Schedule
Venue
Organiser

Agenda

9:00 AM

NHS

The Rotherham
NHS Foundation Trust

Board of Directors (Public)
The Rotherham NHS Foundation Trust

Friday 2 May 2025, 9:00 AM — 12:30 PM BST
Boardroom, Level D
Claire Rimmer

PROCEDURAL ITEMS

P56/25.

P57/25.

P58/25.

P59/25.

P60/25.

P61/25.

Chairman's welcome and apologies for absence
For Information - Presented by Dr Mike Richmond

Quoracy Check
For Assurance - Presented by Dr Mike Richmond

Declaration of interest
For Assurance - Presented by Dr Mike Richmond

Minutes of the previous meeting held on 07 March 2025
For Approval - Presented by Dr Mike Richmond

Matters arising from the previous minutes (not covered
elsewhere in the agenda)
For Assurance - Presented by Dr Mike Richmond

Action Log
For Decision - Presented by Dr Mike Richmond

OVERVIEW AND CONTEXT



9:10 AM

9:40 AM

9:50 AM

9:55 AM

10:00 AM

10:20 AM

P62/25.

P63/25.

P64/25.

P65/25.

P66/25.

P67/25.

NHS

The Rotherham
NHS Foundation Trust

Board Committees Chairs Reports - Committee Chairs
(TO FOLLOW)

i. Quality Committee - Chair's Log - Julia Burrows

ii. People & Culture Committee Chair's Log - Rumit Shah
iii. Finance & Performance Committee - Chair's Log -
Martin Temple

iv. Audit & Risk Committee - Chair's Log - Kamran Malik
For Assurance

Board Assurance Framework
For Decision - Presented by Peter Walsh

Risk Management Report
For Information - Presented by Peter Walsh

Risk Management Policy
For Decision - Presented by Alan Wolfe

Report from the Chairman - Verbal
For Information - Presented by Dr Mike Richmond

Report from the Chief Executive
For Information - Presented by Dr Richard Jenkins

STRATEGY & PLANNING

P68/25.

TRFT Five Year Strategy - 6 month review
For Assurance - Presented by Bob Kirton

CULTURE

P69/25.

Staff Story - Hashim Din, Alicia, Falzal, Scarlett (T Level
Students)
For Information - Presented by Daniel Hartley



10:40 AM

10:50 AM

10:55 AM

11:00 AM

11:30 AM

11:40 AM

NHS

The Rotherham
NHS Foundation Trust

P70/25. NHS Staff Survey 24/25 and next steps 25/26
For Assurance - Presented by Daniel Hartley

P71/25. Freedom to Speak Up Quarter 4 Report & Annual Report
2024/25
For Information - Presented by Helen Dobson

SYSTEM WORKING

P72/25. National, Integrated Care Board and Rotherham Place
Update
For Information - Presented by Bob Kirton

BREAK
PERFORMANCE

P73/25. Finance Report
For Assurance - Presented by Steve Hackett

P74/25. Integrated Performance Report
For Assurance - Presented by Bob Kirton

REGULATORY AND STATUTORY REPORTING

P75/25. Maternity and Neonatal Safety Report
Presented by Sarah Petty
For Assurance

P76/25. Guardian of Safe Working Hours Quarterly Report: Gerry
Lynch in attendance
For Assurance

P77/25. Mortality & Learning From Deaths Quarterly Report
For Assurance - Presented by Jo Beahan



NHS

The Rotherham
NHS Foundation Trust

BOARD GOVERNANCE

P78/25.

P79/25.

P80/25.

P81/25.

P82/25.

P83/25.

Board Committee Terms of Reference Annual Review
For Ratification - Presented by Peter Walsh

Escalations from Governors - No Escalations
For Discussion

Board Annual plan
For Noting

Any Other Business
For Discussion

Questions from Members of the Public on the Business of
the Meeting
For Discussion

Date of next meeting - Friday 04 July 2025

CLOSE OF MEETING



Draft until approved at
the 2"¢ May 2025
meeting
MINUTES OF THE BOARD OF DIRECTORS MEETING
Friday 7" March 2025, 09:00 — 12:00 pm
Boardroom
Present: Dr M Richmond, Chairman

Dr R Jenkins, Chief Executive

Mrs H Craven, Non-Executive Director
Mrs H Dobson, Chief Nurse

Dr J Beahan, Medical Director

Mr S Hackett, Director of Finance

Mrs S Kilgariff, Chief Operating Offices
Mr M Temple, Non-Executive Director
Mr B Kirton, Managing Director

Ms J Burrows, Non-Executive Director
Professor S Congdon, Non-Executive Director
Mr D Hartley, Director of People

Dr R Shah, Non-Executive Director

Mr K Malik, Non-ExecutiveRirector

In attendance: Mr A Mondon, Associate Non-Executive Director

Mrs J Roberts, Director of Operations/Deputy COQ
Mrs E Parkes, Director of Cammunications

Mr S Dickinson, Director of Estates and Facilities
Mr J'Rawlinson, Director of Health'Informatics

Mr A Wolfe, Deputy Director of Corporate Affairs

NHS

The Rotherham

NHS Foundation Trust

Ms C Rimmer, Corporate Governance and Risk Manager (minutes)

Mr,A Turvey, Public Health»€onsultant(for item P40/25)

Ms H Khaira, Freedom To Speak,Up Lead (for item P41/25 & P42/25)

Mrs S Petty, Head ofi\Midwifery (for item P47/25)

Observers: None
Apologies: Ms,H Watson, Non-Executive Director
Ms A\Wendzicha, Director of Corporate Affairs
ltem Procedural Items Action
P27/25 | CHAIRMAN’S WEL COME & APOLOGIES FOR ABSENCE
Dr Richmond welcomed everyone to the meeting and noted apologies for
absence.
P28/25 | QUORACY CHECK
The meeting was confirmed to be quorate.
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P29/25 | DECLARATIONS OF INTEREST

Dr Jenkins’ interest in terms of his joint role as Chief Executive of both the Trust
and Barnsley Hospital NHS Foundation Trust was noted.

Mrs Parkes’ interest in terms of her role as Director of Communications and
Marketing of both the Trust and Barnsley Hospital NHS Foundation Trust was
noted.

P30/25 | MINUTES OF PREVIOUS MEETING HELD ON FRIDAY 10" JANUARY 2025

The minutes were approved as a correct record.

P31/25 | MATTERS ARISING

There were no matters arising which were not covered by either the action log or
agenda items.

P32/25 | ACTION LOG

The Action Log was received and log numbers 20 and 3 were agreed to be closed
with further discussions in the agenda items. All other items were agreed to remain
open.

OVERVIEW AND CONTEXT

P33/25 | Board Committées.Chairs Reports

I. QualityCommittee (QC)

Ms Burrows presented the chairs report and highlighted the key points including:

-+.IPR reporting had shown,a decrease in combined positivity score for
which the committee were monitoring and further information would be
provided by the Chief Nurse

- Presentation from Care Group 4 and the success with virtual ward,
particularly around patients choosing to be referred there. Ms Burrows
raised the need to furthermaximise the use of this resource

= Volunteering as an area to consider for expansion

- “Strategic session at the last meeting around the Quality Strategy and the
view'to incorporate further strategic sessions into the work planner.

Dr Beahan pravided further information on the never event regarding a small
piece of equipment that had broken. The level of impact to the patient was not
yet known due to the complexities involved. Dr Beahan reassured that the
Patient Safety Investigation (PSI) was ongoing and the correct processes
worked through.

Dr Richmond endorsed the future award opportunities and pressed for further
ambition in putting forward subject matters. Mrs Dobson detailed that information
had been circulated to Care Groups and a short list of options would be
presented to the Executive Team Meeting (ETM). Ms Parkes noted the work in
the Communications team to publicise and encourage awards.
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On the inspection on the Radio-Pharmacy facilities, Mrs Craven posed that it
was incumbent on the Trust to ensure services are fit for purpose and this
oversight should be reflected on and built into processes. Dr Jenkins concurred
but raised that the Medicines and Healthcare products Regulatory Agency
(MHRA) had increased the levels required. There had been new protocols and
need to ensure Standard Operating Procedures (SOPSs) were correct.

Dr Shah put forward concerns of the rising sickness rates in Care Group 4 and
the stretch on services, noting the decline in pressure ulcer care in the
community as an indicator of impact. Mrs Dobson raised that sickness rates
were an issue in all areas and regarding pressure ulcers, there were difficulties
in the measurements but that community was less.of a concern than the acute
setting. Mrs Dobson detailed that will be some leadership changes that could
lead to improvements and a step change for the Care Group.

Dr Shah queried whether the Virtual Ward data could report,on the effectiveness
of reducing demands on the acute or whether it was just delaying admissions.
Mrs Dobson explained that there was a performance dashboard behind the high-
level data and that it was difficult to identify specifics due to the links and work
with social care. Mrs Dobson raised that there was need for a deep dive to
ensure Virtual Ward was not picking up otherwork outside of its remit.and
commission. Mrs Kilgariff added that it can be difficult to step patients down from
Virtual Ward which could have impact on the serviee and it would be worth
reviewing. Mr Kirton commented that the plan for 2025/26 involves a review of
community services with the view to change the model and the relationship
between the different models of services; this was being led with
Commissioners.

Prof. Congdon, posed that more triangulation was needed between committees,
particularly in‘regard to the IPR and areas of concern or static nature, and join
up.with the risk register to provide more‘assurance and joined up reporting. Prof.
Congdon raised that the IPR fails felt tenuous and an area of concern. Mrs
Dobson referred to the Board Assurance Framework (BAF) and the level of
assurance and triangulation regarding quality; driving discussions had been the
long waits in UECC,however,reviewing the data, did not show direct harms. Mrs
Dobson highlighted the vast amoeunt of underlying information and evidence that
feedsiinto the reviews and data'sets, such as the Exemplar Accreditation
Programme, but accepted that there would always be more that can be done. Mr
Kirton commented that there will be further work led by the Executive Team to
ensure there is focus and accountability through Performance Meetings, leading
to the accountability from Executives at Board and Board Committees.

Dr Richmond concluded that the Board looked forward to receiving the Quality
Strategy which would identify the ambitions moving forward. The Board would
look for an update as soon as possible and on a regular basis thereafter.

ii. People & Culture Committee (P&CC)

Dr Shah introduced the chair’s report and updated the Board on the following:
- The positive work on the Band2/3 consultations and the learning gained
to be recorded and reflected on in future
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- Benefits from the Wellbeing trolley rounds, bringing dialogue not gathered
otherwise

- Care Group 1 presentation and the challenges in acuity, pressure on
staff, sickness rates, staffing levels and gaps. Dr Shah updated that the
committee had actioned a deep dive into the absence rates and Health
and Wellbeing support, and would like to see more innovation in this area
and a look to wider incentives for people

Prof. Congdon reflected on the care group presentation and the feelings
portrayed, considering whether it was stress, culture, engagement or leadership
iIssues. Mrs Kilgariff concurred with the observations and updated that there had
been follow up conversations and reflections. Mr Hartley added that his team
would be putting in extra support to the care grodp and put specific actions in
place to ensure compliance with policies and consideration to the support and
challenge required to deliver the best care for patients through the staff at work.
Dr Jenkins noted the extra pressure on teams from the Mareh A&E targets and
Mrs Craven raised that it was timely te‘initiate a deep dive and,noted the
national reporting on the differencedn workforce attitude and mental health
issues.

Dr Richmond concluded that there should'notibemormalisation of high sickness
rates and the Trust should reflect on what the best of the best are doingin the
NHS.

iii. Finance & Perfermance Committee (FPC)

Mr Temple presentedthe,report and raised that volume, sickness absence and
the consequence on performance targets had been key elements of the
discussions. Mr Temple raised that there.were targets not being met however,
the Trust was in‘the, top quartiles for some performance metrics, concluding that
some areas were coping with the challenges better or worse than others. It was
reported that the Trust will meet itsfinancial plan but Mr Temple detailed that the
committee were incredibly mindful of the' next year.

Onrisk management; Mr Temple updated on the focus on static risks and the
actionyplans in place and that this will be a key area of focus moving forwards.

Mrs Craven,raised that the ability to meet next year’s plan is a largely dependent
on CIP and big transformational schemes, however, there was a lack of multi-
year schemes. MrS Craven referred to earlier comments on better triangulation,
including the BAF and the risk levels, with more focus on the controls and gaps
of the BAF to be addressed not just in year, but a multi-year viewpoint.

iv. Audit and Risk Committee (ARC)

Mr Malik was pleased to hear and see the conversations on risks and shared
that the Trust is recognised by 360 Assurance as a reference point for good
practice. Mr Malik reported that the committee had discussed more dynamic risk
management which had been a theme of conversations during the meeting;
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static risks can lose meaning and there is need to incorporate environmental
changes and areas of focus moving forward.

Mr Malik updated that the new Risk Management Strategy was approved and
that is took a further view on skills, capabilities and system-wide risk reviews. An | Mr

action was taken to circulate the Risk Management Strategy for Board approval | Wolfe
outside of the meeting.

Regarding Standards of Business Conduct, Mr Malik detailed that this had been
an area of focus and there was movement in the right direction. On internal
audits, Mr Malik clarified that the split assurance on bank and agency was
specifically around the ordering process and the issue was on the segregation of
duties. An action plan to address was in place and monitored and Mr Hackett
confirmed that there had been response to the recommendations with immediate
mitigations put in place. The issue had been‘flagged to other organisations as it
is a common area of weakness.

P34/25 | Board Assurance Framework (BAF)

Mr Wolfe presented the BAF report, reflecting on the input from Executive Leads
and the recommendation for the BAF risk scores to remain the same. For BAF
risks R2 and R3, AMW confirmed that these would be fully reviewed and
refreshed with the new Managing Director, with integration of previous
comments around the work with Place. There would also be a full BAF refresh
with all Executive Leads for 2025/26. AMW reminded that a significant
assurance opinion had been given by 360 Assurance on the BAF and would
strive to remain or surpass this in the next year.

Dr Richmond reflected on a Barnsley and Rotherham Governor to Governor
meeting earlier in the week and the discussions on shared services, governance
and board assurance; whether this was separate or jointly agreed and to be
mindful of this for shared endeavours. Mr Kirton updated that it was a principle
that was being worked towards, to have one joint report and all work to the same
version. There were already local examples of this in train. Mrs Kilgariff detailed
the governance layers for MEOC and the joined up reporting to FPC to link up to
Board.

P35/25 | Corporate Risk Register Report

Mr Wolfe introduced the report which gave a high level review of the risk
managementprocesses and compliance in the Trust. Mr Wolfe feedback on the
recent Risk Management Committee and the discussions around static risks and
in-depth reviews to progress the risks, and the number of highly rated risks in
relation to the UECC which were raised as requiring more corporate ownership
or input. Mr Wolfe also detailed the conversations around risks out of the Trust’s
control to mitigate and triangulating the risk score with the risk and incidents of
harm and effects on a daily/weekly/monthly basis to be reflected in the rating.
Lastly, Mr Wolfe drew attention to the emerging risks and the changes reported.

Dr Shah queried Risk 6421 and SH updated that the funding had been agreed
but not yet received. There is an action plan in line with the programme and
would lead to a reduction in the risk.
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P36/25 | Report form the Chairman - Verbal

Dr Richmond had no further comments and would provide a brief update in the
confidential meeting.

P37/25 | Report from the Chief Executive

Dr Jenkins updated the Board on the recent introduction of ANPR cameras,
transitioning to a new parking management system and confirmed that Trade
Unions had been cited on this and were in support of the changes.

