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Open Strategic Risks by Principal Risk (as at 08.07.2020)

Date of Risk Lead Source of Assuring Description Next Risk Level Consequence Likelihood Risk Level Consequence Likelihood  Existing control measures Summary of risk treatment plan/mitigation Target Risk level Consequence Likelihood
risk Committee(s) review (Initial) (initial) (initial) (Residual) (residual) (residual) date (current) (current) (current)
date
Principal risk: 1. Failure to maintain the quality of patient services
There is a risk that the Trust will not be o Environmental monitoring and regular 22/04/20 a business case is in development
compliant with aseptic and cytotoxic drug 2 maintenance show that the unit meets for a new aseptic drug production unit. In the
production standards due to the age and S current cleanliness standards. meantime the risk mitigation plan continues.
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There is a risk of patient harm due to long waits o Comply with national reporting requirements |22/4/20202 The risk of harm has increased
for diagnosis and treatment due to not > 2 externally. during the covid crisis. this is due to a
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There is a risk that patient care and safety may Full root cause analysis is currently 21/4/20 Risk mitigation plan continues.
be comprised by having duplicate patient performed and feedback given to the There is significantly less activity being done
records- multiple records which are produced for 2 g relevant managers/departments. currently which further mitigates this risk. 2
the same patient and by the creation of @ g Informatics DQ team and EPR PAS have @
§ confused (mixed up) patient records- when one S g reviewed patient registration guidelines and a S
“é patient's record is overwritten with data from 2 = new registration SOP has been created. 2
£ another patient's record, creating a combined, @ 3 Regular engagement between Informatics DQ g
£ 2 3 2 a a
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There is a risk of patient harm due to non- - Compliance with National Safety Standards | April 2020:This has now moved from the o
with the Safety dards for .En for invasive procedures [NatSSIPs] improvement to the assurance phase and %
Invasive Procedures in a non-theatre ‘=" there is ongoing work to monitor continuing S
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There is a risk that because the legacy Pathology - Careful attention to support on call schedule, |09 JUN 2020 - Business continuity test for o
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There is a risk that there may be total or partial o Best end s support and 13 MAY 2020: Procurement concluded and
failure of the telephony system as the system is ﬁ contract currently in place, reviewed implementation in planning phase.
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There is a risk that cyber security attacks to 1) Technical prevention via current firewall. 09 Jun 2020: Offer of extra help and
3
healthcare organisations could impair the clinical a2 Engagement with NHS Digital CareCert assistance to provide further assurance
and business operations of the Trust. g scheme in order to undertake external accepted. Dates being planned
% security assessment and give report and
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There is a risk that patients with a mental health o Liaison psychiatry service for patients who April 2020 o
diagnosis may not be treated appropriately due 2 have self-harmed LD nurse now appointed and restructure of 'E
to a lack in staff knowledge/awareness and = SLA relating to Mental Health Act provisions, |Adult SG team completed. Plan to go our for =
provision of expert clinical advice (mental health) E which does include scrutiny of section part time Mental Health Nurse as previously f
> 5 paperwork and provision of training for staff |agreed. CQC supported the positive work of 5
w e ‘g Named nurse for safeguarding adults is a SG and MH act, asked to consider making MH ﬁ
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._Failure to maintain the quality of patient services, 2. Failure to recruit and retain an effective engaged workforce
there is a risk to delivery of Trust-wide o Control Measures planned: Increase existing |22/4/20 Following additional recruitment o
Microbiology Service due to inability to recruit to 2 Infectious Disease Consultant Physician's PA's | the mitigation plan has now been achieved 2
Consultant Microbiologist posts, since the g by 0.5 and review options for Agency within |and the risk has significantly reduced. g
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There is a risk that the Trust will be unable to Meeting planned 14.02.19 to discuss 22/4/20 Following additional recruitment
provide an infectious diseases service due to a microbiology service arrangements this risk has significantly reduced.ID and HIV
lack of medical consultants following the BG/SS/PM/BW/SH attending. Clinics are in place, amended during COVID
resignation of 4 consultants plus 2 long term Email sent to CPBS Booking team to notify 19 to Non face to face where possible. An
vacancies. them of the current situation. additional 50:50 ID/ Microbiology consultant
Replacement Business Case completed for: is due to be in post beginning July 20,
-~ % Dr Robinson — Approved submitted for following which the existing team, will review %
g 'f advertisement NHS Jobs —requested for long term work force model and service ?:IP
% § advert to go out to BMJ — costings for this delivery of microbiology and ID. §
& o request be arranged )
f '; Recruitment approval submitted to the g
£ 3 2 3 finance team for 3 consultants. 3
a s g 5] 5 < g 5 3 Retire and Return for Dr McWhinney to be 2 o s 3
2 s 2 ] Quality g g s £ g A 8 g g 2
2 5 & 8 ' ) s g K s £ agreed. 3 3 s £
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— E E @ 3 '.E Locum for ID/Microbiology secured for 3 ™ '.E
v El H months commencing May 2019 Dave Allison. H
-E E Dr McWhinney to have a conversation with E
= k] potential Reg delivering clinics for the TB 5
E E service under the supervision of Dr Hall ?ﬂ
B o Respiratory. o
= =
Clinics / Outpatient Activity:
ID Outpatient weekly capacity - 5 new & 14
F/u’s.
TB weekly capacity- 2 New & 4 F/u’s - with
the appointment of a Respiratory Consultant,
| risk: 1. Failure to maintain the quality of patient services, 3. Failure to maintain operational performance
There is a risk that due to our above average still o From January 2020: standing item on Board |May 2020 - Moving to outstanding °
birth rate, reduced 1 to 1 care in labour rate and > 2 agenda; metrics added to board and quality |programme commenced with first element to é
a CQC rating of Requires Improvement that E § dashboard; monthly reporting to quality be Maternity - programme mandate agree at é
members of the public and external stakeholders % f committee; quarterly reporting as per MIS EMT. %
may loose confidence in the service. ~’—'> 5 standards. Maternity services will be part of initial 2020 g
% ‘; vision programme with clinical engagement %
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Principal risk: 1. Failure to maintain the quality of patient services, 3. Failure to maintain operational performance, 5. Failure to deliver the required transformation of services, 8. Failure to maintain a safe environment for staff, patients and visitors, 9. Failure

