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in this report. The
committee reviewed the
draft Annual Governance
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number of minor
recommendations

Purpose of the report

Section 1 Governance Report

To present the Board with the latest versions of the Board Assurance
Framework (BAF) and the Corporate Risk Register so that Board
members can consider if they effectively capture our main risks, and give
Board members enough assurance about how we are mitigating risks
affecting our organisational objectives. To consider other governance
issues:

 Annual Governance Statement
 Self-certification for provider licence
 Audit Committee Annual Report

Section 2 Audit Committee Report

• The committee met on the 11th April 2019. The report highlights
the major issues discussed at the meeting.

Consider for
Action 

Approval 
Assurance 

Information 

Strategic goals this report relates to:
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To deliver high
quality care

To support people to
live independently at

home

To deliver integrated
care

To develop
sustainable
community

services

 

Summary of key points in report
Section 1 Governance Report

Board Assurance Framework

 Finance risk has been spilt into two entries, in-year and longer term risks
 Links have been made to the Corporate Risk Register
 The EU exit risk will need to be reviewed/removed following recent events

Declarations made in compliance with the NHS Provider Licence

 As with the last two year NHS Trusts are required to give assurance that they have
complied with the NHS Provider Licence, NHS Acts and have regard to the NHS
Constitution. To support the Trust’s self-certification, an assessment of assurances
available on each aspect of the license conditions has been made and considered
by Audit Committee members.

Annual Governance Statement

 The Annual Governance Statement (setting out our governance and risk
management arrangements) will be approved as part of the Annual Accounts
submissions. Board members will need to consider the statement when they
consider self-certification against the NHS Provider Licence, later in this report.
The statement does not detail any significant control issues.

Audit Committee Annual Report

 The Audit Committee has agreed its annual report which will be presented to the
Extraordinary meeting on 23rd May 2019.  The committee has not identified any
significant control issues, and is satisfied that where improvements are identified
measures are put into place to action them.

Kark Review

 The Kark Review of the fit and proper persons test has been completed. Two
recommendations have been accepted by the Secretary of State, the others have
been referred to NHSI for further consideration. Implications of the review will be
addressed within a board development programme which is currently under
design.

Section 2  Audit Committee

 Business continuity plans are being progressed at a locality level with good
progress being made. It is recommended that a NED be appointed as non-
executive lead for emergency planning/business continuity, this will be considered
by Quality and Safety Committee in due course.

 Internal auditors presented 8 reports of which 5 give partial assurance. The
committee will monitor the progress against recommendations though the internal
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audit recommendation tracking reports.
 The Head of Internal Opinion was given, the opinion is the same as previous

years, the organisation has an adequate and effective framework for risk
management, governance and internal control, with the statement that further
enhancements are needed to ensure it remains adequate and effective

 External Auditors report that they have not as yet found any significant issues  with
their end of year work.

Key Recommendations
The Board is asked to:

Section 1
• Consider the latest changes to the Board Assurance Framework. Are current significant

risks to strategic objectives accurately captured and does it give sufficient assurance on
risk mitigation? Are there specific BAF risks the Audit Committee should review in detail?

• Approve the BAF and Corporate Risk Register.
• Accept the latest draft of the Annual Governance Statement in light of self-certification

against the NHS Provider License.
• Consider the NHS Provider licence self-certification templates indicating compliance

(attached at Appendix 5), and approve the self-certification.
• Accept the assurance and opinions from the Audit Committee Annual report
• Recognise the findings of the Kark Review and accept the implications will be addressed

in the forthcoming board development programme.

Section 2
Accept the assurances from the April Audit Committee meeting.

Is this report relevant to compliance with any key
standards? YES OR NO

State specific standard or
BAF risk

CQC Yes

Aspects of Governance are
included within the standards
for Safeguarding and Safety,
Suitability of Staffing and
Quality and Management.

IG Governance Toolkit No
Board Assurance
Framework Yes Relates to all entries

Impacts and Implications? YES or
NO If yes, what impact or implication

Patient safety & experience Y Good governance processes will have a positive
impact on the safety and quality of patient care.

Financial (revenue & capital)
Y

The Board Assurance Framework details major
financial risk which could impact on the Trust
objectives.

OD/Workforce N Inter-relationship between OD and workforce
issues and quality.

Legal N Various potential legal risks if issues are not
managed effectively.
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1.1 Board Assurance Framework (BAF)

The Audit Committee reviewed the BAF at its April meeting. There was no assurance
presentation by lead director due to the timing of the meeting. A presentation would
be given the Extraordinary Committee relating to ‘Meeting Financial Targets’, and to
the July meeting for ‘Organisational Culture’. The committee noted that the risk
associated with ‘EU Exit’ needed to be updated, however, the situation had moved on
dramatically since the meeting. The committee accepted the proposed changes to
the finance risk, to be split into in-year and longer term risks. Concern was raised
that the timing of the assurance presentations could lead to a delay in assurance
testing. This concern was adequately mitigated as issues can be raised at any
meeting for any risk, it did not need to wait for the scheduled review.

1.2 Changes to all BAF risks:

 The financial risk has been split into in-year and longer term risks, as mentioned in
the March report

 Links from the Corporate Register have been included in the BAF report. This will
better enable the Board and Audit Committee to view these risks in the way they
contribute to the overall risk to the Trust’s objectives

 Directors have reviewed their entries; these changes are highlighted in the table
below.

Ref Title Changes

2-2018 Clinical Quality and Safety No change, awaiting CQC draft report
which will be a major assurance

02-
2019 EU Exit

Risk  remains but with extended date,
description updated to reflect October
deadline

4-2018 Healthcare Systems
Controls added for leadership of care
closer to home pilot and membership of
Senior Leaders Group.

2-2019 Long-term financial sustainability of the
Trust New entry

1-2019 Meeting in-year Financial Targets

5-2018 Optimising use of Technology

No change currently, to be discussed at
the next meetings of  EPR program Board
and  IMT strategy group with a view to
refreshing the detail according to the
current situation.

1-2018 Organisational culture does not support
the values of the Trust No change

The BAF is attached as Appendix 1.

1.3 Corporate Risk Register

The Audit Committee reviewed the register at its April meeting. The committee noted
the following points

SECTION ONE: GOVERNANCE REPORT INCLUDING BOARD ASSURANCE
FRAMEWORK
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 Board Leadership – this is an old entry that has been replaced with a new risk
for corporate governance, board leadership risk will be considered at the next
audit committee meeting.

 Staff Sickness and Annual Leave - risks will have an impact on service quality
and continuity of care, The Quality and Safety Committee will monitor this.

 Business Continuity risk - reviewed with the Director of Operations
 Risks will stay on the register to ensure that controls are actively monitored

and are visible as long as they create a significant risk potential.

Directors have reviewed their entries and updated where necessary.

The register is attached as Appendix 2.

1.4 Annual Governance Statement.
Our Annual Governance Statement is an important document in which we set out
each year the governance and risk management arrangements we have in place.
The Board is therefore asked to pay particular attention to it in their assurance role,
especially in relation to our self-certification against the NHS Provider License later in
this report, which requires the Board to confirm whether they are satisfied that
adequate governance arrangements are in place.

The Trust is required to produce the Annual Governance Statement as part of the
annual accounts submission. The statement draws together position statements and
evidence for corporate and clinical governance, risk management and control, and
includes declarations for information governance and never events.

The statement includes the Head of Internal Audit Opinion, and must detail any
significant control issues that have been identified in the year. The draft statement
was taken to the April Audit Committee meeting for comment, and has been reviewed
by Executive Directors and Auditors. No significant issues have been identified within
the statement. Significant issues are those which will have a major effect on the
working of the Trust, e.g. will have a material impact on the accounts or the running
of the Trust. The Statement acknowledges the improvements needed where internal
auditors found additional controls were required. An action plan is in place to
implement these controls. The statement will be finally approved at the Extraordinary
Audit Committee meeting to approve the annual accounts package on May 23rd
2019. The statement is attached to this report as Appendix 3.

1.5 Self-certification for provider licence
NHS Trusts are required to give assurance that they have complied with the NHS
Provider Licence and NHS Acts, and have regard to the NHS Constitution, through a
process of self-certification. This process was introduced two years ago. Although
NHS trusts are exempt from needing the provider licence, NHS Improvement (NHSI)
are required to ensure that NHS Trusts comply with conditions equivalent to the
licence as it deems appropriate.

Providers need to self-certify the following two points, after the financial year-end:

1. NHS provider licence condition - the provider has taken all precautions necessary to
comply with the licence, NHS Acts and NHS Constitution (Condition G6(3)) – by 31
May 2019.

2. The provider has complied with required governance arrangements (Condition
FT4(8)) – by 30 June 2019.

It is up to providers how they do this, but board understanding and sign off is
required.  NHSI supply templates which trusts can use to confirm their compliance.
Providers must have processes in place to ensure they check compliance and
manage risks of non-compliance on an ongoing basis and must publish their G6 self-
certification within one month following the deadline for sign-off.



6 Accountable Director: Julie Houlder/Claire Lea Corporate Governance Support,
Peter Phillips Non–Executive Chairman of the Audit Committee
Board Meeting: 30th May 2019

There is no requirement to submit self-certification to NHSI, but NHSI will select some
Trusts to ask for evidence that they have self-certified.

To support the Trust’s self-certification, a written assessment of assurances available
on each aspect of the license conditions has been prepared. The standards are the
same as previous years, hence the evidence to support them is also broadly the
same. The exception is the CQC inspection where the final report is awaited

The assurance summaries have then been provided to Audit Committee members for
their consideration, who have supported the proposed assessment of “compliant”.

The proposed self-certification templates indicating compliance are attached at
Appendix 4, and the Board is asked to agree the self-certification.

1.6 Audit Committee Annual Report
On advice from External Audit the annual report will be presented to the
Extraordinary meeting on 23rd May 2019. The report details the work carried out by
the committee for the last year, and the opinions from internal and external auditors.
The committee has not identified any significant control issues, and is satisfied that
where improvements are identified measures are put into place to action them. The
report is attached as Appendix 5

1.7 Kark Review
The Kark Review of the Fit and Proper Persons Test (FPPT) assessed the
effectiveness of the FPPT in preventing unsuitable staff from being redeployed or re-
employed in the NHS.

The review concludes that a system has to be devised to ensure that those who take
on the role of senior management at board level in the NHS are equipped with the
appropriate skills, can be critically assessed continuously throughout their career and
that they can be supported to improve their skills with training if things go wrong

The review set out a number of recommendations of which the first two were
immediately actioned by the Secretary of State and the others were referred to the
Chair of NHSI for further consideration.

The first recommendation (below) will require action by NHSI in collaboration with the
NHS Leadership Academy and the Academy of Royal Medical Colleges to
implement.

1. All directors (executive, non-executive and interim) should meet specified
standards of competence to sit on the board of any health providing organisation.
Where necessary, training should be available.

The second recommendation will require further consultation on how to establish a
central database.

2. That a central database of directors should be created holding relevant
information about qualifications and history.

In practice all of the recommendations are due to be considered as part of the wider
workforce review being led by NHSI.

At present, therefore, none of the recommendations have been implemented and
there is no mandated action to be taken.  Indeed, NHS Providers are lobbying for
greater consultation as their response paper suggests that there has been a lack of
engagement with board members around the proposed recommendations.

However, having reflected on the Review’s recommendations, SCHT can begin to
prepare for their implementation by considering the suggested high-level core
competencies in designing its forthcoming board development programme.
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These will include knowledge and a general understanding of the following:

• Board governance;
• Clinical governance;
• Financial governance;
• Patient safety and medical management;
• Recognising the importance of information on clinical outcomes;
• Responding to serious clinical incidents and learning from errors;
• The importance of learning from whistleblowing and ‘speaking up’;
• Empowering staff to make autonomous decisions and to raise concerns;
• Ethical duties towards patients, relatives and staff;
• Complying and encouraging compliance with the duty of candour;
• The protection, security and use of data;
• Current information systems relevant for health services;
• The importance of issues of equality and diversity both within the hospital in

workforce issues and in relation to appointments to the Board; and
• The importance of complying on a personal basis with the Nolan principles.

All of these competencies can be picked up in the design of the Board’s development
programme which is currently being developed to address the findings of the CQC
well-led assessment and the Niche well-led diagnostic.  The programme, which will
include both individual and collective elements, will be considered by the Board at its
meeting in June 2019.

1.8 Use of the Trust Seal
The seal has been used once since the last meeting:-

Deed of release relating to a capital grant agreement  dated 13th October 2005
relating to Unit 7, Stafford Park 12, Telford, between the Trust and Telford and
Wrekin Council.

The Audit Committee met on 11th April 2019. Below is summary of the key points of
the meeting:

Business Continuity
Following the Internal Audit of Business Continuity the committee had requested a
further report. The Director of Operations and Compliance Lead attended the meeting
to give a report. The Compliance Lead will be leading on this work due to the
Emergency Planning Officer leaving the Trust. The audit recommendations are
centred on local plans, rather than trust-wide plans and completing the community
hospital plans is the priority. Locality plans are being completed with the lead for each
plan being the locality manager. The plans will need to be embedded in services.
The report recommended that a non- executive lead director be identified for
Emergency Planning and Business Continuity by July.  This would be addressed by
Quality & Safety Committee and a recommendation brought to the Board in due
course.

Agency Staff
The committee had requested the outcome on investigations of enhanced benefits  to
attract bank staff. The committee heard that this project had stalled and a further
report would be brought to the July meeting.

SECTION TWO: AUDIT COMMITTEE REPORT
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Internal Audit
Auditors presented eight Audit Reports:

Audit Opinion issued Actions Agreed

High Med Low

Role  Specific Essential
Training

1 2 1

EPR (RIO) 0 3 1

Recruitment and Retention 0 2 4

Annual Leave 0 6 1

Rostering 0 2 3

Follow up No rating

Bank and Agency 0 6 1

Assurance Framework and
Risk Management

0 0 4

Auditor presented their Annual Report, which includes the Head of Internal Opinion.
The Opinion is:

The committee discussed the reports, and accepted that where recommendations
have been made, they have been accepted and are in progress. The committee will
receive on-going progress reports from auditors as part of the audit programme.

Auditors are of the opinion that there are no significant control issues which need to
be declared in the Annual Governance Statement
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Annual Governance Statement (AGS)
As mentioned in the Governance Section the committee received the draft statement.
The following recommendations were made:

 Compliance with GDPR to be included in the IG section
 CQC inspection detailed
 Risk control to include ensuring all policies are embedded and acted on

External Audit
Auditors reported they have not as yet, and do not expect to, identify any significant
issues in carrying out their Value for Money and Financial Statement audits.

Finance Policies
The committee approved the Annual Accounting Policy, the Going Concern Report,
and the Non-consolidation of charitable funds.

Amendments to Anti-Fraud, Bribery and Corruption, and Security Policies and
Strategies
The committee approved minor changes to these policies and strategies

The Board is asked to:

Section 1
• Consider the latest changes to the Board Assurance Framework. Are current

significant risks to strategic objectives accurately captured and does it give sufficient
assurance on risk mitigation? Are there specific BAF risks the Audit Committee
should review in detail?

• Approve the BAF and Corporate Risk Register.
• Accept the latest draft of the Annual Governance Statement in light of self-

certification against the NHS Provider License.
• Consider the NHS Provider licence self-certification templates indicating compliance

(attached at Appendix 5), and approve the self-certification.
• Accept the assurance and opinions from the Audit Committee Annual report
• Recognise the findings of the Kark Review and accept the implications will be

addressed in the forthcoming board development programme.

Section 2
• Accept the assurances from the April Audit Committee meeting.

