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Risk Management Annual Report 2006-2007
Executive Summary

1. This report reviews risk management performance in Brent tPCT from 1 April 2006 to 31 March 2007.

2. There is an increasing awareness of risk management at an operational level due in part to the need to achieve financial balance.  However, this awareness has often been around the adverse side (threats) of risk as staff have tried to balance savings projects with emerging risks.

3. A key challenge in the forthcoming year will be to ensure risk management is seen as positive enabling opportunities to be taken up and uncertainty managed so that objectives are achieved.
4. Governance and risk management are critical to the tPCT’s recovery.  It is important to ensure a holistic approach is taken to risk and staff have the confidence through the ‘top team’, that the organisation is committed to the active management of risk as stated in the Risk Management Strategy and Policy.
5. A key achievement in 2006-2007 was monthly inclusion of the Corporate Risk Register on the Executive Management Team meetings agenda from April until September 2006 (see the Corporate Risk Register to September 2006 at Appendix 2).
6. A number of operational rather than strategic risks were escalated and appear on the risk register as they do not appear to have been addressed in line with the Risk Management Strategy.

7. The Assurance Framework continues to be developed with the aim of providing information to the Board on key risks to the achievement of corporate and directorate objectives.  However, an end of year self assessment of the Assurance Framework shows that its contents need to be updated as events happen on the ground to provide ‘real time’ assurance for the Board.
8. The risk management work plan this year comprised of maintaining the core Standards for Better Health which included a core standard for risk management.

9. The self assessment of compliance with the Standards for Better Health and subsequent declaration indicate a number of gaps in control for the Trust.  These include learning from experience, health & safety, medical devices management, waste management, governance, safe and secure environment, records management, and a clean and well designed environment.

Action
Members are asked to:
i) note and agree the contents of this report

ii) advise on further action to be taken (if any) especially in relation to risks highlighted
agree which risks it reserves to handling itself for example, that any risk relating to its principal objectives achieving a [red] rating would warrant consideration by the Board

iii) Brent Teaching Primary Care Trust
Risk Management Annual Report 2006 - 2007
Introduction
1.1 This report reviews risk management performance in Brent tPCT from 1 April 2006 to 31 March 2007.
1.2 Seven key risk management objectives are listed in the Risk Management Strategy.  These are:
i) To develop a risk aware culture throughout the Trust

ii) To ensure that appropriate systems are in place for identifying, assessing and controlling key risks

iii) To maintain effective organisational structures for Risk Management so that a Trust–wide consistent approach to Risk Management is taken

iv) To ensure that the Trust’s Chief Executive is provided with evidence that risks are being appropriately identified, assessed, addressed and monitored

v) To ensure good and steady progress in the implementation of effective Risk Management across the Trust 

vi) To comply with relevant Controls Assurance (now Standards for Better Health) and Clinical Governance requirements and to adopt wherever possible best practice

vii) To embed the concepts and ideas of Risk Assessment and Risk Management into the day to day working practices of the Trust

1.3 The key performance indicators used in this report to measure risk management success and they are:

· Compliance with the core Standards for Better Health

· The establishment and regular monitoring and review of a corporate risk register and progress with risks on the register 

· The development of baseline risk management training

· The severity, numbers and type of incidents recorded

Key challenges for 2007 - 2008
2.1
Key challenges in the year ahead include:

· Embedding risk management into daily activities – risks need to be systematically assessed and managed in all areas of the Trust’s activities from direct care provision to corporate and commissioning directorates.  Directorate risk registers containing the most significant risks from existing operational risk registers need to be established and regularly monitored and reviewed.