to meet regulatory expectations and comply with laws, regulations and standards

Quality

3467
10/10/2019
Shannon, Sandra
Risk Assessment

There is a risk that patients may come to harm
due to delays in the diagnostic pathway due to
insufficient endoscopy capacity.

29/05/2020

(4) Major

(5) Will undoubtedly recur, possibly frequently

(4) Major

(2) Do not expect it to happen again but it is possible

3/12/19. A plan has been developed to clear
the surveillance backlog. See control
measures for risk 3154 (operational,
administrative and performance controls)
Consultant and senior nurse review of all
Datix reports related to delays in diagnosis,
and subsequent clinical review to evaluate
harm to patients

Application of Trust Incident policy where
harm is identified

Trust Quality Oversight System
Appointment of additional colorectal
consultant post (approved by BoD)

22/4/20 The risk to patients has increased
during the covid-19 crisis due to endoscopy
procedures not being undertaken. This is
because endoscopy procedures are not being
undertaken due to risks from aerosol
generating procedures. A new FIT testing is to
be introduced for fast track patients which
will enable prioritisation for CT colonoscopy
of patients most at risk of cancer which will
help mitigate this risk.

29/11/2019

(4) Major

(5) Will undoubtedly recur, possibly frequently

Principal risk: 1. Failure to maintain the quality of patient services, 3. Failure to maintain operational performance, 8. Failure to maintain a safe environment for staff, patients and visitors
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There is a risk that we will be unable to safely c Adherence to social distancing both inside Weekly review
staff the organisation due to the impact of 'test 53 and out of work Mandatory wearing of face masks
and trace'. There is a requirement for contacts to % g Clear communication to staff re the tracing | Re-inforcement of social distancing %
. ~ self isolate for 14 days with no exceptions for 5 2o programme and a reminder of their personal |Clear/increased comms, signage, posters, 5
I & z healthcare staff. This may result in areas of the I 5 @ 5 rz: g responsibility clarity re maximum numbers in any given I 5 @
2 3 3 g Workforce Trust having less availability of staff to deliver 8 < § < =8 area 8 = §
@ § a % the Trust objectives as areas already have higher 5 E 3 E g2 Development of agile/home working policy g E 3
3 % § absence rates due to Covid than normal. 5 = E = § g Risk assessments 53 = E
© = S g 2 Environmental audits s
= ; 07/07 - continuous reinforcement of the =
=) above
=3
isk: 1. Failure to maintain the qu: of patient services, 3. Failure to maintain operational 8. Failure to maintain a safe environment for staff, patients and visitors, 9. Failure to meet regulatory expectations and comply with laws, regulations and standards
There is a risk that we are not fully compliant COVID 19 Update March /April 2020 - April 2020 - Additional risks in relation to
with revised regulatory requirements for Additional safeguards in place in all theatres |COVID 19 are being managed via the
ventilation within theatres leading to an in relation to PPE and AGP's. This includes command structure
increased risk of infection. labour ward. Additional risk assessments
have been completed and managed through
° ° COVID 19 command and control structure. °
2 2 Due to Covid 19 the consequence has been 2
":" f increased from 3 to 4 f
g g g
I ﬁ Planned validation and inspections of all I
§ § departments which fall under the remit of §
c 5 = = HTM 03 it
N % E § g § _S é _E All reports from valifiat.ion & insgection 5 _§ _S
E g e = Quality g § E g E noted through Ventilation Steering Group g § E
S < k= S S = E = an.d Tn{st IPCC.. ! S s <
~ 2 % @™ § o) § Microbiology air sampling undertaken for any ™ §
- > > aseptic areas with failed ventilation (i.e. >
E E theatres, interventional radiology etc.) E
g g Any failed reports escalated by Estates to g
= = Divisional Leads to allow local risk assessment =
E E and risk mitigation actions E
< < Estates department planned testing, =
validation and maintenance programme
Estates department to develop business case
for ventilation improvement work in
collaboration with Divisional Leads, including
new builds or refurbishments of clinical
There is a risk that failure to achieve the g ECS Improvement programme in place 22/04/2020 ECS performance has improved g
