 10.00 am 

In the Main Boardroom, Diana, Princess of Wales Hospital 
 

For the purpose of transacting the business set out below 
 
 

Present:  
Mrs L Jackson             Non-Executive Director (Interim Chair) 
Dr P Reading  Chief Executive Officer 
Mr J Hayburn  Interim Director of Finance 
Mrs E Monkhouse Chief Nurse 
Mr S Stacey  Chief Operating Officer 
Dr K Wood  Medical Director 
Mr A Bramley  Non-Executive Director 
Mr N Gammon Non-Executive Director 
Mrs S Hills  Non-Executive Director 
Mr M Whitworth Non-Executive Director 
 
In Attendance: 
Mrs W Booth  Trust Secretary 
Mr J Johal  Director of Estates & Facilities 
Mrs C Low  Acting Director of People & Organisational Effectiveness 
Mr A Beddow  Associate Director of Communications 
Mrs A Hurley  Membership Manager & Assistant Trust Secretary 
Mrs J Loughborough Senior Nurse – Patient Experience (Item 1.1) 
Mrs S Barnett  Strategy & Planning Consultant (Item 6.1) 
Mrs K Helley  Improvement Programme Director (Item 7.3) 
Mrs K Farquharson Freedom to Speak up Guardian (Item 8.3.2 & 8.3.3) 
Mr K Portz  Equality, Diversity & Inclusion Lead (Item 12.1) 
Mrs S Meggitt   Personal Assistant to the Chair and Trust Secretary (for the minutes) 
 
Cumulative Record of Board Director’s Attendance (2019/20) 
 
Name Possible  Actual Name Possible Actual 
Mrs L Jackson 5 5 Mrs C Low 5 5 
Dr P Reading 5 5 Mrs E Monkhouse 5 4 
Mrs J Adamson 5 0 Mr S Stacey 5 5 
Mrs W Booth 5 5 Dr K Wood 5 5 
Mrs P Clipson 2 0 Mr T Bramley 5 4 
Mr R Eley 3 3 Mrs S Hills 5 5 
Mr M Hassall 5 0 Mr N Mapstone 1 1 
Mr J Hayburn 2 2 Mr J Ramseyer 5 4 
Mr J Johal 5 5 Mrs A Shaw 3 2 
Mr M Whitworth 1 1    
 
 
1. Patient’s Stories .   
1.1 Jo Loughborough introduced the Patient Story – Mike and Mavis.  Mike was the son 

of Mavis, who had been an inpatient at the Trust due to a fracture to her leg.  Mavis 
had an ongoing diagnosis for colorectal cancer and was given an end of life 
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diagnosis, with a plan for her to be fast tracked out of hospital. 
   
Jo Loughborough explained she had some extracts from Mike’s Patient Advice and 
Liaison Service (PALS) concern which she wanted to share with members.  Mike 
had advised that the correct treatment pathway had been followed, but the family 
had wanted Mavis to be able to die in comfort at her care home and had struggled to 
get someone to listen to them.  After Mike raised the PALS concern he had waited 
over 20 days with still no resolution.  At the time he raised the PALS concern, his 
mother had been discharged but still had the cast brace on her leg which he had 
asked to be removed before she was sent home to allow her greater comfort.  In 
light of the PALS delays and difficulties finding a resolution, it had been escalated to 
Jo Loughborough.  Mavis had also needed to attend an outpatient appointment with 
a plaster technician, but was unable to attend the hospital.  Jo Loughborough sought 
support from Simon Treacher, the Trauma Co-ordinator, who arranged for a plaster 
technician to visit Mavis at home for the appointment to remove the cast.  Mavis 
sadly passed away a few days later at the care home.   
 
Due to the PALS timescales not being met and the subsequent delays for Mavis, 
Mike made a formal complaint to the Trust.  He was not happy with the content of 
the letter he received or lack of compassion, especially as his core concern related 
to the lack of compassion shown to his mum and family members but this had not 
been answered.  No apology was offered for the concerns he had raised either.   
 
Members of the  Trust’s staff then met with Mike and requested him to work with 
them on what he thought would have improved the complaint process, in order to 
support a review of the process alongside working with other complainants.  A new 
process was devised and piloted in the Women & Children’s division and included 
staff training.  It was felt this was an important step in supporting the ongoing cultural 
changes required, and the need to see a person as a ‘whole’ – not just the issue 
they presented with. 
 
Linda Jackson thanked Jo Loughborough for the insightful patient story and the 
helpful last slide detailing actions being undertaken. 
 
Kate Wood felt sorry that this patient and family had undergone this experience, and 
stressed the importance of ensuring end of life care was individualised for each 
patient.  She advised that audits were being undertaken to review and address the 
strengthening of the end of life process which she acknowledged required 
improvements.   
 
Peter Reading felt this issue was unfortunately not unique to the Trust, and 
explained there had previously been an historical defensive response to complaints 
nationally.  He advised that end of life care needed to adapt to address not just ‘what 
is the matter with you?’, but particularly ‘what matters to you?’ 
 
Tony Bramley stated that he felt some improvements had been made to complaints 
handling arrangements over the last two years although acknowledged that delays 
were still being encountered and there was still a backlog. He also confirmed that 
communication and delays are the two key areas of complaints raised.  He 
suggested the process required further review through the Quality & Safety 
Committee (Q&SC) to determine its’ current effectiveness.  He also felt that end of 
life care required greater focus and review within the committee in order to provide 
greater assurance and / or escalation to the Trust Board.  He then re-iterated the 
need for the overriding focus to be on the emotional needs of a patient when at the 
end of life.       
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Sandra Hills highlighted that when poor performance is reviewed, the target is often 
the focus and not what else is required to improve the situation.   
 
The Trust Board was pleased to see that Women & Children’s division were piloting 
the new process and Jo Loughborough advised this would be for a period of three 
months, followed by presentation to the other divisions to demonstrate how this had 
worked and could be adapted elsewhere.  Ellie Monkhouse explained that 
complaints came within her remit and work was being undertaken to address the 
current backlog with a focus on the quality of the outcomes.  She advised that the 
Trust was now working to specific individualised timeframes for complaints where 
required, not just the specified Trust timeframes.  She added that this was currently 
proving difficult whilst also addressing the backlog position. 
 
Neil Gammon raised concerns about historical issues with the same problems still 
being raised, and hoped the new process would help to establish resolutions for 
these issues.  He then queried the current leadership arrangements of the PALS 
team and Jo Loughborough advised there was no Complaints Manager at present, 
although this was being addressed. 
 
Linda Jackson referred to a complaints report from the Chair of Healthwatch, Sir 
Robert Francis, which highlighted that more was required to address the issues 
being raised across the NHS.  She queried if this report was being considered  
internally and Jo Loughborough confirmed it was being reviewed and confirmed the 
key messages were about meaningfulness and learning.  Linda Jackson informed 
members that the Care Quality Commission (CQC) had queried during their last 
CQC visit whether the Trust Board receive sufficient patient experience information, 
adding that this would be an ongoing requirement and requested an update be 
brought back to the Trust Board in June 2020.   
 
Ellie Monkhouse advised the Trust was undertaking the procurement of a new 
system, which would allow reporting of real time data and free text with more 
meaningful details once implemented.  She confirmed the Trust was also aiming to 
improve friends and family response rates.   
 
Linda Jackson thanked Jo Loughborough for attending the meeting and confirmed 
her support of the work already commenced in reviewing the process.  
 

2. Business Items  
2.1 Chair’s Opening Remarks  

 
Linda Jackson declared the meeting open at 10.05 am.  She advised the Trust 
Board that the announcement regarding Terry Moran being appointed as Joint Trust 
Chair with NLAG and Hull University Teaching Hospitals NHS Trust (HUTH) and the 
Trust had been sent out the previous day, being Monday.  Due to personal reasons, 
Terry Moran was unable to attend the current meeting.  Linda Jackson said she was 
looking forward to Terry joining the Trust and confirmed he would become Chair of 
the Trust Board from March 2020.   
 

2.2 Apologies for Absence  
 
Apologies for absence were received from Jayne Adamson (represented by Claire 
Low) and Terry Moran. 
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2.3 Declarations of Interest  
 
There were no declarations of interest received. 
 

2.3.1 Annual Review of Register of Directors’ Interests – NLG(20)011 
 
Wendy Booth shared the report with the Trust Board.  She advised that the register 
had been updated following annual review including the addition of newly appointed 
directors.  Peter Reading advised that the company he was registered with had now 
closed.  Tony Bramley advised he was no longer a member of Grimsby Institute.  
Alison Hurley agreed to circulate new forms for the amendments to be made and 
would then update the report.   
 

2.4 To approve the minutes of the previous Public meeti ng held on the 5 
November 2019 – NLG(20)012  
 
The minutes of the meeting held on Tuesday, 5 November were approved as a true 
and accurate record of the meeting with an amendment to the apologies, as Jeff 
Ramseyer had provided apologies for the meeting which were not noted.  It was 
agreed the minutes would be duly signed once the amendment had been made.   
 

2.5 Matters Arising  
 
There were no matters arising to be discussed at this meeting. 
 

2.6 Trust Board Action Log  – Public – NLG(20)013 
 
Linda Jackson shared the action log with the Trust Board.  She explained that the 
Remuneration Committee Terms of Reference were to be updated at the next 
meeting due to be held on the 27 February 2020.  The updated version would then 
be shared at the March 2020 meeting along with the work plan.  This process would 
include a review of items currently under the remit of the Remuneration Committee 
which could be moved to another committee.  She then took members through the 
remaining items to consider what was included on the agenda, updates required and 
items which could be closed.   
 

2.7 Chief Executive’s Briefing  
 

2.7.1
  

Progress Against Trust Priorities 2019 / 20  – NLG(20)014 

Peter Reading shared the quarterly Progress Against Trust Priorities report with the 
Trust Board and advised that there had been strong progress made against a 
number of the priorities, although little or no progress made on others.  He then 
sought comments.  Tony Bramley explained he found the report very helpful and 
requested greater triangulation of safety priorities through the committees be 
established.  Sandra Hills concurred and agreed to address a point of clarification 
outside of the meeting.   
 

2.7.2 2019 CQC Inspection Visit Report  
 
Peter Reading advised that the report of the CQC inspection undertaken in 
September 2019 was due to be published on Friday, 7 February 2020.  He 
confirmed that briefing sessions had been arranged for staff on the same day.   
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2.7.3 Changes to Oncology Services – NLG(20)015 
 
Shaun Stacey provided a brief overview to the Trust Board on changes to Oncology 
Services.  Linda Jackson queried if the changes were proving positive and Shaun 
Stacey advised that he had been surprised by the number of patients who had 
requested to go to Castle Hill for treatment.  He explained that one of the remaining 
challenges was to create a single colorectal multi-disciplinary team (MDT) to enable 
oncology to support the changes.  Due to working with HUTH it had been agreed to 
implement this within three months.   
 
Sandra Hills sought assurance that additional patient travel was being taken into 
account in relation to patient experience, and any difficulties it may cause.  She felt 
the travel aspect should be monitored in addition to the target.  Shaun Stacey 
confirmed this would be addressed through the change and transition perspective, 
and any difficulties experienced by patients would be reported back.  He explained 
that the Clinical Commissioning Groups (CCGs) in each area had agreed to focus on 
the ability for patients to access services, and Clinical Nurse Specialist support 
would be available for those unable to access these services. 
 

3. Board Assurance  
3.1 Board Assurance Framework  (BAF)  – NLG(20)016 

 
Wendy Booth shared the report with the Trust Board and advised it provided 
information as at January 2020 which had been through the appropriate review and 
challenge at sub-committees and Trust Management Board (TMB).  She explained 
key points within the report were outlined on the front page and the top three risks 
were non-delivery of the key performance targets, risk to delivery of agreed quality 
improvement to the SHMI position and the ageing estate.  She informed members 
that the Quality Improvement risk had moved from 15 to 20 which was linked to the 
Summary Hospital-level Mortality Indicator (SHMI).  The inability to secure sufficient 
numbers of appropriately trained staff had increased from 10 to 15.  The Trust Board 
were asked to note the report, challenge the risk ratings if required and agree the 
requirement for any additional actions. 
   
Neil Gammon referred to page 6 of the report regarding the quoracy of cancer MDT 
business meetings, as they were not able to proceed due to a lack of quoracy on 
occasions.  Shaun Stacey advised this referred to oncology and pathology due to the 
services being very ‘stretched’.  He advised the Trust were trying to support multiple 
tumour sites and use technical structures to try and merge the meetings to create an 
MDT, however, this was unfortunately taking longer than was anticipated.  
 
Neil Gammon then referred to page 20 of the report in respect of the level 20 risk for 
the failure of windows in the Women & Childrens’ Unit, and queried what the specific 
risk was and why is was rated at 20.  Peter Reading agreed with Neil Gammon’s 
query as he too thought such a high rating was in relation to risk of death.  Jug Johal 
advised this related to a risk to patients as when temperatures were high during the 
summer months’, the windows would not open and there was no ventilation in the 
rooms.  Peter Reading queried how this discomfort was rated as it was not 
necessarily a risk of death.  Neil Gammon agreed to discuss this further with Jug 
Johal outside of the meeting.   
 
Kate Wood advised the underpinning risks within the report, including the ones 
referred to were added through the divisions and required review through ‘Confirm 
and Challenge’ meetings, which may not have happened for those particular risks.     
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Wendy Booth advised that the next version of the BAF report would include greater 
alignment with the strategic framework and the underpinning strategies, which would 
include the priorities contained within the strategies.  Linda Jackson advised it would 
also illustrate the strategic direction including which aligned sub-committee would 
have oversight on their agenda.  Wendy Booth advised this would also go through to 
TMB in the first instance.   
 

3.2 Fit & Proper Persons Requirements – Chair’s Annual Declaration – NLG(20)017 
 
Linda Jackson shared the paper with the Trust Board and advised she had checked 
30% of the Fit & Proper Persons’ files and had identified some minor gaps which 
were being followed up.  
 
Linda Jackson confirmed that she would be ensuring all details were collated in the 
files before someone could commence in post for ensuing new starters.  She 
advised that she would be undertaking ad-hoc file checks in future to ensure they 
are up to date.     
 

4. Performance &  Improvement  
4.1 Integrated Performance Report (IPR) – NLG(20)018 

 
Jug Johal shared the report with the Trust Board and referred to specific details 
noted in the exception report from the Finance & Performance Committee.  Linda 
Jackson sought any comments or queries.  None were received.  
 

5. Finance & Performance  
5.1 Finance and Performance Committee Highlight Report & Board Challenge – 

January 2020 – NLG(20)019  
 
Linda Jackson took the report as read and highlighted that both the Surgery & 
Critical Care and Medicine divisions had attended the meeting to again reassure the 
committee that they were progressing as planned.  Surgery & Critical Care had 
unfortunately deteriorated quite significantly and were running a deficit of £2.2 million 
at the end of month 09 which was due to worsen.  She advised that key areas of 
concern related to medical staffing and non-delivery on the Cost Improvement 
Programme (CIP).  However, on a more positive note, a number of medical staff 
were due to be recruited prior to April, and the nursing vacancy was the lowest 
recorded for some time.  Unfortunately, sickness levels had been quite high and 
would continue to be monitored by the nursing team.   
 
Linda Jackson confirmed the committee had again not felt assured that either of the 
divisions had a grip with their financial position, and would continue to review this. 
 
The referral to treatment (RTT) performance continued to be maintained but 40 week 
waits were a concern with increased numbers of patients waiting that required focus 
to resolve this.  The 62 day Cancer waits had been improving steadily since 
September 2019, however the committee had been concerned by the increased 
backlog.   
 
Linda Jackson explained that income was over-performing against targets, due to 
the increased activity in several areas.  She advised this would be closely managed 
and discussions had already taken place with CCG partners.     
 
Claire Low highlighted that support was now being provided for sickness issues from 
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a Capstick’s HR Consultant.  Linda Jackson was pleased this had been addressed 
as it had been a concern for the committee.  Claire Low confirmed a sickness co-
ordinator was now in place to also support this area of work. 
 
Sandra Hills queried whether Linda Jackson felt that another deep drive was 
required for outpatients, and Linda Jackson confirmed a deep dive review update 
was due at the next committee meeting.  Sandra Hills queried whether clinical harm 
and the associated risk to patients would also be included.  Linda Jackson sought an 
update from Shaun Stacey, who advised the plan was to share this at the February 
meeting so it could then be brought to the following Trust Board meeting.  He 
explained there was an embedded clinical harm review in place, and the CQC were 
referring others NHS providers to review how the Trust operate it.  He stated that 
there would still be some challenge around the reporting and whether the 360 
degree review was being completed in a timely manner, or another appointment was 
just being offered.   
 
Ellie Monkhouse referred back to Claire Low’s point regarding staff sickness levels 
and advised every member of staff was being monitored.  She explained there had 
been a sickness summit where it was identified that the level of detail provided was 
insufficient, and greater controls had been addressed for sickness reporting. 
 

5.2 Supporting Papers  
5.2.1 Finance 2 019 / 20 – Month 0 9 – NLG(20)020 

 
Jim Hayburn took the report as read and explained a lot of the detail had been 
covered in the earlier F&PC highlight report update.  He confirmed that Medicine and 
Surgery divisions were the more critical areas but highlighted that the Medicine 
division had greater expenditure during January which had now eased.  In light of 
this position, planning for the remaining three months of the year was underway and 
income was expected to cover additional expenses until the year end.  He confirmed 
that the Trust now had agreements with East Riding of Yorkshire, North East 
Lincolnshire and Lincolnshire CCGs, which had secured over £3 million additional 
income.    He advised a meeting would take place the following day with the CCGs 
to finalise the year end position.  He explained that if income does not come to this 
not forthcoming to the Trust through the system, the Trust would lose over £8 million 
of Provider Sustainability Funds (PSFs) which would then impact on next year’s 
finances.   
   

6. Strategy & Planning  
6.1 Progress Report on the Development & Implementation  of Support Strategies 

Underpinning the Trust’s Strategic Plan  
 
Sue Barnett referred members to the Trust Strategy which had been approved at the 
Trust Board meeting in June 2019, and to the refined six sub-strategies.  She 
explained there would be a timetable for all strategies and associated governance 
processes, some of which would require external support and others would be 
monitored internally through relevant teams.  Timescales vary between March to 
July 2020.  She explained that alongside this work, the divisions would be 
developing their strategies and had already produced draft proposals.  These would 
be aligned to next years’ business planning process and the Strategy & Planning 
team were now progressing them to ensure their alignment with the Trust Strategy 
and associated timescales.   
 
Ellie Monkhouse queried how the divisions would be able to write their strategies if 
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the overarching one had not yet been completed.  Sue Barnett advised they had 
seen the quality strategy and other draft strategies were available to be able to 
develop them.  She explained the estates and digital strategy was the biggest issue 
so they would align the Sustainability Transformation Partnership (STP) strategy for 
the digital one.  She advised that many of them were running concurrently rather 
than sequentially, but this may change in the future.   
 
Ellie Monkhouse queried where the nursing and allied health professional (AHP) 
strategy would be located and Sue Barnett advised this would form a sub-set of the 
quality strategy.  Ellie Monkhouse queried whether this should be a stand-alone 
strategy and Sue Barnett advised a nursing strategy would not normally be on its 
own.  Ellie Monkhouse felt this should not be the case and Sue Barnett queried 
whether a current strategy was available for nursing and AHPs, which Ellie 
Monkhouse confirmed there was, advising the next update would be due in March 
2020.  Sue Barnett advised this was not currently on the list and agreed to discuss 
this further outside the meeting.   Linda Jackson requested Sue Barnett to circulate a 
matrix to show illustrate the current status with an update report for the next Trust 
Board meeting.   Jim Hayburn added that no strategy can sit alone as they all work 
together. 
 
Sandra Hills queried what support was being provided to the divisions to formulate 
their strategies and was it aligned with Non-Executive Directors (NEDs).  Sue 
Barnett confirmed this was in place and her team were also providing support.  Jeff 
Ramseyer referred back to Ellie Monkhouse’s point with regards to the nursing and 
AHP strategy being stand alone, as it would also come from a quality perspective in 
relation to nursing and possibly the workforce strategy.  Shaun Stacey felt the 
divisions required a shared direction in order to ensure a clear focus to undertake 
this exercise.  He added that the documents should be kept ‘live’ and refreshed as 
required. 
 

7. Quality & Safety Committee  
7.1 Quality & Safety Committee (Q&SC) Highlight Report &  Board Challenge – 

November 2019 & January 2020 – NLG(20)021  
 
Tony Bramley shared the report with Trust Board as vice-chair of Q&SC.  He 
highlighted that the Ligature Risk Assessment had been brought back to the 
committee in order to note progress towards compliance.  He explained that full 
assurance requirements to quantify and mitigate all risks had not yet been achieved.  
With regards to the Seven Day Services, he explained that the Trust appeared to be 
at continued risk of failing to meet the national requirement to deliver the four priority 
standards by April 2020.   
 
The Ophthalmology Service Risk had also fallen short of the expectation in terms of 
the number of cases being successfully transferred and treated, despite the recent 
outsourcing of services in this area.  In light of the shortcomings of the service 
specification, another tendering exercise is required but delivery of treatments would 
be unlikely before June 2020.   
 
The committee noted that Serious Incidents (SIs) had greatly improved in the quality 
of work provided; however, pressure remained due to the number of SIs not 
reducing against the capacity available to address them.   
 
Tony Bramley requested the Trust Board to note the significant progress made in 
relation to achieving the Clinical Negligence Scheme for Trusts (CNST) standards, 
and confirmed the Trust had now met eight out of ten standards.  He advised the 
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Board Assurance Framework (BAF) had been challenged and the committee noted 
the colorectal cancer performance was continuing to flag as an outstanding concern 
and the service was about to embark on a 100 day improvement challenge.   
 

7.2 Supporting Papers  
7.2.1 Nursi ng Assurance Report – NLG(20)022 

 
Ellie Monkhouse shared the report with the Trust Board and highlighted that the data 
within the report covered a two month period.  The report highlighted an increase in 
the flag metrics being reported which reflected the high activity levels during 
December, and she confirmed it had been a challenge to keep the site safe.  She 
then provided a brief overview of key areas including an improved falls position, a 
deterioration in the pressure ulcers position, an increase with regards to flu and an 
update on medical outliers and staffing and sickness levels.   
 

7.3 CQC:  Quarter 3 Stocktake - NLG(20)023 
 
Kathryn Helley shared the report with the Trust Board and advised the report 
referred to the end of December 2020 position in relation to the 2018 CQC visit 
actions.  She stated that the report demonstrated some movements against the 
actions reviewed which had been assessed through collating evidence.  She 
explained the action plan would be updated upon receipt of the final CQC report. 
 
Linda Jackson queried how this would be evaluated with the new CQC report in 
order to transition the actions forward.  Kathryn Helley explained meetings had 
already been diarised over upcoming weeks to review the process and establish the 
next steps.  Kate Wood added that she would progress with the CQC handover and 
update at the next meeting. 
 
Linda Jackson queried if this process could be addressed more effectively going 
forward, with a review to consider and establish the focus for the various 
management meetings and assurance committees.  Peter Reading concurred, 
adding the importance of effective oversight and monitoring of the ‘must dos’ and 
‘should dos’.  He then suggested some headlines within the report required a 
different approach which would ultimately align with the Trust priorities. 
 
Tony Bramley suggested the committees could review the CQC actions more 
effectively, and have greater ownership to ensure they are embedded.  Peter 
Reading re-iterated the need to align the committee priorities with the Trust priorities.  
Linda Jackson concurred and agreed to incorporate this within the sub-committee 
review process.  Kate Wood confirmed that the Quality & Safety Committee discuss 
the top five quality priorities as part of each meeting.   
 
Sandra Hills advised greater visibility of the CQC issues was now evident at sub-
committees with an improved grasp of key requirements.  Jim Hayburn added that 
clarity on the priorities going into next year is essential due to the ongoing financial 
challenges.  He added the need to also align these with the system priorities and 
establish how the Trust can work collaboratively to also address Trust priorities.  He 
explained that system income would be essential income for the Trust and be based 
on system delivery.  Linda Jackson confirmed she was confident in the work being 
undertaken by sub-committees to address the necessary requirements. 
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8. Leadership, OD & Culture  
8.1 Board Development Programme  

 
Wendy Booth stated that the Board Development Programme for 2020 was currently 
under review and explained she was shortly due to discuss aligning this with the 
NHS Providers model and would update at a future meeting.   
 

8.2 Workforce Committee Highlight Report & Board Challe nge – January 2020 – 
NLG(20)024 
 
Jeff Ramseyer advised there was no update available due to the January meeting 
being cancelled.  He confirmed the next meeting would take place in February.  
  

8.3 Supporting Papers:  
8.3.1 Monthly Staffing Report – NLG(20)025 

 
Claire Low took the report as read and referred members to the significantly reduced 
turnover rate of 8.41% against the annual target of under 9.4%, which was a marked 
improvement against the position last year. She explained the sickness absence 
levels detailed within the report were mostly linked to stress and anxiety and Rachel 
Maguire was leading a piece of work to support and address this. 
  

8.3.2 Freedom to Speak Up Guardi an Quarterly Report – NLG(20)026 
 
Kay Farquharson shared the report with the Trust Board.  She explained that during 
Quarter 3 there had been 14 concerns raised and 14 closed, which demonstrated a 
30% increase of new concerns raised in comparison to the previous year.  9 
concerns were currently open as at the 31 December 2019 and no concerns had 
been anonymously reported during Quarter 3.  Kay Farquharson informed members 
that the new Freedom to Speak Up Guardian, Elizabeth Houchin, was due to 
commence in role as of April 2020.   
 
Kay Farquharson explained a meeting with NHS England / Improvement (NHSE/I) 
would take place with regards to the new guidance which was due to be shared.  
Linda Jackson explained she had met with Rachel Clark from NHSE/I who would 
continue to support the Trust for the next year with any actions required.      
 
Claire Low noted her thanks to Kay Farquharson for the work she had undertaken in 
this role in addition to the maintaining her substantive role, adding that she had done 
an amazing job.  Peter Reading and Linda Jackson concurred and also thanked Kay 
Farquharson.   
 

8.3.4 Internal Audit of Freedom to Speak Up Arrangements – Final Report – 
NLG(20)026a 
 
Kay Farquharson informed members that an internal audit had been undertaken on 
the Trust’s Freedom to Speak Up Arrangements, which had resulted in no new 
findings, very few recommendations and ‘significant’ assurance for the Trust.  Claire 
Low confirmed this would strengthen the Trust’s position with the National office and 
Jeff Ramseyer highlighted the result of the audit and report was due to the work 
undertaken by Kay Farquharson over recent months and congratulated her on this 
work.   
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9. Audit, Risk & Governance Committee  
9.1 Audit, Risk & Governance Committee Highlight Report  & Board Challenge –  

January 2020 - NLG(20)027  
 
Tony Bramley shared the report with the Trust Board.  He stated that Information 
Governance mandatory training was underperforming at 81% for the end of January 
2020 against a target of 95%.  He confirmed that reminders for this training and how 
it could be completed continued to be sent out. 
 
With regards to overdue controlled documents, he advised some divisions and 
departments continued to struggle to review and update their documents which had 
raised concerns at the committee meeting.  He explained that this may also be 
considered by the Trust’s External Auditors in their ‘adequacy of arrangements’ 
judgements in their annual value for money (VFM) assessment.   
 
Tony Bramley advised an action plan would be submitted to the Finance & 
Performance Committee regarding free car parking from April 2020 for some 
patients and staff working night shifts, which would reflect the associated financial 
impact.  Jug Johal advised that Keith Fowler had been instrumental in working up 
the implications of these changes and advising nationally as the Chair of the 
Healthcare Car Parking Group, but clear definitions were still awaited from the 
Government.   
 
Tony Bramley informed members that the committee had received an update on the 
Internal Audit Annual Programme and the difficulty in establishing engagement from 
certain officers at senior level.  This had caused delays in agreeing the scope of 
certain pieces of required audit work.  He advised that If this was not resolved there 
could be a risk of non-delivery of in the internal audit plan which would impact on the 
preparation of the annual Head of Internal Audit’s opinion for the year.  Peter 
Reading was concerned that this had not been escalated to him as per the correct 
process and Jim Hayburn agreed to address this.   
 
Linda Jackson referred back to the overdue documents discussion and queried what 
the most effective approach would be to address the issues raised.  Tony Bramley 
advised that prior to the CQC visit, a review had been undertaken and actions put in 
place but progress was not evident to date.  He explained that some documents may 
be out of date due to no longer being required, but the committee had not been 
notified of this.  Wendy Booth confirmed the number of overdue documents had 
decreased, but many still required reviewing and updating.  She assured the Trust 
Board that historically each author and owner had been contacted to request they 
review and update the documents as required, or archive them if appropriate to 
ensure they are brought back into compliance as necessary.  Shaun Stacey 
confirmed overdue documents and document control was now routinely included on 
the PRIMS agenda for review.  Jim Hayburn advised that some documents would be 
addressed through PRIMS meetings, however, some required addressing at the 
Executive Team meeting.  Tony Bramley concurred and added that the policy should 
be adopted to declare no material changes or just provide annual/specific timed 
updates.  
 

9.2 Annual  Accounts 2019/20 – Delegation of Authority – NLG(20)028 
 
Jim Hayburn shared the report and advised the deadline for submission was the 29 
May 2020.  He explained the committee had responsibility for reviewing the accounts 
and reports and the Trust Board would usually sign them off.  Due to the set 
timescales there would not be a Trust Board meeting in time for this so the 
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committee were therefore requesting the Trust Board delegate this responsibility to 
the Audit, Risk & Governance Committee.   Trust Board members confirmed their 
support for this approach.  Peter Reading confirmed his support once certain 
amendments had been to the report which he agreed to address outside of the 
meeting.   
 

9.3 Audit, Risk & Governance Self -Assessment Exercise – January  2020 – 
NLG(20)029 
 
Tony Bramley took the report as read and explained the report was a slightly 
different template to that of other committees.   
 
The Trust Board noted the self-assessment undertaken. 
 

10. Remuneration Committee  
10.1 Outcome of the Review of the Remuneration Committee including the revised 

Terms of Reference – NLG(20)030  
 
This item had been removed from the agenda and would be shared at a future 
meeting. 
 

11. Health Tree Foundation Trustee’s Committee  
11.1 Health Tree Foundation Trustee’s Committee Highlight R eport – January 2020 

– NLG(20)031 
 
Neil Gammon shared the report with the Trust Board and took this as read.  No 
comments or questions were raised. 
 

12. Items for Approval  
12.1 Gender Pay Gap Report – NLG(20)032 

 
Karl Portz attended the Trust Board meeting to present the Gender Pay Gap Report.  
He advised the report had been shared due to it being a legal requirement which 
would be published at the end of March 2020.  He then provided an overview of the 
report, referred members to the details in Appendix 1 and sought approval to publish 
the report. 
 
Jeff Ramseyer queried whether explanatory details would be included when the 
report was published and Karl Portz advised the Trust could only publish the 
information within Appendix 1, but confirmed the commissioners receive the whole 
report.   
 
Peter Reading advised the Royal College of Nursing figures suggested the Trust had 
one of the worst gender pay gaps in the region which was probably due to the 
majority of the Trust’s medical workforce being male consultants.  Karl Portz advised 
the Trust had been on a par with other Trusts in the previous year, but was unable to 
comment on the current year until the details were published.  He advised that he 
expected the Trust would probably be around the average position.  Peter Reading 
requested Ade Beddows to prepare the relevant supporting details to accompany the 
publication of the Report for the media and public. 
 
A discussion ensued about the benchmark for acute Trusts, whether women’s 
confidence in applying for medical leadership posts was a current or historical issue 
and pay quartiles.  Michael Whitworth raised a query about pay quartiles and Karl 
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Portz confirmed the format used was the nationally agreed format.  After some 
further discussion Peter Reading requested Michael Whitworth work through his 
query about the pay quartiles not being reflected in the report on behalf of the Trust 
Board.  It was agreed that once Michael Whitworth was assured of the information 
within the report, it could be submitted.   
 
Post Meeting Note:  
 
Michael Whitworth and Karl Portz met after the meeting to discuss the gender pay 
gap figures.  It was established that females form the majority of each pay quartile, 
but the spread of males was biased towards the higher pay quartiles as a proportion 
of all males, and females spanned all quartiles with a lower average for females 
overall.   Following the meeting, Michael Whitworth signed off the report under the 
authority delegated to him by the Trust Board. 
 

12.2 Review of the Standing Financial Instructions (SFIs ) and Scheme of Delegation 
(SoD) – NLG(20)033  
 
Jim Hayburn shared the report with the Trust Board and advised there had been 
slight amendments following the meeting held in September 2019 but no changes to 
the limits agreed.  He sought approval and confirmed that within the meeting, the 
Standing Financial Instructions and Scheme of Delegation would be reviewed in 
September or October 2020 to ensure their effectiveness.    
 
The Trust Board approved both the revised draft Standing Financial Instructions and 
Scheme of Delegation.   
 
Wendy Booth queried that section 4 did not reflect the structure and agreed to 
discuss this with Jim Hayburn outside of the meeting, but advised this would not 
affect the document being approved.   
 
Jeff Ramseyer queried amendments required in relation to the Remuneration 
Committee Terms of Reference.  After some discussion, it was agreed that once 
changes were made to the Terms of Reference there would be an amendment to the 
Scheme of Delegation, which could then be reviewed as an amendment and not the 
entire document.   
 
Peter Reading requested a minor amendment to reflect the diagram in section 3.7 in 
section 3.13, which was agreed. 
 
Linda Jackson clarified that the documents were approved subject to the minor 
amendments detailed. 
 

12.3 Audit, Risk & Governance Committee Terms of Referen ce – NLG(20)034 
 
Tony Bramley shared the paper with the Trust Board and advised there had been no 
changes to the document from the previous year.  The Trust Board approved the 
terms of reference.   
 

13. Communication Round -Up 
 
Adrian Beddow informed members of the new staff engagement with regards to 
social media during December 2019, which included ‘Bank holiday heroes’ and 
detailed pictures of staff working over the festive period.    He explained the New 
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Year had been dominated by the A&E whistle-blower and the Telegraph entering the 
department without seeking permission.  He added that the changes to Oncology 
services had also been well publicised.   He advised that the communications team 
were now preparing for the CQC report publication process due later in the week.  
He added that a new relationship had also been developed with the Health Tree 
Foundation and was being publicised more.  Neil Gammon highlighted the Ward C1 
Glover opening had gone really well.   
 

14. Items for Information / To Note (please refer to Ap pendix A)  
 The sub-committee and other supporting papers were noted. 

 
15. Any Other Urgent Business  
 There were no items of any other urgent business raised at the meeting.   

 
16. Board Performance and Reflection  
 Linda Jackson queried whether Board members thought the agenda was 

appropriate, appropriate issues had been debated sufficiently, the quality of papers 
was appropriate and whether there was anything omitted.  The issue of late papers 
being submitted was noted in relation to insufficient time to be able to read and 
absorb them.  Wendy Booth clarified that she was aware that all efforts had been 
made by the executive team to ensure papers were provided in a timely manner.  
The Trust Board requested no changes to current documents or practice. 
 
Tony Bramley requested that his thanks to Linda Jackson for Chairing the Board 
meetings as the Acting Trust Chair be recorded, and Board members supported this.  
 
The meeting closed at 12.24 pm. 
 

16. Date and Time of the next meeting:  
 
Trust Board Development Session 
Tuesday, 3 March 2020 
Time TBC 
Main Boardroom, Diana, Princess of Wales Hospital 
 
Formal Trust Board Meeting  
Tuesday, 7 April 2020 
Time TBC 
Main Boardroom, Diana, Princess of Wales Hospital 
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For Approval  

 
EXECUTIVE SUMMARY (PLEASE INCLUDE A BRIEF 
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APPROPRIATE)  

 
The report provides the changes which have been mad e to the 
Trust’s corporate governance arrangements in light of COVID-19 
including the procedure for suspending Standing Ord ers should this 
become necessary to support decision making and res ponse 
 
These arrangements will be kept under review as the  pandemic 
crisis progresses 
 

 
ACTION REQUIRED BY THE BOARD 

 
The Trust Board is asked to note and endorse the ch anges and 
consider the need for any further action at this st age 
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Revised Corporate Governance Arrangements in light of COVID-19 including the 
Procedure to be followed for the Suspension of Stan ding Orders 

 
Background & Introduction  
 
Northern Lincolnshire & Goole NHS Foundation Trust, in common with other NHS organisations, 
has a duty to plan for and respond to a wide range of incidents and emergencies that could affect 
direct patient care and / or wider population health and well-being.  Under the Civil Contingencies 
Act (2004) the Trust, as a Category One responder, has specific duties and responsibilities which 
need to be met in relation to Emergency Preparedness, Resilience and Response (EPRR) and to 
ensure that robust and tested business continuity plans are in place. 
 
At times where business continuity plans need to be used in extreme situations or for sustained 
periods of time, the Trust still needs to be properly governed and ensure appropriate decision 
making in relation to both the immediate crisis and the urgent business as usual items.  
 
In response to the current COVID-19 pandemic crisis and in accordance with EPRR 
requirements, the Trust has already implemented command and control arrangements. In order 
to ensure both organisational and individual resilience, specifically in respect of those leading the 
Trust’s response given the likely duration of the crisis, these arrangements are currently being 
reviewed to determine the need for any required changes or strengthening.  Further details will 
be shared with Trust Board colleagues shortly. 
 
The ‘framework’ through which the Trust routinely discharges its wider governance 
responsibilities is captured within the following documents:  
 

• Devolution Policy including a schedule of powers reserved to the Trust Board as well as 
a scheme of delegation from the Board to the Chief Executive and Executive Directors 
and from the Board to its sub-committees.  
 

• Trust Constitution:  
 

� Annex 6: Standing Orders for the practice and procedure of the Council of 
Governors, a may be varied from time to time.     

� Annex 7: Standing Orders for the practice and procedure of the Board of 
Directors, as may be varied from time to time. 

 
Whilst the governance duties and responsibilities of the Board and its sub-committees and that of 
the Council of Governors remain unchanged by the current COVID-19 pandemic, the latest 
Public Health England advice on non-essential contact with others, working from home wherever 
possible and stopping all unnecessary travel, has made it necessary to review how these duties 
and responsibilities are discharged. This has included a decision – effective immediately and for 
the next three months up to the end of June 2020 – to: 
 

suspend the bulk of Council of Governors’ activity. This will include all non-essential 
meetings (which would include the sub-groups of the Council of Governors), governor 
involvement in ward / department visits and governor elections.  A decision will be taken 
nearer the time as to whether the quarterly Council of Governor business meeting 
scheduled for May 2020 goes ahead remotely or is cancelled.  Where formal business 
meetings are not held, key decisions required by the Council of Governors will be dealt 
with either via a conference call or via email.  The Membership Manager will retain a log 
of matters deferred during this period so that these can be appropriately followed up at a 
later date; 
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• revert to monthly meetings of the Trust Board, limited to 2 hours and held remotely (via 
Teleconference) and in private. In the interests of openness and transparency and, in 
order to ensure that that the public interest continues to be served during this period, the 
following arrangements have also been put in place:  
 

� the lead governor has been invited to attend the private Trust Board meetings 
during the above period.  The agenda and notes of the meeting will also continue 
to be shared with Governors in accordance with the Trust Constitution and 
Standing Orders; 

� papers discussed at the Board will be published unless they contain highly 
sensitive information which, exceptionally, in our judgement may otherwise create 
avoidable public alarm; 

� a summary note of the outcome of the Trust Board discussions and decisions 
from each meeting will be prepared for publication on the Trust’s website. 

 
• suspend Board development activity; 

 
• suspend the Trust Board sub-committees with the exception of the Audit, Risk & 

Governance Committee and Quality & Safety Committee and the newly created Ethics 
Committee (see below). NED Chairs of the suspended sub-committees have been asked 
to take the lead in ensuring a log is maintained of: 
 

� matters deferred during this period and the relevant lead so that these matters 
can be appropriately followed up at a later date; and 

� matters which have been dealt with via another route e.g. escalation directly to 
the Trust Board. 

 
[Note:  The NED Chair of the Audit, Risk & Governance Committee and the Quality & 
Safety will similarly maintain a log of matters dealt with via another route or deferred, due 
to the need to focus on key priorities and / or given the need to work differently, during 
the above period.] 
 

• focus on four key priorities during this period: 
 

� Our patient impacts : quality & safety issues and progress against relevant 
priorities including the Trust’s response to the CQC ‘must dos’, key risks arising 
and decisions required by the Trust Board; 

� Our people impacts : resilience, safe staffing, absences, progress against 
relevant priorities, key risks arising and decisions required by the Trust Board; 

� Our financial impacts : progress against relevant priorities, key risks arising and 
decisions required by the Trust Board; 

� COVID-19 planning and preparedness  including key risks arising and decisions 
required by the Trust Board. 

 
The following additional or revised arrangements have been put in place in support of the above 
and in order to support organisational decision making and assurance: 
 

• A time-limited Ethics Committee has been established to support decision making 
associated with COVID-19 in the first instance.  The committee will be a sub-committee 
of the Trust Board with formally constituted Terms of Reference and delegated authority 
agreed by the Trust Board.  The committee will report to the Trust Board monthly. 
 

• The Audit, Risk & Governance Committee will have responsibility for reviewing the 
Trust’s revised corporate governance arrangements in light of COVID-19 including any 
decisions to suspend Standing Orders and will make recommendations to the Trust 
Board in these matters, as appropriate. 
 

• Weekly briefings by teleconference to the Chair and Non-Executive Directors by the 
Chief Executive and other Executive Directors, as required. 
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• Weekly Chair / Chief Executive 1:1s by teleconference, where required and for a 

shortened period given other pressures. 
 

• Weekly Chair / Vice Chair Trilateral by teleconference, where required. 
 

• Buddying of Non-Executive Directors and Executive Directors to support resilience – 
details to be agreed and by teleconference, where required. 

 
Guidance has also now been received from NHSE/I confirming the streamlining of and extension 
to end of year reporting and accounts requirements: 
 

• Draft accounts are now due on 27 April, but provider organisations can extend this to 11 
May if they wish.  
 

• Audited accounts are now due on 25 June.  
 

• Quality accounts: DHSC is working to amend Regulations which specify these 
arrangements. It is not expected that providers will be subject to the 30 June deadline.  
 

• Auditor assurance work on quality accounts and quality reports can cease for 2019/20.  
 

• Provider organisations are no longer be required to submit any hard copy documents to 
NHSE/I of their annual report and accounts.  

 
Other reporting and assurance requirements have also been streamlined or paused. 
 
Appendix A sets out (i) the Standing Orders and pro visions already in place to meet the 
above need and support decision making and (ii) the  procedure to be followed and 
safeguards in place should the need arise to suspen d Standing Orders i.e. should national 
guidance / directions or local circumstances dictat e during the period of the pandemic. 
 
In summary, it is hoped that the Trust’s revised arrangements, supported by the external 
changes and relaxation of certain reporting and assurance requirements, will ensure that the 
Trust continues to meet its corporate governance duties and responsibilities whilst at the same 
time remaining as agile as possible in terms of decision making in relation to the changing 
circumstances of the pandemic crisis.  
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          Appendix A 
 

Standing Orders 
 
Trust Board  
 
Trust Constitution: Annex 7 
 
The Trust’s Standing Orders already cover instances  where the admission of the public 
(or meetings in public) may not be appropriate: 

17. Calling Meetings / Extra-Ordinary Meetings 
 
17.3 Meetings of the Trust Board shall be open to the public, unless and to the extent that the 

Trust Board has resolved that members of the public should be excluded from a meeting 
due to ‘special reasons’.  [The COVID-19 pandemic would clearly represent an example 
of ‘special reasons’. In the interest of openness and transparency, however, a summary 
note of the outcome and decisions from each meeting will be prepared for publication on 
the Trust’s website.] 

The Trust’s Standing Orders already provide for the  agenda and minutes of the Trust 
Board to be provided to the Council of Governors: 
 
19. Notice of Agenda Items 
 
19.4 Before holding a meeting, the Trust Board shall send a copy of the agenda to the Council 

of Governors. 

25. Minutes 
 
25.5 A copy of the minutes shall be provided by the Trust Board to the Council of Governors 

as soon as practicable after the meeting to which they relate. 

The Trust’s Standing Orders already provide for mee tings to be held remotely: 

24. Voting 
 
24.6 Any director or member of a committee of the directors may participate in a meeting of the 

board of directors or such committee by means of a conference telephone or similar 
communications equipment whereby all persons participating in the meeting can hear each 
other and participation in the meeting in this manner shall be deemed to constitute presence 
in person at such meeting. 

 
There is already provision for the Trust’s Standing  Orders to be suspended if there is a 
reason to do so: 

29. Suspension of Standing Orders 
 
29.1 Except where this would contravene any statutory provision, Standing Orders may be 

suspended at any meeting, provided that at least two thirds of the board are present 
including one executive director and one non-executive director, and that a majority of those 
present vote in favour of suspension. 

 
29.2 A decision to suspend Standing Orders shall be recorded in the minutes of the meeting. A 

separate records of matters discussed during the suspension of Standing Orders shall be 
made and should be available to the directors. 

 
29.3 No formal business may be transacted while Standing Orders are suspended. 
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[Note:  As an additional safeguard, the Audit, Risk & Governance Committee will review any 
decision by the Trust Board to suspend Standing Orders.] 

 
There is already provision within the Trust’s Stand ing Orders for the use of emergency 
powers for urgent decisions outside of formal Trust  Board meetings where this may be 
required: 

33. Emergency Powers  
 
 The powers which the Board has retained to itself within these Standing Orders may in 

emergency be exercised by the Chief Executive and the Chair after having consulted at 
least two Non-Executive Directors. The exercise of such powers by the Chief Executive and 
the Chair shall be reported to the next formal meeting of the board for formal ratification. 

 
There is already provision within the Trust’s Stand ing Orders for the appointment of 
committees and sub-committees, such as an Ethics Co mmittee: 
 
36. Appointment of Committees & Sub-Committees 
 
36.1  Subject to Standing Order 33.0 and such directions as may be given by the Constitution, 

the trust may appoint committees of the trust, consisting wholly or partly of directors of 
the trust or wholly of persons who are not directors of the trust. 

 
36.3  The Standing Orders of the trust, as far as they are applicable, shall apply with 

appropriate alteration agreed by the board to meetings of any committees or 
subcommittee established by the trust. 

 
36.4  Each such committee or sub-committee shall have such terms of reference and powers 

and be subject to such conditions (as to reporting back to the board), as the board shall 
decide. Such terms of reference shall have effect as if incorporated into the Standing 
Orders. 

 
36.8 The following committees shall be established: 
 
(g)  Other Committees 
 

The board shall establish any other permanent or ad hoc committees as may be 
required. It is not necessarily a requirement that these other committees report directly to 
the board, but in all cases the reporting arrangements will be defined in their terms of 
reference. 

 
Council of Governors 
 
Similar provisions in respect of admission of the public (2.2.), holding meetings remotely (2.10) 
and suspension of Standing Orders (2.13) are provided within Annex 6 of the Trust Constitution 
in respect of the Council of Governors. 
 
Please refer to the flowchart on page 5 for details  of how these arrangements will operate 
in practice including the procedure to be followed for the suspension of Standing Orders. 
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Decision Making during Sustained Interruptions to B usiness Continuity (in this 
instance COVID-19) including the Procedure to be fo llowed for Suspending Standing 

Orders  
 
Where it is not possible for the Trust Board or sub-committees of the Board to meet as normal, 
careful consideration needs to be given to how decisions are made at this level.   
 
If the Trust Board wish to suspend Standing Orders the following flowchart should be used: 
 

No Continue to follow 
Standing Orders. 

Meet virtually.  
Business 

transacted to 
focus on key 

priorities. 

Follow emergency 
powers for urgent 

decisions 

Trust Board: Trust 
Secretary to 

maintain a log of (1) 
urgent decisions 

made during period 
of business 

continuity provision 
for ratification at the 

next Trust Board 
meeting and (2) any 
matters which have 
had to be deferred 

due to need to focus 
on key priorities. 

AND / OR 

Suspended Sub-
committees: NED Chairs 
to maintain a list of 
matters deferred (or dealt 
with via a different route). 
 
 

Decision to Suspend  
Standing Orders 

Meeting* required to be 
held with at least two-thirds 

of the Board present, 
(including one Executive 
Director and one Non-

Executive Director), and with 
a majority of those present 
voting in favour of such a 

suspension. 
 

(*Meeting may need to be 
held remotely.) 

A separate record of matters 
discussed during the suspension 

of Standing Orders shall be 
made and shall be available to 

the Directors. 
 

No formal business may be 
transacted while Standing 

Orders are suspended. 
 

The Audit Committee will review 
any decision by the Trust Board 

to suspend Standing Orders. 
 

The Audit Committee will also 
review the adequacy of the 
Trust’s revised corporate 

governance arrangements in 
light of COVID-19 more 

generally and will report to the 
Trust Board monthly.  This will 
include oversight of the Board 

Assurance Framework. 

Yes 

Quality & Safety and 
Audit, Risk & 
Governance Sub-
committees: NED Chairs 
to maintain a list of 
matters dealt with via 
another route or 
deferred due to the need 
for business transacted 
to focus on key 
priorities. 
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The report proposes: 
 
1. Additions to the Committee’s Terms of Reference to improve its  
    responsiveness in the current circumstances by:  
 
• Reducing attendance at meetings; 
• Making the frequency of meetings flexible and respo nsive; 
• Adding to its responsibilities the oversight of the  new temporary 

governance arrangements proposed for the Trust; 
• Managing the relationship with both the External an d Internal Audit 

services appropriately; 
• Increasing the emphasis on counter fraud and anti-t heft 

preparedness; 
• Focusing on the changing risks in the Board Assuran ce Framework.  
 
 
2. A risk-based reworking of the Committee’s Work P lan. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is recommended to approve the arrangement s set out in this 
report and to keep them under regular review.   
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Proposals for the Audit, Risk & Governance Committee for the Duration of Covid-19 Crisis 

Response 

Pre-amble: Note that for the purposes of this report:  

(a) References to “The Period” mean from 24
th

 March 2020 until 30
th

 June 2020 (or such other 

end date as the Trust Board may specify at any time);  

(b) all the proposed changes are temporary in nature and subject to the explicit written 

approval and review of the Trust Board, and;  

(c) all of the proposed changes to Committee’s Terms of Reference are additions and therefore 

should in no way be interpreted as diminishing the overall remit of the Committee.] 

 

1. Committee Terms of Reference – Proposed Additions:  

“3.0 Attendance at Meetings”: 

To add the following as a new paragraph 3.9: 

(a) “During The Period all meetings of the Committee are to be held on a tele/video 

conference basis only.  

(b) Subject to adhering to the requirements for quorum (section 2.0 above) then it will be a 

matter for the Chair of the Committee in consultation with the Director of Finance to 

determine who should be a participant in any Committee meeting during The Period. 

(c) Notes are to be made of both the attendance at the meeting and of the decisions taken 

on the items discussed at the meeting for subsequent formal written presentation to the 

Trust Board monthly.  

