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1. Introduction
An organisation needs to have the right leadership and management structures in place to enable it to achieve its objectives.  It also needs a system of internal control which operates effectively (not just economically and efficiently). 
As Accountable Officer, the Chief Executive is responsible and accountable for maintaining a sound system of internal control.  This system helps the organisation to achieve its policies, aims and objectives.  It focuses on minimising risk and is an ongoing process designed to:

· Identify and prioritise the risks to achievement of policies, aims and objectives

· Evaluate the likelihood of risks occurring and the consequent impact

· Manage the risk efficiently, effectively and economically
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The review of financial management and governance at the Royal Wolverhampton Hospitals NHS Trust led by Professor Robert Tinston indicated that the Trust’s risk assessment and assurance machinery appeared to have operated without clear and immediate linkages into the sphere of management action.  The machinery appears to have worked at its own pace – ‘it was well behind events’.

How can the board demonstrate it has been properly informed about the key risks faced, both clinical and non-clinical and their potential effect?  Where can the board obtain assurance that the risks are being managed and to what extent are these assurances relevant and complete?  An organisational Assurance Framework offers the means to answer these questions.
This document sets out arrangements for delivering an effective and comprehensive Assurance Framework in Brent Teaching Primary Care Trust in line with Department of Health requirements and tailored to suit local circumstances. 
It replaces previous Trust guidance documents on the Assurance Framework.  It should be considered as a living document, and as the good practice on integrated governance develops, the Board will be expected continually to learn and adapt.
2. The Assurance Framework
The Assurance Framework (AF) provides organisations with a simple but comprehensive method for the effective and focused management of the principal risks to meeting their objectives.  It also provides a structure for the evidence to support the Statement on Internal Control”
.   

The Assurance Framework identifies which of the organisation’s principal objectives may be at risk because of inadequacies in the operation of controls; it also provides structured assurances about where risks are being managed effectively or where the Trust has insufficient assurance that its objectives are being delivered. 

The Assurance Framework differs from a conventional Risk Register in the following ways:

1. It is a high level management assessment process and record of the primary risks relating to the delivery of key objectives;

2. It identifies sources of assurance and evaluates them for suitability; it then receives and reviews actual assurances and uses the findings to confirm or modify management’s opinion of the adequacy of internal control;
3. It lists all key areas including those which are well controlled, rather than a risk register, which only catalogues risks that are likely to occur. 

3. Indicators of a successful Assurance Framework
An effective and comprehensive Assurance Framework should be:

1. CLEAR enough to be easily understood by all Board members, including the Non-Executive Directors.

2. CONCISE enough to enable quality discussion by the Board of Directors 

3. Based on PRINCIPAL objectives.

4. FOCUSSED on the top strategic issues currently facing the Trust, ratified by the Board of Directors. 

5. INTEGRATED with other key governance tools, such as the Standards for Better Health (SBH) self assessment process, compliance with the Code of Accountability and Conduct for NHS Boards, Key Performance Indicators (KPIs) and progress against the Financial Recovery Plan (FRP) / Turnaround Plan. 

6. UPDATED regularly to reflect the current situation.

7. REVIEWED & CHALLENGED by the Board of Directors and/or a Sub-Committee of the Board.

8. EVIDENCED to prove that the process is working (required by the SIC).

9. ADDING VALUE to all Board meetings.

Each of these objectives can be achieved by following the guidelines and procedures outlined below:

1. CLEAR enough to be easily understood:

· The Assurance Framework (AF) must ‘tell a story’ in well-formatted, understandable, English.

· Cross referencing should be through clear sentences rather than numbers.

· No acronyms should be used, unless they are clearly accepted (e.g. ‘NHS’).

Some AF guidance can be found at Appendix A, along with examples of effective and well completed Assurance Frameworks
2. CONCISE enough to enable quality discussion:

· Some information is useful to the building of the AF, such as references to the SBH or risk ratings, but does not necessarily need to be present on the final Board report.

· A full AF can be maintained by the Trust, but only the most significant entries need to be presented to the Board and other scrutinising committees on a regular basis.

