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Board Assurance Framework

1.0 Introduction

The purpose of this paper is to propose to the Trust Board:

 a process to redesign the structure of the Board Assurance Framework (BAF) in line
with the evolving strategic plan.

 a procedure for review of the BAF on an ongoing basis
 an update to the existing BAF as an interim arrangement during the review of the

BAF.

This document includes as appendix:

 the regular quarterly update to the existing BAF documents
 A BAF procedure for the maintenance of the risk review

2.0 Review

The current BAF is being reviewed in light of the developing strategy following the end of the
merger process with Royal Surrey County Hospital FT.

The intention is to republish a fully updated BAF alongside a revised strategy which will be
developed by the autumn 2017.

The BAF will reflect the new strategic direction which will be based around:

A. Delivering the vision of the organisation based on the IHI triple aim vision.

In 3 years’ time every patient will say…

I was treated with compassion

We developed a plan for my care together, which was understood and followed

My care was provided in a safe way, without delay

…by everyone, all of the time.

B. The proposed mission of delivering a clinically and financially sustainable organisation
which is internally efficient and externally collaborative.

The updated BAF framework will seek to ensure that it:

 supports the full aims of the national BAF guidance
 provides the process by which sufficient assurance is provided to the Trust Board
 meets requirements of the well led review
 is linked to the new evolving strategy
 to reflect the findings of the Internal Auditors

3.0 BAF Process

Attached to this document (Appendix 1) is a procedure outlining the role of the BAF within
the context of the overall risk management strategy. The current BAF partly sits as an
isolated entity rather than as part of an overall approach to risk management. As with many
public sector organisations the BAF is used to describe a document that records and reports



on an organisation’s key strategic objectives, risks and controls and assurances to the board.
Whereas the proposed procedure and the developing BAF will endeavour to fully meet the
HM Treasury Guidance (2012) which describes a BAF as:

“An assurance framework is a structure means of identifying and mapping the
main sources of assurance in an organisation, and co-ordinating them to best
effect”

Our aim with the redeveloped BAF is to include the structure by which the Board receives
assurance and a clear understanding of how it links into the risk management arrangements.

The attached procedure describes:

 the purpose and role of the BAF

 the integrated governance and internal controls processes currently within ASPH

 the methods the Board and the management of the Trust receive assurance

governance processes are operating effectively.

 the review of the strategic risks that are currently set out within the BAF and the

timescales within which that review will occur.

This document is proposed to the Board as the structure within which an updated BAF will be
regularly reviewed.



Board Assurance Framework Procedure Appendix 1

1.0 Introduction

Ashford and St Peter’s Hospitals NHS FT Board (ASPH) must be able to assure itself the

organisation is operating effectively and meeting its strategic objectives. ASPH does this

through its governance structures and internal management controls and by providing

assurance which demonstrates these controls are operating as they should and objectives

are being met.

As a Foundation Trust it is a requirement for all NHS Chief Executives to sign an Annual

Governance Statement as part of the statutory accounts and annual report which provides

public assurances about the effectiveness of the organisation’s system of internal control.

Internal Audit will also assess the effectiveness of controls in place and provide an annual

opinion to support the Annual Governance Statement. This will entail reviewing the way in

which the Board has identified its objectives, risks, controls and sources of assurance and

assessed the value of assurance obtained.

It is ultimately the Board who requires assurance the organisation is operating effectively

however assurance must be provided at all levels within both corporate and clinical services

of effective integrated governance and the effectiveness internal controls, so that onward

assurance can be provided to the Trust Board.

2.0 Purpose

This document describes:

 the integrated governance and internal controls processes currently within ASPH

 the methods the Board and the management of the Trust receive assurance governance

processes are operating effectively.

 describes the review of the strategic risks that are currently set out within the BAF and

the timescales within which that review will occur.

Purpose of the Board Assurance Framework (BAF) is used by the Trust as:

 A simple but comprehensive method for the effective and focused management of the

principal risks to meeting an organisation’s objectives.

 A structure for the evidence to support the statement of internal control

 A method of board reporting and the prioritisation of action plans, which, in turn,

allows for more effective performance management.

3.0 Definitions

Definitions of the terms used throughout this document:

 Governance - the management systems, processes and behaviours by which the Trust

leads, directs and controls its functions to achieve its organisational objectives, safety



and quality and the way in which it relates to patients and carers, the wider community

and partner organisations.

 Integrated Governance - the streamlined pulling together of intelligence of the

competing pressures on the Trust and its staff, advisors, systems, and processes which

enables the Trust to avoid the handling of issues in management silos.

 Board Assurance Framework (BAF) - enables the Board to: identify and understand the

principal risks to achieving its strategic objectives; receive assurance that suitable

controls are in place to manage these risks and where improvements are needed, action

plans are in place and are being delivered; provide an assessment of the risk to

achieving the objectives based on the strength of controls and assurances in place (Risk

Rating) For the purpose of receiving and monitoring principle risk and significant risk

mitigation assurance the Trust has combined its Strategic risk register and significant

risks into one single Board Assurance Framework document.

 Strategic Risk Register - enables the Board to: identify and understand the risks

(internal and external) that are critical to the success and continuation of the

organisation; agree acceptable levels of strategic risk and approve the actions required

to mitigate risks to this level; monitor assurance mitigating actions are being taken and

risks are being appropriately managed

 Risk Proximity - Some risks also have a third attribute known as proximity. Standard

proximity means that the risk cannot occur until a certain date, whereas reverse

proximity means that the risk can only occur up to a particular date, but not beyond.

When a risk has proximity attribute, this should be noted in the risk register.

 Risk Appetite - The levels and types of risk the Organisation is prepared to accept in

pursuance of its objectives. This informs all planning and objective setting, as well as

underpinning the threshold used when determining the tolerability of individual risks.

 Internal Controls - The policies, procedures, practices and organisational structures put

in place by the Trust to provide reasonable assurance that objectives will be achieved

and that undesired events (risks and hazards) will be prevented or detected and

corrected

 Assurance Measures – Methods of measuring the level of risk and therefore the

effectiveness of controls in place, for example; monitoring incidents related to the risk,

peer reviews or Monitor compliance.

 Internal Assurance Measures – Assurance measures which are part of the

Organisation’s internal processes, such as Clinical Audit or management peer review

 External / Independent Assurance Measures –Assurance measures independent to or

from outside of the organisation, for example; Internal Audit, NHSLA, CQC,

Commissioners or Monitor

 Positive and Negative Assurances - the Assurance measure will indicate either a

positive or negative result. Positive assurance indicates that controls are operating

effectively to mitigate the risk to the achievement of objectives. Negative assurance is

the reverse, where evidence shows that controls are not operating effectively to

mitigate the risk to the achievement of objectives.



 Gaps in Assurance Measures - Where there are inadequate assurance measures or

assurance measures are limited and cannot provide full assurance that controls are

effectively mitigating the risk. Gaps should be identified and listed with actions to close.

 Risk Scoring /rating - A process by which risks are graded/ scored based on the impact

of their occurrence and the likelihood of their occurrence. The table set out in

Appendix 3 is used by ASPH for the purposes of determining scores for a risk’s impact

and likelihood. This table is further augmented by the NPSA Risk Matrix, which provides

more specific interpretation of impact scoring. This can be found in the Trust Risk

Management Policy. To derive the risk’s rating, the two scores are multiplied together.

4.0 The role of the Board Assurance Framework

The role of the BAF is to provide evidence and structure to support effective management of

Risk within the organisation. The BAF provides evidence to support the Annual Governance

Statement.

The BAF provides this totality of assurance and identifies which of the organisation’s

strategic objectives are at risk of not being delivered. At the same time, it provides positive

assurance where risks are being managed effectively and objectives are being delivered. This

allows the Board to determine where to make most efficient use of their resources and

address the issues identified in order to improve the quality and safety of care.

The process for gaining assurance is fundamentally about taking all of the relevant evidence

together and arriving at informed conclusions. The most objective assurances are derived

from independent reviewers; these are supplemented by internal sources such as clinical

audit, internal management representations, performance management and self-

assessment reports.

The BAF template will be continuously adapted in line with Trust risk maturity development

and risk system development improvements.

The Board Assurance Framework achieves the following:

 Draws together reporting on strategic risks identified in the strategic plan and Operating

Plan, key Board level assurances and controls, gaps in assurances and controls, key

performance targets and corporate enabling projects

 Provides high level reporting to the Board to indicate where there are gaps in controls

and assurances and how these impact on the risk to achieving that objective

5.0 Regulatory and good practice requirements for Trust Board Assurance

The Trust Board will use the BAF as a dynamic tool to drive the board agenda through the

following activities:-

 Quarterly scrutiny via Quality and Performance Committee

 The Board will review the full Board Assurance Framework quarterly

 The format may vary but the framework must include:

o Trust objectives



o Principle risks

o Key controls

o Sources of assurance

o Gaps in control/ assurance

o Action Plans for addressing gaps

6.0 Trust Risk Appetite Statement

The Trust recognises it is impossible to deliver its services and achieve positive outcomes for

its stakeholders without taking risks. Indeed, only by taking risks can the trust realise its

aims. It must, however, take risks in a controlled manner, thus reducing its exposure to a

level deemed acceptable from time to time by the Board and, by extension, external

inspectors/regulators and relevant legislation.