· Managing risks with stakeholders / partners – risks and potential risks arising from the relationships with stakeholders / partners need to be identified, documented, and prioritised by the Board to meet requirements of the Statement on Internal Control.  The Board should consider how it will provide evidence to demonstrate this.  A further driver is the change in relationships with stakeholders/partners caused by Turnaround.  
· Improving management of risks to the public – there is a need for more integrated work with primary care commissioning around compliance with Standards for Better Health to provide assurance that risks to patients arising from independent contractors (GPs, Pharmacists, Dentists and Opticians) are being managed
· Leadership – the Board and senior management must support risk identification and management by establishing systems such as regular risk assessment and Directorate risk registers so that staff feel confident about reporting and resolution of issues 
Standards for Better Health

1.1 The graph below shows a summary of compliance for the core and developmental Standards for Better Health for the period 1 April 2006 to 31 March 2007.  This is compared to performance in 2005 to 2006.
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1.2 In 2006-2007, the tPCT declared eight standards ‘not met’ or ‘insufficient assurance’.
1.3 Standard C4b on Medical Devices Management although declared insufficient assurance, was not met for the second year running.
1.4 The tPCT’s overall compliance worsened in 2006-2007 compared with previous years.  
1.5 There were a number of reasons for this including:
· a more stringent self assessment using the new Healthcare Commission Inspection Guides 

· new requirements introduced by law late in year, for example, around waste management

· impact of the Trust's financial recovery programme

1.6 The reasons for non compliance for each standard and a summary of improvement actions are listed below.  A detailed action plan for the Standards is at Appendix 1.
1.7 Progress on action plans and likely compliance with the Standards for Better Health will be reported quarterly to the Board in 2007 to 2008.

	C1a Learning from experience - Not Met
Reason(s) for non compliance

· Capacity issues led to delays in grading incidents and lack of regular dissemination of incident information and trend analysis

Planned improvement actions

· Clearing of incident backlog to be completed by June 2007

· Analysis of incident patterns and trends and dissemination of lessons learnt Trust wide.



	C3 NICE Interventional Procedures - Insufficient Assurance

Reason(s) for non compliance

· The Trust had insufficient information to ascertain whether independent contractors were carrying out NICE interventional procedures.

Planned improvement actions

· The Trust will ask independent contractors to confirm in writing whether they are carrying out any NICE interventional procedures.



	C4b Medical Devices Management - Insufficient Assurance

Reason(s) for non compliance

· Insufficient evidence of a reasonable system for managing medical devices in some areas 

Planned improvement actions

· Hand over responsibility for medical devices area to the Integrated Health Services Directorate whose staff use the majority of equipment in the Trust to gain ownership by clinicians. 

· Continue to implement the medical devices work plan



	C4e Waste Management - Not Met

Reason(s) for non compliance

· Late introduction in year of guidance for the new waste management regulations introducing many new requirements not previously the remit of PCTs leaving insufficient time to comply

· Unavailability of the Waste Management Advisor service contracted through the Estates & Facilities Shared Service Level Agreement resulting in lack of progress around waste management

Planned improvement actions

· Appoint a member of staff from the Estates & Facilities Shared Service to lead the waste management work.

· Ensure the waste management action plan, already drawn up, is achieved.



	C7a and C7c Clinical & Corporate Governance and Risk Management -

Not Met

Reason(s) for non compliance

· Processes for overall corporate governance and financial controls were not in place resulting in a major governance and financial failure

Planned improvement actions

· A new Audit Committee Chair with financial training has been appointed

· Led by the new Chair, the Board will review governance to ensure that there are sound structures, procedures, expectations and accountabilities for integrated governance in place throughout Brent tPCT in 2007-2008.



	C9 Records Management - Insufficient Assurance

Reason(s) for non compliance

· Inconsistent application in some areas of tracking and tracing, standard record design and problems with storage 

Planned improvement actions

· Completion of the Records Management Group three year prioritised work plan within the recently merged information governance and records group


	C21 Clean and well designed environments - Not Met

Reason(s) for non compliance

· Lack of systems in place to monitor cleaning

· Need to develop local cleaning policies

Planned improvement actions

· Development of local cleaning policies

· Carrying out cleaning audits

· Monitoring the effectiveness and quality of cleaning and benchmarking


	C20a Safe and secure environments - Not Met

Reason(s) for non compliance

· Recent audits into premises not acted upon

· Lack of 'Competent Person' for Health & Safety
Planned improvement actions

· Employment of a competent Health & Safety advisor

· Prioritisation of the security audit work plans and inclusion of reasonable works within the Trust's Capital Programme


Progress with items on the Corporate Risk Register

1.8 The Corporate Risk Register contains significant risks that threaten corporate objectives.  
1.9 The detailed Corporate Risk Register up to September 2006 and associated risk management actions appear at Appendix 2.
1.10 The types of risks appearing on the corporate risk register were:

· Organisational Health & Safety arrangements

· Security at Willesden Centre

· Poor Medical Devices Management

· Inadequate care for children, young people and families across Brent tPCT
· School nursing recording

· Health visiting caseload at Chalkhill Health Centre

· Informed consent & equitable service for Chalkhill Health Centre Health Visiting clients

· Chalkhill Health Visiting service carrying clients with more vulnerable and complex needs.