3. RECOMMENDATIONS TO THE  BOARD
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objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Organisational culture does not support the values of 

the Trust

 6

Datix ID

Initial rating 

C x L

Lead Ms Jan Ditheridge

4 X 4 3 xx 3 3 23189

 16
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Nuala O'Kane

Ref No 1-2018

Changes since last update
No change
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OD FRAMEWORK

-implementation of framework activities

-ensure full range are exercised and having an impact

-tools for learning and improvement

COMMUNICATION PLAN

- plan is implemented and monitored for impact

LEADERSHIP VISIBILITY AND CLARITY

- Board visibility, clarity of messaging and demonstrate values

OD Culture working group 

report

OD Quality and Workforce 

metrics

OD Delivery of agreed 

transformation plans

OD Staff and other surveys

OD Triangulation activities

OD Board clinical visits

OD Individual interactions

COMMS Staff ands other surveys

COMMS Staff and Patient feedback

COMMS Quality and Workforce 

metrics

COMMS Triangulation of data and 

information

Challenge of 

managing/leading 

small discreet services 

spread across a wide 

geography

Availability of high 

quality information for 

all services/teams

1) Poor learning culture (Commitment to 

Quality)

We don't learn from our mistakes, do not 

innovate change and improve. We increase 

chance of harm or poor experience.

2) Not person centred (Respect& Dignity, 

Everyone Counts, Compassionate Care)

Potential to miss harm or risk to an individual 

because they have been excluded/not had 

equivalent access. To create poor patient or 

family experience

3) We do not encourage diversity (Everyone 

Counts, Commitment to Quality)

Miss opportunities for innovation. Do not fully 

explore, represent or provide care and services 

to meet needs of patients, families and staff. 

Miss talented staff and recruitment 

opportunities and risk losing staff

4) Staff are not or don't feel 

involved/empowered in their work and 

decisions/changes relating to it (Respect& 

Dignity, Everyone Counts)

Missed opportunity for innovation. Increased 

risk of doing the wrong thing. Resistance to 

change. Recruitment and retention challenges

5) Leadership and effective "followship" does 

not develop in all parts of the organisation

- People/staff do not grow and develop. 

- Limited job satisfaction leading to unhealthy 

feelings about work.

- Lack of innovation and quality improvement
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

31-Mar-2019 Mr Chris HudsonRefresh communications plan including website changes In progress, first stage complete, date extended to allow for further 

development

30-Apr-2019 Nuala O'KaneDevelop and deliver Board Development Programme

31-Jul-2019 Mrs Sonia OrrRefresh/refocus OD plan/talent management plan. In progress, first stage complete, more to do with the Director of People 

appointment.

Printed 22 May 2019

Page 1

FoordPJ
Typewritten text
Appendix 1



Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Domain

E3: Do staff have the skills, knowledge and experience to deliver effective care and treatment?

E4: How well do staff, teams and services work together to deliver effective care and treatment?

R1: Are services planned and delivered to meet the needs of people?

W3:How does the leadership and culture reflect the vision and values, encourage openness and 

transparency and promote good quality care

Risk ID Risk  Name Current  Rating

 2493 Lone working  6

 1717 Staff Appraisals  9

 956 Staff Engagement  6

 1147 Staff Sickness  12

 1053 Training and development  9

 2495 Vacancies and the effect on service delivery  12

 2258 Compliance with Equality Requirements for Staff and Patients  8

Links to Corporate Risk Register Links to CQC Standards

Residual Risks Operating in a mixed cultrual economy across health. care and public Monitoring Group Quality and Safety Committee
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e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Clinical Quality and Safety  8

Datix ID

Initial rating 

C x L

Lead Mr Steve Gregory

5 X 4 4 xx 2 4 23190

 20
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Nuala O'Kane

Ref No 2-2018

Changes since last update
No change, awaiting CQC draft report which will be a major assurance
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Monitoring of policies, procedures and care pathways, e.g. audits.

Recovery plans identified by performance management 

Performance monitoring (Routine/against trajectory)

Self assessment of CQC standards and resulting action plans

Monitoring of bank and agency use

Monitoring of vacancies/recruitment initiatives

Identifying and acting on event themes (e.g. complaints/incidents 

etc.)

Acting on feedback from audits/patients/staff/students

NON Performance monitoring 

reports to RPC and Q&S

NON 6 monthly staffing reviews

NON Board to site/service visits

NON Thematic reviews

NON Executive director 

performance reviews of 

services

INDEP Reviews by 

regulators/commissioners/H

ealthwatch

NON Reviews by patient and 

carer panel (e.g observe 

and Act)

Currently limited 

Non-Executive 

representation to 

challenge/scrutinise 

activity

•Quality monitoring and performance not 

sufficient to maintain standards

•Failure to adhere to standards

•Quality standards adversely affected by failure 

to recruit to clinical posts

Risks to CQC compliance, patient safety and 

effectiveness of patient outcomes, Potential for 

reputational risk
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

Links to Corporate Risk Register Links to CQC Standards
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e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Domain

C1: Are people treated with kindness, dignity, respect and compassion while they receive care 

and treatment

R3: Can people access care and treatment in a timely way?

S1: What is the track record on safety

S3: Are there relliable systems, processes and  practices in place to keep people safe and 

safeguarded from abuse

S5: How well are potential risks to the service anticipated and planned for in advance

W3:How does the leadership and culture reflect the vision and values, encourage openness and 

transparency and promote good quality care

Risk ID Risk  Name Current  Rating

 325 Business Interuption  6

 1049 Clinical Negligence or Third Party Litigation  6

 2258 Compliance with Equality Requirements for Staff and Patients  8

 2000 Data Quality  6

 2773 End of Life Processes  9

 2884 Estates Safety and statutory compliance  6

 1048 Health & Safety Legislation  6

 2770 Non compliance with annual leave policy  9

 1046 Policies  6

 1047 Risk Management  6

 1056 Safeguarding, including thresholds for referral  6

 1051 SIs, other incidents  4

 1147 Staff Sickness  12

 1053 Training and development  9

 2495 Vacancies and the effect on service delivery  12

 1571 Waiting Times  8

 3318 Staff with no record of DBS checjks  8

 3292 LAC review health assessment 0-19 service Telford  12

Residual Risks Monitoring Group Quality and Safety Committee

Printed 22 May 2019
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e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Healthcare Systems  8

Datix ID

Initial rating 

C x L

Lead Ms Ros Preen

4 X 4 4 xx 3 4 23192

 16
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Mr Harmesh Darbhanga

Ref No 4-2018

Changes since last update
Controls added for leadership of care closer to home pilot and membership of Senior Leaders Group.

p
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In order to be present to debate, influence and highlight impact of 

taking plans forward we hold key seats around the key strategic 

planning ‘tables’; 

- STP Strategic Leaders meetings,

- Appropriate programme board representation in Shropshire and 

Telford and Wrekin Commissioning Programmes, and 

representation on work streams which add value to our 

transformation delivery

- In partnership with LA leading the implementation of care closer 

to home phase 2 pilot

- Membership of the new STP Senior Leaders Group (SLG)

NON Contracts and service 

developments that are 

realised which are 

delivering part of our 

strategy

NON Feedback to Board the 

outcomes of the various 

strategic forum and work 

streams we engage in via 

the Business Development 

and Service Transformation 

Reports to Board and 

Resources and 

Performance Committee.

Sufficient strategic 

clinical leadership in 

system wide 

developments

RISK

The Shropshire STP system plan develops in 

such a way that prevents the delivery of the 

Trust’s long term clinical transformation 

strategy.

CONSEQUENCE

The Trust is unable to:

•continue to provide strong and robust clinical 

governance,

•deliver care at a scale that can continue to 

deliver efficiencies, and

•develop appropriate partnerships to integrate 

care logically for our population
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

Jane PoveyDetermining what the appropriate next steps with regard to 

clinical leadership are

In progress For discussion at Board

30-Nov-2018 Trish FinchRegenerating our internal planning and development group 

(Community Health Offer).

Completed Action now complete

31-Jan-2019 Ms Ros PreenTaking the lead role in taking forward the development of work to 

support Alliance and ICP development. Ros P

Completed In place

28-Feb-2019 Ms Ros PreenMemorandum of Understanding to be developed signed by 

partners

Completed Agreement has been signed by the Trust, council and CCG

Domain

R1: Are services planned and delivered to meet the needs of people?

R2: Do services take account of the needs of different people, including those in vulnerable 

circumstances?

W1: Is there a clear vision and a credible strategy to deliver good quality

W4: How are services continuously improved and sustainability ensured

Risk ID Risk  Name Current  Rating

 1223 Board Leadership  6

 325 Business Interuption  6

 966 Community links and Reputation  6

 2000 Data Quality  6

Links to Corporate Risk Register Links to CQC Standards

Residual Risks Monitoring Group Resource and Performance Committee

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Optimising use of Technology  8

Datix ID

Initial rating 

C x L

Lead Ms Ros Preen

4 X 4 4 xx 3 4 23193

 16
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Mr Harmesh Darbhanga

Ref No 5-2018

Changes since last update
No change currently, to be discussed at the next meetings of  EPR program Board and  IMT strategy group with a view to refreshing the detail 

according to the current situation.

q
 12

Delivery of IM&T Strategy

Working with Service Transformation Plan partners through the 

Digital Enablement Group (DEG)

Engagement and compliance with NHS Digital, NHS Improvement 

and NHS England requirements around the digital agenda

Ensuring effective Governance arrangements are in place for all 

Digital Transformation programmes e.g. Electronic Patient Record 

Project 

Where issues and risks are identified action plans are developed to 

address which are monitored at the appropriate group.

Training programmes delivered as new technologies are deployed

Utilisation of standard methodology for project management 

(PRINCE2)

NON Regular reports to R&P and 

Q&S

NON Ad hoc presentations to 

Board

INDEP Internal Audit audits of 

elements of the program 

(e.g. data quality)

INDEP Completion of DSPT (data 

security and protection 

toolkit)

INDEP External organisation 

penetration tests

Not optimizing digital technologies effectively:

- Services do not transform efficiently

- Patients fail to receive optimum care.

- Safety can be compromised by failure to 

deliver right information at the right time to the 

right people.

- Resources are not utilized in the most efficient 

and effective manner

- Trust is proceeding at a pace of technological 

development which is not being matched by 

partners and the wider health and social care 

system

- Exposure to cyber security threats.

- Development of Information Management & 

Technology Strategy has insufficient 

engagement from the wider organisation
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

31-Oct-2019 Andrew CrookesRefresh the IMT strategy for the next 5 years In progress

31-Mar-2021 Andrew CrookesImplementation of government initiative of "cloud first" i.e. data 

hosted off site in secure cloud locations.

Utilisation of COTS (Commercial off the Shelf)Applications 

wherever possible; NHS should not be developing bespoke 

solutions

Domain

C1: Are people treated with kindness, dignity, respect and compassion while they receive care 

and treatment

E5: Do staff have all the information they need to deliver effective care and treatment to people 

who use services?

R2: Do services take account of the needs of different people, including those in vulnerable 

circumstances?

S3: Are there relliable systems, processes and  practices in place to keep people safe and 

safeguarded from abuse

W4: How are services continuously improved and sustainability ensured

Risk ID Risk  Name Current  Rating

 1438 Compliance with data protection legislation  9

 2000 Data Quality  6

 1046 Policies  6

 1609 Cyber Security  12

 3086 Delay to the planned implementation of RiO  9

 3274 End of SQLserver 2008 support  8

 3273 Microsoft Support ends - Windows 7  6

 3112 NHS Digital Assessments  9

Links to Corporate Risk Register Links to CQC Standards

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Residual Risks Limited control of STP processes Monitoring Group Resource and Performance Committee
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

EU Exit  9

Datix ID

Initial rating 

C x L

Lead Ms Ros Preen

4 X 3 4 xx 3 3 33294

 12
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Nuala O'Kane

Ref No 02-2019

Changes since last update
Risk  remains but with extended date, description updated to reflect October deadline

u
 12

Identified lead executive director

Team/Focus Group approach to trust management of risks and 

mitigation, meeting regularly to review the Trust’s position and 

update our risk assessment as necessary.

NHS National operational response centre 

Compliance with national guidance

On- going response to associated communications from the 

national team

National arrangements for the supply and contingency storage of 

medicines, vaccines , medical devices and consumables

Local assessments and plans for supply chains carried out by 

Shropshire Purchasing Consortium

Local review based on national and local supply assessments to 

identify and key supply risks, monitoring of stock where needed. 

No key risks identified.

HR support for members of staff from European countries

System Wide Workforce Group assessments and contingency 

measures

Trust EU Exit Plan

Trust work with local resilience forum and the local health 

resilience partnership to identify and mitigate risks

STP group convened to locally manage risks across health and 

social care system. 

Situation reporting as required by central bodies

Responding to meet external assurance as required

Reports to Board relating to 

plans, compliance with 

national standards and local 

arrangements

Leaving arrangements 

have not been agreed 

with EU

Risks associated with the EU Exit, now 

deferred to Oct 19, particularly in the "no deal" 

scenario. Nationally the risks to the NHS have 

been identified as:

- supply of medicines and vaccines; 

- supply of medical devices and clinical 

consumables; 

These two areas are being led nationally, and 

locally by commissioners 

- supply of non-clinical consumables, goods 

and services;

This area is being led nationally, with additional 

actions taken locally 

- workforce; 

There are potentially 24 staff who could be 

affected. No business critical services will be 

affected

- reciprocal healthcare; 

Limited effect on trust

- research and clinical trials; and 

- data sharing, processing and access. 

These 2 areas will not impact on the Trust
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

28-Feb-2019 Pete OldPublicise and implement EU action Plan Completed Completed

15-Mar-2019 Peter FoordComplete stocktake to identify any supplies that could potentially 

be affected by EU exit

Completed 20/03/19 - C,YP&F - discussed at SDG quality and performance meeting on 

11/03/19 all services reviewing stock and monitoring any impacts. Process 

for reporting mechanism for delays issued.

Completed

15-Mar-2019Complete management briefings Completed

22-Mar-2019 Peter FoordPurchase, install and implement prescribing information software. 

Rx-Info

Completed This has now been received and installed.

Training to be undertaken in April by the company.

Finance department aware.

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

DomainRisk ID Risk  Name Current  Rating

Links to Corporate Risk Register Links to CQC Standards

Residual Risks Monitoring Group Resource and Performance Committee

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Meeting in year Financial Targets  9

Datix ID

Initial rating 

C x L

Lead Ms Sarah Lloyd

5 X 5 4 xx 4 3 33322

 25
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Mr Harmesh Darbhanga

Ref No 1-2019

Changes since last update

q
 16

Benefits Realisation Group in place following review of CIP and 

Transformation governance arrangements.

Financial monitoring by managers, reported to Resource & 

Performance Committee (RPC)

Long Term Financial Model (LTFM)being reviewed for 2019.

Renewed focus and emphasis on CIP development and 

implementation and monitoring.

Development of CIP plans.

Project Management Office function in place.

Financial Forecasting - reported to RPC and Board

Cash Management Processes well developed.

CIP escalation process in place and meetings held.

Non recurrent measures to be identified to offset shortfalls against 

recurrent CIP in short term, although underlying position is still 

affected

Equality and Quality Impact Assessment (EQIA)  process in place 

including Non Executive Director membership.

Financial plans submitted to NHS, detailing required value of 

efficiency programme.  NHS Improvement regularly updated on 

risks regarding financial performance.

INDEP External audit of accounts

INDEP External value for money 

audit

INDEP Financial systems audit by 

internal auditors

NON Finanical reports to Board

INDEP Internal audit of CIP 

process

Rolling programmes of 

efficiencies not yet in 

place

RISK The Trust fails to deliver its agreed 

in-year financial targets, namely: delivering a 

breakeven income and expenditure position; 

delivering the agreed control total; staying 

within the agreed Capital Resource Limit; and 

remaining within the planned agency spend 

ceiling.  The key risk to delivery remains 

recurrent delivery of the Cost Improvement 

Programme (CIP) but also includes 

management of other arising financial risks. 