Methods of controlling risks must be balanced in order to support innovation and the

imaginative use of resources when it is to achieve substantial benefit. In addition, the trust

may accept some high risks because of the cost of controlling them. As a general principle

the trust will not accept and will therefore seek to control all risks which have the potential

to:

 Cause significant harm to patients, staff, visitors, contractors and other stakeholders;

 Endanger notably the reputation of the trust;

 Have severe financial consequences which could jeopardise the trust’s viability;

 Jeopardise significantly the trust’s ability to carry out its normal operational activities;

 Threaten the trust’s compliance with law and regulation.

Risk Tolerance

Since the Trust has determined that some risks are acceptable / tolerable. This is in line with

the stated risk appetite and is reflected in the green area of the risk heat map.

All risks with a rating of 3 or less are deemed to be acceptable or tolerable. Some risks with a

rating higher than 3 may also be accepted/tolerated. This would most probably be because

of the potential benefits of taking the risk, the cost of controlling the risk or the risk’s

proximity; acceptance or tolerance of any risk with a rating higher than 3 must be approved

by a director or manager with the appropriate authority to do so (not the risk owner).

7.0 Trust Assurance Process and Infrastructure

The key components of the assurance process are as follows:

Step 1 – Principal Objectives: The first step in designing the assurance process is for the

Board to identify its strategic objectives e.g. clinical, financial, workforce, commercial and

other objectives focusing on those which are crucial to the achievement of its aims and

values. Objective setting and review in ASPH is aligned to the annual business planning cycle

and takes place in Quarters 3 and 4 (October to March) each year.

Step 2 – Principal Risks: These are risks which threaten the achievement of the Trust’s

objectives. Principal risks should be identified from the Trust’s risk management



arrangements such as the Operational Risk Register and Strategic Risks Register but can also

be identified in Board workshops and seminars where strategic risks are identified and

debated.

As part of the identification of principle risks the level and type of risk the Trust is prepared

to accept in pursuance of its strategic aims and objectives, forward plan and annual

objectives.

Step 3 – Key Controls: These are the management systems and processes the Trust has

place to manage its principal risks. Controls will be scrutinised internally and externally e.g.

by independent reviewers, which includes internal auditors, CQC and external audit in

conjunction with clinicians and other specialists where necessary.

Key controls will also be mapped to the principal risks. When assessments are made about

controls, consideration will be given not only to the design but also their effectiveness in

light of the governance and risk management framework within which they will operate.

Examples of controls at ASPH include:

 Board, Sub Committee and Management Committee structure (Appendix 1)

 Strategic Risk Register

 Leadership infrastructure

 Corporate and Operational Risk Registers

 Targets, standards and KPIs

 Divisional Performance Reviews (Clinical and Non clinical services)

 Strategies, for example; Risk Management, Audit and Compliance, Workforce, etc.

 Business Plans - Delivery Plans, Action Plans and Implementation Plans

 Incident reporting and management arrangements

 Policies and Procedures including Risk Management Policy

 Clinical Audit Programmes

 Staff Appraisals

 Divisional/Team meetings

 Staff Training Programmes

 IT systems and management information (e.g. Data Warehouse, PAS, ESR, e-Rostering,

etc)

Step 4 – Assurance on Controls: The Board must then gain assurance about the

effectiveness of the controls in place to manage the principal risks. They not only need to

ensure they have the right level of assurance but to make use of the work of external

reviewers and ensure the whole process is efficient. A system that provides good

coordination and evaluation of the work of the auditors, inspectors and reviewers will bring

increased benefits to both the Trust and the review bodies. It will help minimise the burden

on the Trust by reducing overlap and allow potential gaps in assurance to be identified and

addressed.

 Examples of sources assurances at ASPH include:

 Reports e.g. Board, management, incident



 Internal and external audits

 Risk registers

 External assessment e.g. CQC, HSE, NHSLA inspection

 Regulator and Commissioner compliance reviews

 Patient and Staff feedback

 Comparative data, statistics, benchmarking

A gap in assurance is deemed to exist where there is failure to gain evidence that controls

are effective. Any gaps in either controls or assurance will be identified in the BAF, along

with actions, action owners and timescales for implementation.

Scrutiny of assurance

During the course of its business members of the Board should continually ask questions to

assess the strength of the internal controls and assurances being presented.

Step 5 - Board Report & Actions: The BAF provides a framework for identifying which of the

Trust’s objectives are at risk because of inadequacies in controls or where the Trust has

insufficient assurance about them. At the same time it provides structured assurances about

risks which are being managed effectively and objectives that are being delivered. This

allows the Board to determine where to make best use of its resources and address the

issues identified to improve the quality and safety of care.

8.0 Assurance Roles and Responsibilities

Organisational Roles and Responsibilities

 Trust Board

o Ensure the Trust has sound and comprehensive governance and assurance

arrangements in place that guarantee the resources vested in the Trust are

appropriately managed and deployed, key risks identified and managed and the

Trust fulfils its accountability requirements and delivers its strategic objectives

o Ensuring the Trust complies with its governance and assurance obligations in the

delivery of clinically effective, personal and safe care taking account of patient, user

and carer experience

o Using the Board Assurance Framework to drive the board agenda

o Assuring it’s self that an efficient risk management approach is in operation within

the organisation. Effective use of external and internal audit to provide assurance in

internal controls ( including clinical audit in line with “Taking it on Trust)

o Scrutinising the Statement on Internal Control to ensure that the assertions within it

are supported by a substantial body of compelling evidence

o Ensuring that controls and processes are reviewed and tested to ensure that they

deliver in dealing with real risks and do not become an ineffective bureaucratic

process

 Quality and Performance Committee

o Responsible for scrutinising Trust systems for internal control and risk management:



 ensures the provision and maintenance of an effective system of risk

identification and associated controls, reporting and governance

 maintains an oversight of the Trusts general risk management structures,

processes and responsibilities, including the production and issues of any

financial risk and control-related disclosure statements or reports (e.g.

Annual Accounts, Annual Governance Statement)

 reviews the adequacy of underlying assurance processes that indicate the

degree of achievement of corporate objectives and the effective

management of principal risks

o The Quality and Performance Committee will report to the Board and include a view

about the effectiveness of the Organisation’s system of internal control, covering

the risks reviewed and providing details of:

 Positive assurances received on risks where controls are effective and

objectives are being met

 Objectives which are at risk through significant gaps in control

 Gaps in assurances about the Organisation’s ability to achieve its objective.

This will lead to creation of a Board action plan to improve its key controls; to

manage its risks and gain assurances where required.

This will also provide opportunities to improve the effectiveness of management

and will provide evidence to support the annual Governance Statement.

 Board Committees and Management Fora

o An overview of the Trust Board Committee and Management Forum structures are

provided as Appendix 1.

o Board and Committee principle scrutiny and assurance responsibilities are provided

as Appendix 2.

 Chief Executive

o Ensuring the organisation has management controls and systems of risk

management and governance in place to enable the organisation to deliver its

strategic objectives

o Ensuring the Executive Team provides reports to the board in relation to delivery of

the strategic objectives and operates within the management controls/ risk

management systems

o Overall responsibility and accountability for the Board Assurance Framework and

associated processes, and ensuring these are fit for purpose.

 All Executive Directors

o Ensuring they and their directorates operate within the organisational management

controls and risk management systems, policies and procedures of the Trust

o Presenting to the Board accurate, clear and timely information regarding the

delivery of the Trusts strategic objectives and portfolio areas

 Non-Executive Directors

o Satisfy themselves that management controls and systems of risk management and

governance are sound and are used effectively



 Medical Director and Chief Nurse

o Ensuring the Trust has a sound and effectiveness risk management process in place

and is being operated effectively

o Proposing the organisational assurance process and infrastructure for Board

approval and monitoring and reporting upon its effectiveness

o Ensures the provision and maintenance of an effective system of quality and clinical

risk identification and associated controls, reporting and governance

o To maintain an oversight of the Trusts clinical and quality risk management

structures, processes and responsibilities, including the production and issues of any

clinical risk and control-related disclosure statements or reports (e.g. Annual Quality

Report and Quality Account)

 Chief of Patient Safety

o Ensuring the Trust has a sound and effectiveness risk management process in place

and is being operated effectively

o Proposing the organisational assurance process and infrastructure for Board

approval and monitoring and reporting upon its effectiveness

 Company Secretary

o Coordinates the Director review / population and update of BAF risks

o Document preparation for Committee and Board presentation and scrutiny

Risk Management Roles and Responsibilities

Risk Owner / Accountable Lead for Risks on the Board Assurance Framework

 Responsible for the overall implementation of the Corporate Risk element of Risk

Management Strategy

 Responsible for the overall implementation of the Clinical Risk element of Risk

Management Strategy

 Responding to national policy decisions

 To offer expert corporate risk and clinical risk advice to the Board

Management Leads for Risks on the Board Assurance Framework

 To ensure that systems are in place to identify, record, monitor, analyse and scrutinise

strategic and clinical risks

 Responsible for the day to day implementation of the strategic risk and clinical risk

components of the Trust Risk Management Strategy

 Ensure all appropriate strategic risk and clinical risk based training is commissioned and

delivered

 Support staff in day to day management of strategic risk issues

 Ensure that relevant legislation is incorporated into policy documents

 Ensure that strategic and clinical risks are reported via appropriate routes and gaps in

assurance highlighted.