(d) The Chair in consultation with the Director of Finance will maintain a log of those 

agenda items tabled but not discussed at the meetings during The Period; this will be 

presented to the Trust Board monthly in writing for information with a statement on the 

intended action.” 

 

 “5.0 Frequency of Meetings”: 

To add the following as a new paragraph 5.3: 

“During The Period the Committee shall meet with such frequency as may be determined by 

the Chair in consultation with the Director of Finance and also in order to comply with any 

revised year-end or other reporting procedures required of it by NHSE/I.”  
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“7.0 Responsibilities”: 

To add the following as an additional bullet point to paragraph 7.1: 

• “Reviewing the adequacy of the Trust Board’s revised arrangements for governance and 

assurance during The Period; including any proposal to suspend Standing Orders; and 

making recommendations to the Trust Board in these matters.” 

 

“7.2 Integrated Governance, Risk Management and Internal Control”: 

To add the following text to the final bullet point to paragraph 7.2.2: 

• “…with a particular focus on the heightened risk for fraud and criminal activity during 

The Period.” 

 

To add the following text to paragraph 7.2.5: 

• In the absence of the operation of the other Trust Board Sub-Committees during The 

Period it will fall to the Chair of the Committee to maintain regular liaison with the other 

Sub-Committee Chairs in order to remain briefed on any issues that may be of interest 

to the Committee.“ 

 

“7.3 Internal Audit”: 

To add the following text to the end of this section: 

“During The Period to agree such revised arrangements with the Internal Auditors (such as the 

conduct of the work programme for internal audits and follow-ups; and the obtaining of audit 

opinions, etc.) as may be deemed necessary in the circumstances.” 

“7.4 External Audit”: 

To add the following text to the end of this section: 

“During The Period to agree such revised arrangements with the External Auditors (such as the 

conduct of annual audit plan; and the annual audit opinion, etc.) as may be deemed necessary 

in the circumstances.” 

“7.6 Risk Management”: 

To add the following as an additional bullet point to paragraph 7.6.1: 

• “During The Period any such other matters as the Committee may consider to be 

relevant in the prevailing circumstances, but in particular in the absence of the 

operation of the other Trust Board Sub-Committees the Committee will assume general 

oversight of the Sub-Committee level of the Trust’s Board Assurance Framework and 

report any issues or concerns to the Trust Board 
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“7.7 Counter Fraud & Security”: 

To add the following text to paragraph 7.7.2 

“…with a focus on the particular nature of the heightened risk for fraud and criminal activity 

during The Period.”  

“7.9 Other Assurance Functions”: 

To add a new paragraph 7.9.6: 

• “During The Period and in the absence of the operation of the other Trust Board Sub-

Committees the Committee may, if considered relevant in the prevailing circumstances, 

consider such  assurance reports as the other Sub-Committees may otherwise have 

considered and propose a course of action on each.“ 

 

2. Committee Work Plan – Proposed Change: 

That during The Period strict adherence to the previously approved 2020-21 Committee Work 

Plan is suspended, and a risk-based approach is adopted with the current Work Plan used as a 

reference point by the Committee for the work that the Committee would have been 

undertaking in ‘normal circumstances’ outside The Period, with any deviations from this 

reported to the Trust Board for approval.  



BOARD ASSURANCE FRAMEWORK (BAF)
MARCH 2020

Content:

Section 1: Trend over time - Mitigation of Trust's 11 strategic risks;

Section 2: Mitigation of 11 strategic risks - in detail (Part a: Executive summary and heatmap; Part b: BAF detail);

Section 3: Appendix: Full list of underpinning divisional/directorate risks underpinning strategic risks.
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1 1. To give great care

Risk of non-delivery of constitutional performance targets, specifically: 

(a) Cancer 62 day, 
(b) A&E, 
(c) RTT - 18 weeks,
(d) Diagnostics.

8 20 20 20 20 20 20 20 20 20 20 20 Shaun Stacey

2 1. To give great care
Risk of non-delivery of agreed quality and clinical improvements (includes the risk of non-delivery of a 
reduction in the mortality ratio)

10 20 20 20 15 15 15 15 15 15 15 15 Kate Wood / Ellie Monkhouse

3 1. To give great care
Adverse impact of external events (i.e. Britain's exit from the European Union; Pandemic) on business 
continuity and the delivery of safe care.
[Note amended scope of strategic risk from March 2020]

8 16 8 8 8 8 16 16 16 16 8 8 Shaun Stacey

4 2. To be a good employer Inability to secure sufficient numbers of appropriately skilled staff in the short, medium and longer term. 8 15 15 15 15 10 10 15 15 15 15 15 Jayne Adamson / Claire Low

5 2. To be a good employer
Ineffective staff engagement and ownership of Trust agenda affects morale and failure to change and improve 
the culture.

8 12 12 12 12 9 12 12 12 12 12 12 Jayne Adamson / Claire Low

6 3. To live within our means

Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve 
the overall Northern Lincolnshire system target;
(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 
conjunction with everyone else to achieve a system balance.

10 15 15 15 15 15 15 15 15 15 15 10 James Hayburn

7a

Risk of failure of the Trust’s infrastructure; specifically:

(a) Ageing estate and equipment: the inability to maintain legislative compliant and improve the current estate 
and equipment due to a lack of capital and backlog maintenance (includes Legionella);

10 20 20 20 20 20 20 20 20 20 20 20 Jug Johal

7b

Risk of failure of the Trust’s infrastructure; specifically:

(b) Longer term estate sustainability: failure to secure a sustainable estate future for SGH (and to a lesser 
extent DPOWH) this may give rise to buildings or parts of buildings becoming unsafe to occupy;

10 20 20 20 20 20 20 20 20 20 20 20 Jug Johal

7c

Risk of failure of the Trust’s infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security: failure of the IT infrastructure and adverse impact on the delivery of 
the Digital Strategy and on business continuity and the delivery of safe care; and the lack of adequate controls 
to defend the Trust’s IT systems when a cyber-attack occurs.

12 16 16 16 16 16 16 16 16 16 16 16 Jug Johal

8 4. To work more collaboratively Inability to pursue a clear organisational strategy that staff and stakeholders are aware of and support. 8 12 12 12 12 12 12 12 12 12 12 12 Sue Barnett

9 4. To work more collaboratively
Lack of a clear service strategy for the area to ensure long term service sustainability (includes the risk of not 
developing the required external relationships and linked to HASR).

9 15 15 15 15 15 15 15 15 15 15 15 Sue Barnett

10 4. To work more collaboratively The risk of ineffective relationships with stakeholders. 8 8 8 8 8 8 8 8 8 8 8 8 Peter Reading

11 5. To provide strong leadership
Risk of insufficient investment and development of the Trust’s leadership (including clinical leadership) – 
capacity and capability.

8 12 12 12 12 12 12 16 16 16 16 16 Peter Reading

The potential impact of the above risks materialising include:
·         Poor quality care / harm 
·         Damage to the Trust’s reputation
·         Further regulatory action and inability to exit quality and financial special measures
·         Lack of longer term sustainability

Northern Lincolnshire & Goole Trust's Risk Appetite: “The Trust will not accept risks that impact adversely on patient safety and therefore has a greater 
appetite for financial risk in that it is prepared to take the necessary actions to safeguard safety despite the potential financial consequences and regulatory 
impact. The Trust also has a greater appetite to take considered risks in pursuit of innovation which may challenge established working practices and may 
pose a risk to its reputation, where positive gains can be seen”

Lead Director

Section 1: Trend over time - Mitigation of Trust's 11 strategic risks

4. To work more collaboratively



Strategic Objective: 1. TO GIVE GREAT CARE

*

*
Linked Corporate or High Level Risk Rating HEATMAP:

*
5 RTT: 1851 (opth) RTT: 2118 (col)

* 2515: Data accuracy

Diagnostics: 2657

*

*
4 Cancer: 2448; 2008 Cancer: 2601, 2592 Diagnostics: 1800

Cancer: 2601 RTT: 2048 (ENT) Diagnostics: 1631

RTT: 2245; 2118 RTT: 2347 (F/U) Diagnostics: 2646

* Diagnostics: 2522 RTT: 2401 Diagnostics: 2617

A&E: 2562

3 A&E: 2576 Cancer: 2524 Cancer: 2261; 2569 Cancer: 2160

* A&E: 2561 Cancer: 2244; 2282

Diagnostics: 2307 Diagnostics: 2499

Diagnostics: 2141 Diagnostics: 2210

Cancer: 2650; 2605

* A&E: 1991

2 RTT: 2583 RTT: 2400 (d&c)

A&E: 2564

*

* 1

* (To be added: (1) Financial risk from diagnostics outsourcing contract (CSS).

CHANGES SINCE LAST MONTH:
* None 1 2 3 4 5

Very Low 
Risk

Co
ns

eq
ue

nc
e 

(1
-5

)

1-3.4-6.8-12.15-25.Key:

Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Risk Description:

Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20

Monthly Executive Highlight Report: Plans for next month:

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

RTT / 18 Weeks: Focus on data quality in connection with clock stops, work commenced on the business rule 
audit - expected 3 month lead time for meaningful data to be available.

Colorectal 100 day improvement challenge underway with Trust and partners, day 50 review planned. To update 
Quality and Safety as to progress with the initiative.

Completion of ECC Pathways audit and combine with "MADE Perfect" week table for discussion at OMG to agree 
necessary recommendatons for A&E delivery board.

Compile bid for additional monies to support the case for the appointment of an improving flow manager.

The risk is that the Trust fails to deliver or fails to demonstrate robust improvement plans in delivering constitutional performance 
targets which impairs the Trust's provision of quality services and adversely impacts on its reputation with service users and regulatory 
bodies.

Risk to performance improvement trajectories from Coronavirus (COVID-19). Regular oversight meetings 
established to monitor and plan Trust response. Included within the scope of the Trust's strategic risks.
Improvements seen in cancer urology and lung cancer pathways in connection with faster diagnosis following go 
live of faster timed pathways. RAG rating shifts to Amber for cancer performance.

Validation by divisions of Medicine and Surgery in connection with performance against DMO1 targets underway.

Cancer 62 day target: Aim to meet national target in 2021. Current local agreed target 85%.
Performance during January 20: Trajectory: 70.6%. ACTUAL: 63.2%. 

Risk to Strategic Objective:

Monthly Executive Highlight Report:
The Trust is currently unable to deliver these 4 performance targets due to demand and capacity constraints. An 
agreed trajectory for each to maintain delivery of care has been agreed.

1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 
62 day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics - DMO1.

a)

A&E target: Aim to meet national target in 2021. Current local agreed target: 90%
Performance during January 20: Trajectory: 85.6%. ACTUAL: 73.2%. 

b)

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%
Performance during January 20: Trajectory: 80.8%. ACTUAL: 77.3%. 

c)

6-week wait for diagnostics - DMO1: Aim 1% of diagnostic requests breach the 6 week target. 
Performance during January 20: Trajectory: 9.9%. ACTUAL: 16.6% 

d)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. Following meeting with the executive owner of this strategic risk, it is felt the following are further risks that 
are currently not fully articulated on local divisional and directorate risk registers, and therefore need to be 
added:

Risk of insufficient capacity in the Directorate of Operations mitigated by appointment of additional management 
post in the Chief Operating Officer's team.

(To be added: (1) Out-Patient Follow-Up - all divisions; (2) Failure to meeting constitutional 
targets: RTT in Medicine and Surgery); (3) Haematology RTT risk and emergency access to services 
(medicine); (4) Immunology RTT risk and emergency access to services (medicine)).
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE
Date added:
Last updated:

  

Daily meetings to review long waiters and overdue follow-up 
pathways.

Weekly meetings held with specialty leads to review in detail 
pathways for longest waiting patients. Areas for escalation 
highlighted to COO and DGM.

Weekly escalation/assurance meeting with Chief Operating 
Officer to review individual patient pathways.

   

       
   

    

       

         
        

   

       
      

Outpatient follow-up - 
Trajectories revised to 
maximum 9000 overdue by 
2021 and 4000 by 2022

Continue to experience single 
numbers of over 52 week wait 
patients (Aim: 0).

Reduction in patients waiting 
       

 

      
    

    
      

    
    

     
     

     

Fragile services with significant 
mismatch between capacity 
and demand leading to long 
waiting times in 7 specialties 
(1) ENT; (2) Ophthalmology; (3) 
Colorectal Surgery; (4) 
Gastroenterology; (5) 
C di l  (6) R i  (7) 

Increased number of incidents 
and SIs in Ophthalmology; 
Gastroenterology and ENT 
relating to waiting times.

Short term: Outpatient 
transformation plan developed 
for each of the 7 specialties. 
Ongoing. [Each plan has 
dedicated timescales] 18mths-
2yrs.

A

   
  

   
    

Longer term: Development of a 
system-wide 3-year plan for 
these areas (2022).

Pilot underway A&E 
consultants staffing UTC to 
pilot different ways of working.

NLAG is part of NHS Elect / 
AECN initiative to review 
Ambulatory care pathways for 
improvement, ongoing. 
Escalation beds opened to 
mitigate.

Review LOS / discharge before 
noon data at ward 
performance meetings, Mar 20.
Bid for monies to support the 
recruitment of an improving 
flow manager.

A&E Delivery Board; 
Unplanned Care Board; 
Quality Governance 
Group

Development work for Acute 
Assessment Unit to further 
develop zero day 
LOS/ambulatory pathways, 
ongoing review.

Workshops looking at how 
services can be run differently 
as part of winter planning, 
ongoing. 

Urgent Treatment Centre (UTC) 
Delivery Challenges

Potential for more patients to 
be on ambulatory pathways.

Potential for more patients to 
be on zero LOS pathways.

(b) A&E

A&E Delivery Board and a system wide focus.

UTC focus on managing minors outside of the A&E/ECC 
department to free up capacity; Acute Assessment Unit work 
and focus on ambulatory pathways to pull from A&E model. 

Development of winter plans.

Additional staff in A&E and UTC (medical and nursing); 
establishment review completed and additional establishment 
agreed; Senior positions in the department extended (i.e. 
Consultant cover till midnight). Matron of the day present at 
Ops meetings to consider staffing.

Weekly MDT stranded walk around.

A&E board rounds refocussed to 2 hourly and including Acute 
Medical Doctors to support pull of patients out of A&E.

Refoucssed twice daily huddle with lead doctor and lead nurse 
to review in more detail activity/acuity. Escalation to medicine 
management and ops centre.

Medicine appointment (on secondment) of an improving flow 
project manager.

Performance data: Symphony 
A&E system provides real-time 
performance; Bed state / Sitrep 
reports; A&E live dashboard; 
Integrated Performance Report.

LOS and discharges before 
midday data by ward now 
available.

Quality assurance: 
ED Nursing Dashboard/quality 
indicators; Matron 
retrospective review of patients 
waiting over 10 hours to assess 
for clinical harm.

Urgent Treatment Centre (UTC) 
gaps in GP rotas.

Flow challenges at both Trust 
sites resulting in capacity 
challenges for patient's 
needing to be admitted.

Potential for SAFER bundle to 
be utilised more.

Potential for more patients to 
be discharged within 72 hours.

Limited management time to 
focus on flow throughout Trust.

Audit underway to understand 
pathways of care prior to 
patients attending ECC services, 
March 20.

Review Audit results and 
findings from MADE Perfect 
week at OMG and develop 
recommendations for A&E 
delivery board.

Trust not meeting 
constitutional target or local 
trajectory.

QSIS improvement plans 
delivery; lack of assurance in 
monitoring of delivery.

Tumour site MDTs not focussed 
on QSIS Standards.

QSIS improvement plans 
delivery; lack of assurance in 
monitoring of delivery.

Clinicians not reviewing root 
causes for breaches monthly.

Develop divisional dashboards 
containing improvement plan 
within PowerBI, 2021.

Lung cancer: no MDT for 
mesothelioma.

Working with HUTH to 
establish, Q1 2020/21.

(a) Cancer

Central cancer team, with Cancer lead in post.

PTL:
Cancer weekly PTL and escalation process;
Weekly Cancer PTL meeting - changed to 6 weekly focus on 
top 5 specialties which account for 80% of breaches;

Oversight:
Weekly Divisional General Manager Waiting List Assurance 
Meetings with all divisions;
Weekly attendance by Path Manager to PTL to improve 
turnaround times/escalation;
PRIM meetings with divisions includes focus on Cancer;
Cancer Board meeting; underpinned by individual tumour 
specific MDT Business Meetings;
Joint bi-monthly Cancer Board established between NLAG and 
HUTH;

Improvement planning:
System wide 62 day improvement plan in place focussing on 7-
day 1st appt, 28 day definitive diagnosis, IPT by Day 38, 
Treatment by Day 62 (approved at Planned Care Board Sept 
19); 
Outsourcing contract for diagnostics has supported reducing 
turnaround times;
Patient Triage arrangements in place for Urology and Lung;
Colorectal drafted and go live planned Q1 2020;
Trust and community partners currently engaged in the 
colorectal 100 days improvement challenge.

Management of demand:
Consolidation of HUTH Oncology Services onto the DPOW site 
within NLAG (Jan 20);
Single site MDT implemented for Lung Cancer (Jan 20);

IPR. Power BI reporting 
(including ability to compare 
tumour site performance). 

Not meeting 62 day 
performance targets (62 day 
RTT and screening).

PRIM divisional update.

Continued improvement seen 
in Pathology turnaround times.

Quality Priority: Positive results 
seen to date from the 
implementation of 
triage/straight to test in Lung 
and Urology.

Faster pathways in place for 2 
of the 4 priority pathways: 
Lung and Urology (evidence of 
sign off to be obtained).

Capacity and demand.
Delays in pathways (NLAG and 
cross-organisational pathways).

Implement timed and faster 
pathways in remaining 2 
pathways: Colorectal; Upper 
GI. Q1, 20/21.

A

Cancer Board; Planned 
Care Board; 
Quality & Safety 
Committee;
Quality Governance 
Group

Gaps in oncology due to staff 
absence / vacancy.

HUTH Oncology services 
consolidattion onto single site 
(DPoW; Jan 2020), overseen by 
clinically led steering group, 
review in March 2020 of 
lessons learnt.

Cancer MDT Business meetings 
not quorate.

Quality Surveillance (QSIS) 
annual submission: no 
improvements in recent years.

Write to Cancer Lead, cc: DCD 
within Clinical Support Services 
to support focus on Cancer 
Tumour Site improvement in 
oversight and governance 
processes, Mar 2020.

Not meeting 62 day cancer 
performance targets (62 day 
1st RTT, and screening).

Delays in developing faster 
diagnosis pathways in 2/4 
priority pathways: Colorectal 
and Upper GI.

Quarterly thematic analysis 
reasons for breaches, Mar 
20.
Colorectal 100 day 
improvement challenge, 
ongoing; day 50 review 
scheduled. 
Single MDT for Colorectal, April 
2020

Diagnostic delays and 
pathology turnaround times 
impact on pathway timescales. 

Not meeting (Aim) of 
investigations and pathology 
within 7 days. Improvements 
seen in both areas.

Streamlined processes in Path 
Links / additional staff 
recruitment, Ongoing.

R

Cancer Board meeting but not 
quorate.

Consequences of Risk Materialising:
* Impact on provision of quality services to our patients;
* Adverse impact on the Trust's reputation and its standing with patients and regulators; 
* Adverse impact on ability to exit quality and financial special measures or receiving needed support. 

Assurance that the issues impacting on this risk are being 
managed:

Trend RAG Rating:
RED

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Assurance / Oversight 
Group

Risk to Strategic Objective: 1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 62 
day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics - DMO1.

Lead Executive: Shaun Stacey 01-May-19

Oversight Group: Operational Management Group 16-Mar-20

Assurance Committee: Finance & Performance Committee



(c) RTT/18 weeks

         

          
        

    

      
     

PRIM performance oversight meetings.

Chief Operating Officer weekly meeting within Divisional 
General Managers for oversight.

Fortnightly oversight meetings include CCGs.

Planned care board has system wide membership. 

Refresh of Capacity and Demand Plans and development of 
Action Plans to reconcile differences being developed to 
support 20/21 Business Planning.

Ongoing colorectal 100 day improvement challenge should 
have a positive impact on RTT performance.

   
   

    
    

    
      

  

Reduction in patients waiting 
more than 40 weeks (Aim: 0 by 
Mar 20).

IPR report going to F&P and 
Board. Data reviewed at PRIM.

RCA's completed for patients 
who wait > 52w for treatment 
to understand reasons and 
share lessons. Process to 
review RCAs for Harm and 
escalation to full clinical harm 
review and SI route if indicated.

    
   

     
     

     
   

  
Cardiology; (6) Respiratory; (7) 
Urology.

    
    

   
   

(d) Diagnostics - DMO1 [Endoscopy: 
Colonoscopy; Cystoscopy; Flexi 
Sigmoidoscopy; Gastroscopy]

Daily Huddle.

Weekly PTL Meeting.
Weekly standards meeting.

Expanded remit for non-medical endoscopists.

£1.2m investment in decontamination and additional scopes.
Further £150k for scope and patient monitoring.

Monthly Business and Governance meetings.

  

Integrated Performance Report 
including the DMO1 position.

JAG accreditation against 
quality standards.

Demand and Capacity work 
completed for Endoscopy. 

Year 2 of business plan being 
delivered.

    

  
    

    
      

Increased waiting times 
identified within the 
Endoscopy PTL recently.

Undertake review of Data 
with S&CC team to 
understand if therapeutic 
endoscopies are being 
recorded incorrectly as 
diagnostic and affecting 
DMO1 reporting position, 
Mar 2020. 

Trust's priority focus of RTT 
    
  

Ongoing management of 

A PRIM

R PRIM

Gap in reporting against 
DMO1 position.

Integrated Performance 
Report including the DMO1 
position, TBC.

(d) Diagnostics - DMO1 
[Echocardiography]

PRIM meeting oversight. DMO1 improvement 
trajectories in place for 
2020/21.

Internal Breach target agreed 
for modality, to not exceed 1% 
of PTL breach.

Data quality gaps have been 
identified in connection with 
uncashed clinics

Medicine to undertake 
validation of 480 patients 
with old TCI supported by 
Patient Admin Team

(d) Diagnostics - DMO1 [Audiology]

Weekly huddle.

PRIM meeting oversight.

DMO1 improvement 
trajectories in place for 
2020/21.

Internal Breach target agreed 
for modality, to not exceed 1% 
of PTL breach.

Reported data demonstrates 
performance gaps.

Complete data validation 
with Surgery division, Feb 
2020.

Drafting underway for 
Radiology work plan (3-5yrs) 
will include plans for more 
focussed upskilling and 
training of specialist staff 
that are hard to recruit to. 
Ongoing. 

Review outsourcing 
arrangements over holiday 
period to test trigger points 
and financial spend, Feb 20.

Financial spend on 
outsourcing contract not yet 
clear.

Complete full business case for 
NHSI consideration, March 20.

CT and MRI performance 
against DMO1 position; impact 
on performance as a result of 
priority focus on RTT 
improvement.

Additional CT Scanner funding 
approved, to be in place by Aug 
2020 (DPoW).

Development of weekly 
KPIs/Monitoring Report (IPR), 
Mar 20.

(d) Diagnostics - DMO1 [Radiology]

Daily activity huddles for radiology.

Weekly activity PTL meetings.
Weekly Radiology Management Meetings.
Monthly Business and Governance Meetings

Attend weekly Performance Standards Weekly Meeting.

Take part in Trust's weekly PTL.

Additional CT scanner now in place and operational.

Expanded remit for reporting radiographers which increases 
reporting capacity. 

Outsourcing contract with 3rd party provider now in place for 
reporting to mitigate delays between scan and reporting, 5 
year contract with guaranteed capacity.

Controls in place to escalate any scans not meeting internal 
KPIs to outsourced 3rd party for reporting (KPIs: suspected 
cancer, not reported same day - escalate to outsourced 3rd 
party; routine scans, not reported by day 21 - escalate to 
outsourced 3rd party).

Full business case approved by Board in December for MRI 
scanners at Grimsby. 

Focus to meet local target for CT scanning by March 2020, 
currently on trajectory for CT.

Demand management of MSK on all imaging in place via the 
MCATS soloution (Jan 20).

Demand & Capacity work 
completed for CT.

PRIM meetings review and 
escalation.

Backlog of overdue unreported 
scans has significantly reduced 
(to 49, longest wait for report 1 
month).

Power BI data monitored daily.

Longest wait for a report is 5 
weeks for all examinations. 

DMO1 improvement 
trajectories in place for 
2020/21.

Outsourcing contract changed 
from backlog recovery to 
business as usual resulting to 
improve financial position.

Internal Breach target agreed 
for MRI, to not exceed 15% of 
PTL breach.

Insufficient MRI capacity until 
new schedmes complete, 
capital funding to be confirmed 
for SGH scheme.

Reporting capacity backlog, 
although evidence this is 
reducing.

Additional MRI capacity at 
both sites planned (DPoW 
capital allocated; SGH capital 
not yet allocated) NHSI funding 
decision awaited.

Weekly PTL escalation process 
(currently in draft for approval 
in February local governance).

Demand management of MRI 
with CCGs.

CCGs reflecting and 
considering how they may 
work with PCNs to manage 
demand, ongoing.

Radiology Diagnostic capacity

Ongoing efforts to recruit 
Radiologists. Exploring 
Radiology fellows 
programme alongside 
Morecombe Bay following 
successful pilot. NLAG to 
join wave 2. TBC.
Bid submitted for £101k for 
MRI scanner capacity and 
£34k for reporting to 
recover DMO1 postion to 
15%.
MSK service tender by Trust 
and partners, change in 
service delivery will reduce 
demand on diagnostics 
resource, monitor impact, 
Ongoing. 

Due to expanded remit for 
reporting, shortage of 
radiographers identified.

Recruitment and training, 
ongoing.

R

[Aim: Amber Assurance 
by Jan 20]

PRIM; Planned Care 
Board; Quality & Safety 
Committee

     
    

these areas (2022).

Demand and capacity refresh 
of modelling, Dec 19.

High new to follow-up ratio is 
some specialties, relating to 
poor pathway design

Data quality gaps have been 
identified in connection with 
'clock stops' resulting in 
incorrect waiting list 
categorisation in some 
instances.

Data Validation Team in place, 
all clock stops are validated 
wef 01/01/2020 

Audit of business rules project 
underway, report on extent of 
errors expected mid-end March 
2020.

Risk of adverse impact on 
performace from Coronavirus 
(Covid-19).

Not fully assured that admin 
processes are compliant with 
operational processes.

Weekly Chief Operating Officer 
oversight meeting with 
Divisional General Managers.

Regular monitoring and action 
meetings within Operations 
directorate.



G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

     
   

 

 

  
  

    

      
      

    

PRIM meeting oversight.

   
   

   
 

    
   

      

Weekly KPIs and monitoring 
report.

DMO1 improvement 
trajectories in place for 
2020/21.

Internal Breach target agreed 
f  d lit  t  t d 1% 

     
impacts adversely on DMO1 
waiting times performance.

Ongoing management of 
PTL.

Staffing gaps for hard to recruit 
to vacancies results in 
increased costs for temporary 
staff.

Drafting underway for 
Radiology work plan (3-5yrs) 
will include plans for more 
focussed upskilling and 
training of specialist staff 
that are hard to recruit to. 
Ongoing. (d) Diagnostics - DMO1 [Medical Physics: 

Dexa scan; Neurophysiology; 
Urodynamics]

Weekly huddle.

Daily meeting with booking office.

Skill mix reviewed and flexibility of roles/role redesign. 

PRIM meeting oversight.

Weekly KPIs and monitoring 
report.

DMO1 improvement 
trajectories in place for 
2020/21.

Internal Breach target agreed 
for modality, to not exceed 1% 
of PTL breach.

Gap in reporting against 
DMO1 position.

Integrated Performance 
Report including the DMO1 
position, TBC.



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*
Linked Corporate or High Level Risk Rating HEATMAP:

* 5 CQC: 2549 QP2: 2388; 2390 QP1: 2418
CSC: 1851
QP5: 2401

*
4 QP1a: 2602 QP1a: 2597 QP4: 2673 CSC: 2347 QP4: 2620

QP1: 2434 QP2: 2308 QP5: 2592 QP5: 1800
CQC: 2663 QP3b: 2568 JAG: 2694 [**NEW**] QP1: 2653

* QP4b: 2566
QP5: 2401; 2448; 2008
2601

3 QP2: 2393 QP3a: 2600 QP1b: 2598 QP5: 2160; 2210
QP4: 2640 QP3b: 2537 QP2: 2389; 2671 CQC: 2659 [Increase from 12 to 15]
QP2a: 2672 QP5: 2524 QP4: 2620 CQC: 2681 QP1b: 2531
QP2a: 2582 QP2a: 2669 QP5: 2261; 2244; 2569; 2261
QP2: 2661 CQC: 2687 [**NEW**] 2244; 2650; 2605; 2282
QP2a: 2576 [Reduced from 15 to 6] CSC: 2186

2 QP3b: 2559 QP1b: 2111

*

* (To be added: Risk of not meeting 7 day service standards - W&C) 1
*

CHANGES SINCE LAST MONTH:
* QP2a: 2576: Paediatric medical support pathway to ECC - Risk rating reduced from 15 to 6 (C3xL2)
* QP3b: Access and supply of medications to NRC [CSS] (RR: 12; C4xL3) - Risk closed
* 1 2 3 4 5

*

* **NEW** CQC Linked: 2687: Syringe Driver Training Compliance [C&TS] (RR:9; C3xL3) Very Low 
Risk

1-3.

(To be added: (1) Gaps in Oncology service provision due to staff absence; (2) Oncology capacity [Medicine and 
surgery]; (3) Cancer performance targets in diagnostics)

Escalation of the continued gap in ability to obtain assurance via WebV for sepsis six compliance and screening 
rates to E&F SMT due to continued system / analysis difficulties requires constant management with no tangible 
benefits yet seen. Resolution planned for the 31 March 2020. 

To include in the April edition of the BAF focus on safety in the Trust's Emergency Departments specifically in 
relation to the management of paediatric attendances and core mandatory training, prioritised in line with safety 
risks posed to persons attending ED.

High Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Likelihood (1-5)
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The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. Following meeting with the executive owner of this strategic risk, it is felt the following are further risks that 
are currently not fully articulated on local divisional and directorate risk registers, and therefore need to be 
added:

Monthly Executive Highlight Report: Plans for next month:

Divisional gaps in 7day services collated and to be presented for assurance to Q&S committee in March 2020.

CQC Linked: 2659: Management of formal complaints and PALS within Timescales - Risk rating INCREASED from 
12 to 15 (C3xL5)

Key: 15-25. 8-12. 4-6.
Moderate 

Risk
Low Risk

**NEW** JAG Accreditation Linked: 2694: Failure to meet JAG recommendations in housing enema room within 
clinical area [CSS] (RR:16; C4xL4)

Appointment of additional management resource within Division of medicine to support focus on flow 
improvements.

Risk to Strategic Objective:
2) Risk of non-delivery of agreed quality and clinical improvements (includes the risk 
of non-delivery of a reduction in the mortality ratio)

Risk Description: The risk is that the Trust could fail to deliver consistent levels of service quality which negatively impacts on the Trust's reputation with 
service users and regulatory bodies.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20
The strategic risk rating for quality increased from 15 to 20 in January 2020 as a result of increases in the Trust's 
SHMI.  Monthly SHMI data for March is 117.7 (DPoW: 121; SGH: 115).

CQC Report released on Friday 7 February 2020; Requires Improvement overall; Inadequate for Safe

Helen Hemming, NHSE/I 7 Day Services lead visited the Trust during March to meet with project team members 
and understand processes in place within the Trust.

Grant Thornton undertake SHMI focussed data quality improvement project to look at all deaths for a 3-month 
period from February 2020 to strengthen current processes around mortality coding.

Interviews held during March for the Trust's Medical Examiner Role.
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE
Date added:
Last updated:Risk to Strategic Objective: 2) Risk of non-delivery of agreed quality and clinical improvements (includes the risk 

of non-delivery of a reduction in the mortality ratio)

Lead Executive:

Consequences of Risk 
Materialising:

Issues:

Greater clinical assurance 
needed regarding internal 
identified outliers.

Proposal to MIG on action to be 
taken for 'internally' identfied 
mortality outliers, April 2020.

    
  

Quality Priority 1: Mortality

Mortality clinical lead in post, with improved divisional 
ownership arrangements. 

Mortality Improvement Group oversees reporting to QGG.

Additional project management support from October 2019.

Medicine appointed divisional mortality clinical lead from 
November 2019.

Collaborative review processes established with NEL and NL 
CCGs to share cases with system wide learning. Greater use of 
CCG incidents reporting mechanism from Jan 2020 to ensure 
community/primary care problems in care are more 
systematically reported.

Mortality analyst in post from November 2019.

Wider sharing of primary care / community 'issues' identified 
by hospital reviewers with CCGs as incidents to investigate for 
learning purposes.

Process for operationalising policy to support and care 
provision to those recently bereaved agreed at MIG in January 
2020.

Mortality strategy agreed at MIG in January 2020.

Grant Thornton SHMI focussed Clinical Data Improvement 
Project commenced to review all deaths from February 2020 
for 3 months. Scope approved by MIG in March; monthly 
updates planned from April MIG onwards for duration of 
project.

Mortality report containing 
Learning from Death KPIs.

Quality Priority 1a: Increasing 
SHMI, driven by DPoW site 
SHMI. Disparity in recording of 
risk leading to a lower level of 
expected deaths on the DPoW 
site vs. SGH.

Professor Mohammed 
Mohammed's report on 
mortality statistics.

Quality Priority 1b: Learning 
from deaths process: 
Improvements seen in Division 
of Surgery, some gaps remain in 
Medicine, but 2020 specific 
Quality & Safety Meetings to 
focus on M&M being 
established.

Clinician led validation of 
coding during January 2020 
identified SHMI impacting 
changes in approx. 30% of cases 
reviewed.

PowerBI dashboard.

    
   

 

    
     

    
    

     
      

     
   
    

        
  

     
   

    
    

    
    

    
     

    
   

     
   

    
  

Policy for dealing with those 
bereaved not yet in place. 

Theme for improvement from 
SJR: patients at EOL admitted 
with no care plan.

Divisional M&M arrangements 
not fully in place.

Some EOL KPIs already in place 
and reporting to EOL group.

CQC report findings identified 
further improvement work 
required.

Quality priority 1b details 
preferred place of death KPI.

NLAG EOL Strategy Group (recently reformed); EOL also moved 
internally to sit within Community & Therapies Division.

Multi-agency EOL Strategy Group with wide membership.

Care in the last days of life document in place.

Palliative Care Consultant in place at SGH; good links with 
Hospice arrangements.

Implement RESPECT within 
Trust and with community 
partners, plan to be in place, 
April 2020.

Quality Priority 1: Mortality: Specific 
Focus on End of Life

01-May-19

Oversight Group: Quality Governance Group 31-Mar-20

Assurance Committee: Quality & Safety Committee

Actions required to 
improve:

Assurance / Oversight 
Group

Trend RAG Rating:
RED

Negative impact on the provision of quality services resulting in adverse affect on the Trust's reputation with 
service users and regulatory bodies.

Assurance that the issues impacting on this risk are being 
managed:

Controls: Assurance: GAPS in Controls:

Kate Wood / Ellie Monkhouse

GAPS in assurance:

  
   

 
 

Mortality 
Improvement Group;

Quality Governance 
Group;

Quality & Safety 
Committee.

New Quality & Safety (to 
encompass M&M) schedule 
from Jan 2020.

R

Mortality Strategy KPIs not yet 
in place to monitor impact.

KPIs to be agreed and then 
reported on. Reviewed in MIG in 
March. Apr 2020.

A

Additional end of life care 
pathway documentation, March 
2020.

Specialist Palliative Care 
Business case finalising 
following wider consultation 
with provider partners and the 
CCGs, March 20.

EOL group oversight of 
improvement plans with wider 
stakeholder involvement, 
Ongoing.

Differences in palliative care 
provision between DPoW and 
SGH; impact on HSMR.

SJR review rate approx. 25%

Insufficiently trained SJR 
reviewers

Review SJR training plan with 
Mortality Clinical Leads, Mar 
2020.

Divisional assurances reported 
to MIG, Ongoing.

Lack of divisionally owned 
improvement plans / learning 
lessons.

Disparity between sites - 
statistical calculation of 
expected deaths (DPoW lower 
than SGH).

A

Increasing SHMI statistic and 
high Out of Hospital (OOH) 
SHMI / HSMR.

Policy to support recently 
bereaved agreed, to amend and 
enact, March 20.

R

Electronic (WebV data) not 
available to evidence action 

     

R

Critical Care Outreach team 
audit of escalation undertaken 

     
  

SHMI impact of Grant Thornton 
Clinical Data Improvement 
project not known at present.

Disparity in the 'expected' 
mortality (statistically 
calculated) between sites; likely 
data quality driven.

Review as part of RESPECT 
planning consideration if any 
additional training is required 
for EOL and RESPECT, April 
2020.

Mandatory EOL training for 
nursing staff; no current 
training in place for medical 
staff.

Need to ensure that the EOL 
KPIs/Measures/objectives are 
clear and encompass all key 
areas requiring improvement 
(CQC; Mortality themes; EOL 
improvement planning).

EOL group to approve KPIs that 
link to CQC; Improvement Plan 
and in response to other gaps 
already identified, March 2020.

Current Palliative care 
arrangements not optimal - SGH 
does not have 7 day service; 
DPoW service is not comparable 
to SGH

Medical Examiner (ME) model 
not yet in place. Interviews held during March, 

appointment to be made.
Low number of NQB SJRs 
requested via complaints/PALS 
routes.

E-NEWS on WebV.

     

        
        

  

    

        
   

       
     

    

EOL KPIs to be agreed and 
monitored for impact.

There is a need to improve the 
identification and planning of 
EOL care

Grant Thornton KPI 
performance from review of all 
deaths starting in March (Feb 
deaths), March 2020.

Grant Thornton SHMI focussed 
Clinical Data Improvement 
Project, ongoing for 3 months.

Review and replacement of 
coding software (Encoder), 
April/May 2020.

R

Clinician time to review cases.

New Mortality Screening tool 
agreed and being used as 
primary mortality review tool 
with links to SJR for NQB cases 
or where further learning is 
identified, ongoing. 

A

Review process for quality 
focussed learning from deaths 
reviews with coding team, Mar 
20.

Investigate other means to 
enable clinician review of cases 
i.e. those unable to work 
currently clinically, Mar/Apr 20.

Risk of reduced number of 
mortality reviews as clinical 
staff time is prioritised in 
response to Covid-19 pandemic.

Reduction in the proportion of 
cases being reviewed for 
learning from deaths following 
changed coding processes on 
commencement of Grant 
Thornton's project from 
February 2020.

Improved Charlson co-
morbidities capture through 
WebV, consult Feb 20. Rollout 
TBC.



LOS data by ward is available 
from Feb 2020; team to begin 
to use during Feb/Mar

Further data to support 
understanding of number of 
discharges before midday now 
available, to begin to use during 
Feb/Mar.

Safer Medication 
Group; 

Quality Governance 
Group

Quality Priority 3: Medication Safety

Medication Safety Officer (MSO) in post.

0.2 Medicine Safety Pharmacy Technician supporting MSO.

Safety Medications Group considers the findings from the Safer 
Medicines dashboard.

Medicine management nurses / work with wards to understand 
ward level errors.

Some education and training / Induction sessions / Care Camp 
for medications safety and medical gasses.

Diabetes Nurse Specialist at DPoW working to share lessons 
learnt / raise awareness regarding insulins.

Datix feedback to individuals.

EPMA live at Goole, phase 1 completed. February roll-out 
planned at SGH.

Gap within the CNS team for Diabetes recruited to. DPoW CNS 
undertaking face to face training and follows up on DATIX 
incidents on the DPoW site.

Daily Omitted doses report developed in EPMA with daily 
reports being issued following roll-out at Goole and ongoing roll-
out at SGH.

Central pharmacy audit 
programme.

Mandatory training: medicines 
management - 89% (no 
renewal).
Safe use of insulin - 73% for 
December (was 81% Oct). 

Safer Medicines Dashboard 
Data feeding the Quality 
Section of the IPR to QGG / Q&S 
/ Trust Board.

Quality Priority 3a: Omitted 
doses - incident data so 
accuracy questionnable.

Omitted doses report drafted 
following roll-out of EPMA at 
Goole.

Quality Priority 3b: Insulin 
related incidents - incident data 
so accuracy questionnable.

Safe and Secure pharmacy 
audit, reported to SMG.

Benchmarking work against 
other Trusts for medication 
incident reporting (bottom 
50%).

Monthly mini-audits being 
undertaken (ongoing work).

Quality & Safety 
 

  

R

       
   

Availability of insulin 
training/diabetes CNS provision 
on the SGH site.

Availability and access to LOS 
data by ward/discharges before 
noon data by individual ward 
managers.

Lack of assurance medicines are 
stored securely in line with 
Medicines Code. 

Review needed of 
appropriateness of insulin 
training for staff.

EPMA Omitted Doses report 
SOP to guide ongoing action in 
response, March 20.

Gaps from audit in escalation 
when NEWS <7.

Quality Priority 2: Deteriorating 
Patient & Sepsis

Incident data for improvement 
purposes available, but  
accuracy is questionnable.

 

Quality priority 2a: NEWS 
completed within timescales: 
positive trends.

Quality priority 2b: Action 
taken in response to NEWS: 
Further work needed for 
escalation of NEWS < 7.

Quality priority 2b: Reduction in 
the rate of cardiac arrests at 
SGH.

Quality priority 2c: Sepsis: No 
assurance presently at 
site/Trust level; ward based 
data to be  available end of Nov 
19 - update.

Reduction in cardiac arrests at 
SGH correlates NEWS 
improvements.

Sepsis screening audit results 
from December 2019 available: 
Majority of patients were 
screened for sepsis when 
indicated.

Critical Care Outreach Team 
audit of action taken in 
response to NEWS Dec/Jan 
2020: 80% appropriate 
escalation.

Sepsis manual audits link with 
DATIX incident reporting 
process should there be 
significant delays identified.

Lack of assurance regarding 
scale of omitted doses; incident 
reporting not considered to be 
fully representative.

Deteriorating Patient 
Group reporting to 
Mortality 
Improvement Group

    
available to evidence action 
taken in response to NEWS 
scores.

Monthly mini-audit programme 
being undertaken, commence 
during March 2020.

R

R

R

R

A

A

R

R

    
audit of escalation undertaken 
Dec 19/Jan 20. Audit to 
continue, March 2020.

Ongoing Oxygen evaluation to 
be included within Critical Care 
Outreach Audit, February Audit - 
reporting in Mar 20.

Gaps in assurance that oxygen 
is being used in line with best 
practice.

Monthly snapshot audit to 
review compliance with Sepsis 
screening and compliance with 
Sepsis six, first audit undertaken 
in Dec 19. To be undertaken on 
an ongoing basis from Feb 20.

Sepsis 6 performance not yet 
able to be monitored via WebV.

Approve Oxygen guidance with 
Medications and Therapeutics 
Committee, March 2020.

Oxygen policy out of date, 
escalation to Deputy Medical 
Director, March 2020.

Gap in assurance: is the current 
training at the right level to 
support staff in providing safe 
care?

Trust's education department 
reviewing and looking at what 
other Trusts training 
encompasses, Mar 20.

DPoW CNS  targetting training 
on needs identified through 
incident reporting, ongoing.

Availability of insulin training 
limited on the SGH site due to 
vacancy, awaiting CNS in 
Diabetes to commence in post.

Increased use of Medicines 
Safety Newsletter.

Appointment of additional 
management support in 
Medicine (secondment) to focus 
on management of flow, 
postholder to commence.

Bid for additional project 
management resource to 
support focus on flow 
improvements, April 2020.

Difficult to identify prescriber 
when errors to feedback to for 
learning.

Lack of E-prescribing system, 
currently paper based.

EPMA rollout across the Trust, 
rollout started in Goole, now 
completed, phase 2: SGH 
commenced in Feb 20.

Verbal assurances from ward 
managers/matrons from ward 
performance review sessions.

Quality Priority 4a: Reducing 
medicine LOS (ward LOS data 
not available).

7Day Services (7DS) Board 
Assurance Framework.

Quality Priority 4b: Gaps in 
specific specialties preventing 
compliance with standards 2, 6 
and 8.

     
      

      
   

    

     
   

    
    

       
 

  

Deteriorating patient and Sepsis working group.

Updated deteriorating patient policy for inpatients ratified by 
the working group, to be approved by Governance groups.

Sepsis specialist nurse.

Work stream within Improving Together.

Central budget identified for replacement of hand-held devices 
and workstations on wheels.

Ward areas reissued NEWS escalation toolkits containing 
guidance and ward based education provided.

Refreshed sepsis training being provided.

Inclusion of key audit data 
within Integrated Governance 
Reports going to governance.

Were part of NHSI Collaborative with Leeds; 4 wards have 
embedded the principles (2 at each site), another 2 ward areas 
are embedding.

Other wards, not yet gone live, have picked up elements of 
SAFER.

Care Navigators in post from late 2018 and are supporting focus 
on flow and discharge and supporting ward/board rounds.

Monthly performance reviews with medicine ward 
managers/matrons, where SAFER progress is reviewed.

Cardiology have moved to a consultant of the week model 
which has supported SAFER principles.

          
  

New deteriorating patient 
policy (including acute and 
community) has not yet been 
approved.

Draft escalation policy to 
streamline and simplify, to 
approve in Deteriorating Patient 
Group, Mar 20.

Approve in divisional 
governance meetings, April 
2020.

Concerns re. WebV ability to 
measure compliance accurately 
escalated to E&F SMT; Issue to 
be resolved by 31 Mar 2020.

Deteriorating Patient group 
agreed to split sepsis screening 
and action questions on WebV 
to make use in realtime easier, 
Mar 20.

Sepsis 6 performance not yet 
being reported via WebV.

WebV system for recording 
Sepsis ability questionnable.

Action plan from external visit 
to include: (1) Process mapping 
of existing processes on ward, 
June 20.

(2) Review and tighten current 
Trust Policy, Medicines code 
update March 2021.

Use data operationally as part 
of monthly performance 
reviews with wards, Apr 20.

Divisional awareness / sharing 
to enable lessons learnt.

Insulin related medication 
safety incidents reported via 
DATIX.



10% shortfall due to illegible 
and/or undated entries.

Lack of documentation to 
evidence compliance with 7 day 
standards. 

Quality & Safety 
Committee; 

Quality Governance 
Group;

PRIM

Amend WebV document to 
include grade of clinician 
reviewing pt, Dec 19. Trial it, 
March 2020. 

Weekly specilaity tri meetings 
with the Assistant General 
Manager, Clinical Lead and 
Matron

Ophthalmology PRIM meeting 
scheudled with senior tri to 
provide assurance on progress 

Validation of patients on PTL 
without a due date; these are 
being reviewed as part of the 
Clinical Harm process and based 
on risk/urgency, provided with 
an appointment. 

External expert reviewer 
appointed to review patients 
who are potential 
moderate/severe harm

Clinical engagement with 
designing service spec that with 
support the service over the 
next 12 months

Specialty Business and Governance Meeting.

New Clinical Lead appointed.

Appointed band 6 Assistant Business Manager to focus on 
performance and activity 

Weekly meetings with team members; team leaders and with 
service lead to focus on backlog waiting list and management of 
PTL (daily for RTT and weekly for Lucentis).

PTL identification of patient by condition, risk stratification 
employed to bring the patient forward based on risk/urgency.

Options appraisal (Longer term actions) being drafted with the 
CCG to provide direction of travel for this service longer term.

12 month plan (interim actions) agreed to minimise risk to 
patients whilst longer term plan is agreed.

Failsafe officers in post.

Clinical service concern (CSC): 
Ophthalmology

R

Quality & Safety 
Committee; Specialty 
Business & 
Governance Meeting.

Interim actions: Discussions 
with CSS to develop an 
integrated multi-professional 
team encompassing Theatres, 
Diagnostics and OPD Nursing, 
ongoing.

Quality Priority 4: SAFER and 7 Day 
Service Standards (7DS) 

     
    
     

managers.

Central cancer team, with Cancer lead in post.

PTL:
Cancer weekly PTL and escalation process;
Weekly Cancer PTL meeting - changed to 6 weekly focus on top 
5 specialties which account for 80% of breaches;

Oversight:
Weekly Divisional General Manager Waiting List Assurance 
Meetings with all divisions;
Weekly attendance by Path Manager to PTL to improve 
turnaround times/escalation;
PRIM meetings with divisions includes focus on Cancer;
Cancer Board meeting; underpinned by individual tumour 
specific MDT Business Meetings;
Joint bi-monthly Cancer Board established between NLAG and 
HUTH;

Improvement planning:
System wide 62 day improvement plan in place focussing on 7-
day 1st appt, 28 day definitive diagnosis, IPT by Day 38, 
Treatment by Day 62 (approved at Planned Care Board Sept 
19); 
Outsourcing contract for diagnostics has supported reducing 
turnaround times;
Patient Triage arrangements in place for Urology and Lung;
Colorectal drafted and go live planned Q1 2020;

Management of demand:
Consolidation of HUTH Oncology Services onto the DPOW site 
within NLAG (Jan 20);
Single site MDT implemented for Lung Cancer (Jan 20);

IPR. Power BI reporting 
(including ability to compare 
tumour site performance). 

Not meeting 62 day 
performance targets (62 day 
RTT and screening).

PRIM divisional update.

Continued improvement seen in 
Pathology turnaround times.

Quality Priority: Positive results 
seen to date from the 
implementation of 
triage/straight to test in Lung 
and Urology.

Faster pathways in place for 2 
of the 4 priority pathways: Lung 
and Urology (evidence of sign 
off to be obtained).

Interim actions: Developed and 
costed an overdue f/u recovery 
plan, to determine if funding 
awarded.

Interim action: Consultant body 
to review clinical agreed 
pathways to assure clinical 
practice, Clinical Lead. Ongoing.

Multi-professional team (OCT 
operators, OP nursing and 
theatre teams )currently all 
working under different 
divisions which prevents 
effective staff development and 
flexibility of service provision.

Equipment needed identified 
and risk assessed. Sent to 
Equipment Group for funding, 
awaiting outcome. Any gaps to 
be added on the risk register, 
May 20. 

Older equipment coming to end 
of usable life.

    
   

    
improvements, April 2020.

A

Working with HUTH to 
establish, Q1 2020/21.

Engagement in the initiative 
from some medical staff.

Inclusion of gaps on divisional 
risk registers, April 2020.

Divisional action plans in 
response to gaps in services. 
Assurance report to Q&S 
committee in March and for 
oversight via PRIM and QGG.

Review of barriers with 
Associate Director of 
Operations. Ongoing focus with 
newly in post DCD to target 
clinician engagement, ongoing.

Specific gaps in some specialties 
preventing the meeting of 7Day 
Service standards.

    
   

  

    
     

 

    
 

     
   

     
 

7 Day services generic action 
plan and gap analysis. Gap in 
assurance is that there will be 
divisional specific requirements 
as yet not fully quantified.

Ward level data detailing LOS 
and Discharges before noon.

Detailed understanding of gaps 
within divisions now available 
and to be reported to Q&S in 
March 2020.

Interim action: Clinical Harm 
external review commences in 
Jan 20 to review and determine 
levels of harm. Review to 
continue until overdue follow 
up waiting lists gap closed. 
Ongoing review.