CONSEQUENCE

Inability to invest in our services/service 

reductions 

Possibility of cash shortfall
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

28-Jun-2019 Ms Sarah LloydDevelopment of 19/20 efficiency program In progress Initial confirm and challenge meeting held

Domain

W4: How are services continuously improved and sustainability ensured

Risk ID Risk  Name Current  Rating

 2738 Apprentice Levy  9

 1049 Clinical Negligence or Third Party Litigation  6

 1438 Compliance with data protection legislation  9

 2000 Data Quality  6

 2884 Estates Safety and statutory compliance  6

 1048 Health & Safety Legislation  6

 1046 Policies  6

 1047 Risk Management  6

Links to Corporate Risk Register Links to CQC Standards

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Residual Risks Local health economy financial challenges Monitoring Group Resource and Performance Committee
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Long-term financial sustainability of the Trust  9

Datix ID

Initial rating 

C x L

Lead Ms Ros Preen

5 X 5 4 xx 4 3 33323

 25
Risk Indicator

Current rating 

C x L

Target rating 

C x LNon Exec. Lead Mr Harmesh Darbhanga

Ref No 2-2019

Changes since last update
New entry

q
 16

Benefits Realisation Group in place following review of CIP and 

Transformation governance arrangements.

Financial monitoring by managers, reported to Resource & 

Performance Committee (RPC)

Long Term Financial Model (LTFM)being reviewed for 2019.

Renewed focus and emphasis on CIP development and 

implementation and monitoring.

Development of CIP plans.

Project Management Office function in place.

Financial Forecasting - reported to RPC and Board

Cash Management Processes well developed.

CIP escalation process in place and meetings held.

Equality and Quality Impact Assessment (EQIA)  process in place 

including Non Executive Director membership.

Financial plans submitted to NHS, detailing required value of 

efficiency programme.  NHS Improvement regularly updated on 

risks regarding financial performance. Exec involvement is regular 

System Senior Leadership meetings

Exec involvement is regular System Senior Leadership meetings

Investigation and identification of potential business opportunities 

in and out of county.

INDEP External audit of accounts

INDEP External value for money 

audit

INDEP Financial systems audit by 

internal auditors

NON Finanical reports to Board

INDEP Internal audit of CIP 

process

Rolling programmes of 

efficiencies not yet in 

place

RISK Longer term future of the Trust is 

threatened by the size of the Trust. In particular 

by:

- Sustained delivery of CIPs/adverse effect on 

service development

- Financially challenged STP, restricting 

business development opportunities

CONSEQUENCE 

Services do not develop to meet demands. 

Trust does not remain financially viable.5
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ByDueProgressAction Status

Actions required to address any gaps in control or assurance

31-Dec-2019 Ms Sarah LloydDevelop a 3 year rolling efficiency programme

31-Dec-2019 Ms Sarah LloydDevelop a 5 year financial plan for SCHT, aligned to system wide 

planning assumptions

Domain

W4: How are services continuously improved and sustainability ensured

Risk ID Risk  Name Current  Rating

 1047 Risk Management  6

Links to Corporate Risk Register Links to CQC Standards

Residual Risks Local health economy financial challenges Monitoring Group Resource and Performance Committee

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective

Printed 22 May 2019
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Risk Controls Assurance Gaps in Control Gaps in Assurance
 O

b
je

ct
iv

e Risk to the delivery of the 

objective(s) How will  these risks  be managed or controlled

What and from what source is  the 

evidence that the risk controls are 

effective

NON = Internal Assurance

INDEP = Independent  Assurance

What extra controls are 

needed to manage the risk

What extra evidence is 

required  that the risk 

controls are effective
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Risk Register Report Register Level Corporate Risk Register

Risk above target level

1048Risk ID no Risk Title Health & Safety Legislation
Nature of the risk

Staff and managers awareness of requirements 

through training and publicity

Support from Risk Manager

Incident reporting to highlight issues

SLA with estates for support for food, waste 

and environment operational activities

Policies in place or adopted

Professional support available for HS, Estates, 

Security and Infection Control

Controls/Mitigation

Compliance with Health and 

Safety, Food, Waste and 

Environmental Legislation

Division All DirectoratesManager Leading on the Risk Peter Foord
Additional controls/actions required 

Description Progress Who by Due Done

Identify location leads for 

Trust bases, define 

responsibilities for Health 

and Safety and Security

List agreed and circulated 

to managers with 

instructions. Drop in 

sessions held in main 

locations

31-May-2018 11-Jul-2018Peter Foord

Review and refresh of 

health and safety 

arrangements

Proposal agreed at 

Executive team.

30-Jun-2017 1-Jul-2017Ms Julie Thornby

Engage with staff and 

team leaders to refresh 

health and safety profile 

and increase profile 

across Trust

Health and Safety risk 

profile established, new 

Health and Safety group 

has met and agreed TOR 

and reviewed risk profile. 

The main purpose of the 

group it to bring together 

the monitoring and 

assurance for the risks on 

the risk profile

30-Sep-2017 15-Sep-2017Peter Foord

Rating
   Initial  Current  Target

4 3 2

5 2 2

 20  6  4

C

L

Monitoring Group

Quality and Safety 

Group

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 16Meeting in year Financial Targets 3322

Opened 04-Jan-2012
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1147Risk ID no Risk Title Staff Sickness
Nature of the risk

Performance management arrangements.

Attendance management policy

Monitoring of monthly statistics and 

identification of hot spots.

Development of appropriate actions in 

partnership with Ops, OH and HR leaders and 

expertise

Implementation of a corporate wellbeing 

programme including mental health (e.g. 

mental health first aid sessions, MH resilience), 

physical health (e.g. Fit in 50, My Magnificent 

Menopause event, Men's health event, 0-5k 

running groups) in line with our Health & 

Wellbeing strategy.

Provision of Fast Track Staff Physiotherapy for 

MSK problems

Adherence to the Stress & Staff Support Policy.

Manager coaching to support effective 

management of sickness absence

QS Committee oversight at organisational level

Annual flu vaccination programme for staff

Progression of culture shift programme to 

change our organisational paradigm on 

wellbeing and sickness absence

MH practitioner role in OH.

Controls/Mitigation

Sickness not reaching trajectory 

identified in targets/recovery 

plans 

Areas of especially high sickness 

at times with potential for 

reduced quality and increased 

agency use.

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Follow up additional 

suggestions from Q&S 

Committee

Completed 30-Sep-2017 21-Sep-2017Sara Hayes

Continued exploration of 

other avenues e.g. 

financial health and 

wellbeing

Discussions on Reward 

and our strategic approach 

opened with People 

Director with a view to 

progressing this element of 

the overall reward strategy

31-Aug-2019

Development business 

case for OH Mental 

Health Practitioner

Job description completed.

Advertised - interview date 

is 06.12.18

30-Oct-2018 1-Nov-2018Clare Guerreiro

Refresh organisational 

approach (Operations, HR 

& OH) to health, wellbeing 

and flexibility at work 

(paradigm shift) using a 

culture change tool

Project Plan created and 

pilot team (Bridgnorth) 

identified

Conversation threads with 

operational leaders on how 

we do flexibility at work - at 

retirement, in ill health 

situations - underway

Staff Side engaged in work

31-Dec-2019Sara Hayes

Rating
   Initial  Current  Target

3 3 3

5 4 3

 15  12  9

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 9Organisational culture does not support the values of the Trust 3189

Opened 15-May-2012

1571Risk ID no Risk Title Waiting Times
Nature of the risk

Regular reporting of performance.

Production of recovery plans as problems arise 

to address where waiting time exceed 

acceptable parameter.

Data validation each month

Weekly validation report to service as part of 

monthly reporting.

Implementation of new access control policy 

(TEMS)

Introduction of RiO has improved control of RTT 

waiting times

Controls/Mitigation

Waiting times do not meet local 

or national targets

There are particular problems 

with the recording of data at an 

operational level

Particular problems with TEMS 

and Dental

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

Implement 

recommendations made 

by internal audit

Responses on progress 

being collated. Operations 

actions updated 3rd August 

2016.

30-Sep-2016 11-Nov-2016Mr Andy Matthews

Develop and deliver 

recovery plan for 

audiology waiting times

Delivery plan agreed with 

SaTH. All but 4 patients 

seen to date, 2 patients 

DNA and 2 patients have 

appointments in July

30-Jun-2017 29-Jun-2017Mr Andy Matthews

Implement recovery plan 

for TeMS
Anticipated 95% June 30-Jun-2019Mrs Karen Taylor

Rating
   Initial  Current  Target

4 2 2

4 4 3

 16  8  6

C

L

Monitoring Group

Resource and 

Performance Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 06-Sep-2013
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1717Risk ID no Risk Title Staff Appraisals
Nature of the risk

Training on good appraisal conversations.

Monthly Performance Reports and actions 

through recovery plans and discussions at 

relevant meetings

QS Committee oversight

Simplification of appraisal paperwork and 

process, after staff engagement, New system 

now established across Trust

Strengthened performance management of 

issue in operations/Recovery plans

Appraisal is a mandatory requirement for grade 

step points (increments)

Appraisal forms updated and launched Dec 18 

to emphasise our values and health and 

wellbeing of staff and staff supervision

Training package developed and is being 

delivered by OD

Controls/Mitigation

Low numbers, and staff reporting 

low quality, of appraisals in some 

areas

Reduced staff motivation and 

contribution to Trust aims.

Lack of assurance that staff are 

competent to undertake their role

Staff dissatisfaction and 

engagement reduction

Lack of confidence from 

Regulators

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Increase target and 

include bank staff
31-Mar-2017 12-Jul-2017Mr Steve Gregory

Consider 2017 staff 

survey action plans
Completed 31-Mar-2018 31-Mar-2018Ms Julie Thornby

Initiative between OD and 

HR to coach leaders on 

effective appraisal  

conversations

Complete: initiative has 

been developed and 

piloted. To be rolled out in 

Q4 of 2018/19.

30-Sep-2018 16-Nov-2018Ms Julie Thornby

Rating
   Initial  Current  Target

3 3 3

4 3 2

 12  9  6

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 9Organisational culture does not support the values of the Trust 3189

Opened 17-Dec-2013

2258Risk ID no Risk Title Compliance with Equality Requirements for Staff and Patients
Nature of the risk

QS Committee oversight

Everyone Counts working group and three 

operational leads in place

Equality Delivery System 2 

Workforce Race Equality Standard (WRES) 

and Workforce Disability Equality Standard 

(WDES) reporting in place 

Equalities sub group of patient panel 

Information required by legislation is published

Quality and Equality Impact Assessments are 

carried out for service developments.

Disability Confident accreditation for HR 

processes

Diversity & Inclusion Strategy and Policy

Mandatory training

Diversity staff network

Refreshed E&D mandatory training

AIS arrangements publicized at team meetings

Controls/Mitigation

RISK

Trust does not meet needs of 

people in protected 

characteristics group, and they 

have poorer access to, 

experience of, Trust services and 

employment experience.

Trust does not promote equality 

and allows direct or indirect 

discrimination leading to patient 

or staff disadvantage, possible 

loss of Trust reputation and 

claims.

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Follow up on 

implementation of 

accessible information 

with all staff  teams

On going program of team 

visits, added to controls

30-Sep-2018 21-Nov-2018Peter Foord

Development of equality 

strategy and refresh of 

plan.

Completed 31-Aug-2018 16-Nov-2018Ms Julie Thornby

Rating
   Initial  Current  Target

2 2 2

4 4 2

 8  8  4

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 9Organisational culture does not support the values of the Trust 3189

Opened 12-Dec-2014
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2495Risk ID no Risk Title Vacancies and the effect on service delivery
Nature of the risk

Contingency and prioritisation

Recruitment initiatives e.g. open days, work 

with universities, rotational posts.

Controls/Mitigation

Recruitment issues regularly 

feature on divisional registers. 

These can come from national or 

local shortages, time taken to 

place staff, or where disciplines 

have only one post. These have 

included:

Prison

Dental

Community Hospitals

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

Actions are covered within 

the agency use entry

Rating
   Initial  Current  Target

3 3 3

5 4 3

 15  12  9

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 9Organisational culture does not support the values of the Trust 3189

Opened 19-Jan-2016

2738Risk ID no Risk Title Apprentice Levy
Nature of the risk

Increasing awareness of levy and 

apprenticeships

Looking at current employees to identify 

existing staff who may be eligible

Managers review vacancies at point of 

identification (prior to recruitment).

Internal targets set and monitored at HR & 

Workforce Group.

Cohorts of apprenticeships in post developed in 

line with strategic business need (e.g. Assistant 

Practitioner and Nurse Associate)to support 

changes to our future workforce profile.

Quarterly reports on Levy spend to Resources 

and Performance Committee

Public sector target met

Expanding number of apprenticeship providers 

through appropriate procurement.

Controls/Mitigation

Levy is 0.5%. If the trust fails to 

spend apprentice levy then the 

money will be lost. Trust does not 

meet public sector target 

potentially harming reputation 

and reducing pipeline of future 

talent.

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Review of progress at 

year end.
Progress reviewed in end 

of year reports to exec 

team and to HR and 

Workforce Group

31-Mar-2017 28-Apr-2017Sara Hayes

Expansion of number of 

apprenticeship providers 

and expanded number of 

apprenticeships. 

Exploration of new role 

appropriate to the 

organization.

Underway 30-Jun-2019 23-May-2019Ms Julie Thornby

Exploration of trust current 

training spend to identify 

whether any can be 

aligned to 

apprenticeships.

Complete orgnisational 

TNA on apprenticeships

Initial scoping work with 

Consultancy firm The Levy 

Experts is underway

31-Aug-2019

Rating
   Initial  Current  Target

3 3 3

3 3 2

 9  9  6

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 16Meeting in year Financial Targets 3322

Opened 26-May-2016
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2770Risk ID no Risk Title Non compliance with annual leave policy
Nature of the risk

Initial audit to determine extent and scope of 

issues completed and recommendations in 

place

Annual leave recording using the appropriate 

tool (e.g. ESR or manual system) to monitor 

compliance on an ongoing basis

Leaders required to implement effective leave 

management in line with annual leave policy

Action plan developed and being progressed to 

address recommendations of the Internal Audit

Controls/Mitigation

Failure to comply with annual 

leave policy, so that principles 

about how many staff can take 

leave in any team or area at one 

time are not complied with,or 

individuals' leave is not 

distributed through the year, 

leading to avoidable peaks of 

annual leave resulting in 

pressures on service delivery and 

on costs and quality via demand 

for temporary staffing.

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Complete action plan to 

address Internal Audit 

recommendations

Publicity of annual leave 

booking processes 

reissued

Actions relevant to specific 

teams being progressed.

Actions relevant to specific 

staff groups or role types 

(e.g. M&D, term-time only 

workers) being progressed.

31-Jul-2019

Rating
   Initial  Current  Target

4 3 2

4 3 2

 16  9  4

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 20-Oct-2016

3086Risk ID no Risk Title Delay to the planned implementation of RiO
Nature of the risk

• EPR has effective project governance to 

manage programme delivery

• Consolidation of clinical leadership for each 

phase and including the benefits realisation 

work stream

• Benefits realisation is being consolidated into 

a Trust wide programme of  activity together 

with a review of the resources being considered 

to support  the delivery of both the tangible and 

intangible benefits realisation elements 

• Staffed and resourced support team in place..

• The financial plan for 18-19 now includes 

provision for the financial support required in 

year both in terms of revenue and capital.

• Programme has met the outpatient e-referral 

rules, therefore this risk has been completely 

removed.

Phase 4b is proceeding on plan.

Controls/Mitigation

Further delays (refers to timelines 

set out in the revised project plan

approved by EPR Project Board 

on 27 February 2018) to the full

Rollout of RiO as an EPR system 

defers the potential to realise the

benefits (financial) outlined in the 

investment business case, with a

consequence that planned 

efficiencies will not be delivered 

and this

impacts on the Trust’s ability to 

deliver its Financial Plan/NHSI 

control

total.

Division Finance and InformaticsManager Leading on the Risk Ms Ros Preen
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

4 3 3

3 3 2

 12  9  6

C

L

Monitoring Group

EPR program Board

Links to BAF risks ID Risk Title Current Rating

 12Optimising use of Technology 3193

Opened 21-Feb-2018
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3273Risk ID no Risk Title Microsoft Support ends - Windows 7
Nature of the risk

Upgrade of Trust devices to Windows 10 by 

13th Jan2020

Plans are in place

Monitoring by team to ensure timescales are 

met.