· Significant errors due to poor record keeping in Health Visiting team at Chalkhill Health centre.

· IT service & Business Continuity risk

· Non collection of dental patient charges

· Risk to financial savings plan from acute demand management

· Professionals become isolated and deskilled in new Kingsbury assessment & treatment model (consultant view)

1.11 A number of operational risks were escalated onto the corporate risk register as they appear not to have been addressed within the management structure in line with the Risk Management Strategy.
1.12 Following September 2006, there were no further updates at the Executive Management Team (EMT) meeting as the corporate risk register was removed from its monthly slot due to time being dedicated to the financial recovery programme.
1.13 At that point one risk (IT service & business continuity) was closed, seven were open and the status of four were to be confirmed.
1.14 In 2007-2008, open risks and the reinstatement of the corporate risk register as a regular item on the EMT agenda will be followed up.
External reviews of the risk management system 

1.15 There was no review of risk management by the NHS Litigation Authority in 2006 to 2007.
1.16 The NHS Litigation Authority is piloting a revised risk management standard for Primary Care Trusts during 2007.
1.17 The Trust will be required to undergo an assessment of the new standard in 2008 and Brent tPCT should begin to prepare for this in the autumn of 2007.

Internal Audit Review

1.18 In April 2006, Parkhill Internal Audit Agency performed a review of risk management to support the Statement of Internal Control (SIC) for 2006/2007.
1.19 The recommendations from the SIC review and that of the Standards for Better Health are included in an overall action plan.
1.20 The overall action plan contains actions from different reviews and assessments including Standards for Better health and internal audit.
1.21 The overall action plan is regularly updated and sections monitored at various groups such as the Audit Committee, Board and Clinical & Corporate Governance Committee.
1.22 The Internal Audit recommendations are attached at Appendix 4.
Incident Reporting
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	· There were 309 incidents in 2006-2007 compared with 749 and 857 in 2005-2006 and 2004-2005 respectively

· The largest numbers of incidents were reported in 2004-2005 (n=857)

· The smallest numbers of incidents were reported in 2006-2007 (n=309)

· In quarters 1 and 2 of 2006 -2007, a much smaller number of incidents was reported in comparison to the same period in previous years although the numbers reported rose significantly in quarters 3 and 4

· The reasons for the lower numbers reported could be both positive (less incidents occurring than previously, greater clarity about what to report) and negative (reporters not confident of improvement following reporting, unwillingness to use the electronic incident report system due to IT skills)

· A further reason for the drop in numbers could be because Kingsbury Hospital incidents are no longer reported since their transfer to another Trust in December 2006.

· The decrease in incident reports should be monitored during 2007-2008 to identify whether the trend continues and to agree improvement actions where required 
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	Incident Category
	2004-2005
	2005-2006
	2006-2007

	Personal Accident
	303
	374
	137

	Security Incident
	56
	62
	24

	Medication Error
	12
	28
	14

	not known
	 
	1
	0

	Other
	300
	1
	0

	Equipment Issues
	1
	8
	3

	Fire Incident
	2
	18
	12

	Violence, Abuse or Harassment
	163
	188
	77

	Vehicle Incident
	11
	9
	3

	Self harm
	7
	25
	8

	Intravenous issues
	0
	1
	0

	Communication & consent issues
	1
	5
	2

	Surgical Procedures
	0
	1
	0

	Clinical care standards
	0
	7
	8

	Administration or Clinical Information issues
	1
	9
	6

	Infrastructure issues
	0
	10
	5

	Ungraded 
	0
	2
	10

	Total
	857
	749
	309


	· In 2006-2007, the top three categories of incidents in order of highest first were Personal Accident, Violence, Abuse or Harassment and Security Incident
· Excluding the ‘Other’ category in 2004-2005 which was subsequently removed, the top three incident categories since 2004 have followed exactly the same pattern