Emergency Care Standard may negatively impact a reporting to the Bradford Improvement over the last few weeks, predominantly due a
on patient care and experience, staff well-being E Programme sponsored and supported by the |to a 50% reduction in attendances. There are E
and corporate reputation. o Trust Executive Board. no bed waits at present and overall LOS in o
é = Additional monies provided by WYAS to the dept. has reduced. é
] . © g support winter schemes ©
) E & . 2 % 2 % 8 SRG recurre(]t monies ] % e
© < @ il Finance and < 5 f 5 S Investment in an Emergency Department 5 T f
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Principal ris| Failure to maintain the quality of patient services, 4. Failure to maintain financial stabili
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(5) Will undoubtedly recur, possil

can be implemented immediately
*Bolicies including waste, H&S, IPC, Moving &
Handling, contamination policies published
for all staff

status of all i

Bo.7.20.10
There is a risk that there is: Blinical and medical services have a range of |01/07/20 - no further update in this area,
existing agreements and arrangements work has been suspended while both Trusts
@ lack of understanding of the full depth and (including financial) in place for work thatis |respond to the Covid 19 pandemic.
breadth of clinical and medical service carried out with AFT which have evolved
interactions and dependencies with Airedale organically.
Foundation Trust (AFT): *Risk has been discussed at EMT level with ©
@ lack of understanding regarding the awareness of relevant senior staff including 2
° underpinning agreements or arrangements in DCDs and DCMs. §
£ place for clinical and medical service interactions
£ with AFT. =
£ . . = 3 ]
S @ lack of understanding about the financial E -2 -g
. . . . s £ £
w < § b " !mpact ?f the clinical and rr,edn:al service ° 2 P ;.':n ° Eﬁn
= <} G inance an interactions the trust has with AFT. S 5 g ] & s S 5 s
8 S 2 § Performance, s g 8 c % g s g g
i °
b < 8 3 Partnerships, | These 3 issues result in the following areas of < T ] g > 2 < I 2
Q 2 £ Quality | risk: s = > g 2 8 - 2
S = =
= *Bisk that without full understanding of the = 5 5
E depth and breadth of clinical and medical o g g
£ 2
r—,: interaction, BTHFT capacity and resources are o o
8 2 =
i) not used efficiently 2 2
«BVhen in collaboration discussions with AFT, risk 8 8
that BTHFT does not have full understanding of = =
its leverage regarding the clinical and medical
support it provides
i there are clinical, dical governance
arrangements and agreements in place that are
not fit for purpose, leading to potential clinical
| risk: 1. Failure to maintain the quality of patient services, 8. Failure to maintain a safe environment for staff, patients and visitors, 9. Failure to meet regulatory expectations and comply with laws, regulations and standards
There is a risk that the Trust’s management of *BPRR responsiveness to changing national  |23/6/2020 Scheduled collections are being
clinical waste will be non-compliant with health picture maintained for offensive, and waste storage
care waste management legislation which will sWoving & handling and Infection Prevention |of other waste streams is limited to two days.
result in harm to patients, staff, reputation and and Control core training for all staff involved | within the next four weeks offensive waste
the environment following the cessation of the in waste managed will be added into the daily collection
external clinical waste management solution sHuite of SOPs/method statements with scheduled. Exec agreement to be part of M
- training developed and logistics tested North Waste Consortium to support 2
g ront opening 770 waste carts used for ease | procurement. Recommend management on §
2 of removing bags following M&H assessment |E&F risk register and removal from strategic @
£ - *Bersonal Protective Equipment provided and  risk register. g
2 E mandated for all staff involved in required -g
e S i i =
w £ o ® ® 2 changes in practice o ® Eﬁn
3 5 S ° ° S &l storage locations risk assessed and 8 2 © s
& &
2 Q - Health and Safet Q 3 B ° mitigation identified. Control measures can Iy o > 2
S & < ealth and Safety & 3 e 5 ; . 1 = g g
i g e g = = 3 be in place within an hour g g = s
~ E ™ ful o > sBhternal communication strategy agreed and ™ o =)
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Escalated from Integrated Risk Register Review Meeting

