
 

A meeting of the Trust Board of Directors (Public) 
To be held on Tuesday, 5 May 2020 at 1.30 pm – 3.00 pm 

Via Video Conference 
https://global.gotomeeting.com/join/768859605 

 
For the purpose of transacting the business set out below 

 
1 Business Items (10 minutes) 
 
1.1 Chair’s Opening Remarks    

Terry Moran, Chair 
 

Verbal 

 
 
 

 1.1.1 Reflections on Previous Meeting 
Wendy Booth, Trust Secretary 

NLG(20)088 
Attached 

   
 1.1.2 Latest Update on Relaxation of COVID-19 Restrictions 

Terry Moran, Chair 
Verbal 

   
1.2 Apologies for Absence      

Terry Moran, Chair 
 

Verbal 

1.3 Declarations of Interest      
Terry Moran, Chair 
 

Verbal 

1.4 Summary Notes of the Outcome of Discussions and Decisions from the 
meeting held on Tuesday, 7 April 2020 
Terry Moran, Chair 
 

NLG(20)089 
Attached 

1.5 Urgent Matters Arising 
Terry Moran, Chair 
 

Verbal 

1.6 Trust Board Action Log by exception 
Terry Moran, Chair 
 

NLG(20)090 
Attached 

1.7 
 
 

COVID-19 Trust Board Decsion Log:  Use of Emergency Powers and 
Matters Deferred or Dealt with via a Different Route 
Terry Moran, Chair 
 

NLG(20)091 
Attached            

1.8 Chief Executive’s Briefing 
Dr Peter Reading, Chief Executive 

Verbal  

    
2 Board Assurance (5 minutes) 

 
2.1 Highlight Report from the Audit, Risk & Governance Committee 

Tony Bramley, Non-Executive Director & Chair of the Audit, Risk & Governance Committee 
 

NLG(20)092 
Attached 

 
 

 2.1.1 Scheme of Delegation:  Authorisation of COVID-19 Costs – 
 Approval Limit:  Recommendation from Audit, Risk & Governance 
 Committee 
 Tony Bramley, Non-Exectuive Director & Jim Hayburn, Interim Director of Finance  

NLG(20)092a 
Attached 

 

    
 (Supporting Paper: Board Assurance Framework – by exception) 

Wendy Booth, Trust Secretary  
 

NLG(20)093 
Attached 

 

  

https://global.gotomeeting.com/join/768859605


 

3. Urgent Items for Discussion (60 Minutes) 
 

3.1 COVID-19: planning and preparedness including key risks arising and 
decisions required by the Trust Board:   
Dr Peter Reading, Chief Executive and Executive Team 
  

Verbal 
 

 

 3.1.1 Highlight report from the Ethics Committee 
 Dr Kate Wood, Medical Director 
 

NLG(20)094  
Attached 

3.2 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 
Dr Kate Wood, Medical Director 
 

NLG(20)095 
Attached 

 

3.3 Our people impacts:  resilience, safe staffing, absences, progress against 
relevant priorities, key risks arising and decisions required by the Trust 
Board 
Claire Low, Acting Director of People & Organisational Effectiveness, Ellie Monkhouse, Chief Nurse 
and Shaun Stacey, Chief Operating Officer 

NLG(20)096 
Attached 

   
3.4 Our financial impacts:  progress against relevant priorities, key risks 

arising and decisions required by the Trust Board 
Jim Hayburn, Interim Director of Finance 

 
 
 

    
 3.4.1 Finance 2019 / 20 – Month 12 

 Jim Hayburn, Interim Director of Finance 
NLG(20)097 

Attached 
 

    
4. Urgent Items for Approval (5 minutes) 

 
  

4.1 CQC Statement of Purpose 
Dr Kate Wood, Medical Director   
 

NLG(20)098 
Attached 

 

4.2 Trust Priorities 2020 / 21 
Dr Peter Reading, Chief Executive 
 

NLG(20)099 
Attached 

 

4.3 Annual Quality Account 2019 / 20 
Dr Kate Wood, Medical Director 

NLG(20)100 
Attached 

 

    
5. Items for Information: To raise any urgent concerns or questions by 

exception (5 minutes) 
Terry Moran, Chair 

Verbal  

    
6. Any Other Urgent Business (5 minutes) 

Terry Moran, Chair 
 

Verbal 
 

 

 

7. Date & Time of Next Meeting: 
Tuesday, 2 June 2020 
1.30 pm – 3.00 pm 
Via Video Conference – Details to follow 

Verbal 
 
 

 

 
** Items for information can be found on Sharepoint 
 
PROTOCOL FOR CONDUCT OF BOARD BUSINESS 
 
 In accordance with Standing Order 14.2 (2007), any Director wishing to propose an agenda item should send it with 8 clear days’ notice before the 

meeting to the Chairman, who shall then include this item on the agenda for the meeting.  Requests made less than 8 days before a meeting may be 
included on the agenda at the discretion of the Chairman.  Divisional Directors and Managers may also submit agenda items in this way. 

 In accordance with Standing Order 14.3 (2007), urgent business may be raised provided the Director wishing to raise such business has given notice 
to the Chief Executive not later than the day preceding the meeting or in exceptional circumstances not later than one hour before the meeting. 

 Board members wishing to ask any questions relating to those reports listed under ‘Items for Information’ should raise them with the appropriate Director outside 
of the Board meeting.  If, after speaking to that Director, it is felt that an issue needs to be raised in the Board setting, the appropriate Director should be given 
advance notice of this intention, in order to enable him/her to arrange for any necessary attendance at the meeting. 

 
NB: When staff attend Board meetings to make presentations (having been advised of the time to arrive by the Board Secretary), it is intended to take their item next 

after completion of the item then being considered.  This will avoid keeping such people waiting for long periods. 
 



Northern Lincolnshire and 

Goole NHS Foundation Trust

Covid-19 Response To Date



Key Points To Date
• The Trusts response has been appropriate, propionate and scalable to the rising 

tide situation in ensuring the safety of patients, staff and members of the public.

• On 30th January 2020 World Health Organisation (WHO) confirmed a Public Health 
Emergency of International concern, which continues to date.

• Infection Protection Control (IPC) had a Covid-19 tile uploaded onto their Hub 
page to allow staff to access the most up to date information and guidance related 
to Covid-19 that was released by Public Health England (PHE) and National Health 
Service England / Improvement (NHSE/I).

• The United Kingdom (UK) Government introduced surveillance and containment 
and the introduction of screening by travel history and related symptoms which 
commenced on 11/03/2020 and was revised on 01/04/2020.

• Introduction of Covid-19 Assessment POD’s within both Emergency Care Centres 
(ECC) at DPoW and SGH to support the 111 response. Isolation rooms were 
identified within both departments to ensure patient, staff and public safety if a 
potential Covid-19 patient required medical care. At this point if the patient 
required Covid-19 treatment they would be transferred to Hull University Teaching 
Hospital (HUTH) Infectious Diseases Unit.



• Patient screening was established in partnership with both CCG’s in Northern 

Lincolnshire, this allowed screening to be completed at home and as a drive thru service 

at Health Place Brigg.

• Emergency Planning Team performed an unannounced live exercise of the attendance of 

a potential Covid-19 symptomatic patient who met the trigger for referral to the Covid-

19 Assessment POD and then further escalation into the isolation room within the 

department.  

• Personal Protective Equipment (PPE) levels started to be increased across the Trust, FIT 

Testing was reintroduced and PPE training in high risk area’s was introduced. 

• Incident Management Team established within the Trust consisting of Chief Operating 

Officer (COO), Deputy Chief Operating Officer (DCOO), Emergency Planning Resilience 

Response Team (EPRR) and Infection Prevention Control Team (IPC).  A dedicated Covid-

19 inbox was generated for national information to be received into. Also a staff Covid-

19 question inbox was generated for staff to raise questions and concerns. Staff Q and A 

sessions were arranged by EPRR / IPC.



• There had been a small number of patients referred into the Covid-19 Assessment 
Pods within both sites via the NHS111 route and also referred in directly from the 
ECC. At this point it was established that if patients were potential Covid-19 and 
required admission onto our site then the isolation rooms with negative pressure 
side rooms on ward C5/6 DPOW and Ward 22 SGH would be used in the first 
instance. It was agreed to reinstate Ward A1 at DPOW to be brought up to standard 
and SGH agreed Ward 18 would be used as the Covid-19 Wards supported by 
transferring outpatient chemotherapy care to ward 19.

• Incident Coordination Centres were established at DPOW and SGH operating 
between the hours of 0800-2000hrs 7 days a week. Additional silver on-call 
managers were implemented with operational and clinical silver on-call each day. 
Additional managers and senior managers trained and were added to the Gold and 
Silver Rota’s. Daily Covid-19 operational teleconferences were arranged at 0830 and 
1600hrs. Strategic Daily meetings commenced at 0930hrs with an action log 
generated and updated daily.  Accommodation plans were implemented if staff were 
required to isolate from family members so they were able to continue to work.

• IT increased the ability for staff to work from home and introduced the use of GoTo
Meetings to ensure social distancing and allow a greater number of people to dial 
into the meetings, this had been restricted to 20 people on the teleconference 
system to 250 on the new GoTo platform.



• The Information Team established to complete the several daily SitReps that were 

required on a National platform.

• Patient Access Team set up a dedicated team to respond to patient queries.

• Patient Experience Team set up a dedicated team to assist relatives keeping in touch with 

their family members whilst being an inpatient.

• Staff Redeployment Team established to ensure workforce could be moved to areas to 

support the safe operation of the hospital sites and training was provided if required to 

allow this to happen.

• Both ECC’s introduced Red and Green zones within the departments.

• Letter received to instruct to discharge patients and implement a Rapid discharge plan.

• Admissions of query Covid-19 patients into both sites started to increase significantly 

across both sites.



• Reduced bed footprint to support nurse staffing to patient ratio due to creation of 

red wards and green wards. Large influx of Covid-19 + and potential positive patients 

were entering the Trust for treatment.

• Microbiology were enabled to carry out in house swab testing at SGH.

• Surge Plan created with the ability in place to increase the footprint of the Red and 

Green zones on both sites. There was an increased footprint of ITU/ICU and extra 

ventilators ordered and received.

• Staff testing established at Health Place, Brigg then an additional site was created at 

Global House Scunthorpe and then a site established at Grimsby Institute.

• Support provided to the Military Swabbing Service that was Government lead by 

giving them access to half the car park at Goole Hospital (GDH) to allow them to 

offer key worker swabbing. 



• Letter received stating Hospitals were to start to look at reinstating services that had been 

stood down and introducing swabbing/screening of all patients, staff and visitor’s.

• Business as usual plans drafted to re-introduce elective work whilst maintaining patient, 

staff and public safety.

• Consolidation of the ICC to one site (SGH) with continued access to the Divisional Reps to 

enable them to respond to requests and actions that materialised from the ICC.

• TO DO:

– Finalise Business as Usual Framework

– Introduce staff screening

– Introduce strict entrance screening for visitors to site

– Reconfigure red and green zones to include yellow asymptomatic (A) and yellow 

symptomatic (B)

– Restart planned care across sites utilising independent sector.





















Group Measure Notes Baseline 02 Mar 09 Mar 16 Mar 23 Mar 30 Mar 06 Apr 13 Apr Trend (7/52)

RF GP Referrals (Volume) GP or GP with Special Interest 1,404 1,426 1,415 1,037 580 350 273 292

RF GP Referrals (Rate) GP Referrals / OP Referrals 50.28% 50.96% 49.13% 47.94% 42.03% 35.00% 29.93% 31.30%

RF A&G Requests
Referrals to A&G Team

Weekly A+G request numbers
335 73 69 62 70 131 103 105

RF 2ww Referrals All referrals as 2ww priority - inc BS (SCR) 294 299 292 208 120 92 93 76

RF 2ww Seen within 14 days % Cancer Performance inc BS (SCR) 97.80% 99.26% 98.02% 99.24% 96% 93.88% 90.72% 97.37%

ED Number of Attendances Type 1 2,802 2,634 2,087 1,593 1,505 1,555 1,626

ED Number of Attendances Type 1&3 combined 3,172 2,980 2,304 1,712 1,597 1,650 1,725

OP New outpatient attendances (all mediums) 2,405 2,480 2,547 2,206 1,302 1,270 1,223 1,140

OP Follow up outpatient attendances (all mediums) 5,189 5,390 5,877 4,471 3,139 3,351 2,957 2,924

OP 2ww Appointment attendances Appointment Priority of 2ww (New) 297 257 250 260 173 92 101 74

OP 62 day RTT Cancer Performance

Recent data is not completely accurate due to 

delays in histology reporting and treatments at 

external sites

61% 79% 83% 72.09% 66.67% 64.41% 77.78% 48.84%

OP
31 day DTT Cancer Performance - First 

Treatments
As above 95% 100% 100.00% 100% 100% 100% 100% 100%

31 day DTT Cancer Performance - Subs 

Treatments (Surgery)
As above 100% 100% 100% 100% 100% 100% 100% 100%

31 day DTT Cancer Performance - Subs 

Treatments (Drugs)
As above 100% 100% 100% 100% 100% 100% 100% 100%

OP Number of hospital cancellations Due to COVID-19 - 0 18 17 1517 1433 882 638

OP Number of patient cancellations Due to COVID-19 - 1 24 539 759 458 189 107

OP Rate % OP hospital cancellations (all)
Hosp Cancel / Hosp Cancel + Pat Cancel + DNA 

+ Attend
0.00% 0.16% 0.16% 15.73% 17.10% 13.39% 10.69%

OP Rate % OP patient cancellations (all)
Patient Cancel / Hosp Cancel + Pat Cancel + 

DNA + Attend
0.01% 0.21% 5.15% 8.87% 5.47% 2.87% 1.79%

IP Elective admissions 1,143 1,271 1,282 1,004 540 397 292 338

IP Emergency admissions 1,010 784 794 692 485 506 492 409

IP Elective cancellations Due to COVID-19 - 0 0 0 925 301 93 31

RT RTT list size  Weekly incomplete numbers snapshotAgainst baseline March 1923,328 24806 24761 24495 24053 23,328 22579 22340

RT Follow up backlog  Weekly follow up snapshotAgainst baseline March 1934,873 31430 31328 30880 31326 32,254 32884 34056

RT ASI / Holding  Weekly PTL snapshotAgainst baseline March 19 1,407 1292 1286 1333 1339 1,452 1316 1222

RT 52 week breaches YTD  Weekly incomplete numbers snapshotAgainst baseline 2018/193 6 6 6 4 3 4 14



RTT Long Waiters – (>40 weeks) as @ 29/04/20

Specialty 40 41 42 43 44 45 46 47 48 49 50 51 52+ Grand Total 

Anaesthetics 5 4 4  2  1 1 1    3 21 

Breast surgery     1         1 

Cardiology             1 1 

Clinical neurophysiology       1 1      2 

Colorectal surgery 5 4 3 3 2 2 3 1  1 1 3 5 33 

Dermatology             1 1 

Ent 4 5 5 4 2 2 5 1 1  1 2 6 38 

Gastroenterology 8 14 12 8 12 8 7 5 6 5 4 4 7 100 

General surgery 10 6 2 4 6 4 1 1 1     35 

Gynaecology 4  1           5 

Neurology 1 1     1       3 

Ophthalmology 9 5 4 4 1 1  2     3 29 

Oral surgery 1         1   1 3 

Orthoptics      1        1 

Respiratory medicine 5 2 3 6 3 6  1 1  1   28 

Trauma & Orthopaedics 3 1 3 3 1 1   1     13 

Upper gastrointestinal 

surgery 

3 4 2 2 1 2       1 15 

Urology 5 1  1 2 2    2    13 

Grand Total 63 47 39 35 33 29 19 13 11 9 7 9 28 342 

 



Referrals and Attendance Data



Out-Patient Transformation Rapid Roll-out

There has been a definite shift in the levels of non-face to face activity in comparison to the same 

period last year.  For the W/C 20/4 we saw a 3112 increase in the number of patients being seen via 

non face to face methods. However, whilst we`ve seen a shift to more virtual, overall activity is 50% 

down on last year due to COVID.

With video consultations still in its infancy we are yet to monitor the activity; however the ability to 

record and track this is in place.  For both Telephone and Video activity we expect benefits to patients 

to include reduced travel time, parking costs and the ability to wait in the comfort of their own home 

if a clinic is running late. This may in the future reduce the need of our overall outpatient foot print, 

but it is too soon to speculate as to what this may look like.
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DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors – Public 

REPORT FROM 
 
Wendy Booth, Trust Secretary 
 

CONTACT OFFICER 
 
As above 
 

SUBJECT 
 
Reflections on Previous Meeting 
 

BACKGROUND DOCUMENT (IF ANY) 

 
NLG(20)074 - Revised Corporate Governance Arrangeme nts in light 
of COVID-19 including the Procedure for Suspending Standing 
Orders 
 

PURPOSE OF THE REPORT: 
 
For Assurance 
 

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)  

 
Due to the social distancing requirements currently  in place as a 
result of the COVID-19 pandemic, meetings of the Tr ust Board are 
not currently being held in public.  Meetings are b eing conducted 
remotely through electronic communications as a res ult. These 
arrangements will be in place until the end of June  2020 
 
It has also been agreed that during this period, th e Trust Board 
agenda will focus on four priority topics: 
 
• Our patient impacts: quality & safety issues and pr ogress 

against relevant priorities including the Trust’s r esponse to 
the CQC ‘must dos’, key risks arising and decisions  required 
by the Trust Board; 

• Our people impacts: resilience, safe staffing, abse nces, 
progress against relevant priorities, key risks ari sing and 
decisions required by the Trust Board; 

• Our financial impacts: progress against relevant pr iorities, key 
risks arising and decisions required by the Trust B oard; 

• COVID-19 planning and preparedness including key ri sks 
arising and decisions required by the Trust Board. 

 
The first meeting under the revised arrangements wa s held on 
Tuesday, 7 April 2020.  Following the meeting, Trus t Board 
members were asked to provide feedback in order to ensure that 
the Trust Board is  focussing on the right things and receiving the 
appropriate assurances and is allowing sufficient t ime to do so 
 
The attached report provides a summary of the feedb ack received.  
Where required, the feedback has facilitated change s to the agenda 
for future meetings 
  

TRUST BOARD ACTION REQUIRED 

 
The Trust Board is asked to note the report and agr ee the need for 
any additional action at this stage 
 

 
 

 



 
Reflections on Previous Meeting – Summary of Feedba ck 

 
Questions  Rating*  Comments  

1 2 3 4  
Business Conducted  

Q1 Did the papers meet your expectations to provide the 
necessary assurance?  Please be specific about why it did or 
did not, including anything which you felt was missing from 
the content of the papers. 
 

  5 2 • The paper on COVID-19 (Surge & Capacity Planning) 
was good but the risk and mitigation section could have 
been expended upon further. 

• The ‘Our Patient Impacts’ paper was very informative 
but needs greater detail on the impact COVID-19 
preparedness is having on ‘business as usual’ and what 
the recovery plan is in the key performance areas. 

• The ‘Our People Impacts’ paper covered all of the right 
topics but needed a bit more granular detail in the 
different sections. 

• The papers were focussed and though by necessity 
abridged, enabled focus on the key issues.  Some of 
the approaches taken need to be re-examined to see 
what lessons can be learned as part of ‘business as 
usual’ once the impacts of the pandemic have 
lessened.  

• By and large, assurance was met from a Trust Board 
perspective.  The cover sheets were clear and 
unambiguous including the action required by the Trust 
Board.   

• In seeking assurance, the COVID-19 Surge and 
Capacity Planning presentation was particularly useful.  

• It would be helpful to see less prose and more papers 
delivered as bullet points. 

• In the main the papers covered all of the key issues.   
• The ‘Our Patient Impacts’ paper covered the key points. 
• The focus of the agenda on the four target areas was 

the right thing to do but there is a need for more timely 
receipt of papers. 

Q2 Did any one item / paper stand out for you as a model to 
adopt for all items? Please be specific about why. 

  1 1 • The COVID briefing suited a power point presentation.  
However, the format of the ‘Our People, Patient and 
Finance Impacts’ papers also worked – so no need for 
massive change. 



• Both finance papers were concise and were clear on 
the position and the action required by the Trust Board.  

• ‘Our Patient Impacts’ paper covered a lot of ground in a 
pretty succinct manner. 

• The shorter papers were much easier to read. 
• The finance paper (NLG(20)081) was really insightful 

and communicated a complex situation very well. 
Q3 Where there any other urgent items missing from the agenda 

that you would expect to see? 
 

  2  • Greater detail is needed on the impact COVID-19 
preparedness is having on ‘business as usual’ and what 
the recovery plan is in the key performance areas 
(patient waiting lists, cancer, diagnositcs, increased 
utilisation of virtual clinics). 

Meeting Conduct & Timing  
Q4 Did the tone and conduct of the meeting feel that you were 

able to contribute constructively?  Please be specific about 
why it did or did not. 

  1 5 • Good chairmanship of the meeting with the opportunity 
to contribute and good facilitated feedback. 

• Having a visual forum like Zoom works really well and 
better than just audio. 

• There is a necessary protocol to be followed in the case 
of media calls, whether visual or not, and the Chair 
ensured these were in place. 

• The meeting was chaired well and was inclusive.  
• All participants were able to contribute and everyone 

was respectful of the experience. 
• The meeting was managed within time and the proper 

length of discussion was had for most subjects whilst 
allowing all participants to have their say. 

• The tone and conduct were fine and suited the 
circumstances. 

• The length of time spent on the COVID item meant 
other items appeared to be rushed. 

• Despite the Trust Board’s collective inexperience with 
Zoom it is clear that this is a very accessible package 
that facilitates discussion and can only improve further 
with familiarity and experience. 

• It would be helpful to incorporate a comfort break. 
Q5 What worked or did not work for you meeting virtually? 

 
   3 • Meeting virtually worked well as an alternative method 

during the COVID-19 period. 
• Adoption of protocols (for managing virtual meetings). 
• Worked really well, although inevitably takes longer so 

worth thinking through for other meetings.  
• It can be difficult to gauge how the room was feeling 

and to see non-verbal communications. 



• Felt able to raise my question or comment; the chair 
provided ample opportunity for all attendees to 
participate and it did not feel rushed. 

• The video allows all participants to be seen. 
• Practice using the technology will make these meetings 

more succinct and better delivered including the ability 
to share documents on screen 

• Exceeded expectations. 
• It worked saying your name to be able to comment. 

Q6 The aim is to limit meetings to 2 hours in duration. Do you 
feel this is sufficient to enable the necessary business to be 
transacted? 

  1 1 • The meeting ran over the 2 hour slot.  We should look 
to make the meeting a bit longer to ensure we do not 
rush important items and cut off interaction. 

• The very nature of virtual calls means that there is 
brevity by necessity.  As long as the papers are well 
catalogued and precise, any meeting that lasts more 
than 2 hours in these circumstances loses focus. 

• Depends upon the agenda. 
• A 2 hour time limit must be an ambition but not a hard 

cut off.   
• Yes, two hours is sufficient provided that the number of 

items on the agenda is carefully considered to enable 
discussion and decisions to be taken. 

• No – needs 3 hours. 
• Yes it should be – the meeting ran over but with 

experience and discipline it should definitely be possible 
in future. 

• Yes with condensed paperwork. 
 Anything else?      • There is a need to consider how the Trust captures all 

of the positive developments throughout this period that 
it may want to adopt more permanently moving forward 
– i.e. the use of virtual meetings for some meetings, etc. 

 
* Rating 1 to 4 with 1 being low and 4 being high 
 
Notes: 

1. Comments are not verbatim in all instances but provide a summary only.  
2. Where comments are duplicated they have been included once in the comments column. 
3. Not all responses to questions were rated. 
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TRUST BOARD OF DIRECTORS  

 
Summary Note of Discussions & Decisions from the Meeting held on Tuesday, 7 April 2020 at 2.00 pm 

 
 
 
Present:  
 
Mr T Moran  Chair 
Dr P Reading  Chief Executive Officer 
Mr J Hayburn  Interim Director of Finance 
Mr S Stacey  Chief Operating Officer 
Dr K Wood  Medical Director 
Mrs E Monkhouse Chief Nurse 
Mrs L Jackson             Vice Chair 
Mr T Bramley  Non-Executive Director 
Mrs S Hills  Non-Executive Director 
Mr N Gammon Non-Executive Director 
Mr M Whitworth Non-Executive Director 
 
In Attendance: 
 
Mr A Beddow  Associate Director of Communications 
Mrs W Booth  Trust Secretary 
Ms C Low  Acting Director of People & Organisational Effectiveness 
Mr J Johal   Director of Estates & Facilities and Interim Director of Digital Services 
Mr I Mcconnell  Director of Strategic Development 
Mr B Page  Lead Governor 
Mrs A Hurley  Membership Manager & Assistant Trust Secretary 
Mrs S Meggitt   Personal Assistant to the Chair and Trust Secretary (for the minutes) 
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Agenda Item Outcome of Discussion & Decisions Lead 
Board Assurance: 
Revised Corporate Governance 
Arrangements in light of COVID-19 
(NLG(20)074) 

The Trust Board received and approved the revised corporate governance 
arrangements put in place in light of COVID-19 including the decision to retain 
meetings of the Quality & Safety Committee.  It was agreed that there was a 
need to agree the division of responsibility between the Audit, Risk & 
Governance Committee and the Quality & Safety Committee and also clarify the 
issues to be discussed directly by the Trust Board during the period of the 
pandemic, so as to avoid duplication and also things being missed.      

Tony Bramley, Chair, 
Audit Risk & 
Governance Committee 
and Wendy Booth, 
Trust Secretary 

Proposals for the Audit, Risk & 
Governance Committee for the Duration 
of the COVID-19 Crisis Response 
(NLG(20)075) 

The Trust Board agreed the revised Terms of Reference for the Audit, Risk & 
Governance Committee during the period of the COVID-19 pandemic, subject 
to a minor amendment reflecting the retention of meetings of the Quality & 
Safety Committee. Linked to action above. 

Tony Bramley, Chair, 
Audit, Risk & 
Governance Committee 

Board Assurance Framework 
(NLG(20)076 

The Trust Board reviewed the Board Assurance Framework and noted the 
expansion of the previous Brexit entry to cover wider business continuity and 
preparedness for external events including pandemic and the change of risk 
rating, in light of COVID-19, from 8 – 16.  It was agreed that the rating for this 
risk should remain under review.  It was also agreed that the risk entries under 
the ‘work more collaboratively’ section should be reviewed to ensure oversight 
by a single Board Assurance Sub-Committee in each instance. 

Wendy Booth, Trust 
Secretary 

Items for Discussion: 
COVID-19: Planning and preparedness 
including key risks arising and decisions 
required by the Trust Board 

The Trust Board received a briefing on COVID-19 from the Chief Executive and 
members of the Executive Team under the following headings: 
 
• Current patient position (local e.g. numbers and trends) 
• Incident Leadership and Support Arrangements 
• Testing – SGH Facility, Staff Testing, Turnaround Times, Future Plans / 

Possibilities 
• CCU and Surge Escalation – including Harrogate Nightingale 
• PPE – Guidance, Supply, Staff Concerns 
• Staffing Issues – Numbers of Staff Absent, Staff Support, Working from 

Home 
• Patients & Visitors 
• Communications 
• System Complexities and Working Arrangements (National, Regional, ICS, 

Northern Lincs, Place-based) 

Dr Peter Reading, 
Chief Executive & 
Executive Team 
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Key points to note: 
 
In addition to the incident management response and care of COVID-19 
patients, the Trust is also continuing to care for patients who do not have 
COVID-19.   
 
The Trust continues to work with external stakeholders to share learning and 
intelligence in support of the Trust’s response to COVID-19. 
 
Whilst the Trust has suspended patient visiting, exceptions include patients at 
end of life, paediatric ward areas and neonatal units.  In respect of birthing 
areas, visiting has been adjusted dependant on the needs of individual women.   
 
Appropriate support packages (including health & well-being) have been put in 
place for staff. 
 
The Trust continues to issue daily COVID-19 communications to staff.  A 
section has also been created on the Trust’s website so that patients and 
families can access relevant information. 
 
Actions agreed:  
 

1. Staff feedback / concerns to be included as part of future Board reports. 
2. Briefing document on health & well-being support to staff to be shared 

with Non-Executive Directors. 
3. COVID-19 briefing to remain a standing item on the Trust Board agenda 

during the COVID-19 period and to include the impact on business as 
usual activities and how this will be recovered. 

Highlight Report from the Ethics 
Committee (NLG(20)077 

The Trust Board received and noted the highlight report from the newly 
convened Ethics Committee; established to support decision making associated 
with COVID-19.  The Trust Board noted that the COVID-19 admissions pro-
forma had been approved by the committee and is in use. 

Dr Kate Wood, Medical 
Director 

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 

The Trust Board received a briefing on current quality & safety issues and 
progress against key priorities including: 
 
• Waiting lists – work to ensure patients can continue to be prioritised and 

reviewed where possible during the period of the COVID-19 pandemic 

Dr Kate Wood, Medical 
Director 
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Board • CQC Improvement Actions – progress in some instances being impacted 
by COVID-19 

• Serious Incidents (SIs) – completion of investigations may be delayed as 
clinicians are having to re-prioritise to clinical work. Patients and families 
are being informed of any such delays 

• Mortality – work is underway to enable clinicians who are self-isolating to 
continue to complete mortality review work 

 
In respect of the CQC improvement actions, the Trust Board agreed the need to 
prioritise and focus on waiting lists, diagnostic reporting, mortality, end of life 
and emergency care.      

Our People Impacts: resilience, safe 
staffing, absences, progress against 
relevant priorities, key risks arising and 
decisions required by the Trust Board 

The Trust Board received a briefing on current staffing issues and progress 
against key priorities including: 
 
• Safe staffing 
• Staff resilience 
• Recruitment 
• Training & Development 
• Mental Health & Well-being 
• Occupational Health 
 
In respect of training, it was agreed that the provision of the Advanced 
Paediatric Life Support (EPALS) Training should remain under review by the 
Quality & Safety Committee. 

Tony Bramley, Chair, 
Audit, Risk & 
Governance Committee 

NHS Charities Together – Grants 
Scheme: Staff Well-being Packs 
(NLG(20)079a 

The Trust Board noted receipt by the Trust of a grant of £5k from the NHS 
Charities Together Small Grants Scheme, to be used to provide well-being 
packs / gifts for staff and volunteers within the Trust, and the planned award of 
a further £30k in the near future.  Consideration is being given to the best use of 
these funds for the benefit of patients and staff.   

Neil Gammon, Chair of 
the Health Tree 
Foundation Trustees’ 
Committee / Trust 
Board  

Our Financial Impacts: progress against 
relevant priorities, key risks arsing and 
decisions required by the Trust Board: 
Scheme of Delegation – Authorisation of 
COVID-19 Costs (NLG(20)080 

The Trust Board received the process for the authorisation of COVID-19 
expenditure in line with the current Scheme of Delegation which is intended to 
enable timely decision making whilst ensuring proper financial governance. The 
process was approved in principle subject to review by the Audit, Risk & 
Governance Committee including consideration of the application of an upper 
limit on the approvals.  
 

Tony Bramley, Chair of 
Audit, Risk & 
Governance Committee 
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The Trust Board also agreed to a deferral of the implementation of the recently 
revised Scheme of Delegation and SFIs allowing managers to continue with 
existing approval processes with which they are familiar during the COVID-19 
period. It was agreed however that implementation of the new Scheme of 
Delegation and SFIs should be as soon as conveniently possible. It was also 
agreed that the Audit, Risk & Governance Committee should retain oversight of 
this issue on behalf of the Trust Board. 

Our Financial Impacts: progress against 
relevant priorities, key risks arsing and 
decisions required by the Trust Board: 
Change in Financial Flows & Temporary 
Financial Plan 

The Trust Board noted and approved the temporary financial plan for the first 
four months of the financial year; reflecting not least the suspension of the 
operational planning process for 2020/21 in light of COVID-19.  

Jim Hayburn, Interim 
Director of Finance 

Trust Priorities for 2020/21 (NLG(20)082 The Trust Board received the original draft priorities for 2020/21 although it was 
noted that these would need to be reviewed and revised, as appropriate, in light 
of the impact of COVID-19.  It was agreed that the revised Trust priorities would 
be submitted for approval by the Trust Board at its May 2020 meeting. 

Dr Peter Reading, 
Chief Executive 

Quality Strategy (NLG(20)083 The Trust Board approved the final Quality Strategy. Dr Kate Wood, Medical 
Director 

Ethics Committee Terms of Reference 
(NLG(20)084 

The Trust Board received and approved, in principle, the Terms of Reference 
for the newly convened Ethics Committee subject to amendment to include the 
planned duration of the committee and clarity in relation to the work of the sub-
groups reporting to the committee.  It was agreed that the amended version 
would be circulated for final virtual approval 

Dr Kate Wood, Medical 
Director 

Annual Governance Statement – 
Delegation of Authority (NLG(20)085 

The Trust Board noted the required outline of the 2019/20 Annual Governance 
Statement and agreed 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. 

Wendy Booth, Trust 
Secretary 

DPOWH CT Modular Business 
Justification Case 

The Trust Board approved the justification case for the DPOWH CT. Ivan McConnell, 
Director of Strategic 
Development 
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Date of Meeting: Tuesday, 5 November 2020 
 
Minute 
Ref 

Agenda Item  Action Point  Owner  Due Date Completed Date  Progress  Status  

8.3.3 Leadership 
Development Strategy 

Agreement reached to delay 
the approval of the strategy 
due to the delay in publication 
of the NHS People Plan.  Trust 
Board to be kept informed of 
developments. 

Claire Low  4 February 2020 
 
3 March 2020 
 
2 June 2020 

 Update provided at the April 
2020 meeting – strategy delay 
due to the delay in publication 
of the NHS People Plan.  Draft 
People & Organisational 
Effectiveness Strategy, which 
includes the Leadership 
Development Strategy, will be 
submitted to the Trust 
Management Board prior to 
being submitted, for approval, 
to the Trust Board in 2 June 
2020. 

On Track 

 
 
Key: 
 
RED Overdue  
AMBER On Track  
GREEN Completed – can 

be closed 
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Date of Meeting: Tuesday, 5 November 2020 
 
Minute 
Ref 

Agenda Item  Action Point  Owner  Due Date Completed Date  Progress  Status  

8.3.3 Leadership 
Development Strategy 

Agreement reached to delay 
the approval of the strategy 
due to the delay in publication 
of the NHS People Plan.  Trust 
Board to be kept informed of 
developments. 

Claire Low  4 February 2020 
 
3 March 2020 
 
2 June 2020 

 Update provided at the April 
2020 meeting – strategy delay 
due to the delay in publication 
of the NHS People Plan.  Draft 
People & Organisational 
Effectiveness Strategy, which 
includes the Leadership 
Development Strategy, will be 
submitted to the Trust 
Management Board prior to 
being submitted, for approval, 
to the Trust Board in 2 June 
2020. 

On Track 

 
 
Key: 
 
RED Overdue  
AMBER On Track  
GREEN Completed – can 

be closed 
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Trust Board Decision Log: covering the period of the COVID-19 Revised Corporate Governance Arrangements 

1. Matters deferred or dealt with via a different route: 

Date of Meeting: Tuesday, 7 April 2020 (original proposed agenda pre-COVID) 

Agenda 

Item No. 

Title Deferred 

(Yes / No) 

Action Taken Or Required Lead Review Date 

Public: 

 

4.1 Integrated Performance 

Report (for April 2020) 

Yes Circulated to Trust Board members for information.  The Integrated 

Performance Report will, however, be circulated with the agenda 

from the May 2020 meeting onwards to inform the discussion on 

the impact of COVID on ‘Business as Usual’ / agreed performance 

trajectories and recovery. 

Jug Johal, Director 

of Estates & 

Facilities/Interim 

Director of Digital 

Services 

Ongoing – next 

update 5 May 

2020 

6.2 CQC Briefing – Progress 

against 3 Month Milestone 

Yes Specific item deferred but CQC briefing covered in the paper 

entitled: ‘Our Patient Impacts’ submitted to the 7 April 2020 Trust 

Board meeting and to be included as a regular feature in these 

reports during the period of the COVID-19 pandemic.  Trust Board 

decision to focus on: waiting lists, mortality, end of life and 

emergency care during this time.  

Dr Kate Wood, 

Medical Director 

Ongoing – next 

update 5 May 

2020 

7.2 Board Development 

Programme 

Yes Board Development activity has been suspended until the end of 

June 2020 

Terry Moran, Trust 

Chair 

30 June 2020 

8.2 Finalised Terms of Reference 

of the Remuneration & 

Terms of Reference (RATS) 

Committee (incorporating 

comments and agreements 

at March 2020 Trust Board 

meeting) 

Yes To be approved virtually and final ratified version to be copied to all 

Trust Board members. 

Wendy Booth, 

Trust Secretary / 

Linda Jackson, Vice 

Chair 

By end April 2020 

(virtual approval) 
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8.4 & 8.5 Outcome of the Review of 

Board Sub-Committees: 

Finance & Performance and 

Workforce 

Yes Review of the outcome of the review of all Board Sub-Committees to 

be submitted for ratification to the next public Board meeting post-

COVID. 

NED Chairs 30 June 2020 

11. Items for Information 

(Appendix A) 

Yes Urgent concerns or questions on items for information to be raised 

by exception at the next meeting of the Trust Board. 

All Trust Board 

Members 

Ongoing – next 

update 5 May 

2020 

 

Items Deferred from the Corporate Timetable 

Due Date Item Action Taken or Required Lead Review Date 

Bi-Monthly Reporting (Standing Items): 

 

April 2020 Patient Story Suspended until the end of June 2020. Ellie Monkhouse, 

Chief Nurse 

30 June 2020 

April 2020 Staffing Report Urgent items by exception to be included in the monthly paper 

entitled ‘Our People Impacts’. 

Claire Low, Acting 

Director of People 

& Organisational 

Effectiveness 

Ongoing – next 

update 5 May 

2020 

April 2020 Nursing Assurance Report Urgent items by exception to be included in the monthly paper 

entitled ‘Our Patient Impacts’. 

Ellie Monkhouse, 

Chief Nurse 

Ongoing – next 

update 5 May 

2020 

Quarterly Reporting: 

 

April 2020 Patient Experience Quarterly 

Analysis Report 

To be included in ‘Items for Information’.  Urgent concerns or 

questions to be raised by exception at the May 2020 meeting of the 

Trust Board. 

Ellie Monkhouse, 

Chief Nurse 

5 May 2020 

April 2020 Freedom to Speak Up Guardian 

Quarterly Report 

Urgent items by exception to be included in the monthly paper 

entitled ‘Our People Impacts’. 

Claire Low, Acting 

Director of People 

& Organisational 

Effectiveness 

Ongoing – next 

update 5 May 

2020 

April 2020 Guardian of Safe Working Quarterly 

Report 

To be included in ‘Items for Information’.  Urgent concerns or 

questions to be raised by exception at the May 2020 meeting of the 

Trust Board. 

Dr Kate Wood, 

Medical Director 

5 May 2020 
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Annual Reporting: 

 

April 2020 Security Annual Report 2019/20 To be included in ‘Items for Information’.  Urgent concerns or 

questions to be raised by exception at the May 2020 meeting of the 

Trust Board. 

Jug Johal, Director 

of Estates & 

Facilities/Interim 

Director of Digital 

Services 

5 May 2020 

April 2020 Medicines Management Annual 

Report 2019/20 

Deferred until August 2020 Trust Board meeting. Dr Kate Wood, 

Medical Director 

4 August 2020 

April 2020 Freedom of Information Annual 

Report 2019/20 

Deferred until October 2020 Trust Board meeting.   Ade Beddow, 

Associate Director 

of Communications 

6 October 2020 

April 2020 Operational Plan National guidance published ‘pausing’ the operational planning 

process with no requirement at present to submit a plan.  Awaiting 

further guidance. 

Kathryn Helley, 

Improvement 

Programme 

Director 

30 June 2020 
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2. Use of Emergency Powers: 

Date Issue & Decision Required Lead Director Approved By(1) Date Decision 

Reported to & 

Ratified by the Trust 

Board 

April 2020 The use of emergency powers was not required during April 2020. - - - 
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Notes: 

1. The Trust’s Standing Orders (as outlined within Annex 7 of the Trust Constitution) allows for the use of emergency powers for urgent decisions outside 

of formal Trust Board meetings where this may be required, as follows: 

 

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. 



 
NLG(20)092    

DATE OF MEETING 5th May 2020 

REPORT FOR Trust Board of Directors – Public 

REPORT FROM 
 
Tony Bramley, Chair of Audit, Risk & Governance Committee 
 

CONTACT OFFICER Jim Hayburn, Interim Director of Finance 

SUBJECT Audit, Risk & Governance Committee Highlight Report – April 
2020 

BACKGROUND DOCUMENT (IF ANY) - 

PURPOSE OF THE REPORT: 
 
Issues from the Audit, Risk & Governance Committee 
meeting of 21st April 2020 requiring escalation by exception to 
the Trust Board. 
 

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) 

 
• Revised Trust Governance Arrangements: Reviewed. 
• C-19 Expenditure Delegation: Proposal for decision. 
• “Going Concern” Assessment: Agreed. 
• Draft Annual Accounts: Approved. 
• Draft Annual Governance Statement: Approved. 
• Draft Head of Internal Audit Opinion:  ‘Significant 

Assurance’. 
• External Auditors’ Audit Strategy Memorandum: Noted. 
• Annual Health & Safety Policy Statement: Approved.  
• Annual review of CQC Statement of Purposes: 

Approved.  
• Board Assurance Framework (BAF): Challenged. 
 

TRUST BOARD ACTION REQUIRED 
 
 
The Trust Board is asked to note the key points raised by the 
Committee, and consider any further action needed. 
 

 

 

 



Northern Lincolnshire and Goole NHS Foundation Trust        NLG(20)092 
____________________________________________________________________________________________________________ 
 

Highlight Report to the Trust Board 
 

 
Report for Trust Board Meeting on: 
 

5th  May 2020 

Report From:  Audit, Risk and Governance Committee held on 
21st April 2020 
 

Highlight Report: 
 
Revised Trust Governance Arrangements: The temporary C-19-related changes to the governance 
arrangements that had been agreed previously by the Trust Board were formally noted by the 
Committee, including its revised Terms of Reference. 
 
C-19 Expenditure Delegation: Attached as report NLG(20)092a for decision. 
 
“Going Concern” Assessment: The Committee was content to confirm that the Trust met the 
requirements of the ‘going concern’ judgement required for the 2019/20 annual accounts. 
 
Draft Annual Accounts: These were approved for review by the Trust’s External Auditors. 
 
Draft Annual Governance Statement: Approved subject to amendments arising from the Committee’s 
comments. 
 
Draft Head of Internal Audit Opinion:  Provided overall ‘significant assurance’ and could be relied upon 
by the External Auditors. 
 
External Auditors’ Audit Strategy Memorandum: The External Auditors confirmed that NLAG was the 
only Trust they were dealing with to have completed the accounts at this point, but that they might still 
require the nationally-agreed extension for the final accounts’ approval (into June 2020) due to delays in 
receiving national guidance from the NAO on how to treat accounting uncertainties created by the C-19 
pandemic. 
 
Annual Health & Safety  Policy Statement: Approved subject to some minor amendments. 
 
Annual review of CQC Statement of Purposes: Approved subject to some minor observations. 
 
 
Confirm or Challenge of the Board Assurance Framework (BAF): 
 
 
The Committee reviewed the contents of the March 2020 BAF and asked the Trust Secretary to initiate a 
review of two of the strategic objective risks:  
 

• “Adverse Impact of External Events”: In view of the impact of C-19 on the Trust’s corporate 
activities the Committee asked that the current risk rating of 16 be reviewed. 

• “Trust Leadership – Capacity & Capability”: In view of the impact of C-19 on the Trust’s corporate 
management the Committee asked that the current risk rating of 12 be reviewed. 

 
 
Action Required by the Trust Board: 
 
 
The Trust Board is asked to note the key points raised by the Committee, and consider any further action 
needed. 
 
Tony Bramley 
Non-Executive Director and Chair of Audit, Risk and Governance Committee 
 

_____________________________________________________________________________________________________________ 
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NLG(20)092a 

DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors - Public 

REPORT FROM 
 
Tony Bramley,  NED / Chair of Audit, Risk & Governance Committee 
 

CONTACT OFFICER Jim Hayburn, Interim Director of Finance 

SUBJECT 
 
Scheme of Delegation – Authorisation of COVID-19 Costs 
 

BACKGROUND DOCUMENT (IF ANY) 
 

• NLG(20)080: Scheme of Delegation – Authorisation of COVID-19 
Costs; 

• 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: 
 
Following referral from the Trust Board on 7th April 2020, the Audit, 
Risk & Governance Committee reviewed the proposal at its meeting 
on 21st April 2020 and has made a recommendation on limitations to 
the delegation. 
 

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 Audit, Risk & Governance Committee agreed the proposal with 
the following two caveats, that: 
 
1. There would be regular reporting to the Trust Board of 

expenditure on Covid-19 by the Interim Director of Finance, and; 
 

2. There should be a limit of £1m on any individual or grouped 
items of expenditure on Covid-19, and that where the cumulative 
effect of any decisions to spend would be greater than £1m 
(such as free car parking going on for longer than anticipated) 
then the Trust Board would be informed as appropriate and 
asked to consider any proposed extension to this limit. 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
 
The Board is requested to approve the recommendation from the 
ARG Committee on the delegated limits for COVID-19 expenditure.  
 

 

 

 



BOARD ASSURANCE FRAMEWORK (BAF)
APRIL 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.













TARGET CURRENT TREND TREND TREND TREND TREND TREND TREND TREND TREND TREND TREND

Strategic Risk 
Number

Linked to Strategic Objective Strategic Risk Title
TARGET 

RISK 
RATING Ap
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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 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 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 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 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 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 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 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 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 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 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 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 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 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

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

4. To work more collaboratively

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



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 **NEW** 2698 Cancer: 2448; 2008 Cancer: 2601, 2592 Diagnostics: 1800

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

RTT: 2245; 2118 RTT: 2347 (F/U) Diagnostics: 2617

* Diagnostics: 2522 RTT: 2401 

A&E: 2562

* Diagnostics: 2646

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:
* 2646: Replacement of Xray room 1 at Goole [Risk Rating reduced from 20 to 16, Apr 2020] 1 2 3 4 5
* **NEW**: 2698: Demand and Capacity [W&C] (RR: 8, C4xL2)

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 March 20: Trajectory: 87.3%. ACTUAL: 74.2%. 

b)

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%
Performance during March 20: Trajectory: 80.9%. ACTUAL: 74.9%. 

c)

6-week wait for diagnostics - DMO1: Aim 1% of diagnostic requests breach the 6 week target. 
Performance during March 20: Trajectory: 8.5%. ACTUAL: 21.5% 

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:
(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)).

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)

Review the clinical harm risk stratification with divisions based on national guidance to inform the risk of clinical 
harm resulting from Covid-19 and review the performance risk rating accordingly.
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.
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.

Cancer 62 day target: Aim to meet national target in 2021. Current local agreed target 85%.
Performance during February 20: Trajectory: 76.4%. ACTUAL: 59.1%. 

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.
As a result of the Covid-19 pandemic routine work has been stood down. Guidance has been issued by NHSE/I on 
RTT waits and long waiting patients which advises thses are not being routinely monitored nationally during the 
pandemic, although internal tracking/action of patients waiting more than 40 weeks continues with updates to 
NHSE/I on total numbers. Where possible patients are continuing to be seen/treated via virtual clinics. Clinicians 
in each specialty are undertaking risk stratification across all waiting lists in line with national guidance and 
patients are being clinically reviewed and re-prioritised.
The Trust has a zero backlog in Radiology.
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE
Date added:
Last updated: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 27-Apr-20

Assurance Committee: Finance & Performance Committee

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

(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;
Planning has commenced for recovery post-Covid-19 in terms 
of potential capacity and demand.

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);
Capacity and demand planning for recovery has commenced;
Single site colorectal MDT has commenced on the 8 April 
2020. All referrals are also now being clinically assessed and 
where appropriate streamlined for straight to test telephone 
assessment. 

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, 
Urology and Colorectal.

Faster pathways defined and in 
place for all 4 priority 
pathways: Lung, Urology, 
Colorectal and upper GI 
(supported by necessity linked 
to Covid-19) (evidence of sign 
off to be obtained).

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

Test compliance remains 
embedded post Covid-19 
through undertaking data 
pathway analysis, end of Q3 
2020/21.

A

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

Gaps in oncology due to staff 
absence / vacancy.

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, April 2020.

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

Quarterly thematic analysis 
reasons for breaches 
reporting to Cancer Board, 
Ongoing.

Colorectal 100 day 
improvement challenge, 
ongoing; day 50 review 
scheduled. 

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.

Ability to flex capacity to meet 
demand.

Associate Director of Cancer 
to work with divisions for 
how thematic analysis leads 
to pathway improvement 
within divisions, Q4 
2020/21.

HUTH Oncology services 
consolidattion onto single site 
(DPoW; Jan 2020), overseen by 
clinically led steering group, 
review in March 2020 of 
lessons learnt cancelled due to 
Covid-19. Evaluation of change 
cannot be undertaken until 
3months post Covid-19, Q4 
2020/21.

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

(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 and implementation of COVID-19 response plans 
to ensure A&E can continue to function safely.

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 
Care Physician 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.

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 patients 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, 
April 20.

Potential for less patients to 
remain in A&E longer than 4 

Review Audit results and 
    

     
   

 

Trust not meeting 
constitutional target or local 

A

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.

Focus on unscheduled pathway 
and improving flow by new 
Assistant General Manager.

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

Implementation of Acute 
Assessment Unist 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.

Tumour site MDTs not focussed 
on QSIS Standards.

