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Trust Board – 26th January 2022 

Item 4b – Board Assurance Framework  

Open Session X Private & Confidential Session  

Author Warren Edge, Senior Associate Director of Assurance and Compliance  

Reason for 

Submission 

Tick all that apply 

If none of the 

above, please 

provide rationale 

for submission 

Standing item                                             

Development / approval or update on strategy                         

Decision reserved for Board                                

Statutory / regulatory requirement                                   

Oversight of significant risks                                  

Update on action log item                                                    

Requires Board approval e.g. policies or business cases    

Core performance information        

Other rationale, please state below: 

Strategic Aim: 

 

To transform care pathways and develop services which deliver the  

best patient outcomes                                

To enable delivery of care by staff and in patient environments that   

provide the best patient experience                                          

To maximise our resources and relationships to sustain services and    

deliver best efficiency                                                                                    

To attract, support, engage and develop our staff to provide care they  

are proud of – best employer                                           

Purpose of 

Report 

To provide the Trust Board with: 

 An analysis of the movement in risk scores over the last quarter and the resulting 

Red, Amber, Green (RAG) risk scores for the principal business objectives which 

the Board manages through the Board Assurance Framework. Movements are 

based on the underlying level of assurance;  

 The updated Board Assurance Framework – providing a ‘helicopter view’ of the 

level of assurance available for each of the Trust’s 18 principal business 

objectives including any gaps in controls or assurance and associated action 

plans (Section 2); and 

 A summary of key risks (those above tolerances set by the Board), together with 

their mitigating actions (Section 3). 

Positive 

performance / 

developments 

within this report   

 

Some 12 of the 18 objectives are being risk-managed in line with the 

planned risk management trajectory. 

Pages 4 & 5 / 

Section 2  

The current risk score relating to the achievement of the current 

year’s financial plan has been reduced to the target score of 8, given 

a greater level of assurance with respect to the forecast year end 

position. 

Page 5 / 

Section 2 

(Domain 4, 

Objective 1)  
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Key issues One objective has seen an increase in its current risk score in the 

period, being the prevention of nosocomial infection. The score has 

been increased from 6 to 12, given the challenge presented by the 

much higher numbers of Covid-19 inpatients presently in the Trust’s 

hospitals, the persistence of outbreaks and the work being undertaken 

following the invited visit to the Trust’s sites by NHSE/I’s Regional 

Infection Control Lead. 

Page 5 

Section 2 

(Domain 1, 

Objective 5) 

 

 The current risk score for the objective to maximise capacity and 

performance remains at 16 (red). This is in line with the agreed 

trajectory but above the target position for the end of the year (score of 

12). The current risk score reflects the continuing demand-led 

pressures on A&E – from both Covid-19 and other conditions – and, 

despite the Trust performing well in relative terms with respect to 

elective recovery, the need to make further in-roads into backlogs of 

patients waiting over 52 and 78 weeks. The Board has received 

comprehensive updates – through the monthly IQP reports and 

supporting documents – on the actions being taken. 

Page 5, 

Section 2 

(Domain 1, 

Objective 6) 

 The following objectives are off trajectory (and therefore off target) with 

respect to their current risk score: 

 Minimising harm (non-Covid) - due to three never events in the last 

rolling 12 month period, current pressures from patients with 

mental health conditions (pending embedding of partnership 

working and associated training) and 2020/21 trends in C-Diff and 

MRSA which have continued early into 2021/22. The current risk 

score remains 9 compared to a trajectory and target score of 8. 

 Protection of patients and staff from Covid-19 infection – the 

current risk score has been increased to reflect the impact of the 

increased transmissibility of Omicron and the risks created by the 

increased number of Covid-19 cases since the Autumn of 2021, 

including higher levels of outbreaks and challenges with respect to 

patient movement and isolation capacity, and the inability to rely 

on natural ventilation during winter. The current risk score has 

been increased to 12, compared to a trajectory of 6. 

 Patient Environment – the key issues are the need for a 

sustainable solution to the contamination in the water supply at 

DMH and to complete the SDEC expansion at UHND. The current 

score is 12, compared to a target (and trajectory) score of 9. 

 Strategy – the current risk score has been held at 9, compared to 

a trajectory of 8, reflecting uncertainties in the regional and national 

landscape and the impact of the pandemic, which has delayed 

work to refresh the Trust’s quality and clinical services strategies 

 Staff engagement – there remain (as previously reported) 

indicators of a fall-off in staff morale, despite proactive measures 

to recognise, support and engage teams. The current score is 9, 

compared to a target of 6. 

 IS Strategy – the current score is 12 and the target score is 8. This 

is a function of the assumptions made when the trajectory was set, 

Page 5 / 

Section 2 



 
 

  

3 | P a g e  
 

 

compared to the timetable for implementation of EPR and the need 

to continue to use legacy systems with particular vulnerabilities in 

the interim.  

Regulatory 

compliance 

implications 

Tick all that apply 

 

Tick for any implications for compliance with 

NHS Constitution     

Provider Licence (especially Condition 6)        

CQC Fundamental Standards of Care       

Health and Social Care Act         

Mental Health Act / Mental Capacity Act                          

Significant risks 

identified (if any) 

As noted above and outlined in the attached.   

Action / decision 

required from 

the Board 

The Board is asked to note the attached report, and to seek any further information 

required for the purpose of assurance. 

During the coming quarter, the BAF will be reset, working with Executive Directors and 

the Board. Ideally this will be alongside an updated of the Strategy Handbook with a 

view to aligning the BAF more transparently with the strategic objectives of the Trust 

and the development of a strategic risk register – both as recommended by the Good 

Governance Institute. The format will also be reviewed to identify whether it can be 

simplified whist retaining all essential content.  
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Item 4b - BOARD ASSURANCE FRAMEWORK AND KEY RISKS (EXECUTIVE SUMMARY) 

1. INTRODUCTION 

This paper provides the Trust Board with: 

 An explanation as to how the framework should be read (Section 1). 

 The updated Board Assurance Framework – providing a ‘helicopter view’ of the level of assurance available for each of the Trust’s 18 principal business objectives including any gaps in controls or assurance 

and associated action plans (Section 2); and 

 A summary of key risks (those above tolerances set by the Board), together with their mitigating actions (Section 3). 

 

2. THE DUAL PURPOSE OF THE BOARD ASSURANCE FRAMEWORK (BAF) 

The primary purpose of the BAF is to enable the Trust Board to understand the reliability of the controls in place to promote the achievement of principal business objectives and to manage related inherent risks. The 

reliability of controls is considered in the light of the outcomes of assurance work which comprises: management checking, semi-independent scrutiny, independent checking and hard performance measures. The 

Board has previously determined that it also wishes to use the BAF to manage strategic risks facing the business and the following additional information has been incorporated into the BAF over time: 

 A grid showing the inherent, current and residual risks scores for each objective – in effect providing an aggregate risk score and RAG rating for the strategic risks impacting on the achievement of that objective; 

and  

 A two year planned trajectory, from 1st August 2020 to 31st May 2022, showing when and how planned mitigation is expected to take effect. These trajectories were agreed by the Board in July 2020. In the first 

quarter of 2021/22, trajectories were agreed by the Board, for the remainder of the two year period, for the Covid-19 objectives which now persist in a business-as-usual context (as these were not set beyond 

March 2021) and for the sustainability objective, which was still new to the BAF.  

To ensure robust governance, planned trajectories cannot be changed without the approval of the Trust Board. It is important to note that, whilst the Board should normally expect the implementation of mitigating 

actions to result in risks tracking against their trajectories over time, the nature of strategic risks is such that external factors may change during the life of the risk, impeding progress or causing increases in risk that 

require further management action.  This is particularly true at the present time, given the difficulty of forecasting the timing and impacts of waves of Covid-19. 

Risk assessment necessarily includes an element of subjectivity, and experience in the sectors of the economy which have sought to rely heavily on quantifiable risk models – such as the financial services sector – 

has shown that there is a danger in stepping too far away from requiring senior leaders and managers to apply careful judgment in the assessment of risk. It is therefore important to use the risk scores and trajectories 

as guidance, supporting the Board’s own critical judgment, on the remaining effort required to manage risks and on whether mitigation is having the desired impact, rather than to rely on them indiscriminately. In 

making this judgment, Board members should consider the level of assurance available for each of the principal objectives, as captured in the detailed tables in Section 2, and the underlying risks in Section 3, which 

are summarised against each objective in the tables in Section 2.  

3. BOARD ASSURANCE FRAMEWORK – HEADLINES 

Risk management trajectories and target risk scores were reviewed and agreed with the Board in July 2020 (or in June 2021 for Covid-related objectives when merged into the main domains). Six objectives are off-

trajectory (and therefore off target); a further three objectives are on trajectory but off target, and the remaining nine objectives are being risk-managed in line with their target scores and trajectories.  

 

 

 

  

 

 

 

Both the Integrated Quality Assurance Committee and the Operational Performance and Assurance Committee have reviewed the detailed assurance tables, risk scores and action plans for objectives in their remits. 

 

 

RAG rating June 2021 Sept 2021 

Red 1 1 

Amber 12 12 

Yellow 5 5 

Total  18 18 

 

Movement Indicator Number  

Improving risk 
score  

1 

No change / 
new risk 

 16 

Deterioration 
 

1 

 

Trajectory comparison  Number  

In line with planned trajectory 9 

On trajectory but behind target 3 

Behind target and trajectory 6 
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One objective has seen an increase in its current risk score in the period, being the prevention of nosocomial infection. The score has been increased from 6 to 12, given the challenge presented by the much higher numbers 

of Covid-19 inpatients presently in the Trust’s hospitals, the persistence of outbreaks and the work being undertaken following the invited visit to the Trust’s sites by NHSE/I’s Regional Infection Control Lead. The objective 

relating to the achievement of the 2021/22 financial plan has seen a reduction in the current risk score, to the target risk score of 8 given a now much greater level of assurance that the agreed financial plan is deliverable.  

 

Objectives with a current risk score RAG-rated red: 

The current risk score for the objective to maximise capacity and performance remains at 16 (red). This is in line with the agreed trajectory but above the target position for the end of the year (score of 12). The current risk 

score reflects the continuing demand-led pressures on A&E – from both Covid-19 and other conditions – and, despite the Trust performing well in relative terms with respect to elective recovery, the need to make further in-

roads into backlogs of patients waiting over 52 and 78 weeks. The Board has received comprehensive updates – through the monthly IQP reports and supporting documents – on the actions being taken. 

 

Objectives current risk scores above the target and trajectory 

Current risk scores for the following objectives are above both the target and planned trajectory: 

 Minimising harm (non-Covid) - due to three never events in the last rolling 12 month period, current pressures from patients with mental health conditions (pending embedding of partnership working and associated 

training) and 2020/21 trends in C-Diff and MRSA which have continued early into 2021/22. The current risk score remains 9 compared to a trajectory and target score of 8. 

 Protection of patients and staff from Covid-19 infection – the current risk score has been increased to reflect the impact of the increased transmissibility of Omicron and the risks created by the increased number of Covid-

19 cases since the Autumn of 2021, including higher levels of outbreaks and challenges with respect to patient movement and isolation capacity, and the inability to rely on natural ventilation during winter. The current risk 

score has been increased to 12, compared to a trajectory of 6. 

 Patient Environment – the key issues are the need for a sustainable solution to the contamination in the water supply at DMH and to complete the SDEC expansion at UHND. The current score is 12, compared to a target 

(and trajectory) score of 9. 

 Strategy – the current risk score has been held at 9, compared to a trajectory of 8, reflecting uncertainties in the regional and national landscape and the impact of the pandemic, which has delayed work to refresh the 

Trust’s quality and clinical services strategies 

 Staff engagement – there remain (as previously reported) indicators of a fall-off in staff morale, despite proactive measures to recognise, support and engage teams. The current score is 9, compared to a target of 6. 

 IS Strategy – the current score is 12 and the target score is 8. This is a function of the assumptions made when the trajectory was set, compared to the timetable for implementation of EPR and the need to 

continue to use legacy systems with particular vulnerabilities in the interim. 

 

Objectives with current risk scores above the target score but on trajectory 

There are three objectives which are behind target but on trajectory relating to: maximisation of capacity and performance, sustainability, and community and patient engagement.  

 

4. SIGNIFICANT OPERATIONAL RISKS 

Section 3 includes a summary of operational risks as at 14th January 2022. All risks are to be reviewed, in dedicated sessions with each care group and a session covering all corporate directorates, by Executive 

Directors during February 2022. 

5. CONCLUSION 

The Trust Board is asked to: 

 Review the Board Assurance Framework and comment as appropriate;  

 Advise on any further information or changes to reporting that would assist the Board’s review of the BAF and key risks in future meetings. 

 

 

Warren Edge 

Senior Associate Director of Assurance and Compliance 

20th January 2022  
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SECTION 1- INTRODUCTION 

How to read the Board Assurance Framework – core information 

The core information in the Board Assurance Framework is summarised below.  

Heading Explanation 

Principal business 
objectives 

The Board has identified 18 principal business objectives, which underpin fulfilment of our core purpose of providing safe, compassionate, effective and joined up care to our patients.  
 
It is important to understand that these objectives span both operational delivery and the implementation of changes required to ensure that we continue to fulfil our purpose in line with our vision of 
care for patients that is ‘Right First Time’. The Board requires assurance that: risks to the fulfilment of its purpose are under control; fundamental standards of care are in place; the necessary resources 
(workforce, physical resources and finance) and relationships are being maintained; and that licence and regulatory obligations are complied with. The Board is expected to make a number of 
assurance statements to accompany plans and reports, and at other times during the year, which focus on these critical operational impacts. 
 
Principal business objectives are not, therefore, solely focused on the implementation of strategy. That said, the Board also requires assurance that risks to the changes being made to sustain patient 
care for the future are also being managed. Therefore, strategy is taken into account under relevant objectives – see the mapping below.  

Principal risks These are the major risks which arise by virtue of the Trust undertaking the particular activity associated with the principal objective, and which must be managed in order to achieve that objective. They 
are inherent risks and are considered before making any judgment on the strength of the mitigations (‘controls’) in place. The purpose of the BAF is to understand the controls in place to mitigate such 
risks, to plan the gathering of evidence as to the quality of those controls and to evaluate the results and take action on any weaknesses in controls identified. It is not to manage live risks, which is 
done through the risk register. 
  

Controls These are the policies, procedures and activities undertaken to reduce the likelihood of inherent risks arising, or for early detection and action should they do so. Controls can be: 

 Directive – setting a framework within which the activities can take place (e.g. a policy) 

 Preventive – helping to prevent risks from arising (e.g. scrutiny and authorisation of transactions before committing to them). 

 Detective – controls designed to identify if errors are occurring and to trigger action (e.g. monitoring checks) 

 Contingency plans – controls which allow an organisation to respond effectively to risks arising and manage their impact. 
 

Sources of 
assurance 

These are the activities which are undertaken to provide evidence as to the strength or quality of controls. Some of these will be led by management, including self-assessment and monitoring checks; 
others will be undertaken by semi-independent monitoring functions such as the Director of Performance’s monitoring of referral to treatment times and resulting challenge to Care Group plans were 
appropriate. Others will be fully independent; for example, internal audits. Metrics are a further source of assurance, particularly where they are objectively verifiable and derived from systematic data 
collection rather than based on self-assessment. 
 
It is important to consider the frequency, independence, remit and evidence-base when evaluating whether there are sufficient sources of assurance available to provide robust and timely evidence as 
to the health of controls. For example, if the only source of assurance is a three-yearly internal audit, the Board is likely to need more robust and timely assurance. 
 

Gaps in controls The results of assurance checks may identify that controls in place are not operating as laid down, or are not covering all elements of the risks which they are designed to address. Such gaps can also 
come to light as a result of live risks captured to the risk register or from management self-evaluation. Any such gaps, or weaknesses, in controls are captured and should have a corresponding action 
in the Risk Mitigation Plan. 
 

Gaps in assurance When capturing sources of assurance, and through ongoing evaluation, it may become apparent that there are no, insufficient, or untimely activities planned to obtain evidence on the health of specific 
controls. Again, such gaps need to be captured and should result in a corresponding action in the Risk Mitigation Plan. 
 

Assurance 
outcomes 
 

The results of assurance checks and key metrics. Adverse outcomes point to gaps in controls and gaps in assurance and should result in corresponding actions in the Risk Mitigation Plan 
 

Risk Mitigation Plan 
 

This should capture, at a high-level, the actions being taken to address any gaps in controls or assurance.  

 

The Trust uses the Board Assurance Framework to actively manage risks to the achievement of its principal objectives (‘strategic’ risks). Therefore the Board has added the following information to the framework: 

 Inherent, current and target risk scores for the aggregate risk to the achievement of each objective. Target risk scores are set with reference to the Board’s risk appetite (see below). 

 A two year risk management trajectory (quarter by quarter), setting out the anticipated reduction in risk over time. 

 A commentary – for each objective not within its target risk score – setting out the key actions required and conditions to be met to allow the target score to be met. 
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Risk appetite 

In April 2019, the Board reviewed its risk assessment matrix and its ‘risk tolerances’. The table used to assess and score risks in the BAF is shown below. Risk tolerances are, in effect, the risk scores beyond which Executive 

Directors are required to assure themselves that risks are being effectively and proactively mitigated by risk owners. They are defined with respect to five different types of adverse impact and are shown below. 

 

Risk appetite 

It is recommended good practice that Boards develop a formal statement of their risk appetite. The Board has agreed the following statement based on the tolerances above: 

“The Board adopts a prudent but intelligent approach to risk management, in keeping with its responsibility for patient care and stewardship of public funds. It seeks to minimise risks to the safety of patients as far as reasonably 

practicable in a healthcare environment and ensure that a balanced and proportionate approach is taken risks associated with performance, compliance and use of resources. In doing so, the Board recognises the need to balance 

the management of risks in the short-term with the need to continuously replenish our facilities, and to develop and improve our services and facilities for patients in the future. The Board allows Trust managers, therefore, to take 

some risk in pursuit of innovation and improvement opportunities, whilst applying the risk management process rigorously and intelligently to prevent or lessen any unintended adverse impacts.” 

Approach to risk scoring 

In determining risk scores for each objective, the Trust’s approach is to make a judgment, which takes a holistic view of risk associated with each different area of business or aspect of performance contributing to the achievement 

of the objective. The score does not default to the highest-rated risk within the Trust’s operational risk register as such an approach would not be proportionate and could make it difficult for the Board to set and see progress 

against risk management trajectories where, for example, risk is being mitigated in the clear majority of areas but remains challenging in one or two specific services. In proposing risk scores for each objective, the Executive 

Directors have regard to the risks set out in operational risk registers, as well as areas where no risks have been identified and registered. Furthermore, each risk has been considered in the context of the Trust’s detailed risk 

assessment matrix, which includes indicators for likelihood and impact based on the matrix guide provided by the National Patient Safety Agency.   

Section 3 sets out each of the most significant operational risks in Care Group and corporate directorate’s risk registers and the mitigating action in some detail. Board members are therefore invited to consider whether the risk 

scores are appropriate in the light of the underlying operational risks using this information. 

  

Risk tolerances: 

Risk Impact Score 

Care pathways 8 

Regulatory 8 

Financial 8 

Reputational 9 

Workforce 9 
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SECTION 2 - BOARD ASSURANCE FRAMEWORK (JANUARY 2022)  
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OBJECTIVE 1: Minimise avoidable patient deaths  

Linked Strategic Objectives: 

 Quality Matters – Priority carried forward re: avoidable mortality and improving how we learn from deaths 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent 
risks: 

 The Trust may fail to 
prevent errors in 
care leading to 
worse than expected 
mortality rates and 
avoidable deaths. 
Potential causes 
involve failure to 
maintain safe 
systems of care in 
the face of demand, 
activity and 
workforce 
pressures.  

 The Trust may fail 
to learn from 
deaths and to 
improve care. 
Potential causes 
requiring controls 
include the 
challenge of 
maintaining 
capacity for 
review and 
learning and / or 
ineffective review 
and learning 
processes 

 A “Learning from Deaths” Policy is in place and 
has been disseminated. 

 Policies and procedures are in place for 
assessment of deteriorating patients, with Nerve 
Centre used to track and trigger escalation for 
patients at risk of deterioration on inpatient 
wards.  

 There is a detailed escalation process for 
deteriorating patients including the national early 
warning score, which is embedded within e-
observations;  

 Training on the above policies is in place as part 
of essential training programmes and 
Healthcare Assistants undertake acute illness 
management updates every two years; 

 Staff requiring competence in life support 
(including advanced and paediatric life support) 
are identified via ESR and training compliance is 
monitored at Care Group and trust level as part 
of the scrutiny of role-specific essential training.  

 All cardiac arrest cases are followed up 
promptly by the Cardiac Arrest Prevention team. 
Cases are reviewed by the Safety Committee 
and a monthly report issued to key staff. 

 A core Mortality Review team has been 
established and is completing reviews of priority 
cases with learning captured and results and 
trends captured to the CLARITY system. 

 Mortality reviews also take place within 
specialties: A&E, surgery, ITU, Child deaths, 
Maternity and those with learning disabilities. 

 Sepsis screening is promoted through the 
Symphony system in Emergency Departments 
and built into Nerve Centre. 

 The Acute Intervention Team provides a 24x7 
“track and trigger “service for deteriorating 
patients, alerting senior decision-makers and 
ensuring that decisions are made to arrest 
deterioration and ensure appropriate 
management of patients on the end of life 
pathway. 

 Referral protocols are in place for referrals to 
ITU, requiring consultant involvement, even out 
of hours.  

 Independent reviews of any unexpected death 
and / or VLADs is undertaken, reporting to 
Medical Director. These are now built into the 
selection criteria for reviews.  

Management assurance 

 The Mortality Reduction Committee 
(MRC) meets quarterly, receiving 
dashboard reporting on mortality 
‘hotspots’ and results of mortality 
audits completed using a 
recognised tool. 

 Audits of deaths in low risk 
diagnosis groups and for conditions 
classed as low risk suspected of 
coding issues – e.g. acute bronchitis 

 Management audits (DNACPR 
compliance, Deteriorating Patient) 

 Monitoring of Failure to Rescue 
Incidents by the Cardiac Arrest 
Prevention Team 

 Investigation of VLADs.by clinical 
teams and scrutiny of results by 
MRC. 

 Exception reporting on the above 
and scrutiny by Clinical 
Effectiveness Committee (CEC).  

 AKI programme impact data 

 Reviews of all deaths following a 
positive Covid-19 swab from April 
2020 to March 2021. 

 All deaths involving potential Covid-
19 nosocomial infection are 
reviewed and subject to Duty of 
Candour.  
 

 SHMI indicator is in the ‘higher than 
expected’ banding at 114. The site 
split shows UHND above 
expectation and DMH within it. The 
Medical Director has previously 
reported to the Board on underlying 
reasons relating to the capture of all 
comorbidities in coding for the 
patient’s diagnosis, particularly re 
short stay areas at UHND, and 
NEQOS have advised the Board of 
anomalies in the SHMI methodology 

 Medical Examiner (ME) service still 
to be fully embedded, including pre-
screening of deaths at UHND 

 Until such time as the ME role is 
embedded, there is a potential for 
avoidable deaths to be missed (as 
they may not meet the review 
selection criteria) 

 Until the ME role is embedded, 
reviews do not fully take into 
account the concerns of families of 
the bereaved.  

 National guidance requires ME 
resource to review all deaths in the 
local population from April 2022, 
which is a risk (nationally not just 
locally). 

 The pandemic has impacted on face 
to face training and attendance with 
shortfalls in training compliance for 
Life Support and related courses. 
SLT agreed some flexibility (to keep 
staff on the front) but that training 
was needed for defined priorities. 

 Need to embed the nurse-led 
pathway for provision of antibiotics 
within one hour in A&E.   

 The AIT and CAP teams continue to 
work across areas to address 
pockets of inconsistency regarding 
the DNACPR process (supervision, 
training, family discussions) 

 Champion roles – progress on 
improving capture and comorbidities 
through education has been 
constrained by the latest wave of 
the pandemic.  

Gaps 

 The evaluation of the impact of the AKI nurses has shown benefits regarding 
awareness, education and activity; however, as AKI is increased by Covid-19 
there will be a need for further longitudinal evaluation of effectiveness. 

Positive outcomes 

 Hospital Standardised Mortality Ratio – 96 and within expected confidence limits  

 CRAB data provides positive indications with respect to mortality. Mortality rates 
for surgery compare well nationally and complication rates within Surgery (within 
expectations). This is a consistent, long-term trend.  

 The Trust has achieved consistent reductions in Cardiac Arrests over several 
years, benchmarking well nationally.  

 The Trust maintains high rates of screening for Sepsis in the Emergency 
Department  

 Some 1,072 deaths were reviewed for 2020/21. Of these, <1% were found to have 
had poor care, with the substantial majority receiving care that it is good or 
excellent.  

 Investigation of negative VLAD (mortality alerts) conducted in has concluded that, 
for a significant majority of cases reviewed, care was good, very good or excellent 
and that death was definitely not preventable.  

 Eight Medical Examiners and five Medical Examiner Officers have now been 
appointed and pre-screening is now in place for 100% of deaths at DMH. 

 Good assurance from Internal Audit for the last audit Mortality Reporting/ 

 Deaths from Acute Bronchitis and in other low risk diagnosis groups (over 425 
reviews) have been reviewed and care has been found to be good (only 2% found 
to have any indication of poor care). Indications from the latter work have identified 
that the ‘low risk’ descriptor (although correct based on notes and coding) does 
not reflect the patient’s true risk and underlying issues in many cases. 

 Clinical champions appointed to support coding / records improvement work.  

 NEQOS have advised the Board that – because of the impact of the pandemic on 
the reliability of indices, including SHMI, the Board should rely on the outcomes of 
internal reviews as a primary source of assurance and also advised that the 
Trust’s review process is considered of good quality and benchmarks well with 
others. 
 

Other outcomes 

 SHMI – currently 114, above the upper statistical confidence limit but reduced for 
120 earlier in the year. 

 Six deaths identified from 2020/21 reviews were considered, following full 
investigation, to have evidence that they might have been prevented. Three of 
these involved nosocomial infection.  

 IPC requirements have constrained the speed at which face to face life support 
training and re-certification can take place, elongating the time frame to achieve 
the training compliance target into 2022. 