required to handle clinical waste to support
storage verified

sBnhanced pest control measures in place
where storage containers are located

sWaste ( Anatomical Waste, Cytotoxic Waste,
Medicinal/Pharmaceutical Waste, Sharps and

| risk: 2. Failure to recruit and retain an effective en,

ed workforce, 8. Failure to maintain a safe environment for staff, patients and visitors, 9. Failure to meet regulatory expectations and comply with laws, regula

ns and standards
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There is a risk that the organisation does not Social distancing and hygiene education in Team level office and shared space COVID
provide a safe working environment for staff place across all staff groups secure checklist to be developed
during the COVID pandemic Individual staff risk assessments undertaken |Team level office and shared space COVID
° for high risk staff (as defined by the NHS) and [secure checklist to be approved °
é mitigation in place in relation to individual Team level office and shared space COVID é
E risk factors secure checklist to be completed across all ‘E
g Range of risk assessments and associated teams and risks mitigated g
'g - actions to ensure correct PPE is worn in COVID secure action plans to mitigate in place 'g
° > E] clinical areas and recorded on Datix where areas are not >
- = 2 ° o 8 o 2 Detailed cohorting plan to ensure safe COVID secure ° o 5
] 2 2 2
- 1) o 2 =) 4 2 4 g management of COVID patients Outcome of COVID secure checklists to =) g 2
S = I pet ° . . . I =
ﬁ g _§ Em Workforce g 3 3 3 5 Increased cleaning collated and analysed in the context of this g 3 3
S £ s = E s E § Increased informatics infrastructure to risk by 6th July 2020. > E s
- 8 = ” ) 3 ul > enable remote working Clear guidance to be issued in relation to the ° ) 3
= % E Face to face meetings are the exception-by  |use of Face Masks %
s o default are web based COVID secure Risk assessments of communal s
g Outbreak analysis tool to enable rapid estate e.g. front doors, lifts, concourse, g
E assessment of areas where cross infection of |shops, stair cases etc g
= staff in suspected. Review of Trust-wide home working policy =
= Psychological support in place for all staff if ~|and procedures =
required Review of Driving for work policy and
procedures
There is a financial and reputational risk to the c *The Service has implemented a working 22/4/20 Waiting times have increased during v
£ S
Trust following the deferral of Joint Advisory Z > group to respond to the key actions- on line  [the covid 19 crisis. This is because endoscopy a
& &
Group on Gastrointestinal Endoscopy § H to deliver procedures are not being undertaken due to %
(JAG)accreditation. g g *Got agreed action plan led by COO, to the risk to clinicians from aerosol generating %
< 2 validate and provide working patient tracking | procedures. Reducing waiting times will form b
2 o : N o
© " 2 % list. part of the Covid-29 recovery plan. ©
~ 2 % <) S = *An action plan is in place to address the ) 2 2
= : I - 3z =
< g 3 3 Finance and S -} < . H failure to meet JAG targets. The AP is to be ] S 2
B 3 g H Performance, 2 = 8 3 5 implemented in 3 -6 months. 3 E 2
& < 5 Quality S S > & (A separate risk assessment is being S = s
~ & = a T = X Ny L ) 3
S [ £ e undertaken to assess the risk to patients 14
3 2 from extended waiting times). z
T 3 ©
S = 3
2 <] e
5 s
[0} e 2
= S
w There is a risk that poor quality of external data There are a variety of systems in place 09 JUN 2020: Work on the improvement plan
% submissions (including national clinical audit) will g % through informatics and other teams to continues and is tracking to schedule.
% result in action against the Trust @ g understand the quality of data submissions. |11 MAR 2020: External reporting assurance
z % > This does not extend to all data submissions [programme progressing with focus now on
3 2 2 " N N
H 2 & quality of external audits - now National Data
o« ‘g 3 Opt-Out compliant as a trust, known %‘
‘% ] % DQ/other issues with certain mandatory H
g -CE 5’ g B g o s ?cé’ reports are highlighted in the monthly g = ]
£ " S @ = 8 S S
% g S g Audit and 8 % < o § § Informatics Performance report. g % 8
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There is a risk that staff not following or being Knowledge and training — induction training |22/2/20 18 week waiting list analysis has
able to follow the correct process for recording has been partially updated following learning | been undertaken which identified some
activity or patient pathway steps on EPR which from errors but SOP’s and reference opportunities for validation improvement.