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. 
Temporary arrangement in 
place to discuss Mesothelioma 
within Hull MDT.



 

       

         
         

          

       
       

         
      

        
          

    

    

          
         

          
         

   

   
    

     
    

  

    
     

  
   

  
    

      
  

     
      

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

   
    

trajectory.

(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 cleared as a result of 
Trust's plans for Covid-19.

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. 
Trigger points tested and 
effective. Currently not needing 
to use due to Covid-19.

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

Assurances obtained regarding 
financial spend.

R

[Aim: Amber Assurance 
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.

   
   

  

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.

PRIM

(d) Diagnostics - DMO1 
[Echocardiography]

PRIM meeting oversight.

(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.

Complete data validation 
manually and informatics to 
apply greater controls.

A

DMO1 improvement 
trajectories in place for 
2020/21.

I t l B h t t d 
      

  

Data quality gaps have been 
identified in connection with 

 

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

  

Bid submitted for £101k for 
MRI scanner capacity and 
£34k for reporting to 
recover DMO1 postion to 
15%. No outcome heard.
MSK service tender by Trust 
and partners, change in 
service delivery will reduce 
demand on diagnostics 
resource, monitor impact, 
Ongoing. 

Radiology Diagnostic capacity

Recruitment and training, 
ongoing.

(c) RTT/18 weeks

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.

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.

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

Demand and capacity data updated and schedule for regular 
updates.

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.

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.

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.

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

Audit of business rules project 
underway, report on extent of 
errors expected mid-end March 
2020. On hold for Covid-19 
reasons as validation staff 
redeployed, deferred for a 
month.

Additional MRI capacity at 
both sites planned (DPoW 
capital allocated and building 
work commenced, however 
stopped for 4 wks due to Covid-
19; SGH capital not yet 
allocated) NHSI funding 
decision awaited.

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

Development of weekly 
KPIs/Monitoring Report (IPR), 
Mar 20. [Delayed as a result of 
Covid-19]

Gap in reporting against DMO1 
position. Covid-19 has not 
helped.

Integrated Performance 
Report including the DMO1 
position, TBC.

Drafting underway for 
Radiology work plan (3-5yrs). 
Radiology approved as part 
of Trust strategy exercise, 
working up implementation 
behind the strategy on hold 
due to Covid-19.

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

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

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

Reporting capacity backlog, 
although evidence this is 
reducing.

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

Adversely affected by Covid-
19.

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

Demand management of MRI 
with CCGs.

Ongoing efforts to recruit 
Radiologists. Exploring 
Radiology fellows 
programme alongside 
Morecombe Bay following 
successful pilot. NLAG to 
join wave 2. TBC. Global 
travel affected by Covid-19.



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.

R PRIM

    
[Echocardiography]

  

(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.

  
    

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

     
    

uncashed clinics

   
    

with old TCI supported by 
Patient Admin Team

RAG RATING KEY:

(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 
f  d lit  t  t d 1% 

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, 
Apr 2020. 

Trust's priority focus of RTT 
impacts adversely on DMO1 
waiting times performance.

Ongoing management of 
PTL. Adverse implication of 
Covid-19.

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. Radiology 
approved as part of Trust 
strategy exercise, working 
up implementation behind 
the strategy on hold due to 
Covid-19.



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 QP1: 2653

* QP4b: 2566 QP2a: 2582 **INCREASE**
QP5: 2401; 2448; 2008
QP5: 2601

3 QP2: 2393 QP3a: 2600 QP1b: 2598 QP5: 2160; 2210
* QP4: 2640 QP3b: 2537 QP2: 2389; 2671 CQC: 2659

QP2a: 2672 QP5: 2524 QP4: 2620 CQC: 2681 QP1b: 2531
QP2a: 2669 QP5: 2261; 2244; 2569; 2261

* Review plans to close operational gaps linked to 7-day services. QP2: 2661 CQC: 2687 2244; 2650; 2605; 2282
QP2a: 2576 CSC: 2186

2 QP3b: 2559 QP1b: 2111

*

CHANGES SINCE LAST MONTH:
* QP2a: 2582 Care of Critically Ill children (Risk rating INCREASED from 6 to 16 (C4xL4)) [this was previously 16 and low   1

1 2 3 4 5

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:

Oxygen policy and previously updated guidance reviewed and refreshed by consultant from Respiratory, to be 
ratified in May 2020.

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 April is 117.6 (DPoW: 122; SGH: 114).

The Covid-19 pandemic has impacted on a number of the Trust's improvement projects that link to the quality 
priorities.

Progress with learning from deaths reviews has been affected with less reviews being undertaken by clinical staff, 
mitigation in place to increase the number reviewed from staff unable to work clinically during the pandemic.

4-6.
Moderate 

Risk
Low Risk

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.

Very Low 
Risk

1-3.

High Risk

Likelihood (1-5)

15-25. 8-12.

Process issues resolved resulting in WebV reportable Sepsis data. Validation work to be completed to test for 
assurance purposes.

Single MDT goes live for Colorectal Cancer during April 2020 with all referrals now being clinically assessed and 
where appropriate streamlined for straight to test telephone assessment.

Business case submitted for consideration of a faster EPMA roll-out plan.
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)

Monthly Executive Highlight Report: Plans for next month:
Stakeholder meeting planned in May to look at ways of greater collaborative working as system for EOL and 
palliative care services to inform the development of a business case for increased consultant led palliative care 
services.

To include in the May 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.

Set EOL and associated KPIs to ensure these link to ongoing improvement work linked to the Trust's priorities. 

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. 
During the month the following changes were made to underpinning divisional risk registers:

Key:
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE
Date added:
Last updated:

Mortality 
Improvement Group;

Quality Governance 
Group;

Quality & Safety 
Committee.

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

R

R

A

Insufficiently trained SJR 
reviewers

SJR training plan reviewed. To 
implement actions, May 2020.

Divisional assurances reporting 
to MIG, Ongoing.

Lack of divisionally owned 
improvement plans / learning 
lessons.

Disparity between statistically 
calculated expected deaths and 
the observed deaths.

A

Grant Thornton updates are 
identifying gaps in assurance 
with regard to historic 
recording/coding of SHMI 
impacting risk factors/Primary 
diagnoses.

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

Mandatory EOL training for 
    
     

Planning for EOL as part of 
RESPECT document  Develop 

    
     

    
 

Divisional M&M arrangements 
not fully in place.

Clinician time to review cases.

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.

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

Use of Mortality Screening tool 
with links to SJR for NQB cases 
or where further learning is 
identified, ongoing. 

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

Working with clinical staff 
unable to work clinicially during 
the Covid-19 pandemic to 
continue review of cases for 
learning lessons, Ongoing.

19 Cases reviewed by clinical 
staff unable to work clinically 
during the Covid-19 pandemic, 
plans in place to review more 
cases this way.

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

       
    

   

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

Northern Lincs End of life care 
pathway guidance 
documentation, June 2020

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

SJR review rate approx. 25%

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

A

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

appointments made.

Low number of NQB SJRs 
requested via complaints/PALS 
routes.

Reporting of 'avoidable deaths' 
from SJR process needs review, 
disparity between SJR 
judgement and SI panel review.

Development of process to 
ensure SI Panel 'validates' SJR 
avoidability of death score 
when escalated cases are 
reviewed, to ensure consistency 
between the two processes.

Improved Charlson co-
morbidities capture through 
WebV. Rollout TBC.

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

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

Monthly update paper from 
Grant Thornton for MIG, data 
not yet available for during their 
project to gauge impact due to 
historic nature of SHMI, 
Ongoing until June 2020.

G

Stakeholder meeting in May to 
identify opportunities for 
greater collaborative working 
and using available resources 
differently as a system to 
inform the development of a 
business case for both hospitals 
consultant led palliative care 
services.

01-May-19

Oversight Group: Quality Governance Group 30-Apr-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:

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.

Development of draft community mortality improvement plan 
led on by colleagues in CCGs.

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 disparity in 
recording of risk leading to a 
lower level of expected deaths.

Professor Mohammed 
Mohammed's report on 
mortality statistics.

Grant Thornton monthly project 
updates to MIG concerning the 
Mortality focussed Clinical Data 
Improvement Project.

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 established but 
adversely impacted on by Covid-
19.

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

Policy for dealing with those 
bereaved not yet in place. 

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

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.

Operational lead and strategic lead for the Trust.

Multi-agency EOL Strategy Group with wide membership with 
improvement action plan.

Committment from partners to work collaboratively as a 
system.

Care in the last days of life document in place.

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

RESPECT working group established and meeting. Implement RESPECT within 
Trust and with community 
partners, plan and policy to be 
in place, June 2020. 

     
    

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



R

A

R

A

R

A

R

Deteriorating Patient 
Group reporting to 
Mortality 
Improvement Group

  
 

  

Question regarding Oxygen 
added to the Ward assurance 
tool for assurance purposes.

Monthly snapshot audit on 
Sepsis screening/action, 
ongoing basis. Next 
retrospective iteration 
happening during April 20.

Concurrent audit underway 
with redeployed staff, Ongoing.

Results from ongoing audit 
work to be used as the baseline 
for further improvement using 
WebV data to monitor and 
track. Validation of WebV data 
during May 2020 to test 
robustness.

A

Critical Care Outreach team 
audit of escalation undertaken 
Dec 19/Jan 20. Audit to 
continue but delayed due to 
Covid-19.

R

Application for QSM funds 
to appoint dedicated 
improvement post to 
support improvement, May 
2020.
Split sepsis screening and action 
questions on WebV to make use 
in realtime easier, delayed, May 
2020.

R

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).

      
RESPECT document. Develop 
implementation plan to include 
training on RESPECT and other 
forms of mandatory training, 
May 2020.

Communicate through 
implementation of system wide 
EPaCCs system (Trust and North 
Lincolnshire)approval needed at 
Digital Strategy Board and TMB, 
May 2020.

NEL EPaCCS data sharing 
agreement to progress, June 
2020 (HCV leading on this piece 
of work)

Review of all associated KPIs 
and improvement plans to 
ensure link to CQC 
improvement project, May 
2020.

EOL KPIs to be agreed and 
monitored for impact.

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

A

A

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

Scope out workforce 
requirements needed 
during May 2020.

WebV V3.0 enables 
notifications linked to 
deteriorating patient to be 
issued, draft spec for this to 
be approved by DP group, 
May 2020.

Draft escalation policy to 
streamline and simplify, to 
approve in Deteriorating Patient 
Group and governance 
meetings, delayed but to be 
approved during May 20.

Respiratory Consultant has 
revised policy and flowchart 
into 1 document, now shared 
for comments, to be agreed 
during May 2020.

EPMA Omitted Doses report 
guidance to guide ongoing 
action in response, SMG, April 
20.

Gaps from audit in escalation 
when NEWS <7.

Quality Priority 2: Deteriorating 
Patient & Sepsis

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.

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.

      
    

    
   

    
    

         
       

       

        
  

        

         

          
 

     

    

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 both sites working to share lessons 
learnt / raise awareness regarding insulins.

   

         
  

           
          

    

         
         

  

        
            

Central pharmacy audit 
programme.

Mandatory training: medicines 
management - 89% (no 
renewal).
Safe use of insulin mandatory 
training - 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 1: Mortality: Specific 
Focus on End of Life

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.

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.

WebV data collection and reporting process resolved to enable 
ongoing monitoring and reporting.

WebV system for recording 
Sepsis ability questionnable.

Sepsis 6 performance not yet 
being reported via WebV.

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

Delayed roll-out of EPMA due to 
Covid-19.

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

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

 

Addition of audit of missed 
doses based on new guidance, 
when guidance approved. May 
2020.

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

Electronic (WebV data) not 
available to evidence action 
taken in response to NEWS 
scores.

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

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

Lack of E-prescribing system, 
currently paper based.



A

R

A

R

Safer Medication 
Group; 

Quality Governance 
Group

A

Inclusion of key audit data 
within Integrated Governance 
Reports going to governance, 
May/Jun 20.

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.

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

R

WebV are designing a module 
for this. Digital strategy Board 
to get approval, April 2020.

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

Performance monitoring system 
that produces weekly reports 
demonstrating compliance.

In place, process/role needs 
reviewing, May 2020.

Corporate lead in post for SAFER; Clinical lead in post for SAFER 
(Division of Medicine).

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

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.

Quality & Safety 
Committee; 

Quality Governance 
Group;

PRIM

Lead for 7DS identified from the Corporate perspective of the 
Medical Director's office.

7Day Services (7DS) Board 
Assurance Framework.

7 Day services generic action 
plan and gap analysis, greater 
assurance obtained in that 
specific divisional requirements 
is now available.

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

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.

Gap in assurance: availability of 
insulin leading to medication 
safety incidents

Reviewing stock of insulin to 
ensure availability, May 20.

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

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

Lack of documentation to 
evidence compliance with 7 day 
standards. 

Deputy MD to discuss with 
Shaun Stacey operational gaps 
and how to progress these, 
April/May 2020.

Inclusion of gaps on divisional 
risk registers, April 2020.

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

Annual schedule for job 
planning, delayed due to Covid-
19.

Assurance SAFER is included in 
consultant job plans, delayed 
due to Covid-19, timescale: 
expected to resume with other 
elements of the Trust's recovery 
plan.

Need for Consultant led-board 
rounds, in the morning, every 
day supported by MDT to 
mobilise daily dicharges.

Need assurance that SAFER 
features within team and 
individual job plans.

Operations centre model in 
place with dedicated Care 
Navigators in charge of patient 
flow at ward level.

Options appraisal and draft 
business case by end of April 
2020.

Command centre for NLAG to 
support clinical decision making 
relating to discharge with the 
use of artificial intelligence / 
predictive analysis of data. 

Service specification being 
developed as part of 
procurement process. Timescale 
for draft model: (Ivan 
supporting) May 2020

Quality Priority 3: Medication Safety

     

      

         
 

         
  

          
     

          
     

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.

National E-learning package has been reviewed and approved 
for use in the Trust in the future [000 Safer Use of Insulin].

   

   
    

     
     

   

   
    

        
  

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

RQuality Priority 4a: SAFER; and 

Effective discharge planning 
needs to be supported by WebV 
module includeing demand and 
capacity analysis of discharges 
vs. community based beds; 
virtual wards and step down 
facilities managed by NLAG.

Performance monitoring system 
that produces weekly reports 
demonstrating compliance 
[Process needs to be reviewed 
and amended].

    
          

     
     

fully representative.

Roll-out new National E-
Learning package for staff to 
access. 

Insulin related medication 
safety incidents reported via 
DATIX identies gaps in insulin 
medication awareness.

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

Quality Priority 4b: 7 Day Service 
Standards (7DS) 

Business case submitted for 
consideration of faster EPMA 
roll-out, April 2020.

National E-Learning package to 
be rolled out, Training & 
Development, TBC

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

Increased use of Medicines 
Safety Newsletter, May 20.

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

Divisional awareness / sharing 
to enable lessons learnt.



Test compliance remains 
embedded post Covid-19 
through undertaking data 
pathway analysis, end of 
Q3 2020/21.

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

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

Quarterly thematic analysis 
reasons for breaches 
reporting to Cancer Board, 
Ongoing.

Associate Director of 
Cancer to work with 
divisions for how thematic 
analysis leads to pathway 
improvement within 
divisions, Q4 2020/21.

Colorectal 100 day 
improvement challenge, 
ongoing; day 50 review 
scheduled. 

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 cancelled due to Covid-
19. Evaluation of change cannot 
be undertaken until 3months 
post Covid-19, Q4 2020/21.

Cancer MDT Business meetings 
not quorate.

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

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.

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

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.

Develop divisional dashboards 
containing improvement plan 
within PowerBI, 2021.

Ability to flex capacity to meet 
demand.

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

Quality Priority 5: Cancer

A

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

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

R

Cancer Board meeting but not 
quorate.

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;
Planning has commenced for recovery post-Covid-19 in terms of 
potential capacity and demand.

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);
Capacity and demand planning for recovery has commenced;
Single site colorectal MDT has commenced on the 8 April 2020. 
All referrals are also now being clinically assessed and where 
appropriate streamlined for straight to test telephone 
assessment. 

High number of 
Serious 
Incidents 
relating to the 
service. 

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

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, 
Urology and Colorectal.

Faster pathways defined and in 
place for all 4 priority 
pathways: Lung, Urology, 
Colorectal and upper GI 
(supported by necessity linked 
to Covid-19) (evidence of sign 
off to be obtained).

Tumour site MDTs not focussed 
on QSIS Standards.

Clinicians not reviewing root 
causes for breaches monthly.

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.

Working with HUTH to 
establish, Q1 2020/21. 
Temporary arrangement in 
place to discuss Mesothelioma 
within Hull MDT.

Lung cancer: no MDT for 
mesothelioma.

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.

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

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.



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.

    
    

    

   
     

    

     
      

      
     

    
  

   
    

   
 

   
     

     
  

    

   

         
   

         
           

       

        
        

         
          

          
      

   

    
   

  
  

 

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

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. 

Lack of system wide 
ophthalmology approach.

   
 

 
   
 

  
  
  

  
  

  
  

RAG RATING KEY:

     
    

    
       

     

   
    
     
       

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:

5 2426 Brexit - (Pharm supply)

*
4 2462 (Bus Cont) 2706 **NEW** COVID-19 (S&CC) 2708 *NEW* COVID-19 (C&T)

* *NEW* PSA: 2705 2710 *NEW* COVID-19 (Digital Serv)
2700 *NEW* COVID-19 (Medicine)

* 2704 *NEW* COVID-19 (CSS)

*
3 330 (Major Incident) 2697 (COVID-19) 2571 Brexit (Medicine)

* 2688 (Brexit Transport) 2699 (COVID-19 [W&C]) 2567 Brexit (Surgery)
2701 **NEW** COVID-19 (Pharmacy)
2699 **NEW** COVID-19 (Fam Serv)

2 2579 Brexit Transport (W&C) [Reduced from 12 to 4]

*

* **NEW** 2701: Covid 19 - Pharmacy perspective (CSS) (RR: 9; C3xL3) 1
* **NEW** 2706: COVID 19 Pandemic (Surg & CC) (RR: 16; C4xL4)
* **NEW** 2699: Covid-19 - all sites (Family services) (RR: 9; C3xL3)
* **NEW** 2708: Covid-19 (Community & Therapies) (RR: 20; C4xL5)
* **NEW** 2710: COVID-19 Pandemic: Risk to IT Operations Service (Digital Services) (RR: 20; C4xL5)
*

1 2 3 4 5
* **NEW** 2704: Risks arising as a result of Covid-19 Pandemic (CSS) (RR: 20; C4xL5)

Moderate 
Risk

Low Risk
Very Low 

Risk
**NEW**: 2705 Interruption of High Flow Nasal Oxygen during transfer (RR 12; C4xL3) [Linked to Patient Safety 
Alert]

2579 Transport arrangements linked to Brexit [W&C] (RR: 2; C2xL2) [Risk Rating reduced from 12 to 4, Apr 2020]

**NEW** 2700: Impact on Divisional Businees Plan / Service Delivery due to COVID 19 (Medicine) (RR: 20; 
C4xL5)

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 and new entries 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.

Await national guidance on recovery post pandemic and actions to be taken by the Trust.

High Risk

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.

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.

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. 

Progress made with increased capacity in testing staff for Covid-19, looking to scale up testing even further of 
staff.

National shortages of certain forms of PPE have been managed through partnership working and effective 
supply chain management to date.

Continued challenges with regard to Haemofiltration consumables on the DPoW site that is being managed. 

Review the clinical harm risk stratification with divisions based on national guidance to inform the risk of clinical 
harm resulting from Covid-19 and review the performance risk rating accordingly.

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]

No shortages in availability of critical care facilities or equipment identified and greater understanding of 
capacity enables greater planning. 
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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.

To date, the Trust has not 
reached a point where 
availability of equipment 
has required external 
escalation.

In communication with 
national team/procurement 
arrangements. Ongoing 
work. 

Mitigate further by 
considering transfer of 
patients from DPoW to 
SGH/network site.

Trust Board

Trust Management 
Board / Trust Board

G

A

R

G

G

G

R

A

G

G

Audit, Risk and Governance

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.

Twice daily operations meetings, daily strategic planning 
/ management meeting and daily Executive  meeting 
overseeing Trust response. Generic mailbox is receiving 
daily updates/guidance/requests for returns and these 
are logged for action/assurance.

Visiting arrangements changed and implemented. 
Red/Green zones implemented to mitigate against 
infection spread.

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

Staff swabbing and 
subsequent isolation periods 
is being done in line with 
national guidance. 

Covid-19 patients are 
requiring access to 
haemofiltration in response 
to an increased risk from the 
virus.

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.

Increased VPN/network access and arrangements made 
to enable larger scale remote working for staff.

Covid-19 Hub site enabling communication with staff 
and responding to FAQs.

Increased staff testing now available with sufficient 
capacity to meet demand. Now opened up to non-NLAG 
staff also. Further expansion planned.

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

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

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

Nominated Executive Directors leading on specific 
aspects of Trust response to Covid-19, with overall lead 
executive. Non-Executive Director also supporting focus 
on.

Daily stock checks completed by procurement and 
returned to the centre. Regional PPE cell established 
with links to the LRF and daily regional discussions.

Red/Green zones have been implemented to support to 
mitigate infection spread with latest PHE guidance being 
used to guide staff in these zones and dependant on 
clinical procedures/investigations being undertaken 
what PPE is required.

Critical care facilities have been expanded using 
Theatres with red/green zones. 

National/regional arrangements in place to order/loan 
additional equipment with daily updates received. 

High flow oxygen capacity planning involving critical 
care teams and Estates teams in place and supporting 
ensure safe and sustainable use of oxygen.

There have been national 
reported shortages of PPE, 
the Trust is low on water 
repellent gowns.

National guidance released 
dealing with laundering of 
gowns - last resort for the 
Trust - only to make use of 
this option following a 
detailed consideration of 
risk assessment and 
documented rationale 
behind decision making will 
be needed.

Supply chain issues 
impacted on reliable supply 
of FFP3 masks / different 
manufacturers masks.

Greater assurance available 
in understanding critical 
care facilities and 
equipment availability. 

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:

01-May-19

Oversight Group: Trust Management Board 27-Apr-20
Lead Executive: Shaun Stacey

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:

Ongoing piece of work, 
currently awaiting national 
guidance.

National shortage of 
Haemofiltration, Trust are 
running low on kits at 
DPoW.

Trust has placed orders with 
the manufacturer, however 
these were diverted 
regionally to other Trusts.

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.

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'.

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.

Public Health England 
guidance followed.

Risk assessment completed 
for options appraisal if fit 
testing not able to be 
completed due to a lack of 
consumables.

HSE Guidance in place and 
followed by the Trust.

Larger scale use of fit 
testing with more trained 
staff administering, ongoing.

Local firms have been 
commissioned to support 
design and production, 
ongoing.

Larger scale screening of 
staff will positively identify 
staff who are positive but 
asymptomatic but poses a 
risk of increased staff 
absences.

Staff swabbing is being 
rolled out in a controlled 
manner to reduce impact on 
specific areas, Ongoing.

Regular deliveries have 
been received (1,000 more 
delivered on 22 April) as 
well as receiving additional 
gowns from other local 
Trusts through mutual 
support arrangements, 
ongoing.

Ongoing management of 
available machines with 
escalation to 
regional/national loan 
arrangements, Ongoing

Increased training and 
competency needed to 
operate anaesthetic 
machines.

Staff training.

Large scale training 
programme mobilised, some 
gaps in specialist training in 
division of surgery, ongoing 
work. 

Use of laundered gowns is 
to be a last resort option 
only, ongoing monitoring.

If last resort option needed, 
gowns to be laundered in 
line with recent CAS 
alert/IPC advice, ongoing 
monitoring.

Public Health England (PHE) 
guidance released and 
followed by the Trust 
relating to all PPE issues 
arising from the Covid-19 
pandemic, Ongoing.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

*
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 **Risk REDUCED** 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

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

2689: Low staff MSK 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 2420: Medical Job plan
**NEW** 2692 Family Serv 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 2550: Pharmacy staff

CHANGES SINCE LAST MONTH: 1
* 2684: Compliance with employment check standards for private patients - risk reduced from 12 to 8 (C4xL2)
* **NEW**: 2692: Potential failure to achieve antenatal and newborn screening KPIs (RR: 9; C3xL3)
*
*

1 2 3 4 5

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

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)

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:
People strategy to be finally approved during May.

Progress had been made in regard to streamlining the recruitment pipeline, however due to Covid-19 and 
restrictions on international travel, this has been adversely impacted. This is temporarily mitigated by the 
deployment of other staff including student nurses. Risk rating remains unchanged at 15 - High risk. 

Regional Trusts collaboration with support from NHSE/I to maximise training opportunities to mitigate impact of 
Covid-19 on compliance with NHS Mandatory Training. Particular risk for NLAG is Resuscitation Training.

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

Risk Description:

In preperation for Covid-19 additional recruitment to the Bank has been completed. Data available to date does 
not suggest Covid-19 has had a negative impact on recruitment performance.

Year 3 nursing students have been released to work within the Trust. Further year 2 students are planned during 
May to further support Trust response to Covid-19. There has been a response also from ex-NHS staff who have 
come back to work in the Trust. NLaG staff have supported staffing of the Nightingale field hospitals.

International recruitment plan agreed with Chief Nurse and Recruitment team prior to Covid-19. This is now 
delayed due to travel restrictions.

Increased establishment (phased approach) will impact on vacancy rates for nursing. On hold due to pipeline 
COVID-19 delays. 

The Trust's People strategy has been to TMB for comments and concultation. Plan to approve during May.

Await national guidance to support recovery planning.  

Divisional workforce meetings to discuss workforce options that feeds into establishment control processes 
impacted on by Covid-19, in line with recovery plan re-establish process. 
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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.

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

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

Covid-related delays in 
PADR/Mandatory training

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

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

Adverse impact on nursing 
vacancy rates whilst 
recruitment underway.

Overseas nurses pipeline 
agreed, Covid-19 impacts on 
and delays this from being 
completed.

Recruitment process and 
retention of information within 
staff personnel files.

Business case declined, 
Undertake as Business as Usual, 
to review the way forward with 
this action, June 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.

Increased establishment agreed - phase 2 has been funded.

Increasing establishment and 
approval/costs of overseas 
recruitment

R Workforce Committee

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

Identified training needs for 
future workforce planning 
activities.

Manager self service project to 
provide increased line manager 
oversight of core training and 
will include electronic PADR, 
ongoing.

HRBP integrated local workforce 
meetings with HRBP process has 
been impacted upon by Covid-
19.

Recommence HRBP integrated 
workforce meetings with 
divisions, in line with recovery 
guidance.

Consultation for POE 
restructure with the aim of 
increasing capacity, July 2020

Not being able to forecast 
workforce requirements linked 
to the operational plan.

Trust's People strategy to be 
approved in May 2020.

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.

Nursing Recruitment and Retention Strategy now in place 
which supports staff with increased flexibility.

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

PRIM 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).

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).

Workforce planner and support in post.

ESR data cleanse completed to support continued roll out of 
manager ESR which will eventually support improved PADR and 
Mandatory Training rates.

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 28-Apr-20
Assurance Committee: Workforce Committee

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:

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.

Regional collaboration to 
maximise training opportunities 
with NHSE/I supporting, in 
response to Covid-19, April/May 
2020.

Paper based PADR system.

E-learning platform not user 
friendly.

R

R

RAG RATING KEY:

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

People strategy drafted, to 
ratify and approve, May 2020. 
This will incoprorate talent 
management and rising stars as 
part of POE vision.

Better understanding of future 
staffing needs/talent 
management.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

* Substantive FTSUG post holder appointed and now in post.
* Linked Corporate or High Level Risk Rating HEATMAP:

* 5

*

*
4 2424: Culture

*

3 2353: C&T Morale

2

*

1

1 2 3 4 5

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

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

The Trust has seen an increase in staff sickness/absence as a result of Covid-19 pandemic. The risk rating remains 
the same, even with this increased absence rate, as this is not linked to morale. There is an associated risk of not 
progressing priority improvements around PADR and mandatory rating.
76% PADR rate and 89% Core training rate, this is being adversely impacted on by Covid-19 with all PADRs being 
put on hold. Mandatory training impacted, in particular some face to face training i.e. resuscitication training, 
Paediatric ALS/EPALS. Regional work with NHSE/I support to maximise training opportunities. 

Likelihood (1-5)

Senior HR support in place and providing support with increased demand and capacity. Also support being 
provided in POE consultation due in July 2020, aiming to further mitigate gaps in POE/HR service provision. 
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Monthly Executive Highlight Report: Plans for next month:
Recovery guidance from NHS Employers awaited to guide when to return to more normal practice for staff 
morale affecting workstreams.
Feedback deadline on the Trust's People Strategy and for submission then for approval by the Workforce 
Committee and Trust Board in May.

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 no further risks identified this month or any changes to existing risks. 

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

Covid-19 has resulted in an inability to progress certain ongoing HR cases, which is a small risk overall, but could 
affect particularly those staff going through this process in need of resolution that will likely affect individual 
staff members morale.

The 2020 staff survey has been cancelled. There is a need for the Trust to undertake more local forms of testing 
(i.e. morale barometer). Funding bid is being submitted to support local testing for assurance purposes.

Anecdotal evidence suggests high level of staff morale during pandemic following initiatives such as HR Helpdesk, 
staff facebook page, daily communications channel that have been well received, supported by nationwide 
recognition of the NHS and its staff.
People strategy taken to TMB for engagement and comment. Feedback due mid-May includes leadership 
development, FTSUG, recruitment and retention, Equality & Diversity.

Staff health and wellbeing package launched during the month, fastracked existing plans to support with Covid-
19. 
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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.

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

Joint weekly consultant committee (HCC & MAC).

Good clinical engagement through the Covid-19 pandemic with 
support to the Clinical Reference Group and the Ethics 
Committee.

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.

Staff voice initiatives i.e. Ask Peter can provide another means 
for staff to voice concerns.

Lack of staff training opportunities.

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

Mandatory leadership 
qualification for new managers.

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

Workforce Committee; 
POE SMT

Workforce Committee

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

G

G

Hard to target staff being 
identified and P&R training 
being delivered in their place of 
work, delayed due to Covid-19, 
TBC.

Workforce Committee

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.

Health and well being programme established for staff to 
access.

Existing staff who have not 
yet had Pride and Respect 
training.

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. New 
chair for committee and Terms of Conditions reviewed to 
ensure clarity of purpose.

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, postponed due to Covid-
19.

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.

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

People strategy incorporating 
longer term visions drafted and 
submitted to TMB for 
comments, to be approved in 
May 2020. 

Delivery plan following 
approval of Trust's People 
Strategy will include specific 
work in delivery of leadership 
development and recruitment. 
TBC following approval in May 
of People Strategy.

01-May-19

Oversight Group: POE SMT / Workforce Committee 28-Apr-20
Assurance Committee: Workforce Committee

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:

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

Significant numbers of 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.

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.

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.

A

To approve people strategy.

Ongoing work required in 
improving further Medical 
Engagement.



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)
2560: CIP (Medicine)
2599: CIP (Surgery)

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

*

1

1 2 3 4 5
Likelihood (1-5)

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

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

3. Continue with Budget setting process and financial reporting;

1. Continually review guidance and act accordingly;
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Monthly Executive Highlight Report: Plans for next month:
Monitor new guidance as this emerges regarding changes to financial arrangements for the 2020/21 financial 
year.

Ongoing management of the Covid-19 pandemic.

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. No further additions or amends have been made this month to underpinning risk registers.

4. Continue with the planning, delivery and monitoring of the Cost Improvement Plan.

The Impact of Covid 19 has resulted in a suspension of all planning and contracting within the NHS. As a result 
there are no agreed activity plans and contracts with commissioners. There is also no agreed financial plan with 

Covid-19 pandemic has resulted in the Trust's divisional teams being fully absorbed in the management and 
response.

The Trust is incurring significant expenditure on Covid -19 

Actions being taken to mitigate:

2. Set up system for authorisation and control of Covid - 19 expenditure;

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
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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.

Management time focussed on 
response and management of 
Covid-19 pandemic and 
therefore a lack of time to 
focus on Business as Usual 
functions. 

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.

Trust Board,  

Finance & 
Performance 
Committee

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

Monitoring new guidance as it 
is released, ongoing.

Trust Board,  

Trust Management 
Board,

Finance & 
Performance 
Committee

Finance & 
Performance 
Committee,

Finance Recovery 
Board. 

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.

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 
PRIM.

Issue 2:

Impact of Covid-19 Pandemic

Monitoring new guidance as it 
is released, ongoing.

R

Covid-19 daily strategic 
planning meeting with links to 
Executive Team daily meeting. 

Financial expenditure process 
reviewed by Executive Team 
on a daily basis.

Assurance from NHSE/I that 
Covid-19 related spend will be 
covered centrally.

Covid-19 oversight/monitoring and governance processes 
supporting Trust ongoing management of the pandemic.

Daily strategic planning meeting that ensures confirm and 
challenge of financial expenditure in relation to Covid-19.

A

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

Finance and Performance 
Committee, Board oversight.

Issue1:

For the financial year 2020/21 there is no 
control total resulting in a difficulty in 
being able to plan.

Change in process moving away from 
contracts to block payments 

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

Uncertainty of the full financial 
impact of covid-19 following 
the initial 4 month 
arrangement provided by 
NHSE/I.

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

GAPS in Controls:

Level of uncertainty

Ongoing 
discussions/relationship with 
NHSE/I

R

GAPS in assurance:
Actions required to 
improve:

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:

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

01-May-19

29-Apr-20
James Hayburn
Performance Improvement Meeting (PIM), 
Finance Review Group (FRP)

Assurance / Oversight 
Group

Finance & Performance Committee

Trend RAG Rating:
RED

RAG RATING KEY:

Issue 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.

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.

Issue 3:

CIP / Financial Improvement Plan



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

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

*

*

*

* 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 1601 2425
2624 2038
2374 2678

2623
1620

* 2281
4 2637 1223 2614 2088

* 2693 1774 2383 2317
2200 2481 2293

* 2452 2547 2539
2212 2635

* AE audits 2035
2694

* Internal audit programme has been embedded within E&F. 3 2690 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

1 2 3 4 5

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)

2657 - Replacement of x20 Endoscopy Patient Monitoring (RR: 20; C5xL4) - Risk closed

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 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.

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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nc
e 

(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 April Estates Assurance Report focusses on Ventilation.

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 

Monthly estates assurance report is sent to F&P committee - May - Backlog Maintenance
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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.

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

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

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

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

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

RAG RATING KEY:

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

01-May-19

Oversight Group: Estates & Facilities Governance Group 23-Apr-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

Actions required to 
improve:

Assurance / Oversight 
Group

Trend RAG Rating:
AMBER



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

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)

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

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
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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.

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

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

Trend RAG Rating:
AMBER

Assurance / Oversight 
Group

To secure capital funds to 
reduce/eliminate risk

E&F Governance Group

01-May-19

Oversight Group: Estates & Facilities Governance Group 23-Apr-20

Assurance Committee: Finance & Performance Committee

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)



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 2516: Data Quality 2515: Data Quality
2463: Cyber

*
4 2662: Data Quality **RISK REDUCED** 2409: Cyber 2408: Cyber 2433: IT Equip

* 2495: WebV 2461: Cyber
2369: Cyber 2676: DPA **RISK CLOSED**

* 2617: Card Elec Requesting

3 2674: Cyber 2440: Strategy 2501: Data Quality
**NEW** 2702 [Cyber] 2675: IT
**NEW** 2703 [WebV]

2 2084: DPA

*

CHANGES SINCE LAST MONTH: 1

* **NEW** 2710 - COVID-19 Pandemic: Risk to IT Operations – C4 (severe) x L5 (certain) = 20 (high)
* **NEW** 2703 - Outdated JavaScript Libraries in WebV – C3 (moderate)  x L2 (unlikely) = 6 Moderate
* **NEW** 2702 – Account Weaknesses in V2 of WebV - C3 (moderate)  x L2 (unlikely) = 6 Moderate
*

1 2 3 4 5
2662 - Duplication of hospital numbers (CMIS) [Maternity] (RR: 4, C4xL3) - Risk Rating REDUCED to 4 (C4xL1).

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

Key: 15-25. 8-12.

2376 - The risk of breaching the DPA re. reporting serious data protection incidents to the ICO (RR: 12, C4xL3) 
Has been REMOVED from the Risk Register and closed.

4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

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

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.

Chief Information Officer role expected appointment date June 2020.

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.

Weekly progression first stage interviews with key stakeholders to develop the Trust's Digital strategy have been 
hampered by COVID-19. 

Chief Information Officer role out to advert.

Both the Business Case for a qualified IT Security Officer and an IT Service Management System were approved 
at the Business Case Review Group on 17 March 2020.  These will be submitted for approval at the Trust 
Management Board meeting due to be held on 20th April 2020.

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
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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.

01-May-19

Oversight Group: WebV, IT & Information Governance Group 22-Apr-20
Assurance Committee: Finance & Performance 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

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.

Refreshed posture assessment 
needed 

Implementation of board 
approved cyber security 
procurement (ongoing).

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

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

Shortage of IT equipment to support the 
Trust achieve its objectives

Inadequate resource available 
resulting in a shortfall of 
equipment; 

New DSP toolkit mapping of 
leads delivering and resource 
required into work 
programme.

Rationalising current available IT equipment to ensure shared 
out;

Tech shop process support 
ordering and approval by lead 
directors

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.

IG Steering Group; 
WebV, IT & 
Information 
Governance Group; 
Digital Strategy Board

AMap new DSP requirements to 
work programme.

WebV, IT & 
Information 
Governance Group; 
Digital Strategy Board

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

DSB inconsistent 
attendance/divisional 
representation which delays 
decision making;

Engagement exercise 
underway with divisional 
triumvirates to focus on this 
area.

R

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 .

Lack of clarity around the 
digital strategy and plan.

CIO/CCIO/CNIO to be 
recruited

CIO to be appointed in June 
2020

RAG RATING KEY:

A

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

3 task and finish groups in operation; Digital Strategy Board 
(DSB) in place; DSB approves requests for digital changes;

CIO/CNIO/CCIO post to direct and drive engagement at 
executive level.

CIO on Board monitoring 
engagement and strategy 
direction. 

CCIO and CNIO attending 
senior clinical groups driving 
engagement

NLAG / NHSI and NHSD review 
ongoing following TMB 
agreement.

NHSI support review of 
efficiency and CIP and review 
of the plan for the Digital 
Strategy Board/associated task 
and finish groups, ongoing.



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

Key: 15-25. 8-12.

Likelihood (1-5)

4-6. 1-3.

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk
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Monthly Executive Highlight Report: Plans for next month:
National guidance is expected during the w/c 27 April 2020 regarding post Covid-19 recovery. 

ICS system leaders to review guidance and develop strategic plans in response. CEO meetings also planned to 
review next steps.

More detailed review of strategic risk entry to be undertaken following release of national guidance and greater 
clarity on strategic planning required.

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.

Trust Strategy work continuning with the development of an interim clinical plan being written up as a Trust 
strategy. This will act as a framework to include Trust fragile services with links to divisional plans and system 
risks. This will support ICS system thinking to support respond to local challenges identified.

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.

Humber Acute Services Review has paused in response the Covid-19 pancemic and will be reviewed in line with 
the post-Covid-19 recovery plan. 
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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.

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. 

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. 

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 27-Apr-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

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.

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:

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.



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

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

Humber Acute Services Review has paused in response the Covid-19 pancemic and will be reviewed in line with 
the post-Covid-19 recovery plan. 

More detailed review of strategic risk entry to be undertaken following release of national guidance and greater 
clarity on strategic planning required.

Key:

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:
National guidance is expected during the w/c 27 April 2020 regarding post Covid-19 recovery. 

ICS system leaders to review guidance and develop strategic plans in response. CEO meetings also planned to 
review next steps.

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

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

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
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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.

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: 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:

01-May-19

Oversight Group: Trust Board; TMB; Finance and Performance 27-Apr-20

Assurance Committee: Trust Board - reporting on a 6-monthly basis

* 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



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

High Risk
Moderate 

Risk
Low Risk

Very Low 
Risk

Likelihood (1-5)

Key: 15-25. 8-12. 4-6. 1-3.
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Monthly Executive Highlight Report: Plans for next month:
Continue to respond to the Covid-19 pandemic.

Discussion to be held at Trust Board 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.

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
Working with stakeholders at multiple levels in response to the Covid-19 pandemic, including PLACE, Northern 
Lincolnshire, Humber LRF, ICS and national leaders.

Strong local support from local MPs with briefings, both formal and informal.

Planned visit from the National Director of Improvement (Hugh McCaughey) and the National Director of 
Intensive Support (Sue Holden) cancelled due to Covid-19 pandemic.

MP briefing session held on the 13 March 2020.

Chief Nurse attended National Chief Nurses Conference.
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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.

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.

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.

Area of additional focus 4: GPs and 
PCNs;

Area of additional focus 2: Local 
CCGs;

Close working relationships between Executive teams.
Continued evidence of 
effective relationships.

G Trust Board

Area of additional focus 1: New 
MPs - following the General 
Election;

New arrangements and relationships developed.
Proactive engagement work 
with MPs following General 
Election, Ongoing.

Area of additional focus 3: National 
leaders in the NHS (NHSE/I and 
ministerial);

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 following 
the Covid-19 pandemic.

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

Risk to Strategic Objective: 10) The risk of ineffective relationships with stakeholders

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 08-Apr-20

Assurance Committee: Trust Board



Strategic Objective: 5. TO PROVIDE STRONG LEADERSHIP
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Monthly Executive Highlight Report: Plans for next month:
Experienced former NHS HR Director commissioned to prepare full consultation pack to support first phase of 
restructuring of the POE directorate post Covid-19 pandemic response.

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.

Claire Low appointed as Acting Director of POE for a further 6 months period.

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
Continuing effective leadership of response to pandemic with daily incident management control and 
governance.
PRIMS maintaining a focus on other Trust performance matters.

Chief Information Officer is now at the interview stage.

Revised accountability arrangements for CQC with this now coming under the Medical Director's Office and the 
appointment of an Associate Director of Compliance and Assurance to oversee.

Dr Asem Ali appointed as Divisional Clinical Director in Medicine.
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 Apr-20

Current Initial Target (Mar 21)



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.

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 (delayed 
until after publication of NHS 
People Plan). This has been 
deferred until after the Trust's 
current response to the 
pandemic.

A Workforce Committee

A

A Workforce Committee

PADR compliance shortfall of 
target set.

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.

Focus on PADR compliance 
levels via PRIM, ongoing.

Approval of a formal Leadership 
development strategy (delayed 
until after publication of NHS 
People Plan). This has been 
deferred until after the Trust's 
current response to the 
pandemic.

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

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 08-Apr-20

Assurance Committee: Workforce Committee



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)
* **NEW** 2698: Capacity and Demand [W&C] (RR: 8; C4xL2)

*

(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: 16; C4 x L4) [Risk Rating reduced from 20 to 16, Apr 2020]
* 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: 16; C4xL4) [Risk Rating INCREASED from 6 to 16, Apr 2020 (had previously been 16 and lowered to 6)]
* 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)

(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)).



* 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:
* 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:
* Patient Safety Alert Linked: **NEW** 2705: Interuption of High Flow Nasal Oxygen during transfer (RR: 12; C4xL3)
* JAG Accreditation Linked: 2694: Failure to meet JAG Recommendations in housing enema room within clinical area [CSS] (RR: 16; C4xL4)
* CQC Linked: **NEW** 2707: Resus training provision (RR: 9; C3xL3)
* 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)
* 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)
* 2579 Transport arrangements linked to Brexit [W&C] (RR: 2; C2xL2) [Risk Rating reduced from 12 to 4, Apr 2020]
* 2426: Business continuity (risk rating: 10; C5xL2)
* 2697: Risk to frontline staff - exposure to COVID 19 (RR: 9; C3xL3)
* 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)
* 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from the EU (C&T) (RR: 6; C3xL2)
* **NEW** 2701: Covid 19 - Pharmacy perspective (CSS) (RR: 9; C3xL3)

* **NEW** 2706: COVID 19 Pandemic (Surg & CC) (RR: 16; C4xL4)

* **NEW** 2699: Covid-19 - all sites (Family services) (RR: 9; C3xL3)

* **NEW** 2708: Covid-19 (Community & Therapies) (RR: 20; C4xL5)

* **NEW** 2710: COVID-19 Pandemic: Risk to IT Operations Service (Digital Services) (RR: 20; C4xL5)

* **NEW** 2700: Impact on Divisional Businees Plan / Service Delivery due to COVID 19 (Medicine) (RR: 20; C4xL5)

* **NEW** 2704: Risks arising as a result of Covid-19 Pandemic (CSS) (RR: 20; C4xL5)

* **NEW** 2705: Interuption of High Flow Nasal Oxygen during transfer (RR: 12; C4xL3)
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)

(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:



* 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: 15; C3xL5) 

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)
* **NEW** 2692: Potential failure to achieve antenatal and newborn screening KPIs (RR: 9; C3xL3)

Other Staffing Risks:
* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4)
* 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)
* 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)
* 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: 8; C4xL2) [Risk Rating reduced from 12 to 8, Apr 2020]
* 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:

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. 



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)
* 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)
* 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)
* 2635: Patient Beverage & Breakfast Trolley - x44 Units Trustwide (RR:  16; C4xL4)
* 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) [Risk removed from RR, Apr 2020]
* 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)
* 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)
* **NEW** 2703: Cyber Security: Outdated JavaScript Libraries in 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:

2376: The risk of breaching the Data Protection Regulation re. reporting serious data protection incidents to the Information Commissioners Office (ICO) (RR: 12; 
C4xL3) [Risk removed from RR, Apr 2020]

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) 



* 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)
* **NEW** 2702: Account Weaknesses in V2 of WebV (risk rating: 6; C3xL2)
(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: 4; C4xL1) [Risk Rating reduced from 12 to 4, Apr 2020]
* 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:
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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 April 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 April edition contains further detail  of how the Trust’s 
strategic plan and strategic objectives interface w ith the strategic risks as 
presented within the BAF 
 
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 are 
intended to demonstrate performance against the man agement of these 
risks over time  
 
For April’s BAF, all 11 strategic risks have been r eviewed and updated. 
The highest rated 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 (i.e. Britain's e xit from the 

European Union; Pandemic) on business continuity an d the 
delivery of safe care - 16 

• Finance risk – 15 
• Inability to secure sufficient numbers of appropria tely skilled 

staff in the short, medium and longer term – 15  
• Lack of clear service strategy – 15  
 
 
 
 



________________________________________________________________________________________________________ 

    

Movement in month:  
 

• None – there has not been any movement in risk rati ngs since 
the March edition of the BAF 

 
At the April meeting of the Audit, Risk & Governanc e Committee a request 
was made for a review of the risk ratings relating to the following strategic 
risks in order to determine whether they need to be  increased to reflect 
the impact of COVID-19: 
 

• 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 – 16 

• Risk of insufficient investment and development of the Trust’s 
leadership (including clinical leadership) – capaci ty and 
capability – 12  

 
 
In respect of the former, it is proposed that this is considered in the 
context of the COVID-19 recovery work which has com menced and 
features elsewhere on the Trust Board agenda.  In r espect of the latter, 
this will be reviewed as part of the next confirm a nd challenge round 
 

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)

APRIL 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 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 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 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 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 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 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 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 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 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 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 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 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 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 **NEW** 2698 Cancer: 2448; 2008 Cancer: 2601, 2592 Diagnostics: 1800

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

RTT: 2245; 2118 RTT: 2347 (F/U) Diagnostics: 2617

* Diagnostics: 2522 RTT: 2401 

A&E: 2562

* Diagnostics: 2646

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:

* 2646: Replacement of Xray room 1 at Goole [Risk Rating reduced from 20 to 16, Apr 2020] 1 2 3 4 5

* **NEW**: 2698: Demand and Capacity [W&C] (RR: 8, C4xL2)

Very Low 

Risk
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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)

Review the clinical harm risk stratification with divisions based on national guidance to inform the risk of clinical 

harm resulting from Covid-19 and review the performance risk rating accordingly.

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.

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.

Cancer 62 day target: Aim to meet national target in 2021. Current local agreed target 85%.

Performance during February 20: Trajectory: 76.4%. ACTUAL: 59.1%. 

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.

As a result of the Covid-19 pandemic routine work has been stood down. Guidance has been issued by NHSE/I on 

RTT waits and long waiting patients which advises thses are not being routinely monitored nationally during the 

pandemic, although internal tracking/action of patients waiting more than 40 weeks continues with updates to 

NHSE/I on total numbers. Where possible patients are continuing to be seen/treated via virtual clinics. Clinicians 

in each specialty are undertaking risk stratification across all waiting lists in line with national guidance and 

patients are being clinically reviewed and re-prioritised.
The Trust has a zero backlog in Radiology.

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 March 20: Trajectory: 87.3%. ACTUAL: 74.2%. 
b)

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%

Performance during March 20: Trajectory: 80.9%. ACTUAL: 74.9%. 
c)

6-week wait for diagnostics - DMO1: Aim 1% of diagnostic requests breach the 6 week target. 

Performance during March 20: Trajectory: 8.5%. ACTUAL: 21.5% 
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:
(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:

Tumour site MDTs not focussed 

on QSIS Standards.

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. 

Temporary arrangement in 

place to discuss Mesothelioma 

within Hull MDT.

A

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.

Focus on unscheduled pathway 

and improving flow by new 

Assistant General Manager.
A&E Delivery Board; 

Unplanned Care Board; 

Quality Governance 

Group

Implementation of Acute 

Assessment Unist 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 and implementation of COVID-19 response 

plans to ensure A&E can continue to function safely.

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 

Care Physician 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.

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 patients 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, April 20.
Potential for less patients to 

remain in A&E longer than 4 

hours.
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.