High number of 
Serious 
Incidents 
relating to the 
service. 

Feedback from 
Clinical harm 
external review 
not yet 
received to 
determine if 
any harm 
caused.

High number of overdue follow 
ups. Overdue and unbooked 
currently: 4,361; approx 27% 
vs. target of 5%.  All consultants 
have visibility of their waiitng 
lists.

Interim action: Commenced 
clinical validation of clinical 

     
       

          
           

 

           

           
       

      
     

          
    

Lead for 7DS identified from the Corporate perspective of the 
Medical Director's office. Some job plans do not align 

themselves currently to daily 
board rounds by senior decision 
maker. 

Cancer Board; Planned 
Care Board; 
Quality & Safety 
Committee;
Quality Governance 
Group

Not meeting 62 day cancer 
performance targets (62 day 1st 
RTT, and screening).

Delays in developing faster 
diagnosis pathways in 2/4 
priority pathways: Colorectal 
and Upper GI.

Quarterly thematic analysis 
reasons for breaches, Mar 
20.
Colorectal 100 day 
improvement challenge, 
Timescale TBC. 
Single MDT for Colorectal, April 
2020

Diagnostic delays and 
pathology turnaround times 
impact on pathway timescales. 

Not meeting (Aim) of 
investigations and pathology 
within 7 days. Improvements 
seen in both areas.

Streamlined processes in Path 
Links / additional staff 
recruitment, Ongoing.

Gaps in oncology due to staff 
absence / vacancy.

HUTH Oncology services 
consolidattion onto single site 
(DPoW; Jan 2020), overseen by 
clinically led steering group, 
review in March 2020 of lessons 
learnt.

Cancer MDT Business meetings 
not quorate.

Quality Surveillance (QSIS) 
annual submission: no 
improvements in recent years.

Write to Cancer Lead, cc: DCD 
within Clinical Support Services 
to support focus on Cancer 
Tumour Site improvement in 
oversight and governance 
processes, Mar 2020.

R

R

Quality Priority 5: Cancer

Capacity and demand.
Delays in pathways (NLAG and 
cross-organisational pathways).

Implement timed and faster 
pathways in remaining 2 
pathways: Colorectal; 
Upper GI. Q1, 20/21.

Cancer Board meeting but not 
quorate.

QSIS improvement plans 
delivery; lack of assurance in 
monitoring of delivery.

Tumour site MDTs not focussed 
on QSIS Standards.

QSIS improvement plans 
delivery; lack of assurance in 
monitoring of delivery.

Clinicians not reviewing root 
causes for breaches monthly.

Develop divisional dashboards 
containing improvement plan 
within PowerBI, 2021.

Lung cancer: no MDT for 
mesothelioma.



G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

    
    

    

   
     

    

     
      

      
     

    
  

   
    

   
 

   
     

     
  

    

   

         
   

         
           

       

        
        

         
          

          
      

   

    
   

  
  

 

Interim action: Developed a 40 
week RTT recovery plan and 
costed to eradicate >40 week 
waits by 31/03; to determine if 
funding awarded. Ongoing. 

Longer term actions: Options 
appraisal to consider future 
service configurations. Verbal 
update to Trust Board in Feb 20. 
Further development of options 
with commissioners. Formal 
report to Trust Board in March 
2020. Ongoing. 

Longer term actions: Work with 
strategic Humber Services 
review to plan for sustainablility 
of services. Ongoing.

Lack of system wide 
ophthalmology approach.

   
 

 
   
 

  
  
  

  
  

  
  

     
    

    
       

     

   
    

records for patients who are 
overdue f/u at DPoW as a pilot. 
Ongoing.

Interim action: Develop service 
specification and procure 
another provider for a further 
12 months to stabilise capacity 
shortfall, May 20. 



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*
Linked Corporate or High Level Risk Rating HEATMAP:

* Visiting arrangements changed and implemented. 5 2426 (Pharm supply)

* The Trust has had its first confirmed patient with a diagnosis of Covid-19.  

*
4 2462 (Bus Cont)

* 2579 (W&C)

*

3 330 (Maj Inc) 2697 **NEW** COVID-19 2571 (Medicine)
2688 **NEW** BREXIT Transport 2567 (Surgery)

2699 **NEW** COVID-19 [W&C]

2

*

* 1

*

*

1 2 3 4 5

Risk Description: Risks to the provision of Trust services following external events on the Trust (i.e. ‘Brexit' and access to medicines/medical devices, the 
workforce and access to some forms of diagnostics; ability to meet the demands from pandemics).

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely = RR of 16 [Meeting Target]

Pandemic committee and Covid-19 working groups established and meeting regularly to co-ordinate the Trust 
response. Central guidance being received from centre and intepreted for local application. 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Risk to Strategic Objective:
3) Adverse impact of external events (i.e. Britain's exit from the European Union; 
Pandemic) on business continuity and the delivery of safe care.

General Election held and a new Government has been formed. 31 January 2020 is the deadline for the UK to 
leave the EU starting a transition period between the UK and the EU until the 31 December 2020.

Internal 'Brexit' project group will be stood down and be ready to react when further direction and guidance is 
available later during 2020 as the transition period draws to a close.

Future relationship with the EU will be clarified by the end of 2020.

Covid-19 classified by WHO as a pandemic. Affecting countries across the world. UK Government taking strict 
measures to manage the pandemic and to ensure NHS services are protected and prioritised. 

Trust Executive lead overseeing the Trust's response with other Executives taking lead roles on critical related 
areas to ensure a prioritised response. Risk rating increased from 8 to 16 - High risk.

**NEW** 2697: Risk to frontline staff - exposure to COVID 19 (RR: 9; C3xL3)

Likelihood (1-5)

Key: 15-25. 8-12. 4-6. 1-3.
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The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. 
Changes made in month to the underpinning risks linked to this strategic risk are summarised as follows:

Monthly Executive Highlight Report: Plans for next month:
Maintain readiness via central Brexit mailbox to receive cascade information and to maintain Brexit lead persons.

Ongoing management of the Covid-19 pandemic and communication of key messages to Trust staff.

Review and react, on a daily basis, to the pandemic and act on central guidance.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

**NEW** 2699: COVID 19 impact on Family Services (RR: 9; C3xL3)

**NEW** 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from 
the EU (C&T) (RR: 6; C3xL2)
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Divisional plans not all yet 
available and on Hub site.

Divisions to provide plans, 
Mar 20.

RAG RATING KEY:

Local Brexit planning group, stood down at present to 
await national developments.

Brexit Clinical Group to support clinical prioritisation of 
medicines and medical supplies, stood down at present to 
await national developments. 

Brexit: Issue 3: Impact on the 
timely access to non-medical 
consumables.

Local Brexit planning group, stood down at present to 
await national developments.

Business continuity plans 
revised and updated in 
connection with 'Brexit'.

Pandemic: Issue 1: Overall 
Executive and Operational 
Leadership and planning

COO is the lead Executive Director; with other 
Executives taking allocated lead roles on related 
issues. Operational leads in place and virtual Incident 
Coordination Centre established.

Divisional business specific risks being identified and 
scoped out with feedback to the Emergency 
Preparedness team for central collation and 
publishing on the Hub site.

Pandemic committee set up and meeting weekly - 
strategic lead; Covid-19 work group established and 
meeting weekly - divisional focus.

Visiting arrangements changed and implemented.

Trust linking in with EPRR regional teams and Humber 
Local Resillience Forum.

Brexit: Issue 5: EU Data sharing
Ongoing piece of work, 
currently awaiting national 
guidance.

Brexit: Issue 2: Impact on the 
timely access to medical devices.

Pandemic: Issue 5: 
Development of facilities 
(including greater ICU capacity) 
and options around bringing 
other facilities into use

Brexit: Issue 1: Impact on the 
timely access to medicines.

Reduced access to general sales 
medicines could increase patients 
accessing urgent care services for 
support with normally self-
managed conditions.

Regional EPRR scenarios and 
planning exercises in 
preparation for 'Brexit' have 
been undertaken alongside 
partners, including scenarios 
involving transportation, 
freight and traffic around 
local docks with resulting 
action plan.

Brexit: Issue 4: Financial risk from 
non-UK patients becoming 
chargeable as the Trust leaves the 
EU Single Market.

Ongoing piece of work, 
currently awaiting national 
guidance.

G

G

01-May-19

Oversight Group: Trust Management Board 31-Mar-20
Lead Executive: Shaun Stacey

Audit, Risk and Governance

Trend RAG Rating:
AMBER

Assurance / Oversight 
Group

Actions required to 
improve:

GAPS in Controls: GAPS in assurance:

Assurance that the issues impacting on this risk are being 
managed:

Issues: Controls: Assurance:

Risk to Strategic Objective: 3) Adverse impact of external events (i.e. Britain's exit from the European Union; 
Pandemic) on business continuity and the delivery of safe care.

Consequences of Risk 
Materialising:

* Medicines and medical supplies with a short shelf life could become short in supply; 
* Shortage of radiopharmaceuticals would impact adversely on diagnostics and cancer care; 
* Increased demand on Trust services as a result of a pandemic and risks to the Trust's workforce.

Assurance Committee:

Director of Estates and Facilities leading on this 
aspects of Trust response to Covid-19.

Increased ITU facilities established in Theatres, 
working well.

Availability of additional 
ventilators. 

Staff training. Ongoing work. 
Capacity of available ICU 
facilities and ventilators 
understood.

Pandemic: Issue 2: Trust Staff

POE Executive Director leading on HR Guidance and 
duty of care aspect of Trust response to Covid-19.

Communications team issuing daily updates to Trust 
staff.

Pandemic: Issue 3: Equipment 
avilability, allocation, training 
and advice

Chief Nurse and Director of Estates and Facilities 
leading on these aspects of Trust response to Covid-
19. Non-Executive Director also supporting focus on.

Pandemic: Issue 4: Staffing of 
extended ICU facilities (inc. 
different staffing models)

COO, Medical Director and Chief Nurse leading on 
these aspects of Trust response to Covid-19.

Increased ITU facilities established in Theatres, 
working well.

Trust Board

Trust Board

G

A

R

A

G

G

G

G

Insufficient network 
capacity / access to 
portable IT equipment to 
support large scale remote 
working.

Work underway to 
increase capacity, Mar 20.

Increased training and 
competency needed to 
operate anaesthetic 
machines.

Ongoing staff training. 

National allocation of PPE 
resulting in Trust not able 
to plan what brands of PPE 
being received, leading to 
difficulties in staff fit 
testing.

Increased use of 
PPE/training time resulting 
from multiple staff fit 
testing of different brands 
of PPE.

Fit to fit  check introduced 
in lower risk areas to 
reduce waste relating to 
different brands of PPE, 
with staff fit testing 
continuing in high risk 

Public Health England 
guidance due to be 
released with Royal College 
input and backing, Apr 20.

Shortage of water 
reppellent gowns following 
different Royal College 
guidance on when to use.

Lack of testing for staff is 
resulting in some staff 
having to self-isolate 
without confirmation of 
coronavirus.

Increased capacity for staff 
screening starting in higher 
risk areas i.e. ITU and 
AMU, 03/04/2020.

Shortfall in some cleaning 
products.

Alternative products being 
sourced, E&F, Mar 20.

Availability of PPE 
equipment.

National allocation of PPE 
equipment to the Trust, 
ongoing.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

* Additional support made available to tackle key operational HR backlogs.
Linked Corporate or High Level Risk Rating HEATMAP:

5 2530: Nursing skill mix

2421: Nurse staffing

*
4 2431: Clinical Engagement 2490: Midwife staff 1800: Radiologist staff

2684: Employment checks 2279: Med staff (Surg) 2140: Nurse (wd25/28)

2145: Nurse staff (Med)

* 2163: E&F workforce

2359: Med staff (Med)

* 2682: Working lives jnr docs

3 2449: Paediatric staff 2423: Mand training 2261: Pathlinks staffing 2691: PSA Pathway Admin **New**

* 2576: Paediatric ECC 1775: Bank Mand train 2255: Therapies staffing 2685: Urology Med Staff

2689: Low staff MSK **NEW** 2537: Diabetes CNS 2189: PRS Admin 2531: Learning disability

* 2580: Lack of divisional plan [W&C] 2166: PRS imaging
2581: Lack of succession plan [W&C] 2356: C&T sickness
2586: Medical personnel files 2422: PADR
2696: Neuro rehab therapy **NEW** 2420: Medical Job plan

1991: Paeds skills A&E

2419: Medical R&R

2519: C&T Physio

2 2100: Theatre staffing 2564: UTC staffing 2018: Medical ACP

2397: C&T staffing 2553: Obstetric theatre

* 2352: Therapy staffing 2596: Job plans W&C

2572: OT Demand/capacity [Reduced from 9 to 6] 2550: Pharmacy staff

CHANGES SINCE LAST MONTH: 1
* 2572: Occupational Therapy Capacity and Demand [C&T] - risk reduced from 9 to 6 (C3xL2)
* **NEW** 2691: PSA Pathway Admin Support (RR:15; C3xL5)
* **NEW** 2696: Limited Neuro Rehab Therapy Provision to provide rehab to the unit (RR:9; C3xL3)
* **NEW** 2689: Low staffing levels and high waiting times within the MSK service (RR:6; C3xL2)

1 2 3 4 5

Risk rating remains at 15 - high risk.

Recruitment pipeline agreed to recruit additional overseas nurses, capital bid submitted to cover associated costs 
of recruitment.

Increased establishment (phased approach) will impact on vacancy rates for nursing.

Trust Workforce Strategy and POE Directorate Strategy in draft to commence committee reviews for ultimate 
approval.

Gap in workforce planning team - recruitment work underway.

Risk to Strategic Objective:
4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 
medium and longer term

Risk Description:
The risk of having insufficient staff or staff who are not suitably trained which could prevent the Trust providing care to its patients, lead 
to poor care outcomes which could adversely affect actual care quality as well as damage the Trust's reputation. 

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 3: Possible = RR of 15

Key: 15-25. 8-12. 4-6. 1-3.

Likelihood (1-5)

Approval of Trust Leadership strategy.

Implementation of Deloittes work to commence.

Capital bid outcome expected for associated costs of recruitment business case.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 
There are a large number of underpinning or related risks captured on divisional and directorate risk registers. See 
appendix for the full list.
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Monthly Executive Highlight Report: Plans for next month:
Further mitigation of risks from stretched capacity at a senior level in the Directorate of People and Organisational 
Effectiveness with additional funding secured to focus on key operational HR backlogs from Interim HR 

Recruitment of workforce planner to have been completed.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

POE away day to support 
development of POE strategy 
linked to Trust's 5 year 
strategy, Ongoing.

Better understanding of future 
staffing needs/talent 
management.

Inflexibility in supporting 
improved work life balance 
balanced against vacancies.

Roster system gaps.

Nursing Recruitment and 
Retention Strategy, ongoing 
development.

HRBP to support divisions 
planning future staffing needs 
as part of Divisional 
engagement plans, ongoing.

Leadership Strategy drafted, to 
ratify and approve, Mar 2020. 
Publication of NHS People Plan 
delayed until summer 2020. 

Monthly reporting to management teams (Triumvirates / 
Heads of dept. / HR Business Partners).

Access to e-learning and a standard PADR template.

TMB approval of revised targets for both PADR and Mandatory 
Training (Core and Role specific).

Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Options for innovative 
improved access to core 
training for staff in front line 
roles. To review in line with the 
CQC reports findings, Feb/Mar 
20.

HR Business Partners to 
monitor update rates of core 
training, specific focus on front 
line departments, Ongoing.

Paper based PADR system.

E-learning platform not user 
friendly.

R

R

Trend RAG Rating:
RED

Assurance / Oversight 
Group

Risk to Strategic Objective: 4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 
medium and longer term

Lead Executive: Jayne Adamson / Claire Low 01-May-19

Oversight Group: PIM / POE SMT 12-Feb-20

Assurance Committee: Workforce

Consequences of Risk 
Materialising:

* Inability to safely provide services to the local population;
* Unable to cover key posts within the Trust due to a lack of succession planning / future talent identification;

Assurance that the issues impacting on this risk are being 
managed:

Issues:

Workforce Committee; 
PRIM

Continued work to improve 
vacancy position, ongoing.

AFuture Talent Management

Working with schools/local education regarding future 
employment options and supporting careers fairs.

Internal Transfer panel to support flexible internal movements 
to support retention (limited to nursing staff as a pilot).

Effective Roster Committee established to review system gaps 
and maximisation of system resource.

Operational Deployment Centre to improve flexibility of 
employment working with MD/CN and COO. Lead appointed 
in September 19. Bank, E-Rostering, Rota Co-ordinators and 
Medical Staffing Managers centralised within the Operational 
Deployment Centre with budgets aligned.

Assurance from retention 
reported as part of Use of 
Resources.

High retention rate of staff.

Employee benefits package better understood by workforce 
(Total Reward Statement).

Recruitment and Retention Strategy (approved by Trust Board, 
Dec 19).

Retention rates are market 
leading amongst peers and 
continue to improve.

Monthly staffing report to 
Workforce Committee.

Retention / Turnover G

Mandatory training & PADR

PIM monitoring as part of 
Workforce focus.

Workforce committee reviews 
key data.

Review completed to evaluate 
the level of mandatory training 
required and determined 
appropriate.

Core mandatory training 
meeting target (all staff).

PADR compliance meeting 
target (all staff).

Identified training needs for 
future workforce planning 
activities.

Lack of integrated data systems 
to join up finance and 
recruitment approaches and 
workforce planning.

Workforce Committee

Workforce Committee

Recruitment / Workforce Planning

Operational plan (5 year planning) includes workforce and 
outlines plan for transformational role development with STP.

POE central talent acquisition team in post and supporting 
with hard to recruit to vacancies.

HR Business Partners from central team supporting 
divisions/directorates.

Additional funding awarded and mobilised to enable a focus 
on key operational HR backlogs from Interim HR professionals 
(commenced Feb 2020).

Vacancy rates KPI.

External assurance from NHSI 
that time taken to recruit is 
good compared to peers.

Advert to recruitment 
timescales.

Workforce Committee

Staffing report outlining 
vacancy rates.

Outcome of nursing establishment review agreed and increase 
agreed for phased implementation.

Increasing establishment and 
approval/costs of overseas 
recruitment

R Workforce Committee

Business case being taken to 
BCRG in February for 2.0 WTE 
for 1 year to support 
centralising of process for 
Medical Personnel Files. And 
following this a review of 
centralisation of all staff 
records.

Recruitment process and 
retention of information within 
staff personnel files.

Increased establishment agreed 
(to be phased in) - recruitment 
activities required.

Funding gap for recruitment 
activities.

Adverse impact on nursing 
vacancy rates whilst 
recruitment underway.

Overseas nurses pipeline 
agreed.

Business case for capital bid to 
resource recruitment activities, 
Mar 20.

Releasing staff (in particular 
those in front line 
departments) to attend 
mandatory training.

Core mandatory training and 
PADR targets not being met in 
frontline services.

Capital bid for additional 
support from Deloittes to move 
forward, Mar 20.

Bid submitted for 3 NHS 
graduates, outcome of bids 
due, March 2020.

POE away day to support 
development of POE strategy 
linked to Trust's 5 year 
strategy, Ongoing.

Lack of capacity in workforce 
planning as well as wider POE 
team.

Significant vacancies in the 
Workforce planning team.

Manager self service project: 
Manager oversight of core 
training and include Electronic 
PADR process. ESR data cleanse 
needed to support self service. 
Roll-out plan, 3 years from May 
2019.

Recruitment underway, 
interviews, Mar 20.

Deloittes work - now at 
engagement phase, Mar 20.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5

*
4 2424: Culture

*

*

3 2353: C&T Morale

2

*

1

*

1 2 3 4 5

Risk to Strategic Objective:
5) Ineffective staff engagement and ownership of Trust agenda affects morale and 
failure to change and improve the culture

Risk Description: Ineffective staff engagement in the Trust's agenda risks delivery of the Trust's strategic objectives by adversely affecting the ability to 
retain staff, reduce sickness absences and improve morale. 

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate 3 x 4 Likely = RR of 12
Risk rating remains at 12; linked to not meeting targets for core training and PADR in some specific front line 
departments.

Staff survey results show more positive findings, recognising that there is still further work needed to make 
further progress.

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:
Leadership Development strategy to be ratified, has been on hold, whilst the NHS People Plan is published, 
however this has now been deferred until the Summer 2020. 
NLAG FTSUG guardian recruited, to commence work during March 2020.

Staff survey full results will be published with more detailed analysis of key themes and data.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. Following meeting with the executive owner of this strategic risk, it is felt the following risks and the 
current risk rating needs to be reviewed and potentially amended in addition, a further risk is felt to be currently 
missed from the divisional/directorate risk registers:

To be added: Staff morale risk for all divisions linked to Individual Engagement Action Plans following the 
Leadership Development Sessions which included outcomes from staff survey. In place and being tested via PIM 

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

Key: 15-25. 8-12. 4-6.
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER 
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Higher fill rate from deanery.

100% staff accomodation fill 
rate.

Improvements identified from 
the Medical Engagement 
Survey.

Recommendations paper to 
Workforce Committee and TMB 
regarding the plan and vision 
going forward for the ACP role. 
Approved in TMB, all funding 
agreed, business case needed. 
ACP Steering Group to review 
actions needed.

G

3,000 staff have been through 
Pride and Respect Training in 
the last 8 months, positive 
evaluations of the training and 
content.

Annual staff survey results, 
more positive findings in 2020 
report.

Deloittes review undertaken, 
now in engagement phase with 
Heads of Service in POE, Mar 
20.

Lack of long-term vision for 
Pride and Respect  and Freedom 
To Speak Up

G

Trust shortlisted for a career 
confidence award and plans 
during 2019 to hold a career 
confidence conference for local 
youths to promote NHS / Trust 
careers.

Regional ACP lead visit to the 
Trust, Oct 19.

FTSUG role and process covered 
as part of P&Respect Training.

Increased take-up of the FTSUG 
role.

Staff have support from 
mediation service with 90% 
success rate.

Medical engagement has been a 
challenge.

Reliance on interim / acting 
arrangements for senior leadership 
positions.

Trend RAG Rating:
AMBER

Assurance / Oversight 
Group

Consequences of Risk 
Materialising:

* Failure to retain staff;
* Higher sickness levels;
* Poor morale.

Assurance that the issues impacting on this risk are being 
managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance: Actions required to 
improve:

01-May-19

Oversight Group: POE SMT / Workforce Committee 12-Feb-20

Assurance Committee: Workforce Committee
Risk to Strategic Objective: 5) Lack of staff engagement and ownership of Trust agenda affecting morale and 

failure to change and improve the culture

Lead Executive: Jayne Adamson / Claire Low

Directorate of POE vision

Uncertainty / apathy from staff 
resulting from poor consultations, 
pockets of bullying and  lack of 
speaking up arrangements in the 
past. Working to demonstrate 
improvements in the Trust's 
approach to these issues.

A

Include within the Leadership 
Development Strategy, Feb 20.

Workforce Committee

Workforce Committee

Workforce Committee

MES Strategy to focus on 3 key 
areas: (1) developing trust, (2) 
improving communication and 
(3) empowering clinicians. 
Timescale TBC.

Medical Director led 
engagement sessions (inc. 
Consultant committees; 'ward 
walks'; Clinical Leads forum; 
Divisional Clinical Directors) 
ongoing.

Collaborative with CCG 
colleagues engagement event to 
further develop relationships 
between primary and secondary 
care, April 2020.

Workforce Committee; 
POE SMT

Workforce Committee

Leadership Development 
Strategy drafted and to be 
ratififed during March 2020. 
This was initially delayed until 
publication of NHS People Plan, 
but this has been deferred to 
Summer 2020. 

Apprenticeship Levy promoting training opportunities 
which the Trust has taken full advantage of meeting 
the target for apprenticeships.

Hard to target staff being 
identified and P&R training 
being delivered in their place of 
work, ongoing.

A

G

Ongoing work required in 
improving further Medical 
Engagement.

Lack of staff training opportunities.

Gaps in not having a leadership 
development strategy in all 
bands.

Mandatory leadership 
qualification for new managers.

KPIs to support measuring 
progress during 2019/20.

Role conversion approach for 
difficult to recruit to vacancies 
(i.e. use of Physician Associate 
roles and associate Advanced 
Clinical Practitioners) not yet 
embedded approach.

A part of the Improving Together programme, under the 
Leadership and Culture heading.

Improved communications from Senior Leadership Community.

Pride and Respect Programme focusses on anti-bullying and 
offers a mediation service. Substantive lead for programme.

Vision and Values consulted upon by workforce and now 
agreed and shared.

HR Business Partners working with divisions to implement plans 
for further improvement on the back of the NHS Staff Survey 
and feeding back to the central team specific issues.

FTSU Guardian in post.

Ask Peter can be escalated to.
Existing staff who have not 
yet had Pride and Respect 
training.

Perceptions that Trust policy 
regarding recruitment and selection 
not always followed / adhered to.

Board development sessions run by Deloittes and leadership 
development courses and conferences held, with more planned 
to support strengthening of leadership arrangements.

Appointment of substantive Medical Director and Chief Nurse.

Remuneration Committee oversees recruitment process. 

Findings from MES survey discussed with senior clinicians and 
mangers at time out session during November to identify gaps 
and necessary actions needed.

Change in process meaning any staffing/workforce related 
consultations now go through PIM / Executive Team meetings 
to ensure oversight arrangements.

Pride and Respect Training now a part of Junior Doctor 
Induction programme. 

Recruitment and Retention Strategy approved by Trust Boad 
(December 2019).

Inclusion of Pride and Respect into all new staff members 
induction (from December 2019).

Establishment control process revised process to support 
delivery of Trust's finance objective.



Strategic Objective: 3. TO LIVE WITHIN OUR MEANS

*

*

*

*

*

*

* Linked Corporate or High Level Risk Rating HEATMAP:

5

*
4 2683: NHS PS Invoice Dispute 2040: Invoices

2534: Finance ledger
2577: CIP (W&C)
2535: NHSI deficit

3 2541: Fines (MD) 913: Employ forms 2526: CIP (C&T) **INCREASE**
2560: CIP (Medicine)
2599: CIP (Surgery)

2 2543: CIP (CSS) **DECREASE** 2573: CQUIN (Surg)

*

* (To be added: CQUIN Performance risks: Medicine) 1
* (To be added: Financial controls in surgery)

CHANGES SINCE LAST MONTH:
* 2508: Risk of not achieving CIP (Medical Director's Office) has been removed from risk register
*

1 2 3 4 5
* 2543: Risk of not achieving CIP plan (CSS) risk reduced from 12 (C4xL3) to 2 (C2xL1)

CIP performance remained strong in the latter part of the year, meaning the forecast year end position is over 
delivery. 

Risk to Strategic Objective:

6) Finance risk, specifically:
(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve 
the overall Northern Lincolnshire system target;
(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 
conjunction with everyone else to achieve a system balance.

Risk Description: Failure to deliver financial improvement plans, lack of support to the Trust and System and the risk of regulatory action and 
intervention.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 3: Possible = RR of 15
Agreed way of dealing with CIP plan across health systems leaving Trust with additional CIP of £330k.

Delivery of first three quarters target and as a consequence, Trust eligible for PSF/MSF monies. Forecasting full 
year effect.

Surgery & Critical Care and Medicine divisions attending Finance and Performance Committee to ensure actions 
to deliver forecast outturn position. 

Agreed list of responsibilities, priorities and actions agreed at Board.

Agreeing income with commissioners and focussing on managing expenditure.

Draft CQUIN achievement for Q3 is improved on the Q2 position.
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Monthly Executive Highlight Report: Plans for next month:
Review key issues and update strategic risk for finance for new financial year 2020/21.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. Following meeting with the executive owner of this strategic risk, it is felt the following risks require 
addition to the divisional risk registers: 

2526: Delivery of 2019/20 CIP (Community and Therapies) risk rating INCREASED from 12 (C4xL3) to 15 (C3xL5)

Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

15-25. 8-12. 4-6. 1-3.Key:
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STRATEGIC OBJECTIVE: 3. TO LIVE WITHIN OUR MEANS
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

2020/21 Financial year:

(3b) Improvement planning and 
support;

(3b) CIP / Financial Improvement Plan.

Delivery support and monitoring  of CIP through 
Improvement team.

Monthly CIP report produced with management accounts 
feeding in. 

Individual divisional plans (CIP) in place with divisional 
leads established.

Divisional Finance Improvement and CIP meetings have 
been established with divisional leads which is reviewing 
CIP performance, frequency dependant on delivery.

CIP on PIM meeting agenda (including medical and nurse 
staff expenditure).

Monthly Finance Recovery Board to oversee progress, 
chaired by CEO.

Closer working with CCGs.

Not all divisions are 
forecasting to deliver CIP 
targets for 19/20.

Finance & 
Performance 
Committee,

Finance Recovery 
Board. 

G

To date £10.8m CIP has been 
identified against a target of 
£13m.

Ongoing divisional / 
directorate meetings taking 
place to continue to develop 
CIP scheme ideas, end of 
April 2020.

Divisional / directorate 
workshop to be held on 12 
March to review current CIP 
programme and consider 
other opportunities, 
31/03/2020.

A

Trust Board, 
Finance & 
Performance 
Committee and TMB.

Surgery Divisional 
Finance Improvement 
and   CIP Meeting,
PIM.

R

Progress reports.

Monthly reporting to Finance 
and Performance Committee.

Monthly meetings with NHSI.

Ahead of plan, strong latter 
half of the year process.

Audit Yorkshire internal audit 
report on QIA process: 
Significant assurance.

82% of CIP is recurrent; which 
is significant progress.

RAG RATING KEY:

(4) Market share (Longer term 
sustainability)

Longer term sustainability 
dealing with significant 
challenges: HASR; CIP Delivery 
and Estate.

Above programme plans (if 
delivered) would support 
Trust's financial 
improvement.

01-May-19

16-Mar-20

2019/20 Financial Year:

(3a) Improvement planning and 
support;

(3a) CIP / Financial Improvement Plan.

Financial improvement plan 
overprogrammed by £2.6m. 

Progress reports.

Monthly reporting to Finance 
and Performance Committee.

Monthly meetings with NHSI.

Ahead of plan, strong latter 
half of the year process.

Audit Yorkshire internal audit 
report on QIA process: 
Significant assurance.

82% of CIP is recurrent; which 
is significant progress.

Finance & 
Performance 
Committee,

Finance Recovery 
Board. 

Corporate functions have 
overdelivered on CIP which 
has mitigtated underdelivery 
in divisions.

James Hayburn
Performance Improvement Meeting (PIM), 
Finance Review Group (FRP)

GAPS in assurance:
Actions required to 
improve:

* Potential lack of support to the system, regulatory action and inability to exit quality and financial special 
measures;
* Lack of longer term sustainability.

Assurance / Oversight 
Group

Finance & Performance Committee

Trend RAG Rating:
GREEN

Assurance Committee:

Issues: Controls: Assurance:

Risk to Strategic Objective:

Consequences of Risk Materialising:

6) Finance risk, specifically:
(a) Not achieving the control target total agreed with NHS Improvement for the 
Trust and failure to achieve the overall Northern Lincolnshire system target;
(b) Risk of non-delivery of the long term financial plan to produce a balanced 
financial position, working in conjunction with everyone else to achieve a system 
balance.

Lead Executive:
Oversight Group:

CQUIN Targets not being met. 

Nursing ward review 
estimated to cost between 
£0.8m and £2.3m in a full 
year, with no mitigation. 

Audit, Risk and Governance 
Committee (with feeds from 
Counter Fraud and Internal 
Audit plans).

Finance and Performance 
Committee, Board oversight.

(1) Financial controls;

(1) Assurance and oversight;

(1) Performance.

Assurance that the issues impacting on this risk are being 
managed:

GAPS in Controls:

(2) Long term planning

Costing coding work to be 
undertaken, ongoing.

Regular discussion with 
CCGs, ongoing.

A

Trust Board,  

Finance & 
Performance 
Committee

Improved / redesigned 
service planning processes to 
support longer term control, 
templates in place, to be 
agreed, review Jan 20, 
Director of S&P. 

G

Workforce & Planning 
Committee, 

Trust Management 
Board

Overall review of income, 
ongoing.

(5) Income - agreement of income 
position 

Finance and Performance 
Committee, Board oversight.

Corporate financial planning and budget setting process 
linked to the business cycle overseen by TMB.

Business planning 
weaknesses & Significant cost 
pressures based on quality 
concerns. 5 year plan still to 
be developed.

Ongoing divisional finance 
improvement and CIP 
meetings with divisional 
leads to review performance.

A

Trust Board,  

Finance & 
Performance 
Committee

KPIs determine if possible to 
provide above-planned 
activity (profit): Reducing LOS, 
Theatre efficiency, freeing up 
beds.

Agreed systems and process 
for reporting to make more 
robust.

Finance and Performance 
Committee.

Board oversight.

Regular contract meetings and reporting on income.

Plans required to turn around 
T&O and Ophthalmology 
position.

Meeting the budgets - lack of 
sufficient plans to overcome 
financial challenges.

G

A

Use of intensive measures to 
assist, ongoing until evidence 
of improvement. Agreed 
actions approved by Board, 
ongoing.

A

Report performance and take 
stock, Ongoing.

Existing scheme of 
delegation, linked to the 
wider executive/ governance 
restructuring. Feb 2020.

5 year plan submitted to 
focus on these challenges 
and delivery, Mar 20.

System of financial governance controls including SFIs and 
scheme of delegation overseen by Audit, Risk and 
Governance Committee.

Business Case Review Group now established.

Oversight governance assurance through Audit, Risk & 
Governance backed up by internal audit and external 
audit.

Clear system of finance performance reporting to 
management, Finance & Performance and Trust Board and 
PIM.

Timeline for confirming scheme of delegation agreed at 
Board. 



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

* BLM and capital schemes continue for 2019/20 (or 2020/21 if report submitted in April).

*

* Monthly estates assurance report is sent to F&P committee.  

*

* Annual AE audits completed throughout the year on all specialist engineering services.

* Internal audit programme has been embedded within E&F.

* Informal ward walks take place with nursing.

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 1626 **INCREASED from RR 5 - 10** 1601 2425
2624 2038
2374 2678

2623
1620

* 2281
4 2637 1223 2614 2088 2657

* 2693 **NEW** 1774 2381 [Risk closed] 2317
2200 2383 2293

* 2452 2481 2539
2212 2547

* AE audits 2035 2365 [Risk closed]
2694 **NEW**

* Internal audit programme has been embedded within E&F. 3 2690 **NEW** 2656
2660 2679 2636 [Risk closed]

* Informal ward walks take place with nursing. 2672 2677
2666

*

2 2538

* 2665 2664

CHANGES SINCE LAST MONTH:
* 1
*
* 2365 - Patient beverage and breakfast trolley (RR: 16; C4xL4) - Risk closed
* 2381 - Scunthorpe Main Kitchen Dishwasher (RR:  16; C4xL4) - Risk closed
* **NEW** 2693 - Aseptic Air Handling Units - alert system (RR: 12; C4xL3)
* **NEW** 2694 - Failure to meet JAG recommendation to house DPOW enema room within clinical area (RR: 16; C
* **NEW** 2690 - Osometer replacement (RR: 9; C3xL3) 1 2 3 4 5

BLM and capital schemes continue for 2020/21

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:
(a) Ageing estate and equipment.

Risk Description:
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e 
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)

Monthly Executive Highlight Report: Plans for next month:

3,000,000 request going into the Capital Programme request for 20/21 programme.

The March Estates Assurance Report focusses on Infrastructure Management.

PAM is now an annual reporting national requirement 

Monthly estates assurance report is sent to F&P committee - April - Ventilation

PAM is now an annual reporting national requirement 

The risk is the Trust will be unable to deliver care to patients and also lead to enforcement action by regulators. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain = RR of 20

3,000,000 request going into the Capital Programme request for 20/21 programme.

Fire Risks [Blue text]

Estates Engineering Risks 
[White text]

Key: 15-25. 8-12. 4-6. 1-3.

Likelihood (1-5)

Equipment Risks [Blue text]

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. 

Facilities Services Risks [Yellow 
text]

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

1626 - Asbestos Management - risk INCREASED from 5 (C5xL1) to 10 (RR: 10; C5xL2)
2636 - Insecure Clinical Waste Bins (RR: 15; C3xL5) - Risk closed
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:
Last updated:

G

R

G

R

A

R

G

R

R

R

G

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

01-May-19

Oversight Group: Estates & Facilities Governance Group 31-Mar-20

Assurance Committee: Finance & Performance Committee

Consequences of Risk Materialising:
* Risk of harm to staff, patients and visitors; 
* Regulatory action and adverse effect on Trust's reputation.

Assurance that the issues impacting on this risk are being 
managed:

Risk to Strategic Objective: 7) Risk of failure of the Trust's infrastructure; specifically:
(a) Ageing estate and equipment.

Lead Executive: Jug Johal

Audit, Risk and Governance Committee

Actions required to 
improve:

Assurance / Oversight 
Group

Trend RAG Rating:
AMBER

Secure funding to 
upgrade/replace infrastructure 
and equipment

E&F Governance group

Annual external AE audit.  
Policy, procedures and staff 
training in place.

None None None E&F Governance group

Secure funding to 
upgrade/replace infrastructure 
and equipment.  Update policy 
and procedures

E&F Governance group

Electrical services - High Voltage - Site 
capacity and ongoing investment

Monitoring of site usage.  Monitoring of infrastructure and 5 
yearly compliance maintenance completed.  Estates included in 
capital equipment projects.

Use electronic asbestos register E&F Governance group

Lifts - critical lifts failing
Maintenance contract in place.  Reactionary adhoc repairs 
complete

Annual external AE audit.  
Policy, procedures and staff 
training in place.  Insurance 
contract in place

No funding to replace 
infrastructure

None

Fire Compliance - All infrastructure and 
equipment in poor material state, including 
fire ring main, alarm system, detectors, 
compartmentation

Limited capital investment in detector head replacement and 
clinical schemes

External audit conducted by 
HFRS covering all sites on a 5 
year rolling programme.  Policy, 
procedures and staff training in 
place

No funding to replace 
infrastructure

None

Asbestos Remedial inspections carried out annually
External audit in June 18. Policy, 
procedures and staff training in 
place

No electronic asbestos register No external AE services

Secure funding to 
upgrade/replace infrastructure 
and equipment

E&F Governance group

Secure funding to 
upgrade/replace infrastructure 
and equipment

E&F Governance group

Pressure Systems - infrastructure and 
equipment is in poor material condition

Reactionary adhoc repairs complete

Annual external AE audit.  
Policy, procedures and staff 
training in place.  Insurance 
contract in place

No funding to replace 
infrastructure

AE only in place one year, policy 
and procedures need updating

Medical Gas Piped Services - Infrastructure 
and equipment is aging and in poor 
material condition

Reactionary adhoc repairs complete
Annual external AE audit.  
Policy, procedures and staff 
training in place. 

No funding to replace 
infrastructure

None

Adhoc repairs completed as required Internal inspections completed
No funding to replace 
infrastructure or equipment. 

None

Secure funding to 
upgrade/replace infrastructure 
and equipment

E&F Governance group

Water systems - Infrastructure and 
associated equipment is in poor material 
condition

Flushing routine of LUO with electronic monitoring.  Random 
and planned water sampling.  Use of Silver/copper ionisation 
systems.  Adhoc remedial works as required

Annual external AE audit.  
Policy, procedures and staff 
training in place

No funding to replace 
infrastructure

None
Secure funding to 
upgrade/replace infrastructure 
and equipment

E&F Governance group

Heating Ventilation and Air Conditioning 
systems - majority of infrastructure in poor 
material state

Maintenance contract in place.  Reactionary adhoc repairs 
complete.  Annual inspection  and testing carried out on critical 
equipment including laminar flow

Annual external AE audit.  
Policy, procedures and staff 
training in place

No funding to replace 
infrastructure

None

Staff led individualised risk 
assessment of patient and 
environment risk, supported by 
Specialist Mental Health 
Practitioner, update to Q&S 
Mar 20.

E&F Governance 
group; Quality 
Governance Group

Electrical services - Low Voltage - 
Infrastructure is aging and in poor material 
condition

5 year fixed wiring and test in place.  Annual service contract in 
place for generators.  Thermal monitoring of switch gear.

Annual external AE audit.  
Policy, procedures and staff 
training in place

No funding to replace 
infrastructure

None
Secure funding to 
upgrade/replace infrastructure 
and equipment

E&F Governance group

Ligature risks posed from the estate 
(EFA Safety Alert).

No estates controls in place No estates assurance in place None None

Secure funding to upgrade 
infrastructure E&F Governance group

Facilities infrastructure and equipment - 
ward kitchens domestic and fitted in 2010, 
they are in poor material condition and 
need replacement.  Facilities equipment 
needs replacing, including tugs, 
dishwashers and ovens

Capital equipment group replaces the most do equipment items 
on an annual basis.  Adhoc repairs and maintenance contracts 
on infrastructure and equipment

External inspections by EHO.  
Internal inspections by Facilities 
teams, IPC and environmental 
audits

No funding to replace 
infrastructure or equipment.  
No equipment replacement 
plan

None

Secure funding to 
upgrade/replace infrastructure 
and equipment.  Create an 
equipment replacement plan

E&F Governance group

Building infrastructure - fabric of the  
buildings is deteriorating affecting other 
engineering services (electrical supplies) 
with roofs collapsing/failing to cause 
damage and water ingress



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

* 6 Facet survey to be completed by May 2020

Linked Corporate or High Level Risk Rating HEATMAP:

5 2429: Premises and engineering

*
4

3

2

*

1

1 2 3 4 5

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:
(b) Longer term estates sustainability.

Risk Description: The risk is that insufficient backlog maintenance funding will impact on the delivery of care to patients and also lead to enforcement. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain = RR of 20
Continue to complete annual AE audits.

Internal audit programme embedded

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:
6 Facet survey underway.

There are no significant changes requiring in month that relate to the underpinning directorate risks. For a full 
list refer to appendix; section 3. 

2654: Primary Heat Source 
(GDH)

High Risk
Moderate 

Risk
Low Risk

Key: 15-25. 8-12. 4-6.

2655: Primary heat source (SGH)

1-3.
Very Low 

Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

0

5

10

15

20

25

May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Current Initial Target



STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY
Date added:
Last updated:

G

R

A

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:
(b) Longer term estates sustainability.

Lead Executive: Jug Johal

Consequences of Risk Materialising:
* Risk of harm to staff, patients and visitors; 
* Regulatory action and adverse effect on Trust's reputation;
* Lack of longer term sustainability.

Assurance that the issues impacting on this risk are being 
managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Level of BLM:  Statutory = £4.1m,  
Physical condition = £52.6m,  Functional 
suitability = £17m,  Space utilisation = 
£0.880m,  Quality = £0.167m,  
Environmental management = £0.021m.  
Total = £74.768m (Year to review - 
numbers to be verified)

01-May-19

Oversight Group: Estates & Facilities Governance Group 31-Mar-20

Assurance Committee: Finance & Performance Committee

Trend RAG Rating:
AMBER

Assurance / Oversight 
Group

Audit, Risk and Governance Committee

To secure capital funds to 
reduce/eliminate risk

E&F Governance Group

E&F Governance Group

Sustainability of current estate
External AE audits.  HFRS inspections.  Policy and procedures.  
Staff training.  Action plan monitoring.  Insurance and external 
verification testing.

Model Hospital benchmark.  
ERIC.  PAM

Capital funding to 
reduce/eliminate risk

None

6 Facet survey, AE audits, Insurance and external verification 
testing

Model Hospital benchmark.  
ERIC.  PAM

Capital funding to 
reduce/eliminate risk

None
To secure capital funds to 
reduce/eliminate risk

Awaiting feasibility study from 
HUTH sustainability team.  
Complete detailed design on 
preferred replacement 
engineering solution and 
identify funding source.  
Business case to be produced 
to provide options on 
procurement route and 
funding.

E&F Governance Group

Energy Centre at Goole - Coal fired boilers 
providing primary heat source on hospital 
site, failure would result in possible loss 
of heat source dependent on external 
temperatures, one gas fired boiler on site.

Extensive maintenance program and adhoc repairs
Monitoring by NLaG in-house 
engineering team

No engineering solution to 
replace steam boilers.  No 
funding source identified

None

Awaiting feasibility study from 
HUTH sustainability team.  
Complete detailed design on 
preferred replacement 
engineering solution and 
identify funding source.  
Working with Dept of Business, 
Energy and Industrial Strategy 
and Managing Energy Partners 
to produce a business case that 
provides options on 
procurement route and 
funding.

E&F Governance Group

Energy Centre at SGH - 25 year ESCO 
contract expired 2 years ago with 
ENGIE.  Primary heat source for the 
hospital, failure would result in loss of 
heating and hot water on entire site

ENGIE complete adhoc repairs, funded via the Trust.  Annual 
maintenance and insurance inspections.

Monitoring by ENGIE
No engineering solution to 
replace steam boilers.  No 
funding source identified

None



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 2516: Data Quality 2515: Data Quality
2463: Cyber **INCREASE RR**

*
4 2409: Cyber 2408: Cyber 2433: IT Equip

* 2662: Data Quality 2495: WebV 2461: Cyber
2369: Cyber **INCREASE RR** 2676: DPA **Amended**

2617: Card Elec Requesting

*
3 2674: Cyber 2440: Strategy 2501: Data Quality

2675: IT

2 2084: DPA

*

CHANGES SINCE LAST MONTH: 1

*

*

* 1 2 3 4 5

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:
(c) IT / Digital Strategy / Cyber Security.

Risk Description: The risk of failure in the Trust's infrastructure would impact on the organisation's ability to undertake its business as usual resulting 
from a loss of access to digital information and also the risk to data security.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely = RR of 16
Meeting scheduled to take place in April 2020 between NHS Digital and Trust to discuss further comments on 
the TSSM report.

Received audit report and Data Security Tool Kit.  Outcome reasonably favourable with some areas to action.  
Work continues with the Data Security Protection Toolkit with the submission date of 31 March 2020 delayed 
until 30 September 2020, due to the Coronavirus.

Meeting held on 09 March with 3rd party supplier to finalise the project implementation plan for developing the 
Trust's Digital Strategy.  

Digital Strategy Board approved the commissioning of external 3rd party support for developing the Trust's 
digital strategy.  This recommendation was approved at Trust Management Board.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

2463 - Cyber Security Risk - (Windows 10 Implementation) – Likelihood increased from Possible (3) to Likely (4) = 
High risk (20)

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:
Digital Strategy Board need to review alignment of road map against Trust priorities.

Business case development of Electronic Document Management System.

2369 - Unsupported software, hardware and applications – Severity increased from Moderate (3) to Severe (4) = 
High risk (16)

Both the Business case for a qualified IT Security Officer and a IT Service Management System were approved at 
the Business Case Review Group on 17 March 2020.  These will now be submitted to the next Trust Management 
Board meeting for approval.

4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk.

Key: 15-25. 8-12.

2676 - Risk of non-compliance with the Data Protection Act 2018 due to the Trust not having sufficient resource 
and technical tools to undertake Forensic system searches (email/drives) - Risk rating amended, remains 20 
(C5xL4) to 20 (C4xL5). Risk remains high.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

A
Finance & 
Performance 
Committee

Procurement of data 
warehouse tools or 
solutions will be 
undertaken, delays in 
progressing procurement 
looking at completion Q1 
2020/21.

Trust's PAS system and data quality 
issues adversely impacting on 
business decision making.

Limited assurance 
reporting is available for 
some data sources .

A lack of strategic direction and 
engagement in digital projects resulting in 
a failure to deliver improved and 
innovative systems of care that could 
lead to patient safety and financial risks

Digital Strategy Board

Independent validation of 
data is not in place; 
Lack of integration on 
some systems effects data 
quality from being 
improved by single input 
source which prevents 
duplication;
True enterprise data 
management not 
available.

Undertaking data 
assurance validation with 
3rd party provider.

Limited resource in IG central 
team.

Risk on non-compliance with the Data 
Protection Act 2018

Data Security & Protection toolkit submissions; Substantive 
Data Protection Officer in post; IG Steering group oversees 
DSP toolkit improvement plan; Web V, IT & Information 
Governance Group.

IG Administrator now in post.

NHSD approved Trust DSP 
improvement plan;

Audit Yorkshire Internal Audit 
of DSP: Significant assurance;

Information Governance 
Administrator recruited and 
commenced in post 16 March 
2020.

DSP Toolkit submission 
delayed from 31 March 2020 
until 30 September 2020 due 
to the Coronavirus

Shortage of IT equipment to support the 
Trust achieve its objectives

DSB inconsistent 
attendance/divisional 
representation which delays 
decision making;

Inadequate resource available 
resulting in a shortfall of 
equipment; 

IG Steering Group; 
WebV, IT & 
Information 
Governance Group; 
Digital Strategy Board

A
New DSP toolkit mapping of 
leads delivering and resource 
required into work 
programme.

Trend RAG Rating:
AMBER

G

A

Undertake refreshed posture 
assessment once 
implementation of cyber 
procurement completed, 
2020/21.

Complete procurement of 
cyber security arrangements 
and implement, 2020/21.

IG Steering Group; 
WebV, IT & 
Information 
Governance Group; 
Digital Strategy Board

Assurance / Oversight 
Group

Lack of adequate controls to defend 
against a cyber attack; risk of a cyber 
attack as a result of increased prevalence 
world-wide

Board approval of cyber security procurement.

Anti-virus, malware scanners, firewalls etc. in place.

Security Operations Centre (SOC) Service 24/7 Remote 
Monitoring.

Cyber security incident management contract. 

CareTower; Business continuity plans in place.

Annual Penetration Testing.

Patching policy approved and now in place.

Continue to focus on 
mandatory training 
compliance, ongoing.

Staff training not meeting 
national target (95%).

Lack of qualified IT Security 
Officer.

Feed into business planning 
approval 20/21.

Map new DSP requirements to 
work programme.

Refreshed posture assessment 
needed 

Rationalising current available IT equipment to ensure shared 
out;

WebV, IT & 
Information 
Governance Group; 
Digital Strategy Board

Implementation of board 
approved cyber security 
procurement (ongoing).

NHSI support review of 
efficiency and CIP and review 
of the plan for the Digital 
Strategy Board/associated task 
and finish groups, ongoing.

A

3 task and finish groups in operation; Digital Strategy Board 
(DSB) in place; DSB approves requests for digital changes;

No task and finish groups yet 
established for key areas 
where input/engagement is 
needed i.e. Medicine;

Digital Delivery Plan vs. risks 
overseen by Digital Strategy 
Board with links to the forward 
capital plan and business 
planning arrangements, 
ongoing.

A

Engagement exercise 
underway with divisional 
triumvirates to focus on this 
area.

NLAG / NHSI and NHSD review 
ongoing following TMB 
agreement.

R

Tech shop process support 
ordering and approval by lead 
directors

Lack of clarity around the 
digital strategy and plan.

Audit, Risk and Governance Committee

Consequences of Risk Materialising:
Data security breaches, regulatory action and a loss of public confidence in the Trust damaging its 
reputation; Not meet national digital strategy timescales, risk of running dual paper and electronic systems 
and risks to patient safety and the Trust's sustainability.