results in incorrect or missing information will materials require review. Some “how to” During the covid 19 crisis there has been
cause; videos, guides and additional SOP’s produced |ongoing validation of waiting lists. The team
Delays to treatment. for additional support. are currently reviewing and correcting any
-~ DQiissues elated to patients who have been -~
Sharing incorrect information with patients. E Issue resolution —focus is on correcting at seen during wither f2F or virtually during the E
2 source but the existing model has several covid crisis. Re-establishing the DQ 3
Using incorrect information to make decisions g - gaps, particularly the operational imp! pr will form part of g
about patient care. 33 ] needed to do this but also the central the covid recovery plan. 33
o .'-\5 E ationtsattend e o " g " ,% capa(fisy to d:alwit;sxisti:ﬁ vollfme °f|t< o ° g
- 3 a H atients attending unnecessary appointments. 8 £ s £ § enquiries and corrections. There is a multi- 8 £ s
3 S < s Quality ) ‘ ) > 3 3 3 2 depanrr!ent meeting every two weeks which N 3 3
« S e % Staff anxiety from being unable to prevent or fix g E _‘; E § reviews issues and themes. This supports the g E _‘;
- E E errors. ™ ful E ful > change prioritisation process and provides < ful E
g < = updates for knowledge and training, whilst <
Admin or clinical time spent correcting errors. -E = also taking corrective action wherever -E
= appropriate. =
Loss of income from missing or un-coded E E
activity. o Oversight —some KPI are in place; used within o
weekly and monthly performance meetings
Reputational harm from reporting inaccurate to highlight areas of concern but broader
data / performance. suite of measures under development via the
MBI dashboard review.
DQ error clearance — where errors are not
re to maintain a safe environment for staff, patients and
There is a risk that the COVID-19 outbreak will *Business continuity plan in place in relation |21/4/2020
impact on the ability of the Trust to sustain to supply chain and routine horizon scanning [Risk being managed through a number of
operational performance of areas of potential risk executive led work streams, full 7 day
w *Business continuity plan in place in relation [command and control in place. Daily gold
% ﬁ to pharmaceutical supply chain conference call within all workstreams and all
g ﬁ *Business continuity plans in place across actions/risks tracked and decision log
5 g operational delivery teams and corporate maintained. Essential activity is prioritised,
H = enabling teams with a clinical prioritisation process for cancer
; =: F sCommand and control in place and and is based on clinical urgency and impact of =:
© 2 _5 % mechanisms for identifying latent and or time of disease progression. independent _5
< g g Finance and ] 5 E 5 “:P emergent risk in relation to all hazards in sector is being utilised for clinical activity and ] 5 E
@ 8 & ¥ Performanse 8 = § = g place for outpatients we have increased the use of 8 = §
By 3 H = N g E 3 E 2 *National command and control digital technology to create virtual clinicals as g E 3
§ % % Quality Q < E < 'E infrastructure operational well as advice and guidance to GP services. " < E
b gﬂ § £ sDetailed operational level risk assessment in | There is ongoing system wide §
£ = }G‘{ place communications through sliver and gold =
£ 3 conference calls and as system of mutual aid
g ‘é is in place for staffing and PPE. Work as
% 8 stated to plan for sustainability and re-
s S escalation, with an established system in
i = place to respond to national alerts.
Principal ris| Failure to maintain financial stability
There is a risk that the Trust has insufficient cash "MAY 19: The COVID19 Financial Regime secures a
& liquidity resources to sustainably support the o o 1. The cash & liquidity position is managed breakeven position until at least 31.7.20. As o
underlying Income & Expenditure run rate 2 2 and monitored by the cash committee with | such this risk is maintained at the residual 2
é é updates provided to the Finance & level. Guidance on the regime post 31.7.20 is é
2 2 Performance Committee. expected which may impact on the risk rating 2
= 5 2. Curtailment of the Capital programme in =
N e E E 2019/20 to limit the cash outlay (if required) E
° g '§ o . @ g,, . @ §, 3. (.h?nlirTued sourcing of cash releasing - o @ g,,
by § s l‘;’ Finance and § © 5 g c 5 g efficiencies § © g g
B ) § @ Performance ) ) 3 < i 3 < 4. Additional measures taken to improve - z 3 2
” 3 g g < 2 2 2 2 = 2 financial control in the immediate and longer < 2 2 2
° 5 I3 ” < g < g term b u g
=08 F F 5
g g g
] ] ]
2 2 2
8 8 8
o o o

