Brent Teaching Primary Care Trust

Review of Governance and Assurance

Report and Recommendations

Executive Summary

The Primary Care Trust (PCT) has identified the need to review its governance arrangements a year after its last review.  This review assesses progress on the implementation of the original review taking into account advice and guidance issued in the intervening period.  At a time of considerable change, good progress has been made in establishing a new Board and Executive Team and in implementing the recommendations for good governance.  Despite the progress, it is recognised the further action needs to be taken but these reflect refinements to a sound system rather than radical change.  Many of the recommendations will be the responsibility of the Head of Corporate Affairs who takes up post in October and who will be a significant resource in ensuring progress continues to be made.  A major challenge will be to achieve complete separation of provider services in a way in which good governance and quality services are maintained throughout the process.
Background
The PCT commissioned a review of its governance arrangements in July 2007 and was subject to a separate independent review which was subsequently published in March 2008.  The reviews were carried out as a series of governance and financial failures had been identified.  Since July 2007 the PCT has gradually established a new Board and team of Executive Directors and wishes to ensure that the programme of improvement has been maintained.  The Board’s assessments for Standards for Better Health and Statement on Internal Control clearly acknowledge that appropriate arrangements were not in place for the whole of 2007/8 but were by the end of the financial year.  

The PCT has now commissioned a further external review with the following terms of reference:-

1. to assess the extent to which the aims of the revision of governance last year, have been achieved

2. to identify any gaps in governance, particularly in the areas of clinical quality, and how this should be addressed

3. to anticipate the requirements of provider separation and World Class Commissioning and make recommendations to the Board.

The review takes place against the background of regular monitoring of progress in implementing the action plan from the Taylor Review, reporting of compliance with Better Standards for Health and self-assessments required to support the Operational Plan.  In addition, the Board has undertaken a systematic evaluation of its own performance against the criteria for effective board working determined by NHS London and agreed an Improvement Programme as a result.
The review has included examination of all relevant Board and Committee papers and documents in support of the governance arrangements.  Interviews have been held with key individuals, including the PCT Chair and relevant Non-executive Directors (NEDs), Executive Directors and senior staff.  An assessment has been made of the extent to which the aims of the original recommendations have been achieved as the new Board has evolved taking into account the impact of other reports.  Where particular issues have been identified, these have been highlighted together with recommendations for action to address them.
Guidance

The fundamental framework within which the Board has to operate remains unchanged since the original governance review was published in July 2007.  However, there are two key factors which are relevant in determining the fitness of current arrangements, namely the requirements of provider separation and the development of world class commissioning.  

The separation of the provider functions from those of commissioning was identified as a policy direction in the previous report.  Since then the Operating Framework for 2008-9 and NHS London guidance have required PCTs to separate the provider functions from those of commissioning and move towards an Autonomous Provider Organisation (APO) and externalisation.  PCTs have been recommended to set up a separate Committee to oversee the strategic development and operation of the provider functions.  Until there is complete separation, the full PCT Board remains ultimately accountable for the operation of its provider function and the arrangements need to address this clearly.
Under the World Class Commissioning process, the Board will be assessed for its grip on the organisation and its ownership and control of the commissioning agenda.  In particular, the following components will be considered:-

· Board interaction:  the Board’s alignment on the priorities of the PCT

· Organisation:  the appropriateness of the organisation’s structure, capability and culture

· Processes:  performance, risk and information management, as well as management of delegated authority.