 VLADs received for pneumonia, acute bronchitis and septicaemia, with the 
mortality for pneumonia flagged as ‘worse than others’ in the most recent CQC 
intelligence report. Sepsis pathways have been strengthened in A&E and 
maternity, and there have been detailed reviews of deaths from pneumonia and 
acute bronchitis, including the Covid-19 reviews identifying no issues other than 
the capture of co-morbidities.  

 Hip fracture database – the Trust was flagged as an outlier for mortality for the 
early part of 2020. Subsequent investigation has found no specific concerns and 
trends have returned to normal. 
 

1. Embed the Medical 
Examiner approach 
including elicitation and 
coverage of families 
concerns (JC, on-going). 

2. Resourcing and planning for 
the expanded ME role from 
April 2022 (JC, April 2022). 

3. Introduce pre-screening of 
all deaths across both sites 
by MEs (JC, ongoing). 

4. Further evaluation of the 
impact of AKI Nurses on 
both acute sites (JC, by 
October 2022).  

5. Continue audits by the 
Cardiac Arrest Prevention 
Team and education of 
clinical teams re the DNAR 
process. Escalate shortfalls 
in compliance in Care 
Groups through the 
Executive Performance 
Review meetings (JC – on-
going).  

6. Programme of education 
taking place through clinical 
champions, and the coding 
team re: recording of co-
morbidities (JC, on-going) 

7. Ongoing audit of all deaths 
in low risk diagnosis groups 
including sharing results 
(covering care and depth of 
documentation) with 
relevant staff (JC – on-
going).  

8. Reset and delivery of life 
support training 
programmes according to 
revised trajectory focusing 
on specific teams and 
individuals not trained for 
some time (NS/JC – April 
2022). 

9. CEC to sign off the action 
plan from the hip fracture 
database mortality review 
(JC, February 2022). 

Risks above board 
tolerance from risk 
register: 

 None 
 

Metrics 

 Mortality rates – Summary Hospital 
Mortality Index (SHMI) and Hospital 
Standardised Mortality Ratio 
(HSMR)  

 Copeland’s Risk Adjusted 
Barometer (CRAB), now for Surgery 
and Medicine 
 

Independent / semi-independent 

 Sepsis monitoring audits. 

 Acute Intervention Team audits  

 Interpretation and advice to the 
Trust on mortality data by the North 
East Quality Observatory (NEQOS) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 2 5 10 2 5 10 

Lead: Jeremy Cundall             Committee: IQAC CQC Domain: Safe / Effective 

Previous report risk score 

AMBER 10 (2X5) 
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Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The outcomes of mortality reviews remain positive, overall. The target risk score was reset in February 2020, by Executive Directors (and agreed by the Trust 
Board) to recognise the inherent risk in providing healthcare. Any avoidable death carries the highest impact for the patient. The likelihood score reflects a low 
probability of such events occurring based on the Trust’s experience.   

HSMR is in line with expectations, as is supplementary CRAB data. SHMI is above the upper limit but there is evidence from reviews of deaths in low risk 
diagnosis groups and the NEQOS review that the completeness of recording of comorbidities and coding is a factor and there is no evidence of poor care 
from mortality reviews. Until the ME cohort is fully embedded, there is a risk that not all relevant deaths are covered by the mortality review process. The 
coding team and clinical champions will continue to support improvements in the consistency of capturing comorbidities pending the roll out of EPR which 
should enhance both.  

ON TARGET 

Aug-20 10 (2x5, target) Aug-21 10 (2x5, target) 

Nov-20 10 (2x5, target) Nov-21 10 (2x5, target) 

Feb-21 10 (2x5, target) Feb-22 10 (2x5, target) 

May-21 10 (2x5, target) May-22 10 (2x5, target) 
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OBJECTIVE 2: Minimise avoidable patient harm (Non-COVID) 

Linked Strategic Objectives: 

 All Safety Priorities carried forward from Quality Matters  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust may fail to prevent 
errors in care leading to harm 
Potential causes requiring controls 
to be in place involve failure to 
implement and maintain safe 
systems of care in the face of 
demand, activity and workforce 
pressures. Key themes relevant to 
the risk of harm given the Trust’s 
patient population are: 

 Healthcare Acquired Infections 

 Falls 

 Pressure Ulcers 

 Sepsis 

 Venous thromboembolism 
(VTE) 

 The Trust may fail to report and 
learn from harm effectively to 
prevent recurrence. 
 

 Infection Control policies and procedures are in 
place, The Infection Control team provides 
monitoring of compliance and expert direction of 
response to incidents. 

 Antibiotic prescribing policies are in place, with 
compliance monitored by the Antimicrobial 
Pharmacist. 

 Screening of patients on admission for MRSA – 
suspended during the pandemic but will shortly 
resume 

 Training in infections and in falls prevention and 
handling is included in essential training, including 
sensory training for staff; 

 Falls Care Bundle (risk assessment and tools) in 
place;  

 Falls Strategy agreed, with measures on falls 
prevention and treatment. 

 Pressure ulcer prevention and treatment policies are 
in place; 

 Training in pressure ulcer prevention and treatment 
included in essential training; 

 Medicines Management Policy and Procedures in 
place; 

 Performance on safety indicators is reviewed 
through Safety Committee and action plans agreed 
and monitored, where necessary.  

 Incident reporting and management policy and 
procedures are in place. This requires that incidents 
are reported, investigated and Root Cause Analysis 
completed and action plans implemented.  

 Never Events are investigated and action plans 
implemented to prevent recurrence. 

 Processes in place, through Care Group 
governance and Patient Safety Team to disseminate 
learning and thematic approaches  

 Review of all Serious Incidents, Never Events and 
Regulation 28 Notices through the Patient Safety 
Forum, with issues escalated to EPSEC  

 Independent review of any incident triggering 
concerns reporting to Nursing and Medical 
Directors.  

 Staffing levels for nurses, AHPs and midwives 
monitored using Safer Staffing Tools and national 
recommendations and reported to Board.  

 LocSSIPs in place for invasive procedures. 

 Sepsis screening and treatment pathway in place 
with screening according to specified conditions built 
into Symphony and Nerve Centre.  

Management assurance 

 Perfect Ward Audits 

 Healthcare Acquired Infections 
compliance audits (hand 
hygiene, bare below the elbows, 
antibiotic prescribing 
compliance)  

 ED Patient Safety Checklist 
audits (20 patients for each site, 
each month) 

 Perfect Ward audits covering 
observations, record-keeping, 
patient and staffing questions 

 ADN for IPC provides a detailed 
report to IQAC, which is 
scrutinised every month. 

 Three never events in 
a 12 month period 
(albeit in different 
areas) with some 
overlap with previous 
cases – points to the 
need continue to 
reinforce the Trust’s 
safety culture 

 Falls per 1,000 bed 
days, and the overall 
number of falls 
exceeded the falls 
strategy target, but 
are now closer to 
normal variation 
based on 2019/20 

 Adverse trend in C-
Diff cases – 58 cases 
in 2020/21 against the 
internal threshold of 
44 and 35 against a 
trajectory of 33 for 
2021/22 (to 
December 2021). 

 Increasing demand on 
the Trust from 
patients with mental 
health needs in 
addition to any 
medical need, 
particularly for 
younger people, partly 
due to structural 
issues in provision 
and the impact of 
lockdown on support 
mechanisms.  

 Number of escalation 
beds open requires 
more sustainable 
staffing plans (being 
worked on by Site 
Directors and the 
Nursing Workforce 
Group) 
 

 
 

Gaps 

 Assurance of compliance with new policies and procedures 
regarding pain assessment, syringe drivers required. 

 Further evaluation of improvements in the treatment of AKI needed 
following the appointment of AKI nurses needed, with respect to 
outcomes. Covid-19 impacts on number of AKI cases making 
comparisons difficult.  

 Not all wards are completing Tendable audits and there is a 
potential lack of independence in the approach, although the 
numbers not using the tool are reducing and peer review rotas have 
recently been introduced. 

 NRLS benchmarking data is no longer available.  
 

Positive outcomes 

 The Director of Nursing’s reports to the Board provide assurance on 
safe staffing (nursing ratios) being met but with some continuing 
dependence on bank and agency staff, redeployment and 
management action to maintain safety in some ‘hotspot’ areas.  

 Continuing low prevalence of high grade pressure ulcers in Trust 
hospitals for over 18 months – only one Category 3 pressure ulcer 
with lapses in care in 2020/21. None to date in 2021/22. 

 Tendable– results are mostly positive (with results RAG-rated green 
for compliance for all domains).  

 Last NRLS data shows that the Trust is in the mid-pack nationally 
for reporting (with a reporting rate of 50.14 compared 47.17 
incidents per 1,000 bed days previously). The Trust was the 3rd 
highest reporting the region.  

 Rates of incidents, incidents with moderate harm and above, and 
medication incidents are within normal variation.  

 The Trust’s ‘Safety Culture’ score, in the 2020 NHS Staff Survey, 
increased to 6.9 (2019: 6.8) and remains above the average for the 
Trust’s peer group. The Trust is “about the same” as others for the 
rate of never events reported per CQC Insights.  

Other outcomes 

 Four cases of MRSA Bacteraemia reported in 2021/22 to date and 
35 cases of C-Diff (to 31 December 2021) – both above trajectory. 

 Falls per 1,000 bed days and number of falls was higher than 
strategy and has risen to just outside of normal variation based on 
pre-pandemic trends. 

 Three never events reported in the last rolling 12 month period, 
likely to flag as worse than peers (on the absolute measure) in CQC 
Insights – ‘about the same’ when rated taking account of activity. 

 CQC rating of ‘Requires Improvement’ for safe, mainly relating to 
A&E Department staffing and pain management.  Actions have been 
taken but audits need to be completed to test whether changes are 
embedded. 
 

1. Launch and roll out of updated 
falls prevention strategy (NS, 
February 2022) 

2. Ongoing reinforcement of 
infection control practices re 
MRSA and C-Diff by the Infection 
Control team, particularly with 
respect to screening, sampling 
delays and isolation with a 
campaign to be launched to 
engage front-line staff in reducing 
the risk of C-Diff and MRSA 
infections using the ‘Topic of the 
Month’ supported by month IPC 
team audits (NS – ongoing). 

3. Continue to embed partnership 
board working with TEWV, 
CNTW, commissioners and local 
authority partners to develop 
training, education, support for 
Trust staff and processes to 
protect patients with mental 
health issues on Trust wards (NS, 
on-going) 

4. Further evaluation of the impact 
of the AKI Nurses on both acute 
sites (JC, October 2022).  

5. Audit compliance with new 
policies on pain assessment and 
use of syringe driers and (NS/WE 
– April 2022). 

6. Embed the use of peer review in 
Tendable, tailor questions to 
quality objectives in particular 
areas and monitor completion 
(NS – ongoing) 

7. Full investigation and learning 
processes to be followed through 
for recent never event (NS, 
February 2022). 

8. Daily management of staffing 
pressures by matrons and ADNs, 
with escalation to Nursing 
Director and review by Gold 
Command (on-going). 

 
Section 3 provides more detail on 
those risks included in the risk register 
including the actions being taken to 
address them.  

Risks above Board tolerance  from 
risk register: 
 

See Section 3. 

 

Metrics 

 CDDFT Quality Insights 
Dashboard (Safety Themes and 
Indicators, including SPC 
analysis) 

 Benchmarking of above against 
peers 

 Incident reporting and closure 
rates, benchmarked through 
NRLS / trends over time. 

Independent / semi-independent 

 Internal audits of incident 
reporting and action plan 
implementation for serious 
incidents and never events 
completed in 2019/20. 

 CQC peer review inspections 

 CQC Inspection  

 Internal Audits – SIs, Never 
Events, IPC data indicators and 
follow up of prior year report into 
incident reporting. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 3 3 9 2 4 8 

 

 

 

Previous report risk score 

AMBER – 9 (3x3) 

Lead: Noel Scanlon               Committee: IQAC CQC Domain: Safe 
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Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Over the long-term the Trust has performed well, or in line with the median for a majority of safety indicators (HCAI, sepsis screening, 
pressure ulcers, falls and failure to rescue), with external validation from benchmarking. Infection rates and pressure ulcer rates have 
benchmarked well over the long-term nationally and internationally and remain better than national averages. NHS Staff Survey results 
provide evidence of sustained improvement in the Trust’s safety culture.  
 
CQC flagged issues with pain assessments, syringe drivers and A&E department staffing resulting in an overall “Requires Improvement” 
rating for the Safe Domain, (however, all remaining services inspected since 2015 have been rated ‘Good’ and issues in Critical Care have 
been addressed but not validated through re-inspection). Policies have been updated with respect to pain assessments and syringe drivers, 
new functionality is in place in Nerve Centre for pain assessments and audits are now required to assure their implementation.  Recruitment 
drives, development of nursing roles and changes to the front of house model will all help to strengthen medical staffing in the A&E 
departments.  
 
The reduction from the current to the target risk score requires that the likely frequency (incidence) of both severe harm (impact of 4) and 
moderate harm (impact of 3) is reduced to “very occasionally”, which equates to a likelihood of 2 using the Trust’s risk assessment matrix. 
To reduce likelihood further would imply that the frequency was so low that incidents would almost never happen. This does not realistically 
reflect the inherent risk involved in providing healthcare; therefore even with strong systems of control the risk is unlikely to be reduced 
below a score of 8. At the present time, although reasonable assurance is in place for performance in a number of areas, there remains a 
higher level of risk re more patients presenting with complex mental health as well as medical conditions, particularly among young people, 
pending embedding of partnership working, there have been three never events in the last rolling 12 month period and an increase in C-Diff 
and MRSA rates. The rate of falls per 1,000 bed days remains above the Trust’s ambition also.  
 
OFF TARGET AND OFF TRAJECTORY 

Aug-20 9 (3x3, Aug-21 8 (2x4, target) 

Nov-20 9 (3x3) Nov-21 8 (2x4, target) 

Feb-21 8 (2x4, target) Feb-22 8 (2x4, target) 

May-21 8 (2x4, target) May-22 8 (2x4, target) 
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OBJECTIVE 3: Best clinical outcomes for our patients  

Linked Strategic Objectives: 

 Sustaining and improving services (Clinical Services Matter)             Effectiveness priorities – Quality Matters 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust may fail to 
implement and / or follow 
evidence based good 
practice care pathways 
and / or may deliver care. 
There are other potential 
causes of this risk 
(capacity, skills, and 
infrastructure) which are 
considered elsewhere in 
this document.  
 

 All NICE guidelines are issued to the 
relevant service for an assessment of 
compliance. Where necessary 
pathways and clinical guidelines are 
updated to comply with the guidance. 
Barriers to compliance are escalated 
to the Clinical Effectiveness 
Committee and, as necessary, to ECL 
and the Quality Assurance Committee 
(with commissioners) 

 Trust-wide Clinical Guidelines are 
managed through a central policy and 
procedures system, which pulls 
through updates in line with review 
dates and ensures Committee 
approval prior to publication. 

 Locally managed (service or care 
group specific) guidelines have been 
catalogued and approved for local 
management by the Clinical 
Standards and Therapeutics 
Committee (CSTC). 

 Regional network memberships are in 
place e.g. Cancer and Trauma – 
enabling peer review of standards, 
agreement of protocols and 
monitoring of services (peer review or 
TARN data) 

 There is an ongoing programme of 
national and local clinical audits in 
place through which the Trust 
benchmarks its performance against 
expected standards and seeks to 
improve and re-audit where 
necessary. A formal policy and 
strategy are in place and issues are 
escalated to the Clinical Effectiveness 
Committee.  

 The Trust uses benchmarking data 
ICNARC, SSNAP and TARN for 
example to monitor its relative 
performance. 

Management assurance 

 Monitoring reports on progress and outcomes 
from clinical audit, NICE compliance assessment, 
benchmarking and peer / external reviews to CEC 
and IQAC. 

 Specialist Committees monitor standards and 
compliance for some aspects of patient care: 
Resuscitation and Deteriorating Patient, Critical 
Care Delivery Group, Trauma Committee, 
Transfusion Committee 

 Use of CRAB data (complications). 

 Audits of Seven Day Service 
Standards.(currently suspended nationally, due 
to COVID-19) 

 Oversight of Clinical Effectiveness (including 
NICE, clinical audit, benchmarking and peer 
review) through Clinical Effectiveness Committee 
(CEC). 

 CSTC does not 
always have the right 
people in the room, 
although 
representation and 
attendance is starting 
to improve. 

 Governance pathway 
for new techniques is 
being re-launched.  

 Services differ in the 
extent to which they 
have used 
benchmarking 
datasets and 
evidence from e.g. 
GIRFT reviews to 
evaluate their 
effectiveness and 
define clinical service 
strategies. The 
Medical Director is 
supporting this 
process across all 
services. 

 Follow through of 
action plans for 
outliers from national 
audits, with the 
governance process, 
is not systematic.  

 Underlying risks 
exposed by clinical 
audits are not always 
captured to risk 
registers with wider 
mitigating actions 

Gaps 

 CEC has defined, but not yet fully implemented, processes to ensure that it 
is sighted on issues from peer reviews (from self-assessment initially and 
from external reviews subsequently). 

 CEC needs to review action plans for current clinical audit outliers (see 
below). 

 Assessments supported by the Medical Director need to progress to provide 
an objective overview of the quality of each service to prompt review and 
update of service strategies. 

 The process to review recommendations from national audits for adoption in 
specialties is not embedded. 

Positive outcomes 

 Rated ‘Good’ for Effective for all services by CQC.  

 CRAB data –complication rates are within expectations 

 Trust cited as a high performer for National Laparotomy Audit with respect to 
COTE review (UHND), mortality, presence of key decision-makers in theatre 
and length of stay 

 Positive practice identified from GIRFT for Ophthalmology, Anaesthetics and 
Orthopaedics and evidence of tangible improvements taken to CEC for 
Obstetrics. 

 Areas of shortfall against national benchmarks flagged in CQC Insights 
have, mostly, been satisfactorily explained. 

 SSNAP – Trust performance has improved to a B (from a D, overall). 

 High levels of NICE compliance above contractual requirements. 

Other outcomes 

 Two NICE guidelines where not complaint (of over 850) and 43 with partial 
compliance. However, the Trust has now approved the implementation of 
the relevant service where we are presently non-compliant (Rehabilitation 
after Critical Illness) through the business case for expansion and 
modernisation of adult therapies. 

 There is a backlog of 40 NICE guidelines relating to cancer needing to be 
assessed. 

 Clinical Audits – current outliers from national audits: Lung Cancer (surgery 
rates); National Hip Fracture Database (mortality rates); Adult and Paediatric 
Diabetes (frequency of health checks and control measures) 

 Orthopaedics – GIRFT strongly recommended separation of elective and 
trauma work, which is in place with respect to the main sites and BAH 
following changes made during the Covid-19 pandemic. However, the Trust 
plans to move more work to BAH under the Orthopaedics service strategy to 
ensure that separation is sustained and to minimise any cancellations.   

1. CSTC membership to be 
monitored (JC, ongoing) 

2. Review of service quality 
indicators for each service 
and agreement of priorities: 
services to complete self-
assessments, to be 
validated by the Medical 
Director and his team and 
reviewed – by IQAC – 
through a rolling 
programme (JC – full 
programme 24 months, 
self-assessment by Sept 
2022) 

3. CEC to review specialty 
level investigation and 
action plans for each 
national clinical audit outlier 
(JC, WE by April 2022) 

4. Implement process to 
ensure risks from clinical 
audits are captured to risk 
registers (WE, on-going) 

5. Review the process for 
management of peer 
reviews and GIRFT action 
plans to ensure that CEC is 
fully sighted on both. The 
timing is dependent on the 
resumption of these 
activities post pandemic 
(JC, WE – December 2021) 

6. Embed process to review 
recommendations from 
national audits (WE, JC – 
May 2022) 

7. Further implementation of 
Orthopaedic strategy in the 
longer-term, following 
evaluation of initial changes 
(JC, CL – on-going).  

Risks beyond Board 
tolerance in risk register : 
See Section 3.  
 

Metrics 

 CRAB 

 Best Practice Tariff Datasets for areas such 
Stroke, Hip Fracture and Paediatric Diabetes. 

 Benchmarking using Getting It Right First Time 
(GIRFT) 

 

Independent / semi-independent 

 Benchmarking through national clinical audits  

 Benchmarking through CQC’s Insights Report 
(reported to Board) 

 National benchmarking e.g. SSNAP and NHFD 

 Peer and network reviews 

 External visits / accreditations / inspections 
including peer reviews  

 Internal audit of clinical audit  

 PROMS (although limited and quickly out of date) 

 Surgeon specific outcomes data 

 GIRFT reports for key specialties 

 CQC Inspections of services 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 2 3 6 2 3 6 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust has evidence of positive outcomes and good practice arrangements in place which are recognised as proxies for outcomes for a number of services 
and continues to make progress in strengthening underlying arrangements. Action plans with respect to NICE compliance and clinical audits, as well as work on 
local clinical guidelines are all well-established and tracked through the governance process. A range of audit and effectiveness data is now in place to 
demonstrate the effectiveness of services. All specialties can demonstrate specialty governance processes in place. Actions are in place aim to sustain 
performance in line with the target risk score, and on the definition and update of service strategies. The key source of assurance is the CQC inspection and the 
ratings for the Effective domain. Actions are aimed at the consistent follow through on improvement actions. 

ON TARGET 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

 

Lead:  Jeremy Cundall              Committee: IQAC CQC Domain: Effective 

Previous report risk score 

YELLOW - 6 
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OBJECTIVE 4: Great patient experience  

Linked Strategic Objectives: 

 Patient Experience Priorities (Quality Matters) – Learning from Patients and Families  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust may fail to 
obtain and understand 
patient views on 
service performance 
and developments. 
 

 

Main controls – patient experience: 

 There is a Board-approved Patient Experience and Community 
Engagement Strategy.  

 Patient Experience Manager post now in place. 

 A number of tools and channels are used to obtain patient 
views, and reporting on trends at ward, specialty, Care Group 
and Trust level.  

 National surveys (review and response); 

 Friends and Family Test (including ‘You Said, We Did’ 
responses) 

 Comment cards; 

 Patient stories;  

 Complaints reports; 

 Patient Advice Liaison interactions; 

 Compliments analysis. 
These generally result in over 90,000 patient contacts per 
annum, albeit with some limitations in 2020/21 due to the 
national suspension of the Friends and Family Test (local 
data is still being collected) 

 Patient Experience Forum reinstated to monitor and elicit 
learning from the above feedback 

 Action plans (You Said, We Did) are used at wards and 
service level.  

 There is a formal Complaints Policy, including delegation to 
senior managers to review and sign off complaints, The CEO 
reviews and signs off of all complaints,  

 HealthWatch periodically review samples of complaints and 
advise the Trust of potential improvements. Results are 
shared with IQAC.  

 Findings from the PHSO are shared with the Board and action 
plans are implemented where required.   

 Non-Executive ‘board visits’ to wards and teams take place 
including speaking with patients. Suspended during the 
pandemic response 
  

Management assurance 

 Scrutiny of patient experience 
feedback by Executive Patient 
Safety and Experience 
Committee, Integrated Quality 
Assurance Committee and Board. 
 
 

 The Patient 
Experience 
Forum has only 
recently been 
reconstituted 

 Difficulty in 
providing local 
resolution 
during the 
pandemic (MS 
Teams and 
socially 
distanced 
meetings 
offered) 

 Gap Analysis 
against good 
practice issued 
by NHSI flags a 
number of areas 
where we can 
improve in line 
with the best 
performers for 
learning from 
the patient 
experience.  

 Advocacy role 
in supporting 
patients to 
provide 
feedback not 
yet in place 

 

Gaps 

 None.  

Positive outcomes 

 CQC rate all Trust services as Good for caring and responsive (except A&E services 
for the latter). 

 Friends and Family Test results – all four areas well above national average. A&E; 
Inpatients; Maternity and Community Services. Based on pre-COVID pandemic 
outbreak results as Friends and Family Test is currently stood down for national 
reporting. 

 Good assurance from Internal Audit with respect to the complaints process. Internal 
review and new template in place scrutinised and endorsed by IQAC. 

 Complaints trends are within normal variation. 

 National Urgent and Emergency Care Survey 2020 – all questions rated ‘about the 
same’ as peer trusts.  

 National Inpatient Survey 2020 – all questions bar one rated ‘about the same’ as 
peers and one rated better. No questions rated ‘worse than’ peers. 

 National Cancer Survey 2019 – The Trust had 9 out of 52 questions scored better 
than other Trusts, 41 scored about the same and two questions (regarding 
information) scored slightly below the national averages. The Trust is the 4th best 
results for Trusts included in the Northern Cancer Alliance. The first local “5 for 5” 
cancer survey is also positive.  

 Trust ‘responsiveness to personal needs’ score is above the national average. 

 Well over 90% scores for the Perfect Ward patient experience domain from audits in 
all months in the year to date. 

 
CQC surveys – the Inpatient and Emergency Care Services are now being 
undertaken from 2020 with the former to be published in October 2021 and the latter 
only just published (15th September) and are being reviewed. All results quoted 
above remain the latest available.  

 
Other outcomes 

 National Children and Young People’s survey 2020 – some areas for improvement 
identified, with to ‘worse than peer’ results for two questions and ‘about the same 
results for the remainder’ overall about the same as others.  

 National Maternity Survey 2020 – results currently embargoed  

 PALS per 1,000 bed days have increased beyond normal variation and the trend has 
been sustained. There are potential impacts associated with environmental stress for 
patients (visiting restrictions and Covid-19 requirements) and staff (demand 
pressures). 

 Post-discharge survey – showed deterioration in scores for all five key questions.  

 Turnaround time for complaints is above the Trust’s internal target of 40 days. 
 

1. Identification and 
implementation of 
improvement 
actions from 
national surveys 
(NS, ongoing). 

2. Embed new Patient 
Experience Forum 
– see also Domain 
4, Objective 3 (NS, 
April 2022). 

3. Appoint, and 
embed the role of, 
the patient 
advocate (NS on-
going)  

4. Further develop 
work with 
commissioners and 
partners for patient 
engagement and to 
elicit patient views 
(NS, GC – April 
2022) 

5. Ongoing work to 
understand 
increase in PALS 
and with care 
groups to reduce 
complaints 
turnaround time 
(there are Covid-19 
impacts on both). 

6. Action planning and 
follow-through in 
respect of the post-
discharge survey 
(NS, April 2022). 

 

Risks beyond Board 
tolerance in risk register 
See Section 3. 