5. Reporting arrangements to Finance &
Performance Committee on the cash and
liquidity, with trajectories and projections
signposting risks and corrective action
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*BTHFT continues to operate a non-compliant
vascular service for an extended period pending
validation of the WYAAT arterial centre decision

arterial centres. Vascular services Board
established for WYAAT.

Following purdah for May's local elections,
NHSE will start a 12 week public engagement

Bo.7.20.10
There is a risk that the Trust Fails to maintain - < 1. Continued evolution of the Clinical The COVID19 Financial Regime secures a -
financial stability and sustainability in the current ga ga Business Unit Structure with associated breakeven position until at least 31.7.20. As ga
economic climate with the Trust facing a S S accountability and performance such this risk is maintained at the residual S
g % continued financial challenge associated with 2 o 2 o management framework (inclusive of level. Guidance on the regime post 31.7.20 is 2 o
I £ _3’_: cost inflation, increased demand for services and I o ?—é 2 2 © ?—é 2 2 budgetary management framework) expected which may impact on the risk rating b~ o ?—é 2 2
o 8 g 8 Financeand  |System/Place affordability. g g g 2s i g 28 |2 Establishment of a CIP steering group (not < g ks 2s
4 § 5 2 Performance 5 = 2 e B 2 g2 operational during COVID period) g i3 2 5=
b3 < g_ =3 = = o g = = =3 g 3. Standing Financial Instructions, Scheme of =3 = = o g
2 S’ % 2 % 2 Delegation, internal financial control % 2
< < environment <
8 8 8
o o o
There is a risk that Trust is unable to maintain The governance arrangements associated The COVID19 Financial Regime secures a
2 e equilibrium between financial sustainability and g f g f with the implementation of Cost breakeven position until at least 31.7.20. As g f
o g § delivering safe quality services resulting from the . w o 5 g o ° 5 g Improvement Plans include a robust Quality |such this risk is maintained at the residual - w o 5 g
© § £ ;g Financeand  [economic challenge faced and the increasing § & g :%’ 'g H 4 :%’ -g Impact Assessment/evaluation process. level. Guidance on the regime post 31.7.20 is § & 4 :%’ ":' ]
ﬁ g 2 @ Performance, |internal and external demands to improve the g z 3 ° E,, z 3 ° E,, expected which may impact on the risk g ) 3 o E,,
3 ? g Quality quality and safety of the services provided. = 2 2 2 < 2 2 2 < rating. Until such time as the Regime is = 2 2 2 <
° ‘:c‘:> g- ” < 8 g < 8 g changed CIPs are not being ” < 8 g
© o2 o2 pursued/explored. D]
Principal risk: 5. Failure to deliver the required transformation of services, 7. Failure to deliver the benefits of strategic partnerships
There is a risk that: May 2019: Verbal support for proposed 2 01/07/20: The WYJHOSC ratified the

proposed model in May 2020 to have two
arterial centres (in Leeds and at BTHFT).
Work is now underway to operationalise this
decision through the development and
delivery of staffing and care models.

There is a risk that:

1.Bsues arise due to lack of agreement
between the two trusts (BTHFT and AFT) on the
nature and scope of collaboration
2.Bollaboration proceeds with a scope that
BTHFT does not believe is optimal for improving

following control measures are in place
1. Ongoing conversations occur between
senior exec leadership across the two
organisations to get agreement on
collaboration scope