Mr Malik commended the achievements in the DMO1 performance and queried
how, in general, the Trust ensures good practice Is shared. Mrs Kilgariff detailed
that this is through oversight and understanding of positiening alongside other
aspects, such as collective improvementwork. Mrs Kilgariff,agreed that there is
opportunity to further showcase the werk done, for example in,Cancer Services,
to the wider organisation and ensure clinicians are sighted on'it. Mr Malik
pushed on whether there is something more formal; acting on rather. than
sharing, and Mrs Kilgariff linked to nationahbest practice, GIRFT wark;, upskilling
of service managers and inclusion of colleagues in improvement work,

Dr Shah raised that Dermatology and Gastroenterelogy were fragile services
and had been for some time, and questioned how'this is being addressed as
well as the other risks to patients waiting. There was'link to the Quality Priority
on Delayed Diagnesis and Dr Beahan updated,on the pesitive recruitment in
Gastroenterology which should have impact and that there ' were conversations
with Barnsley on partnership working: Dr Beahan detailed that Dermatology is a
challenge ‘acress the ICB and the ICB are leading on plans to address fragility,
alongside the Trust doing its own review.

STRATEGY AND PLANNING

P38/25¢ | Draft Annual Operational Plan - Verbal

Mr Kirton updated the Board that the work is ongoing, following the updates
provided at the Strategic session. There was some incongruence between the
local and national ask and there‘are ongoing discussions. Mr Kirton shared the
difficulties to finalise a plan as issues are live national debates and noted the
aim to submit to March FPC and then Board.

Mrs Craven put foerward that the Board should be behind the parameters set so
that the pressure Is shared and suggested a series of meetings to understand
the construction and viability of the plan. There would be a CEO and Chairs
meeting next week and Dr Jenkins raised concern regarding timetables and the
time required to outline figures. Dr Jenkins also raised that there is an
expectation that the Trust Board supports a system plan but there were still
guestions on how this would be delivered.

Dr Richmond summarised that there were still various gaps in the information
and apparent deadlines and the Non-Executives agreed on the benefit of a
series of meetings to understand the parameters and balance required, in the
lead up to final submission.
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P39/25 | Fire Strateqgy

Mr Dickinson introduced the report, noting that it had been to the Executive
Team and FPC last year and amended accordingly. Mr Dickinson summarised
that strategy on fire safety was around the leased estate, including in the
community, to maintain high standards of control.

Remarks were made on the building descriptions to ensure there was reference
to the fire alarm systems in each space. Further remarks were made on
references to other buildings, both on site and off, TruSt,owned and leased, and
the clarity on the duty of care.

Prof. Congdon queried the documentation on€ompliance, how it is implemented
internally and whether there is external auditing. Mr Dickinson explained that, for
the Health and Safety aspects, the premises insurance model is used and the
team were looking at benchmarking utilising SPC charts to‘provide assurance.
For Fire Safety, this was national gdidelines and reporting including
assessments on fire systems and fire'risk assessments from all'sites used to
give an overall scoring and this could also form a newreporting dashboard. Mr
Dickinson added that there.is work ongoing with an external assessor but
reassured that there wasno evidence towards non-compliance. It was
suggested that this was reflected in,the strategy.

Mr Temple put forward that the next stepsiare how the strategy will be used and
reported againstpand supported the introduction, of SPC charts and that it would
be useful as'part of the IPR.

Dr Jenkins‘raised that the assurance processes to Board had not been
successful here and needed further wark. Further clarity was requested in the
strategy and consideration of ' ecemments frem Board members. The strategy was
not approved and would be brought,backagain for final approval.

CULTURE

P40/25 | Patient Story

The Beard welcomed Mr Turveyto the meeting, who gave a presentation on a
patient’siinteraction with the Healthy Hospital Team stop smoking service and
the impact it made. Mr Turvey explained more about the service, their roles, the
circa 4,000 conversations with patients about smoking in the last year and the
good links with ecemmunity services to ensure ongoing support. Mr Turvey
presented the pasitive feedback given by the service user following interactions
as an inpatient and the positive impact of the follow up to initiate reengagement
with the stop smoking service.

Mrs Dobson raised that there is learning from this and benefits of the follow up
interactions. It was also just a snapshot as the community offer is also very
meaningful. Mr Turvey detailed that the focus is to help people use the services
across the whole system; all inpatient attendances are screened for smoking
status and the team is working hard to reach patients identified. There is training
for champions across the Trust to support spotting the signs and making every
interaction count.
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Ms Burrows highlighted that the follow up call had been really important in this
case and whether there was scope for this as part of the service. Ms Burrows
also queried how the effectiveness of referrals to other systems is reviewed. Mr
Turvey explained that they were working with the strategy team to stratify the
risk of not achieving outcomes and utilise algorithms to analyse the data, similar
to that of the missed appointments in cancer services. The community teams
had also been good at giving feedback to the service.

On the digital weight management pilot, as part of waiting well, Mr Turvey
updated the Board that the national evaluation was meore focused on
engagement and acceptance, but the Trust evaluation would hope to share
more information on outcomes in due course.

P41/25 | Freedom to Speak Up Quarter 3 Report

The Board welcomed Ms Khaira to the meeting who presented the Freedom To
Speak Up (FTSU) report. Ms Khaira highlight the following key peints:

- The number of concerns raised had increased from nine t0 twenty three
in the last quarter. Whilst there was not the view to focus on‘the,numbers,
it showed that there.are concerns framystaff groups across the Trust and
Ms Khaira raised that the quarter had 'seen an increase regionally as well
as nationally. It could also cerrelate with'thes\FTSU Week in October and
the awareness raised

- 50% of concerns had been raised in,Care Group'd, with two grouped
concernsahere is work to introduce FTSU Champiens here and the
Heads of Nursing were looking into‘this

- Actions for Quarter 4 includingiincreasing the number of FTSU
Champions fromtwelve to twenty

Dr Beahan commended the work Ms Khaira had been doing to raise awareness
and posedithat the-.engagement and, visibility. could bring more historic concerns
forward.

Dr Richmond queried the closing of the loop for concerns raised and Ms Khaira
detailed the simpler completion for some, and the regular updates provided for
more eomplex cases. Mrs Dobson confirmed the close working with Ms Khaira
and the Executives ta provide updates and recognised that it was a good
process.

Dr Shah posed whether there was triangulation here with the information on the
ability to come ta work and feel valued; was the service counselling or creating
change. Ms Khaira acknowledged that there were elements of counselling,
however, was looking to change this, and noted the correlation between the staff
survey from the previous year, and areas where concerns were ongoing.

HK — yes but trying to change. Mr Hartley reported that some concerns do lead
to investigations and would pick up further at People and Culture Committee, as
is a key part of the People picture.

P42/25 | Freedom to Speak Up Annual Report 2023/24
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Ms Khaira presented the annual report, which was a summary of quarterly
reporting to Board, for completeness.

P/43/25 | Gender Pay Gap

Mr Hartley presented the report and detailed that the overall statistics were static
in the main, reflecting on the previous year, and the gaps were multi factorial. Mr
Hartley drew attention to the difference in the consultant workforce and that he
was working with the Medical Director and team to look further here. There were
historic awards that had contributed, which had been stopped with the new
contracts, and the medical training timeline to consultant also had impact. There
would be actions ongoing to close the gap relatingto the ability to attract and
retain female medics to more senior roles, looking at what can be done
proactively locally as well as nationally.

Dr Jenkins highlighted the difficulties, dué to)historic pay patterns, however,
there can be current change and focus now on ensuring people are treated
equally. Dr Beahan detailed that she would take the findings back to Medical
Workforce as well.

The report was approved and actions would be taken forward in line with,the EDI
plan.

SYSTEM WORKING

P44/25 | South Yorkshire Bassetlaw Integrated Care System and
Integrated Care'Partnership report

Mr Kirtonfreflected on previous Board\,conversations about the role in Place and
there would be a fuller report coming forward. Mr Kirton updated on the South
Yorkshire pathways work including the Growth Accelerator, and the co-created
Rotherham Social Value Vision:

Ms Burrows commended,the work on social value as a positive step. Ms
Burrows put farward that, in,the context'of the current system, the ICB’s update/
newsletter was surface level and lacking depth and Mrs Craven requested more
mformation on the'‘outcomes and, the next steps, rather than meetings that have
taken place. Mr Kirton confirmedthe commitment to bring a fuller update to
Board.

Dr Richmond queried the levels of accountability for joint plans and Mr Kirton
acknowledged that it can be difficult, however, there was a tangible successful
example with the CDC funding and the system working together to shape the
submissions and influence to secure investment.

PERFORMANCE

P45/25 | Finance Report

The Finance report was presented by Mr Hackett, detailing the Month 10
position. Mr Hackett drew attention to the significant improvements and the
achievability of the financial plan. There was ongoing work around capital
expenditure to ensure the proper and full use of resource made available for the
year. On Cost Improvement Programmes (CIP) Mr Hackett outlined the circa
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80% delivery in year and the challenges and risk that will carry over into next
year; this will inevitably add to the financial challenges. Following FPC feedback,
the Back to Balance work would include a different approach and integration of
multi-year approaches to mobilise schemes. Mr Kirton commented that there
had already been positive sessions with the Executive Team, looking at multi-
year approaches, tactical savings and productivity work.

P46/25 | Integrated Performance Report

Mr Kirton introduced the report and referred to the discussions throughout the
meeting and reports presented that link with the data«Mr Kirton reminded that it
was high level reporting and the operational context would come through in the
Board Committees.

Ms Burrows shared frustrations on elements'within the Trust’s gift to control and
achieve, for example appraisal rates. Mi#Hartley agreed and detailed the work to
challenge and support colleagues and‘hold Care Groups to.account.

Mrs Dobson updated on the C Difficile rates and actions; the Infectien,
Prevention and Control Committee and the,Quality €ommittee monitor,this
closely and there had been work with external.agéencies, ICB and NHSEio see
whether there were any further,or different actions that should have been taken.
Dr Richmond raised that the deep'eleaning profile had been highlighted to Board
previously and Mrs Dobson reported that she was working with the Director of
Estates and Facilities on a joint proposal to.move forward with routine deep
cleans, insteadsofireactive and as required. Mrs,Dobson also detailed that each
case was reviewed and cases were\a reflection of what is‘in the community,
linking toghemes around antibiotic prescribing. Dr Jenkins linked to the focus on
getting Antimicrobial Stewardship right and to test and isolate quickly.

Mrs.Craven suggested‘that more focus should be given on actions planned and
outcomespas well'as comments torfocus attention on points of concern. Mr
Temple referred to earlier discussions in,that the addition of Estates and Fire
Safety would e useful in the report. Mrs Kilgariff agreed to discuss with the Mrs
Data Insights teamito provideéextra detail and context on the data and changes. | Kilgariff

On'SHMI data, Dr Beahan informed that there had been a lot of work with the
coding team and the ‘medical teams to record co-morbidities. Dr Richmond
gueried;in the pursuit of excellence, what more can be done to be better than
expected. Dr Beahan explained the parameters of the data, either under
achieving or an outlier outside of the internal expectations to remain at a pass,
and the rationale behind the static nature.

Ms Burrows raised that, following the ambition of continuous improvement, the
patient experience data showed a clear deterioration and there was work to do
on the action plans moving forward.

Dr Richmond reflected on the Board commitment to reduce 52 week waiters by
half by March. Mrs Kilgariff reported that this had been brought to FPC with
acknowledgement that the target would not be met. It had been eliminated in
some specialities but there had been significant challenges, for example, in
Gynaecology, TNO and OMFS, with patterns consistent in other organisations in

Page 10 of 13
Page 10 of 367




terms of challenges and specialities. Dr Richmond posed that there is clearly
good work in areas, but that it was important from a Board perspective that there
is clarity here to understand the positive positions as well as the challenges and | ;.
the actions to address. Mrs Kilgariff would enable more linkage with the quarterly | jgariff
deep dives reported to FPC to Board.

Looking at the year ahead, Dr Jenkins signalled that the expectations should be
set alongside the annual plan, analysing success with the current reality, rather
than constitutional standards. Dr Jenkins also suggested the IPR report should

be refreshed and have clear focus on the key areas.

ASSURANCE

P47/25 | Maternity and Neonatal Safety Report

The Board welcomed Mrs Petty to the meeting who provided key updates from
the report:
- The overview of the thematic reviews regarding the cluster of still births
- The internal and external reviews conducted had identified.no
overarching safety concerns howeyver, there were some learning
opportunities that had been identified by teams
- Audio recording of triage calls had now,beén implemented which was a
recommendation from anational CQC report into maternity services
-  MBRRACE report and the cemparison with ether trusts
- CNST sign off and submission, thanking the Beard for their support

Mr Hackett drewsattention to the increase 1 smeking data,correlating with the
public health funding withdrawal and the challengepassedto NHS
commissioners. Mrs Petty noted that when the funded work was in progress,
that percentage was closer to 7%.

Dr.Shah pressed that the breast feeding accreditation needed to achieve
outcomes and shift the dial. Ms'Burrows linked with the Rotherham Place plan
and breast feeding targets to feed in here.

Dr Shah also drew attention te.the increase in massive PPH. Mrs Petty detailed
that.the service is reviewing the trends and had not seen a step change.
Thematic reviews were, in progress, similar to the reviews into still births and the
service was also part of a research study.

Dr Richmond sought clarification for the board on the independency of the
thematic reviewsreported and Mrs Petty outlined that the internal review and
external review by LNMS were conducted separately to avoid bias and then
shared following completion.

Dr Richmond also raised the concerns from maternity safety champions on the
capacity in theatres and Mrs Petty concurred that it was a priority for 2025/26.
The rates of Caesarean sections had increased and there was inability to meet
demands, but the service was maintaining as much as safety as possible within
their control.

P48/25 | Health and Safety Annual Report 2023/24
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Mr Dickinson presented the report and highlighted the scope and purpose of the
report and the underpinning compliance, assessments and data.

Mrs Craven questioned where the addendum was presented and it was agreed
for this to be re-circulated to the Board as it addressed further comments on Fire
Safety works. Comments were made against the clarity of the report, with further
detailed need on works completed and that for the following year, and on the fire
door survey and completed works.

Questions were raised on the scope of the report and Mr Dickinson explained
that it included multi-disciplinary team compliance, RIDBOR reporting and
further focus depending on the current themes anddrends and high profile risks
and issues. There was a request for more detail@nd benchmarking for the claim
data.

This raised further discussions on the scope,of the report and general reporting
to ensure areas of concern and issues are sighted by the Board. Mr Kirton, as
the new Chair of the Health and Safety Committee, detailed thatthere would be
work done here to re-develop the repartwhich is compiled fromreperting to the
committee, including a review of the terms of reference, alignmentto national
requirements, audits, commissioned reports and.other aspects.

Dr Jenkins summarised that there\was learningto eapture from today for the
next annual report.

REGULATORY AND STATUTORY REPORTING

P49/25 | ControlleddDrugs Annual Report

Dr Beahanintroduced the report, noting that it was a statutory requirement and
had been presented at Medication Safety, Committee and Quality Committee. Dr
Beahan detailed that a‘lnew Chief Pharmacist was in post, the patient harm from
controlleddrugs was low, there areitenable monthly checks and the audit
findings correlated to'the spikes in data:

Dr Shah raised thatif there are spikes as a result of audits, there is question of
the monthly reportingiand tracking and this was important assurance to attain.
Dr'Beahan commented that the'audits would be every quarter for greater
visibility and cross referencing with other audits and would pick up with the Chief
Pharmacist:

Mr Malik queriedwhether the avoidance of harm was from systematic controls
and whether there were any significant issues or themes in ‘other medication
incidents’. Dr Beahan explained that these conversations were picked up at the
Medication Safety Committee and with the Chief Pharmacist.