(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;

Planning has commenced for recovery post-Covid-19 in terms 

of potential capacity and demand.

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);

Capacity and demand planning for recovery has commenced;

Single site colorectal MDT has commenced on the 8 April 

2020. All referrals are also now being clinically assessed and 

where appropriate streamlined for straight to test telephone 

assessment. 

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, 

Urology and Colorectal.

Faster pathways defined and in 

place for all 4 priority 

pathways: Lung, Urology, 

Colorectal and upper GI 

(supported by necessity linked 

to Covid-19) (evidence of sign 

off to be obtained).

Delays in pathways (NLAG and 

cross-organisational pathways).

Test compliance remains 

embedded post Covid-19 

through undertaking data 

pathway analysis, end of Q3 

2020/21.

A

Cancer Board; Planned 

Care Board; 

Quality & Safety 

Committee;

Quality Governance 

Group

Gaps in oncology due to staff 

absence / vacancy.

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, April 2020.

Not meeting 62 day cancer 

performance targets (62 day 

1st RTT, and screening).

Quarterly thematic analysis 

reasons for breaches 

reporting to Cancer Board, 

Ongoing.

Colorectal 100 day 

improvement challenge, 

ongoing; day 50 review 

scheduled. 

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.

Ability to flex capacity to meet 

demand.
Associate Director of Cancer 

to work with divisions for 

how thematic analysis leads 

to pathway improvement 

within divisions, Q4 

2020/21.

HUTH Oncology services 

consolidattion onto single site 

(DPoW; Jan 2020), overseen by 

clinically led steering group, 

review in March 2020 of 

lessons learnt cancelled due to 

Covid-19. Evaluation of change 

cannot be undertaken until 

3months post Covid-19, Q4 

2020/21.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

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 27-Apr-20

Assurance Committee: Finance & Performance Committee



Drafting underway for 

Radiology work plan (3-

5yrs). Radiology approved 

as part of Trust strategy 

exercise, working up 

implementation behind the 

strategy on hold due to 

Covid-19.

Due to expanded remit for 

reporting, shortage of 

radiographers identified.

Insufficient MRI capacity until 

new schedmes complete, 

capital funding to be confirmed 

for SGH scheme.

Weekly PTL escalation process 

(currently in draft for approval 

in February local governance).

Reporting capacity backlog, 

although evidence this is 

reducing.

CT and MRI performance 

against DMO1 position; 

impact on performance as a 

result of priority focus on 

RTT improvement.

Adversely affected by Covid-

19.
CCGs reflecting and 

considering how they may 

work with PCNs to manage 

demand, ongoing.

Demand management of MRI 

with CCGs.

Ongoing efforts to recruit 

Radiologists. Exploring 

Radiology fellows 

programme alongside 

Morecombe Bay following 

successful pilot. NLAG to 

join wave 2. TBC. Global 

travel affected by Covid-19.

(c) RTT/18 weeks

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.

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.

Data Validation Team in place, all new clock stops are 

validated wef 01/01/2020. 

Demand and capacity data updated and schedule for regular 

updates.

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.

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.

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.

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.

Integrated Performance Report 

including the DMO1 position.

JAG accreditation against 

quality standards.

Demand and Capacity work 

completed for Endoscopy. 

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, 

Apr 2020. 

Longer term: Development of a 

system-wide 3-year plan for 

these areas (2022).

Audit of business rules project 

underway, report on extent of 

errors expected mid-end 

March 2020. On hold for Covid-

19 reasons as validation staff 

redeployed, deferred for a 

month.

Additional MRI capacity at both 

sites planned (DPoW capital 

allocated and building work 

commenced, however stopped 

for 4 wks due to Covid-19; SGH 

capital not yet allocated) NHSI 

funding decision awaited.

Additional CT Scanner funding 

approved, to be in place by Aug 

2020 (DPoW).

Development of weekly 

KPIs/Monitoring Report (IPR), 

Mar 20. [Delayed as a result of 

Covid-19]

Gap in reporting against DMO1 

position. Covid-19 has not 

helped.

Integrated Performance 

Report including the DMO1 

position, TBC.

PRIM

R PRIM

(d) Diagnostics - DMO1 

[Echocardiography]

PRIM meeting oversight.

(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.

Complete data validation 

manually and informatics to 

apply greater controls.

A

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

Bid submitted for £101k for 

MRI scanner capacity and 

£34k for reporting to 

recover DMO1 postion to 

15%. No outcome heard.MSK service tender by Trust 

and partners, change in 

service delivery will reduce 

demand on diagnostics 

resource, monitor impact, 

Ongoing. 

Radiology Diagnostic capacity

Recruitment and training, 

ongoing.

(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 cleared as a result of 

Trust's plans for Covid-19.

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. 

Trigger points tested and 

effective. Currently not 

needing to use due to Covid-

19.

Internal Breach target agreed 

for MRI, to not exceed 15% of 

PTL breach.

Assurances obtained regarding 

financial spend.

R

[Aim: Amber Assurance 

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.

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:

(d) Diagnostics - DMO1 [Endoscopy: 

Colonoscopy; Cystoscopy; Flexi 

Sigmoidoscopy; Gastroscopy]

Further £150k for scope and patient monitoring.

Monthly Business and Governance meetings.

PRIM meeting oversight.

Year 2 of business plan being 

delivered.

Weekly KPIs and monitoring 

report.

DMO1 improvement 

trajectories in place for 

2020/21.

Internal Breach target agreed 

Trust's priority focus of RTT 

impacts adversely on DMO1 

waiting times performance.

Ongoing management of 

PTL. Adverse implication of 

Covid-19.

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. Radiology 

approved as part of Trust 

strategy exercise, working 

up implementation behind 

the strategy on hold due to 

Covid-19.

R PRIM

(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 QP1: 2653

* QP4b: 2566 QP2a: 2582 **INCREASE**

QP5: 2401; 2448; 2008

QP5: 2601

3 QP2: 2393 QP3a: 2600 QP1b: 2598 QP5: 2160; 2210

* QP4: 2640 QP3b: 2537 QP2: 2389; 2671 CQC: 2659

QP2a: 2672 QP5: 2524 QP4: 2620 CQC: 2681 QP1b: 2531

QP2a: 2669 QP5: 2261; 2244; 2569; 2261

* Review plans to close operational gaps linked to 7-day services. QP2: 2661 CQC: 2687 2244; 2650; 2605; 2282

QP2a: 2576 CSC: 2186

2 QP3b: 2559 QP1b: 2111

*

CHANGES SINCE LAST MONTH:

* QP2a: 2582 Care of Critically Ill children (Risk rating INCREASED from 6 to 16 (C4xL4)) [this was previously 16 and lowered to 6]1

1 2 3 4 5

Key:

Process issues resolved resulting in WebV reportable Sepsis data. Validation work to be completed to test for 

assurance purposes.

Single MDT goes live for Colorectal Cancer during April 2020 with all referrals now being clinically assessed and 

where appropriate streamlined for straight to test telephone assessment.

Business case submitted for consideration of a faster EPMA roll-out plan.
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Monthly Executive Highlight Report: Plans for next month:

Stakeholder meeting planned in May to look at ways of greater collaborative working as system for EOL and palliative 

care services to inform the development of a business case for increased consultant led palliative care services.

To include in the May 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.

Set EOL and associated KPIs to ensure these link to ongoing improvement work linked to the Trust's priorities. 

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. 

During the month the following changes were made to underpinning divisional risk registers:

4-6.
Moderate 

Risk
Low Risk

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.

Very Low 

Risk

1-3.

High Risk

Likelihood (1-5)

15-25. 8-12.

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:

Oxygen policy and previously updated guidance reviewed and refreshed by consultant from Respiratory, to be 

ratified in May 2020.

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 April is 117.6 (DPoW: 122; SGH: 114).

The Covid-19 pandemic has impacted on a number of the Trust's improvement projects that link to the quality 

priorities.

Progress with learning from deaths reviews has been affected with less reviews being undertaken by clinical staff, 

mitigation in place to increase the number reviewed from staff unable to work clinically during the pandemic.
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

Quality Priority 1: Mortality: 

Specific Focus on End of Life

Current Palliative care 

arrangements not optimal - 

SGH does not have 7 day 

service; DPoW service is not 

comparable to SGH

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.

Development of draft community mortality improvement 

plan led on by colleagues in CCGs.

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 disparity in 

recording of risk leading to a 

lower level of expected 

deaths.

Professor Mohammed 

Mohammed's report on 

mortality statistics.

Grant Thornton monthly 

project updates to MIG 

concerning the Mortality 

focussed Clinical Data 

Improvement Project.

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 established 

but adversely impacted on by 

Covid-19.

Clinician led validation of 

coding during January 2020 

identified SHMI impacting 

changes in approx. 30% of 

cases reviewed.

Policy for dealing with those 

bereaved not yet in place. 

Theme for improvement from 

SJR: patients at EOL admitted 

with no care plan.

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.

Operational lead and strategic lead for the Trust.

Multi-agency EOL Strategy Group with wide membership 

with improvement action plan.

Committment from partners to work collaboratively as a 

system.

Care in the last days of life document in place.

Palliative Care Consultant in place at SGH; good links with 

Hospice arrangements.

RESPECT working group established and meeting.

Implement RESPECT within 

Trust and with community 

partners, plan and policy to be 

in place, June 2020. 

01-May-19

Oversight Group: Quality Governance Group 30-Apr-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 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

Northern Lincs End of life care 

pathway guidance 

documentation, June 2020

Differences in palliative care 

provision between DPoW and 

SGH; impact on HSMR.

SJR review rate approx. 25%

Policy to support recently 

bereaved agreed, to amend 

and enact, May 20.

A

Medical Examiner (ME) model 

not yet in place.
Interviews held during March, 

appointments made.

Low number of NQB SJRs 

requested via 

complaints/PALS routes.

Reporting of 'avoidable 

deaths' from SJR process 

needs review, disparity 

between SJR judgement and SI 

panel review.

Development of process to 

ensure SI Panel 'validates' SJR 

avoidability of death score 

when escalated cases are 

reviewed, to ensure 

consistency between the two 

processes.

Improved Charlson co-

morbidities capture through 

WebV. Rollout TBC.

Grant Thornton SHMI 

focussed Clinical Data 

Improvement Project, ongoing 

for 3 months.

Review and replacement of 

coding software (Encoder), 

April/May 2020.

Monthly update paper from 

Grant Thornton for MIG, data 

not yet available for during 

their project to gauge impact 

due to historic nature of 

SHMI, Ongoing until June 

2020.

G

Communicate through 

implementation of system 

wide EPaCCs system (Trust 
There is a need to improve the 

Stakeholder meeting in May to 

identify opportunities for 

greater collaborative working 

and using available resources 

differently as a system to 

inform the development of a 

business case for both 

hospitals consultant led 

palliative care services.

Divisional M&M arrangements 

not fully in place.

Clinician time to review cases.

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.

Risk of reduced number of 

mortality reviews as clinical 

staff time is prioritised in 

response to Covid-19 

pandemic.

Use of Mortality Screening 

tool with links to SJR for NQB 

cases or where further 

learning is identified, ongoing. 

Review process for quality 

focussed learning from deaths 

reviews with coding team, 

Mar 20.

Working with clinical staff 

unable to work clinicially 

during the Covid-19 pandemic 

to continue review of cases for 

learning lessons, Ongoing.

19 Cases reviewed by clinical 

staff unable to work clinically 

during the Covid-19 pandemic, 

plans in place to review more 

cases this way.

A

Insufficiently trained SJR 

reviewers

SJR training plan reviewed. To 

implement actions, May 2020.

Divisional assurances 

reporting to MIG, Ongoing.

Lack of divisionally owned 

improvement plans / learning 

lessons.

Disparity between statistically 

calculated expected deaths 

and the observed deaths.

A

Increasing SHMI statistic and 

high Out of Hospital (OOH) 

SHMI / HSMR.

Grant Thornton updates are 

identifying gaps in assurance 

with regard to historic 

recording/coding of SHMI 

impacting risk factors/Primary 

diagnoses.

SHMI impact of Grant 

Thornton Clinical Data 

Improvement project not 

known at present.

Mandatory EOL training for 

nursing staff; no current 

training in place for medical 

staff.

Planning for EOL as part of 

RESPECT document. Develop 

implementation plan to 

include training on RESPECT 

and other forms of mandatory 

training, May 2020.

Mortality 

Improvement Group;

Quality Governance 

Group;

Quality & Safety 

Committee.

New Quality & Safety (to 

encompass M&M) schedule 

from Jan 2020.

R

R



R

A

R

A

R

A

R

A

R

Business case submitted for 

consideration of faster EPMA 

roll-out, April 2020.

Addition of audit of missed 

doses based on new guidance, 

when guidance approved. 

May 2020.

CNS at DPoW and SGH 

targetting training on needs 

identified through incident 

reporting, ongoing.

Increased use of Medicines 

Safety Newsletter, May 20.

EPMA rollout across the Trust, 

rollout started in Goole, now 

completed, phase 2: SGH 

commenced in Feb 20.

Electronic (WebV data) not 

available to evidence action 

taken in response to NEWS 

scores.

Gaps in assurance that oxygen 

is being used in line with best 

practice.

Sepsis 6 performance not yet 

able to be monitored via 

WebV.

Divisional awareness / sharing 

to enable lessons learnt.

Lack of E-prescribing system, 

currently paper based.

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.

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.

WebV data collection and reporting process resolved to 

enable ongoing monitoring and reporting.

WebV system for recording 

Sepsis ability questionnable.

Sepsis 6 performance not yet 

being reported via WebV.

Difficult to identify prescriber 

when errors to feedback to for 

learning.

Delayed roll-out of EPMA due 

to Covid-19.

Incident data for improvement 

purposes available, but  

accuracy is questionnable.

Lack of assurance regarding 

scale of omitted doses; 

incident reporting not 

considered to be fully 

representative.

Insulin related medication 

safety incidents reported via 

DATIX identies gaps in insulin 

medication awareness.

EPMA Omitted Doses report 

guidance to guide ongoing 

action in response, SMG, April 

20.

Gaps from audit in escalation 

when NEWS <7.

Quality Priority 2: Deteriorating 

Patient & Sepsis

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.

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.

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 both sites 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 mandatory 

training - 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 

wide EPaCCs system (Trust 

and North 

Lincolnshire)approval needed 

at Digital Strategy Board and 

TMB, May 2020.

NEL EPaCCS data sharing 

agreement to progress, June 

2020 (HCV leading on this 

piece of work)

Review of all associated KPIs 

and improvement plans to 

ensure link to CQC 

improvement project, May 

2020.

EOL KPIs to be agreed and 

monitored for impact.

There is a need to improve the 

identification,  planning and 

communication of EOL care

A

A

New deteriorating patient 

policy (including acute and 

community) has not yet been 

approved.

Scope out workforce 

requirements needed 

during May 2020.

WebV V3.0 enables 

notifications linked to 

deteriorating patient to be 

issued, draft spec for this 

to be approved by DP 

group, May 2020.

Draft escalation policy to 

streamline and simplify, to 

approve in Deteriorating 

Patient Group and governance 

meetings, delayed but to be 

approved during May 20.

Respiratory Consultant has 

revised policy and flowchart 

into 1 document, now shared 

for comments, to be agreed 

during May 2020.

R

Need to ensure that the EOL 

KPIs/ Measures/ objectives are 

clear and encompass all key 

areas requiring improvement 

(CQC; Mortality themes; EOL 

improvement planning).

Deteriorating Patient 

Group reporting to 

Mortality 

Improvement Group

Safer Medication 

Group; 

Quality Governance 

Group

Question regarding Oxygen 

added to the Ward assurance 

tool for assurance purposes.

Monthly snapshot audit on 

Sepsis screening/action, 

ongoing basis. Next 

retrospective iteration 

happening during April 20.

Concurrent audit underway 

with redeployed staff, 

Ongoing.

Results from ongoing audit 

work to be used as the 

baseline for further 

improvement using WebV 

data to monitor and track. 

Validation of WebV data 

during May 2020 to test 

robustness.

A

Critical Care Outreach team 

audit of escalation undertaken 

Dec 19/Jan 20. Audit to 

continue but delayed due to 

Covid-19.

R

Inclusion of key audit data 

within Integrated Governance 

Reports going to governance, 

May/Jun 20.

Application for QSM funds 

to appoint dedicated 

improvement post to 

support improvement, May 

2020.

Split sepsis screening and 

action questions on WebV to 

make use in realtime easier, 

delayed, May 2020.



A

R

National E-Learning package 

to be rolled out, Training & 

Development, TBC

reporting, ongoing.

Lack of assurance medicines 

are stored securely in line with 

Medicines Code. 

Roll-out new National E-

Learning package for staff to 

access. 

medication awareness.

Gap in assurance: is the 

current training at the right 

level to support staff in 

providing safe care?

Quality & Safety 

Committee; 

Quality Governance 

Group;

PRIM

RQuality Priority 4a: SAFER; and 

Ability to flex capacity to meet 

demand.

Delays in pathways (NLAG and 

cross-organisational 

pathways).

Effective discharge planning 

needs to be supported by 

WebV module includeing 

demand and capacity analysis 

of discharges vs. community 

based beds; virtual wards and 

step down facilities managed 

by NLAG.

Performance monitoring 

system that produces weekly 

reports demonstrating 

compliance [Process needs to 

be reviewed and amended].

A

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 

National E-learning package has been reviewed and 

approved for use in the Trust in the future [000 Safer Use of 

Insulin].

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).

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, 

Urology and Colorectal.

Faster pathways defined and 

in place for all 4 priority 

Annual schedule for job 

planning, delayed due to 

Covid-19.

Assurance SAFER is included in 

consultant job plans, delayed 

due to Covid-19, timescale: 

expected to resume with other 

elements of the Trust's 

recovery plan.

Need for Consultant led-board 

rounds, in the morning, every 

day supported by MDT to 

mobilise daily dicharges.

Need assurance that SAFER 

features within team and 

individual job plans.

Operations centre model in 

place with dedicated Care 

Navigators in charge of patient 

flow at ward level.

Options appraisal and draft 

business case by end of April 

2020.

Command centre for NLAG to 

support clinical decision 

making relating to discharge 

with the use of artificial 

intelligence / predictive 

analysis of data. 

Service specification being 

developed as part of 

procurement process. 

Timescale for draft model: 

(Ivan supporting) May 2020

Not meeting 62 day cancer 

performance targets (62 day 

1st RTT, and screening).

Quarterly thematic analysis 

reasons for breaches 

reporting to Cancer Board, 

Ongoing.

Associate Director of 

Cancer to work with 

divisions for how thematic 

analysis leads to pathway 

improvement within 

divisions, Q4 2020/21.

Colorectal 100 day 

improvement challenge, 

ongoing; day 50 review 

scheduled. 

Diagnostic delays and 
Not meeting (Aim) of 

Streamlined processes in Path 

Test compliance remains 

embedded post Covid-19 

through undertaking data 

pathway analysis, end of 

Q3 2020/21.

Quality & Safety 

Committee; 

Quality Governance 

Group;

PRIM

Lead for 7DS identified from the Corporate perspective of the 

Medical Director's office.

7Day Services (7DS) Board 

Assurance Framework.

7 Day services generic action 

plan and gap analysis, greater 

assurance obtained in that 

specific divisional 

requirements is now available.

Quality Priority 4b: Gaps in 

specific specialties preventing 

compliance with standards 2, 

6 and 8.

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.

Gap in assurance: availability 

of insulin leading to 

medication safety incidents

Reviewing stock of insulin to 

ensure availability, May 20.

Quality Priority 4b: 7 Day Service 

Standards (7DS) 

Amend WebV document to 

include grade of clinician 

reviewing pt, Dec 19. Trial it, 

March 2020.  Audit timescales 

to be confirmed.

10% shortfall due to illegible 

and/or undated entries.

Lack of documentation to 

evidence compliance with 7 

day standards. 

Deputy MD to discuss with 

Shaun Stacey operational gaps 

and how to progress these, 

April/May 2020.

Inclusion of gaps on divisional 

risk registers, April 2020.

Specific gaps in some 

specialties preventing the 

meeting of 7Day Service 

standards.

WebV are designing a module 

for this. Digital strategy Board 

to get approval, April 2020.

Care Navigators in post from 

late 2018 and are supporting 

focus on flow and discharge 

and supporting ward/board 

rounds.

Performance monitoring 

system that produces weekly 

reports demonstrating 

compliance.

In place, process/role needs 

reviewing, May 2020.

Corporate lead in post for SAFER; Clinical lead in post for 

SAFER (Division of Medicine).

Appointment of additional management support in Medicine 

(secondment) to focus on management of flow.

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.

R

Group

A

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.

Monthly mini-audit 

programme being undertaken, 

commence during March 

2020.



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.

Working with HUTH to 

establish, Q1 2020/21. 

Temporary arrangement in 

place to discuss Mesothelioma 

within Hull MDT.

Lung cancer: no MDT for 

mesothelioma.

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.

Interim actions: Developed 

and costed an overdue f/u 

recovery plan, to determine if 

funding awarded.

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. 

Lack of system wide 

ophthalmology approach.

High number 

of Serious 

Incidents 

relating to the 

service. 

Feedback from 

Clinical harm 

external 

review not yet 

received to 

determine if 

any harm 

caused.

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.

Develop divisional dashboards 

containing improvement plan 

within PowerBI, 2021.

Longer term actions: Work 

with strategic Humber Services 

review to plan for 

sustainablility of services. 

Ongoing.

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. 

Quality Priority 5: Cancer

Cancer Board; Planned 

Care Board; 

Quality & Safety 

Committee;

Quality Governance 

Group

Write to Cancer Lead, cc: DCD 

within Clinical Support 

Services to support focus on 

Cancer Tumour Site 

improvement in oversight and 

governance processes, April 

2020.

R

Cancer Board meeting but not 

quorate.

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;

Planning has commenced for recovery post-Covid-19 in 

terms of potential capacity and demand.

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);

Capacity and demand planning for recovery has commenced;

Single site colorectal MDT has commenced on the 8 April 

2020. All referrals are also now being clinically assessed and 

where appropriate streamlined for straight to test telephone 

assessment. 

in place for all 4 priority 

pathways: Lung, Urology, 

Colorectal and upper GI 

(supported by necessity linked 

to Covid-19) (evidence of sign 

off to be obtained).

Interim action: Consultant 

body to review clinical agreed 

pathways to assure clinical 

practice, Clinical Lead. 

Ongoing.

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 cancelled due to 

Covid-19. Evaluation of 

change cannot be undertaken 

until 3months post Covid-19, 

Q4 2020/21.

Cancer MDT Business 

meetings not quorate.

Quality Surveillance (QSIS) 

annual submission: no 

improvements in recent years.

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.

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Tumour site MDTs not 

focussed on QSIS Standards.

Clinicians not reviewing root 

causes for breaches monthly.



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:

Ongoing.



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*

Linked Corporate or High Level Risk Rating HEATMAP:

5 2426 Brexit - (Pharm supply)

*

4 2462 (Bus Cont) 2706 **NEW** COVID-19 (S&CC) 2708 *NEW* COVID-19 (C&T)

* *NEW* PSA: 2705 2710 *NEW* COVID-19 (Digital Serv)

2700 *NEW* COVID-19 (Medicine)

* 2704 *NEW* COVID-19 (CSS)

*

3 330 (Major Incident) 2697 (COVID-19) 2571 Brexit (Medicine)

* 2688 (Brexit Transport) 2699 (COVID-19 [W&C]) 2567 Brexit (Surgery)

2701 **NEW** COVID-19 (Pharmacy)

2699 **NEW** COVID-19 (Fam Serv)

LRF

2 2579 Brexit Transport (W&C) [Reduced from 12 to 4]

*

* **NEW** 2701: Covid 19 - Pharmacy perspective (CSS) (RR: 9; C3xL3) 1

* **NEW** 2706: COVID 19 Pandemic (Surg & CC) (RR: 16; C4xL4)

* **NEW** 2699: Covid-19 - all sites (Family services) (RR: 9; C3xL3)

* **NEW** 2708: Covid-19 (Community & Therapies) (RR: 20; C4xL5)

* **NEW** 2710: COVID-19 Pandemic: Risk to IT Operations Service (Digital Services) (RR: 20; C4xL5)

*

1 2 3 4 5

* **NEW** 2704: Risks arising as a result of Covid-19 Pandemic (CSS) (RR: 20; C4xL5)

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]

No shortages in availability of critical care facilities or equipment identified and greater understanding of capacity 

enables greater planning. 

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.

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.

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. 

Progress made with increased capacity in testing staff for Covid-19, looking to scale up testing even further of staff.

National shortages of certain forms of PPE have been managed through partnership working and effective supply 

chain management to date.

Continued challenges with regard to Haemofiltration consumables on the DPoW site that is being managed. 

Review the clinical harm risk stratification with divisions based on national guidance to inform the risk of clinical harm 

resulting from Covid-19 and review the performance risk rating accordingly.

**NEW** 2700: Impact on Divisional Businees Plan / Service Delivery due to COVID 19 (Medicine) (RR: 20; C4xL5)

Likelihood (1-5)

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

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

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

Changes and new entries 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.

Await national guidance on recovery post pandemic and actions to be taken by the Trust.

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

**NEW**: 2705 Interruption of High Flow Nasal Oxygen during transfer (RR 12; C4xL3) [Linked to Patient Safety 

Alert]

2579 Transport arrangements linked to Brexit [W&C] (RR: 2; C2xL2) [Risk Rating reduced from 12 to 4, Apr 2020]
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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.

Ongoing management of 

available machines with 

escalation to 

regional/national loan 

arrangements, Ongoing

Increased training and 

competency needed to 

operate anaesthetic 

machines.

Staff training.

Large scale training 

programme mobilised, some 

gaps in specialist training in 

division of surgery, ongoing 

work. 

Use of laundered gowns is to 

be a last resort option only, 

ongoing monitoring.

If last resort option needed, 

gowns to be laundered in 

line with recent CAS 

alert/IPC advice, ongoing 

monitoring.

Public Health England (PHE) 

guidance released and 

followed by the Trust 

relating to all PPE issues 

arising from the Covid-19 

pandemic, Ongoing.

Public Health England 

guidance followed.

Risk assessment completed 

for options appraisal if fit 

testing not able to be 

completed due to a lack of 

consumables.

HSE Guidance in place and 

followed by the Trust.

Larger scale use of fit testing 

with more trained staff 

administering, ongoing.

Local firms have been 

commissioned to support 

design and production, 

ongoing.

Larger scale screening of 

staff will positively identify 

staff who are positive but 

asymptomatic but poses a 

risk of increased staff 

absences.

Staff swabbing is being rolled 

out in a controlled manner 

to reduce impact on specific 

areas, Ongoing.

Regular deliveries have been 

received (1,000 more 

delivered on 22 April) as well 

as receiving additional 

gowns from other local 

Trusts through mutual 

support arrangements, 

ongoing.

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'.

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.

National shortage of 

Haemofiltration, Trust are 

running low on kits at DPoW.

Trust has placed orders with 

the manufacturer, however 

these were diverted 

regionally to other Trusts.

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.

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:

01-May-19

Oversight Group: Trust Management Board 27-Apr-20

Lead Executive: Shaun Stacey

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: Audit, Risk and Governance

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.

Twice daily operations meetings, daily strategic planning / 

management meeting and daily Executive  meeting 

overseeing Trust response. Generic mailbox is receiving 

daily updates/guidance/requests for returns and these 

are logged for action/assurance.

Visiting arrangements changed and implemented. 

Red/Green zones implemented to mitigate against 

infection spread.

Trust linking in with EPRR regional teams and Humber 

Local Resillience Forum.

Staff swabbing and 

subsequent isolation periods 

is being done in line with 

national guidance. 

Covid-19 patients are 

requiring access to 

haemofiltration in response 

to an increased risk from the 

virus.

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.

Increased VPN/network access and arrangements made 

to enable larger scale remote working for staff.

Covid-19 Hub site enabling communication with staff and 

responding to FAQs.

Increased staff testing now available with sufficient 

capacity to meet demand. Now opened up to non-NLAG 

staff also. Further expansion planned.

Pandemic: Issue 3: Equipment 

avilability, allocation, training and 

advice

Pandemic: Issue 4:  Staffing of 

extended ICU facilities (inc. 

different staffing models)

Pandemic: Issue 5:  Development 

of facilities (including greater ICU 

capacity) and options around 

bringing other facilities into use

Nominated Executive Directors leading on specific aspects 

of Trust response to Covid-19, with overall lead executive. 

Non-Executive Director also supporting focus on.

Daily stock checks completed by procurement and 

returned to the centre. Regional PPE cell established with 

links to the LRF and daily regional discussions.

Red/Green zones have been implemented to support to 

mitigate infection spread with latest PHE guidance being 

used to guide staff in these zones and dependant on 

clinical procedures/investigations being undertaken what 

PPE is required.

Critical care facilities have been expanded using Theatres 

with red/green zones. 

National/regional arrangements in place to order/loan 

additional equipment with daily updates received. 

High flow oxygen capacity planning involving critical care 

teams and Estates teams in place and supporting ensure 

safe and sustainable use of oxygen.

There have been national 

reported shortages of PPE, 

the Trust is low on water 

repellent gowns.
National guidance released 

dealing with laundering of 

gowns - last resort for the 

Trust - only to make use of 

this option following a 

detailed consideration of risk 

assessment and documented 

rationale behind decision 

making will be needed.

Supply chain issues impacted 

on reliable supply of FFP3 

masks / different 

manufacturers masks.

Greater assurance available 

in understanding critical care 

facilities and equipment 

availability. 

To date, the Trust has not 

reached a point where 

availability of equipment has 

required external escalation.

In communication with 

national team/procurement 

arrangements. Ongoing 

work. 

Mitigate further by 

considering transfer of 

patients from DPoW to 

SGH/network site.

Trust Board

Trust Management 

Board / Trust Board

G

A

R

G

G

G

R

A

G

G



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

*

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 **Risk REDUCED** 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

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

2689: Low staff MSK 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 2420: Medical Job plan

**NEW** 2692 Family Serv 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 2550: Pharmacy staff

CHANGES SINCE LAST MONTH: 1

* 2684: Compliance with employment check standards for private patients - risk reduced from 12 to 8 (C4xL2)

* **NEW**: 2692: Potential failure to achieve antenatal and newborn screening KPIs (RR: 9; C3xL3)

*

*

1 2 3 4 5

In preperation for Covid-19 additional recruitment to the Bank has been completed. Data available to date does not 

suggest Covid-19 has had a negative impact on recruitment performance.

Year 3 nursing students have been released to work within the Trust. Further year 2 students are planned during 

May to further support Trust response to Covid-19. There has been a response also from ex-NHS staff who have 

come back to work in the Trust. NLaG staff have supported staffing of the Nightingale field hospitals.

International recruitment plan agreed with Chief Nurse and Recruitment team prior to Covid-19. This is now delayed 

due to travel restrictions.

Increased establishment (phased approach) will impact on vacancy rates for nursing. On hold due to pipeline COVID-

19 delays. 

The Trust's People strategy has been to TMB for comments and concultation. Plan to approve during May.

Await national guidance to support recovery planning.  

Divisional workforce meetings to discuss workforce options that feeds into establishment control processes 

impacted on by Covid-19, in line with recovery plan re-establish process. 

Progress had been made in regard to streamlining the recruitment pipeline, however due to Covid-19 and 

restrictions on international travel, this has been adversely impacted. This is temporarily mitigated by the 

deployment of other staff including student nurses. Risk rating remains unchanged at 15 - High risk. 

Regional Trusts collaboration with support from NHSE/I to maximise training opportunities to mitigate impact of 

Covid-19 on compliance with NHS Mandatory Training. Particular risk for NLAG is Resuscitation Training.

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)

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:

People strategy to be finally approved during May.
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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:

HRBP to support divisions 

planning future staffing needs 

as part of Divisional 

engagement plans, ongoing.

People strategy drafted, to 

ratify and approve, May 2020. 

This will incoprorate talent 

management and rising stars as 

part of POE vision.

Better understanding of future 

staffing needs/talent 

management.

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.

Regional collaboration to 

maximise training 

opportunities with NHSE/I 

supporting, in response to 

Covid-19, April/May 2020.

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 28-Apr-20

Assurance Committee: Workforce Committee

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.

Nursing Recruitment and Retention Strategy now in place 

which supports staff with increased flexibility.

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

PRIM 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).

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).

Workforce planner and support in post.

ESR data cleanse completed to support continued roll out of 

manager ESR which will eventually support improved PADR and 

Mandatory Training rates.

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.

Increased establishment agreed - phase 2 has been funded.

Increasing establishment and 

approval/costs of overseas 

recruitment

R Workforce Committee

Lack of integrated data systems 

to join up finance and 

recruitment approaches and 

workforce planning.

Identified training needs for 

future workforce planning 

activities.

Manager self service project to 

provide increased line manager 

oversight of core training and 

will include electronic PADR, 

ongoing.

HRBP integrated local 

workforce meetings with HRBP 

process has been impacted 

upon by Covid-19.

Recommence HRBP integrated 

workforce meetings with 

divisions, in line with recovery 

guidance.

Consultation for POE 

restructure with the aim of 

increasing capacity, July 2020

Not being able to forecast 

workforce requirements linked 

to the operational plan.

Trust's People strategy to be 

approved in May 2020.

Core mandatory training and 

PADR targets not being met in 

frontline services.

Releasing staff (in particular 

those in front line 

departments) to attend 

mandatory training.

Covid-related delays in 

PADR/Mandatory training

HR Business Partners to 

monitor update rates of core 

training, specific focus on front 

line departments, Ongoing.

Increased establishment 

agreed (to be phased in) - 

recruitment activities required.

Adverse impact on nursing 

vacancy rates whilst 

recruitment underway.

Overseas nurses pipeline 

agreed, Covid-19 impacts on 

and delays this from being 

completed.

Recruitment process and 

retention of information within 

staff personnel files.

Business case declined, 

Undertake as Business as 

Usual, to review the way 

forward with this action, June 

2020.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

*

* Substantive FTSUG post holder appointed and now in post.

* Linked Corporate or High Level Risk Rating HEATMAP:

* 5

*

*

4 2424: Culture

*

3 2353: C&T Morale

2

*

1

1 2 3 4 5

Covid-19 has resulted in an inability to progress certain ongoing HR cases, which is a small risk overall, but could 

affect particularly those staff going through this process in need of resolution that will likely affect individual staff 

members morale.

The 2020 staff survey has been cancelled. There is a need for the Trust to undertake more local forms of testing 

(i.e. morale barometer). Funding bid is being submitted to support local testing for assurance purposes.

Anecdotal evidence suggests high level of staff morale during pandemic following initiatives such as HR Helpdesk, 

staff facebook page, daily communications channel that have been well received, supported by nationwide 

recognition of the NHS and its staff.
People strategy taken to TMB for engagement and comment. Feedback due mid-May includes leadership 

development, FTSUG, recruitment and retention, Equality & Diversity.

Staff health and wellbeing package launched during the month, fastracked existing plans to support with Covid-

19. 

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

The Trust has seen an increase in staff sickness/absence as a result of Covid-19 pandemic. The risk rating remains 

the same, even with this increased absence rate, as this is not linked to morale. There is an associated risk of not 

progressing priority improvements around PADR and mandatory rating.
76% PADR rate and 89% Core training rate, this is being adversely impacted on by Covid-19 with all PADRs being 

put on hold. Mandatory training impacted, in particular some face to face training i.e. resuscitication training, 

Paediatric ALS/EPALS. Regional work with NHSE/I support to maximise training opportunities. 

Likelihood (1-5)

Senior HR support in place and providing support with increased demand and capacity. Also support being 

provided in POE consultation due in July 2020, aiming to further mitigate gaps in POE/HR service provision. 
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Monthly Executive Highlight Report: Plans for next month:

Recovery guidance from NHS Employers awaited to guide when to return to more normal practice for staff morale 

affecting workstreams.

Feedback deadline on the Trust's People Strategy and for submission then for approval by the Workforce 

Committee and Trust Board in May.

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 no further risks identified this month or any changes to existing risks. 
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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

Significant numbers of 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.

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.

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.

A

To approve people strategy.

Ongoing work required in 

improving further Medical 

Engagement.

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 28-Apr-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.

Lack of long-term vision for 

Pride and Respect  and 

Freedom To Speak Up
People strategy incorporating 

longer term visions drafted and 

submitted to TMB for 

comments, to be approved in 

May 2020. 

Delivery plan following approval 

of Trust's People Strategy will 

include specific work in delivery 

of leadership development and 

recruitment. TBC following 

approval in May of People 

Strategy.

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, postponed due 

to Covid-19.

Workforce Committee; 

POE SMT

Workforce Committee

Apprenticeship Levy promoting training opportunities 

which the Trust has taken full advantage of meeting the 

target for apprenticeships.

G

G

Hard to target staff being 

identified and P&R training 

being delivered in their place of 

work, delayed due to Covid-19, 

TBC.

Workforce Committee

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.

Health and well being programme established for staff to 

access.

Existing staff who have not 

yet had Pride and Respect 

training.

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. New 

chair for committee and Terms of Conditions reviewed to 

ensure clarity of purpose.

Findings from MES survey discussed with senior clinicians and 

mangers at time out session during November to identify gaps 

and necessary actions needed.

Joint weekly consultant committee (HCC & MAC).

Good clinical engagement through the Covid-19 pandemic with 

support to the Clinical Reference Group and the Ethics 

Committee.

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.

Staff voice initiatives i.e. Ask Peter can provide another means 

for staff to voice concerns.

Lack of staff training opportunities.

Gaps in not having a leadership 

development strategy in all 

bands.

Mandatory leadership 

qualification for new managers.

Perceptions that Trust policy 

regarding recruitment and selection 

not always followed / adhered to.



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)

2560: CIP (Medicine)

2599: CIP (Surgery)

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

*

1

1 2 3 4 5

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

The Impact of Covid 19 has resulted in a suspension of all planning and contracting within the NHS. As a result there 

are no agreed activity plans and contracts with commissioners. There is also no agreed financial plan with NHSI

Covid-19 pandemic has resulted in the Trust's divisional teams being fully absorbed in the management and 

response.

The Trust is incurring significant expenditure on Covid -19 

Actions being taken to mitigate:

2. Set up system for authorisation and control of Covid - 19 expenditure;

3. Continue with Budget setting process and financial reporting;

1. Continually review guidance and act accordingly;

C
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n
se

q
u
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ce
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1
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)

Monthly Executive Highlight Report: Plans for next month:

Monitor new guidance as this emerges regarding changes to financial arrangements for the 2020/21 financial year.

Ongoing management of the Covid-19 pandemic.

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. 

No further additions or amends have been made this month to underpinning risk registers.

4. Continue with the planning, delivery and monitoring of the Cost Improvement Plan.

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.

Assurance / Oversight 

Group

Finance & Performance Committee

Trend RAG Rating:

RED

RAG RATING KEY:

Issue 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.

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.

Issue 3:

CIP / Financial Improvement Plan

01-May-19

29-Apr-20

James Hayburn

Performance Improvement Meeting (PIM), 

Finance Review Group (FRP)

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:

* Potential lack of support to the system, regulatory action and inability to exit quality and financial special 

measures;

* Lack of longer term sustainability.

Assurance that the issues impacting on this risk are being 

managed:

GAPS in Controls:

Level of uncertainty

Ongoing 

discussions/relationship with 

NHSE/I

R

GAPS in assurance:
Actions required to 

improve:

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.

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 

PRIM.

Issue 2:

Impact of Covid-19 Pandemic

Monitoring new guidance as it 

is released, ongoing.
R

Covid-19 daily strategic 

planning meeting with links to 

Executive Team daily meeting. 

Financial expenditure process 

reviewed by Executive Team 

on a daily basis.

Assurance from NHSE/I that 

Covid-19 related spend will be 

covered centrally.

Covid-19 oversight/monitoring and governance processes 

supporting Trust ongoing management of the pandemic.

Daily strategic planning meeting that ensures confirm and 

challenge of financial expenditure in relation to Covid-19.

A

Audit, Risk and Governance 

Committee (with feeds from 

Counter Fraud and Internal 

Audit plans).

Finance and Performance 

Committee, Board oversight.

Issue1:

For the financial year 2020/21 there is no 

control total resulting in a difficulty in 

being able to plan.

Change in process moving away from 

contracts to block payments 

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

Uncertainty of the full 

financial impact of covid-19 

following the initial 4 month 

arrangement provided by 

NHSE/I.

Management time focussed 

on response and management 

of Covid-19 pandemic and 

therefore a lack of time to 

focus on Business as Usual 

functions. 

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.

Trust Board,  

Finance & 

Performance 

Committee

KPIs determine if possible to 

provide above-planned 

activity (profit): Reducing LOS, 

Theatre efficiency, freeing up 

beds.

Monitoring new guidance as it 

is released, ongoing.

Trust Board,  

Trust Management 

Board,

Finance & 

Performance 

Committee

Finance & 

Performance 

Committee,

Finance Recovery 

Board. 



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

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

*

*

*

* 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 1601 2425

2624 2038

2374 2678

2623

1620

* 2281

4 2637 1223 2614 2088

* 2693 1774 2383 2317

2200 2481 2293

* 2452 2547 2539

2212 2635

* AE audits 2035

2694

* Internal audit programme has been embedded within E&F. 3 2690 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

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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Monthly Executive Highlight Report: Plans for next month:

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

The April Estates Assurance Report focusses on Ventilation.

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 

Monthly estates assurance report is sent to F&P committee - May - Backlog Maintenance

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)

2657 - Replacement of x20 Endoscopy Patient Monitoring (RR: 20; C5xL4) - 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 23-Apr-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

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 

May 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 23-Apr-20

Assurance Committee: Finance & Performance Committee

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

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

*

4 2662: Data Quality **RISK REDUCED** 2409: Cyber 2408: Cyber 2433: IT Equip

* 2495: WebV 2461: Cyber

2369: Cyber 2676: DPA **RISK CLOSED**

* 2617: Card Elec Requesting

3 2674: Cyber 2440: Strategy 2501: Data Quality

**NEW** 2702 [Cyber] 2675: IT

**NEW** 2703 [WebV]

2 2084: DPA

*

CHANGES SINCE LAST MONTH: 1

* **NEW** 2710 - COVID-19 Pandemic: Risk to IT Operations – C4 (severe) x L5 (certain) = 20 (high)

* **NEW** 2703 - Outdated JavaScript Libraries in WebV – C3 (moderate)  x L2 (unlikely) = 6 Moderate

* **NEW** 2702 – Account Weaknesses in V2 of WebV - C3 (moderate)  x L2 (unlikely) = 6 Moderate

*

1 2 3 4 5

2662 - Duplication of hospital numbers (CMIS) [Maternity] (RR: 4, C4xL3) - Risk Rating REDUCED to 4 (C4xL1).

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.

Weekly progression first stage interviews with key stakeholders to develop the Trust's Digital strategy have been 

hampered by COVID-19. 

Chief Information Officer role out to advert.

Both the Business Case for a qualified IT Security Officer and an IT Service Management System were approved at the 

Business Case Review Group on 17 March 2020.  These will be submitted for approval at the Trust Management 

Board meeting due to be held on 20th April 2020.

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

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.

Chief Information Officer role expected appointment date June 2020.

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.

2376 - The risk of breaching the DPA re. reporting serious data protection incidents to the ICO (RR: 12, C4xL3) Has 

been REMOVED from the Risk Register and closed.
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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.

Lack of clarity around the 

digital strategy and plan.

CIO/CCIO/CNIO to be recruited
CIO to be appointed in June 

2020

RAG RATING KEY:

A

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

3 task and finish groups in operation; Digital Strategy Board 

(DSB) in place; DSB approves requests for digital changes;

CIO/CNIO/CCIO post to direct and drive engagement at 

executive level.

CIO on Board monitoring 

engagement and strategy 

direction. 

CCIO and CNIO attending senior 

clinical groups driving 

engagement

NLAG / NHSI and NHSD review 

ongoing following TMB 

agreement.

NHSI support review of 

efficiency and CIP and review of 

the plan for the Digital Strategy 

Board/associated task and 

finish groups, ongoing.

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 .

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.

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

AMap new DSP requirements to 

work programme.

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

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

DSB inconsistent 

attendance/divisional 

representation which delays 

decision making;

Engagement exercise underway 

with divisional triumvirates to 

focus on this area.

R

A

Shortage of IT equipment to support the 

Trust achieve its objectives

Inadequate resource available 

resulting in a shortfall of 

equipment; 

New DSP toolkit mapping of 

leads delivering and resource 

required into work programme.

Rationalising current available IT equipment to ensure shared 

out;

Tech shop process support 

ordering and approval by lead 

directors

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.

Refreshed posture assessment 

needed 

Implementation of board 

approved cyber security 

procurement (ongoing).

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

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 22-Apr-20

Assurance Committee: Finance & Performance Committee



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

Linked Corporate or High Level Risk Rating HEATMAP:
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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.

Humber Acute Services Review has paused in response the Covid-19 pancemic and will be reviewed in line with the 

post-Covid-19 recovery plan. 
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Monthly Executive Highlight Report: Plans for next month:

National guidance is expected during the w/c 27 April 2020 regarding post Covid-19 recovery. 

ICS system leaders to review guidance and develop strategic plans in response. CEO meetings also planned to review 

next steps.

More detailed review of strategic risk entry to be undertaken following release of national guidance and greater 

clarity on strategic planning required.

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.

Trust Strategy work continuning with the development of an interim clinical plan being written up as a Trust strategy. 

This will act as a framework to include Trust fragile services with links to divisional plans and system risks. This will 

support ICS system thinking to support respond to local challenges identified.

Key: 15-25. 8-12.

Likelihood (1-5)

4-6. 1-3.

High Risk
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Low Risk

Very Low 

Risk

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 Apr-20

Current Initial Target (Mar-22)



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 27-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

*

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

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

High Risk
Moderate 

Risk
Low Risk

Very Low 

Risk

Humber Acute Services Review has paused in response the Covid-19 pancemic and will be reviewed in line with the 

post-Covid-19 recovery plan. 

More detailed review of strategic risk entry to be undertaken following release of national guidance and greater 

clarity on strategic planning required.

Key:

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:

National guidance is expected during the w/c 27 April 2020 regarding post Covid-19 recovery. 

ICS system leaders to review guidance and develop strategic plans in response. CEO meetings also planned to review 

next steps.
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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 27-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

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

Working with stakeholders at multiple levels in response to the Covid-19 pandemic, including PLACE, Northern 

Lincolnshire, Humber LRF, ICS and national leaders.

Strong local support from local MPs with briefings, both formal and informal.

Planned visit from the National Director of Improvement (Hugh McCaughey) and the National Director of Intensive 

Support (Sue Holden) cancelled due to Covid-19 pandemic.

MP briefing session held on the 13 March 2020.

Chief Nurse attended National Chief Nurses Conference.
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Monthly Executive Highlight Report: Plans for next month:

Continue to respond to the Covid-19 pandemic.

Discussion to be held at Trust Board 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 08-Apr-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 following 

the Covid-19 pandemic.

G Trust Board

Area of additional focus 1: New MPs 

- following the General Election;
New arrangements and relationships developed.

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

1 2 3 4 5

Claire Low appointed as Acting Director of POE for a further 6 months period.

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

Continuing effective leadership of response to pandemic with daily incident management control and governance.

PRIMS maintaining a focus on other Trust performance matters.

Chief Information Officer is now at the interview stage.

Revised accountability arrangements for CQC with this now coming under the Medical Director's Office and the 

appointment of an Associate Director of Compliance and Assurance to oversee.

Dr Asem Ali appointed as Divisional Clinical Director in Medicine.

Likelihood (1-5)
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Monthly Executive Highlight Report: Plans for next month:

Experienced former NHS HR Director commissioned to prepare full consultation pack to support first phase of 

restructuring of the POE directorate post Covid-19 pandemic response.

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: 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 08-Apr-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

A Workforce Committee

PADR compliance shortfall of 

target set.

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.

Focus on PADR compliance 

levels via PRIM, ongoing.

Approval of a formal 

Leadership development 

strategy (delayed until after 

publication of NHS People 

Plan). This has been deferred 

until after the Trust's current 

response to the pandemic.

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 (delayed 

until after publication of NHS 

People Plan). This has been 

deferred until after the Trust's 

current response to the 

pandemic.

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)

* **NEW** 2698: Capacity and Demand [W&C] (RR: 8; C4xL2)

*

(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: 16; C4 x L4) [Risk Rating reduced from 20 to 16, Apr 2020]

* 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: 16; C4xL4) [Risk Rating INCREASED from 6 to 16, Apr 2020 (had previously been 16 and lowered to 6)]

* 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]

(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)).



(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:

* Patient Safety Alert Linked: **NEW** 2705: Interuption of High Flow Nasal Oxygen during transfer (RR: 12; C4xL3)

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

* CQC Linked: **NEW** 2707: Resus training provision (RR: 9; C3xL3)

* 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)

* 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)

* 2579 Transport arrangements linked to Brexit [W&C] (RR: 2; C2xL2) [Risk Rating reduced from 12 to 4, Apr 2020]

* 2426: Business continuity (risk rating: 10; C5xL2)

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

* 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)

* 2688: Risk to clinical services due to impact on transport arrangements following Britain’s exit from the EU (C&T) (RR: 6; C3xL2)

* **NEW** 2701: Covid 19 - Pharmacy perspective (CSS) (RR: 9; C3xL3)

* **NEW** 2706: COVID 19 Pandemic (Surg & CC) (RR: 16; C4xL4)

* **NEW** 2699: Covid-19 - all sites (Family services) (RR: 9; C3xL3)

* **NEW** 2708: Covid-19 (Community & Therapies) (RR: 20; C4xL5)

* **NEW** 2710: COVID-19 Pandemic: Risk to IT Operations Service (Digital Services) (RR: 20; C4xL5)

* **NEW** 2700: Impact on Divisional Businees Plan / Service Delivery due to COVID 19 (Medicine) (RR: 20; C4xL5)

* **NEW** 2704: Risks arising as a result of Covid-19 Pandemic (CSS) (RR: 20; C4xL5)

* **NEW** 2705: Interuption of High Flow Nasal Oxygen during transfer (RR: 12; C4xL3)

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: 15; C3xL5) 

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)

(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:



* 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)

* **NEW** 2692: Potential failure to achieve antenatal and newborn screening KPIs (RR: 9; C3xL3)

Other Staffing Risks:

* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4)

* 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)

* 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)

* 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: 8; C4xL2) [Risk Rating reduced from 12 to 8, Apr 2020]

* 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)

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. 