· Ideally, the Board Assurance Framework report should be no more than five pages long, in 10 point Arial font.

3. Based on PRINCIPAL objectives:

· Use the Trust corporate objectives for each year as stated in the annual business plan (Annual Plan), plus an overarching objective to comply with the Code of Accountability and Conduct for NHS Boards
· These principal objectives should be specific, measurable, accurate, realistic and timely (S.M.A.R.T), summary attached at Appendix B, should be ratified by the Board
4. FOCUSSED on the top, strategic issues currently facing the Trust:

· Gathered from the risks to achieving the Trust’s principal objectives identified by Directors, Executive Directors and Non Executive Directors (a maximum of 3 from each).
· Also gathered from the FRP (whilst it is in place), since this is currently the primary area of concern.

· Rationalised to provide a manageable number of principal risks.
· The final list of principal risks, on which the AF will be based, should be ratified by the Board.
5. INTEGRATED with other key governance tools:

· Linked to the Code of Accountability and Conduct for NHS Trusts via the principal objectives of the Trust.

· Linked to the Annual Plan via KPIs, which provide assurance about the achievement of the Trust’s principal objectives. 
· Linked to the SBH self assessment process and outcomes.
6. UPDATED regularly with:

· Risks, assurances, controls etc. gathered from the FRP work stream reports, plus other internal sources.

· Information on all elements from Lead Directors, by email, ‘phone or in person.
7. REVIEWED by the Executive Management Team & CHALLENGED by the Audit Committee and Governance Committee (soon to be established board sub-committee) i.e. the Assurance Committees:

· Review and rationalisation undertaken by the Executive Management Team
· Scrutiny by the Audit Committee and Governance Committee on behalf of the Board to challenge the appropriateness of controls and assurances and the progress against planned actions.  As a minimum, the questions at Appendix C should be asked by these committees
· Scrutiny of the most significant risks by the Board itself.
8. EVIDENCED to prove that the process is working:

· Ensure that all Board and sub-committees minutes reflect all discussion of the AF, both content and process (see Appendix C)
9. ADDING VALUE
· Board engagement is vital to a successful Assurance Framework, with Directors taking personal responsibility for its content by proactively articulating risks, supplying controls and sources of assurance, along with any gaps in control or assurance and progress towards their resolution.

4. Sources of Risk & Assurance

The sources of risk and assurance which should be used to populate the Assurance Framework are shown in the diagram below.


5. Steps in developing the Assurance Framework
	Step
	Task
	Action(s)
	By
	Freq.
	Month 

	1. 
	Confirm annual corporate objectives
	Review requirements of commissioning plan, Standards for Better Health, Corporate Risk Register, Code of Accountability & Conduct for NHS Trusts etc. 
	Board
	Yearly
	Nov

	2. 
	
	Identify KPIs associated with each corporate objective - discuss with Director of Performance
	AF facilitator
	Yearly
	Nov

	3. 
	
	Draft S.M.A.R.T 
annual corporate objectives
	Board
	Yearly
	Jan

	4. 
	
	Ratification
	Board
	Yearly
	Mar

	5. 
	Identify principal risks
	Identify from Directors, Annual Plan (including FRP), SBH self assessment & compliance with Terms of Authorisation
	Executive Management Team (EMT)
	
	Mar

	6. 
	
	Rationalise and collate
	AF fac’r
	
	

	7. 
	
	Ratify
	Board
	Quarterly (new risks)
	April

July

Oct

Jan

	8. 
	Confirm principal risks
	Review
	Board
	Quarterly (new risks)
	April

July

Oct

Jan

	9. 
	Apply rating & owner(s) to each principal risk
	Review
	EMT
	Quarterly (new risks)
	April

July

Oct

Jan

	10. 
	Gather controls & sources of assurance for each risk
	Review
	EMT
	
	April

	11. 
	Identify gaps in control and/or assurance for each risk
	Review
	EMT
	
	April

	12. 
	Identify action plans & owners to address any gaps in control and/or assurance for each risk
	Review
	EMT
	
	April

	13. 
	Update content (controls, sources of assurance & gaps) for each risk with a rating of:
	Review 


	Risk Owner
	
	