Metrics 

 Trend and analysis in complaints; 

 Compliments data; 

 Perfect Ward Experience 
Measures (these do not actually 
measure experience but 
compliance with expected actions 
which are known to be drivers of a 
good patient experience) 

  

Independent / semi-independent 

 National In-Patient Survey (due 
May each year) 

 Friends and Family Test. 

 CQC visit reports 

 Commissioner assurance visits 

 Internal Audit of complaints 
handling  

 Local patient surveys such as the 
End of Life Care VOICES survey 
National Dementia Audit (Carer 
Feedback annual) and 5x5 cancer 
patient surveys 

 Thematic review of patient stories 
through IQAC. 
 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 2 3 6 2 3 6 

 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 

Patient Feedback on the whole is reasonably positive, as evidenced by previous Friends and Family Test scores and CQC patient surveys, and the use of patient 
stories and patient feedback continues to improve. The national surveys, in line with the Trust’s own surveys, identify areas of focus for further improvement work, but 
no statistically poor performance. The results of the most recent post-discharge survey need to be looked into.  The risk mitigation plan aims to maintain the position 
at the target score. 

ON TARGET  

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

Lead:  Noel Scanlon         Committee: IQAC CQC Domain: Caring / Responsive 

Previous report risk score 

YELLOW - 6 
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OBJECTIVE 5:   Protect staff and patients from the spread of COVID-19 

Linked Strategic Objectives: 

 Quality Matters: Brought forward priority on restricting nosocomial infection from COVID-19 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal risks: 

 Failure to identify, 
roll out and 
comply with 
evidence-based 
infection control 
practices 

 Failure to secure, 
provide and 
comply with the 
appropriate use of 
PPE (including 
general use of 
face masks) 

 Failure to 
implement 
Governance 
Guidance on 
Workplace Safety  

 Impact of demand 
pressures on 
patient movement 
allied to a relative 
lack of isolation 
capacity, 
increasing the 
inherent risk of 
nosocomial 
infection. 
 

 Segregated pathways are in place for COVID and non-COVID patients, following A&E triage, 
monitored through Gold Command, with changes managed by Site Directors and Infection Control  

 Dedicated Covid-19 wards (and escalation capacity) at DMH, UHND and BAH. 

 Testing and screening regimes are in place for non-elective admissions, staff and elective patients 
which comply with Public Health England (PHE) requirements, audited weekly. 

 Targeted deployment of rapid test machines and lateral flow testing for prompt test results to 
support decision-making e.g. in A&E departments. 

 Protocols are in place to isolate and cohort Covid-19 contacts which limit movement of patients, 
including requirements for consultation with Infection Control and / or Microbiology  

 The Trust has implemented UK Health Security Agency requirements on infection control, with 
changes in policy (including SOPs and protocols) being signed off through Gold Command 
following review and approval by the DIPC and Medical Director. 

 Protocols are in place, which interpret the PHE guidelines, signed off by the Infection Control 
Team, who work in conjunction with regional counterparts, for non-elective and elective pathways. 

 PPE stock levels are monitored by Supplies, with escalation of any concerns to Executive 
Directors, including – as necessary – the Chief Executive Director 

 Visual aids, training videos and guides are in place to aid staff in the correct use of PPE. Fit testing 
has been completed and recorded using ESR for staff using FFP3 masks. 

 Pathways in place have been agreed by Infection Control and communicated to front-line teams.  

 IPC policies have been updated and in line with most recent PHE guidance, and rolled out.  

 Frequent Executive and Infection Control team walk-arounds take place to observe and reinforce 
compliance with infection control and PPE policy / offer guidance as necessary 

 Face mask policy and supporting stock management and issue processes for non-clinical areas. 

 Requirements on patients to use face masks where they can be tolerated clearly and extensively 
communicated before and on arrival at hospital 

 Visible signage is in place to reinforce walking routes and social distancing.  

 A Covid-19 Workplace Safety Policy, which is compliant with Government ‘Working Safely During 
COVID-19’ and UKKHSA guidance has been rolled out in all hospitals and a number of outlying 
sites. Local Covid-19 Workplace Safety Champions are in place for all Care Groups/ services / 
directorates to provide advice and guidance in the policy. 

 Staff have been enabled to work from home where they are not needed on site.  

 Clear advice, which is reiterated at least weekly, to staff on when to seek a test and to self-isolate.  

 Real-time review of potential cases of nosocomial infection and outbreaks takes place, through 
daily Exec case review meetings with immediate follow-up actions by the Infection Control or 
Health and Safety teams. 

 Review of all deaths involving potential nosocomial infection as part of the mortality review 
process and duty of candour exercised. 

 Lateral flow testing kits and reporting application made available to staff through the national 
screen. 

 Staff vaccination programme in place, providing first second and booster doses to all staff. 

Management assurance 

 Monitoring of nosocomial infection rates 
via weekly performance reporting and 
daily monitoring at the Executive-led 
11.00 outbreak meetings.  

 Real-time review of any new nosocomial 
infections / outbreaks 

 Daily monitoring of PPE stock levels and 
escalation through Gold Command 

 Infection Control module of ‘Tendable’ 
with audits completed by the Infection 
Control team each month. 

 Infection Prevention and Control 
Assurance Framework completed (self-
assessment plus evidence) and reported 
to IQAC and the Board. 

 Need for ongoing 
vigilance and 
reinforcement of 
compliance with 
infection control 
and workplace 
safety procedures 

 Lateral flow 
testing use and 
reporting shows a 
need to increase 
take-up 

 Specific risk 
assessments for 
vulnerable staff 
required to be 
returned and 
logged in some 
cases. 

 Natural ventilation 
is insufficient in 
crowded areas, 
particularly in 
winter when the 
ambient 
temperature is too 
cold to open 
windows 

 The level of 
patient movement 
presents an 
increased risk of 
nosocomial 
Covid-19 infection 

 Lack of isolation 
rooms / capacity 

 Need to 
implement new 
regulations on 
mandatory 
vaccination for 
some staff groups 
 
 

Gaps 

 None. 

Positive outcomes 

 Infection and Prevention Control Assurance 
Framework – evidence based self-assessment 
confirmed adherence to good practice in all areas, 
and identified gaps since addressed. This has been 
presented to the Board / IQAC three times in the last 
year. 

 CQC review of the Infection Prevention and Control 
Framework completed by the Trust - no issues raised.  

 Authorising Engineer (AE) checks on mechanical 
ventilation found that the Trust’s arrangements meet 
HTM requirements.  

 Tendable Infection Control module compliance audits 
used to educate and improve compliance, with re-
audits undertaken in month 

 HSE inspection – positive outcome with no formal 
observations or enforcement actions. 

 86%of staff fully vaccinated (including booster) 
 
Other outcomes 

 Outbreaks have increased as the numbers of patients 
admitted with Covid-19 have increased since the 
Autumn of 2021, with regional reports showing the 
Trust as an outlier for the number of outbreaks.  

 Infection Control audits in Tendable have found, on 
initial audit, non-compliance for a number of areas in 
the most recent month (although always acted on, 
improved and validated through re-audit).  

 Still some outstanding risk assessments for clinically 
extremely vulnerable and clinically vulnerable staff. 

 NHSE/I’s Infection Control Lead was invited in to 
review Trust practices and flagged risks with respect 
to patient movement, the need for a firm plan for more 
isolation capacity, areas where natural ventilation was 
not sufficient and a need to reinforce primary infection 
control measures.  

 Testing and screening rates, although improving, are 
not consistently achieving the target of 90% 
compliance. 

1. Ongoing management 
of outbreaks through 
daily Exec-led review 
meetings (NS, 
ongoing). 

2. HEPA filtration 
devices to be 
deployed in crowded 
areas lacking natural 
ventilation (NS, 
February 2022) 

3. Ongoing 
reinforcement of 
infection control 
practice through 
monthly audits and 
strengthening of 
visual signage (NS, 
WE – ongoing)   

4. Plan for Acute 
Respiratory Unit at 
UHND to increase 
isolation capacity (JC 
– February 2022). 

5. Task and Finish 
Group overseeing a 
programme of actions 
to address the matters 
flagged by NHSE/I’s 
IPC Lead (NS – 
ongoing). 

6. Testing and screening 
rates monitored 
fortnightly by Gold 
Command (on-going) 

7. Follow-up of 
outstanding risk 
assessments (WE, 
February 2022). 

8. Roll out of mandatory 
vaccination 
requirements (MS, 
Execs – March 2022) 

 

Metrics 

 Sit rep reporting to NHSE/I identifies 
potential nosocomial infection based on 
date since admission – triggering the real-
time reviews above 

 Benchmarking of rates of potential and 
actual hospital acquired Covid-19 
compared to North East, North West and 
national organisations. 

 Monitoring of testing and screening rates 
reported weekly. 

 

Risks above board 
tolerance from COVID-
19 risk log 
The risk log includes 
amber-rated risks 
relating reinforcement of 
social distancing, lack of 
side rooms. It also 
recognises the potential 
for a surge in COVID / 
respiratory admissions  

 

Independent / semi-independent 

 PPE Monitoring Officer audits take place 
every month. 

 Review of ventilation systems by 
authorised engineers PPE safety officers’ 
monitoring checks  

 Health and Safety Team programme of 
ongoing walk-arounds to check 
compliance with face mask and 
Workplace Safety Policy  

 CQC Emergency Response Framework – 
independent review of Trust actions  

 HSE inspection at DMH (December 2020) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 2 3 6 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score has been increased to reflect the impact of the increased transmissibility of Omicron and the risks created by the increased number of Covid-19 
cases since the Autumn of 2021, including higher levels of outbreaks and challenges with respect to patient movement and isolation capacity, and the inability to rely 
on natural ventilation during winter.  The target score has been set to take account of the impact of the vaccination programme.  

OFF TARGET AND OFF-TRAJECTORY 

Aug-20 12 (3x4) Aug-21 6 (2x3) - target 

Nov-20 12 (3x4) Nov-21 6 (2x3) - target 

Feb-21 12 (3x4) Feb-22 6 (2x3) - target 

May-21 8 (2x4) May-22 6 (2x3) – target  

Previous report risk score 

YELLOW– 6 (2x3) 

Lead: Noel Scanlon                 Committee: IQAC CQC Domain: Safe 
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OBJECTIVE 6: Maximising capacity and performance in all necessary patient services  

Linked Strategic Objectives: 

 Quality Matters – ongoing improvements in experience, effectiveness and safety from resetting of services                         Clinical Services Matter – current focus on service changes  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal risks: 

 Failure to fully utilise 
physical capacity and 
virtual solutions to 
maximise patient services 

 Constraints on capacity 
from infection control and 
social distancing 
requirements, limiting 
services available 

 Staffing constraints 
(medical, nursing and 
AHPs) limit services 
available or constrain 
performance  

 Failure to safely and 
effectively manage non-
elective demand putting 
pressure on attendances, 
bed occupancy and 
performance 

 Failure to meet NHS 
constitutional targets and 
/ or forecasts submitted to 
NHSE/I 

 Inability to retain capacity 
for a further COVID-19 
surge 
 

 The Operational Delivery Group monitors the delivery of major projects 
and investments and operational activity targets.  

 Elective Activity Recovery is closely managed with designated lead, and 
reporting and programme management structures, including weekly 
monitoring.  

 Surge/ Winter / De-escalation plans are in place and aim to maintain 
elective services as far as possible but with ability to flex if necessary to 
cope with a further COVID-19 surge. 

 Controls are in place through the command and control structure, Gold 
Command and Site Directors to balance risks between ensuring sufficient 
capacity for COVID-19 patients and maintaining elective and outpatient 
services. 

 Gold Command meetings are in place to support Site Directors in 
managing any significant risks. There is a Command Centre in place with 
representation from all relevant areas. 

 Use of independent sector and transfer of work, where possible, to BAH to 
maximise capacity for routine and urgent operations where possible. 

 Outpatient work-streams are in place to maximise face to face and virtual 
appointments, within available capacity and to source additional capacity. 
Additional space for Outpatient Appointments opened at Sedgefield 
Community Hospital.  

 Discharge Management Teams work as part of Community Services and 
closely with CHC and social care colleagues to expedite discharge of 
patients who are medically optimised.   

 The Trust has been able to expand SDEC at DMH, and – in a more limited 
fashion pending building work – at Durham. 

 There is weekly oversight of outpatient appointments and waiting lists 
(including cancer services) through RTT meetings.  

 Pathways have been defined for elective and non-elective pathways, 
agreed with the Infection Control team and aligned to UKHSA guidance.  

 All patients awaiting operations have been allocated to the national priority 
groups and corresponded with as per national guidance. This has included 
extensive validation and risk assessment of waiting lists. 

 A clinical prioritisation process is in place for elective operations  

 Alternatives to outpatient appointments are offered to maximise 
efficiencies, as well as virtual appointments and new Outpatient facility 
now in place at Sedgefield Community Hospital. 

 Work is taking place in the regional Provider Collaborative and in the 
regional Chief Operating Officer forum to plan and deliver elective 
operations collaboratively so that there is equitable access to operations 
and equitable reduction in long waits across the region. 

 The Trust, through participation in the Chief Operating Officers group, is 
playing an active part in the ICS-led recovery programme.  

Management assurance 

 Major projects programme 
run to PRINCE2 principles 
overseen by the 
Operational Delivery 
Group and reported into 
SLT / SCB monthly. 

 Weekly SLT scrutiny of 
performance against NHS 
Constitutional Targets and 
activity against NHSE/I 
submissions, this includes 
forecasts and clearance of 
backlogs. 
 

 Increasing numbers of Covid-19 
inpatients, alongside very high levels 
of A&E attendances and non-elective 
admissions have required the Trust to 
escalate bed capacity and services, 
against a backlog of constraints on 
staffing. The pressure is demand-led, 
with the Trust maintaining good 
performance on length of stay, and 
long-stay patients and improved 
performance and discharge delays. 
Space is a further constraint.  

 There are risks to outpatient 
appointments and elective operations 
because of the Omicron wave 
(including staff related absence) which 
are being managed and reported 
through Gold Command daily, with 
disruption minimised to date.  

 There remain constraints on capacity 
for elective operations (space required 
for social distancing, time required for 
air changes, testing requirements, 
time for decontamination.) which 
reduce the safe throughput of 
patients. These result in forecast 
activity being lower than the prior year 
and growth in waiting lists and long 
waits.   

 Timetables for estates changes are 
subject to external dependencies and 
risks such as capacity in the 
construction industry whilst social 
distancing is being maintained.  

 Improvements in A&E waiting times 
performance are dependent on the 
implementation of plans for expanded 
SDEC facilities at UHND, the success 
of the Work As One initiative, which 
aims to optimise decision-making with 
respect to admissions; patient flow in 
and out of A&E and discharge 
processes. It also depends on 
system-wide initiatives to seek to 
manage demand including provision 
of primary care alternatives.  
 

Gaps 

 None. 

Positive outcomes 

 Most recent current and forecast activity for all 
areas, benchmarks reasonably with other 
Trusts regionally and nationally, other than for 
outpatient review appointments. 

 The recruitment of posts for major projects 
have increased resources for key 
interventions (therapies, frailty at front of 
house, SDEC) 

 The Trust is out-performing elective activity 
recovery targets set nationally, along with 
targets to reduce cancer waiting times 
backlogs and the numbers of patients waiting 
over 52, 78 and long waits. 

 Performance on diagnostics excluding 
endoscopy is relatively strong compared to 
the region and nationally. 

 Significant reduction in over 52 week waits 
since March 2021 (from over 2,600 to 854, 
with a similar improvement regarding those 
waiting over 78 weeks. 

 The Trust performs relatively strongly with 
respect to the number of patients not meeting 
the Reasons to Reside criteria and – of these 
– the numbers discharged daily (these were 
formally known as delayed transfers of care). 
 

Other outcomes 

 Performance on A&E waiting times – due to 
demand pressures outlined in the adjacent 
column - is significantly below the 95% 
constitutional target  

 Still 854 patients waiting over 52 weeks for 
procedures and over 153 over 78 weeks 
(there is, however, an impact of patients 
choosing to defer operations due to concerns 
about Covid-19). 

 There remain shortfalls in performance on 
cancer 62-day waiting times linked to 
endoscopy, although recent weeks have seen 
an improving trend. 

 Endoscopy restart impacted by space 
restrictions (plans in place) 

1. Ongoing implementation of escalation 
actions brought forwards from the 
winter plan and agreed through Gold 
Command to manage pressures 
including Omicron (CL – on-going) 

2. On-going oversight of major projects 
through the Operational Delivery Group 
and escalation of issues to Senior 
Leadership Team / Strategic Change 
Board (CL, on-going). 

3. Work with system partners including 
the ICS to implement initiatives to help 
mitigate non-elective demand including 
the ‘Do Your Bit’ campaign, provision of 
increased SDEC or Urgent Care 
facilities and system alignment 
(between demand and capacity) 
(SJ/CL, ongoing) 

4. Review and strengthen process to 
identify and review any cases of harm 
arising from long-waits (JC/NS – on-
going). 

5. Emergency Department System 
Delivery Group Improvement Plans roll-
out (JC / CL, on-going). 

6. Work through the regional Provider 
Collaborative on plans to optimise ICS-
wide resources to reduce over 52 week 
waits (CL, on-going). 

7. On-going monitoring and actions at an 
operational level to maintain adherence 
to the elective recovery programme 
forecasts (CL – on-going). 

8. Implementation of the ‘waiting well’ 
support package for long wait patients 
(CL, JC– ongoing) 

9. Work As One initiative, roll out and 
embedding of changes (CL on-going). 

10. Daily monitoring of Reasons to Reside 
including improving information 
captured to Nerve Centre (CL- on-
going). 

 
Mitigations for service specific risks – see 
Section 3. 

Metrics 

 NHS Constitution metrics 

 Regional benchmarking 
report to Board. 

 Monitoring of underlying 
metrics on time to 
assessment, time to 
treatment, length of stay, 
discharge (some of which 
are now shadow A&E 
performance metrics)  

 Weekly submissions 
against forecasts  

 Patients not meeting the 
Reasons to Reside 
Criteria 

 

Risks above board tolerance 
from risk register 

 See Section 3 – there are 
red-rated risks regarding 
pressures on patient flow 
and waiting list backlogs 

 
Independent / semi-
independent 

 ICS and NHSE/I review of 
forecasts 

 NHSE/I review and 
challenge process 
(covering plans, forecasts 
and performance – 
completed for each ICP 
covering all Trusts in that 
ICP) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 4 4 16 3 4 12 

Lead: Carole Langrick         Committee: IQAC CQC Domain: Responsive 

Previous report risk score 

RED – 16 (4X4) 
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Planned Trajectory (August 2020 to May 2022  – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score is in line with the trajectory, which anticipated both sustained demand for non-elective care and the potential for a winter surge related 
to Covid-19 and or other respiratory viruses. This situation has, of course, materialised. Despite performing well in maintaining elective services and reducing 
backlogs there remain high numbers of patients waiting a long time for particular specialties such as Plastics and Orthopaedics and – as a result of the 
interaction of high numbers of admissions, the need to manage high numbers of Covid-19 inpatients and physical and staffing constraints, with respect to 
capacity – there continue to be high numbers of patients with long waits (some over 12 hours) in A&E. The current risk score recognises these factors.  

The target risk score anticipated a reduction in winter pressures over the coming quarter, together with benefits from the extensive programme of actions 
within the Trust – through the Work As One initiative – and working with system partners to improve patient flow through our hospitals.    

 

OFF TARGET  BUT ON TRAJECTORY 

Aug-20 16 (4x4) Aug-21 16 (4x4) 

Nov-20 16 (4x4) Nov-21 16 (4x4) 

Feb-21 16 (4x4) 
 

Feb-22 
 

12 (3x4) 

May-21 16 (4x4) May-22 12 (3x4) 
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OBJECTIVE 7: Safe, Secure Fit for Purpose Patient Environment  

 

Linked Strategic Objectives: 

 Improving our infrastructure and facilities (Clinical Services Strategy) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent 
risks: 

 The Trust may fail to 
develop and maintain 
its buildings, 
infrastructure and 
facilities effectively, 
resulting in a patient 
environment which 
provides a poor 
experience, is unsafe 
or incapable of 
supporting the 
achievement of 
related objectives 
relating to the patient 
experience, service 
access and clinical 
outcomes.  

 

 Contract management process and firm KPIs in place for PFI providers 
and CDD Services (including contract monitoring meetings and 
escalation process).  

 Cleaning schedules and rotas are in place and a Monitoring Officer 
programme is in place for regular checks. This includes a Monitoring 
Officer in CDDS to monitor work by subcontractors 

 Prioritisation of backlog schemes is carried out through the Estates 
Capital Sub-Group, Directors Investment Scrutiny Committee and 
Executive Directors. 

 Project management procedures for capital works are in place in the 
Trust’s SLA with CDDS and KPIs form part of the contract monitoring 
process. 

 Security and Health and Safety Team in place to provide expert advice 
and oversight of health and safety issues. 

 Security, Violence and Aggression, Health & Safety and Covid Risk 
Assessments are completed and updated for all areas on a regular 
basis. 

 Health and Safety, fire and security audits are undertaken covering all 
areas and follow up audits are undertaken where issues are identified. 

 The Health and Safety Committee monitors compliance with H&S 
standards relating to the patient environment including compliance with 
security policies and standards. Electrical Safety and Asbestos Safety 
also report in to the H&S Committee. 

 CDDS Fire and Health and Safety Sub-Group monitors safety on the 
DMH site 

 There are Decontamination Safety, Ventilation and Water Safety Groups 
reporting to the Infection Control Committee, setting policy, monitoring 
training and outcomes of audits, checks and inspections 

 Food Safety Training is provided to all relevant staff. 

 Infection Control audits* e.g. annual commode audit. 

 Catering audits* and actions 

 The Water Safety Group oversees legionella testing 

 The Medical Gas Committee monitors the safety of the medical gas 
infrastructure and the Oxygen Committee monitors ward oxygen 
consumption and global oxygen supply. 

 Authorising Engineer audits* of maintenance works and actions 
(provided through SCL) 

 Medical and Surgical Equipment requirements are prioritised by clinical 
services and managed against current available resources.  

 Systems are in dwelling to plan capacity against demand and to allocate 
cleaning and portering resources to support required tasks. The new 
tool is in place in A&E at DMH and is to be rolled out to other areas.  

 Compliance Manager in place to monitor KPIs and Premises Assurance. 

Management assurance 

 Checks on PFI provider soft FM and in-
house services) and on CDDS by Trust PFI 
Contract Manager and Monitoring Officer 
(modified / suspended during the Level 4 
COVID-incident) 

 Internal Cleaning audits. 

 DH Premises Assurance Model 
(Self-assessment). Consists of annual 
assessment and quarterly tracking against 
actions 

 Audits of compliance with the Trust’s waste 
policy covering all areas. 

 Estates and Facilities Assurance Reporting 
to SLT and OPAC. 

 

 Backlog Maintenance 
funding is not sufficient 
to address all risks 
identified, requiring 
prioritisation and 
leading to some 
potential health and 
safety risks requiring 
further action 

 Consideration to 
address ligature risks in 
all areas, will be made 
as part of all estate 
capital and 
refurbishment projects 

 The A&E Department, 
at UHND lacks physical 
capacity for current 
demand (to be offset by 
SDEC front of house 
developments). 

 Asset management 
controls have some 
gaps: none are material 
to the Trust’s annual 
accounts, but there is 
no physical verification. 
A post is now in place to 
oversee a remediation 
plan. 

 Understanding of 
lifecycle position at 
UHND – validation 
required to inform 
management of final 
years of PFI agreement 
and lifecycle works. 
External advisers are 
supporting this work, 
which is ongoing. Works 
required are 
documented but 
planned dates need 
confirmation.  

Gaps 

 PLACE suspended for 2021/22 and national position 
under discussion 

 Premises Assurance Model (PAM) – completion of initial 
analysis but not yet embedded. 
 

Positive outcomes 

 PFI providers and CDDS are meeting KPIs, with few 
exceptions. 

 Cleanliness of A&E Department at UHND now much 
improved.  

 PLACE scores for 2019 were above national average and 
benchmarked well within the region for all areas for 
cleanliness, condition and food. 

 Five-star rating from most recent LA food hygiene 
inspections. 

 An external quality inspection of catering services was 
completed in July 2021.  Only 5 minor non-compliances. 
Remedial actions were completed and certification 
awarded. 

 Fire inspections of all sites found ‘broad compliance with 
the Regulatory Reform Order (highest rating) confirmed by 
County Durham Fire Service) 

 No major issues identified from health and safety audits. 

 Accreditations for sterile services and clinical engineering 
renewed in 2021. 

 PAM assessment is good for most areas; others need 
minimal improvement. 

 HSE confirmed their assurance re the actions being taken 
to respond to contamination in the water supply at DMH, 
with no action to be taken following the recent inspection.  

 
Other outcomes 

 PLACE scores for 2019 were below the national average 
and regional position for dementia and disability. 

 Testing of the water supply has identified a risk of 
legionella contamination. There are bi-weekly 
extraordinary meetings of the Water Safety Group to 
oversee mitigations in place (chemical dosing, point of use 
filters and increased flushing and sampling). Replacement 
of the water tanks will commence in February 2022, with 
completion in Summer 2022. An interim solution (to 
reinstate the existing borehole) has also been completed. 

1. Specific actions, tracked 
through the risk register in 
respect of key risks 
associated with backlog 
maintenance and continuous 
prioritisation (AM, on-going).  

2. Adaptations to SDEC and 
A&E area as at Durham to be 
completed (AM, March 2022). 

3. Embed update reporting of 
assessments under Premises 
Assurance Model for all sites, 
to enable benchmarking 
across sites (including PFI 
providers) and with other 
Trusts, and associated action 
plans (AM, ongoing) 

4. Embed the role of the Asset 
Management Officer to 
provide an asset management 
function (AM – on-going).  

5. Ramping up of PFI lifecycle 
monitoring and handback 
planning (DB/AM – ongoing) 

6.. Update and implement 
actions from ligature risk 
assessments taking a 
proportionate approach 
(WE/AM – on-going on a risk 
basis)  

7.  Replace and relocate water 
tanks at DMH (AM – 
September 2022). 

8.   Maintain and monitor the 
effectiveness of the interim 
actions being taken prior to 
the replacement of the water 
tanks and adjust the 
mitigation plan as necessary 
(NS – on-going). 
 

For risks contracted out to 
Synchronicity Care Limited (SCL), 
Executive Directors will maintain 
oversight of delivery.  