Assurance that the issues impacting on this risk are being 
managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Risk to Strategic Objective: 7) Risk of failure of the Trust's infrastructure; specifically:
(c) IT / Digital Strategy / Cyber Security.

Lead Executive: Jug Johal 01-May-19

Oversight Group: WebV, IT & Information Governance Group 25-Mar-20
Assurance Committee: Finance & Performance Committee



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

Linked Corporate or High Level Risk Rating HEATMAP:

5

*
4

*

*

3

2

*

1

1 2 3 4 5

Risk to Strategic Objective:
8) Inability to pursue a clear organisational strategy that staff and stakeholders are 
aware of an support

Risk Description:
The risk of not having a clear strategy for the Trust within the Northern Lincolnshire system and the HCVHCP that is known, 
understood and translated into day to day working practice and delivery of this is owned by staff. A clear strategy will enable the Trust 
and its staff to more effectively prioritise investment and facilitate more effective decision making.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) 4 x 3 Possible = RR of 12
Continuation of alignment of key corporate and divisional strategies with the strategic framework.

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:
Alignment of specialty level strategy to the strategic framework and 5 year plan over the next quarter.

Team to support development of evidecne based Interim Clincial Plan

Team to ensure that wider system work is reflected on internal strategic planning 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
There are no linked corporate or high level risks that underpin this strategic risk.

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY
Date added: 
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Issues:

Transition within the NHS from 
competition to collaboration.

Effective management of stakeholder and partner 
relationships through: Joint planning meetings, Out of 
hospital transformation board, Planned and unplanned care 
boards, place boards.

CCGs moving away from 
tendering.

Organisational legislative framework not 
yet aligned to the transition from 
competition to collaboration.

Executive, NED and Board time to build relationships to 
encourage NHS Improvement / NHS England to foster 
alignment between the Trust and its system partners.

Support already received 
(financial and other) from 
regulators based on evidence 
of the systems collaborative 
working together and effective 
working relationships.

Controls: Assurance:

Collective system programme of work with one plan.

Aligned strategy for next 5 years agreed.

Delivery of individual underpinning 
strategies (i.e. Quality).

Review and refresh strategies each year.

Risk to Strategic Objective:
8) Inability to pursue a clear organisational strategy that staff and stakeholders are 
aware of an support

Lead Executive: Peter Reading & Ivan McConnell

* Lack of evidecne based decision making;
* Prevents changes being made aligned to organisational 
and system priorities;

* Undermines the confidence and morale of staff;
* Reduced ability to attract staff
* Poor relationships with stakeholders 

Consequences of Risk Materialising:
Assurance that the issues impacting on this risk are being 
managed:

Trend RAG Rating:
AMBER

Trust Board;
Trust Management 
Board; Finance and 
Performance 
Committee

Clear strategies to be 
developed, with formal sign off 
required for each Strategy.

Clarity on strategy contents 
and alignment.

Other priorities have taken 
precedence.

Trust Board

Clear direction and alignment 
across northern Lincolnshire.

NEL GPs withdrawal from the 
Integrated Care Partnership

A

Trust Board;
Trust Management 
Board; Finance and 
Performance 
Committee

GAPS in Controls:
Actions required to 
improve:

Assurance / Oversight 
Group

GAPS in assurance:

Current financial position.

Current operational 
performance outcomes.

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 03-Apr-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

A

Mutual development of Urgent 
Treatment Centres which 
demonstrates pathway 
redesign across hospital and 
community. Improved position 
in Model hospital and 
benchmarking. 

Progress to IPCP/ICS.

Development of collaborative 
MSK service.

Not enough resource currently 
identified for Northern 
Lincolnshire system.

Demonstrate tangible 
improvements in outcomes: (a) 
Finance, (b) Performance, (c) 
Pathway redesign, Ongoing 
year on year.

The need to manage tensions 
between some of the Trust's 
strategies i.e. finance and 
quality, Ongoing. 

Clarity of plan for ICS 
development, Quarter 4 
2019/20.

Agreed approach across 
HCVHCP, Ongoing - 5 year plan.

A

A

Draft strategies available for all 
supporting strategies.

Translation of strategies into 
action needed each year, 
which are aligned to strategic 
plan. 



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

Capital:
* Wave 4 Capital bids submitted to Treasury. 
* Consideration with Capital and Cash team of approval route going straight to FBC.

HASR:
* Long list of options for Urgent and Emergency Care and Maternity.
* Redefining long list of options with clinical leads. 
* Intelligence gathered from other Trust reorganisation programmes.
* Workshop with 40+ attendees to apply professional judgement to a group of options.
* Data modelling principles completed.

Linked Corporate or High Level Risk Rating HEATMAP:

5

*
4 2565: Surgery

*

*

*
3 2563: Medicine 

* 2578: W&C 

2

*

* Support devleopment of Trust Interim Clincial Plan 1

* Continue engagement with HASR during Covid19 - core team of SROs and CCG leads to develop workplan

* Review capital programme 

1 2 3 4 5

Risk to Strategic Objective:
9) Lack of a clear service strategy for the area to ensure long term service 
sustainability (includes the risk of not developing the required external relationships 
and linked to HASR)

Risk Description:
The risk of not having a clear collaborative strategy for the Trust and the HASR that is known, understood and translated into day to 
day working practice and delivery of this is owned by staff. A clear strategy will enable the Trust and its staff to more effectively 
prioritise investment and facilitate more effective decision making.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic 5 x 3 Possible = RR of 15

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. Following meeting with the executive owner of this strategic risk, it is felt the following risks require review 
and rebasing of the risk ratings: 

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:

Draft modelling to be completed for a variety of service options.

Engagement with HASR senior team to reproile workload to reflect what can be done during Covid 19 

Develop framework and workplan for ophthalmology

Review HASR work undertaken to date and data modelling - identifying gaps and reviewing future resourcing 

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

Key: 15-25. 8-12. 4-6.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

* Ineffective decision making;
* Prevents changes being made aligned to 
organisational priorities;

* Undermines the confidence and morale of staff;
* Poor relationship with key stakeholders
* Reduced ability to attract staff.

Assurance / Oversight 
Group

A

Trust Board;
Trust Management 
Board; Finance and 
Performance 
Committee

Clarity of plan for ICS 
development, Dec 19

Agreed approach across 
HCVHCP, Nov 19.

Clear direction and alignment 
across northern Lincolnshire 
and HCVHCP.

Effective management of stakeholder and partner 
relationships through: Joint planning meetings, Out of hospital 
transformation board, Planned and unplanned care boards, 
place boards.

CCGs moving away from 
tendering.

Trend RAG Rating:
RED

Demonstrate tangible 
improvements in outcomes: (a) 
Finance, (b) Performance, (c) 
Pathway redesign, Ongoing.

A

Trust Board;
Trust Management 
Board; Finance and 
Performance 
Committee

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 03-Apr-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

Assurance:

Risk to Strategic Objective:
9) Lack of a clear service strategy for the area to ensure long term service 
sustainability (includes the risk of not developing the required external relationships 
and linked to HASR)

Lead Executive: Ivan Mconnell

GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Year on year aligned sub 
strategies for next 5 years, 
Ongoing.

The need to manage tensions 
between some of the Trust's 
strategies i.e. finance and 
quality, Ongoing.

Consequences of Risk Materialising:
Assurance that the issues impacting on this risk are being 
managed:

RAG RATING KEY:

Organisational legislative framework not 
yet aligned to the transition from 
competition to collaboration.

Executive, NED and Board time to build relationships to 
encourage NHS Improvement / NHS England to foster 
alignment between the Trust and its system partners.

Support already received 
(financial and other) from 
regulators based on evidence 
of the systems collaborative 
working together and effective 
working relationships.

NEL GPs withdrawal from the 
Integrated Care Partnership

Transition within the NHS from 
competition to collaboration.

Collective system programme of work with one plan.

Mutual development of Urgent 
Treatment Centres which 
demonstrates pathway 
redesign across hospital and 
community. Improved position 
in Model hospital and 
benchmarking. Progress to 
IPCP/ICS.

Not enough resource currently 
identified for Northern 
Lincolnshire system.

Current financial position.

Current operational 
performance outcomes.

Current workforce 
configuration.

Issues: Controls:



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

*

*
Linked Corporate or High Level Risk Rating HEATMAP:

5

*
4

*

*
3

*

2

*

1

1 2 3 4 5

Attendance by Board members at National Intensive Support Conference. 

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders Risk Description:
As a public sector organisation, the Trust is accountable as an organisation to many different stakeholders, including the public. It is 
critical therefore to develop and maintain effective relationships with stakeholders. Failure to do so effectively results in the risk to the 
Trust's reputation and risks achievement of strategic objectives. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe Consequence: 4 x 2: Unlikely = RR of 8
Briefing meeting regarding Oncology, Humber Acute Services Review and capital with four MPs and leader and 
CEO of North Lincolnshire Council.

Humber capital brochure developed by Humber organisations for influencing national capital schemes.

Exhaustive briefings held regarding the Trust's CQC visit report.

In North East Lincolnshire 12 local agencies attended extensive leadership development session for Health and 
Care Executives to support a focus on governance and priority setting.

Trust involved in starting new Humber Coast and Vale ICS.
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Monthly Executive Highlight Report: Plans for next month:
Visit from the National Director of Improvement (Hugh McCaughey) and the National Director of Intensive 
Support (Sue Holden).

MP briefing session planned for the 13 March 2020.

Chief Nurse attended National Chief Nurses conference.

Discussions at Trust Board meeting in March planned regarding stakeholder mapping.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
There are no linked corporate or high level risks that underpin this strategic risk.

Likelihood (1-5)

Key: 15-25. 8-12. 4-6. 1-3.
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Very Low 
Risk
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 24-Feb-20

Assurance Committee: Trust Board

Consequences of Risk 
Materialising:

* Inability to work effectively with stakeholders as a system leading to a lack of progress against objectives;
* Failure to obtain support for key changes needed to ensure improvement or sustainability;
* Damage to the organisation's reputation, leading to reactive stakeholder management, impacts on the Trust's 
ability to attract staff and reassure service users.

Assurance that the issues impacting on this risk are being 
managed:

Trend RAG Rating:
GREEN

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Assurance / Oversight 
Group

There is a large number of 
stakeholders that NHS/Public 
organisations need to effectively 
work alongside and that hold to 
account the organisation.

There are currently no formal controls, however the CEO, 
Executive and Non-Executive Directors are working effectively 
to manage and build relationships with stakeholders, as a 
result the risk rating is low/meeting target set.

Stakeholder map developed and considered by Trust Board.

Commentaries received from 
stakeholders provides the 
Trust with assurance that 
effective relationships with 
stakeholders have been 
established.

6 Areas identified from 
stakeholder mapping where 
additional focus is required.

Board review of stakeholder 
map and agreement of 6 areas 
where additional focus is 
required, Trust Board/CEO, 
held in January 2020; further 
discussion planned for March 
2020.

G Trust Board

Area of additional focus 1: New 
MPs - following the General 
Election;

Proactive engagement work 
with MPs following General 
Election, Ongoing.

Area of additional focus 3: National 
leaders in the NHS (NHSE/I and 
ministerial);

Area of additional focus 2: Local 
CCGs;

Close working relationships between Executive teams.
Continued evidence of 
effective relationships.

Area of additional focus 4: GPs and 
PCNs;

Area of additional focus 5: Patient 
and voluntary groups; 

Area of additional focus 6: Humber 
Coast and Vale (HCV) and ICPs in NL 
and NEL.

Opportunity for closer working 
relationships between the Trust and 
councillors in Local Authorities.

Attended NEL / NL Health Scrutiny Panel and ongoing 
development of working relationship.

Meeting held with ERoY. 

RAG RATING KEY:

Ensuring that the CEO, Executive 
and Non-Executive Directors have 
sufficient capacity to prioritise 
effective stakeholder relationship 
development.

Executive directors have structures in place to enable 
effective support arrangements in place to enable them to 
have capacity to perform their duties, including working 
collaboratively with stakeholders.

Absence of negative feedback 
regard the Trust's lack of 
engagement.

Opportunity for closer working 
relationships between the 
Trust and stakeholders in 
greater Lincolnshire.

Head of Contracting and Chief 
Operating Officer (COO) 
working with Lincolnshire, 
Ongoing.

1:1 arrangements between Executive Directors and the CEO 
to identify any capacity challenges. Regular operational action 

between Executives and 
counterparts at HUFT 
regarding key issues.1:1 arrangements between Non-Executive Directors and the 

Chair to identify any capacity challenges.



Strategic Objective: 5. TO PROVIDE STRONG LEADERSHIP

*

*

*

*

*

*

*

* Linked Corporate or High Level Risk Rating HEATMAP:

* 5

*
4

*

3

2

*

1
* To be added: Directorate of Operations: Intense pressure on Operational Team Management.

1 2 3 4 5

Elaine Criddle (NHS Improvement Support Team) undertaking some diagnostic work on leadership, particularly 
in Divisions with proposals and actions in March 2020.

Risk to Strategic Objective:
11) Risk of insufficient investment and development of the Trust's leadership 
(including clinical leadership) - capacity and capability

Risk Description: Effective leadership is fundamental for any organisation to achieve their strategic objectives. Inadequate leadership therefore puts at 
risk the delivery of the Trust's strategic objectives.

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate Consequence: 3 x 4: Likely = RR of 12
New Trust Chair (Terry Moran) appointed (alongside his continuing in the Chair role at HUTH).

Proposal before Governors to appoint Vice Chair roles with reciprocal membership on both Trust Boards as 
associate Non-Executive Directors (NEDS).
CQC report published which found that the Well-Led domain overall had increased from 'inadequate' to 
'requires improvement' although in two services this reduced from 'good' to 'requires improvement' (Women's 
and Children's)
Intense pressure faced by leadership teams at all levels which contributes to sustained pressure. Additional 
support appointed substantively to Chief Operating Officer and temporary support seconded to Directorate of 
People and Organisational Effectiveness. 
NHS Staff survey results published which identified small but statistically significant improvements in key areas, 
whilst recognising that the Trust remains in the lower quartile.

Likelihood (1-5)

Successful appointment to the Trust Secretary Role and the Director of Strategic Improvement. Advertised for 
role of Chief Information Officer (CIO).
Detailed work on proposals to restructure POE directorate at advanced stage and to be made public for 
consultation with staff groups during March and April 2020.
TMB agreed in February to transfer leadership of Post Graduate Medical Education and HYMS from POE to 
Medical Director's Office and Cashiers from POE to Finance Directorate.
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Monthly Executive Highlight Report: Plans for next month:
Recruitment for the post of Chief Information Officer, interviews at the end of April 2020. 

Further work on restructuring proposals for POE directorate.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 
risk. Following meeting with the executive owner of this strategic risk, it is felt the following are further risks that 
are currently not fully articulated on local divisional and directorate risk registers, and therefore need to be 
added:

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk
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STRATEGIC OBJECTIVE: 5. TO PROVIDE SKILLED LEADERSHIP
Date added:
Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.
A Amber: Partially assured, progress is being made in mitigating the issues.
R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Risk to Strategic Objective: 11) Risk of insufficient investment and development of the Trust's leadership 
(including clinical leadership) - capacity and capability

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 24-Feb-20

Assurance Committee: Workforce Committee

Consequences of Risk 
Materialising:

* Non-delivery of the Trust's strategic objectives;
* Continued quality/financial special measures status;
* CQC well-led domain remains 'inadequate'.

Assurance that the issues impacting on this risk are being 
managed:

Trend RAG Rating:
GREEN

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 
improve:

Assurance / Oversight 
Group

G Workforce Committee

PADR compliance shortfall of 
target set.

Focus on PADR compliance 
levels via PRIM, ongoing.

There is a low level of medical 
engagement and there are 
opportunities for improved 
leadership within nursing, 
operational management and 
financial management.

CQC Re-inspection of Well Led 
Framework and Trust ratings.

Trust remains in Quality 
Special Measures.

Financial improvements 
needed.

Elaine Criddle (NHS 
Improvement Support Team) 
undertaking some diagnostic 
work on leadership, 
particularly in Divisions with 
proposals and actions in 
March 2020.

Evidence that Trust leadership 
arrangements still need to be 
strengthened to improve further to 
a CQC rating of Good for 'well led'  
and the Trust being within both 
quality and finance special 
measures.

Standing board agenda item dedicated to the board focus on 
leadership and organisational culture.

Significant investment in strengthened structures, specifically 
(a) Organisational structure, (b) Board structure, (c) a 
number of new senior leadership appointments.

Development programmes for clinical leaders, ward leaders 
and more programmes in development.

Increased focus on communication with the Trust's senior 
leaders to ensure they are aware of key developments and to 
support effective decision making and communication within 
their teams.

Informal leadership development strategy has resulted in 
strengthening of organisational structures.

NHSI Well Led Framework has been used to support the 
Trust reflect and self-assess. 

Deloitte's Board Leadership development sessions to refine 
leadership qualities at Board level.

Strengthening of PRIMS arrangements.

36 Clinical Leads appointed and in post.

Regular reporting to Trust 
Board.

Workforce committee has 
been re-established and is 
now meeting monthly.

Latest NHS Staff Survey 
demonstrated some 
improvements, whilst 
recognising further 
improvement work is 
underway still.

Medical engagement scale 
results available which 
demonstrate improvement 
from previous survey results.

CQC report, February 2020.

Formal leadership 
development strategy 
approved by Board.

Approval of a formal 
Leadership development 
strategy, February 2020 
(delayed until after 
publication of NHS People 
Plan).

RAG RATING KEY:

Trust Board

Continued transition from 
improvement to Business as 
Usual to develop and embed 
sustainable change, 3 years.

There is a need for leaders to 
develop new leadership skills within 
an NHS that is now much more 
geared towards collaboration and 
working together.

No investment specifically for 
staff training / courses to 
support leaders work within a 
different context and to be 
effective in their roles as 
leaders within wider systems.

Include within the Leadership 
Development Strategy, 
February 2020 (delayed until 
after publication of NHS 
People Plan).

A Workforce Committee

A



Section 3: Appendix: Full list of underpinning divisional/directorate risks underpinning strategic risks.

Strategic Risk 1: PERFORMANCE: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
(a) Cancer 62 day target:
* 2592: Cancer waiting / 62 day target [Surgery] (risk rating: 16; C4xL4)
* 2160, 2261: Risks of non-delivery of constitutional performance: Histology (RR 15 & 12)
* 2448: Failure to reach cancer targets [Gynae] (risk rating: 12; C4xL3)
* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)
* 2244: Risk to Overall Performance: Cancer Performance Target 62 day (RR: 12; C3xL4)
* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4)
* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 12; C4xL3)
* 2650: Lung Cancer QSIS submission 2019. Gaps in compliance [Medicine] (RR: 12; C3xL4)
* 2605: National Lung Cancer Outlier Alert [Medicine] (RR: 12; C3xL4)
* 2282: Haematology Oncology Pharmacy Screen [CSS] (RR: 12; C3xL4)
* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)
* 2310: Haemato-Oncology Peer Review: Risk of haemato-Oncology [Medicine] (RR: 12; C4xL3) [Risk removed from RR, Feb 2020]
(b) A&E target:
* 2562: Failure to meet constitutional targets in A&E (Risk rating: 16; C4xL4)
* 1991: Working with Children - A&E Staff (Risk rating: 12; C3xL4)
* 2561: Reduction in the average length of stay (Risk rating: 9; C3xL3)
* 2564: Risk to A&E performance from UTC medical staffing gaps (RR: 8; C2xL4) [Risk rating reduced to 8 from 16, Feb 2020]
* 2576: Paediatric medical support pathway for ECC (Risk rating: 6; C3xL2) [Risk rating reduced to 6 from 15, Feb 2020]
(c) RTT - 18 weeks target:
* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)
* 2048: Instability of ENT service (risk rating: 16; C4xL4)
* 2347: Risk to Overall Performance: Overdue Follow-ups (RR: 16; C4xL4)
* 1851: Shortfall in capacity with the Ophthalmology service (risk rating: 15; C5xL3)
* 2118: Overdue Follow Up Colorectal Patients (risk rating: 12; C4xL3)
* 2401: Clinical Harm Review Process  (risk rating: 12; C4xL3)
* 2245: Non compliance with RTT incomplete target (risk rating: 12; C4xL3)
* 2400: Capacity & Demand (risk rating: 8; C4xL2) 
* 2583: Risk to 18w target due to long waiters and overdue pt f/u (RR: 6; C2xL3)
*

(d) Diagnostics:
* 1800: Shortage of Radiologists (RR: 20; C4xL5)
* 1631: MRI Equipment - Philips Intera 1.5T Achieva DPoW (risk rating: 20; C4xL5)
* 2646: Replacement of Xray room 1 at Goole (risk rating: 20; C4 x L5)
* 2499: SGH Main MRI Scanner Capacity and Waiting Lists (risk rating: 15; C3xL5)
* 2307: Shortage of Radiographers (RR: 12; C3xL4)
* 2522: One CT Scanner at DPoW (risk rating: 12; C4xL3)
* 2141: Nuclear Medicine Reporting Software (risk rating: 12; C3 x L4)
* (To be added: (1) Cancer performance targets in diagnostics)
* (To be added: (1) Financial risk from diagnostics outsourcing contract (CSS)).
Strategic Risk 2: QUALITY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
(1). Quality Priority 1: Mortality:
* QP1a: 2418 Mortality Performance (risk rating: 20; C5xL4)
* QP1a: 2653 Ceilings of care and advance care planning [C&T] (risk rating: 20; C4xL5)
* QP1b: 2598 Lack of timely mortality SJR reviews [Surgery] (risk rating: 12; C3xL4)
* QP1a: 2597 NELA outlier alert for mortality (risk rating: 12; C4xL3)
* QP1a: 2434 CQC Mortality Review: Heart Valve Disorders (risk rating 8; C4xL2)
* QP1a: 2602 NHFD outlier alert for mortality (risk rating: 8; C4xL2)
* QP1b: 2111 Lack of 7-day services for palliative care at SGH (risk rating: 6; C2xL3)
* QP1b: 2531 Inequitable provision of an Acute Hospital Learning Disability Liaison Nurse at Scunthorpe (risk rating: 15; C3xL5)
(2). Quality Priority 2: Deteriorating patient and Sepsis:
* QP2a: 2388 Risk of deteriorating patients not being escalated [Medicine] (RR: 15; C5xL3)
* QP2a: 2390 Risk of deteriorating patients not being escalated [Paediatrics] (RR: 15; C5xL3)
* QP2a: 2308 The risk of deteriorating patients not being escalated (RR: 12; C4xL3)
* QP2a: 2671 CTG Archiving [Maternity] (risk rating: 12; C3xL4) 
* QP2a: 2389 Risk of deteriorating patients not being escalated [Surgery] (RR: 12; C3xL4)
* QP2a: 2669 Lack of high observation machine on the antenatal/postnatal ward [Maternity] (risk rating: 9; C3xL3) 
* QP2a: 2393 Risk of deteriorating patients not being escalated [Maternity] (RR: 6; C3xL2)
* QP2a: 2582 Care of critically ill children (risk rating: 6; C3xL2) [Risk Rating reduced from 16 to 6, Feb 2020]
* QP2a: 2576 Paediatric medical support pathway to ECC (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Mar 2020]
* QP2a: 2661 Maternity Datascopes [Maternity] (risk rating: 6; C3xL2) [Risk Rating reduced from 20 to 6, Feb 2020]
* QP2a: 2672 Paediatric Ventilator [W&C] (risk rating: 6; C3xL2) 
(3). Quality Priority 3: Medication Safety:
* QP3b: 2568 Safe and secure storage of medicines (risk rating: 12; C4xL3)
* QP3a: 2600 Omitted doses (risk rating: 9; C3xL3)

(To be added: (1) Out-Patient Follow-Up - all divisions; (2) Failure to meeting constitutional 
targets: RTT in Medicine and Surgery); (3) Haematology RTT risk and emergency access to 
services (medicine); (4) Immunology RTT risk and emergency access to services (medicine)).



* QP3b: 2537 Diabetes Nurse Specialist vacancy (risk rating: 9; C3xL3)
* QP3b: 2559 Medicine division: Secure storage of medicines (risk rating: 4; C2xL2)
* QP3b: 2525 Access and Supply of Medications to NRC [CSS] (risk rating: 12; C4xL3) [Risk removed from RR, Mar 2020]
(4). Quality Priority 4: SAFER and 7 Day Services:
* QP4: 2566 7DS risk [Surgery] (risk rating: 12; C4xL3)
* QP4: 2620 7DS risk - Medical Directors Office (risk rating: 12; C3xL4)
* QP4: 2673 Implementation of 7 Day Services [Medicine] (RR: 12; C4xL3)
* QP4: 2640 7DS risk [CSS] (risk rating: 6; C3xL2)
* (To be added: Risk of not meeting 7 day service standards - W&C)
(5). Quality Priority 5: Cancer:
* QP5: 1800 Shortage in radiologists (risk rating 20; C4xL5)
* QP5: 2592 Cancer waiting / performance against 62 day target (risk rating 16; C4xL4)
* QP5: 2160 Delays in biopsy reporting (risk rating 15; C3xL5)
* QP5: 2210 Failure to meet 6 week target for CT / MRI (risk rating 15; C3xL5)
* QP5: 2244 Divisional delay in cancer pathways risk (risk rating: 12; C3xL4)
* QP5: 2261 Delays in biopsy reporting (risk rating 12; C3xL4)
* 2448: Failure to reach cancer targets (risk rating: 12; C4xL3)
* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)
* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4)
* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 12; C4xL3)
* 2650: Lung Cancer QSIS submission 2019. Gaps in compliance [Medicine] (RR: 12; C3xL4)
* 2605: National Lung Cancer Outlier Alert [Medicine] (RR: 12; C3xL4)
* 2282: Haematology Oncology Pharmacy Screen [CSS] (RR: 12; C3xL4)
* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)
* 2310: Haemato-Oncology Peer Review: Risk of haemato-Oncology [Medicine] (RR: 12; C4xL3) [Risk removed from RR, Feb 2020]

*

(6). Clinical Service Concern (CSC): Ophthalmology:
* CSC: 2347 Failure to review patients in specified timescales (risk rating 16; C4xL4)
* CSC: 1851 Shortfall in Ophthalmology (risk rating 15; C5xL3)
* CSC: 2186 Space in Ophthalmology outpatients (risk rating 12; C3xL4)
(7). Miscellanious Quality Related:
* **NEW** JAG Accreditation Linked: 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)
* CQC Linked: 2659: Management of formal complaints and Pals within Trust Timescales [Chief Nurse] (RR: 15; C3xL5) [Risk Rating INCREASED from 12 to 15, Mar 202
* CQC Linked: 2681: Divisional Complaints Backlog [Medicine] (RR: 12; C3xL4)
* CQC Linked: 2549: Assessment of ligature points within the Medicine Division [Medicine] (RR: 10; C5xL2)
* **NEW** CQC Linked: 2687: Syringe Driver Training Compliance [C&TS] (RR: 9; C3xL3)
* CQC Linked: 2663: Lack of Ligature Free Rooms within Paediatric Wards [W&C] (RR: 8; C4xL2)

To review risk ratings of divisional risk registers in response to latest developments:
* Review and confirmation of Risk Rating needed: 2462: Supply of radiopharmaceuticals and nuclear medicine ‘cold kits’ (risk rating: 12, C4xL3)
* Review and confirmation of Risk Rating needed: 2567 Brexit [Surgery] (risk rating: 12; C4xL3)
* Review and confirmation of Risk Rating needed: 2571 Transport arrangements linked to Brexit [Medicine] (RR: 12; C3xL4)
* Review and confirmation of Risk Rating needed: 2579 Transport arrangements linked to Brexit [W&C] (RR: 12; C4xL3)
* 2426: Business continuity (risk rating: 10; C5xL2)
* **NEW** 2697: Risk to frontline staff - exposure to COVID 19 (RR: 9; C3xL3)
* **NEW** 2699: COVID 19 impact on W&C (RR: 9; C3xL3)
* Review and confirmation of Risk Rating needed: 330: Risk of lack of preparedness for coping with major incident (risk rating: 6; C3xL2)
* **NEW** 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from the EU (C&T) (RR: 6; C3xL2)
Strategic Risk 4: SKILLED STAFF: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

Medical Staffing Risks:
* 1800: Shortage of Radiologists CSS (risk rating: 20; C4xL5)
* 2359: Doctor vacancies in Medicine (risk rating 16; C4xL4)
* 2279: Risk to Overall Performance: Medical Workforce in Surgery (RR: 16; C4xL4)
* 2685: Urology medical staffing shortfall (risk rating: 15; C3xL5)
* 2419: Medical staff Recruitment and retention (risk rating: 12; C3xL4) [Risk Rating reduced from 15 to 12, Feb 2020]
* 2420: Medical staff job planning (risk rating: 12; C3xL4)
* 2261: Histology Reporting due to staffing CSS (risk rating: 12; C3xL4)
* 2018: Lack of substantive Acute Care Physicians [Medicine] (risk rating 10; C2xL5)
* 2596 Job plans in W&C (risk rating: 10; C2xL5)
* 2564: Risk to A&E perf from UTC medical staffing gaps Medicine (RR: 8; C2xL4) [Risk Rating reduced from 16 to 8, Feb 2020]
* 2449: Paediatric staffing (not meeting national guidance) W&C (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Feb 2020]

Nursing Staffing Risks:
* 2421: Nurse Staffing (risk rating: 25; C5xL5)
* 2530: Poor registered nursing skill mix on wards (risk rating: 25, C5xL5)
* 2140: Registered Nurse Vacancy Position Ward 25 and 28 Surgery (RR: 20; C4xL5)
* 2145: Nurse Staffing and Vacancy Position Medicine (risk rating: 16; C4xL4) [Risk Rating INCREASED from 12 to 16, Feb 2020]
* 2490: Midwifery Staffing W&C (risk rating: 16; C4xL4)
* 2537 Diabetes Nurse Specialist vacancy Medicine (risk rating: 9; C3xL3)

(To be added: (1) Gaps in Oncology service provision due to staff absence; (2) Oncology capacity [Medicine and surgery]; (3) Cancer performance targets in 
diagnostics)

Strategic Risk 3: Adverse impact of external events (i.e. Britain's exit from the European Union; Pandemic) on business continuity and the delivery of safe care: 
Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:



* 2479: CNS Staffing Levels Medicine (risk rating: 15; C3xL5) [Risk removed from RR, Feb 2020]
* QP1b: 2531 Inequitable provision of an Acute Hospital Learning Disability Liaison Nurse at Scunthorpe (risk rating: 15; C3xL5)

Other Staffing Risks:
* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4)
* **NEW** 2691: PSA Pathway Admin Support (RR: 15; C3xL5)
* 2189: Admin W/F in Pink Rose Suite Surgery (RR: 12; C3xL4)
* 2166: Breast care: Imaging team W/F in Pink Rose Suite Surgery (RR: 12; C3xL4)
* 2255: Staffing issues in Nutrition and Dietetics C&T (risk rating 12; C3xL4)
* 2356: Community & Therapy staff sickness C&T (risk rating 12; C3xL4)
* 2519: Community & Therapies physiotherapy staffing (RR 12; C3xL4)
* 2553 Obstetric theatre staffing model for mat services W&C (RR: 10; C2xL5)
* 2550 Pharmacy staffing (risk rating: 10; C2xL5)
* **NEW** 2696: Limited Neuro Rehab Therapy provision to provide rehabilitation to the unit (RR: 9; C3xL3)
* 2580 Lack of divisional workforce plan in W&C (risk rating: 9; C3xL3)
* 2581 Lack of leadership/succession plan in W&C (risk rating: 9; C3xL3)
* 2576: Paediatric Medical Support Pathway for ECC (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Feb 2020]
* 2352: Vacancies and Recruitment - Acute Therapy Staff NEL C&T (RR: 6; C2xL3)
* 2397: Rehab Medicine staffing C&T (risk rating: 6; C2xL3)
* 2572 Occupational Therapy Capacity and Demand [C&T] (risk rating: 6; C3xL2) [Risk Rating Decreased from 9 to 6, Mar 2020]
* 2100: Theatre staffing Surgery (risk rating: 6; C2xL3)
* **NEW** 2689: Low staffing levels and high waiting times within the MSK Service (RR: 6; C3xL2)
* 2492: 60 hour labour ward cover W&C (risk rating 16; C4xL4) [Risk removed from RR, Feb 2020]

Training and Appraisals:
* 2422: Leadership & Management: Annual Appraisal (risk rating: 12; C3xL4)
* 1991: Working with Children - A&E Staff [Medicine] (Risk rating: 12; C3xL4)
* 2423: Leadership & Management: Mandatory Training (risk rating: 9; Cx3xL3)
* 1775: Bank Staff - Mandatory training (risk rating: 9; C3xL3)

Clinical Engagement:
* 2682: Working lives of our trainee doctors (risk rating: 16; C4xL4)
* 2431: Clinical Engagement (risk rating: 12; C4xL3)

Recruitment / Personnel Files:
* 2684: Compliance with employment check standards for private patient professionals (risk rating: 12; C4xL3)
* 2586: Medical Personnel Files storage arrangements (risk rating: 9; C3xL3)
Strategic Risk 5: STAFF ENGAGEMENT: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
* 2424: Organisational Culture, Systems and Processes (RR: 20; C4xL5)
* To confirm and challenge: 2353: Staff Morale - Community and Therapies Services (risk rating: 12; C3xL4)
*

Strategic Risk 6: FINANCE: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
* 2040: Delay in payment of invoices (risk rating: 16; C4xL4)
* 2534: Tender for new financial ledger (risk rating: 16; C4xL4)
* 2535: Loss of income if Trust does not achieve the 2019/20 deficit as agreed with NHSI (risk rating: 16; C4xL4)
* 913: Late Submission of Termination of Employment Forms (risk rating: 12; C3xL4)

CIP Savings:
* 2577: Risk of not achieving CIP target (W&C) (RR: 16; C4xL4)
* 2599: Unable to meet CIP deliver (Surgery) (RR: 16; C4xL4)
* 2526: Delivery of 2019/20 CIP (Community & Therapies) (risk rating: 15; C3xL5) [Risk rating INCREASED from 12 (C4xL3) to 15, Mar 2020]
* 2560: Failure to meet agreed CIP (Medicine) (RR: 12; C3xL4)
* 2543: Risk of not achieving CIP plan (CSS) (RR: 2; C2xL1) [Risk rating reduced from 12 (C4xL3) to 2, Mar 2020]
* 2508: Risk of not-achieving CIP (Medical Directors Office) [Reduced] (risk rating: 9; C3xL3) [Risk removed from RR, Mar 2020]

CQUIN linked risks:
* 2573: CQUIN Performance risk (Surgery) (RR: 6; C2xL3)
* (To be added: CQUIN Performance risks: Medicine)

Other financial risks:
* 2541: Risk if fines for non-disclosure (risk rating: 9; C3xL3)
* (To be added: Financial controls in surgery)
* 2683: NHS PS dispute over Invoices (risk rating: 12; C4xL3)
Strategic Risk 7a: ESTATES AND EQUIPMENT: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
Estates Engineering risks:
* 2425: Health & Safety Compliance: Water Safety Compliance (risk rating: 20; C5xL4)
* 2038: Fire Compliance (risk rating: 20; C5xL4)
* 2293: Fire Ring Main Deadlegs and Condition Risk (risk rating: 20; C4xL5)
* 2088: Building Management Systems (BMS) Controller failure/upgrade (risk rating: 20; C4xL5)
* 2317: SGH & Pathology Air Tube POD System (risk rating: 20; C4xL5)
* 1620: Medical Gas Pipeline System outlet and plant (risk rating: 20; C5xL4)
* 2281: Low Voltage Electrical Infrastructure (risk rating: 20; C5xL4)
* 2623: Failure of windows trust wide (RR: 20; C5xL4)
* 1223: Replacement/Repairs of flat roof (risk rating: 16; C4xL4)
* 2200: Door entry/intercom system (risk rating: 16; C4xL4)

To be added: Staff morale risk for all divisions linked to Individual Engagement Action Plans following the Leadership Development Sessions which included 
outcomes from staff survey. In place and being tested via PIM arrangements. 



* 2212: Nurse Call System (risk rating: 16; C4xL4)
* 1774: Poor condition of Fuel Oil Storage Tanks (SGH) (risk rating: 16; C4xL4)
* 2452: Northside Buildings Roofs (risk rating: 16; C4xL4)
* 2035: Equality Act 2010 compliance (risk rating: 16; C4xL4)
* **NEW** JAG Accreditation Linked: 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)
* 2374: Medical Air Compressor Plant Replacement – SGH (RR:15; C5xL3)
* 1601: Clock Tower (Northside Development) (risk rating: 15; C5xL3)
* 2624: Pressurised System Safety Valves (RR:  15; C5xL3)
* 2637: Switch Room Access (Blocked) (RR:  12; C4xL3)
* 2656: Trip Hazard Car Park adjacent to West Arch (RR: 12; C3xL4)
* **NEW** 2693: Aseptic Air Handling Units - alert system (RR: 12; C4xL3)
* 2538: Non Compliant with the Combustion Plant Directive (MCPD) (RR: 10; C2xL5) [Risk reduced from 15 to 10]
* 2377: Sterile Pack Bulk Storeroom (risk rating: 20; C5xL4) [Risk removed from RR, Feb 2020]
Facilities Services risks:
* 2539: Deterioration of the CCTV System leading to loss of functionality (RR 20; C4xL5)
* 2381: Scunthorpe Main Kitchen Dishwasher (risk rating: 16; C4xL4) [Risk removed from RR, Mar 2020]
* 2383: Hand Wash Sink Configuration SGH Kitchen (risk rating: 16; C4xL4)
* 2481: Cleaning trolleys and equipment (risk rating 16; C4xL4)
* 2614: 1 x Pan Dishwasher (risk rating: 16; C4xL4)
* 2547: Multi-cook regen oven (GDH) (risk rating: 16; C4xL4)
* 2365: Patient Beverage & Breakfast Trolley - x44 Units Trustwide (RR:  16; C4xL4) [Risk removed from RR, Mar 2020]
* 2636: Insecure Clinical Waste Bins (RR: 15; C3xL5) [Risk removed from RR, Mar 2020]
* 1626: Asbestos management (risk rating: 10; C5xL2) [Risk rating INCREASED from 5 (C5xL1) to 10, Mar 2020]
Equipment risks:
* 2657: Replacement of x20 Endoscopy Patient Monitoring (RR:20; C5xL4)
* 2678: Sonosite S Nerve at end of life (RR:20; C4xL5)
* 2679: Bladder scanners at end of life (RR:12; C3xL4)
* 2660: Aging hysteroscopes (RR: 9; C3xL3)
* 2677: Cardiology Stress Test System (RR: 9; C3xL3)
* 2666: Extraction Cabinet - Scunthorpe Laboratory (RR: 9; C3xL3)
* **NEW** 2690: Osmometer Replacement [CSS, Pathology] (RR: 9; C3xL3)
* 2664: Baby cots (RR: 8; C2xL4)
* 2665: Aging CTG Machines/Fetal Monitors (RR: 6; C3xL2)
* 2672: Paediatric ventillator (RR: 6; C3xL2)
Strategic Risk 7b: ESTATES SUSTAINABILITY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
* All specialist engineering risk entered on the register are relevant to this risk
* 2429: Premises and engineering services (risk rating: 20; C5xL4)
*

*

Strategic Risk 7c: DIGITAL: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
(a) Cyber Security:
* 2463: Cyber Security Risk - (Windows 10 Implementation) (risk rating: 20; C5xL4) [Risk rating INCREASED from 15 (C5xL3) to 20, Mar 2020]
* 2461: Need for qualified IT Security Officer for Data Security Toolkit (RR: 20; C4xL5)
* 2408: Data & Cyber Security: (2) Cyber Infrastructure [Risk One] (risk rating: 16; C4xL4)
* 2369: Unsupported software, hardware and applications (risk rating: 16; C4xL4) [Risk rating INCREASED from 12 (C3xL4) to 16, Mar 2020]
* 2409: Data & Cyber Security: (2) Cyber Infrastructure [Risk Two] (risk rating: 12; C4xL3)
* 2674: Cyber Security Vulnerabilities - WebV (risk rating: 6; C3xL2)
(b) Risks of non-compliance with the Data Protection Act:
* 2676: Risk of non-compliance with the Data Protection Act 2018 due to the Trust not having sufficient resource and technical tools (RR: 20; C4xL5) [Risk rating ame   
*

* 2084: Management of A&E Notes inc Scanning; Destruction and Forwarding of paper records (risk rating: 8; C2xL4)
(c) Shortage of IT Equipment:
* 2433: Switchboard (Management of on-call rotas for hospital services) (RR: 20; C4xL5)
* 2675: The IT Operations Department require a comprehensive IT Service Management System (risk rating: 15; C3xL5)
(d) Strategic Direction:
* 2440: Development of the Digital 2020 Strategy (risk rating: 9; C3xL3)
e) WebV
* 2495: WebV Server Warranty Renewal (risk rating: 16; C4xL4)
* 2617: Risk of not implementing electronic requesting in cardiology (risk rating: 20; C4xL5)
(e) Trust's PAS and data Quality:
* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)
* 2501: Delay in outpatient summary letters reaching recipient < 7 days (RR: 15; C3xL5)
* 2662: Duplication of Hospital Numbers (CMIS) [Maternity] (risk rating: 12; C4xL3)
* 2516: Delays sending letter incorrect functioning of the Dictate IT system (RR: 10; C5xL2)
Strategic Risk 8: STRATEGY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
* There are no linked corporate or high level risks that underpin this strategic risk.

2376: The risk of breaching the Data Protection Regulation re. reporting serious data protection incidents to the Information Commissioners Office (ICO) (RR: 12; 
C4xL3)

2655: Replacement of primary heat source and associated infrastructure and equipment to include the Steam Raising Boilers [Scunthorpe General Hospital] (risk 
rating: 16; C4xL4) 

2654: Replacement of primary heat source and associated infrastructure and equipment to include the Steam Raising Boilers [Goole District Hospital] (risk rating: 
12; C4xL3) 



Strategic Risk 9: CLINICAL STRATEGY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
* To confirm & challenge: 2563: Lack of divisional strategy [Medicine] (RR: 9; C3xL3)
* To confirm & challenge: 2565: Surgical Division 5 Year Strategy (RR: 12; C4xL3)
* To confirm & challenge: 2578: Risk of not having an agreed W&C division 5 year strategy (RR: 9; C3xL3)
* (NEW - to be added) No community and therapies strategy.
* (NEW - to be added) Refresh needed of radiology strategy.
* (NEW - to be added) Ensuring external relationships across the Humber develop to enable the service changes proposed in HASR to be realised.
* (NEW - to be added) Sufficient capital to address ongoing estate concerns. 

Strategic Risk 10: STAKEHOLDERS: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
* There are no linked corporate or high level risks that underpin this strategic risk.

Strategic Risk 11: LEADERSHIP: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:
To be added to divisional risk registers:

* To be added: People and Organisational Effectiveness: Stretched capacity at a senior level.
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The BAF focusses on the risks identified that impac t on the Trust 
achieving its strategic objectives and is designed to: 
 

•  provide the Board and Board Sub-Committees with as surance 
as to the actions being taken to mitigate the strat egic risks; and 

•  provide an executive overview of achievements each  month 
alongside priorities for the forthcoming month 

 
The BAF, whilst providing assurance on how well the  Trust’s 11 strategic 
risks are being managed, also provides links to and  greater visibility of 
the risks that are being managed divisionally that underpin the work to 
mitigate against the related strategic risk. These are demonstrated 
pictorially in a Heatmap summary, grouped wherever possible to 
demonstrate relationships across divisions between similar or related 
risks. The full list of related divisional risks is  available for information as 
an appendix to this report 
 
The March 2020 edition continues to feature trendin g RAGs for each 
strategic risk to demonstrate, at a glance, how the  lead Director(s) sees 
the mitigation of the risk.  Also included for grea ter clarity is a key to 
better enable the reader to discern what the RAG ra tings mean 
 
Following the Board’s annual review of its strategi c objectives in 
February, the March edition of the BAF (pages 2-5) also now contains 
detail of the alignment between the strategic objec tives, the Trust’s 
strategic & operational plans and priorities and th e strategic risks 
 
Confirm and challenge in relation to the controls a nd assurances in place 
to mitigate the risk and in respect of the risk rat ings continues to occur 
through the Trust Management Board and the Board as surance sub-
committees 
 
As the framework is updated regularly, the risk rat ing trend diagrams will 
demonstrate performance against the management of t hese risks over 
time  
 
For March’s BAF, all 11 strategic risks have been r eviewed and updated of 
confirmation received or ‘no change’. The highest r ated strategic risks 
are: 
 

• Risk of non-delivery of constitutional performance – 20 
• Risk of non-delivery of agreed quality and clinical  

improvements – 20 
• Risk of failure of the Trust’s infrastructure: agei ng estate and 

equipment – 20  
• Risk of failure of the Trust’s infrastructure: long er term estate 

sustainability – 20  
• Risk of failure of the Trust’s infrastructure: IT /  Digital Strategy / 

Cyber Security – 16 
• Adverse impact of external events – 16  
• Finance risk – 15 
• Lack of clear service strategy – 15  
 

Movement in month: 
 

• Adverse impact of external events (i.e. Britain's e xit from the 
European Union; Pandemic) on business continuity an d the 
delivery of safe care increases from a risk rating of 8 to 16. [The 
scope of this risk and its description was amended during 



________________________________________________________________________________________________________ 

    

March to include other external events not limited to Brexit 
alone, but to include other instances i.e. the COVI D-19 
pandemic) 

 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to note the contents of the assu rance framework and 
use the contents to challenge the risk ratings and to seek further 
assurances, as required, as part of the Trust’s ove rsight and assurance 
arrangements 
 

 



BOARD ASSURANCE FRAMEWORK (BAF)

MARCH 2020

Content:

Section 1: Trend over time - Mitigation of Trust's 11 strategic risks;

Section 2: Mitigation of 11 strategic risks - in detail (Part a: Executive summary and heatmap; Part b: BAF detail);

Section 3: Appendix: Full list of underpinning divisional/directorate risks underpinning strategic risks.
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1 1. To give great care

Risk of non-delivery of constitutional performance targets, specifically: 

(a) Cancer 62 day, 

(b) A&E, 

(c) RTT - 18 weeks,

(d) Diagnostics.

8 20 20 20 20 20 20 20 20 20 20 20 Shaun Stacey

2 1. To give great care
Risk of non-delivery of agreed quality and clinical improvements (includes the risk of non-delivery of a reduction 

in the mortality ratio)
10 20 20 20 15 15 15 15 15 15 15 15 Kate Wood / Ellie Monkhouse

3 1. To give great care

Adverse impact of external events (i.e. Britain's exit from the European Union; Pandemic) on business continuity 

and the delivery of safe care.

[Note amended scope of strategic risk from March 2020]

8 16 8 8 8 8 16 16 16 16 8 8 Shaun Stacey

4 2. To be a good employer Inability to secure sufficient numbers of appropriately skilled staff in the short, medium and longer term. 8 15 15 15 15 10 10 15 15 15 15 15 Jayne Adamson / Claire Low

5 2. To be a good employer
Ineffective staff engagement and ownership of Trust agenda affects morale and failure to change and improve 

the culture.
8 12 12 12 12 9 12 12 12 12 12 12 Jayne Adamson / Claire Low

6 3. To live within our means

Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve the 

overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 

conjunction with everyone else to achieve a system balance.

10 15 15 15 15 15 15 15 15 15 15 10 James Hayburn

7a

Risk of failure of the Trust’s infrastructure; specifically:

(a) Ageing estate and equipment: the inability to maintain legislative compliant and improve the current estate 

and equipment due to a lack of capital and backlog maintenance (includes Legionella);

10 20 20 20 20 20 20 20 20 20 20 20 Jug Johal

7b

Risk of failure of the Trust’s infrastructure; specifically:

(b) Longer term estate sustainability: failure to secure a sustainable estate future for SGH (and to a lesser extent 

DPOWH) this may give rise to buildings or parts of buildings becoming unsafe to occupy;

10 20 20 20 20 20 20 20 20 20 20 20 Jug Johal

7c

Risk of failure of the Trust’s infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security: failure of the IT infrastructure and adverse impact on the delivery of the 

Digital Strategy and on business continuity and the delivery of safe care; and the lack of adequate controls to 

defend the Trust’s IT systems when a cyber-attack occurs.

12 16 16 16 16 16 16 16 16 16 16 16 Jug Johal

8 4. To work more collaboratively Inability to pursue a clear organisational strategy that staff and stakeholders are aware of and support. 8 12 12 12 12 12 12 12 12 12 12 12 Sue Barnett

9 4. To work more collaboratively
Lack of a clear service strategy for the area to ensure long term service sustainability (includes the risk of not 

developing the required external relationships and linked to HASR).
9 15 15 15 15 15 15 15 15 15 15 15 Sue Barnett

10 4. To work more collaboratively The risk of ineffective relationships with stakeholders. 8 8 8 8 8 8 8 8 8 8 8 8 Peter Reading

11 5. To provide strong leadership
Risk of insufficient investment and development of the Trust’s leadership (including clinical leadership) – 

capacity and capability.
8 12 12 12 12 12 12 16 16 16 16 16 Peter Reading

The potential impact of the above risks materialising include:

·         Poor quality care / harm 

·         Damage to the Trust’s reputation

·         Further regulatory action and inability to exit quality and financial special measures

·         Lack of longer term sustainability

Northern Lincolnshire & Goole Trust's Risk Appetite: “The Trust will not accept risks that impact adversely on patient safety and therefore has a greater 

appetite for financial risk in that it is prepared to take the necessary actions to safeguard safety despite the potential financial consequences and 

regulatory impact. The Trust also has a greater appetite to take considered risks in pursuit of innovation which may challenge established working 

practices and may pose a risk to its reputation, where positive gains can be seen”

Lead Director

Section 1: Trend over time - Mitigation of Trust's 11 strategic risks

4. To work more collaboratively



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

*

5 RTT: 1851 (opth) RTT: 2118 (col)

* 2515: Data accuracy

Diagnostics: 2657

*

*

4 Cancer: 2448; 2008 Cancer: 2601, 2592 Diagnostics: 1800

Cancer: 2601 RTT: 2048 (ENT) Diagnostics: 1631

RTT: 2245; 2118 RTT: 2347 (F/U) Diagnostics: 2646

* Diagnostics: 2522 RTT: 2401 Diagnostics: 2617

A&E: 2562

3 A&E: 2576 Cancer: 2524 Cancer: 2261; 2569 Cancer: 2160

* A&E: 2561 Cancer: 2244; 2282

Diagnostics: 2307 Diagnostics: 2499

Diagnostics: 2141 Diagnostics: 2210

Cancer: 2650; 2605

* A&E: 1991

2 RTT: 2583 RTT: 2400 (d&c)

A&E: 2564

*

* 1

* (To be added: (1) Financial risk from diagnostics outsourcing contract (CSS).

CHANGES SINCE LAST MONTH:

* None 1 2 3 4 5

Very Low 

Risk
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1
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)

1-3.4-6.8-12.15-25.Key:

Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Risk Description:

Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20

Monthly Executive Highlight Report: Plans for next month:

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

RTT / 18 Weeks: Focus on data quality in connection with clock stops, work commenced on the business rule 

audit - expected 3 month lead time for meaningful data to be available.