· Analysis of the top three categories indicates that the majority of:

· Personal Accidents were patient slips, trips or falls at the Willesden Centre bedded service

· Violence, Abuse & Harassment were physical assaults mainly by in- patients at Kingsbury Hospital
· Security Incidents were thefts

· Whilst there is a reduction in the numbers of incidents reported in 2006-2007, this should be treated with caution as this may be due to under-reporting

· Analysis of the 2006-2007 figures reveal that Violence, Abuse & Harassment accounts for approximately half of all incidents reported – the same as in previous years



7.1
Incident Severity 2006-2007
7.1.1 The following gradings are used to indicate the degree of harm to the patient (severity) or organisation.  They are in line with incident gradings in “Seven Steps to Patient Safety” from the National Patient Safety Agency (NPSA).  
	Severity
	Description

	None / White
	No harm occurred

	Low / Green
	Minimal harm e.g. incident requiring extra observation or minor treatment and caused minimal harm

	Moderate / Yellow
	Short term harm e.g. incident resulting in further treatment, possible surgical intervention, cancelling of treatment, or transfer to another area

	Severe / Amber
	Permanent or long term harm e.g. brain haemorrhage, Hepatitis C, brain damage

	Death / Red
	Death caused by the incident


7.1.2 The incident is graded based on the actual (not potential) harm suffered at the time of the incident.
7.1.3 Harm is defined as injury, suffering, disability or death (or damage).  It may also include financial harm for example to the organization.
[image: image4.emf]Incident Severity 2006-2007

None (no harm) 139

Low (Green) 154

Moderate (Yellow) 

16

Severe (Amber) 0

Death (Red) 0


	· 95% of all incidents resulted in Low (50%) or No Harm (45%) in 2006 to 2007

· There were no Death or Severe incidents requiring mandatory Root Cause Analysis under the incident policy

· The trend of the majority of incidents resulting in Low or No Harm reflects similar patterns as in previous years

· However, a number of low level incidents may aggregate to suggest a potentially more serious problem and the Personal Accident category appearing as a top three incident should be further analysed to determine whether it is indicating a risk in particular areas


Risk Management Work Plan for 2007-2008
1.23 The risk management work plan in 2007-2008 will be the Standards for Better Health Improvement action plan arising out of the 2006 to 2007 self assessments in particular standards C7a and C7c (Clinical Governance and Risk Management).
Conclusions
1.24 There is an increasing awareness of risk management at an operational level due in part to the need to achieve financial balance.
1.25 However, this awareness has often been around the adverse side (threats) of risk as staff have tried to balance savings with newly emerging risks.
1.26 The challenge in 2007-2008 will be for the Trust Board to ensure staff still view risk management as essential and to establish systems incorporating risk management at all levels of business especially Turnaround.
1.27 Governance and risk management are critical to the tPCT’s recovery.  It is important to ensure a holistic approach is taken to risk and staff have the confidence through the ‘top team’, that the organisation is committed to the active management of risk as stated in the Risk Management Strategy and Policy.
Catherine Afolabi

Risk Manager

August 2007

Appendix 1: Detailed Standards for Better Health Action Plan
	Key to levels of compliance

	Not met

	Compliant

	Insufficient assurance (lack of evidence to determine whether there have been significant lapses)

	Not measured through core standards assessments but through other components of the annual health check


	
	Standard
	2005-2006
	2006-2007

	Safety
	C1a (Learning from experience)
	
	

	
	C1b (Patient Safety Alerts)  
	
	

	
	C2 (Child Protection)
	
	

	
	C3 (NICE Interventional Procedures guidance)
	
	

	
	C4a (Infection Control & MRSA)  
	
	

	
	C4b (Medical Devices Mgt.)
	
	

	
	C4c (Decontamination of reusable medical devices)
	
	

	
	C4d (Medicines Mgt.)
	
	

	
	C4e (Waste Mgt.)
	