Metrics 

 SCL KPI reporting and KPIs for PFI 
providers 

 ERIC (Estates Return Information 
Collection) data. 

 Model Hospital data. 
 

Risks beyond Board 
tolerance in risk 
register: 
See Section 3 
 
There is a high-graded risk 
relating to water safety at 
DMH, with a robust interim 
mitigation plan in place to 
prevent harm pending the 
installation of replacement 
water tanks.  
 
There are a number of 
amber-rated risks scoring 
12 or 9l (Section 3).  

Independent / semi-independent 

 Accreditations under STS with external 
validation for food hygiene. 

 Local authority inspections 

 PLACE inspections (supported by public 
and governors) – stood down under 
national guidance at present due to the 
pandemic  

 ISO9001: 2015 accreditation for Clinical 
Engineering and ISO 13485 :2016 for Sterile 
Services 

 Scrutiny of audit compliance schedules and 
results through Health & Safety Committee. 

 Internal Audits of CDDS: KPI reporting, 
portering (completed), medical device 
management, contracted out services 

 Commissioner assurance visits 

 Authorising engineer compliance audits 

 Environmental health inspections including 
re waste 

 HSE inspection re legionella at DMH 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

3 5 15 3 4 12 2 3 6 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG Overall there is good assurance with respect to the cleanliness and condition of the patient environment through the previous PLACE inspection results which 
benchmarked well nationally and regionally for these aspects, but with more to do on dementia and disability.  There remain, however, a number of backlog 
maintenance risks which cannot be fully mitigated year on year. Risks to patient safety are escalated and addressed through Executive Directors as identified. 
The current risk score, and trajectory assume that capital constraints (which are expected to remain at ICS, ICP and the national level) will continue to restrict 
the Trust’s ability to implement all backlog works to the point where moderate, negative impacts on the patient experience (in particular) are only very 
occasional (a likelihood of 3 suggests pressure on existing controls such that moderate impacts may happen occasionally).  The key action required to mitigate 
risk in line with the target score would be the development of a credible, funded plan to mitigate all high and moderate risk backlog items. OFF TARGET AND 
TRAJECTORY  

Aug-20 9 (3x3) Aug-21 9 (3x3) 

Nov-20 9 (3x3) Nov-21 9 (3x3) 

Feb-21 9 (3x3) Feb-22 9 (3x3) 

May-21 9 (3x3) May-22 9 (3x3) 

Previous report risk score 

AMBER - 12 (3X4) 

Lead:  Alison McCree (contracted out)      Committee: OPAC / IQAC CQC Domain: Safe / Responsive 

 Optimising the use of our estate (Estates Strategy) 
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OBJECTIVE 1: Strategy Development and Delivery    

Linked Strategic Objectives: 

 All elements of the strategy but clinical services strategy in particular  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / 
gaps 

Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust’s Strategy may 
not reflect the views of staff 
and stakeholders and may 
not therefore be supported 
within the Trust or externally 

 The Strategy may fail to 
respond to the challenges 
faced by the Trust. 

 The Strategy may be 
unrealistic and not 
achievable. 

 The Trust may not 
implement the Strategy 
effectively. 

 For 2020/21, there is 
considerable uncertainty 
regarding long-term planning 
assumptions due to the 
impact of COVID-19 and 
being under a national major 
incident for what is expected 
to be half of the year. 
  
 

 The Strategic Change Board (SCB) is in place to oversee development of 
strategy, proposal of strategy to the Board and monitoring of implementation. 
This has included monitoring of the mobilisation plan for Adult Community 
services and will move on to the Transformation Plan. The Vision was defined 
and agreed with staff and stakeholders in prior years and remain in place. 

 Mission Statement refined and agreed with staff following meetings and an 
extensive survey of staff views (in 2019) and remains place. 

 The Trust’s Values are those of the NHS Constitution, as agreed with staff in 
2014 Focus Groups and subsequently reaffirmed. 

 The Board reviews strategy at least twice annually including changes in the 
external environment and internal capability and as necessary in the 
intervening period. Given the impact of COVID-19 and ongoing ICS and ICP 
developments the Board has devoted some time to the consideration of 
strategy at each of its meetings, most recently with a strong focus on the 
Operational Reset Programme and holding an extraordinary meeting to review 
the Phase 3 planning submission.  

 Strategic objectives have been refreshed for underpinning strategies for Staff 
(People Matter), Clinical Services (Operational Reset) and the IT strategy is 
now moving forward with the EPR implementation.  

 The Clinical services strategy for the short-term was defined within the 
2020/21 Quality Matters document, with the major initiatives and changes 
being managed through the Operational Delivery programme. However, this 
needs reconfirming and updating and a new quality strategy is needed. 

 Plans are in place for services categorised as vulnerable, summarised in risk 
registers and the Strategy Handbook, and closely monitored by Executive 
Directors. The full Board is engaged in reviewing any service which comes 
under imminent pressure. 

 The Trust is working with partners to define locality and region-wide longer 
term strategies through (i) joint work as part of the South ICP, Central ICP and 
Provider Collaborative (ii) the County Durham Integration Board (iii) regional 
forums for particular services e.g. Local A&E Area Delivery Board (iv)) The 
wider integrated care system for Cumbria and the North East. The strategic 
focus of work with neighbouring Trusts in the South ICP, and collaborative 
working arrangements have been agreed.  

 It has been agreed that work-streams will be aligned between the South and 
Central ICPs. 

Management assurance 

 Board scrutiny of key strategies and 
twice-yearly review of strategy 
including the external environment 

 SCB review of delivery of strategy 
and changes in conditions every 
month  

 The long-term clinical services 
strategy for all Trusts in the North 
East is dependent on place-based 
strategies within ICS and ICP 
footprints, and region-wide 
initiatives through the Provider 
Collaborative. As a result, there is 
some unavoidable uncertainty 
impacting on the long-term clinical 
services strategy for the Trust 
making it challenging to provide a 
definite strategic roadmap for staff 

  ‘Quality Matters’ is undergoing a full 
review and refresh for the next three 
years, with attendant success 
measures, action plans and 
monitoring processes. 

 There remains an ongoing need to 
communicate and reinforce 
understanding of strategy among 
staff (as relevant to their roles) and 
to ensure that they are able to enact 
local plans and actions in support of 
it. This was reinforced by the 
findings of the last CQC inspection.  

Gaps 
 
Longer-term planning: 

 Lack of assurance 
on strategy beyond 
the short-term 
horizon reflecting 
the emerging nature 
of locality, region-
wide and national 
strategies at the 
present time. There 
is a dependence on 
the ICS/ICPs to help 
shape the longer-
term vision. 
  

Outcomes 
 

 Overall rating of 
‘Good’ awarded by 
CQC from the well-
led review (which 
includes the Key 
Lines of Enquiry re: 
Strategy) 
 

1. Continue to ensure Trust involvement in local 
and regional strategy / planning forums to inform 
the consideration and evaluation of options, and 
fully support the development of locality and 
region-wide plans (SJ, CL, DB, and JC – on-
going). 

2. Implementation and realisation of benefits from 
the major projects programme (CL/Execs, on-
going). 

3. Continue work with fellow providers, CCGs and 
local authorities to roll out the local visions 
including that underpinning the three year 
contract agreement and– the Community 
Services Contract where they remain relevant 
(SJ, on-going).  

4. Refresh Quality Matters, based on views from 
clinical leaders, staff and service users, with roll 
out of the strategy supported by clear measures, 
implementation and monitoring plans from 
ward/team to Board (NS, JC, WE – April 2022). 

5. Update and refresh Strategy Handbook to 
present an up to date and over-arching strategy, 
including reconfirming the clinical services 
strategy (Execs, April 2022) 

6. Following 5, update to Strategy Handbook / 
communications to staff (SJ, Quarter 1, 
2022/23), ensuring awareness at all levels.  
 

Metrics 

 Measures included in action plans 
for underpinning strategies  

 

Risks beyond Board tolerance 
in risk register: 
No specific risks.     

Independent / semi-independent 

 CQC review of strategy domain as 
part of well-led review follow up 
(completed, with a Good overall 
rating). 

 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 5 25 3 3 9 2 4 8 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust’s Strategy “Our Patients Matter” set out an incremental strategy over eight key areas, focusing on a three year horizon. The well-led review, undertaken as part 
of the CQC inspection in 2019, assessed the development, credibility and deployment of strategy according to CQC’s key lines of enquiry. Only one recommendation for 
improvement was raised, highlighting that some of the staff CQC spoke to were not fully aware of and / or engaged with the vision and strategy. This is to be addressed 
as part of the development and roll out of an updated Quality Strategy, the update of the Strategy Handbook and an associated communications and engagement 
programme.  

There remains, however, uncertainty with respect to the longer-term (beyond 12 months) strategy for the Trust the national strategic framework is still emerging and the 
transition from local commissioning to Integrated Care Boards. The current risk score reflects this uncertainty and the potential for moderate impacts on the focus and 
alignment of strategic activity internally, and with partners and stakeholders pending clearer definition of the long-term direction, which is more than very occasional 
(likelihood of 2). It does, however, assume that the likelihood of more major impacts, at the present time is lower, as a result of the understanding of strategic priorities by 
the Board and Executive, through partnership working and the change programmes in the Operational Delivery Programme e.g. the Frail Elderly Strategy.   

OFF TARGET AND TRAJECTORY 

Aug-20 9 (3x3) Aug-21 8 (2x4, target) 

Nov-20 9 (3x3) Nov-21 8 (2x4, target) 

Feb-21 9 (3x3) Feb-22 8 (2x4, target) 

May-21 8 (2x4, target) May-22 8 (2x4, target) 

 
 

Lead:   Sue Jacques                       Committee: Board 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 1: Right staffing, right place, right time 

Linked Strategic Objectives: 

 Addressing urgent workforce shortages and new operating models for our workforce (People Matter)  

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
effectively understand, 
plan for and recruit for 
workforce needs resulting 
in shortages of medical 
and / or nursing staff in 
particular services; 

 The Trust may fail to 
recognise, and allow for, 
changing workforce 
needs over time in 
developing and rolling out 
plans  

 
 

 A “People Matter” Strategy is in place for 2020-2023, with annual action plans in place for all 
areas. These include actions to maintain and, where required, increase capacity. ‘People’ Sub-
strategies are in place to support delivery, with associated activity plans.  

 People Matter clinics are held annually with Workforce and OD and each Care Group and 
Corporate area, to ensure Workforce data, Staff Survey outcomes inform activity towards 
improvement. 

 SCB maintains oversight (quarterly) of the status of People Matter Action Plans and progress 
reported through Performance Meetings. 

 Workforce requirements for each Care Group and corporate directorates considered in the 
development of operational and business plans.  

 A Recruitment Framework is in place which ensures escalation for hard to recruit to areas. 
This takes account of any team / retention issues identified through, for example, ‘Teams In 
Need of Support’ (TINS) activity.  

 A Medical Staff Recruitment Strategy is in place, combined with a monitoring process through, 
to recruit consultant and other medical posts. This allows recruitment activity to be planned 
and escalated at three levels (from traditional channels through to use of specialist agencies 
and international recruitment).  

 A wide range of innovative solutions is deployed to attract nursing and medical staff to ‘hard to 
recruit areas’ including MTI, Physicians Associates, and Return to Practice, Nursing 
Associates Apprentices. 

 The Medical Directorate provides support to Care Groups with identifying and delivering 
actions on hard to recruit posts.  

 Operational Delivery Group oversight of recruitment and deployment of staff for reset projects.  

 Approved recruitment policies and procedures in place.  

 Nursing recruitment campaigns are in place and on-going, including the introduction of one 
stop shops to cover the whole process and make rapid offers. On-going adverts are placed on 
NHS Jobs.  

 International nursing recruitment with cohorts of 20 Indian nursing students being called down 
to work within the Trust.  A further 100 Indian recruits are currently being targeted.  

 There is a planned in-take of nursing staff from Universities spread over the year: Teesside in-
take in Jan and Sept; Sunderland in-take in April and OU in-take in October and March. 

 A Nursing and HCA bank is in place managed by the Resourcing Team, with use of bank staff 
to fill vacant shifts. A Neutral vendor in place for agency requests (ensuring compliance with 
framework requirements) 

 A Medical Staff Bank is in place to cover most requirements for additional medical staff shifts. 
The Circular Wave system is used to manage shift allocation, payment and tracking.  

 A Master Vendor is in place to meet requests for agency and locum medical staff 

 Resetting and strengthening of nursing establishments has formed part of 2021/22 annual 
planning and budget-setting. 

 Absence management policies are in place and HR Leads linked to each Care Group monitor 
and drive compliance with these.  

 Monitoring arrangements are in place to maximise the utilisation of the apprenticeship levy.    

 An escalation process is in place through Care Group Matrons (in hours) and Silver Command 
(out of hours) to maintain safe staffing in inpatient areas.  

 Retention Strategy in place with underpinning activity plan.  

 Streamlined OD and Change Policy and Process – allowing swifter relocation and movement 
of resources where staff agree.  

 Agile Working Policy in place to enhance flexibility for the Trust’s workforce and support 
engagement.   

 Nursing establishments reviewed and reset.  

 A joined up approach is taken with Finance and PMO to the planning of service requirements 

 OSCE ‘Bootcamp’ training process to allow international recruits to obtain registration with 
minimal delay.  

 Retention Focus Group monitoring and providing assurance against planned activity.  

 Weekly Nursing and Medical Workforce meetings take place to support the management of 
staffing for escalation, through Gold Command. 

Management 
assurance 

 Nursing and 
Midwifery Staffing 
(daily monitoring) 
and reports to 
Board meetings, 
including regional 
benchmarking.  

 Periodic safe 
staffing reviews 
(nursing) for all 
adult wards, A&E 
Departments, 
Paediatrics, 
Maternity and 
Community nursing 

 Monitoring and 
reporting of medical 
workforce 
recruitment to the 
Board 

 Monitoring and 
reporting of nursing 
workforce 
(international 
recruitment).  

 Recruitment, 
Retention & TINs 
activity reported to 
Board via quarterly 
workforce reports  

 Nursing and medical workforce 
strategies need to be brought 
up to date to ensure optimal for 
current needs. 

 There remain some services 
where medical staffing is 
stretched, as per risk registers. 
These are, however, fewer than 
previously. 

 Nurse bank fill rates are 
averaging 65% for RNs and 
58% for HCAs for financial year 
to date. Whilst hours provided 
have increased on the back of 
the winter incentive scheme, 
demand is higher than at any 
point since 2015.  

 AHP rostering and bank and 
agency management is 
dependent on manual 
processes and controls and as 
a result has no central 
oversight. 

 The pure shortfall in RNs 
(ignoring where recruitment is in 
process and appointments 
made) is approx. 282 registered 
nurses following the resetting of 
the nursing establishment. 90 of 
those vacancies are above 
band 5 and recruitment activity 
from care groups does not 
reflect the need to fill those 
easier to fill, higher banded 
posts. Work is underway to 
establish of departments wish to 
recruit to those posts via the 
nursing workforce committee. 
There are 190 Band 5 
vacancies. 

 Use of Safe Care (to match 
nursing staffing to acuity in real-
time) is not yet embedded. 

 There is a national review and 
overhaul of recruitment 
processes to better support the 
Equality, Diversity and Inclusion 
agenda which will result in 
changes to the Trust’s 
processes. 

 Neutral and master vendor 
contracts can be strengthened 
with respect to fill and 
framework compliance. 

 There is a high-level of 
escalation beds open relying on 
temporary staffing.  
 

Gaps 

 None. 
. 

Positive outcomes 

 Medical Staff Bank and Master 
Vendor remain able to fill the majority 
of additional medical shift 
requirements. 

 There has been a net increase in 
medical staff and overall staff in 
recent years. 

 Recruitment of Nursing Associate 
Apprentices now underway for a five 
year programme. 

 Voluntary turnover is at an average of 
8.27% for the 12 months up to 
November 2021, against a target of 
9%. 

 Good assurance was received from 
the Internal Audits of Recruitment and 
of Bank and Agency Staffing, sickness 
absence management and retention. 

 Following last year’s successful HCA 
recruitment drive (NHSI funded) a 
further drive to recruit an additional 48 
HCAs will take place in 2022.The 
Trust has recruited all of the graduate 
training nurses who trained with the 
Trust and nine further graduates in the 
most recent recruitment round. 

 Some 190 nurses recruited through 
the international recruitment 
campaign, with the majority having 
completed their OSCE (examination) 
successfully. 
 

Other outcomes 

 Sickness absence, impacted by 
Covid-19 is running at 7.04% at 
November 2021 compared to the 
target of 4%. 

 Nurse bank fill rates are averaging 
65% for RNs and 58% for HCAs for 
financial year to date 

 Remaining services with shortfalls in 
medical staff (all have plans to keep 
safe): Respiratory at UHND A&E, 
Radiology and Histopathology.   

 Benchmarking shows shortfalls 
between establishments and 
requirements for some specialties 
(A&E and Critical Care), which are not 
funded and will need consideration 
through regional work.  
 

1. Nursing and medical staff 
recruitment strategies being 
updated (MS, 31/03/22). 

2. Continued oversight of roll out of 
plans to sustain stretched 
services through the Medical 
Director’s Workforce meetings (JC 
on-going), 

3. Engagement in, and influencing 
of, regional work where 
establishments are short of 
benchmarked requirements in 
relevant standards (JC on-going). 

4. Reinvigorate job planning process 
to ensure job plans are in place 
for 2021/22 (JC, on-going). 

5. Embedding the use of Safe Care 
Live for decision-making (NS, 31st 
March 2022).  

6. Continued exploration of solutions 
for rostering of AHPs (NS, CL on-
going). 

7. Third year of international nurse 
recruitment and continued release 
of cohorts from Year 2 as they 
pass their exams and gain 
registration (NS, on-going). 

8. Ongoing development of 
recruitment processes in line with 
the national EDI agenda around 
inclusive recruitment, appropriate 
representation at each level of the 
workforce from protected 
characteristic groups (MS, on-
going) 

9. Strategic review of master and 
neutral vendor contracts (NS, JC, 
MS, AM – October 2022) 

10. Ongoing review of escalation 
plans (workforce needs and 
impact) by Gold Command, 
supported by the weekly Nursing 
and Medical Workforce Group 
meetings. 

 
Mitigation of the risks to this objective 
has a dependency on the actions set out 
in Domain 2 (Objective 1) particularly 
actions to sustain vulnerable services.  
 
There are specific mitigation plans for 
each of the risks included in the risk 
register – see Section 3.  

Risks beyond Board 
tolerance in Board risk 
register: 
 
See Section 3 - there is a 
small number of workforce 
capacity-related risks scoring 
12 or above with risks relating 
to medical staff capacity to 
cope with pressures on A&E 
and flow rated red presently. 

Metrics 

 Workforce monthly 
and quarterly 
reporting (staff 
numbers, turnover, 
agency staff, 
sickness absence) 

 Monthly monitoring 
and reporting of 
vacancies, bank 
and agency fill rates 

 
Independent / semi-
independent 

 Internal audits of: 
 Recruitment , 

Bank and 
Agency staffing, 
sickness 
absence and 
Retention 
(completed) 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 3 3 9 

 

 

Lead:  Morven Smith       Committee: OPAC 

Previous report risk score 

AMBER – 9 (3x3) 



  

20 | P a g e  
Board Assurance Framework and Key Risks – Board Report (January 2022) 

 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG 
The Trust has controls in place, validated by Internal Audit, over fill rates, job planning and recruitment but further progress continues to be needed in agreeing and 
implementing plans to sustain some specific services and in rolling out the nursing recruitment strategy to address nursing vacancies more sustainably. There are 
positive trends regarding international nurse recruitment and net recruitment and retention, particularly for medical staff.  In keeping with both the national and regional 
picture, the Trust has, however seen increased demand for bank and agency shifts. There is a further risk with respect to potential attrition of the workforce due to 
impending retirements.  

The current risk assessment is based on the underlying position, assuming the current Omicron wave and temporary pressure subside. However, whilst in 
the current wave, and under temporary pressure, escalation requirements result in the risk profile being higher (closer to 12). As noted, weekly meetings of 

the medical and nursing workforce groups are taking place to coordinate planning and actions during this period, with daily management through Site Directors and 
Matrons. 

Re the risk score, the impact is assessed as 3 because, although the Trust can experience challenges in maintaining safe staffing – managed through the Matron 
structure, the Command and Control structure and escalation to ADNs and medical leads as necessary - this does not extend to a risk sustained for over five days (the 
trigger for an impact of 4 using the Trust’s risk assessment matrix). As the reduction in entries in the risk registers demonstrates, the potential for frequent disruptions to 
safe staffing has lessened and the current risk (likelihood) score has therefore reduced in this quarter.  

The target position recognises the challenge, given national workforce shortages and planned retirements of maintaining sufficient workforce (nursing, medical and 
AHPs) across all services. The aim would be to limit the likelihood of service disruption having major impacts on services so that such incidents occurred very 
occasionally – this would result in a likelihood score of 2 and an impact score of 4; however, even if this is achieved, the challenge of reducing the likelihood of 
occasional moderate impacts on services is considered to be greater, resulting in a realistic target position of 9 (moderate impact disruptions, having the potential to 
occur occasionally despite controls working effectively most of the time). 

The trajectory recognises the risk of occasionally more significant disruption given the uncertainty of the demands which may arise from further surges of COVID-19 
and / or attrition. 

ON TARGET 

Aug-20 12 (3x4) Aug-21 9 (3x3, target) 

Nov-20 12 (3x4) Nov-21 9 (3x3, target) 

Feb-21 12 (3x4) Feb-22 9 (3x3, target) 

May-21 9 (3x3, target) May-22 9 (3x3, target) 
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OBJECTIVE 2: Right workforce skills 

Linked Strategic Objectives: 

 Developing our Leadership Culture and New Operating Model for our Workforce (People Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent 
risks: 

 Staff may be 
appointed 
without 
sufficient, 
appropriate 
skills or their 
skills allowed to 
lapse over time. 

 Staff may fail to 
attend or 
undertake 
essential 
learning 

 

 Pre-employment vetting procedures are in place including reference and 
registration checks (permanent, bank and agency staff 

 Policy and procedures are in place for development of the Training Needs 
Analysis and Learning Prospectus. The Trust-wide Training Priorities Group 
works with policy owners to determine the focus of essential and role-specific 
training, staff requiring each competency and course provision.  

 ESR is used to capture all role-specific competencies required for each staff 
member and to monitor and track compliance. 

 Additional (formerly role-specific) training – agreed trajectories are in place, 
competencies identified and monitored via ESR and regularly reporting to 
Care Groups and Executive Committees.  

 Monitoring of booking onto and compliance of Essential Training and Role-
Specific Training through ESR.  

 All training has now migrated to e-learning, other than face to face elements 
which have been re-designed to be delivered locally. 

 A Nursing skills passport is in place (linked to appraisal process); 

 Medical Education strategy and processes in place, overseen by a Director of 
Medical Education and a Director of Undergraduate Medical Education. 

 Arrangements are in place to maximise utilisation of the apprenticeship levy. 

 Revalidation processes are in place for medical and nursing staff, with 
individual tracking and support to all nursing staff.  

 Junior doctors’ rotas are managed to maintain capacity for training and 
supervision.  

 Temporary Worker requests for nurses and HCAs are sourced through Staff 
Bank or Neutral Vendor providing assurance of vetting before starting work. 

 There is a leadership development matrix with a range of development 
courses matched to staff levels and needs for staff at lower levels.  

 A Talent Management Strategy and Leadership and Management Framework 
are in place and this has been refreshed in line with the Trust’s current needs.  

 Professional registration checks on and confirmation of, for nursing and 
medical staff. 

 A Master Vendor is in place to appoint medical agency staff in line with the 
Trust’s standards and after appropriate vetting of skills and qualifications. 

 Board Development Programme in place 

 Values-based recruitment, appraisal and talent management approaches 
undertaken to help ensure that staff have the behaviours and soft skills 
expected in their roles 

 Non-Executive Directors training is supported through the FT Office and a 
register of training maintained and reviewed by the Board. A two day induction 
programme is in place for new consultants 

 Consultant training programme in place developed with support from GMC. 

Management assurance 

 Monitoring of essential training 
and additional training through 
ESR, with management 
information reported to all Care 
Groups and Executive 
Committees   

 Revalidation Officer monitoring 
and reporting on medical staff 
revalidation 

 Nursing revalidation programme 
and monitoring 

 

 There are gaps in records to 
evidence local induction of 
nursing and medical agency / 
bank staff. 

 Need to roll out Talent 
Management Strategy, 
Succession Planning and 
leadership development. 

 The Trust has worked with a 
training provider to develop and 
make available core and 
additional modules for specialist 
training to nurses and AHPs in 
line with the announcement of a 
£1,000 package of support to 
each staff member from the 
NHS Chief Nurse. There is only 
around a 10% take up at 
present due to difficulty in 
freeing up staff to attend training 
as a result of the pandemic. 

 The role of Matrons and nursing 
leaders is under review to 
ensure a balanced focus on 
quality and operational 
requirements 

 Compliance rates for Life 
Support courses have slipped – 
due to smaller class sizes for 
social distancing and difficult in 
freeing staff up to attend. This 
has been escalated to SLT and 
an agreement reached that 
focus will be placed on staff who 
have been non-compliant for 
several years and teams 
needing support to ensure 
sufficient, competent staff can 
be rostered for all shifts. 

 New ways of working, 
particularly EPR have prompted 
a need for training in technology 
skills for the workforce.  

. 

Gaps 

 Reporting and monitoring processes for 
additional (role-specific) have been adapted to 
allow monthly monitoring by service and 
professional group. Use of the reports still 
needs to become embedded. 

 The quality of appraisals is not consistently 
good per NHS Staff Survey feedback. 

Positive outcomes 

 95.08% at November 2021 compliance 
achieved for core essential training but 
expected to slip due to pandemic 
requirements in Quarter 4, with the support of 
SLT 

 Role-specific competency training is running 
slightly below the 85% overall target at the 
end of November, with SLT approving some 
flexibility in Quarter 4 to meet pandemic 
demands. There are higher risks regarding life 
support training (see gaps in controls). 

 Generally positive feedback from Your School 
Your Say (GMC survey) with the main issues 
around facilities for rest rather than training. 

 One of the best regional performers for 
apprenticeship levy utilisation and have 
exceeded the target for public sector 
organisations.  