Colorectal 100 day improvement challenge underway with Trust and partners, day 50 review planned. To update 

Quality and Safety as to progress with the initiative.

Completion of ECC Pathways audit and combine with "MADE Perfect" week table for discussion at OMG to agree 

necessary recommendatons for A&E delivery board.

Compile bid for additional monies to support the case for the appointment of an improving flow manager.

The risk is that the Trust fails to deliver or fails to demonstrate robust improvement plans in delivering constitutional performance 

targets which impairs the Trust's provision of quality services and adversely impacts on its reputation with service users and regulatory 

bodies.

Risk to performance improvement trajectories from Coronavirus (COVID-19). Regular oversight meetings 

established to monitor and plan Trust response. Included within the scope of the Trust's strategic risks.

Improvements seen in cancer urology and lung cancer pathways in connection with faster diagnosis following go 

live of faster timed pathways. RAG rating shifts to Amber for cancer performance.

Validation by divisions of Medicine and Surgery in connection with performance against DMO1 targets underway.

Cancer 62 day target: Aim to meet national target in 2021. Current local agreed target 85%.

Performance during January 20: Trajectory: 70.6%. ACTUAL: 63.2%. 

Risk to Strategic Objective:

Monthly Executive Highlight Report:

The Trust is currently unable to deliver these 4 performance targets due to demand and capacity constraints. An 

agreed trajectory for each to maintain delivery of care has been agreed.

1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 

62 day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics - DMO1.

a)

A&E target: Aim to meet national target in 2021. Current local agreed target: 90%

Performance during January 20: Trajectory: 85.6%. ACTUAL: 73.2%. 
b)

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%

Performance during January 20: Trajectory: 80.8%. ACTUAL: 77.3%. 
c)

6-week wait for diagnostics - DMO1: Aim 1% of diagnostic requests breach the 6 week target. 

Performance during January 20: Trajectory: 9.9%. ACTUAL: 16.6% 
d)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 

risk. Following meeting with the executive owner of this strategic risk, it is felt the following are further risks that 

are currently not fully articulated on local divisional and directorate risk registers, and therefore need to be 

added:

Risk of insufficient capacity in the Directorate of Operations mitigated by appointment of additional management 

post in the Chief Operating Officer's team.

(To be added: (1) Out-Patient Follow-Up - all divisions; (2) Failure to meeting constitutional targets: 

RTT in Medicine and Surgery); (3) Haematology RTT risk and emergency access to services 

(medicine); (4) Immunology RTT risk and emergency access to services (medicine)).
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

Daily meetings to review long waiters and overdue follow-up 

pathways.

Weekly meetings held with specialty leads to review in detail 

pathways for longest waiting patients. Areas for escalation 

highlighted to COO and DGM.

Weekly escalation/assurance meeting with Chief Operating 

Officer to review individual patient pathways.

PRIM performance oversight meetings.

Chief Operating Officer weekly meeting within Divisional 

General Managers for oversight.

Outpatient follow-up - 

Trajectories revised to 

maximum 9000 overdue by 

2021 and 4000 by 2022

Continue to experience single 

numbers of over 52 week wait 

patients (Aim: 0).

Reduction in patients waiting 

more than 40 weeks (Aim: 0 by 

Mar 20).

IPR report going to F&P and 

Board. Data reviewed at PRIM.

Fragile services with significant 

mismatch between capacity 

and demand leading to long 

waiting times in 7 specialties 

(1) ENT; (2) Ophthalmology; (3) 

Colorectal Surgery; (4) 

Gastroenterology; (5) 

Cardiology; (6) Respiratory; (7) 

Urology.

Increased number of incidents 

and SIs in Ophthalmology; 

Gastroenterology and ENT 

relating to waiting times.

Short term: Outpatient 

transformation plan developed 

for each of the 7 specialties. 

Ongoing. [Each plan has 

dedicated timescales] 18mths-

2yrs.

A

[Aim: Amber Assurance 

by Jan 20]

Longer term: Development of a 

system-wide 3-year plan for 

these areas (2022).

Demand and capacity refresh 

of modelling, Dec 19.

Data Validation Team in place, 

Pilot underway A&E 

consultants staffing UTC to 

pilot different ways of working.

NLAG is part of NHS Elect / 

AECN initiative to review 

Ambulatory care pathways for 

improvement, ongoing. 

Escalation beds opened to 

mitigate.

Review LOS / discharge before 

noon data at ward 

performance meetings, Mar 

20.

Bid for monies to support the 

recruitment of an improving 

flow manager.
A&E Delivery Board; 

Unplanned Care Board; 

Quality Governance 

Group

Development work for Acute 

Assessment Unit to further 

develop zero day 

LOS/ambulatory pathways, 

ongoing review.

Workshops looking at how 

services can be run differently 

as part of winter planning, 

ongoing. 

Urgent Treatment Centre (UTC) 

Delivery Challenges

Potential for more patients to 

be on ambulatory pathways.

Potential for more patients to 

be on zero LOS pathways.

(b) A&E

A&E Delivery Board and a system wide focus.

UTC focus on managing minors outside of the A&E/ECC 

department to free up capacity; Acute Assessment Unit work 

and focus on ambulatory pathways to pull from A&E model. 

Development of winter plans.

Additional staff in A&E and UTC (medical and nursing); 

establishment review completed and additional establishment 

agreed; Senior positions in the department extended (i.e. 

Consultant cover till midnight). Matron of the day present at 

Ops meetings to consider staffing.

Weekly MDT stranded walk around.

A&E board rounds refocussed to 2 hourly and including Acute 

Medical Doctors to support pull of patients out of A&E.

Refoucssed twice daily huddle with lead doctor and lead nurse 

to review in more detail activity/acuity. Escalation to medicine 

management and ops centre.

Medicine appointment (on secondment) of an improving flow 

project manager.

Performance data: Symphony 

A&E system provides real-time 

performance; Bed state / Sitrep 

reports; A&E live dashboard; 

Integrated Performance 

Report.

LOS and discharges before 

midday data by ward now 

available.

Quality assurance: 

ED Nursing Dashboard/quality 

indicators; Matron 

retrospective review of 

patients waiting over 10 hours 

to assess for clinical harm.

Urgent Treatment Centre (UTC) 

gaps in GP rotas.

Flow challenges at both Trust 

sites resulting in capacity 

challenges for patient's 

needing to be admitted.

Potential for SAFER bundle to 

be utilised more.

Potential for more patients to 

be discharged within 72 hours.

Limited management time to 

focus on flow throughout 

Trust.

Audit underway to understand 

pathways of care prior to 

patients attending ECC 

services, March 20.

Review Audit results and 

findings from MADE Perfect 

week at OMG and develop 

recommendations for A&E 

delivery board.

Trust not meeting 

constitutional target or local 

trajectory.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Tumour site MDTs not focussed 

on QSIS Standards.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Clinicians not reviewing root 

causes for breaches monthly.

Develop divisional dashboards 

containing improvement plan 

within PowerBI, 2021.

Lung cancer: no MDT for 

mesothelioma.

Working with HUTH to 

establish, Q1 2020/21.

(a) Cancer

Central cancer team, with Cancer lead in post.

PTL:

Cancer weekly PTL and escalation process;

Weekly Cancer PTL meeting - changed to 6 weekly focus on 

top 5 specialties which account for 80% of breaches;

Oversight:

Weekly Divisional General Manager Waiting List Assurance 

Meetings with all divisions;

Weekly attendance by Path Manager to PTL to improve 

turnaround times/escalation;

PRIM meetings with divisions includes focus on Cancer;

Cancer Board meeting; underpinned by individual tumour 

specific MDT Business Meetings;

Joint bi-monthly Cancer Board established between NLAG and 

HUTH;

Improvement planning:

System wide 62 day improvement plan in place focussing on 7-

day 1st appt, 28 day definitive diagnosis, IPT by Day 38, 

Treatment by Day 62 (approved at Planned Care Board Sept 

19); 

Outsourcing contract for diagnostics has supported reducing 

turnaround times;

Patient Triage arrangements in place for Urology and Lung;

Colorectal drafted and go live planned Q1 2020;

Trust and community partners currently engaged in the 

colorectal 100 days improvement challenge.

Management of demand:

Consolidation of HUTH Oncology Services onto the DPOW site 

within NLAG (Jan 20);

Single site MDT implemented for Lung Cancer (Jan 20);

IPR. Power BI reporting 

(including ability to compare 

tumour site performance). 

Not meeting 62 day 

performance targets (62 day 

RTT and screening).

PRIM divisional update.

Continued improvement seen 

in Pathology turnaround times.

Quality Priority: Positive results 

seen to date from the 

implementation of 

triage/straight to test in Lung 

and Urology.

Faster pathways in place for 2 

of the 4 priority pathways: 

Lung and Urology (evidence of 

sign off to be obtained).

Capacity and demand.

Delays in pathways (NLAG and 

cross-organisational pathways).

Implement timed and faster 

pathways in remaining 2 

pathways: Colorectal; 

Upper GI. Q1, 20/21.

A

Cancer Board; Planned 

Care Board; 

Quality & Safety 

Committee;

Quality Governance 

Group

Gaps in oncology due to staff 

absence / vacancy.

HUTH Oncology services 

consolidattion onto single site 

(DPoW; Jan 2020), overseen by 

clinically led steering group, 

review in March 2020 of 

lessons learnt.

Cancer MDT Business meetings 

not quorate.

Quality Surveillance (QSIS) 

annual submission: no 

improvements in recent years.
Write to Cancer Lead, cc: DCD 

within Clinical Support Services 

to support focus on Cancer 

Tumour Site improvement in 

oversight and governance 

processes, Mar 2020.

Not meeting 62 day cancer 

performance targets (62 day 

1st RTT, and screening).

Delays in developing faster 

diagnosis pathways in 2/4 

priority pathways: Colorectal 

and Upper GI.

Quarterly thematic analysis 

reasons for breaches, Mar 

20.
Colorectal 100 day 

improvement challenge, 

ongoing; day 50 review 

scheduled. 
Single MDT for Colorectal, April 

2020

Diagnostic delays and 

pathology turnaround times 

impact on pathway timescales. 

Not meeting (Aim) of 

investigations and pathology 

within 7 days. Improvements 

seen in both areas.

Streamlined processes in Path 

Links / additional staff 

recruitment, Ongoing.

R

Cancer Board meeting but not 

quorate.

Consequences of Risk Materialising:

* Impact on provision of quality services to our patients;

* Adverse impact on the Trust's reputation and its standing with patients and regulators; 

* Adverse impact on ability to exit quality and financial special measures or receiving needed support. 

Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

RED

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

Risk to Strategic Objective:
1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 

62 day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics - DMO1.

Lead Executive: Shaun Stacey 01-May-19

Oversight Group: Operational Management Group 16-Mar-20

Assurance Committee: Finance & Performance Committee



(c) RTT/18 weeks
Fortnightly oversight meetings include CCGs.

Planned care board has system wide membership. 

Refresh of Capacity and Demand Plans and development of 

Action Plans to reconcile differences being developed to 

support 20/21 Business Planning.

Ongoing colorectal 100 day improvement challenge should 

have a positive impact on RTT performance.

Board. Data reviewed at PRIM.

RCA's completed for patients 

who wait > 52w for treatment 

to understand reasons and 

share lessons. Process to 

review RCAs for Harm and 

escalation to full clinical harm 

review and SI route if 

indicated.

(d) Diagnostics - DMO1 [Endoscopy: 

Colonoscopy; Cystoscopy; Flexi 

Sigmoidoscopy; Gastroscopy]

Daily Huddle.

Weekly PTL Meeting.

Weekly standards meeting.

Expanded remit for non-medical endoscopists.

£1.2m investment in decontamination and additional scopes.

Further £150k for scope and patient monitoring.

Monthly Business and Governance meetings.

PRIM meeting oversight.

Integrated Performance Report 

including the DMO1 position.

JAG accreditation against 

quality standards.

Demand and Capacity work 

completed for Endoscopy. 

Year 2 of business plan being 

delivered.

Weekly KPIs and monitoring 

report.

DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

Increased waiting times 

identified within the 

Endoscopy PTL recently.

Undertake review of Data 

with S&CC team to 

understand if therapeutic 

endoscopies are being 

recorded incorrectly as 

diagnostic and affecting 

DMO1 reporting position, 

Mar 2020. 

Trust's priority focus of RTT 

impacts adversely on DMO1 

waiting times performance.

Ongoing management of 

PTL.

Staffing gaps for hard to recruit 

to vacancies results in 

increased costs for temporary 

staff.

Drafting underway for 

Radiology work plan (3-

5yrs) will include plans for 

more focussed upskilling 

and training of specialist 

staff that are hard to recruit 

A PRIM

R PRIM

Gap in reporting against 

DMO1 position.

Integrated Performance 

Report including the DMO1 

position, TBC.

(d) Diagnostics - DMO1 

[Echocardiography]

PRIM meeting oversight. DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach.

Data quality gaps have been 

identified in connection with 

uncashed clinics

Medicine to undertake 

validation of 480 patients 

with old TCI supported by 

Patient Admin Team

(d) Diagnostics - DMO1 [Audiology]

Weekly huddle.

PRIM meeting oversight.

DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach.

Reported data demonstrates 

performance gaps.

Complete data validation 

with Surgery division, Feb 

2020.

Weekly huddle.

Daily meeting with booking office.

Weekly KPIs and monitoring 

report.

DMO1 improvement 

Drafting underway for 

Radiology work plan (3-

5yrs) will include plans for 

more focussed upskilling 

and training of specialist 

staff that are hard to recruit 

to. Ongoing. 

Review outsourcing 

arrangements over holiday 

period to test trigger points 

and financial spend, Feb 20.

Financial spend on 

outsourcing contract not 

yet clear.
Complete full business case for 

NHSI consideration, March 20.

CT and MRI performance 

against DMO1 position; impact 

on performance as a result of 

priority focus on RTT 

improvement.

Additional CT Scanner funding 

approved, to be in place by Aug 

2020 (DPoW).

Development of weekly 

KPIs/Monitoring Report (IPR), 

Mar 20.

(d) Diagnostics - DMO1 [Radiology]

Daily activity huddles for radiology.

Weekly activity PTL meetings.

Weekly Radiology Management Meetings.

Monthly Business and Governance Meetings

Attend weekly Performance Standards Weekly Meeting.

Take part in Trust's weekly PTL.

Additional CT scanner now in place and operational.

Expanded remit for reporting radiographers which increases 

reporting capacity. 

Outsourcing contract with 3rd party provider now in place for 

reporting to mitigate delays between scan and reporting, 5 

year contract with guaranteed capacity.

Controls in place to escalate any scans not meeting internal 

KPIs to outsourced 3rd party for reporting (KPIs: suspected 

cancer, not reported same day - escalate to outsourced 3rd 

party; routine scans, not reported by day 21 - escalate to 

outsourced 3rd party).

Full business case approved by Board in December for MRI 

scanners at Grimsby. 

Focus to meet local target for CT scanning by March 2020, 

currently on trajectory for CT.

Demand management of MSK on all imaging in place via the 

MCATS soloution (Jan 20).

Demand & Capacity work 

completed for CT.

PRIM meetings review and 

escalation.

Backlog of overdue unreported 

scans has significantly reduced 

(to 49, longest wait for report 1 

month).

Power BI data monitored daily.

Longest wait for a report is 5 

weeks for all examinations. 

DMO1 improvement 

trajectories in place for 

2020/21.

Outsourcing contract changed 

from backlog recovery to 

business as usual resulting to 

improve financial position.

Internal Breach target agreed 

for MRI, to not exceed 15% of 

PTL breach.

Insufficient MRI capacity until 

new schedmes complete, 

capital funding to be confirmed 

for SGH scheme.

Reporting capacity backlog, 

although evidence this is 

reducing.

Additional MRI capacity at both 

sites planned (DPoW capital 

allocated; SGH capital not yet 

allocated) NHSI funding 

decision awaited.

Weekly PTL escalation process 

(currently in draft for approval 

in February local governance).

Demand management of MRI 

with CCGs.

CCGs reflecting and 

considering how they may 

work with PCNs to manage 

demand, ongoing.

Radiology Diagnostic capacity

Ongoing efforts to recruit 

Radiologists. Exploring 

Radiology fellows 

programme alongside 

Morecombe Bay following 

successful pilot. NLAG to 

join wave 2. TBC.
Bid submitted for £101k for 

MRI scanner capacity and 

£34k for reporting to 

recover DMO1 postion to 

15%.MSK service tender by Trust 

and partners, change in 

service delivery will reduce 

demand on diagnostics 

resource, monitor impact, 

Ongoing. 

Due to expanded remit for 

reporting, shortage of 

radiographers identified.

Recruitment and training, 

ongoing.

R

by Jan 20]

PRIM; Planned Care 

Board; Quality & 

Safety Committee

High new to follow-up ratio is 

some specialties, relating to 

poor pathway design

Data quality gaps have been 

identified in connection with 

'clock stops' resulting in 

incorrect waiting list 

categorisation in some 

instances.

Data Validation Team in place, 

all clock stops are validated 

wef 01/01/2020 

Audit of business rules project 

underway, report on extent of 

errors expected mid-end 

March 2020.

Risk of adverse impact on 

performace from Coronavirus 

(Covid-19).

Not fully assured that admin 

processes are compliant with 

operational processes.

Weekly Chief Operating Officer 

oversight meeting with 

Divisional General Managers.

Regular monitoring and action 

meetings within Operations 

directorate.



G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

staff that are hard to recruit 

to. Ongoing. (d) Diagnostics - DMO1 [Medical Physics: 

Dexa scan; Neurophysiology; 

Urodynamics]

Skill mix reviewed and flexibility of roles/role redesign. 

PRIM meeting oversight.

DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

for modality, to not exceed 1% 

of PTL breach.

Gap in reporting against 

DMO1 position.

Integrated Performance 

Report including the DMO1 

position, TBC.



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

* 5 CQC: 2549 QP2: 2388; 2390 QP1: 2418

CSC: 1851

QP5: 2401

*

4 QP1a: 2602 QP1a: 2597 QP4: 2673 CSC: 2347 QP4: 2620

QP1: 2434 QP2: 2308 QP5: 2592 QP5: 1800

CQC: 2663 QP3b: 2568 JAG: 2694 [**NEW**] QP1: 2653

* QP4b: 2566

QP5: 2401; 2448; 2008

2601

3 QP2: 2393 QP3a: 2600 QP1b: 2598 QP5: 2160; 2210

QP4: 2640 QP3b: 2537 QP2: 2389; 2671 CQC: 2659 [Increase from 12 to 15]

QP2a: 2672 QP5: 2524 QP4: 2620 CQC: 2681 QP1b: 2531

QP2a: 2582 QP2a: 2669 QP5: 2261; 2244; 2569; 2261

QP2: 2661 CQC: 2687 [**NEW**] 2244; 2650; 2605; 2282

QP2a: 2576 [Reduced from 15 to 6] CSC: 2186

2 QP3b: 2559 QP1b: 2111

*

* (To be added: Risk of not meeting 7 day service standards - W&C) 1

*

CHANGES SINCE LAST MONTH:

* QP2a: 2576: Paediatric medical support pathway to ECC - Risk rating reduced from 15 to 6 (C3xL2)

* QP3b: Access and supply of medications to NRC [CSS] (RR: 12; C4xL3) - Risk closed

* 1 2 3 4 5

*

* **NEW** CQC Linked: 2687: Syringe Driver Training Compliance [C&TS] (RR:9; C3xL3) Very Low 

Risk

1-3.

(To be added: (1) Gaps in Oncology service provision due to staff absence; (2) Oncology capacity [Medicine and 

surgery]; (3) Cancer performance targets in diagnostics)

Escalation of the continued gap in ability to obtain assurance via WebV for sepsis six compliance and screening 

rates to E&F SMT due to continued system / analysis difficulties requires constant management with no tangible 

benefits yet seen. Resolution planned for the 31 March 2020. 

To include in the April edition of the BAF focus on safety in the Trust's Emergency Departments specifically in 

relation to the management of paediatric attendances and core mandatory training, prioritised in line with safety 

risks posed to persons attending ED.

High Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Likelihood (1-5)
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The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 

risk. Following meeting with the executive owner of this strategic risk, it is felt the following are further risks that 

are currently not fully articulated on local divisional and directorate risk registers, and therefore need to be 

added:

Monthly Executive Highlight Report: Plans for next month:

Divisional gaps in 7day services collated and to be presented for assurance to Q&S committee in March 2020.

CQC Linked: 2659: Management of formal complaints and PALS within Timescales - Risk rating INCREASED from 

12 to 15 (C3xL5)

Key: 15-25. 8-12. 4-6.
Moderate 

Risk
Low Risk

**NEW** JAG Accreditation Linked: 2694: Failure to meet JAG recommendations in housing enema room within 

clinical area [CSS] (RR:16; C4xL4)

Appointment of additional management resource within Division of medicine to support focus on flow 

improvements.

Risk to Strategic Objective:
2) Risk of non-delivery of agreed quality and clinical improvements (includes the risk 

of non-delivery of a reduction in the mortality ratio)
Risk Description:

The risk is that the Trust could fail to deliver consistent levels of service quality which negatively impacts on the Trust's reputation with 

service users and regulatory bodies.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely = RR of 20

The strategic risk rating for quality increased from 15 to 20 in January 2020 as a result of increases in the Trust's 

SHMI.  Monthly SHMI data for March is 117.7 (DPoW: 121; SGH: 115).

CQC Report released on Friday 7 February 2020; Requires Improvement overall; Inadequate for Safe

Helen Hemming, NHSE/I 7 Day Services lead visited the Trust during March to meet with project team members 

and understand processes in place within the Trust.

Grant Thornton undertake SHMI focussed data quality improvement project to look at all deaths for a 3-month 

period from February 2020 to strengthen current processes around mortality coding.

Interviews held during March for the Trust's Medical Examiner Role.
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:
Risk to Strategic Objective:

2) Risk of non-delivery of agreed quality and clinical improvements (includes the 

risk of non-delivery of a reduction in the mortality ratio)

Lead Executive:

Consequences of Risk 

Materialising:

Issues:

Gaps from audit in escalation 

when NEWS <7.

Greater clinical assurance 

needed regarding internal 

identified outliers.

Proposal to MIG on action to 

be taken for 'internally' 

identfied mortality outliers, 

April 2020.

Quality Priority 1: Mortality

Mortality clinical lead in post, with improved divisional 

ownership arrangements. 

Mortality Improvement Group oversees reporting to QGG.

Additional project management support from October 2019.

Medicine appointed divisional mortality clinical lead from 

November 2019.

Collaborative review processes established with NEL and NL 

CCGs to share cases with system wide learning. Greater use 

of CCG incidents reporting mechanism from Jan 2020 to 

ensure community/primary care problems in care are more 

systematically reported.

Mortality analyst in post from November 2019.

Wider sharing of primary care / community 'issues' identified 

by hospital reviewers with CCGs as incidents to investigate 

for learning purposes.

Process for operationalising policy to support and care 

provision to those recently bereaved agreed at MIG in 

January 2020.

Mortality strategy agreed at MIG in January 2020.

Grant Thornton SHMI focussed Clinical Data Improvement 

Project commenced to review all deaths from February 2020 

for 3 months. Scope approved by MIG in March; monthly 

updates planned from April MIG onwards for duration of 

project.

Mortality report containing 

Learning from Death KPIs.

Quality Priority 1a: Increasing 

SHMI, driven by DPoW site 

SHMI. Disparity in recording of 

risk leading to a lower level of 

expected deaths on the DPoW 

site vs. SGH.

Professor Mohammed 

Mohammed's report on 

mortality statistics.

Quality Priority 1b: Learning 

from deaths process: 

Improvements seen in Division 

of Surgery, some gaps remain 

in Medicine, but 2020 specific 

Quality & Safety Meetings to 

focus on M&M being 

established.

Clinician led validation of 

coding during January 2020 

identified SHMI impacting 

changes in approx. 30% of 

cases reviewed.

PowerBI dashboard.

Quality priority 2a: NEWS 

completed within timescales: 

positive trends.

Quality priority 2b: Action 

taken in response to NEWS: 

Further work needed for 

escalation of NEWS < 7.

Policy for dealing with those 

bereaved not yet in place. 

Theme for improvement from 

SJR: patients at EOL admitted 

with no care plan.

Divisional M&M arrangements 

not fully in place.

Some EOL KPIs already in 

place and reporting to EOL 

group.

CQC report findings identified 

further improvement work 

required.

Quality priority 1b details 

preferred place of death KPI.

NLAG EOL Strategy Group (recently reformed); EOL also 

moved internally to sit within Community & Therapies 

Division.

Multi-agency EOL Strategy Group with wide membership.

Care in the last days of life document in place.

Palliative Care Consultant in place at SGH; good links with 

Hospice arrangements.

Implement RESPECT within 

Trust and with community 

partners, plan to be in place, 

April 2020.

Quality Priority 1: Mortality: 

Specific Focus on End of Life

01-May-19

Oversight Group: Quality Governance Group 31-Mar-20

Assurance Committee: Quality & Safety Committee

Actions required to 

improve:

Assurance / Oversight 

Group

Trend RAG Rating:

RED

Negative impact on the provision of quality services resulting in adverse affect on the Trust's reputation with 

service users and regulatory bodies.

Assurance that the issues impacting on this risk are being 

managed:

Controls: Assurance: GAPS in Controls:

Kate Wood / Ellie Monkhouse

GAPS in assurance:

Mortality 

Improvement Group;

Quality Governance 

Group;

Quality & Safety 

Committee.

New Quality & Safety (to 

encompass M&M) schedule 

from Jan 2020.

R

Mortality Strategy KPIs not yet 

in place to monitor impact.

KPIs to be agreed and then 

reported on. Reviewed in MIG 

in March. Apr 2020.

A

Additional end of life care 

pathway documentation, 

March 2020.

Specialist Palliative Care 

Business case finalising 

following wider consultation 

with provider partners and the 

CCGs, March 20.

EOL group oversight of 

improvement plans with wider 

stakeholder involvement, 

Ongoing.

Differences in palliative care 

provision between DPoW and 

SGH; impact on HSMR.

SJR review rate approx. 25%

Insufficiently trained SJR 

reviewers

Review SJR training plan with 

Mortality Clinical Leads, Mar 

2020.

Divisional assurances reported 

to MIG, Ongoing.

Lack of divisionally owned 

improvement plans / learning 

lessons.

Disparity between sites - 

statistical calculation of 

expected deaths (DPoW lower 

than SGH).

A

Increasing SHMI statistic and 

high Out of Hospital (OOH) 

SHMI / HSMR.

Policy to support recently 

bereaved agreed, to amend 

and enact, March 20.

R

Electronic (WebV data) not 

available to evidence action 

taken in response to NEWS 

scores.

R

A

A

Critical Care Outreach team 

audit of escalation undertaken 

Dec 19/Jan 20. Audit to 

continue, March 2020.

SHMI impact of Grant 

Thornton Clinical Data 

Improvement project not 

known at present.

Disparity in the 'expected' 

mortality (statistically 

calculated) between sites; 

likely data quality driven.

Review as part of RESPECT 

planning consideration if any 

additional training is required 

for EOL and RESPECT, April 

2020.

Mandatory EOL training for 

nursing staff; no current 

training in place for medical 

staff.

Need to ensure that the EOL 

KPIs/Measures/objectives are 

clear and encompass all key 

areas requiring improvement 

(CQC; Mortality themes; EOL 

improvement planning).

EOL group to approve KPIs 

that link to CQC; Improvement 

Plan and in response to other 

gaps already identified, March 

2020.

Current Palliative care 

arrangements not optimal - 

SGH does not have 7 day 

service; DPoW service is not 

comparable to SGH

Medical Examiner (ME) model 

not yet in place.
Interviews held during March, 

appointment to be made.

Low number of NQB SJRs 

requested via 

complaints/PALS routes.

E-NEWS on WebV.

Deteriorating patient and Sepsis working group.

Updated deteriorating patient policy for inpatients ratified 

by the working group, to be approved by Governance 

groups.

Sepsis specialist nurse.

EOL KPIs to be agreed and 

monitored for impact.

There is a need to improve the 

identification and planning of 

EOL care

New deteriorating patient 

policy (including acute and 

community) has not yet been 

Draft escalation policy to 

streamline and simplify, to 

approve in Deteriorating 

Patient Group, Mar 20.

Grant Thornton KPI 

performance from review of 

all deaths starting in March 

(Feb deaths), March 2020.

Grant Thornton SHMI 

focussed Clinical Data 

Improvement Project, ongoing 

for 3 months.

Review and replacement of 

coding software (Encoder), 

April/May 2020.

R

Clinician time to review cases.

New Mortality Screening tool 

agreed and being used as 

primary mortality review tool 

with links to SJR for NQB cases 

or where further learning is 

identified, ongoing. 

A

Review process for quality 

focussed learning from deaths 

reviews with coding team, 

Mar 20.

Investigate other means to 

enable clinician review of 

cases i.e. those unable to work 

currently clinically, Mar/Apr 

20.

Risk of reduced number of 

mortality reviews as clinical 

staff time is prioritised in 

response to Covid-19 

pandemic.

Reduction in the proportion of 

cases being reviewed for 

learning from deaths following 

changed coding processes on 

commencement of Grant 

Thornton's project from 

February 2020.

Improved Charlson co-

morbidities capture through 

WebV, consult Feb 20. Rollout 

TBC.



LOS data by ward is available 

from Feb 2020; team to begin 

to use during Feb/Mar

Further data to support 

understanding of number of 

discharges before midday now 

available, to begin to use 

during Feb/Mar.

10% shortfall due to illegible 

and/or undated entries.

Safer Medication 

Group; 

Quality Governance 

Group

Quality Priority 3: Medication 

Safety

Medication Safety Officer (MSO) in post.

0.2 Medicine Safety Pharmacy Technician supporting MSO.

Safety Medications Group considers the findings from the 

Safer Medicines dashboard.

Medicine management nurses / work with wards to 

understand ward level errors.

Some education and training / Induction sessions / Care 

Camp for medications safety and medical gasses.

Diabetes Nurse Specialist at DPoW working to share lessons 

learnt / raise awareness regarding insulins.

Datix feedback to individuals.

EPMA live at Goole, phase 1 completed. February roll-out 

planned at SGH.

Gap within the CNS team for Diabetes recruited to. DPoW 

CNS undertaking face to face training and follows up on 

DATIX incidents on the DPoW site.

Daily Omitted doses report developed in EPMA with daily 

reports being issued following roll-out at Goole and ongoing 

roll-out at SGH.

Lack of documentation to 

evidence compliance with 7 

day standards. 

Central pharmacy audit 

programme.

Mandatory training: medicines 

management - 89% (no 

renewal).

Safe use of insulin - 73% for 

December (was 81% Oct). 

Safer Medicines Dashboard 

Data feeding the Quality 

Section of the IPR to QGG / 

Q&S / Trust Board.

Quality Priority 3a: Omitted 

doses - incident data so 

accuracy questionnable.

Omitted doses report drafted 

following roll-out of EPMA at 

Goole.

Quality Priority 3b: Insulin 

related incidents - incident 

data so accuracy 

questionnable.

Safe and Secure pharmacy 

audit, reported to SMG.

Benchmarking work against 

other Trusts for medication 

incident reporting (bottom 

50%).

Monthly mini-audits being 

undertaken (ongoing work).

Quality & Safety 

Committee; 

Quality Governance 

Group;

PRIM

R

Amend WebV document to 

include grade of clinician 

reviewing pt, Dec 19. Trial it, 

March 2020. 

Quality Priority 4: SAFER and 7 Day 

Service Standards (7DS) 

Availability of insulin 

training/diabetes CNS 

provision on the SGH site.

Availability and access to LOS 

data by ward/discharges 

before noon data by individual 

ward managers.

Lack of assurance medicines 

are stored securely in line with 

Medicines Code. 

Review needed of 

appropriateness of insulin 

training for staff.

EPMA Omitted Doses report 

SOP to guide ongoing action in 

response, March 20.

when NEWS <7.

Quality Priority 2: Deteriorating 

Patient & Sepsis

Incident data for improvement 

purposes available, but  

accuracy is questionnable.

escalation of NEWS < 7.

Quality priority 2b: Reduction 

in the rate of cardiac arrests at 

SGH.

Quality priority 2c: Sepsis: No 

assurance presently at 

site/Trust level; ward based 

data to be  available end of 

Nov 19 - update.

Reduction in cardiac arrests at 

SGH correlates NEWS 

improvements.

Sepsis screening audit results 

from December 2019 

available: Majority of patients 

were screened for sepsis when 

indicated.

Critical Care Outreach Team 

audit of action taken in 

response to NEWS Dec/Jan 

2020: 80% appropriate 

escalation.

Sepsis manual audits link with 

DATIX incident reporting 

process should there be 

significant delays identified.

Lack of assurance regarding 

scale of omitted doses; 

incident reporting not 

considered to be fully 

representative.

Deteriorating Patient 

Group reporting to 

Mortality 

Improvement Group

Monthly mini-audit 

programme being undertaken, 

commence during March 

2020.

R

R

R

R

R

R

Ongoing Oxygen evaluation to 

be included within Critical 

Care Outreach Audit, February 

Audit - reporting in Mar 20.

Gaps in assurance that oxygen 

is being used in line with best 

practice.

Monthly snapshot audit to 

review compliance with Sepsis 

screening and compliance 

with Sepsis six, first audit 

undertaken in Dec 19. To be 

undertaken on an ongoing 

basis from Feb 20.

Sepsis 6 performance not yet 

able to be monitored via 

WebV.

Approve Oxygen guidance 

with Medications and 

Therapeutics Committee, 

March 2020.

Oxygen policy out of date, 

escalation to Deputy Medical 

Director, March 2020.

Gap in assurance: is the 

current training at the right 

level to support staff in 

providing safe care?

Trust's education department 

reviewing and looking at what 

other Trusts training 

encompasses, Mar 20.

DPoW CNS  targetting training 

on needs identified through 

incident reporting, ongoing.

Availability of insulin training 

limited on the SGH site due to 

vacancy, awaiting CNS in 

Diabetes to commence in 

post.

Increased use of Medicines 

Safety Newsletter.

Appointment of additional 

management support in 

Medicine (secondment) to 

focus on management of flow, 

postholder to commence.

Bid for additional project 

management resource to 

support focus on flow 

improvements, April 2020.

Difficult to identify prescriber 

when errors to feedback to for 

learning.

Engagement in the initiative 

from some medical staff.

Lack of E-prescribing system, 

currently paper based.

Divisional action plans in 

response to gaps in services. 

Assurance report to Q&S 

EPMA rollout across the Trust, 

rollout started in Goole, now 

completed, phase 2: SGH 

commenced in Feb 20.

Review of barriers with 

Associate Director of 

Operations. Ongoing focus 

with newly in post DCD to 

target clinician engagement, 

ongoing.

Specific gaps in some 

Verbal assurances from ward 

managers/matrons from ward 

performance review sessions.

Quality Priority 4a: Reducing 

medicine LOS (ward LOS data 

not available).

7Day Services (7DS) Board 

Assurance Framework.

Quality Priority 4b: Gaps in 

specific specialties preventing 

compliance with standards 2, 

6 and 8.

7 Day services generic action 

plan and gap analysis. Gap in 

assurance is that there will be 

divisional specific 

requirements as yet not fully 

quantified.

Ward level data detailing LOS 

and Discharges before noon.

Detailed understanding of 

gaps within divisions now 

available and to be reported 

Work stream within Improving Together.

Central budget identified for replacement of hand-held 

devices and workstations on wheels.

Ward areas reissued NEWS escalation toolkits containing 

guidance and ward based education provided.

Refreshed sepsis training being provided.

Inclusion of key audit data 

within Integrated Governance 

Reports going to governance.

Were part of NHSI Collaborative with Leeds; 4 wards have 

embedded the principles (2 at each site), another 2 ward 

areas are embedding.

Other wards, not yet gone live, have picked up elements of 

SAFER.

Care Navigators in post from late 2018 and are supporting 

focus on flow and discharge and supporting ward/board 

rounds.

Monthly performance reviews with medicine ward 

managers/matrons, where SAFER progress is reviewed.

Cardiology have moved to a consultant of the week model 

which has supported SAFER principles.

Lead for 7DS identified from the Corporate perspective of the 

Medical Director's office.

Some job plans do not align 

themselves currently to daily 

board rounds by senior 

decision maker. 

R

community) has not yet been 

approved.
Approve in divisional 

governance meetings, April 

2020.

Concerns re. WebV ability to 

measure compliance 

accurately escalated to E&F 

SMT; Issue to be resolved by 

31 Mar 2020.

Deteriorating Patient group 

agreed to split sepsis 

screening and action 

questions on WebV to make 

use in realtime easier, Mar 20.

Sepsis 6 performance not yet 

being reported via WebV.

WebV system for recording 

Sepsis ability questionnable.

Action plan from external visit 

to include: (1) Process 

mapping of existing processes 

on ward, June 20.

(2) Review and tighten current 

Trust Policy, Medicines code 

update March 2021.

Use data operationally as part 

of monthly performance 

reviews with wards, Apr 20.

Divisional awareness / sharing 

to enable lessons learnt.

Insulin related medication 

safety incidents reported via 

DATIX.



Weekly specilaity tri meetings 

with the Assistant General 

Manager, Clinical Lead and 

Matron

Ophthalmology PRIM meeting 

scheudled with senior tri to 

provide assurance on progress 

Validation of patients on PTL 

without a due date; these are 

being reviewed as part of the 

Clinical Harm process and 

based on risk/urgency, 

provided with an 

appointment. 

External expert reviewer 

appointed to review patients 

who are potential 

moderate/severe harm

Clinical engagement with 

designing service spec that 

with support the service over 

the next 12 months

Specialty Business and Governance Meeting.

New Clinical Lead appointed.

Appointed band 6 Assistant Business Manager to focus on 

performance and activity 

Weekly meetings with team members; team leaders and with 

service lead to focus on backlog waiting list and management 

of PTL (daily for RTT and weekly for Lucentis).

PTL identification of patient by condition, risk stratification 

employed to bring the patient forward based on 

risk/urgency.

Options appraisal (Longer term actions) being drafted with 

the CCG to provide direction of travel for this service longer 

term.

12 month plan (interim actions) agreed to minimise risk to 

patients whilst longer term plan is agreed.

Failsafe officers in post.

Clinical service concern (CSC): 

Ophthalmology
R

Quality & Safety 

Committee; Specialty 

Business & 

Governance Meeting.

Interim actions: Discussions 

with CSS to develop an 

integrated multi-professional 

team encompassing Theatres, 

Diagnostics and OPD Nursing, 

ongoing.

Central cancer team, with Cancer lead in post.

PTL:

Cancer weekly PTL and escalation process;

Weekly Cancer PTL meeting - changed to 6 weekly focus on 

top 5 specialties which account for 80% of breaches;

Oversight:

Weekly Divisional General Manager Waiting List Assurance 

Meetings with all divisions;

Weekly attendance by Path Manager to PTL to improve 

turnaround times/escalation;

PRIM meetings with divisions includes focus on Cancer;

Cancer Board meeting; underpinned by individual tumour 

specific MDT Business Meetings;

Joint bi-monthly Cancer Board established between NLAG 

and HUTH;

Improvement planning:

System wide 62 day improvement plan in place focussing on 

7-day 1st appt, 28 day definitive diagnosis, IPT by Day 38, 

Treatment by Day 62 (approved at Planned Care Board Sept 

19); 

Outsourcing contract for diagnostics has supported reducing 

turnaround times;

Patient Triage arrangements in place for Urology and Lung;

Colorectal drafted and go live planned Q1 2020;

Management of demand:

Consolidation of HUTH Oncology Services onto the DPOW 

site within NLAG (Jan 20);

Single site MDT implemented for Lung Cancer (Jan 20);

IPR. Power BI reporting 

(including ability to compare 

tumour site performance). 

Not meeting 62 day 

performance targets (62 day 

RTT and screening).

PRIM divisional update.

Continued improvement seen 

in Pathology turnaround 

times.

Quality Priority: Positive 

results seen to date from the 

implementation of 

triage/straight to test in Lung 

and Urology.

Faster pathways in place for 2 

of the 4 priority pathways: 

Lung and Urology (evidence of 

sign off to be obtained).

Interim actions: Developed 

and costed an overdue f/u 

recovery plan, to determine if 

funding awarded.

Interim action: Consultant 

body to review clinical agreed 

pathways to assure clinical 

practice, Clinical Lead. 

Ongoing.

Multi-professional team (OCT 

operators, OP nursing and 

theatre teams )currently all 

working under different 

divisions which prevents 

effective staff development 

and flexibility of service 

provision.

Equipment needed identified 

and risk assessed. Sent to 

Equipment Group for funding, 

awaiting outcome. Any gaps to 

be added on the risk register, 

May 20. 

Older equipment coming to 

end of usable life.

A

Working with HUTH to 

establish, Q1 2020/21.

Inclusion of gaps on divisional 

risk registers, April 2020.

Assurance report to Q&S 

committee in March and for 

oversight via PRIM and QGG.

Interim action: Developed a 

40 week RTT recovery plan 

and costed to eradicate >40 

week waits by 31/03; to 

determine if funding awarded. 

Ongoing. 

Longer term actions: Options 

appraisal to consider future 

service configurations. Verbal 

update to Trust Board in Feb 

20. Further development of 

options with commissioners. 

Specific gaps in some 

specialties preventing the 

meeting of 7Day Service 

standards.

available and to be reported 

to Q&S in March 2020.

Interim action: Clinical Harm 

external review commences in 

Jan 20 to review and 

determine levels of harm. 

Review to continue until 

overdue follow up waiting lists 

gap closed. Ongoing review.

High number 

of Serious 

Incidents 

relating to the 

service. 

Feedback from 

Clinical harm 

external 

review not yet 

received to 

determine if 

any harm 

caused.

High number of overdue 

follow ups. Overdue and 

unbooked currently: 4,361; 

approx 27% vs. target of 5%.  

All consultants have visibility 

of their waiitng lists.

Interim action: Commenced 

clinical validation of clinical 

records for patients who are 

overdue f/u at DPoW as a 

pilot. Ongoing.

Interim action: Develop 

service specification and 

procure another provider for a 

further 12 months to stabilise 

capacity shortfall, May 20. 

Cancer Board; Planned 

Care Board; 

Quality & Safety 

Committee;

Quality Governance 

Group

Not meeting 62 day cancer 

performance targets (62 day 

1st RTT, and screening).

Delays in developing faster 

diagnosis pathways in 2/4 

priority pathways: Colorectal 

and Upper GI.

Quarterly thematic analysis 

reasons for breaches, Mar 

20.
Colorectal 100 day 

improvement challenge, 

Timescale TBC. 
Single MDT for Colorectal, 

April 2020

Diagnostic delays and 

pathology turnaround times 

impact on pathway timescales. 

Not meeting (Aim) of 

investigations and pathology 

within 7 days. Improvements 

seen in both areas.

Streamlined processes in Path 

Links / additional staff 

recruitment, Ongoing.

Gaps in oncology due to staff 

absence / vacancy.

HUTH Oncology services 

consolidattion onto single site 

(DPoW; Jan 2020), overseen 

by clinically led steering group, 

review in March 2020 of 

lessons learnt.

Cancer MDT Business 

meetings not quorate.

Quality Surveillance (QSIS) 

annual submission: no 

improvements in recent years. Write to Cancer Lead, cc: DCD 

within Clinical Support 

Services to support focus on 

Cancer Tumour Site 

improvement in oversight and 

governance processes, Mar 

2020. R

Quality Priority 5: Cancer

Capacity and demand.

Delays in pathways (NLAG and 

cross-organisational 

pathways).

Implement timed and 

faster pathways in 

remaining 2 pathways: 

Colorectal; Upper GI. Q1, 

20/21.

Cancer Board meeting but not 

quorate.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Tumour site MDTs not 

focussed on QSIS Standards.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Clinicians not reviewing root 

causes for breaches monthly.

Develop divisional dashboards 

containing improvement plan 

within PowerBI, 2021.

Lung cancer: no MDT for 

mesothelioma.



G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

options with commissioners. 

Formal report to Trust Board 

in March 2020. Ongoing. 

Longer term actions: Work 

with strategic Humber Services 

review to plan for 

sustainablility of services. 

Ongoing.

Lack of system wide 

ophthalmology approach.



Strategic Objective: 1. TO GIVE GREAT CARE
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Linked Corporate or High Level Risk Rating HEATMAP:

* Visiting arrangements changed and implemented. 5 2426 (Pharm supply)

* The Trust has had its first confirmed patient with a diagnosis of Covid-19.  

*
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Risk Description:
Risks to the provision of Trust services following external events on the Trust (i.e. ‘Brexit' and access to medicines/medical devices, the 

workforce and access to some forms of diagnostics; ability to meet the demands from pandemics).

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely = RR of 16 [Meeting Target]

Pandemic committee and Covid-19 working groups established and meeting regularly to co-ordinate the Trust 

response. Central guidance being received from centre and intepreted for local application. 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

Risk to Strategic Objective:
3) Adverse impact of external events (i.e. Britain's exit from the European Union; 

Pandemic) on business continuity and the delivery of safe care.

General Election held and a new Government has been formed. 31 January 2020 is the deadline for the UK to leave 

the EU starting a transition period between the UK and the EU until the 31 December 2020.

Internal 'Brexit' project group will be stood down and be ready to react when further direction and guidance is 

available later during 2020 as the transition period draws to a close.

Future relationship with the EU will be clarified by the end of 2020.

Covid-19 classified by WHO as a pandemic. Affecting countries across the world. UK Government taking strict 

measures to manage the pandemic and to ensure NHS services are protected and prioritised. 

Trust Executive lead overseeing the Trust's response with other Executives taking lead roles on critical related areas 

to ensure a prioritised response. Risk rating increased from 8 to 16 - High risk.

**NEW** 2697: Risk to frontline staff - exposure to COVID 19 (RR: 9; C3xL3)

Likelihood (1-5)
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The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

Changes made in month to the underpinning risks linked to this strategic risk are summarised as follows:

Monthly Executive Highlight Report: Plans for next month:

Maintain readiness via central Brexit mailbox to receive cascade information and to maintain Brexit lead persons.

Ongoing management of the Covid-19 pandemic and communication of key messages to Trust staff.

Review and react, on a daily basis, to the pandemic and act on central guidance.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

**NEW** 2699: COVID 19 impact on Family Services (RR: 9; C3xL3)

**NEW** 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from the EU 

(C&T) (RR: 6; C3xL2)
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Divisional plans not all yet 

available and on Hub site.

Divisions to provide plans, 

Mar 20.

RAG RATING KEY:

Local Brexit planning group, stood down at present to await 

national developments.

Brexit Clinical Group to support clinical prioritisation of 

medicines and medical supplies, stood down at present to 

await national developments. 

Brexit: Issue 3: Impact on the timely 

access to non-medical consumables.

Local Brexit planning group, stood down at present to await 

national developments.

Business continuity plans 

revised and updated in 

connection with 'Brexit'.

Pandemic: Issue 1: Overall 

Executive and Operational 

Leadership and planning

COO is the lead Executive Director; with other 

Executives taking allocated lead roles on related issues. 

Operational leads in place and virtual Incident 

Coordination Centre established.

Divisional business specific risks being identified and 

scoped out with feedback to the Emergency 

Preparedness team for central collation and publishing 

on the Hub site.

Pandemic committee set up and meeting weekly - 

strategic lead; Covid-19 work group established and 

meeting weekly - divisional focus.

Visiting arrangements changed and implemented.

Trust linking in with EPRR regional teams and Humber 

Local Resillience Forum.

Brexit: Issue 5: EU Data sharing

Ongoing piece of work, 

currently awaiting national 

guidance.

Brexit: Issue 2: Impact on the timely 

access to medical devices.

Pandemic: Issue 5: Development 

of facilities (including greater ICU 

capacity) and options around 

bringing other facilities into use

Brexit: Issue 1: Impact on the timely 

access to medicines.

Reduced access to general sales 

medicines could increase patients 

accessing urgent care services for 

support with normally self-managed 

conditions.

Regional EPRR scenarios and 

planning exercises in 

preparation for 'Brexit' have 

been undertaken alongside 

partners, including scenarios 

involving transportation, 

freight and traffic around local 

docks with resulting action 

plan.

Brexit: Issue 4: Financial risk from 

non-UK patients becoming 

chargeable as the Trust leaves the 

EU Single Market.

Ongoing piece of work, 

currently awaiting national 

guidance.

G

G

01-May-19

Oversight Group: Trust Management Board 31-Mar-20

Lead Executive: Shaun Stacey

Audit, Risk and Governance

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Actions required to 

improve:
GAPS in Controls: GAPS in assurance:

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance:

Risk to Strategic Objective:
3) Adverse impact of external events (i.e. Britain's exit from the European Union; 

Pandemic) on business continuity and the delivery of safe care.

Consequences of Risk 

Materialising:

* Medicines and medical supplies with a short shelf life could become short in supply; 

* Shortage of radiopharmaceuticals would impact adversely on diagnostics and cancer care; 

* Increased demand on Trust services as a result of a pandemic and risks to the Trust's workforce.

Assurance Committee:

Director of Estates and Facilities leading on this aspects 

of Trust response to Covid-19.

Increased ITU facilities established in Theatres, working 

well.

Availability of additional 

ventilators. 
Staff training. Ongoing work. 

Capacity of available ICU 

facilities and ventilators 

understood.

Pandemic: Issue 2: Trust Staff

POE Executive Director leading on HR Guidance and 

duty of care aspect of Trust response to Covid-19.

Communications team issuing daily updates to Trust 

staff.

Pandemic: Issue 3: Equipment 

avilability, allocation, training 

and advice

Chief Nurse and Director of Estates and Facilities leading 

on these aspects of Trust response to Covid-19. Non-

Executive Director also supporting focus on.

Pandemic: Issue 4: Staffing of 

extended ICU facilities (inc. 

different staffing models)

COO, Medical Director and Chief Nurse leading on these 

aspects of Trust response to Covid-19.

Increased ITU facilities established in Theatres, working 

well.

Trust Board

Trust Board

G

A

R

A

G

G

G

G

Insufficient network 

capacity / access to 

portable IT equipment to 

support large scale remote 

working.

Work underway to increase 

capacity, Mar 20.

Increased training and 

competency needed to 

operate anaesthetic 

machines.

Ongoing staff training. 

National allocation of PPE 

resulting in Trust not able to 

plan what brands of PPE 

being received, leading to 

difficulties in staff fit 

testing.

Increased use of 

PPE/training time resulting 

from multiple staff fit 

testing of different brands 

of PPE.

Fit to fit  check introduced 

in lower risk areas to reduce 

waste relating to different 

brands of PPE, with staff fit 

testing continuing in high 

risk areas, ongoing.

Public Health England 

guidance due to be released 

with Royal College input 

and backing, Apr 20.

Shortage of water 

reppellent gowns following 

different Royal College 

guidance on when to use.

Lack of testing for staff is 

resulting in some staff 

having to self-isolate 

without confirmation of 

coronavirus.

Increased capacity for staff 

screening starting in higher 

risk areas i.e. ITU and AMU, 

03/04/2020.