P50/25 | Guardian of Safe Working Hours Quarterly Report

This item was deferred.

BOARD GOVERNANCE
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P51/25

Reqister of Sealing

Mr Wolfe explained that, as the report details, the register had not been used since

the last report to Board

P52/25 | Reqister of Interests (bi-annual review)
Mr Wolfe informed the Board that this would be published on the Trust website
and the out of date declaration was now completed.
P53/25 | Escalations from Governors - No Escalations
There were no escalations from the Council of Governors.
P54/25 | Board Annual plan
The Board noted the annual planner.
P55/25 | Any other business
There were no other items of business.
P56/25 | Questions from Members of the Public
No guestions were received.
P57/25 | Date of next meeting
Friday 2" May 2025
CLOSE OF MEETING
Chair:
Date:
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Board Meeting; Public action log

. . . . . Lead Timescale/ .
Log No Meeting Report/Agenda title Minute Ref Agenda item and Action ; Comment/ Feedback from Lead Officer(s) Open [Close
Officer Deadline
19 08.11.24 Action Log P158.24 The new Director of Estates and Facilities, when DofE&F  |Jul-25 Action update is the paper is to be completely re-written to be a |Open
commenced in post, should undertake a further review strategy, with underpinning policy and procedures backed up by
of the fire safety position and a report should be brought evidentiary documentation. However this then needs to go the
back to the Board in early 2025 appropriate forums as it had previously been commented by the
CEO that we had failed in our governance to board.
1 10.01.25 Board Committees P7/25 Consider how the Board has oversight of Research, as [Jbe Jul-25 Open
Chairs Reports well as Medical Education, in the context of the objective
around Teaching Hospital Status.
2 10.01.25 Board Assurance P9/25 Review and clarify wording in regard to data collection |AMW Jul-25 To be included in annual review of BAF 2025/26 which will take [Open
Framework gap. place following approval of Organisational Priorities
4 10.01.25 IPR P17/25 To address concerns over number of metrics presenting |BK May-25 To include in annual review. The data quality work is work in
red and ensure all data sets are included. A request was progress, coming to FPC
also made to include further clarification on the growth SK has updated the narrative in her report re progress with
and maximisation of virtual ward. virtual wards.
5 07.03.25 Board Committees P33/25 Circulate the Risk Mangement Strategy to Board AMW May-25 Strategy on agenda for approval
Chairs Reports - Audit Members for virtual approval.
and Risk Committee
6 07.03.25 IPR P46/25 Provide further comments to focus attention on point of [SK Jul-25 SK has discussed with Deputy Director — Data and Insights to
concerns, and detail and context of the data and include in the IPR for the new financial year
changes.
7 07.03.25 IPR P46/25 Ensure more linkage to quarterly deep dives at FPC to  [SK Jul-25 Ensure key issues and escalations from the deep dives are

Board.

included in the chairs log for FPC.

Recommend to Close
Complete
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Quality Committee CHAIR’S ASSURANCE LOG

Subject: Ref: QC
Quorate: Yes
CHAIR’S LOG: Chair’s Key Issues and Assurance Model
| Committee / Group: Quality Committee | Date: 26™ March 2025 | Chair: Ms Julia Burrows

Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e.
Board or Committee

Care Group 2 Presentation

The Committee received the presentation from Care Group 2 which focused
on patients that were waiting and the roads to improvements, linking
operational performance with quality outcomes including patient safety and
experience.

On Mexborough Elective Orthopaedic Centre of Excellence (MEOC), it was
reported that patient feedback was extremely positive and the quality
metrics were impressive with low numbers of incidents, low Length of Stay,
no formal complaints and 100% Friends and Family Test (FFT). The
committee recommended that MEOC is put forward for a Board Visit.

Board of Directors

Quiality Priorities 2025/26

The Committee agreed the Quality Priorities for 2025/26, welcoming the in-
depth report and substance behind the priorities. The three priorities for the
year are:

¢ Diabetes Management (a continuation of the 2024/25 Quality
Priority)

¢ Antimicrobial Stewardship

¢ Reducing delays in Cancer Diagnosis and Treatment

Each priority has an Executive Lead, SRO, oversight committee and are
supported by the Quality Improvement Team.

Board of Directors

Paediatric Audiology Peer Review

The Committee were updated that the Paediatric Audiology team underwent
an external peer review and that there is increased scrutiny of paediatric
audiology services given the national concerns and patient safety incidents.

Board of Directors
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Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e.
Board or Committee

The feedback was exceptional with only one risk highlighted. Feedback
highlighted the positive team culture and leadership and robust local
practice. Formal feedback will be received in 2-3 weeks.

Quiality Strategy Development

The Committee continued their input into the Quality Strategy and
suggested further areas for development, drawing out particular elements
such as equitable care, as a key aspect for the quality agenda. Members
also noted the importance of local leadership, education and evidenced-
based practice to shift the dial on QI for continuous improvement.

The Quality Strategy would be presented at Strategic Board in April.

Board of Directors

Clinical Effectiveness and Risk
Management

From discussions on both the Clinical Effectiveness Committee and Risk
Management Report, the Committee considered the Trust-wide culture and
ownership towards these aspects. It was suggested that there is clearer
expectations on Care Groups attending and presenting to ensure rigour,
accountability and triangulation.

Board of Directors

Board Assurance Framework

The Committee agreed for the score of BAF Risk P1 to increase from 8 to
12, following reflections on the financial constraints and pressures on the
front door, the number of risks that are beyond the trusts control due to
financial limitations and the number of risks around acuity pressures.

Board of Directors
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Quality Committee CHAIR’S ASSURANCE LOG

Subject: Ref: QC
Quorate: Yes
CHAIR’S LOG: Chair’s Key Issues and Assurance Model
| Committee / Group: Quality Committee | Date: 30" April 2025 | Chair: Ms Julia Burrows |

Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e.
Board or Committee

Chief Nurse and Medical Director
Highlight Report

The Committee were updated on the recent improvements in performance,
noting that attendance remains high however patient flow was in a much
better place. The Committee will triangulate with key quality metrics over the
coming months to monitor the impact on patient outcomes.

Board of Directors

Care Group 1 (Medicine and
UECC) presentation

The Care Group raised the impact of additional beds and pressures and
celebrated the positive work done one Ward and Board rounds, linking to
Quality Improvement. The Committee recognised the quality metrics
included in the presentation with triangulation of risks, clinical effectiveness,
learning from deaths and the open and honest approach to breaking down
the staff survey results to inform in depth work on culture and leadership.

Board of Directors

IPR

The Committee received the IPR and noted the assurance for quality
metrics were all pass or static. The Committee were mindful that the static
nature should not lead to complacency and discussed dynamism of the
report to ensure valuable insights and focus on areas requiring more
scrutiny.

The Committee were also updated on the partnership working with Barnsley
on a business case for acute inpatient mattress replacements.

Board of Directors

Quiality Priority: Diabetes
Management

As highlighted to the Board previously, the quality priority for Diabetes
Management has been continued for another year. It was raised that there
had been significant benefit getting the foundations right and would take this
learning forward to secure the basics to then push forward with ambition.

Board of Directors
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Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e.
Board or Committee

Legal Affairs Annual Report

The Committee received the annual report and discussed the increase in
the number of inquests and the impact on clinicians due to the demands on
their time for statements and attendance at court. This was having an
impact on staff wellbeing and morale as well as affecting patients when
resource is diverted.

Board of Directors

Board Assurance Framework

The Committee agreed for the score of BAF Risk P1 to remain at a score of
12. Once the organisational priorities for 2025/26 have been agreed, the
BAF will be updated and refreshed to include these objectives.

Board of Directors

Maternity and Neonatal Safety
Report

This report is presented to Board and the Committee wished to draw
attention to the increase in C-section rates, which is reflected nationally, and
the emerging impact and risk in terms of resources.

Board of Directors
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Subject:

Quorate: Yes

PEOPLE COMMITTEE CHAIR’S ASSURANCE LOG

Board of

Ref. Directors:

CHAIR’S LOG: Chair’s Key Issues and Assurance Model

| Committee / Group: People and Culture Committee

| Date: 25" April 2025

| Chair: Ms Hannah Watson |

Ref Agenda ltem Issue and Lead Officer Rz Bodyf 2 ZIEENE
or Committee
The Committee received extensive information on the HWB and
attendance programme, which feeds into the general concerns
1 HWB and Attendance Deep-Dive around sickness absence in the organisation. The committee was Board of Directors
assured that the work demonstrated a comprehensive approach to
HWB in the organisation.
Care Group 3 The Committee recognised this is a leadership team who are
(Children and Young People’s working well together, developing and challenging each other and
2 Services, Obstetrics & Gynaecology | with some novel approaches. This is all having a positive effect on Board of Directors
and Integrated Sexual Health) appraisal rates and sickness absence rates and this team is
Presentation committed to sharing some best practice elsewhere.
The Committee discussed the repetition of the data within these
. reports, with elements to be a wider conversation at Board to
IPR, Trust wide People Performance o .
r R, ensure clear insights from the data and that committees and the .
3 report and Organisational Priorities s . . Board of Directors
Board are receiving the key information and feedback on
2024/25 S
objectives.
The Committee agreed for the BAF Risk score to remain at 12.
4 Board Assurance Framework Once the organisational priorities for 2025/26 have been agreed, Board of Directors
these will be integrated into the framework.
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Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e. Board
or Committee

Freedom to Speak Up Quarterly
Report

The Committee received the quarterly report and noted the
referral from Audit and Risk Committee to consider more
triangulation. The committee discussed the triangulation with
quality assurance and other information to support concerns and
would make this more explicit in future reports.

Board of Directors

Safe Staffing and Quality

The Committee reviewed the report and highlighted the level of
training and development in the context of our aspirations for
Teaching Hospital status. Further details were also given on
engagement with colleges and universities to be the employer of
choice to mitigate the subsequent risk to the organisation for the
short fall of applications to universities.

Board of Directors

Equality Delivery System (EDS)

The Committee approved the EDS for publication and submission
to NHSE, noting that the actions and priorities align with the
People & Culture Strategy and the EDI Plan.

Board of Directors
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Subject:

Finance & Performance Committee CHAIR’S ASSURANCE LOG

Quorate: Yes

Ref:

FPC

CHAIR’S LOG: Chair’s Key Issues and Assurance Model

Committee / Group: Finance & Performance Committee Date: 26" March 2025

Chair: Mr Martin Temple

Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e. Board
or Committee

Financial, Activity and Performance

Financial, Activity and Performance Planning 2025/26 plan

1 Planning aoproved Board of Directors
2025/2026 PP
2 Procurement Policy The policy was approved Board of Directors

Page 1 of 1
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Subject:

Finance & Performance Committee CHAIR’S ASSURANCE LOG

Quorate: Yes

Ref: FPC

CHAIR’S LOG: Chair’s Key Issues and Assurance Model

Committee / Group: Finance & Performance Committee Date: 30™ April 2025

Chair: Mr Martin Temple

Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e. Board
or Committee

Multiyear Financial Improvement
Plan

The Committee agreed to acknowledge that it had seen an initial
version of the Multiyear plan and intend to work further on it with
an action for it to come back to the May 2025 FPC.

Board of Directors

4 Hour Delivery Plan

The Committee received the 4 Hour Delivery Plan.

Board of Directors

Board of Directors Action Plan

There was an action on the March 2025 Board of Directors
minutes for more linkage to quarterly deep dives to be linked to
the Board from the FPC. The Committees wished to confirm that
there had been discussions regarding the deep dives at the
Committee; and following advice from the Trust Chair, going
forward key points would be included in the Chair's Log for Board
insight.

Board of Directors

Care Group 1

The Committee agreed that it wished to advise the Board of
Directors on the impact sickness absenteeism is having an the
Care Groups, and further agreed that it a session could be held at
the Board Strategic Forum to discuss further and formulate trust
wide actions.

Board of Directors

Page 1 of 1 EOCA79B5-2123-46BA-B155-344EB42C4EEA.docx
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Subject:

Quorate: Yes

AUDIT & RISK COMMITTEE CHAIR’S ASSURANCE LOG

Ref: Board of Directors:

CHAIR’S LOG: Chair’s Key Issues and Assurance Model

| Committee / Group: Audit & Risk Committee

| Date: 25 April 2025

| Chair: Kamran Malik

Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e. Board or
Committee

Standards of Business Conduct:

The Committee noted that due to the poor compliance of Trust staff
with the Standards of Business Conduct declarations, as such SoBC
has been downgraded from green to amber on the Draft 2024/25
Counter Fraud Functional Standard Return. Work continues to
improve Trust wide compliance and will be reported back to the next
Committee.

Board of Directors

Legal Report

The Committee discussed ways in which the data produced in the
Legal Report could best be benchmarked and triangulated in order to
provide significant assurance. The Interim director of Corporate Affairs
was going to investigate the benchmarking data further and report back
to the Committee.

Board of Directors

Internal Audit Progress Report

The Committee noted the limited assurance for the Patient Flow audit
which demonstrates the cross over between Board Committees, as it
was not initial raised as a quality issue when there is a clear effect on
quality, as well as expenditure and staff. The Committee agreed to
advise the Board that visibility was required at Board level of cross
Committee topics.

The Committee also noted the moderate assurance given to the
Cyber Governance audit and the work ongoing in this area.

Board of Directors
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Ref

Agenda ltem

Issue and Lead Officer

Receiving Body, i.e. Board or
Committee

Internal Audit Interim Opinion
2024/25

The Committee welcomed the interim opinion of significant assurance
that there is a generally sound framework of governance, risk
management, and the first to follow up rate of medium and high risks
of 76%.

Board of Directors

Internal Audit Draft 2025/26 Plan

The Committee approved the plan.

Board of Directors

Counter Fraud 2025/26 Work Plan

The Committee approved the plan.

Board of Directors

Single Tender Action Report

The Committee agreed to advise the Board that in regards to the Single
Tender Action Report, there were two schemes relating to the
SDEC/UECC that had not gone through the mini completion process
due to restricted time frames but had been assessed as value for
money for the Trust by the independent assessor.

Board of Directors

Draft Annual Accounts

Accounts have been submitted on time

Board of Directors
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BOARD OF DIRECTORS MEETING m

02 MAY 2025
The Rotherham
NHS Foundation Trust
Agenda item P63/25
Report Board Assurance Framework
Executive Lead Peter Walsh, Interim Director of Corporate Affairs

Link with the BAF | Links with all BAF risks

How does this The Board Assurance Framework is a key element that provides
paper support evidence of good governance and therefore supports all three core
Trust Values values, Ambitious, Caring and Together.

For decision For assurance For information O

Purpose

We are presenting the Board Assurance Framework for Quarter 4
2024/25.

The development of the Board Assurance Framework has continued on
a monthly basis. The People Committee, Quality Committee and
Finance and Performance Committee have each reviewed the
Strategic Board Assurance Risks aligned to them as follows:

People & Culture Committee: Discussed and approved the position in
relation to Strategic Risk U4 at the February 2025 Committee.

Finance and Performance Committee: Discussed and approved the
position in relation Strategic Risk D5 and D8 relating to future financial
risk at the February and March 2025 meetings.

Executive
Summary

Quality Committee: Discussed and approved the position in relation
to Strategic Risk P1 at the February and March 2025 meetings.