 Revised reports with enhanced clarity on non-
compliant staff,, future booked dates to reduce 
DNAs 

Other outcomes 

 Current rolling compliance for appraisal is 
63.59% at November 2021 (impacted by the 
Pandemic). Both the currency and quality of 
appraisals took a secondary priority to all the 
work being undertaken on staff health and 
wellbeing (and will continue to do so into 
2021/22). 

 CQC raised ‘Should Do’ actions flagging the 
need to review arrangements for additional 
role-specific training, which relates to the gap 
in assurance above.  

1. Embed reporting and monitoring of 
additional (role-specific) training to 
facilitate a focus by service and 
professional group, building on what is 
in CDDFT Quality Insights (MS, WE – 
ongoing) 

2. Review record-keeping for local 
induction of medical staff once internal 
audit’s recommendations are received 
(MS, JC – Quarter 4, 2021/22). 

3. Roll out of Talent Management 
Framework and supporting initiatives 
Leadership and Management 
Development Framework for Band 5s 
and above (MS – ongoing).  

4. Roll out refreshed appraisal process 
(for Covid-19) (MS, March 2022). 

5. Branding and communications 
campaign with Teesside University to 
encourage nurses and AHPs to 
access specialist training support 
packages through the South ICP and 
work with the higher education sector 
(NS, on-going). 

6. Close monitoring of life support 
training focusing on the key areas 
identified by SLT (KB, NS – ongoing, 
review Feb and March 2022) 

7. Aspirant nursing leaders programme 
in development (NS, May 2022) 

8. Embed training, skills development 
and support necessary for EPR 
through that programme (MS, on-
going). 
 

Notes:  
Specific action plans are in place for all 
risks in underlying risk registers (see 
Section 3).  

Risks beyond 
Board tolerance in 
risk register 
 
Section 3 includes 
risks – which are 
being managed – 
relating to 
safeguarding 
supervision for 
midwives and 
safeguarding 
training 

 
  

Metrics 

 Percentage completion of 
essential training and additional 
training including breakdown by 
area. 

 Training rates by ward, specialty, 
care group mapped to quality in 
CDDFT Quality Insights 

 Appraisal rates. 

 ESR reports on training rates 
prospective and retrospective 
 

Independent / semi-independent 

 Recent internal audits of: 

 Medical staff revalidation and 
appraisal (completed) 

 Nursing staff revalidation 
(completed) 

 Review of local induction 
planned of Medical Locum 
Staff  

 GMC survey  

 HENE monitoring visits 

 Annual Deanery Quality Meeting 
(ADQM)  

 Foundation School visits. 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 3 3 9 

 

Planned Trajectory (August 2020 to May 2022) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Despite the pressures of the pandemic core essential and role specific training have remained largely on track in the year to date and the slippage 
occurring and likely over the remainder of the year have been risk-assessed through the Senior Leadership Team (SLT) with action plans in place. Whilst 
there are a number of specific incremental areas for improvement, overall risk to the objective remains on trajectory and on target. 

The Trust now has a HR Business Partner for Training and Development to lead on work in this area including maintaining relationships with HENE and 
others. 
ON TARGET 

Aug-20 9 (3x3, target) Aug-21 9 (3x3, target) 

Nov-20 9 (3x3, target) Nov-21 9 (3x3, target) 

Feb-21 9 (3x3, target) Feb-22 9 (3x3, target) 

May-21 9 (3x3, target) May-22 9 (3x3, target) 

Lead:  Morven Smith          Committee: OPAC 

Previous quarter risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 3: Great staff experience and engagement 

Linked Strategic Objectives: 

 Engaged organisational culture; New operational model for our workforce (People Matter) 

Risks to 
objective 

Controls Sources of 
Assurance 

Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal 
inherent risks: 

 The Trust 
may fail to 
engage 
staff 
sufficiently 
to respond 
to their 
needs and 
concerns, 
or to obtain 
their full 
participation 
in delivering 
change and 
meeting the 
Trust’s 
challenges. 

 

 People Matter 2020-2023 includes core objectives relating to engagement and has 
supporting  people strategies Each Care Group or directorate is required to have an 
annual plan (a subset of their business plan) to meet People Matter objectives and 
progress against plans is monitored at monthly operational performance meetings, 
quarterly by SCB and OPAC. 

 Director Briefings delivered every month by Executives, using MS Live Event and 
linked cascade process  

 Facebook Live Events for Closed Facebook Group members – held fortnightly, with 
opportunities to ask questions of Executive Directors.  

 Formal engagement and consultation forums are in place for engagement with staff 
(including clinicians) through the Medical Advisory Council and Joint Consultative 
Negotiating Committee. 

 Vision, Values and Behaviours have been agreed through a staff consultation now in 
place and these are reinforced through the appraisal process. 

  ‘Breakfast with Sue’ meetings are held every month providing an opportunity for 
informal dialogue with a random sample of staff. Suspended during Covid-19 but 
offset by a very extensive programme of walk-arounds, now being stood back 
up. 

 Staff Governors are appointed to represent all staff groups in the Trust. 

 There are annual professional conferences such as conferences for International 
Nurses Day and International Day of the Midwife (stood down during the COVID-19 
response but celebrated virtually).  

 Board visits involving the Chairman, CEO and Non-Executive Directors take place 
regularly, involving face to face discussions with staff (stood down during the 
COVID-19 response but will be resumed. Executive walk-arounds have been 
frequent and have acted as a compensatory control) 

 Clinical Leaders Forum meetings are held monthly chaired by the Medical Director 

 Care Group Directors meetings are held chaired by Medical Director 

 Junior Doctor Forums are in place, including meetings with the Guardian of Safe 
Working. 

 Quarterly consultants group meetings chaired by Medical Director.  

 A Freedom to Speak Up Guardian and Speaking Up Champions are in place reporting 
on frequent visits to wards and providing support to staff. 

 A Health and Wellbeing Matters  Strategy is in place  

 Excellence Reporting is in place, and is proactively promoted, to recognise excellent 
work and reporting is actively encouraged. 

 W&OD provide a ‘Teams in Need of Support programme’ and OD Interventions where 
appropriate.  

 There are Staff Networks (led by champions from within the staff groups) and closed 
Facebook Groups for staff with protected characteristics.  

 The Trust has an Equality, Diversity and Inclusion (EDI) Strategy and monitors its 
progress through EDS2 and WRES and WDES reporting. This has built on learning 
from the ‘Building Leadership for Inclusion’ Programme. An EDI Strategy Group is in 
place chaired by a Deputy Medical Director.  

 Wellbeing Offer – which underpins the staff experience and their engagement  
(see next objective) 

 Communications and Engagement Manager appointed to support communications 
and engagement activity. 

 Trauma Risk Management (TRiM) Managers, Practitioners and Co-ordinator in place 
to offer staff peer support following a traumatic incident at work 

Management 
assurance 

 Review, co-
ordination and 
reporting on staff 
engagement 
initiatives through 
the Workforce and 
OD Senior 
Management 
Team 

 

 NHS Staff Survey 
feedback 
highlighted 
inconsistency in the 
quality of staff 
appraisals and 
training. 

 Pandemic resulted 
in deferral of around 
one third of 
appraisals  

 The 2020 NHS Staff 
survey identified 
themes for 
development re 
support for BAME 
colleagues, bullying 
and harassment 
and team-working, 
the latter potentially 
impacted by 
redeployment in the 
pandemic.  

 Staff morale and 
staff engagement 
rated ‘worse than’ 
peers in recent 
CQC Insights 
publication based 
on the above survey 
results. 
 

 
 

 

Gaps 

 None 

Positive outcomes 

 The CQC inspection report notes an overall positive 
view from staff with respect to an improving culture in 
the Trust.  

 In the 2020 NHS Staff Survey, the Trust retained its 
overall score for the staff engagement theme and 
remained in line with its peer group.  

 Substantial assurance for the Internal Audit report on 
Appraisals – Data Quality.  

 Continuing Excellence Award for Occupational Health & 
Wellbeing (OHWB) function in the national ‘Better 
Health at Work’ awards. 

 The take up of the Rainbow Badge (230) staff is further 
positive evidence of this along with the response rate for 
the recent equality survey (930 staff) and the success of 
the staff networks which have met monthly and which 
have continued to be vibrant despite the pandemic 
during 2020/21.  

 Positive Staff Side relationship during the pandemic 
through weekly partnership meetings and a joint Task 
and Finish Group to agree policies.  

 Positive Medical School visits and feedback on training 
and support for medical staff trainees (some areas for 
improvement were highlighted around facilities).  

 

Other outcomes 

 Deterioration in the 2020 NHS Staff Survey results for 
BAME colleagues around access to opportunity, respect 
and support. A statement has been agreed and 
published by Trust senior leaders and the BAME staff 
network lead, and the staff network is being used to 
develop specific action plans. 

 Deterioration in score for Team Working in the 2020 
NHS Staff Survey – a recent survey of staff experience 
during redeployment highlights some areas for 
improvement.  

 Quarterly staff survey flagged areas for improvement 
with respect to staff views on recommending the Trust 
as a place to work, wanting to come to work and being 
able to influence improvements in the workplace. 

 Other surveys used for the Trust’s Quality Strategy and 
through Directors’ Briefings and Facebook Live since 
Autumn 2021 have found indications of a fall-off in 
morale.   

1. Roll out refreshed appraisal process (for Covid-19) 
(MS, March 2022) 

2. Roll out, through staff networks, of the agreed 
Equality, Diversity and Inclusion engagement 
agenda for 2021/22. This includes building on the 
results of a bespoke EDI survey undertaken in 
response to the NHS Staff Survey results, actions 
from survey WRES, WDES inform the EDI Activity 
Workplan and is monitored by the Strategic EDI 
Group(MS, ongoing) 

3. Roll out of Culture Matters (MS, from Quarter 1, 
2021/22). Four pillars of engagement have been 
defined and associated work plan developed in 
partnership with Workforce Experience and 
Communications teams.  Internal Communications 
Strategy has been developed with an engagement 
focus 

4. People Matter Action Plans have been developed 
for all Care Groups and corporate directorates, with 
bespoke support from Workforce and OD, and 
continue to be rolled out and refined as data 
presents through the different channels including all 
surveys and national reporting requirements (MS/ 
Execs, throughout 2022). 

5. Focus areas and follow up plans from 2020 NHS 
Staff Survey (BAME colleagues, Team Working, 
Health and Wellbeing) (SJ, MS – on-going). These 
include the deeper dive following the #100 Faces 
Campaign. Phase 2 has been launched ‘Your Story, 
Our Story’ as a continued educational campaign 
around a diverse workforce and to improve 
workforce experience around bullying and 
harassment. A zero tolerance campaign has also 
been rolled out through the Communications Team. 

6. Executive Directors and SLT members continuing to 
consider and take tangible actions to show support 
to teams and enable staff to engage the corporate 
‘staff engagement and wellbeing offers’ (Execs – on-
going). 

7. Workforce planning for current pandemic wave has, 
consciously, not included any mandated, top down, 
redeployment of staff to help minimise any negative 
impact on morale (Execs – Feb 2022). 

Risks beyond 
Board 
tolerance in 
risk register 
 
There are no 
specific risks 
noted in Section 
3; however, a 
number relate to 
staffing 
pressures.  

Metrics 

 Outcome-based 
metrics (appraisal 
rates, absence, 
turnover, training 
rates) 

 NHS Staff Survey 
Engagement 
Score 

 EDI metrics in 
Model Hospital 
 

Independent / semi-
independent 

 National Staff 
survey  

 Quarterly staff 
survey (which 
replaces Staff 
Friends and 
Family Test) 
  

 

Inherent risk level   Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

5 4 20 3 3 9 2 3 6 

 

 

 

 

 

 

 

Lead:  Morven Smith      Committee: OPAC 

Previous report risk score 

AMBER – 9 (3x3) 
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Planned Trajectory (August 2020 to May 2022) Commentary (including actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score has been held above trajectory at 9, as dialogue with staff and quarterly survey results demonstrated a fall-off in morale, which has been 
recognised at Executive and SLT levels.  In addition, the NHS Staff Survey results, now that we are able to benchmark them using CQC Insights suggest that the 
staff experience, and levels of engagement, for some staff is not what the Trust would aspire to, hence the change in score. The current risk score recognises a 
realistic possibility of moderate impacts on operations, in the expectation that the actions planned will mitigate the risk of further deterioration.  

The next significant review of the position will take place following receipt of the full NHS 2021 Staff Survey results, which is likely to be later in the quarter.  

OFF TARGET AND TRAJECTORY 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 
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OBJECTIVE 4: Maximise Staff Health and Wellbeing  

Linked Strategic Objectives: 

 People Matter – Engaging and supporting the wellbeing and morale of our staff 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal risks: 

 Failure to 
identify and 
mitigate risks 
for high risk / 
vulnerable staff  

 Failure to 
recognise staff 
anxieties and 
pressures and 
to support their 
mental health 
and wellbeing 

 Failure to 
facilitate and 
ensure time off / 
leave leading to 
‘burn out’ 
 

 Advice on self-isolation has been constantly updated in line with up to date government guidance. All updates 
are published in the Week Ahead Bulletin and advice is available from Occupational Health. 

 Weekly COVID Bulletin/Operational Briefing, which provides staff with up to date advice and guidance on 
issues such as vaccination, actions to take if symptomatic and how to access health and wellbeing support.  

 The Workforce Experience Team has supported the enhancement, roll out and refinement of an extensive 
Staff Health and Wellbeing Offer, which has been widely publicised via the bulletin, a dedicated intranet site 
and posters. To date, in addition to the Trust’s own sources of advice e.g. 24-hour employee assistance 
programme and clinical psychology support from Tees, Esk and Wear Valleys NHSFT (TEWV) the offer 
includes enabling staff to access national programmes such as ‘Our NHS People’. 

 The Health and Wellbeing Programme was put together following self-help drop in sessions with senior front-
line staff which confirmed that teams, in general, have strong support mechanisms in place locally. 

 A Health and Wellbeing Handbook has been developed as a resource to support line managers.  

 Targeted support has been provided to particular teams as necessary. 

 Guidance on testing and isolation, updated and re-promulgated to staff as Government guidance is updated. 

 Risk Assessments have been updated and are undertaken with all staff in high risk groups and actions to 
protect them from the risk of Covid-19 implemented where appropriate.  

 Specific risk assessments are required for clinically extremely vulnerable and clinically vulnerable staff, which 
were developed in line with Health and Safety Executive and Government guidelines. Returned risk 
assessments for staff working in clinical areas are all subject to independent review. For those working in other 
areas, sample-based reviews have been undertaken. A multi-disciplinary panel is in place to work through any 
concerns arising.  

 Resources and briefings have been provided to line managers to help support them to effectively risk-assess 
and support clinically extremely vulnerable staff working from home or on site 

 Health and wellbeing conversations are required for all staff members, including completion and update of a 
health and wellbeing risk assessment, with outcomes recorded on ESR 

 To complement the Health & Wellbeing conversations staff and managers have access to Workplace 
Wellbeing Plans which can be utilised for all staff members to proactively support mental wellbeing in the 
workplace.   

 Letters identifying the supportive measures available are sent to those staff members who report as absent 
due to stress/anxiety/depression in order to provide a proactive and supportive response to the management 
of their absence, complementing the management of absence process which is undertaken by line managers 
with the support of the HR Management team. 

 A Closed Facebook Group has been established, in addition to line managers’ contact with their staff, used to 
keep in touch with and involve staff working at home and to take feedback from over 4,000 staff members 

 Drop in sessions were organised for self-reflection for ITU staff with TEWV professionals. 

 An Agile working policy is in place to enable home-working for staff. 

 Wellbeing Guardian (Non-Executive Director) in place.  

 Staff have access to a Counselling Psychologist based within Occupational Health as required.  

 A Band 5 Wellbeing Co-ordinator post now in place.  

 Vaccination clinics maintained and made widely available to support flu and Covid-19 vaccination. Support in 
place for staff with “Long COVID” via access to multi-disciplinary clinics. 

 The Workforce and OD Director is the regional (ICS) Senior Responsible Officer for Health and Wellbeing 
ensuring that the Trust is connected into the regional and national agenda.  

 The Trust actively seeks and deploys national and NHS Charites Together funding.  

 Trauma Risk Management (TRiM) programme in place since August 2021, 53 Trim Practitioners and 3 TRiM 
Managers have been identified, with training and development of practitioners and managers ongoing. 

 A Health and Wellbeing Steering Group was established in August 2021, which is chaired by Director of 
Workforce & OD. Representation from all staff groups including Occupational Health, Workforce Experience, 
HR, Care Groups, ADN, ADO, Staff Side Representatives, Nursing & Medical, SCL 

 A Regional (Central and South ICP) joint working Project is in place. Programme Director, Programme 
Manager and Admin Support now in place to work collaboratively with occupational health departments on the 
development of a proactive and integrated Occupational Health Office.  

 Wellbeing Champions are being recruited across all areas of the Trust 

Management assurance 

 Workforce and OD have 
undertaken audits of all staff 
originally identified as shielding on 
ESR to check all have had 
appropriate review and support, 
with gaps addressed by line 
managers. 

 Workforce Experience have 
collected staff feedback on the 
Pandemic Response (what went 
well, what could be improved on) 

 Drop in sessions and Executive 
walk-arounds allow Workforce 
Experience and senior managers 
to obtain informal feedback and 
‘take the temperature’  

 Interim Freedom to Speak Up 
Guardian has remained available 
to staff to raise concerns 
 

 Agreements with 
staff for agile-
working are not 
always being sent 
to Workforce and 
OD  

 The Health and 
Wellbeing Survey 
(of staff) identified 
a need for more 
peer to peer 
support, which is 
being provided. 

 CEV and CV staff 
have returned to 
work in clinical 
areas with 
safeguards in 
place; however, 
bespoke local risk 
assessments and 
agreements are 
needed to capture 
these and allow 
for changes in 
deployment. 

 The current 
environment is 
creating stressors 
for patients and 
staff which can 
result in increases 
in verbal and / or 
physical abuse.  

 

Gaps 

 As agile-working agreements are not always 
received, we cannot determine the actual 
number of staff working from home (whether 
the working pattern is full or part-time). 

Positive outcomes 

 High coverage of formerly- shielded staff 
with Occupational Health involvement as a 
result of the audits undertaken and follow-up 
action. 

 Positive Staff Side feedback and views have 
been received on the extent of the health 
and wellbeing support provided by the Trust 
to staff.  

 Risk assessments have been completed for 
over 95% at risk staff identified in the NHSE/ 
baseline.  

 High levels of staff interaction and feedback 
through the closed Facebook Group and 
Facebook Live events. 

Other outcomes 

 Quarterly staff survey results have found a 
relatively low percentage of staff who look 
forward to coming to work and other, less 
formal surveys, have identified that many 
staff do not feel valued. Whilst some of the 
drivers relate to demand pressures and 
national factors around pay and pensions, 
Executive Directors and SLT have 
acknowledge challenges with staff morale 
and are develop practical action plans to 
provide staff with targeted support.  

 Survey of staff experience during 
redeployment identified negative 
experiences for some staff which we have 
sought to address by avoiding redeployment 
in later waves of the pandemic.  

 

1. Further development 
and roll out of workforce 
assurance process (MS, 
in place and on-going) 

2. Review of Trust 
procedures in light of 
the national Health and 
Wellbeing Framework 
revision (MS, on-going) 

3. Annual requirement for 
Risk Assessment and 
Wellbeing Conversation 
implemented, recording 
process being refined 
through ESR (MS, on-
going) 

4. Staff focus groups and 
teams discussions with 
CEO and Workforce 
Director held to inform 
plans to support morale, 
with SLT discussions 
and actions identified 
now ongoing (Execs – 
ongoing) 

5. Roll out of bespoke 
local risk assessments 
and agreements for staff 
working in clinical areas 
who were previously 
classified as clinically 
vulnerable. These now 
need adapting to 
capture changes in 
deployment (WE, MS, 
on-going). 

6. Health and wellbeing 
conversations to be 
strengthened by four 
trainers (WH NB, GW, 
CB) 

7. Roll out of the new 
Violence Prevention and 
Reduction Strategy 
(WE, NS – from 
February 2022). 

Risks above board 
tolerance register 

 There are no 
specific risks 
noted in Section 3; 
however, a 
number relate to 
staffing pressures. 
 

Metrics 

 Percentage of staff with fully 
completed risk assessments 

 Quarterly Staff Survey 

 Sickness absence trends 
monitored at least weekly by Gold 
Command 

 Health and Wellbeing metrics 
included in the Model Hospital 
Dataset 

 Tracking of H&WB 
Conversation/H&WB Risk 
Assessments  
 

Independent / semi-independent 

 Alignment of Trust approach with 
the regional approach (through 
regional HR Directors’ meetings). 

 Health and Safety Executive 
Inspection at DMH in December 
2020. 

 Staff survey to assess take up of 
the Health and Wellbeing Offer 
and further support needs 

 Survey of staff experiences during 
redeployment 

 Wellbeing Guardian role 
(designed to provide independent 
oversight and challenge) 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 3 9 3 3 9 

Lead: Morven Smith                Committee: OPAC CQC Domain: Well-Led 

Previous report risk score 

AMBER – 9 (3x3) 
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Planned Trajectory (August 2020 to May 2022  – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The Trust is meeting all national guidance and has an extensive offer of support to staff, which has been complemented by Staff Side Representatives. 
Despite this, there is evidence of staff morale and wellbeing being affected by the prolongation of the pandemic, non-elective demand pressures and also 
national factors. Given this feedback, the possibility of further periods of redeployment in response to any further waves and intensive demands on staff in 
resetting and restoring activity, there remains considerable inherent risk which is likely to persist over the course of the year.  The current score therefore 
assumes that – despite the controls in place – there will be occasions when staff / groups of staff suffer (on average) moderate impacts on their health and 
wellbeing. The Trust’s assessment matrix allows for absences of between 4 and 14 days and RIDDOR reporting within the definition of moderate impacts. 
This is being closely monitored and kept under review – the Board is aware of the high priority placed by the Executive on ongoing wellbeing and morale 
conversations with staff and the development of relevant actions.  

The target score acknowledges the potential risk of extended working in response to the longer-term effects of the pandemic, high demand on services and 
intensive working on some staff in line with national guidance. Therefore the target risk score represents a realistic view of what the Trust would be able to 
achieve in supporting staff if controls continued to operate effectively. ON TARGET 

Aug-20 9 (3x3) Aug-21 9 (3x3) 

Nov-20 9 (3x3) Nov-21 9 (3x3) 

Feb-21 9 (3x3) Feb-22 9 (3x3) 

May-21 9 (3x3) May-22 9 (3x3) 
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OBJECTIVE 1: Maintain Financial Sustainability  

Linked Strategic Objectives: 

 To maximise our resources and relationships to sustain services and deliver the best efficiency 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust may fail to 
deliver sustainable 
improvements in 
productivity and 
efficiency resulting in 
deterioration in cash 
reserves, causing 
erosion of funds for 
investment and 
impacting on ability to 
provide commissioner 
requested services 

 Resulting failure to 
deliver medium-term 
sustainability on a 
recurring basis. 

 The Trust may fail to 
deliver cost 
improvements and 
improved cost control 
required to deliver 
current and longer-
term plans. Doing so 
may prove more 
challenging following a 
period where they 
have not applied.  

 Consequent 
deterioration in  Use of 
Resources Risk 
Rating  (UoRR) 

 
Risks beyond Board 
tolerance in risk register: 
 
Risks above tolerance 
relate, primarily, to the 
financial framework.  See 
Section 3 for more details 

Cost control and ownership 

 Budgets for 2021/22 agreed through the Directors Investment Scrutiny Committee  

 Care Groups continue to operate cost controls locally.  

 An impact assessment was completed with respect to H2 planning requirements 
and financial plans updated.  

 
Management of cash and capital spend  

 Directors Investment Scrutiny Committee (DISCO) reviews and approves the 
annual capital plan and business cases. DISCO approval is required for any 
scheme not committed and not imperative for patient safety purposes to preserve 
cash;  

 DISCO reviews and approvals all business cases; 

 IT strategy and IT investments are approved through the Information Strategy 
Sub-Committee, investments being resourced within the annual capital plan. 

 A rolling cash flow forecast is maintained, with additional countermeasures 
triggered to hold cash balances above an agreed safety margin, taking account of 
working capital, loan finance and related obligations. 

Operational financial control (income and cost control) 

 Care Group plans are required to identify and profile income aligned to forecast 
activity, capacity and workforce and PMO / Finance reporting formally monitors 
delivery of these aspects of the plans, with escalation through the Performance 
Review process. 

 Established systems are in place for monthly monitoring of performance and 
reporting to the Board and to NHS England and Improvement. Care Groups may 
also be required to report to OPAC for triangulation and scrutiny. 

 A PMO function is in place, monitoring granular Improving Quality and Eliminating 
Waste (IQEW) delivery and trajectories with frequent reporting to Executive 
Directors  

 An escalation process in place for issues with Care Groups’ delivery of their 
financial plans monitored through the Senior Leadership Team.  

 Chief Officers and FDs meet monthly to review the system-wide and ICP financial 
positions.  

Note – Use of Resources Indicator reflects delivery in line with plan, cash and 
capital servicing therefore covered by above controls 

Medium / longer-term planning 

 Medium-term planning assumptions are available to the Trust and there has been 
work completed with commissioners to understand how best to work together to 
deliver priorities from the funding available. The Comprehensive Spending Review 
(CSR) has clarified the capital funding available nationally for the next three years 
and similar clarification for revenue will be due by the end of Quarter 1, 2022/23.  

 Medium-term initiatives have been identified and are being worked on, in 
particular, increased use of SCL where appropriate, shared services discussions 
with neighbouring Trust and benefits from ICPs which are deliverable within that 
timeframe. 

 Collaborative working is being undertaken through a number of networks, in local 
systems, through ICPs and the Provider Collaborative to sustain and improve local 
services whilst addressing financial challenges, and broader similar work through 
NHS England and across Cumbria and the North East. 

Management assurance 

 Tracking and reporting of 
financial performance 
including performance against 
run rates and, when 
applicable, cost improvement 
targets in monthly finance 
reports. 
 

 

2021/22 

 Need to maximise 
opportunities, using non-
recurring funding where 
suitable and appropriate, 
to reduce run rates ahead 
of an expected tighter 
regime in future years. 

 Slippage on some capital 
schemes, allied to 
additional capital funding 
having been received, 
resulting in the potential to 
underspend against the 
capital plan if risks are not 
well-managed to the year 
end. 