The Board will be required to produce a self-certification as the basis for this assessment.  The requirements of World Class Commissioning are set out in greater detail towards the end of the report.  The Department of Health announced its intention to publish in the summer “a clear statement of the role and constitution of a PCT Board along with a model of good practice to illustrate what an effective board looks like in the context of recent health reforms and World Class Commissioning” but at the time of writing this has not emerged. 
Commentary

The review of governance in July 2007 identified a number of broad ways in which the PCT should enhance the arrangements for the Board to exercise its responsibilities in an effective way.  These were summarised as follows:-
· ensuring that Board has a clear set of objectives and a framework within which to operate;
· improved risk management arrangements, which enables the Board to focus on key risks;
· improved administrative arrangements to support the Board and its functions;
· simplification of the committee structure to support the key objectives agreed by the Board (including the review of the PEC as required by national guidance).
Together this would lead to a greater clarity for the organisation as a whole on the key objectives and the relative responsibilities at different levels, that is Board, PEC, Management Team and individuals.  It was acknowledged that the establishment of the new Board and consequent arrangements would take some time to achieve.
Establishment of the new Board
The Board accepted the recommendations contained in the governance review, with a few detailed exceptions, and committed itself to implement the arrangements which were designed to enable it to focus on key issues.  It has subsequently received the results of the independent investigation which focuses on key lessons to be learned from the identified failures.  Over the course of the year, the new Board has gradually taken shape with the appointment of new NEDs to bring it up to the expected complement, Chief Executive and team of Directors, whose impact is now extending to the remainder of the organisation.  The Board has yet to sign up to an etiquette for Board members and it is recommended that it does so.
At its March 2008 meeting the Board agreed its principal objectives for the year which form the basis for the work of the organisation and individual objectives.  They have informed the work programme of the committees, especially the Audit Committee and the audit programme, but have yet to be incorporated into a corporate calendar for the Board.  During the course of the autumn the committees were established with consistent terms of reference setting out the framework of responsibilities and reporting arrangements.  The Board Evaluation has resulted in an Improvement Programme which is designed to improve further the performance of the Board.
Board agendas follow a form which enable the Board to focus on key issues for its attention and within that their relative importance.  The agendas have remained long during the year partly as a consequence of the need to approve policies and procedures which have been long overdue.  Once the backlog of policies and procedures has been addressed, reviews should be scheduled in a way which ensures the impact on Board agendas is distributed evenly across meetings.  Agendas have been distributed in a timely way and the cover sheets have been revised in order to provide a systematic summary of relevance to the Boards objectives and policies.  The cover sheets do not currently identify any issues of risk or patient and public involvement dimension both of which are important in World Class Commissioning.  From the minutes, there is insufficient evidence that matters arising are systematically followed up as part of good management of the business and public accountability.
A key element of the governance review was a recommendation that the Board and its committees should receive appropriate support.  A Head of Corporate Affairs (incorporating the role of Board Secretary) has been appointed and will start at the beginning of October 2008.  This appointment will ensure that support is provided and that is works effectively.
Committee structure

A fundamental part of the recommendations in the review were that the number of committees should be restricted to the minimum necessary for the Board to conduct its business effectively.  This was based on the premise that the time commitment of NEDs was limited and thus needed to be maximised on key issues.  The Board accepted the majority of the recommendations and a result the Access and Equality Committee and Patient and Public Involvement Committees have ceased.  The Board chose initially to retain a Governance Committee with terms of reference which sought to distinguish its contribution from that of the extended role of the Audit Committee.  Subsequently it was agreed that the functions should more appropriately be exercised through the Executive Management Team (EMT) which devotes one meeting a month specifically to Governance matters.  More recently this has been formally constituted as a Board Sub-committee with its existing  Executive membership. 
In the intervening period the Board initially established a Provider Services Development Board which has become a Provider Services Sub-Committee with revised terms of reference formally approved at the meeting of 24 July 2008.  This is entirely consistent with the expectations in the Department of Health Operating Framework for 2008-9 and guidance issued by NHS London.  The operation of this committee is examined in more detail below in the context of the separation of provider and commissioning functions.
At the time of the review, consideration was being given to the establishment of a number of committees including a Finance Committee.  In response to issues raised by the Taylor report, a regular briefing meeting on finance for NEDs was set up to ensure that NEDs are sufficiently well-informed on financial issues to be able to exercise their responsibilities in Board meetings.  This has proved an effective approach and a preferable approach to that of a formal Finance Committee.  More recently this meeting has been formalised as Finance & Investment Strategy Group which extends the original briefing element to include medium term financial strategy. 