Resolution to problems identified where needed

Controls/Mitigation

The Microsoft support for 

Windows 7 finishes 14 January 

2020; the risk is around updates  

(bug fixes and security patches) 

to the operating system, and 

running an unsupported system.

CONSEQUENCE increase in 

cyber-security risk and potential 

reputational risk for not following 

national guidance

Risk to completion:

-Internal resources

-Incompatible hardware

-Conflicting priorities

Division Finance and InformaticsManager Leading on the Risk Ms Ros Preen
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

2 2 2

3 3 1

 6  6  2

C

L

Monitoring Group

IMT Strategy Group

Links to BAF risks ID Risk Title Current Rating

 12Optimising use of Technology 3193

Opened 10-Jan-2019

3274Risk ID no Risk Title End of SQLserver 2008 support
Nature of the risk

Alternatives are being investigated

SharePoint temporarily updated with Corecal 

license

Move datix/soel health and LAN desk to hosted 

versions or replacements

BEST (wheelchair services)is being 

investigated by manager

Controls/Mitigation

Support for SQL server will end 

July 2019, This will affect Datix , 

SOEL health, SharePoint and 

LAN desk

Potential security risks, and 

reputation if public become 

aware if an issue arises

Division Finance and InformaticsManager Leading on the Risk Ms Ros Preen
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

2 2 2

3 4 2

 6  8  4

C

L

Monitoring Group

IMT Strategy Group

Links to BAF risks ID Risk Title Current Rating

 12Optimising use of Technology 3193

Opened 10-Jan-2019

3292Risk ID no Risk Title LAC review health assessment 0-19 service Telford
Nature of the risk

This proposal was from April 2019 however this 

has been extended to 31.08.2019 to review the 

service delivery and capacity. 

Escalated to the Director of Nursing, CCG and 

Local Authority.

Controls/Mitigation

Looked after children statuary 

review health assessments will 

no longer be provided by the 0-19 

service Telford from August 

2019.

Division Quality and NursingManager Leading on the Risk Ms Julie Harris
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

4 4 2

3 3 3

 12  12  6

C

L

Monitoring Group

SDG Quality and Safety 

Groups
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Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 14-Feb-2019

3318Risk ID no Risk Title Staff with no record of DBS checks
Nature of the risk

Childrens  - position has been rectified by 

conducted checks were necessary

Adults - Individuals asked to supply personal 

record of a check were available. 

Conducting checks as a matter of priority where 

necessary focussing those who work with 

vulnerable patients

Will be fully rectified on three year check

DBS re-checking programme commenced

Controls/Mitigation

A number of employees (c.>100) 

do not have an online DBS check 

or paper record on their personal 

file when they should have.

Risk is that they may have 

factors of concern, and that the 

Trust could have adverse 

publicity or regulatory action if an 

incident occurred with them.

Division Corporate AffairsManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

4 4 3

2 2 1

 8  8  3

C

L

Monitoring Group

Workforce Group

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 10-Apr-2019

3329Risk ID no Risk Title Corporate Governance
Nature of the risk

• Niche Well-led review

• Well-led /CQC Improvement Plan

• Board Development

• Board Appraisals

• Board engagement staff and stakeholders

• Board and Committee evaluation

• Governance Structures

• Board and Committee Work plans

• Assurance Framework

• Internal and External Audits

Controls/Mitigation

The Trust does not have good 

quality corporate governance 

systems in place to ensure a well 

led organisation delivering high 

quality, efficient and safe 

services.

Division Chief Executives Office/Trust BoardManager Leading on the Risk Peter Foord
Additional controls/actions required 

Description Progress Who by Due Done

Implement actions related 

to the Niche report and 

CQC inspection report for 

the well led standard

31-Oct-2019

Rating
   Initial  Current  Target

4 4 4

4 3 2

 16  12  8

C

L

Monitoring Group

Board

Links to BAF risks ID Risk Title Current Rating Opened 21-May-2019

Risks at target rating
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325Risk ID no Risk Title Business Interuption
Nature of the risk

Individual business continuity service plans

Corporate business continuity plan

Heatwave plans

DoH, NHSi and NHSE guidance

Dedicated support for emergency planning and 

business continuity

Regular exercise to test plans and review.

Review of plans following incidents

Annual review of Business Continuity Plans

Multi agency register of localised risks

Health Economy Planning for peaks in demand

Controls/Mitigation

Robust business continuity plans 

are necessary to ensure that 

should either foreseen or 

unforeseen circumstance occur 

which compromise services then 

rehearsed and documented plans 

can be quickly initiated to 

manage the safety of these 

services. Some  realignment is 

necessary of existing plans to fit 

in to the new organisational 

structures.

Example of circumstances are:

Adverse weather conditions

Fuel Shortages

Illness (e.g. flu pandemic)

Industrial Action  

Heatwave

There are particular issues with 

snow and ice, and getting to 

remote community locations

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

Develop and implement 

action plan resulting from 

Internal Audit 

Recommendations

31-Jul-2019

Rating
   Initial  Current  Target

4 2 2

3 3 3

 12  6  6

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 12Healthcare Systems 3192

 8Clinical Quality and Safety 3190

Opened 04-Jul-2007

956Risk ID no Risk Title Staff Engagement
Nature of the risk

- Engagement work over Trust values and wider 

culture.

- Work of Trust Leadership Group, and the 

Culture Working Group promoting engagement 

with teams.

- Awaydays for all staff

- Positive and engaged role with staff 

representatives. JNP meetings 

- Inform, team brief and CEO staff briefings.

- Action plan to address issues raised by staff 

survey

- Executive/non  Executive visits

- Health & wellbeing support

- Staff involvement in shaping staff survey 

actions

- Staff engagement working group established 

for EPR

- Culture of supervision encouraged - 

Supervision Policy implementation

-  staff satisfaction measured using the Staff 

FFT  in Q1, 2 and 4 and Staff Survey in Q3.

Controls/Mitigation

Not enough, or effective enough, 

staff engagement processes, 

leading to:

- Reduced quality & productivity 

through staff unhappiness, 

sickness absence & loss of 

motivation.

-Missed service development 

opportunities through staff not 

being aware of  business 

potential, based on strategies & 

plans.

-inadequate staff understanding 

of Electronic Patient Record 

(EPR)

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Implement 

communications plan re 

EPR and re future of the 

organization.

31-Mar-2017 18-May-2017Mr Andy Rogers

Refresh Communications 

plan re transaction
In progress 01-Feb-2018 16-May-2018Mr Chris Hudson

Rating
   Initial  Current  Target

4 3 3

4 2 2

 16  6  6

C

L

Monitoring Group

Quality and Safety 

Committee
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Links to BAF risks ID Risk Title Current Rating

 9Organisational culture does not support the values of the Trust 3189

Opened 31-May-2011

966Risk ID no Risk Title Community links and Reputation
Nature of the risk

- Patient and Carer Panel in place

- Meetings with wide range of stakeholders; 

media work; staff engagement

-Stakeholder engagement events

- Publishing of key information on  Trust 

website

- Board members and exec team regularly meet 

staff and patients on informal visits.

-sustainability communication plan

- strong contact with Leagues of Friends and 

Health Fora

- non execs as named links with stakeholders

Controls/Mitigation

Community links not sufficiently 

strong or consistent across the 

area, leading to low awareness of 

Trust or poor reputation, as a 

result of:

- Limited capacity in-house.

- Competing interests for 

public/communities e.g. acute 

services issues

- Incorrect interpretation of our 

decision on sustainability or 

transformation issues

- Potential delay on transaction

Division All DirectoratesManager Leading on the Risk
Additional controls/actions required 

Description Progress Who by Due Done

Refresh comms. plan for 

transaction
Completed 01-Feb-2018 28-Mar-2018Mr Chris Hudson

Rating
   Initial  Current  Target

3 3 3

4 2 2

 12  6  6

C

L

Monitoring Group

Board

Links to BAF risks ID Risk Title Current Rating

 12Healthcare Systems 3192

Opened 31-May-2011

1046Risk ID no Risk Title Policies
Nature of the risk

Policies are published on the staff Internet. 

Search facilities on keywords, type and subject.

Formal distribution via Datix alerting system to 

all senior personnel. Response required for 

assurance that policies have been actioned

Policy on procedural documents sets out 

process for development and approval of 

polices.

Reminders sent to authors monthly, with a 

summary report to Directors detailing policies 

overdue for review, and policies due for review 

in next 6 months

Controls/Mitigation

Risk of lack of staff awareness 

and compliance with policies, 

failure of organisation to keep 

policies up to date

Gaps in provision of policies

Division All DirectoratesManager Leading on the Risk Peter Foord
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 3 3

5 2 2

 15  6  6

C

L

Monitoring Group

Quality and Safety 

Group

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 12Optimising use of Technology 3193

 16Meeting in year Financial Targets 3322

Opened 04-Jan-2012
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1047Risk ID no Risk Title Risk Management
Nature of the risk

Risk management training is part of managers 

mandatory training program

Awareness raising in 'Inform' and Team Brief.

Directorate registers 

Reporting to Audit Committee

Risk Register Review Group reporting to Q&S 

Delivery Group

Risk Management Policy in place.

Individual support to managers from Risk 

Manager

Risks discussed at Performance Review 

Meetings.

Controls/Mitigation

Lack of awareness of risks or 

lack of understanding of staff of 

how to report and manage risks 

leading to harm.

Failing to ensure that risks are 

identified and mitigated, and that 

risks are escalated appropriately

Some inconsistencies  noted by 

CQC e.g. MIU risks, which have 

been resolved

Division All DirectoratesManager Leading on the Risk Peter Foord
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 2 2

5 3 3

 15  6  6

C

L

Monitoring Group

Audit Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 16Meeting in year Financial Targets 3322

 16Long-term financial sustainability of the Trust 3323

Opened 04-Jan-2012

1049Risk ID no Risk Title Clinical Negligence or Third Party Litigation
Nature of the risk

Legal advisors

NHS Resolution support with claims

Low number of claims

Being Open Policy

Legal updates distributed to relevant managers

Controls/Mitigation

Clinical negligence or third party 

claims.

Specific cases which could lead 

to adverse publicity or could have 

financial effect.

Division All DirectoratesManager Leading on the Risk Peter Foord
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 3 3

3 2 2

 9  6  6

C

L

Monitoring Group

Quality and Safety 

Group

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 16Meeting in year Financial Targets 3322

Opened 04-Jan-2012
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1051Risk ID no Risk Title SIs, other incidents
Nature of the risk

Serious Incidents monitored on Datix.  

Root Cause Analysis carried out and action 

plans reviewed and signed off by DoN or 

Deputy Directors, and Commissioners;  

Reports taken to appropriate committees. 

Lessons learned meetings identifies trustwide 

solutions and communicates lessons learned

All incidents are reviewed by line managers, 

actions taken are detailed, field is mandatory 

before incident can be approved. 

All incident are centrally coded and reviewed. 

Staff are supported at inquests to ensure 

coroner is given full picture, using legal support 

where appropriate

Inquest report are given to Q&S committee

Permission to Pause alerts

Freedom to speak up assessment.

Duty of Candour arrangements and reporting

SI reporting to Executive Team

Controls/Mitigation

General risk associated with 

clinical incidents. Specific risks 

raised by individual incidents. 

Incidents leading to avoidable 

patient harm and insufficient 

learning from them.

Risk that incidents convert into 

complaints and claims

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

4 2 2

4 2 2

 16  4  4

C

L

Monitoring Group

Quality and Safety 

Group

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 04-Jan-2012

1053Risk ID no Risk Title Training and development
Nature of the risk

Core training model in place,reviewed annually

Central training database

Monthly monitoring of performance with 

recovery plans where necessary

Introduction of ESR Self Service

Annual review of mandatory training needs

HCA competency based training program

Data analysis and reporting

Competency criteria in place

Role specific essential training 

Annual and ongoing review of workforce 

development needs commissioned from 

external agencies.

Integrated induction program in place

Monitoring of quality reports

Controls/Mitigation

Gaps in provision and take up. 

Potential system failures. Risk of 

not hitting necessary levels of 

mandatory training. Risk of staff 

not being sufficiently aware of 

and prepared for assessment 

visits by external bodies.

Full training plan not in place 

annually

Division All DirectoratesManager Leading on the Risk Jaki Lowe
Additional controls/actions required 

Description Progress Who by Due Done

Co-ordinate the 

production of a full Trust 

training plan

TNA completed 31-Jul-2018 17-May-2018Peter Foord

Rating
   Initial  Current  Target

3 3 3

4 3 3

 12  9  9

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 9Organisational culture does not support the values of the Trust 3189

Opened 04-Jan-2012
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1054Risk ID no Risk Title Medical Devices
Nature of the risk

Safety Alerts received by the Risk Manager and 

escalated to service heads via Datix which 

enables monitoring and reminders to be sent. 

Responses and actions are logged onto the 

system automatically

Contract with SATH Medical Engineering 

Services for annual maintenance

Medical Device Management Policy,

Verification of assets detailed by MES

Safety promoted through divisional quality and 

safety groups

Controls/Mitigation

Compliance with Safety Alerts

Financial and safety risk 

associated  with possible  

inadequate and out of date 

register of devices

Adequacy of departmental 

arrangements for tracking, 

maintaining and disposing of 

devices

Compliance with MDSO notice 

requirements

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

Identify high risk devices 

for increased scrutiny
Completed 31-Jul-2018 12-Jul-2018Peter Foord

Complete audit of high 

risk devices
Completed 31-Mar-2019 14-May-2019Peter Foord

Rating
   Initial  Current  Target

3 3 3

4 2 2

 12  6  6

C

L

Monitoring Group

Quality and Safety 

Group

Links to BAF risks ID Risk Title Current Rating Opened 04-Jan-2012

1056Risk ID no Risk Title Safeguarding, including thresholds for referral
Nature of the risk

Safeguarding Leads identified for Children. 

Deputy Director of Nursing and Quality - 

Operational and  management lead for 

safeguarding.

Trust safeguarding meetings established. 

Safeguarding reported to Quality and Safety 

Committee.

Executive Lead member on the two Local 

Authority Adults and Children Safeguarding 

Boards.

Six monthly Section 11 audits

Compliance with Safeguarding Self 

Assessment Tool

Mandatory training for staff

Compliance with CQC principles

Controls/Mitigation

Risk of compliance with law in 

relation to childrens and adult 

safeguarding. 

Specific risks relating to 

incidents, concern or gaps in 

provision

Division All DirectoratesManager Leading on the Risk Jane Povey
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

4 3 3

4 2 2

 16  6  6

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 04-Jan-2012
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1438Risk ID no Risk Title Compliance with data protection legislation
Nature of the risk

Information governance policies

Incident reporting and investigation

IG training mandatory for all staff

Provision of advice and support

Records audit.

Networking with IG leads to learn lessons 

across all public sector organisations.

Compliance with IG toolkit

Plan in place to be GDPR compliant

Controls/Mitigation

None compliance with Data 

protection could lead to action by 

the Information Commissioner. 

The level of fines has increased 

recently with a number of NHS 

organisations being fined.

Division All DirectoratesManager Leading on the Risk Ms Ros Preen
Additional controls/actions required 

Description Progress Who by Due Done

Actions are stated within  

controls

Rating
   Initial  Current  Target

3 3 3

4 3 3

 12  9  9

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 12Optimising use of Technology 3193

 16Meeting in year Financial Targets 3322

Opened 26-Oct-2012

1609Risk ID no Risk Title Cyber Security
Nature of the risk

All anti-virus message alerts are sent to the IT 

Service Desk with details of the incident. 

All PC desktops and laptops are configured 

with an Anti-virus Programme which updates 

regularly through the day..

Administrator passwords are restricted to 

authorized staff and are only used for 

administrative duties. 

All Trust sites have a Firewall to deny access to 

sites from unauthorised addresses

Business continuity plans for clinical services.

All staff are required to undertake IG training 

which includes cyber-securityDisaster Recovery 

Plan in place

Controls/Mitigation

Users unable to log-on the 

network or utilise their 

desktops/laptops due to infection 

from a virus or other malware 

program would cause serious 

disruption or inability of staff to 

perform their work. The  virus 

may also mean the danger of 

data loss or corruption. This 

could affect clinical systems, 

leading to risks to clinical quality 

and safety.