	14. 
	15 or above
(RED)
	
	
	Monthly
	

	15. 
	8 to 12
 (AMBER)
	
	
	Quarterly
	April

July

Oct

Jan

	16. 
	less than 8
  (YELLOW OR GREEN)
	
	
	Six-monthly
	April

Sept

	17. 
	Update progress towards implementation of action plans where status is:
	Review
	Risk Owner
	
	

	18. 
	RED and risk rated 15 or above 
	
	
	Monthly
	

	19. 
	AMBER or

RED and risk rated below 15
	
	
	Quarterly
	April

July

Oct

Jan

	20. 
	GREEN
	
	
	Yearly
	

	21. 
	Review content in light of updates received; confirm risk rating & action plan status
	
	Governance Committee 
	Monthly
	

	22. 
	Review content (risks, controls, sources of assurance, progress of action plans) for:
	
	
	
	

	23. 
	RED risks (rating or Action Plan status)
	Review
	EMT
	Monthly
	

	24. 
	AMBER risks 
	Review
	EMT
	Quarterly
	April

July

Oct

Jan

	25. 
	Full AF
	Review
	EMT
	Yearly

	

	26. 
	Review & Challenge content of RED risks 
	Audit Committee (AC), who decide on Exceptions to be reported to the Board of Directors:
	AC
	Every meeting
	

	27. 
	Review & Challenge content of exceptions reported by AC
	
	Board
	As required
	

	28. 
	Review & Challenge full AF
	
	AC
	Yearly3
	

	29. 
	Review & Challenge full AF
	
	Board
	Yearly
	


6. Assurance Framework Maintenance Cycle


7. Roles & Responsibilities

· Board

Review and challenge critical strategic risks, escalated by the Audit Committee.

Review the full Assurance Framework annually
.

· Audit Committee (Primary Assurance Committee)
Review and challenge critical strategic risks (See questions at Appendix C) at every meeting (standing agenda item) and decide which risks need to be escalated to the Board of Directors.

Review the full Assurance Framework annually4.

Be assured that the Assurance Framework process is working effectively (Use Appendix D)
· Governance Committee (Secondary Assurance Committee)
Review content in light of updates received; confirm risk rating & action plan status monthly
· Executive Management Team
Review RED strategic risks monthly.

Review AMBER strategic risks quarterly.

Review the full Assurance Framework annually4.

· All Directors

Proactively provide input to the Assurance Framework quarterly.

Review at Executive Management Team meetings monthly (RED risks or action plan status), quarterly (AMBER items), Yearly (Full AF)

· Risk Owner
Provide updates to risks on which they lead as required, depending on status.

· AF Process Executive Lead (Director of Nursing & Clinical Leadership)
Ensure the process is working.

Provide assurance to the Audit Committee via regular reports.

· Director of Finance & Performance

Provide regular updates from identified sources of assurance via the KPI system.

Integrate the Turnaround Plan with the Assurance Framework by updating the AF with key risks and controls etc. from the Turnaround Plan.  This will be carried out by the Turnaround Director (using the same information sources in Turnaround reports) whilst the financial recovery plan is in place.

· Assurance Framework Facilitator (Currently Integrated Governance Manager but review when Trust Secretary in place)
Make it happen!

8. Monitoring and Review of this policy

The Audit Committee will monitor the effectiveness of this policy by completing the internal audit checklist at Appendix D each year.  The key performance indicator will be to fully meet each criterion in the checklist.  