A specific recommendation in the original review was that the terms of reference should form part of the Standing Orders (SOs), Standing Financial Instructions (SFIs) and Scheme of Delegation with date of approval.  This has yet to be achieved so there is no single location in the organisation for a set of up-to-date terms of reference.  This should be an early task for the Head of Corporate Affairs when he takes up appointment together with a programme for review.
Specific committees

Audit Committee

The terms of reference which had already complied with the latest model set were further revised in March 2008 to keep up with latest good practice.  The Committee’s work for the year has been agreed and is derived from the Board’s principal objectives.  The agendas cover the range of responsibilities of the Committee and items are located there with due weight to their importance.  It is a particular mark of good practice that at the end of each meeting there is a self-assessment of the effectiveness of the meeting and its arrangements.  The results show that over time improvements have been made with the most persistent issue of timeliness of papers now improving.  This positive feedback was replicated in the assessment which formed part of the Board evaluation.
The Committee meets more frequently than the Board itself and does meet in such a way as to draw items to the Board’s attention in a timely manner.  Over the past year, the report from the Audit Committee has tended to be towards the end of a long Board agenda which runs the risk that issues are not given sufficient attention.  The item was brought forward at the 24 July 2008 meeting in practice and this should be achieved on a more consistent basis in future.  In order to ensure an appropriate audit trail and line of accountability, the Board minutes should record the issues brought to their attention and the outcome of any discussion.
Remuneration Committee
New terms of reference were agreed following the last governance review and the committee formed a formal part of the Board evaluation.  The extent of the restructuring of the organisation has had an impact on the working of the Committee as it would not have had as great a workload in a stable organisation.  Interim arrangements and restructuring has also meant that the committee has not had access to a consistent source of advice but the appointment of a substantive Director has remedied this now.

Executive Management Team (EMT) Governance Committee
As described above, the EMT Governance Committee has been formally established as the committee with responsibility for governance and risk issues with terms of reference approved at the Board meeting on 24 July 2008 as part of the Risk Management Strategy/Policy.  While in most organisations the extended remit of the Audit Committee would be sufficient to meet the requirements of the NHS Litigation Authority, formalisation of the executive arrangements in this way reinforces the Executive’s formal responsibility for managing risk.  The recent audit review of the arrangements observed:  "We reviewed the Board minutes and confirmed that the audit committee regularly reports to the Board on any issues.  However, the Governance EMT meeting does not currently send a report or meeting minutes to the Board. As the Governance EMT has board delegated responsibility for risk, it is important that there is regular reporting to the Board on risk and associated issues".  The terms of reference have been revised to ensure that the minutes are received on a regular basis by the Board.

Both the Board and Audit Committee have roles in setting direction for governance and risk and gaining assurance that appropriate arrangements are in place. It will be important to ensure that the EMT Governance Committee does not by-pass the Audit Committee and that there is no unnecessary duplication between the Audit Committee and the Board.  As the current arrangements are working effectively, the receipt of the EMT Governance Committee minutes by the Board is likely to prove sufficient.
In recording the delegation of responsibility to the Committee, the Risk Management Strategy/Policy also specifies that responsibility for clinical risk lies with the Professional Executive Committee (PEC).  In agreeing the terms of reference for PEC (see below) it is important that the responsibilities of the PEC for clinical risk are clear and that the relationship with the Committee is clarified.  It is intended that the structures “work together to ensure a concerted and integrated approach to risk” and this should be demonstrated in the PEC terms of reference in the way it relates to the Committee.  It would be helpful for there to be a parallel terms of reference for EMT when not operating as the Governance Committee.
Professional Executive Committee (PEC)