9.0 Monitoring and review of the Board Assurance Framework

The Board must evaluate the quality and robustness of the Board Assurance Process and

Board Assurance Framework on a regular basis and to ensure arrangements are in place to

keep it updated in the light of evidence from Board Reports, internal and external reviews

and organisational achievements.

This will be achieved through:

 Annual review of the Board Assurance Framework and Process by Internal Audit as part

of the Internal Audit Programme

 Annual review of the Board Assurance Process & Infrastructure as set out in the Board

Assurance Framework Standing Operating Procedure following agreement or review of

the strategic objectives

 Reviewing the assurance process and BAF if new best governance/assurance guidance is

issued or annually otherwise

10. Annual Board Assurance Schedule

The Trusts annual Board assurance schedule will be as follows:

Action Executive Lead Management
Lead

Date

Strategic objective setting to be
undertaken as part of the annual
business planning cycle

CEO and Deputy
CEO

AD of Business
Development &
AD of Strategy

Quarters 3 and
4

Strategic and significant risk review and
identification to be undertaken as part of
business planning process

CEO Company
Secretary

Quarter 1

Approval of strategic risks CEO Company
Secretary

End of April

Population of Board Assurance
Framework

CEO Company
Secretary

April and May

BAF Risks to be updated in line with the
Trust Risk Management Policy

CEO Company
Secretary

Quarterly

Sections of the Board Assurance
Framework to be monitored by relevant
Board committees and Management
Forums to ensure risk management of
the delivery of the strategic objectives

Board Committee
Chairs

Presented by
Lead Executive

Quarterly

Presentation to Quality and Performance
Committee

CEO Company
Secretary

Quarterly

Presentation to Trust Board CEO Company
Secretary

Quarterly



Appendix One



Appendix 2

Currently being developed



Appendix 3 - Risk Scoring Matrix

LEVE
L

Descriptio
n

Impact on the safety of
patients, staff or public
(physical/psychological

harm) Human resources/
organisational

development/staffing/
competence

Quality/complaints/
claims/ audit/Finance

Business
objectives/

projects
/Service/business

interruption
Environmental

impact

Adverse publicity/
reputation Statutory

duty/ inspections

1 Negligible  Minimal injury
requiring no/minimal
intervention or
treatment.

 No time off work
 Short-term low

staffing level that
temporarily reduces
service quality (< 1
day)

 Peripheral element
of treatment or
service suboptimal

 Informal
complaint/inquiry

 Small loss Risk of
claim remote

 Insignificant
cost increase/
schedule
slippage

 Loss/interruptio
n of >1 hour

 Minimal or no
impact on the
environment

 Rumours
 Potential for public

concern
 No or minimal

impact or breech
of guidance/
statutory duty

2 Minor  Minor injury or illness,
requiring minor
intervention

 Requiring time off
work for >3 days

 Increase in length of
hospital stay by 1-3
days

 Low staffing level that
reduces the service
quality

 Overall treatment or
service suboptimal

 Formal complaint
(stage 1)

 Local resolution
 Single failure to

meet internal
standards

 Minor implications
for patient safety if
unresolved

 Reduced
performance rating if
unresolved

 Loss of 0.1–0.25 per
cent of budget

 Claim less than
£10,000

 <5 per cent over
project budget

 Schedule
slippage

 Loss/interruptio
n of >8 hours

 Minor impact
on environment

 Local media
coverage

 short-term
reduction in public
confidence

 Reduced
performance
rating if
unresolved

 Elements of public
expectation not
being met Breech
of statutory
legislation

3 Moderate  Moderate injury
requiring professional
intervention

 Requiring time off
work for 4-14 days

 Increase in length of
hospital stay by 4-15
days

 RIDDOR/agency
reportable incident

 An event which
impacts on a small
number of patients

 Late delivery of key
objective/ service due
to lack of staff

 Unsafe staffing level
or competence (>1
day)

 Treatment or service
has significantly
reduced
effectiveness

 Formal complaint
(stage 2) complaint

 Local resolution
(with potential to go
to independent
review)

 Repeated failure to
meet internal
standards

 Major patient safety
implications if
findings are not
acted on

 Loss of 0.25–0.5 per
cent of budget

 5–10 per cent
over project
budget

 Schedule
slippage

 Loss/interruptio
n of >1 day

 Moderate
impact on
environment

 Local media
coverage

 long-term
reduction in public
confidence

 Single breech in
statutory duty

 Challenging
external
recommendations/
improvement
notice



 Low staff morale
 Poor staff attendance

for mandatory/key
training

 Claim(s) between
£10,000 and
£100,000

4 Major  Major injury leading to
long-term
incapacity/disability

 Requiring time off
work for >14 days

 Increase in length of
hospital stay by >15
days

 Mismanagement of
patient care with long-
term effects

 Uncertain delivery of
key objective/service
due to lack of staff

 Unsafe staffing level
or competence (>5
days)

 Loss of key staff
 Very low staff morale
 No staff attending

mandatory/ key
training

 Non-compliance
with national
standards with
significant risk to
patients if
unresolved

 Multiple complaints/
independent review

 Low performance
rating

 Critical report
 Uncertain delivery of

key objective/Loss of
0.5–1.0 per cent of
budget

 Claim(s) between
£100,000 and £1
million

 Purchasers failing to
pay on time

 Non-compliance
with national
10–25 per cent
over project
budget

 Schedule
slippage

 Key objectives
not met

 Loss/interruptio
n of >1 week

 Major impact on
environment

 National media
coverage with <3
days service well
below reasonable
public expectation

 Critical report
 Enforcement

action
 Multiple breeches

in statutory duty
 Improvement

notices
 Low performance

rating

5 Catastrop
hic

 Incident leading to
death

 Multiple permanent
injuries or irreversible
health effects

 An event which
impacts on a large
number of patients

 Non-delivery of key
objective/service due
to lack of staff

 Ongoing unsafe
staffing levels or
competence

 Loss of several key
staff

 No staff attending
mandatory training
/key training on an
ongoing basis

 Totally unacceptable
level or quality of
treatment/service

 Gross failure of
patient safety if
findings not acted
on

 Inquest/ombudsma
n inquiry

 Gross failure to
meet national
standards

 Non-delivery of key
objective/ Loss of >1
per cent of budget

 Failure to meet
specification/
slippage

 Loss of contract /
payment by results

 Claim(s) >£1 million

 Incident leading
>25 per cent
over project
budget

 Schedule
slippage

 Key objectives
not met

 Permanent loss
of service or
facility

 Catastrophic
impact on
environment

 National media
coverage with >3
days service well
below reasonable
public expectation.
MP concerned
(questions in the
House)

 Total loss of public
confidence

 Severely critical
report

 Multiple breeches
in statutory duty

 Prosecution
 Complete systems

change required
 Zero performance

rating

Qualitative Measures of Likelihood of Risk

LEVEL DESCRIPTOR TIME FRAME DESCRIPTION

1 Rare Not expected to occur

for years

This will probably never

happen/recur

The event may occur only in

exceptional circumstances



2 Unlikely Expected to occur at

least annually

Do not expect it to happen/recur

but it is possible it may do so

The event could occur at

some time

3 Possible Expected to occur at

least monthly

Might happen or recur

occasionally

The event will occur at

some time

4 Likely Expected to occur at

least weekly

Will probably happen/recur but it

is not a persisting issue

The event will probably

occur in most

circumstances

5 Almost

Certain

Expected to occur at

least daily

Will undoubtedly happen/recur,

possibly frequently

The event is expected to

occur in most

circumstances

Risk Matrix – Severity x Likelihood

Likelihood

Rare
Unlikel

y

Possibl

e
Likely

Almost

Certain

Se
ve

ri
ty

Descriptor 1 2 3 4 5

Negligible 1 1 2 3 4 5

Minor 2 2 4 6 8 10

Moderate 3 3 6 9 12 15

Major 4 4 8 12 16 20

Catastrophi

c
5 5 10 15 20 25

Risk Rating Priority Action timescale

Extreme Urgent priority action Immediate

High High or Urgent priority action Immediate to 48 hours

Medium Medium priority action Within 4 weeks

Low Low priority action Within 6 months
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EXECUTIVE SUMMARY .