Shortfall in some cleaning 

products.

Alternative products being 

sourced, E&F, Mar 20.

Availability of PPE 

equipment.

National allocation of PPE 

equipment to the Trust, 

ongoing.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

* Additional support made available to tackle key operational HR backlogs.

Linked Corporate or High Level Risk Rating HEATMAP:

5 2530: Nursing skill mix

2421: Nurse staffing

*

4 2431: Clinical Engagement 2490: Midwife staff 1800: Radiologist staff

2684: Employment checks 2279: Med staff (Surg) 2140: Nurse (wd25/28)

2145: Nurse staff (Med)

* 2163: E&F workforce

2359: Med staff (Med)

* 2682: Working lives jnr docs

3 2449: Paediatric staff 2423: Mand training 2261: Pathlinks staffing 2691: PSA Pathway Admin **New**

* 2576: Paediatric ECC 1775: Bank Mand train 2255: Therapies staffing 2685: Urology Med Staff

2689: Low staff MSK **NEW** 2537: Diabetes CNS 2189: PRS Admin 2531: Learning disability

* 2580: Lack of divisional plan [W&C] 2166: PRS imaging

2581: Lack of succession plan [W&C] 2356: C&T sickness

2586: Medical personnel files 2422: PADR

2696: Neuro rehab therapy **NEW** 2420: Medical Job plan

1991: Paeds skills A&E

2419: Medical R&R

2519: C&T Physio

2 2100: Theatre staffing 2564: UTC staffing 2018: Medical ACP

2397: C&T staffing 2553: Obstetric theatre

* 2352: Therapy staffing 2596: Job plans W&C

2572: OT Demand/capacity [Reduced from 9 to 6] 2550: Pharmacy staff

CHANGES SINCE LAST MONTH: 1

* 2572: Occupational Therapy Capacity and Demand [C&T] - risk reduced from 9 to 6 (C3xL2)

* **NEW** 2691: PSA Pathway Admin Support (RR:15; C3xL5)

* **NEW** 2696: Limited Neuro Rehab Therapy Provision to provide rehab to the unit (RR:9; C3xL3)

* **NEW** 2689: Low staffing levels and high waiting times within the MSK service (RR:6; C3xL2)

1 2 3 4 5

Risk rating remains at 15 - high risk.

Recruitment pipeline agreed to recruit additional overseas nurses, capital bid submitted to cover associated costs of 

recruitment.

Increased establishment (phased approach) will impact on vacancy rates for nursing.

Trust Workforce Strategy and POE Directorate Strategy in draft to commence committee reviews for ultimate 

approval.

Gap in workforce planning team - recruitment work underway.

Risk to Strategic Objective:
4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 

medium and longer term
Risk Description:

The risk of having insufficient staff or staff who are not suitably trained which could prevent the Trust providing care to its patients, lead to 

poor care outcomes which could adversely affect actual care quality as well as damage the Trust's reputation. 

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 3: Possible = RR of 15

Key: 15-25. 8-12. 4-6. 1-3.

Likelihood (1-5)

Approval of Trust Leadership strategy.

Implementation of Deloittes work to commence.

Capital bid outcome expected for associated costs of recruitment business case.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

There are a large number of underpinning or related risks captured on divisional and directorate risk registers. See 

appendix for the full list.
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Monthly Executive Highlight Report: Plans for next month:

Further mitigation of risks from stretched capacity at a senior level in the Directorate of People and Organisational 

Effectiveness with additional funding secured to focus on key operational HR backlogs from Interim HR 

Recruitment of workforce planner to have been completed.

High Risk
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Low Risk

Very Low 

Risk
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

POE away day to support 

development of POE strategy 

linked to Trust's 5 year 

strategy, Ongoing.

Better understanding of future 

staffing needs/talent 

management.

Inflexibility in supporting 

improved work life balance 

balanced against vacancies.

Roster system gaps.

Nursing Recruitment and 

Retention Strategy, ongoing 

development.

HRBP to support divisions 

planning future staffing needs 

as part of Divisional 

engagement plans, ongoing.

Leadership Strategy drafted, 

to ratify and approve, Mar 

2020. Publication of NHS 

People Plan delayed until 

summer 2020. 

Monthly reporting to management teams (Triumvirates / 

Heads of dept. / HR Business Partners).

Access to e-learning and a standard PADR template.

TMB approval of revised targets for both PADR and 

Mandatory Training (Core and Role specific).

Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Options for innovative 

improved access to core 

training for staff in front line 

roles. To review in line with 

the CQC reports findings, 

Feb/Mar 20.

HR Business Partners to 

monitor update rates of core 

training, specific focus on 

front line departments, 

Ongoing.

Paper based PADR system.

E-learning platform not user 

friendly.

R

R

Trend RAG Rating:

RED

Assurance / Oversight 

Group

Risk to Strategic Objective:
4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 

medium and longer term

Lead Executive: Jayne Adamson / Claire Low 01-May-19

Oversight Group: PIM / POE SMT 12-Feb-20

Assurance Committee: Workforce

Consequences of Risk 

Materialising:

* Inability to safely provide services to the local population;

* Unable to cover key posts within the Trust due to a lack of succession planning / future talent identification;

Assurance that the issues impacting on this risk are being 

managed:

Issues:

Workforce 

Committee; PRIM

Continued work to improve 

vacancy position, ongoing.

AFuture Talent Management

Working with schools/local education regarding future 

employment options and supporting careers fairs.

Internal Transfer panel to support flexible internal 

movements to support retention (limited to nursing staff as a 

pilot).

Effective Roster Committee established to review system 

gaps and maximisation of system resource.

Operational Deployment Centre to improve flexibility of 

employment working with MD/CN and COO. Lead appointed 

in September 19. Bank, E-Rostering, Rota Co-ordinators and 

Medical Staffing Managers centralised within the 

Operational Deployment Centre with budgets aligned.

Assurance from retention 

reported as part of Use of 

Resources.

High retention rate of staff.

Employee benefits package better understood by workforce 

(Total Reward Statement).

Recruitment and Retention Strategy (approved by Trust 

Board, Dec 19).

Retention rates are market 

leading amongst peers and 

continue to improve.

Monthly staffing report to 

Workforce Committee.

Retention / Turnover G

Mandatory training & PADR

PIM monitoring as part of 

Workforce focus.

Workforce committee reviews 

key data.

Review completed to evaluate 

the level of mandatory 

training required and 

determined appropriate.

Core mandatory training 

meeting target (all staff).

PADR compliance meeting 

target (all staff).

Identified training needs for 

future workforce planning 

activities.

Lack of integrated data 

systems to join up finance and 

recruitment approaches and 

workforce planning.

Workforce Committee

Workforce Committee

Recruitment / Workforce Planning

Operational plan (5 year planning) includes workforce and 

outlines plan for transformational role development with 

STP.

POE central talent acquisition team in post and supporting 

with hard to recruit to vacancies.

HR Business Partners from central team supporting 

divisions/directorates.

Additional funding awarded and mobilised to enable a focus 

on key operational HR backlogs from Interim HR 

professionals (commenced Feb 2020).

Vacancy rates KPI.

External assurance from NHSI 

that time taken to recruit is 

good compared to peers.

Advert to recruitment 

timescales.

Workforce Committee

Staffing report outlining 

vacancy rates.

Outcome of nursing establishment review agreed and 

increase agreed for phased implementation.

Increasing establishment and 

approval/costs of overseas 

recruitment

R Workforce Committee

Business case being taken to 

BCRG in February for 2.0 WTE 

for 1 year to support 

centralising of process for 

Medical Personnel Files. And 

following this a review of 

centralisation of all staff 

records.

Recruitment process and 

retention of information 

within staff personnel files.

Increased establishment 

agreed (to be phased in) - 

recruitment activities 

required.

Funding gap for recruitment 

activities.

Adverse impact on nursing 

vacancy rates whilst 

recruitment underway.

Overseas nurses pipeline 

agreed.

Business case for capital bid to 

resource recruitment 

activities, Mar 20.

Releasing staff (in particular 

those in front line 

departments) to attend 

mandatory training.

Core mandatory training and 

PADR targets not being met in 

frontline services.

Capital bid for additional 

support from Deloittes to 

move forward, Mar 20.

Bid submitted for 3 NHS 

graduates, outcome of bids 

due, March 2020.

POE away day to support 

development of POE strategy 

linked to Trust's 5 year 

strategy, Ongoing.

Lack of capacity in workforce 

planning as well as wider POE 

team.

Significant vacancies in the 

Workforce planning team.

Manager self service project: 

Manager oversight of core 

training and include Electronic 

PADR process. ESR data 

cleanse needed to support self 

service. Roll-out plan, 3 years 

from May 2019.

Recruitment underway, 

interviews, Mar 20.

Deloittes work - now at 

engagement phase, Mar 20.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4 2424: Culture

*

*

3 2353: C&T Morale

2

*

1

*

1 2 3 4 5

Risk to Strategic Objective:
5) Ineffective staff engagement and ownership of Trust agenda affects morale and 

failure to change and improve the culture
Risk Description:

Ineffective staff engagement in the Trust's agenda risks delivery of the Trust's strategic objectives by adversely affecting the ability to retain 

staff, reduce sickness absences and improve morale. 

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate 3 x 4 Likely = RR of 12

Risk rating remains at 12; linked to not meeting targets for core training and PADR in some specific front line 

departments.

Staff survey results show more positive findings, recognising that there is still further work needed to make further 

progress.

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:

Leadership Development strategy to be ratified, has been on hold, whilst the NHS People Plan is published, however 

this has now been deferred until the Summer 2020. 

NLAG FTSUG guardian recruited, to commence work during March 2020.

Staff survey full results will be published with more detailed analysis of key themes and data.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

Following meeting with the executive owner of this strategic risk, it is felt the following risks and the current risk 

rating needs to be reviewed and potentially amended in addition, a further risk is felt to be currently missed from the 

divisional/directorate risk registers:

To be added: Staff morale risk for all divisions linked to Individual Engagement Action Plans following the Leadership 

Development Sessions which included outcomes from staff survey. In place and being tested via PIM arrangements. 

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Key: 15-25. 8-12. 4-6.
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER 

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Higher fill rate from deanery.

100% staff accomodation fill 

rate.

Improvements identified from 

the Medical Engagement 

Survey.

Recommendations paper to 

Workforce Committee and 

TMB regarding the plan and 

vision going forward for the 

ACP role. Approved in TMB, all 

funding agreed, business case 

needed. ACP Steering Group 

to review actions needed.

G

3,000 staff have been through 

Pride and Respect Training in 

the last 8 months, positive 

evaluations of the training and 

content.

Annual staff survey results, 

more positive findings in 2020 

report.

Deloittes review undertaken, 

now in engagement phase 

with Heads of Service in POE, 

Mar 20.

Lack of long-term vision for 

Pride and Respect  and 

Freedom To Speak Up

G

Trust shortlisted for a career 

confidence award and plans 

during 2019 to hold a career 

confidence conference for 

local youths to promote NHS / 

Trust careers.

Regional ACP lead visit to the 

Trust, Oct 19.

FTSUG role and process 

covered as part of P&Respect 

Training.

Increased take-up of the 

FTSUG role.

Staff have support from 

mediation service with 90% 

success rate.

Medical engagement has been a 

challenge.

Reliance on interim / acting 

arrangements for senior leadership 

positions.

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Consequences of Risk 

Materialising:

* Failure to retain staff;

* Higher sickness levels;

* Poor morale.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

01-May-19

Oversight Group: POE SMT / Workforce Committee 12-Feb-20

Assurance Committee: Workforce Committee
Risk to Strategic Objective:

5) Lack of staff engagement and ownership of Trust agenda affecting morale and 

failure to change and improve the culture

Lead Executive: Jayne Adamson / Claire Low

Directorate of POE vision

Uncertainty / apathy from staff 

resulting from poor consultations, 

pockets of bullying and  lack of 

speaking up arrangements in the 

past. Working to demonstrate 

improvements in the Trust's 

approach to these issues.

A

Include within the Leadership 

Development Strategy, Feb 20.
Workforce Committee

Workforce Committee

Workforce Committee

MES Strategy to focus on 3 key 

areas: (1) developing trust, (2) 

improving communication and 

(3) empowering clinicians. 

Timescale TBC.

Medical Director led 

engagement sessions (inc. 

Consultant committees; 'ward 

walks'; Clinical Leads forum; 

Divisional Clinical Directors) 

ongoing.

Collaborative with CCG 

colleagues engagement event 

to further develop 

relationships between primary 

and secondary care, April 

2020.

Workforce 

Committee; 

POE SMT

Workforce Committee

Leadership Development 

Strategy drafted and to be 

ratififed during March 2020. 

This was initially delayed until 

publication of NHS People 

Plan, but this has been 

deferred to Summer 2020. 

Apprenticeship Levy promoting training opportunities 

which the Trust has taken full advantage of meeting 

the target for apprenticeships.

Hard to target staff being 

identified and P&R training 

being delivered in their place 

of work, ongoing.

A

G

Ongoing work required in 

improving further Medical 

Engagement.

Lack of staff training opportunities.

Gaps in not having a 

leadership development 

strategy in all bands.

Mandatory leadership 

qualification for new 

managers.

KPIs to support measuring 

progress during 2019/20.

Role conversion approach for 

difficult to recruit to vacancies 

(i.e. use of Physician Associate 

roles and associate Advanced 

Clinical Practitioners) not yet 

embedded approach.

A part of the Improving Together programme, under the 

Leadership and Culture heading.

Improved communications from Senior Leadership 

Community.

Pride and Respect Programme focusses on anti-bullying and 

offers a mediation service. Substantive lead for programme.

Vision and Values consulted upon by workforce and now 

agreed and shared.

HR Business Partners working with divisions to implement 

plans for further improvement on the back of the NHS Staff 

Survey and feeding back to the central team specific issues.

FTSU Guardian in post.

Ask Peter can be escalated to.

Existing staff who have not 

yet had Pride and Respect 

training.

Perceptions that Trust policy 

regarding recruitment and selection 

not always followed / adhered to.

Board development sessions run by Deloittes and leadership 

development courses and conferences held, with more 

planned to support strengthening of leadership 

arrangements.

Appointment of substantive Medical Director and Chief 

Nurse.

Remuneration Committee oversees recruitment process. 

Findings from MES survey discussed with senior clinicians 

and mangers at time out session during November to 

identify gaps and necessary actions needed.

Change in process meaning any staffing/workforce related 

consultations now go through PIM / Executive Team 

meetings to ensure oversight arrangements.

Pride and Respect Training now a part of Junior Doctor 

Induction programme. 

Recruitment and Retention Strategy approved by Trust Boad 

(December 2019).

Inclusion of Pride and Respect into all new staff members 

induction (from December 2019).

Establishment control process revised process to support 

delivery of Trust's finance objective.



Strategic Objective: 3. TO LIVE WITHIN OUR MEANS

*

*

*

*

*

*

* Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4 2683: NHS PS Invoice Dispute 2040: Invoices

2534: Finance ledger

2577: CIP (W&C)

2535: NHSI deficit

3 2541: Fines (MD) 913: Employ forms 2526: CIP (C&T) **INCREASE**

2560: CIP (Medicine)

2599: CIP (Surgery)

2 2543: CIP (CSS) **DECREASE** 2573: CQUIN (Surg)

*

* (To be added: CQUIN Performance risks: Medicine) 1

* (To be added: Financial controls in surgery)

CHANGES SINCE LAST MONTH:

* 2508: Risk of not achieving CIP (Medical Director's Office) has been removed from risk register

*

1 2 3 4 5

* 2543: Risk of not achieving CIP plan (CSS) risk reduced from 12 (C4xL3) to 2 (C2xL1)

CIP performance remained strong in the latter part of the year, meaning the forecast year end position is over 

delivery. 

Risk to Strategic Objective:

6) Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve 

the overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 

conjunction with everyone else to achieve a system balance.

Risk Description: Failure to deliver financial improvement plans, lack of support to the Trust and System and the risk of regulatory action and intervention.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 3: Possible = RR of 15

Agreed way of dealing with CIP plan across health systems leaving Trust with additional CIP of £330k.

Delivery of first three quarters target and as a consequence, Trust eligible for PSF/MSF monies. Forecasting full year 

effect.

Surgery & Critical Care and Medicine divisions attending Finance and Performance Committee to ensure actions to 

deliver forecast outturn position. 

Agreed list of responsibilities, priorities and actions agreed at Board.

Agreeing income with commissioners and focussing on managing expenditure.

Draft CQUIN achievement for Q3 is improved on the Q2 position.
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Monthly Executive Highlight Report: Plans for next month:

Review key issues and update strategic risk for finance for new financial year 2020/21.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

Following meeting with the executive owner of this strategic risk, it is felt the following risks require addition to the 

divisional risk registers: 

2526: Delivery of 2019/20 CIP (Community and Therapies) risk rating INCREASED from 12 (C4xL3) to 15 (C3xL5)

Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

15-25. 8-12. 4-6. 1-3.Key:
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STRATEGIC OBJECTIVE: 3. TO LIVE WITHIN OUR MEANS

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

2020/21 Financial year:

(3b) Improvement planning and support;

(3b) CIP / Financial Improvement Plan.

Delivery support and monitoring  of CIP through 

Improvement team.

Monthly CIP report produced with management accounts 

feeding in. 

Individual divisional plans (CIP) in place with divisional leads 

established.

Divisional Finance Improvement and CIP meetings have been 

established with divisional leads which is reviewing CIP 

performance, frequency dependant on delivery.

CIP on PIM meeting agenda (including medical and nurse staff 

expenditure).

Monthly Finance Recovery Board to oversee progress, chaired 

by CEO.

Closer working with CCGs.

Not all divisions are 

forecasting to deliver CIP 

targets for 19/20.

Finance & 

Performance 

Committee,

Finance Recovery 

Board. 

G

To date £10.8m CIP has been 

identified against a target of 

£13m.

Ongoing divisional / 

directorate meetings taking 

place to continue to develop 

CIP scheme ideas, end of April 

2020.

Divisional / directorate 

workshop to be held on 12 

March to review current CIP 

programme and consider 

other opportunities, 

31/03/2020.

A

Trust Board, 

Finance & 

Performance 

Committee and TMB.

Surgery Divisional 

Finance Improvement 

and   CIP Meeting,

PIM.

R

Progress reports.

Monthly reporting to Finance 

and Performance Committee.

Monthly meetings with NHSI.

Ahead of plan, strong latter 

half of the year process.

Audit Yorkshire internal audit 

report on QIA process: 

Significant assurance.

82% of CIP is recurrent; which 

is significant progress.

RAG RATING KEY:

(4) Market share (Longer term 

sustainability)
Longer term sustainability 

dealing with significant 

challenges: HASR; CIP Delivery 

and Estate.

Above programme plans (if 

delivered) would support 

Trust's financial improvement.

01-May-19

16-Mar-20

2019/20 Financial Year:

(3a) Improvement planning and support;

(3a) CIP / Financial Improvement Plan.

Financial improvement plan 

overprogrammed by £2.6m. 

Progress reports.

Monthly reporting to Finance 

and Performance Committee.

Monthly meetings with NHSI.

Ahead of plan, strong latter 

half of the year process.

Audit Yorkshire internal audit 

report on QIA process: 

Significant assurance.

82% of CIP is recurrent; which 

is significant progress.

Finance & 

Performance 

Committee,

Finance Recovery 

Board. 

Corporate functions have 

overdelivered on CIP which 

has mitigtated underdelivery 

in divisions.

James Hayburn

Performance Improvement Meeting (PIM), 

Finance Review Group (FRP)

GAPS in assurance:
Actions required to 

improve:

* Potential lack of support to the system, regulatory action and inability to exit quality and financial special 

measures;

* Lack of longer term sustainability.
Assurance / Oversight 

Group

Finance & Performance Committee

Trend RAG Rating:

GREEN

Assurance Committee:

Issues: Controls: Assurance:

Risk to Strategic Objective:

Consequences of Risk Materialising:

6) Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the 

Trust and failure to achieve the overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced 

financial position, working in conjunction with everyone else to achieve a system 

balance.

Lead Executive:

Oversight Group:

CQUIN Targets not being met. 

Nursing ward review estimated 

to cost between £0.8m and 

£2.3m in a full year, with no 

mitigation. 

Audit, Risk and Governance 

Committee (with feeds from 

Counter Fraud and Internal 

Audit plans).

Finance and Performance 

Committee, Board oversight.

(1) Financial controls;

(1) Assurance and oversight;

(1) Performance.

Assurance that the issues impacting on this risk are being 

managed:

GAPS in Controls:

(2) Long term planning

Costing coding work to be 

undertaken, ongoing.

Regular discussion with 

CCGs, ongoing.
A

Trust Board,  

Finance & 

Performance 

Committee

Improved / redesigned service 

planning processes to support 

longer term control, templates 

in place, to be agreed, review 

Jan 20, Director of S&P. 

G

Workforce & Planning 

Committee, 

Trust Management 

Board

Overall review of income, 

ongoing.

(5) Income - agreement of income 

position 

Finance and Performance 

Committee, Board oversight.

Corporate financial planning and budget setting process 

linked to the business cycle overseen by TMB.

Business planning weaknesses 

& Significant cost pressures 

based on quality concerns. 5 

year plan still to be developed.

Ongoing divisional finance 

improvement and CIP 

meetings with divisional leads 

to review performance.

A

Trust Board,  

Finance & 

Performance 

Committee

KPIs determine if possible to 

provide above-planned 

activity (profit): Reducing LOS, 

Theatre efficiency, freeing up 

beds.

Agreed systems and process 

for reporting to make more 

robust.

Finance and Performance 

Committee.

Board oversight.

Regular contract meetings and reporting on income.

Plans required to turn around 

T&O and Ophthalmology 

position.

Meeting the budgets - lack of 

sufficient plans to overcome 

financial challenges.

G

A

Use of intensive measures to 

assist, ongoing until evidence 

of improvement. Agreed 

actions approved by Board, 

ongoing.

A

Report performance and take 

stock, Ongoing.

Existing scheme of delegation, 

linked to the wider executive/ 

governance restructuring. Feb 

2020.

5 year plan submitted to 

focus on these challenges 

and delivery, Mar 20.

System of financial governance controls including SFIs and 

scheme of delegation overseen by Audit, Risk and 

Governance Committee.

Business Case Review Group now established.

Oversight governance assurance through Audit, Risk & 

Governance backed up by internal audit and external audit.

Clear system of finance performance reporting to 

management, Finance & Performance and Trust Board and 

PIM.

Timeline for confirming scheme of delegation agreed at 

Board. 



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

* BLM and capital schemes continue for 2019/20 (or 2020/21 if report submitted in April).

*

* Monthly estates assurance report is sent to F&P committee.  

*

* Annual AE audits completed throughout the year on all specialist engineering services.

* Internal audit programme has been embedded within E&F.

* Informal ward walks take place with nursing.

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 1626 **INCREASED from RR 5 - 10** 1601 2425

2624 2038

2374 2678

2623

1620

* 2281

4 2637 1223 2614 2088 2657

* 2693 **NEW** 1774 2381 [Risk closed] 2317

2200 2383 2293

* 2452 2481 2539

2212 2547

* AE audits 2035 2365 [Risk closed]

2694 **NEW**

* Internal audit programme has been embedded within E&F. 3 2690 **NEW** 2656

2660 2679 2636 [Risk closed]

* Informal ward walks take place with nursing. 2672 2677

2666

*

2 2538

* 2665 2664

CHANGES SINCE LAST MONTH:

* 1

*

* 2365 - Patient beverage and breakfast trolley (RR: 16; C4xL4) - Risk closed

* 2381 - Scunthorpe Main Kitchen Dishwasher (RR:  16; C4xL4) - Risk closed

* **NEW** 2693 - Aseptic Air Handling Units - alert system (RR: 12; C4xL3)

* **NEW** 2694 - Failure to meet JAG recommendation to house DPOW enema room within clinical area (RR: 16; C4xL4)

* **NEW** 2690 - Osometer replacement (RR: 9; C3xL3) 1 2 3 4 5

BLM and capital schemes continue for 2020/21

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(a) Ageing estate and equipment.
Risk Description:

C
o
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q
u
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n

ce
 (

1
-5

)

Monthly Executive Highlight Report: Plans for next month:

3,000,000 request going into the Capital Programme request for 20/21 programme.

The March Estates Assurance Report focusses on Infrastructure Management.

PAM is now an annual reporting national requirement 

Monthly estates assurance report is sent to F&P committee - April - Ventilation

PAM is now an annual reporting national requirement 

The risk is the Trust will be unable to deliver care to patients and also lead to enforcement action by regulators. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain = RR of 20

3,000,000 request going into the Capital Programme request for 20/21 programme.

Fire Risks [Blue text]

Estates Engineering Risks 

[White text]

Key: 15-25. 8-12. 4-6. 1-3.

Likelihood (1-5)

Equipment Risks [Blue text]

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic 

risk. 

Facilities Services Risks [Yellow 

text]

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

1626 - Asbestos Management - risk INCREASED from 5 (C5xL1) to 10 (RR: 10; C5xL2)

2636 - Insecure Clinical Waste Bins (RR: 15; C3xL5) - Risk closed
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G

R

G

R

A

R

G

R

R

R

G

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

01-May-19

Oversight Group: Estates & Facilities Governance Group 31-Mar-20

Assurance Committee: Finance & Performance Committee

Consequences of Risk Materialising:
* Risk of harm to staff, patients and visitors; 

* Regulatory action and adverse effect on Trust's reputation.

Assurance that the issues impacting on this risk are being 

managed:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(a) Ageing estate and equipment.

Lead Executive: Jug Johal

Audit, Risk and Governance Committee

Actions required to 

improve:

Assurance / Oversight 

Group

Trend RAG Rating:

AMBER

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Annual external AE audit.  

Policy, procedures and staff 

training in place.

None None None E&F Governance group

Secure funding to 

upgrade/replace infrastructure 

and equipment.  Update policy 

and procedures

E&F Governance group

Electrical services - High Voltage - Site 

capacity and ongoing investment

Monitoring of site usage.  Monitoring of infrastructure and 5 

yearly compliance maintenance completed.  Estates included in 

capital equipment projects.

Use electronic asbestos register E&F Governance group

Lifts - critical lifts failing
Maintenance contract in place.  Reactionary adhoc repairs 

complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Insurance 

contract in place

No funding to replace 

infrastructure
None

Fire Compliance - All infrastructure and 

equipment in poor material state, including 

fire ring main, alarm system, detectors, 

compartmentation

Limited capital investment in detector head replacement and 

clinical schemes

External audit conducted by 

HFRS covering all sites on a 5 

year rolling programme.  Policy, 

procedures and staff training in 

place

No funding to replace 

infrastructure
None

Asbestos Remedial inspections carried out annually

External audit in June 18. Policy, 

procedures and staff training in 

place

No electronic asbestos register No external AE services

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Pressure Systems - infrastructure and 

equipment is in poor material condition
Reactionary adhoc repairs complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Insurance 

contract in place

No funding to replace 

infrastructure

AE only in place one year, policy 

and procedures need updating

Medical Gas Piped Services - Infrastructure 

and equipment is aging and in poor 

material condition

Reactionary adhoc repairs complete

Annual external AE audit.  

Policy, procedures and staff 

training in place. 

No funding to replace 

infrastructure
None

Adhoc repairs completed as required Internal inspections completed
No funding to replace 

infrastructure or equipment. 
None

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Water systems - Infrastructure and 

associated equipment is in poor material 

condition

Flushing routine of LUO with electronic monitoring.  Random 

and planned water sampling.  Use of Silver/copper ionisation 

systems.  Adhoc remedial works as required

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Heating Ventilation and Air Conditioning 

systems - majority of infrastructure in poor 

material state

Maintenance contract in place.  Reactionary adhoc repairs 

complete.  Annual inspection  and testing carried out on critical 

equipment including laminar flow

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Staff led individualised risk 

assessment of patient and 

environment risk, supported by 

Specialist Mental Health 

Practitioner, update to Q&S Mar 

20.

E&F Governance 

group; Quality 

Governance Group

Electrical services - Low Voltage - 

Infrastructure is aging and in poor material 

condition

5 year fixed wiring and test in place.  Annual service contract in 

place for generators.  Thermal monitoring of switch gear.

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Secure funding to 

upgrade/replace infrastructure 

and equipment

E&F Governance group

Ligature risks posed from the estate 

(EFA Safety Alert).
No estates controls in place No estates assurance in place None None

Secure funding to upgrade 

infrastructure
E&F Governance group

Facilities infrastructure and equipment - 

ward kitchens domestic and fitted in 2010, 

they are in poor material condition and 

need replacement.  Facilities equipment 

needs replacing, including tugs, 

dishwashers and ovens

Capital equipment group replaces the most do equipment items 

on an annual basis.  Adhoc repairs and maintenance contracts 

on infrastructure and equipment

External inspections by EHO.  

Internal inspections by Facilities 

teams, IPC and environmental 

audits

No funding to replace 

infrastructure or equipment.  

No equipment replacement 

plan

None

Secure funding to 

upgrade/replace infrastructure 

and equipment.  Create an 

equipment replacement plan

E&F Governance group

Building infrastructure - fabric of the  

buildings is deteriorating affecting other 

engineering services (electrical supplies) 

with roofs collapsing/failing to cause 

damage and water ingress



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

* 6 Facet survey to be completed by May 2020

Linked Corporate or High Level Risk Rating HEATMAP:

5 2429: Premises and engineering

*

4

3

2

*

1

1 2 3 4 5

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(b) Longer term estates sustainability.
Risk Description: The risk is that insufficient backlog maintenance funding will impact on the delivery of care to patients and also lead to enforcement. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain = RR of 20

Continue to complete annual AE audits.

Internal audit programme embedded

Likelihood (1-5)

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Monthly Executive Highlight Report: Plans for next month:

6 Facet survey underway.

There are no significant changes requiring in month that relate to the underpinning directorate risks. For a full list 

refer to appendix; section 3. 

2654: Primary Heat Source 

(GDH)

High Risk
Moderate 

Risk
Low Risk

Key: 15-25. 8-12. 4-6.

2655: Primary heat source (SGH)

1-3.
Very Low 

Risk

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G

R

A

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(b) Longer term estates sustainability.

Lead Executive: Jug Johal

Consequences of Risk Materialising:

* Risk of harm to staff, patients and visitors; 

* Regulatory action and adverse effect on Trust's reputation;

* Lack of longer term sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Level of BLM:  Statutory = £4.1m,  Physical 

condition = £52.6m,  Functional suitability 

= £17m,  Space utilisation = £0.880m,  

Quality = £0.167m,  Environmental 

management = £0.021m.  Total = 

£74.768m (Year to review - numbers to be 

verified)

01-May-19

Oversight Group: Estates & Facilities Governance Group 31-Mar-20

Assurance Committee: Finance & Performance Committee

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Audit, Risk and Governance Committee

To secure capital funds to 

reduce/eliminate risk
E&F Governance Group

E&F Governance Group

Sustainability of current estate

External AE audits.  HFRS inspections.  Policy and procedures.  

Staff training.  Action plan monitoring.  Insurance and external 

verification testing.

Model Hospital benchmark.  

ERIC.  PAM

Capital funding to 

reduce/eliminate risk
None

6 Facet survey, AE audits, Insurance and external verification 

testing

Model Hospital benchmark.  

ERIC.  PAM

Capital funding to 

reduce/eliminate risk
None

To secure capital funds to 

reduce/eliminate risk

Awaiting feasibility study from 

HUTH sustainability team.  

Complete detailed design on 

preferred replacement 

engineering solution and 

identify funding source.  

Business case to be produced 

to provide options on 

procurement route and 

funding.

E&F Governance Group

Energy Centre at Goole - Coal fired boilers 

providing primary heat source on hospital 

site, failure would result in possible loss 

of heat source dependent on external 

temperatures, one gas fired boiler on site.

Extensive maintenance program and adhoc repairs
Monitoring by NLaG in-house 

engineering team

No engineering solution to 

replace steam boilers.  No 

funding source identified

None

Awaiting feasibility study from 

HUTH sustainability team.  

Complete detailed design on 

preferred replacement 

engineering solution and 

identify funding source.  

Working with Dept of Business, 

Energy and Industrial Strategy 

and Managing Energy Partners 

to produce a business case 

that provides options on 

procurement route and 

funding.

E&F Governance Group

Energy Centre at SGH - 25 year ESCO 

contract expired 2 years ago with 

ENGIE.  Primary heat source for the 

hospital, failure would result in loss of 

heating and hot water on entire site

ENGIE complete adhoc repairs, funded via the Trust.  Annual 

maintenance and insurance inspections.
Monitoring by ENGIE

No engineering solution to 

replace steam boilers.  No 

funding source identified

None



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 2516: Data Quality 2515: Data Quality

2463: Cyber **INCREASE RR**

*

4 2409: Cyber 2408: Cyber 2433: IT Equip

* 2662: Data Quality 2495: WebV 2461: Cyber

2369: Cyber **INCREASE RR** 2676: DPA **Amended**

2617: Card Elec Requesting

*

3 2674: Cyber 2440: Strategy 2501: Data Quality

2675: IT

2 2084: DPA

*

CHANGES SINCE LAST MONTH: 1

*

*

* 1 2 3 4 5

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security.
Risk Description:

The risk of failure in the Trust's infrastructure would impact on the organisation's ability to undertake its business as usual resulting from a 

loss of access to digital information and also the risk to data security.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely = RR of 16

Meeting scheduled to take place in April 2020 between NHS Digital and Trust to discuss further comments on the 

TSSM report.

Received audit report and Data Security Tool Kit.  Outcome reasonably favourable with some areas to action.  Work 

continues with the Data Security Protection Toolkit with the submission date of 31 March 2020 delayed until 30 

September 2020, due to the Coronavirus.

Meeting held on 09 March with 3rd party supplier to finalise the project implementation plan for developing the 

Trust's Digital Strategy.  

Digital Strategy Board approved the commissioning of external 3rd party support for developing the Trust's digital 

strategy.  This recommendation was approved at Trust Management Board.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

2463 - Cyber Security Risk - (Windows 10 Implementation) – Likelihood increased from Possible (3) to Likely (4) = High 

risk (20)

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:

Digital Strategy Board need to review alignment of road map against Trust priorities.

Business case development of Electronic Document Management System.

2369 - Unsupported software, hardware and applications – Severity increased from Moderate (3) to Severe (4) = High 

risk (16)

Both the Business case for a qualified IT Security Officer and a IT Service Management System were approved at the 

Business Case Review Group on 17 March 2020.  These will now be submitted to the next Trust Management Board 

meeting for approval.

4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk.

Key: 15-25. 8-12.

2676 - Risk of non-compliance with the Data Protection Act 2018 due to the Trust not having sufficient resource and 

technical tools to undertake Forensic system searches (email/drives) - Risk rating amended, remains 20 (C5xL4) to 20 

(C4xL5). Risk remains high.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

A

Finance & 

Performance 

Committee

Procurement of data 

warehouse tools or 

solutions will be 

undertaken, delays in 

progressing procurement 

looking at completion Q1 

2020/21.

Trust's PAS system and data quality 

issues adversely impacting on 

business decision making.

Limited assurance 

reporting is available for 

some data sources .

A lack of strategic direction and 

engagement in digital projects resulting 

in a failure to deliver improved and 

innovative systems of care that could 

lead to patient safety and financial risks

Digital Strategy Board

Independent validation of 

data is not in place; 

Lack of integration on some 

systems effects data quality 

from being improved by 

single input source which 

prevents duplication;

True enterprise data 

management not available.

Undertaking data 

assurance validation with 

3rd party provider.

Limited resource in IG central 

team.

Risk on non-compliance with the Data 

Protection Act 2018

Data Security & Protection toolkit submissions; Substantive 

Data Protection Officer in post; IG Steering group oversees 

DSP toolkit improvement plan; Web V, IT & Information 

Governance Group.

IG Administrator now in post.

NHSD approved Trust DSP 

improvement plan;

Audit Yorkshire Internal Audit 

of DSP: Significant assurance;

Information Governance 

Administrator recruited and 

commenced in post 16 March 

2020.

DSP Toolkit submission 

delayed from 31 March 2020 

until 30 September 2020 due 

to the Coronavirus

Shortage of IT equipment to support the 

Trust achieve its objectives

DSB inconsistent 

attendance/divisional 

representation which delays 

decision making;

Inadequate resource available 

resulting in a shortfall of 

equipment; 

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

A

New DSP toolkit mapping of 

leads delivering and resource 

required into work 

programme.

Trend RAG Rating:

AMBER

G

A

Undertake refreshed posture 

assessment once 

implementation of cyber 

procurement completed, 

2020/21.

Complete procurement of 

cyber security arrangements 

and implement, 2020/21.

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

Assurance / Oversight 

Group

Lack of adequate controls to defend 

against a cyber attack; risk of a cyber 

attack as a result of increased prevalence 

world-wide

Board approval of cyber security procurement.

Anti-virus, malware scanners, firewalls etc. in place.

Security Operations Centre (SOC) Service 24/7 Remote 

Monitoring.

Cyber security incident management contract. 

CareTower; Business continuity plans in place.

Annual Penetration Testing.

Patching policy approved and now in place.

Continue to focus on 

mandatory training 

compliance, ongoing.

Staff training not meeting 

national target (95%).

Lack of qualified IT Security 

Officer.

Feed into business planning 

approval 20/21.

Map new DSP requirements to 

work programme.

Refreshed posture assessment 

needed 

Rationalising current available IT equipment to ensure 

shared out;

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

Implementation of board 

approved cyber security 

procurement (ongoing).

NHSI support review of 

efficiency and CIP and review 

of the plan for the Digital 

Strategy Board/associated task 

and finish groups, ongoing.

A

3 task and finish groups in operation; Digital Strategy Board 

(DSB) in place; DSB approves requests for digital changes;

No task and finish groups yet 

established for key areas 

where input/engagement is 

needed i.e. Medicine;

Digital Delivery Plan vs. risks 

overseen by Digital Strategy 

Board with links to the 

forward capital plan and 

business planning 

arrangements, ongoing.

A

Engagement exercise 

underway with divisional 

triumvirates to focus on this 

area.

NLAG / NHSI and NHSD review 

ongoing following TMB 

agreement.

R

Tech shop process support 

ordering and approval by lead 

directors

Lack of clarity around the 

digital strategy and plan.

Audit, Risk and Governance Committee

Consequences of Risk Materialising:

Data security breaches, regulatory action and a loss of public confidence in the Trust damaging its reputation; 

Not meet national digital strategy timescales, risk of running dual paper and electronic systems and risks to 

patient safety and the Trust's sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security.

Lead Executive: Jug Johal 01-May-19

Oversight Group: WebV, IT & Information Governance Group 25-Mar-20

Assurance Committee: Finance & Performance Committee



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4

*

*

3

2

*

1

1 2 3 4 5

Risk to Strategic Objective:
8) Inability to pursue a clear organisational strategy that staff and stakeholders are 

aware of an support
Risk Description:

The risk of not having a clear strategy for the Trust within the Northern Lincolnshire system and the HCVHCP that is known, understood and 

translated into day to day working practice and delivery of this is owned by staff. A clear strategy will enable the Trust and its staff to more 

effectively prioritise investment and facilitate more effective decision making.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) 4 x 3 Possible = RR of 12

Continuation of alignment of key corporate and divisional strategies with the strategic framework.

Likelihood (1-5)

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Monthly Executive Highlight Report: Plans for next month:

Alignment of specialty level strategy to the strategic framework and 5 year plan over the next quarter.

Team to support development of evidecne based Interim Clincial Plan

Team to ensure that wider system work is reflected on internal strategic planning 

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

There are no linked corporate or high level risks that underpin this strategic risk.

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Key: 15-25. 8-12. 4-6.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added: 

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Issues:

Transition within the NHS from 

competition to collaboration.

Effective management of stakeholder and partner 

relationships through: Joint planning meetings, Out of 

hospital transformation board, Planned and unplanned care 

boards, place boards.

CCGs moving away from 

tendering.

Organisational legislative framework not 

yet aligned to the transition from 

competition to collaboration.

Executive, NED and Board time to build relationships to 

encourage NHS Improvement / NHS England to foster 

alignment between the Trust and its system partners.

Support already received 

(financial and other) from 

regulators based on evidence 

of the systems collaborative 

working together and effective 

working relationships.

Controls: Assurance:

Collective system programme of work with one plan.

Aligned strategy for next 5 years agreed.

Delivery of individual underpinning 

strategies (i.e. Quality).
Review and refresh strategies each year.

Risk to Strategic Objective:
8) Inability to pursue a clear organisational strategy that staff and stakeholders are 

aware of an support

Lead Executive: Peter Reading & Ivan McConnell

* Lack of evidecne based decision making;

* Prevents changes being made aligned to 

organisational and system priorities;

* Undermines the confidence and morale of staff;

* Reduced ability to attract staff

* Poor relationships with stakeholders 

Consequences of Risk Materialising:
Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

AMBER

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

Clear strategies to be 

developed, with formal sign off 

required for each Strategy.
Clarity on strategy contents 

and alignment.

Other priorities have taken 

precedence.
Trust Board

Clear direction and alignment 

across northern Lincolnshire.

NEL GPs withdrawal from the 

Integrated Care Partnership

A

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

GAPS in Controls:
Actions required to 

improve:

Assurance / Oversight 

Group
GAPS in assurance:

Current financial position.

Current operational 

performance outcomes.

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 03-Apr-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

A

Mutual development of Urgent 

Treatment Centres which 

demonstrates pathway 

redesign across hospital and 

community. Improved position 

in Model hospital and 

benchmarking. 

Progress to IPCP/ICS.

Development of collaborative 

MSK service.

Not enough resource currently 

identified for Northern 

Lincolnshire system.

Demonstrate tangible 

improvements in outcomes: (a) 

Finance, (b) Performance, (c) 

Pathway redesign, Ongoing 

year on year.

The need to manage tensions 

between some of the Trust's 

strategies i.e. finance and 

quality, Ongoing. 

Clarity of plan for ICS 

development, Quarter 4 

2019/20.

Agreed approach across 

HCVHCP, Ongoing - 5 year plan.

A

A

Draft strategies available for all 

supporting strategies.

Translation of strategies into 

action needed each year, 

which are aligned to strategic 

plan. 



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

Capital:

* Wave 4 Capital bids submitted to Treasury. 

* Consideration with Capital and Cash team of approval route going straight to FBC.

HASR:

* Long list of options for Urgent and Emergency Care and Maternity.

* Redefining long list of options with clinical leads. 

* Intelligence gathered from other Trust reorganisation programmes.

* Workshop with 40+ attendees to apply professional judgement to a group of options.

* Data modelling principles completed.

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4 2565: Surgery

*

*

*

3 2563: Medicine 

* 2578: W&C 

2

*

* Support devleopment of Trust Interim Clincial Plan 1

* Continue engagement with HASR during Covid19 - core team of SROs and CCG leads to develop workplan

* Review capital programme 

1 2 3 4 5

Risk to Strategic Objective:

9) Lack of a clear service strategy for the area to ensure long term service sustainability 

(includes the risk of not developing the required external relationships and linked to 

HASR)

Risk Description:

The risk of not having a clear collaborative strategy for the Trust and the HASR that is known, understood and translated into day to day 

working practice and delivery of this is owned by staff. A clear strategy will enable the Trust and its staff to more effectively prioritise 

investment and facilitate more effective decision making.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic 5 x 3 Possible = RR of 15

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

Following meeting with the executive owner of this strategic risk, it is felt the following risks require review and 

rebasing of the risk ratings: 

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:

Draft modelling to be completed for a variety of service options.

Engagement with HASR senior team to reproile workload to reflect what can be done during Covid 19 

Develop framework and workplan for ophthalmology

Review HASR work undertaken to date and data modelling - identifying gaps and reviewing future resourcing 

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Key: 15-25. 8-12. 4-6.
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

* Ineffective decision making;

* Prevents changes being made aligned to 

organisational priorities;

* Undermines the confidence and morale of staff;

* Poor relationship with key stakeholders

* Reduced ability to attract staff.
Assurance / Oversight 

Group

A

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

Clarity of plan for ICS 

development, Dec 19

Agreed approach across 

HCVHCP, Nov 19.

Clear direction and alignment 

across northern Lincolnshire 

and HCVHCP.

Effective management of stakeholder and partner 

relationships through: Joint planning meetings, Out of 

hospital transformation board, Planned and unplanned care 

boards, place boards.

CCGs moving away from 

tendering.

Trend RAG Rating:

RED

Demonstrate tangible 

improvements in outcomes: (a) 

Finance, (b) Performance, (c) 

Pathway redesign, Ongoing.

A

Trust Board;

Trust Management 

Board; Finance and 

Performance 

Committee

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 03-Apr-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

Assurance:

Risk to Strategic Objective:

9) Lack of a clear service strategy for the area to ensure long term service 

sustainability (includes the risk of not developing the required external relationships 

and linked to HASR)

Lead Executive: Ivan Mconnell

GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Year on year aligned sub 

strategies for next 5 years, 

Ongoing.

The need to manage tensions 

between some of the Trust's 

strategies i.e. finance and 

quality, Ongoing.

Consequences of Risk Materialising:
Assurance that the issues impacting on this risk are being 

managed:

RAG RATING KEY:

Organisational legislative framework not 

yet aligned to the transition from 

competition to collaboration.

Executive, NED and Board time to build relationships to 

encourage NHS Improvement / NHS England to foster 

alignment between the Trust and its system partners.

Support already received 

(financial and other) from 

regulators based on evidence 

of the systems collaborative 

working together and effective 

working relationships.

NEL GPs withdrawal from the 

Integrated Care Partnership

Transition within the NHS from 

competition to collaboration.
Collective system programme of work with one plan.

Mutual development of Urgent 

Treatment Centres which 

demonstrates pathway 

redesign across hospital and 

community. Improved position 

in Model hospital and 

benchmarking. Progress to 

IPCP/ICS.

Not enough resource currently 

identified for Northern 

Lincolnshire system.

Current financial position.

Current operational 

performance outcomes.

Current workforce 

configuration.

Issues: Controls:



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5

*

4

*

*

3

*

2

*

1

1 2 3 4 5

Attendance by Board members at National Intensive Support Conference. 

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders Risk Description:

As a public sector organisation, the Trust is accountable as an organisation to many different stakeholders, including the public. It is critical 

therefore to develop and maintain effective relationships with stakeholders. Failure to do so effectively results in the risk to the Trust's 

reputation and risks achievement of strategic objectives. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe Consequence: 4 x 2: Unlikely = RR of 8

Briefing meeting regarding Oncology, Humber Acute Services Review and capital with four MPs and leader and CEO 

of North Lincolnshire Council.

Humber capital brochure developed by Humber organisations for influencing national capital schemes.

Exhaustive briefings held regarding the Trust's CQC visit report.

In North East Lincolnshire 12 local agencies attended extensive leadership development session for Health and Care 

Executives to support a focus on governance and priority setting.

Trust involved in starting new Humber Coast and Vale ICS.
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Monthly Executive Highlight Report: Plans for next month:

Visit from the National Director of Improvement (Hugh McCaughey) and the National Director of Intensive Support 

(Sue Holden).

MP briefing session planned for the 13 March 2020.

Chief Nurse attended National Chief Nurses conference.

Discussions at Trust Board meeting in March planned regarding stakeholder mapping.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

There are no linked corporate or high level risks that underpin this strategic risk.

Likelihood (1-5)

Key: 15-25. 8-12. 4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 24-Feb-20

Assurance Committee: Trust Board

Consequences of Risk 

Materialising:

* Inability to work effectively with stakeholders as a system leading to a lack of progress against objectives;

* Failure to obtain support for key changes needed to ensure improvement or sustainability;

* Damage to the organisation's reputation, leading to reactive stakeholder management, impacts on the Trust's 

ability to attract staff and reassure service users.

Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

GREEN

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

There is a large number of 

stakeholders that NHS/Public 

organisations need to effectively 

work alongside and that hold to 

account the organisation.

There are currently no formal controls, however the CEO, 

Executive and Non-Executive Directors are working effectively 

to manage and build relationships with stakeholders, as a 

result the risk rating is low/meeting target set.

Stakeholder map developed and considered by Trust Board.

Commentaries received from 

stakeholders provides the Trust 

with assurance that effective 

relationships with stakeholders 

have been established.

6 Areas identified from 

stakeholder mapping where 

additional focus is required.

Board review of stakeholder 

map and agreement of 6 areas 

where additional focus is 

required, Trust Board/CEO, 

held in January 2020; further 

discussion planned for March 

2020.

G Trust Board

Area of additional focus 1: New MPs 

- following the General Election;

Proactive engagement work 

with MPs following General 

Election, Ongoing.

Area of additional focus 3: National 

leaders in the NHS (NHSE/I and 

ministerial);

Area of additional focus 2: Local 

CCGs;
Close working relationships between Executive teams.

Continued evidence of effective 

relationships.

Area of additional focus 4: GPs and 

PCNs;

Area of additional focus 5: Patient 

and voluntary groups; 

Area of additional focus 6: Humber 

Coast and Vale (HCV) and ICPs in NL 

and NEL.

Opportunity for closer working 

relationships between the Trust and 

councillors in Local Authorities.

Attended NEL / NL Health Scrutiny Panel and ongoing 

development of working relationship.

Meeting held with ERoY. 

RAG RATING KEY:

Ensuring that the CEO, Executive and 

Non-Executive Directors have 

sufficient capacity to prioritise 

effective stakeholder relationship 

development.

Executive directors have structures in place to enable effective 

support arrangements in place to enable them to have 

capacity to perform their duties, including working 

collaboratively with stakeholders.
Absence of negative feedback 

regard the Trust's lack of 

engagement.

Opportunity for closer working 

relationships between the 

Trust and stakeholders in 

greater Lincolnshire.

Head of Contracting and Chief 

Operating Officer (COO) 

working with Lincolnshire, 

Ongoing.

1:1 arrangements between Executive Directors and the CEO to 

identify any capacity challenges.
Regular operational action 

between Executives and 

counterparts at HUFT regarding 

key issues.
1:1 arrangements between Non-Executive Directors and the 

Chair to identify any capacity challenges.



Strategic Objective: 5. TO PROVIDE STRONG LEADERSHIP

*

*

*

*

*

*

*

* Linked Corporate or High Level Risk Rating HEATMAP:

* 5

*

4

*

3

2

*

1

* To be added: Directorate of Operations: Intense pressure on Operational Team Management.

1 2 3 4 5

Elaine Criddle (NHS Improvement Support Team) undertaking some diagnostic work on leadership, particularly in 

Divisions with proposals and actions in March 2020.

Risk to Strategic Objective:
11) Risk of insufficient investment and development of the Trust's leadership (including 

clinical leadership) - capacity and capability
Risk Description:

Effective leadership is fundamental for any organisation to achieve their strategic objectives. Inadequate leadership therefore puts at risk the 

delivery of the Trust's strategic objectives.

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate Consequence: 3 x 4: Likely = RR of 12

New Trust Chair (Terry Moran) appointed (alongside his continuing in the Chair role at HUTH).

Proposal before Governors to appoint Vice Chair roles with reciprocal membership on both Trust Boards as associate 

Non-Executive Directors (NEDS).