The Committee will also rely on the Internal Auditor’s findings on the Assurance Framework each year. 
Appendix A 
Assurance Framework guidance

The Assurance Framework should provide early warning of failure to achieve the principal objectives of the Trust, set out in such a way as to be easily followed and understood. It tells a story, the first part of which is: ‘This is what we’re trying to achieve, this is what could stop us, this is what we’re doing to overcome these problems, and this is how we know these problems will not get out of hand’. The second part requires detailed scrutiny and challenging of this story, by questioning: ‘Hang on a minute, these things sound good in theory, but they’re not really working in practice’ or ‘There really aren’t enough things in place to stop this problem occurring – what more can we do?’ or ‘Actually, we’ve no idea if these things are working at all!’. Where any of these doubts appear, the final part of the story details how these concerns will be overcome, who is responsible for doing it, and when. A review of the progress towards achieving these actions will give an indication of the Trust’s confidence in achieving its objectives.

The Assurance Framework is not:

· A high level risk register!
· A tick-box exercise!
· A one-off exercise!
An effective AF should answer the following simple questions about Brent tPCT’s corporate objectives:

The key components of an Assurance Framework are:

Principal Objectives:
What are we trying to achieve this year?

SBH standards:
What Standard(s) for Better Health does this principal objective relate to?

Principal Risks:
What could stop us achieving this objective? 

(Need to identify the cause of the risk, what the issue is, and what the possible consequences could be).
Lead Director:
Who is responsible for mitigating this risk?

Existing Controls:
What policies, procedures and practices are in place to reduce the likelihood of the risk occurring or mitigate the impact of the risk if it does occur?  
Assurances:
What can evidence be gained about how well the controls are working?  
Risk Rating:
What is the current risk rating? 

Use the Risk Assessment Tool and score the risk for 

Likelihood (L) x Consequence (C)= Rating (R).

Gaps in Control:
Do the sources of assurance reveal any problems with the controls?

Gaps in Assurance:
Are there insufficient / inadequate sources of assurance?

Action Plan:
Identify the actions required to address each gap in control or assurance, along with target dates for completion. 
Action Plan Update:
Provide an update on the progress being made to implement each Action Plan. 
Action Plan Status:
Indicate the overall status of the action plan:

GREEN =
completed or on target to achieve by due date.

AMBER =
target date will not be met but good progress being made. 

RED =
poor progress being made.

Assurance Framework Summary 
(to be completed by the Trust Assurance Framework Facilitator for each AF review by the Audit Committee)

	Area
	Obj. No.
	Ref
	Risk Description
	Lead
	Risk Rating
	Action Status (Red, Amber, Green)
	Last Reviewed

	[enter area e.g. Finance, Governance, Clinical services etc.]

	Related Standard for Better Health
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Assurance Framework Template (to be completed by the Objective Lead Director –in consultation with key colleagues & staff - for each objective)

	Ref
	Obj Ref. No.

& 

Related Standards for Better Health
	Risk Description
	Risk Lead
	Existing Controls
	Assurances
	Current Risk Rating
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps 
	Action Plan Update
	Positive Assurance
	Overall Action Plan Status

	
	
	What could prevent the Trust’s objectives from being achieved?


	
	What systems do we have in place to mitigate the risk?


	Where can we gain evidence relating to the effectiveness of the controls which we are relying on?
	L
	C
	RR
	Where are we failing to put effective controls in place? or Where are we failing to gain evidence about their effectiveness?
	Plans to address the gaps in control and / or assurance and (indicative completion dates)
	Progress made towards completing each action plan
	Where have there been positive reports on the effectiveness of assurance or controls?
	RED

Significant delay in progress towards completion 

OR 

Target is not being met and is underperforming >15%

	
	
	
	
	
	
	
	
	
	
	
	
	
	AMBER

Slight delay in progress towards completion

OR

Target is not being met and is underperforming >1% <15%

	
	
	
	
	
	
	
	
	
	
	
	
	
	 GREEN

On target for completion by due date

OR

Target is being met or is over performing

	
	
	
	
	
	
	
	
	
	
	
	
	
	


    Last updated: 
















Last reviewed: 



EXAMPLE 1: ASSURANCE FRAMEWORK, CLINICAL SERVICES EXAMPLE (ILLUSTRATION ONLY)

	Ref
	Obj Ref. No.

& 

Related Standards for Better Health
	Risk Description
	Risk Lead
	Existing Controls
	Assurances
	Current Risk Rating
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps 
	Action Plan Update
	Positive Assurance
	Overall Action Plan Status

	
	
	What could prevent the Trust’s objectives from being achieved?