Unauthorized access to Trust 

Clinical and Corporate systems is 

an ever-present danger, that 

could lead to denial of service to  

bona-fide Users or the theft, loss 

or corruption of Trust data

Division Finance and InformaticsManager Leading on the Risk Ms Ros Preen
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 3 3

4 4 4

 12  12  12

C

L

Monitoring Group

IMT Strategy Group

Links to BAF risks ID Risk Title Current Rating

 12Optimising use of Technology 3193

Opened 01-Dec-2008
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2000Risk ID no Risk Title Data Quality
Nature of the risk

Information collation into data warehouse.

Validation of data by informatics and operations 

managers.

Data quality indicators on all metrics on the 

performance report.

In phase software for performance reporting.

Data cleansing on waiting times to ensure 

accuracy for non RTT services.

Reduced target timescale for data capture.

Performance Management Framework 

developed to provide greater focus on metrics.

Controls/Mitigation

RISK

Data relating to Trust 

performance is inaccurate or is 

not available in a timely way. 

Concerns relate to clinical activity 

data and some HR data.

Information collected in several 

systems leading to collation 

problems.

CONSEQUENCE

Inadequate information to 

support decision making. 

Inaccurate costings.

Not being able to demonstrate 

accurately compliance with 

performance targets.

Potential risks to income.

Division All DirectoratesManager Leading on the Risk Ms Ros Preen
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 3 3

4 2 2

 12  6  6

C

L

Monitoring Group

Resource and 

Performance Committee

Links to BAF risks ID Risk Title Current Rating

 12Healthcare Systems 3192

 8Clinical Quality and Safety 3190

 12Optimising use of Technology 3193

 16Meeting in year Financial Targets 3322

Opened 03-Feb-2014

2493Risk ID no Risk Title Lone working
Nature of the risk

Lone working section in Violence Policy

Local assessment of particular risks with 

services

Local procedures, include staff whereabouts 

and personal details

All community staff have mobile phones

Lone worker staff survey

Audit of checking arrangements

Audit of local procedures

Safer Working Group

Controls/Mitigation

Risk associated  with lone 

working:

Staff Safety

Road safety

Professional issues

Safety issues e.g. handling 

patients single handed

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

Review and audit local 

policies and procedures, 

and the provision of safety 

devices.

Piloting lone worker 

devices

24-Sep-2018 21-Sep-2018Mrs Angela Cook

Rating
   Initial  Current  Target

3 3 3

3 2 2

 9  6  6

C

L

Monitoring Group

Quality and Safety 

Group

Links to BAF risks ID Risk Title Current Rating

 9Organisational culture does not support the values of the Trust 3189

Opened 19-Jan-2016
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2773Risk ID no Risk Title End of Life Processes
Nature of the risk

End of life Strategy

Incident bookmarked as EOL enabling lead to 

review and share learning

Liaison with other providers, particularly GP 

practices

End of life lead in place.

Risk register established.

EOL training in place

Controls/Mitigation

Processes are delivered by 

different services across muliple 

providers. 

Consequences could include 

patients not being in their 

preferred location, inadequate 

medication or care and inability to 

access required services or 

equipment.

EOL plan not embedded across 

all services and partners

Division All DirectoratesManager Leading on the Risk Mr Steve Gregory
Additional controls/actions required 

Description Progress Who by Due Done

With other providers 

develop an End of Life 

Strategy

Approved by Board 30-Apr-2017 15-May-2017Peter Foord

Develop risk register for 

end of life
in place 31-Dec-2016 21-Dec-2016Peter Foord

Develop 

information/training 

processes to implement 

EOL Strategy

Deliver EOL training

SCHT/Hospice training is 

now ongoing. To be 

monitored in three months

30-Jun-2018 12-Jul-2018

Complete  EOL care plan 

Audit
30-Jun-2019

Rating
   Initial  Current  Target

4 3 3

5 3 3

 20  9  9

C

L

Monitoring Group

Quality and Safety 

Committee

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

Opened 07-Nov-2016

2884Risk ID no Risk Title Estates Safety and statutory compliance
Nature of the risk

Compliance dashboard reporting - R&P and 

Board

Capital and Estates group monitoring

Estates Risk Register (in preparation)

Capital program management and delivery

Controls/Mitigation

Trust fails to comply with 

statutory inspection and testing 

and H&S expectations. Examples 

are Asbestos, Fire, Pressure 

Vessels, Water, Environment and 

Building condition 

CONSEQUENCES

HSE enforcement action, patient 

and staff safety compromise

Division All DirectoratesManager Leading on the Risk Ms Sarah Lloyd
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 3 3

4 2 2

 12  6  6

C

L

Monitoring Group

Capital and Estates

Links to BAF risks ID Risk Title Current Rating

 8Clinical Quality and Safety 3190

 16Meeting in year Financial Targets 3322

Opened 13-Mar-2017

3112Risk ID no Risk Title NHS Digital Assessments
Nature of the risk

Assessment of high risks areas and appropriate 

mitigations takes place as part of our routine 

cyber security processes. This includes our 

desktop DR/GDPR exercise-event simulation 

and the routine monitoring of CAREcert 

notifications.

Controls/Mitigation

On-Site Assessments: Your 

organisation must: Undertake an 

on-site cyber and data security 

assessment if you are invited to 

do so by NHS Digital

NHSD have been informed that 

we are available post April 2018 

for an on-site assessment.

It is likely that some areas will  be 

challenging.

On-Site Assessments: failure to 

meet the required standards.

Division Finance and InformaticsManager Leading on the Risk Andrew Crookes
Additional controls/actions required 

Description Progress Who by Due Done

Rating
   Initial  Current  Target

3 3 3

3 3 3

 9  9  9

C

L

Monitoring Group

Resource and 

Performance Committee
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Links to BAF risks ID Risk Title Current Rating

 12Optimising use of Technology 3193

Opened 27-Apr-2018

16Page



Shropshire Community Health NHS Trust Annual Governance Statement

Page | 1

Annual Governance Statement 2018/19

Scope of responsibility

As Accountable Officer, I have responsibility for maintaining a sound system of internal
control that supports the achievement of the NHS trust’s policies, aims and objectives,
whilst safeguarding the public funds and departmental assets for which I am personally
responsible, in accordance with the responsibilities assigned to me. I am also responsible
for ensuring that the NHS trust is administered prudently and economically and that
resources are applied efficiently and effectively. I also acknowledge my responsibilities as
set out in the NHS Trust Accountable Officer Memorandum.

The purpose of the system of internal control

The system of internal control is designed to manage risk to a reasonable level rather than
to eliminate all risk of failure to achieve policies, aims and objectives; it can therefore only
provide reasonable and not absolute assurance of effectiveness. The system of internal
control is based on an ongoing process designed to identify and prioritise the risks to the
achievement of the policies, aims and objectives of Shropshire Community Health NHS
Trust, to evaluate the likelihood of those risks being realised and the impact should they
be realised, and to manage them efficiently, effectively and economically. The system of
internal control has been in place in Shropshire Community Health NHS Trust for the year
ended 31 March 2019 and up to the date of approval of the annual report and accounts.

Capacity to handle risk

The Board consists of the Chair, five Non-Executive Directors and five voting Executives
Directors. During the year there has been one non-voting director (Director of Corporate
Affairs/Board Secretary), who left the Trust in January 2019, and one non-voting Board
member from November onwards (Associate Director of Finance).

At the start of 2019  there were one non-executive vacancy, and one executive vacancy.
During the year two further two non-executives left the Trust. In November 2018 three further
Non- Executive were recruited, In January 2019  the Trust Chair left, this post was filled by
one of the non-executive directors leaving another non – executive vacancy. A further voting
executive director was recruited in March 2019

The Board has been supported by 5 committees throughout the year:

 Resources and Performance Committee
 Quality and Safety Committee
 Audit Committee
 Nomination, Remuneration and Appointments Committee

Appendix 3
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 Charitable Funds Committee

These committees provide reports to the Board, following their meetings.

The Board’s prime roles are assurance, strategy and developing organisational culture. Its
meetings cover comprehensive items on quality, finance and strategy. It receives a
governance report at each meeting dealing with risk assessment and the Board Assurance
Framework, and corporate governance compliance. The Board receives reports relating to
Finance and Quality at each meeting. These are supported by a performance management
framework which highlights to the Board any potential or actual problems in meeting its
objectives.

All staff undertake a programme of training related to the risks they encounter with the work
they carry out. Managers, supervisors and team leaders attend risk management training,
which includes explanation and familiarisation with the Trust’s risk management framework,
and their roles in using it to identify and mitigate risk. Managers are supported by the
Corporate Risk Manager, who provides guidance on all aspects of risk management.

The risk and control framework

The system of internal control is designed to manage risks to a reasonable level, rather than
to eliminate all risks; it can therefore only provide reasonable and not absolute assurance of
effectiveness.

The purpose of the risk and control framework is to ensure risk is managed at a level that
allows the Trust to meet its strategic objectives.  The system of internal control is based on
an ongoing process designed to:

 Identify and prioritise the risks to the achievement of the organisation’s policies, aims
and objectives,

 Evaluate the likelihood of those risks being realised and the impact should they be
realised, and to manage them efficiently, effectively and economically.

 Where risk cannot be prevented to mitigate the consequences, e.g. by putting into place
response plans, or provide deterrents e.g. awareness of sanctions relating to fraud.

The Risk Management Policy details the structure for the Trust’s risk and control
mechanisms. This includes the duties of individuals, groups and committees and the
responsibility for the identification of risks, controls, further mitigation control and
assurances.

The Quality and Safety Committee has the overall responsibility for the monitoring of the
Trust’s Risk Registers, which is conducted via the Quality and Safety Delivery Group and
Quality and Safety Service Delivery Groups (with exceptions being notified to the Quality and
Safety Committee).  The Audit Committee, through its work programme, scrutinises the
registers and risk management processes, seeking additional assurance where necessary.

The Resources and Performance Committee considers the detailed work and reports related
to finance, business and cost improvements, performance indicators and contract monitoring
performance indicators. It identifies any risks associated with these areas and reports these
to the Board for inclusion in the risk management framework where it is appropriate to do so.
It monitors the effectiveness of any controls in place and the implementation of further
controls.
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The Audit Committee reviews the assurance that the Trust’s internal control systems are
effective. It does this by:

 Reviewing assurances relating to risks on Board Assurance Framework and
Corporate Risk Register.

 Reviewing processes and performance related to Fraud and Security.
 Seeking and reviewing assurances from internal and external auditors.
 Reviewing financial systems.

The Trust’s risk management arrangements are set out in the Risk Management Policy. This
sets out how risks are identified, assessed and managed through the hierarchy of risk
register levels, which are overseen in specific defined ways through the organisation,
culminating in the Board overseeing the highest risks to achievement of strategic objectives
(the Board Assurance Framework).

The Audit Committee reviews and tests assurances with management related to the Board
Assurance Framework entries.  The Audit Committee reports its findings to the Board, which
reviews the framework entries at each meeting. Internal Audit have reviewed the framework
in place within the Trust during 2018/19 and have reported their findings as part of the Head
of Internal Audit opinion..

Risks are identified through:
 The recording and investigation of incidents, complaints and claims.
 Specific group and committee sessions to identify and analyse risks.
 Clinical, internal and external audit.
 Other work carried out by groups and committees.
 External and internal reports and inspections.
 Other external bodies, e.g. commissioners, CQC.
 Being raised by individual managers and staff.
 Performance Management Framework reports
 Patient feedback

All risks are rated using a 5 by 5 risk matrix. Risk consequences are defined on the matrix
using  four categories:

 Injury or harm
 Finance
 Service delivery
 Reputation

Dependant on the rating, risks are recorded at 4 levels:

Departmental Risks that are low level and can be managed locally
Risks are monitored at team level, e.g. through team
meetings

Directorate Risks of a moderate level that impact on the directorate’s
service objectives
Risks are monitored  at divisional/directorate quality groups,
and are overseen by the Quality and Safety Delivery Group,
via a sub group which considers the risk in detail.
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Corporate

Board Assurance
Framework

Risks that are moderate but Trust-wide and have impact on
the Trust’s strategic objectives
Risks are monitored by the Executive Team and overseen
by the Audit Committee.
Significant risks to the Trust’s corporate objectives
Risks are monitored by the Board

At each level the overseeing committee considers the risk potential, and the level of control
in place, and decides whether a risk can be accepted.

The mitigation controls are identified at all risk levels, along with any actions necessary to
further control or mitigate the risks.  The risk management policy identifies the groups and
committees whose responsibility it is to monitor risks at the four levels, the effectiveness of
their controls and the implementation of actions to further mitigate the risks.

All risks are recorded on Datix, the Trust’s risk management software.

Any service change is subject to a full Equality and Quality Impact Assessment (EQIA)
process, monitored by the Quality and Safety Committee. This process identifies any risks,
and any mitigation or change that needs to be put into place.

The Trust has in place a well-established incident reporting system and culture. All staff use
an online form which is submitted to their line manager. Risk staff provide local training to
services and have an overview of all incidents. Line Managers investigate the circumstances
of all incidents, serious incidents follow a more formal route with Root Cause Analysis
investigations which are scrutinised by the Incident Review and Lessons Learned Group.
Learning and advice, including encouragement to report are publicised through the Trust’s
staff communication systems, include the staff newsletter and individual alerts to staff

The Trust has arrangements in place to manage Infection Prevention and Control and the
Safeguarding of Children and Vulnerable Adults. These include external partnership
arrangements with Local Authorities, Police and Shrewsbury and Telford Hospital Trust.

A key priority of the Trust is to achieve a CQC rating of Good.  Assessments have been
carried out measuring performance against the  key lines of enquiry and an action plan has
been implemented. Plans are monitored by the service delivery groups and quality and
safety committee, and the process is scrutinised annually by the audit committee. CQC have
assessed the Trust, the rating result is awaited.

The Trust has not reported any Never Events during the year 2018/19

The following significant risks have been identified as applying during the whole year, and
are on the Board Assurance Framework

Title Risk Mitigation
Meeting Financial Targets Trust fails to meet targets for CIPs,

breakeven, external finance limit, capital
expenditure or agreed surpluses

Financial monitoring
Long term financial modelling
Cost improvement plans
evaluation and monitoring.
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Clinical Quality and Safety Risks related to the maintenance of
Quality and Safety standards

Performance monitoring
Audit programmes
Adherance to standards
Management of events (
complaints and incidents)
Safer staffing

Optimising use of Technology Not effectively using technology in the
management and transformation of
services

Delivery of IMT Strategy
Service transformation plans
Compliance with standards
Project Governance

Healthcare Systems The Shropshire STP system plan
develops in such a way that prevents the
delivery of the Trust’s long term clinical
transformation strategy.

Engagement with stakeholders
Representation with programme
board and with commissioner
programs

Organisational culture does
not support the values of the
Trust

Not maintaining a learning culture
Care is not person centred

Organisational Development
Framework
Communication plan
Leadership visability

EU Exit Disruption to services as a result of EU
exit

Engagement  with NHS plans
Assessment  of  Trust risks
Contingency plans for risks
Engagement with stakeholder
organisations

The Trust is fully compliant with the registration requirements of CQC

We continue to use a recognised workforce planning methodology (the 6 Steps) to create
our strategic workforce plan for our future workforce in relation to our key pathways of
care. The Board receive Safe Staffing reports on a regular basis, and we ensure that
changes to workforce profile are considered through our QEIA process. For 2019/20 we will
further increase the robustness of our approach in line with the NHSI Guidance Developing
Workforce Safeguards.

The trust has published an up-to-date register of interests for decision-making staff
within the past twelve months, as required by the ‘Managing Conflicts of Interest in the
NHS’ guidance.

Control measures are in place to ensure that all the organisation’s obligations under
equality, diversity and human rights legislation are complied with.

Plans are being formulated to carry out risk assessments and to put into place a
sustainable development management plan which takes account of UK Climate
Projections 2018 (UKCP18). The trust will ensure that its obligations under the Climate
Change Act and the Adaptation Reporting requirements are complied with.