CQC report published which found that the Well-Led domain overall had increased from 'inadequate' to 'requires 

improvement' although in two services this reduced from 'good' to 'requires improvement' (Women's and Children's)

Intense pressure faced by leadership teams at all levels which contributes to sustained pressure. Additional support 

appointed substantively to Chief Operating Officer and temporary support seconded to Directorate of People and 

Organisational Effectiveness. 

NHS Staff survey results published which identified small but statistically significant improvements in key areas, 

whilst recognising that the Trust remains in the lower quartile.

Likelihood (1-5)

Successful appointment to the Trust Secretary Role and the Director of Strategic Improvement. Advertised for role of 

Chief Information Officer (CIO).

Detailed work on proposals to restructure POE directorate at advanced stage and to be made public for consultation 

with staff groups during March and April 2020.
TMB agreed in February to transfer leadership of Post Graduate Medical Education and HYMS from POE to Medical 

Director's Office and Cashiers from POE to Finance Directorate.
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Monthly Executive Highlight Report: Plans for next month:

Recruitment for the post of Chief Information Officer, interviews at the end of April 2020. 

Further work on restructuring proposals for POE directorate.

Underpinning Risks: Executive Summary (For full list of underpinning risks - see Section 3 Appendix)

The heatmap demonstrates the current local risks that relate to or underpin the management of this strategic risk. 

Following meeting with the executive owner of this strategic risk, it is felt the following are further risks that are 

currently not fully articulated on local divisional and directorate risk registers, and therefore need to be added:

1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Key: 15-25. 8-12. 4-6.
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STRATEGIC OBJECTIVE: 5. TO PROVIDE SKILLED LEADERSHIP

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Risk to Strategic Objective:
11) Risk of insufficient investment and development of the Trust's leadership 

(including clinical leadership) - capacity and capability

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 24-Feb-20

Assurance Committee: Workforce Committee

Consequences of Risk 

Materialising:

* Non-delivery of the Trust's strategic objectives;

* Continued quality/financial special measures status;

* CQC well-led domain remains 'inadequate'.

Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

GREEN

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

G Workforce Committee

PADR compliance shortfall of 

target set.

Focus on PADR compliance 

levels via PRIM, ongoing.

There is a low level of medical 

engagement and there are 

opportunities for improved 

leadership within nursing, 

operational management and 

financial management.

CQC Re-inspection of Well Led 

Framework and Trust ratings.

Trust remains in Quality 

Special Measures.

Financial improvements 

needed.

Elaine Criddle (NHS 

Improvement Support Team) 

undertaking some diagnostic 

work on leadership, 

particularly in Divisions with 

proposals and actions in March 

2020.

Evidence that Trust leadership 

arrangements still need to be 

strengthened to improve further to 

a CQC rating of Good for 'well led'  

and the Trust being within both 

quality and finance special 

measures.

Standing board agenda item dedicated to the board focus on 

leadership and organisational culture.

Significant investment in strengthened structures, specifically 

(a) Organisational structure, (b) Board structure, (c) a number 

of new senior leadership appointments.

Development programmes for clinical leaders, ward leaders 

and more programmes in development.

Increased focus on communication with the Trust's senior 

leaders to ensure they are aware of key developments and to 

support effective decision making and communication within 

their teams.

Informal leadership development strategy has resulted in 

strengthening of organisational structures.

NHSI Well Led Framework has been used to support the Trust 

reflect and self-assess. 

Deloitte's Board Leadership development sessions to refine 

leadership qualities at Board level.

Strengthening of PRIMS arrangements.

36 Clinical Leads appointed and in post.

Regular reporting to Trust 

Board.

Workforce committee has 

been re-established and is now 

meeting monthly.

Latest NHS Staff Survey 

demonstrated some 

improvements, whilst 

recognising further 

improvement work is 

underway still.

Medical engagement scale 

results available which 

demonstrate improvement 

from previous survey results.

CQC report, February 2020.

Formal leadership 

development strategy 

approved by Board.

Approval of a formal 

Leadership development 

strategy, February 2020 

(delayed until after publication 

of NHS People Plan).

RAG RATING KEY:

Trust Board

Continued transition from 

improvement to Business as 

Usual to develop and embed 

sustainable change, 3 years.

There is a need for leaders to 

develop new leadership skills within 

an NHS that is now much more 

geared towards collaboration and 

working together.

No investment specifically for 

staff training / courses to 

support leaders work within a 

different context and to be 

effective in their roles as 

leaders within wider systems.

Include within the Leadership 

Development Strategy, 

February 2020 (delayed until 

after publication of NHS 

People Plan).

A Workforce Committee

A



Section 3: Appendix: Full list of underpinning divisional/directorate risks underpinning strategic risks.

Strategic Risk 1: PERFORMANCE: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

(a) Cancer 62 day target:

* 2592: Cancer waiting / 62 day target [Surgery] (risk rating: 16; C4xL4)

* 2160, 2261: Risks of non-delivery of constitutional performance: Histology (RR 15 & 12)

* 2448: Failure to reach cancer targets [Gynae] (risk rating: 12; C4xL3)

* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)

* 2244: Risk to Overall Performance: Cancer Performance Target 62 day (RR: 12; C3xL4)

* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4)

* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 12; C4xL3)

* 2650: Lung Cancer QSIS submission 2019. Gaps in compliance [Medicine] (RR: 12; C3xL4)

* 2605: National Lung Cancer Outlier Alert [Medicine] (RR: 12; C3xL4)

* 2282: Haematology Oncology Pharmacy Screen [CSS] (RR: 12; C3xL4)

* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)

* 2310: Haemato-Oncology Peer Review: Risk of haemato-Oncology [Medicine] (RR: 12; C4xL3) [Risk removed from RR, Feb 2020]

(b) A&E target:

* 2562: Failure to meet constitutional targets in A&E (Risk rating: 16; C4xL4)

* 1991: Working with Children - A&E Staff (Risk rating: 12; C3xL4)

* 2561: Reduction in the average length of stay (Risk rating: 9; C3xL3)

* 2564: Risk to A&E performance from UTC medical staffing gaps (RR: 8; C2xL4) [Risk rating reduced to 8 from 16, Feb 2020]

* 2576: Paediatric medical support pathway for ECC (Risk rating: 6; C3xL2) [Risk rating reduced to 6 from 15, Feb 2020]

(c) RTT - 18 weeks target:

* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)

* 2048: Instability of ENT service (risk rating: 16; C4xL4)

* 2347: Risk to Overall Performance: Overdue Follow-ups (RR: 16; C4xL4)

* 1851: Shortfall in capacity with the Ophthalmology service (risk rating: 15; C5xL3)

* 2118: Overdue Follow Up Colorectal Patients (risk rating: 12; C4xL3)

* 2401: Clinical Harm Review Process  (risk rating: 12; C4xL3)

* 2245: Non compliance with RTT incomplete target (risk rating: 12; C4xL3)

* 2400: Capacity & Demand (risk rating: 8; C4xL2) 

* 2583: Risk to 18w target due to long waiters and overdue pt f/u (RR: 6; C2xL3)

*

(d) Diagnostics:

* 1800: Shortage of Radiologists (RR: 20; C4xL5)

* 1631: MRI Equipment - Philips Intera 1.5T Achieva DPoW (risk rating: 20; C4xL5)

* 2646: Replacement of Xray room 1 at Goole (risk rating: 20; C4 x L5)

* 2499: SGH Main MRI Scanner Capacity and Waiting Lists (risk rating: 15; C3xL5)

* 2307: Shortage of Radiographers (RR: 12; C3xL4)

* 2522: One CT Scanner at DPoW (risk rating: 12; C4xL3)

* 2141: Nuclear Medicine Reporting Software (risk rating: 12; C3 x L4)

* (To be added: (1) Cancer performance targets in diagnostics)

* (To be added: (1) Financial risk from diagnostics outsourcing contract (CSS)).

Strategic Risk 2: QUALITY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

(1). Quality Priority 1: Mortality:

* QP1a: 2418 Mortality Performance (risk rating: 20; C5xL4)

* QP1a: 2653 Ceilings of care and advance care planning [C&T] (risk rating: 20; C4xL5)

* QP1b: 2598 Lack of timely mortality SJR reviews [Surgery] (risk rating: 12; C3xL4)

* QP1a: 2597 NELA outlier alert for mortality (risk rating: 12; C4xL3)

* QP1a: 2434 CQC Mortality Review: Heart Valve Disorders (risk rating 8; C4xL2)

* QP1a: 2602 NHFD outlier alert for mortality (risk rating: 8; C4xL2)

* QP1b: 2111 Lack of 7-day services for palliative care at SGH (risk rating: 6; C2xL3)

* QP1b: 2531 Inequitable provision of an Acute Hospital Learning Disability Liaison Nurse at Scunthorpe (risk rating: 15; C3xL5)

(2). Quality Priority 2: Deteriorating patient and Sepsis:

* QP2a: 2388 Risk of deteriorating patients not being escalated [Medicine] (RR: 15; C5xL3)

* QP2a: 2390 Risk of deteriorating patients not being escalated [Paediatrics] (RR: 15; C5xL3)

* QP2a: 2308 The risk of deteriorating patients not being escalated (RR: 12; C4xL3)

* QP2a: 2671 CTG Archiving [Maternity] (risk rating: 12; C3xL4) 

* QP2a: 2389 Risk of deteriorating patients not being escalated [Surgery] (RR: 12; C3xL4)

* QP2a: 2669 Lack of high observation machine on the antenatal/postnatal ward [Maternity] (risk rating: 9; C3xL3) 

* QP2a: 2393 Risk of deteriorating patients not being escalated [Maternity] (RR: 6; C3xL2)

* QP2a: 2582 Care of critically ill children (risk rating: 6; C3xL2) [Risk Rating reduced from 16 to 6, Feb 2020]

* QP2a: 2576 Paediatric medical support pathway to ECC (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Mar 2020]

* QP2a: 2661 Maternity Datascopes [Maternity] (risk rating: 6; C3xL2) [Risk Rating reduced from 20 to 6, Feb 2020]

* QP2a: 2672 Paediatric Ventilator [W&C] (risk rating: 6; C3xL2) 

(3). Quality Priority 3: Medication Safety:

* QP3b: 2568 Safe and secure storage of medicines (risk rating: 12; C4xL3)

* QP3a: 2600 Omitted doses (risk rating: 9; C3xL3)

* QP3b: 2537 Diabetes Nurse Specialist vacancy (risk rating: 9; C3xL3)

* QP3b: 2559 Medicine division: Secure storage of medicines (risk rating: 4; C2xL2)

* QP3b: 2525 Access and Supply of Medications to NRC [CSS] (risk rating: 12; C4xL3) [Risk removed from RR, Mar 2020]

(4). Quality Priority 4: SAFER and 7 Day Services:

(To be added: (1) Out-Patient Follow-Up - all divisions; (2) Failure to meeting constitutional targets: 

RTT in Medicine and Surgery); (3) Haematology RTT risk and emergency access to services 

(medicine); (4) Immunology RTT risk and emergency access to services (medicine)).



* QP4: 2566 7DS risk [Surgery] (risk rating: 12; C4xL3)

* QP4: 2620 7DS risk - Medical Directors Office (risk rating: 12; C3xL4)

* QP4: 2673 Implementation of 7 Day Services [Medicine] (RR: 12; C4xL3)

* QP4: 2640 7DS risk [CSS] (risk rating: 6; C3xL2)

* (To be added: Risk of not meeting 7 day service standards - W&C)

(5). Quality Priority 5: Cancer:

* QP5: 1800 Shortage in radiologists (risk rating 20; C4xL5)

* QP5: 2592 Cancer waiting / performance against 62 day target (risk rating 16; C4xL4)

* QP5: 2160 Delays in biopsy reporting (risk rating 15; C3xL5)

* QP5: 2210 Failure to meet 6 week target for CT / MRI (risk rating 15; C3xL5)

* QP5: 2244 Divisional delay in cancer pathways risk (risk rating: 12; C3xL4)

* QP5: 2261 Delays in biopsy reporting (risk rating 12; C3xL4)

* 2448: Failure to reach cancer targets (risk rating: 12; C4xL3)

* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)

* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4)

* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 12; C4xL3)

* 2650: Lung Cancer QSIS submission 2019. Gaps in compliance [Medicine] (RR: 12; C3xL4)

* 2605: National Lung Cancer Outlier Alert [Medicine] (RR: 12; C3xL4)

* 2282: Haematology Oncology Pharmacy Screen [CSS] (RR: 12; C3xL4)

* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)

* 2310: Haemato-Oncology Peer Review: Risk of haemato-Oncology [Medicine] (RR: 12; C4xL3) [Risk removed from RR, Feb 2020]

*

(6). Clinical Service Concern (CSC): Ophthalmology:

* CSC: 2347 Failure to review patients in specified timescales (risk rating 16; C4xL4)

* CSC: 1851 Shortfall in Ophthalmology (risk rating 15; C5xL3)

* CSC: 2186 Space in Ophthalmology outpatients (risk rating 12; C3xL4)

(7). Miscellanious Quality Related:

* **NEW** JAG Accreditation Linked: 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)

* CQC Linked: 2659: Management of formal complaints and Pals within Trust Timescales [Chief Nurse] (RR: 15; C3xL5) [Risk Rating INCREASED from 12 to 15, Mar 2020]

* CQC Linked: 2681: Divisional Complaints Backlog [Medicine] (RR: 12; C3xL4)

* CQC Linked: 2549: Assessment of ligature points within the Medicine Division [Medicine] (RR: 10; C5xL2)

* **NEW** CQC Linked: 2687: Syringe Driver Training Compliance [C&TS] (RR: 9; C3xL3)

* CQC Linked: 2663: Lack of Ligature Free Rooms within Paediatric Wards [W&C] (RR: 8; C4xL2)

To review risk ratings of divisional risk registers in response to latest developments:

* Review and confirmation of Risk Rating needed: 2462: Supply of radiopharmaceuticals and nuclear medicine ‘cold kits’ (risk rating: 12, C4xL3)

* Review and confirmation of Risk Rating needed: 2567 Brexit [Surgery] (risk rating: 12; C4xL3)

* Review and confirmation of Risk Rating needed: 2571 Transport arrangements linked to Brexit [Medicine] (RR: 12; C3xL4)

* Review and confirmation of Risk Rating needed: 2579 Transport arrangements linked to Brexit [W&C] (RR: 12; C4xL3)

* 2426: Business continuity (risk rating: 10; C5xL2)

* **NEW** 2697: Risk to frontline staff - exposure to COVID 19 (RR: 9; C3xL3)

* **NEW** 2699: COVID 19 impact on W&C (RR: 9; C3xL3)

* Review and confirmation of Risk Rating needed: 330: Risk of lack of preparedness for coping with major incident (risk rating: 6; C3xL2)

* **NEW** 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from the EU (C&T) (RR: 6; C3xL2)

Strategic Risk 4: SKILLED STAFF: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

Medical Staffing Risks:

* 1800: Shortage of Radiologists CSS (risk rating: 20; C4xL5)

* 2359: Doctor vacancies in Medicine (risk rating 16; C4xL4)

* 2279: Risk to Overall Performance: Medical Workforce in Surgery (RR: 16; C4xL4)

* 2685: Urology medical staffing shortfall (risk rating: 15; C3xL5)

* 2419: Medical staff Recruitment and retention (risk rating: 12; C3xL4) [Risk Rating reduced from 15 to 12, Feb 2020]

* 2420: Medical staff job planning (risk rating: 12; C3xL4)

* 2261: Histology Reporting due to staffing CSS (risk rating: 12; C3xL4)

* 2018: Lack of substantive Acute Care Physicians [Medicine] (risk rating 10; C2xL5)

* 2596 Job plans in W&C (risk rating: 10; C2xL5)

* 2564: Risk to A&E perf from UTC medical staffing gaps Medicine (RR: 8; C2xL4) [Risk Rating reduced from 16 to 8, Feb 2020]

* 2449: Paediatric staffing (not meeting national guidance) W&C (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Feb 2020]

Nursing Staffing Risks:

* 2421: Nurse Staffing (risk rating: 25; C5xL5)

* 2530: Poor registered nursing skill mix on wards (risk rating: 25, C5xL5)

* 2140: Registered Nurse Vacancy Position Ward 25 and 28 Surgery (RR: 20; C4xL5)

* 2145: Nurse Staffing and Vacancy Position Medicine (risk rating: 16; C4xL4) [Risk Rating INCREASED from 12 to 16, Feb 2020]

* 2490: Midwifery Staffing W&C (risk rating: 16; C4xL4)

* 2537 Diabetes Nurse Specialist vacancy Medicine (risk rating: 9; C3xL3)

* 2479: CNS Staffing Levels Medicine (risk rating: 15; C3xL5) [Risk removed from RR, Feb 2020]

* QP1b: 2531 Inequitable provision of an Acute Hospital Learning Disability Liaison Nurse at Scunthorpe (risk rating: 15; C3xL5)

Other Staffing Risks:

* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4)

* **NEW** 2691: PSA Pathway Admin Support (RR: 15; C3xL5)

* 2189: Admin W/F in Pink Rose Suite Surgery (RR: 12; C3xL4)

* 2166: Breast care: Imaging team W/F in Pink Rose Suite Surgery (RR: 12; C3xL4)

* 2255: Staffing issues in Nutrition and Dietetics C&T (risk rating 12; C3xL4)

(To be added: (1) Gaps in Oncology service provision due to staff absence; (2) Oncology capacity [Medicine and surgery]; (3) Cancer performance targets in 

diagnostics)

Strategic Risk 3: Adverse impact of external events (i.e. Britain's exit from the European Union; Pandemic) on business continuity and the delivery of safe care: Linked 

Corporate or High Level Risks that underpin this STRATEGIC RISK:



* 2356: Community & Therapy staff sickness C&T (risk rating 12; C3xL4)

* 2519: Community & Therapies physiotherapy staffing (RR 12; C3xL4)

* 2553 Obstetric theatre staffing model for mat services W&C (RR: 10; C2xL5)

* 2550 Pharmacy staffing (risk rating: 10; C2xL5)

* **NEW** 2696: Limited Neuro Rehab Therapy provision to provide rehabilitation to the unit (RR: 9; C3xL3)

* 2580 Lack of divisional workforce plan in W&C (risk rating: 9; C3xL3)

* 2581 Lack of leadership/succession plan in W&C (risk rating: 9; C3xL3)

* 2576: Paediatric Medical Support Pathway for ECC (risk rating: 6; C3xL2) [Risk Rating reduced from 15 to 6, Feb 2020]

* 2352: Vacancies and Recruitment - Acute Therapy Staff NEL C&T (RR: 6; C2xL3)

* 2397: Rehab Medicine staffing C&T (risk rating: 6; C2xL3)

* 2572 Occupational Therapy Capacity and Demand [C&T] (risk rating: 6; C3xL2) [Risk Rating Decreased from 9 to 6, Mar 2020]

* 2100: Theatre staffing Surgery (risk rating: 6; C2xL3)

* **NEW** 2689: Low staffing levels and high waiting times within the MSK Service (RR: 6; C3xL2)

* 2492: 60 hour labour ward cover W&C (risk rating 16; C4xL4) [Risk removed from RR, Feb 2020]

Training and Appraisals:

* 2422: Leadership & Management: Annual Appraisal (risk rating: 12; C3xL4)

* 1991: Working with Children - A&E Staff [Medicine] (Risk rating: 12; C3xL4)

* 2423: Leadership & Management: Mandatory Training (risk rating: 9; Cx3xL3)

* 1775: Bank Staff - Mandatory training (risk rating: 9; C3xL3)

Clinical Engagement:

* 2682: Working lives of our trainee doctors (risk rating: 16; C4xL4)

* 2431: Clinical Engagement (risk rating: 12; C4xL3)

Recruitment / Personnel Files:

* 2684: Compliance with employment check standards for private patient professionals (risk rating: 12; C4xL3)

* 2586: Medical Personnel Files storage arrangements (risk rating: 9; C3xL3)

Strategic Risk 5: STAFF ENGAGEMENT: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* 2424: Organisational Culture, Systems and Processes (RR: 20; C4xL5)

* To confirm and challenge: 2353: Staff Morale - Community and Therapies Services (risk rating: 12; C3xL4)

*

Strategic Risk 6: FINANCE: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* 2040: Delay in payment of invoices (risk rating: 16; C4xL4)

* 2534: Tender for new financial ledger (risk rating: 16; C4xL4)

* 2535: Loss of income if Trust does not achieve the 2019/20 deficit as agreed with NHSI (risk rating: 16; C4xL4)

* 913: Late Submission of Termination of Employment Forms (risk rating: 12; C3xL4)

CIP Savings:

* 2577: Risk of not achieving CIP target (W&C) (RR: 16; C4xL4)

* 2599: Unable to meet CIP deliver (Surgery) (RR: 16; C4xL4)

* 2526: Delivery of 2019/20 CIP (Community & Therapies) (risk rating: 15; C3xL5) [Risk rating INCREASED from 12 (C4xL3) to 15, Mar 2020]

* 2560: Failure to meet agreed CIP (Medicine) (RR: 12; C3xL4)

* 2543: Risk of not achieving CIP plan (CSS) (RR: 2; C2xL1) [Risk rating reduced from 12 (C4xL3) to 2, Mar 2020]

* 2508: Risk of not-achieving CIP (Medical Directors Office) [Reduced] (risk rating: 9; C3xL3) [Risk removed from RR, Mar 2020]

CQUIN linked risks:

* 2573: CQUIN Performance risk (Surgery) (RR: 6; C2xL3)

* (To be added: CQUIN Performance risks: Medicine)

Other financial risks:

* 2541: Risk if fines for non-disclosure (risk rating: 9; C3xL3)

* (To be added: Financial controls in surgery)

* 2683: NHS PS dispute over Invoices (risk rating: 12; C4xL3)

Strategic Risk 7a: ESTATES AND EQUIPMENT: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

Estates Engineering risks:

* 2425: Health & Safety Compliance: Water Safety Compliance (risk rating: 20; C5xL4)

* 2038: Fire Compliance (risk rating: 20; C5xL4)

* 2293: Fire Ring Main Deadlegs and Condition Risk (risk rating: 20; C4xL5)

* 2088: Building Management Systems (BMS) Controller failure/upgrade (risk rating: 20; C4xL5)

* 2317: SGH & Pathology Air Tube POD System (risk rating: 20; C4xL5)

* 1620: Medical Gas Pipeline System outlet and plant (risk rating: 20; C5xL4)

* 2281: Low Voltage Electrical Infrastructure (risk rating: 20; C5xL4)

* 2623: Failure of windows trust wide (RR: 20; C5xL4)

* 1223: Replacement/Repairs of flat roof (risk rating: 16; C4xL4)

* 2200: Door entry/intercom system (risk rating: 16; C4xL4)

* 2212: Nurse Call System (risk rating: 16; C4xL4)

* 1774: Poor condition of Fuel Oil Storage Tanks (SGH) (risk rating: 16; C4xL4)

* 2452: Northside Buildings Roofs (risk rating: 16; C4xL4)

* 2035: Equality Act 2010 compliance (risk rating: 16; C4xL4)

* **NEW** JAG Accreditation Linked: 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)

* 2374: Medical Air Compressor Plant Replacement – SGH (RR:15; C5xL3)

* 1601: Clock Tower (Northside Development) (risk rating: 15; C5xL3)

* 2624: Pressurised System Safety Valves (RR:  15; C5xL3)

* 2637: Switch Room Access (Blocked) (RR:  12; C4xL3)

* 2656: Trip Hazard Car Park adjacent to West Arch (RR: 12; C3xL4)

* **NEW** 2693: Aseptic Air Handling Units - alert system (RR: 12; C4xL3)

* 2538: Non Compliant with the Combustion Plant Directive (MCPD) (RR: 10; C2xL5) [Risk reduced from 15 to 10]

To be added: Staff morale risk for all divisions linked to Individual Engagement Action Plans following the Leadership Development Sessions which included outcomes 

from staff survey. In place and being tested via PIM arrangements. 



* 2377: Sterile Pack Bulk Storeroom (risk rating: 20; C5xL4) [Risk removed from RR, Feb 2020]

Facilities Services risks:

* 2539: Deterioration of the CCTV System leading to loss of functionality (RR 20; C4xL5)

* 2381: Scunthorpe Main Kitchen Dishwasher (risk rating: 16; C4xL4) [Risk removed from RR, Mar 2020]

* 2383: Hand Wash Sink Configuration SGH Kitchen (risk rating: 16; C4xL4)

* 2481: Cleaning trolleys and equipment (risk rating 16; C4xL4)

* 2614: 1 x Pan Dishwasher (risk rating: 16; C4xL4)

* 2547: Multi-cook regen oven (GDH) (risk rating: 16; C4xL4)

* 2365: Patient Beverage & Breakfast Trolley - x44 Units Trustwide (RR:  16; C4xL4) [Risk removed from RR, Mar 2020]

* 2636: Insecure Clinical Waste Bins (RR: 15; C3xL5) [Risk removed from RR, Mar 2020]

* 1626: Asbestos management (risk rating: 10; C5xL2) [Risk rating INCREASED from 5 (C5xL1) to 10, Mar 2020]

Equipment risks:

* 2657: Replacement of x20 Endoscopy Patient Monitoring (RR:20; C5xL4)

* 2678: Sonosite S Nerve at end of life (RR:20; C4xL5)

* 2679: Bladder scanners at end of life (RR:12; C3xL4)

* 2660: Aging hysteroscopes (RR: 9; C3xL3)

* 2677: Cardiology Stress Test System (RR: 9; C3xL3)

* 2666: Extraction Cabinet - Scunthorpe Laboratory (RR: 9; C3xL3)

* **NEW** 2690: Osmometer Replacement [CSS, Pathology] (RR: 9; C3xL3)

* 2664: Baby cots (RR: 8; C2xL4)

* 2665: Aging CTG Machines/Fetal Monitors (RR: 6; C3xL2)

* 2672: Paediatric ventillator (RR: 6; C3xL2)

Strategic Risk 7b: ESTATES SUSTAINABILITY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* All specialist engineering risk entered on the register are relevant to this risk

* 2429: Premises and engineering services (risk rating: 20; C5xL4)

*

*

Strategic Risk 7c: DIGITAL: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

(a) Cyber Security:

* 2463: Cyber Security Risk - (Windows 10 Implementation) (risk rating: 20; C5xL4) [Risk rating INCREASED from 15 (C5xL3) to 20, Mar 2020]

* 2461: Need for qualified IT Security Officer for Data Security Toolkit (RR: 20; C4xL5)

* 2408: Data & Cyber Security: (2) Cyber Infrastructure [Risk One] (risk rating: 16; C4xL4)

* 2369: Unsupported software, hardware and applications (risk rating: 16; C4xL4) [Risk rating INCREASED from 12 (C3xL4) to 16, Mar 2020]

* 2409: Data & Cyber Security: (2) Cyber Infrastructure [Risk Two] (risk rating: 12; C4xL3)

* 2674: Cyber Security Vulnerabilities - WebV (risk rating: 6; C3xL2)

(b) Risks of non-compliance with the Data Protection Act:

* 2676: Risk of non-compliance with the Data Protection Act 2018 due to the Trust not having sufficient resource and technical tools (RR: 20; C4xL5) [Risk rating amended, Mar 2020]

*

* 2084: Management of A&E Notes inc Scanning; Destruction and Forwarding of paper records (risk rating: 8; C2xL4)

(c) Shortage of IT Equipment:

* 2433: Switchboard (Management of on-call rotas for hospital services) (RR: 20; C4xL5)

* 2675: The IT Operations Department require a comprehensive IT Service Management System (risk rating: 15; C3xL5)

(d) Strategic Direction:

* 2440: Development of the Digital 2020 Strategy (risk rating: 9; C3xL3)

e) WebV

* 2495: WebV Server Warranty Renewal (risk rating: 16; C4xL4)

* 2617: Risk of not implementing electronic requesting in cardiology (risk rating: 20; C4xL5)

(e) Trust's PAS and data Quality:

* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)

* 2501: Delay in outpatient summary letters reaching recipient < 7 days (RR: 15; C3xL5)

* 2662: Duplication of Hospital Numbers (CMIS) [Maternity] (risk rating: 12; C4xL3)

* 2516: Delays sending letter incorrect functioning of the Dictate IT system (RR: 10; C5xL2)

Strategic Risk 8: STRATEGY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* There are no linked corporate or high level risks that underpin this strategic risk.

Strategic Risk 9: CLINICAL STRATEGY: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* To confirm & challenge: 2563: Lack of divisional strategy [Medicine] (RR: 9; C3xL3)

* To confirm & challenge: 2565: Surgical Division 5 Year Strategy (RR: 12; C4xL3)

* To confirm & challenge: 2578: Risk of not having an agreed W&C division 5 year strategy (RR: 9; C3xL3)

* (NEW - to be added) No community and therapies strategy.

* (NEW - to be added) Refresh needed of radiology strategy.

* (NEW - to be added) Ensuring external relationships across the Humber develop to enable the service changes proposed in HASR to be realised.

* (NEW - to be added) Sufficient capital to address ongoing estate concerns. 

Strategic Risk 10: STAKEHOLDERS: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

* There are no linked corporate or high level risks that underpin this strategic risk.

Strategic Risk 11: LEADERSHIP: Linked Corporate or High Level Risks that underpin this STRATEGIC RISK:

To be added to divisional risk registers:

* To be added: People and Organisational Effectiveness: Stretched capacity at a senior level.

2376: The risk of breaching the Data Protection Regulation re. reporting serious data protection incidents to the Information Commissioners Office (ICO) (RR: 12; 

C4xL3)

2655: Replacement of primary heat source and associated infrastructure and equipment to include the Steam Raising Boilers [Scunthorpe General Hospital] (risk 

rating: 16; C4xL4) 

2654: Replacement of primary heat source and associated infrastructure and equipment to include the Steam Raising Boilers [Goole District Hospital] (risk rating: 12; 

C4xL3) 



 
NLG(20)077    

DATE OF MEETING 7 April 2020 

REPORT FOR Trust Board of Directors  

REPORT FROM Kate Wood, Medical Director 

CONTACT OFFICER 
Angie Legge, Associate Director for Quality Governance 
 

SUBJECT Clinical Ethics Committee Highlight Report  

BACKGROUND DOCUMENT (IF ANY) None 

PURPOSE OF THE REPORT: 
The provides highlights from the Clinical Ethics Committee meeting held 
on Wednesday 1 April 2020. 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED 
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE) 

 

The Clinical Ethics Committee met for the second time, to discuss the 
terms of reference, the Covid-19 admissions documentation and to review 
the NICE Guidance on the Critical Care of patients with Covid-19. 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to 

• note the highlight report 
 

 



________________________________________________________________________________________________________ 

2 
 

 
 

PURPOSE 
 
The Clinical Ethics Committee held its second meeting on Wednesday 1 April 2020. A further date to 
meet was not set. 
 
Changes to Membership 
 
The membership had been expanded since the first meeting to include a Palliative Care Consultant and 
representative from Hull University, and to include the Associate Director for Quality Governance. 
 
Terms of Reference 
 
The updated Terms of Reference were discussed; it was stressed that individual clinical decision making 
would not go through the Committee, but there would be single meeting sub groups to support clinical 
decision making where needed, with three clinicians and a lay member from the Committee. 
 
It was agreed to obtain legal advice on the Terms of Reference. This advice has indicated clarifying the 
CNST indemnification for non Trust members of the Committee.  
 
The updated Terms of Reference are provided in a separate paper. 
 
 
Documents 
 
The Covid-19 specific admissions draft proforma was discussed, with minor amendments being agreed; 
this was then to be recirculated to be finalized virtually for use. 
 
The NICE Critical Care Guideline issued for Covid-19, NG159, was accepted for use. 
 
 
Further Meetings 
 
It was agreed that the Committee would be reconvened by the Medical Director when the need arose. 



 
NLG(20)079a 

 

DATE OF MEETING Tuesday, 7 April 2020 

REPORT FOR Trust Board of Directors – Private 

REPORT FROM 

 
Neil Gammon, Non-Executive Director & Chair of the Health Tree 
Foundation Trustees’ Committee 
 

CONTACT OFFICER 
 
As above 
 

SUBJECT 
NHS Charities Together (NHS CT) – Grants Scheme:  S taff Wellbeing 
Packs 

BACKGROUND DOCUMENT (IF ANY) N/A 

PURPOSE OF THE REPORT: 
 
For Approval 
 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY 
OF THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH 
NEED TO BE BROUGHT TO THE ATTENTION OF THE 
TRUST BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE)  

 
The report provides a briefing for the Trust Board on the NHS 
Charities Together Covid-19 Urgent Appeal, includin g the grant to 
NLAG through Health Tree Foundation; action taken t o date and a 
request for areas in which to spend further grant f unds. 
 
NHS Charities Together grant from Covid-19 Urgent A ppeal awarded 
to NLAG through HTF: 
 

• Grant intended for NHS Staff and Volunteers 
• Initial spend underway 
• Further areas for spend required in order to target  funds 

accurately at pace 
  

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to note NHS CT initial grant, ag ree current action 
taken and provide additional areas on which monies from grant can 
be spent to support staff and volunteers is asked t o endorse the 
amendment to the Constitution 

 
 

 



    

 
 
NHS Charities Together CoVid-19 Appeal and Grant Sc heme  
 
Background 
 

- Health Tree Foundation is active member of NHS Charities Together (NHS CT), 
formerly Association of NHS Charities, representing 140 member NHS charities. 

- In response to CoVid-19 pandemic, NHS CT launched urgent appeal to support NHS 
staff and volunteers.  £17M raised by 3 Apr 20 with ambitious target of £100M! 

- HTF Charity Manager applied for and was granted £5k on 2 Apr 20 from NHS CT Small 
Grant Scheme, which was initial method of liberating funds to individual trust based 
charities. 

- These funds will be used for providing well-being packs/gifts for staff and volunteers, 
which I authorised for ordering on 3 Apr 20. 

Current Position 
 

- Overwhelming response to appeal has caused NHS CT to revise grant awarding 
process.  Announced 3 Apr 20 that Small Grant Scheme had closed and every NHS 
Charity member will receive donation of at least £30K by 8 Apr 20. 

- No further grant application required. 
- Details of grant monitoring requirements to be provided in due course.  Designed not to 

be onerous but we must provide record of how and where grants spent locally. 
- Well-being packs ordered 3 Apr 20 from Turner Price; delivery within 3 working days.  

Designed as grab snacks for busy staff, who need to eat quickly; supplementing Elior 
meals on site; containing fruit, cereals, drinks, chocolate, crisps, all dry goods, delivered 
in bulk ready for breakdown to smaller, manageable packs for unit delivery.  Vegan and 
Halal items included.  Anticipated cost ca £10k. 

- NHS CT have suggested items such as food/meal deliveries and refreshments, wash 
kits, overnight stay kits, furniture for rest rooms for example. 

Next Steps 
 

- Further £30k grant being issued to HTF next week, giving total of £35k to date, with ca 
£10k accounted for – see above. 

- NHS CT have included further suggestions.  These are: 
o Supporting patients’ mental health through isolation with electronic 

communication devises so they can talk to family and friends. 
o Benevolence 
o Other items as identified by members and their NHS bodies that enhance the 

well-being of NHS staff, volunteers and patients impacted by COVID-19 
- Pt isolation enhances attractiveness of electronic devices to maintain family 

communication.  Previous issues encountered with such devices include: 
o Account ownership and management. 
o Infection control implications. 
o Staff time to assist in use. 
o Likely unit iPad cost ca £400.  Wish already received for 35 for DPOW meaning 

£14k for one site. 



    

 
 
Trust Board Action Required 
 

- Consider and approve the position outlined above. 
- Bearing in mind that this grant and other subsequent ones from NHS CT CoVid-19 

Appeal must be used to acknowledge and support NHS Staff and Volunteers caring for 
CoVid-19 patients, Trust Board is further asked to provide additional suggestions for 
grant spend. 

- Suggestions should be practically achievable in current circumstances; targeted across 
Trust; in line with NHS CT (and thereby donors’) aims and wishes; within cost 
framework; compliant with Trust regulations. 

 
 
N W Gammon 
Non-Executive Director 
Chair Health Tree Foundation Trustees’ Committee 
 



 
NLG(20)080    

DATE OF MEETING 7th April 2020 

REPORT FOR Trust Board of Directors – Public / Private 

REPORT FROM Jim Hayburn, Interim Director of Finance 
 

CONTACT OFFICER Jim Hayburn, Interim Director of Finance 

SUBJECT Scheme of Delegation – Authorisation of COVID-19 Costs 

BACKGROUND DOCUMENT (IF ANY) 
 
Trust Devolution Policy including Reservation of Powers to the Board and 
Scheme of Delegation (DCM077) 
 
NHSE/I COVID-19 letter dated 17.3.2020 
 

PURPOSE OF THE REPORT: 
 
To seek approval from the Trust to endorse the Chief Executive and the 
Director of Finance having joint authority to approve incurring costs in 
relation to the response to COVID-19, and to approve delaying the 
introduction of the new Scheme of Delegation and SFIs until after the 
COVID-19 response is over. 
 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED 
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE) 

 

 

 

 

 

 

 

 

 
In light of the unprecedented COVID-19 situation, expenditure is now 
being incurred for which no specific Trust budget exists.  The Trust’s 
existing Scheme of Delegation, which provides for this scenario, should 
therefore be enacted i.e. joint approval of such expenditure by the Chief 
Executive and the Director of Finance. 
 
The only exception to this, which has been agreed at the Executive Team 
meetings, are expenditure requests for estates expenditure of less than 
£1,000. 
 
Furthermore, it is recommended that the introduction of the revised 
Scheme of Delegation and SFIs are delayed until the COVID-19crisis is 
over and allow managers to continue with existing approval processes 
which they are familiar. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
The Trust Board is asked to: 
 
• Formally endorse the Chief Executive and the Director of Finance having 

joint authority to approve incurring costs in relation to the response to 
COVID-19. 
 

• Approve the delay of the introduction of new Scheme of Delegation and 
SFIs until after the COVID-19 crisis is over. 
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Report to Trust Board – April 2020 

 
SCHEME OF DELEGATION – AUTHORISATION OF COVID-19 COSTS  

 
1. Background 
 
In light of the unprecedented COVID-19 situation, expenditure is now being incurred for 
which no specific Trust budget exists.  Providers have been informed by NHSE/I (letter dated 
17.3.2020) that…..  
 
‘Providers should claim for additional costs where block payments do not equal actual costs to reflect 
genuine and reasonable additional marginal costs due to COVID-19.  These reasonable costs should 
include:  
 a) Evidenced increases in staffing costs compared to the baseline period associated with 
dealing with increased total activity.  
 
 b) Increases in temporary staffing to cover increased levels of sickness absence or to deal 
with other caring responsibilities (e.g. to look after other family members).  
 
 c) Payments for bank or sub-contractor staff to ensure all sickness absence is covered 
consistent with Government’s announced policy and public health advice which aren’t otherwise 
covered under normal practice; and  
 
 d) Additional costs of dealing with COVID-19 activity. For example: the costs of running 
NHS111 assessment pods; increases in the volumes required or prices of equipment to deal with the 
response to the virus which aren’t offset by reductions elsewhere; extra costs of decontamination and 
transport for the ambulance service; higher testing volumes in acute-based laboratories; and 
community-based swabbing services.’ 
 
Furthermore, NHSE/I state….’The maintenance of financial control and stewardship of public funds 
will remain critical during the NHS response to COVID-19. Chief Executives, Accountable Officers and 
Boards must continue to comply with their legal responsibilities and have regard to their duties as set 
out in Managing Public Money and other related guidance. Any financial mismanagement during this 
period will be dealt with in exactly the same way as at any other time.’ 
 
In addition subsequent guidance has included the costs related to the speedy discharge of 
patients and capital. 
 
The current rules for reimbursement are:  For revenue - a retrospective approval, subject to 
the costs being directly related to COVID-19.  For capital - retrospective approval for 
expenditure under £250k and prior approval for expenditure over £250k  
 
At the same time the Trust was going to introduce the new Scheme of Delegation and SFIs 
in April 2020 that were approved previously by the Trust’s Board. 

 
 

2. Proposal 
 
There is clearly a need to balance quick decision making with due financial control. Therefore 
we have established a daily committee of the Executive team which reviews expenditure bids 
on a standard proforma, and agrees or rejects the bids as appropriate. These daily decisions 
are recorded in the notes of the meeting and a list held of these decisions. These are 
subsequently signed off by the Chief Executive and Director of Finance under the existing 
Scheme of Delegation.   

___________________________________________________________________________________________________________ 
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The following is an extract from the existing Scheme of Delegation (SoD) as at 24.3.20: 
 
 

Delegated Matter Delegated To  
4. Non-Pay Revenue Expenditure / Requisitioning / 
Ordering / Payment of Goods & Services 
 
b) Non-pay expenditure for which no specific budget has 
been set up and which is not subject to funding under 
delegated powers of virement.. 

 
 
 
Chief Executive and Director of Finance 

 
In order to ensure the appropriate approval of all COVID-19 related expenditure in such a 
fast moving and ever changing situation, the Trust’s existing Scheme of Delegation should 
be enacted as stated above i.e. joint approval of such expenditure by the Chief Executive 
and Director of Finance. 
 
The only exception to this expenditure that was agreed at the Executive team meeting, was 
the number of small requests for estates expenditure of less than £1,000. A separate cost 
centre was established to record this expenditure and review on a monthly basis. 
 
In addition, a cost centre has been established within each division and where possible 
COVID-19 expenditure is being coded there.  However, not all expenditure will be able to be 
recoded this way e.g. where staff are doing additional hours etc. 
 
All expenditure will be reported to the Trust Board on a monthly basis together with any 
approvals from NHSI/E. 
 
Given the additional controls for COVID-19 related expenditure, as described above, and not 
wishing to place additional changes into the existing expenditure approvals process for 
divisions and directorates, it is recommended that the introduction of the new Scheme of 
Delegation and SFIs is delayed until this crisis is over, and that managers continue with 
existing approval processes with which they are familiar. 
 
 
3. Recommendations: 

 
• The Trust Board is asked to formally endorse the Chief Executive and the Director of 

Finance having joint authority to approve incurring costs in relation to the response to 
COVID-19. 
 

• The Trust Board is asked to approve the delay of the introduction of new Scheme of 
Delegation and SFIs until after the COVID-19 crisis is over. 

 
 
Jim Hayburn 
Interim Finance Director 
24 March 2020 

___________________________________________________________________________________________________________ 
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REPORT FROM 
Peter  Reading, Chief Executive Officer 
 

CONTACT OFFICER Kathryn Helley, Improvement Programme Director 

SUBJECT Draft Trust Priorities 2020/21 

BACKGROUND DOCUMENT (IF ANY) Not Applicable 

PURPOSE OF THE REPORT: For Discussion and Agreement 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED 
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Prior to the start of the Covid 19 Pandemic, the Trust had produced a set 
of draft priorities for 2020/21 which are attached.  Discussions had been 
ongoing with relevant Trust staff in order to identify measures and 
trajectories by which we would measure successful achievement of these 
priorities. 
 
This work has been interrupted due to the Covid 19 situation.  Due to this, 
it is felt that the priorities may need to be re-visited.  It is proposed that 
work takes place over the coming days and weeks to determine which of 
these priorities must continue to be delivered during the Covid 19 
situation.  In addition to this, a review will be undertaken to determine 
whether the priorities and the trajectories originally being worked up are 
still appropriate and achievable. 
 
The review of the priorities is currently taking place and it is proposed to 
bring this back to a future meeting. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is discuss and approve the proposed way forward for the Trust 
Priorities for 2020/21 

 

 



Draft Priorities 2020/21 

Priority 

Leadership and Culture 

1 Further development of the Trust Board and senior leadership of the organisation. 

2 Develop and implement a leadership development programme targeted principally at 
divisional leadership structures (Bands 6, 7, and 8). 

3 Deliver quality improvement projects using QSIR methodology showing demonstrable 
improvements. 

4 Achieve all Trust targets for mandatory training and PADRs. 

Workforce 

5 Sustain and improve improvements in staff retention rates. 

6 Reduce the Trust vacancy rates with particular focus on nursing and medical staffing resulting 
in a reduced usage of temporary staffing. 

7 Ensure safe staffing across our clinical areas, focussing specifically on A&E, paediatrics and 
critical care. 

8 To agree and implement strengthened support to staff experiencing mental health problems. 

Quality and Safety 

9 Achieve the must do actions identified in the CQC report. 

10 Reduce mortality rates and strengthen end of life care. 

11 Improvement the management of diabetes. 

12 Improve the quality and timeliness of complaints responses using a more individualised 
approach. 

Access and Flow 

13 Improve the Trust waiting list with a focus on 40 week waits, total list size and out-patient 
follow-ups. 

14 Improve the effectiveness of cancer pathways focussing on time to diagnosis. 

15 Improve safe flow and discharge through the hospital focussing on outliers, late night patient 
transfers and discharges before noon. 

Finance 

16 Deliver the Trust year-end control total as part of the Humber and Northern Lincolnshire 
system financial targets. 

17 Achieve the financial recovery fund (£43m). 

18 Deliver a cost improvement programme of £13m fully supported by a quality impact 
assessment process. 

19 Set a balanced plan for 2020/21 in conjunction with system partners. 

Service and Capital Investment Strategy 

20 Continue to be actively involved in the Humber Acute Services Review. 

21 Complete the Wave 4 business cases and commence construction. 

22 Commence the development of the strategic outline business case for the investment in 
Humber’s hospitals. 

23 Develop interim clinical services plan for presentation to Scrutiny Panels by the end of the 
year. 

24 Develop a Digital Transformation Strategy with the aim of investing in modern digital 
infrastructure to transform how we deliver services. 
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THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED  
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
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The Trust’s 5 year quality strategy is submitted fo r information and 
approval to the Trust Board. The strategy has been drawn up with 
reference to the Trust’s strategic planning framewo rk and supports this 
approach with a more detailed focus on the 5-year q uality strategic aims. 
 
This has been drawn up with the Quality Governance Group and has been 
reviewed and approved in the Quality & Safety Commi ttee and also by 
Trust Management Board. 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to note the contents of the Trus t’s Quality Strategy for 
information and ultimate approval 
 

 



Reference:  
Version: 1.0 
This version issued: enter date of approval  
Result of last review: <Document Control use only>  
Date approved by owner 
(if applicable): 

enter date of approval  

Date approved: enter date of approval  
Approving body: Quality & Safety Committee 
Date for review: enter date of review  
Owner: Dr Kate Wood, Medical Director 
Document type: Strategy 
Number of pages: 18 (including front sheet) 
Author / Contact: 
 

Angie Legge, Associate Director of Quality Governance 
Jeremy Daws, Head of Quality Assurance 
 

Northern Lincolnshire and Goole NHS Foundation Trust actively seeks to promote equality of opportunity.  The 
Trust seeks to ensure that no employee, service user, or member of the public is unlawfully discriminated 
against for any reason, including the “protected characteristics” as defined in the Equality Act 2010.  These 
principles will be expected to be upheld by all who act on behalf of the Trust, with respect to all aspects of 
Equality. 

 
 

 

 

 

 

Medical Director’s Office 

 

 

QUALITY STRATEGY  

2019 – 2024  

 
“TO GIVE GREAT CARE” 
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1.0 ‘To Give Great Care’ 

1.1 ‘To give great care’ is the Trust’s first strategic objective. We (the Trust) want to offer 
high quality, safe services which are stable and are not reliant on just one or two 
members of staff. We want to make sure we have a culture of continuous 
improvement and we learn from incidents and other hospitals. We want to make sure 
we focus on patients and their needs. So, to provide great care we will work and 
make decisions where we: 

• Never compromise on safety, 
• Given care which works and is clinically proven, 
• Work on what matters to patients, 
• Always seek to learn and make improvements. 

 

2.0 Introduction and Purpose 

2.2 Northern Lincolnshire & Goole NHS Foundation Trust has started its improvement 
journey, which has been recognised by the CQC at their last visit during 2018, where 
the Trust’s rating improved to ‘requires improvement’. There are further signs that the 
Trust are gaining grip and beginning to make sustainable changes. 

2.3 This is a positive step, but Trust’s ambition is ‘to give great care’. This strategy will 
describe how the Trust will achieve this ambition. 

2.4 This strategy references national policy and is designed to support the Trust deliver 
its strategic framework (2019-24), demonstrated below.  
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2.5 This quality strategy aims to support the Trust focus on improved quality and safety 
of services whilst working in collaboration with in Northern Lincolnshire to achieve the 
six key priorities, outlined within the strategic framework, namely: 

•••• Integrated Urgent and Emergency Care; 

•••• Transformed Outpatient Services; 

•••• Working in Partnerships with Primary Care Networks; 

•••• Reconfigured Specialties on to one site where appropriate; 

•••• Restructured Cancer Services; 

•••• Create a Sustainable Hospital at Goole. 

 

2.6 Key headlines for the quality strategy are: 

 
•••• Improved performance against constitutional standa rds to improve the 

clinical effectiveness and safety of Trust services ; 
 

•••• Reduce waiting times and backlogs to improve the e ffectiveness and 
experience; 
 

•••• Reduce in-hospital mortality and better support pa tients at end of life in 
collaboration with primary care networks to improve  effectiveness of 
care; 
 

•••• Improved recognition and management of the deterio rating patient and 
sepsis to improve safety of services;  
 

•••• Improved patient experience and effectiveness of c ancer pathways;  
 

•••• Improved flow through the Trust’s hospitals will r esult in safer, more 
effective care delivery;  
 

•••• Improved management of diabetes within the Trust; 
 

•••• Improve the safety of Mental Health provision with in the Trust; 
 

•••• Aspiration for the Trust to become a learning orga nisation, which will lead 
to improved safety standards and a better patient e xperience.  
 

•••• This document will outline how the Trust will aim to deliver these quality 
headlines over the next 5 years, referencing national policy, regional (STP) and 
local strategies.  

 

3.0 Area  

This strategy applies to all staff employed by or contracted to the Trust. 
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This strategy underpins the Trust’s delivery of its strategic objectives, focussing on 
the quality objective: “to give great care”.  

 

4.0 Responsibility 

Overall responsibility for this strategy sits with the Medical Director, who has Executive 
accountability for quality.  

The Trust’s focus on quality is delivered through a multi-professional triumvirate 
comprising of medical, nursing and management leadership. Therefore, whilst the 
Medical Director has the lead for quality, and this strategy, the Chief Nurse and the 
Chief Operating Officer also have a strong focus on quality and the delivery of this 
strategy. 

 

5.0 Definition of Quality 

5.1 The NHS commonly defines quality as the provision of (1) safe, (2) effective care, 
whilst (3) ensuring a positive experience. 

5.2 The following diagram describes what quality should look like for local people: 
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6.0 Philosophy 

6.1 The Trust’s approach to quality, its quality strategy, is based on the National 
Framework published by the National Quality Board (NQB) in 2016, entitled ‘Shared 
Commitment to Quality’. 

6.2 The framework, developed by the same partner organisations1 that developed the 
NHS Five Year Forward View, is designed to support NHS Boards deliver on their 
responsibilities for quality and safety. 

6.3 The national framework consists of 7 steps to support provision of quality services. 
Using this as the basis, the Trust has adapted this framework to meet the needs of a 
provider organisation for clarity of purpose, resulting in a 5 step framework.  