	
	What systems do we have in place to mitigate the risk?


	Where can we gain evidence relating to the effectiveness of the controls which we are relying on?
	L
	C
	R
	Where are we failing to put effective controls in place? or Where are we failing to gain evidence about their effectiveness?
	Where have there been positive reports on the effectiveness of assurance or controls?
	Progress made towards completing each action plan
	Where have there been positive reports on the effectiveness of assurance or controls?
	Red

Amber

Green

	1
	Objectives CO8 & CO9

SBH = C1, C25, D3
	The quality and effectiveness of patient care could be compromised by the following:

· the failure of service directorates to spread best practice proactively; 

· the failure of service directorates to respond to new treatments, 

· insufficient alignment and coordination of corporate and service level objectives; 

· barriers between teams and services;

· Insufficiently developed care pathways.
	AB

CD

DE
	‘Implementing the NICE Agenda - NICE guidance and detailed action plans posted onto the intranet.

Clinical Effectiveness Strategy.

Monitoring by Clinical Effectiveness Committee; solutions identified and implemented.

Adherence to the Annual Health Check timetable and requirements, including SBH Implementation Plan.

Local Implementation Teams working with teams to improve service flows.

Consultancy service working with teams to reduce barriers.
	Annual NICE implementation report to the Board.

Board reports via Clinical Governance and Risk Management Committee.

Nursing directorate’s annual visit to all inpatient wards – examples of good practice identified and disseminated.

Clinical Governance awards.

CE’s monthly performance management review.

KPIs on:

-
waiting time for treatment; 

-
waiting time for transfer between services;

-
prolonged decision making (e.g. tertiary panels);

-
delayed discharge to LA.
	4
	4
	RED
16
	G1 - No clear strategy for benchmarking clinical services across the organisation (C).

G2 – Inconsistent approach to setting of internal standards (A).

G3 - Integrated care pathways are very costly to develop and are not yet in use in all areas (C).

G4 – Service development changes are not aligned to integrated care pathways (C).

G5 - The impact of blockages between teams doesn’t always appear in KPIs, although anecdotal blockages have been evidenced through BLIs (A).
	Develop a strategy for benchmarking clinical services across the organisation 01/01/2008 (G1 &G2).

Roll out local ownership & development
 of integrated care pathways   12/02/2008  (G3).

Map care pathways for each service; agree a common structure and model contract linked to service specification 31/07/2008 (G4). 

Systematically gather both formal (via amended KPIs) and informal (anecdotal) evidence of where blockages occur  01 Mar 2007 (G5).
	SBH manager appointed to develop internal standards based on clinical visits and mapped to good practice.

Benchmarking planned across the Trust via SBH visits and Essence of Care audits (to be completed by Oct-07).

Need to clarify existing pathways and how these can be disseminated and integrated with other services. 
	The annual NICE implementation report to Board positive on implementing of NICE in some services

April 2007

Local implementation team reports on implementation of NICE positive in some areas April and July 2007
	G

G

G

G

A

A

G

A




    Last updated: 17/05/2007
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EXAMPLE 2: ASSURANCE FRAMEWORK, INFRASTRUCTURE EXAMPLE (ILLUSTRATION ONLY) 

	Ref
	Obj Ref. No.

& 

Related Standards for Better Health
	Risk Description
	Risk Lead
	Existing Controls
	Assurances
	Current Risk Rating
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps 
	Action Plan Update
	Positive Assurance
	Overall Action Plan Status

	
	
	What could prevent the Trust’s objectives from being achieved?


	
	What systems do we have in place to mitigate the risk?