 
Medium-term planning  

 The Medium Term  

 Financial Strategy is 
uncertain. Assumptions 
are becoming clearer 
following the three year 
CSR, with national capital 
planning assumptions 
confirmed for three years 
and revenue planning 
assumptions expected to 
be confirmed by Quarter 
1, 2022/23. 

 The long-term capital 
programme needs to be 
assessed against the 
available CDEL and 
additional funding 
sources. The CDEL 
funding for next year 
needs to be worked 
through at ICS level and 
subject to some 
negotiation (the allocation 
formula would result in a 
shortfall against Trust 
needs). The Trust may 
consider loan funding and 
other sources as part of 
its planning.  

Gaps 
 
None 
 
Positive outcomes 

 Current financial performance 
is tracking the annual plan, 
and the forecast does not 
identify significant risk to the 
delivery of the plan in year. 

 CQC Use of Resources 
Assessment – Good rating. 

 External Audit of 
arrangements for value for 
money – no significant issues 
to report for 2020/21 

 H2 funding confirmed and 
considered sufficient to cover 
the Trust’s operating costs. 

 Current forecast predicts that 
the Trust will earn additional 
income from the elective 
recovery fund, if the ICS as a 
whole meets the criteria for 
access to the fund.  

 
Other outcomes 

 Capital demands for 2021/22 
have been constrained within 
the CDEL and this pressure is 
expected to continue into 
future years. There is a need 
for a robust capital allocation 
methodology overseen by the 
Provider Collaborative. 
 

Financial Plan 2021/22 and 2022/23: 
1. Planning work for 2022/23 – preparatory planning 

re run rates, Covid-19 costs and efficiency targets 
underway (DB, CL – ongoing). 

2. Embed the role of the Investment Advisory Group 
in developing and managing a view of all 
investment priorities to underpin the allocation of 
funds to business cases and consideration of 
disinvestment (Execs – on-going). 

3. Agreement of CDEL and risk assessment and 
prioritisation exercise re the 2022/23 capital plans 
(SJ/ DB, on-going).  
 

Medium and longer-term 
4. Identify changes required through clinical strategy 

work-streams for medium and long-term 
sustainability and work collaboratively across the 
local health economy and wider North East and 
Cumbria system to propose and take forward 
agreed changes (SJ/JC – on-going).  

5. Quantify expected benefits from shared services 
including back office functions over the medium 
and long-term and review the potential future 
benefits from the Trust’s Group structure ( DB – 
on-going) 

6. Further iterations of Medium-Term Financial 
Strategy, based on national guidance once 
available and taking into account any funding 
requirement for capital expenditure plans – see 
below (DB – on-going). 

7. Maintain 15 year capital plan, including projecting 
finances beyond the end of the Trust’s PFI 
contracts – NB: Handback planning is now 
underway (DB on-going). 

8. Track the impact of current performance on 
longer-term cash flow and develop long range 
planning, using the three year CSR assumptions 
when known (DB, on-going iterations to OPAC) 

9. Update Medium-term financial plan, covering 
revenue, capital and cash, taking account of three 
year allocations for capital and revenue (SJ / DB 
by Autumn 2022). 

Metrics 

 Cash flow forecasts 

 Performance against budgets 

 Run rates (leading and 
lagging) for pay and non-pay 
expenditure and components 

 Capital plan reporting to 
DISCO monthly 

 Reporting of status of IQEW 
plans versus target (to SLT, 
OPAC and Board meetings).  

 Income and activity trends 
monitoring and reporting.  

 Patient Level Information and 
Costing System 
 

Independent / semi-independent 

 NHSE/I review of HI plans 
and assumptions at ICP level.  

 Internal Audits in place in 
covering key financial 
systems including budgeting, 
core processing systems, and 
financial management in care 
groups 

 CQC Use of Resources 
Assessment 

 External Audit assessment of 
Value for Money 
arrangements 

 NHSE/I scrutiny of plans, 
submissions and monthly 
updates 
  

 

Current year plan: 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 2 4 8 2 4 8 

 

Medium-term and beyond 

Inherent risk level  Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 4 4 16 2 4 8 

Previous report risk score 

AMBER – 12 (3X4) 

Lead: David Brown, Carole Langrick                   Committee: OPAC 

Committee 

Previous report risk score 

RED – 16 (4x4) 
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Planned Trajectory (August 2020 – May 2022) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG The Trust now expects to deliver its balanced plan for the current year, hence the risk score has been reduced in 
line with the target score.  

Planning for future years’ remains subject to uncertainty as the CSR outcomes are defined and worked through 
with respect to the local allocation process; hence the current risk score has not been changed.  

 
ON TARGET – current year 
 
MEDIUM TERM AND BEYOND – off target but on trajectory 

Aug-20 12 (3x4) Aug-21 12 (3x4) 

Nov-20 12 (3x4) Nov-21 12 (3x4) 

Feb-21 9 (3x3) Feb-22 8 (2x4, target) 

May-21 12 (3x4) May-22 8 (2x4, target) 
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OBJECTIVE 2: IS Strategy Development and Delivery 

Linked Strategic Objectives: 

 Implementation of the IS Strategy (Health Informatics Matter) 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal / inherent risks: 

 The Trust may fail to implement its 
planned EPR system in a manual 
which safely and effectively updates 
its systems in line with the needs of 
clinical services. This would impact 
upon the quality, safety and 
sustainability of clinical services, the 
Trust’s ability to implement its 
clinical services strategy and 
potentially increase the risk of a 
security breach. Causes would 
include delays to the programme, 
issues with functionality or lack of 
support for / adoption of the system 
by staff 

 The Trust may fail to protect its 
systems from a cyber-security 
breach  

 The Information Strategy Steering Group (ISSC) oversees the implementation 
of Health Informatics Matter and the development and implementation of IS 
(including security policies) 

 There is clinical representation from Care Groups on ISSC, to enable the 
development of Health Informatics Matter to be evaluated in the light of the 
needs of clinical services.  

 A Chief Clinical Information Officer and Chief Nursing Information Officer are 
in place to lead and coordinate clinical input to the development of IS Strategy 
and the delivery of the EPR Programme.  

 Programme and project management controls are in place within the Health 
Informatics team, and these are applied to any IS systems / strategy project.  

 Health Informatics (HI) Matter, and the associated Strategy Delivery Plan have 
been approved by the Board and are in place. The Strategy Delivery Plan sets 
out how HI Matter will be implemented. 

 A specific Cyber-security strategy is in place and has been largely 
implemented following Board approval.  

 Programme Transformation Board and project / work-stream boards 
established for the EPR project, with the Transformation Board meeting 
monthly, chaired by the CEO as Programme Sponsor. Sub-level boards led by 
Executive Directors. The Governance structure covers clinical safety and all 
business readiness work-streams internal to the Trust (including 
communications, engagement and training) as well as system delivery 

 A detailed resourcing plan in place for all required EPR roles with recruitment 
well underway.  

 EPR plans, governance structures and approach has been informed by 
detailed learning from others who have implemented the Cerner Millennium 
EPR system and learning from major projects elsewhere.  

 There is a Health Informatics Sub-Group which monitors the IT estate and, 
with input from Care Groups, prioritises and proposes capital spending plans 
for each year.  

 Periodic Phishing and Penetration Tests are undertaken to evaluate the risk of 
the Trust’s networks and systems being breached. 

 Cyber-security exercises are also undertaken periodically, as are penetration 
tests. 

 Data Security and Information Risk Management procedures are in place, 
which are monitored on a quarterly basis by the Data Security and Protection 
Committee. These include training for all staff on cyber-security and social 
engineering.  

 Cyber security risk appetite statement agreed by the Board and cyber-security 
risk register in place. Full cyber-security risk assessment undertaken and risks 
registered, reviewed by Board and mitigated as far as possible subject to risks 
associated with legacy systems captured to the overall risk register. 

 

Management assurance 

 ISSC reports into OPAC for 
assurance on the progress of the 
programme 

 Monitoring and reporting of 
compliance with key controls for cyber 
security through the Data Security and 
Protection Toolkit and drawing on 
regional and national programmes 
including “CareCERT” validation of 
patching for key systems 

 Health Informatics programme 
reporting and underlying project 
reports 

 Programme reporting for EPR to SCB 
and the Board 

 Self-assessments and gap analyses 
aligned to EPR Gateways 
 

 The EPR programme is 
actively managing risks to 
the delivery of some 
functionality, to ensure 
delivery by the planned go-
live date or alternative 
mitigation 

 Until EPR is in place there 
are some vulnerabilities in 
legacy systems which 
necessitate additional 
monitoring and control to 
minimise cyber-security 
risks. 

 There are some 
weaknesses with local 
system-management of 
cloud hosted systems 
identified from audits (see 
next column) 

 There is a need to 
strengthen arrangements 
for system management, 
change control and 
governance with respect the 
recently-implemented 
maternity system to ensure 
that patient care is 
supported by the system 
and there are appropriate 
connections to other 
systems and processes and 
the Trust’s digital healthcare 
systems strategy.  

Gaps 

 None – however, ongoing 
assurance reviews needed for EPR. 
 

Outcomes 

 EPR – Audit One conclusion, third 
party conclusion and supplier 
feedback found no gaps for the pre-
alignment gateway and issues 
arising have been addressed 

 EPR – Audit One provided 
substantial assurance with respect 
to governance, resourcing, change 
adoption and engagement 
processes. 

 Internal Audits have flagged 
weaknesses in local security and 
resilience arrangements for cloud-
hosted systems. The follow up audit 
has reported in draft and there 
remain some areas of weakness 
and action plans are being agreed. 

 The cyber security risk assessment 
has identified some specific risks 
where further mitigating actions 
have been agreed between 
Executive Directors and the service 
to reduce risks towards risk 
tolerances as far as possible; 
however, there is recognition that – 
until EPR is in place – some risks 
may not be brought within tolerance 
due to the age of the systems 
involved.   

 Data Security and Protection Toolkit 
– last submission was signed off 
with ‘Standards Met’    

1. On-going escalation and 
management of risks through 
the EPR Programme 
Transformation Board (SJ/NS – 
on-going to go live date and 
beyond) 

2. Any changes to the scope of the 
EPR functionality at go-live to 
be signed off through the EPR 
and Trust governance 
processes following impact 
assessment (SJ/NS – ongoing 
to July 2022) 

3. On-going monitoring controls in 
place to mitigate cyber-security 
risks on legacy systems (NS on-
going) 

4. Agree and implement residual 
actions from internal audit 
review of cloud hosted systems 
actions and resulting actions 
(WE/NS – April 2022) 

5. There is ongoing work taking 
place, supported by the Chief 
Nursing Officer and Health 
Informatics to ensure robust 
governance, change control and 
system management for the 
Maternity System (NS – March 
2022). 

 
Section 3 provides more detail of the 
actions being taken for the specific 
risks included in the risk register 
relating to the ongoing risks 
associated with the age of systems.  

Metrics 

 None at present. 
 

Independent / semi-independent 

 AuditOne (IT internal auditors) 
programme of IT Audits  

 External Assessment of Cyber 
Security (Deloitte on behalf of national 
programme) 

 External assurance from Audit One 
with respect to governance, 
resourcing, localisaltion and business 
readiness elements of the EPR 
programme planned between October 
2021 and March 2022. 

 Further external assurance (legal and 
contractual) received from specialists 
for EPR 

 External facilitation and challenge to 
development of detailed cyber-
security risk assessment. 

Risks beyond Board tolerance in risk 
register: 
There are red-rated and high amber (12 
or above) rated risks relating to the age 
of systems to be replaced by EPR and 
associated risks to functionality and 
security, as well as risks regarding staff 
awareness of, and compliance with, data 
security policies.   

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 16 3 4 12 2 4 8 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including actions required and conditions to be met to meet target score) 

Month Score/ RAG Month Score/ RAG The EPR programme is progressing towards the go-live date. Assurance reviews aligned to Gateways are being completed albeit with some work-off actions required 
following the Future State Review which are being managed through the EPR Programme Board. Due to the scale and complexity of the programme, and residual 
security risks associated with legacy systems pending EPR implementation, and cloud systems, the current risk score remains at 12 in line with the trajectory. 

The target score is 8 because, given the scale of the EPR implementation, reducing the likelihood of major impacts to ‘almost never’ is unrealistic and a likelihood of 2 
(very occasional risks of major impacts to be impacted through additional actions) is more realistic.  

The risk management objective for this risk was set prior to the full scope and project plan for the EPR programme being agreed, hence there is a misalignment 
between the current risk score and the trajectory. 

 
OFF TARGET AND TRAJECTORY 

Aug-20 12 (3x4) Aug-21 12 (3x4) 

Nov-20 12 (3x4) Nov-21 8 (2x4) target 

Feb-21 12 (3x4) Feb-22 8 (2x4) target 

May-21 12 (3x4) May-22 8 (2x4) target 

Previous report risk score 

AMBER - 12 (3x4) 

Lead: Noel Scanlon       Committee: OPAC 
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OBJECTIVE 3: Sustainable use of resources   

Long-term objectives:                  Short-term objectives  

 For emissions we directly control (the NHS Carbon Footprint), net zero by 2040, with an ambition to reach 
an 80% reduction by 2028 to 2032 

 For emission we can influence (our NHS Carbon Footprint Plus), net zero by 2045, with an ambition to 
reach an 80% reduction by 2036 to 2039 

 To confirm Sustainability Lead and co-ordination arrangements 

 To define baselines and metrics for monitoring of the eight key plans 

 To implement the monitoring system 

 To develop and commence roll out of the Travel Plan 

 To develop and commence roll out of the Adaptations Plan 
 

 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal inherent risks: 

 Management capacity may be 
stretched by Covid-19 and the 
reset programme resulting in 
delay to the development of 
plans or delivery of objectives 
once defined 

 The Trust may not be able to 
fund sustainability initiatives 
included in plans  
 

 A Sustainability Group is in place, co-
chaired by the Chief Executive and a 
senior clinician, to set the key objectives 
for sustainability and to develop and 
oversee the work plan. 

 Green Plan in place, setting key 
objectives to 2024 and beyond, 
underpinned by eight key plans 

 Leads identified to deliver on each of the 
key plans. 

 Energy efficiency programme in place, 
with benefits monitored and reported 
annually. 

 Estate rationalisation programme in 
place. 

 Waste management procedures and 
policy in place.  

 Sustainable procurement practices 
including consideration of sustainability in 
tendering and in contract clauses with 
suppliers.  

 Board members have received high-level 
training and briefing on the Trust’s Green 
Plans and sustainability issues.  

Management assurance 

 Baseline assessment completed using the 
Sustainable Development Self-Assessment Tool (to 
be superseded by the Greener NHS tool) and 
tracking of progress using that tool year on year  

 
 

 The Trust has only limited (part-
time roles which include 
sustainability alongside existing 
roles) capacity for the 
development of sustainability 
plans and initiatives. A job 
description has been developed 
for a more substantive role which 
is out to recruitment. 

 Key roles will need training and 
support 

 Currently the Trust has numerous 
gaps against good practice, based 
on the Sustainable Development 
Assessment Tool - SDAT (Draft). 
The gaps will be worked through 
to inform the plans included in this 
year’s objectives and the key 
actions and initiatives required. 
They will also need to be aligned 
to the Greener NHS Tool which 
will supersede the SDAT Tool. 

 Travel Plan has been developed 
and will shortly be uploaded to the 
internet and intranet. 

 Adaptations Plan still in 
development 
 

Gaps 

 Measurable objectives and targets need to be 
defined for key plans 

 
Outcomes 

 Zero waste sent to landfill 

 41% reduction in carbon over the life of the 
carbon reduction footprint (2007 to 2021) 

 30% of waste is recycled 

 1% reduction in waste in 2020/21. 

 The percentage of non-healthcare waste which 
was recycled increased to 30% in 2020/21, up 
from 26% in 2019/20.   

 Substantial reduction in mileage with migration of 
some mileage to hybrids and other models better 
for the environment (evidenced in the Trust’s 
annual report, Figure 11). 

 Installation of EV Charging points at Darlington 
Memorial Hospital and University Hospital North 
Durham 

 Sustainable Procurement Policy being followed  

 Successful achievement of the NHS Plastic 
Pledge -we have ceased use of all single plastic 
items within the Trusts retail outlets 

 Green Plan agreed 

 Sustainability Co-ordination role in post 

 Energy contracts reviewed, suppliers contacted 
and renewable energy options identified.   
Switched our energy contract at Darlington 
Memorial Hospital to a green energy supply 

 Introduction of the CSH e-learning module for all 
staff – completed by 45% of workforce. 

1. Agree and commence roll-
out travel plan for purposes 
of collaboration with local 
transport providers and local 
authorities (SJ/ AM on-
going) 

2. Completion of the SDAT/ 
Greener NHS gap analysis 
and review by Sustainability 
Group (SJ, Quarter 1, 2022) 

3. Sustainability Lead post to 
be recruited and appointed 
to (SJ, AM March 2022). 

4. Baselines and 
measurements to be 
identified for key plans and 
monitoring process 
commenced (SJ, AM – April 
2022) 

5. Adaptations Plan in place 
(CL/SJ – work on-going) 

 

Metrics 

 Range of metrics reported in the Trust’s annual 
report covering waste, travel, water usage and finite 
resources.  

 

Independent / semi-independent 

 Benchmarking with other Trusts and similar bodies 
(including comparing our carbon footprint, using the 
Greener NHS Network once in place). 

 Peer review  

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 3 3 9 2 3 6 

 

 

 

Planned Trajectory (August 2020 to May 2022  – by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG The current risk score and trajectory were set with the Sustainability Co-ordinator, recognising that there is further work to complete to identify baseline 
measures and to confirm metrics and plans, and implement the monitoring system, before the Trust is in a position to track progress against every one of the 
eight key plans within the Green Plan routinely. Once all of these building blocks are in place, and if the monitoring process confirms that plans are on track, 
the current risk score can reduce in the line with the target.  

The latest wave of the pandemic caused the December 2021 Sustainability meeting to deferred, and there is temporary hiatus with respect to the role of the 
Sustainability Coordinator, whilst a more substantive role is recruited. The current risk score has therefore been held at 9 but should reduce in line with the 
forward trajectory by the year end. 

 

OFF TARGET BUT ON TRAJECTORY 

Aug-20 9 (3x3) Aug-21 9 (3x3) 

Nov-20 9 (3x3) Nov-21 9 (3x3) 

Feb-21 9 (3x3) Feb-22 6 (2x3, target) 

May-21 9 (3x3) May-22 6 (2x3, target) 

Lead: Sue Jacques    Committee: OPAC 

Previous report risk score 

AMBER – 9 (3x3) 
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OBJECTIVE 4: Secure Community Engagement and Support, and Listen to the Patient Voice in 

restarting and developing services 
 

Linked Strategic Objectives: 

 Quality Matters – Ensuring that we elicit and listen to patient and public views 

 Communication and Engagement Matter – focus of 2020/21 work 

Risks to objective Controls Sources of Assurance Gaps in controls Assurance outcomes / gaps Risk Mitigation Plan 

Principal risks: 

 Failure to inform 
and engage 
patients, the public 
and key 
stakeholders 
resulting in lack of 
support for / delays 
to change or service 
plans which do not 
meet users’ needs 

  

 Plans to restart services were actively communicated to, and discussed with primary 
care and there were on-going briefings on activity and any service changes impacted by 
subsequent waves of the pandemic. 

 Weekly forums were used to communicate with and take feedback from GPs in adult 
community services, which enable any issues to be escalated to senior management. 

 Work with PCNs on joint pathways was integrated into the Operational Reset 
Programme (particularly the Outpatients Steering Group) 

 GP Lead for County Durham PCNs attends Gold Command calls and represents views 
of GPs and feedback from their patients 

 Briefings on the restart of services, and further changes have been shared with 
Governors and with stakeholders including the County Durham and Darlington Health 
and Housing Overview and Scrutiny Committees 

 There was a high-level of community engagement in supporting the Trust’s pandemic 
response, which continues to be engendered and supported through the work of the 
Trust Charity Office, building on offers of support from local companies and individuals. 

 MP briefings and MP visits take place, with frequent updates on Trust plans 

 Services are in dialogue with their patients, in particular regarding Outpatient services, 
with the ability to escalate any issues and concerns through the operational reset 
programme work-streams. 

 Plans and capital submissions shared have been with ICPs and subject to NHSE/I 
review and challenge process 

 Director of Public Health in place, working across the Trust, local authorities, CCGs and 
others in the local health economy, helping with information sharing, communication and 
collaborative working. 

 Service planning takes place with patients in some services, building on feedback 
mechanisms e.g. the 5x5 survey used in cancer services. 

 Healthwatch representatives are on the Council of Governors and have a close working 
relationship with Patient Experience.  

 Healthwatch have supported patient engagement work undertaken to support the 
revision of the Trust’s Quality Strategy.  

 Joint planning workshops with Governors and Board and discussions on plans take 
place through the Council of Governors and Strategy Committee meetings 
 

Management assurance 

 GP feedback, with issues 
reported into Gold Command 

 Log of support received, 
including offers in kind – 
maintained by the Charity 
Office. 

 Whilst there are some good 
examples of strong patient 
and public engagement in 
specific services, this is not 
consistent. 

 There is a lack of 
comprehensive Trust-wide 
engagement with patient and 
elicitation of patient views to 
support the development of 
Trust strategy and plans   

 Service user views are not 
always sought when 
developing business cases for 
service changes – the 
business case template has 
been amended to request 
this.  

Gaps 

 None 

 

Positive outcomes 

 No issues from ICP and from NHSE/I review 
and challenge relating to plans, other than the 
need to increase elective and day case 
activity where possible (see Objective 3 
above).  

 Majority of GP feedback positive and issues 
highlighted to Gold Command have been 
acted upon 

 Commissioners (locally) are supportive of 
plans 

 OSC review of plans, positive outcome.  

 The LADB supported the winter plan in place. 

 There was positive stakeholder feedback from 
providers collated for Quality Accounts but 
covering the Trust’s response to Covid-19 and 
thereafter.  

 

 
 
Other outcomes 

 Despite trialling of CCG-led patient reference 
groups and use of Healthwatch to promote 
patient surveys for the Trust’s Quality 
Strategy, there is more to do to reliably 
engage service users and the public in 
sharing their views on Trust services and 
informing plans. Reliance on virtual channels 
due to the pandemic has made this more 
challenging. 
 

1. Continued stakeholder 
management and engagement 
(SJ, on-going).  

2. Reinstate Joint Planning 
Seminar between Board and 
Governors for 2021/22 (WE, 
Quarter 4, 2021/22). 

3. Include public representatives in 
discussions to inform the 
development of the Quality 
Strategy (NS/WE, ongoing). 

4. Continue to work with 
commissioners and partners to 
provide forums for Trusts to 
engage with the wider public on 
plans and proposals (GC/NS – 
ongoing). 

5. Embed consideration of service 
user views and impacts in 
business cases (Execs – 
through business case approval 
process). 

6. Further develop the Patient 
Experience Forum to include 
patient and public 
representation starting through 
Governors (NS, on-going) 

Risks above board 
tolerance from COVID-19 
risk log 

 None. 
 

Metrics 

 No specific metrics (objective 
does not lend itself to hard 
measures 

Independent / semi-independent 

 Feedback from stakeholders, 
particularly the OSCs and 
Health and Wellbeing Boards 

 Feedback from stakeholders 
for Quality Accounts  

 NHSE/I ICP review of plans 

 Patient feedback through local 
surveys such as the 5x5 
survey 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 4 20 3 4 12 2 4 8 

Planned Trajectory (August 2020 to  – May 2022 by quarter) Commentary (including summary of actions needed and conditions to be met to meet the target) 

Month Score/ RAG Month Score/ RAG Stakeholder consultation and engagement, including discussions with commissioners and the OSC on Trust plans and Quality Accounts is generally 
supportive, and there are stronger ties to local commissioners and GPs. We have managed to maintain active engagement of Governors despite only being 
able to meet virtually hence the current risk score assumes a low likelihood of major impacts (best defined as disruption and delay to the implementation of 
restart plans). There is a need, following the previous waves of the pandemic, to improve engagement with patients and the public to inform future plans and 
priorities. The current risk score and trajectory were increased in June 2021, to reflect the pre-pandemic score for community and patient engagement and the 
lack of progress (due to the pandemic) in the interim. The target score challenges the Trust to implement improvement plans agreed with the Board in line 
with the ambition of moving on from a Good well-led rating. OFF TARGET BUT ON TRAJECTORY 

Aug-20 12 (3x4) Aug-21 12 (3x4) 

Nov-20 12 (3x4) Nov-21 12 (3x4) 

Feb-21 12 (3x4) Feb-22 8 (2x4) target 

May-21 12 (3x4) May-22 8 (2x4) target 

Lead: Sue Jacques           Committee: Board CQC Domain: Well-Led 

Previous report risk score 

AMBER– 12 (3x4) 
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OBJECTIVE 1: Provider Licence Compliance 

Linked Strategic Objectives: 

 None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources  of Assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
maintain adequate 
monitoring systems to ensure 
compliance with its Provider 
Licence, Particularly 
important systems are those 
relating to quality 
governance, financial 
stewardship, reporting and 
information and board 
governance. Related risks 
include failure to meet targets 
informing assessment within 
the five domains in the Single 
Oversight Framework; failure 
to maintain adequate Use of 
Resources and Incomplete / 
inaccurate performance 
reporting; 
 

 Systematic data collection and validation processes 
are in place, supported by independent assurance 
from Internal and External Audit and use of data kite-
marking 

 Information Services perform reasonableness and 
reconciliation checks on data collected and on 
performance reported against performance 
indicators. 

 Data Quality Policies are in Place. 

 Governance systems in place are kept under review 
by the Audit Committee and the Board, based on 
reports from the Senior Associate Director of 
Assurance and Compliance (SADAC), Internal Audit 
and third parties e.g. CQC and well-led reviewers 

 Financial planning and management systems are in 
place – validated by internal and external audit.  

 Actions from NHSI Bulletins are allocated to 
individual Executive Directors and monitored through 
to completion. This includes monitoring of adherence 
to deadlines for the provision of information 
requests. This process is largely managed through 
the national guidance dissemination process 
managed through Gold Command at present. 

 Reporting of Use of Resources Rating, and 
performance against control totals (including the 
Agency Cost Control Total) is through Finance 
Committee, and reporting on quality through IQAC 

 The Annual Certification process is based on 
evidence collated and reported through this BAF and 
further detailed commentary on assurances in place 
/ other evidence from the SADAC 

 A Board Development Programme and NED training 
register are in place.  