The Board has previously reviewed and approved the recommended
scores for Strategic Risks R2 and O3. These were fully reviewed by the
Managing Director and Deputy Director of Corporate Affairs at the
beginning of Quarter 1 2025/26 and details will follow in the next BAF
paper to the Committee covering the first financial quarter of 2025/26.
These Strategic Risks R2 and O3 will be monitored by the Finance &
Performance Committee from April 2025 onwards.
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Due Diligence The relevant sections of the Board Assurance Framework have been
discussed at the relevant Board Committees during February and

March 2025.
Who, What and The Director of Corporate Affairs will continue to work with Executive
When colleagues in order to review and update the BAF on a monthly basis

thus highlighting any risks or issues that have the potential to disrupt
achieving our Strategic Ambitions.

It is recommended that the Board of Directors:

. Discuss and note the progress made in the Board Assurance
Framework;

» The rating for BAF Risk P1 to remain at 12;
The rating for BAF Risk R2 to remain at 8;

The rating for BAF Risk O3 to remain at 8;

The rating for BAF Risk U4 to remain at 12;
The rating for BAF Risk D5 to remain at 15; and
The rating for BAF Risk D8 to remain at 20.

Recommendations

YV V VY

Appendix 1: Overall Board Assurance Framework for Quarter 4
Appendices 2024/25
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1. Introduction

1.1 The development of the Board Assurance Framework (BAF) to align with the 5 Year
Strategy was commenced during Quarter 1 2022/23 following which monthly reviews
have taken place with the relevant Executive leads, Board Committees and Board. The
BAF was further reviewed as a result of the Strategy refresh in July 2024.

1.2 The BAF has now ended its third year in 2024/25 and a new BAF for 2025/26 will be
developed in line with approval of the Trust Strategic Objectives. These will then continue
to be monitored at the Board Committees and at every full Board held in public.

1.3 The following report illustrates the discussion and decisions taken by the relevant Board
Assurance Committees and the Executives during February and March 2025.

1.4 In terms of target scores, the Board will note that the following risks are currently at target
score despite having gaps in controls and mitigations; detailed review of the scoring took
place in February and March 2025:

» R2: Leadership within the system currently at the target of Seek
» 03: Collaboration with our partners currently at the target of Seek

1.5 For ease of reference, the corresponding BAF report contains all updates in red font, and
where an action or gap is partially completed this appears in blue font.

2. Outcome of the Reviews carried out in February and March.

P1. Thereis arisk that we will not embed quality care within the 5 year plan because of
lack of resource, capacity and capability leading to poor clinical outcomes and
patient experience for our patients.

Risk aligned to the Quality Committee

2.1 The Chief Nurse and the Medical Director are the Executive Director leads for Strategic
Risk P1. As part of the continuing review of the BAF, monthly discussions take place
with the Chief Nurse, Medical Director and Deputy Director of Corporate Affairs

Updates to the Controls, Mitigations and Gaps

2.2  Following the review additional commentary has been added to the controls and
assurance section of the BAF Risk as follows:

2.3  Gap G3 relating to challenges around sufficient workforce to support recovery plans
continues to be largely mitigated, with external GIRFT Faster Further team on site since
December 2024. With regards to G4 initial discussions have taken place between TRFT
and Barnsley to look at commencing a peer to peer process in Ql.

2.4 Review of the Risk Score relating to P1

2.5 The initial score agreed for Quarter 1 2022/23 was a score of 16 whereby the
consequence was graded as a 4 (Major), defined in accordance with the 2008 Risk
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Matrix for Risk Managers as ‘noncompliance with national standards with significant risk
to patients if unresolved, low performance rating, critical report’. It is proposed the
consequence score remains the same at 4 (Major).

2.6 The initial likelihood score agreed for Quarter 1 2022/23 was 4 (Likely) defined in
accordance with the aforementioned matrix as ‘will probably happen/recur but is not a
persisting issue. This likelihood score was reduced in May 2023 to 3 (Possible)
following the lifting of the CQC conditions in 2023.

2.7 Itwas agreed at the July 2024 Board of Directors that the likelihood should be reduced
further to 2 and the risk rating for BAF P1 should be decreased from 12 to 8 due to the
controls in place and the number of audit reports giving moderate and significant
assurance, in addition to improvements in Mortality Rates. The risk was discussed
further at the March 2025 Quality Committee where it was agreed that due to continued
pressures on UECC and financial constraints the scoring should be increased from 8 to
12.

2.8  Taking the above into consideration, it was recommended the risk score remains at 12
at the end of Quarter 4. Additional focused review around the scoring will take place in
May 2025.

3 Risk aligned to the Board

R2: Thereis arisk we will not establish ourselves as leaders in improving the lives of
the population we serve because of insufficient influence at PLACE leading to
increased health inequalities.

Updates to the Controls and Mitigations

3.1  The risk was fully reviewed by the Managing Director at the beginning of April 2025 and
will be presented in the next paper to the Committee that covers Quarter 1 2025/26.
There have been a number of changes to the controls and gaps which will be
highlighted in red in the BAF report

3.2 Review of the Risk Score relating to R2

3.2 Itwas recommended at month 3 of Quarter 4 2024/25 that the score remained at 8
which the Committee will note was at target score, the risk was reviewed in April and
will be further reviewed in May 2025.

0O3: Thereis arisk that robust service configuration across the system will not
progress and deliver seamless end to end patient care across the system
because of lack of appetite for developing strong working relationships and
mature governance processes leading to poor patient outcomes.

Update to the Controls and Mitigations

3.3  The risk was fully reviewed by the Managing Director at the beginning of April 2025 and
will be presented in the next paper to the Committee that covers Quarter 1 2025/26.
There have been a number of changes to the controls and gaps which will be
highlighted in red in the BAF report.
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Review of the Risk Score relating to O3

3.4 Itis recommended that the score remains at 8 and in line with the other risks at target
score will be further reviewed in May 2025.

4 Risk aligned to People & Culture Committee (P&CC).

U4: Thereis arisk that we do not create and maintain a compassionate and inclusive
culture which leads to an inability to retain and recruit staff and deliver excellent
healthcare for patients.

4.1  The new form of wording seen above for U4 was agreed at the June 2024 P&CC and
Board in July 2024.

4.2 The Director of People is the Executive Director lead for the current BAF Risk U4. As
part of the review process, the Deputy Director of Corporate Affairs met with the
Director of People in Quarter 4 to review the risk, the last being in February 2025.

Update to the Controls and Mitigations

4.3  There were a number of updates relating to the Controls, Mitigations and Gaps during
the quarter, these can be found in the BAF report highlighted in red.

Review of the Risk Score relating to U4

4.4  The BAF Risk U4 was initially graded with a consequence of 4, which in accordance
with the aforementioned risk matrix relates to uncertain delivery of key
objectives/service due to lack of staff, unsafe staffing levels or competence (>5 days),
very low staff morale and no staff attending mandatory/key training. The likelihood
target score was rated at 2 which is ‘unlikely, do not expect it to happen/recur but it is
possible it may do so’. The likelihood current score was deemed to be a score of 3
which is ‘possible, might happen or recur occasionally.’

4.5 Following review and further discussions at the People & Culture Committee in
February 2025 it is recommended that BAF Risk U4 remains at 12.

5. Risk aligned to Finance and Performance Committee

D5: Thereis arisk we will not deliver our performance priorities (Urgent Care,
Elective Recovery and Cancer) because of insufficient resource and increased
demand leading to an increase in our patient waiting times and potential for
patient deterioration and inability to deliver our Operational Plan.

5.1  The Director of Finance and the Chief Operating Officer are the Executive Director
leads for Strategic Risk D5. The Deputy Director of Corporate Affairs met with the
Director of Finance and Chief Operating Officer monthly during Quarter 4.

Update to the Controls and Mitigations

5.1  The wording of D5 was amended to refer specifically to the key areas of delivery,
Urgent Care, Elective Recovery and Cancer, the link to workforce resource was also
removed as it was felt that this was covered in BAF Risk U4. The Controls, Mitigations
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and Gaps are all themed by the key areas noted above in addition to the theme of
‘Winter’.

Review of the Risk Score relating to D5

5.2 The risk had been graded initially at 15 and following further discussion at December
2023 Board it was agreed that the Consequence should be raised to 4 and the rating
should be increased to 20 due to pressures of industrial action. A recommendation for a
reduction of the risk rating was taken to the April 2024 Finance & Performance
Committee for discussion and approval. Following the discussion it was agreed that the
risk rating should remain at 20. The risk rating was then reduced at the July 2024
Finance & Performance Committee to 16, it was then reduced to 12 at the October 2024
Committee as the Consequence was reduced to 3, following the end of Industrial
Action.

5.3  The risk was further discussed at the November 2024 Finance & Performance
Committee for discussion and approval. Following the discussion it was agreed that the
Likelihood should be increased to 5 due to the sustained capacity demand the Trust
was experiencing and the risk rating was increased from 12 to 15. The risk continues to
be reviewed on a monthly basis and following review in February and March 2025
recommended to remain at 15.

D8: There is arisk that we will not be able to sustain services in line with national and
system requirements because of a potential deficit in 2024-25 leading to further
financial instability.

6.1 BAF Risk D8 covered the financial situation for the Trust during the financial year
2024/25, this risk is an annual risk covering the current financial year only. As with
previous years BAF Risk D8 will be closed once the year-end accounts have been signed
off and a new BAF Risk D9 which will cover the financial situation for the Trust, 2025/26
will be opened.

Update to the Controls and Mitigations

6.2 Controls C1, C2, C3, C4, C5, C6, C7, C9, C10, C11 and C14 have been updated with
date of latest assurance received and additional forms of assurance confirmation.

Updates to Gaps in Assurances

6.3  There were no changes to the gaps, the Director of Finance continues to monitor these
gaps and those that are still applicable will be reviewed again at the May meeting under
the new D9 risk.

Review of the Risk Score relating to D8

6.3 The risk had been graded at 20 and was monitored on a monthly basis to the 315t
March 2025. The year-end financial position will be reflected in the next presentation of
this paper when it will be reported in Quarter 1 of 2025/26 financial year.

6.4  As with previous years BAF Risk D8 will be closed once the year-end accounts have
been signed off and a new BAF Risk D9 which will cover the financial situation for the

Trust, 2025/26 will be opened.
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Recommendations
The Board of Directors is asked to:

e Discuss and note the outcomes of the 2024/25 BAF following review of the BAF Risks
with the individual Executive Leads.

Alan Wolfe
Deputy Director of Corporate Affairs

April 2025
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Ambition

Patients: We will be
proud that the quality
of care we provide is

exceptional, tailored to

people’s needs and
delivered in the most
appropriate setting for
them.

Rotherham: We will
be proud to act as a
leader within
Rotherham, building
healthier
communities and
improving the life
chances of the

Our Partners: We will
be proud to
collaborate with local
organisations to build
strong and resilient
partnerships that
deliver exceptional,
seamless patient

Us: We will be proud
to be colleagues in an
inclusive, diverse and
welcoming
organisation that is
simply a great place
to work.

Delivery: We will be
proud to deliver our
best every day,
providing high
quality, timely and
equitable access to
care in an efficient
and sustainable
organisation

Strategic Risk

There is a Risk
that....

P1: we will not
embed quality
care within the
5 year plan

R2:we will not
establish
ourselves as
leaders in
improving the
lives of the
population we
serve

OP3: robust service
configuration across
the system will not
progress and deliver
seamless end to end
patient care across
the system

U4: we do not
create and
maintain a
compassionate
and inclusive
culture

D5: we will not
deliver our
performance
priorities

(Urgent Care,
Elective

Recovery and
Cancer)

D8: we will not be
able to sustain
services in line with
national and system
requirements

Because.....

..of

lack of
resour
ce,
capacit

y

and
capability

..of
insufficient
influence at
PLACE

..of lack of
appetite for
developing
strong working
relationships
and mature
governance
processes

.. of insufficient
resource and
increased
demand

... of a potential
deficitin
2024/25

Leading to

..poor clinical
outcomes
and patient
experience

..increased ill
health and
increased health
inequalities

..poor patient
outcomes

..to an

inability to

retain and

recruit staff

and deliver
excellent
healthcare for
patients

.. anincrease in our
patient waiting times
and potential for
patient deterioration
and inability to
deliver our
Operational Plan.

... further
financial
instability.

Origin al
Score LxC

4(L)x 4(C )=16

2(L)x4(C )=8

3(L)x4(C )=12

3(L)x4(C )=12

4 (L)x3(C) =
12

5(L)x4(C)= 20

3(L)x4(C)
=12

2(L)x4(C )
=8

2(L)x4(C)
=8

2(L)x4(C)
=8

5(L)x4(C
)=20

1(L)x4(c)=
4

|

|

Movement Risk

Appetite/

Cautious

“ Seek

“ Seek

“ Seek

Minimal

Cautious
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BAF Risk P1 — Version 4.3 Quarter 4: 2024-25

Strategic Theme:

Patients

Risk Scores

Strategic Ambition:
Patients: We will be proud
that the quality of care we
provide is exceptional,
tailored to people’s needs
and delivered in the most
appropriate setting for them
Link to the Operational
Plan: P1: Deliver care that
is consistent with CQC
‘Good’ by the end of
2024/25.Ensure improved
performance of at least one
quartile in the National
Inpatient and UECC CQC
Patient Experience
Surveys.

BAF Risk Description

BAF Initial Score  Current
Risk Score
Ref

P1 4(L)x4(C)=16 | 12
3EHC)
8
2AMC)
12

3(L)X4(C)

Target Score

3 HC)=12
8

2(L)X4(C)

Risk

Appetite/Risk

Tolerance

Very-Low(1-
5)

CAUTIOUS

P1. There is arisk that we will not embed quality care within the 5 year plan because
of lack of resource, capacity and capability leading to poor clinical outcomes and
patient experience for our patients.

Controls and Mitigations
(what have we in place to
assist in securing delivery
of our ambition)

C1 Implementation of
agreed Quality
Strategy to provide
guality assurance to
the Board and external
regulators

Page 1 of 7

Assurance Received
(what evidence have we received
to support the control)

Quarterly report on Quality
Assurance to Quality Committee
and Board of Directors to provide
update on all aspects of Quality
Management System including
process management, monitoring,
measurement and continuous
improvement

Dec24 - QC requested a
replacement for the QA paper as it
remained CQC based. An
overarching quarterly update from
QC to Board to be developed, see
Gap G9.

Range of tools utilised to measure
quality achievements including
Tendable Audit programme and
Power Bi Quality Dashboards with
outcomes reviewed at monthly
Care group Performance
meetings.

Date
Assurance
Received

November
2024

Board
January 2025

March 2025

Monthly

BAF P1 - Patients - Version 4.3 Quarter 4

Confirmed
By:

QC

QC

Risk Movement

15
170 R S N 7
N\ /
5
O T T T T T T T T T T T 1

e risk score

= = = target risk

Linked Risks on the Risk Register & BAF Risks:

RISK6623, RISK5761, RISK6809, RISK6800, RISK6630,
RISK6762, RISK6627, RISK6886, RISK6284, RISK5238,
RISK6723, RISK6958, RISK6857, RISK6801, RISK6888,
RISK6718 and RISK6421

Assurance Level
Level 1 = Operational
Level 2 = Internal
Level 3 - Independent
L1

L1

Board Assurance 2024-25

Previous Q1 Q2 Q3 Q4
Score Q4

2023-24

12 12 8 8 12

Assurance Committee
& Lead Executive
Director

Quality Committee
Chief Nurse and Medical
Director

Chief Nurse

Chief Nurse
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From October 24 added in subject
matter expert and senior nurse
review to tenderable audits -
monthly rota through to March
2025 with increased visibility of
Senior Nurses.