The Board Assurance Framework (BAF) is aligned to the four Strategic
Objectives as detailed in the Operational Business Plan 17-18.

The BAF is a key assurance tool that ensures the Board has been properly
informed about the risks to achieving the Trust’s Strategic Objectives.

Following the Well Led Governance Review carried out by an independent
assessor in late 2016, their report recommended some improvements to the
way we use the BAF. We will engage the Board in a refreshed approach to
using the BAF following the review of our Strategy later this year.

The intention is to provide a fully updated BAF alongside a revised strategy
which will be developed by Autumn 2017.

RECOMMENDATION: The Board is asked to discuss, challenge and approve the Board Assurance
Framework

SPECIFIC ISSUES CHECKLIST:

Quality and safety Poor quality governance can impact on quality of care

Patient impact Poor outcomes impact on patient experience
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Employee Multiple organisational priorities could undermine staff engagement

Other stakeholder The BAF incorporates risks and their impact to stakeholders, staff and patients

Equality & diversity

Finance Excess demand could increase financial pressure

Legal The Board Assurance process supports the Chief Executive in signing the
Annual Governance Statement which forms part of the Trust’s statutory
accounts.
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1 Introduction

The BAF is an assurance tool to ensure that the Board is properly informed about the risks to
achieving all of the Strategic Objectives as detailed in the Operational Business Plan.

2 Strategic Context

The current BAF has been reviewed to ensure alignment in achieving the four Strategic
Objectives as documented in the Operational Business Plan 2017-18. The BAF also supports
the Annual Governance Statement, and has been cross referenced to the Trust Risk Register.

The document sets out the strategic objectives, identifying the risks in relation to each; ensuring
that systems and controls are in place to mitigate the significant risks in achieving the
organisational objective.

It is important that the Board Assurance Framework works as a dynamic tool to support the
Board's assurances in terms of self-certification on compliance with the Trust's License and to
drive the board agenda.

3 Review

The executive team met in May to cross reference the BAF with the Operational Business Plan
for 2017/18 and it has also been reviewed in light of the recommendations made following an
internal audit earlier this year.

Following the Well Led Governance Review carried out by an independent assessor in late
2016, their report recommended some improvements to the way we use the BAF. We will
engage the Board in a refreshed approach to using the BAF following the review of our Strategy
later this year.

The intention is to provide a fully updated BAF alongside a revised strategy which will be
developed by the autumn 2017

A briefer review is undertaken quarterly, and the entire BAF is submitted to the Quality &
Performance Committee (QPC) for evaluation.

4 Commentary on Risks

4.1 Closure and addition of risks

One additional risk has been added for discussion and review, one risk is recommended
for closure, and the score level of one risk has been downgraded.

New Risk

Risk 4.7 That the Trust's physical infrastructure is either not fit for purpose or deteriorates
leading to inefficient clinical pathways, a poor patient experience, health and safety risks
or patient safety risks. It is recommended that this risk is added to the BAF in May 2017.

Risk for closure

Risk 1.5 If demand is high then capacity issues could lead to failure of CQC
requirements which would threaten the good CQC rating.



As the CQC has cleared all compliance actions and the Inspection Action plans are
closed, this risk is recommended for closure in May 2017.

Downgrade the level of risk

Risk 2.1 If the Trust fails to adopt a culture of listening, kindness, and compassionate
care then patients, including vulnerable groups, will have a poor experience of direct
care, hospital services and facilities.

The score level for this risk has been downgraded from extreme (16) to the lower score
of high at (8).

4.2 Extreme risks

At May 2017 there are five extreme risks. There were six reported in January (and six in
October).

Risk Rating
(Jan17)

Rating
(May17)

1.2 If divergent and multiple organisational
priorities compete with and undermine staff
engagement leading to a distraction from the
focus on high quality care.

16 16

1.3 If there is poor capacity and flow in the
emergency pathway this could result in a poor
patient experience and quality of care outcomes.

20 16

1.4 If the Trust workforce is not appropriately
aligned to demand and acuity, resulting in high
agency usage & pay costs, and poor patient
outcomes.

16 16

3.1 If the Trust was unable to recruit and retain
high calibre staff would lead to lack of skilled and
motivated teams.

16 16

4.6 The Trust in its existing configuration may not

be clinically or financially viable in the long-term,

and if the current organisational strategy to

achieve sustainability fails, this presents a risk to

the Trust.

16 16

4.3 Underlying issues to risk:

Risk 1.2 There are significant “divergent and multiple” priorities at present due to the
operational pressures and work on achieving organisational sustainability which is not
expected to reduce greatly.

Risk 1.3 The Trust is still experiencing unprecedented demand and resultant capacity
constraints. This risk remains extreme.

Risk 1.4 Operational pressures persist with the resultant impact on staffing through the
use of agency staff with a risk of impacting patient outcomes.



Risk 3.1 It remains challenging to recruit and retain high calibre staff with a resultant
reliance on temporary staff in some areas.

4.6 If the current organisational strategy to achieve sustainability fails, this presents a risk
to the Trust

4.4 Top Five Risks

At May 2017 these are as detailed above and actions to mitigate these risks are detailed
within the individual tabs in the Appendix.



Board Assurance Framework – Summary

Version: May 2017

Lead
Jan-16

Risk

score

Apr-16

Risk

score

Jul-16

Risk

score

Oct-16

Risk

score

Jan-17

Risk

Score

May-17

Risk Score

In Quarter

Risk

Change

1.1 If the quality governance and impact

assessment processes fail during the design of

QIPP/CIPs, this could lead to a negative impact on

quality of care

CN 8 8 8 8 8 8 

1.2 If divergent and multiple organisational

priorities compete with and undermine staff

engagement leading to a distraction from the focus

on high quality care.

CN 16 16 16 16 16 16 

1.3 If there is poor capacity and flow in the

emergency pathway and insufficient frequency in

senior decision making this could result in poor

outcomes and patient experience.

DO 20 20 20 20 16 16 

1.4 If the Trust workforce is not appropriately

aligned to demand and acuity, resulting in high

agency usage & pay costs, and poor patient

outcomes.

DoWD 16 16
16

16 16 16 

1.5 If delivery of CQC inspection action plan slips

this risks quality of service delivery, reputation and

further regulatory action

CN 9 9 9 9 9 9 



Lead
Jan-16

Risk

score

Apr-16

Risk

score

Jul-16

Risk

score

Oct-16

Risk

score

Jan-17

Risk

Score

May 17

Risk

Score

In

Quarter

Risk

Change

2.1 If the Trust fails to adopt a culture of listening,
kindness, and compassionate care then patients,
including vulnerable groups, will have a poor
experience of direct care hospital services and
facilities.

CN n/a n/a n/a 16 16 8 

3.1. The inability to recruit and retain high calibre staff
would lead to lack of skilled and motivated teams.

DoW
16 16 16 16 16 16 

3.2 If individuals and teams do not feel valued or
motivated resulting in poor patient care and staff
experience and ineffective team working.

DoW
12 12 12 12 12 12 

Lead
Jan-16

Risk

score

Apr-16

Risk

score

Jul-16

Risk

score

Oct-16

Risk

score

Jan-17

Risk

Score

May 17

Risk

Score

In

Quarter

Risk

Change

4.1 Insufficient productivity driven by poor alignment
of the clinical workforce, non-compliance with
commissioner requirements or the inefficient use of
resources (LOS, theatre utilisation, temporary
staffing).

DoFI

9 12 12 12 12 12 

4.2 A failure to deliver the clinical quality incentives
(CQUINS), demand management schemes and the
performance standards or to respond to the
admission thresholds/readmission caps/and required
pathway changes for iMSK and Stroke leads to an

DoFI

9 12 12 12 12 12 



under recovery of income and reduction in
productivity.
4.3 A failure to deliver 2016/17 CIPs to the level

required and/or pay and non-pay expenditure exceed

budget without a compensating increase in income

may lead to a reduction in productivity.

DoFI 9 16 16 12 12 12 

4.4 Financial or service pressures on third party

providers of health and social care or commissioners

cause operational difficulties or to enforcement of

contract levers more aggressively than expected

leading to reduced income and inability to achieve top

productivity.

DoFI 9 12 12 12 12 12 

4.5 Excess demand could increase financial pressure

due to emergency income on over-performance being

received at marginal tariffs whilst additional staffing is

paid at premium rates.

DoFI 12 12 12 12 12 12 

4.6 The Trust in its existing configuration may not be

clinically or financially viable in the long-term, and if

the current organisational strategy to achieve

sustainability fails, this presents a risk to the Trust.

DoFI

n/a n/a 16 16 16 16 

4.7 That the Trust's physical infrastructure is either

not fit for purpose or deteriorates leading to inefficient

clinical pathways, a poor patient experience, health

and safety risks or patient safety risks.