At the time of the original review, the PCT was in the process of being reviewed in the light of the national guidance to determine its future role and membership.  Since then Co-chairs and members of the new PEC have been appointed to fulfil the responsibilities of the new arrangements.  However, formal terms of reference have yet to be agreed for PEC which risks potential duplication or lack of clarity with the role of EMT and other committees.  While the responsibilities of the PEC Co-Chairs have been clearly described, the lack of terms of reference has resulted in an ad-hoc approach to PEC business with a risk that matters are referred there from a number of uncoordinated sources.  To some extent this has been compounded by the absence of a Medical Director which has led to involvement in performance management issues.
The PEC is a key committee in ensuring good quality professional advice to inform commissioning is available.  As Practice Based Commissioning becomes even more firmly established locally, it will be increasingly important for the relative responsibilities of the PBC Governance Committee and PEC to be clearly delineated.  PEC currently has 4 groups reporting to it:  Infection Control Network, Prescribing & Medicines Management Committee, Professional Nurses Forum and the Clinical Audit & Research Steering Group.  Both provider and commissioning functions have the need for advice and information from these groups and until there is complete separation there will be a degree of ambiguity in their role.  It is clear that the Professional Nurses Forum relates exclusively to staff employed by the provider side and should be realigned at an early opportunity to form part of the provider side arrangements.  The role of the Infection Control Network needs to be clarified in respect of MRSA, for example in respect of PEC and the Director of Public Health. 
Practice-based Commissioning (PBC) Approvals Committee

The PBC Governance Committee’s revised terms of reference were approved at the Board meeting on 29 May 2008.  The role and function of the Committee are clear but consideration may need to be given to clarifying the extent of any delegated financial authority.  Experience has highlighted the fact that cluster proposals are not always in a position where the Committee can formally approve them.  As a result, there needs to be a mechanism in place to enable formal approval between meetings when all the necessary advice has been provided.  The mechanism should be included in the terms of reference of the committee and approved by the Board.  One option would be to make provision for the Committee Chair to take chair’s action after seeking the necessary advice, for example of the other NED member and the Chief Executive, along the lines of chair’s action for the Board.  Another option is that the decision is taken by the Chair, 2nd NED and the Director of Finance as proposed in the light of recent events.  Either option would be suitable for approval by the Board for inclusion in the terms of reference.  It would be prudent to include provision in the SOs more widely for the use of teleconferences as an appropriate substitute for meeting face to face and electronic exchange of information;  examples are included in annex A. 

There have been issues of the timeliness of papers and the availability of support to the extent that meetings have had to be cancelled.  These issues are being addressed and the Head of Corporate Affairs will play a key role in ensuring that the necessary support is provided.  As recommended in the original review the Board needs to agree levels of expenditure for inclusion in the scheme of delegation for this Committee, as well as its arrangements for ensuring value for money and consistency with pathway standards adopted by the PCT.
Health and Social Care Act Panel
The PCT has recently reviewed its established panel arrangements to take decisions in respect of disciplinary action against independent practitioners.  The new arrangements comprise a Reference Committee, whose terms of reference were approved at the Board meeting on 24 July 2008, and a Decision Making Group which reports to it.  The terms of reference and membership need to be further refined so that their distinctive characteristics are clear and so that there is clear separation between investigation and decision-making.  It would be helpful for the arrangements to be summarised in a simple description and flow chart which could be made available to all practitioners.  The final arrangements should be incorporated into the PCT’s standing orders and/or standing financial instructions with delegated powers to act as a sub-committee of the PCT in exercising powers under the Performers List Regulations.

Finance & Investment Strategy Group (FISG)
The Finance & Investment Strategy Group is an advisory group, chaired by a NED, relating to finance and medium term financial strategy.  Its origin is in the need for regular briefing of NEDs on financial issues to ensure that they are sufficiently well-informed to exercise their responsibilities effectively at Board meetings.  The extension of the terms of reference to include medium term financial strategy is logical as the focus shifts to the Operating Plan and strategy.  While the focus of the Group remains briefing (as it is advisory and has no decision-making powers), careful consideration will need to be given to ensure that its discussions do not substitute for those on commissioning strategy which need to take place on a whole Board basis.  As the whole Board will need to show that it is involved in shaping and challenging the commissioning strategy (under World Class Commissioning), the Board should periodically assess that it has the right balance of formal and seminar meetings and that the role of FISG remains appropriate in that context.
Treatment outside service level agreements (SLAs)
The PCT has a panel to consider applications for treatments outside SLAs and this is chaired by the Director of Public Health with membership including participation of a NED and a member of the public recruited through public advertisement.  The terms of reference and appeals mechanism were revised to take into account advice from the last governance review.
Risk management arrangements