	

	Clinical and Cost Effectiveness
	C5a (NICE technology appraisals)
	
	

	
	C5b (Clinical supervision & leadership)
	
	

	
	C5c (Continuing Professional Development / Training)
	
	

	
	C5d (Clinical Audit & service reviews)
	
	

	
	C6 (Cooperation with key stakeholders & meeting patient needs)
	
	

	Governance
	C7a & C7c (Clinical & Corporate Governance and Risk Management)
	
	

	
	C7b (NHS Code of Conduct)
	
	

	
	C7d (Financial Management) - Not measured via core standards
	
	

	
	C7e (Discrimination and Equality)
	
	

	
	C7f (Existing performance requirements)  - Not measured via core standards
	
	

	
	C8a (Fair blame culture / Whistle blowing)
	
	

	
	C8b (Organisation & Personal Development)
	
	

	
	C9 (Records Management)
	
	

	
	C10a (Employment checks)
	
	

	
	C10b (Codes of professional practice)
	
	

	
	C11a (Recruitment, training and qualifications)
	
	

	
	C11b (Mandatory training programmes)
	
	

	
	C11c (Further professional and occupational development)
	
	

	
	C12 (Research Governance)
	
	

	Patient Focus
	C13a (Dignity & Respect)
	
	

	
	C13b (Consent.)
	
	

	
	C13c (Confidentiality)
	
	

	
	C14a (Complaints procedure)
	
	

	
	C14b (Non discrimination re Complaints)
	
	

	
	C14c (Complaints - improving service)
	
	

	
	C15a (Patient food choice)
	
	

	
	C15b (Patient nutritional requirements)
	
	

	
	C16 (Suitable and accessible patient information)
	
	

	Accessible and Responsive Care
	C17 (Patient views)
	
	

	
	C18 (Patient equality of access & choice)
	
	

	Care Environment and Amenities
	C20a (Safe & secure environment)
	
	

	
	C20b (Patient confidentiality & privacy)
	
	

	
	C21 (Clean and well-designed environment)
	
	

	Public Health
	C22a (Health inequalities & cooperation with partners)
	
	

	
	C22b (PH Annual Report)
	
	

	
	C22c (Local partnerships / Crime Prevention)
	
	

	
	C23 (Systematic disease prevention & health promotion programmes)
	
	

	
	C24 (Emergency Planning)
	
	

	Public Health 
	Developmental Standard
	n/a
	Good


Standards for Better Health outstanding improvement actions from 2006-2007 declaration 

	Criterion/Requirement/Recommendations
	Priority (High, Medium, Low)
	Actions required to achieve compliance
	Person/Committee responsible
	Target Date
	Associated Cost (£)

	C1a (Learning from experience)
	H
	A. Send details of incidents, on a selected basis, to the National Patient Safety Agency’s (NPSA) National Reporting and Learning System.
	Catherine Afolabi, Risk Manager
	30/06/2007
	0

	C1a (Learning from experience)
	H
	B. The tPCT should gain assurance that optometrists have incident reporting systems in place.
	Director of Primary Care Contracting and Optometrist contract lead
	30/06/2007
	0

	C1a (Learning from experience)
	H
	C. Clear incident backlog.  Analyse patterns and trends across all reported incidents taking into account Building a safer NHS for patients: implementing an organisation with a memory.  Include in report. 
	Catherine Afolabi, Risk Manager
	30/06/2007
	0

	C1a (Learning from experience)
	H
	Communicate learning to relevant staff across the organisation from local analysis of incidents and from the National Reporting and Learning System.
	Catherine Afolabi, Risk Manager
	30/06/2007
	0

	C2 (Child Protection)
	H
	A. Designated and Named Nurse Posts in Brent are combined into 1 post. Action plan in progress to review lines of reporting and accountability
	Lynda Greenhill, Assistant Director Integrated Health Services
	30/06/2007
	0

	C2 (Child Protection)
	H
	B. Designated Doctor Job Description and Job Plan to be updated in line with current guidance, with review of time allocation to fulfil duties. 
	Lynda Greenhill, Assistant Director Integrated Health Services
	30/06/2007
	0

	C2 (Child Protection)
	H
	C.  Obtain assurance around optometrists compliance with this standard [Child Protection]
	Jane Lindo, Director of Primary Care Commissioning
	30/06/2007
	0