DoFI

n/a n/a n/a n/a n/a 12

Key:

15-25 Extreme
 No change in risk score CN Chief Nurse

8 –12 High
 Risk score decreased DO Director of Operations unplanned care



4 – 6 Medium
 Risk score increased DoW Director of Workforce Transformation

Development

1-3 low MD Medical Director

DoFI Director of Finance & Information



Principle Risk:

Strategic Objective Affected

Likelihood Opened 01-Apr-11

Consequence Closed

Level

Due:

Date

Completed

30-Jun-17

31-Mar-17

Action Plan

Action Description Progress to Date

To quality impact assess the final QIPP initiatives/programmes.

To be undertaken once plans finalised. Not all plans were formulated when this
action was reviewed in Q4 2016/17.

QSIA process recently rolled out for 2017/18. Divisional sign-offs and assurance status
to be reviewed in February 2017.

Mar 2017 review identified some gaps in plan completion and sign-off identified.
Plans not submitted for Panel in timely process - further Panel to be set in Q1
2017/18.

Gaps in Controls Gaps in Assurance

QSIA sign-off process as per Policy is not completed in all cases, or in a timely manner. QSIA assurance framework via QPC - timescale TBC within Well-Led action plan.

Closure Request?

QSIA training for governance and operational teams. Divisional monitoring of post implementation key controls / KPIs.

QEWS dashboard monitored monthly by QPC.

9 8 4

Controls Sources of Assurance

QSIA Policy has risk-based monitoring controls and approval measures, plus Panel review. Monthly review of plans at QIPP/CIP performance meetings.

3 2 1 Objective 1: Best Outcomes

3 4 4

1.1 If the quality governance and impact assessment processes fail during the design of QIPP/CIPs, this could lead to a negative impact on quality of care

Chief Nurse Link to Trust Risk Register 1525

Initial Current Target



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 01-Apr-11

Consequence Closed:

Level

Ongoing continual self-assessment regime implemented

Due: Date Completed

TBC

31-Mar-18

31-Mar-19

Dec 2018
Provisional

To be set by
Group by
Q2 2017/18.

TBC

1.2 If divergent and multiple organisational priorities compete with and undermine staff engagement leading to a distraction from the focus on high quality care.

Chief Nurse Link to Trust Risk Register 764

Initial Current Target

3 4 2 Objective 1: Best Outcomes

4 4 4

12 16 8

Controls Sources of assurance

Clear vision of quality of care as major driver for the trust Scorecards, Performance monitoring, monthly Board reports, audits.

Plan for Trust Strategy revamp is underway Board tracking

Trustwide Quality Improvement (QI) framework, QI training. Clinical quality dashboards

Strong clinical leadership at both Executive level and through Divisional Triumvirates. Performance monitoring, Freedom to Speak Up process

CQC Compliance monitoring framework and assessment mechanism

Gaps in Controls Gaps in Assurance

Significant gaps not identified Junior doctor GMC Survey improved in some areas but not at level required yet. An action
plan in conjunction with the Deanery is being progressed.

Closure Request?

n/a

Action Plan
Action Description Progress to Date

Trust Strategy refresh and alignment with Divisional Plans. Commenced and to be linked with Well-led Review Task and Finish Group action
plan once formulated.

Well-led review actions to be progressed by Task and Finish Group. Group to be formulated in May 2017.

Monitor action plan with Deanery re. junior doctors. Underway.

Clinical strategy rollout by March 2018. Planning underway led by Medical Director.

Clinical workforce strategy including demand/capacity modelling for the medical workforce. Discussions underway.

Quality, Safety, and Risk Management Strategy and supporting strategies to be revamped
and linked to new Trust strategy. Discussions underway.



Principle Risk:

Strategic Objective Affected
Likelihood Opened: 01-Apr-14
Consequence Closed:
Level

Due for completion: Date Completed

Complete 01-Jun-16

Complete 01-Sep-16

Complete

01-Mar-17

01-Sep-17

Complete 01-Sep-16
Complete 04-Apr-17
01-Oct-17

30/06/2017

01/07/2017

Complete
30-Oct-16

Complete

01-Oct-17

1.3 If there is poor capacity and flow in the emergency pathway this could result in poor outcomes and patient experience.

Director of Operations - Unplanned Care Link to Trust Risk Register 1556

Initial Current Target
4 4 2 Objective 1: Best Outcomes
4 4 4
16 16 8

Controls Sources of Assurance

1.3
Bi-weekly Clinical Forum Divisional Directors in post to provide clinical leadership to the programme of transformation

ASPH clinical and operational A&E visits to neighbouring trusts, in orde to benchmark/capture

improved ways of working.

ED Highlight Report with progress, KPIs and performance measures reported to Trust committees. Trust

performance report monitors quality and performance indicatores at divisional and corporate levels

Alamac supported improvements in discharge. Alamac whole sector support for urgent care pathway

Urgent Care recovery plan shared with CCG and Monitor & NHSE (including forecast trajectory)
Whole-system action plan in place and monitored through the CCG Unscheduled Care Partnership Tripartite review of recovery plan

SAFER flow bundle introduced during reboot week Workforce capacity Performance Indicators report to Trust Committees
Risk management report at the 4-hour performance meeting and Divisional meetings
Divisional financial budget report monitored at the Divisional meeting

Gaps in Controls Gaps in Assurance

Insufficient Consultant cover for 7 day working RealTime - full potential of system yet to be realised
Securing Commissioner and Community engagement and desired results 7 day working
Securing out of hospital capacity through system partners
Gaps in junior doctor cover

Closure Request?

Action Plan
Action Description Progress to Date

Front Door Reconfiguration - delivery of Urgent Care Centre at SPH We are providing urgent care within our emergency department staffing establishment and

open seven days per week between 8 a.m. and 10 p.m.

Hospital Patient Flow - Implementing consistent agreed core processes (RAT, stream etc) Patients received a nurse triage assesment within 15 minutes or arrival , diagnsostics are

ordered ,patients will be given immediate treatments such as IV fluids/ antibiotics, and

referred to the specialist teams more rapidly.
Reduce length of stay to improve bed availability - implementation of consultant-of-the-week model Ongoing work and consultation with GIM Consultants and Junior Doctors to implement a

Consultant continuity model. Each specialty now has robust arrangments and rotas in

place to deliver this standard

A Consultant of the week model is in place on the Respiratory and Gastro wards.

Provision of in-reach model for the CofE cohort of patients arriving in the Accident and Emergency

Department

Due to limited resources this input is current for two hours per day. We aim to increase this

to eight hours per day with further recruitment of CofE consultants

Reduce delayed Transfer of Care (DTOC) - implement weekly reporting of DTOCs (including % of Weekly reporting of DTOC and validation takes place on a Thursday.
The Trust is in the process of reviewing and agreeing a revised recovery trajectory. New interim ADO for Emergency Medicine in place

System wide project underway to implement Discharge to Assess programme to improve patient flow D2A model started September 16 with an intergrated care bureau as the umbrella for

health and social care service providers to work colloboratively with the Trust or reduce

length of stay and delays to discharge.

Appoint Deputy Divisional Directors to provide clinical leadership to the programme Divisional Directors to provide clinical leadership in place across Medicine are now in

place.

Establish an ambulatory emergency care unit Working with the CCG and clinicians to develop pathways. The ambulatory care unit is

currently provided five days per week from 8a.m. til 10 p.m. and will become seven days

per week by end of June 2017
Develop the medical model of care including consultant continuity to ensure the most efficient use of

bed base. Review hospital bed capacity.

New OPSU model to commence 1/11/16. Consultant recruitment continuing. Bed capacity

modeling complete.

01-Sep-17 Revise improvement plan and implement Rapid Implementation Guidance Plan revised to include new improvement actions. Implementation underway but needs to

secure support from PMO. SAFTER bundle implemented during reboot week to Cheery

ward and May. Peter Wilkinson appointed as project lead to ensure roll out across all

wards.

Establish and embed a philosophy of care and core clinical standards Core standards developed in place

Establish new junior doctor continuity rota and process to fill gaps Cross divisional work on staffing model implemented. All vacant posts within medicine

fully established with transfer of SAS doctors form the Ashford site. 04-Aug-16



Principle Risk:

Strategic Objective Affected
Likelihood Opened: 01-Apr-11
Consequence Closed:
Level

i.

ii.

iii.

iv.

v.

vi.

vii.

viii.

Gaps in Assurance

Closure Request?

Action Plan Date Completed
Due: Progress to Date

01-Aug-15 Completed

May-15 Completed

Mar-17 Ongoing

Mar-17 Ongoing

Mar-17 Ongoing

Mar-17 Ongoing

Mar-17 Ongoing

1.4 If the Trust workforce was not appropriately aligned to demand and acuity; particularly to meet reductions in WTE, agency usage and pay costs, resulting in poor patient outcomes.