The trust is fully compliant with the registration requirements of the Care Quality
Commission.

As an employer with staff entitled to membership of the NHS Pension Scheme, control
measures are in place to ensure all employer obligations contained within the Scheme
regulations are complied with. This includes ensuring that deductions from salary,
employer’s contributions and payments into the Scheme are in accordance with the
Scheme rules, and that member Pension Scheme records are accurately updated in
accordance with the timescales detailed in the Regulations.
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Review of economy, efficiency and effectiveness of the use of resources

NHS Trusts are required to deliver statutory and other financial duties. For the year ended
31 March 2019, the Trust met these duties, as summarised below, and set out in more detail
within the financial statements:

 to break-even on Income & Expenditure – achieved
 to maintain capital expenditure below a set limit – achieved
 to remain within an External Financing Limit (EFL) - achieved

Within this, the Trust faced significant challenge in delivering the efficiency programme for
the year, with plans remaining under development throughout most of the year. However,
the target was met by year end, with non-recurrent measures replacing in-year shortfalls in
recurrent initiatives where required. Whilst this area remains a significant challenge, the
Trust's transformational approach to generate and implement efficiency measures has been
revised and strengthened.

Checking the correct discharge of statutory functions is managed via the Trust risk
management system. No areas of non-compliance have been identified.

The  Resource and Performance Committee monitor resources at its monthly meeting and
prepare a report for each Board meeting.  Financial systems are audited by the Trust’s
Internal Auditors, consistently gaining a rating of either full or substantial assurance,

The Trust monitors performance against quality standards  via a performance framework,
reporting through Board committees to the Board. These standards include quality of care,
efficiency of service delivery, performance against national standards, contract delivery and
fianance. Where indicated recovery plans are formulated, actioned and monitored

External auditors have given an unqualified Value for Money rating for each year since the
Trust was formed in 2011

Information governance

The Trust has robust measures in place to protect both paper and electronic personal
confidential data held by the Trust.

The Trust completes the Data Security and Protection Toolkit (DSPT) which sets out the
National Data Guardian’s (NDG) data security standards. By completing this Toolkit self-
assessment the Trust provides evidence to demonstrate that it is working towards or
meeting the NDG standards. The NDG standards are aligned to the General Data
Protection Regulation (GDPR) and the Data Protection Act 2018.

Through the Information Governance reporting framework the Trust Board receives
assurance that progress is being made and is also notified of any risks regarding data
protection and security. Information Governance Operational groups include specialist
members of staff who can support assessment and testing of the robustness of the systems
employed. All Trust issued electronic devices issued by the Trust are encrypted and have
their access appropriately managed to protect against unauthorised personnel accessing
data.
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No serious incidents were reported relating to data security or breaches.

Annual Quality Account

The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 (as amended) to prepare Quality Accounts for each
financial year

This account looks back at performance in the last year and sets priorities for the following
year. The Board approves the account prior to publication. Arrangements are in place via
service delivery groups and trust wide groups to report quality and safety matters to the
Quality and Safety Committee, which in turn reports to the Board. This includes progress
against the priorities set out in the Quality Account.

The Trust has structured systems in place to verify data quality, including elective waiting
time data. These include:

 Validation of data reports and results is carried out by both service managers and
systems users

 Audits of data are carried out by both informatics and operational staff.
 Audits by RSM staff on selected data sets and processes and where any issues are

raised appropriate action plans are developed and
 subsequently monitored to ensure that we meet the requirements
 Electronic data validation is built into systems wherever possible e.g. missed

mandatory fields and data out of permitted ranges.
 Performance data monitoring is routinely carried out by various Trust groups and

committees.
 Commissioners carry out external scrutiny of activity and quality data.
 Appropriate user training on systems to ensure that they understand the correct data

management processes e.g. clinical coding.

The implementation of the new Electronic Patient Record is proceeding as planned. This
system provides front end functionality for managing both waiting lists and referral to
treatment pathways. As part of the implementation process for services the data being
migrated for patient related information includes current waiting list information. This data is
validated as part of the migration strategy for that particular service area.

Review of effectiveness

As Accountable Officer, I have responsibility for reviewing the effectiveness of the system of
internal control. My review of the effectiveness of the system of internal control is informed
by the work of the internal auditors, clinical audit and the executive managers and clinical
leads within the NHS trust who have responsibility for the development and maintenance of
the internal control framework. I have drawn on the information provided in this annual report
and other performance information available to me. My review is also informed by comments
made by the external auditors in their management letter and other reports. I have been
advised on the implications of the result of my review of the effectiveness of the system of
internal control by the board, the audit committee, the quality and safety committee and the
resources and performance committee. A plan to address weaknesses and ensure
continuous improvement of the system is in place

Review of the effectiveness of risk management and internal control
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The Head of Internal audit provides an opinion on the effectiveness of the System of Internal
Control.

The opinion for 2018/19 is:

The organisation has an adequate and effective framework for risk management,
governance and internal control.

However, our work has identified further enhancements to the framework of risk
management, governance and internal control to ensure that it remains adequate and
effective.

The opinion highlights 6areas where further work is necessary:

 Business Continuity Planning
 Electronic Patient Records System (RIO)
 Role Specific Essential Training
 Bank and Agency
 Annual Leave
 Rostering

For these reports the Trust has accepted the recommendations made by auditors and has
put in place action plans to address the control issues. These recommendations are tracked
for completion and re-audited where appropriate.

The systems for providing assurance that risks are being managed effectively are monitored
by the Audit Committee. Assurance sources include:

 Audit  Committee programmes and reviews
 Internal and External Audits
 Counter Fraud and Security Management
 Risk Management Reports
 Staff and Patient Surveys
 Clinical Audit Reports
 CQC Self  Assessment, inspections and reviews
 Counter Fraud Reports
 Management Reports
 Performance and Quality Reports
 Review of Governance Arrangements
 Ensuring that policies and procedures are embedded and acted on locally

The above and any other sources of assurance are reviewed by the Trust Board, Audit
Committee, Resources and Performance Committee, Quality and Safety Committee and
individual members of staff who contribute to the system for internal control.

Following review of the above the Audit Committee has confirmed that there is an effective
risk management process in place.

A review of the NHSi  well led framework was undertaken in January 2019 by Niche
Consulting. Recommendations resulting from this review will be considered and
implemented during 2019/20
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The Care Quality Commission (CQC) inspected the Trust in the first quarter of 2019. At the
time of formulating this statement the final report is awaited. It is hoped that the Trusts rating
will be above “requires improvement”.  No significant issues were raised, where feedback
was given this has been immediately acted on. This has included reviewing the monitoring of
departmental risk registers and improving the visibility of links between the Corporate Risk
Register and the Board Assurance Framework.

CQC also carried out a  joint inspection with HM Inspector of Prisons of Stoke Heath Prison.
CQC issued a requirement notice for the provision of additional emergency equipment and
improvements to medicines management.  Actions have been taken to remedy these
requirements.

Conclusion

No significant control issues have been identified for the year ended 31st March 2019

Jan Ditheridge
Chief Executive

Date: 23rd May 2019
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PROVIDER LICENCE
PREPARATION FOR SELF CERTIFICATION AGAINST PROVIDER LICENCE

SELF-ASSESSMENT
May 2019

Note: References in the License to Monitor now refer to NHSI for the purpose of our assessment

Licence
condition

Licence key
requirement

Comment Assurances/
Self-assessment finding

Any  key actions needed
(for greater compliance)

Relevant
executives

G1: Provision of
information

Furnish Monitor with
such information and
documents as they
require to exercise
their function. Take
reasonable steps to
ensure information is
accurate, complete
and not misleading.

.  Trust systems are in place to provide
NHSI/regulators with information they
require and quality assure it

 Performance and Quality reporting measure
included in local Performance Framework.

 Records of meetings with NHSI indicate
appropriate information supplied when
required

 Audit Committee exercises its role to assure
accuracy of certain Trust-wide information

RP

G2:Publication
of information

Comply with Monitor
direction to publish
information about NHS
services

 Range of methods in place to publish this
information – website, patient information
material, use of accessible information
standard

RP,JD

G3: Payment of
fees to Monitor

Pay fees to Monitor Not currently
applicable

 Meet other regulators’ requirements; would
meet requirement if and when arose

RP

G4: Fit and
proper persons

No person who is
‘unfit’ can
become/remain a
director or governor.

Also applies to those
performing similar
roles eg interims and
to a body corporate

 Specific policy and Standard Operating
Procedure in place

 Annual background checks and annual
declarations completed on relevant individuals

 Arrangements reviewed and found compliant
by CQC (Mar 16) Re-inspection has taken place
in February/March 2019. No points were
raised at the time, awaiting full inspection
report

JL

FoordPJ
Typewritten text
Appendix 4
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G5: Monitor
guidance

Have due regard to
guidance issued by
Monitor

 Regular horizon scanning for new guidance by
means including NHSI bulletins and networks,
horizon scanning reports by the business
development team to the management team,
CEO’s reports to Board, external auditors
reports to Audit Committee.

 Agendas and record of monthly meetings with
NHSI show how due regard has been given
and action taken in response

Exec team

G6: Systems for
compliance with
licence
conditions and
related
obligations

Take all reasonable
precautions to avoid
failure to comply with
the License, NHS Act
or NHS Constitution

This is the overarching
aspect which NHS
Trusts are now (May
2017) being asked to
self certify against.
Previously this was a
requirement for FTs
only.

 Self assessment findings in this review
indicate precautions and assurances in place
to mitigate against risk of failing to comply
with individual license conditions

 Risk management system in place.Risk of
failure to comply with legislation incl NHS Act
is included on Trust corporate risk register,
with associated mitigations. Trust legal
advisors in place.

 Wide-ranging systems for internal and
external control described in Annual
Governance Statement

 Overarching role of Audit Committee to seek
assurance on systems and compliance

 Submission of statutory returns
 Trust’s local Performance Framework is

aligned with the NHSI Single Oversight
Framework

 Monitoring of Constitution-related targets in
performance reports

 Submission of statutory returns

Exec team

G7: Registration
with the Care
Quality
Commission1

Required to be
registered with CQC

Monitor require to be
informed within 7 days
should CQC registration
be cancelled

 Trust has established process for CQC
registration

SG
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Key
requirement for
obtaining
licence

G8: Patient
eligibility and
selection
criteria

Required to set and
publish  transparent
patient eligibility and
selection criteria

Some specifications
with commissioners
cover these criteria.

 Covered on Trust web site - service
information for patients.

RP/SG

G9: Application
of Section 5
(Continuity of
Services)

Requires trust to
provide agreed
Commissioner
Requested Services
(CRS) as contracted.

Requires trust to
inform Monitor where
(i) change to CRS, and
(ii) no agreement for
extension/renewal of
CRS

Not applicable – CRS
does not apply to the
Trust

Not applicable RP

P1: Recording of
information

Monitor may require
the trust to record
information such as
that related to its
costs.

 (NOTE: National costing requirements not
currently applicable to community trusts in
same way as to acute. )

 Compliant with reference cost requests – the
mandated national costing process with set
reporting currencies

 Use national tariffs for all those services
where applicable

 Local agreements in place with commissioners
about cost recording where services are not
covered by national arrangements

RP

P2: Provision of
information

As P1, but relates to
provision of

Monitor require trusts
to provide pricing

 Provide reference cost information to NHSI;
see response to P1.

 Continue to improve
costing systems

RP
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information information  Some improvements have been made to
costing systems in 2017/18

P3: Assurance
report on
submissions to
Monitor

Monitor may require
the trust to provide
assurance that
condition P2 has been
complied with

 Internal assurance processes in place to cross
check and assure costing information

RP

P4: Compliance
with the
National Tariff

Trust can only provide
services at prices that
comply, or are
determined in
accordance, with the
national tariff

 Contract monitoring reports provide evidence
of our use  of national tariffs for those
services where they apply

 Internal assurance processes in place to cross
check and assure costing information

RP

P5: Constructive
engagement
concerning local
tariff
modifications

Trust required to
engage constructively
with commissioners.

 Notes of contracting meetings with
commissioners show engagement over
arrangements for services where national
tariffs do not apply eg price and activity
matrix.

 specific approach agreed with commissioners
regarding Service Development and
improvement Plans (SDIP), which will include
the Price Activity Matrix (PAM)

RP

C1: The right of
patients to
make choices

Requires trust to
inform patient when
they have a choice and
where to find such
information regarding
their choices

Trust must not unfairly
favour one provider
over another.

Trust must not offer or
give gifts, benefits in
kind as inducements to
refer patients

 Trust web site information
 Use of RAS and TRAQs which facilitate patient

choice where applicable

SG

C2: Competition
oversight

Prohibits agreements
and conduct that
either have the effect,
or likely to have the
effect, of preventing,

Monitor to develop
guidance to explain
how they intend to
enforce this condition

 Framework of SFI’s and SO’s in place, plus
SLAs

 Governance in place around partnerships,
many of which have been under
commissioner-led processes

RP/SG
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restricting or distorting
competition

IC1: Provision of
integrated care1

Trust must not do
anything that is
detrimental to the
integration of services

Purpose is to enable
Monitor to step in
where integrated care
is not being delivered,
in spite of
commissioners efforts

 Active engagement in integrated working and
discussions to develop it including STP, urgent
care networks etc

 Provision of range of services in close
partnership or integration eg ICS, Out of
Hospital Care

SG

CoS1:
Continuing
provision of
Commissioner
Requested
Services

Trust must not stop or
change the way CRS
services are provided
without the
agreement of the
commissioner

CRS is not applicable to
the Trust

(Monitor expect the
provider and
commissioner to agree
on service
reconfiguration, and
inform them of agreed
changes).

Not applicable
TN/TD/JT

CoS2:
Restriction on
the disposal of
assets

Trust must keep an up
to date register of all
relevant assets used
for CRS.

And get Monitor
approval prior to
disposal of such assets
when they raise a
concern re on-going
capability of trust

CRS is not applicable to
the Trust

(Definitions for
‘disposal’, ‘relevant
asset’ and
‘relinquishment of
control’ given in this
condition.)

Not applicable but note that
 Asset register identifies assets by service and

location so links can be made

RP/MD

CoS3: Standards
of corporate
governance and
financial
management

Trust must have due
regard to adequate
standards

CRS is not applicable to
the Trust

(Monitor expect trust
to adopt and apply
systems to ensure this,

Not applicable but note that:
 Full range of systems of corporate governance

and control, as described in Trust Annual
Governance Statement

 Internal and external audit outcomes
 Oversight by Audit Committee

JD/RP
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and have due regard to
any guidance they
issue)

 NHSI oversight ratings

CoS4:
Undertaking
from the
ultimate
controller

Legally enforceable
agreement required
with parent companies
to prevent their action
causing a breach to
licence conditions

The ultimate controller
is the parent company
of the organisation that
has been licenced by
Monitor.

 Currently not applicable RP

CoS5:
Risk pool levy

May require Trust to
contribute towards
fund to pay for vital
services if a provider
fails

The costs of
administration will be
met by a central fund.

 Currently not applicable RP

CoS6:
Cooperation in
the event of
financial stress

Trust must cooperate
with Monitor under
such circumstances

Applies when trust fails
to meet the test of
sound financial
management (as set
out in the Risk
Assessment
Framework).

 Currently not applicable RP

CoS7:
Availability of
resources

Requires trust to
ensure that it has the
required resources
available to deliver
CRS.

CRS is not applicable to
the Trust

 Not applicable RP



Provider License Self Declaration: Assurance for Corporate Governance
Statement, Condition FT4 (8) May 2019

STATEMENT ASSURANCES /EVIDENCE
1. THE Board is satisfied that the Licensee

applied those principles, systems and
standards of good corporate governance
which reasonably would be regarding as
appropriate for a supplier of health care
services to the NHS.

 Trust governance structure is set out in the SO’s, SFI’s,
Schemes of  Reservation and Delegation and the Risk
Management Policy.  Systems for internal control are
set out in the Annual Governance Statement

 Governance is tested by the Audit Committee through
risk management, individual audits and the opinions of
internal and external auditors.