Management assurance 

 Validation checks on datasets by Information 
Services; 

 Monitoring of financial risk rating through monthly 
Board Finance Reports. 

 Review of sources of evidence and reporting to the 
Board prior to declarations required with the Annual 
Plan / accounts (by SADAC). This includes 
assessment of compliance with key Licence 
Conditions 
 

 
 

 Referral to treatment 
times (NHS 
Constitutional Target) 
have been impacted by 
the suspension of 
services in Wave 1. See 
Domain 1, Objective 6. 
It is a national rather 
than a local issue and, 
as such is therefore 
unlikely to impact 
NHSE/I’s view of the 
Trust’s compliance with 
its provider licence.  

 Similarly performance 
on A&E waiting times is 
seeing some 
deterioration due to high 
non-elective demand 
pressures, including 
increases in the number 
of Covid-19 positive 
inpatients.  
 
 
 

Gaps 

 None. 
 
Positive outcomes 

 Positive performance against the break-even 
expectation for financial performance in 2020/21 
and, effectively, in 2021/22 to date. 

 External well-led reviewer rated the Trust ‘Amber-
Green’ for 10 out of 10 Domains  

 CQC assessed the Trust as ‘Good’ for the Well-
Led Domain in their 2019 inspection. All ‘should 
do’ actions capable of implementation despite the 
pandemic, have since been implemented. 

 The Board reviewed sources of assurance and 
outcomes in support of the year end and June 
2021 self-certification statements and confirmed 
those statements (including arrangements in place 
to review and provide reasonable assurance of 
licence compliance). 

 Good (or better) assurance for the most recent 
Internal Audit reports on Risk Management, 
Covid-19 and Care Group Governance and good 
assurance from the Head of Internal Audit’s 
Annual Opinion for 2020/21. 

 The Annual Governance Statement for 2020/21, 
noted only one significant control weaknesses, 
with action plans almost complete. 

 NHSE/I are not flagging any substantial risks or 
concerns re CDDFT and notified the Trust that, 
having completed a performance review with the 
ICS, the Trust remained in Segment 2 under the 
Single Oversight Framework. 

 ‘Good’ rating for Use of Resources from most 
recent CQC inspection. 
 

 

1. Oversea the implementation 
of the remaining “should do” 
actions from the CQC 
inspection relating to the 
well-led domain (WE, on-
going). 

 

Risks beyond Board tolerance 
in risk register 

 No specific risks to the 
licence noted.  

Metrics 

 Monitoring and reporting of performance against NHSI 
key indicators and the NHS Constitution through the 
Integrated Performance Report. 

 

Independent / semi-independent 

 Internal audits of selected data indicators, finance and 
governance systems including risk management and 
follow up of CQCs well-led “should so” actions 

 External audit of financial accounts including the 
opinion on VFM arrangements. 

 External well-led reviews (CQC and previously, 
KPMG). 
 

 

Inherent risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 3 6 2 3 6 

 

 

 

 

 

 

 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG As this risk relates to on-going regulatory compliance and operational performance, the 
Board required the target position to be achieved and held for the year. NHSE/I are not 
flagging any risks or concerns regarding the Trust and have stipulated no mandated support’ 
providing evidence of mitigation to the target risk score. The Risk Mitigation Plan is designed 
to maintain risk within the target score.  

ON TARGET  

 

 

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

Lead: Warren Edge        Committee: Board 

Previous report risk score 

YELLOW - 6 (2x3) 
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OBJECTIVE 2: Fundamental care standards met 

Linked Strategic Objectives: 

 None per se – the objective is essential to the Trust meeting its core purpose of providing, safe, compassionate and effective, joined up care. 

Risks to objective Controls Sources of assurance Gaps in controls Assurance outcomes / gaps Risk mitigation plan 

Principal inherent risks: 

 The Trust may fail to 
adhere to CQC 
Fundamental 
Standards across the 
five domains (safe, 
effective, caring, 
responsive and well-
led); 

 The Trust may fail to 
meet standards for 
clinical care e.g. NICE 
guidelines. 
 

 Perfect Ward audits, aligned to CQC standards and in 
place every month, with results reported into the Integrated 
Quality and Assurance Committee (IQAC - for assurance, 
every month). 

 Processes are in place for the receipt and management of 
CQC enquiries and provision of appropriate assurances 
and information to CQC. 

 A formal policy and procedure are in place for receipt, 
evaluation and action of NICE guidelines and technology 
appraisals, CAS alerts and NCEPOD recommendations. 
Tracking and reporting of the position on NICE guidelines 
takes place with assurance to  IQAC and escalation to 
CEC  

 Actions agreed with CQC, changes in CQC Insights and 
CQC publications are tracked and reported to Executive 
Directors (through Committees) to IQAC and Board, and 
with commissioners through the Quality Assurance 
Committee. Learning from publications is shared with 
services to prompt completion of gap analyses and action 
planning.  

 The Integrated Performance Report, CDDFT Quality 
Insights and BAF are aligned to CQC Domains 

 Scanning of CQC website for relevant updates and 
publications and sharing with relevant managers for gap 
analysis and response.  

 Additional peer reviews and cross-site inspections are 
arranged to assess and monitor compliance with 
standards. Suspended for the period of the pandemic 
response. 

 There have been compensating controls for those 
elements of work stood down during the pandemic: 
executive and clinical leadership walk-arounds and 
updating on CQC actions to IQAC and the Board and 
use of gap analysis, evidence gathering and action 
tracking for priority areas e.g. Patient First, Infection 
Control and Maternity. 

Management assurance 

 Review of status of 
compliance with NICE, 
NCEPOD and NPSA alerts 
through IQAC. 

 Tracking of completion of 
must and should do actions 
from the most recent CQC 
inspection by the Assurance, 
Risk and Compliance Team.  

 Gap Analysis against CQC 
and related good practice – 
Patient First, Infection Control 
and Maternity – all reported to 
the Board, with subsequent 
updates 

 

 Whilst Care Group and Board 
Committees do cover CQC 
standards, consideration of 
implications for Fundamental 
Standards of Care needs to 
be more explicit in all settings. 

 Peer reviews have lapsed 
during the pandemic; 
however, the approach to 
obtaining assurance needs to 
be more agile (move away 
from set piece peer reviews) 
to align to CQC’s now more 
risk-based approach and 
Quality Statements 

 Need to further strengthen 
nursing and medical staffing 
in A&E and to finalise and 
embed the competency 
framework for nursing staff to 
work in the Paediatrics area in 
ED at DMH. 

 Need to review the 
environment for children 
attending both A&E 
departments, due to the 
impact of estates changes, 
which were necessary in 
response to the pandemic. 
  

 

Gaps 

 Committee structures alignment to CQC 
Fundamental Standards requires further 
definition and embedding. 

 A re-review of the position on the eight 
remaining Should Do actions is needed. 

 Assurance on embedding of changes from 
‘Must Do’ actions – through audits is still 
required. 
 

Positive outcomes 

 Tendable “Perfect Ward” scores green for all 
domains, with scores RAG-rated green over the 
last 12 months.  

 Current good CQC ratings for effective, well-led 
(Trust level), Caring and Responsiveness  

 All Must Do Actions from the last inspection are 
complete, subject to further (on-going) 
strengthening of medical staffing in A&E at 
Durham and of rotas and mitigations to meet 
the RCPCH standards more fully. 

 Some 15 of 23 ‘Should Do actions have also 
been confirmed as fully complete.  The 
remainder are being implemented through 
ongoing developments to governance and 
management processes following the 
pandemic. 

 CQC have advised that the Trust is not flagging 
significant risk in recent engagement meetings.  

Other outcomes 

 The Safe Domain is still rated requires 
improvement by CQC – covered by Must Do 
actions relating to pain assessment, syringe 
driver training and A&E Department staffing. 
See above re the current position and further 
work planned.  

 

1. Ensure Committee agendas provide sufficient, 
timely coverage and assurance of all CQC 
Fundamental Standards of Care (WE, NS, 
ongoing). 

2. Oversee the implementation of residual elements 
of the CQC Inspection Action Plan in particular the 
competency framework for nurses to work in the 
children’s area of A&E at DMH (WE/ NS – 
ongoing). 

3. Review the position of the remaining ‘Should Do’ 
actions from the last inspection (WE, March 
2022). 

4. Maintain focus on actions (international and 
specialist agency recruitment, and development of 
specialist nursing roles), together with the roll out 
of SDEC and retention of front of house multi-
speciality assessment to address medical staffing 
shortfalls against Royal College recommendations 
in A&E Departments (JC,MS – ongoing). 

5. Update the Trust’s self-assessments of 
compliance with Fundamental Care Standards, 
using Transitional KLOEs (WE, May 2022) 

6. Develop a more agile risk-based approach to 
carrying out targeted peer review for assurance (in 
line with the shift in CQC’s own approach) (WE – 
April 2022). 

7. Facilitate Board assessment of next steps 
required to move on from ‘Good’ for well-led (WE 
– March 2022). 

8. Complete audits to check actions from the last 
inspection have led to changes that are 
embedded (syringe drivers, oxygen prescriptions 
and pain assessments) – WE, April 2022. 

9. Review of A&E waiting areas for children at both 
sites (WE, NS – March 2022).  

Risks beyond Board 
tolerance in risk register 
See Section 3 for relevant 
amber and red-rated risks 
 

 

Metrics 

 CDDFT Quality Insights 
Metrics (all aligned to CQC 
Domains and key lines of 
enquiry) 

 Board Performance Reports – 
metrics aligned to CQC 
Domains 
 

Independent / semi-independent 

 Perfect Ward, Ward  and 
Community audits 

 Tracking, reporting and follow 
through of actions from NICE 
and alerts through IQAC 
 

 

Residual risk level Current risk level Target risk position 

Likelihood Impact Score Likelihood Impact Score Likelihood Impact Score 

4 5 20 2 3 6 2 3 6 

 

 

 

 

 

 

 

Planned Trajectory (August 2020 to May 2022 – by quarter) Commentary (including summary of actions and conditions needed to meet the target) 

Month Score/ RAG Month Score/ RAG 

The Risk Mitigation Plan is designed to maintain the risk score in line with the target. The Trust is 
rated good overall, for both acute hospitals and for community services, and for all but one service. 
The key focus remains on sustaining improvements made as a result of the implementation of actions 
from the last inspection (including consolidating actions re medical staffing and RCPCH standards in 
A&E), and identifying and rolling out actions to address the Board’s priorities for consolidating and 
further improving on our Good rating. This will include addressing remaining issues in the ‘Safe’ 
domain and other priorities in the ‘Well-Led Domain’. The peer review / independent assurance 
required to underpin our CQC regime also needs review.  

ON TARGET  

Aug-20 6 (2x3, target) Aug-21 6 (2x3, target) 

Nov-20 6 (2x3, target) Nov-21 6 (2x3, target) 

Feb-21 6 (2x3, target) Feb-22 6 (2x3, target) 

May-21 6 (2x3, target) May-22 6 (2x3, target) 

Lead: Warren Edge / Noel Scanlon       Committee: IQAC 

Previous report risk score 

YELLOW – 6 (2x3) 
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Section 3 – Key Operational Risks from Risk Registers 

Number Risk Care Group 
/ Directorate 

Current 
Score 

S L Actions / Update 

2438 Because of vacancies and long-term sickness within the Nutrition and 
Dietetics Service, in the community, the service is not able to meet patient 
demand resulting in increases in backlogs for routine appointments, 
increased in waiting times and pressure on the staff who are at work.  

CDD 
Community 
Services 

20 4 5 There is an agreement for a jointly funded role between CDDFT and TEWV dietetics to support paediatric patients with 
new or emerging eating disorders; however this has proved challenging to fill. The Referral to treatment times have 
been published and shared with referrers including revised criteria for referrals and additional signposting to alternative 
first line advice. Targeted recruitment activity is taking place, and a Smartphone application is to be used to facilitate 
virtual consultations. Patient-initiated follow up is in place for one clinical diagnosis.  

2467 There is a risk of delayed clinical plan / treatment for medical admissions 
waiting in ED and AMU overnight. There is no senior review after 22:00 
until the next morning and patients are unable to be transferred to base 
wards without this review.  The impact on AMU beds has a direct impact on 
ED waiting times. 

Integrated 
Medical 
Specialties 

20 5 4 The Work As One initiative is designed to look at blockages in flow and review options, including where there are 
delays in accessing senior decision-making. IMS are viewing medical staffing options to address this risk, which has 
only recently been added to the risk register. 

2474 Lack of funded cardiac CT capacity to deal with increasing demand and a 
new patient backlog of over 100 patient waiting in excess of 4 months for a 
definitive diagnosis of coronary artery disease. 

Integrated 
Medical 
Specialties 

20 5 4 IMS have been asked to escalate this risk to the Senior Leadership Team as it requires the prioritisation of CT 
resource within the Trust.  The risk has only recently been added to the risk register and will be reviewed in detail in 
the next planned Executive Directors' review (February) including validating the scoring. There are, however, backlogs 
in patients waiting for CT.  

2345 The limited number of side rooms in the Trust results in a lack of isolation 
capacity for patients needing NIV, with infections or aerosol generating 
procedures  

Nursing 
Directorate 

20 4 5 There is a shortage of side rooms, hence protocols are in place for Patient Flow to follow – with escalation to senior 
management and Infection Control – with respect to the allocation and prioritisation of side rooms for NIV and Aerosol-
Generating Procedures (AGPs). Every bed meeting considers the availability of side rooms for NIV and the action to 
be taken should there be a risk. The Trust’s estate constrains its ability to develop a substantial number of additional 
side rooms without reducing the overall bed base which is often fully utilised. The Medical Director is leading 
discussions to develop plans for the implementation of an acute respiratory unit, including additional side rooms at 
Durham. 

2314 Staff Expose Sensitive Electronic Data by Mistake as a result of 
Inadequate Cyber Security Training.  (The Trust Board acknowledged that 
this type of risk remains high for the Trust not because the Cyber training is 
inadequate but rather because human error will always be a factor.) 

Nursing 
Directorate 
(Health 
Informatics) 

20 4 5 The Trust's Data Security and Protection Officer is concerned that the national training package has not kept pace with 
cyber-security threats and is lobbying, national, for additional training content. In the interim, internal communications 
are used to raise awareness of particular threats. The Trust ensures that the mandatory DSP training target is 
completed annually and staff are considered to have high levels of awareness of the risk of disclosure of sensitive data 
generally. The risk score has been challenged previously by Executive Directors (as it implies a certainty of an issue 
with a major impact, contrary to the Trust's experience) and the team agree that, with current mitigations in place it 
should have a current risk score of 12; however, they are concerned that a change in the risk score would be 
challenged under the national Unified Cyber Security Risk Framework. This needs discussion at the next review with 
Executive Directors scheduled for February. 

2383 Risk that patient safety may be compromised due to insufficient capacity to 
be able to manage against the NHS constitutional standards on referral to 
treatment times (as a result of suspension of services in Wave 1 of the 
pandemic), patients cancelling and deferring operations during each wave, 
and the pausing of some routine operations to allow the Trust's ITUs to be 
escalated in January and February 2021 (all in keeping with the national 
and regional picture).  

Surgery 20 4 5 Please see Domain 1 of the BAF, Objective 6. Mitigations are in place as part of the Elective Recovery Programme 
and reductions in waiting lists have been seen. However, there remains risk as a result of non-elective pressures and 
the potential for further Covid-19 waves.  

2437 There is a risk of delay in treatment of chemotherapy patients attending 
from Sunderland CCG GPs. This is due to bloods taken by the local GPs 
not being processed by CCDFT. Instead the Trust's Pharmacy Aseptic 
Team must contact the GP by phone to access the blood test results. This 
results in delay in accessing the result and also a risk of recording error 
which could result in incorrect dosing of chemotherapy.  

Clinical 
Specialist 
Services 

16 4 4 Work is underway to source Sunquest ICE software licenses / access to enable the team to access blood results.  At 
the last Executive Directors' review, the care group agreed to reduce the risk score. Whilst there is a reliance on 
telephone and paper-based systems, results are proactively chased and double-checked and the likelihood of an 
incident arising resulting in severe harm is overstated. 

2477 There is a risk that the access and security of the Trust's Mortuary and 
body stores is non-compliant with HTA guidance and the standards now 
required as per NHSE/I's letter from October 2021. Following a nationally 
publicised incident at another NHS trust, all Trust have been required to 
declare compliance with HTA guidance.  

Clinical 
Specialist 
Services 

16 4 4 The mortuary management team is now planning improvements, including CCTV and card-token access. DMH has 
much of the equipment in place but other sites require additional resource and improvements in auditing. Audits of 
community sites are being undertaken to identify and put in place remedial actions for the body stores on those sites. 
The risk is relatively new, recognising learning from the recent national case, and actions are still in progress. 
However, once in place the risk score will reduce significantly.  

2172 The UHND mortuary facilities are not at the standard required, potentially 
impacting upon the Trust's licence with the Human Tissue Authority and 
service resilience 

Clinical 
Specialist 
Services  

16 4 4 A business case for a significant re-build is in development. The building works are included in the capital plan for 
2022/23 (subject to confirmation of the Trust's CDEL) and initial works may be funded and completed in the current 
financial year.  
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Number Risk Care Group 
/ Directorate 

Current 
Score 

S L Actions / Update 

2110 Due to a lack of available clinical assessment rooms in ED, UHND there is 
an inability to identify and assess patients, especially those who are 
critically ill, in a timely fashion.  This is compounded by 'exit block', whereby 
patients are waiting in ED for admission for long periods of time. 

Integrated 
Medical 
Specialties 

16 4 4 The risk of exit block has been well managed as a result of improved ways of working introduced following the Covid-
19 response at UHND, and the major projects programme includes initiatives relating to same day emergency care, 
A&E staffing and elderly care to consolidate these gains. Rapid testing equipment and lateral flow tests are used for 
decision-making to expedite flow out of the department. The Emergency Department System Delivery Group continues 
to oversee the implementation of a number of actions to improve flow within the A&E Departments and out of those 
departments, to reduce exit block.  Demand pressures on the A&E department do, however, create exit block and 
patient flow pressures, resulting in long waits in A&E, at times.  The Trust's bid for a larger Emergency Care Centre at 
UHND is supported by the ICS and has been submitted nationally, and the expansion of the footprint for SDEC at 
UHND, allowing more patients to be seen outwith A&E, will help to mitigate some risk in the shorter-term. 

2468 Medical capacity and flow in ED remains insufficient to meet demand 
resulting in multiple 12 hour breaches in both EDs 

Integrated 
Medical 
Specialties 

16 4 4 See above with respect to exit block. Executive Directors sanctioned the recruitment of additional consultant and 
middle grade doctors (on a locum basis, in the short-term) at UHND and nursing roles, to support medical staff, 
continue to be developed. The Medical Director is providing support to efforts to recruit medical staff from the funding 
available.  

2480 There is a risk of reduced elective capacity in Respiratory Services due to 
site pressures. This could result in increased waiting times for new patients 
(in excess of over 6 month), increased backlog for planned patient reviews, 
Performance monitoring (waiting lists). 

Integrated 
Medical 
Specialties 

16 4 4 Additional clinics are being run, and there is close monitoring of waiting lists is being undertaken. It is hoped that, if the 
Omicron wave dissipates in the next few weeks (following trends in the community) the diversion of specialty nursing 
staff to support acute respiratory services will be a short-term measure only. 

2429 There is a risk to the Trust Infrastructure from exploited vulnerabilities as a 
result of continuing to run the WinPath Pathology system. This system 
depends on legacy protocols to be enabled across the network, which puts 
other systems at risk. 

Nursing 
Directorate 

16 4 4 A regular patching regime is in place for all servers and workstations. Options are currently being worked through. This 
risk is similar to the risks involving vulnerabilities in other legacy systems below. 

1983 There is potential for interruptions to endoscopic procedures due to the 
inability to decontaminate equipment between cases due to 
decontamination units reaching the end of their functioning life span.  The 
equipment on all sites have been reported as breaking down more 
frequently, this could significantly impact on 2 week referral pathways. Risk 
is further compounded due to change in decontamination regulations which 
our current footprint does not support.   

Surgery 16 4 4 A business case has been developed to centralise the service and the service model for endoscopy, which is expected 
to be submitted to Executive Directors shortly. Work will commence, on the Authorised Engineer’s recommendation 
early in 2022 and sources of funding have been identified and utilised. In the short-term equipment can be transferred 
between trust sites; however, a significant breakdown could result in a need for third party support which is currently 
being explored. New scopes are also being purchased.  

2283 There is an increased risk of theatre cancellations due to the inability to 
staff all lists due to ongoing recruitment, retention and sickness issues 

Surgery 16 4 4 A skill mix review is being undertaken and new workforce model is being introduced. Interim measures involving 
provision of staff from a private provider and weekend sessions are also being put in place. Recruitment exercises are 
being undertaken.  

2444 There is a risk to elective and emergency operating due to due to slow 
return of items from UHND CSSD following processing. Investigation by 
Theatre teams (lead by Theatre Matron) found on approx. 150 trays waiting 
to be processed which was a backlog of 6 days' worth of work. Additional 
'missing' kit and trays were located in an 'Out of Date' cape. The backlog 
failed to be escalated appropriately.  

Surgery 16 4 4 The Executive Director of Operations has chaired a Task and Finish Group to oversee interim mitigations and longer-
term actions to strengthen resilience and performance with respect to CSSD. A third party provider was engaged to 
support processing of backlogs and some routine processing until the Trust’s CSSD is able to resiliently meet Trust 
needs. Both the Director of Operations and SCL have recently reported to the Board significant improvements in 
processing times, staffing and morale in CSSD, validated by increased confidence from Theatres staff. The ADO for 
Surgery has confirmed to Executive Directors that the risk is to be reviewed and downgraded. 

2084 There is a risk that failure of the cold water booster will fail resulting in a 
lack of water supply to the main hospital. The booster pumps to the main 
site cold storage tanks are located below ground level and the location 
could be liable to flooding. 

CDD 
Services 
(SCL) 

15 5 3 The works to commence the water tanks at DMH are to commence shortly and complete in 2022. Capital funding has 
been allocated and a contractor engaged. 

2420 There is a risk that staff could remove medicines with the potential for 
diversion or abuse for their own use due to inappropriate storage. Although 
the majority are stored in controlled drugs cupboards with register records, 
some are used widely and stored with other medicines on wards and in 
clinics. Audits are in place but incidents remain. 

Clinical 
Specialist 
Services 

15 3 5 An electronic drug storage system is being costed for implementation at all eight sites. Meanwhile, regular, 
independent audits are being arranged.  

2217 Risk of exceeding the NHS MRSA Bacteraemia annual upper threshold for 
2021/22 

Nursing 
Directorate 

15 3 5 Action plans have been developed, alongside the Infection Control Annual Work Plan. There have been four cases in 
the year, exceeding the zero tolerance. See Domain 1, Objective 2. Further sessions are to be arranged with the 
Infection Control team to improve the analysis of risk - the risk is not (of itself) the breaching of a national threshold, 
but the potential for avoidable infections leading to patient harm, which needs to be assessed differently (the likelihood 
of breaching the threshold may be 5 i.e. certain) but the likelihood of harmful and avoidable infections will not be the 
same. 

2453 There is a risk of exceeding the Trust's threshold for Gram Negative 
Bloodstream Infections (GNBIs). Thresholds are received after the start of 
the year (August) and has received thresholds for Pseudomonas / 
Klebsiella and E-coli for the first time. 

Nursing 
Directorate 

15 3 5 Investigations are conducted for each infection with Microbiology support to identify a source. Themes and trends for 
these infections are monitored and shared. These are also fed into the Annual Infection Control programme to ensure 
that each risk is mitigated. See above on the further work to be carried out with the Infection Control team.  
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Number Risk Care Group 
/ Directorate 

Current 
Score 

S L Actions / Update 

2315 The Patient Administration System could be compromised due to 
application or configuration vulnerabilities, related to the age of the system 
which is due for replacement. 

Nursing 
Directorate 
(Health 
Informatics) 

15 5 3 Whilst there are monitoring controls in place and controls at the network level which mitigate some of the risk, together 
with incident response plans, due to the age of the systems the vulnerabilities in the systems cannot be fully mitigated, 
leaving a potential risk exposure. Short-term mitigation is through the monitoring and network-level controls. The 
Electronic Patient Record system will provide the longer-term solution to this risk. 

2316 The existing patient record system could be compromised due to 
application or configuration vulnerabilities, related to the age of the system 
which is due for replacement. 

Nursing 
Directorate 
(Health 
Informatics) 

15 5 3 As 2315 above. 

2384 Risk that patient safety may be compromised due to insufficient capacity to 
be able to manage against agreed standards for outpatient appointments 

Surgery 15 3 5 There is a clinical review of all outpatient waiting lists with an RTT meeting in place to review outpatient waiting lists 
allocation. Outpatient clinics are now available at Sedgefield and there is ongoing work to fit available space and other 
options (video and telephone appointments) around the needs of patients. This can, however, be challenging, 
depending on where the patient lives and their access to sites offered. 

2200 SCL might be unable to demonstrate it operates as a stand-alone entity on 
an arm's length basis and that the contract has commercial substance, if its 
relationship with the Trust is deemed to result in undue influence on SCL's 
decision-making 

CDD 
Services 
(SCL) 

12 4 3 The Trust and SCL are working through updates to contractual documentation with respect to pricing, contract 
management and administration, designed to provide robust evidence of the arms-length commercial relationship and 
action plans are being worked through to completion. 

2116 New methods introduced in the Lab, ACU, BAH, has increased the length 
of time to test per patient resulting in a waiting list over 12 weeks.  This will 
have an impact on the operation of the Assisted Conception Unit as there 
is currently only one member of staff supporting the service. It is also 
impacting targets in Obstetrics & Gynaecology. 

Clinical 
Specialist 
Services 

12 3 4 Proposals to develop a long-term plan are to be taken for discussion at Senior Care Group level. The plan will consider 
longer-term service with Gynaecology and Pathology, including assessing capacity and equipment needed for clinic 
and GP services.  

2442 There is a risk that blood bank fridges will fail due to issues with raised 
temperatures across 3 sites (UHND, DMH & BAH) resulting in the service 
not being able to store blood, and Pathology tests on specimens needing to 
be undertaken outside of safe ranges also impacting on the provision of 
flying squad/emergency blood onsite and increasing the risk of potentially 
inaccurate reporting of pathology tests. There is also a potential impact on 
compliance with regulatory accreditations. 