Exemplar Accreditation January 2025 | QC Chief Nurse
Programme established for adult

inpatient areas.

Completed adults, paediatrics and

maternity.

The update on progress made at

QC Jan25 and ETM Feb25; also

shared with CQC Jan 25

Meeting structure established to January 2025 | QGAG Chief Nurse
provide quality assurance both PSC
within Care Groups and

corporately through Quality

Governance and Assurance Group

monthly to quarterly Patient Safety

Committee.

Subject specific presentation

shared with CQC on a monthly

basis providing assurance around

key areas - Dec24 = falls, Jan25 =

Accreditation and Feb25 = Tissue

Viability, will also be presented to

QC.
C2 | Ongoing monitoring of | Ongoing use of Datix incident February 2025 | PSC Chief Nurse
Patient Safety and reporting system to report all QC
PSIRF implementation | adverse incidents or near misses. ETM
through a variety of All incidents rated as moderate or

sources to ensure we above reviewed at Incident Review
keep patients safe and @ panel by CN / MD three times a
optimise patient week. Incidents identified as
outcomes requiring a PSII or AAR and
associated themes and actions
reported to Patient Safety
Committee and Quality Committee
quarterly.
Harm Free Panel reviews TVN and
IPC incidents monthly. Summary
of key findings included in report to
Patient Safety Committee and
Quality Committee quarterly.
Completed PSlls reviewed in
Executive led monthly sign off
panel with representation from
ICB. Summary of key findings
included in report to Patient Safety
Committee and Quality Committee
guarterly.
Actions from PSlIs and AARs
monitored to ensure completion
within agreed timescales. Monthly
report sent to Care Groups and
summary included in report to
Patient Safety Committee and
Quality Committee quarterly.

Page 2 of 7 BAF P1 - Patients - Version 4.3 Quarter 4
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C3 Mortality and Learning
from Deaths

All National Patient Safety Alerts
and information received by the
Central Alerting System Liaison
Officer are shared quarterly
through the Patient Safety
Committee with completion of
action plans monitored by the
Quality Governance and
Assurance Team.

Operation plan PSIP updated for
coming year to go to Patient
Safety Committee October 24.
PSIRF Plan and Policy completed

All actions in the 360 Learning
from Deaths Audit have been
completed. Work continues to
further improve the program and to
ensure there is no slippage for
implemented improvements.

Reports detailing the completion
rates and timeliness of SJRs
remain as a standing agenda item
at the Bi-Monthly Trust Mortality
Group (TMG). All SJRs with a
Poor Care or judged to have been
preventable are logged as
incidents on Datix. Following
closure the Lessons Lean and
Actions are discussed at the TMG.

All completed SJRs are sent to the
Care Group Mortality Leads, those
with learning points together with
those Datix’d should be discussed
at the respective CSU Clinical
Governance Meeting. Compliance
for this is being reviewed twice
yearly.

QI review to thematic analysis to
identify quality improvement
priorities

The SHMI continues to be
monitored through the TMG. The
response to any Diagnosis Groups
Alerts, continue to be managed
this Group.

The reporting of the above is
included in the quarterly Learning
from Death report, which is
reviewed at the Patient safety
Committee, Quality Committee
and Board.

Learning from Deaths report to go
to Board in January 25

November
2024

January 2025

November2024

delayed

January 2025

QC -
December
2024

January 2025

Page 3 of 7 BAF P1 - Patients - Version 4.3 Quarter 4

CEC

QcC
Board

Medical Director
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C4

C5

C6

Page 4 of 7

Ongoing monitoring of
the effectiveness of
the newly
implemented Clinical
Effectiveness Strategy
by the Clinical
Effectiveness
Committee.

Ongoing monitoring of
Patient Experience
through a variety of
sources to ensure we
are on track to
improve performance
in national inpatient
and UECC surveys

Three Quality Priorities
have been agreed for
2024/25

The Care Groups report details of
their Clinical Audits, Getting it
Right First Time Programme
(GIRFT), National Clinical Audits -
Quality Accounts (NCAPOP &
Other) relevant NICE guidance,
National Confidential Enquiries
into Patient Outcomes and Deaths
studies (NCEPOD) and
Commissioning for Quality &
Innovation Scheme Topics
(CQUINS) to the Clinical
Effectiveness Committee. There is
a Clinical Effectiveness Committee
Report at the Quality Committee
on a quarterly basis

Monthly text surveys to a
proportion of discharged patients
asking questions related to lowest
scores on most recent national
survey. Results and actions will be
presented to Quality Committee in
quarterly Patient Experience
Report

All on track

Friends and Family Test offered to
all patients. Results shared with
Care Groups on a monthly basis
and reported at Patient Experience
Committee and Quality Committee
quarterly

Report on Complaints including
volume, themes and learning
reported at Patient Experience
Committee and Quality Committee
quarterly

Introduction of PALs with
monitoring of Key Performance
Indicators through Patient
Experience Committee and Quality
Committee quarterly

Results of 4 national surveys
(inpatients, UECC, maternity and
CYPS) now published by CQC.
Improvement plans developed and
progress monitored quarterly
through Patient Experience
Committee and Quality Committee

Rolling monthly update report to
Quality Committee resulting in an
update being received for each
priority quarterly. Template
provides data in SPC format,

November CEC

2024 QC

Next is
January 2025

November QC
2024

QC January
2024

February 2025 | QC

February 2025 | PSC

QC

February 2025 | In 2025

November
2024 - public -
Inpatients Q1
25/26,

UECC Nov24,
Maternity
Nov24.

CYPS
Currently
under embargo

March 2025 QC

BAF P1 - Patients - Version 4.3 Quarter 4

L1

L1

L1

L1

Medical Director

Chief Nurse

Chief Nurse

Chief Nurse

Chief Nurse

Chief Nurse
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Cc7 Seek External
Assurance to
triangulate with
internal assurance
data

Gaps in Controls or
Assurance
Quarter 1 2023-24

G1 Lack of assurance
regards quality of end
of life care

supported by Qi, Effectiveness and

Data Analysis teams

Quarterly reports on progress QC - February | QGAG
against self-assessment by Care 2025 PSC
Groups to Quality Governance & QC
Assurance Group reported through

Patient Safety Committee and

Quality Committee quarterly

External body reports such as from February 2025 = SC
NHSE or inspections reported to QC
Quality Committee via the

appropriate sub group on quarterly

basis

Quarterly Safety, Experience or
Effectiveness reports to Quality
Committee to provide updates on
any partnership working with
BDGH and details of associated
actions

February 2025 @ QC

Annual audit reports
commissioned within the Quality
domain following agreement of
Audit & Risk Committee received
at both ARC and Quality
Committee with action plans
monitored to completion.

Audits include Internal Audit of
Clinical Audit and Nice
Implementation, Safeguarding and
Medication Safety.

Safeguarding and Medication 360
audits completed

January 2025 QC

ARC January
2025

Actions Required Action Owner

Completion of action plan that Medical Director and Chief
has been created in response to | Nurse

360 assurance report and

NACEL 2022 alarm outlier status

report

Strategy went to May 2023
Quality Committee and Board of
Directors September 2023

Recruit additional palliative care | Medical Director
consultant

Page 5 of 7 BAF P1 - Patients - Version 4.3 Quarter 4

L2

L3

L2

L3

Date Action
Commenced

January 2023

September 2023

July 2024

Date Action Due

May 2023

September 2023

May 2023

February 2025

Chief Nurse

Chief Nurse

Chief Nurse

Chief Nurse

Progress Update

Action plan created and shared
internally and with external
organisations

Awaiting completion of NACEL and
360 audit action plan.

NACEL to be four times per annum
from 2024

NACEL 2024 has commenced, new
Lead Nurse for End of Life now in post
Paper to ETM regards restructure of
team approved and End of Life will
now sit Corporately - December 2023
NACEL to change to a rolling
programme of audit

All actions Completed - not
archived as rolling programme
The situation is ongoing and
improving, awaiting a full year of
improvement work and full report.
Consultant Post recruited into,
awaiting commencement into role.
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G2

G3

G4

G5

G6

Page 6 of 7

Exemplar Accreditation
programme needs to
be expanded to all
clinical areas beyond
adult inpatient wards

Challenges around
sufficient workforce to
support the recovery
plans around staff
absence in theatres
and anaesthetics.
Industrial action now
mitigated.

Seek External
Assurance to
triangulate with internal
assurance data

Development of Trust
Quiality Strategy
Medicines
Management Limited
Assurance at 360
Assure internal audit

Strategic planning session with
Heads of Nursing

High level risks from Care
Groups regarding workforce
challenges monitored via P&CC.

Industrial action whilst ongoing
will be subject to regular
industrial action meetings to
mitigate impact.

NHSE invited to undertake an
appreciative inquiry into Adult
Safeguarding. Report and any
associated action plan will be
presented to Safeguarding
Committee and Quality
Committee

Benchmarking Data will be
reviewed to enable relevant
services to compare quality and
learn from exemplar
organisations. Reporting will be
through relevant subcommittee
and to Quality Committee
quarterly. Reports to include
increased comparison of data
with external organisations and
all associated actions.
Development and publication of
Trust Quality Strategy
Development and completion of
action plan which will be
monitored through the
Medication Safety Committee
and the QC

Chief Nurse

Divisional Leads
&
FPC

Chief Nurse

Chief Nurse

Chief Nurse/Head of
Quality Improvement
Medical Director

BAF P1 - Patients - Version 4.3 Quarter 4

19/06/2023

Ongoing

April 2024

July 2024

November 2024

November 2024

December 2023

April 2025

October 2024

May 2025

April 2025

Exec Team to Exec Team meeting
TRFT and Rotherham Hospice
held in January 2025.

To go live from April 2024, with raising
awareness sessions to be held
January to March 2024. Lead wards in
three divisions identified.

Initial planning sessions have taken
place with ward managers from A7,
A5, B10 and Rockingham.
Programme gone live and on track,
this will now be an ongoing process
across trust with inpatient adult wards
completed. Criteria to be agreed for
other departments and teams,
Children’s and Maternity in October
2024 and UECC in April 2025.
Completed further areas to be
explored such as UECC.

Tighten up controls around NHSP due
to financial position and monitoring
any impact.

Proven grip and control with savings
been seen.

Care Group asked to escalate to
Execs prior to cancelling any patients
requiring a HDU bed.

IA has now not a risk, however there
are ongoing issues with anaesthetics
and external support has been
introduced with the introduction of the
GIRFT Further Faster team.

Report complete and plan to be
presented at next Safeguarding
Committee November 2024

Awaiting report

Initial discussions have taken place
between TRFT and Barnsley to look at
commencing a peer to peer process in

Ql.

To include as agenda item at QC
February 25 and April 2025 Board
Plan has been developed and is now
being monitored through the MSC.
New Chief Pharmacist started 20
January 2025.

CQC visit to Pharmacy November
2024, awaiting formal report and
development of associated action
plan.
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G7 CDiff rates

G8 QC report for Board

G9 360 Audit Care Group
governance with a
focus on PSIRF

Development and completion of
an antimicrobial action plan

Development of report to cover
areas including Patient Safety,

Patient Experience and Clinical
Effectiveness

Just agreed ToR for 360 Audit,
to commence Q4

Chief Nurse

Chief Nurse/Medical
Director

Chief Nurse/Medical
Director

governance
G10 | Quality Priorities Agreed 3 priorities, metrics and Chief Nurse
2025/26 key objectives, currently being
discussed and agreed
Proposed:
Diabetes
Antimicrobial Stewardship
Cancer Delayed Diagnosis
Archived Controls within month- Completed
Archived Gaps within month - Completed
Page 7 of 7 BAF P1 - Patients - Version 4.3 Quarter 4

November 2024

Bi-monthly
April 2025 - QC
May 2025 Board

Monthly QC
Commenced April 2025,
completion DATE TBC
PSC - QC - ARC
Monthly QC

March 2026

For further development.

Rates have started to plateau over last
few months. Policies in process of
review.

Identified as a Quality Priority for
25/26. Meeting happened with
external partners in Feb 25 to expand
key actions for 2025/26.
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BAF Risk R2 — Version 4.1 Quarter 4: 2024-25

Strategic Theme:

Patients

Strategic Ambition:
Rotherham: We will be
PROUD to act as a
leader within
Rotherham, building
healthier communities
and improving the life
chances of the
population we serve.
Link to Operational
Plan:

R2: Ensure equal
access to services

BAF Risk Description

Risk Scores

BAF Initial Current
Risk Score Score
Ref

R2 2(L)x4(C 8

)-8

Target
Score

2(L)x4(C )
=8

Risk
Appetite/Risk
Tolerance

Moderate
(12-15)

SEEK

R2: Thereis arisk that we will not establish ourselves as leaders in
improving the lives of the population we serve because of insufficient
influence at PLACE leading to increased ill health and increased health

inequalities

Controls and

Mitigations

(what have we in place

to assist in securing

delivery of our

ambition)

C1 | Trustis a current
member at PLACE
Board

C2 | Trustis a member
of Prevention and
Health Inequalities
Group

C3  Trustis a member
of the Health and
Wellbeing Board

C4 | Managing Director
attends the Health
Select Commission

C5 | Meeting with
PLACE colleagues
to review IDT
position.

C6 | PLACE Leadership
Team meeting
every Wednesday
morning

Gaps in Controls or
Assurance

Page 1 of 2

Assurance Received
(what evidence have we
received to support the
control)

Trust Board receives reports
from PLACE Board

PLACE reports summarized
by MW and report to Trust
Board every two months
Public Health Consultant also
now attends Group

Public Health Consultant is
50/50 split with RMBC

Ran Workshop for
Commission December 2023

Meet at least three times a
week to review integrated
discharge position.

Managing Director attends

along with other Rotherham
PLACE members

Actions Required

Date
Assurance
Received

January 25

January 25

January 25
October
2024

January 25

Weekly

Confirmed
By:

Board minutes

Minutes

Action Owner

BAF R2 - Rotherham Version 4.1 Quarter 4

Risk Movement

10
5
0 T T T T T T T T T T T 1
- > c S W oo ¥ > 9 c a9 =
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risk score

= = = target risk

Linked Risks on the Risk Register & BAF Risks

Risk

Assurance Level
Level 1 = Operational
Level 2 = Internal
Level 3 - Independent

Level 1

Level 1

Level 1

Level 3

Level 1

Level 1

Date Action Date Action Due

Commenced

Board Assurance 2024-25

Previous
score Q4
2023-24

Progress Update

Q1

Q2 Q3 Q4

Assurance Committee

Trust Board
Managing Director

Control remains ongoing

Control remains ongoing

Control remains ongoing

Control remains ongoing

Control remains ongoing

Control remains ongoing
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Quarter 1 2022-23

G1 Ethnicity details not = Public Health Consultant Managing Director
on all electronic identifying and working on
systems solution.

A working group has been
established including the
Public Health Consultant and
the Director of Health

Informatics
G2 | Non-elective To continue to work with Managing Director
activity continues to | PLACE with demand reducing
increase initiatives

Archived Controls within month — Completed

Archived Gaps within month — Completed

Page 2 of 2 BAF R2 - Rotherham Version 4.1 Quarter 4

Ongoing

Ongoing

End of Quarter 1

End Quarter 4

End of Quarter 4

Work ongoing with Managing Director
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BAF Risk O3 — Version 4.1: Quarter 4

Strategic Theme:
Patients

Strategic Ambition:
Our Partners: We will
be PROUD to
collaborate with local
organisations to build
strong and resilient
partnerships that
deliver exceptional,

seamless patient care.