	C3 (Nice Interventional Procedures guidance)
	H
	A. Complete top sheet of Nice IPs policy and send to GPs and Intranet.
	Director of Primary Care Commissioning, Dr MC Patel, Medical Director (PMS)/Sena Shah, GP Contracts Lead (GPs)
	30/03/2007
	0

	C3 (Nice Interventional Procedures guidance)
	H
	B. Include acknowledgement of receipt
	Director of Primary Care Commissioning, Dr MC Patel, Medical Director (PMS)/Sena Shah, GP Contracts Lead (GPs)
	30/03/2007
	0

	C4b (Medical Devices Mgt.)
	H
	A.  Complete Medical Devices Management Action Plan next worksheet
	Catherine Afolabi, Risk Manager
	30/06/2007
	tbc

	C4b (Medical Devices Mgt.)
	H
	B.  Handover medical devices management to Integrated Health Services Directorate (& also row 32 above)
	Catherine Afolabi, Risk Manager
	31/04/2007
	0

	C4e Waste Management
	H
	Implement Waste Management Action Plan through multi-PCT group led by Estates & Facilities
	Kim Ormsby, Waste Management Advisor, Estates & Facilities Shared Services & Neil O’Farrell,  Premises and Estates Manager
	31/03/2007
	tbc

	C7a (Clinical & Corporate Governance)
	H
	A. Review governance, and develop action plan to ensure sound structures, procedures, expectations and accountabilities for integrated governance in place throughout Brent tPCT in 2007-2008.  
	Ian Wilson, Chief Executive and Marcia Saunders, Chair
	31/07/2007
	tbc

	C7a (Clinical & Corporate Governance)
	H
	B.  Recruit new non executive directors (NEDs) and provide training on roles and responsibilities, review of SIC
	Marcia Saunders, Chair
	04/01/2007
	tbc

	Standard C7c (Risk Management)
	H
	A. Determine and agree local structures for risk management including nominated risk coordinators at directorate level.
	Catherine Afolabi, Risk Manager
	31/07/2007
	0

	Standard C7c (Risk Management)
	H
	B. Revise risk management and incident policies in line with above and obtain Board approval 
	Catherine Afolabi, Risk Manager & Patricia Atkinson, Director of Nursing, Quality & Clinical Governance
	30/06/2007
	0

	Standard C7c (Risk Management)
	H
	C.  Implement a risk assessment programme of key areas of risk and produce combination risk and incident reports per directorate or cluster.
	Catherine Afolabi, Risk Manager
	30/09/2007
	0

	C7b (NHS Code of Conduct)
	H
	SFIs [Standing Financial Instructions] and SOs [Standing Orders] are revised
	Anna Anderson / Jackie Briscoe 
	31/03/2007*
	0

	C7e (Discrimination and Equality) 
	H
	A.  Dignity & Respect Policy to be ratified 
	Carole Bellringer, Professional Facilitator for School Nursing
	31/03/2007*
	tbc

	C7e (Discrimination and Equality) 
	H
	B.  Equality Impact Assessment training to be commissioned & rolled-out
	Karen Wise
	31/03/2007*
	7750

	C9 (Records Management)
	H
	A.  Implement Information Governance / Records team tool to audit this area and develop action plan based on results.
	Catherine Afolabi, Risk Manager  & Shirley Parker, Projects & Emergency Planning Officer
	30/06/2007
	0

	C9 (Records Management)
	H
	B.  Audit to examine storage areas and develop action plan.  (N.B. Part of the NHSLA action plan & records steering group action plan – priority low)
	Shirley Parker, Projects & Emergency Planning Officer
	31/07/2007
	tbc

	C9 (Records Management)
	H
	C.  Record keeping standards to be approved by the Board and publicised
	Shirley Parker, Projects & Emergency Planning Officer
	30/09/2007
	0

	C10a (Pre-employment checks)
	H
	Publicise, implement and monitor Validation and Ongoing monitoring of registration policy
	Jane Busby
	31/03/2007
	0

	C20a (Safe & secure environment)
	H
	A. Appoint a Competent Health & Safety Person
	Patricia Atkinson/Bashir Arif
	30/04/2007
	tbc