* 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)

* 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)

* 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)

* 2635: Patient Beverage & Breakfast Trolley - x44 Units Trustwide (RR:  16; C4xL4)

* 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) [Risk removed from RR, Apr 2020]

* 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)

* 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)

* **NEW** 2703: Cyber Security: Outdated JavaScript Libraries in 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)

* **NEW** 2702: Account Weaknesses in V2 of WebV (risk rating: 6; C3xL2)

(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: 4; C4xL1) [Risk Rating reduced from 12 to 4, Apr 2020]

* 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)

2376: The risk of breaching the Data Protection Regulation re. reporting serious data protection incidents to the Information Commissioners Office (ICO) (RR: 12; 

C4xL3) [Risk removed from RR, Apr 2020]

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) 



* 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:
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DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors - Public 

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 Friday 17th April 23 April and 27th 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 to discuss: 
- The use of high flow nasal cannula oxygen when there is no 

more CPAP available; a derogation from the national alert 
- Community Proforma / decision making aide for Covid-19 
- Proforma for the referral of items to the Ethics Committee 

 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to 

• note the highlight report 
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Report for Trust Board Meeting on: 5 May 2020 
Report From: Clinical Ethics Committee on 17th April 2020, 

23 April and 27th April 2020 
Highlight Report:  
 

The Clinical Ethics Committee met to discuss: 
1. A proposal to use high flow oxygen therapy as a last resort. 
  
National Guidance Reasons for the Use of High Flow Oxygen in NLAG 
Relevant national guidance is 
NHSE/I –Clinical guide for 
the management of critical 
care patients during the 
coronavirus pandemic, 
issued 16 March 2020, which 
states: “High Flow Nasal 
Oxygen or similar devices 
should be avoided. There is 
no survival benefit compared 
to conventional oxygen 
therapy, and the risk of 
environmental viral 
contamination may be 
higher” 
 

Where the Trust has no more CPAP/NIV available and the 
patient is not suitable for a ventilator (or there are none 
available) and harm will potentially come to the patient without 
using high flow oxygen therapy. 
 
WHO recommend the use of high flow oxygen as an option 
The European Society of Intensive Care Medicine recommends 
the use 
 
Research approved for Warwick to ascertain the value of high 
flow oxygen as a treatment in Covid-19 – this research trial only 
started in the past week 
 
Research in the European Journal of Respiratory Medicine 
(Fink et al) that dispersal rate for High Flow oxygen is no more 
than 20 cm. 
 
Consultant Microbiology view that there is no increase of risk to 
staff where they are wearing FFP3 masks 

 
Decision Taken: 
a) Request to join the research study at Warwick. If the trust is not accepted as a 

research centre for the new trial then option b was agreed  
b) Support use with a clearly defined SOP (informed by the Warwick research study 

protocol) to ensure the patient would be in a side room, wearing a surgical mask over 
the nasal cannula, staff would be wearing FFP3 masks and there were no more 
CPAP machines available 

 
Reason for Decision: 
There was no evidence of additional risk to staff or other patients; and this would be used 
as a last resort where not to use this would lead to potential harm for patients.  
 
2. The use of the Community Proforma 
Decision Taken: GP’s to make the decision on the proforma which would be adoped by 
both NE Lincolnshire and N Lincolnshire 
 
Reason for Decision: A second, single page flow chart had been produced by the GP 
member of the Ethics Committee, and a meeting of GP’s had been convened to discuss 
the matter. 

 
3. Ethics Proforma for referral of items to the Committee 
Decision Taken: To use the document provided 
 
Reason for Decision: The proforma seemed to encompass the scenario’s envisaged 
thus far. 

 
Action Required by the Trust Board: 
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The Trust Board is asked to: 

• Note the decisions and reasons given for the decisions from the meetings of the 
Ethics Committee in April 2020 
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DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors - Public 

REPORT FROM Kate Wood, Medical Director 

CONTACT OFFICER 

Angie Legge, Associate Director for Quality Governance 
Arasu Kuppuswamy, Deputy Medical Director 
Lucy Kent, Associate Director for Compliance 
 

SUBJECT Patient Impacts and Clinical Risk  

BACKGROUND DOCUMENT (IF ANY) None 

PURPOSE OF THE REPORT: The report outlines key areas of clinical risk and the mitigation steps. 

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) 

 

 

 

 

 

 

 

 

 

 

 

 

 

This paper outlines the key issues relating to clinical risk / harm, and the mitigating 
actions, with significant pressures relating to Covid-19. The areas considered are: 
 
Waiting Lists: 
There has been significant progress in instigating virtual clinics, the priority has 
been to urgent and emergency cases. Risk stratification has been carried out to 
identify these cases. 
 
CQC Actions: 
The CQC response to the Trust action plan has now been received. Progress is 
being made on End of Life. The delays to training in ECC for EPLS and paediatrics 
remains a concern but there is mitigation in place with support to ECC from the 
paediatric department and new pathways put in place for sick children presenting to 
ECC. 
 
PPE 
PPE continues to be supplied as per the national process; sufficient supplies have 
been maintained although concerns remain about the supply of surgical gowns. Fit 
testing of FFP3 masks is in place. 
 
Serious Incidents 
National suspension of timescales for investigation, however significant progress 
made in addressing pressure ulcer reports which were in draft. Concern remains as 
to the outstanding action for training in paediatrics for ECC. 
 
Complaints 
Nationally the timescales for responses has been suspended. Those awaiting a 
response have been advised and apologies given, however the team is working to 
try to complete those in draft. A pilot to address the concern pre the pandemic 
about the timeliness of complaint responses continues. 
 
Cancer 
There has been reductions in referrals, diagnostics and treatments which may 
ultimately impact patient outcomes. The most significant concern are the delays in 
endoscopy for suspected colorectal cancer. Some urgent endoscopy work 
continues, but the team are awaiting national guidance in terms of re commencing 
other endoscopy work. 
 
Mortality 
The risk of delays to mortality reviews remains, however the process to enable 
those working from home is working to help mitigate this 
 
Conclusion 
In summary, the most significant risks are: 
-Potential increase in waiting lists, time on waiting lists and harm to those on waiting 
lists 
- Colorectal Cancer delays from Endoscopy 
-Inability to progress training in ECC for paediatrics and APLS 
- SHMI 
 
Work is underway to try to mitigate those risks with virtual clinics and system wide 
support for risk stratification, coding work continuing off-site with Grant Thornton, 
and continuing SJR’s with clinicians at home. 
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TRUST BOARD ACTION REQUIRED 

 
The Board is asked to 

• note the key risks identified and mitigation work 
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PURPOSE 
 
This paper outlines the key issues relating to clinical risk / harm, and the mitigating actions, with 
significant pressures relating to Covid-19. The areas considered are: 

• Waiting Lists 
 

• CQC actions 
 

• PPE 
•  

•  Serious Incidents 
 

• Complaints 
 

• Cancer 
 

• Mortality 
 

•  •  

 
 
WAITING LISTS 
 
As at 30 March there were 23574 on the RTT incomplete waiting list. National guidance has declared 
operational planning in 2021 has been stood down and the position frozen for a minimum of 4 months. 
 
Assessment 

 
Clinic capacity is affected by Covid-19; a risk stratification model has been developed to balance the risk 
of exposure to Covid-19 with risks and benefits of delaying treatment. Each specialty follows the relevant 
national risk stratification guidance and these are in the Covid-19 referral and waiting list SOP. The 
process includes a field on the waiting list to record priority and a validation template which can be saved 
to the patient’s record on Web V. Referrals come via the Referral Assessment Service (RAS) and are 
clinically triaged within 72 hours. The categories are: 

• Respond with advice to the GP 
• Straight to test 
• Telephone / video consultation 
• Urgently appointed for a face to face meeting 

 
Patients on the Outpatient follow up list are triaged and categorised: 

• Patient can be discharged with advice 
• Priority 2 – appointment required within 4 weeks 
• Priority 3 – appointment required within 3 months 
• Priority 4 – appointment can be deferred for 3 months + 

 
Patients on the Inpatient waiting list have been triaged (in line with national guidance) and categorised: 

• Level 1a – Emergency operation needed within 24 hours 
• Level 1b – Urgent – operation needed within 72 hours 
• Level 2 – Surgery can be deferred for up to 4 weeks 
• Level 3 – Surgery can be delayed for up to 3 months 
• Level 4 – Surgery can be delayed for more than  months 

 

Area Risk Risk Level 
Radiology Diagnostics scorecard completed and updated weekly. 

Unplanned Care, Cancer and Urgent Diagnostics continuing, along with 
some oncology surveillance diagnostics, subject to patient’s agreement 
Routine imaging and follow-ups not currently being appointed; the waiting 
list numbers for these is increasing. Wait for routine imaging is now approx. 
16 weeks at SGH & DPOW, and 9 weeks at GDH. 
Routine referrals to be revalidated  and reprioritised by clinicians if 
inappropriate to wait – process being finalised for this. 
 
Reporting remains in a strong position with the exception of images sent to 
Hull for specialist vascular / Nuclear Medicine reporting – everything else is 
under 3 weeks for reporting. 

Diagnostics 
– High 
 
 
 
 
 
 
 
Reporting – 
Medium due 
to vascular 
at HUTH 

Outpatients  Clinics reduced to allow emergency rota to be staffed. Reduced referrals 
from GPs mitigating impact. Virtual clinics have been implemented across 
specialties with 63% of clinics undertaken virtually, but there has been a 
50% drop in patient clinics across the Trust. 

Moderate 

Inpatients The inpatient waiting list stands at 11, 590 Moderate 
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Priorities are recorded on the electronic record to enable automatic ordering of the PTL (Patient tracker 
list). Oversight and monitoring is via the weekly PTL meeting. Guides to the process, including patient 
information leaflets, are on the HUB site. 
 
 
CQC ACTIONS 
 
The first meeting to receive feedback on the approach being taken by the Trust in response to the CQC 
report occurred on 17th April. Discussion with the CQC was encouraging and they supported our 
approach but required further detail in the plans. Therefore the Associate Director for Compliance has 
used the time when many staff have been focused on changing ways of working due to COVID-19 on 
incorporating feedback from the CQC and NSE/I on the high level plans. These have now been 
developed to include much more detail.   
 
Particular work has been undertaken with the End of life team to ensure actions from their audits and 
other improvement plans were brought together, a group for delivery has been set up which will meet 
monthly and the NLAG EOL strategy Group being now used to monitor delivery. Support with the 
implementation of the Improvement plan is being provided by the Improvement team. The draft plan is 
now with the team for final comment. 
 
Emergency Department work continues with a focus on mandatory training. Staff have been contacted, 
initially in DPOW but also this is planned for SGH. The particular concerns is cancellation of the EPLS 
and paediatric competency course at Lincoln University. There is mitigation in place with support to ECC 
from the paediatric department and new pathways put in place for sick children presenting to ECC. 
Records are being kept of training opportunities lost and additional training undertaken. In addition, the 
building on the work for the mental health rooms has also been put on hold during COVID-19. 
 
PPE 
 
Risk Mitigation 
Availability of key PPE products nationally has 
been placed under extreme pressure in recent 
weeks.  
 
Key pressure point is the availability of sterile 
and non-sterile surgical gowns. 
 
There is also a lack of suitable visors for 
surgeons. 

Key product management is centralised within the 
Trust in addition to usual processes. The procurement 
team have implemented a system for clinical areas to 
request and draw off the central stockpile as and 
when required.  
Daily stock take of central stockpile to monitor levels 
and identify pressure points for additional 
orders. Procurement placed an order of surgical 
grade visors. 
The Trust has tested the potential to wash gowns as a 
last resort solution. 

The Trust has no control over quality of PPE 
supply eg different types of gowns, out of date 
masks, & different types of FFP3 masks are 
being supplied. 

Staff being fit tested on the FFP3 mask available in 
their department. Additional powered respirators are 
on order and due for arrival this week (x20). 

Staff concern as Royal College guidance for 
PPE differs from the PHE national guidance. 
RCEM recommends the use of FFP3 at all 
times in the red zone in ECC, national guidance 
recommends facemasks unless aerosol 
generating procedures – where FFP3 is 
appropriate. 

 
National PHE guidance being utilized in all areas and 
reasons explained to staff. The Clinical Reference 
Group with Clinical Leads, has discussed local 
interpretations of national guidance to ensure 
consistency in approach. 

 
SERIOUS INCIDENTS 
 
The Quality Governance Team in the MD Office is working with clinical areas to ensure: 

- Patient safety is not adversely affected by delays in implementing actions / learning from SIs 
- Patients or families are not distressed by the increased delays. 

 
NHSE/I has stated that the 60 day timeframe for SI investigations has been suspended due to the 
pandemic. There are currently 60 Serious Incidents under investigation, a reduction of 17 since the last 
report: 
 
Category Number of Serious 

Incidents 
Sign off Risk of Delay 
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Never Events 2                       (=) Medical Director High 
Pressure Ulcers 32 (53%) (↓21) Chief Nurse High 
Falls 2                     (↓3) Chief Nurse High 
Stop the Clock (police investigation) 1                        (=) Medical Director None 
HSIB investigations  4                      (=) HSIB Low  
Others 19                (↑4) Medical Director High 
 
Mitigation: 

• Apologies made to the families in relation to delays due to Covid-19 
• The CCGs made aware, 30 extension requests have been approved. 
• Approval of pressure ulcers and falls SI reports undertaken by Associate Director for Quality 

Governance  
• Focus on progressing investigations where feasible. 

 
Investigations on Incidents of High Concern:  
The Trust has 6 cases are being monitored in terms of patient safety.  
 
Investigation Action / Investigation Progress Risk during 

Pandemic 
Never Event – 
Cardiology 

Actions complete: 
Investigation underway 

Very low risk 
Report likely to 
be delayed. 

Never Event – 
Urology 

Action to stop complex adrenalectomies complete. Investigation 
report in draft awaiting Royal College of Surgeons review 

Low risk 
Report likely to 
be delayed 

Paediatric Sis  Overarching action plan in progress. External courses training of 
paediatric and advanced life support for ECC staff cancelled due to 
Covid-19. 
Previous reports both concluded; new SI has complex system 
issues which may warrant a longer investigation.  

Medium risk 
 
Risk of 
investigation 
delay 

Inadvertent 
overdose of 
paracetamol 

 Investigation highly complex with extension to December 2020. 
Repetition of previous learning in relation to weighing patients has 
been shared. Audit planned. 

Low risk 

Ophthalmology A further 4 cases were declared. These represent the final cases 
from the management of the waiting list issue; the failsafe officers 
are now working well. These cases (wet AMD) are continuing to get 
treatment during the Covid-19 pandemic. 

Low 

Information 
Governance 

Reminders on IG protocols regarding viewing records has been 
included in the daily Covid-19 email to all staff. 

Medium 

  
 
COMPLAINTS 
 
Following guidance from NHSE the formal complaint process was recommended to be paused for 3 
months from the end of March 2020. Consideration is given for those waiting 6 months or over, as to 
whether a suitable resolution could be agreed at this time. In line with this, the Parliamentary Health 
Service Ombudsman have paused all ongoing investigations and are declining any new referrals during 
COVID-19. 
 
In this period the complaints team is focusing on completing final responses on all completed 
investigations with a view to ensuring that the complaint process progresses where possible. The trial of 
the new process to improve  timescales and learning opportunities which commenced in Women and 
Children’s Division continues to ensure progress in implementing improved timelines. 
 
Risk Mitigation 
Timescales for complaints responses 
will increase due to clinical staff having 
reduced capacity. 

All complainants have been written to explaining the pause 
and longer standing complainants are aware that we are still 
trying to continue to achieve a resolution. 
Complaints team working closely with Divisions to maintain 
progress. 
Internal monitoring of process continues. 

Incoming complaint numbers have 
reduced significantly. The Trust may 
have reduced intelligence of patient 

The patient experience team and corporate teams are 
collecting direct patient feedback when possible, utilising trust 
social media to gain insight into the experience of care. 
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experience and clinical issues raised 
ordinarily through this route. 

Incoming complaints all reviewed for themes and escalated if 
required via the Virtual Patient Experience Group Nursing 
Metrics and Clinical Governance Groups. 

 
CANCER 
 
The key risks for Cancer during COVID-19 for NLAG are as follows: 
Risk Mitigation 
2ww referrals  : – 70% reduction (1089 referrals since end 
March).  Significant number of patients not seeking advice 
from GPs – potential backlog building in community. 
Possible surge of referrals when social distancing 
ceases/face to face consultations re-open.  

National and local campaign to encourage 
patients to seek advice from their GP 
about to start, may increase 2ww referrals 
again.  
Risk stratification for high risk patients to 
have priority 

Diagnostics: 
Endoscopy :  British Society of Gastroenterologists 
(BSG)/JAG guidance – only emergency and urgent 
patients.  
Colorectal – large number of suspected cancers not 
progressing (on waiting list in endoscopy). National limiting 
factor will be PPE. Similar for gastroscopy but smaller 
numbers 

Emergency and urgent patients continue  
 
 
Expecting further guidance imminently to 
re-open some colonoscopy. 

Cancers Diagnosed :  50% reduction (compared to same 
period last year – mid March to mid April).  Large number 
of ‘suspected’ pathways on Cancer PTL not progressing. 

 

Treatment 
Cancer Treatments overall reduction of around 30%.  
 
 
Surgery (all cancer surgery – both 31 and 62 day 
pathways, 1st and subsequent treatments) :  42% reduction 
(compared to last year).  Some surgery and HUTH (Thyroid 
and Prostatectomy) ceased following national guidance.  
- Drugs (chemotherapy and other drug therapies):  
increased +31 (+94% 30/3), +5 (+23% 6/4) – probably due 
to increase in endocrine treatment before breast surgery, 
and reduced in April  
- Palliative care (mix of chemotherapy and best supportive 
care):  some increase early in April but has dropped back 
to average weekly treatments from mid-April.  

Undertaking an analysis of those patients 
on Cancer PTL with confirmed cancer and 
no DTT (decision to treat)/treatment date. 
Plans being developed to re-open 
surgery/use of IS providers- cancer 
recovery plan.  Surgery at NLAG for 
diagnosed cancers has continued.    
 
Reduction probably due to patients waiting 
for chemotherapy start dates (risk 
assessments by Oncologists with 
patients). 

 
 
MORTALITY 
 
From the experiences related from other countries and other parts of the UK, it is likely that the number 
of deaths related to the pandemic will increase. This increases the risk. 
 
Risk Mitigation 
Mortality will increase Clinical Ethics Committee  

Mortality Improvement Group. 
All Covid-19 deaths will be subject to SJR to 
understand the quality of care 

Co morbidities will not be fully recorded leading to 
an increase in the SHMI 

Grant Thornton remote reviews continues with 
Trust coding team members supporting with 
ongoing meetings and time with Trust mortality 
clinical lead. Current data indicates an increase in 
the use of co-morbidities in February 2020. 

The mortality specific data quality improvement 
project has been revised, with Grant Thornton 
having to work remotely instead of onsite. This 
poses a risk to achievement of the project scope. 

Report on the work to Mortality Improvement 
Group 
Video call technology is enabling reviews to 
continue and online meetings with mortality clinical 
leads 

Inability to progress with mortality reviews within 
divisions resulting in a reduction in the proportion of 

Clinicians working remotely doing mortality reviews 
Ongoing discussions with Grant Thornton to 
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deaths being reviewed for learning lessons 
purposes, including the Grant Thornton review 
process impacting on the availability of medical 
records to enable timely review of quality as part of 
the learning from deaths process 

ensure those records needed for an SJR quality 
review are available. 

 
 
Mortality related reviews of priority:  
 
Area Action Risk during Pandemic 
National Hip 
Fracture 
Database 
mortality 
second reviews 

Division of surgery have provided assurance 
that the majority of cases have been reviewed. A 
further 6 are outstanding review. 
These are included in the cases distributed to 
those working from home. 

Moderate risk – these are 
outstanding older case reviews 
requiring clinician time to review. 
 

Liver Disease, 
alcohol related 

Escalation to division of medicine as to date 
there has been limited progress due to staff 
shortages in Gastroenterology. This is an 
externally notified (Dr Foster) outlier alert and 
will likely be followed up on by CQC. 

Moderate risk – unlikely that this will 
be requested by CQC during the 
current pandemic response, but there 
have been difficulties obtaining 
clinician time to review cases. This 
remains a concern. 

2019 General 
Surgery deaths 

SGH are fully up to date, there are a number of 
2019 DPoW cases that have been prioritised by 
the division of surgery. 

Low risk – these are outstanding 
case reviews requiring clinician time 
to review but are included in those 
distributed for those working from 
home to review. 

 
 
CONCLUSION 
 
In summary, the most significant risks are: 

- Increase in waiting lists and potential harm to those on waiting lists 
- Colorectal cancer delays in diagnosis from Endoscopy 
- Inability to progress training in ECC for paediatrics and APLS 
- Increase in the SHMI 

 
Work is underway to try to mitigate those risks with virtual clinics and system wide support for risk 
stratification, coding work continuing off-site with Grant Thornton, and continuing SJR’s with clinicians at 
home. 
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CONTACT OFFICER Claire Low, Acting Director of People and  Organisational Effectiveness 

SUBJECT 
Our people impacts: resilience, safe staffing, FTSU, progress against 
relevant priorities, key risks arising and acknowledgement required by 
Board 

BACKGROUND DOCUMENT (IF ANY) N/A 

PURPOSE OF THE REPORT: To update on the impact of COVID 19 on business as usual 

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 includes a summary of staffing, resilience and impact on 
People activity due to CVOID-19. 
 
Key risks are the impact on FTSU, Occupational Health, Recruitment, 
Mandatory Training and PADR’s. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 

 
The Board are requested to consider the points raised within the Paper.  
 

 



Our people impacts:  resilience, safe staffing, absences, progress against relevant priorities, key 
risks arising and decisions required by the Trust Board 
 
Safe Staffing – Staff have been redeployed from both a non-clinical and clinical perspective utilising 
the Incident centre and the redeployment centre to move resources around the organisation. 
Recruitment of additional staff to the Bank has so far resulted in 122 additional bank staff recruited 
across various disciplines.  This includes medical students currently studying with HYMS, and refugee 
doctors who are currently with the Lincolnshire Refugee Doctor Project. 
 
In addition to bank recruitment various workstreams are progressing to source and process 
additional staff, resulting so far in 65 student nurses commencing in the “aspiring nurse” role and 7 
staff have commencing from the bring back staff campaign. 
 
The Trust now has agreement on a memorandum of understanding and an operational process in 
place for the short term short notice transfer of staff between NLAG, Care Plus Group, Navigo, and 
NL CCG and are in the final stages of agreed a MOU between Hull and York hospitals. 
 
Equality Diversity and Inclusion 
We are maintaining our legal and contractual responsibilities as far as is practicable.  The Public 
Sector Equality Duty (PSED) and associated reporting has been suspended.  We are maintaining our 
duty to comply with the general PSED principles, which remain in place.  
 
Our lead commissioners have been updated and are in agreement with our approach, they have 
relevant contact details should they require any further clarity. As part of our duty to support 
equality groups we have recognised that some protected groups appear to be disproportionately be 
affected by Covid 19.  Groups such as older people, some long term conditions and  the male gender 
were thought to be at a higher risk, and risk assessment were put in place.  However, more recently 
people from Black, Asian and Minority Ethnic (BAME) communities have been identified to 
potentially be at an increased risk. Therefore, the Trust has set up a small working group to ensure 
that our staff who belong to these groups feel supported.  A letter has been sent to our BAME staff 
which explains how we intend to support and work with them during these unprecedented times.   
 
Transactional Recruitment Activity January 2020 vs April 2020 
Both non-medical recruitment and medical recruitment has remained constant between March and 
April.  This activity in non-medical recruitment is consistent with activity in January prior to the 
current pandemic situation.  The activity for medical recruitment has seen a further spike in activity 
as information is now starting to be received on trainees who will be starting with the Trust at 
August rotation. 
 
Activity continues in sourcing additional bank staff across staff groups within registered nursing, 
unregistered nursing, administration, and facilities and support.   
 
Training and Development 
Mandatory training that can be delivered through e-learning continues. The risk will come when staff 
will not have time to access the training due to capacity.  Face to face training is being delivered in 
small groups and due to staff self-isolation/sickness there has been some training cancellation.  The 
key risk is face to face to training in particular higher level resuscitation training, EPALS has been 
cancelled as faculty not available. Other centres where our staff access EPALS/ALS have cancelled 
training so therefore our staff were unable to complete training. Social distancing will have an 
impact on the ongoing delivery of this training as well as release of faculty; this will need to be 
delivered in smaller cohorts. 



Social distancing and the training room sizes will be a challenge when reintroducing training going 
forward as all training will need be delivered to smaller cohorts. Where possible we have reduced he 
length of training sessions and offered e-learning alternatives.  
 
Mandatory training is currently 89% for core training against a target of 90%. 
 
Leadership and Management apprenticeship workshops have been cancelled so risk to knowledge 
base of apprentices and their progression. No further enrolments or new apprenticeships are being 
offered or explored so there is therefore a risk to achieving the public sector target.  Planned 
meetings to progress for RN, Physio, OT, ODP apprenticeships have been cancelled which will impact 
on their recruitment and roll out for 2020/21. 
 
Appraisals will be a risk if staffs are unable to participate in the process due to sickness or they 
cannot be released due to service delivery. The priority has been the release of staff to upskill 
frontline staff in critical care skills.  Staff members are being encouraged to undertake a remote 
PADR where off site working is taking place and a guide has been issued.  Appraisal compliance is 
currently 76%.  Non-essential training has been stood down which therefore has impacted on 
leadership development and face to face delivery.  
 
ESR 
Project continues with non-clinical areas; roll out to clinical areas delayed until further 
notice.  Currently all operational group meetings to discuss and progress new functionalities have 
been put on hold.  The Team are continuing with data cleansing activities and developing system. 
The project is now behind schedule to meet it’s target of full implementation by March 2021  
 
Workforce planning 
No workforce planning activities but temporary team in place.  Using time on data projects to 
support Corvid response and develop better reporting tools for when business returns to normal. 
 
Mental Health & Well-being 
An extensive offering of mental health support to staff is now in place with both internal and 
external pathways.  Weekly webinars are delivered by our Clinical Psychologist teams on a number 
of topics.  One to one support and counselling is available to all staff.  A range of Wellbeing Apps, 
national Helplines and websites are in place for staff to access and regular communications are sent 
out to keep staff updated.  ‘Wobble’ rooms have been designed and stocked and planned to be open 
week beginning 4th May at each site. Support to BAME staff has been offered. 
 
Flu Campaign 
Presentation is still not possible to celebrate the achievements of the Flu Vaccinators.  CEO to send a 
letter to each vaccinator and POE will arrange delivery of prizes. Requests will be made of 
vaccinators to submit suggestions for improvements for this year’s campaign by email 
 
Pride & Respect 
Training ceased and administrator supporting Mental Health Campaign.  The two work streams now 
joined as a lot of cross over at this time with Care for Each Other Campaign.  Mediation will offered 
on a case by basis and dependent on mediator availability. It cannot be offered as a remote option 
and will assessed with individuals from an emotional wellbeing aspect 
 
Occupational Health 
Management referrals are continuing as normal although moved to telephone appointments rather 
than face to face.   



Pre-Employment checks are continuing as normal but reducing face to face contact where 
appropriate.  Increase in volunteer clearances and ex NHS staff returning to work albeit small 
numbers at the moment.   
 
As part of the staff Covid 19 swabbing process we are ensure results  go to staff and their managers 
in a timely way.  These results are recorded on the Trust’s Cohort system.  Occupational Health 
nurses are supporting this process and are available to answer staff concerns should they arise. 
Vaccines - Essential vaccines are continuing with non-essential Hepatitis B boosters postponed. 
 
Freedom to Speak Up  
FTSU Guardian has submitted Q4 data to the National Guardian Office. 
 

 Total Number of concerns raised in Q4 was 23, of which 12 relate to Bullying & Harassment. 
7 were relating to process and 3 to behaviour. 

 Admin/Clerical is the profession that raised the most concerns in Q4. 

 1 concern was raised anonymously (the only one in the year) – this relates to other 
outstanding concerns so will be addressed with them. 

 NHSI continue to support until September 2020. Virtual meetings held with FTSU Guardian. 
 
The impact of COVID-19 is: 

 FTSU Guardian attended annual and regional conferences virtually. All training has been 
postponed by NGO for the moment. 

 Low number of concerns raised in April.  
This is in line with other trusts in the region who also reported a drop in number of concerns 
raised through FTSU Guardians. Guardians identified that people were using different 
avenues to ‘speak up’ during this time. At NLaG the HR Helpdesk and the dedicated COVID-
19 hub page and ‘Ask Peter’ have been used extensively. Also, as more people are working 
from home or in isolation, the way staffs interact with each other has changed which could 
be another factor in low reporting. 
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The report highlights the final financial outturn subject to Audit.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
The Board is requested to review the final financial outturn for 2019/20. 

 

 

 



Finance Report Month 12  

March - 2019/20 
 



Executive Summary Month 12 2019/20 
• The Trust’s financial position was £32k favourable in the month of March against its NHSI plan, and £126k favourable for the 

financial year (before gains on disposals). The trust has therefore delivered its 19-20 control total. 

• The Trust delivered CIP savings of £20.6m against a target of £20m. 

• COVID-19 income and expenditure in 19-20 was £997k. 

• Going forward, the trust still faces challenges with regard to reducing expenditure, which is still increasing, delivery of CIP 

and minimising any new cost pressures will all be crucial for the trust to achieve its 20-21 control total. 

• The Trust’s income reflects the agreements reached with all major commissioners and all major balances agreed with 

commissioners. 

• The in-month position includes one-off pension actuals - £11.3m in clinical income and £11.3m in other pay expenditure.  

• PSF, MRET and FRF funding of £26.0m have been achieved for the year. Cash payments are made quarterly in arrears 

dependent on year-to-date financial performance compared to plan.  

• Cash management remains extremely difficult. The Trust remains reliant on central cash support.  

• Key variances are as reported throughout the year.  

• Overall the deficit for the Trust excluding PSF/MRET/FRF was £48.1m against a plan of £51.2m. The major difference was 

the revaluation of Land and Buildings which resulted in a benefit to the Trust of circa £3m which does not count towards 

the Trust’s control total. 



Income & Expenditure to 31st March 2020 
Income & Expenditure Annual 

Plan Plan Actual Variance Plan Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000 £'000

Clinical Income 331,625 28,547 41,098 12,551 331,625 349,309 17,684
Other Income 34,435 2,870 3,994 1,124 34,435 37,407 2,972
Total Operating Income 366,060 31,417 45,092 13,675 366,060 386,716 20,656

Clinical Pay (215,441) (18,051) (19,138) (1,087) (215,441) (222,402) (6,961)
Other Pay (58,732) (4,897) (16,777) (11,880) (58,732) (72,360) (13,628)
Total Pay (274,173) (22,949) (35,916) (12,967) (274,173) (294,762) (20,589)

Clinical Non Pay (64,898) (5,451) (5,601) (150) (64,898) (65,849) (951)
Other Non Pay (60,419) (5,076) (5,758) (682) (60,419) (60,603) (184)
Total Non Pay (125,317) (10,527) (11,359) (832) (125,317) (126,452) (1,135)
Operating Expenditure (399,490) (33,476) (47,275) (13,799) (399,490) (421,214) (21,724)

EBITDA (33,431) (2,059) (2,183) (124) (33,431) (34,498) (1,067)
Depreciation - Purchased Assets (10,462) (907) (743) 165 (10,462) (8,883) 1,579
Depreciation - Donated Assets (307) (27) (22) 5 (307) (262) 45
Depreciation - Assets Under Finance Leases (48) (4) (2) 2 (48) (18) 30
Interest Expenses (7,270) (630) (656) (26) (7,270) (7,514) (244)
Other Financing Costs (14) (1) 2 4 (14) 25 38
Gains/(Losses) On Asset Disposal (36) (3) 0 3 (36) 7 44
Dividend 0 0 0 0 0 0 0
Interest Receivable 136 12 8 (4) 136 170 34
Fixed Asset Impairments and Revaluations 0 0 2,990 2,990 0 2,990 2,990
Total Post EBITDA Items (18,002) (1,562) 1,577 3,139 (18,002) (13,486) 4,517
Remove Capital Donated I&E Impact 207 19 27 8 207 (111) (318)
I&E Surplus/ (Deficit) excluding PSF/MRET and FRF (51,225) (3,602) (579) 3,023 (51,225) (48,094) 3,131

PSF/MRET and FRF 26,042 2,888 2,887 (1) 26,042 26,042 0
I&E Surplus/ (Deficit) including PSF/MRET and FRF (25,183) (714) 2,308 3,022 (25,183) (22,052) 3,131
Remove Impact of Fixed Asset Impairments and Revaluations 0 0 (2,990) (2,990) 0 (2,990) (2,990)
Remove Impact of Prior Year PSF Post Accounts Reallocation (234) 0 0 0 (234) (234) 0

Remove Impact of Gains on Asset Disposals 0 0 0 0 0 (15) (15)
NHSi Control Total (25,417) (714) (682) 32 (25,417) (25,291) 126

Current Month Year to Date



Division & Corporate Function Positions 



Clinical Income to 31st March 2020 
INCOME

Annual Plan 
£'000 Plan £'000 Actual £'000 Var £'000 Plan £'000 Actual £'000 Var £'000 Comments

Elective 16,842 1,498 1,292 (206) 16,842 16,599 (243)
Underperformances in Trauma & Orthopaedics (£581k) and Cardiology (£303k), mitigated 
by over performances in Colorectal Surgery £151k, Urology £137k, Upper GI £126k and 
Gynaecology £256k

Day Cases 26,385 2,284 2,233 (51) 26,385 27,618 1,233

Expected over performance showing on Pain Management £202k due to non recurrent 
demand.  Underperformance on Ophthalmology (£1,260k) and ENT (£163k) mitigated by over 
performances in Cardiology £639k, Colorectal Surgery £656k, Gastroenterology £177k, Oral 
Surgery £198k, Urology £314k and Upper GI £451k.

Non Elective 98,062 8,364 9,084 720 98,062 105,357 7,295

Underperformances on General Surgery (£937k) and Urology (£272k) mitigated by over 
performances on General Medicine £3,314k, Respiratory Medicine £2,281k, Obstetrics 
£530k, Gastroenterology £542k, Paediatrics £382k, Trauma & Orthopaedics £473k, Elderly 
Med £289k, Upper GI Surg £221k, Oncology £277k and Gynaecology £147k.

Ambulatory Assessments 2,301 192 161 (31) 2,301 2,216 (85) Underperformance is due to Ambulatory unit at SGH (£113k)

Outpatients 39,409 3,409 2,836 (573) 39,409 40,720 1,311
Outpatients are over performing in most areas, the exceptions to this are Cardiology (£260k) 
and Haematology (£167k)

A&E 22,358 1,886 1,599 (287) 22,358 23,119 761
Over performance increased due to winter pressures at both sites £1,067k, mitigated by a 
drop in attendances in March (£307k).

Critical Care 17,018 1,454 1,429 (25) 17,018 17,151 133
Adult critical care underperformance (£674k) mitigated by over performance in Paeds 
critical care of £873k

Direct Access 38,559 3,332 2,542 (790) 38,559 39,246 687

Mainly related to Pathology over performance, £1,155k with a corresponding reduction in 
the block reprice value (see 'Other' section narrative).  Audiology (£126k), Imaging (£256k) 
and Cardiology (£86k) all  showing increased underperformances due to drop in March 
activity.

High Cost Drugs & Devices 25,455 2,181 2,174 (7) 25,455 25,453 (2)
Underperformances for Hep C and high cost drugs mitigated by over performances in high 
cost devices and cancer drug fund income

Maternity Pathways 8,127 677 687 10 8,127 8,057 (70) In the main, due to underperformance in maternity antenatal pathways

Other 26,011 2,182 5,225 3,043 26,011 26,174 164

Overperformance on NRCG £282k and additional funding for community dental services 
£250k mitigated by underperformance on unbundled chemotherapy inpatients (£308k).  
Reduction to Pathology repricing (£452k), 1819 reconcil iation (£1,361k), balance to year 
end (£4,417k) mitigated by £2,698k of non recurrent funding, £303k pay award funding, 
£744k cancer all iance funding, £932k winter & diagnostic funding, £92k virtual ward 
funding and £244k transformation funding, £997k of Covid-19 funding and £141k of non 
contracted income.

CIP 5,238 590 98 (492) 5,238 1,167 (4,071)  (£3,238K) due to NHSI plan CIP profil ing and (£833k) due to additional systems savings.  

CQUIN 3,557 305 249 (56) 3,557 3,273 (284)
 CQUIN has been reduced to take account of the year to date under-achievement for 
associate CCGs. 

Private Patient 1,090 91 82 (9) 1,090 948 (142)  Plan for both private patients and overseas visitors set too high.     

Other Clinical Income 1,213 102 82 (20) 1,213 886 (327)  Reduction in new claims and increased withdrawals. 

Additional Pension Income 0 0 11,325 11,325 0 11,325 11,325

TOTAL 331,625 28,547 41,098 12,551 331,625 349,309 17,684

CURRENT MONTH YEAR TO DATE



Temporary Staffing Costs 
Temporary Staffing (Locum, Bank & Agency):   
• Expenditure on temporary staffing for the month of March totalled £3.95m, 

which represents a decrease of £488K on the levels seen last month (£3.46m). 
• Agency spend was £1.5m in March, the same as last month. Nursing in-month 

spend increased by £23k to £666k, £64k higher than monthly YTD averages. 
Medical spend decreased by £52k to 687k. £32k was due to agency consultant 
expenditure and the rest was due to junior doctors. 

• Locum expenditure increased by £295K in March to £1.39m, £212k higher than 
monthly YTD averages. The increase was due to consultants (£137k), specialty 
doctors (£79k), SpRs (£21k) and FYs (£58k). 

• Bank spend increased by £241k to £1.1m in March, £170k higher than YTD 
monthly average spend. Qualified nursing bank spend was £133k higher than last 
month and £109k higher than YTD monthly averages. Unqualified nursing bank 
spend increased by £72k compared to last month, and was £35k higher than YTD 
monthly averages.  

 



Capital & Cash 
Capital Programme 2019/20 

 
• Capital spend at 31st March was £0.59m behind the original NHSI 

plan. 
• Ward 29 and DPOW MRI will continue into 2020/21. Both schemes 

are behind the original NHSI plan set in May. The Trust has 
requested the loan drawn in 2019/20 is carried forward to 2020/21, 
£1.04m. 

• The trust has also requested the carried forward of the loan for STP 
fees, £0.53m.  

• Donated capital spend  was £0.37m. 

Cash 
 

• The cash balance at 31st March was  £20.57m, an in month increase 
of £0.79m. 

• The cash balance includes capital loan funding for DPOW MRI and 
STP fees to be carried forward into 2020/21. 

• Capital creditors of £4.7m 
• The cash balance is to support payments to be made in future 

months and to reduce any future loan drawdowns. 
• The Trust does not require a loan drawdown for April 2020. 

NHSI Plan YTD Plan YTD Actual YTD Variance
£mil £mil £mil £mil

Major Schemes

Major Equipment Replacement 1.95 1.95 1.02 (0.93)
DPoW Reconfiguration Programme 0.66 0.66 0.42 (0.23)
SGH & GDH Reconfiguration Programme 2.17 2.17 1.54 (0.63)
UEC £1m central funding 0.00 0.00 0.96 0.96
STP Funding Fees 0.00 0.00 0.06 0.06
Endoscopy 0.00 0.00 0.15 0.15
Planning and Feasibility Fees 0.06 0.06 0.04 (0.02)

Facilities Maintenance Programme 1.84 1.84 1.81 (0.03)
IM&T Programme 1.92 1.92 1.79 (0.13)
Equipment Renewal Programme 1.54 1.54 1.50 (0.04)

Discretionary Funding 0.00 0.00 0.00 0.00

Donated 0.10 0.10 0.37 0.27

Capital Programme Total 10.24 10.24 9.65 (0.59)



Balance Sheet as at 31st March 2020 

• Debtors has reduced this month. £7.74m of the balance relates to PSF and FRF income due for 2019/20.  
• Stock has increased during March. Stocktakes have been carried out for the year end. The main increases relate to 

theatre stock at all sites and pharmacy. 
• Revenue creditors and accruals in total have increased. Some of these increases relate to accounting provisions made 

at the year end. 
• Following the guidance issued by NHSI and DHSC, interim loans have now been re-profiled to under one year, these will 

be converted to PDC in September. The loan balances also include the interest accrual of £1.78m.  

Last Month This Month Year end Plan Variance From 
Plan

£mil £mil £mil £mil
Total Fixed Assets 172.92 178.97 176.21 2.76

Stocks & WIP 3.20 3.27 2.88 0.39
Debtors  25.34 23.47 16.45 7.02
Prepayments 4.29 3.09 3.33 (0.24)
Cash 19.78 20.57 1.90 18.67
Total Current Assets 52.60 50.40 24.56 25.84
Creditors : Revenue 28.02 33.10 26.28 6.83
Creditors : Capital 2.08 4.67 1.70 2.97
Accruals 14.44 11.62 11.97 (0.36)
Deferred Income 1.28 0.99 0.22 0.77
Finance Lease Obligations 0.00 0.02 0.00 0.02
Loans < 1 year 58.96 213.71 28.57 185.13
Provisions 0.88 0.67 1.24 (0.57)
Total Current Liabilities 105.65 264.78 69.98 194.80

Net Current Assets/(Liabilities) (53.06) (214.38) (45.42) (168.96)

Debtors Due > 1 Year 0.00 0.00 0.00 0.00
Creditors Due > 1 Year 0.00 0.00 0.00 0.00
Loans > 1 Year 170.50 10.87 184.54 (173.67)
Finance Lease Obligations > 1 Year 0.05 0.02 0.00 0.02
Provisions - Non Current 4.20 4.49 3.56 0.93
TOTAL ASSETS/(LIABILITIES) (54.89) (50.79) (57.31) 6.52
TOTAL CAPITAL & RESERVES (54.89) (50.79) (57.31) 6.52



Cost Improvement Plans 
EXECUTIVE SUMMARY :

YEAR TO DATE POSITION :

• Al though meetings  with Divis ions  were put on hold due to the Covid-19 outbreak these wi l l  be re-instated as  they were fundamenta l  in supporting the Divis ions  during the year.

• Recurrent schemes  account for £16.6 mi l l ion (83%) the biggest proportional  del ivery over the las t five years

• Al though meetings  with Divis ions  were put on hold due to the Covid-19 outbreak these wi l l  be re-instated as  they were fundamenta l  in supporting the Divis ions  during the year.

• At the end of 2019/20 Financia l  year the Trust had del ivered savings  of £20.6 mi l l ion, over del ivering by £600k aga inst a  cha l lenging plan of £20 mi l l ion. This  i s  in spi te of the reduced 
income del ivery in pathology, neurophys iology and A&E (Lincolnshire patients ) due to the Covid-19 pandemic. Over del ivery across  a l l  of the Corporate Directorates  and Estates  and 
Faci l i ties  as  wel l  as  our income schemes  has  mitigated non or partia l  del ivery across  a  couple of major schemes. Continued engagement throughout the year across  the Cl inica l  and 
Corporate Directorates  has  supported this  del ivery

• Income assumptions  around di rect access  pathology, Lincolnshire A&E patients , neurophys iology as  wel l  as  CT activi ty were reduced by £400k due to the Covid-19 outbreak. However there 
was  enough over-del ivery bui l t into the programme to mitigate this . As  a  consequence Cl inica l  Support Services  who prior to the out-break were forecasting a  £156k year-end over-del ivery 
were impacted by £372k.
• The principle areas  of under del ivery in 2019/20 were Medica l  Staffing, Nurs ing, LoS productivi ty and Theatres  productivi ty.
-Medica l  s taffing i s  due ini tia l ly to under-recrui tment at middle grade level  and s l ippage on the middle grade scheme in Medicine. More recently recrui tment has  improved and i s  pos i tive 
but rate reductions  have not been poss ible.
-Nurs ing i s  s truggl ing to del iver i ts  agency reduction costs  despi te the price reductions  with TFS being rea l i sed. This  i s  due to the increased usage of premium cost agencies . Recrui tment i s  
partia l ly mitigating the loss  of agency rate reduction.
-Theatres  productivi ty i s  now being driven forward by the Theatres  Transformation Board. Currently a  s tructured savings  plan has  not been developed but costs  in anaesthetics  have been 
reduced and are currently providing for this  scheme
-The Cl inica l  Strategy has  improved with movement on the CPG contract a l though this  s ti l l  comes  with ri sk and wi l l  be rel iant on the CPG paying these invoices . There i s  enough over-
del ivery to mitigate non-payment i f necessary. Renegotiation of a  number of SLAs  hadn't occurred to date and may wel l  be 2020/21 schemes

• The Trust’s  cost improvement target for 2019/20  of £20m, plus  an additional  £2m across  the heal th community i s  required to support the achievement of the year end control  tota l .  

• At the end of March the Trust had del ivered savings  of £20.6m against a  plan of £20m an over del ivery of £600k

• The programme has  benefi tted s igni ficantly from income schemes  in Cl inica l  Support Service and in particular pathology to supplement the continued over-del ivery in Estates  and 
Faci l i ties  (pay vacancies , Roost income and non-pay, the Roost income del ivered £315k in year aga inst an origina l  plan of £108k), corporate vacancies  and procurement.
The Estates  and Faci l i ties  target has  been adjusted by £200k to reflect the fact that they have managed to mitigate a  reduction in their inflation funding. The di rectorate i s  expecting to 
del iver savings  of nearly £2 mi l l ion in-year and are a  s igni ficant contributor to the current achievement of the plan.

• Work i s  under way to identi fy schemes  to del iver the 2020/21 CIP of £13 mi l l ion. Prior to the Covid-19 outbreak there was  £11 mi l l ion identi fied.

• At the end of March the Trust had del ivered savings  of £20.6m against a  plan of £20m an over del ivery of £600k

• Divis ional  & Corporate targets  tota l led £22.6m giving £2.6m of additional  cover aga inst the £20m programme. This  has  played a  fundamenta l  part in the del ivery of the plan.

• Di fferent schemes  have been identi fied to del iver the £2m system wide saving programme with Bios imi lars , £500k, and Medicines  management, £500k, del ivering their plans  and other 
mitigating schemes  covering the remaining £1mi l l ion required.