 The Audit Committee reports its findings to the Board
after each meeting and through its Annual Report

 The Trust awaits the CQC follow up inspection report,
carried out in February/March 2019 .  The inspection in
2016 gave a rating of “requires improvement”.

2. The Board has regard to such guidance on
good corporate governance as may be
issued by NHS Improvement from time to
time.

 Horizon scanning mechanisms to review NHSI
guidance, then reflected in CEO’s Reports, and
Governance Reports, to each Board meeting in public

 Records of monthly meetings with NHSI
 Regular engagement with NHSI over local arrangements

and issues eg sustainability process and associated
governance

3. The Board is satisfied that the Licensee
has established and implements:
a) Effective board and committee

structures;
b) Clear responsibilities for its Board, for

committees reporting to the Board
and for staff reporting to the Board
and those committees; and

c) Clear reporting lines and
accountabilities throughout its
organisation.

 Clear governance structures and reporting
lines/accountabilities/responsibilities documented.
Structures are reviewed and updated regularly and are
shared with Regulators, and published on Trust web
site

 Governance structures are assessed against the CQC
and NHSI Well Led frameworks

 The Board and supporting Committees (Audit , Quality
& Safety, Resources and Performance, Nomination and
Remuneration) receive regular reports and supporting
data analysis covering patient safety, clinical quality,
patient experience, workforce, performance and
finance.

 CQC report and action plan (completed)
 Board and Committees evaluate effectiveness at

conclusion of business
 An independent  review of the Well Led” CQC standard

and NHIs Framework has been carried out by Niche
Consulting. Where recommendation have been made
that are being implemented.

4. The Board is satisfied that the Licensee
has established and effectively
implements systems and/or processes:
a) To ensure compliance with the

Licensee’s duty to operate efficiently,
economically and effectively;

b) For timely and effective scrutiny and
oversight by the Board of the
Licensee’s operations;

c) To ensure compliance with health
care standards binding on the

 Detailed arrangements  as described in Trust Annual
Governance Statement

 Clear governance structure covering these matters
including Resources and Performance Committee,
Quality and Safety Committee and their respective sub
Committees.

 External Value for Money opinion, and other relevant
internal and external audits

 CQC re- Inspection in 2019 No  significant issues raised,



Licensee including but not restricted
to standards specified by the
Secretary of State, the Care Quality
Commission, the NHS Commissioning
Board and statutory regulators of
health care professions;

d) For effective financial decision-
making, management and control
(including but not restricted to
appropriate systems and/or processes
to ensure the Licensee’s ability to
continue as a going concern);

e) To obtain and disseminate accurate,
comprehensive, timely and up to date
information for Board and Committee
decision-making;

f) To identify and manage (including but
not restricted to manage through
forward plans) material risks to
compliance with the conditions of its
Licence;

g) To generate and monitor delivery of
business plans (including any changes
to such plans) and to receive internal
and where appropriate external
assurance on such plans and their
delivery; and

h) To ensure compliance with all
applicable legal requirements.

the report is currently awaited .
 Internal and external audit opinions; going concern

opinion
 Risk management system with risk registers at all levels,

overseen ultimately by Audit Committee
 Regular reviews by Board of the well-led standard,

including information provision
 Progress on strategies and business plans feature

strongly on Board and Committee agendas; clear
governance structure for the handling of business plan
issues via working groups reporting to Resources and
Performance Committee and from there to Board.
Performance reports are organised around
organisational aims.

 Access to and regular briefings from legal advisors
 Systems for horizon scanning reinforced by professional

networks

5. The board is satisfied that the systems
and/or processes referred to in paragraph
4 (above) should include but not be
restricted to systems and/or processes to
ensure:
a) That there is sufficient capability at

Board level to provide effective
organisational leadership on the
quality of care provided;

b) That the Board’s planning and
decision-making processes take timely
and appropriate account of quality of
care considerations;

c) The collection of accurate,
comprehensive, timely and up to date
information on quality of care;

d) That the board receives and takes in
to account accurate, comprehensive,
timely and up to date information on
quality of care;

e) That the Licensee, including its Board,
actively engages on quality of care
with patients, staff and other relevant
stakeholders and takes into account
as appropriate views and information
from these sources; and

f) That there is clear accountability for
quality of care throughout the

 CQC Inspection report 2016 with rating of ‘Requires
Improvement’ and ‘Good’ for caring The Trust awaits
the CQC follow up inspection report, carried out in
February/March 2019

 Clinical background of a number of Board members
including non-executive director with clinical
background.

 Quality of care considerations inbuilt to Board’s work
via a range of information received by Board for
example, timely quality performance reports,
dashboards from service delivery groups, use of quality
impact assessment ,Board visits, key topic reports eg
safeguarding, infection control, clinical audit reports;
patient surveys; staff surveys; CQC Inspection Reports;
Board Assurance Framework (BAF);

 Internal Quality Review Reports and  Senior
Leaderships clinical teams visits

 Quality and safety Committee receives comprehensive
range of information

 Strong record of engagement with patients, staff and
stakeholders

 Well-established Patient Panel acting as a conduit for
feedback; evidence of “you said, we did”

 CQC inspection recognised positive patient engagement
activity

 Above average composite result for staff engagement
 Range of systems for escalating and resolving quality



Licensee including but not restricted
to the systems and/or processes for
escalating and resolving quality issues
including escalating them to the
Board where appropriate.

issues include Service Delivery Group dashboards to
Quality and Safety Committee; risk management
register reviews; Incident investigation and lessons
learned review meetings; deep dive reviews at Quality
and safety on specific topics of concern; use of flash
reports.

 All risks scored above a certain level are reviewed in
detail. Sources of risk include the analysis of incidents,
complaints, clinical audit, concerns and claims reported
throughout the Trust, the Divisional Performance
Review Process, the Trust/Divisional Clinical
Effectiveness Groups and other specialist committees
and groups.

 Quality team in place with Associate Director for
Quality, Divisional Heads of Quality, and clinical leads
for quality and supporting staff

6. The Board is satisfied that there are
systems to ensure that the Licensee has in
plane personnel on the board, reporting
to the Board and within the rest of the
organisation who are sufficient in number
and appropriately qualified to ensure
compliance with the conditions of its NHS
provider licence.

 Robust selection, appraisal, development  and ‘Fit and
Proper’ assurance processes in place for Board
members

 Assessments of staffing in quality reports; use of tools
to assess staffing; triangulation with other quality
indicators

 Where appropriate NEDs have suitable qualifications
and backgrounds e.g. chair of Audit Committee has a
financial background



Self-Certification Template - Condition FT4
Shropshire Community Health NHS Trust Insert name of

organisation

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

This template may be used by Foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS Provider Licence.

How to use this template

These self-certifications are set out in this template.

Corporate Governance Statement - in accordance with Foundation Trust condition 4 (Foundations Trusts and NHS trusts)
Certification on training of Governors - in accordance with s151(5) of the Health and Social Care Act (Foundation Trusts only)

You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.



Worksheet "FT4 declaration" Financial Year to which self-certification relates 2018/19 Please Respond

Corporate Governance Statement (FTs and NHS trusts)

The Board are required to respond "Confirmed" or "Not confirmed" to the following statements, setting out any risks and mitigating actions planned for each one

Corporate Governance Statement Response Risks and Mitigating actions

1 Confirmed [including where the Board is able to respond 'Confirmed']

#REF!

2 Confirmed [including where the Board is able to respond 'Confirmed']

#REF!

3 Confirmed [including where the Board is able to respond 'Confirmed']

#REF!

4 Confirmed Risks associated with CQC rating of 'Requires Improvement' in 2016, mitigated by Trust action plan which has been completed. Re-
inspection early 2019. any immediate actions mitigated, full report awaited, where needed an action plan will be developed

#REF!

5 [including where the Board is able to respond 'Confirmed']

Please Respond

6 Confirmed [including where the Board is able to respond 'Confirmed']

#REF!

Signed on behalf of the Board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Jan Ditheridge Name Ros Preeen

A

Please Respond

Further explanatory information should be provided below where the Board has been unable to confirm declarations under FT4.

The Board is satisfied that there are systems to ensure that the Licensee has in place personnel on the
Board, reporting to the Board and within the rest of the organisation who are sufficient in number and
appropriately qualified to ensure compliance with the conditions of its NHS provider licence.

The Board is satisfied that the Licensee applies those principles, systems and standards of good corporate
governance which reasonably would be regarded as appropriate for a supplier of health care services to
the NHS.

The Board has regard to such guidance on good corporate governance as may be issued by NHS
Improvement from time to time

The Board is satisfied that the Licensee has established and implements:
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for staff reporting to the
Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

The Board is satisfied that the Licensee has established and effectively implements systems and/or
processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s operations;
(c) To ensure compliance with health care standards binding on the Licensee including but not restricted
to standards specified by the Secretary of State, the Care Quality Commission, the NHS Commissioning
Board and statutory regulators of health care professions;
(d) For effective financial decision-making, management and control (including but not restricted to
appropriate systems and/or processes to ensure the Licensee’s ability to continue as a going concern);
(e) To obtain and disseminate accurate, comprehensive, timely and up to date information for Board and
Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward plans) material risks to
compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such plans) and to
receive internal and where appropriate external assurance on such plans and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

The Board is satisfied that the systems and/or processes referred to in paragraph 4 (above) should include
but not be restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational leadership on the
quality of care provided;
(b) That the Board’s planning and decision-making processes take timely and appropriate account of
quality of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely and up to date
information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with patients, staff and other
relevant stakeholders and takes into account as appropriate views and information from these sources;
and
(f) That there is clear accountability for quality of care throughout the Licensee including but not restricted
to systems and/or processes for escalating and resolving quality issues including escalating them to the
Board where appropriate.



Self-Certification Template - Conditions G6 and CoS7
Shropshire Community Health NHS Trust Insert name of organisation

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

This template may be used by Foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS Provider Licence.
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

How to use this template

These self-certifications are set out in this template.

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

Systems or compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)



Worksheet "G6 & CoS7" Financial Year to which self-certification relates 2018/19 Please complete the
explanatory information in cell

1 & 2 General condition 6 - Systems for compliance with licence conditions (FTs and NHS trusts)

1 Confirmed

OK

3 Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a
Please Respond

3b

Please Respond

3c Please Respond

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Jan Ditheridge Name Ros Preeen

Capacity Chief Executive Capacity Directror of Finance

Date Date

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another
option).  Explanatory information should be provided where required.

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee
are satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the
NHS Acts and have had regard to the NHS Constitution.

OR
After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is
explained below, that the Licensee will have the Required Resources available to it after taking into account in
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid
for the period of 12 months referred to in this certificate. However, they would like to draw attention to the
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to
provide Commissioner Requested Services.

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider
licence

In making the above declaration, the main factors which have been taken into account by the Board of
Directors are as follows:
[e.g. key risks to delivery of CRS, assets or subcontractors required to deliver CRS, etc.]

EITHER:
After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will
have the Required Resources available to it after taking account distributions which might reasonably be
expected to be declared or paid for the period of 12 months referred to in this certificate.

OR
In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to
it for the period of 12 months referred to in this certificate.

Statement of main factors taken into account in making the above declaration
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Audit Committee

Annual Report 2018/19

Appendix 5
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NHS Trusts are required to have an Audit Committee under the Codes of Conduct and
Accountability issued by the Department of Health in 1994, and re-issued in 2004. For
Foundation Trusts the requirement is set out in Monitor’s Code of Governance.  The purpose of
the Committee is to obtain assurance that risk controls work as designed, and to challenge poor
sources of assurance. In particular this work applies to the controls and assurance required to
manage risks to the organisational objectives. These risks are set out in the Board Assurance
Framework.

Guidance on the operation of Audit Committees is set out in the Audit Committee Handbook,
originally published by the Department of Health in 2005, updated by the Healthcare Financial
Management Association in 2010 and 2014. This guidance highlights the importance of
producing an annual report detailing how the Committee has met its duties.

This document is the Annual Report for 2018/19. The opinions on internal control expressed by
Internal and External Audit apply to the financial year 2018/1. These were given in May 2017.

1. Introduction

The Committee consists of four Non-Executive Directors:

 Peter Phillips (Chairman)
 Harmesh Darbhanga
 Tina Long
 Peter Featherstone

 Mr Phillips and Mr Darbhanga have financial expertise.
 All other Non-Executive Directors (excluding the Chairman) can attend any meeting if

they wish.

There have been a number of changes to the committee in the last financial year. These were:

Mr Steven Jones served on the committee from  April 2018 to  July 2018 at which point he left
the Trust .
Mr Rolf Levesley served on the committee from  April 2018 to May 2019 at which point he left
the Trust
Nuala O’Kane served on the committee from April 2018 to March 2019 when she was appointed
Trust Chairperson

Harmesh Darbanga, Tina Long and Peter Featherstone all joined the Trust and the committee in
November 2018.

The Committee is supported by the following co-opted members:

 Director of Corporate Affairs/Company Secretary
 Associate Director of Finance
 Corporate Risk Manager
 Representative(s) from External Audit
 Representative(s) from Internal Audit

1. Introduction

2. The Role and Operation of the Audit Committee



3 of 13

The Local Counter Fraud and Security Specialists attend on a regular basis to report on their
work.

Other managers and subject experts attend at the request of the committee.

2.1 Record of Attendance 2018/19

Meeting

Members 3/04/18 31/05/18* 3/07/18 4/10/16 3/1/17 %
attendance

Peter Phillips      100

Nuala O’Kane      100

Steve Jones  x  66

Rolf Levesley  100

Harmesh Darbhanga  100

Tina Long x 0

Peter Featherstone x 0

Supporting members

Director of Corporate Affairs x   x  60

Director of Finance/Associate
Director of Finance

     100

Corporate Risk Manager      100

Local Counter Fraud Specialist** x x  x  40**

Representative from External Audit      100

Representative from Internal Audit  Not required    100

*Extraordinary meeting to approve the annual accounts
**not required to attend all meetings

All meetings were quorate.

2.2 Committee Work Programme/ Plan

The committee has a rolling programme of work, detailing what reports will come to the
committee and when.

The key aspects of the work plan are detailed in this report, split into the following areas:

 Principal review areas detailed in the work plan
 Internal Audit
 External Audit
 Management
 Financial Management

The principal review areas are set out below:

3.1 Board Assurance Framework.

3. Main risk management areas reviewed by the Committee
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The Audit Committee reviews the Board Assurance Framework (BAF) at each meeting. The
review considers what assurances the committee has received, whether additional assurance is
needed and whether the risks detailed represent the principal risks to the organisational
objectives.

In August 2018 a workshop was held with board members to review the BAF. The review asked
members to consider three aspects:

 What worries us the most
 What are the risks to Trust objectives
 Are the current risks the right risks

From these discussion five key risks were identified. These risks are:

 Meeting Financial Targets
 Clinical Quality and Safety
 Healthcare Systems
 Organisational culture does not support the values of the Trust
 Optimising use of  technology

A further risk was added in March 2019 in  relation to the UK EU exit.

These were broadly similar to the entries that were currently on the BAF. For the purpose of this
report they are dealt with together

Meeting Financial Targets

The committee has throughout the year received internal audit reports on financial systems. All
of these have been given substantial assurance (see internal audit section). This coupled with
the unqualified opinions for the financial statements and value for money, given by external
auditors, has assured the committee that financial control is robust.
Whilst the Trust has met its financial targets for 2018/19 the committee heard throughout the
year that this would increasingly become challenging in future years. The committee were
satisfied that financial monitoring through the Resources and Performance (R&P) Committee
was robust, and that assurances were given through the common membership of the Audit and
R&P committees

For 19/20  the risk will be spilt into two parts - meeting in year targets and long term financial
sustainability. This will allow for better monitoring of risk controls in this challenging financial
environment.

Transformation Local and National Contexts/Healthcare Systems

The identified risk was not initially focussed on specific initiatives, but has become more
focussed on local initiatives, namely Future Fit and the Service Transformation Plan (STP). The
Director of Finance gave detailed assurance related to these initiatives at the April 18 meeting.
The committee heard there had been continuity of Trust representation at meetings through the
membership of the Trust Chief Executive and Director of Finance. Members were satisfied that
the Trust was integrated in the transformation process. The updated risk (Healthcare Systems)
focusses on the STP and its potential effect on the Trust’s plans for long term clinical
transformation.