	C20a (Safe & secure environment)
	H
	B. Identify high priority environment health & safety risks and develop and Action Plan.  Include works in the 07/08 Capital Programme
	Shirley Parker, Projects & Emergency Planning Officer, Risk Manager & Neil O’Farrell, Premises & Estates Manager
	04/01/2007
	tbc

	C20a (Safe & secure environment)
	H
	C. Appoint a Fire Safety Advisor in post to review and implement an Action Plan from site fire risk assessments
	Neil O’Farrell, Premises & Estates Manager
	30/06/2007
	0

	C21 (Clean and well-designed environment)
	H
	A.  Implement the Environmental Cleaning Policy Audit Tool
	Sue Lazarus, Facilites Manager, K&C Estates Shared Services / Lynn Leaver, Infection Control Nurse
	30/06/2007
	tbc

	C21 (Clean and well-designed environment)
	H
	B. Benchmarking exercise to maintain/improve level of cleanliness and develop specification across all sites excluding PFI
	Sue Lazarus/Lynn Leaver/Brenda Brown
	31/03/2007
	tbc

	Maintain compliance with core standards and comply with applicable developmental standards
	H
	A.  Meet with key parties and agree process, information requirements and tools.
	Catherine Afolabi, Risk Manager and Standard for Better Health leads
	31/07/2007
	tbc


Appendix 2: Snapshot Brent tPCT Corporate Risk Register & Action Plans at September 2006
BAF = also appearing on Board Assurance Framework during 2006-2007
	Ref. No.
	Rank
	Likelihood
	Severity
	Risk Event Title & Status (Open / Closed)
	Potential Risk  Event
	Consequences
	Type
	Risk Owner&  Risk Manager
	Risk Treatment
	% completion
	Assessment Date

	32
	High
	Almost certain - Will undoubtedly occur
	Major
	Organisational Health & Safety arrangements

OPEN
	Staff and patients at greater risk of injury from lack of health & safety processes and H&S Competent Person advice.  
	Patient and staff suffer injury unnecessarily.

The Trust could be issued with an enforcement or closure notice by the Health & Safety Executive.

The organisation pays out unnecessary claims.
	Compliance (affecting health & safety, environmental, employment practices, regulatory issues)
	Ms Patricia Atkinson & Ms Catherine Afolabi
	Patricia Atkinson to take risk and agree treatment plan at the next Executive Management Team meeting (Monday 20th March).
	100
	29/06/2006

	
	
	
	
	
	
	
	
	
	Review neighbouring PCT arrangements for Health & Safety competent person with view to sharing of individual(s).
	100
	29/06/2006

	
	 
	 
	 
	 
	 
	 
	 
	 
	Obtain Health & Safety Competent Person.
	0
	29/06/2006

	31
	High
	Almost certain - Will undoubtedly occur
	Major
	Security at Willesden Centre

OPEN
	Harm (theft, physical and verbal abuse) to patients, staff and visitors at Willesden Centre for Health & Care.
	Staff and patients feel threatened and vulnerable.

Staff may leave the organisation.
	Compliance (affecting health & safety, environmental, employment practices, regulatory issues)
	Mr Bashir Arif & 

Ms Shirley Parker
	1. Develop visible references to Zero Tolerance Policy
	0
	13/06/2006

	
	
	
	
	
	
	
	
	
	2. Train and inform staff of conflict procedures
	0
	13/06/2006

	
	
	
	
	
	
	
	
	
	3.  Train ward managers on procedures and guidelines for managing and reporting incidents and risk assessment.
	10
	13/06/2006

	
	 
	 
	 
	 
	 
	 
	 
	 
	4.  Implement Parkhill Audit Willesden Centre site security surveillance report recommendations 

 
	0

 
	13/06/2006

 

	6
	High
	Almost certain - Will undoubtedly occur
	Major
	Poor Medical Devices Management

OPEN
	Risk of injury to tPCT patients and staff from medical equipment not being serviced or repaired.
	Patients will not be able to be discharged from hospital when fit for discharge so will block acute beds.