The Board has approved a risk management strategy which includes all categories of risks and specifies the level of risks which are for consideration of the Board.  There are clear arrangements in place which are exercised by the EMT (Governance Committee) with appropriate assurances overseen by the Audit Committee and the Board.  The Board and Audit Committee regularly review the Assurance Framework which for 2008/9 is based on the organisation’s  principal objectives.  The arrangements for risk management now fulfil the requirements of the Statement on Internal Control, Auditors Local Evaluation (ALE) and Healthcare Commission standards although were not in place for the whole of 2007/8.  

Steps are being taken to ensure that the approach to risk management is embedded throughout the organisation which is a challenge at a time of structural change.  There is a Risk Management Group (reporting to EMT) which brings together leads in different parts of the organisation as part of this process.  However, it is proving difficult to gain reasonable representation across the organisation and EMT and senior managers need to ensure that this is remedied for the arrangements to be effective.  The Health and Safety Committee and Medical Devices Group report to the Risk Management Group which is a reasonable short-term approach.  However, the bulk of the work in relation to health and safety and medical devices would naturally relate to provider functions, so once their future becomes clearer they will need to ensure that suitable arrangements are in place.  While health and safety will still be a responsibility for the commissioning organisation, the implications for a small office-based organisation will be less onerous.
Clinical quality
One of the reasons that the Board originally decided to continue with arrangements for a Governance Committee related to concerns about clinical quality.  In particular, experience had shown that concerns about clinical quality had not been picked up.  For example, trends in SUIs and complaints had not been identified and the poor quality of risk management in place at the time resulted in radically different assessments being made across the organisation.  With the turnaround regime as a result of financial failure, the focus on achieving savings was not matched by rational decision-making taking clinical quality into account.  In part the creation of a new Board and senior management and consequent uncertainties for all staff allowed some issues to go unchallenged.
EMT Governance Committee is now the focus for issues relating to risk, untoward incidents and complaints and it receives regular reports on each.  There are also regular reports to the Audit Committee on these areas as part of its governance function which will also result in key issues being drawn to the Board’s attention.  On 24 July 2008 the Board formally approved its serious untoward incident policy which defines incidents and describes the process in more detail.  For very serious untoward incidents, there is provision for the involvement of a NED on the investigation panel and reports from these are made to the confidential part of the Board meeting.  The Head of Corporate Affairs has a key responsibility in ensuring that the system works effectively and that trends are picked up appropriately.  Incident reporting within the organisation seems to be working well although reporting from primary care is not at a level which might be expected.  Steps need to be taken to institute a computer-based system to aid reporting and monitoring of trends as well as making the system more resilient to staff changes.
As set up, this system with leadership by the Head of Corporate Affairs and monitoring through the EMT Governance Committee and PEC should offer the Board assurance that clinical quality is being monitored effectively.  Both the Audit Committee and the Board receive reports relating to risk and incidents and the Board will also in future receive the minutes of the EMT Governance Committee.  Thus there is now clarity both about who is responsible for what and about the role of the Board.  With these arrangements in place there is no justification for a further committee of the Board to review complaints and serious untoward incidents.
As identified above, an outstanding issue is the specific role of PEC in clinical risks and how it relates to the EMT Governance Committee.  Reports, to the Board in particular, need to offer an intelligent commentary on trends in serious untoward incidents and complaints, so that the Board can gain assurance and make informed judgements.  For example, the recent annual report on complaints dealt appropriately with compliance with timescales but failed to draw attention or comment on the area with the largest number of complaints (podiatry), especially when the size of service is taken into account.  While recognising the importance of sharing compliments more widely, there should be parallel thumbnail sketches of the nature of some of the complaints.  The Head of Corporate Affairs will be in a position to ensure that the Board receives balanced and intelligent reports.
Separation of commissioning and provision

The policy direction is for a separation of commissioning from provision and the expectation of the establishment of Autonomous Provider Organisations (APOs) with the current framework and complete separation (externalisation) has been included in both national and NHS London guidance.  The development of the new structure within the PCT has taken this into account and the provider side is now in the process of restructuring.  An external review by Partnerships UK has been undertaken and there is an alliance with neighbouring PCTs to explore a range of options for the future management of their community services, without any institutional end point apparent at this stage.