Link to Operational
Plan:

03: Our Partners:
Work together to
succeed for our
communities.

BAF Risk Description

Risk Scores
BAF  Initial Current
Risk @ Score Score
Ref
03 2(L)x4(C) | 8

=8

Target Risk
Score Appetite/Risk
Tolerance
2(L)x4(C) | Moderate
=8 (12-15)
SEEK

O3: Thereis arisk that robust service configuration across the system will not
progress and deliver seamless end to end patient care across the system
because of lack of appetite for developing strong working relationships and
mature governance processes leading to poor patient outcomes.

Controls and

Mitigations

(what have we in

place to assist in

securing delivery of
our ambition)

Cl | TheTrustis a
member of the
South Yorkshire &
Bassetlaw Acute
Federation

C2 | Existing
collaboration with
Barnsley on some
clinical services

C3 Board to Board,
Joint Strategic
Partnership and
Joint Executive
Delivery Group
established for
oversight and

Page 1 of 3

Assurance Received
(what evidence have we
received to support the
control)

Reports received by the
Trust Board every two
months from Chief Executive
Report

Gastro service up and
running, Haematology
service in progress

MEOC now embedded.
Meetings of the Strategic
Partnership every quarter,
Monthly for Delivery Group.

Date Confirmed
Assurance | By:
Received

January 25

July 24

January 25 Reports to
Boards on
progress

BAF O3 - Our Partners - Version 4.1 Quarter 4

Risk Movement

10
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risk score

= = = target risk

Linked Risks on the Risk Register & BAF Risks

Risk

Assurance Level
Level 1 = Operational
Level 2 = Internal
Level 3 - Independent

Level 1

Level 1

Level 1

Board Assurance 2024-25

Previous Q1 Q2 Q3 Q4
score

Q4 2023-

24

8 8 8 8 8

Assurance Committee

Audit & Risk Committee and
Trust Board

Chief Executive & Managing
Director

Additional Board to Board
meeting with Barnsley
scheduled for 11 February 2025
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delivery of
partnership plan

Gaps in Controls or

Assurance

Quarter 3 2024/25

G1 | New Pathology
Partnership model
with new
governance
arrangements
following TUPE.
New
arrangements will
need to embed
with assurance
provided to TRFT

Pathology
Partnership model

G2 | Mexborough
Elective
Orthopaedic
Centre (MEOC) -
Not filling capacity

Actions Required Action Owner

Identified colleague to lead Managing Director
on target operational model

for TRFT, Managing Director

to attend Governance

meetings

Formal reporting to Board on = Managing Director
the Pathology Partnership

outputs to be established.

Director of Operations and Managing Director
COO meeting regularly with

colleagues internally to

increase fill rate

Page 2 of 3 BAF O3 - Our Partners - Version 4.1 Quarter 4

Date Action
Commenced

Started 01/04/2024

November 2024

April 2024

Date Action Due

End of Quarter 1 Head of
Nursing (Governance &
Quiality) to be embedded
in role and start receiving
assurance from
governance at Pathology
Partnership

End Quarter 3

July-2024

Ongoing until satisfactory
capacity sustained.

Progress Update

Head of Nursing & Governance
Corporate Operations (HON&GCO) in
post and met with Partnership
governance and senior management.
HoN&GCO update:

Monthly Pathology Governance Group
with SYPB 20/08/24.

Monthly meetings (catch up) with the
SYPB Governance manager every month
Attend the local Operational Management
Team meetings with SYPB.

SYPB Management meeting January
2025 - [ There has been
engagement with medical directors and
chief nurses who have agreed that a
cohesive approach is required and SYPB
are now in the process of creating a new
POCT policy across the network and
agreeing SLA’s to reduce risk and
strengthen governance relating to
procurement/ training/QA and IQA. Going
forward, the POCT will eventually be
managed by SYPB.

0 UKAS inspection — TRFT
Pathology services. UKAS inspectors will
be on site from the 20/1/25 and will
undertake the elements of their
assessment over a number of days until
approximately 3rd week in February.
There are no expectations of any
problems but should any concern arise,
SYPB will inform the Trust.

0 With respect to the Fuller enquiry
(mortuaries), as the HTA are now
undertaking unannounced inspections of
mortuaries, the SYPB will be rolling out a
peer review process across the region
from April 2025 to support partners to
prepare for such inspections happening.
Dates to follow.

Activity reviewed on weekly basis at ETM
with full updated report.

In an improving position, activity reviewed
weekly at ETM and now past 70%
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leading to
increased
reputational and
financial risk to
TRFT
Archived Controls within month — Completed

Archived Gaps within month — Completed

Page 3 of 3 BAF O3 - Our Partners - Version 4.1 Quarter 4
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Board Assurance Framework People Committee: 2024/25 Quarter 4: Version 4.2

BAF Risk U4

Strategic Theme: Us Risk Scores

Board Assurance 2024-25

Strategic Ambition:

Us: We will be proud to
work in a compassionate
and inclusive
organisation that
delivers excellent
healthcare for patients.
Link to Operational Plan:
P3: Supporting our
People

P2: Improve engagement
with our medical
colleagues

BAF Risk Description

BAF | Initial Score Current

Risk Score

Ref

u4 3(L)x4(C)=12 | 3(L) x 4(C
)=12

Target Score

2(L)x4(C ) =8

Risk
Appetite/Risk
Tolerance
Moderate
12-15)

Seek

U4: thereis arisk that we do not create and maintain a compassionate and inclusive
culture which leads to an inability to retain and recruit staff and deliver excellent healthcare

for patients

Controls and Mitigations
(what have we in place to
assist in securing
delivery of our ambition)
C1 New People &
Culture Strategy

C2 Integrated EDI
(Equality Diversity
Inclusion) Plan

C3 Delivery of the
People Promise —
staff experience

Page 1 of 3

Assurance Received
(what evidence have we received
to support the control)

There will be a 6 month and 12
month review presented to the
P&CC.

6 month review completed

Have current Board approved plan
published and on website, will be
refreshed for November Public
Board 2024.

EDI plan 2024/27 underpins
WRES and WDES signed off at
Board

Review progress against the Trust
‘We said we did’ plan and Care
Groups to present progress on
their ‘We said we did plans’.
Regular Corporate Bulletins sent
via Communications.

July 24 launched trust wide ‘we
said, we did’ 2024/25.

Date
Assurance
Received

October 2024
and April 2025
P&CC

EDI Plan to
P&CC in
October 2024
and Board
November
2024

October 2024
and March
2025

At Care Group
P&CC
presentations

Confirmed
By:

P&CC Oct24

12 month
review at April
25

P&CC Dec 24

Board Nov24

P&CC Oct 24

Ongoing
confirmation
from Care
Groups

BAF U4 -US - Version 4.2 Quarter 4

Risk Movement

15
10
--------------------- e[Sk score
5 .
= = = target risk
O T T T T T T T T T T T 1
o > c = W o + > [8) c QO =
S 3 L 8
T2 32~28028=¢2

Linked Risks on the Risk Register & BAF Risks:

RISK6888, RISK7182 and RISK6723

Assurance Level
Level 1 = Operational
Level 2 = Internal
Level 3 - Independent
Level 1

Level 1

Level 1

Previous Q1
score

Q4 2023-

24

12 12

Qz Q3 Q4

12 12 12

oe &

Assurance Committee

People Committee
Director of People
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C4 Health wellbeing
and attendance
work

C5 Development of the
Trust Workforce
Plan

C6 Joint Leadership
Programme

Gaps in Controls or

Assurance

Quarter 1 2024-25

Gl Challenges around
sufficient workforce
to support the
recovery plan and
mitigate industrial
action.

G2 Joint Leadership
Programme

Page 2 of 3

NHS Staff survey outcomes and
scores to be presented at People
Committee and then the March
2025 Board of Directors.

Went to ETM w/c 15/07/24 and
P&CC in October 2024.

360 audit gave limited assurance
on how managers manage long
term sickness, audit to be rerun
late 2024/25

5 working groups supporting work
Out to tender for Occupational
Health contract.

Current Workforce Plan 2020-24
in place, new plan to be in place
from April 2025.

Focus groups and 1 to 1
stakeholder meetings happening
Delivery in train and on track

Actions Required

High level risks from Care Groups
regarding exceptional workforce
challenges monitored via P&CC.

Care Group 1
Care Group 2
Care Group 3
Care Group 4
Corporate Services

Unexceptional workforce
challenges are managed by the
Care Group Management with
risks escalated via Care Group
Governance Committees and on
to Risk Management Committee if
rated 15 or above.

No Industrial action at this time,
but situation monitored

Programme of work to be
completed with feedback report

P&CC
February 2025
P&CC

Board Mar25

End of Quarter
3 2024/25

Quarter 4
2024/25

April 2025
P&CC and
May 2025
Board

October 2024
P&CC

Action Owner

Divisional Leads
&
FPC

P&CC Feb25
and Apr25
updates

BAF U4 -US - Version 4.2 Quarter 4

Level 3

Level 1

Level 2

Level 1

Level 1

Date Action Date Action Due

Commenced

As per each risk, further
details can be found in
the P&CC Risk Report

Value Circle completed
programme of work,
formal evaluation and
feedback awaited.
Formal Leadership
Programme completed
update to Feb25 P&CC

Progress Update

This Gap relates to three
outstanding risks rated at 15 or
above, please see Risk Report for
further details:

Care Group 1 - Risk7182 - The
division’s ability to ensure sufficient
numbers of suitably qualified,
competent and experienced RN.
Rated 20

Care Group 2 - Risk6723 -
Anaesthetic Medical Staffing
Availability. Rated 15

Corporate Services - Risk6888 -
Lack of clinical psychology support
for all services for which it is
required. Rated 15

Formal evaluation and feedback
awaited

Page 46 of 367



Archived Controls within month - Completed

Archived Gaps within month - Completed

Page 3 of 3 BAF U4 -US - Version 4.2 Quarter 4
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BAF Risk D5 — Version 4.3 Quarter 4 2024-25 -

Strategic Theme: Delivery  Risk Scores |

BAF Initial Score @ Current Score Target Risk Risk Movement Board Assurance 2024-25
Risk Score Appetite/Risk
Ref Tolerance
Strategic Ambition: D5 4(L)x3(C)=12 2x3=6 Moplew—(- 25 Previous | Q1 Q2 Q3 Q4
Delivery: We will be proud to 5 20 Score
deliver our best every day, \\ Q4 2023-
providing high quality, timely MINIMAL 15 N~ : 24
and equitable access to care in 10 = risk score
an efficient and sustainable f | mmm e = = = target risk
organisation
Link to Operational Plan: :% g 5 3 %D §' g g g 5 0 ‘g’
D5: To deliver 4 hour

performance of 80% before

March 2025, to go beyond the

national ambition on long-

waiters and RTT performance

and consistently deliver the

Cancer Faster Diagnosis

Standard by Q4.
4(L)X3(C))=12
Pay deal
agreed, no
further
periods of 1A
for trust staff
planned.
Return to
initial
consequence.

5(L)X3(C)=15

BAF Risk Description Linked Risks on the Risk Register & BAF Risks Assurance
Committee & Lead
Executive Director

D5: There is arisk we will not deliver our performance priorities (Urgent Care, Elective Risk-5761; Risk-6569, RISK6800, RISK6627, RISK6762 RiSk6414, Finance and
Recovery and Cancer) because of insufficient resource and increased demand leading to RISK6755, RISK6638, RISK6718, RISK6723, RISK6958, RISK6888, Performance
an increase in our patient waiting times and potential for patient deterioration and inability =~ RISK6598 , and RISK6801 Committee

to deliver our Operational Plan.
P Director of Finance &

Chief Operating

Officer
Controls and Mitigations Assurance Received Date Confirmed Assurance Level
(what have we in place to assist | (what evidence have we received to Assurance By: Level 1 = Operational
in securing delivery of our support the control) Received Level 2 = Internal
ambition) Level 3 - Independent
C1 PERFORMANCE:
Care Group Performance Meeting minutes and Mar25 Minutes Level 1 Managing Director
Performance chairs logs
meetings chaired by | Monthly reports within IPR to Finance = Mar25 IPR Chair’s Log
the Deputy CEO. and Performance Committee and
Board
Page1lof7 BAF D5 - Delivery - Version 4.3 Quarter 4
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PERFORMANCE:
Executive Team
oversight via IPR

Cc2 URGENT CARE:
Monitoring waiting
times of patients in
UECC

URGENT CARE:
Monitoring right to
reside and Length of
Stay data

URGENT CARE:
Admission avoidance
work remains
ongoing

C3 ELECTIVE:
Weekly access
meetings with tracker

Care Group Performance meetings
with each CSU

Weekly receipt of Performance Mar 25

IPR

Monthly TRFT Urgent Care Meeting Mar 25
Metric included in the Integrated
Performance Report

Weekly report to ETM

Daily review of position and weekly
through the acute care performance
meeting and ETM

Weekly 4 hour performance
emergency care target meeting
chaired by COO.

Waiting times have improved in
UECC and monitored against
trajectory

Monthly TRFT Urgent Care Meetings | Mar25 IPR
Monthly reports to Finance and

Performance Committee and Board Mar25 IPR
Weekly Length of Stay reviews
including Care Group Director Mar25 IPR

Improvement with regards to right to
reside and IDT caseload

Escalation meetings with external
partners.

360 internal audit about to commence

Acute Care Transformation Mar25
Programme - monthly highlight report

and minutes of meetings

The Rotherham Urgent and

Emergency Care Group established

from September 2022 (replaced A&E

Delivery Board and Urgent and

Community Transformation Group). It

is chaired by the Deputy Pace

Director and deputy chair COO.

Oversight through the Rotherham
Place Urgent and Emergency Care
Group (Previously the A&E Delivery
Board)

Elective Delivery Group Mar25
Weekly Access Meetings
Care Group PTL Meetings

Page 2 of 7 BAF D5 - Delivery - Version 4.3 Quarter 4

ETM minutes
Weekly

ETM minutes
Weekly

Minutes of
F&P

ETM minutes

ETM minutes
ETM minutes
Action log

Daily
performance
report

Minutes of
Urgent Care
Meeting

Weekly ETM
minutes

Weekly ETM
minutes

Minutes of
Urgent Care
meeting

Monthly
Weekly
Weekly

Level 1

Level 1

Level 1

Level 1

Level 1
Level 3 - 360 Assurance audit report - July24

Weekly Executive
Team Meeting
Managing Director

COO

COO

ACT Steering Group —
emergency pathway
workstream

Medical Director

Rotherham Urgent and
Emergency Care
Group

COO

COO
Ass Director of
Operations
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C4

C5

C6

for elective recovery

schemes

CANCER:
Cancer PTL

WINTER:

Winter planning

CYBER

Gaps in Controls or

Assurance

Quarter 1 2022-23

Gl

Page 3 of 7

Insufficient funding to
support increased
levels of non-elective

demand — both
attendances at
UECC and
emergency
admissions

To include financial allocation from
ERF reserve.

New weekly PTL for Elective and
Cancer week commenced
27/11/2023.

Outpatient, Theatre & Endoscopy
Transformation Programmes
External review of Trust PH
processes via FF20 Programme -
feedback report received

Rotherham Cancer Strategy &
Performance Meeting

Cancer Services Quality, Governance
& Business Meeting

Cancer PTL Meetings.