	Where can we gain evidence relating to the effectiveness of the controls which we are relying on?
	L
	C
	R
	Where are we failing to put effective controls in place? or Where are we failing to gain evidence about their effectiveness?
	Plans to address the gaps in control and / or assurance and (indicative completion dates)
	Red

Amber

Green
	Where have there been positive reports on the effectiveness of assurance or controls?
	Red

Amber

Green

	2
	CO5

C09

StBH = C1, C25, D3
	Information systems may not be used consistently, be of poor quality, unreliable or have inadequate disaster recovery arrangements in place, resulting in reduced quality and safety of service delivery.
	LK
	Effective project management methodology (Prince2), including rigorous ongoing risk management, applied to all systems projects. 

Disaster recovery contract with external provider.

Maintenance contracts for all major systems with external providers.

Cluster based action plans and ongoing monitoring.

Compliance with Information Governance Toolkit.

Compliance with Trust policies for Clinical Records, Non-Clinical Records, Data Quality and NHS Number.
	Regular reports to the Executive on the implementation of information systems.

Quarterly KPI reports to Board.

Annual NHSLA audit of Healthcare records.

Independent review (by Internal Audit) of Trust's Information Governance toolkit submission.

External reporting of Healthcare Episode Statistics.

SBH Action Plan monitored via CE’s monthly performance management review.

Formal reporting on use of all systems (where problems occur & how they are overcome).
	4
	4
	RED
16
	G1 - There is no Trust-wide system for monitoring compliance with Clinical and Non-Clinical Records policies (C).

G2 - Lack of comprehensive assurance that Trust systems are being used effectively (A).

G3 - Clinical audit of data quality highlighted some issues re content and positioning of data.


	ICT projects relating to Ethnicity & Data Quality.  10/12/2007 (G1).

Carry out a clinical audit of data quality  08/09/2007 (G2).

Create minimum standards of use information systems guidance document (G2). 12/12/2007

Continue to engage staff in use of information systems; incorporate guidance & monitoring into Performance Management process (G3). 01/01/2008
	Census undertaken in Mar-07; results being analysed; recommendations to be published Jun-07. 

Audit undertaken in Mar-07; some gaps identified (see G3).Completed

Minimum standards of use completed, manual on use of information systems launched on Trust intranet in Mar-07. Completed
	Limited assurance in an internal audit report that information systems are improving in finance areas

Jan.  2007 

Positive assurance through an audit that some services are compliant with the information governance toolkit  April 2007
	A

G

G

A




    Last updated: 19/04/2007
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EXAMPLE 3: ASSURANCE FRAMEWORK, INFRASTRUCTURE EXAMPLE (ILLUSTRATION ONLY) 

	Ref
	Obj Ref. No.

& 

Related Standards for Better Health
	Risk Description
	Risk Lead
	Existing Controls
	Assurances
	Current Risk Grading
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps 
	Action Plan Update
	Positive Assurance
	Overall Action Plan Status

	
	
	What could prevent the Trust’s objectives from being achieved?


	
	What systems do we have in place to mitigate the risk?


	Where can we gain evidence relating to the effectiveness of the controls which we are relying on?
	L
	C
	R
	Where are we failing to put effective controls in place? or Where are we failing to gain evidence about their effectiveness?
	Plans to address the gaps in control and / or assurance and (indicative completion dates)
	Progress made towards completing each action plan
	Where have there been positive reports on the effectiveness of assurance or controls?
	Red

Amber

Green

	3
	CO5

StBH = C1, C25, D3
	The Trust may not be able to maintain an appropriately diverse, high quality and committed workforce to enable it to:

· deliver high quality clinical care;

· respond appropriately to changes in National policy;

· respond appropriately to workforce development and service re-design;

· establish adequate succession planning.
	MN

OP

PQ
	Compliance with:

· HR Strategy;

· Recruitment and Retention Strategy;

-
Nursing & Occupational Therapy Strategy;

Adherence to Agenda for Change Knowledge & Skills Framework (KSF).

Monitoring by:

-
Education & Training Committee; 

-
Nursing Professional Standards Committee;

-
Trust Psychological Therapies Committee;

solutions identified and implemented.

Commissioning of new roles 

Clear ‘person specifications’ for roles matched against the competencies of senior managers within the Trust.
	CE’s monthly performance management review.

National indicators for BME Staff and Outreach Worker targets.