Director of Workforce Transformation/Chief Nurse/Medical Director Link to Trust Risk Register 1317
Initial Current Target

3 4 2 Objectives 1 & 3: Best Outcomes & Skilled Motivated Teams
3 4 3
9 16 6

Controls Sources of Assurance

Annual business planning process confirms establishment Divisional budgets and establishments. Staff turnover rates monitored at PRM at divisional and

speciality level, and at Trust Board level through Board scorecard.

Safer staffing Levels set and reviewed and nursing acuity tool developed.

Business Planning process and targets set for 2016/17 Divisional Performance Review Meetings to review appointment to establishment & forward plan

Weekly vacancy Control panel & weekly rostering meeting Trust wide processes for financial governance, decision making and control of use and expenditure in

place. Workforce reports supplied to Divisions weekly and monthly

Centralised medical staffing booking system (Asciepius) Agency usage monitored at Finance Committee, WOD Committtee, weekly rostering meeting for

nursing and Division Review meetings and actions agreed monthly

Centralised change programmes led by an Executive Director Monthly monitoring at Finance Committee. Bimonthly monitoring of workforce metrics at Workforce

and OD Sub Committees, weekly rostering meeting - attended by Exec & Non-Exec Directors

Safer Staffing Templates Safer Staffing Levels report presented to Board monthly.

Compliance with CQC Outcome 13 Nursing Acuity Tools deployed . Safer staffing templates being used to validate staffing levels for other

non nursing staff groups every 6 months.
Regular acuity establishment reviews

Gaps in Controls

Action Description

Implement new centralised medical staffing booking system to ensure control of booking

and improved accuracy in pay rates and invoices

Implement an HRMC-approved VAT savings scheme for medical agency bookngs Scheme implemented in May 15 and savings achieved.

Monthly workforce assurance report to both Finance and WOD Committees to assess

financial impact of workforce risks and action plans to address risks

Detailed reports produced and regularly reviewed. Further work being completed to ensure

content and commentary supports action planning particularly with respect to cost issues

Daily reporting of nurse agency spend to support wards and departments to manage and

control agency spend to meet Monitor cap

Reporting in place since end October 2015

Negotiating with agencies for all staff groups to bring rates in line with Monitor capped

rates

Weekly reporting to Monitor on any rates in excess of the caps, along with action plan to

address. Benchmarking with neighbouring Trusts on the level of agency use above cap.

Locums who exceed the cap have been given notice, some being employed directly to

reduce costs. Further work being done in Surrey to harmonised rates and share

intelligence.
HCA recruitment for existing non-clinical staff to train as HCA's to supplement bank

workforce and open up career development opportunities

HCA recruitment well embedded. Now focusing on retention and potential to do more

recruitment via apprenticeship roles.

Medical workforce strategy being developed in order to understand the medical workforce

need, ensure that our current medical resource is fit for purpose, develop a strong

recruitment strategy for medical staff and ensure we are developing clinical leadership and

strong clinical culture

Regular medical workforce scruitiny group meets on fortnightly basis, chaired by MD, with

Divisional Director, Director of Operations and representatives from WOD team. A new

dashboard has been developed to support progress and monitoring of the strategy. A new

online bank system for medical locums is being launched by 31/1/17, as part of an overall

plan to streamline and modernise workforce medical systems including rostering, time and

attendance management and temp workforce management/bookings.



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 17-Apr-15

Closed:

Level

CQC monitoring Formalised governance structure for monitoring

Demand-capacity pressures Process assurance

YES The CQC has cleared all compliance actions and the Inspection Action plans are closed. Recommended for closure in May 2017.

Due: Date Completed

30-Jun-16 Complete June
2016

Ongoing 01-May-17In Q2 2016/17 the Trust rolled out the new Clinical Review Module of Health
Assure which is being used to evaluate and evidence CQC compliance on a
continual basis.

Self-assessing against Health Assure measures is progressing satisfactorily
overall, however there is insufficient progress in some areas - in part owing to
capacity. However, this is a wider point and not part of CQC assurance per se.
The module is sufficiently embedded for the action to be deemed completed.

Closure Request?

Action Plan

Action Description Progress to Date

In Q1 2016/17 the risk was refreshed as a broader risk of overall CQC non-
compliance owing to the potential impact of demand-capacity issues; the most
significant area for this is the Emergency Care Pathway. The controls and
assurance mechnanisms above have been refresed to account for this changed
focus of the risk.

Monitoring for the revised risk has been outlined as above.

NHS Improvement oversight of the emergency care pathway and improvement plan.

Gaps in Controls Gaps in Assurance

Regulations gap analysis (quarterly) and Domains in Clinical Practice Audit (6 monthly) External scrutiny by CQC with monthly updates and quarterly face to face meetings.

Divisional self-assessment using Health Assure Clinical Review Module

Emergency care pathway improvement plan is an overarching programme to address
capacity issues - this is being closely monitored by Performance Committee and Trust
Board.

Internal Audit review of CQC governance process in 2015 was favourable with no
improvement actions identified.

6

Controls Sources of Assurance

High level action plan for compliance actions with Senior Responsible Officer oversight High level action plan on compliance actions is being reviewed monthly via Quality and
Performance Committee (QPC), with summary monthly update to Trust Board

Detailed action plan for improvement actions and test of effectiveness: devolved setting,
implementing and monitoring of the plans promotes local ownership.

Detailed action plan on improvement actions is reviewed at CQC Quality Review Group
monthly

3 3 2 Objective 1 Best Outcomes

Consequence 3 3 3

9 9

1.5 If demand is high then capacity issues could lead to failure of CQC requirements which would threaten the good CQC rating.

Chief Nurse Link to Trust Risk Register N/A

Initial Current Target



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 30-Sep-16

Consequence Closed:

Level

Due: Completed

Per
individual
plans

Action Description Progress to Date

Continuation of the MHA, MCA, Safeguarding, and Learning Disability training
and improvement work - to iclude LPA, COP

Commenced and ongoing.

Gaps in Controls Gaps in Assurance

Lasting Powers of Attorney (LPA) and Courts of Protection (COP) understanding
needs improvement.

Action Plan

Mental Health Act (MHA), Mental Capacity Act (MCA) and restraint training to be
audited and action plan created to provide assurance.

Quarterly monitoring in quality report by Board.

Monitoring by Professional Lead for Safeguarding.

Controls

Closure Request?

Sources of Assurance

Macro feedback via FFT, National Inpatient Survey, PEMG complaints themes. Individual
feedback/learning via iWantGreatCare, mortality reviews. Trust Board and Committee overview of feedback results.

Staff training covers learning disability, dementia, mental health/mental capacity and
equality and diversity. Values based behaviour incorporated within appraisals.

Mandatory training framework regularly updated by MTC.

4 1 Objective 2: Excellent Experience

Disability group considers vulnerable groups as does review of safeguarding pathways
including the Surrey Multi-Agency Safeguarding Hub.

Case review action plans, external Surrey Safeguarding Board oversight.

Resource for learning disability training and patient support has been improved
and cover is adequate.

2017/18 Quality Priorities include specialist volunteers for dementia care, NHS Quality
Checkers Programme for Learning Disability/Autism, and #InvolveMe campaign for service-
level addressing of patient equality characteristics.

2 2

8 8 2

Link to Trust Risk Register

4

2.1 If the Trust fails to adopt a culture of listening, kindness, and compassionate care then patients, including vulnerable groups, will have a poor experience of direct care, hospital

services and facilities.

Chief Nurse

Initial Current Target

4



Principle Risk:

Strategic Objective Affected
Likelihood Opened: 01-Apr-13
Consequence Closed:
Level

i

ii

iii
iv

v

vi

vii

viii
ix

Due: Date Completed

2017/18 Ongoing

2017/18

Ongoing

2017/18

Ongoing

2017/18 Ongoing

3.1 The inability to recruit and retain high calibre staff would lead to lack of skilled and motivated teams.

Director of Workforce Transformation Link to Trust Risk Register 1317
Initial Current Target

4 4 2 Objective 3: Skilled, motivated teams
3 4 3
12 16 6

Controls Sources of Assurance

Annual business planning process confirms establishment Divisional budgets and establishments. Staff turnover rates monitored at PRM at divisional and

speciality level, and at Trust Board level through Board scorecard.

Weekly vacancy control panel reviews and approves appointment to vacancies Vacancy fill rate reviewed at divisional and speciality level, and at Trust Board level through Board

scorecard.

Weekly review of temporary staff spend & rostering for nurses with senior nursing management teams
Monthly Nursing & Midwifery Recruitment and Retention (NMRR) Group reviews progress against Specific action plans in place to identify and address areas with retention difficulties
Clinical Cabinet formed in Medicine & Emergency Care as a forum for reviewing medical workforce

gaps and risks

Vacancy levels improved

Corporate and divisional LED plans developed as part of business planning to ensure appropriate

investment in education and development

Numbers of staff accessing education & development and in particular monitoring uptake via the

Study Leave & Finance Committee.

Leadership, Management & Talent Management strategy developed & approved in April 2016.