Cost Improvement Plans 
2019/20 CIP DELIVERY BY WORKSTREAM AND DIVISION

Annual Year to Date at March 20 Current Month - March 20 Risk Adjusted Forecast Year-end

Workstream
Plan 

£000s
Plan 

£000s
Actual 
£000s

Variance 
£000s Risk RAG

Plan 
£000s

Actual 
£000s

Variance 
£000s Risk RAG

Actual 
£000s

Variance 
£000s Risk RAG

Clinical Workforce - Medical Staff 4,790 4,790 4,313 -477 330 266 -64 4,313 -477
Clinical Workforce - Nursing and M 1,914 1,914 1,417 -497 187 95 -92 1,417 -497
Clinical Workforce - AHP Staff 789 789 1,124 335 67 97 30 1,124 335
Clinical Productivity 3,026 3,026 983 -2,043 341 124 -216 983 -2,043
Clinical Strategy 562 562 534 -28 62 77 14 534 -28
Corporate and Non-Clinical Workfo 1,190 1,190 1,827 637 104 60 -43 1,827 637
Estates & Facilities 1,622 1,622 1,937 315 147 130 -17 1,937 315
Non-Pay and Procurement 3,656 3,656 3,497 -159 319 188 -131 3,497 -159
Income 3,358 3,358 4,206 848 393 403 11 4,206 848
Grip & Control 684 684 802 118 58 72 14 802 118
Unallocated 1,083 1,083 0 -1,083 119 0 -119 0 -1,083
Risk Mitigation -2,674 -2,674 0 2,674 -206 0 206 0 2,674
Grand Total 20,000 20,000 20,640 640 1,920 1,513 -407 20,640 640

Division/Directorate
Medicine 8,440.2 8,440 6,999 -1,441 847 400 -447 6,999 -1,441
Surgery & Critical Care 6,330.1 6,330 5,188 -1,142 541 436 -105 5,188 -1,142
Women & Children's 1,826.3 1,826 1,236 -590 183 144 -39 1,236 -590
Clinical Support Services 1,931.8 1,932 1,725 -207 202 -170 -372 1,725 -207
Community & Therapy Services 1,017.8 1,018 1,402 384 94 124 30 1,402 384
Operations Directorate 169.6 170 151 -19 14 -37 -51 151 -19
Medical Director's Office 192.1 192 281 89 16 28 12 281 89
Chief Executive's Office 97.1 97 184 87 8 19 11 184 87
Chief Nurse Directorate 187.1 187 487 300 19 14 -5 487 300
Finance 222.0 222 342 120 19 30 11 342 120
People & OE 251.2 251 374 122 21 44 23 374 122
Strategy & Planning 37.9 38 69 31 3 6 3 69 31
IT/IMT 0.0 0 0 0 0 0 0 0 0
Estates & Facilities 1,897.4 1,897 2,372 474 170 176 6 2,372 474
Trust 0.0 0 1 1 0 0 0 1 1
Risk Mitigation -2,600.6 -2,601 -171 2,430 -217 298 515 -171 2,430
Grand Total 20,000 20,000 20,640 640 1,920 1,513 -407 20,640 640
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NLG(20)098  

DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors - Public 

REPORT FROM Kate Wood, Medical Director 

CONTACT OFFICER 
Angie Legge, Associate Director for Quality Governa nce 
 

SUBJECT CQC Statement of Purpose  

BACKGROUND DOCUMENT (IF ANY) None 

PURPOSE OF THE REPORT: 
This paper contains the updated Statement of Purpos e in relation to the 
Trusts CQC Registration for 2020/21 

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)  

 

 

 

 

 

 

 

 

 

 

 

 

 

A review of the CQC Statement of Purpose is underta ken on an 
annual basis to ensure that it remains a true repre sentation of the 
services (and their locations) provided by the Trus t 
 
The amendments since last year are as follows: 
 
Part 1: Designated Individual changed to the Medica l Director 
(previously Trust Secretary) 
 
Part 2: No change 
 
Part 3, DPOWH: details of capital projects / expans ions updated  and 
to reference made to JAG accreditation of the Endos copy Unit 
 
Part 3, GDH: reference to Termination of Pregnancy removed from 
the list of regulated activities 
 
Part 3, SGH:  details of capital projects / expansi ons updated, 
community & therapies section updated and reference  made to JAG 
accreditation of the Endoscopy Unit 
 
Part 4: contact details changed to Medical Director ’s 
 
The revised Statement of Purpose was reviewed by th e Audit, Risk & 
Governance Committee at its meeting held on 21 Apri l 2020 and 
endorsed for approval by the Trust Board 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to 

• note the highlight report 
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Statement of purpose 

Health and Social Care Act 2008 
 
 

Part 1 

 
The provider’s name, legal status, address and 
other contact details 

Including address for service of notices and other documents 
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Statement of purpose, Part 1 
Health and Social Care Act 2008, Regulation 12, schedule 3 

The provider’s business contact details, including address for service of notices and other 
documents, in accordance with Sections 93 and 94 of the Health and Social Care Act 2008 

Please first read the guidance document Statement of purpose: Guidance for providers 

 

1. Provider’s name and legal status 

Full name 1 Northern Lincolnshire and Goole NHS Foundation Trust 

CQC provider ID RJL 

Legal status 1 Individual 
 

 Partnership 
 

 Organisation 
 

 
 

 

2. Provider’s address, including for service of not ices and other documents 

Business address 2 Diana, Princess of Wales Hospital 

Scartho Road 

Town/city Grimsby 

County North East Lincolnshire 

Post code DN33 2BA 

Business telephone (01472) 874111 

Electronic mail (email) 3 kate.wood5@nhs.net 
 

By submitting this statement of purpose you are confirming your willingness for CQC to use the 
email address supplied at Section 2 above for service of documents and for sending all other 
correspondence to you. Email ensures fast and efficient delivery of important information. If 
you do not want to receive documents by email please check or tick the box below. We will not 
share this email address with anyone else. 

 

I/we do NOT wish to receive notices and other documents from CQC by email 
 

 
 

1 Where the provider is a partnership please fill in the partnership’s name at ‘Full name’ in 
Section 1 above. Where the partnership does not have a name, please fill in the names of all 
the partners at Section 3 below 

2 Where you do not agree to service of notices and other documents by email they will be sent 
by post to the business address shown in Section 2. This includes draft and final inspection 
reports. This postal business address will be included on the CQC website. 

3 Where you agree to service of notices and other documents by email your copies will be sent 
to the email address shown in Section 2. This includes draft and final inspection reports. 
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Please note: CQC can deem notices sent to the email or postal address for service you supply 
in your statement of purpose as having been served as described in Sections 93 and 94 of the 
Health and Social Care Act 2008. The address supplied must therefore be accurate, up to 
date, and able to ensure prompt delivery of these important documents. 

 
3. The full names of all the partners in a partnership 

Names: Not Applicable 



100457 1.01 Statement of purpose Part 2 1  

 
 
 
 
 
 

Statement of purpose 
Health and Social Care Act 2008 

 
 

Part 2 

 
Aims and objectives 
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Please read the guidance document Statement of purpose: Guidance for providers. 
 

Aims and objectives 
What are your aims and objectives in providing the regulated activities and locations 
shown in part 3 of this statement of purpose 

Northern Lincolnshire & Goole NHS Foundation Trust aims to provide the very best 
accessible healthcare to our local population. We aspire to do this through delivery of 
our values of - Kindness, Courage, Respect - which were crafted by staff at all levels 
from within the organisation. These values, recently launched, form the central part of 
our organisation's commitment to be the best and deliver services in line with these 
values. 

 

Our values are: 
 

Kindness, Courage, Respect 
 

Kindness: We believe kindness is shown by caring as we would care for our loved 
ones 

• I will be compassionate, courteous and helpful at all times 

• I will be empathetic, giving my full and undivided attention 

• I will show I care by being calm, professional and considerate at all times. 
 

Courage: We believe courage is the strength to do things differently and stand up for 
what’s right 

• I will be positively involved in doing things differently to improve our services 

• I will challenge poor behaviour when I see it, hear it or feel it 

• I will speak up when I see anything which concerns me. 
 

Respect: We believe respect is having due regard for the feelings, contribution and 
achievements of others 

• I will be open and honest and do what I say 

• I will listen to and involve others so we can be the best we can be 

• I will celebrate and appreciate the successes of others. 
 

Our values directly relate to and are the basis for our purpose, aim and strategic 
objectives: 

 

Purpose: Committed to caring for you 
 

Aim: To provide the very best accessible healthcare to our local population 
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Strategic Objectives: 
 

1. To give great care: 

- never compromise on safety 

- give care which works and is clinically proven 

- work on what matters to patients 

- always be seen to learn and improve 

2. To be a good employer: 

- develop a skilled and motivated workforce 

- promote staff wellbeing 

- create a safe and nurturing environment and culture 

- listen to staff concerns and ideas of staff 

- lead by example and be accountable for what you do 

3. To live within our means: 

- deliver value for money 

- work to eliminate the deficit 

- spend every pound wisely 

- innovate and educate to save 

- secure more investment 

4. To work more collaboratively: 

- work with others to provide sustainable services 

- develop talent for the health community 

- use resources in the best way we can 

5. To provide strong leadership 

- ensure professional standards 

- be ambitious and aspirational 

- role model values and behaviours 

- develop skills and knowledge 

- strengthen team working 
 
 
 
 
 

Box will expand if completed using a computer 
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Statement of purpose 

Health and Social Care Act 2008 
 

Part 3 

Location(s), and 

• the people who use the service there 
• their service type(s) 
• their regulated activity(ies) 
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Fill in a separate part 3 for each location 
 

The information below is for location no.: 1 of a total of: 3 locations 

 

Name of location Diana Princess of Wales Hospital 

Address Scartho Road 

Grimsby 

North East Lincolnshire 

Postcode DN33 2BA 

Telephone (01472) 874111 

Email kate.wood5@nhs.net 
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Description of the location 

(The premises and the area around them, access, adaptations, equipment, facilities, 
suitability for relevant special needs, staffing & qualifications etc) 
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Based in Grimsby, the Hospital is situated on a single site. Built in 1983, it has undergone 
considerable expansion since then. Projects completed over recent years have provided a 
centralised fully integrated Operations Centre, Theatres reconfiguration, new CT machine, 
full refurbishment of 2 medical wards, new build of key worker accommodation comprising of 
220 student rooms and self-contained flats. Projects in development include a back to back 
MRI suite (which will improve patient experience, reduce waiting times and allow for cancer 
patients to be diagnosed faster), new CT and Acute Assessment Unit. The new MRI unit is 
expected to be open in April 2021. 

DPoW provides the full range of district general hospital services, including Emergency 
Care, medicine, surgery and critical care, paediatrics, obstetrics, gynaecology, outpatients, 
diagnostics and therapy services. The hospital has 415 beds of which 109 are for surgery 
and critical care patients, 198 are for medical patients, 84 are for women & children’s 
patients. Medical specialties onsite include the emergency department, emergency 
ambulatory care, frail elderly assessment services, diabetes and endocrinology, cardiology 
(including angiography, cardiac devices and permanent pacing facilities provided from a 
purpose build Cardiology Day Case Unit), respiratory medicine, elderly care, dermatology, 
haematology and gastroenterology, stroke services and rheumatology. Neurology, oncology, 
outpatient cardiothoracic surgery and plastic surgery and renal medicine are provided by 
visiting consultants from Hull. Surgical specialties on site include trauma and orthopaedics, 
anaesthetics, critical care, general surgery, breast services, urology, ophthalmology, ENT 
and maxillo-facial and orthodontics. The surgical floor of the hospital has a Surgical 
Assessment Unit with 26 beds and a 6 chaired ambulatory care areas and a Short Stay 
Ward dedicated to the assessment and care of acute surgical emergency patients. The 
theatre suite provides 8 fully equipped theatres each with its own anaesthetic room, two 
theatres dedicated to orthopaedic use (both with ultra clean air facilities). One theatre is 
dedicated to emergency work and staffed at all times. A separate session is reserved each 
day for acute trauma cases, including weekends. Women’s & Chilidren’s services provide 
maternity services and paediatric services in a custom built building comprising of maternity 
wards, gynaecology wards, dedicated obstetric theatres within the maternity unit, children’s 
wards and the Child Development Centre. Care throughout the maternity pathway is 
provided through a pregnancy assessment centre for antenatal and postnatal care. 
Complementary to this is the community midwifery service we provide. Emergency/acute 
paediatric services are provided through the dedicated Paediatric Assessment and 
Observation Unit co-located in the Emergency Care Centre. This is supported by a neo- 
natal intensive care unit and children’s ward, caring for medical and surgical patients. Four 
designated beds are provided for babies requiring transitional care within the maternity unit. 
We have a range of outpatient clinics, providing general paediatric clinics to specialist 
paediatric clinics. During the Covid-19 pandemic, some outpatient clinics are being run 
virtually from clinicians’ homes. The pathway is continued through the delivery of 
community paediatrics, ensuring children are provided appropriate care at an appropriate 
setting. All the diagnostic and service departments are based on site including (JAG 
accredited) Endoscopy, Radiology with Plain Film, Ultrasound, Nuclear Medicine, CT and 
MRI. The hospital also hosts the Path Links hub laboratory for Blood Sciences. Community 
and Therapy services provide a wide range of support for in-patients, out-patients and 
throughout the community covering physiotherapy, occupational therapy, speech & 
language therapy, nutrition and dietetics, wheelchair services, orthotics, podiatry, 
psychology and community dental. 
Included is the Assisted Living Centre which is now on site and provides a fully refurbished 
centre for the assessment and provision of aids and adaptations. A satellite outpatient 
service in Rehabilitation Medicine is provided from premises in the nearby town of Brigg. 
Pharmacy services are delivered from an out-patient dispensary (delivered by Lloyds 
Pharmacy), an in-patient dispensary and a centralised Aseptic Services Unit (serving both 
DPOWH and SGH). Medicines stocks are received from the centralised pharmacy store on 
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the Scunthorpe site. The Trust medicines information services is also located on the 
Grimsby site. 
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CQC service user bands 
      

The people that will use this location (‘The whole population’ means everyone). 

Adults aged 18-65 
 

 Adults aged 65+ 
 

 
 

Mental health 
 

 Sensory impairment 
 

 
 

Physical disability 
 

 People detained under the Mental Health Act 
 

 
 

Dementia 
 

 People who misuse drugs or alcohol 
 

 
 

People with an eating disorder 
 

 Learning difficulties or autistic disorder 
 

 
 

Children aged 0 – 3 years 
 

 Children aged 4-12 
 

 Children aged 13-18 
 

 
 

The whole population 
 

 Other (please specify below) 
 

 
 

 

No of approved places / overnight beds (not NHS) 
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The CQC service type(s) provided at this location 

Acute services (ACS) 
 

 

Prison healthcare services (PHS) 
 

 

Hospital services for people with mental health needs, learning disabilities, and 
problems with substance misuse (MLS) 

 

 

Hospice services (HPS) 
 

 

Rehabilitation services (RHS) 
 

 

Long-term conditions services (LTC) 
 

 

Residential substance misuse treatment and/or rehabilitation service (RSM) 
 

 

Hyperbaric chamber (HBC) 
 

 

Community healthcare service (CHC) 
 

 

Community-based services for people with mental health needs (MHC) 
 

 

Community-based services for people with a learning disability (LDC) 
 

 

Community-based services for people who misuse substances (SMC) 
 

 

Urgent care services (UCS) 
 

 

Doctors consultation service (DCS) 
 

 

Doctors treatment service (DTS) 
 

 

Mobile doctor service (MBS) 
 

 

Dental service (DEN) 
 

 

Diagnostic and or screening service (DSS) 
 

 

Care home service without nursing (CHS) 
 

 

Care home service with nursing (CHN) 
 

 

Specialist college service (SPC) 
 

 

Domiciliary care service (DCC) 
 

 

Supported living service (SLS) 
 

 

Shared Lives (SHL) 
 

 

Extra Care housing services (EXC) 
 

 

Ambulance service (AMB) 
 

 

Remote clinical advice service (RCA) 
 

 

Blood and Transplant service (BTS) 
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Regulated activity(ies) carried on at this location  

Personal care 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation for persons who require nursing or personal care 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation for persons who require treatment for substance abuse 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation and nursing or personal care in the further education sector 
 

 
 

Registered Manager(s) for this regulated activity: 

Treatment of disease, disorder or injury 
 

 
 

Registered Manager(s) for this regulated activity: 

Assessment or medical treatment for persons detained under the Mental Health Act 
 

 
 

Registered Manager(s) for this regulated activity: 

Surgical procedures 
 

 
 

Registered Manager(s) for this regulated activity: 

Diagnostic and screening procedures 
 

 
 

Registered Manager(s) for this regulated activity: 

Management of supply of blood and blood derived products etc 
 

 
 

Registered Manager(s) for this regulated activity: 

Transport services, triage and medical advice provided remotely 
 

 
 

Registered Manager(s) for this regulated activity: 

Maternity and midwifery services 
 

 
 

Registered Manager(s) for this regulated activity: 

Termination of pregnancies 
 

 
 

Registered Manager(s) for this regulated activity: 

Services in slimming clinics 
 

 
 

Registered Manager(s) for this regulated activity: 

Nursing care 
 

 
 

Registered Manager(s) for this regulated activity: 

Family planning service 
 

 
 

Registered Manager(s) for this regulated activity: 
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• their regulated activity(ies) 
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Fill in a separate part 3 for each location 
 

The information below is for location no.: 3 of a total of: 3 locations 

 

Name of location Goole and District Hospital 

Address Woodland Avenue 

Goole 

East Riding of Yorkshire 

Postcode DN14 6RX 

Telephone (01405) 720720 

Email kate.wood5@nhs.net 
 

Description of the location 

(The premises and the area around them, access, adaptations, equipment, facilities, 
suitability for relevant special needs, staffing & qualifications etc) 

This is a purpose built community-plus hospital opened in 1988 and brought together 
services from a number of scattered sites around the town of Goole. Medical Services 
include general medicine, elderly, cardiology, rheumatology, gastroenterology, dermatology 
a light treatment service, diabetes and endocrinology, haematology and oncology. Surgical 
services provided include general surgery, orthopaedics, ophthalmology, ENT, gynaecology, 
urology and pain services. There is also a surgical day case unit, also used to perform 
urology endoscopic procedures. Two further main theatres are equipped for major 
orthopaedic work and other types of surgery. In addition, the site has a well-equipped 
ophthalmic suite and theatre and an outpatient department. During the Covid-19 pandemic, 
some outpatient clinics are being run virtually from clinicians’ homes. Audiology services are 
provided by the Clinical Support Services Division. Women’s and Children’s services provide 
outpatient consultant led gynaecology clinics, colposcopy services, hysteroscopy services 
and a purely midwife led ‘Home from Home’ unit for low risk deliveries. A reduced level of 
consultant led paediatric outpatient activity happens in Goole, to try and provide care closer 
to home. Therapy services are provided for both inpatients and outpatients with 
physiotherapy, occupational therapy, nutrition and dietetics and psychology services. There 
are two x-ray rooms together with mobile units, and an ultrasound room. The diagnostics 
department also provides a regular mobile MRI/CT service. The hospital also 
accommodates a neurological rehabilitation centre - the Goole Neuro Rehab Centre, which 
is now managed by the Community and Therapies Clinical Division as part of the Trust. 
Goole hospital also receives an in-patient pharmacy service and out-patient dispensing 
service from a community pharmacy contractor based within the hospital grounds. 

No of approved places / overnight beds (not NHS)  
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CQC service user bands 
      

The people that will use this location (‘The whole population’ means everyone). 

Adults aged 18-65 
 

 Adults aged 65+ 
 

 
 

Mental health 
 

 Sensory impairment 
 

 
 

Physical disability 
 

 People detained under the Mental Health Act 
 

 
 

Dementia 
 

 People who misuse drugs or alcohol 
 

 
 

People with an eating disorder 
 

 Learning difficulties or autistic disorder 
 

 
 

Children aged 0 – 3 years 
 

 Children aged 4-12 
 

 Children aged 13-18 
 

 
 

The whole population 
 

 Other (please specify below) 
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The CQC service type(s) provided at this location 

Acute services (ACS) 
 

 

Prison healthcare services (PHS) 
 

 

Hospital services for people with mental health needs, learning disabilities, and 
problems with substance misuse (MLS) 

 

 

Hospice services (HPS) 
 

 

Rehabilitation services (RHS) 
 

 

Long-term conditions services (LTC) 
 

 

Residential substance misuse treatment and/or rehabilitation service (RSM) 
 

 

Hyperbaric chamber (HBC) 
 

 

Community healthcare service (CHC) 
 

 

Community-based services for people with mental health needs (MHC) 
 

 

Community-based services for people with a learning disability (LDC) 
 

 

Community-based services for people who misuse substances (SMC) 
 

 

Urgent care services (UCS) 
 

 

Doctors consultation service (DCS) 
 

 

Doctors treatment service (DTS) 
 

 

Mobile doctor service (MBS) 
 

 

Dental service (DEN) 
 

 

Diagnostic and or screening service (DSS) 
 

 

Care home service without nursing (CHS) 
 

 

Care home service with nursing (CHN) 
 

 

Specialist college service (SPC) 
 

 

Domiciliary care service (DCC) 
 

 

Supported living service (SLS) 
 

 

Shared Lives (SHL) 
 

 

Extra Care housing services (EXC) 
 

 

Ambulance service (AMB) 
 

 

Remote clinical advice service (RCA) 
 

 

Blood and Transplant service (BTS) 
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Regulated activity(ies) carried on at this location  

Personal care 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation for persons who require nursing or personal care 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation for persons who require treatment for substance abuse 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation and nursing or personal care in the further education sector 
 

 
 

Registered Manager(s) for this regulated activity: 

Treatment of disease, disorder or injury 
 

 
 

Registered Manager(s) for this regulated activity: 

Assessment or medical treatment for persons detained under the Mental Health Act 
 

 
 

Registered Manager(s) for this regulated activity: 

Surgical procedures 
 

 
 

Registered Manager(s) for this regulated activity: 

Diagnostic and screening procedures 
 

 
 

Registered Manager(s) for this regulated activity: 

Management of supply of blood and blood derived products etc 
 

 
 

Registered Manager(s) for this regulated activity: 

Transport services, triage and medical advice provided remotely 
 

 
 

Registered Manager(s) for this regulated activity: 

Maternity and midwifery services 
 

 
 

Registered Manager(s) for this regulated activity: 

Termination of pregnancies 
 

 
 

Registered Manager(s) for this regulated activity: 

Services in slimming clinics 
 

 
 

Registered Manager(s) for this regulated activity: 

Nursing care 
 

 
 

Registered Manager(s) for this regulated activity: 

Family planning service 
 

 
 

Registered Manager(s) for this regulated activity: 
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Fill in a separate part 3 for each location 
 

The information below is for location no.: 2 of a total of: 3 locations 

 

Name of location Scunthorpe General Hospital 

Address Cliff Gardens 

Scunthorpe 

North Lincolnshire 

Postcode DN15 7BH 

Telephone (01724) 282282 

Email kate.wood5@nhs.net 
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Description of the location 

(The premises and the area around them, access, adaptations, equipment, facilities, 
suitability for relevant special needs, staffing & qualifications etc) 

Scunthorpe General Hospital (SGH) was first built in the 1920’s and occupies a site 
surrounded by residential properties. The site has expanded over time with expanded 
structures attached to original buildings. Recent developments completed include a new 
(JAG accreditaed) Endoscopy Unit and Lower Gastro-intestinal Unit, a new GP/UTC facility 
and CT. Schemes currently under construction or in development include a full refurbishment 
of Ward 29, a new CT suite and development of an Acute Assessment Unit. 

 
SGH provides the full range of district general hospital services, including Emergency Care 
Centre, medicine, surgery and critical care, paediatrics, obstetrics and gynaecology, 
outpatients, diagnostics and therapy services. The hospital has 386 overnight beds of which 
95 are for surgery and critical care patients, 211 are for medical patients with access to 
escalation beds when required and 80 are for women & children’s patients. Medical 
specialties on site include the emergency department, emergency ambulatory care and frail 
elderly assessment services, acute assessment unit, diabetes and endocrinology, cardiology 
(with facilities for cardiac catheterisation and pacing), respiratory medicine, elderly care, 
dermatology, haematology and gastroenterology, stroke services including Hyperacute, 
palliative medicine, rheumatology and neurology. Oncology, outpatient Cardiothoracic 
Surgery, Plastic Surgery and Renal Medicine are provided by visiting consultants from Hull. 
Surgical specialities on site include trauma and orthopaedics, anaesthetics, critical care, 
general surgery, breast services, urology, ophthalmology, ENT and maxillo-facial and 
orthodontics. The hospital is equipped with 6 main theatres, including one theatre dedicated 
to trauma and orthopaedic use (both with ultra clean air facilites). One theatre is dedicated to 
emergency work, staffed at all times. A separate session for acute trauma cases is reserved 
each day, including weekends. Women’s & Children’s services in Scunthorpe General 
Hospital provide the maternity pathway using a traditional service model comprising 
antenatal/postnatal clinics, dedicated Central Delivery Suite, maternity theatre and a 
dedicated obstetric ward. Gynaecology is provided through a range of outpatient clinics and 
an in-patient ward facility. During the Covid-19 pandemic, some outpatient clinics are being 
run virtually from clinicians’ homes. Acute/emergency paediatrics is provided by specialist 
nurses in the ECC in conjunction with doctors. The childrens ward works closely with ECC 
assessing and receiving medical and surgical patients ensuring the pathway is seamless. An 
inpatient paediatrics service is provided caring for children aged 0-16 years, supported by a 
community service. A neonatal intensive care unit is based close to Central Delivery Suite 
allowing easy access for mum to baby. There are four transitional care beds managed by 
the neonatal team. All the diagnostic and service departments are based on site including 
Endoscopy, Radiology with Plain Film, Ultrasound, CT and MRI. The hospital hosts the Path 
Links hub laboratory for Blood Sciences. Community and Therapy services provide a wide 
range of support for inpatients, outpatients and throughout the community for adults covering 
nursing and psychology and for adults and children in respect of physiotherapy, occupational 
therapy, speech & language therapy, nutrition & dietetics, wheelchair services, orthotics, 
podiatry and community dental. A satellite outpatient service in Rehabilitation Medicine is 
provided from premises in the nearby town of Brigg. The development of 3 Care Networks, 
which is being led by North Lincolnshire CCG, is now well established in terms of integrating 
community health and social care provision for the adult population of North Lincolnshire. 
The Trust no longer provides the 0-19 nursing (health visiting and school nursing) service for 
children of North Lincolnshire after a re-procurement excercise by the commissioner (North 
Lincs Council). Pharmacy services are delivered from an out-patient dispensary (delivered 
by Lloyds Pharmacy), an in-patient dispensary and a centralised pharmacy store (receiving 
the majority of medicines deliveries for the Trust then storing and distributing medicines 
stocks to all 3 sites). There is a degree of automation with an on-site pharmacy robot. 
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CQC service user bands 
      

The people that will use this location (‘The whole population’ means everyone). 

Adults aged 18-65 
 

 Adults aged 65+ 
 

 
 

Mental health 
 

 Sensory impairment 
 

 
 

Physical disability 
 

 People detained under the Mental Health Act 
 

 
 

Dementia 
 

 People who misuse drugs or alcohol 
 

 
 

People with an eating disorder 
 

 Learning difficulties or autistic disorder 
 

 
 

Children aged 0 – 3 years 
 

 Children aged 4-12 
 

 Children aged 13-18 
 

 
 

The whole population 
 

 Other (please specify below) 
 

 
 

 

No of approved places / overnight beds (not NHS) 
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The CQC service type(s) provided at this location 

Acute services (ACS) 
 

 

Prison healthcare services (PHS) 
 

 

Hospital services for people with mental health needs, learning disabilities, and 
problems with substance misuse (MLS) 

 

 

Hospice services (HPS) 
 

 

Rehabilitation services (RHS) 
 

 

Long-term conditions services (LTC) 
 

 

Residential substance misuse treatment and/or rehabilitation service (RSM) 
 

 

Hyperbaric chamber (HBC) 
 

 

Community healthcare service (CHC) 
 

 

Community-based services for people with mental health needs (MHC) 
 

 

Community-based services for people with a learning disability (LDC) 
 

 

Community-based services for people who misuse substances (SMC) 
 

 

Urgent care services (UCS) 
 

 

Doctors consultation service (DCS) 
 

 

Doctors treatment service (DTS) 
 

 

Mobile doctor service (MBS) 
 

 

Dental service (DEN) 
 

 

Diagnostic and or screening service (DSS) 
 

 

Care home service without nursing (CHS) 
 

 

Care home service with nursing (CHN) 
 

 

Specialist college service (SPC) 
 

 

Domiciliary care service (DCC) 
 

 

Supported living service (SLS) 
 

 

Shared Lives (SHL) 
 

 

Extra Care housing services (EXC) 
 

 

Ambulance service (AMB) 
 

 

Remote clinical advice service (RCA) 
 

 

Blood and Transplant service (BTS) 
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Regulated activity(ies) carried on at this location  

Personal care 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation for persons who require nursing or personal care 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation for persons who require treatment for substance abuse 
 

 
 

Registered Manager(s) for this regulated activity: 

Accommodation and nursing or personal care in the further education sector 
 

 
 

Registered Manager(s) for this regulated activity: 

Treatment of disease, disorder or injury 
 

 
 

Registered Manager(s) for this regulated activity: 

Assessment or medical treatment for persons detained under the Mental Health Act 
 

 
 

Registered Manager(s) for this regulated activity: 

Surgical procedures 
 

 
 

Registered Manager(s) for this regulated activity: 

Diagnostic and screening procedures 
 

 
 

Registered Manager(s) for this regulated activity: 

Management of supply of blood and blood derived products etc 
 

 
 

Registered Manager(s) for this regulated activity: 

Transport services, triage and medical advice provided remotely 
 

 
 

Registered Manager(s) for this regulated activity: 

Maternity and midwifery services 
 

 
 

Registered Manager(s) for this regulated activity: 

Termination of pregnancies 
 

 
 

Registered Manager(s) for this regulated activity: 

Services in slimming clinics 
 

 
 

Registered Manager(s) for this regulated activity: 

Nursing care 
 

 
 

Registered Manager(s) for this regulated activity: 

Family planning service 
 

 
 

Registered Manager(s) for this regulated activity: 
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Please first read the guidance document Statement of purpose: Guidance for providers 
 
 

The information below is for 
manager number: 

1 of a total of: 1 Managers working for the 
provider shown in part 1 

 

1. Manager’s full name Dr Kate Wood, Medical Director 

 

2. Manager’s contact details 

Business address Northern Lincolnshire and Goole NHS Foundation Trust 

Diana Princess of Wales Hospital 

Scartho Road 

Town/city Grimsby 

County North East Lincolnshire 

Post code DN33 2BA 

Business telephone 03033 303616 

Manager’s email address 1 

kate.wood5@nhs.net 
 

1 Where the manager has agreed to service of notices and other documents by email they will 
be sent to this email address. This includes draft and final inspection reports on all locations 
where they manage regulated activities. 

Where the manager does not agree to service of notices and other documents by email they 
will be sent by post to the provider postal business address shown in Part 1 of the statement of 
purpose. This includes draft and final inspection reports on all locations. 

 
Please note: CQC can deem notices sent to manager(s) at the relevant email or postal address 
for service in this statement of purpose as having been served, as described in Sections 93 and 
94 of the Health and Social Care Act 2008. The address supplied must therefore be accurate, up 
to date, and able to ensure prompt delivery of these important documents to registered 
managers. 

 

3. Locations managed by the registered manager at 1  above 

(Please see part 3 of this statement of purpose for full details of the location(s)) 

Name(s) of location(s) (list) Percentage of time 
spent at this location 

All locations listed in the RPIR document and including community services. 100 



5. Locations, regulated activities and job shares 

Where this manager does not manage all of the regulated activities ticked / checked at 4 above at all 
of the locations listed at 3 above, please describe which regulated activities they manage at which 
locations below. 

Please also describe below any job share arrangements that include or affect this manager. 

4. Regulated activity(ies) managed by this manager 

Personal care 
 

 
 

Accommodation for persons who require nursing or personal care 
 

 
 

Accommodation for persons who require treatment for substance abuse 
 

 
 

Accommodation and nursing or personal care in the further education sector 
 

 
 

Treatment of disease, disorder or injury 
 

 
 

Assessment or medical treatment for persons detained under the Mental Health Act 
 

 
 

Surgical procedures 
 

 
 

Diagnostic and screening procedures 
 

 
 

Management of supply of blood and blood derived products etc 
 

 
 

Transport services, triage and medical advice provided remotely 
 

 
 

Maternity and midwifery services 
 

 
 

Termination of pregnancies 
 

 
 

Services in slimming clinics 
 

 
 

Nursing care 
 

 
 

Family planning service 
 

 
 

 
 

 



 
NLG(20)099 

DATE OF MEETING 5 May 2020 

REPORT FOR Trust Board of Directors – Private 
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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) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The Board approved the 2020/21 priorities at its meeting on 7 April 2020.  
This paper outlines what the suggested success measures are against 
each of these priorities.  Clearly, due to the Covid 19 pandemic, there are 
a number of unknowns and planning for the future operating model is 
currently taking place.  That said, it is felt important to share what our 
ambitions and aspirations were and continue to be.   
 
Work continues throughout the organisation to plan for and implement 
the necessary changes to deliver the priorities.  The paper sets out the 
relevant group which has oversight of each of these. 
 
The measures and our achievement of these will be monitored on a 
monthly basis via the Integrated Performance Report. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

TRUST BOARD ACTION REQUIRED 
 
The Trust Board is approve the paper. 
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 DRAFT Trust Priorities 2020/21 with KPIs/Measures 
 

Priority Measure/KPI – what will be different by 31 March 2021 Executive 
Sponsor 

Operational 
Lead 

Operational 
Oversight 
Group and 
Board Sub-
Committee 
Oversight 

 
Leadership and Culture 
1 Further development of the 

Trust Board and senior 
leadership of the 
organisation 
 

Undertake 6 Board Development Days during the year focussed on key 
risk areas 
 
Improvement in the CQC well-led domain from requires improvement 
to good 
 
In the absence of a National staff survey due to Covid, a local culture 
and morale barometer to be undertaken. 
 
10% improvement in number of staff who have attended Pride and 
Respect training. 
 

Chairman 
 

Trust Secretary 
 

Trust Board 
 

2 Develop and implement a 
leadership development 
programme targeted 
principally at divisional 
leadership structures (Bands 
6, 7 and 8) 

Establish a leadership development programme for Bands 6, 7 and 8 
 
Increase the number of Bands 6, 7 and 8 attending leadership 
programme courses by  30%  
 
Develop a coaching/mentoring programme for the Trust using a 
Systemwide approach 
 
Increase Insights roll out from 120 in 2019/20 to 200 during 2020/21 
 

Director of 
People and 
Organisational 
Development 

Head of 
Education, 
Training and 
Development 
 
 

People and 
Organisational 
Development 
SMT 
 
Workforce Sub-
Committee 

3 Deliver quality improvement 
projects using QSIR 
methodology showing 
demonstrable improvement 

Revise and develop the Trust’s Quality Improvement Strategy 
 
Increase the number of staff who have undertaken QI training by 10% 
 

Chief Nurse Head of OD and 
Quality 
Improvement 
 

Quality 
Governance 
Group 
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Further measures to be agreed, eg, number of projects undertaken and 
impact delivered 
 

Additional 
funding applied 
for from NHSI 
Intensive 
Support Fund 
 

Quality and 
Safety 
Committee 

4 Achieve all Trust targets for 
mandatory training and 
PADR 

Achieve Trust target of 90% for core mandatory training and 85% for 
role specific training  
 
Achieve Trust target of 85% for PADRs 
 

Director of 
People and 
Organisational 
Development 

Head of 
Education, 
Training and 
Development 

People and 
Organisational 
Development 
SMT 
 
Workforce Sub-
Committee 

Workforce 
5 Sustain and improve recent 

improvements in staff 
retention rates 

In the absence of a National staff survey due to Covid, a local culture 
and morale barometer to be undertaken. 
 
Maintain the current staff turnover rate 
 
Improvement in the retention rate by 5% 
 
Reduction in the overall vacancy rate to 6% 
 
Improve the number of applicants who report a positive experience of 
the recruitment process 
 
In the absence of a National staff survey due to Covid, a local culture 
and morale barometer to be undertaken. 

Director of 
People and 
Organisational 
Development 

Head of 
Recruitment 
and 
Employment 
Services 
 
Head of OD and 
Quality 
Improvement 
 

People and 
Organisational 
Development 
SMT 
 
Workforce Sub-
Committee 

6 Reduce the Trust vacancy 
rates with particular focus on 
nursing and medical staffing 
resulting in a reduced usage 
of temporary staffing 

Maintain the staff current staff turnover rate 
 
Improvement in the retention rate by 5% 
 
Maintain the medical vacancy rate at 11% with overall ambition to 
reduce by 1.5% 
 
Maintain the nurse vacancy rate at 7.7% 

Chief Operating 
Officer 
 

Associate 
Director of 
Operations 
 
Head of 
Recruitment 
and 
Employment 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Workforce 
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Reduction in unregistered vacancy rate to 3.5% 
 
Full implementation of safe care live to reduce the unnecessary agency 
costs in nursing by the workforce rosters reflecting the clinical demand 
of each service. 
 

Services 
 
Head of OD and 
Quality 
Improvement 

Committee 

7 Ensure safe staffing across 
our clinical areas, focussing 
specifically on A&E, 
paediatrics and critical care 

Participate in any national reviews for safe staffing levels 
 
Staffing levels on wards/departments meet national minimum 
requirements 
 
Maintain safe staff fill rate at greater than 95% 
 
Ensure that safe staffing report actions are linked to strategic workforce 
plan 
 

Chief Operating 
Officer 
 
Chief Nurse 
 
Medical 
Director 

Associate 
Director of 
Operations/ 
Deputy Chief 
Nurse 
(Nursing)/ 
Deputy Medical 
Director 
(Medical 
Workforce) 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Workforce 
Committee 

8 To agree and implement 
strengthened support to staff 
experiencing mental health 
problems 

Creation of a Wellbeing Board 
 
Reduce the intervention time for the first support mechanism from 28 
days to 14 days for all staff identified with a sickness absence reason of 
mental health, anxiety and stress 
 
100 managers to be trained in mental health awareness 
 
Survey Monkey undertaken to measure satisfaction with the service 
 

Director of 
People and 
Organisational 
Effectiveness 

Head of People 
Development 
 
Head of HR 
Partnerships 

Health and 
Wellbeing 
Board 
 
Workforce 
Committee 

Quality and Safety 
9 Achieve the must do actions 

identified in the CQC report 
To develop an action plan with clear trajectories to deliver the CQC 
recommendations which has been signed off by the CQC 
 
Deliver improvements against regulatory actions in the agreed 
timeframe. 
 
Overall improvement in CQC ratings against the 2019 report, but 
particularly in the Safety Domain. 

Medical 
Director 

Associate 
Director of 
Compliance and 
Assurance 

Quality 
Governance 
Group 
 
Quality and 
Safety 
Committee 
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Staff can articulate what the Trust quality priorities are and how they 
are engaged in their delivery.   
 

(Note: the 
above have the 
overarching 
responsibility) 

10 Reduce mortality rates and 
strengthen end of life care 

Reduction in the Trust SHMI to within expected range 
 
Improvement in initial mortality screening to 50% and number of 
structured judgement reviews (SJR) undertaken on 100% those 
identified from screening as requiring SJR. 
 
Improve timeliness of observations on adults and children to 85% within 
30 minutes of due time. 
 
Improve frequency of sepsis screening and robustness of reporting. 
 
Develop method of gathering patient and carer feedback for end of life 
care with local hospices 
 
80% of all inpatients (excluding maternity) to be screened for alcohol 
and tobacco use 
 
90% of all inpatients (excluding maternity) to receive brief advice on 
tobacco use if they smoke 
 

Medical 
Director 
  

Deputy Medical 
Director 
(Clinical 
Governance) 
 
 
Head of Nursing 
(S&CC) 
 
 
 
Head of Nursing 
for C & T 
 
TBA (pending 
further input 
from Public 
Health) 

Mortality 
Improvement 
Group 
 
Quality and 
Safety 
Committee 

11 Improve the management of 
diabetes 

Monthly audit to be designed and implemented to determine 
appropriate quality measures.  This will include improvement in 
monitoring of blood sugar in patients with diabetes. 
  
Reduction in insulin errors which cause significant harm to less than 5% 
of overall reported insulin incidents 
 
Achieve 85% compliance with role specific mandatory training for 
diabetes 
 
Blood glucose taken in ECC if NEWs over 1 for adults, PEWs over 6 for 
children in 95% of cases 

Medical 
Director 

Head of Nursing 
(Medicine) 

Quality 
Governance 
Group 
 
Quality and 
Safety 
Committee 
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12 Improve the quality and 

timeliness of complaints 
responses using a more 
individualised approach 
 

Improvement in the time taken to respond to complaints (trajectory to 
be determined) 
 
Quality measures to be determined  
 

Chief Nurse Deputy Chief 
Nurse 

Quality 
Governance 
Group  
 
Quality and 
Safety 
Committee 

Access and Flow 
13 Improve the Trust waiting list 

with a focus on 40 week 
waits, total list size and out-
patient follow-ups 

Reduce delayed transfers of care to 60 (move flow and access) 
 
Reduce the overdue follow up waiting list to below 9,000 by 31 March 
2021 
 
52 week waits to be at zero 
 
The overall RTT waiting list to be less than it was on 31 January 2020 
 
50% of out-patient summary letters to be with GPs within 7 days of 
patient’s attendance.  Consider the development of a new patient 
administration system to support this target (Links to the development 
of a digital strategy) 
 
Reduce the number of face to face follow up appointments by 10%, to 
support the delivery of an overall reduction by a third by March 2023 
 

Chief Operating 
Officer 

Divisional 
Clinical 
Directors 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Finance and 
Performance 
Committee 

14 Improve the effectiveness of 
cancer pathways focussing on 
time to diagnosis 

Time to diagnosis and patient informed by day 28 to be at 75% 
 
Care of patients with confirmed diagnosis transferred by day 38 to be at 
75% 
 
Request to test report turnaround to be no more than 14 days in 100% 
of cases 
 
Develop a clear service model and a Trust target to ensure that cancer 
services are maintained 

Chief Operating 
Officer 

Divisional 
Clinical 
Directors/ 
Associate 
Director for 
Cancer 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Finance and 
Performance 
Committee 
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Number of combined site MDTs to be 100% 
 

15 Improve safe flow and 
discharge through the 
hospital focussing on outliers, 
late night patient transfers 
and discharges before noon 

Reduction in the average length of stay to less than 4 days 
 
Increase in the zero length of stay to 32%  
 
Sustained improvement in the 0 – 1 day length of stay  
 
Reduction in non-elective length of stay to less than 4.1 days 
 
Reduction in elective length of stay to less than 2.4 days 
 
Reduction in the number of medical outliers (target to be agreed) 
 
85% of discharge letters to be completed within 24 hours post discharge  
 
Identify a robust mechanism for recording golden discharges 
 
Increase in A&E performance to 83.5% 
 
Reduction of non-emergency patient transfers at night after 10pm by 
10% 
 
Reduction in average ward moves for non-elective patients for non-
clinical reasons by 7% 
 
Number of early supported discharges to increase by 10%   
 
Improvement in the number of patients that have admission prevention 
services provided by the community services in North and North East 
Lincolnshire (target to be agreed) 
 
All patients requiring mental health support in ED will be assessed 
within 4 hours of referral  
 

Chief Operating 
Officer 
 
Chief Nurse 

Divisional 
Clinical 
Directors 

Operational 
Management 
Group / 
Performance 
Improvement 
Meetings 
 
Finance and 
Performance 
Committee 



7 
 

Patient in in-patient wards will be assessed and have a plan in place 
within 8 hours of referral 
 

Finance 
16 Deliver the statutory finance 

performance targets 
Delivery of the Trust year-end control total as part of the Humber and 
Northern Lincolnshire system financial targets 
 
Achievement of the financial recovery fund (£43m) 
 
Delivery of a cost improvement programme of £13m fully supported by 
a quality impact assessment process 
 
A balanced plan set for 2020/21 in conjunction with system partners 
 
Development of a robust business case process 
 

Director of 
Finance 

Improvement 
Programme 
Director/ 
Deputy Director 
of Finance 

Finance 
Recovery Board 
 
Finance and 
Performance 
Committee 

Service and Capital Investment Strategy 
17 Continue to be actively 

involved in the Humber 
Acute Services Review 

Work with the Humber system to develop a plan to deliver Trust 
sustainability 
 
Work with the Humber system to develop a plan for service 
sustainability 
 
Agree options for future models of care post Covid 
 
Leadership of fragile services workstreams at sub system level  
 

Director of 
Strategic 
Development 

Deputy Director 
of Strategic 
Development 

Humber Acute 
Services Review 
Board 
 
Finance and 
Performance 
Committee 

18 Complete the Wave 4 capital 
business cases and 
commence construction 

Delivery of the SGH MRI business case with NHSI/E approval 
 
NSHI/E approval of the AAU business case 
 
Reduction in backlog maintenance 
 
Maintain Statutory Compliance and Physical Condition 
 

Director of 
Strategic 
Development 

Associate 
Director of 
Capital 
Development 

Capital 
Investment 
Board 
 
Finance and 
Performance 
Committee 

19 Commence the development Development of the strategic outline case for a capital masterplan for Director of Deputy Director Integrated Care 
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of the strategic outline 
business case for the 
investment in Humber’s 
hospitals 

Humber Acute Services   
 
Development of Estates Strategy 
 

Strategic 
Development 

of Strategic 
Development 

System Group 
 
Finance and 
Performance 
Committee 

20 Develop interim clinical 
services plan for presentation 
to Scrutiny Panels by the end 
of the year 

Presentation of the interim clinical plan to the Scrutiny Panels by end of 
December 2020. 
 
Identification of fragile and vulnerable services which require 
improvement by 31 August 2020 
 
Lead the ophthalmology improvement programme for North and North 
East Lincolnshire by 30 September 2020 
 

Director of 
Strategic 
Development 

Deputy Director 
of Strategic 
Development 

Operational 
Management 
Group 
 
Quality and 
Safety 
Committee/ 
Trust 
Management 
Board 

21 Develop a Digital 
Transformation Strategy with 
the aim of investing in 
modern digital infrastructure 
to transform how we deliver 
services 

Chief information officer appointed 
 
Digital Strategy developed and approved 
 
Review of digital transformations implemented during Covid to ensure 
that these are continued as appropriate 
 

Director of 
Estates and 
Facilities/ 
Interim Director 
of IT, 
Information and 
WebV Systems 
 
(Will move to 
Chief 
Information 
Officer once in 
post) 

Associate 
Director of 
IM&T 
 
Associate 
Director of 
Information 
Services 

Digital Strategy 
Board 
 
Finance and 
Performance 
Committee 
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• The Trust is normally required to complete an annua l Quality 

Account. This is typically attached to the Trust’s Annual Report 
for submission to NHSE/I by the end of May. The Qua lity 
Account is also required to be uploaded to the NHS website by 
the end of June each year. 

• The process for preparing the annual Quality Accoun t this year 
has been impacted on by the Covid-19 pandemic. As s uch the 
national guidance received outlined that the Trust was not 
subject to the normal requirement of needing to hav e an 
external audit opinion on the Quality Account this year, and the 
ultimate deadline of end of June was ‘likely to be’  reviewed, 
however, no further guidance on this point has been  received to 
date.  

• The Trust’s Annual Report is still being planned to  be 
completed for submission to NHSE/I in line with nor mal 
timescales and so the decision was taken to proceed  as 
previously planned to ensure the Trust had complete d its 
statutory duty in making ready an annual account fo r the year 
2019/20. 

• The Trust’s Quality Account has been shared, as per  normal 
process, with key local stakeholders. Given the cir cumstances, 
not all stakeholders have been able to provide comm ents for 
the Trust to include verbatim, but those responses received 
have been included in the stakeholder comments sect ion from 
page 72. 

• The only outstanding action at this point is for tw o documents 
to be formally received in order to inform the stat ement of 
directors statement on page 77/78 and for formal si gnatures to 
be obtained from Chair and Chief Executive Officer.  

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to note the contents of the repo rt and approve this 
document for final completion during the month of M ay. 
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PART 1: Statement on quality from the Chief Executive of the 
Northern Lincolnshire and Goole NHS Foundation Trust  
 

On a daily basis, as Chief Executive, I see evidence that the Trust is making steady improvements in the 
way it delivers services to our local residents. Improvements are seen in diagnostics with less delay in 
imaging and reporting, improving the effectiveness of treatment plans and reducing risks to patient safety. 
Some of the most vulnerable older people who fracture their hip are receiving surgery in line with 
nationally agreed best practice timescales, exceeding the targets set and showing significant 
improvements compared to previous performance and the UK average. These are just two examples of 
the many instances of improvement I have seen during 2019/20.  
 

These improvements have been made during difficult and challenging circumstances. The Trust’s 
emergency and unplanned services have again faced significant demands. During 2019 over 151,000 
people attended our emergency departments, more than 113,000 people were admitted to one of our 
Trust’s hospitals and in excess of 301,000 people attended our radiology departments for imaging.  
 

The Trust’s workforce is a critical part of our improvement journey; without their hard work and dedication, 
none of this would be possible. To invest in our staff and improve their experience, the Pride and Respect 
initiative has enabled greater focus on supporting staff to care for each other. Over 3,000 colleagues have 
now received training and 94% of staff accessing more specialised support to deal with specific 
workplace issues report success at the end of the process. Progress too has been seen in improved 
medical engagement rates compared to the last assessment in 2017. These important work programmes 
have been reflected by a general improvement in the results from the latest staff survey. These results, 
whilst demonstrating our focus on staff experience needs to continue, validates that positive progress is 
being made.  
 

This annual quality account is an opportunity to outline the Trust’s progress against a wide variety of 
indicators and to the best of my knowledge the information contained within this report is accurate. Whilst 
strong progress has been made during 2019/20, there is still much more to do.  
 

The latest Care Quality Commission (CQC) visit during September 2019 identified that the Trust’s overall 
rating should remain as ‘requires improvement’. Whilst CQC saw and reported improvements since their 
last visit in 2018, they identified areas where more work was required. We, as an organisation, were 
disappointed to see that our rating for Safe had deteriorated to inadequate; we are continuing to work to 
address the challenges, especially in regard to the waiting lists, with detailed ambitions outlined in our 5 
year strategy. 
 

Safe staffing on our wards remains a priority. The Trust Management Board has agreed an initial 
investment of £1.1 million to support the highest risk ward areas. This will support introduction of a new 
twilight shift for registered nurses to help match activity levels of patient flow into the evening and 
increased staffing at weekends. A second phase review will be a high priority in 2020/21 business 
planning. The Trust has further secured investment for additional MRI capacity, which is anticipated as 
being fully operational in 2021 at Scunthorpe with construction commencing in Grimsby during February 
2020. Further investment for CT capacity has also been secured with works starting on the Grimsby site.  
 

2019/20 has seen strong progress being made against our priorities, but there is more to be done in 
some critical priority areas. This is an exciting time for the Trust with many more improvements planned. 
The Trust Board and I remain determined; determined to continue to lead; determined to deliver further 
improvements in local services; and determined to support the Trust make further progress on our 
improvement journey.  

 

 

Dr Peter Reading,  

Chief Executive Officer 

10 March 2020 
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About Northern Lincolnshire and Goole NHS Foundation 
Trust  
 

Northern Lincolnshire and Goole NHS Foundation Trust (referred to as ‘The Trust’ throughout 
this report) consists of three hospitals and community services in North Lincolnshire and 
therapy services at all our sites. In summary these services are: 
 

 Diana, Princess of Wales Hospital in Grimsby (also referred to as DPoW), 

 Scunthorpe General Hospital located in Scunthorpe (also referred to as SGH), 

 Goole & District Hospital (also referred to as GDH), and 

 Community services in North Lincolnshire. 