Cancer Improvement Programme

Evaluation of 2023/24 Winter Plan

Action log of Winter Planning Group
Winter plan 24/25 which meets
fortnightly

Winter Plan supported at November
Board. Some elements of Winter Plan
enacted early due to high levels of
demand.

Monthly / Quarterly/Yearly Updates to
F&PC

Internal Audit programmes with
finding to audit and risk

Information Governance Committee
with minutes chaired by SIRO
DSPTK national submissions
Monthly IT Security Group, with
minutes

24x7 Carecert alert monitoring by
NHS England Cyber teams

Actions Required

Discussions with commissioners re
funding

Additional capacity utilising winter
funding but summer months at cost
pressure

ACT programme to support most
effective use of bed base
Admission avoidance work with
partners

BAF D5 - Delivery - Version 4.3 Quarter 4

Mar25

ETM and
FPC mins

Commenced
August 24

24/25 plan
went to
September
FPC, ETM
and Nov
Board
Feb25

Dec25

Mar25

Weekly

Monthly
Highlight
Report

6 weekly
Monthly
Weekly
Monthly
Highlight
Report

FPC 1/4ly
Evaluation —

FPC mins
May 2024

Minutes
Audit

Minutes

Minutes

tbc

Action Owner

DoF
COO

Date Action
Commenced

Date Action Due

Ass Director of
Operations

COO

Ass Director of
Operations
Cancer Manager

COO
Dir Ops

Director of Health
Informatics

Progress Update

No growth funding in 24/25
contract

Additional bed capacity open cost
pressure identified in Care Group
forecasts

ACT programme in place led by
Medical Director maximising use
of existing capacity

Admission avoidance work in
conjunction with partners — joint
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G2 Lack of consistent ACT programme developing COO
SDEC model and consistent models of care
trolley capacity Relocation of medical SDEC to create
across medical and ringfenced capacity
surgical SDECs Bed modelling and LoS to be

reviewed to create capacity to ring-
fence trolleys in surgical and gynae

SDEC
G3 Insufficient validation = Review of validation capacity and Associate Director of
to support robust resource required to support Operations, Planning and
management of increased size of waiting list and Performance
waiting lists maintain requirement to meet 90%
validation
Page 4 of 7 BAF D5 - Delivery - Version 4.3 Quarter 4

Q1

Q2

Q3

Q4

post to support project
management

Pressure continued in February
with all additional capacity
remaining open.

March attendances remain high,
above 2023/24 levels and above
the contract plan for the year.
Escalation bed capacity has
remained open at peak times.
Trolley capacity currently
impacted by increased demand
on inpatient beds — medicine
relocated to B6. Surgery
reviewing Los and bed
requirements and ASU/SDEC
requirements. Gynae dependent
on reduction in surgical outliers.
Gynae to review how SDEC
delivered within existing footprint.
Further trust-wide bed modelling
being undertaken to review
current capacity vs demand on
beds.

Capital bid submitted to provide
increase capacity

Plans in place for SDEC to
remain on B6 during winter -
trolley capacity is being ring-
fenced from patient beds.
Revised Capital Bid submitted to
regional team September 2024 -
still awaiting response from
regional and national teams.
Medical SDEC functional; on B6
and ring-fenced from inpatients.
Funding for capital scheme
approved.

Jan SDEC capacity impacted by
inpatients. Capital scheme for
new SDEC progressing well.
February and March capacity
continues to be impacted by
inpatients due to increased
demand. Capital scheme
continues to progress. Work on
new SDEC pathways is in train.
New dashboard in place giving
visibility of all SDECs.

QI events held to further develop
pathways.

360 Assure audit undertaken and
actions agreed and in process of
full implementation
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G4

Page 5 of 7

Challenges around
sufficient workforce
to support the
recovery plan and
mitigate industrial
action.

Standardise validation processes and
embed consistent ways of working
Training of existing staff to support
validation of waiting list

Ensure oversight through regular
audits and performance monitoring

High level risks from Care Groups
regarding workforce challenges
monitored via P&CC.

Industrial action whilst ongoing will
be subject to regular industrial
action meetings to mitigate impact-

BAF D5 - Delivery - Version 4.3 Quarter 4

Care Group Leads

&

FPC

Text validation and admin
validation in place

Waiting list review meeting
established to oversee and
implement actions in relation to
360 audit

Positive feedback received from
360 in relation to revised
governance arrangements

Further Deep Dive Validation
Exercise undertaken

Lead RTT Validation & Data
Quality Officer in place and
training and support commenced

Review of capacity

Increased validation being
undertaken with Care Groups.
Ongoing validation monitiored on
a weekly basis via access
meeting with each care group.

Review of validation resource
within the Trust has been
undertaken with proposal to
strengthen arrangements and
increase capacity being
developed.

Currently mobilising options for
increased validation capacity.

Support to cleanse waiting list as
part of an initial diagnostic from
external; provider is underway
and due to be completed in
Feb25

Just completed and awaiting
feedback.

IA Planning undertaken and
command and control in place
through periods of IA.

Pay offer accepted by consultants
and junior doctors

No further 1A planned for Trust
staff awaiting confirmation of any
collective actions GPs will take.

Continue to monitor impact of GP
collective action on UECC
attendances.
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G5 Insufficient Specific challenges in relation to
anaesthetic anaesthetic cover to support full
workforce to support | theatre timetable impacting on
elective recovery elective recovery programme.

Deep dive into underlying issues
being undertaken with the care group

G6 Financial Financial allocation identified in plan
investment/resources | for 2024/25 — risk in allocation of ERF
to support recovery given overall financial position
of waiting lists

Archived Controls within month — Completed

Page 6 of 7 BAF D5 - Delivery - Version 4.3 Quarter 4

Chief Operating Officer
Care Group 2 Leadership
team

Chief Operating Officer
DoF

New contract potentially ends GP
collective action, yet to
understand impact.

Initial review of capacity required
and available workforce
undertaken

Job plans reviewed and
completed

Second phase of review to be
undertaken.

Specification developed, external
review to be undertaken.
Request for anaesthetic expertise
being sought from national GIRFT
team.

Anaesthetic expertise from
Clinical Leads via GIRFT
programme agreed - dates
scheduled in December.

Initial review undertaken in Dec
24 with verbal feedback (awaiting
report). Dates for clinical leads to
review workforce and processes
with anaesthetic team scheduled
in January 2025.

Initial meetings with national
clinical leads have been
undertaken with some early
feedback received and dates for
on-site reviews in February 25
progressing.

Work with GIRFT team continues
to progress starting to see impact
of early actions in terms of
reduction in lost sessions. Further
recruitment to anaesthetic posts
in in progress.

Plan and process for agreeing
additional sessions in place for
recovery schemes and
investment in line with ERF
allocation in 2024/25 plan - now
being implemented.

Positive impact on both activity
and waiting times.

Continuation of ERF schemes
Schemes being implemented.

Q4 activity expected to be in line
with forecast at month 8.

Activity continues to deliver in line
with ERF funding due to year
end.
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Archived Gaps within month - Completed
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BAF Risk D8: Version 4.3 Quarter 4 2024-25

Strategic Theme: Us Risk Scores
BAF Initial Score @ Current | Target Risk Risk Movement Board Assurance 2024-25
Risk Score Score Appetite/Risk
Ref Tolerance
Strategic Ambition: D8 5(L) X 5(L) X 1(L)x4(C) Low{(6-10) 25 Previous Q1 Q2 Q3 Q4
Delivery: We will be proud 4(C)=20 4(C)=20 =4 20 Score Q4
to deliver our best every CAUTIOUS 2023-24, as
day, providing high quality, 5 e risk score D7
timely and equitable access 10
to care in an efficient and 5 = == target risk
sustainable organisation. 0 — T T T T
Link to Operational Plan: 5} g _5 E; é" 5% g é é 5 § g

D8: To deliver the financial
plan for 2024/25 and deliver
year 1 of the plan to return
the Trust to a break-even
position for 2026/27, and to
ensure significant
improvement across the full
range of system productivity
metrics.

BAF Risk Description

D8: There is a risk that we will not be able to sustain services in line with national

and system requirements because of a potential deficit in 2024/25 leading to further

financial instability.

Controls and Mitigations
(what have we in place to
assist in securing delivery of
our ambition)

C1 Improvement of clinical
productivity to levels
experienced in 2019/20
without central funding
for outsourcing clinical
activities

Cc2 CIP Track and
Challenge in place

C3 Contingency of £3m in
place.

C4 Winter funding
allocated in reserves of
£1.2m.

C5 Elective recovery fund
£6.0m

C6 Financial plan
submitted to NHSE by
08/05/2024

C7  Finance and
Performance
Committee oversee
budget reports

Page 1 of 3

Assurance Received
(what evidence have we received
to support the control)

Monthly Elective Programme
Meeting chaired by Chief
Operating Officer

Submitted on time, still awaiting
sign off by NHSE

Budget reports presented to
Finance and Performance
Committee

Date Confirmed
Assurance | By:
Received

Mar25
Board

Mar25
Board
Mar25
Board
Mar25
Board

Mar25
Board
Mar25
Board

Mar25
Board

BAF D8 - Delivery - Version 4.3 Quarter 4

Linked Risks on the Risk Register & BAF Risks

RISK 7130, RISK6755 and RISK6801
Risk

Assurance Level
Level 1 = Operational
Level 2 = Internal
Level 3 - Independent
Level 1

Level 1
Level 1

Level 1

Level 1

Level 1

Assurance Committee

Finance and Performance
Committee

Director of Finance
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C8 | System wide delivery
of Recovery
On plan with
mitigations in place to
manage winter
pressures.

C9  Suitably qualified
Finance Team in
place

C10 | Established Capital
Monitoring Group

Cl1l1 Current Standing
Financial Instructions
in place

C12 | Internal Audit Reports

C13 Monthly challenge on
performance

C14 | Clarity on Financial
Forecast

C15 Deloittes review of
South Yorkshire
system including
investigation and
intervention work.

Gaps in Controls or

Assurance

Quarter 1 2022-23

G1 | Adherenceto
expenditure Run Rate
as per financial plan

Director of Finance attends Mar25
South Yorkshire DoF Group Board
Monthly Finance Report to Mar25
CEO Delivery Group Board
South Yorkshire Financial Plan
Delivery Group

Team in place

Capital and Revenue Plan June 2024
signed off by Board

Reviewed and approved by

Board

Internal Audit Financial
Reports

Review of HFMA Improving
NHS Financial Sustainability
checklist

360 Assure Head of Audit
opinion presented to Risk and
Audit Committee initial
indications show Significant
Assurance overall

Monthly Divisional Assurance @ June 2024
meetings

Financial forecast will
commence based on June
financial position. Director of
Finance in process of agreeing
financial recovery plans with
each accountable officer —
these will be fed into monthly
assurance meetings.

I&I report will be finalised and  August 24
presented to Senior
Leadership Executive for
South Yorkshire highlighting
areas for improvement

Actions Required Action Owner

Monthly budget reports. Director of Finance
Expenditure profile produced

monthly throughout year.

Reserves Policy in place.

F&PC oversight.

Internal audit systems budgetary

control audit.

External audit annual accounts.

G2  Potential reduction of Situation acceptable currently, Director of Finance
cash balances due to future risk
expenditure higher than
income which would
result in late payments
Page 2 of 3 BAF D8 - Delivery - Version 4.3 Quarter 4

Level 1
Level 1
Level 1

Level 1

Level 1

Level 3

Level 3

Level 3

Level 1

Date Action
Commenced

Q1

Date Action Due

Ongoing

Progress Update

For Gaps G4-G7 awaiting further national
guidance to fully assess the position.
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G3

G4

G5

G6

to suppliers. Impact to
invest in capital
projects.

Increased cost
improvement
programme due to
national reductions in
funding to the South
Yorkshire allocation
linked to funding
formula suggesting
South Yorkshire is
overfunded.
Financial forecasts
come to fruition

Continuing industrial
action leading to
increased financial
outlay in order to
cover medical and
clinical shifts. Also
linked to challenges
around sufficient
workforce to support
the recovery plan
(including industrial
action).

Additional bed

capacity as a result of

increased non
elective demand,
which is non-funded
due to block contract
arrangements.
Current risk £140K
per month.

Future income risk Director of Finance

Monthly check and challenge Director of Finance
with relevant Divisions and
Corporate areas.

Regular industrial action
meetings to mitigate impact.
Finance team are currently
working on a cost per day
figure for future forecasting.

External support through Place | Managing Director
to control demand on non-
elective pathway.

Archived Controls within month — Completed

Archived Gaps within month — Completed

Page 3 of 3
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Director of Finance.

Reports to F&PC

The Trust will run out of cash at some point
during the second half of the financial year
2024/25.

The Trust has received £5.7m additional
income as part of South Yorkshire
agreed £49m deficit plan. This means the
Trust has improved its cash

position. The Trust will now likely have
to borrow cash in Qtr 1 or Qtr 2 of
2025/26 depending on the financial
settlement in that year.

Month 11 - Trust is £0.2m adverse to
plan, requiring remedial action plans

from all Care Groups and Corporate

areas.
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NHS

Board of Directors The Rotherham
2nd May 2025 NHS Foundation Trust
Agenda item P64/25
Risk Management Report -
Report Including the Risk Register (with risks scoring 15 and above), and

all Care Group risks rated 8+ with review date and action plans

Executive Lead Peter Walsh, Interim Director of Corporate Affairs

Link with the BAF | The following paper links with all BAF Risks.

How does this This paper supports the Trust Value of “Use and Evaluate Information
paper support to improve”. By having up to date information on the Trust’s risks we
Trust Values can use and evaluate this information to take actions and decisions that

improve both patients’ and staff experience.

Purpose For decision I:I For assurance I:I For information

This report provides an update to the Board of Directors for the review
of all risks scoring 15 and above in addition to management
information in relation to all open risks rated 8 and above.

The key points arising from the report are:

e Asat 11" April 2025 there are 26 risks out of a total of 251 Trust-
wide Approved risks that are out of review date. This shows a
compliance rate of 90% with the majority (22 out of 26) of the risks
overdue by less than one month.

e Anincreased level of scrutiny has been applied to action plans for
all approved risks rated 8 and above to address stagnation of risks
and ensure reviews consider the work completed or still required

Summary (including | ® Three high level risks were approved for a reduction in score at

reason for the report, April Risk Management Committee (RMC) (see Section 4)

gﬁgkr?srck’g)nd’ keyissues | 4 gection 5 provides further details on the strengthening of the risk

management process and the outcomes from the work

e There is one issue identified on the Issues Register. All issues are
previously registered as risks on the Trust Risk Management
database.

e There are three areas of emerging risks identified for information
and horizon scanning that have not been registered on the Trust
Risk Management database.

e The Trustis in a strong position regarding its Risk Management
Processes since the full review and introduction of the revised Risk
Policy and Risk Management Processes in 2022. The additional
scrutiny and challenge of the risk action plans, as reported below,
will increase control of the Trust’s risks and their management.
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Due Diligence
(include the process the
paper has gone through
prior to presentation at
Board of Directors’
meeting)

All risks scoring 15 and above have been presented to and approved
by the Risk Management Committee. The relevant risks are presented
to the appropriate Board Assurance Committees, Executive Team
Meeting and finally the Board of Directors.

Board powers to
make this decision

Not Applicable

Who, What and

When

(What action is
required, who is the
lead and when should it
be completed?)

Once presented, the Director of Corporate Affairs, as Executive Lead
will continue to ensure that risks are appropriately identified, recorded,
reviewed and managed.