Leadership Steering Group established to enable implementation of strategy.

Numbers of staff attending leadership & management training and in particular the new Manager's

Toolkit training.

All employment policies, including appraisal, structured in accordance with the 4Ps Employment policies available on Trustnet and reviewed with EPF & TEC
Compliance with CQC Outcome 14 Compliance with CQC Outcome 14 - monitored by WOD Committee

Gaps in Controls Gaps in Assurance

Control of rostering and planning for medical workforce Continuing inability to retain key staff.

Closure Request?

Action Plan
Action Description Progress to Date
Divisional Business & workforce plan and development of new roles. 2017/18 strategic workforce plan developed

The target for recruiting qualified Nurses and Midwives in 2016/17 was increased to 250,

higher than the previous year.

Additional campaigns were added to the recruitment calendar to meet the new target.

There are currently 60 nurses from the recruitment trips to the Philippines in July and

September who have not yet been able to start work, as they are in the process of passing

the IELT (international English Language Test) at the Level 7 standard required, and

registering with the NMC. This has delayed the process of bringing the nurses to the UK.

We have reviewed the financial package to accommodate the new immigration surcharge

from April 2017, to avoid additional cost to the Trust, and are rechecking that each

candidate wishes to continue with the recruitment process

Development of pay incentives for nurses in targeted areas. Developed and implemented. Currently reviewing effectiveness and considering a number

of additional incentives to use in difficult to recruit areas in collaboration with neighbouring

Trusts. Medical Scruitiny group implementing a process to review and where possible

harmonise rates/T&Cs

Refreshed approach to employer branding and recruitment with 4 key workstreams:

1. Re-branding exercise – Trust video, template job packs, refreshed Join The Team page

on website.

2. Positioning ourselves in the jobs market – conferences, social media, developing an

alumni.

3. Recruitment Tactics – Advertorials in professional press, job stands in local shopping

centre, recruitment days, refer a friend scheme.

4. Improved Staff Benefits offer – development of an app, annual staff benefits week

1. Corporate branding and recruitment material updated

2. Developing social media toolkit for recruitment to enhance organisational profile, use of

Linkedin for SM posts

3. Calendar of nursing events refreshed for 2017/18. Working with a number of

recruitment agencies to support specific campaigns, and actively pursuing overseas

recruitment campaigns for medical staff

4. Trust Staff Benefits Officer established and detailed workplan being implemented. Staff

benefits week planned for 2017/18. Staff Benefits app is now live with comms plan

scheduled for Q1.

5. Locums Nest App launched enabling simpler booking of temporary staff.



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 01-Apr-12
Consequence Closed:

Level

i. i.
ii.

ii.

iii. iii.

iv.
iv.

v v.

vi vi.
vii vii.

Due: Date Completed

Apr-17 Ongoing

Apr-17 Ongoing

Mar-17 Ongoing

Mar-17 Ongoing

May-16 Completed

Jun-16 Completed

Jul-16 Ongoing

Jul-16 Completed

Oct-16 Completed

Oct-16 Completed

Oct-16 Completed

Oct-16 Ongoing

Oct-16 Completed

3.2 If individuals and teams do not feel valued or motivated resulting in poor patient care and staff experience and ineffective team working.

Director of Workforce Transformation Link to Trust Risk Register N/A
Initial Current Target

2 3 2 Objective 3: Skilled, motivated teams
4 4 4
8 12 8

Controls Sources of Assurance

All employment policies, including appraisal, structured in accordance with the 4Ps Employment policies on Trustnet and reviewed every three years with EPF and TEC
Results of annual staff survey Staff attitude survey and patient survey results reported to Trust Board, TEC (annually). Improved

NSS staff survey results

Results of quarterly staff friends and family test Improvement results, favourable ranking in comparison with sector acute trusts.

Chief Executive Sounding Board Feedback from CEO Sounding Board actively used to improve employment aspects and promote

retention.

Development of Values Based Behaviours Recruitment, appriasal and reward aligned with core values and associated behaviour.

Staff award scheme in place Numbers of people being thanked and recognised via the WOW award scheme
Managers adequately trained to support, develop and value teams Number of people accessing management development and leadership programmes.

Gaps in Controls Gaps in Assurance
Appraisal rates below 90% target

GMC survey results in 2016 identify improvements needed.

Closure Request?

Action Plan
Action Description Progress to Date

Staff survey results Staff survey results published showing significant improvement. Local action plans being

developed. Results include - Being in the top quartile for overall staff engagement score

in all Acute trust ranking. Average is 3.81, we are 3.88. - Having a statistically significant

positive change in 21 of the Key Finding since the 2015 survey

- Maintaining the positive scores in further 9 Key Finding since the 2015 survey

- Having zero Key Findings since the 2015 survey with a statistically negative change

Deliver Health & Well Being programme to meet CQUIN requirements including a)

introduction of a range of physical activities for staff, b) Improving access to

physiotherapy services for staff, c) Introducing a range of mental health initiatives for

staff.

Action plan delivered

Revise and roll out 360 appraisal Review of current system in progress. New tool developed and currently being piloted

Develop Team diagnostic and interventions toolkit and train HRBP to use with teams in

difficulty

Toolkit developed and currently being piloted

Refresh the Chief Executive’s Sounding Board Review completed and new format introduced

Roll out Unconcsious Bias mandatory training programme Completed. Review on uptake and feedback in progress

Review communciation forums Communications audit completed. Action plan developed.

Launch managers toolkit training Manager's toolkit launched and getting high levels of take up and positive feedback

Review and update recognition scheme, linked to VBBs, incentivises and highlighting

role models. Review and update “thank you” scheme which serves as a mechanism for

conveying thanks.

Review in progress. Achieved 2000 wow nomination milestone recently

Significantly increase focus on both a quality improvement and leadership development. Successful QI Summit with Trust Board, senior leaders and a faculty from the Institute

for Healthcare Improvement (IHI), Leadership development for TEC - focusing on

leadership behaviours for QI and leadership styles. Launched manager’s toolkit,

focusing on the development and improvement of people management skills for line

managers. Further QI leadership developed planned with Core Leaders. Executive

leadership walkabouts focusing on staff engagement and QI support have commenced.

Develop and promote ASPH leadership model with clear emphasis on expectations on

leaders in relation to recognition and motivation

Leadership model has been developed and will be launched in Q4

Delivery of compassionate leadership programme at Team brief and reflection on how to

improve staff experience

Improve Staff Benefits offer – development of an app, annual staff benefits week

planned for Sept 16, showcasing local and national discounts

Trust Staff Benefits Officer established and detailed workplan being implemented.

Successful staff benefits week in Sept 16, next one being planned. Staff Benefits app is



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 01-Apr-11

Consequence Closed:

Level

Divisional Performance meetings

Discharge planning "RADAR"

Due: Date Completed

01-Jul-17

01-Jul-17

01-Jul-17
01-Jun-17

Agency reduction plan updated. NHS wide initiatives under review. Implementation in stages from 1 April.

Progress to Date

4.1 Insufficient productivity driven by poor alignment of the clinical workforce, non-compliance with commissioner requirements / best clinical practice or the ineffective use of

clinical resources.

Initial Current Target

Link to Trust Risk Register N/ADirector of Finance and Information

9

3

4

4

12

3

33

12

Objective 4: Top productivity

Sources of Assurance

Monthly Finance Committee

Controls

Operational KPIs on LOS, admissions / discharges rates, theatre utilisation, & waiting lists

Demand and capacity planning tools

Quality and Performance Committee

Action Description

Balanced Scorecard

Theatre Utilisation meetings

Escalation Policy in place

Gaps in Controls

Joint Trust / CCG monthly CIP/QIPP delivery review board

Bi-monthly Workforce and OD Committee

Closure Request?

Emergency Capacity Plan and potential crowding out of elective workload.

Monthly speciality performance reviews in place

Weekly operational targets performance revieew meetings

Evidence of delivery over joint delivery plan and demand management programme

Joint Delivery Plan Strategic and Delivery Boards

Realtime inpatient system

Medical and Nursing scrutiny review meetings

Evidence of delivery around workforce reform initiatives

Medical and nursing recruitment plans to be updated.

Gaps in Assurance

In progress. Various posts recruited to in hot-spot areas (i.e. Stroke physicians)
but key posts i.e. in A&E remain unfilled.

Joint delivered demand managment schemes action plan under development. Implementation being monitored.

Update the demand and capacity plan for at risk specialities NHS wide initiatives under review. Implementation in stages from 1 April.

N/A

Action Plan

Evidence of delivery around business plans

Template Created by Information Services



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 01-Apr-12

Consequence Closed:

Level

Balanced scorecard KPIs

Evidence of current CIPS, JDP & CQUIN devlivery

Evidence of upper limb iMSK pathway reform

Due: Date Completed

01-Oct-17

2017/18
01.10.17
01.8.17

4

Divisional Performance Review Meetings (monthly)

Controls Sources of Assurance

4.2 A failure to deliver the clinical quality incentives (CQUINS), Joint Delivery Plan actiivty reduction schemes and NHS performance standards or to respond to the emergency

thresholds/readmission caps and required pathway changes for iMSK and Dermatology may leads to an under recovery of income, and excess cost resulting in a reduction in

productivity levels.