The Trust was originally established as a combined hospital Trust on April 1 2001, and achieved 
Foundation Status on May 1 2007. It was formed by the merger of North East Lincolnshire NHS 
Trust and Scunthorpe and Goole Hospitals NHS Trust and operates all NHS hospitals in 
Scunthorpe, Grimsby and Goole. In April 2011 the Trust became a combined hospital and 
community services Trust (for North Lincolnshire). As a result of this the name of the Trust, 
while illustrating the geographical spread of the organisation, was changed during 2013 to 
reflect that the Trust did not just operate hospitals in the region. The Trust is now known as 
Northern Lincolnshire and Goole NHS Foundation Trust. 
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Executive summary of key points 
 

5 Quality Priority Themes for 2019/20: 
 
The Trust set out 5 key quality priorities for focus on within 2019/20, which were: 
 

 Priority 1 – Clinical Effectiveness: Mortality reduction  

 Priority 2 – Patient Safety: Improved management of the deteriorating patient 

 Priority 3 – Patient Safety: Medication safety 

 Priority 4 – Patient Experience: Improved patient flow 

 Priority 5 – Patient Experience: Cancer pathways 
 
Understanding Trust performance against these themes has been based on a number of 
indicators that are reported on within the quality section of the Trust’s integrated performance 
report to the Trust’s Board.  
 
The executive summary outlines key performance against these quality priorities. For a more 
detailed narrative and explanation of performance, see part 2.1 of this report. 
 
Priority 1 – Clinical Effectiveness: Mortality reduction  
 
The Summary Hospital-Level Mortality Indicator (SHMI) for the Trust was 117.6 for the period 
December 2018 – November 2019 which is in the ‘higher than expected’ bracket. 

 
Figure 1: SHMI trending data for the Trust 

The SHMI includes deaths within hospital and those within 30 days of discharge and is a 
summary statistic encompassing the wider healthcare system, not just the hospitals. The SHMI 
is a statistical calculation of the total number of observed deaths versus the number of 
‘expected’ deaths; the ‘expected deaths’ component being derived from the recording and 
coding of risk factor data for admitted patients. The SHMI is reliant on data quality and is 
recognised as not being a reliable indicator of the quality of care provided. 

Actions being taken to improve the SHMI include: 

 A review of care quality using a mortality screening tool is undertaken. This aims to 
increase the proportion of deaths reviewed for quality improvement purposes and 
supports the Trust’s ‘learning from deaths’ work which is a part of the Trust’s mortality 
improvement strategy. 
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 Working with primary and community care to improve processes in place for the 
identification and earlier advanced planning of those patients who are approaching their 
end of life, recognising that from clinician led reviews, a proportion of patients are being 
admitted, at end of life, to hospital, when other care settings may have been more 
appropriate.  
 

 Clinician led validation of data quality: recording and clinical coding of the primary 
diagnosis being treated; presence of comorbidities and if palliative care was being 
provided. 

 

Priority 2 – Patient Safety: Improved management of the deteriorating patient 
 
The National Early Warning System (NEWS) scores conducted on time with a 30 minute grace 
period was 89.51% in March 2020. The chart below shows improvement over time: 

 
Figure 2: NEWS carried out on time (including 30 min grace period) trending data (grey line)  

Audit work undertaken to assess if appropriate action was taken in response to the patient’s 
observations, as guided by the Trust’s policy, demonstrates that 80% of patients were escalated 
appropriately. In the remaining cases the records where unclear as to the clinical situation, 
whether there were good reasons for non escalation. Work will be undertaken to emphasise the 
need to document reasons for non-escalation. Further audit work will be undertaken to monitor 
performance. 
 
Monthly manual audits are now undertaken to measure performance against sepsis. The latest 
data identified that the majority of patients who should have been considered for sepsis 
screening had appropriate escalation action. Whilst acted upon, there were some cases that did 
not have a formal screening undertaken, most were in patients where screening was not 
required, but in about 10% of these, there was no record found for why no formal screening was 
undertaken.  

 

Actions being taken to improve the care provided to the deteriorating patient include: 

 Revising the escalation policy for NEWS. 
 

 Expansion of the Critical Care Outreach team audit work to identify further information 
and link audit data to incident reporting for further escalation and learning. 
 

 Continue to work towards electronic recording of sepsis performance with links to the 
NEWS observation data.  

  



Northern Lincolnshire & Goole NHS Foundation Trust | 2019/20 Quality Account 10 

 

 

 

Priority 3 – Patient Safety: Medication safety 
 
The Trust’s Safer Medication Group monitors internally reported incident data to understand 
themes and trends in relation to medication safety. This includes work to improve the safety of 
insulin prescription and administration and identify improvements to reduce the number of 
omitted doses. Whilst 85 staff have to date received additional training on insulin, further work 
has been agreed to review and revise the current training available for ward staff on the 
management of insulin. This will remain a quality priority for 2020/21 as part of the work on 
improving diabetes management. 
 
The Trust has launched Electronic Prescribing and Medicines Administration (EPMA) at Goole 
District Hospital during November 2019, and Scunthorpe General Hospital in February 2020. 
Evaluation of the system implementation has been positive and the learning has been 
transferred to support the further roll out. The Safer Medication Group has concluded that 
omitted dose incident data has not been fully representative to inform improvement activities. 
Work has begun to examine data from the EPMA system to understand the reasons for omitted 
doses. This will be discussed at the Safer Medication Group and used to inform improvement 
activity going forward.  
 
Priority 4 – Patient Experience: Improved patient flow 
 
Non-elective length of stay in Medicine has reduced over time but further improvements are 
required. The Trust is working to deliver on the four priority seven day service indicators and 
also implement SAFER principles. See section 2.1 for further details. 
 

 
Figure 3: Medicine non-elective length of stay trend 

To support further reductions in length of stay and patient flow, the following initiatives have 
been introduced: 
 

 An Urgent Treatment Centre was introduced at Scunthorpe General Hospital in March 
2019 and received formal designation as a UTC in December 2019. 
 

 The unit at Diana, Princess of Wales Hospital commenced in March 2019 and is 
expected to receive designation in February 2020. 
 

 An Acute Assessment Unit was introduced in Medicine at both Scunthorpe General 
Hospital and at Diana, Princess of Wales Hospital in November 2019. 
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 A Multi-agency Discharge Event (MADE) and Perfect Week event in February 2020 was 
successful in increasing the volume of safe discharges to free up space for those in 
need of treatment. Lessons are being drawn from that to help shape discharge strategy. 
 

 The Trust has commenced work with NHS Elect to implement Same Day Emergency 
Care pathways. 
 

Priority 5 – Patient Experience: Cancer pathways 
 

This quality priority has been focussed on improvements in timeliness of cancer pathways 
specifically with quicker access to diagnostics to achieve a higher proportion receiving a 
diagnosis within 28 days. The primary focus of this priority was three specific tumour sites: lung; 
prostate; and colorectal. In lung and prostate, faster diagnosis processes have been 
implemented which has streamlined pathways, resulting in improvements against this indicator 
during the year from 45% to 70% in lung, and from 47% to 75% in prostate, in January. 
 

The colorectal cancer pathway remains a significant challenge. The Trust has commenced the 
implementation of faster access to diagnostics project in colorectal cancer with the expectation 
that this will be fully implemented in quarter one of 2020. The current dual Multi-Disciplinary 
Team (MDT) meeting will transition into a single MDT by the end of April 2020. The Trust 
continues to work across the care system to improve the timescales for Cancer pathways and 
this will remain as a quality priority during 2020/21. 
 

Whilst the Trust continues to deliver 2 week waits on target, compliance with the 62 day cancer 
metric remains below target. This reflects capacity shortfalls with the Trust’s tertiary cancer 
provider in Hull also. To improve cancer performance, the following improvements have been 
made: 
 

 Improvements in first appointment by Day 7 in Breast (96%), Gynaecology (84%), and 
Urology (64%).  
 

 Improvements in Radiology waiting times (for requests marked 31/62). Request to exam 
at 8.4 days (CT) and 6.0 (MRI); and Exam to report 3.1 days (CT) and 2.4 days (MRI). 
 

 Haematology strategy developed with Hull University Teaching Hospitals (HUTH). 
 

 Centralisation of oncology clinics In January 2020. 
 

 Joint Cancer Board between Hull University Teaching Hospital (HUTH) and NLAG and 
an agreed stocktake for Prostate, Lung, Head & Neck, Upper GI pathways undertaken. 
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QUALITY PRIORITY THEMES 2020/21:  
 
Setting quality priority themes for 2020/21: 
 

During 2019/20, the Trust reviewed and aligned its five year quality strategy with the Trust’s 
strategic direction. The strategy, based upon the National Quality Board’s (NQB) ‘Shared 
Commitment to Quality’, outlines that whilst also setting long term quality objectives that are 
linked to the Trust’s strategic objectives, the Trust will continue to review and set annual quality 
priorities.  

Following consultation and subsequent setting of the 2020/21 quality priorities, the Trust 
received the Care Quality Commission’s (CQC) inspection report of Trust services in February 
2020.  

The CQC report identified a number of quality themes requiring further improvement focus. The 
Trust will prioritise the delivery of these areas for further improvement, and there is a close 
correlation between the 2020/21 quality priorities and many of the CQC recommendations.   

The Trust’s local priorities were set following a review of performance during the year and 
reflection of where further improvement or assurance is needed. The Trust has agreed 5 quality 
priority areas for 2020/21:  

 

1. Patient Experience: Waiting lists, 
 

2. Clinical Effectiveness: Mortality and End of Life, 
 

3. Patient Safety: Management of Diabetes, 
 

4. Patient Experience & Clinical Effectiveness: Cancer Pathways, 
 

5. Patient Safety, Experience & Clinical Effectiveness: Quality & Timeliness of Safe 
Flow and Discharge. 

 

These quality priorities, with underpinning metrics, link back to areas from 2019/20 that require 
continued focus to support continuing improvements, whilst also linking to the CQC identified 
recommendations.  

Examples of this are in relation to end of life services. Whilst this is a theme for improvement 
identified as part of the Trust’s local consultation and setting of quality priorities for 2020/21, this 
also features as a theme from the CQC inspection. Responsiveness to complaints and patient 
feedback is also a theme from the CQC inspection which features as a metric within the five 
local quality priorities.  

All improvement actions against all CQC recommendations will be monitored to ensure full 
oversight and internal assurance. Oversight will be provided by the Trust Management Board, 
relevant Board sub-committees and Operations Directorate performance meetings held with 
divisions.  

For more details in relation to the Trust’s CQC visit please see section 2.2e of this report. 

 

How progress against 2020/21 quality priorities will be monitored and measured: 

Progress against these quality priorities will be monitored through the Trust’s quality section of 
the Integrated Performance Report. This is a monthly report considered by the Executive-led 
Quality Governance Group for the oversight of management actions and also by the Non-
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Executive Director (NED) Chaired Quality & Safety Committee for assurance purposes. 
Assurance and performance against the Quality Priorities will also be monitored via the Trust 
Management Board, Quality & Safety Committee, Quality Governance Group and Operations 
Directorate performance. 

Some of the above quality priorities and the underpinning measures to understand progress in 
each link to Trust performance indicators. In these instances, the Trust’s Finance and 
Performance Committee will primarily oversee progress, with the Quality & Safety Committee 
seeking assurance on quality outcome measures related to Trust performance.  

There are close links established between these oversight arrangements and the monthly 
performance meetings held with divisions, where divisions will be held to account for their 
performance.  
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PART 2: Priorities for improvement, statements of assurance 
from the Board and reporting against core indicators  
 

2.1  Priorities for improvement: overview of the quality of 
care against 2019/20 quality priorities & quality priorities 
planning for 2020/21 
 

2.1a: Priority 1 – Clinical Effectiveness: Mortality reduction  
 

Progress Made: (April 2019 – March 2020): During the 2019/20 period, Trust performance 
has not met the target for the Summary-Hospital-Level-Mortality Indicator (SHMI). Progress has 
been made with embedding improved divisional processes to support more effective learning 
from deaths. Further work is required to focus on the quality of end of life care. 
 
The SHMI for the Trust was 117.6 for the period December 2018 – November 2019 which is in 
the ‘higher than expected’ bracket. 

 
Figure 4: SHMI trending data for the Trust 

The Summary Hospital-Level Mortality Indicator (SHMI) includes deaths within the hospital and 
those within 30 days following hospital discharge. This is a statistically calculated ratio, 
commonly referred to as a Standardised Mortality Ratio (SMR).  

 
The SHMI ratio compares the actual number of deaths, within 30 days of hospitalisation, to a 
statistically calculated construct as to what would be ‘expected’. This construct is based on the 
quality of recorded and coded information. National guidance makes clear that SHMI should not 
be used as an indicator of service quality or be used to compare one Trust against another. 
 
The Trust improved its reporting of mortality data during 2019 to enable greater focus on the 
component parts of the SHMI indicator. This highlighted that whilst the observed number of 
deaths showed no significant differences between sites in the statistical model, there is a 
disparity in the statistically calculated number of ‘expected’ deaths at the Diana, Princess of 
Wales Hospital (DPoW), resulting in a lower level of ‘expected’ deaths compared with 
Scunthorpe General Hospital (SGH). 
 
The calculation of ‘expected’ deaths is based on two main elements of data quality. The first is 
the primary diagnosis the patient is being treated for, based on documentation within the 
medical record which is then coded. This primary diagnosis has a large bearing on the risk 
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calculation and is taken from the very first episodes of care, when in many cases a firm 
diagnosis is still being determined from tests and observations. The second element impacting 
on the calculation of risk are the secondary diagnoses, or comorbidities, that a patient has 
already prior to admission and/or those diagnosed whilst in hospital.  
 
Recognising the disparity at DPoW in the ‘expected’ mortality statistical calculation has led the 
Trust to compare against other peer sites. This has identified potential data quality 
improvements in both the recording of the primary diagnosis and in the capture of comorbidity 
risk factors.  
   
Actions being taken to improve the SHMI include: 

 Quality of care reviews have identified a theme relating to some patients being admitted 
to the acute hospital at end of life where potentially a different place of care may have 
been more appropriate and the potential for improved end of life care planning. The 
Trust are working collaboratively with primary and community care to improve pathways 
of care to improve the identification of end of life and planning.  
 

 The Trust is rolling out a tool that supports patients’ create personalised 
recommendations to aid decision making in the future when they are unable to make or 
communicate their preferences. This is referred to as the RESPECT tool or 
Recommended Summary Plan for Emergency Care and Treatment. To support 
implementation of this tool, which will aid advanced care planning, including 
consideration of end of life planning, the Trust has funded an educational post to roll-out 
of the tool across the Trust’s hospitals and within the community.  
 

 Clinician-led validation of data quality: recording and clinical coding of the primary 
diagnosis being treated; presence of comorbidities and if palliative care was being 
provided in acute medicine, critical care, stroke and cardiology.  
 

 Clinical data improvement project has commenced in February 2020 supporting the 
Clinical Coding team to strengthen established processes and working more closely with 
senior clinicians to enhance the recording of clinical codes. 
 

Whilst the SHMI indicator has remained above the target, the Trust’s non-elective crude 
mortality (the simple arithmetic ratio comparing number of deaths to the number of admissions) 
has improved, and remained lower than historic Trust performance. 

 
During 2019, divisionally-owned processes to support effective learning from deaths have 
improved. In the division of medicine, where the majority of unplanned or non-elective patients 
are admitted, monthly meetings in all specialties have been developed to focus on quality and 
safety, with learning from deaths featuring within these meetings to allow clinicians time to 
review and reflect on care provided to determine where learning is possible.  
 
The division of surgery has also improved their process of reviewing deaths for learning 
purposes with the aim that all deaths will be reviewed. In general surgery a weekly meeting has 
been introduced where all deaths are reviewed to reflect on the care provided. In trauma and 
orthopaedics a combination of weekly and monthly meetings is being used to review and learn 
from deaths. 
 
Actions being taken to increase the proportion of deaths reviewed for learning include: 
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 A new mortality screening tool has been developed to enable a greater proportion of 
deaths to be reviewed to examine the quality of care. This links to the existing mortality 
Structured Judgement Review (SJR) work and Serious Incident (SI) investigation 
process if indicated.  
 

 Collaborative case reviews with primary and community care continue. Increased 
sharing of issues with primary/community colleagues has commenced to improve 
feedback and investigation of issues for learning in primary and community care.  

 
For more detailed information regarding the Trust’s work on reducing mortality and a focus on 
end of life care, please refer to part 2.2. 

 
 

Patient outcomes: What does this mean for patients accessing Trust services? 
 

Priority 1 – Clinical Effectiveness: Mortality Reduction: 

 Clinician-led validation and the clinical data quality improvement project will support 
improvements in recording and documentation of medical diagnoses and improve the 
identification of risk factors that will support improved consideration of treatment options. 
 

 Improved learning from deaths processes will support reflection and consideration of 
improvements in patient pathways and education to all members of the multi-disciplinary team 
involved in provision of patient care.   

 

 

Progress monitored, measured and reported: Progress with these indicators is monitored 
within the integrated performance report and as such is reported to the Quality Governance 
Group, Quality & Safety Committee and the Trust Board.  
 

 

Relationship to 2020/21 Quality Improvement Priorities: This quality priority has remained 
the same throughout 2019/20. Mortality and end of life indicators are to remain as quality 
priorities during 2020/21.  
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2.1b: Priority 2 – Patient Safety: Improved management of the 
deteriorating patient 
 

Progress Made: (April 2019 – March 2020): During the 2019/20 period, the Trust’s 
management of the deteriorating patient demonstrates improvement over time.  
 
The National Early Warning System (NEWS) scores conducted on time with a 30 minute grace 
period was 89.51% in March 2020. The chart below shows improvement over time: 

 
Figure 5 NEWS carried out on time (including 30 min grace period) trending data (grey line)  

Action taken in response to NEWS observations is not able to be monitored electronically in the 
same way, however the Trust’s Critical Care Outreach team are undertaking monthly audits to 
assess if appropriate action was taken in response to the patient’s observations, guided by the 
Trust’s policy.  
 

  

Figure 6: Audit findings from assessment of action taken in response to NEWS 

The audit undertaken during December/January identified that 80% of patients were escalated 
appropriately. In the remaining cases it was not clear from the record what the clinical situation 
was of the patient. Further audit work will be undertaken during February 2020 to provide further 
detail with links to the incident reporting mechanism to ensure any issues from the audit are 
investigated and learnt from. 
 
Sepsis compliance is another area linked to the deteriorating patient improvement work. The 
Trust has been working to link the NEWS observations and sepsis screening together within its 
electronic data systems. Whilst this has been successful in the NEWS score, triggering a 
reminder to ward staff to consider the risk of sepsis and record this electronically to date has not 
been possible to effectively report outputs from this due to the complexity of the datasets within 
the electronic system and programming the electronic system to understand when the sepsis 
elements were required.  
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Whilst work continues in improving the electronic recording of sepsis, monthly manual audits 
are being undertaken to measure performance. The latest data identified that the majority of 
patients who should have been considered for sepsis screening had appropriate escalation 
action taken. Whilst appropriate escalation action was taken, in some of these cases a formal 
sepsis screening was not undertaken. Education work continues as part of this project. 

 

Actions being taken to improve the care provided to the deteriorating patient include: 

 Revising the escalation policy for NEWS.  
 

 Expansion of the Critical Care Outreach team audit work to identify further information 
and link audit data to incident reporting for further escalation and learning. 
 

 Continue to work towards electronic recording of sepsis performance with links to the 
NEWS observation data.  

 
 

Patient outcomes: What does this mean for patients accessing Trust services? 
 

Priority 2: Patient Safety: Improved management of the deteriorating patient: 

 Improvements in recording of NEWS observations result in increased monitoring and better 
identification of any signs of deterioration resulting in improved patient safety. 
 

 The trigger on the Trust’s electronic systems provides an aide memoir to clinical staff to 
consider the risk of sepsis and assess this and act appropriately. 
 

 Sepsis audit work demonstrates that the majority of patients are being checked for sepsis as 
soon as indicated. 

 

 

Progress monitored, measured and reported: Progress with these indicators is monitored 
within the quality section of the integrated performance report and as such is reported to the 
Quality Governance Group, Quality & Safety Committee and the Trust Board.  
 

Relationship to 2019/20 Quality Improvement Priorities: This quality priority has remained 
the same throughout 2019/20. Focus on the deteriorating patient and sepsis will remain as 
quality priorities in 2020/21, linked to priority theme 2: Mortality and end of life. 
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2.1c: Priority 3 – Patient Safety: Medication safety 
 

Progress Made: (April 2019 – March 2020): During the 2019/20 period, the Trust’s 
performance with these indicators could not be fully determined as a result of the data being 
used to measure these indicators being based on incident reporting data, which is a subjective 
rather than objective measure. 
 
The Trust’s Safer Medication Group monitors internally reported medication incident data to 
understand themes and trends in relation to medication safety. The following chart provides an 
overview of omitted doses reported as incidents.  
 

 
Figure 7: Incident data relating to omitted doses 

The Trust has launched Electronic Prescribing and Medicines Administration (EPMA) at Goole 
District Hospital during November 2019. Evaluation of the system implementation across the 4 
wards and Theatre recovery has been positive and the learning transferred to the further roll-out 
of EPMA. Initial scrutiny of the omitted dose data from EPMA at Goole District Hospital has led 
the Safer Medications Group to conclude that the omitted doses incident data is not fully 
representative to inform appropriately targeted improvement activities. It is planned to use data 
from the EPMA system which will be more robust, timely and enable better understanding of the 
reasons for omission. A report has been developed in the system from the Goole roll-out and 
this will be used to inform improvement activity in relation to omitted doses.  
 

  

Figure 8: Incident data relating to insulins 

Using the reported incidents the Trust has monitored insulin data. The reported data has 
fluctuated each month with DPoW having a higher incidence of reporting. The majority of 
incidents relate to the administration of insulin. In response, the current training available for 
staff in relation to insulin administration has been reviewed and determined to require 
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improvement to be more accessible to ward staff. Recognising there is more work to do; 
management of diabetes will be a quality priority for 2020/21. 
 
 

Patient outcomes: What does this mean for patients accessing Trust services? 
 

Priority 3 – Patient Safety: Medication safety: 

 The Trust’s roll out of EPMA will improve the safety of medication prescription and 
administration whilst providing much greater quality data to understand current practice and 
focus on improvements. 

 

Progress monitored, measured and reported: Progress with these indicators is monitored 
within the quality section of the integrated performance report and as such is reported to the 
Quality Governance Group, Quality & Safety Committee and the Trust Board.  
 

Relationship to 2019/20 Quality Improvement Priorities: This quality priority has remained 
the same throughout 2019/20. Focus on the care of diabetes patients will be included as a 
quality priority during 2020/21 to increase the scope of the 2019/20 focus on insulins. 

 

2.1d: Priority 4 – Patient Experience: Improved patient flow 
Progress Made: (April 2019 – March 2020): During 2019/20, the Trust has demonstrated 
progress in the management of flow through its hospitals, but challenges remain and require 
wider focus across the healthcare system. 
 
The Trust’s focus on flow and the SAFER care bundle principles has supported a progressive 
improvement of the non-elective length of stay within Medicine, with the following chart 
demonstrating a reduction over time. Whilst positive, further improvements are needed: 
 

 
Figure 9: Medicine non-elective length of stay trend 

[NB: SAFER Care Bundle consist of the following principles: Senior Review before midday, All patients have an 
expected date of discharge, Flow of patients from assessment and admission units as early as possible, Early 
Discharge before midday and Review by MDT for patients with extended lengths of stay (>7 days).] 
 
To further support the implementation of SAFER principles at ward level additional data has 
been needed specifically individual ward length of stay and number of discharges before noon 
on each ward. There has been a gap during the year in being able to provide this ward based 
data. From February, however, this data has now been made available and will be used to 
support ward level performance meetings within medicine.  
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Implementation of priority clinical standards for seven-day services – self assessment: 
 
The Trust is working to meet the requirements for seven day services, specifically, compliance 
with 4 priority standards. The Trust will not have achieved compliance before April 2020. Key 
points from the most recently undertaken audit of seven-day services, against these 4 priority 
standards, are as follows: 
 
Clinical Standard 2: All emergency admissions must be seen and have a thorough 
clinical assessment by a suitable consultant as soon as possible, but at the latest within 
14 hours from the time of admission to hospital. 
 
From the Trust’s audits, there were no gaps in compliance found as a result of the day of the 
week; weekend admissions had the same access as a patient admitted on a weekday. 
However, the time of day a patient is admitted was found to significantly impact on compliance 
with this standard, with those admitted late afternoon or in the evening not always receiving a 
consultant review within 14 hours. Documentation of all staff present during ward rounds made 
accurate measurement of this standard a challenge, as it was not always clear from the ward 
round documentation if a consultant was present, this may have negatively impacted on the 
Trust’s audit results that informed the self-assessment.  
 
Clinical Standard 5: Hospital inpatients must have scheduled seven-day access to 
diagnostic services, typically ultrasound, computerised tomography (CT), magnetic 
resonance imaging (MRI), echocardiography, endoscopy and microbiology. Consultant- 
directed diagnostic tests and completed reporting will be available seven days a week 
[within defined timescales].  
 
Echocardiography is the only diagnostic service not fully accessible seven-days a week; this is 
due to vacancies within the staff group, a national problem due to a shortage of Cardiac 
Physiologists, leading the service not being fully established and therefore unable at present to 
offer this service over a weekend.  
 
Clinical Standard 6: Hospital inpatients must have timely 24 hour access, seven days a 
week, to key consultant-directed interventions that meet the relevant specialty 
guidelines, either on-site or through formally agreed networked arrangements with clear 
written protocols. 
 
The Trust identified gaps in compliance with this standard as interventional radiology, provided 
by Hull University Teaching Hospitals (HUTH), is not available out of hours, over the weekends 
or bank holidays due to very limited number of consultants able to undertake interventions, lack 
of nursing staff and lack of interventional trained radiographers. Additionally, cardiac pacing is 
not currently available at the weekend. Options are being explored within the Medicine division.  
 
The Trust is in the process of reviewing with Hull University Teaching Hospitals the service level 
agreement to determine if a formal agreement is in place regarding provision of services over 
seven days for both Interventional Radiology and Cardiac Pacing over the weekend. 
 
Clinical Standard 8: All patients with high dependency needs should be seen and 
reviewed by a consultant twice daily. Once a clear pathway of care has been established, 
patients should be reviewed by a consultant at least once every 24 hours, seven days a 
week, unless it has been determined that this would not affect the patients pathway. 
 
Related to standard 2, documentation within the clinical record of who was present at each ward 
round made accurate assessment of this standard in the audit difficult. Additionally, in a number 
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of cases daily ward rounds were undertaken by Senior Registrars rather than the Consultant. 
Whilst it was acknowledged that in some areas a thorough handover process is in place where 
the consultant delegates the review, this varied between divisions. These difficulties in 
measurement prevent the Trust from accurately evidencing compliance with this standard. Once 
the processes around board rounds and handover are formalised in all areas, this should be 
easier to evidence.  
 
Following completion of the audit and internal discussion of the results to identify improvements, 
verbal confirmation from a number of consultants in various specialties outlined the processes 
in place that ensure patients are virtually reviewed as part of the consultant led board review 
and/or handover process.  
 
Next steps / improvements planned to improve patient flow and access seven-days: 
 
The gaps identified from the seven-days’ audit have been fed back to divisions and is being led 
corporately by one of the Trust’s Deputy Medical Directors and between them and the Chief 
Operating Officer. Divisions have been requested to include specific detail as to what is required 
to close the gaps and if required, include within the 2020/21 business planning process. 
Divisional risk registers will be updated to include any risks arising from this and progress will be 
overseen by the Quality Governance Group and the performance review process.  
 
To support improved compliance with seven-day service standards, further reduce length of 
stay and improve patient flow, the following initiatives have been introduced: 
 

 Improved evidence of handover information within the Trust’s electronic system to 
incorporate whether daily consultant review is necessary, has been delegated to a 
specialty or core trainee doctor, or whether no review was required.  

 

 Seven-day service results are being discussed at handovers/ward huddles to raise 
awareness of the national requirements. 
 

 An Urgent Treatment Centre was introduced at Scunthorpe General Hospital in March 
2019 and received formal designation as a UTC in December 2019. 
 

 The unit at Diana, Princess of Wales Hospital commenced in March 2019 and is 
expected to receive designation in February 2020. 
 

 An Acute Assessment Unit was introduced in Medicine at both Scunthorpe General 
Hospital and at Diana, Princess of Wales Hospital in November 2019. 
 

 A ‘Multi-agency Discharge Event (MADE) event with Perfect Week was held in February 
2020. This enabled significant improvements in safe discharges. 
 

 The Trust has commenced work with NHS Elect to implement Same Day Emergency 
Care pathways. 
 
 
 
 

 
 
 



Northern Lincolnshire & Goole NHS Foundation Trust | 2019/20 Quality Account 23 

 

 

 

 

Patient outcomes: What does this mean for patients accessing Trust services? 
 

Priority 4 – Patient Experience: Improved patient flow: 

 Improvements in the length of time patients stay in hospital have been seen, meaning that 
patients are discharged from hospital sooner, improving their experience and minimising 
the risks of prolonged immobility. 
 

 Whilst there is no significant difference in services and access to essential diagnostics 
between weekend and weekday, there are still some gaps in compliance with the priority 
standards linked to the time of day a person is admitted.  
 

 

Progress monitored, measured and reported: Progress with these indicators are monitored 
within the quality section of the integrated performance report and as such reported to the 
Quality Governance Group and the Quality & Safety Committee. 
  

Relationship to 2020/21 Quality Improvement Priorities: The quality priority theme has 
remained the same throughout 2019/20. Flow will not be a standalone quality priority for 
2020/21 but will have reference to the newly proposed quality priority focussed on waiting lists.  
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2.1e: Priority 5 – Patient Experience: Cancer pathways 
Progress Made: (April 2019 – March 2020): During the 2019/20 period, the Trust’s focus on 
specific cancer pathways and improved timeliness as a result of faster access to diagnostics 
has demonstrated some improvements, although there are still significant challenges. 
 

A proxy indicator used to determine and measure timeliness of cancer pathways is the 
proportion of patients (%) diagnosed within 28 days. This helps to understand delays to 
diagnosis in specific cancer pathways. The following chart demonstrates performance within the 
four cancer tumour sites of specific focus. For the month of March 2020, the overall Trust 
performance with this indicator was 62.1%. 

 
Figure 10: Chart demonstrating the proportion of patients diagnosed within 28 days 

The Trust has implemented a faster diagnosis process in urology and lung cancer which has 
improved access and delivery of care in these specialties.  
 

These changes have supported improvement from 45% to 74.4% in lung cancer. The pathway 
has also recently been strengthened with the commencement of an Endobronchial Ultrasound 
(EBUS) service and the centralisation of the two site-based multi-disciplinary team (MDT) 
meetings into a central MDT enabling improved efficiency and effectiveness through improved 
membership of the group. 
 

In urology (prostate cancer pathway) the-two stop diagnosis pathway was implemented from 
mid-September 2019. Performance in March 2020 shows improvement from 47% to 73.5%.   
 

Colorectal pathway remains a significant challenge. Work to commence faster access to 
diagnostics in colorectal has commenced with the aim of being fully implemented during quarter 
one of 2020. Improvements are being seen in recent performance. 
 

To improve cancer performance, the following improvements have been made: 

 Colorectal ‘100 day challenge’ initiative to commence to provide greater access for 
patients with non-specific weight loss. This will provide shorter diagnostic and access 
times to colorectal services. The current dual MDT meeting will also move to a single 
MDT meeting by the end of April 2020.  
 

 Improvements in first appointment by Day 7 in Breast (96%), Gynaecology (84%), and 
Urology (64%).  
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 Improvements in Radiology waiting times (for requests marked 31/62). Request to exam 
at 8.4 days (CT) and 6.0 (MRI); and Exam to report 3.1 days (CT) and 2.4 days (MRI) 
 

 Haematology strategy developed with Hull. 
 

 Centralisation of oncology clinics: Steering group to oversee the oncology 
reconfiguration in place (January 2020). 
 

 Joint Cancer Board between HUTH and NLAG – agreed stocktake for Prostate, Lung, 
Head & Neck, Upper GI pathways undertaken. 

 

Whilst the Trust continues to deliver 2 week waits on target, compliance with the 62 day cancer 
metric remains below target. This reflects capacity shortfalls with the Trust’s tertiary cancer 
provider in Hull also. 

 
 

Patient outcomes: What does this mean for patients accessing Trust services? 
 

Priority 5 – Patient Experience: Cancer pathways:  

 Closer working between the Trust and the Tertiary provider of oncology services results in 
improved use of capacity and reduces the risk to patient safety, following the centralisation 
of Tertiary provided oncology services in January 2020 onto the DPoW site. 
 

 Improvements in timeliness of pathways and access to diagnostics results in faster 
diagnosis and commencement of treatment.  
 

 Significant improvements in radiology reporting times further improve patient safety. 
 

 

Progress monitored, measured and reported: Progress with these indicators is monitored 
within the quality section of the integrated performance report and as such is reported to the 
Quality Governance Group, Quality & Safety Committee and the Trust Board.  
 

Relationship to 2020/21 Quality Improvement Priorities: This quality priority theme has 
remained the same throughout 2019/20. For 2020/21 this area will remain as a quality priority.  
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2.1f: Quality Priority planning for 2020/21 
 

QUALITY PRIORITY THEMES 2020/21:  
 
The Trust has agreed 5 priority areas for 2020/21:  
 

1. Patient Experience: Waiting lists 
 

2. Clinical Effectiveness: Mortality and End of Life 
 

3. Patient Safety: Management of Diabetes 
 

4. Patient Experience & Clinical Effectiveness: Cancer Pathways 
 

5. Patient Safety, Experience & Clinical Effectiveness: Quality & Timeliness of Safe 
Flow and Discharge 

 

How the Quality Improvement Priorities are consulted on and agreed: 

During 2019/20, the Trust reviewed and re-aligned its five year quality strategy with the Trust’s 
strategic direction over the same time period. The strategy, based upon the National Quality 
Board’s (NQB) ‘Shared Commitment to Quality’ outlines that whilst setting long term quality 
objectives, linked to the Trust’s strategic objectives, the Trust will continue to review and set 
yearly quality priorities.  

Following consultation and subsequent setting of the 2020/21 quality priorities, the Trust 
received the Care Quality Commission’s (CQC) inspection report of Trust services in February 
2020.  

The CQC report identified a number of quality themes requiring further improvement focus. The 
Trust will prioritise the delivery of these areas for further improvement, and there is a close 
correlation between the 2020/21 quality priorities and many of the CQC recommendations.   

These quality priorities, with underpinning metrics, link back to areas from 2019/20 that require 
continued focus to support continuing improvements, whilst also linking to the CQC identified 
recommendations.  

Examples of this are in relation to end of life services. Whilst this is a theme for improvement 
identified as part of the Trust’s local consultation and setting of quality priorities for 2020/21, this 
also features as a theme from the CQC inspection. Responsiveness to complaints and patient 
feedback is also a theme from the CQC inspection which features as a metric within the five 
local quality priorities.  

All improvement actions against all CQC recommendations will be monitored to ensure full 
oversight and internal assurance. Oversight will be provided by the Trust Management Board, 
relevant Board sub-committees and Operations Directorate performance meetings held with 
divisions.  

For more details in relation to the Trust’s CQC visit please see section 2.2e of this report. 

 

How progress against 2020/21 quality priorities will be monitored and measured: 

Progress against these quality priorities will be monitored through the Trust’s quality section of 
the Integrated Performance Report. This is a monthly report considered by the Executive-led 
Quality Governance Group for the oversight of management actions and also by the Non-
Executive Director (NED) Chaired Quality & Safety Committee for assurance purposes. 
Assurance and performance against the Quality Priorities will also be monitored via the Trust 
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Management Board, Quality & Safety Committee, Quality Governance Group and Operations 
Directorate performance. 

Some of the above quality priorities and the underpinning measures to understand progress in 
each link to Trust performance indicators. In these instances, the Trust’s Finance and 
Performance Committee will primarily oversee progress, with the Quality & Safety Committee 
seeking assurance on quality outcome measures related to Trust performance.  

There are close links established between these oversight arrangements and the monthly 
performance meetings held with divisions, where divisions will be held to account for their 
performance.  
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PART 2: Priorities for improvement, statements of assurance 
from the Board and reporting against core indicators  
 

2.2 Statements of assurance from the Board 

 

2.2a Information on the review of services  
 
During 2019/20 the Northern Lincolnshire and Goole NHS Foundation Trust provided and/or 
subcontracted 7 relevant health services.  

 

The Northern Lincolnshire and Goole NHS Foundation Trust has reviewed all the data available 
to them on the quality of care in 7 of these relevant health and care services. 

 

The income generated by the relevant health services reviewed in 2019/20 represents 100% of 
the total income generated from the provision of relevant health and care services for 2019/20. 

 

2.2b Information on participation in clinical audits and 
national confidential enquires  
 

During 2019/20, 54 national clinical audits and 4 national confidential enquires covered relevant 
health services that Northern Lincolnshire and Goole NHS Foundation Trust provides.  

 

During that period the Trust participated in 53 or 98% of the national clinical audits and 100% 
national confidential enquiries of the national clinical audits and national confidential enquiries 
which it was eligible to participate in. 

 

The national clinical audits and national confidential enquiries that the Trust was eligible to 
participate in during 2019/20 and those in which it participated in are as follows:  

NB: The table which follows lists:  

 

 The name of the national clinical audits and national confidential enquiries listed in 
HQIP’s quality account resource,  
 

 Which ones the Trust were eligible to participate in,  
 

 The number of cases submitted for each audit against the number required, also 
expressed as a percentage (%), 
 

 If action planning is taking place or has been completed to improve processes and 
practice following publication of findings.  
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National Clinical Audits 2019/20 
 

National clinical audit title 

 

Eligible 
for NLAG 

NLAG 
participated 

Number of 
cases 

submitted 

Percentage 
of number 
required 

Action 
planning 

Acute care 

Assessing Cognitive Impairment in 
Older People / Care in Emergency 
Departments 

Yes Yes 240 100% 
Awaiting 

publication of 
results 

BAUS Urology Audit - Cystectomy No N/A N/A N/A N/A 

BAUS Urology Audit - Female 

Stress Urinary Incontinence 

No N/A N/A N/A N/A 

BAUS Urology Audit - 

Nephrectomy 

Yes Yes 28 Ongoing 
Project still 
underway 

BAUS Urology Audit - 

Percutaneous Nephrolithotomy 

Yes Yes 9 Ongoing 
Project still 
underway 

BAUS Urology Audit - Radical 

Prostatectomy  

No N/A N/A N/A N/A 

Care of Children in Emergency 

Departments 
Yes Yes 195 100% 

Awaiting 
publication of 

results 

Case Mix Programme (CMP)  Yes Yes 

Total = 
1409 

DPOW ITU = 
344 

DPOW HDU = 
636 

SGH HDU = 
429  

100% Project still 
underway 

Elective Surgery - National PROMs 

Programme 
Yes Yes 277 Ongoing Project still 

underway 

Endocrine and Thyroid National 

Audit  
Yes Yes 61 Ongoing 

Project still 
underway 

Falls and Fragility Fractures Audit 

programme (FFFAP) 

National Hip Fracture Database 

(submitted for all) 

Yes Yes 545 100% 
Awaiting 
National 
Report 

Falls and Fragility Fractures Audit 

programme (FFFAP) 

Fracture Liaison Service Database 

Yes Yes 885 Ongoing 
Awaiting 

publication of 
results 

Falls and Fragility Fractures Audit 

programme (FFFAP) 

National Falls Audit 

Yes Yes 11 92% 
Project still 
underway 

Head and Neck Audit (HANA)  No N/A N/A N/A N/A 

Inflammatory Bowel 
Disease (IBD) Registry, 
Biological Therapies Audit 

Yes Yes 340 100% 
Project still 
underway 

Major Trauma Audit  Yes Yes 608 95% 
Project still 
underway 



Northern Lincolnshire & Goole NHS Foundation Trust | 2019/20 Quality Account 30 

 

 

 

National clinical audit title 

 

Eligible 
for NLAG 

NLAG 
participated 

Number of 
cases 

submitted 

Percentage 
of number 
required 

Action 
planning 

Mandatory Surveillance of 
bloodstream infections and 
clostridium difficile infection 

Yes Yes 507 100% Yes 

Maternal, Newborn and Infant 
Clinical Outcome Review 
Programme: Perinatal morbidity 
& mortality confidential enquiries  

Yes  Yes  42 100% Yes  

Maternal, Newborn and Infant 

Clinical Outcome Review 

Programme: Maternal morbidity 

confidential enquiry  

Yes  Yes  
0 Maternal 

deaths  
- Yes  

Mental Health - Care in Emergency 

Departments 
Yes Yes 194 100% 

Awaiting 
publication of 

results 

Mental Health Care Pathway - 
CYP Urgent & Emergency 
Mental Health Care and 
Intensive Community support 

No N/A N/A N/A N/A 

National Asthma and 
chronic Obstructive 
Pulmonary Disease 
(COPD) Audit Programme 
(NACAP)  

Yes Yes 789 Ongoing Project still 
underway 

National Audit of Breast Cancer in 

Older People (NABCOP) 
Yes Yes 302 100% 

Awaiting 
National 
Report 

National Audit of Cardiac 

Rehabilitation (NACR) 
Yes Yes 732 Ongoing 

Report 
writing/action 

planning 

National Audit of Care at the End of 

Life (NACEL)  
Yes  Yes  40 100% 

Report 
writing/action 

planning  

National Audit of Dementia (Care in 

general hospitals – Electronic 

record only) 

No N/A N/A N/A N/A 

National Audit of Pulmonary 

Hypertension (NAPH) 
No N/A N/A N/A N/A 

National Audit of Seizure 

Management in Hospitals (NASH3) 
Yes Yes 60 100% 

Awaiting 
National 
Report 

National Audit of Seizures and 
Epilepsies in Children and 
Young People (Epilepsy12)  

Yes  Yes  
71 (Cohort 

1) 
100% 

Awaiting 
Publication of 

Results 

National Bariatric Surgery Registry 

(NBSR)  
No N/A N/A N/A N/A 

National Cardiac Arrest Audit 

(NCAA) 
Yes Yes 

Total = 109 
DPOW = 63 
SGH = 46 

Ongoing Project still 
underway 
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National clinical audit title 

 

Eligible 
for NLAG 

NLAG 
participated 

Number of 
cases 

submitted 

Percentage 
of number 
required 

Action 
planning 

National Cardiac Audit Programme 

(NCAP) – Heart Failure 
Yes Yes 590 Ongoing 

Project still 
underway 

National Cardiac Audit Programme 

(NCAP) – MINAP 
Yes Yes 262 Ongoing 

Project still 
underway 

National Cardiac Audit Programme 

(NCAP) – Coronary 

Angioplasty/National Audit of 

Percutaneous Coronary 

Interventions (PCI) 

Yes Yes 380 Ongoing 
Project still 
underway 

National Cardiac Audit Programme 

(NCAP) – Cardiac Rhythm 

Management 

Yes Yes 507 Ongoing 
Project still 
underway 

National Cardiac Audit Programme 

(NCAP) – Adult Cardiac Surgery 
No N/A N/A N/A N/A 

National Cardiac Audit Programme 

(NCAP) – Congenital Heart 

Disease 

No N/A N/A N/A N/A 

National Clinical Audit of Anxiety 

and Depression 
No N/A N/A N/A N/A 

National Clinical Audit of Psychosis  No N/A N/A N/A N/A 

National Diabetes Audit – Core 

Audit  
Yes Yes 1274 100% 

Awaiting 
Publication of 

Results 

National Diabetes Audit – Inpatient 

Audit 
Yes Yes 109 100% 

Awaiting 
Publication of 

Results 

National Diabetes Audit – Inpatient 

HARMS  
Yes Yes 6 Ongoing 

Project still 
underway 

National Diabetes Audit – Foot 

Care  
Yes Yes 192 Ongoing Project still 

underway 

National Pregnancy in 
Diabetes (NPID) Audit  

Yes  Yes  25 100% 
Awaiting 

Publication of 
Results 

National Early Inflammatory 

Arthritis Audit (NEIAA)  
Yes Yes 92 Ongoing 

Project still 
underway 

National Emergency Laparotomy 

Audit (NELA)  
Yes Yes 245 98% 

Awaiting 
Publication of 

Results 

National Gastro-intestinal Cancer 

Programme 

Bowel Cancer (NBOCAP) 

Yes Yes 294 99% 
Actions to be 

Agreed 

National Gastro-intestinal Cancer 

Programme Oesophago-gastric 
cancer (NOGCA) 

Yes Yes 110 99% 
Actions to be 

agreed 
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National clinical audit title 

 

Eligible 
for NLAG 

NLAG 
participated 

Number of 
cases 

submitted 

Percentage 
of number 
required 

Action 
planning 

National Joint Registry (NJR) Yes Yes 

721 

DPOW = 
341/345 
Goole = 
271/287 
SGH = 

109/136 

94% 
Awaiting 

Publication of 
Results 

National Lung Cancer Audit 

(NLCA)  
Yes Yes 400 100% 

Project still 
underway 

National Maternity and Perinatal 

Audit (NMPA)  
Yes  Yes  

3958 

(Births 
between 

01/04/17 – 
31/03/18) 

100% Yes  

National Neonatal Audit 
Programme - Neonatal 
Intensive and Special Care 
(NNAP) 

Yes  Yes  573 100% Yes 

National Ophthalmology Audit 

(NOD)  
Yes No 

Undertaking 
local audit as 

not 
participating 
in national 

audit 

N/A 
Actions to be 

agreed 

National Paediatric Diabetes Audit 

(NPDA)  
Yes  Yes  

Data 
collection 
underway 

Data collection 
underway 

Data collection 
underway 

National Prostate Cancer Audit Yes Yes 326 100% 
Actions to be 

agreed 

National Smoking Cessation Audit Yes Yes 207 100% 
Action Plan 
Monitoring 

National Vascular Registry No N/A N/A N/A N/A 

Neurosurgical National Audit 

Programme  
No N/A N/A N/A N/A 

Paediatric Intensive Care Audit 

Network (PICANet) 
No  N/A N/A N/A N/A 

Perioperative Quality Improvement 

Programme (PQIP) 
Yes Yes 

Total = 20/29 
DPOW = 6/12 
SGH = 14/17 

Ongoing Project still 
underway 

Prescribing Observatory for Mental 

Health (POMH-UK)  
No N/A N/A N/A N/A 

Sentinel Stroke National Audit 

programme (SSNAP)  
Yes Yes 532 Ongoing 

Project still 
underway 

Serious Hazards of Transfusion: 
UK National Haemovigilance 
Scheme 

Yes Yes 51 Ongoing 
Project still 
underway 

Society for Acute Medicine's 

Benchmarking Audit (SAMBA) 
Yes Yes 128 100% 

Awaiting 
Publication of 

Results 

Surgical Site Infection Surveillance 

Service 
Yes Yes 878 100% Yes 
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National clinical audit title 

 

Eligible 
for NLAG 

NLAG 
participated 

Number of 
cases 

submitted 

Percentage 
of number 
required 

Action 
planning 

UK Cystic Fibrosis Registry No N/A N/A N/A N/A 

UK Parkinson’s Audit PREMS Yes Yes 42 100% 

Actions to be 
agreed 

UK Parkinson’s Medicine Yes Yes 24 100% 

UK Parkinson’s Physio and OT Yes Yes 14 100% 

UK Parkinson’s SLT Yes Yes 10 100% 

Sentinel Stroke National Audit 

Programme (SSNAP) Early 

Supported Discharge Data  

Yes  Yes  

Jan – June = 
73 

Jul – Dec 
figures not 

yet 
published 

100% 
Awaiting 

Publication of 
Results 

 

National confidential enquires 2019/20  

Confidential 
enquiry 

Eligible 
for NLAG 

NLAG 
participated 

Organisational 
Questionnaires 

Number of 
cases 

submitted 

Percentage 
of number 
required 

Action 
planning 

Out of Hospital 

Cardiac Arrest 
Yes Yes 2 11 100% 

Awaiting 

publication – 

due Summer 

2020 

Dysphagia Yes Yes 1 4 100% 

Awaiting 

publication – 

due Winter 

2020 

Acute Bowel 

Obstruction 
Yes Yes 2 11 100% 

Partial 

compliance 

achieved  

Long-term Ventilation Yes Yes 1 3 100% 

Gap analysis 

lead 

assigned 

Total: 4 4 

Eligible for NLAG 
participation: 

4 

 

The reports of national clinical audits were reviewed by the provider in 2019/20 and the Trust 
intends to take the following actions to improve the quality of healthcare provided (a sample of 
the actions agreed are summarised):  
 

 
Increased information to patients/carers/families – Summary of some actions taken: 

 National Paediatric Diabetes Audit: 
o Booklets/posters will be developed to remind patients of the importance of attending 

for retinal screening. Verbal reminders will also be given at clinic appointments.  
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o All patients to be reviewed at the annual review clinic to allow the dietician to provide 
information on snacks and healthy eating in families. 

o Families will be advised to download blood glucose meters for weekly use / 
continuous glucose monitoring. 

 National Pregnancy in Diabetes Audit: Media article to be released to reach out to high 
risk women in the local area regarding the management of diabetes in pregnancy. 

 National Neonatal Audit Programme: Multi-disciplinary team to encourage mothers to 
express breastmilk early after the birth of the baby. 

 MBRRACE Saving Lives, Improving Mother’s Care: Information to be added to website 
giving brief advice to women regarding symptoms to be aware of. 

 UK Parkinson’s Audit: An information pack to be given out to all patients signposting to 
Parkinsons UK website for more information. 

 COPD Audit: COPD poster created for all wards to encourage referral to Respiratory 
nurse specialists. 

 National Bowel Cancer Audit: Undertake promotional activities with the public to promote 
the bowel cancer screening programme, as well as publicising it to General 
Practitioners.  
 

Increased awareness and education of staff – Summary of some actions taken: 

 National Paediatric Diabetes Audit: Booklets/posters will be developed to remind 
patients of the importance of attending for retinal screening.  