6.4 The Trust’s quality strategy is comprised of 5 STEPS: 

 

6.5 The remainder of this document will outline the strategy for how these 5 steps will be 
applied to deliver on the Trust’s key quality goals over the next 5 years. 

 
 
 
 
 
 
 
 
 
 
 
 
 

                                            
1 Specifically: NHS England (NHSE), Care Quality Commission (CQC), NHS Improvement (NHSI), 
Heath Education England (HEE) and Public Health England (PHE) with the National Institute for 
Health and Care Excellence (NICE) and NHS Digital (NHSD). 
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7.0 Actions: 

7.1 Step 1: Setting Direction and Priorities 

 
 
 

 

 

 

 

 

 

7.1.1 Set Clear Quality Objectives for 2019-2024 Li nked to the Trust’s Strategic 
Framework 

7.1.1.1 The Trust’s 2019-2024 Quality Objectives will be to: 

• Improved performance against constitutional standards to improve the clinical 
effectiveness and safety of Trust services: 

o A&E 4 hour performance increasing to 95% by 2024; 
o Diagnostic waiting times (as measured by the DMO1 data) to have reduced to 

1% by 2024. 
 

• Reduce waiting times and outpatient backlogs to improve the effectiveness and 
experience: 

o Zero patients on a RTT pathway waiting more than 52 weeks by 19/20; 
o Zero patients on a RTT pathway waiting more than 40 weeks by 20/21; 
o Outpatient backlog reduction to 9,000 by March 2021. 

 
• Reduce mortality: 

o Reduce the SHMI to ‘as expected’ and maintain position by 2024; 
o Better support patients at end of life and reduce admissions to hospital where 

this could be avoidable through improved care planning in collaboration with 
primary care networks to improve effectiveness of care. Reduction in out-of-
hospital SHMI to ‘as expected’ by 2024. 

 
• Improved recognition and management of the deteriorating patient and sepsis to 

improve safety of services: 
o Improved timeliness of observations being recorded to >90% by 2024; 
o Improved compliance with all elements of the sepsis six bundle. 

 
• Improved patient experience and effectiveness of cancer pathways; 

o Reduce poor quality referrals; 
o Streamline cancer pathways, achieving the 28 day target in lung, colorectal 

and urology; 
o Strengthened MDT arrangements, increased use of a single site MD. 
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• Improved flow through the Trust’s hospitals will result in safer, more effective care 
delivery; 

o Delivery of the 4 priority 7 day standards by 2020; 
o Embedding of SAFER principles by 2024; 
o Reduction in non-elective length of stay to 3.9 days by 2024; 
o Reduction in 21 day stranded patients to 50 by 2024. 

 
• Improved management of diabetes within the Trust. 

 
• Improve the safety of Mental Health provision within the Trust. 

 
• Improved delivery of CQUIN schemes relevant to the Trust. 

 
• Aspiration for the Trust to become a learning organisation, which will lead to 

improved safety standards and a better patient experience; 
o Development of a local Patient Safety strategy linked to the National Patient 

Safety Strategy by end of 2019/20 to support delivery of the Quality strategy; 
o Development of a Trust Learning Strategy and associated framework during 

2020. 
 

7.1.2 Clear Annual Priority Planning 

7.1.2.1 Based on the Trust’s 5-year quality objectives, the Trust will set linked and specific 
quality priorities on an annual basis covering each financial year. The Trust’s agreed 
quality priorities for each 12 month period will be an associated document to this 
2019-2024 strategy.  

7.1.2.2 The yearly quality priorities will be meaningful and relevant to the Trust’s current 
position and quality performance. To ensure this, they will be set in consultation and 
collaboration with the following stakeholders: 

• Quality Governance Group (QGG); 

• Quality and Safety Committee; 

• Council of Governors which includes Public Governors; 

• Local commissioners; 

• Trust Board.  

 

7.1.2.3 To ensure these drive the delivery of safe and high quality care, performance against 
these will be reported within the Trust’s Integrated Performance Report (IPR) which 
will encapsulate the quality report made to the Quality Governance Group, Quality 
and Safety Committee and the Trust Board.  

7.1.2.4 In addition to the setting of local quality priorities, the Trust will also report within the 
IPR its performance against national quality indicators as outlined in the Single 
Oversight Framework (SOF).   

7.1.2.5 The Trust will also fulfil its statutory obligations and ensure that an annual quality 
account is reported, consulted on with local stakeholders and approved by the Trust 
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Board ready for submission to NHSI during May and to the NHS website during June 
of every year.   

 
 
 

7.2 Step 2: Bringing Clarity to Quality 

 
 

 

 
 
 
 
 
 
 
 

7.2.1 Use National Evidence-Base to Drive Targeted Improvements in Pathways 

7.2.1.1 The Trust aspires to be compliant with national evidence-based guidance i.e. NICE 
guidance and NCEPOD recommendations. Such evidenced based guidance 
provides the basis for proven treatment recommendations.  

7.2.1.2 The Trust aims to provide proven treatment and care to patients it cares for. The 
Trust monitors compliance against such recommendations using dedicated 
assurance systems and the central team work with clinicians to understand self-
assessed compliance. The Trust will work to ensure this self-assessment work links 
with other sources of evidence (i.e. the results of related clinical audits) to provide 
further assurance.  

7.2.1.3 The Trust will use evidenced based national guidelines to support the development of 
other elements of the Trust’s wider quality strategy to drive further improvement (i.e. 
this may include the use of NICE guidance in reviewing and developing evidenced 
based pathways in response to a review of mortality data by condition or diagnosis).  

 

7.2.2 Local Continual Assurance Mechanisms 

7.2.2.1 The Trust seeks to provide initial assurances that necessary action has been taken 
with regard to newly released guidance (i.e. NICE & NCEPOD) or a safety alert 
(CAS). 

7.2.2.2 In response to patient feedback the Trust aims to respond appropriately to provide 
feedback and details of action taken in response. 

7.2.2.3 On receipt of audit findings, the Trust’s policy is to act and develop an action plan to 
address any gaps in current care provision. 

7.2.2.4 The Trust further aspires to embed more effective mechanisms for providing 
continual assurance. It will do this through ward / department assurance visits as 
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underway using the ‘15 steps challenge’ and weekly matron and ward manager walk-
around visit programme which reports directly into the Nursing and Midwifery Board. 
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Step 3: Measuring and Publishing Quality 

 
 
 

 

 

 

 

 

7.2.3 Report Quality Performance Publically Using I PR (Quality Report) 

7.2.3.1 As described under step one, the Trust will publish publically performance against its 
annually set quality priorities as well as national quality performance indicators. The 
mechanism for doing this will be the Integrated Performance Report. 

7.2.3.2 Reporting will serve two purposes, (1) enabling executive oversight of performance 
and identifying throughout the year where additional focus is required, this will be 
supported by scrutiny of the reported information at primarily the Quality Governance 
Group but also the Trust’s performance framework. Secondly (2), the reporting 
arrangements will be for assurance purposes enabling the Quality & Safety 
Committee to understand quality performance and report, for assurance purposes, to 
the Trust Board.  

7.2.3.3 To further support divisional governance arrangements and strengthened clinical 
ownership and leadership, this reported information will be presented at divisional 
level to enable a focus on divisional performance and improvement where necessary.  

 

7.2.4 Embed Reporting Using Run / Statistical Proce ss Control Charts 

7.2.4.1 To support the reporting of quality performance, the Trust recognises the need to 
present information in such a way that it supports meaningful action and greater 
assurance. An effective tool in support of this is the use of charts that preserve time 
series data to see changes over time enabling more effective understanding of 
underlying performance and the effect of other events or context (i.e. seasonal peaks 
and troughs). The Trust will make more use of such charts (run charts) in the 
presentation of quantitative quality performance data within the IPR quality report. 

7.2.4.2 Similarly, Statistical Process Control (SPC) charts can also serve a valuable function 
in addition to and in support of run charts. SPC provides a further degree of detail in 
more visibly describing the variation in the process which in turn can support more 
effective oversight and assurance once understood. SPC (where appropriate) will be 
used more within the reporting of quality data. 

7.2.4.3 To support the use of these presentation forms, the Trust will also seek to invest in 
time and education for the Board, analyst teams providing this data and other staff to 
ensure these charts, when used, are made full use of as key points are clear and 
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understood. Wherever possible, such data will also be presented with narrative to 
further draw out key points. 

 

7.2.5 Include CQC Insights Reporting 

7.2.5.1 The Care Quality Commission (CQC) report monthly a compendium of performance 
indicators which includes quality metrics for all Trusts. This is called the CQC Insights 
report. This document is a large data set, presented in CQC core service domains. 
This is another example of benchmarked data enabling the Trust to compare and 
contrast with the intention of learning and improving local care provided.  

7.2.5.2 The Trust will include the CQC Insights reporting into existing internal reporting of 
quality performance aiming to ensure that divisional group governance arrangements 
are further supported in receiving this data regarding their services. 

 

7.2.6 Publically Report Annual Performance In The Q uality Account 

7.2.6.1 As outlined in step one, the Trust will continue to report publically its performance 
against local quality priorities and national quality metrics, in a collaborative manner 
with local stakeholders, including: 

 
• Local overview and scrutiny committees; 
• Commissioning CCGs; 
• Local Healthwatch organisations; and 
• Trust Governors. 

 

7.2.6.2 The Trust’s annual quality account will be presented in the same manner as the IPR 
quality report, making good use of run/SPC charts along with explanatory narrative 
designed in a way that local people can understand key points. This will be 
constructed against national guidance and be published widely on the NHS website, 
in line with timescales. 
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7.3 Step 4: Recognising, Rewarding Quality and Buil ding Capability 

 
 
 

 

 

 

 

 

 

7.3.1 Embed Quality Improvement Into The Organisati on 

7.3.1.1 The Trust recognises the importance of quality improvement (QI) tools and 
techniques to support embed a culture of continuous improvement. The delivery of 
this quality strategy will be supported through effective QI knowledge, understanding 
and application. 

7.3.1.2 Recognising the importance of QI, the Trust have developed a 3 year strategy 
covering 2019 – 2022. The foundations of the QI strategy are based on the NHS 
Improvement Quality, Service Improvement and Redesign or QSIR. Deployment of 
this strategy will be supported through a focussed training programme, with support 
from established locally trained ‘QI experts’ or platinum level QSIR associates. 

 

7.3.2 Increased Oversight Of Best Practice Tariff  

7.3.3 Linked further to step one in the Trust’s quality strategy and the focus on CQUINs, 
best practice tariff indicators (BPT) feature in a number of services, designed to 
further financially incentivise the delivery of evidenced based best practice. This is a 
further example of benchmarking where the Trust is focussed on outward looking to 
learn from other organisations who perform well against this and other benchmarking 
results. 

7.3.4 The Trust will include performance against BPT within its quality reporting approach 
to ensure that the Trust’s performance against these markers of best practice and 
risks to their delivery are understood. As part of this, visits to other providers who are 
the best in various indicators will be considered and taken forward to support the 
Trust’s quality aspirations to learn lessons and improve.  
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7.4 Step 5: Assuring Quality & Staying Ahead 

 

7.4.1 Greater Focus On Quality Risk Identification And Mitigation 

7.4.1.1 Risk identification: The Trust will work to be more proactive in the identification of 
risks to quality. In addition to using the CQC Insights (outlined in step 3) the Trust will 
proactively scrutinise national audit data submissions to identify any areas where the 
Trust is in danger of being an outlier in terms of quality performance. This allied with 
a greater understanding of CQUIN and BPT performance will support an increased 
ability to proactively identify quality risks. 

7.4.1.2 Risk identification, management and mitigat ion: Delivery of the Trust’s quality 
strategy through the setting of quality priorities (step 1), the reporting arrangements 
outlined as part of step 3 and understanding of performance against national 
benchmarks (audit programme, CQUINs and BPT) will support a greater 
understanding of risks to quality performance.  

7.4.1.3 This will further therefore support the Trust recognise and respond to this risk 
appropriately, using risk registers, in line with the Trust’s Risk Management Strategy. 

7.4.1.4 The Trust’s strengthening approach of its divisional group governance arrangements 
includes a focus on risk identification and use of risk registers. The Trust are 
supporting this approach through further rigour of an increased frequency risk 
register confirm and challenge group.  

7.4.1.5 This approach will culminate with the Trust Board and sub-committees receiving 
more detail of the Trust’s management of risks through the Trust’s Board Assurance 
Framework (BAF). The BAF will support the Trust further understand the 
management of its strategic risks, this will include the quality strategic risk and will 
reference the Quality Priorities.  

7.4.1.6 Risk identification and mitigation: Quality  Impact Process: The Trust’s cost 
improvement programme sits within the overarching Improving Together Programme.  
The associated Quality Impact Assessment (QIA) process has been developed to 
ensure that the Trust has appropriate steps in place to safeguard quality whilst 
delivering significant changes to service delivery. The QIA process will be used to 
assess the impact that any individual cost improvement project (CIP), service 
development, quality improvement or other project within Improving Together that 
might have an impact on the quality of care provided to patients.  

7.4.1.7 This process will include a risk assessment, using the traditional 5x5 risk matrix, 
being undertaken against the headings of patient experience, patient safety and 
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clinical effectiveness. Consideration will be given to the impact on workforce, activity 
and finance as part of this assessment.  

7.4.1.8 The Trust’s process to preserve quality will be to ensure these assessments are 
considered by the QIA panel which comprises the Medical Director and Chief Nurse 
for final sign off.   

7.4.1.9 A quarterly report is produced outlining the projects which have had QIAs approved 
by the Medical Director and Chief Nurse in the previous period along with those 
projects where the QIA has been rejected along with the reasons why. This is 
presented to the Improving Together Executive Board and the Quality and Safety 
Committee (a sub-committee of the Trust Board) and exceptions will be reported to 
the Trust Board where necessary. 

 

7.4.2 Quality Surveillance and Ward Assurance  

7.4.2.1 The Trust has a programme of ward assurance, called 15 steps. This looks at key 
metrics to assess quality. The Trust is developing the programme further to use in 
Maternity Services and in Community settings. 

7.4.2.2 The Trust will maintain a list of external visits to the organisation and review the 
findings of those in terms of quality and where recommendations have been made 
and a Trust action plan is required. This will be reported regularly to the QGG with 
highlights to the Quality & Safety Committee. 

7.4.2.3 The Trust will also look to review any other national findings from investigations or 
concerns identified elsewhere (i.e. Gosport). QGG will seek to understand any 
lessons to be learnt from these instances and determine application locally.  

7.4.2.4 There is a commitment to understand and learn from peer review processes and the 
Quality Surveillance for Trust’s programme (QST or QSIS). Using these as national 
standards and benchmarks the Trust can understand further where improvements 
are needed and work to deliver improved pathways of care.  

7.4.2.5 Linked to the Trust’s strategic plan, cancer services will be provided in the future with 
the Trust working more collaboratively with other providers to ensure patients receive 
timely care and access to appropriate experts. As part of the quality strategy, quality 
assessments like QSIS and traditional peer reviews will be worked on together 
between the Trust and other care providers in the regional area.  

7.4.3 Learning Lessons 

7.4.3.1 The Trust recognises the importance of effectively sharing and learning lessons as a 
key foundation to the provision of high quality care, within the culture of a learning 
organisation. There are a number of good examples of local approaches to sharing 
and learning lessons.  

7.4.3.2 Using existing examples of good practice, as well as a reflection on the approaches 
taken in other Trusts, the Trust will review and work to strengthen the approach taken 
to learning lessons. 

7.4.3.3 A Learning Strategy will be developed in early 2020 to draw together all   strands of 
learning to promote effective learning. 
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7.4.4 Research And Innovation 

7.4.5 It is our vision to establish the Trust as a centre of research excellence. The research 
department’s strategy is to build on new and existing research opportunities to deliver 
tangible improvements in the quality of care, experience and outcomes of our 
patients, namely: 

• To be a Research active organisation through the establishment of a 
research-engaged workforce; 

• To contribute to a positive organisational culture and reputation 

• To grow our capacity and capability through effective research delivery, 
partnership working and financial sustainability; 

• To be aligned to local, regional and national healthcare and academic 
partnerships and agendas in partnership with the Yorkshire and Humber 
Clinical Research Network; 

• To improve clinical outcomes for our patients; 

• To be a Research active organisation through the establishment of a 
research-engaged workforce. 

 
8.0 Strategy Approval and Ratification Process  
 

8.1 The Quality & Safety Committee is responsible for overseeing the ongoing 
development and implementation of the quality strategy. The 5-year strategy will be 
ratified by the Trust Management Board (TMB). 

8.2 The Trust Board will be responsible for the approval of the annual review of the 
Trust’s quality priorities, with the involvement of the Quality & Safety Committee.  

 

9.0 Strategy Review and Revision 
 

9.1 This strategy will be reviewed annually and updated to reflect the changes made in 
the Trust’s setting of annual quality priorities.   
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10.0 Strategy Dissemination  
• Trust Board 

• Quality & Safety Committee 

• Trust Management Board (TMB) 

• Quality Governance Group (QGG) 

• Council of Governors 

• Directorates/Divisions 

• All staff* 

• Commissioners* 

• NHSI*  

• CQC* 

• Patients and the public* 

• User groups (on request and via the Trust Intranet site)* 

• Patient Forums* 

• Local Authority Scrutiny Lead(s)* 

*on request and/or via the Trust’s Internet site 

10.1 Amendments to the Strategy will be communicated to the above as and when they 
occur. 

10.2.   The Strategy will also be made available via the Intranet to ensure ease of access and to 
ensure that changes made are quickly communicated. 

 

11.0 Monitoring Compliance and Effectiveness 

11.1. The Trust Board will monitor the progress through the Quality & Safety 
Committee who will monitor the progress against the key ambitions set out in 
this strategy. 

11.2. The Trust’s Quality & Safety Committee will also monitor the Trust’s progress against 
the following key performance indicators, on an ongoing basis: 

• Quality performance as reported in the IPR (quality report), 

• Development of the annual quality account and scrutiny of the contents, 

• Development of the annual quality priorities, 

• Regular reporting on patient feedback and patient experience,  
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• Review of the quality section of the Board Assurance Framework – mapped to 
the quality priorities, 

• Highlight reporting from the Quality Governance Group. 

N.B. The above is not an exhaustive list but represents ‘key’ performance 
indicators 

11.3. Individual Directorate/Division performance for matters relating to quality may also be 
monitored through the formal performance monitoring arrangements led by the Chief 
Operating Officer. 

 

12. Further Reading / Associated Documentation 

• Trust Strategic Framework, 2019-2024, 

• Humber Coast and Vale Health and Care Partnership Long Term Plan 2019-
2024, 

• Trust Risk Management Strategy, 2019-2024, 

• Trust Quality Improvement Strategy, 2019-2022, 

• Board Assurance Framework,  

• Integrated Performance Report, 

• Trust Operational Plan, 2019-2020, 

• Shared Commitment to Quality, National Quality Board, December 2016. 

12.1. The above is not an exhaustive list but represents key documents, which outline 
arrangements and processes which complement the approach outlined in this Strategy. 

12.2. The above and other risk related policy documents can be accessed on the Trust's 
Intranet site. 

 

13. References 

• Trust Strategic Framework, 2019-2024, 

• Humber Coast and Vale Health and Care Partnership Long Term Plan 2019-
2024, 

• Shared Commitment to Quality, National Quality Board (NQB), December 2016, 

• Improving Quality in the English NHS, A Strategy for Action, Kings Fund, 

February 2016, 

• National Guidance on Learning from Deaths, National Quality Board (NQB), 

March 2017, 

• Technical guidance for NHS Planning 2019/20, NHS Improvement, January 

2019. 
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Equality Act (2010) 

13.1. Northern Lincolnshire and Goole NHS Foundation Trust is committed to promoting a 
pro-active and inclusive approach to equality which supports and encourages an 
inclusive culture which values diversity. 

13.2. The Trust is committed to building a workforce which is valued and whose diversity 
reflects the community it serves, allowing the Trust to deliver the best possible 
healthcare service to the community.  In doing so, the Trust will enable all staff to 
achieve their full potential in an environment characterised by dignity and mutual 
respect. 

13.3. The Trust aims to design and provide services, implement policies and make decisions 
that meet the diverse needs of our patients and their carers the general population we 
serve and our workforce, ensuring that none are placed at a disadvantage. 

13.4. We therefore strive to ensure that in both employment and service provision no 
individual is discriminated against or treated less favourably by reason of age, disability, 
gender, pregnancy or maternity, marital status or civil partnership, race, religion or 
belief, sexual orientation or transgender (Equality Act 2010). 

 

14. Freedom to Speak Up 

Where a member of staff has a safety or other concern about any arrangements or 
practices undertaken in accordance with this policy, please speak in the first instance to 
your line manager.  Guidance on raising concerns is also available by referring to the 
Trust’s Freedom to Speak Up Policy and Procedure (DCP126).  Staff can raise 
concerns verbally, by letter, email or by completing an incident form.  Staff can also 
contact the Trust’s Freedom to Speak Up Guardian in confidence by email to 
nlg.tr.ftsuguardian@nhs.net.  More details about how to raise concerns with the Trust’s 
Freedom to Speak Up Guardian or with one of the Associate Guardians can be found 
on the Trust’s intranet site. 

 
_________________________________________________________________________ 

The electronic master copy of this document is held  by Document Control, 
Trust Secretary, NL&G NHS Foundation Trust. 
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A time limited Clinical Ethics Committee has been set up for the duration 
of the pandemic to support ethical decision making in resource-
challenged circumstances. 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to 

 Ratify the Terms of Reference 
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1. CONSTITUTION 
 

1.1 The Board of Directors will establish a time-limited Committee to be known as the 
Clinical Ethics Committee (the CEC), in response to the need for support to staff and 
the organisation in appropriately prioritising patient care in the face of the CoViD-19 
Global Pandemic. 

 
1.2 The proposed CEC shall have delegated authority from the Trust Board in respect of 

the functions and powers set out in these Terms of Reference.  The Committee will 
formally report to the Trust Board no less than monthly on the decisions and issues 
arising.  In exceptional circumstances, the committee, via the Committee Chair or 
Vice Chair in the absence of the Chair, will escalate the same day any significant 
matters that the CEC deems of such importance and urgency. 

 
1.3 The CEC has authority to investigate any matter within its Terms of Reference and to 

obtain such information as it may require from any partner / external agency (such as 
Commissioning Groups), Trust officers or other employees, as required. 

 

 
2. BACKGROUND / PURPOSE 

 
2.1 The increasing complexity of medical care, combined with the current uncertainty 

regarding the impact of the CoViD-19 Pandemic on healthcare provision, has led to 
the recognition that ethical uncertainties may become more frequent and challenging 
for healthcare professionals, patients and carers.  Difficult treatment decisions may 
need to be made not only about what can be done, but also about what should be 
done in order to prioritise patient care. 

 
2.2  Also, although all healthcare professionals have awareness of ethical issues in 

healthcare, it is acknowledged that some have particular expertise.  Nationally, many 
trusts have introduced Clinical Ethics Committees in order to utilise this expertise to 
support challenging ethical decision-making in clinical practice.  
 

2.3 The proposed CEC will therefore primarily be responsible for enhancing trust and 
confidence in the ethical governance and actions of the CoVid-19 Operational 
Strategy, as well as supporting individual clinicians providing potentially complex 
patient care to CoViD-19 infected individuals in resource-challenged circumstances 
during the CoViD-19 Pandemic. 

 
2.4 The CEC will provide assurance to the Board that appropriate ethics and integrity 
relevant to the CoViD-19 Pandemic are embedded within the Trust, and that all relevant 
parties (including the CoViD-19 Operational Group) are following due process.  
 
2.5 The CEC will be responsible for keeping key relevant risks under review and 

monitoring mitigation activities and controls. 
 
2.46 The CEC will offer a collective independent and unbiased opinion and will discharge 

its responsibilities by: 
 

• promoting the highest standards of ethical conduct in all its dealings; 
• ensuring compliance with organisational values; and 
• identifying good practices and opportunities for improvement. 
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However, following any ethical guidance, clinical decisions will still ultimately continue 
to be made by individual employees, teams and existing decision-making structures, in 
partnership with patients. 

•  

 
 
3.  DUTIES 

 
The Clinical Ethics Committee (CEC) will havemay be expected to undertake, as and when 
required, the following specific duties: 
 

 Appraise available and emerging National Guidance that will influence ethical 
guidance at the Trust in the context of the CoVid-19 pandemic. 
 

 Advise on ethical issues in clinical practice and promote a culture of openness about 
ethical uncertainty relating to complex patient care. 

 

 Register, and then liaise, with the UK Clinical Ethics Network. 
 

 Advise on clinical cases with challenging ethical aspects in a responsive and 
collaborative manner.  This may involve: 

 
 a bedside consultation (using appropriate PPE if CoViD-19 case) through the 

sub-group. 
 a discussion at a CEC meeting; 
 a dialogue via ‘virtual means’ within the CEC quorum; 

 
NB. it is not expected that this CEC will discuss individual specific cases unless    
deemed necessary by the sub-group. 

 

 Devise a process for accepting ethics referrals and feeding CEC responses back to 
the relevant clinical team / Division, Quality Governance / Risk Management Team 
and the Trust Board, as required. 

 

 Provide an ethical analysis of relevant Trust Policy if necessary. 
 

 Provide support to clinicans regarding the principles laid out in the assessment 
pathway  

 

 Provide an ethics opinion when requested by other members of the UK Clinical 
Ethics Network. 

 

 Provide a collective oversight of the culture of integrity of the decisions made by the 
Operational Team (particularly related to CoViD-19). 

 

 Anticipate ethical challenges facing the Trust and formulate the correct response, 
possibly by advising and influencing changes in policy. 
 

 Monitor feedback from staff and patients relevant to the decisions made by the 
clinical teams. 
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 Ensure that there is effectiveAssist (when considered appropriate) with relevant 
communications strategiesy relating to reinforcing ethical values and good practice in 
the Trust. 

 

 Assist (when considered appropriate) with mMonitoring the Trust’s overall 
compliance with such policies including any adverse findings in respect of ethical 
compliance, through PALS and complaints, or thorough the sub-group. 
  

 Identify any potential need for clinical ethics education and, where appropriate, assist 
Training and Development in the relevant education and training of Trust staff. 

 

 Have due regard for matters of significant ethical public interest or which may have a 
wider potential reputational impact on the Trust and will raise such matters as 
necessary,  ultimately to Trust Board. 

  

  
4. MEMBERSHIP 

 
4.1  Core Membership: 
 

• Medical Director or nominated deputy (Chair)* 
• Chief Nurse or nominated deputy (Vice Chair)* 
• Two Non-Executive Directors of Trust Board. 
• Faith Leader / Chaplaincy 
• At least 4 senior consultants (made up of a Physician, an Intensivist, a Divisional 

Clinical Director (DCD) representative, and the Medical Advisory Committee 
(MAC) or Hospital Consultants Committee (HCC) Chair) 

• Associate Director of Clinical Governance 
• Chief Pharmacist 
• University representative with ethics background 
• Governor  
• Clinical Commissioning Group (CCG) representative 

 
*In the absence of the Chair and Vice Chair, one of the Non-Executive Directors will 
chair the meeting ensuring the meeting is chaired at all times by a member of the 
Trust Board. 

 
4.2      Other Attendees  

 
4.2.1  The CEC may invite individuals to attend from time to time on a regular or ad hoc 

basis for specific items on the agenda where specialist advice / expertise from invited 
individuals are is required to inform / aid decision-making required by the CEC. 

 

 
5. ATTENDANCE 

 
5.1 It is expected that each member (or a specific nominated deputy, as appropriate) 

attends not less than 75% of allall meetings.  Only prior nominated deputies can 
deputise in lieu of a core member.  Performance will be reported for each member in 
terms of attendance at the end of each financial year.   

 

 
6. QUORUM 
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6.1 The CEC has no decision-making authority unless there are a minimum of 6 

members  present, including the Chair, one of  the Non-Executive Directors and one 
of the senior consultants). 

 
 
7.  FREQUENCY OF MEETINGS 

 
7.1     The CEC is a time-limited group and will meet as appropriate during the management 

of the CoViD-19 Pandemic, at the request of the Chief Executive Officer, the Medical 
Director or the Senior Responsible Officer for the CoViD-19 Incident Response 
Group. 
 

87.2  The CEC may choose to make decisions using remote technology including (but not 
limited to) video conferencing, telephone conferencing, secure Whatsapp group 
messaging and email, depending on social distancing requirements during the 
pandemic, in addition to formal face-to-face meetings. 

 

 
8.  ESTABLISHMENT OF SUB-GROUPS  

 
8.1  The CEC may establish sub-groups made up wholly or partly of members of the CEC 

to support its work in specific areas of scrutiny.  The terms of reference of such sub-
groups created will be approved by the CEC and reviewed at least annually.  The 
CEC may delegate work to the relevant sub-group in accordance with the agreed 
terms of reference.  The Chair of each sub-group will be expected to provide a 
Chair’s report to the main CEC as appropriate. 
 

8.2  A sub-group may be set up as an ad hoc arrangement where support for decision 
making in certain complex circumstances relating to a patient’s care needs to be 
provided, often on an urgent or time-critical basis.  Such a case consultation 
subgroup would be convened as required by due referral, and in such a scenario, is 
likely to consist of a minimum of 4 individuals – the named consultant with 
responsibility for the patient’s ongoing care, an intensive care consultant, a third 
senior clinician not involved with the patient’s care, and a lay, non-clinical member of 
the Trust, again not connected with the patient in question.  Apart from the named 
consultant responsible for the patient’s care, the other individuals required for the 
sub-group are likely to vary depending on the clinical scenario being scrutinised. For 
example, for issues pertaining specifically to medication, the relevant sub-group 
should include the Chief Pharmacist. 

 
8.3 Such sub-groups should critically appraise the clinical scenario in question using a 

consistent ethical framework process (examples given in Appendices 1 and 2), and 
ultimately report the consensus recommendation back to the original referrer and the 
CEC.  An example of a proforma that could be used to both document the ethical 
decision making process and subsequently report the recommendation back can be 
found in Appendix 3. 

 
8.4 Once any sub-group had subsequently made and reported back their 

recommendation, it would be anticipated that that sub-group would be dissolved. 

  
 

9 ADMINISTRATIVE ARRANGEMENTS 
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9.1 The Chair of the CEC will agree the agenda for each meeting, with the support, as                   

appropriate of the Executive SRO for the CoViD-19 Incident Response Group.  The 
Committee shall be supported administratively by a relevant PA whose duties in this 
respect will include: 

 

 Agreement of agenda with Chair and attendees and collation of papers 

 Taking the minutes and of specific decisions and the reasoning recorded 
including details of any differences of opinion  

 Keeping a record of matters arising and issues to be carried forward 

 Advising the committee on pertinent issues / areas 

 Enabling the development and training of CEC members 
 
9.2 All papers presented to the CEC should be prefaced by a summary of key issues and 

clear recommendations setting out what is required of the CEC. 

 
 
10.  REPORTING ARRANGEMENTS (INCLUDING TO THE TRUST BOARD) 
 
10.1 The Chair of the CEC will provide a highlight report to the Trust Board at least 

monthly outlining key actions taken with regard to the quality and safety issues, key 
risks identified and key levels of assurance given.  If there has been no meeting that 
should also formally be reported.  In exceptional circumstances it will escalate any 
significant matters that the CEC deems of such importance and urgency the same 
day., 

 
10.2 The Any sub-groups articulated formed above inon behalf of the CEC (as per section 

8.2) will report with their findings / decisions to the next appropriate CEC meeting if 
done(as well as to the original referrers), so fordepending on the individual a time-
critical situation under scrutiny.  

 

 
11. STATUS OF THE MEETING 

 
11.1 This CEC will meet in private.  Matters discussed at the meeting should not be 

communicated outside the meeting without prior approval of the Chair of the 
Committee.  
 

11.2 If in exceptional circumstances a dispute arises between a member of the CEC and 
the Chair of the CEC about the need to conmmunicate matters discussed, the 
member has the right to raise it their concerns directly with the Chief Executive and in 
their absence the Chair of the Trust Board. 

 
 

12. PERFORMANCE EVALUATION 

12.1 As part of the Board’s annual performance review process, the CEC shall review its 
collective performance (if still in operation at this time). 

 

13.  REVIEW 
 

13.1 The terms of reference of the CEC shall be reviewed by the Board at least annually. 
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14. CODE OF CONDUCT 
 
14.1 Members of the CEC will be expected to: 
 

Respect patient confidentiality. 
They are expected to act responsibly in handling oral / written communication about 
individual patients, and to take all reasonable precautions to protect patient 
confidentiality.  
 
Respect the rights of patients (and relatives / carers) to be involved in 
decisions about their care. 
They should take account of the competence of patients (and relatives / carers) to be 
involved in such decisions, and of the position of those close to the patient. 
 
 
 
Be honest and act with integrity. 
The best interests of individual patients should be their first concern, though they may 
also need to consider wider interests.  If the individual responsibilities of committee 
members result in conflicts of interest, these should be acknowledged and taken into 
account in the work of the CEC. 
 
Respect the views of other committee members, and colleagues. 
The committee will seek to achieve consensus through agreement, but differences of 
opinion should be acknowledged and recorded. 
 
Refer matters beyond the scope of the committee to the appropriate body. 
This may include medico-legal questions, and matters concerning the quality of 
clinical care provided, and appropriate advice should then be sought. 
 
Maintain awareness and understanding of clinical ethical issues. 
This should involve the pursuit of appropriate educational opportunities, with the 
encouragement and support of the Trust. 
 
Promote the awareness of ethical issues involved in the work of the Trust. 
This should include the sharing and mutual understanding of specific professional 
guidance on the ethical standards of clinical practice. 
 
Promote the fair and equitable treatment of patients and their relatives / carers. 
The committee should encourage the Trust and its staff to treat patients and their 
relatives / carers in a fair and equitable manner. 
 
Respect the primacy of clinical decision making. 
Members of this group will also be undertaking clinical activity outwith the auspices of 
the clinical ethics committee.  Members need to be clear when making decisions, in 
what capacity they are working. 
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15.     EQUALITY ACT (2010) 

15.1 Northern Lincolnshire and Goole NHS Foundation Trust is committed to promoting a 

pro-active and inclusive approach to equality which supports and encourages an 
inclusive culture which values diversity. 

15.2 The Trust is committed to building a workforce which is valued and whose diversity 
reflects the community it serves, allowing the Trust to deliver the best possible 
healthcare service to the community.  In doing so, the Trust will enable all staff to 
achieve their full potential in an environment characterised by dignity and mutual 
respect. 

15.3 The Trust aims to design and provide services, implement policies and make 
decisions that meet the diverse needs of our patients and their carers, the general 
population we serve and our workforce, ensuring that none are placed at a 
disadvantage. 

15.4 We therefore strive to ensure that in both employment and service provision no 
individual is discriminated against or treated less favourably by reason of age, 
disability, gender, pregnancy or maternity, marital status or civil partnership, race, 
religion or belief, sexual orientation or transgender (Equality Act 2010). 

16.     FREEDOM TO SPEAK UP  

Where a member of staff has a safety or other concern about any arrangements or 
practices undertaken in accordance with this policy, please speak in the first instance to 
your line manager.  Guidance on raising concerns is also available by referring to the 
Trust’s Freedom to Speak Up Policy and Procedure (DCP126).  Staff can raise 
concerns verbally, by letter, email or by completing an incident form.  Staff can also 
contact the Trust’s Freedom to Speak Up Guardian in confidence by email to 
nlg.tr.ftsuguardian@nhs.net.  More details about how to raise concerns with the Trust’s 
Freedom to Speak Up Guardian or with one of the Associate Guardians can be found 
on the Trust’s intranet site 

 
 
 
 

mailto:nlg.tr.ftsuguardian@nhs.net
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APPENDIX 1:  FLOWCHART DESCRIBING HYPOTHETICAL FORMATION OF 
CASE CONSULTATION SUBGROUP AND SUBSEQUENT PROCESS TO 

PROVIDE ADVICE 
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APPENDIX 2:  EXAMPLE ALGORITHM DESCRIBING AN ETHICAL DECISION 
MAKING PROCESS TO PROVIDE ADVICE USING A CONSISTENT ETHICS 

FRAMEWORK 
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APPENDIX 3: EXAMPLE OF A SUBGROUP REPORTING PROFORMA 
 

 

CLINICAL ETHICS COMMITTEE 
SUBGROUP – REFERRAL / OPTION 

APPRAISAL REPORTING PROFORMA 
 

Version: 1.0 
 

 

 

 

STEP ONE:  
(To be initially considered by the local referrer / Clinical Ethics Committee) 

 

What is the primary reason for forming the subgroup, and what are the facts of 
the situation in question? 

 
 
 
 
 

What would constitute an appropriate decision-making process for the 
proposed subgroup to undertake? 

 
 
 
 
 
 
 

Which individuals are thus required to constitute the proposed sub-group to 
achieve this goal? 

 
 
 
 
 

STEP TWO:  
(To be undertaken once the sub-group is formed) 

 

List possible recommendation options related to the situation scrutinised by 
the sub-group 

 
 
 
 
 
 
 
 



Reference  Ethics Committee Date of issue March April 2020   Version 1.42 
 

 
Printed copies valid only if separately controlled         Page 12 of 
14 

 

STEP THREE: Critically appraiseing the recommendation options from an ethical 
perspective using recognised model (e.g. Seedhouse’s Ethical Decision Making Grid – 
Figure 1) 
 

What are the morally-significant features of each of the options? 

 
 
 
 
 
 
 

What are the brief moral arguments for and against each option? 

 
 
 
 
 
 
 
 

What does law or relevant clinical guidelines say about each / any option? 

 
 
 
 
 
 
 

STEP FOUR: Choosing the “best” recommendation option 

 

Subgroup to document their recommended option below: 

 
 
 
 

Identify the strongest counter-argument for the chosen option: 

 
 
 
 
 

Can this argument be rebutted? 
 
If YES  - provide the considered rebuttal 

 
If NO – then consider reassessing the chosen 
option, may also need further consideration for 
further options not yet identified, or make 
compromise(s) regarding “best” option 
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STEP FIVE: Subgroup to make their overall recommendation 
 

 
 
 
 
 
 
 
 
 
 

STEP SIX: Plan to review the appropriateness of  the recommendation decision at some 
future stage, in light of the subsequent outcome achieved (i.e. post-hoc analysis) 
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Blue inner section: Individual considerations 

Red section: Duties and motives 
Green section: Likely consequences 

Grey Section: External considerations & Influences 

 
 

Figure 1. Seedhouse’s Ethical Decision Making Grid Model (1999) 
 

 
 

Copy Proforma to: Referrer 
Quality Governance Department, NLAG 

   Chair of Clinical Ethics Committee, NLAG 
   Patient case-notes (if subgroup outcome pertains to specific patient) 
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NLG(20)085 

 
DATE OF MEETING 

 
7 April 2020  

 
REPORT FOR 

 
Trust Board of Directors – Private  

 
REPORT FROM 

 
Wendy Booth, Trust Secretary  

 
CONTACT OFFICER 

 
Wendy Booth, Trust Secretary  

 
SUBJECT 

 
Annual Governance Statement 2019/20  

 
BACKGROUND DOCUMENT (IF ANY) 

NHS Foundation Trust Annual Reporting Manual 2019/2 0 (January 
2020) 

 
PURPOSE OF THE PAPER: 

 
For Approval  

 
EXECUTIVE SUMMARY (PLEASE INCLUDE A BRIEF 
SUMMARY OF THE PAPER, KEY POINTS & ANY RISK 
ISSUES AND MITIGATING ACTIONS WHERE 
APPROPRIATE)  

 
All entities covered by the requirements of the Ann ual Reporting 
Manual are required to prepare an Annual Governance  Statement 
which is incorporated within the Annual Report & Ac counts.  (The 
Annual Governance Statement was historically referr ed to as the 
Statement on Internal Control)  

 
Whilst a model template is provided, there is an ex pectation that this will 
be adapted and expanded to reflect the particular c ircumstances of the 
NHS Foundation Trust including any significant cont rol issues in year.  
NHSE/I does not prescribe for Foundation Trusts whi ch issues should be 
considered to be significant control issues althoug h it is expected that 
Foundation Trusts will ensure that a consistent def inition of what 
constitutes significance is applied from year to ye ar 

 
The Annual Governance Statement should:  

 
• include reference to whether services are being wel l-led; and  
• include disclosure of any serious incidents relatin g to 

information governance including data loss or 
confidentiality breach including cases reported to the 
Information Commissioners Office (ICO) and any acti on 
taken by the ICO  

 
Whilst some national annual and other reporting req uirements have been 
paused in light of the COVID-19 pandemic crisis, th e requirement remains 
for preparation of an Annual Report & Accounts (inc luding an Annual 
Governance Statement), albeit to an extended deadli ne of 25 June 2020.  
There is also a requirement for a statement to be i ncluded on the testing 
of the effectiveness of the Trusts business continu ity plans through the 
crisis  

 
An outline of the Annual Governance Statement is at tached at 
Appendix A  

 
ACTION REQUIRED BY THE BOARD 

 
The Board is asked to: 

 
• note the requirements in respect of the production of the 

2019/20 Annual Governance Statement; 
• note the outline of the required 2019/20 Annual 

Governance Statement; 
• agree the delegation of authority to the Chairman, Chief 

Executive and Trust Secretary in conjunction with relevant 
Executive and Non-Executive colleagues to finalise the 
statement, with oversight from the Audit, Risk & Governance 
Committee in order to meet the June 2020 submission date 

 
The finalised version of the Annual Governance Statement will be 
submitted to the Trust Board in due course 
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DRAFT OUTLINE  
ANNUAL GOVERNANCE STATEMENT 

2019 / 20 
[Note: The wording which is not in square brackets should be replicated in every AGS. The 
words in square brackets should be amended and expanded as appropriate to the body in 
question.] 

 
1. SCOPE OF RESPONSIBILITY  

 
As Accounting Officer, I have responsibility for maintaining a sound system of internal 
control that supports the achievement of the Northern Lincolnshire and Goole NHS 
Foundation Trust’s policies, aims and objectives, whilst safeguarding the public funds 
and departmental assets for which I am personally responsible, in accordance with 
the responsibilities assigned to me. I am also responsible for ensuring that the 
Northern Lincolnshire and Goole NHS Foundation Trust is administered prudently 
and economically and that resources are applied efficiently and effectively. I also 
acknowledge my responsibilities as set out in the NHS Foundation Trust Accountable 
Officer Memorandum. 

 
2. THE PURPOSE OF THE SYSTEM OF INTERNAL CONTROL  

 
The system of internal control is designed to manage risk to a reasonable level rather 
than to eliminate all risk of failure to achieve policies, aims and objectives; it can 
therefore only provide reasonable and not absolute assurance of effectiveness. The 
system of internal control is based on an ongoing process designed to identify and 
prioritise the risks to the achievement of the policies, aims and objectives of the 
Northern Lincolnshire and Goole NHS Foundation Trust, to evaluate the likelihood of 
those risks being realised and the impact should they be realised, and to manage 
them efficiently, effectively and economically. The system of internal control has 
been in place in Northern Lincolnshire and Goole NHS Foundation Trust for the year 
ended 31 March 2020 and up to the date of approval of the annual report and 
accounts. 

 
3. CAPACITY TO HANDLE RISK  

 
[Describe the key ways in which: 

 
• leadership is given to the risk management process; and 

 
• staff are trained or equipped to manage risk in a way appropriate to their authority 

and duties. Include comment on guidance provided to them and ways in which 
you seek to learn from good practice.] 

 
4. THE RISK AND CONTROL FRAMEWORK  

 
[Describe the key elements of the risk management strategy, including the way in 
which risk (or change in risk) is identified, evaluated, and controlled. Include mention 
of how risk appetites are determined. Explicitly describe the key elements of the 
quality governance arrangements, including how the quality of performance 
information is assessed and how assurance is obtained routinely on compliance with 
CQC registration requirements. Explicitly include how risks to data security are being 
managed and controlled as part of this process. Include a brief description of the 
organisation’s major risks, including significant clinical risks, separately identifying in- 
year and future risks, how they are/will be managed and mitigated and how outcomes 
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are/will be assessed. Work performed to assess whether services are well-led under 
NHS Improvement’s well-led framework will assist with this assessment and the Trust 
should refer to well-led reviews as appropriate.] 

 
[Include a description of the principal risks to compliance with the NHS provider 
licence condition 4 (FT governance) and actions identified to mitigate these risks, 
particularly in relation to: 

 
• the effectiveness of governance structures, 
• the responsibilities of directors and sub-committees; 
• reporting lines and accountabilities between the board, its sub-committees and 

the executive team; 
• the submission of timely and accurate information to assess risks to compliance 

with the conditions of the Trust’s licence; and 
• the degree and rigour of oversight the board has over the Trust’s performance.] 

 
[Describe the key ways that the Trust is able to assure itself of the validity of its 
Corporate Governance Statement, required under NHS Foundation Trust condition 
4(8)(b).] 

 
[Describe key ways in which risk management is embedded in the activity of the 
organisation. For example, set out the ways in which equality impact assessments 
are integrated into core Trust business or how incident reporting is openly 
encouraged and handled across the Trust.] 

 
[Describe the key elements of the way in which public stakeholders are involved in 
managing risks which impact on them.] 

 
[Describe the key ways in which the Trust ensures that short, medium and long-
term workforce strategies and staffing systems are in place which assure the Board 
that staffing processes are safe, sustainable and effective. Describe how your Trust 
complies with the ‘Developing Workforce Safeguards recommendations.] 

 
The Trust [is fully / is not fully] compliant with the registration requirements of the 
Care Quality Commission. 
 
The Trust has published on its website an up-to-date register of interests including 
gifts and hospitality*  for decision-making staff (as defined by the Trust with reference 
to the guidance) within the past twelve months, as required by the ‘Managing Conflicts 
of Interest in the NHS’ guidance.  [*New for 2019/20]. 

 
As an employer with staff entitled to membership of the NHS Pension Scheme, 
control measures are in place to ensure all employer obligations contained within the 
Scheme regulations are complied with. This includes ensuring that deductions from 
salary, employer’s contributions and payments into the Scheme are in accordance 
with the Scheme rules, and that member Pension Scheme records are accurately 
updated in accordance with the timescales detailed in the Regulations. 

 
Control measures are in place to ensure that all the organisation’s obligations under 
equality, diversity and human rights legislation are complied with. 

 
The Trust has undertaken risk assessments and has a sustainable development 
management plan in place which takes  account of UK Climate Projections 2018 
(UKCP18). The Trust ensures that its obligations under the Climate Change Act and 
the Adaptation Reporting requirements are complied with. 
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5. REVIEW OF ECONOMY, EFFICIENCY AND EFFECTIVENESS OF THE USE OF 
RESOURCES 

 
[Describe the key process that has been applied to ensure that resources are used 
economically, efficiently and effectively, including some comment on the role of the 
board, internal audit and any other review or assurance mechanisms.] 

 
6. INFORMATION GOVERNANCE (IG))  

 
[Describe any serious incidents relating to information governance including data loss 
or confidentiality breach. As a minimum this should include details of any incidents 
classified as Level 2 in the Information Governance Incident Reporting Tool. For 
these cases the Trust should also disclose whether these cases have been reported 
to the Information Commissioner’s Office (ICO) and detail any action taken by the 
ICO.] 

 
7. ANNUAL QUALITY REPORT (The requirement for a Quality Account will be 

deferred in light of COVID-19)  
 

The Directors of Northern Lincolnshire & Goole NHS Foundation Trust are required 
under the Health Act 2009 and the National Health Service (Quality Accounts) 
Regulations 2010 (as amended) to prepare Quality Accounts for each financial year. 
NHS Improvement (in exercise of the powers  conferred on Monitor) has  issued 
guidance to NHS Foundation Trust Boards on the form and content of annual Quality 
Reports which incorporate the above legal requirements in the NHS Foundation Trust 
Annual Reporting Manual. 

 
[Describe the steps which have been put in place to assure the board that the Quality 
Account presents a balanced view and that there are appropriate controls in place to 
ensure the accuracy of data. These steps would cover areas such as: 

 
• governance & leadership (including processes to ensure the Quality Account 

presents a balanced view); 
 

• the role of policies & plans in ensuring quality of care provided; 
 

• systems & processes; 
 

• people & skills; and 
 

• data use & reporting (comments on the systems in place to review and report the 
quality metrics, focusing on both data collection and reporting). 

 
In particular this should explain how the Trust assures the quality and accuracy of 
elective waiting time data, and the risks to the quality and accuracy of this data.] 

 
8. REVIEW   OF   EFFECTIVENESS   OF   RISK   MANAGE MENT   AND   INTERNAL 

CONTROL 
 

As Accounting Officer, I have responsibility for reviewing the effectiveness of the 
system of internal control. My review of the effectiveness of the system of internal 
control is informed by the work of the internal auditors, clinical audit and the executive 
managers and clinical leads within the Northern Lincolnshire and Goole NHS 
Foundation Trust who have responsibility for the development and maintenance of 
the internal control framework. I have drawn on the content of the Annual Quality 
Report attached to this annual report and other performance information available to 
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me. (The requirement for a Quality Account will be deferred in light of COVID-19) My 
review is also informed by comments made by the external auditors in their 
management letter and other reports. I have been advised on the implications of the 
result of my review of the effectiveness of the system of internal control by the Trust 
Board, the Audit, Risk & Governance Committee [and risk / clinical governance / 
quality committee, if appropriate] and a plan to address weaknesses and ensure 
continuous improvement of the system is in place. 

 
[Describe the process that has been applied in maintaining and reviewing the 
effectiveness of the system of internal control, including some comment on the role 
and conclusions of: 

 
• the Board; 
• the audit committee; 
• if relevant, the risk / clinical governance / quality committee / risk managers / risk 

improvement manager; 
• clinical audit; 
• internal audit; and 
• other explicit review/assurance mechanisms. 

 
Include an outline of the actions taken, or proposed to deal with any significant 
internal control issues and gaps in control, if applicable.] 

 
9. CONCLUSION 

 
[State either that no significant internal control issues have been identified or make 
specific reference to those significant internal control issues which have been 
identified in the body of the AGS above]* 

 
*The conclusion section must clearly state either that no significant internal control 
issues have been identified or specifically list the significant internal control issues 
which have been identified in the body of the AGS. Examples of factors to consider 
when determining whether an internal control issue s significant include: 

 
• Might the issue prejudice achievement of priorities 
• Could the issue undermine the integrity or reputation of the NHS 
• What view does the Audit Committee take on this point? 
• What advice has internal or external audit given? 
• Could delivery of the standards expected of the Accounting Officer be at risk? 
• Has the issue made it harder to resist fraud or other misuse of resources? 
• Did the issue divert resources from another significant aspect of the business? 
• Could the issue have a material impact on the accounts? 
• Might national or data security or integrity be put at risk? 

 
This list is not intended to be exhaustive 

 
Peter Reading   
Chief Executive  
(Date: XX JUNE 2020)  
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APPENDIX A  
 

HEAD OF INTERNAL AUDIT OPINION ON THE EFFECTIVENESS  OF THE SYSTEM OF 
INTERNAL CONTROL AT NORTHERN LINCOLNSHIRE & GOOLE N HS FOUNDATION 

TRUST FOR THE YEAR ENDED 31 MARCH 2020  
 
TO BE ADDED ONCE AVAILABLE  
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