The establishment of a Provider Committee has been referred to above in the section on committee structures.  The terms of reference and membership were agreed at the Board meeting on 24 July 2008 and seek to encompass an overview of the strategy for separation as well as the operational performance of the provider services in line with guidance.  Following the receipt of the PUK report and as the provider alliance develops, it will be necessary to review the terms of reference of the Provider Committee to ensure it meets NHS London guidance and reflects the governance arrangements of the alliance project.  Despite the increasing separation, the Board is still statutorily accountable for the provider services and will need to ensure that reports in respect of risk are received in the same way as the remainder of the organisation, unless and until such powers are formally delegated.  It is important to acknowledge that it is very early days for the Committee, especially in respect of operational performance, and in the life of the new Board and Executive for the PCT as a whole.
In terms of the strategic development of the provider functions, there is the likelihood of considerable change and with it substantial uncertainty.  The creation of an alliance with neighbouring PCTs will naturally lead some to assume that decisions on configuration may have already been taken or are taking place elsewhere.  A workshop is being held in the early autumn with key individuals to ensure that there is a common understanding of the starting point and the timescale and process for reaching decisions over the coming months.  It is clear that more information is required before options can be developed and discussion of the pros and cons held.  During this process, it is crucial that both the Board Chair and Committee Chair, as well as the members of the Committee, are directly involved and briefed regularly between meetings so that they can add value to the process.  Once a decision is taken on the proposed future configuration of provider services, the governance arrangements will need to be reviewed;  for any option that results in an identified provider organisation within the PCT or joint with others, much greater delegation to a committee or joint committee would be appropriate at that time.
Information about community services has not had the national priority and commitment of hospital services and the implementation of systems locally has been behind some others.  As a result, there is not a ready database of facts and information for the 31 services which comprise the provider functions.  Work is being carried out to improve the information base, but it does mean that the focus of the Committee may need to be in overseeing the development of the information base rather than performance management in the short term.  While recognising the potential frustration of this position, the committee should also avoid involvement in a greater degree of detail than would be appropriate at other key Board Committees, for example Audit.
Many of the corporate functions have a significant contribution to provider services as well as to commissioning, the most obvious of which are finance and human resources.  Provider services need to feel that they have an identified resource commensurate with the scale of resource;  while they account for some 10% of PCT’s budget, the proportion of staff will be a significant majority.  Reference has been made elsewhere to the committee structure and to the groups currently reporting to both PEC and EMT Governance Committee which cover both provider and commissioning issues.  A recommendation for change to the Professional Nurses Forum is made and the remainder will need to be reviewed as the future of provider services becomes clearer.
Probity/declarations of interest

The SOs set out the requirements for declarations of interest, the requirement to keep a register (updated annually) and for it to be made available to the public.  The information has been updated regularly and attention is drawn to the issue at each public meeting of the Board.  Further recommendations were made in the original governance review and these remain valid:-

· the same principles (as set out in SOs) should apply to those who are in a position of authority in respect of NHS provider services and the local authority in respect of contracts, funding, grants or decisions which have financial implications for their organisations;
· with the separation of commissioning from provision and “encouraging an environment of choice...through a plurality of providers” (PEC guidance), it would be good practice for those in charge of NHS provider services and local authority services to be dealt with as though they had a pecuniary interest, where contracts are being discussed, especially where there may be competition;  this is subject to the PCT being able to remain appropriately accountable for directly-provided services.
World Class Commissioning

The following section records the detailed requirements for governance against which the PCT will carry out a self-assessment as part of the process.