 National Pregnancy in Diabetes Audit: Results to be discussed with GPs and practice 
nurses to raise awareness and actions required to meet pre-conception care standards. 

 National End of Life Audit: Review of end of life training for medical staff and consider if 
any should be mandatory linking in with ReSPECT document training. Specifically 
covering: earlier recognition, hydration and nutrition conversations and ceiling of care 
conversations. 

 MBRRACE Saving Lives, Improving Mother’s Care:  
o Ensure all relevant staff is aware of the need for consultant review where women 

attend with suspected placenta accreta. 
o Raise awareness amongst all staff groups that malignancy diagnosed within six 

months of becoming pregnant is an independent risk factor for VTE and links to 
Royal College of Obstetricians and Gynaecologists (RCOG) guidance. 

 National Dementia Audit: Update dementia training (tier 2 training) to include longer 
session on delirium. 

 SSNAP: Stroke masterclass all day training delivered by stroke lead. 

 Falls and Fragility Fractures Audit Programme (FFFAP) National Hip Fracture Database: 
Anti-coagulation guidelines have been agreed and are in place.  

 National Hip Fracture Database (NHFD) 30 Day Mortality:  
o Ongoing monitoring and presentation of performance, best practice tariff 

compliance, mortality data at the monthly fracture neck of femur business 
meetings.  

o Fluid balance documentation featured as part of the 15-steps ward accreditation 
programme and is included as part of the Clinical Sisters education role. 

 ICNARC Case Mix Programme:  
o Trust wide guidance for the use of high flow oxygen facilities has been agreed.  
o The Outreach service has combined with the hospital at night service to provide 

a 24/7 service of skilled staff. Hospital at night staff is working towards a set of 
core competencies. 
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Further evaluation/patient surveys – Summary of some actions taken: 

 National Lung Cancer Audit: Deep dive audit underway to review care pathway for 
patients not having a pathological diagnosis being made. 

 National Audit of Dementia: Local review of delirium screening to be undertaken 
following implementation of new pathway. 

 National Paediatric Diabetes Audit: Questionnaires to be distributed to patients/parents 
during their waiting time at clinics to allow patient feedback. 
 

 Sentinel Stroke National Audit Programme: Local snapshot review of patients with a 
long length of stay to be undertaken to identify reasons. 

 MBRRACE Saving Lives, Improving Mother’s Care: Follow up audit to be undertaken 
to assess if thromboembolism risk assessment was performed and whether the 
calculated risk score was correct. 

 Elective Surgery National Patient Reported Outcome Measures (PROMS) Programme: 
A deep dive review of PROMs data undertaken to investigate performance outside the 
95% control limits for knee replacement patient reported outcomes. 

 NBCA 18 Month Stoma Outlier Alert: The Trust will commission an external review of 
the service related to stoma formation and reviews.  

 
Changes to service/process – Summary of some actions taken: 

 TARN Audit: CT Capacity increased which will aid compliance with Trauma Audit 
Research Network (TARN) standards. 

 National Lung Cancer Audit: Functionality of Multi-Disciplinary Team (MDT) to be 
reviewed with the aim of the implementation of single cross site MDT.  

 National Heart Failure Audit:  
o One stop clinics and infusion service commenced; 
o Consultant of the week commenced for cardiology, including registrar of the day; 
o Specialist follow up clinics set up – Consultant and Nurse led; 
o Specialist device clinics set up; 
o Heart Failure checklist sticker introduced for use in patient notes to ensure all 

required aspects of care are given. 

 BTS Smoking Cessation: Making every contact count document created to screen for 
smoking and encourage referral to smoking cessation service. 

 SSNAP: Early Supported Discharge guidelines to be amended. 

 National Paediatric Diabetes Audit: Use of High HbA1c contract / clinic / early help 
assessments to be introduced to support patients who require better control. 

 National Neonatal Audit Programme: 
o Care bundle to be developed and made available to maternity and neonatal staff for 

promoting normal temperature after delivery; 
o Sticker to be developed and rolled out for use in maternity services to record when 

mothers have received dose of antenatal steroids and magnesium sulphate; 
o Retinopathy of Prematurity (ROP) ‘screen window’ sticker to be developed to be 

placed on the front of the baby record to inform staff when ROP screening is due. 

 National Audit of Care at the End of Life: Consider ways to offer 7 day advice at SGH 
Palliative Care Services. Roll out pilot of community team offering phone advice. 

 MBRRACE Saving Lives, Improving Mother’s Care:  
o Adopt the use of the care bundle for suspected placenta accreta when indicated. 
o VTE Assessment form to be re-introduced within gynaecology services to ensure 

VTE risk is undertaken after miscarriage or ectopic pregnancy to consider if 
thromboprophylaxis is required. 

o To implement a guideline outlining the correct practice for women presenting with 
known cardiac issues or symptoms suggesting a potential cardiac problem. 
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 MBRRACE Mortality Report:  
o PReCePT project to be funded by the LMS for introduction across the trust and 

to include the following action points:  
 Sticker introduced to act as a prompt/checklist for antenatal 

steroids/magnesium sulphate to be given for threatened pre-term 
deliveries  

 All staff to be trained on ensuring steroids & magnesium sulphate are 
given 

o Better Births initiative will be implemented with funding from the LMS along with 
introduction of Better Births Teams. 

 National Bowel Cancer Audit: The Stratified Pathway Stomas Nurses visit primary care to 
review patients for potential stoma reversals. 

 Falls and Fragility Fractures Audit Programme (FFFAP) National Hip Fracture Database:  
o Prioritisation of fractured neck of femur cases on the trauma lists and the addition 

of a Saturday list to ensure prompt theatre access. 
o A Best Practice Tariff (BPT) document has been implemented which indicates 

whether each aspect of the BPT has been achieved. 
o Fractured Neck of Femur Pathway booklet to be implemented which will 

incorporate all of the documentation from the time of admission to discharge.  

 NHFD 30 Day Mortality: Seven day access to Therapy Services is now being provided to 
enable the patient to be seen the day of or the day after surgery.  

 NBCA 18 Month Stoma Outlier Alert: The Stratified Pathway protocol has been 
implemented and is now embedded for all new patients.  

 ICNARC Case Mix Programme: The Outreach Team at SGH put forward a business case 
for a high flow oxygen facility in designated wards to limit the ICU admissions for level 2 
patients. This has now commenced within designated wards.  

 

The reports of local clinical audits were reviewed by the provider in 2019/20 and the Trust 
intends to take the following actions to improve the quality of healthcare provided (a sample of 
the actions agreed are summarised):  

Increased information to patients/carers – Summary of some actions taken: 

 Epilepsy in Pregnancy: Counselling and birth plan documentation to be amended to 
ensure women receive the required information for pre/post-natal care.  

 External Cephalic Version (ECV): Video to be produced for pregnant women to inform 
them of how the ECV procedure is undertaken (including a patient demonstration) and to 
provide information on the risks and benefits of ECV. Video to be made available on the 
LMS and NLAG websites.  

 Colposcopy: Informative video to be produced and available to patients who are 
planning on attending for a colposcopy procedure.   

 

Increased awareness and education of staff – Summary of some actions taken: 

 Seven Day Services: Raise awareness amongst clinical staff of the importance of 
accurately recording if the consultant is present during ward rounds. 

 Neonatal TPN: Training to be undertaken on the use of the new TPN bags to ensure 
relevant neonatal staff members are aware how to use them appropriately.   

 Maternity Documentation Audit: Raise awareness amongst staff regarding the 
importance of women who book after 12 weeks of pregnancy to have a dating scan 
within 2 weeks of booking. 

 Community Record Keeping: Nursing and Therapy staff to be made aware of the 
availability of the ‘Care Summary Record’ on SystmOne to view the patient’s details.   



Northern Lincolnshire & Goole NHS Foundation Trust | 2019/20 Quality Account 37 

 

 

 

 Deep Dive Review of Major PPH:  
o MatNeo – Multidisciplinary national quality improvement project to commence to 

allow PROMPT training to be rolled out to all multidisciplinary staff in Maternity 
Services.   

o Lesson of the week to detail / discussion to take place with clinical staff at ward 
rounds, huddles stating that PPH proforma should be used when triggered. 

 Perineal Trauma Review:  
o OASI care bundle training to be provided to midwives and doctors to aid the 

identification of third and fourth degree tears.  
o Perineal Trauma Review: Education of the hands on approach will be delivered 

to midwifery staff. 

 Paediatric Documentation Audit:  
o Documentation standards to be added and discussed as part of the induction 

programme into paediatrics.  
o Paediatric Documentation Audit: Competency training to be provided to both 

unregistered and registered nursing staff on measuring head circumference. 

 NICU Documentation Audit: BADGER system training to be added to the formal 
induction programme. 

 PEWS:  
o Ward Assurance Tool to be completed with feedback to staff on a weekly basis 

and via the learning lesson handover folder. 
o Discussion of standards at safety huddles to be discussed with nurses/doctors. 

Also raise awareness of the requirement to document in the medical records 
where a child refuses to have their blood pressure recorded.  

 Gynaecology Swab Check: Swab count training to be included on Doctor’s induction to 
raise awareness of the guidelines relating to colposcopy and hysteroscopy procedures.  

 Safe and Secure Audit: Review of processes on the wards/areas to ensure that staff is 
aware of the Trust policy and procedures relating to medication management. 

 Fresh Eyes CTG: Learning lessons newsletter featuring fresh eyes changes to be sent 
out and displayed in clinical areas. 

 Maternity Swab Check Audit: All new doctors starting in the department to be shown the 
training video on how to complete swab counts and documentation requirements 

 Five Steps to Safer Surgery: All new doctors starting in the department to be shown the 
training video on how to complete the five steps to safer surgery requirements.  

 Procedural Sedation in Emergency Department (ED): Checklist fully implemented in both 
emergency departments. 

 COPD patients in ED: Introduced VBG Poster as a guidance on how to screen COPD 
patients for  Acidosis 

 S&CC Documentation Audit: The Hospital Liaison Manager for the Medical Defence 
Union attended the General Surgery Audit Meeting to raise awareness of the issues 
pertaining to documentation.  

 
Changes to service/process – Summary of some actions taken: 

 Paediatric Early Warning Scores policy updated stating any child with abnormal vital 
signs (PEWS score 1 or more) will have a blood glucose reading taken. 

 Seven Day Services:  
o Formal protocol / Service Level Agreements to be developed detailing 

arrangements for the provision of out of hours / weekend: 
 Echocardiograph  
 Interventional Radiology  
 Cardiac Pacing 
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o WebV handover system to be amended to include a method of recording 
delegation of consultant reviews.  

 Deep Dive Review of Major PPH: Major PPH cases to be discussed as part of the 
caesarean section review meeting using a merged form. 

 Perineal Trauma Review: Introduce the use of epi-scissors to help the prevention of 
third/fourth degree tears at time of vaginal delivery.  

 Perineal Trauma Review: Introduce the OASI bundle into practice to aid the identification 
and management of third/fourth degree tears. 

 Paediatric Documentation Audit: Documentation of weight and height centiles and head 
circumference to be measured and recorded on admission by nursing staff.  

 NICU Documentation Audit: To reduce duplication BADGER system will be utilised to 
record admission information by clinical / nursing staff rather than the collaborative 
document. Changes to the collaborative document to be made to mirror BADGER.  

 Audit of the use of the new document for babies requiring Enhanced Midwifery and/or 
Transitional Care: Babies who require additional care to be cared for on the postnatal 
ward by Midwifery and/or Neonatal Staff rather than admission to NICU/SCBU. 

 Safe and Secure Audit: Stanley monitoring system to be rolled out to all the Medication 
fridges across the Trust so remote monitoring can take place. 

 

2.2c Information on participation in clinical research  
 

The number of patients receiving relevant health services provided or sub-contracted by 
Northern Lincolnshire and Goole NHS Foundation Trust in 2019/20 that were recruited during 
that period to participate in research approved by a research ethics committee 1,035.  
 

2.2d Information on the Trust’s use of the CQUIN framework  
 

A proportion of Northern Lincolnshire & Goole NHS Foundation Trust’s income in 2019/20 was 
conditional upon achieving quality improvement and innovation goals agreed between Northern 
Lincolnshire & Goole NHS Foundation Trust and any person or body they entered into a 
contract, agreement or arrangement with for the provision of relevant health services, through 
the Commissioning for Quality and Innovation payment framework.  
 

Further details of the agreed goals for 2019/20 and for the following 12-month period are 
available electronically at:  
  

https://www.england.nhs.uk/nhs-standard-contract/cquin/ 
 

The areas of care which were included within the CQUIN scheme for 2019/20 included the 
following:- 
 

 Antimicrobial Resistance – Lower Urinary Tract Infections in Older People 
 

 Antimicrobial Resistance – Antibiotic Prophylaxis in Colorectal Surgery 
 

 Staff Flu Vaccinations 
 

 Alcohol and Tobacco – Screening 
 

 Alcohol and Tobacco – Tobacco Brief Advice 
 

 Alcohol and Tobacco – Alcohol Brief Advice 
 

 Three high impact actions to prevent Hospital Falls 
 

 Same Day Emergency Care (SDEC) – Pulmonary Embolus 
 

https://www.england.nhs.uk/nhs-standard-contract/cquin/
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 Same Day Emergency Care (SDEC) – Tachycardia with Atrial Fibrillation 
 

 Same Day Emergency Care (SDEC) – Community Acquired Pneumonia 
 

 Medicines Optimisation & Stewardship 
 

 Armed Forces Covenant  
 

 

The amount of income in 2019/20 which was conditional upon achieving quality improvement 
and innovation goals was £3.532 million.  
 

The monetary total value for 2018/19 CQUIN indicators was £6.872 million. The Trust received 
payment for £5.836 million during 2018/19. 
 

2.2e Information relating to the Trust’s registration with the 
Care Quality Commission 
 

Northern Lincolnshire and Goole NHS Foundation Trust is required to register with the Care 
Quality Commission and its current registration status is unconditional.  
 

The Care Quality Commission has not taken enforcement action against the Trust during 
2019/20.  
 

The Trust has not participated in special reviews or investigations by the Care Quality 
Commission during the reported period.  

 

Care Quality Commission (CQC) ratings grid for the Trust: 

From their last visit of the Trust in September and October 2019 (of which the report was 
published on the 7 February 2020) the outcome was as follows: 

 

The latest Care Quality Commission (CQC) visit resulted in the Trusts’ overall rating remaining 
as ‘requires improvement’. The Trust was disappointed to see that the rating for Safe had 
deteriorated to inadequate. 
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The CQC visit during September and October 2019 identified and recognised many positive 
changes since their previous visit. Significant progress has been made as part of the Trust’s 
improvement journey.  

The CQC report identified specific areas where additional focus is required; a particular concern 
was raised about the safety of patients subject to long waits. Improvement to waiting lists has 
been a focus throughout 2019/20 and will continue to be so; featuring the in the quality 
priorities. Other CQC themes for improvement are included within the Trust’s focus on delivery 
of its quality priorities during 2020/21. 

The following section provides, in summary form, the Trust’s improvement plans for 2020/21 to 
support the next phase of improvement work.  
 

Improvement areas of focus during 2020/21:  

 Emergency Care Centre: 
 

o Improved governance and use of information in understanding performance,  
 

o Ongoing up-skilling of adult registered nurses with paediatric competencies,  
 

o Adapted ECC paperwork to ensure prompt oxygen to be prescribed 
appropriately. 

 

 End of Life care:  
 

o Continued embedding of progress already made in connection with the learning 
from incident themes and complaints; 
 

o Continued review of the risk register and those risks linked to end of life care; 
 

o Improvement actions from baseline audits already completed looking at the 
quality of end of life care; 

 

o The Trust recognises that high quality end of life care to be achieved requires 
health care system wide involvement and is wider than just the Trust. NHS 
England / Improvement have agreed that a Patient Safety Group meeting will be 
specifically looking at the provision of EOL care both within the Trust and also 
across the system.  

 

 Mandatory training and appraisals to include strengthening of divisional arrangements to 
actively manage mandatory training for clinical staff recognising the challenges in them 
being released to attend training.  
 

 Complaints process improvements across the Trust and within divisions to better enable 
effective responsiveness to patients and shared learning from complaints and other 
feedback received. 
 

 Continued focus on improvements in waiting times in cancer care and with regards to 
waiting lists and diagnostic reporting.  
 

Progress made already:  

 Cancer care:  
 

o The Trust has implemented a faster diagnosis process in urology and respiratory 
cancer improving the access and delivery of care in these specialties. The Trust 
has also now implemented a single cancer Multi-disciplinary Team (MDT) 
meeting for lung cancer patients. This has led to an improved treatment journey 
for patients, reducing the duplication of tests and an improvement in referrals to 
the cancer centre. 
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o Implementation of faster access to diagnostics in colorectal cancer has 
commenced with the expectation that during the first quarter of 2020 this will be 
fully implemented. Work has commenced on a ‘100 day challenge’ considering 
the route of access for non-specific weight loss. This will provide a shorter 
diagnostic and access time to colorectal services and reduce the significant 
number of poor quality referrals into the 2 week wait colorectal service. The Trust 
is developing the current dual MDT for colorectal into a single MDT by the end of 
April 2020.  

 

 Waiting lists: 
 

o Improving the Trust’s waiting list position and, in turn, minimising the risk of harm 
to patients has remained a priority for the Trust and the Trust Board since the 
2018 inspection and the Trust is continuing to make progress against all waiting 
list metrics with significant reductions from 2018 to February 2020; in particular: 
 

 Patients waiting 52 weeks have reduced from 320 (March 2018) to 4 
(February 2020); 

 Patients waiting 40 or more weeks have reduced from 1,503 to 336; 
 Performance with referral to treatment timescales has improved from 66% 

to 77%; 
 All of these improvements have led to the overall waiting list reducing. 

 

o Whilst the Trust has demonstrated a systematic approach to mitigating the risks 
associated with the waiting list position which has resulted in significant 
improvements, the Trust acknowledges that there is still much more to do, hence 
the continuing focus on this during 2020/21.  

 

 Diagnostic and Radiology reporting: 
 

o During 2019/20, the Trust has focussed on improving waiting times linked to 
diagnostic reporting. This has now been achieved through a variety of 
improvements including robust arrangements to outsource activity when 
indicated by time-based triggers, dedicated capacity to effectively oversee 
monitoring and escalation processes and improved management and oversight 
of those patients waiting.  
 

o The Trust has successfully recruited two additional Radiologists, the first has 
already commenced on an initial 6 month contract with a view to this being 
extended. A second has accepted a 2 year position and will be joining as soon as 
overseas’ arrangements are made. The Trust has also been successful in 
securing four Radiologists as part of the Global Fellows’ Program and who are 
due to join the Trust in July 2020 following their induction onto the programme. 

 

o In order to maximise capacity the Trust has expanded the remit of the reporting 
radiographer team. This has the benefit of providing additional plain film reporting 
sessions which enables a release of Radiologist time to support more complex 
work. 
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2.2f Information on quality of data  
 

Northern Lincolnshire and Goole NHS Foundation Trust submitted records during 2019/20 to 
the Secondary Uses Service for inclusion in the hospital episode statistics which are included in 
the latest published data.  
 
The percentage of records in the published data:  
 

 
- Which included the patient's valid NHS Number was:  
 

 99.9 per cent for admitted patient care  

 99.9 per cent for outpatient care  

 99.3 per cent for accident and emergency care.  
 

 
- Which included the patient's valid General Medical Practice Code was:  
 

 100.0 per cent for admitted patient care  

 100.0 per cent for outpatient care 

 100.0 per cent for accident and emergency care.  
 

2.2g Information governance assessment report  
 

2019/20 saw the release of the updated ‘Beta’ Data Security and Protection Toolkit by NHS 
Digital. This version has seen additional assertions which are heavily weighted towards IT 
security and Cyber Security functionality. NHS Digital will be allowing the Trust to submit 
improvement plans against assertions which we are not yet achieving standard met. For the 
March submission the Trust will be planning to submit a ‘Standards not Met (Action Plan 
Approved)’ return. As previously for the 18/19 return the intention is that ‘Improvement plans’ 
will be approved by NHS Digital and will be closely monitored by the Trust IG Steering group 
and NHS Digital to ensure actions are met.  
 

2.2h Information on payment by results clinical coding audit  
 

Northern Lincolnshire & Goole NHS Foundation Trust was not subject to the payment by results 
clinical coding audit during the reporting period by the Audit Commission. 
 

2.2i Learning from Deaths 
 

During 2019/20 1,482 of Northern Lincolnshire & Goole NHS Foundation Trust’s patients died 
(this includes patients who died in the Emergency Care Centre). This comprised the following 
number of deaths which occurred in each quarter of that reporting period: 
 

 203 in the first quarter; 

 417 in the second quarter; 

 368 in the third quarter; 

 494 in the fourth quarter [as at the 28 February 2020].  
 

At 28 February 2020, 429 case record reviews and 9 investigations (5 undertaken as Serious 
Incident (SI) investigations; 3 undertaken as Child Death Overview Panels (CDOP) and 1 
undertaken as a LEDER (Learning Disability Mortality Review)) have been carried out in relation 
to 1,482 of the deaths included above. 
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In 1 case a death was subjected to both a case record review and an investigation (undertaken 
as a Serious Incident investigation). The number of deaths in each quarter for which a case 
record review or an investigation was carried out was:  
 

 66 in the first quarter; 

 151 in the second quarter; 

 161 in the third quarter; 

 107 in the fourth quarter [as at the 28 February 2020] 
 

7 representing 0.47% of the patient deaths during the reporting period are judged to be more 
likely than not to have been due to problems in the care provided to the patient [definition: using 
Royal College of Physicians (RCP) question: “Avoidability of death judgement score” for 
patients with a score of 3 or less – see narrative below for more information]. 
 
In relation to each quarter, this consisted of: 
 
1 representing 0.49% for the first quarter; 
1 representing 0.24% for the second quarter; 
3 representing 0.82% for the third quarter; 
2 representing 0.40% for the fourth quarter. 
 
These numbers have been estimated using the Structured Judgement Review (SJR) which 
includes a 6 factor Likert scale ranging from “definitely not avoidable” to “definitely avoidable”. 
The above estimate includes all those deaths that were classified as scoring less than or equal 
to 3 on this 6 factor scale. This assessment is the initial reviewer’s assessment from the 
retrospective assessment of the medical record. Any case reviews completed that identify that 
further understanding is needed are reviewed a second time by the appropriate specialty clinical 
lead. This process links into the Trust’s Serious Incident Framework. This data is not a measure 
of deaths that were avoidable, but as an indicator to support local review and learning 
processes with the aim of helping improve quality of care. 
 
7 representing 0.47% of the patient deaths during the reporting period were recorded as a score 
of 3 meaning “probably avoidable, more than 50-50”. All 7 cases were escalated for 
consideration at the Trust’s internal Serious Incident Panel for detailed review. Following 
presentation at this meeting, 6 did not meet the criteria for being declared as a Serious Incident 
as there was no evidence of moderate or severe harm resulting from their care within the Trust. 
In 1 case, the criteria for Serious Incident investigation was met and this is currently subject to a 
more detailed investigation.  
 
Summary of what the Trust has learnt from case record reviews and investigations 
conducted in relation to the deaths identified during 2019/20; 
 
And, 
 
Description of the actions which the Trust has taken and those proposed to be taken as a 
consequence of what has been learnt during 2019/20 
 
The Trust has not found, from the mortality reviews completed, evidence of systematic failings 
in care delivery leading to ‘avoidable’ deaths. The Trust views mortality reviews as an 
opportunity to review the quality of care provided to these patients. From these mortality case 
reviews, the following quality improvement themes have been identified: 
 

 End of Life: One of the biggest themes identified from the learning from deaths 
reviews has been in relation to potentially avoidable hospital admissions for some 
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patients at end of life phase of care, where acute hospital admission may not be the 
best place of care. 
 

 This theme is tested out with community and primary care colleagues who review 
pathways in community to identify if opportunities for further advanced end of life 
care planning were potentially missed. This review work has led to the development 
of a specific out of hospital mortality improvement plan with wide stakeholder 
involvement.  

 

 In addition to the out of hospital mortality improvement plan, the Trust is also 
focussing more improvement work on end of life care with business case 
developments to increase consultant-led palliative care services as well as to 
improve the documentation and tools available to staff to enable better end of life 
planning. The Trust is also aiming to launch the RESPECT tool during the early part 
of 2020/21. RESPECT (Recommended Summary Plan for Emergency Care and 
Treatment) is a national initiative designed to capture the outcomes following 
discussion between Health Care Professionals and the patient including 
resuscitation status. The RESPECT tool then acts as a record communicating 
recommendations to inform future treatment planning decisions. The Trust is aiming 
to support the rollout with dedicated training posts to support education for how to 
make best use of the tool to identify and communicate end of life decisions to all 
involved or who could be involved in the patients care, including ambulance services.  

 

 Other improvements planned in provision of end of life services include: 
 

o Look at expansion of Health Care Professionals providing services to cover 
seven days. 
 

o Review and benchmarking of service provision against latest National 
Institute for Health and Care Excellence (NICE) guidance.  
 

o Regular oversight and review of patient feedback and incident data at team 
meetings to improve services. 

 

 Fluid & Electrolytes: Monitoring and documentation surrounding the use of fluids 
has been a theme for improvement. During 2019/20 additional work has been 
invested into changing the documentation to record this information and to act as a 
prompt for nursing staff to support improved recording. This is also a part of the 
Nutrition and Hydration improvement group’s work which has given a regular update 
to the Trust’s Quality & Safety Committee.  

 

 Delays: Delays remain a theme from mortality reviews, often linked to periods of 
increased demand on Trust services. Whilst this remains a challenge, some good 
progress has been made in speeding up access to Theatres for vulnerable and frail 
elderly patients who have broken their hip and require emergency access.  

 

 Learning from deaths: Since 2018/19, the Trust has strengthened its mortality 
review process to support a focus on learning from mortality case reviews, the only 
way of assessing and quantifying the quality of care provided to patients. An element 
of this has been the aim of increasing the number of case reviews being undertaken 
to achieve a minimum 20% of deaths being reviewed.  
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 In 2018/19, the Trust achieved a review rate of 27.76%, and is currently performing 
at a review rate of 33% in 2019/20 [as at 28 February 2020]. 

 

 The Trust has commenced the use of a mortality screening tool enabling an 
increased proportion of deaths to be reviewed as well as for more targeted focussed 
work validating clinical coding.  

 
An assessment of the impact of the actions taken by the Trust during 2019/20: 

There has been some positive impact as a result of the actions taken already by the Trust. 
These are summarised as follows: 
 

 End of Life: Whilst there is much more focussed work required by the local 
healthcare system to improve this area further, there has been improved 
collaborative review work with the Trust’s primary Clinical Commissioning Groups 
(CCGs) with GP representation to identify specific gaps in current service provision 
and further opportunities possible. The out of hospital mortality improvement plan will 
detail specific interventions that will address some of these gaps. There have been a 
number of specific actions taken to improve care across organisational boundaries 
including more support to care/residential homes from the Trust and Primary care to 
improve processes in place. The Trust is also working with wider stakeholders in the 
local multi-agency end of life group to further improve local services which includes a 
review of learning from incidents. 

 

 Fluid & Electrolytes: Progress has been made with this series of actions and this 
as a theme in mortality reviews has reduced significantly.    
 

 Delays: Pathway redesign has led to significant improvements and the Trust is on a 
par if not exceeding national performance against this as measured in the National 
Hip Fracture Database. This has resulted in tangible outcome improvements as a 
result and the reported mortality associated with hip fracture in the elderly has 
reduced. 
 

 Learning from Deaths: Significant progress has been seen in the strengthening of 
processes to review, discuss and learn from mortality reviews.  

 
134 case record reviews were completed and 2 investigations (undertaken either as a Serious 
Incident Investigation or Concise SI investigation) completed after 01 April 2019 which related to 
deaths which took place before the start of the reporting period. 
 
3 representing 0.17% of the patient deaths before the reporting period [1,771 deaths during 01 
April 2018 – 31 March 2019], are judged to be more likely than not to have been due to 
problems in the care provided to the patient. This number has been estimated using the 
Structured Judgement Review (SJR) which includes a 6-factor Likert scale ranging from 
definitely not avoidable to definitely avoidable. The above estimate includes all those deaths 
that were classified as scoring less than or equal to 3 on this 6 factor scale. This assessment is 
the initial reviewer’s assessment from the retrospective assessment of the medical record. Any 
case reviews completed that identify that further understanding is needed is reviewed a second 
time by another clinician. This process links into the Trust’s Serious Incident Framework if 
necessary. It should be stressed that this data is not a reliable measure of deaths that were 
avoidable; rather it is designed as an indicator to support local review and learning processes 
with the aim of helping improve quality of care. 
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5 representing 0.29% of the patient deaths during the previous reporting period [01 April 2018 – 
31 March 2019] are judged to be more likely than not to have been due to problems in the care 
provided to the patient.  
 
For further information relating to mortality improvement work, please see part 2.3a 
 

2.2j Details of ways in which staff can speak up 
 

Annual Update on Speaking Up: 
 

All NHS staff should be able to speak up regarding any concerns they may have in full 
confidence of not suffering any form of detriment as a result. The Trust is committed to ensure 
that employees working for the Trust are not only encouraged to do this, but are actively 
supported and guided as to how they can do this, should they feel the need to, whether they are 
concerned about quality of care, patient safety or bullying and harassment within their 
workplace. 
 

The Trust has encouraged and supported staff to speak up by instituting a number of 
mechanisms for staff to raise concerns, these include:  
 

 Raise concerns with their line manager. If this is not possible for any number of reasons, 
staff have further established routes in place and available to them to speak up, 
including: 
 

o Through the Trust’s nominated Freedom to Speak Up Guardian; 
 

o Via the Human Resources Department, a part of the Trust’s People and 
Organisational Effectiveness Directorate; 

 

o Or by logging an incident on the Trust’s incident reporting tool hosted on DATIX; 
 

o ‘Ask Peter’ which provides an anonymous channel to communicate concerns 
directly to the Chief Executive; 

 

Freedom to Speak Up Guardian: 

The Trust’s Freedom to Speak Up Guardian, their role, contact details and the principles of 
Freedom to Speak Up process is communicated to all new starters within the Trust as part of 
the corporate induction programme and is featured as part of the Pride and Respect training 
sessions provided to all staff. The Trust has appointed a substantive guardian to focus further 
on this important role and continue the positive progress made. 

 

The Guardian role and the Speaking Up process is further promoted through printed and digital 
materials in the Trust and in the past 12 months there have been several promotional events 
and additional magazine features. There has been improvement in the accessibility to the 
Freedom to Speak Up Guardian via a generic email address and the introduction of the 
dedicated mobile telephone number. 

 

The Trust’s Freedom to Speak Up Policy and Process and associated procedures supports staff 
to raise concerns safely without suffering any form of detriment. The Freedom to Speak Up 
Guardian responds to all concerns raised under this process and follows through each case 
according to the individual requirements providing regular communications and feedback until 
the case is concluded. Evaluation feedback from staff raising concerns has shown confidence in 
the Guardian and the overall process.  
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The Trust’s Freedom to Speak Up Guardian meets monthly with the Chief Executive and 
regularly with the Trust Chair and also with the Executive Director and Non-Executive Director 
with specific responsibility for Freedom to Speak Up who provide support to  this function. A 
quarterly Freedom to Speak Up Guardian report is reviewed by the Trust Management Board 
and the Workforce Sub-committee prior to being presented to the Trust Board by the Freedom 
to Speak Up Guardian. This ensures the Trust and its board are kept up-to-date on concerns 
including sufficient details as per the National Guardian’s recommendations.  An overview of the 
report is shared with all staff by quarterly infographics. 
 

In January 2020 an internal audit review of the Trust’s Freedom to Speak Up arrangements 
reported an outcome of  ‘significant assurance’ in respect of the  effectiveness of the systems in 
place to enable staff to raise concerns and was impressed with the work undertaken in 2019 to 
develop and enhance the Trust’s FTSUG arrangements. 
 

During 2019/20 there has been >30% increase in concerns raised over the past 12 months 
indicating an improvement in the reporting of concerns’ culture. 
 

2.2k Annual report on rota gaps and plan for improvement 
 
The Trust has made significant progress with management of Medical and Dental rotas. The 
latest data for January 2020 showed a vacancy rate of 10.95%, compared with 27% in 2017. 
For trainees, the latest data available is for August 2019, this demonstrated a fill rate of 88% 
compared to 67% in 2017. 
 

Workforce and Recruitment meetings take place regularly with Medical Staffing and the groups 

to identify and plan for vacancies. Vacancies are advertised and active steps taken to follow up 

any interest in the area. Whilst the medical vacancy rate has reduced during 2019/20 staffing 

levels continue to give cause for concern and more is needed to be done to develop alternatives 

such as Physician’s Associates (PA) and Advanced Clinical Practitioners (ACP). The Trust has 

drafted a revised people strategy, overseen by the Workforce Committee. This will lead to a 

high level delivery plan which will incorporate these roles. ACP roles are currently being 

developed in the Trust with support from Health Education England, Yorkshire and the Humber.  

 

Rota Co-ordination has improved in 2019, the Trust is in the process of transitioning to an 

electronic rostering system for greater visibility to identify the workforce needs and but there is 

still work to be done. The Trust is continuing its efforts to diversify the clinical workforce and 

thereby reduce sole reliance on medical staff. 
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2.3 Reporting against core indicators 
 

Since 2012/13 NHS foundation trusts have been required to report performance against a core 
set of indicators using data made available to the Trust by NHS Digital.  
 
For each indicator the number, percentage, value, score or rate (as applicable) for at least the 
last two reporting periods should be presented. In addition, where the required data is made 
available by NHS Digital, the numbers, percentages, values, scores or rates of each of the NHS 
Foundation Trust’s indicators should be compared with:  
 

 

a) The national average for the same and; 
 

b) Those NHS Trusts and the NHS Foundation Trusts with the highest and lowest of 
the same, for the reporting period. 

 
This information should be presented in a table or graph (as seems most appropriate). 
 
For each indicator, the Trust will also make an assurance statement in the following form: 
 

 
The Trust considers that this data is as described for the following reasons [insert 
reasons]. 
 
The Trust [intends to take or has taken] the following actions to improve the 
[indicator / percentage / score / data / rate / number], and so the quality of its 
services, by [insert descriptions of actions]. 

Some of the mandatory indicators are not relevant to Northern Lincolnshire and Goole NHS 
Foundation Trust; therefore the following indicators reported on are only those relevant to the 
Trust.  
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2.3a Summary Hospital-Level Mortality Indicator (SHMI) 
The data made available to the Trust by NHS Digital with regard to: 
 

a) The value and banding of the summary hospital-level mortality indicator (‘SHMI’) 
for the Trust for the reporting period;  

 

 

Figure 11: Trust’s SHMI score, trended over time 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts).  

NB: It should be noted that from May 2019 the SHMI was released on a monthly basis by NHS Digital, an increase in 

frequency from the previous quarterly releases. 
 

 The above chart illustrates the Trust’s performance against the Summary Hospital 
Mortality Indicator (SHMI). The SHMI is a Standardised Mortality Ratio (SMR). SHMI is 
the only SMR to include deaths outside of hospital in the community (within 30 days of 
hospital discharge). This inclusion of community mortality means the information needed 
comes from the Office for National Statistics; this results in delay in the reporting of the 
SHMI. The Trust is currently within the ‘higher than expected’ range. 

 

 The SHMI, as referred to in section 2.1 of this report, is a measure of observed deaths, 
within 30 days following hospitalisation, compared with ‘expected deaths’, derived 
statistically from the quality of recording and coding of patient risk factors. SHMI 
impacting risk factors include the patient’s primary diagnosis being treated for during 
their first episode following admission and any secondary diagnoses or comorbidities the 
patient already has or that is newly identified as having. SHMI is therefore heavily 
influenced by data quality.  
 

 NHS Digital guidance on SHMI interpretation states that the difference between the 
number of observed deaths and the number of expected deaths cannot be interpreted 
as ‘avoidable deaths’. The ‘expected’ number of deaths is not an actual count, but is a 
statistical construct which estimates the number of deaths that may be expected based 
on the average England figures and the risk characteristics of the Trust’s patients. The 
SHMI is therefore not a direct measure of quality of care and a ‘higher than expected’ 
SHMI should not be interpreted as an indicator of bad performance. 
 
 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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b) The percentage of patient deaths with palliative care coded at either diagnosis or 
speciality level for the Trust for the reporting period.  

 

 
Figure 12: Percentage of patients with a coded palliative care code, compared with other UK Trusts 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts).  

NB: It should be noted that from May 2019 the SHMI was released on a monthly basis by NHS Digital, an increase in 

frequency from the previous quarterly releases. 
 

 The above chart illustrates the percentage of patients with a palliative care code used at 
either diagnosis or specialty level. Palliative care coding is a group of codes used by 
hospital level coding teams to reflect palliative care treatment of a patient during their 
hospital stay. To ensure these are not exploited for minimising an organisation’s 
reported standardised mortality ratio, Trusts are required to meet strict rules that govern 
the use of such codes to only those patients appropriately seen and managed by a 
specialist palliative care team. 
 

 The SHMI does not exclude this group of patients, rather they are included and the 
appropriate risk factor for each is statistically determined according to the model. Other 
Standardised Mortality Ratios (SMRs) like the Hospital Standardised Mortality Ratio 
(HSMR) do actively adjust for palliative care. 

 
Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 During 2019/20 the Trust reviewed its reporting of mortality statistics and made a 
deliberate change to enable better understanding of the component parts of the SHMI 
calculation. This in turn highlighted a disparity between the Trust’s two main hospitals in 
the ‘expected deaths’ statistical construct, which forms the denominator in the 
calculation of SHMI, whilst the observed deaths showed no significant difference. This 
has continued to highlight that the number of ‘expected deaths’ is lower at the Diana, 
Princess of Wales Hospital. Given the public health challenges in North East 
Lincolnshire, the lower number of ‘expected deaths’ informing the SHMI has been 
identified as requiring further scrutiny of the underpinning data. 
 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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 The palliative care level information reflects the differences between the two main 
hospital sites in provision of consultant led palliative care services. Improvement work 
within the Trust’s End of Life group aims to identify resource to increase the availability 
and provision of palliative care arrangements at both of the Trust’s main hospital sites.  
 

The Trust has taken the following actions to improve the indicator and percentage in 
indicators a and b, and so the quality of its services by: 
 

 

 The Trust’s Mortality Improvement Group oversees reported mortality performance. On 
review of the disparity in ‘expected deaths’ more detailed work has been undertaken to 
understand potential drivers.  
 

 One element is the accurate recording of risks. From further analysis and benchmarking, 
the Trust has identified a difference in the Trust’s recording of risk factors compared with 
local peer organisations.  

 

 The Mortality Improvement Group has therefore commissioned a programme of specific 
clinician-led validation to review and confirm or amend as necessary the quality of data 
recorded within the medical record that informs the SHMI calculation through accurate 
clinical coding. This has commenced on the Trust’s acute medical admission wards, 
critical care units, including the high dependency unit, within cardiology and also for 
patients on the stroke unit. The impact of the clinician-led validation work will be 
monitored. During January 2020, early findings from the validation work identified that in 
36% of cases clinicians identified additional comorbidities or clarified the primary 
diagnosis being treated. Following validation these changes were made to the hospital 
coding and will lead to changes in the SHMI risk adjustment.  
 

 Given the time lag in reporting SHMI data, the Trust will be unable to fully evaluate the 
impact of this work until NHS Digital publishes data encompassing the period of time 
these changes in practice were implemented and further time will need to pass for the 
SHMI data (summarising 12 months of data) to fully reflect these changes.  
 

 Whilst the Trust progresses a number of data quality improvements to support accuracy 
of data, quality of care remains a crucial part of the Trust’s mortality improvement 
programme. This is articulated in the Trust’s mortality strategy which includes prioritised 
quality impacting workstreams supporting (1) improved flow through the Trust’s 
hospitals; (2) end of life improvements and; (3) continued focus on learning from deaths.  
 

 To support the Trust’s learning from deaths’ process, the Mortality Improvement Group 
has approved a mortality screening tool that encompasses both a data quality validation 
tool as well as a quality of care review. This tool is designed to support an increase in 
the proportion of deaths reviewed in order to increase the identification of learning. The 
divisionally owned governance arrangements have also been improved during 2019/20 
providing greater opportunity and protected time for clinical teams to review and reflect 
on the learning from mortality reviews. Progress and assurance of these processes in 
divisions is provided monthly to the Mortality Improvement Group.  
 

 A key quality theme emerging from mortality reviews is the proportion of patients 
admitted from community at end of life stage where there is a lack of clarity regarding 
end of life plans. In a number of cases, hospital reviewers have judged admission to the 
acute hospital as potentially not being the most appropriate place of care for such 
patients who are at the end of their lives. This is being fed back to community and 
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primary care colleagues as learning and is reflected in the end of life improvement 
project work. For further details regarding the end of life improvement work, see the 
previous section described in 2.2 that updates further on learning from deaths.  
 

2.3b Patient Reported Outcome Measures (PROMS) 

The data made available to the Trust by NHS Digital with regard to the Trust’s patient reported 
outcome measures scores for: 
 

a) Groin hernia surgery (no longer a PROM – see note below) 
b) Varicose vein surgery (no longer performed by this Trust) 
c) Hip replacement surgery  
d) Knee replacement surgery. 

 

During the reporting period. 
 

Type of 
surgery 

Sample time frame 
Trust adjusted 
average health 

gain 

National 
average 

health gain 

National 
highest 

National 
lowest 

Hip 
replacement 
(Primary) 

April 2011 – March 2012 0.405 0.416 0.532 0.306 

April 2012 – March 2013 0.461 0.438 0.538 0.369 

April 2013 – March 2014 0.426 0.436 0.545 0.342 

April 2014 – March 2015 0.436 0.437 0.524 0.331 

April 2015 – March 2016 0.485 0.438 
No data 
available 

No data 
available 

April 2016 – March 2017 0.501 0.445 
No data 
available 

No data 
available 

April 2017 – March 2018 0.453 0.468 0.56 0.376 

April 2018 – March 2019 0.483 0.469 0.55 0.33 

Knee 
replacement 
(Primary) 

April 2011 – March 2012 0.317 0.302 0.385 0.180 

April 2012 – March 2013 0.357 0.319 0.409 0.195 

April 2013 – March 2014 0.332 0.323 0.416 0.215 

April 2014 – March 2015 0.339 0.315 0.204 0.418 

April 2015 – March 2016 0.349 0.320 
No data 
available 

No data 
available 

April 2016 – March 2017 0.361 0.324 
No data 
available 

No data 
available 

April 2017 – March 2018 0.323 0.338 0.416 0.233 

April 2018 – March 2019 0.305 0.341 0.410 0.253 

Source: NHS Digital Quality Account Indicators Portal, Primary data used, EQ-5D Index used 

(https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts)  
 

Comment:  
 

 The Patient Reported Outcome Measure (PROMs) is a national initiative designed to 
enable NHS trusts to focus on patient experience and outcome measures. The 4 areas 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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listed above are nationally selected procedures. Varicose vein surgery is not performed 
by the Trust, therefore no data is available.  
 

 Reporting for groin hernia has been phased out due to the NHS England decision in 
October 2017 to discontinue the mandatory groin-hernia surgery national PROM 
collections. The rationale for this decision is that groin hernia surgery is offered mainly to 
reduce the risk of requiring emergency surgery, rather than to relieve symptoms, which 
are often relatively minimal. This, along with the fact that there is no condition-specific 
PROM for groin-hernia surgery, means that the existing PROM has limited value. The 
last available data ceased following May 2018. 
 

 The above tables show the adjusted health gain reported by the patient reported using 
the EQ-5D index, following their surgery.  

 EQ-5D index collates responses given in 5 broad areas (mobility, self-care, usual 
activities, pain/discomfort, and anxiety/depression) and combines them into a single 
value.  

 The single value scores for the EQ-5D index range is from -0.594 (worse possible 
health) to 1.0 (full health).  

Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 Patient-reported outcomes following primary hip replacement surgery remain within the 
statistically calculated confidence intervals, demonstrating no significantly different 
performance compared to the UK. 
 

 Patient-reported outcomes for primary knee replacement is just outside of the 95% 
statistically calculated intervals and is therefore an outlier.   

 
 

The Trust has taken the following actions to improve these outcome scores, and so the 
quality of its services by:  
 

 Data made available from the PROMs dataset is presented within the division of surgery 
to support reflective practice and agreement of actions needed to improve on processes. 
An overview report is also prepared and presented at the Quality Governance Group 
and also the Quality & Safety Committee.  
 

 The latest data identified that for primary knee replacements; the Trust was outside of 
the 95% statistically calculated interval and was therefore an outlier. This data has been 
broken down further to the lowest format and from this the Trust have identified patient’s 
reported outcomes around mobility have deteriorated since the previous PROMs data 
was released. This has been discussed with Trauma and Orthopaedic Surgeons who 
have identified areas of improvement and implemented change to address this. 
 

 The deep-dive review of PROMs information also identified some weaknesses in 
process regarding the provision of pre-surgery PROMS data collection forms to patients 
which has impacted on a smaller cohort of patients being sampled within this year’s 
dataset. Improvements in this process will also be included in the action plan in 
response to PROMs that will be developed. 
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2.3c Readmissions to hospital 
The data made available to the Trust by NHS Digital with regard to the percentage of patients 
aged: 
 

a) 0 to 15; and 
b) 16 or over, 

 

Readmitted to a hospital which forms part of the Trust within 30 days of being discharged from a 
hospital which forms part of the Trust during the reporting period. 
 

 
Figure 13: Chart demonstrating % of patients aged 0-15 readmitted within 30 days 

 
Figure 14: Chart demonstrating % of patients aged 16 or over readmitted within 30 days 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts) [NB: No data is available for the 2012/13 year, hence the gap; the UK highest 
data should be interpreted with caution as some Trusts with >100% data carry health warnings] 
 

Comment:  
 

 There has been an ongoing review by NHS Digital of this indicator which has prevented 
the Trust from accessing latest data over the last two quality account reporting periods. 
The data has now been reviewed and was released again during 2019. The 2012/13 
data was not available hence the gap in the above charts.  

 
 

 
 
 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 The Trust is below the UK average for readmissions in both age groups. This is borne 
out by local performance reporting against peer benchmarked data. 
 

 

The Trust intends to take the following actions to improve these percentages, and so the 
quality of its services by:  
 

 The Trust continues to monitor its readmission rates on a monthly basis (from locally 
available data) and compares these to the national rates in order to benchmark our 
performance. 

2.3d Responsiveness to the Personal needs of patients 
 

The data made available to the Trust by NHS Digital with regard to the Trust’s responsiveness 
to the personal needs of its patients during the reporting period. 
 

 
Figure 15:  Trust performance with five weighted scores from the national inpatient survey used to determine 
the Trust’s responsiveness to patient’s receiving care in its acute services 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts) 
 

Comment:  
 

 The table above highlights the average weighted score for five specific questions. This 
information is presented in a way that allows comparison to the national average and the 
highest and lowest performers within the NHS.  

 

 The above figures are based on the adult inpatient survey, which is completed by a 
sample of patients aged 16 and over who have been discharged from an acute or 
specialist trust, with at least one overnight stay. The indicator is a composite, calculated 
as the average of five survey questions from the inpatient survey. Each question 
describes a different element of the overarching theme:  

 

“Responsiveness to patients’ personal needs”.  

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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1. Were you involved as much as you wanted to be in decisions about your care 
and treatment? 

2. Did you find someone on the hospital staff to talk to about your worries and 
fears?  

3. Were you given enough privacy when discussing your condition or treatment?  

4. Did a member of staff tell you about medication side effects to watch for when 
you went home?  

5. Did hospital staff tell you who to contact if you were worried about your condition 
or treatment after you left hospital?  

 

 Individual questions are scored according to a pre-defined scoring regime that awards 
scores between 0-100. Therefore, this indicator will also take values between 0-100.  
 

Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 The Trust results are marginally lower than the national average but it remains 
committed to look at the specific areas highlighted in these responses to improve patient 
feedback. 

 

 The experience of care is a high priority for the Trust and focus is being given to these 
results through divisional actions and quarterly oversight at the Patient Experience 
Group. This will be further supported by the launch of a rolling inpatient survey 
programme to provide near real time feedback. This will use key areas from the adult 
national inpatient survey to shape its questioning. This is a more responsive 
methodology to create improvements and encourage staff engagement in the process. 

 

 Recruitment and retention of skilled and compassionate staff continues to be a key focus 
which will support a more stable work force to deliver consistent, safe and person 
centred care.  
 

The Trust has taken the following actions to improve this data, and so the quality of its 
services by:  

 

 

 The Matron role has been reviewed to allow more dedicated oversight of ward areas, 
including escalation of any issues. Visitors have a clear point of contact and can discuss 
any issues if needed.  
 

 Ward based daily huddles also help promote conversations about safe and effective 
discharge. Discharge planning continues to be a priority and the Trust is looking at how 
staff are equipped with key skills to ensure discharge is a unified process with all those 
involved. Recurring issues involving discharge are to be explored via the Patient 
Experience Group where appropriate.  
 

 The Trust continues to work towards creating spaces across all ward areas and 
departments where patients and families can have private conversations. Equally, the 
Trust is working with teams to involve patients in conversations at the bedside in 
dignified and respectful ways. 
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 Patient information leaflets that provide key information have patient involvement in the 
process; these are being used to signpost people to additional support. This will be 
replicated on the Trust’s website. 

2.3e Staff recommending Trust as a provider to friends and 
family  
The data made available to the Trust by NHS Digital with regard to the percentage of staff 
employed by, or under contract to, the Trust during the reporting period who would recommend 
the Trust as a provider of care to their family or friends. 