Recommendations

It is recommended that the Board of Directors:
¢ Note the content of the report;
e Note the ongoing work required and
e Support in principle the developments highlighted within the
report

Appendices

1. Corporate Risk Register - 15 and above risks
2. Issues Register

Page 2 of 10
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1. Introduction

1.1  The following report to the Board of Directors is to provide assurance that the Care
Groups, and wider Trust teams are considering their risks, issues and emerging risks.
The following information provides an update to the Committee for the review of all risks
scoring 15 and above in addition to management information in relation to all open risks
rated 8 and above. The data analysed within this report was exported from Datix on 11"
April 2025; any updates or changes subsequently within the database, may not be
recorded in this report. Please note that whilst all of these risks have been approved at
Care Group level not all have been considered or approved at the Risk Management
Committee (RMC), this includes all risks rated at 12 or below which are discussed and
approved at Care Group Governance meetings.

1.2  Asat 11" April 2025 the Trust had a total of 251 Approved risks recorded on Datix, these

are risks rated between 8 and 25, as follows:

High Risks: rated 15 - 25 and RMC Approved: =17

Moderate Risks rated 8 - 12 and Care Group Approved =234

1.3 This report does not contain any details to risks rated at 6 or below, these are

Controlled/Managed Risks as follows:

Low Risks: Controlled/Managed Risks: rated 1 - 6 =414

1.4 The following report illustrates the overview and analysis of the risks by review dates,

action plans, Emerging Risks and the Issues Log.

2. Risk Review dates

2.1 Interms of compliance with risk review dates, the graph below shows all risks rated at
8 and above for all Care Groups. This graph is to provide the Board of Directors with
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2.2

a view regarding the current Trust position for the management and review of risks. In

accordance with the Risk Policy review dates are as follows:

e High Risks - Monthly review
e Moderate Risks - Three Month review

e Low Risks - Annual review

All Trust Risk Review Dates to Policy

67
42 4
39
36
11

5 4
000 0% 0 o0 2 5 0 0 .ooo 1 oo

- |

Care Group 1 Care Group 2 Care Group 3 Care Group 4 Corporate Services

B Within Review Date B Under 1 month overdue ® 1 - 3 months overdue B 3 - 6 months overdue B over 6 months overdue

Trust-wide compliance with review dates reports a strong position at 90%; this is
slightly lower than the 92% compliance rate presented to the previous Board of
Directors in March. Care Group 1 had the lowest individual compliance at 77%, and
Care Group 2 and Care Group 3 the highest at 95%. Care Group 3 have had
consistently good compliance rates, reporting 100% compliance to review dates to
Quality Committee and Finance & Performance Committee in March, as well as RMC
in April. Feedback from Care Group 3 and their approach to Risk Management was
shared at April RMC to the other Care Groups and Corporate Services, detailing the
cross-service working, deep dives and governance leads learning from each other to
coordinate the work.
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2.3

3.1

3.2

3.3

There were no risks that were out of date for review for between three and six months,
however, there were three risks overdue for between one and three months and further

details regarding these risks and their risk ratings can be found below in section 2.4

Risk Action Plans

The scrutiny of action plans now includes focus on action plans in place that have all
actions marked as completed, action plans that are out of date, as well as risks with no
action plan in place.

Work continues to strengthen this aspect of risk management with further scrutiny on
areas of action plans that need to be addressed:

¢ Risks within an action plan that are overdue of completion date with no recorded
escalation.

e Risks with action plans that are recorded as complete, however there is no
reduction of rating, closure of risk or a record of additional action to mitigate the

risk.

Overdue action reminders have been switched on in the Datix system which has

prompted more action plan reviews and updates.

The graph below includes the data on risks with action plans only. All of these risks have

action plans, however one or more individual action has been found to be out of date.
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All Trust Risks with actions overdue
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3.4 All actions closed

The graph below includes the data on risks with action plans only. All of these risks have
action plans, however, all individual actions have been marked as complete with no

subsequent reduction in rating or risk closure.
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5.2

5.3

5.4

Number of risks

All Trust Risks with all actions marked as completed
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Strengthening of the overall risk process — Updates & Outcomes
The risk management function has been developing and the outcomes are visible

through various layers of the organisation.

For Board Committees, triangulation between the risk reports and other reporting has
been initiated, as well as through the Care Group presentations to prompt linkage of
challenges and issues with the risk register, more in depth discussions and scrutiny in

meetings, and use of the risk register and emerging risks for horizon scanning.

At Care Group level, there has been more interaction with governance leads and senior
leaders to increase awareness of the risk register functionality and develop a mature
approach to risk management. Compliance to review dates has improved, particularly for
risks over 1 month overdue, and compliance with action plans, ensuring they are active

and in date.

At non-Board Committees, risk registers are becoming a more focused standard agenda
item, with support from Corporate Affairs to export the data in line with Board Committee
reporting. Information Governance Committee have a regular risk report including
approved risks and managed risks, Medical Device Safety Group has initiated a deep

dive into their risks with each Care Group attending to provide further information and the
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5.4

5.5

6.1

6.2

7.1

7.2

Clinical Effectiveness Committee has prompted risk register inclusion (relevant to the
committee) for their template for Care Group presentations. These are all steps to
increase the use, awareness and maturity of the risk register as a key tool throughout the

organisation.

These actions has also prompted risk owners to review historic risks with increased

scrutiny on whether or not the risk is still relevant. There is also additional scrutiny on
whether the actions are suitable to mitigate the risk, that the action plans are SMART
and still appropriate. This has led to a number of these risks being closed as not now

applicable or merged into newer more up to date risks.

Furthermore, based on a review of risks closed in the last quarter on Datix by Corporate
Affairs, 33 risks had been closed and all risks had a relevant closure update, showing a

positive audit trail and appropriate consideration given to the closure of risks.

Risk Management Committee

Since the last report, the Risk Management Committee met in February, March and April.

All meetings were quorate with good attendance and engagement from members and

attendees.

Issues Register

An issue is an event that has happened, that was not planned, and requires
management action. As a project progresses, it may encounter issues that will need to

be assessed for severity and impact to the project deliverables.

The issues register is used to capture and maintain information on all of the issues that
are raised and are formally being managed and controlled. The Issues Register includes
the Priority Ratings seen below, these are different to the ratings system used in the Risk
Management process. The definitions associated with the Priority Ratings are sourced
from Six Sigma which is an improvement method that provides organizations tools to

improve the capability of their business processes.
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=

These are “drop everything” issues. They’re both urgent and

important, often involving crisis management or critical deadlines.

4 - High Important tasks that are not immediately urgent. These often
contribute significantly to long-term goals

3 - Normal Tasks that are urgent but less important. They require attention but
don’t contribute as much to overall objectives.

2 - Low Neither urgent nor highly important. These tasks should be done
but can be scheduled for later.

1 - Lowest Tasks with minimal impact that can be eliminated if necessary.

Based on Six Sigma
6sigma.us/project-management/levels-of-priority/

7.3  Following a review and refresh, the list below details the issues identified. All of these

risks have been registered on the risk management database as at 11" April 2025:

1. Risk 6762 relates to the ASU trolley area not operating as surgical SDEC due to
unfunded inpatient beds in both bays. This prevents flow from UECC for non-
ambulatory surgical patients to be managed in ASU, which prevents SDEC operating
due to inpatients in non-funded beds and there are increased admissions to hospital
due to all patients managed in waiting area sometimes for long periods. The risk is
rated at 15 and is an Issue Priority rating 3.

It was reported at April RMC that the risk still remains a challenge despite having
additional trolleys and a bed modelling workshop was scheduled. Discussions are
ongoing regarding business cases and estates facilities.

7.4  The current issues have been transferred to an Issues Register (Appendix 2) which is

monitored by the RMC and presented to all Board Committees for additional scrutiny in

relation to their business agenda.

8 Emerging Risks

8.1 The emerging risks have been identified by the Care Groups at the Risk Management

Committee and also during Board Committees. None of these risks have been registered

on the risk management database as at 11" April 2025. Those identified were as follows:

e UK Covid-19 public inquiry and the likelihood of claims against the NHS. As the report

has not yet been finalised and published the risk remains uncertain, however it may

potentially lead to increased financial claims against the Trust from patients, families

and staff.
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e The Assisted Dying Bill could significantly impact the NHS by potentially causing
resource strain due to the need for additional assessments, complex ethical decision-
making processes, and potential staff concerns, while also raising questions about
whether it would lead to improved or diminished access to quality palliative care,
depending on how it's implemented and funded.

e Risks to the Trust related to the recent Government announcement on NHS England

reducing the workforce by 50%.

9 Moving forward

9.1 Risk Management training and support continues with the Care Groups, led by the
Corporate Affairs Team. This quarter included support meetings with UECC, Infection
Prevention and Control, the Charity, Clinical Effectiveness and several ad-hoc support

meetings with risk owners.

9.2 The Risk Management Committee has continued to monitor and provide scrutiny to all
risks and action plans as well as increased focus on risks rated at 15 or above. The
attention on action plans for all risks rated 8 and above has levelled up to include
scrutiny over non-active action plans to address stagnation of risks and ensure reviews
consider the work completed or still required. As well as the monitoring at the RMC
attention to risk management process can be seen in other meetings such as the

Assurance Committees and the monthly Care Group Performance Committee.

9.3 Details of risks rated 15 and above are provided to Executives for Care Group
Performance Meetings each month. The focus on action plans has also been

disseminated here.

9.4  This report is presented to the Audit & Risk Committee to provide assurance that the

Trust continues to develop and strengthen its Risk Management function.

Alan Wolfe
Deputy Director of Corporate Affairs
April 2025
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ID Opened Handler Care Group / Division Title Description
Cardiac P| Staffing Levels c y unable to meet all the needs of the service. This
Care Group 4 includes performance against waiting list targets, staff wellbeing, training of students and
6284 16/09/2020 Broadhurst, (Community, Therapies, |Cardiac Physiology Staffing |governance responsibilities. The staffing challenges affect all sections of Cardiac Physiology (Echo,
Miss Lucy Dietetics & Medical Levels Devices, Non-Invasive Cardiology, Reception). The current establishment of the department is 36.17
Imaging) WTE (June 2023).
Lack of protection to vulnerable patients in Group 2 medical
locations, from the risks associated with electrical leakage currents. It is also a requirement of the
Absence of a Isolated Power . . . . . .
Ramsden, N o standards that Group 2 Medical Locations shall have an automatic electrical supply available within
6166 26/05/2020 . Corporate Services Supply (IPS) within All . N L
Daniel Theatres 15 seconds in the event of power failure. Consequently it is
usual for an IPS unit to be backed-up by an on-line UPS (uninterruptible power supply) as this will
provide a ‘no-break’ supply source.
Not meeting national r for the use of support for patients receiving
clinical care. Currently the workforce is not reflective of the demand for psychological support
therefore creating gaps in service.
Hazeldine, Lack of clinical psychology
6888 23/03/2023 Victoria ’ Corporate Services support for all services for  |This is caused by lack of funding which sits across SY ICB which then relates to staff required at each
which it is required organisation, as well as, lack of clinical psychology support and availability.
This results in the risk to patients' physical and phycological health and the Trust being non-
compliant with national recommendations.
There is a danger to life and/or infection for patients due to the poor ventilation air flows within the
theatre complex.
The theatre ventilation has been modified at some point by removing the bottom of some doors to
revent them being blown open or noise. The Theatres require a complete refurbishment to install
6906 04/05/2023(Perry, Stuart |Corporate Services Theatre 5&6 Ventilation p, . 8 P P d . P .
air transfer grilles to enable the ventilation strategy to be compliant. Also to include new UCV
canopy in Th5 which is excessively noisy, install UPS/IPS and redesign the Sterile pack store in the
middle of the theatres.
This risk is linked with the Fire Doors in Theatres risk and UPS Risk.
Long waits within UECC for
meftal health patients bein Patients with mental health conditions presenting to UECC are experiencing long waits following
6912 11/05/2023|Cross, Gemma [Corporate Services ) P N 8 assessment under the Mental health act which identifies them as requiring admission to RDASH
admitted for detention (Mental health bed)
under the Mental health act
Non delivery of the financial plan which is currently a £6.0m deficit.
Caused by inability to deliver a £12.2m cost improvement programme or under recovery of elective
7130 22/05/2024|Hackett, steve |corporate Services Ability to deliver 2024/25 recovery income (current target 103% of 2019/20 activity)or cost pressures exceed amounts set in

Financial Plan

reserve.
Resulting in cash deficiencies limiting ability to pay suppliers and potential regulatory actions for
failure to live within financial resources made available.

Risk level
(initial)

Risk level
(current)

Risk level
(Target)

Moderate 9

Moderate 9

Moderate 9

Board of Directors - RMC Approved 15+ Risks

Al | R ibility
Date REVIEWED Review date  Progress notes pprova Description Startdate  Due date Donedate . oororeRity
status ('To")
Broadhurst, Mi:
Business case to increase staffing 01/07/2022 30/05/2025 Liz:j urst, Miss
[Barsby, Melvina 25/03/25 12:01:33] Update 25/03/25- MB- Risk and action plan reviewed. Unable to reduce risk due to staffing
levels remaining inadequate.
25/03/2025 28/04/2025 i i
/03] /04 Issues- Ongoing staff absences/ turn over across the department Source Locum Support for Non-Invasive Team 28/11/2024|  30/05/2025 Barsby, Melvina
Disparity in workforce establishment/ workload- business case in progress
Support Admin/ Reception Team 02/12/2024|  30/06/2025 Barsby, Melvina
Theatres require UPS/IPS systems installing -
eatres require UPS/IPS systems installing 06/09/2023|  31/01/2025|  04/02/2025|Ramsden, Daniel
possible locations
[Wolfe, Alan 03/04/25 15:54:06] Risk reviewed at April 2025 RMC, informed by the Director of Estate and Facilities that the risk is
03/04/2025 02/05/2025| to be discussed at the H&S Committee April 25 with view to reduce Likelihood to 3, this is due to the lack of related incidents in
the five years since the risk was opened. To come back to RMC once approved and removed from high risk register.
Theat ire UPS/IPS systs installing -
eatres require UPS/IPS systems installing 06/09/2023|  12/08/2025 Ramsden, Daniel
planning of works to start install in April
Escalate Lack of Psychological rt for th Til , Mrs.
scatate tack of Fsychological support for the 31/08/2023|  23/12/2024|  14/08/2024| " M
breast cancer patients Deborah
[Rimmer, C\aire. 07/04/2.5 .12:48:40] Discussed at RMC 01.0{1.25 - Risk remains the same. Nat.ionally, th.e trust is working outside of Review of all services which currently require 14/08/2024|  31/03/2025 26/03/2025 H.axeléine,
recommendations of minimum standards that should be given to patients, however, there is no funding from the ICB to support psychology support Victoria
01/04/2025 01/05/2025( N . ) . . .
this and no appetite for business case. There are a number of different services not able to provide psychological support because
of the lack of infrastructure.
Identify gaps in the provision (following the Hazeldine,
niify gap P { € 14/08/2024|  14/05/2025|  26/03/2025| 2
review) and escalate to ICB level Victoria
[Wolfe, Alan 03/04/25 15:54:48] Risk reviewed at April 2025 RMC, informed by the Director of Estate and Facilities that the risk is Refurbishment of Theatre 5&6 Ventilation
03/04/2025 02/05/2025| to be discussed at the H&S Committee April 25 with view to reduce Likelihood to 3, this is due to the lack of related incidents in . N N 