Board interact ion

· The Board and the wider PCT executive team are aligned on the overall direction of and priorities for the PCT

· The Board and the wider PCT executive team are aligned on the key challenges and opportunities the PCT faces in strategy,

· execution, talent management, performance, and governance

· The Board helps shape and challenge the PCT’s strategy

· The Board divides its time appropriately between strategic and operational issues, and between commissioning and provision

· Board members constructively challenge each other to ensure the Board arrives at the best outcome

· Board members work together effectively, and stay connected between formal meetings
Organisation

Structure
· The structure of the organisation helps rather than hinders the work of the PCT

· Within the organisation, roles and responsibilities are well defined and appropriate

Capability
· The PCT executive team has a full understanding of both the organisation’s current capability gaps and its future needs

· The organisation is taking the right steps to build these capabilities, and these are supported by a clear plan

Culture
· The organisational culture supports both delivery of current operational priorities and longer-term development aims, and this culture is role-modelled by the Board

· Staff within the organisation understand and support the goals and values of the PCT, and understand how their work contributes to the PCT’s success

Process

Performance
· Clinical, service and financial performance are tracked effectively

· The progress of key initiatives is tracked and corrective actions are implemented as required

· The Board helps to ensure that the PCT achieves national and local targets

· The Board regularly reviews performance management information and ensures appropriate actions are taken as required

Risk
· There is a process in place to identify and mitigate risks and this is both appropriate and regularly reviewed

Information
· Timely and accurate data collection and reporting processes are in place to support management on a day-to-day basis

· The Board receives the input and information it needs to support effective decision-making
Delegation
· Delegated authority is clearly performance-managed and lines of accountability are clear

· Where the Board has delegated budget and/or commissioning responsibilities to partners or other commissioning groups, it has ensured that the governance arrangements support best practice commissioning

These requirements articulate good practice for the Board in the way in which they will be assessed in practice.
The analysis and recommendations contained in this report as a whole will further improve the arrangements for governance and risk management.  They are therefore designed to ensure that the PCT is well-placed to meet the requirements.  The completion of the Board Evaluation programme and the resulting Improvement Programme also aids the position.  However, as the PCT has already recognised in making its assessments for 2007/8, many of the improvements were only achieved towards the end of the financial year and now having the impact they are designed to have.

Summary of recommendations
Establishment of board

· The Board should sign up to an etiquette for Board members so that there is common agreement on the behaviours expected (there is an example in the Integrated Governance Handbook).
· The Board should have a corporate calendar which incorporates key milestones from the principal objectives.

· Policy reviews should be scheduled in a way which ensures the impact on Board agendas is distributed evenly across meetings.
· Consideration should be given to including the dimensions of risk and patient and public involvement on the cover sheets as both are important in World Class Commissioning.

· The minutes should include evidence that matters arising are systematically followed up as part of good management of the business and public accountability.

Committee structure

· The terms of reference of all committees should form part of the Standing Orders (SOs), Standing Financial Instructions (SFIs) and Scheme of Delegation with date of approval.

· This should be an early task for the Head of Corporate Affairs when he takes up appointment together with a programme for review.
· Following the receipt of the PUK report on provider services, and as the provider alliance develops, it will be necessary to review the terms of reference of the Provider Committee to ensure it meets NHS London guidance and reflects the governance arrangements of the alliance project.

Audit Committee
· The report from the Audit Committee should be given due priority on the Board agenda on a more consistent basis in future.
· In order to ensure an appropriate audit trail and line of accountability, the Board minutes should record the issues brought to their attention and the outcome of any discussion.

EMT Governance Committee
· The minutes of the Committee should be reported on a regular and timely basis to the Board

· The relative responsibilities for clinical risk between the Committee and the PEC should be clarified.

· It would be helpful for there to be a parallel terms of reference for EMT when not operating as the Governance Committee.

Professional Executive Committee (PEC)
· Formal terms of reference should be agreed for PEC.

· The relative responsibilities of the PBC Governance Committee and PEC to be clearly delineated.