 
Figure 16: Trust reported performance for staff recommending the Trust as a provider to family and friends 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts) 
 

Comment:  
 

 The above table illustrates the percentage of staff answering that they “Agreed” or 
“strongly agreed” with the question: “If a friend or relative needed treatment, I would be 
happy with the standard of care provided by this Trust”. 
 

 53% of staff surveyed would recommend the Trust, this is the second consecutive year 
where an improvement is seen and demonstrates that Trust staff are seeing evidence of 
improvements. The Trust recognises that whilst this is positive, more work is needed to 
continue improving.  

 

 
Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 The Trust continues to see improvements within the 2019 staff survey which, when 
reviewing the statistically significant improvements, builds a picture of staff who feel an 
improvement in staff numbers, feel more engaged, have better access to the equipment 
they need and have overall a better experience at work. Furthermore staff’s overall 
perception regarding the quality of care provided by the Trust has significantly increased, 
with patients seen as the main Trust priority. These factors, amongst the other 
improvements seen in the national staff survey, are demonstrating staff are now 
increasingly recommending the Trust as place to receive treatment and/or to work.  

 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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The Trust has taken the following actions to improve this percentage, and so the quality 
of its services by:  
 

 For the last two years significant work has gone into transforming the culture and 
supporting staff on front line services of the Trust. The outputs of this work can be seen 
in the last two staff surveys. Actions already taken include: 
 

o A review of, and increase in, the nursing establishment numbers to bolster the 
number of staff on wards and in patient clinics; 
 

o Financial investment into procuring additional levels of equipment, such as 
patient hoists and ward-based mobile computers for wards; 
 

o The continued exploration of new roles, such as ACPs and Clinical Sisters, to 
support the development of services and staff’s skills and competence, and 
provide career opportunities for staff; 
 

o The continued investment and success of the Trust’s apprenticeship programme; 
 

o An investment in staff engagement and a launch of a range of staff recognition 
schemes; 
 

o Continued investment into medical staff engagement, and a repeat of the Medical 
Engagement Scale survey with a marked improvement across the Trust 
compared to the previous results in 2017; 
 

o Investment into Quality Improvement (QI) with four QI trainers now supporting 
the training of clinical and non-clinical staff, and providing QI expertise into both 
Improving Together and non-Improving Together improvement projects;  
 

o Continued development of ‘Pride and Respect’ (our anti-bullying campaign) 
project provides staff and leadership teams with training regarding appropriate 
behavioural standards (linked to the Trust’s values) and access to ‘Let’s Talk’ the 
Trusts newly launched mediation service.  

 

  



Northern Lincolnshire & Goole NHS Foundation Trust | 2019/20 Quality Account 59 

 

 

 

2.3f Risk assessed for venous thromboembolism 
The data made available to the Trust by NHS Digital with regard to the percentage of patients 
who were admitted to hospital and who were risk assessed for venous thromboembolism during 
the reporting period. 

 
Figure 17: Trust performance for patients risk assessed for venous thromboembolism (VTE) 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts) 
  

Comment:  
 

 The above table illustrates the percentage of patients admitted to the Trust and other 
NHS acute healthcare providers who were risk assessed for venous thromboembolism 
(VTE) since quarter one, 2016/17. The Trust is not at present achieving the 95% target 
for this area. 

 

Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 The Trust oversees compliance with VTE risk assessments and prophylaxis prescribed 
through monthly reporting through the Trust’s performance framework. Where possible 
this overall compliance is broken down to ward and department level to aid continued 
understanding and improvement.   

 
The Trust has taken the following actions to improve this percentage, and so the quality 
of its services by:  
 

 The Trust’s Quality Governance Group receives a highlight report in relation to VTE 
screening performance from the Trust’s Deputy Medical Director.  
 

 The Trust has a VTE group which reviews performance and practice in relation to 
venous thromboembolism.  
 

 The Trust has rolled out an Electronic Prescribing and Medicines Administration (EPMA) 
system at Goole hospital and is partway through implementation of this at Scunthorpe 
hospital; with plans for go live at Diana, Princess of Wales Hospital in place. This 
improved system will enable greater controls to be in place supporting improved 
prescribing that will lead to safety benefits including greater ability to ensure VTE risk 
has been fully assessed prior to prescribing or administration of medications. 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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2.3g Clostridium Difficile infection reported within the Trust 

 

The data made available to the Trust by NHS Digital with regard to the rate per 100,000 bed 
days of cases of Clostridium difficile infection reported within the Trust amongst patients aged 2 
or over during the reporting period. 

 
Figure 18: Trust performance for C difficile infections reported within the Trust per 100,000 bed days 

Source: NHS Digital Quality Account Indicators Portal, Trust apportioned cases (https://digital.nhs.uk/data-and-

information/areas-of-interest/hospital-care/quality-accounts) 
 

Comment:  
 

 The above table illustrates the rate of C. difficile per 100,000 bed days, for the Trust 
(Trust apportioned cases), for specimens taken from patients aged two years and over.  
 

 An update for the 2018-2019 time frame is not available to the Trust for inclusion in the 
chart above.  
 

 The most recent available data to the Trust is that made available from the Public Health 
England ‘Fingertips’, for the period December 2019. This is presented as follows: 
 

 
Figure 19: Trust performance for C difficile infections reported within the Trust per 100,000 bed days 

 The data above demonstrates that the Trust reported less C. difficile infections than the 
UK average. 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 The Trust reported 34 healthcare acquired cases to date (as at 27 February 2020) 
against a trajectory of 36. The definitions for reporting C. difficile cases changed in April 
2019 meaning cases detected after 2 days would be attributed as Hospital onset as 
opposed to the previous guidance, which specified 3 days previously. Cases would also 
be classed as Hospital related if the patient was an in-patient within the previous 4 
weeks. As such the Trust has, unsurprisingly, seen more cases defined as hospital 
related, so far there have been  
 

Hospital onset  Community onset 
 
Diana, Princess of Wales Hospital (DPoW)  15   9 
Scunthorpe General Hospital (SGH)   7   3 
Goole District Hospital (GDH)    1   0 
 

 The Trust has detected 5 lapses in practice/care associated with non-compliance with 
Trust antimicrobial guidance or delay in taking samples. 

 
The Trust has taken the following actions to improve this rate, and so the quality of its 
services by: 
 

 Capital and planning teams have factored the need to increase isolation capacity into 
future building schemes; 

 

 The Trust has an evidence-based C. difficile policy and patient treatment care pathway; 
 

 Multi-disciplinary team meetings are held for inpatient cases to identify any lessons to 
be learnt and post-infection review is conducted for every hospital onset case; 

 

 For each case admitted to hospital, practice is audited by the infection prevention and 
control team using the Department of Health Saving Lives’ audit tools; 

 

 Themes learnt from the Post-Infection Review (PIR) process will be monitored by the 
Infection Prevention & Control Committee and shared with relevant bodies; 

 

 The development of a bespoke IPC WebV module that will alert the IPC team to 
previous cases of C. Difficile infections readmitted into the Trust; 
 

 GPs will be sent an email to inform them of a patient’s C.difficile / Glutomate 
Dehydrogenase (GDH) status again to help reduce the amount of antimicrobial use and 
prevent future C. Difficile cases; 
 

 Development and implementation of a rolling programme of antibiotic prescribing audits 
reviewed by the Infection Prevention & Control group; 
 

 PathLincs antimicrobial formulary reviewed with latest national standards; 
 

 The publication of a new antimicrobial HUB site to make access to content easier for 
prescribers; 

 

 Introduction and review of the cleaning materials used by the Trust’s facilities team. This 
has resulted in a standardisation and introduction of a single biocide cleaner as routine 
across the Trust. 
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2.3h Patient safety incidents 
The data made available to the Trust by NHS Digital with regard to: 
 

a) The number and, where available, rate of patient safety incidents per 1,000 bed 
days reported within the Trust during the reporting period,  

 

Time frame 

Trust number 
of patient 

safety 
incidents 
reported 

Trust rate of 
patient 
safety 

incidents 
reported per 

1,000 bed 
days 

Acute – Non-
specialist 

average rate of 
patient safety 
incidents per 

1,000 bed days 

Acute – Non-
specialist 

highest rate 
per 1,000 bed 

days 

Acute – Non-
specialist 

lowest rate  
per 1,000 bed 

days 

April 2014 – 
September 2014 

5,124 41.5 35.9 75.0 0.2 

October 2014 – 
March 2015 

5,483 43.2 37.1 82.2 3.6 

April 2015 – 
September 2015 

5,570 44.7 39.3 74.7 18.1 

October 2015 – 
March 2016 

5,395 42.8 39.6 75.9 14.8 

April 2016 – 
September 2016 

5,953 49.5 40.8 71.8 21.1 

October 2016 – 
March 2017 

6,536 52.3 41.1 69.0 23.1 

April 2017 – 
September 2017 

6,347 52.4 42.8 111.7 23.5 

October 2017 – 
March 2018 

5,897 48.0 42.6 124.0 24.2 

April 2018 – 
September 2018 

5,806 48.3 44.5 107.4 13.1 

October 2018 – 
March 2019 

6,176 50.0 46.6 95.9 16.9 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts) 

NB: Please note the denominator changed in April 2014 to benchmark Trusts safety incidents reported against 1,000 

bed days, instead of the previously used comparison rate ‘per 100 admissions’. The classification of Trusts also 
changed from ‘large acute’, ‘medium acute’, ‘small acute’ and ‘acute teaching’ to simply ‘Acute non-specialist’ and 
‘Acute specialist’. As a result of these changes, the previous historic data is not comparable and is therefore not 
included within this quality account. 
 

 The above table demonstrates the total number of reported patient safety incidents and 
the rate per 1,000 bed days reported.  
 

 Northern Lincolnshire and Goole NHS Foundation Trust average rate of patient safety 
incidents reported is above the average of other acute non-specialist NHS organisations. 
The Trust actively promotes and encourages staff to report all incidents as part of an 
open and transparent culture designed to support learning and improvement, 
recognising that high levels of reporting indicates a high level of safety awareness. 

 
 

  

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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b) And the number and rate of such patient safety incidents that resulted in severe 
harm or death.  

 

Time frame 

Trust number 
of patient 

safety 
incidents 
reported 
involving 

severe harm or 
death 

Trust rate of 
patient 
safety 

incidents 
reported 
involving 

severe harm 
or death  
per 1,000 
bed days 

Acute – Non-
specialist 
national 

average rate of 
patient safety 

incidents 
reported 
involving 

severe harm 
or death per 

1,000 bed days 

Acute – Non-
specialist 
national 

highest rate 
involving 

severe harm 
or death  

per 1,000 bed 
days 

Acute – Non-
specialist 
national 

lowest rate  
involving 

severe harm 
or death  

per 1,000 bed 
days 

April 2014 – 
September 2014 

12 0.10 0.2 1.09 0.00 

October 2014 – 
March 2015 

6 0.09 0.2 1.53 0.02 

April 2015 – 
September 2015 

6 0.05 0.17 1.12 0.03 

October 2015 – 
March 2016 

9 0.07 0.16 0.97 0.00 

April 2016 – 
September 2016 

7 0.06 0.16 0.60 0.01 

October 2016 – 
March 2017 

21 0.17 0.16 0.53 0.01 

April 2017 – 
September 2017 

24 0.20 0.15 0.64 0.00 

October 2017 – 
March 2018 

21 0.17 0.15 0.55 0.00 

April 2018 – 
September 2018 

21 0.17 0.16 0.54 0.00 

October 2018 – 
March 2019 

15 0.13 0.15 0.49 0.01 

Source: NHS Digital Quality Account Indicators Portal (https://digital.nhs.uk/data-and-information/areas-of-

interest/hospital-care/quality-accounts) 

NB: Please note the denominator changed in April 2014 to benchmark Trusts safety incidents reported against 1,000 

bed days, instead of the previously used comparison rate ‘per 100 admissions’. The classification of Trusts also 
changed from ‘large acute’, ‘medium acute’, ‘small acute’ and ‘acute teaching’ to simply ‘Acute non-specialist’ and 
‘Acute specialist’. As a result of these changes, the previous historic data is not comparable and is therefore not 
included within this quality account. 
 
 

Northern Lincolnshire and Goole NHS Foundation Trust considers that the outcome 
scores are as described for the following reasons: 
 

 As part of this review in 2018, more stringent oversight arrangements were developed by 
the central team which included a strengthening of the validation process for any 
moderate and above incidents reported. Specifically this was around ensuring that 
incident reporting information was updated for accuracy following this validation and 
clinical review. It is likely that whilst validation is undertaken, the master data housed 
within the Trust’s incident reporting system was not updated following the clinical review, 
resulting in an over-reporting of incidents resulting in severe harm or death.  
 

 The Trust continues to promote high levels of incident reporting, viewing this as a 
learning opportunity promoting a positive patient safety culture. 
 

https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
https://digital.nhs.uk/data-and-information/areas-of-interest/hospital-care/quality-accounts
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The Trust has taken the following actions to improve this number and/or rate, and so the quality 
of its services by:  

 

 The Trust continues to monitor the data for understanding of key themes and sharing for 
learning lessons opportunities. The Trust oversees serious incidents weekly ensuring 
that appropriate investigation is undertaken in line with agreed timescales and lessons 
identified are shared for learning lessons. This approach has also increased the quality 
of Serious Incident investigations to identify and address root causes when harm has 
occurred.  
 

 The Trust have also introduced a Serious Incident Review Group to look back at older 
cases to determine if there is anything further we can do to increase safety. 
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Part 3: Other information  
 

An overview of the quality of care based on performance in 
2019/20 against indicators 
  

3.1 Overview of the quality of care offered 2019/20 
 

The Trust set out 5 key quality priorities for focus on within 2019/20, which were: 
 

 Priority 1 – Clinical Effectiveness: Mortality reduction  

 Priority 2 – Patient Safety: Improved management of the deteriorating patient 

 Priority 3 – Patient Safety: Medication safety 

 Priority 4 – Patient Experience: Improved patient flow 

 Priority 5 – Patient Experience: Cancer pathways 
 
For a more detailed narrative and explanation of performance, see part 2.1 of this report. 
 
Priority 1 – Clinical Effectiveness: Mortality reduction  

 
 
Comments: 
 

 Medicine Division’s learning from deaths’ performance has consistently achieved the 
local 20% review target, with recent months’ cases still out for review by clinicians and 
therefore comparison of the latest months’ performance against the 20% target should 
be interpreted with caution.  
 

 Reviews in the Division of Surgery have improved during 2019/20 (again noting caution 
for most recent month’s performance as these are likely to still be with clinicians for 
review). General surgery at Scunthorpe General Hospital has reviewed all cases, with 
the same process now in place at DPoW.  
 

 Patients at end of life dying in their preferred place of death is based on those cases 
where an audit tool was completed and for those patients who were on the last days of 
life care planning tool who died in hospital (therefore preferred place of death was 
recorded as in hospital). In a high proportion of patients, the preferred place of death 
was not documented making assessment of this standard difficult and the results need 
to be interpreted with caution. The end of life group is reviewing the key performance 
indicator data available to support a focus on improvement in end of life care.  

Nov 18 - Oct 19

1a 117.6 R 117.7 100 National

Feb-20

1.00% R 6.00% 20% Local

50.00% R 7.00% 100% Local

29.00% R 0.00% 100% Local

43.00% 35.00% No target N/APatients at end of life dying in preferred place of death

1b

Previous data
Source of 

Target

Mar-20

Learning from deaths: Medicine Division reviews

Learning from deaths: Surgery Division reviews

Trending

Dec 18 - Nov 19

Summary Hospital-Level Mortality Indicator (SHMI)

Learning from deaths: National Quality Board reviews

Priority 1 - Clinical Effectiveness: Mortality Reduction Target

Most recent data
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Priority 2 – Patient Safety: Improved management of the deteriorating patient 

 
 
Comments: 
 

 Performance with NEWS being recorded on time has increased during 2019/20; with 
evidence from audit work undertaken that escalation of care was also undertaken in 80% 
of these cases in line with the Trust’s policy. This manual audit work will continue to be 
undertaken on a regular/monthly basis. 
 

 For sepsis, the majority of patients assessed in the audit had appropriate escalation of 
care when clinically indicated. Whilst escalation action was taken, the formal completion 
of the sepsis screening tool was not always found recorded. Regular/monthly audits of 
sepsis will continue to monitor compliance with this standard. 

 
 
Priority 3 – Patient Safety: Medication safety 

 
 
Comment: 
 

 As outlined in section 2.1, this data is based on incident reporting and is therefore 
subjective and not felt to be an accurate measure of medication safety. The Trust has 
commenced a roll-out of Electronic Prescribing and Medicines Administration (EPMA) 
where medication safety and incidents related to medications will be better recorded and 
reported.  

 

Feb-20

2a 89.51% A 89.01% 90% Local

2b 80.00% A N/A N/A N/A N/A

72.00% A N/A N/A N/A N/A

52.00% R N/A N/A N/A N/A

78.00% A N/A N/A N/A N/A

31.00% R N/A N/A N/A N/A

Target

December 19 / January 20 Audit

Medicine division: Appropriate escalation of care

Surgery division: Formal sepsis screening completed

Early Warning Score (NEWS) - Recorded on time (30mins 

grace period))

NEWS appropriate action taken in line with the policy

Priority 2 - Patient Safety: Improved management of the 

deteriorating patient

Most recent data Previous data

Trending
Source of 

Target

Mar-20

Sepsix six compliance:

2c

Surgery division: Appropriate escalation of care

Medicine division: Formal sepsis screening completed

December 19 Audit

Feb-20

Source of 

Target

Mar-20

N/A

No target N/A

No target

12.00%

28.00%

Priority 3 - Patient Safety: Medication Safety

Most recent data Previous data

Trending Target

3a Reduction in omitted doses 28.00%

3b Reduction in errors involving insulins 8.00%
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Priority 4 – Patient Experience: Improved patient flow 

 
 
Comment: 
 

 Progress with the implementation of the SAFER care bundle has been measured during 
2019/20 using an assessment of medicine non-elective length of stay. This has 
continued to reduce during 2019/20. Further evaluation of SAFER is now possible 
through greater detailed information available that will support ward-based performance 
reviews; specifically length of stay at ward level and the number of discharges before 
noon.  
 

 Compliance against the four priority seven day service standards has not yet achieved 
the national standards. In some cases it has not been possible to evidence compliance 
which has resulted in amending documentation to make it easier to record and therefore 
measure compliance against these standards. Divisions are currently working to 
determine what the gaps are in their areas, include these priority standards within 
business plans for 2020/21 and also include any risks on divisional risk registers.  
 

  

Jan-20

Medicine Non-Elective LOS 5.7 6.1 No target N/A

Apr-19

Not met R Not met N/A Met National

Not met R Not met N/A Met National

Met G Met N/A Met National

Not met R Not met N/A Met National

Priority 4 - Patient Experience: Patient Flow

Most recent data Previous data

Trending Target
Source of 

Target

Feb-20

Embedding the use of SAFER bundle to improve flow:

4a

Clinical Standard 2: Emergency admissions assessed by 

consultant within 14 hours of admission

Clinical Standard 3: Inpatients have access to 24/7 

consultant directed interventions

Improved performance against the 4 priority 7DS standards

Clinical Standard 5: Inpatients have scheduled 7-day access 

to diagnostic services and be available within 1 hour for 

critical and 12 hours for urgent patients

Clinical Standard 8: Patients with high dependency needs 

should be seen and reviewed twice daily; then once a 

clear pathway in place, consultant review every 24 hours

Sep-19

4b
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Priority 5 – Patient Experience: Cancer pathways 

 

 
Comment: 
 

 Lung cancer and prostate cancer have implemented a faster diagnosis process which 
has resulted in improvements in the proportion of patients diagnosed within 28 days.  
 

 Colorectal cancer will be implementing the faster diagnosis process during quarter one, 
2020 as well as working towards a joint single Multi-disciplinary Team (MDT) meeting to 
improve the performance of the pathway for patients.  

 

 

3.2 Performance against relevant indicators and performance 
thresholds  
 

Performance against those indicators that form part of appendices 1 and 3 of the Single 
Oversight Framework (SOF) is to follow once March 2020 data is available. 

  

Feb-20

33.30% R 23.10% >70% Local

74.40% G 70.20% >70% Local

73.20% G 75.40% >70% Local

N/A Yes Local

N/A Yes Local

N/A Yes Local

Source of 

Target

Mar-20

Trending Target

5a

5b

Achieved?

Priority 5 - Patient Experience: Cancer Pathways

No - Planned Q1 2020

Yes

Yes

Straight to test for cancer diagnostics:

Colorectal cancer

Lung cancer

Urology (Prostate Cancer)

Progress with timed cancer pathways:

Colorectal cancer

Lung cancer

Urology (Prostate Cancer)

Most recent data Previous data

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

Maximum time of 18 weeks from point of 

referral to treatment (RTT) in aggregate - 

patients on an incomplete pathway

76.7% 77.8% 77.4% 78.3% 78.0% 79.0% 80.0% 80.4% 78.8% 77.3% 77.9% 74.9% Average: 78.0%

A&E: Maximum waiting time of four hours from 

arrival to admission/transfer/discharge
82.2% 80.0% 81.4% 80.9% 78.5% 83.0% 85.5% 78.7% 73.4% 66.7% 73.2% 74.2% Average: 78.1%

All cancers: 62-day wait for first treatment from 

referral/screening
74.6% 67.1% 67.1% 70.4% 70.3% 61.7% 66.1% 69.1% 71.7% 62.6% 59.1%

Not yet 

available
Average: 67.3%

C.difficile: variance from plan [lapses in care] 

(target 21)
6 3 1 5 5 4 1 2 5 1 3 2

Maximum 6-week wait for diagnostic procedures 14.0% 13.3% 13.0% 13.9% 14.2% 13.9% 15.0% 12.0% 17.8% 16.6% 10.5% 21.5% Average: 14.6%

Venous Thromboembolism (VTE) risk assessment 92.7% 92.8% 92.4% 94.0% 93.3% 94.5% 92.8% 92.0% 90.8% 91.8% 92.0% 91.3% Average: 92.5%

Summary Hospital-level Mortality Indicator 119 119 120 119 119 117 117 117
Not yet 

published

Not yet 

published

Not yet 

published

Not yet 

published

Average SHMI for 

Apr 18 - Dec 19 

period: 119

Indicator
19/20 

Performance

Quarter 1 19/20 Quarter 2 19/20 Quarter 3 19/20 Quarter 4 19/20
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3.3 Information on staff survey report 

Summary of performance – NHS staff survey 

Each year the Trust encourages staff to take part in the national staff survey. The survey results 
give each health Trust a picture of how its staff think it’s performing as an employer and as an 
organisation.  

In 2019, 39% per cent of Trust staff completed the survey (an increase from 35% per cent the 
previous year). 

The survey was open from September to December 2019, with all staff being encouraged to 
participate. The survey was offered via a mixed mode method; staff received either a paper or 
on-line form depending on their role. The survey was publicised in various internal 
communications across the organisation, including the staff bi-monthly magazine, weekly team 
brief, the HUB (intranet), all staff emails and at the Chief Executive’s monthly senior leadership 
team cascade. 
 

Detailed performance – NHS staff survey 

The Trust undertook a census sample survey during 2019, offering 6,573 eligible staff the 
opportunity to participate. From this 2,571 surveys were completed and returned. 

 
2019 2018 

Trust improvement/ 
deterioration 

Response rate 
Trust 

National 
average 

Trust 
National 
average 

 

39% 47% 35% 44% 4% improvement 

Source: NHS Staff Survey 

 

Staff Survey 2019 findings 

In 2019 reports on eleven themes, as below: 

 
Figure 20: The ten themes now reported in the national staff survey 

Comment:  

Of the eleven priorities no area deteriorated from 2018 results, indeed: 
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 Seven areas (Morale, Quality of Appraisals, Quality of Care, Safe Environment: Bullying 
and Harassment, Safe Environment: Violence, Staff Engagement and Team Working) all 
experienced an in-year improvement; 
 

 Quality of Care experienced a statistically significant improvement. 

 

Future priorities and targets 

The Trust recognises that its staff are the organisation’s greatest asset. As such there are 
numerous existing staff engagement, staff reward, quality improvement, leadership 
development and apprenticeship opportunities underway. The Trust is continuing to invest in its 
‘Pride and Respect’ organisational values/anti-bullying programme.  

To continue this direction of travel the Trust, rather than embarking on a multi-stranded 
transactional action plan, is intending to invest again in two main work streams which very much 
build on the above work: 

 Staff Survey Work stream 1: The continued corporate focus on staff engagement 
linked to staff voice/continuous service improvement, a much greater focus on staff 
wellbeing (in particular focusing on mental health) and investment in staff sense of value 
felt as a result of having their annual appraisals.  

 Staff Survey Work stream 2: Invest in Divisional Staff Survey Action Teams. Each 
Divisional leadership team, supported by their HR Business Partner to work with their 
own staff, to jointly agree between themselves a maximum of three areas from within the 
survey that they want to improve within their area of work. 

The above two work streams will be endorsed by the Trust Management Board and be 
monitored through the Workforce Committee. 

 

3.4 Information on patient survey report  
 
Introduction  
The National Inpatient Survey for 2019 was sent out to 1,250 patients who stayed within one of 
the Trust’s hospitals as inpatients, 45% of those chose to respond. These responses help the 
Trust understand where to align patient experience priorities in conjunction with the other 
patient experience intelligence received by the Trust. 
 
Response rate compared with previous year: 
 

 2019 2018 

Response rate 
Trust 

National 
average 

Trust 
National 
Average 

45% 44% 45% 43% 

Source: NHS Patient Survey 

 
These are the highlighted areas where we performed higher than the 74 Trusts we were 
benchmarked against and also the areas where we can focus our attention for improvement 
during the coming year. 
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Actions to be taken as a result: 
 
Divisional action plans will be created and the Patient Experience Group will monitor this over 
the coming year. The Patient Experience team have launched a trial for a rolling adult inpatient 
survey using themes and questioning from the National Inpatient Survey. This near “real time” 
survey approach will support ongoing oversight and improvements regarding these key areas. 

 

  



Northern Lincolnshire & Goole NHS Foundation Trust | 2019/20 Quality Account 72 

 

 

 

Annex 1: Statements from commissioners, local Healthwatch 
organisations and overview and scrutiny committees 
 

Annex 1.1: Statements from Commissioners  
 
Feedback from:  
This statement has been prepared in collaboration with the following Clinical 
Commissioning Groups:  

North East Lincolnshire CCG,  

North Lincolnshire CCG,  

East Riding of Yorkshire CCG. 
 

This statement has been prepared in collaboration with the following Clinical Commissioning 
Groups; North East Lincolnshire; North Lincolnshire and East Riding of Yorkshire. 
   
Commissioners acknowledge that the Trust’s overall CQC rating remains as ‘Requires 
Improvement and the Clinical Commissioning Groups are pleased to see an improvement in the 
Well-led domain, which has moved from ‘Inadequate’ to ‘Requires Improvement’. However there 
are significant concerns regarding the reduction to Inadequate within the safe domain and the 
lack of progress, pace or sustained improvement within the other domains across the Trust.  
 
We fully support the quality priorities identified by the Trust for the next financial year and would 
like to reiterate our commitment to leading system quality improvement across the unexpected 
mortality and end of life agendas.  It is also acknowledged that the quality priorities that have 
been identified allow for the Trusts journey to continue from a number of priorities that were 
started in the 2019/2020 financial year. 
 
Commissioners have been disappointed that the improvement that was made in the Summary 
Hospital-level Mortality Indicator (SHMI) for a short period of time has not been maintained, and 
whilst recognising that SHMI is not necessarily a measure of quality we feel that more needs to 
be done by the Trust and by the wider system to ensure it does not remain an outlier. We 
recognise that work continues regarding this including the management of the deteriorating 
patient and end of life care. It has been positive to see the reduction in the theme of fluid and 
electrolyte management being identified in structured judgement reviews, indicating that the 
activity the Trust has undertaken in response to this is having a positive impact.   
 
Work on the improved management of the deteriorating patient has seen an improvement in the 
number of National Early Warning Scores (NEWS)  being conducted on time, but 
commissioners were concerned to see that only 80% of patients requiring an escalation had this 
done appropriately. The impact of not meeting all of the standards for the seven day service 
self-assessment is also concerning. 
   
The work that has been carried out to reduce the number of long waiters on the waiting lists is 
acknowledged by the commissioners but concerns remain about patients that are on the waiting 
list and the possible clinical harm.  
 
Good quality Cancer Service delivery and performance remains to be a national priority and a 
commissioning priority, so it is positive to see that Cancer Pathways is a continued area of 
focus.  We recognise the improvement that has been made in 2019/2020 with two of the Trust 
pathways, lung and prostate; but commissioners are concerned about the lack of progress that 
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has been made in 2019/2020 within the colorectal and upper GI pathways both of which were 
identified as areas requiring improvement in the 2019/2020 quality accounts.  
 
It is encouraging to see the increase in the number of concerns raised by staff and the Trusts 
self-assessed interpretation of this as an improving culture. The improvements seen in the staff 
survey, including more staff recommending the Trust as a provider to friends would also indicate 
an improving culture within the organisation. Commissioners will welcome a continued 
improvement in all these areas in line with the pride and respect work that is being undertaken 
across the trust. The Freedom to Speak Up focus that has been undertaken by the Trust in 
respect to the internal audit, also gives commissioners assurance on this process which also 
shows an improvement of culture at the Trust.  
 
It has also been noted the progress made with improved medical engagement in a number of 
areas, which commissioners hope will continue to drive forward the quality and patient safety 
agenda’s through the ownership of improvements initiated by clinical staff.  
 
Commissioners note the continued improvement in patient flow within the Trust, thus improving 
the patient experience by reducing their overall length of stay and we welcome the continued 
work on patient experience that will be taken forward into 2020/21. 
 
We would like to take this opportunity to reiterate our commitment to working with and 
supporting the Trust’s continued improvement journey.   
 
Finally, we confirm that to the best of our knowledge, the report is a true and accurate reflection 
of the quality of care delivered by Northern Lincolnshire & Goole Foundation Trust and that the 
data and information contained in the report is accurate. 
 
Lincolnshire East CCG. 

Whilst the Trust shared a copy of the 2019/20 quality account with Lincolnshire East CCG, it 
was not possible for the CCG to provide a comment to the Trust for inclusion here. 
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Annex 1.2: Statement from Healthwatch organisations  
 
Feedback from:  
Healthwatch North Lincolnshire 
Healthwatch North East Lincolnshire  
Healthwatch East Riding of Yorkshire 
 
Healthwatch in North Lincolnshire, East Riding of Yorkshire and North East Lincolnshire 
welcome the opportunity to provide a statement on the Quality Account for Northern 
Lincolnshire and Goole NHS Foundation Trust. The following statement is the joint response 
from North and North East Lincolnshire Healthwatch and Healthwatch East Riding of Yorkshire. 
 
All three local Healthwatch organisations recognise that the Quality Account report is a useful 
tool in ensuring that NHS healthcare providers are accountable to patients and the public about 
the quality of service they provide.  
 
The Chief Executive statement is very useful and provides a good introduction to the Account. 
Although his tone remains optimistic, it is reassuring to know that he acknowledges there is 
work still to be done and is taking all necessary steps to take the Trust forward on its 
improvement journey.  
 
The new infographic section that has been included in the quality account this year is a 
welcomed as an easy tool for the public to understand some of the improvements made in in 
2019/2020.   
 
It is positive to see that the priorities for the period were focused on five key areas, and there 
have been some clear improvements made towards these priorities. It is particularly 
encouraging to see the introduction of a new twilight shift for registered nurses to help increase 
staffing levels in the evenings and at weekends, and the improvements in diagnostics with less 
delay in imaging and reporting.  
 
However, the issue of patient safety within the trust does still remain concerning, and was 
highlighted by the recent CQC report. The Trust is still struggling to meet some national targets 
such as the SHMI indicator, and medication safety continues to be an issue, particularly around 
diabetes care. It is hoped these issues can be addressed and improved in 2020/2021. 
 
We recognise the concerted effort to continue to improve the quality and safety of services, and 
understand that the Trust is now working in even more challenging times than could have ever 
been anticipated. Healthwatch North Lincolnshire, North East Lincolnshire and East Riding 
would like to offer support to the Trust during this difficult period.  
 
We look forward in continuing to work more closely with Northern Lincolnshire and Goole NHS 
Foundation Trust in the future and seeing how their new priorities are developed. 
 
Healthwatch Lincolnshire 
Whilst the Trust shared a copy of the 2019/20 quality account with Healthwatch Lincolnshire, it 
was not possible for a comment to be provided to the Trust for inclusion here. 
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Annex 1.3: Statement from local council overview and 
scrutiny committees (OSC)  
 
Feedback from:  
North Lincolnshire Council – Health Scrutiny Panel’s Quality Accounts comments for 
Northern Lincolnshire and Goole NHS Foundation Trust 

North Lincolnshire Council's Health Scrutiny Panel welcomes the opportunity to comment as 
part of Northern Lincolnshire and Goole NHS Foundation Trust's (NLG) Quality Account.  NLG 
are a key partner and provider of local services, and members have built a valuable working 
relationship with Trust personnel over many years.  The panel's day-to-day contact with the 
Trust is always handled in a timely, professional manner, and NLG representatives have always 
expressed a willingness to provide information and assist with specific issues.  The panel would 
wish to pass on our sincere appreciation for this. 

Given both the exceptional circumstances at the time of drafting this response and the practical 
barriers to meeting and agreeing a response within NLG's timescales, the panel's comments will 
be very limited in nature.  The panel would have much preferred to consider the draft Quality 
Account in depth and responded accordingly.  Unfortunately this was not possible on this 
occasion but, of course, we are happy to liaise or discuss the panel's views with NHS England 
or colleagues from elsewhere if required. 

For a number of years, the panel has used this opportunity to raise serious concerns about the 
Trust’s overall performance in many areas and its future sustainability.  Unfortunately, despite 
some improvements in 2018/19, the panel must again raise serious concerns about local 
performance, most notably evidenced by the publication of the CQC report on the Trust in 
January 2020.  The most worrying aspect of the CQC report was the deterioration of the 'Safe' 
domain to a rating of 'inadequate', highlighting a number of incidents of patients coming to 
harm, poor services for those with mental health conditions, breaches in emergency care, 
concerns around the management of infection control in Critical Care and in services for 
children and young people, and insufficient staffing.   However, the panel does acknowledge 
that these are findings from the CQC Inspection taking place between 24-27 September 2019 
and that the above concerns may now have been addressed. 

Given the significant overlap in the CQC reports and the Quality Account, the panel intends to 
closely monitor and oversee NLG's actions as soon as is practically possible, most notably by 
scrutiny of progress on action plans arising from the CQC's work, in order to assure the people 
of North Lincolnshire that services are improving and to hold the Trust's leadership to account.  
The panel has now requested a virtual meeting to these ends. We cautiously welcome the 
CQC's decision to increase the rating for the 'Well-led' domain, and the panel considers the next 
twelve months to be crucial in justifying this rating and in the Trust's wider development.  

In addition to the above, the panel wishes to sincerely thank and acknowledge the critical 
contribution of all of NLG's clinicians and medics, nurses, and other staff in responding to the 
ongoing issues.   
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East Riding of Yorkshire Council – Health, Care and Wellbeing Overview and Scrutiny 
Sub-Committee 
 
North East Lincolnshire Council – Health, Housing and Wellbeing Scrutiny Panel 
 
Lincolnshire – Health Scrutiny Committee for Lincolnshire 
 
The Trust shared with the health scrutiny panels in Lincolnshire, East Riding of Yorkshire and 
North East Lincolnshire, however it was not possible for colleagues to provide comments for 
inclusion here. 
 

 

Annex 1.4: Statement from the Trust governors’  
 

Feedback from:  
The Trust’s Lead Governor  
 

The Council of Governors is very appreciative of the progress the Trust has made during the 
year despite continuing to be in double special measures.  Trust progress is regularly presented 
to the Board, as well as relevant committees and the Council of Governors meetings by means 
of the Integrated Performance Report.  This report is constantly being improved in both its 
content and appearance following feedback received.  Governors are encouraged to attend 
some of the key committee meetings in addition to holding their own sub-committees such as 
the Governor Assurance Group and the Quality Review Group, which assist in reassuring the 
Council that it has an accurate and current understanding if Trust progress. 
 
The Quality Account is very well presented and reflects the hard work carried out by the Board 
and all staff to assist in improving the staff and patient experience.  Each of the 5 quality priority 
themes are explored in turn, listing the actions and initiatives in place towards improving each 
one.  Each theme also lists the patient outcomes in easy to read bullet points displayed in a 
green box.  The Council is pleased to see the detailed lists of actions taken in many areas such 
as, increasing information to patients/carers/families, increasing awareness and education of 
staff, and, changes to services and processes. 
 
Initiatives implemented in the previous year to improve opportunities for staff to comment have 
gained further traction during this year with the ‘Ask Peter’ Chief Executive system proving to be 
popular.  The effectiveness of the Freedom to Speak Up Guardian work is regularly reported to 
Board.  Improvements have been made in reducing the 52-week waits and prioritising patients 
on cancer pathways, as well as in mortality reporting.  The Council is encouraged to see that 
the Trust has welcomed 850 new staff over the year.  
 
The Account also contains the agreed 5 quality priority areas for 2020/21, which take in to 
account the CQC recommendations following the inspection report of Trust services in February 
2020.  Governors are encouraged to see these priorities are set to further improve the patient 
experience and their safety. 
 
 

Annex 1.5: Response from the Trust to stakeholder 
comments  
 
During the unprecedented circumstances facing the country and the NHS due to the Covid-19 
pandemic, the Trust is grateful for the support of local stakeholders and acknowledges these 
comments. 
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Annex 2: Statement of directors’ responsibilities in respect of 
the Quality Report 
 

The directors are required under the Health Act 2009 and the National Health Service (Quality 
Accounts) Regulations to prepare Quality Accounts for each financial year. 
  
NHS Improvement has issued guidance to NHS foundation trust boards on the form and content 
of annual quality reports (which incorporate the above legal requirements) and on the 
arrangements that NHS foundation trust boards should put in place to support the data quality 
for the preparation of the quality report.  
 
In preparing the Quality Report, directors are required to take steps to satisfy themselves that:  
 

 The content of the Quality Report meets the requirements set out in the NHS Foundation 
Trust Annual Reporting Manual 2019/20 and supporting guidance;  
 

 The content of the Quality Report is not inconsistent with internal and external sources of 
information including:  

 

o Board minutes and papers for the period April 2019 to the 7 April 2020 
 

o Papers relating to quality reported to the board over the period April 2019 to 7 
April 2020 
  

o Feedback from commissioners dated 29 April 2020 
 

o Feedback from governors dated 22 April 2020 
  

o Feedback from Local Healthwatch organisations dated 24 April 2020 
 

o Feedback from Overview and Scrutiny Committees dated 29 April 2020 
  

o The trust’s complaints report published under regulation 18 of the Local Authority 
Social Services and NHS Complaints Regulations 2009, dated xx xxxx 2020 

  

o Latest national inpatient survey 2020 
 

o Latest national staff survey 2020 
 

o The head of internal audit’s annual opinion of the trust’s control environment 
dated xx xxxx 2020 

 

o CQC inspection report dated 7 February 2020. 
 

 The Quality Report presents a balanced picture of the NHS foundation trust’s 
performance over the period covered;  
 

 The performance information reported in the Quality Report is reliable and accurate; 
except in the case of waiting list information, where the Trust’s internal scrutiny and 
review has identified that reported waiting list data did not provide a true picture of 
performance; 
 

 There are proper internal controls over the collection and reporting of the measures of 
performance included in the Quality Report, and these controls are subject to review to 
confirm that they are working effectively in practice;  
 

 The majority of data underpinning the measures of performance reported in the Quality 
Report are robust and reliable, conforms to specified data quality standards and 
prescribed definitions, is subject to appropriate scrutiny and review. From these internal 
controls and scrutiny and review of data during 2019/20, the Trust determined that the 
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waiting list data did not provide a true picture of the Trust’s waiting list position. The 
directors are confident that the extent of the data quality issues are being understood 
and a robust and reliable plan of action is in place to ensure the required data quality 
standards and prescribed definitions for waiting list data are adhered to and are assured 
that progress in this area will be reported to directors of the board; and  

  

 The Quality Report has been prepared in accordance with NHS Improvement’s annual 
reporting manual and supporting guidance (which incorporates the Quality Accounts 
regulations) as well as the standards to support data quality for the preparation of the 
Quality Report.  
 

The directors confirm to the best of their knowledge and belief they have complied with the 
above requirements in preparing the Quality Report.  
 
By order of the Board 
 
 
 
……………….. Date ………………………………………… Chair 
 
 
 
……………….. Date ………………………………………… Chief Executive 
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Annex 3: Independent auditor’s report to the Board of 
Governors on the Annual Quality Report  
 
Due to the Covid-19 pandemic, no independent auditor’s report has been required as part of the 
2019/20 Quality Account reporting process, this follows national guidance received to all NHS 
Trusts. 
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Annex 4: Glossary 
 

CQUIN or Commissioning for Quality & Innovation Framework: The CQUIN payment framework enables commissioners to 
reward excellence, by linking a proportion of English healthcare providers' income to the achievement of local quality improvement 
goals. Since the first year of the CQUIN framework (2009/10), many CQUIN schemes have been developed and agreed. This is a 
developmental process for everyone and you are encouraged to share your schemes (and any supporting information on the 
process you used) to meet the requirement for transparency and support improvement in schemes over time.   

Friends and Family Test – Methodology: The Trust introduced the new friends and family test in April 2014, when it was launched 
across the country. Within 48 hours of receiving care or treatment as an inpatient or visitor to A&E, patients are given the 
opportunity to answer the following question:  
 

“How likely are you to recommend our ward/A&E department to friends and family if they needed similar care or treatment?”  
 

Service users are then asked to answer how likely or unlikely along a six-point scale they would answer the above question. There 
is also an opportunity to elaborate on the reasons for their answer and all feedback will be encouraged whether positive or negative. 
 

‘Positive feedback’ defined as the percentage of patients/service users answering ‘extremely likely’ and ‘likely’  
 

Harm: 

 Catastrophic harm: Any patient safety incident that directly resulted in the death of one or more persons receiving NHS 
funded care. 

 Severe harm: Any patient safety incident that appears to have resulted in permanent harm to one or more persons 
receiving NHS-funded care. 

 Moderate harm: Any patient safety incident that resulted in a moderate increase in treatment and which caused 
significant but not permanent harm, to one or more persons receiving NHS-funded care. Locally defined as extending stay 
or care requirements by more than 15 days; Short-term harm requiring further treatment or procedure extending stay or 
care requirements by 8 - 15 days 

 Low harm: Any patient safety incident that required extra observation or minor treatment and caused minimal harm, to 
one or more persons receiving NHS-funded care. Locally defined as requiring observation or minor treatment, with an 
extended stay or care requirement ranging from 1 – 7 days 

 None/ ’Near Miss’ (Harm): No obvious harm/injury, Minimal impact/no service disruption. 

Mortality Data: - How is it measured? 

There are two primary ways to measure mortality, both of which are used by the Trust: 

1. Crude mortality – expressed as a percentage, calculated by dividing the number of deaths within the organisation by the 
number of patients treated, 

2. Standardised mortality ratios (SMR). These are statistically calculated mortality ratios that are heavily dependent on the 
quality of recording and coding data. These are calculated by dividing the number of deaths within the Trust by the 
expected number of deaths. This expected level of mortality is based on the documentation and coding of individual, 
patient specific risk factors (i.e. their diagnosis or reason for admission, their age, existing comorbidities, medical 
conditions and illnesses) and combined with general details relating to their hospital admission (i.e. the type of admission, 
elective for a planned procedure or an unplanned emergency admission), all of which inform the statistical models 
calculation of what constitutes expected mortality.  

As standardised mortality ratios (SMRs) are statistical calculations, they are expressed in a specific format. The absolute average 
mortality for the UK is expressed as a level of 100.  

Whilst ‘100’ is the key numerical value, because of the complex nature of the statistics involved, confidence intervals play a role, 
meaning that these numerical values are grouped into three categories: “Higher than expected”, “within expected range” and “lower 
than expected”. The statistically calculated confidence intervals for this information results in SMRs of both above 100 and below 
100 being classified as “within expected range”.  

NEWS stands for the National Early Warning Score which is a nationally defined way of monitoring patients’ observations to 
determine if there are signs of deterioration over time. Sometimes referred to as Early Warning Scores each Trust will have an 
agreed policy to act on NEWS scores escalating care were appropriate. In some cases, NEWS escalation will not occur, for 
example when a patient is receiving end of life care, such decisions will be agreed with patients and their families. 

Rate per 1000 bed days: So we can know if we are improving even if the number of patients we are caring for goes up or down, we 
also calculate an average called 'rate per 1,000 occupied bed days'. This allows us to compare our improvement over time, but 
cannot be used to compare us with other hospitals, as their staff may report in different ways, and their patients may be more or less 
vulnerable than our patients.  

SAFER Care Bundle consist of the following principles: Senior Review before midday, All patients have an expected date of 
discharge, Flow of patients from assessment and admission units as early as possible, Early Discharge before midday and Review 
by MDT for patients with extended lengths of stay (>7 days). 

Venous Thromboembolism (VTE): VTE is a condition in which a blood clot (thrombus) forms in a vein. It most commonly occurs in 
the deep veins of the legs; this is called deep vein thrombosis. The thrombus may dislodge from its site of origin to travel in the 
blood – a phenomenon called embolism. 

VTE encompasses a range of clinical presentations. Venous thrombosis is often asymptomatic; less frequently it causes pain and 
swelling in the leg. Part or all of the thrombus can come free and travel to the lung as a potentially fatal pulmonary embolism. 
Symptomatic venous thrombosis carries a considerable burden of morbidity, including long-term morbidity because of chronic 
venous insufficiency. This in turn can cause venous ulceration and development of a post-thrombotic limb (characterised by chronic 
pain, swelling and skin changes). 
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Annex 5: Mandatory Performance Indicator Definitions 
 

The following indicators:  
 

 Percentage of incomplete pathways within 18 weeks for patients on incomplete pathways, 
 

 Percentage of patients with a total time in A&E of four hours or less from arrival to admission, 
transfer or discharge. 
 

Have been subject to external audit in line with the following criteria:  
 
Percentage of incomplete pathways within 18 weeks for patients on incomplete pathways 
 
Source of indicator definition and detailed guidance 
 
The indicator is defined in the technical definitions that accompany Everyone counts: planning for patients 
2014/15-2018/19 at www.england.nhs.uk/wp-content/uploads/2014/01/ec-tech-def-1415-1819.pdf 
 
Detailed rules and guidance for measuring referral to treatment (RTT) standards are at 
https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-guidance/  
 
Detailed descriptor: 
EB3: The percentage of incomplete pathways within 18 weeks for patients on incomplete pathways at the 
end of the period 
 
Numerator: 
The number of patients on an incomplete pathway at the end of the reporting period who have been 
waiting no more than 18 weeks 
 
Denominator: 

The total number of patients on an incomplete pathway at the end of the reporting period 
 
Accountability: 
Performance is to be sustained at or above the published operational standard. Details of current 
operational standards are available at: https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-
plann-guid-wa.pdf (see Annex B: NHS Constitution Measures).  
 
Indicator format: 
Reported as a percentage. 
 
Percentage of patients with a total time in A&E of four hours or less from arrival to admission, transfer or 
discharge: 
 
Source of indicator definition and detailed guidance: 
The indicator is defined in the technical definitions that accompany Everyone counts: planning for patients 
2014/15 - 2018/19 at https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-
wa.pdf. 
 
Detailed rules and guidance for measuring A&E attendances and emergency admissions are at 
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2013/03/AE-Attendances-Emergency-
Definitions-v2.0-Final.pdf. 
 
Additional information: 
Paragraph 6.8 of the NHS England guidance referred to above gives further guidance on inclusion of a 
type 3 unit in reported performance: 
 

We are an acute trust. Can we record attendances at a nearby type 3 unit in our return? 
 

http://www.england.nhs.uk/wp-content/uploads/2014/01/ec-tech-def-1415-1819.pdf
https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-guidance/
https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2013/03/AE-Attendances-Emergency-Definitions-v2.0-Final.pdf
https://www.england.nhs.uk/statistics/wp-content/uploads/sites/2/2013/03/AE-Attendances-Emergency-Definitions-v2.0-Final.pdf
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Such attendances can be recorded by the trust in the following circumstances. 
 

a) The trust is clinically responsible for the service. This will typically mean that the service is 
operated and managed by the trust, with the majority of staff being employees of the trust. A trust 
should not assume responsibility for reporting activity for an operation if the trust’s involvement is 
limited to clinical governance. 
 

b) The service is run by an IS provider on the same site as a type 1 unit run by the trust. This would 
need to be agreed by the parties involved, and only one organisation should report the activity. 

 
Where an NHS foundation trust has applied criterion (b) and is including type 3 activity run by another 
provider on the trust site as part of its reported performance, this will therefore be part of the population of 
data subject to assurance work. 
 
In rare circumstances there may be challenges in arranging for the auditor to have access to the third 
party data. In this scenario the NHS foundation trust may present an extra indicator in the quality report 
which only relates to its own activity and have this reported indicator be subject to the limited assurance 
opinion. 
 
Numerator: 
The total number of patients who have a total time in A&E of four hours or less from arrival to admission, 
transfer or discharge. Calculated as: 
 

(Total number of unplanned A&E attendances) – (Total number of patients who have a total time 
in A&E over 4 hours from arrival to admission, transfer or discharge) 

 
Denominator: 
The total number of unplanned A&E attendances 
 
Accountability: 

Performance is to be sustained at or above the published operational standard. Details of current 
operational standards are available at: https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-
plann-guid-wa.pdf (see Annex B: NHS Constitution measures). 
 
Indicator format 
 
Reported as a percentage. 

 

https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/12/5yr-strat-plann-guid-wa.pdf
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