Transformation (Systems)/Optimising the use of Technology

The entry reflected the introduction of the Electronic Patient Record (EPR). The Director of
Finance gave  detailed assurance related to the benefits of EPR. These are not solely financial,
examples being improved timeliness of data input, increased efficiency of the workforce and
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improved clinical safety. The reporting structure related to this was in development. The revised
entry (optimising the use of technology) moves away from the EPR into the more generalised
risk associated with technology e.g.   other partner risks, cyber security, clinical safety and effect
on efficiency. The committee requires continued assurance relating to this importance area. The
entry was updated following the BAF review, with an emphasis of overall quality management.

Clinical Quality and Safety

The committee receives assurance through the Quality and Safety Committee, whose minutes
are presented at each meeting. The committee also receives a summary of any external or
regulatory reports and an annual report on the process for internal control of assessment
against the CQC standards and associated action plans. The Director of Operations and
Nursing gave a detailed report on assurance at the July 18 meeting. The committee was
satisfied with the processes in place. The committee awaits the report following the CQC
inspection in Feburary/March. This will  be a significant source of assurance related to this risk

Changing Culture/Organisational culture does not support the values of the Trust

The committee received a substantial report from the Chief Executive  in October 2017.  This
showed significant progress in the development of organisational culture.  Following the review
the entry was updated to show this progress, and the revised controls and actions associated
with it. A further report is due to be received by the committee at its July meeting.

Following the review a more formal program of assurance scrutiny has been developed.

The committee has not reviewed the EU Exit risk

At the beginning of the year there was a risk entry for transitioning to a new organisational form
Following the NHSi decision that the Trust should stay as it is the risk was removed from the
BAF.

3.2. Internal Control Systems

The committee receives the Corporate Risk Register at each meeting, and the
Divisional/Directorate Registers on a rolling programme. This gives the committee an overview
of the risks on the registers, the opportunity to consider individual risks, and more importantly an
overview of the risk management system.

3.3 Clinical Quality

The committee does not consider individual quality issues, but does seek assurance on the
systems of internal control used in the management of quality. The committee considers
summaries of reports received by the Quality and Safety Committee, as well as receiving the
minutes of the Quality and Safety Committee.

The committee received reports on the following clinical quality systems:

 Compliance with CQC standards
 Clinical Audit reports
 Service risk registers

The Committee has worked effectively with Internal Audit to scrutinise and improve the Trust’s
systems of internal control.  At each meeting the committee receives a comprehensive progress
report against the annual audit plan which includes progress made against recommendations.

The following reports were received in 2018/19

4. Internal Audit
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Assignment Assurance level
Follow Up of ManagementActions within the Clinical
Audit Report (7.17/18)
(01.18/19)

Advisory

Business Continuity Planning 02.18/19)

Follow Up (Phase One) (03.18/19) Good progress
Roles Specific Essential Training (RSET) (4.18/19)

General Ledger and Budgetary Reporting (5.18/19)

IT Key Financial Controls (6.18/19)

Payroll and Expenses (7.18/19)

Key Financial Systems
(8.18/19)

Cash Management

Income and Debtors

Creditors

Asset Management
Electronic Patience Record System RIO (9.18/19)

Data Security and Protection (DSP) Toolkit (10.18/19) Advisory
General Data Protection Regulation – Governance
(11.18/19)

Advisory

Outpatients – Waiting List Management (12.18/19) Advisory
Recruitment and Retention (13.18/19)

Annual Leave (14.18/19)

Follow Up (Phase Two) (15.18/19) Reasonable Assurance
Rostering (16.18/19)

Bank and Agency (17.18/19)
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Safe Staffing (18.18/19

Board Assurance Framework and Risk Management
(19.18/19)

Community Equipment Services (20.18/19)

The Committee received and considered the above reports.  The management responses
provide assurance that any actions identified have been, or are being implemented.
The Head of Internal Audit Opinion and Annual Governance Statement reflect the findings of the
reports, and significant assurance can be given that there is a generally sound system of
internal control.

The committee has requested updates on the business continuity action plan on two occasions,
and will continue to request updates until it is satisfied that sufficient assurance has been given
that controls in place are effective. Where partial assurance has been given the committee will
follow up, either through internal auditors or with relevant managers.

At  the end of 2018 the committee considered the Internal Audit contract, which had not been
market tested since the Trust’s formation in 2011. It was decided that the service should be put
out to tender, following this process a decision was made to award the internal audit contract to
BDO LLP. We look forward to working with BDO during 19/20

The Committee received the External Audit Annual Findings Report at its meeting on the 23rd

May 2019. The external auditors were required to give an opinion on the financial statement and
a Value for Money (VFM) assessment.  An unqualified opinion was given for the financial
statements, that proper arrangements are in place to secure financial resilience and proper
arrangements are in place for challenging how the Trust secures economy, efficiency and
effectiveness. An unqualified opinion was given for Value for Money.

External Auditors have not carried out any non-audit work for the Trust.

As part of its review of the BAF, other risk registers and control/risk management systems, the
Committee has requested additional information and reports from Trust management and other
sources to obtain relevant assurance where necessary. This has included in the last year:

 Counter Fraud
 Security Management
 Safeguarding Training
 Clinical Audit
 Apprentice Levy
 Whistleblowing
 Hospitality
 Emergency Planning

5. External Audit

6. Management
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The committee reviews the Annual Governance Statement, taking into account the information
and assurances it has received throughout the year. The statement is an integral part of the
annual reporting processes.

The Committee received and approved the financial statements at its extraordinary meeting in
May 2019, prior to submission to the NHS Improvement. It praised the significant work carried
out by the finance department both in producing the annual accounts and operating sound
financial systems throughout the year. The Committee received the reports from Internal and
External Audit relating to the accounts. The Committee was satisfied that the reports can be
considered accurate. The Committee reviewed and approved the Annual Report to ensure that
it accurately reflected the years’ events.

The Committee has during the year carried out its duty in providing the Board with assurance
that effective internal control arrangements are in place. Specifically the Committee has:

 Reviewed the Assurance Framework and Risk Registers, and has influenced the
development processes of the risk management system through the Risk Management
Policy. Internal Audit provided positive reports on the development of risk management
processes of the Trust, and on the operation of the BAF.

 Reviewed its compliance with the Audit Committee Handbook and has undertaken a self
assessment. This assessment is appended to this report.

The panel has not met during the year in relation to External Auditors. The Audit Committee was
however involved in the selection of internal auditors

The Committee has concluded that overall the Trust has a sound system of internal control, and
that when inadequacies are identified, action is taken to improve systems. This view has been
confirmed by the opinions of External and Internal Audit. The Committee has not identified any
issues that have not been disclosed to the Board appropriately. The committee has not
identified any areas of duplication or omission in the systems of internal control, or of
governance in general.

7. Financial Management

8. Review of the effectiveness and impact of the Audit Committee

9. Conclusion

9. Auditor Panel
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Checklist One:  Committee Processes
Area/Question Y N Comments/Action

1 Composition, establishment and duties

1a

Does the Audit Committee have written terms
of reference that adequately define the
Committee’s role in accordance with relevant
guidance (for example; from Department of
Health; NHS England; NHS Trust
Development Authority or Monitor)?

Y

1b Have the terms of reference been adopted by
the governing body?

Y All changes are approved by
the Board.

1c

Are the terms of reference reviewed annually
to take into account governance
developments and the remit of other
committees within the organisation?

Y Terms of reference are
reviewed annually. No
significant changes have been
made in the current year.

1d

Are committee members independent of the
management team?

Y Members are Non-Executive
Directors. Management team
attend to provide information
and support.

1e

Are the outcomes of each meeting; the
actions taken and the committee’s view on
the organisation’s systems of internal control
reported to the next governing body meeting?

Y A report is prepared after each
meeting as part of the
Governance Report to the
Board.

1f

Does the Committee prepare an annual
report on its work and performance in the
preceding year for consideration by the
governing body?

Y

1g Does the committee assess its own
effectiveness periodically?

Y Via this checklist.

1h

Has the committee established a plan of
matters to be dealt with across the year?

Y A work plan is in place,
reviewed at each meeting,
supported by an Internal and
External audit plan.

1j
Are committee papers distributed in sufficient
time for members to give them due
consideration?

Y One week beforehand.

1k Has the committee been quorate for each
meeting this year?

Y

2 Compliance with the law and regulations governing the NHS

2a

Does the committee review assurance and
regulatory compliance reporting processes?

Y Via internal and external audit,
and from other reports e.g.
Regulatory report from QS
Committee.

2b
Does the committee have a mechanism to
keep it aware of topical, legal and regulatory
issues?

Y Emerging issues from internal
and external auditors, and from
executive directors.

3 Internal control and risk management
3a Has the committee formally considered how it Y Relationship with Quality and

Audit Committee
SELF-ASSESSMENT CHECKLIST
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integrates with other committees that are
reviewing risk – for example, risk
management, quality and clinical governance
committees?

Safety Committee established,
with minutes coming to each
meeting. There is also links to
other Board sub-committees
though the membership of the
Audit Committee.

3b
Has the committee reviewed the robustness
and effectiveness of the content of the
organisation’s assurance framework?

Y At each meeting, and via
Internal Audit scrutiny.

3c

Has the committee reviewed the robustness
and content of the draft annual governance
statement before it is presented the
governing body?

Y Both in development and prior
to signing .

3d
Is the committee’s role in reviewing and
recommending to the governing body the
annual report and accounts clearly defined?

Y Covered in the terms of
reference and discussed at the
meeting as issues arise.

3e

Does the committee consider the external
auditor’s report to those charged with
governance including proposed adjustments
to the accounts?

Y Yes, at the May extraordinary
meeting.

4 Internal audit

4a
Is there a formal ‘charter’ or terms of
reference, defining internal audit’s objectives,
responsibilities and reporting lines?

Y Internal Audit Charter signed
by the committee chair and
agreed by members.

4b
Does the committee review and approve the
internal audit plan at the beginning of the
financial year?

Y

4c
Does the committee approve any material
changes to the plan?

Y The committee approves any
changes as part of progress
report monitoring.

4d

Is the committee confident that the audit plan
is derived from a clear risk assessment
process that links closely to the assurance
framework?

Y Links are detailed on the plan.

4e
Does the committee receive periodic
progress reports from the Head of Internal
Audit?

Y At each meeting .

4f
Does the committee effectively monitor the
implementation of management actions
arising from internal audit reports?

Y Via IA audit tracking report
local reporting

4g
Does the Head of Internal Audit have a right
of access to the committee and its Chairman
at any time?

Y And via the auditor meeting
with members only.

4h

Is the committee confident that internal audit
is free of any scope restrictions and, if not,
has it considered the impact of these on the
annual Head of Internal Audit opinion?

Y No other work is currently
carried out by internal auditors.

4i

Is the committee confident that internal audit
is free from any operational responsibilities or
conflicts of interest that could impair its
objectivity?

Y Limited to audit work for the
trust only.

4j Does the committee hold periodic private
discussions with the Head of Internal Audit?

Y At least annually.
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4k
Has the committee evaluated whether
internal audit complies with the Public Sector
Internal Audit Standards?

Y Internal audit present a
periodically report to
demonstrate compliance.

4l
Has the committee agreed a range of internal
audit performance measures to be reported
on a routine basis?

Y Internal audit report
compliance with standards as
part of progress report.

4
m

Does the committee receive and review the
Head of Internal Audit’s annual opinion?

Y Draft and final at the
extraordinary meeting to
approve the annual accounts.

5 External audit

5a
Do the external auditors present their audit
plans and strategy to the committee for
agreement and approval?

Y

5b Does the committee receive and monitor
actions taken relating to prior years’ reviews?

Y Reported by EA at the meeting
via follow up reports.

5c
Does the committee review the external
auditor’s ISA 260 report (the report to those
charged with governance)?

Y Audit findings report before
opinion of the accounts.

5d Does the committee review the external
auditor’s value for money conclusion?

Y At the meeting to approve the
annual accounts.

5e
Does the committee review the external
auditor’s opinion on the quality account when
necessary?

N External audit have not as yet
been required to give an
opinion on the Quality Account.

5f Does the committee hold periodic private
discussions with the external auditors?

Y Annually.

5g Does the committee assess the performance
of external audit?

Y Within current constraints.

5h
Does the committee require assurance from
external audit about its policies for ensuring
independence?

Y Comment included in audit
.plan

5i
Had the committee approved a policy to
govern the nature and value of non-audit
work carried out by the external auditors?

N No. but no non audit work
currently carried out.

5j
Does the committee receive information on
all non-audit work undertaken by external
audit?

N As above.

5k
Does the committee review the proportion of
audit and non-audit work every time the
external auditors change?

Y Via Audit Plan if there were
any to consider.

6 Clinical audit

6a

Is the committee clear about where clinical
audit assurances are received and
monitored?

Y The Quality and Safety
Committee is the monitoring
committee for clinical audit.
The Audit Committee receives
as part of its work plan periodic
reports.

6b

If the committee is NOT the main committee
receiving direct feedback from clinical audit,
does it receive a report from the relevant
committee on the progress made by clinical
audit during the year along with a clear view
on the outcome of the annual work plan?

Y 6 monthly reports.
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6c

If the committee receives reports from clinical
audit has it:
 Reviewed an annual plan which is clearly

linked to clinical risks and clinical
assurance needs?

 Received regular progress reports?
 Monitored the implementation of

management actions resulting from
clinical audit reviews?

 Received a report over the quality
assurance processes covered by clinical
audit activity?

Y As above.

7 Counter (or anti-) fraud and security

7a
Is the committee aware of NHS Protect
requirements in relation to counter fraud and
security activity?

Y

7b

Does the committee review the planned
counter fraud and security work at the
beginning of the financial year and in
particular its scope and coverage?

Y

7c

Does the committee satisfy itself that the
work plan is derived from clear processes
based on risk assessments and that
coverage is adequate?

Y Via LCFS and LSMS report.

7d Does the committee receive notification of
any material changes to the plan?

Y Via progress reports .

7e Does the committee receive periodic reports
about counter fraud and security activity?

Y

7f

Does the committee effectively monitor the
implementation of management actions
arising from counter fraud and security
reports?

Y

7g
Do those working on counter fraud and
security activity have a right of direct access
to the committee and its Chair?

Y

7h

Do those working on counter fraud and
security activity have the necessary technical
knowledge and experience to ensure that
work is carried out as it should be?

Y Attended NHS Protect
courses.

7i
Does the committee receive and review an
annual report on counter fraud and security
activity?

Y

7j

Does the committee receive and discuss
reports arising from inspections by NHS
Protect in relation to the quality of the counter
fraud (and security) provision?

Y These are rare, but are
included within progress
reports.

8 Annual report and accounts and disclosure statements

8a Is the committee’s role in the approval of the
annual report and accounts clearly defined?

Y At the extraordinary meeting.

8b
Is the committee meeting scheduled to
discuss proposed adjustments to the
accounts and issues arising from the audit?

Y As above.



13 of 13

8c

Does the committee specifically review:
 Changes in accounting policies?
 Changes in accounting practice due to

changes in accounting standards?
 Changes in estimation techniques?
 Significant judgements made in preparing

the accounts?
 Significant adjustments resulting from the

audit?
 Explanations for any significant

variances?

Y Reported by DoF and external
audit.

8d
Does the committee ensure it receives
explanations for any unadjusted errors in the
accounts found by the external auditors?

Y

8e
Does the committee receive and review a
draft of the organisation’s annual governance
statement?

Y

8f
Does the committee receive and review a
draft of the organisation’s annual report and
accounts?

Y

8g

Does the committee receive and review the
evidence required to demonstrate
compliance with regulatory requirements (for
example, as set by the Care Quality
Commission, Monitor and the NHS Trust
Development Authority)?

Y The committee receives
reports on compliance via the
Quality and Safety Committee.

9 Other issues

9a
Does the committee provide a summary
report of its meetings to the next available
governing body meeting?

Y
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