NICE implementation teams provide evidence of compliance.

Essence of Care audits.

Annual reporting by Education & Training Committee to the Board.
	4
	4
	RED
16
	G1 - Workforce competencies are not aligned to evolving service requirements (C).

G2 - No comprehensive strategy that identifies the key competencies of all mangers (C).

G3 - There are no models linking activity to staffing and finance (C).


	Develop a workforce competency framework outlining the competencies required to deliver evidence-based treatments (G1&G2).  10/12/2007 (G1).

Develop models to include non-clinical staff as part of new developmental action plans (G3). 10/12/2007 (G1).
	Management and Leadership Development Strategy approved by the Development Executive in Apr-07; detailed contents now being developed; pilot to commence Sept-07.

Model has been piloted &; now need to engage all services.

Working party established to develop a competency framework linked to the Management and Leadership Development Strategy; estimated completion date Mar-08.
	None so far
	G

G

G




    Last updated: 10/05/2007













Last reviewed

Appendix B
Summary of Brent Teaching Primary Care Trust Corporate Objectives 2007 - 2008

The Assurance Framework provides a structure that enables the Trust to focus on the risks to achieving its principal objectives and be assured that adequate controls are operating to reduce these risks to acceptable levels.

The Trust’s five corporate objectives defined by the Trust Board and on which the Assurance Framework is based, cover all major areas of Trust activity, and are to:

	Ref.
	Corporate Objective

	CO1
	Improve Health and Reduce Health Inequalities 

The tPCT will aim to reduce the gap in health inequalities between the fifth of wards with the lowest life expectancy and the borough average by improving the health and well-being of identified communities and the wider population of Brent

	CO2
	Ensure we have 21st century services 

The tPCT will develop a plan through a series of initiatives that will ensure our services are “fit” for the 21st Century.

	CO3
	Manage our resources effectively 

The tPCT will manage its resources effectively so that health gain can be maximised and the greatest volume and quality of services can be provided for the population.

	CO4
	Build Partnership Working

The tPCT will aim to improve partnership working with all appropriate statutory, voluntary, community and private sector agencies and individuals.

	CO5
	Re-establish Brent tPCT as a High Performing and Innovative Organisation

The tPCT will be a dynamic successful organisation that is making a real difference to the lives of people in Brent by improving the patient experience.


Appendix C

Questions for Committees challenging the Assurance Framework 

During work conducted with NHS Trusts, the Health Care Standards Unit uncovered some difficulties faced by Trusts in developing assurance frameworks.  These included:

· inappropriate or too limited assessment of the effectiveness of the controls;

· inappropriate or too limited assessment of whether assurances are appropriate, sufficient or independent; 

· poor identification of objectives or key risks; 

· and management activities such as the existence of working groups being classified inappropriately as controls.

In reviewing and challenging the Assurance Framework, the Audit and Governance Committees (Assurance Committees) must ask the following explicit questions in relation to each risk in the Assurance Framework under review.  The Board should also use the same framework.

The answers to the questions must be recorded formally in meeting minutes and communicated to the Lead Director.  Changes should then be made to the Assurance Framework following the meetings as necessary.

	Question
	Response

	· Are we prepared to tolerate/accept this level of risk? (Board only)
	· 

	· Is the level of action (existing or planned management action / controls) proportionate to the risk?
	· 

	· What information (consider internal and external sources) do we have to judge that the controls in place are effective?
	· 

	· Can we rely on this source of information or does it have limitations (e.g. frequency, scope, reviewer)? Is it:
a. Full?

b. Limited?

c. Weak?
	· 

	· Overall, are we confident in the system in place to manage this risk?