Initial Current Target

Link to Trust Risk Register 1564

2

Director of Finance and Information

iMSK Board reporting of transformation agenda

Clear articulation of internal programme of work.
Monthly contract KPI monitoring

Action Plan

CQUIN delivery plan

N/a

4

Monthly income reports to Finance Committee and Board

Service planning processes in place with clear targets
Clear internal Performance Review Framework

CQUIN report to Strategic Delivery Committee

3 3

Gaps in Assurance

12

CIPS, JDP, CQUIN delivery progress reviewed by finance team fortnightly

CQUIN project managed through PMO with Executive Director leads

CIPS / JDP project managed through divisions with Executive Director leads

Closure Request?

Monitored monthly - in progress
iMSK Delivery Plan
Dermatology delivery plan

Objective 4: Top productivity

Gaps in Controls

16

4

6

Monitored monthly - in progress

Action Description

In progress. Ongoing monitoring due to access target issues.

Progress to Date

Evidence of Dermatology pathway reform changes

Implementation of Emergency Care action plans

Monitored monthly - in progress

Template Created by Information Services



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 01-Apr-11

Consequence Closed:

Level

Fortnightly Divisional CIP meetings

Due: Date Completed

01-Sep-17

17/18

Delivery of recruitment plans to reduce agency spend.

4

Performance Review meetings

Sources of Assurance

Gaps in Controls

Trust’s quality framework
Strategic Delivery Committee

4.3 A failure to deliver CIPs and cost responses to the Joint Delivery Plan to the level required and/or pay and non-pay expenditure exceeds budget without a compensating

increase in income which may lead to a reduction in productivity.

Initial Current Target

Link to Trust Risk Register N/A

Major Productive schemes identify patients experience objectives as well as productivity
objectives and monitor any adverse impacts during implementation.

12

Objective 4: Top productivity

8

Director of Finance and Information

Controls

Commercial Group review of business cases and quality impact reports
Board performance and PMO delivery / impact reports

3

4

16

Monthly Directorate and Divisional performance reviews look at workforce, activity, finance

4

4

2

Delivery of Divisional Recruitment plans In progress

In progress - £10.5m identified. Further actions to underpin the JDP are being
pursued.

Action Description

Gaps in Assurance

N/a

Action Plan

Delivery of Cost Improvement Plans / Joint Delivery Plan

Progress to Date

Planned programme of LOS reductions which is regularly reviewed with Directorates
Other delivery metrics i.e. theatre utilisation, weekly bank and agency usage reports

Closure Request?

Internal and external audit reports

CIP / JDP mitigation schemes continue to be developed.

Trust Executive Committee
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Principle Risk:

Strategic Objective Affected

Likelihood Opened: 01-Apr-11

Consequence Closed:

Level

Monthly monitoring of delayed discharges

Due: Date Completed

17/18

12

4

8

Focus on NW Surrey Locality and specialist commissioner relationships
Regular Board-to-Board with the CCG.
Activity profiled across year
Joint Delivery Plan scheme monitoring.

Closure Request?

Activity reporting via Board and Finance Committee reports.

Action Description Progress to Date

OngoingMonthly contract monitoring

Monthly contract meeting

Monthly / Quarterly contractual close down and agreement processes.
Contractual escalation arrangements will be used as required.

Gaps in Assurance

Action Plan

Gaps in Controls

Risk of excess growth above planned levels

CCG notification of issues or performance concerns are reported to the Board as required.

Confidence in JDP programmes to deliver fully the expected activity reductions

Impact of JDP initiative and other commissioning changes.

2

Sources of Assurance

3

4

3

4

Objective 4: Top productivity

Controls

12

4.4 Financial or service pressures on commissioners, third party providers of health and social care cause the Trust operational difficulties or lead to the enforcement of

contract levers more aggressively than expected leading to reduced income and excess costs.

Initial Current Target

Link to Trust Risk Register N/ADirector of Finance and Information

Template Created by Information Services



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 30-Oct-14

Consequence Closed:

Level

Due: Date Completed

1.10.17

Ongoing

Objective 4: Top productivity

4.5 Excess demand could increase financial pressure due to emergency income on over-performance being received at marginal tariffs whilst additional staffing is paid at

premium rates or lead to the cancelling of operations and hence reduced activity and income without a corresponding cost response.

Director of Finance and Information Link to Trust Risk Register N/A

Initial Current Target

4 3 3

4 4 3

16 12 9

Gaps in Assurance

Controls Sources of Assurance

Monthly monitoring on contract activity, QIPP, Joint Delivery Programme Limited impact to date from health system on reducing demand
Planned programme of LOS reduction

Action Plan

Action Description Progress to Date

Joint Delivery Programme established to reduce demand. Internal monitoring and delivery meetings held.

Crowding out of elective activity

Closure Request?

N/A

Gaps in Controls

Confidence in existing whole system plan.

Referral and attendance rated significantly over plan.



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 30-Apr-16

Consequence Closed:

Level

Updated Clinical Strategies
Workforce and Service Review strategies. Collaborative working approach
CIP plan & monitoring TEC & Board committee review of progress against plans. / milestones

Detailed STP financial model yet to be generated

Detailed delivery plans still to be generated / agreed for all areas. External consultation still to be undertaken

JDP has currently identied £5.2m, £1.8m beleow the £7m required in 17/18, Consistency with wider cancer strategy and neighbouring STPS to be assured.
JDP actual progress

Due: Date Completed

1.9.17

1.6.17

1.7.17

Gaps in Assurance

16

Internally consistent clincial strategy still to be generated

Closure Request?

N/A

Action Plan

ASPH CEO SRO leadership of STP Workforce Plan

Action Description

4 4 3 Objective 4: Top productivity

Progress to Date

Financial plan, supported by Carter review and GIRFT programme findings

Gaps in Controls

4 3

Joint Delivery Plan (QIPP programme) with NWS CCG Board Strategy Meetings

4

Controls Sources of Assurance

Work on Joint Delivery Programme to identify £1.8m 17/18 and £7m 18/19
shortfalls.

Ongoing

Full programmee of Carter and GIRFT action plans to be developed. Ongoing

16 9

Sustainability and Transformation Plan (STP) Programme STP review processes

STP Implementation Plan to be developed, Ongoing

4.6 The Trust in its existing configuration may not be clinically or financially viable in the long-term, and if the current organisational strategy fails, this presents a sustainability
risk to the Trust.

Director of Finance and Information Link to Trust Risk Register N/A

Initial Current Target



Principle Risk:

Strategic Objective Affected

Likelihood Opened: 1.5.17

Consequence Closed:

Level

Estates strategic and operational plans Estates strategies and plans annually reported to the Board

Estates infrastructure surveys eg Water, electrical, asbestos, ventilation etc Capital Control Group and 3 year capital investment plan

5 yearly 6 facet surveys and 2 yearly revaluation reviews Estates Strategy Group assessment and control of estate risk

Backlog maintenance programme investment plans 6 facet survey reported to Board

Imaging Managed Equipment Service Estate statutory compliance reports

PLACE annual inspection

Completion of the West Site disposal / Urgent care and the emergency floor reinvestment cases

Lack of appropriate ward decant space Electrical resilience risks

Adequacy of backlog maintenance programme and ability to tackle high risks areas

Affordability of whole estates programme

Re-tender of MRI contract and reprovision of the current 3 scanners

Due: Date Completed

Dec-17

Mar-18

Dec-17

Sep-17

Nov-17

Sep-17

Dec-17

Sep-17

Dec-17

4.7 That the Trust's physical infrastructure is either not fit for purpose or deteriorates leading to inefficient clincial pathways, a poor patient experience, health and safety

risks or patient safety risks.

Director of Finance and Information Link to Trust Risk Register N/A

Initial Current Target

4 4 3 Objective 4: Top productivity

4 3 3

16 12 9

Controls Sources of Assurance

Rolling, estate, equipment and IT investment programmes and 3 year plans

Gaps in Controls Gaps in Assurance

Access to wards, theatres, critical care and other operational areas areas to undertake critical
pieces of work.

Closure Request?

N/A

Action Plan

Action Description Progress to Date

Expand estates, equipment and IT investment plans to 5 years Ongoing
Assess investment plans, disposals and demolitions against backlog investment
requirements and priorities.

Ongoing

Incorporate NWSCCG & STP estate / service plans into our own proposals Ongoing

Deliver West Site disposal business case Ongoing

Obtain site wide planning permission for the proposed schemes Ongoing

Vacate the ramp and relocate all services

Market the West site Ongoing

Develop new electrical resiliance scheme Ongoing

Retender MRI contract & decide future location of nuclear medicine services Ongoing