· The Professional Nurses Forum should be realigned at an early opportunity to form part of the provider side arrangements.

· The role of the Infection Control Network needs to be clarified in respect of MRSA, for example. 

Practice-based Commissioning (PBC) Approvals Committee

· There needs to be a mechanism (incorporated in the terms of reference) in place to enable formal approval between meetings when all the necessary advice has been provided.  

· It would be prudent to include provision in the SOs more widely for the use of teleconferences as an appropriate substitute for meeting face to face and electronic exchange of information.
· The Board needs to agree levels of expenditure for inclusion in the scheme of delegation for this Committee, as well as its arrangements for ensuring value for money and consistency with pathway standards adopted by the PCT.

Health and Social Care Act Panel (Reference Committee)

· The terms of reference and membership of the Reference Committee and Decision Making Group need to be further refined.
· The arrangements should be summarised in a simple description and flow chart which could be made available to all practitioners.
· The final arrangements should be incorporated into the PCT’s standing orders and/or standing financial instructions.
Finance and Investment Strategy Group (FISG)
· Careful consideration will need to be given to ensure that its discussions do not substitute for those on commissioning strategy which need to take place on a whole Board basis.

· The Board should periodically assess that it has the right balance of formal and seminar meetings and that the role of FISG remains appropriate in that context.

Risk management

· EMT and senior managers need to ensure that there is reasonable representation across the organisation on the Risk Management Group for the arrangements to be effective.  

Clinical quality

· Steps need to be taken to institute a computer-based system to aid reporting and monitoring of trends as well as making the system more resilient to staff changes.

· There is no justification for a further committee of the Board to review complaints and serious untoward incidents.
· Reports, to the Board in particular, need to offer an intelligent commentary on trends in serious untoward incidents and complaints.
· In the annual complaints report there should be parallel thumbnail sketches of the nature of some of the complaints.
Separation of commissioning and provision
· During the provider development process, it is crucial that the Chair and members of the Committee are directly involved and briefed regularly between meetings.

· Once a decision is taken on the proposed future configuration of provider services, the governance arrangements will need to be reviewed.

· Much greater delegation to a committee or joint committee would be appropriate at the time a decision is taken.

· The committee should avoid involvement in a greater degree of detail than would be appropriate at other key Board Committees, for example Audit.

· Provider services need to feel that they have an identified resource commensurate with the scale of resource in finance and human resources.  

Probity/declarations of interest

· The same principles (as set out in SOs) should apply to those who are in a position of authority in respect of NHS provider services and the local authority in respect of contracts, funding, grants or decisions which have financial implications for their organisations;

· With the separation of commissioning from provision and “encouraging an environment of choice...through a plurality of providers” (PEC guidance), it would be good practice for those in charge of NHS provider services and local authority services to be dealt with as though they had a pecuniary interest, where contracts are being discussed, especially where there may be competition;  this is subject to the PCT being able to remain appropriately accountable for directly-provided services.

David Hobbs

10 September 2008
Annex A

Potential additions to Standing Orders

Conduct of committee meetings

Meetings may be held by meeting in person or by remote means, for example by tele-conference, video-conference or other electronic communications. Where a meeting is held other than in person, the principles will be:-

1) all members entitled to participate in the meeting will receive due notice of the meeting in order to be able to participate; notice of a meeting may be given by telephone or electronic means;

2) all members must be able to hear the others taking part in the meeting and must notify their attendance at the outset;

3) the same rules as to quorum apply to meetings held in this way and all will be presumed to be present for the whole meeting, unless they notify of their departure;

4) a minute will be taken of the proceedings in the same way as other meetings and approved at a subsequent meeting or by the agreement of the chair and secretary of the meeting;

5) the Board will receive a report or a copy of the minutes in the same way in accordance with the Committee’s terms of reference.

Flexible working and electronic communications

Flexible working and electronic communication are a key part of working life.  Approvals given by e-mail, from recognised valid e-mail addresses and with the appropriate electronic signature, will have the same effect as those by traditional means.
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