Clinical 
Specialist 
Services 

12 4 3 Work is taking place with Estates to identify short and longer-term mitigations, including assessing the feasibility of 
putting air conditioning units into the laboratory at Bishop Auckland. Funding has been identified to support this work 
but will need to be prioritised. 

2451 There is a risk that in the event of a failure of the EMIS Ascribe server, 
Health Informatics will be unable to currently re-install the "stand alone" 
Pharmacy EMIS Ascribe software on terminals at UHND and DMH. This 
will result in Pharmacy at DMH reverting to second line business continuity 
process (manual production of labels via MS Word).  

Clinical 
Specialist 
Services 

12 4 3 Health Informatics and EMIS (the supplier) are carrying out work to re-establish standalone terminals 

2458 There has been an increased number of errors observed with “IH1000” 
instruments in Blood Transfusion. This is leading to delays to transfusions 
with un-cross-matched emergency issued blood being offered as an 
alternative. Samples with associated errors are re-run which extends the 
period patients wait for cross-matched blood products. This is affecting 
both DMH and UHND Transfusion departments. The highest risk is around 
patients who are bleeding that need cross-matched blood. Un-cross-
matched units are offered as an alternative. Clinicians are being asked to 
wait longer for cross-matched units in scenarios where the initial sample 
has failed on the analyser. This has the potential to lead to delays in patient 
flow through the hospital/patient pathway. 

Clinical 
Specialist 
Services 

12 3 4 The increase in error rate is under investigation internally and with the supplier. In the interim, clinicians are offered un-
cross-matched blood as an alternative if they are not able to wait for a further sample. 

2439 There is a risk that demand caused by the potential increase in paediatric 
respiratory viral infections (RSV), cannot be sufficiently met due to 
insufficient staffing. The PHE modelling has listed three possible scenarios 
with an increase in respiratory infections of 20% to 50% considered the 
most likely scenario based on experience elsewhere in the world.  
Specialised Commissioning has required Trust to bring forward their 
standard annual winter surge planning processes and develop and agree 
integrated regional and supra regional surge plans that will support the 
increased capacity (beds, workforce and consumables).  

Family 
Health 

12 4 3 An RSV Surge Plan is in place covering the beds, equipment and consumables required. Additional staff were 
recruited at risk with support from Executive Directors. 
 
A staff redeployment plan has been developed to sit alongside the RSV Surge Plan. Systems are in place to monitor 
RSV activity daily and identify when trigger points are reached instigating actions. There is ongoing communication 
with key stakeholders to include Specialised Commissioning, Commissioners and Regional Networks. An increase in 
respiratory infections to date has been observed, but not of the order predicted for planning purposes. 

2440 There is a risk that patient safety is compromised due to shortages of 
midwifery staff on acute and community rotas due to long term sickness 
absence, maternity leave and vacancies. Covid-19 restrictions have 
increased the pressure with the need for longer maternity leave. This is 
leading to a number of incident forms being submitted relating to rota gaps 
on Labour Ward and Antenatal/Postnatal Wards and increasing number of 

Family 
Health 

12 3 4 A Midwifery graduates have been interviewed and offered posts (9wte) with some vacancies remaining.  Long term 
sickness absence is being reviewed monthly in line with Trust policy. New processes were put in place for senior care 
group staff to monitor safe staffing in conjunction with labour ward staff and to escalate concerns to Executive 
Directors where necessary. The roll out of the Continuity of Carer programme was paused to allow plans to be put in 
place to balance the need for further progress with the need to maintain safe staffing for the labour wards. 
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internal maternity diverts being put in place. However the risk is 
compounded as all Trusts are experience similar pressures. 

2455 There is a risk that the waiting list for Paediatric sedation MRIs cannot be 
reduced due to lack of capacity.  Pre COVID-19 the waiting list was approx. 
30 cases with a 3 month wait. Following the pandemic this has increased to 
approx. 80 cases with a wait of just over 12 months.  

Family 
Health 

12 3 4 Consultants are undergoing regular triage of their caseload. A request has been submitted for a waiting list initiative at 
a cost of £20k to undertake 8 additional days to reduce the waiting list back to pre covid levels. 

2454 Measures taken to ensure purity of the water supply at DMH have, within 
Maternity, Gynaecology and Neonatal Services resulted in a drop in water 
pressure rendering patient showers unusable. In addition, the birthing pool 
is not currently available.  

Family 
Health & 
Nursing 

12 4 3 Works to increase the water pressure on the sixth floor have recently completed and showers are now in use on that 
floor. The risk can therefore be closed. 

2382 Due to the 2m social distancing rule the Emergency Department can 
become over-crowded (UHND) 

Integrated 
Medical 
Specialties 

12 4 3 Lateral flow and rapid testing is in place to expedite flow out of A&E. All patients have been asked to wear face masks 
unless they cannot tolerate them. Waiting rooms have been marked and additional space used where available. Staff 
monitor the waiting areas and social distancing but cannot do as easily when they are busy. Additional security staff 
are in place in both A&E Departments which helps to manage spacing and flow the waiting rooms and reception areas. 

2466 Shortage of nursing and medical staffing to accommodate the resilience 
and surge beds for medical patients 

Integrated 
Medical 
Specialties 

12 3 4 Regular review of vacancies with an improving picture in some areas. DMH Ward 33 is now fully open with 25 beds 
with regular review of staffing.   Still some areas with significant vacancies on UHND site , recruitment continues and 
appointment of international nurses 

2199 There is a risk that there is a lack of resource within the Care Groups to 
work through implementation of HealthRoster (activity management 
module) and keep the system live. The system give provides the ability to 
see all activity and unavailability of senior medical staff ensuring that 
clinical commitments are covered adequately. Also the ability to monitor 
outputs compared to job plans in terms of programmed activities. Obs & 
Gynae is the first speciality in the roll out of HealthRoster across all medical 
specialties. 

Medical 
Directorate 

12 3 4 A paper has been presented to Gold Command. A medical systems management - development and implementation / 
road map is being developed. 

2273 The Junior Doctor Contract 2016 was been revised for August 2019 and 
there are a number of new developments in the contract which all trusts 
have to deliver.  There is a timeline for the implementation of these over 
the next year, with a number of changes, including working not less than 
1:3 weekends for all doctors in training for December 2019.  All rotas have 
been changed, with the exception of A&E at UHND and DMH. 

Medical 
Directorate 

12 4 3 Staff working outwith the contract have agreed waivers. Executive Directors have asked the specialty to review its 
current staffing model and rotas to balance out reliance on junior doctors with other staff, enabling a realistic 
recruitment plan to be put in place. Some changes have been made to support 1:3 rotas, for August 2021. A business 
case has been developed to support changes to the staffing model needed to ease the rotas, which is shortly to be 
submitted to the Directors Investment Scrutiny Committee for approval.   

2325 There is a risk that senior medial staff annual leave is inconsistently given 
due Employee Online and ESR both holding annual leave entitlement. This 
could result in both excessive or not enough annual leave being taken, 
which could impact staffing levels particularly at the year end. This has 
been highlighted more recently by the option to sell back annual leave 
during the pandemic and the additional CQC day being granted. 

Medical 
Directorate 

12 3 4 The Annual Leave (AL) policy is being reviewed and some functionality in healthroster is being assessed to ensure AL 
can be recorded accurately.  

937 Experience of falls causing harm in 2020/21 suggests a heightened risk of 
further avoidable falls 

Nursing 
Directorate 

12 4 3 All stakeholders have been involved in the development of the 2021 Falls Strategy. New ways of working have begun 
to be implemented from April 2021. Ward based support has recommenced with a new falls team coming into place. 
IQAC has reviewed the new rapid review process in place for falls resulting a fractured neck of femur or subdural 
haematoma, which is providing benefits in respect of earlier and, sometimes, more complete learning.  

2350 Legacy IT systems may pose a risk to the rest of the ICT infrastructure 
from exploited vulnerabilities as long as it remains in operation. 

Nursing 
Directorate 

12 4 3 Work has taken place to identify and remove legacy devices. Remaining devices are reported to the SIRO and 
Caldicott Guardian, risk assessments documented and agreed, and actions managed through a Task and Finish 
Group.  

2378 External factors, initiatives and requirements may conflict with the Trust's 
Health Informatics Strategy and require the Trust to adapt its Health 
Informatics Strategy to support these requirements. 

Nursing 
Directorate 

12 3 4 There is ongoing engagement with ICS digital groups and further engagement with both ICPs to understand their 
direction and priorities to minimise impact of any required change. 

2479 There is a risk that Health Informatics are unable to provide the expected 
service provision due to resource issues and inability to recruit to vacant 
posts. 

Nursing 
Directorate 

12 3 4 Programme delivery impact assessment is being carried out and work prioritised. Staffing review to be undertaken and 
benchmarked across the region. 
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2126 There is a risk that patients referred for breast cancer services may wait 
longer than the NHS Constitution two week (2ww) referral target. This is 
due to increased high volume 2ww referrals. This then also has an impact 
on 31 and 62 day targets access position risk. 

Surgery 12 4 3 This remains the case. Performance is reviewed weekly by the Senior Leadership Team. The service is working up a 
business case for additional resource (nurse specialist and specialty doctor) to be sustainable in the longer-term. 
Alongside this, however, the regional cancer alliance is conducting a review of access for all tumour groups across the 
patch and developing options to optimise the use of region-wide capacity, which may provide a longer term solution. 
Generally the service is sustainable but performance dips during periods of annual leave because of dependence on a 
small number of individuals. Collaborative arrangements are in place for a neighbouring trust to provide support to the 
service allowing patients to continue to access the service on the Trust’s own sites. 

2463 There is a risk that Medical Photography department is unable to provide 
the required service. This is due to resource issues and additional demand 
with extra Plastics (and Dermatology) clinics established off site post 
pandemic where medical photography has not been required before. The 
average number of patients has increased from 580 per month to 819 per 
month. 

Surgery 12 4 3 Additional overtime is being offered to Medical Photography staff to ensure urgent work is completed on time. A joint 
paper between Dermatology/Plastics and Medical Photography is to be submitted to both Care Group Triumvirates. 

2359 There is a risk that compliance with national guidance is reduced which 
may have an impact on related services and safety engineering 
infrastructure across related disciplines and sites. 

  12 4 3 Formal records of derogations are being documented and these are to be monitored formally by designated 
Committees. Once these arrangements are fully in place, SCL have advised that the risk score can be reduced. 

2481 Bed lift refurbishment at CLS Hospital could cause delays to the transfer of 
deceased patients and impact on patient flow. 

CDD 
Community 
Services 

10 2 5 Controls were identified to partially mitigate this short-term risk, including triage of suitable patients and provision of a 
specialist stretcher (which is usual for the ambulance services in situations where lifts are out of order).  

2393, 
2394, 2395 

There is a risk that there will be short term loss of power to medical 
equipment monitoring vital signs or monitoring life support due to there 
being no Isolated Power supplies (IPS)  supported by Uninterruptable 
power supplies (UPS) in ITU2, SCBU and Ward 21, Paediatric Intensive 
care unit at DMH. 

CDD 
Services 

10 5 2 The areas need to be decanted for works to be done. However the high risk nature of each of the areas means they 
are difficult to decant. Generator supply is available within 15 seconds which helps to minimise the risk. Monitoring and 
inspection the systems is well-established, and follows the advice of the Authorised Engineer. SCL will escalate the 
priority of planned works as necessary should the results of inspections suggest a need to do so.  

2475 The current generators serving as power supply back up at DMH are near 
capacity. In the event of a power failure there is insufficient back up power 
to meet demand. This constraint impacts on the ability for future 
expansions in infrastructure e.g. Endoscopy Decontamination 

CDD 
Services 

10 5 2 There is constant monitoring of the site load to review peak times. There is a short term mitigation plan in place to 
switch off non urgent demand such as Memorial Hall, Hollies, WH Smiths, Café Quick. However, a more granular 
detailed plan is required and will be prepared by QEF. A business case is being developed for an additional generator. 

2392, 
2393,2394, 
2395 

Isolated Power supplies (IPS) at ED, SCBU ITU2 at DMH are not all 
supported by Uninterruptable power supplies (UPS). Some areas have 
neither IPS or UPS 

CDD 
Services 
(SCL) 

10 2 5 This risk is being addressed through the Trust Resilience Forum, and through specific risk assessments and reviews 
of continuity plans for each area. 

2416 There is a risk of lack of trained technical staff to maintain Medical Devices 
due to retirement and leavers. 

CDD 
Services 
(SCL) 

9 3 3 Replacement specialist maintenance contracts, where gaps are evident, are being pre planned and a workforce review 
undertaken.  Staff recruitment is underway. 

2374, 
2386, 
2387, 
2388, 
2389, 2390 

There is a potential risk to patient safety from medical gases system and 
pipework in SCBU & ED at DMH, ITU2 that does not meet current HTM 
standards. 

CDD 
Services / 
Family 
Health 

9 3 3 Annual quality control checks have reported no issues on gas quality. Funding is being allocated on risk priority and 
the response to the risk is being overseen by the authorising engineer for medical gas and the Medical Gases 
Committee.  

2367 There is a risk that Windows 7 Software installed/embedded on a number 
of devices across Radiology and Medical Physics will not be replaced in a 
timely manner due to REPP timelines.  

Clinical 
Specialist 
Services 

9 3 3 Individual items have been identified and risk assessed separately with actions identified for each area, with bespoke 
action plans and visibility to the SIRO and Caldicott Guardian.  

2032 Isolated Power supplies (IPS) at UHND & BAH are not all supported by 
Uninterruptable power supplies (UPS). Some areas have neither IPS or 
UPS 

Estates - 
Trust 

9 3 3 This risk is being addressed through the Trust Resilience Forum, and through specific risk assessments and reviews 
of continuity plans for each area. 

2432 There is a risk that a supplier's accreditation or certification may lapse 
during the contract term because we have not yet embedded the process 
for revalidation of supplier accreditations and certifications. The 
confidentiality and integrity of the Trust Group systems and data may be 
compromised as a result of accreditations /certifications having lapsed. 

Estates - 
Trust 

9 3 3 A new Contract Management Policy has been developed and is being promoted to all contract managers to ensure 
they are aware of their responsibilities in relation to annual revalidation. This will continue to be fully embedded across 
the Trust. 

2364 There is a risk that there will be insufficient Sonographers for the demand 
within the Maternity Service due to leavers, retirement and sickness 
absence. 

Family 
Health 

9 3 3 A multidisciplinary task and finish group has been established to review demand and capacity within Obstetric 
Ultrasound Services and make recommendations. Currently four Trainee Obstetric Ultra-sonographers have been 
identified and have commenced the training programme. 

2365 Insufficient nurses to provide the national guidance ratio of 1:4 on 
Paediatric Inpatient Wards.  UHND currently is 1:6. And DMH are 1:4. 

Family 
Health 

9 3 3 A proposal for increasing paediatric nursing establishments was received and supported by Executive Directors 
subject to further agreement on the optimum use of available funding sources. 
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2366 There is a risk that the care required for specific paediatric patients with 
mental health needs will be insufficient. There is an increased demand 
from patients with complex needs requiring treatment in acute paediatric 
settings.  

Family 
Health 

9 3 3 An Alliance Board has been established and service-level agreements, including protocols for care plans tailored to 
individual needs are in place. Training and education in the actions needed to manage risks associated with mental 
health conditions is to be secured from our mental health provider, for our staff. 

2373 There is a risk that the delay in treatment for some Gynaecology patients 
with the potential impact on Paediatrics also, now exceeding 52 week waits 
due to the Covid-19 pandemic.  

Family 
Health 

9 3 3 Weekly review of patients waiting over 52 weeks by the Service Manager and Service Lead has seen reductions in the 
waiting list. The Family Health Care Group Governance meeting receives monthly reports to monitor position.  

2376 The Neonatal Units on both DMH and UHND sites do not meet the national 
standards for nurse staffing levels for each category of neonatal care. 

Family 
Health 

9 3 3 A proposal for increasing paediatric nursing establishments was received and supported by Executive Directors 
subject to further agreement on the optimum use of available funding sources. 

2410 Risk of Contraceptive and Sexual Health System (CASH) specimen results 
being recorded incorrectly due to the lack of automated upload of test 
results in the national “Inform” system from laboratory systems.  

Family 
Health 

9 3 3 A project team has been established to develop a formal project plan to oversee the implementation of automation for 
Serology and Microbiology test results.  This work does, however, need to be prioritised against other demands on 
Health Informatics resources, in particular the EPR programme. 

2425 There is a risk that the Paediatric Outpatient Service, which operates 
across five sites, is unable to ensure a Registered Children's Nurse 
available at all times within a Paediatric Outpatient setting to assist, 
supervise, support and chaperone children as required by the Royal 
College of Nursing (2013) standards.  

Family 
Health 

9 3 3 A proposal for increasing paediatric nursing establishments was received and supported by Executive Directors 
subject to further agreement on the optimum use of available funding sources. 

2428 Following the PHE Cervical Screening QA visit in December 2020 it was 
identified that histopathology turnaround times do not meet key 
performance indicators set by the Royal College of Pathologists. 

Family 
Health 

9 3 3 Joint meetings between Colposcopy Services and Pathology are being planned to ensure that turnaround times are 
kept under review. Pathology Services have escalation plans in place which include outsourcing relevant work to a 
commercial company on a daily basis rather than batching of samples which can create backlogs. A proactive 
recruitment campaign is underway within Pathology to recruit additional medical staff. 

2469 There is a patient experience and reputational risk within Maternity due to 
not being able to use the birthing pool at DMH until the replacement of 
water tank system in approx April 2022 following increased levels of 
contaminates in the water.  

Family 
Health 

9 3 3 Communications has been sent to patients, on the maternity website and discussed when planning the birth where 
alternatives are offered. Infection Control and Microbiology Leads have met with stakeholders and specialists and 
explained how the current approach is a proportionate response to risk and their explanations were well-received. 

2471 There is a risk that the Trust may be non-compliance with the RCPCH 
Good Practice Service Delivery Standards for the Management of Children 
Referred for Child Protection Medical Assessments due to being unable to 
provide qualified health professional chaperones for Child Protection 
Medical Assessments. The Paediatric Service utilises Band 2 Healthcare 
Assistants. 

Family 
Health 

9 3 3 The service mitigates the risk by utilising Healthcare Assistants in the role of chaperone. The Paediatric and Neonatal 
Nurse Staffing Business Case includes provision for a Registered Children's Nurse to be available to act as chaperone 
for child protection medical assessments. The business case is awaiting identification of a funding stream. 

2472 Suspension of homebirth service due to Community Midwifery staffing 
shortages caused by vacant posts and sickness absence. 

Family 
Health 

9 3 3 Patient Safety concerns have been addressed by the suspension of the homebirth service. Family Health continue to 
monitor staffing levels within the community midwifery service as the Continuity of Carer strategy is rolled out. The 
suspension of the service is subject to regular review with Executive Directors and the most recent update suggested 
staffing was improving. 

2473 There is a risk that the Trust will not achieve compliance with Year 4 CNST 
Maternity Incentive Scheme 10 Safety This could result in the Trust being 
unable to recover the 10% additional contribution to the CNST maternity 
incentive fund which is valued at around £500,000. In addition to the 
financial impact of non-compliance there is the potential for reputational 
damage as the scheme has been developed to support the delivery of 
safer maternity care.  

Family 
Health 

9 3 3 Additional resource has been sourced and regular meetings of key personnel established to support the management 
of the submission. Progress is reported regularly to SLT, IQAC and the Board. 

1926 The Trust does not have an electronic CTG central monitoring system or 
CTG archiving facility. There is a risk that necessary intervention is not 
escalated promptly resulting in failure to appropriately plan care and risk 
assess the acuity of labour ward. The lack of archive can impede any 
necessary investigations/RCAs into the care provided. 

Family 
Health  

9 3 3 The replacement maternity system (Badgernet), which is being funded through the current year's capital programme, 
includes the required monitoring and archiving capabilities. The use of the system needs to become embedded and 
then the risk should be capable of being closed.   

2253 Environmental Ligature Risk Assessments carried out by the Health and 
Safety Team in high risk areas including Paediatric Services at UHND and 
DMH. Risk assessments have identified that for some potential ligature 
points there are no controls in place. 

Family 
Health  

9 3 3 The Health and Safety Team have reviewed the continued relevance of actions from the last assessment and their 
current status and are working with the service to identify next steps.  

2409 As staff have grown used to a more lenient financial framework during the 
pandemic, staff may find it challenging to readjust to a more strict cost 
improvement and financial performance regime in 2021/22 impacting upon 
the achievement of financial targets. 

Finance 
Directorate 

9 3 3 There has been clear communication of budgetary control responsibilities. Additional training for budget holders will be 
provided. Performance review meetings, which will cover financial performance alongside other types of performance, 
have been partially reinstated and will be reinvigorated moving into the new financial year. 

2299 Due to insufficient senior clinicians overnight in ED, UHND there is a risk to 
patient safety and experience and staff well being 

Integrated 
Medical 
Specialties 

9 3 3 The A&E Department is seeking to recruit additional Acute Care Practitioners and Consultants to strengthen overnight 
staffing rotas, with funding approved by Executive Directors for additional staffing in the short-term. 
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2339 There is a shortage of substantive Registered Nurses (Band 5) on Ward 2 
(Stroke Ward), UHND 

Integrated 
Medical 
Specialties 

9 3 3 International recruitment is ongoing and has already seen recruitment into some vacant posts  

2218 Risk of exceeding the NHS C-Diff objective for 2021/22 once allocated by 
NHS England and Improvement.  

Nursing 
Directorate 

9 3 3 Remedial actions are included in the Director of Nursing's report on Patient Safety and Experience and in Domain 1, 
Objective 2 of the Board Assurance Framework section. As noted above, the approach to assessing such risks is to be 
reviewed with Infection Control. 

2281 Infection control requirements during the pandemic introduced challenges 
in ensuring that staff in maternity receive the required levels of 
safeguarding supervision. 

Nursing 
Directorate 

9 3 3 Sessions have recommended using MS Teams in order to increase supervision rates. A new induction package has 
been developed for midwives re safeguarding, a preceptorship scheme is in development and simulation sessions are 
now taking place.  

2436 There is a risk that Safeguarding Children are unable to provide effective 
service provision due to vacancies. This will impact on the team’s ability to 
support multi agency working arrangements. 

Nursing 
Directorate 

9 3 3 Work is ongoing to develop a long term plan. Recruitment campaigns are taking place to seek to fill remaining 
vacancies.   

2460 Potential supply chain issues with centralised dressings management. With 
current controls, it is likely that the impact is delayed until December 2022 
unless supply chain issues escalate beyond current levels. 

Nursing 
Directorate 

9 3 3 Additional controls are being introduced, including review of stock management processes and regular meetings with 
suppliers. As outlined in the risk description, the proximity of the risk is not close (December 2022). 

1971 Staff may not be compliant with safeguarding training required for their role. Nursing 
Directorate  

9 3 3 Safeguarding training has been overhauled to provide non face to face training access and introduce further controls 
to monitor and ensure compliance, with progress being monitored and reported by the ADN for Patient Experience and 
Safeguarding. Training is monitored by the Training Priorities Group and forecast to be compliant. 

2220 There is a potential risk of Increased incidence of Multi Drug Resistant 
Organisms. 

Nursing 
Directorate  

9 3 3 This risk is being reviewed and the risk description will be updated to focus on causal factors. The key mitigation is the 
monitoring of linked cases and the identification and response to periods of increased incidence. 

2012 There is a risk that the Trust is over-reliant on bank and agency staff to fill 
gaps in nursing rotas due to difficulty to recruit. 

Nursing 
Directorate 
(Health 
Informatics) 

9 3 3 This risk is being addressed by the nursing recruitment strategy, including international recruitment, with 190 nurses 
recruited through this route and an application made for national funding support to recruit a further 100 nurses in 
2022/23.  

2445 There is a risk that the demand of patients who require a time dependent 
review outpatient appointment will not be met. This is due limited clinic 
capacity leading to delays in follow up. For patients whose follow up is time 
dependent (e.g. AMD injections, cancer patients) this could have an impact 
on their treatment pathway. 

Surgery 9 3 3 Patients are held on a combined triage report with information of when a follow up appointment is required. There are 
failsafe officers in Ophthalmology who monitor any patients at risk of loss to follow up and resulting clinical harm.  

2446 Cervical Biopsies testing turnaround - There is insufficient staff capacity in 
the Histology administration, laboratory, management and clinical teams to 
manage the cervical sample workload within national turnaround target. 
There is a long-standing histology consultant shortage, regionally and 
nationally, and as a result the service has never consistently achieved the 
target and also struggled to achieve locally agreed targets. This is a 
common position nationally. Within the Trust two posts were appointed to 
resulting in 7 staff out of the required 10. However two of the 7 staff are in 
training, resulting in a significant training burden. Workload across 
histology has been impacted by Covid, especially with the return of elective 
surgeries and outpatient clinics and the backlog in these services.  

Clinical 
Specialist 
Services 

8 2 4 The biopsies originate following a positive screening test and any sample where there is any concern for possible 
malignancy (either on smear or coloposcopy) is reported in the urgent work-stream. The likelihood of unexpected 
malignancy is therefore low. 
 
An interim cervical screening provider lead (CSPL) and deputy have been assigned the role of assessing and planning 
solutions to improve TAT. The Histology management team and Cell Sciences Lead have been working closely with 
recruitment staff to rectify the long term clinical vacancies to fill posts. With additional staff now in post work on 
improving delivery can begin. A more effective and timely outsourcing process is being planned. Initially, this is the 
best use of private outsourcing companies.   

2346 Medication shortages are likely to be exacerbated by Brexit and increased 
demand through acutely unwell Covid-19 patients resulting in a need to use 
second or third line agents (e.g. in critical care) and potential delays in 
stock being delivered to wholesalers and restrictions on what medicines 
can be brought in from EU from lack of reciprocal recognition 
arrangements. 

Clinical 
Specialist 
Services  

8 4 2 Twice weekly stock-takes and ordering are in place. Escalation of any issues with critical care medicines to the 
regional critical care cell takes place. 

2381 Failure of Electrical infrastructure supply to Bishop Auckland Hospital – a 
recent incident has exposed the potential for disruption to the supply as 
back-up arrangements were not fully effective.  

Estates - 
Trust 

8 4 2 The Root Cause Analysis review established that there was no design flaw. The incident arose from human error and 
there were learning points with regards to escalation and management which are being acted on. 

 