2.BTHFT Partnerships committee oversees

and delays in the operationalisation of a robust ° °
WYAAT single vascular network, meaning our 2 and consultation, following this it is expected 2
vascular (arterial) surgery services are potentially é that a final decision will be made by NHSE. é
° no longer commissioned. This will have a 8 8
g reputational & financial impact. @ - Ongoing discussions through WYAAT to @
E *Not fulfilling the national service specifications, § r=:\! source capital funding for a hybrid theatre at §
< S not establishing a robust single West Yorkshire 5 2 BRI. 5
g S = vascular network or no longer completing E 5 < ] 5 g E 5 <
w S - =4 i i i i I £ = e £ o I £ =
a > < = Partnerships arterial surgery results in quality and operational > s H 3 s < > s H
« g ﬁ S pressures including: potential patient harm g = - § = 2 On-going discussions with CHFT on their g = -
T <3 including loss of life, poor patient experience, de- 3 > operational pressures and discussion throug| 3
S 2 8 including loss of lif tient experience, d ™ 3 > tional d discussion through ™ 3
o stabilising impacts of CHFT operational and _'; = WYAAT strategy and ops when appropriate _';
g financial pressures and negative impacts on E o E
8 BTHFT staff. g Discussions with partners at the West g
= Yorkshire Vascular Joint Service Board. =
3 3
< Operational planning for Vascular <
implementation within BTHFT to take note of
the operational pressures at CHFT.
BTHFT representatives are highly engaged in
the operational group, vascular board and
Principal ris| Failure to deliver the benefits of strategic partnerships
For the 3 key areas within this risk, the 01/07/20 - no update, work on this

programme has been put on hold while both
Trusts focus on the response to the Covid-19
pandemic

°
2
=
2
? P
:g“ services or fulfilling its clinical strategy g F the strategic direction of the programme =:
] 3.Bollaboration proceeds in line with a scope c §u including scope, and how the trust should 5
) .g E acceptable to BTHFT but does not improve 2 g g P g ":9 seek to act if scope is not acceptable 2 g ]
0 8 - g part hi services to a level acceptable to the Trust 3 k] g g g g 3.Bull joint programme management and 3 k] §
5 § E L artnerships § 2 2 B 2 e governance between BTHFT and AFT has § 2 3
% ° = - = 5 = - f, been established and oversees the day to day Ej = g
T 5 g 2 >
° E = operation of the programme to ensure its g
2 35 E successful delivery. Staff roles assigned to -
8 & g o
§ 3 oversee the delivery of the programme with
o § scope for increased resource if required.
z 8
S S
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There is a risk that as a system we fail to deliver
seamless, integrated care for the people of
Bradford District and Craven if the Trust does not
effectively influence implementation of the
Strategic Partnering Agreement and other
elements of local system integration (e.g.
Community Partnerships and Primary Care
Networks).

31/08/2020

(3) Moderate

(3) May recur occasionally

Moderate

(3) Moderate

(2) Do not expect it to happen again but it is possible

Signed up to the Strategic Partnering
Agreement

Active participation in Health and Care
Partnership Board and associated governance
groups.

Extensive collaboration between BTHFT
clinicians and system partners.

30/6/20 System partnership work has
restarted during June, with a changed focus
as a result of COVID-19. The work is overseen
by the new Executive Board that replaced
ICB. The two Health and Care Partnership
Boards have also restarted meetings and will
meet jointly on 3 July to receive updates from
the seven transformation programmes.
These are now up and running and cover
diabetes, healthy hearts, respiratory, frailty,
children & young people's mental health,
better births, and access to care. The access
to care programme has a broader focus than
the original outpatient transformation
project and is looking at enabling access to
care during the COVID-19 pandemic. The
diabetes project is working to restart services
after they were interrupted by COVID-19 as
well as starting to align services across
Bradford and AWC. The programmes all have
SROs and most have identified clinical leads.
Mel Pickup is now chairing the Bradford
Health and Care Partnership Board.

31/03/2021

(3) Moderate

(3) May recur occasionally

Bo0.7.20.10
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There is a risk that decisions of WYHP and/or
WYAAT lead to enforced actions which the Board
might consider are not in the best interests of
the local patient population, or which could
impact adversely on BTHFT
operations/finance/service viability and so
hinder delivery of clinical strategy.

'WYHP: West Yorks & Harrogate Health & Care
Partnership
WYAAT: West Yorks Assoc of Acute Trusts

31/08/2020

(4) Major

(3) May recur occasionally

(4) Major

(2) Do not expect it to happen again but it is possible

BTHFT contributed to the development of the
original STP and has been actively
represented on various governance groups
(eg STP Leadership Forum, WYAAT
Committee in Common) policy/professional
groups (eg Medical Directors Group, Directors
of Finance Group) and in the formulation and
monitoring of programmes of work (eg Chair
of West Yorks Cancer Alliance Board) etc.

01/07/20 update: The WYAAT Clinical
Strategy was an agenda item at the June
2020 Programme Executive where it was
confirmed that the programme was on hold
to allow all parties to work on Covid-19
priorities. However, a number of activities
are planned for the coming month, these
include continuing to share the strategy with
executive colleagues in individual trusts for
feedback.