YES – All controls in place and effective - regular monitoring in place to maintain confidence.  Sources of internal/external assurance are documented in relation to the management of risk in core areas – these provide positive assurance re effectiveness of controls which are regularly reviewed – NO FURTHER ACTION required

NO – New controls need to be introduced and monitored to ensure these are being appropriately managed and review periodically.  There is a need to review the various sources of assurance in place and consider either further developing these or introducing new review systems
	· 

	· What further actions / controls are needed to manage this risk?  
	· 

	· What assurance do we need re this risk?
	· 


Appendix D
Internal Audit Checklist Assessment for the System of Internal Control and Assurance Framework

Has your Board put in place adequate and appropriate arrangements for gaining assurances about the effectiveness of the organisation’s system of internal control to support the Statement of Internal Control?
	No
	Task
	Not

Met
	Partly*

Met
	Met

	1
	The Board has identified principal objectives and the principle potential risks to achieving them.
	
	
	

	2
	The directorate objectives are mapped to the Principal objectives.
	
	
	

	3
	The principal objectives are SMART and reflect the organisation, in that they provide the correct balance, across the whole organisation and key business areas.
	
	
	

	4
	Principal risks are mapped to objectives and not confused with consequences.
	
	
	

	5
	Controls are evaluated. Expected controls (maybe best practice) to manage the principal risks are identified, actual controls are determined and gaps in control are considered.
	
	
	

	6
	The potential sources of assurance against the effectiveness of controls have been identified (e.g. external reviewer, internal audit, clinical audit) and they have been considered for their relevance and reliability.
	
	
	

	7
	The board has assessed the totality of the assurances with respect to the operation of these key controls and mapped them against the relevant control. The date of the assurance and specific location are detailed on the Assurance Framework.
	
	
	

	8
	The board can provide evidence that they have explicitly considered the effectiveness of controls in place to manage principal risks where: -

                         (Positive assurance has been received

                         (There are gaps in internal control

                         (There is an assurance gap (i.e. no relevant or 

                            insufficient assurance)

The Board has regularly reviewed the Assurance Framework (at least six monthly)
	
	
	

	9
	All of the components of the Assurance Framework (AF) are mapped/linked explicitly, rather than independent lists.
	
	
	

	10
	Board action plans are in place to improve its key control to manage its principle risks and gain assurance where required.
	
	
	

	11
	Board actions plans are approved by the Board and are subject to appropriate monitoring. 
	
	
	

	12
	The Risk Management Committee or equivalent body regularly updates the Assurance Framework and highlights significant gaps in control or assurance for the attention of the Board.
	
	
	

	13
	Significant Issues arising from the AF are escalated to the Board on a regular basis and arrangements for the annual review (at least) of the whole framework by the Board are in place.
	
	
	

	14
	The organisation can demonstrate that the AF is being used as part of a process to manage risk exposure and that the organisation is managing the AF. E.g. the AF gives the board reasonable assurance of the principal objectives.
	
	
	

	15
	A comprehensive risk register underpins the AF and key risks from the Assurance Framework are updated on the Risk Register.
	
	
	

	16
	Actions to meet gaps in controls will appear on the assurance framework as a cross reference to the business plan where responsibility for the action sits.
	
	
	

	17
	There is a documentary evidence to show that the AF is being embedded across the organisation i.e. a clear organisation chart which details all the reporting of the AF, details of staff/ posts who attend various meetings, actions plans from various meetings, etc.
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‘We did not find evidence of a robust and timely connection between the formal process of assessing documenting review and reporting on risks to the Board and the planning approval and implementation of actions to address the risk.’








� Assurance: The Board Agenda, Department of Health London, July 2002.  � HYPERLINK "http://www.dh.gov.uk" ��www.dh.gov.uk� 


� Building the Assurance Framework: A Practical Guide for NHS Boards, Department of Health London, March 2003.  � HYPERLINK "http://www.doh.gov.uk" ��www.dh.gov.uk�


� The Integrated Governance Handbook, Department of Health, February 2006


� Integrated Governance Handbook 2006: A handbook for executives and non-executives in healthcare organisations.


� S.M.A.R.T = Specific, Measurable, Achievable, Realistic, Timely


� These reviews should be spaced throughout the year.


� Spaced throughout the year.


� This is a major task, and will take a number of years to achieve


� The Health Care Standards Unit Bulletin September 2007 � HYPERLINK "http://www.hcsu.org.uk" ��www.hcsu.org.uk� 
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