31/08/2020

(4) Major

(2) Do not expect it to happen again but it is possible

Health and Safety

3142
07/02/2017
Shannon, Sandra
Risk Assessment

in a safe environment for staff,

nts and visitors

There is a risk to staff safety in E Block SLH, in
that the upper floors are understrength for the
current usage of the building. This is due to
excessive loads of medical records and poor
physical integrity of the building.

30/06/2020

(5) Catastrophic

(3) May recur occasionally

Low

(2) Minor

(1) Cannot believe that this will ever happen again

Whilst not in imminent danger of collapse, no
further loads are to be placed on the floors in
their current condition

A structural survey and report was
commissioned by E&F to determine the
structural integrity of the floors of E Block.
The report has found that the floors are
significantly understrength for the current
usage of the building and recommends a
significant reduction in the loads placed on
the upper floors or immediate structural
repairs / works to support the floors.

Condition of building to be monitored until a
solution is found / funded

22/4/20 Progress with preparing the tender
for off site storage has been delayed due to
the need to manage the covid crisis but is
now to recommence. There has been a
significant reduction in the number of
requests for case notes since the reduction in
face to face clinics, further mitigating the risk.
It is recommended that another site survey is
undertaken for further assurance on safety.

31/10/2018

(5) Catastrophic

(2) Do not expect it to happen again but it is possible

Principal ris| Failure to maintain a safe environment for staff, patients and visitors, 9. Failure to meet regulatory expectations and comply with laws, regulations and standards
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There is a risk that we will not be able to monitor - < The NHSE Board Assurance (infection control) [The National Board Assurance Framework for
and control infection during the COVID19 B E} has been reviewed and we have measured infection control has been worked through
pandemic, leading to avoidable harm to patients ; s ourselves against the standards. and will be the base document to keep %
< § and staff. © é g © § o abreast of national and local policy. © é
§ g K] g '§ =3 '§ < % The evidence and gaps in assurance have g '§ 8
b I f g Qualit Also see risk ID 2542 (Hand sanitizer) and Risk ID I 5 § 2 5 potl -3 been documented and will be used to The Board Assurance Framework for infection I 5 3
2 8 K] E uality 3540 (fit testing) g £ By £ g populate and control this risk control will be monitored on a monthly basis | 5 £ 5
=) H S N = = o - and updated prior to Board and/or regulation b= o 2
a8 K] (5} S a o) 33 it (o) 3
= a 45 committee. s
2 =
H 8 e
S 8
There is a risk that the Trust is failing in its ° o All clinical waste in high risk areas consigned |31/3/2020 o
statutory duty of care in relation to management g g as 'yellow' waste Work continues to support staff in relation to %
of healthcare waste due to poor waste E S Re-training of waste staff on correct the safe segregation of waste. Additional S
segregation practice and could face prosecution g f consignment of waste work has been undertaken in relation to the f
for breach of H&S legislation. g 4 Changes to waste disposal rooms at management of clinical waste and the 5
° - % '2 maternity and ENT to allow better organisation's response to the COVID '2
© -‘.cs g . ‘é g,, segregation Pandemic. Risk score unchanged. target date . E,,
o § 8 1] § 5 “ 5 < for implementation of mitigation amended to § 5 <
3 5 5 2 |Health and Safety 2 s 3 s 3 30/9/2020. S 3 2
-~ S 2 £ s S o S 2 s s 2
3 s 5 ] = F = e ] = e
5 & e = =
& k] 2 = =
3 B B
5] g g
3 2 =
° o] 3
o kel k]
= < c
z 8 8
< g g
Principal ris| Failure to meet latory expectations and comply with laws, regulations and standards
There is a financial, reputation and safety risk as o All relevant departments within the Trust 30/4/20 The DGSA Report was submitted to
the Trust is non-complaint with the Carriage of @ have been made aware of the serious Health, Safety and Resilience Committee on
Dangerous Goods Regulations 2009. S breaches identified above. the 17th December. The Committee
-‘:” requested that a gap analysis to be
> 4 Corporate health and safety committee have |undertaken between 2018 and 2019 audit >
- - ] = been made aware of the November 2016 and shared with the Committee in March ]
~ -‘.cs g . -% @ E" report and a task and finish group is to be set | (March 11). The next steps is to share the gap o -%
o § 8 1] § 5 g % g < up. analysis/ action plans with the appropriate § 5 g
° = = S |Health and Safety > s = 3 3 3 groups and/or individuals that it affects but = s =
@ S S g S = 3 3 s 5 s = 3
= € L > = 8 s 2 < some of these are currently suspended due = = 8
— [ o o
b & « § = £ to COVID19. « §
= B =
o) g o)
=
3
k]
<
o
[=]
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