Patients will need readmission if life-saving equipment (e.g. suction machines for children with tracheostomy or ventilators) fail.
	Operational (affecting day-to-day issues)
	Ms Patricia Atkinson & Ms Catherine Afolabi
	Present a number of risk treatment options including the contract, to the Executive Management Team for decision in March, and for sources of funding to be identified.
	30
	14/06/2006

	51
	High
	Likely - Will probably occur
	Major
	Inadequate care for children, young people and families across Brent tPCT.

OPEN
	Immediate withdrawal of experienced Health Visiting bank staff without notice on 2/8/06 who were being relied on to provide cover.
	Potentially unable to carry out all new birth visits to support new parents N.B.no follow up visits are currently possible.
No follow up of missed immunisations.
Delay in initial contact with families e.g. movements in.
Inability to carry out core health programme e.g. developmental checks according to Brent protocol.
Large numbers of A&E attendances which cannot be properly followed up.
High stress levels of the existing staff and staff sickness.

Child protection issues and vulnerable families may be missed.

Knock-on effect on other services e.g. more children attending A&E.

Families not supported leading to family breakdown.

Non-identification of post-natal depression and other concerns around children.

Recent SALT audit 2005-2006 in Brent indicated disadvantage to children entering school with speech and language delay which has long term implications of educational achievement.  This could lead to financial consequences for Trust if parent able to prove link between disadvantage and lack of early appropriate intervention by Trust.
	Operational (affecting day-to-day issues)
	Mr Bashir Arif & Ms Angela Davis
	Clearly communicate HV services changes (including temporary nature) internally & externally by visiting PEC, writing to GPs, newsletters, intranet, attending HV forums etc.
	Not Started 0%
	08/08/2006

	
	
	
	
	
	
	 
	
	
	Complete HV skill mix review and redistribution of staff across the tPCT.
	Ongoing 40%
	Ms Angela Davis

	
	
	
	
	
	
	
	
	
	Develop a red flag indicator system for HV which responds to red flags in system e.g. deploy additional staff where establishment insufficient.
	Not Started 0%
	Ms Angela Davis

	50
	High
	Almost certain - Will undoubtedly occur
	Major
	School nursing recording

OPEN
	School nurses unable record clinical details of children.
	Children may not be provided with appropriate treatment - screening results and complex issues are not recorded contemporaneously. 

Inability to keep business going once existing stocks used up.

School nurses unable to comply with Nursing & Midwifery Council code of conduct.

Inability to obtain informed consent from parents.

Adverse publicity and discredit to school nursing service.
	Operational (affecting day-to-day issues)
	Ms Angela Davis
	Complete an evaluation of a more effective solution for school nursing records.

Implement a more effective solution e.g. electronic solution for providing and sending out the school nursing information.
	Not Started 0%
	Ms Angela Davis

	37
	High
	Almost certain - Will undoubtedly occur
	Major
	Health visiting caseload at Chalkhill Health Centre

TBC
	 
	Inability to meet needs of families.

Families more vulnerable and need referral at later date e.g. child protection.

Preventative work compromised.

Inability to fulfil local and national obligations e.g. family health needs assessment, Hall.

Inability to profile - without profiling we rely on observation and no evidence base to look at risk patters and identify vulnerable groups of children and families potentially at risk.
	Operational (affecting day-to-day issues)
	Mrs Margaret Mahaffey
	Keep bank staff to maintain experience within the team.
	100? N.B. tbc
	13/06/2006

	
	
	
	
	
	
	
	
	Mrs Margaret Mahaffey
	Look at locality as a whole and explore ways of re-distributing human resources equitably.
	60
	13/06/2006

	
	
	
	
	
	
	
	
	Mrs Margaret Mahaffey
	Employ part-time nursery nurse.
	0
	13/06/2006

	
	 
	 
	 
	 
	 
	 
	 
	 
	Obtain an experienced health visitor volunteer from one of the other clinics to work in the Chalkhill team pending review of the overall service.
	0
	13/06/2006

	41
	High
	Almost certain - Will undoubtedly occur
	Major
	Informed consent & equitable service for Chalkhill Health Centre Health Visiting clients

TBC
	 
	Informed consent is difficult to achieve.

Failure to identify client problems and issues - things may be missed.

Clients do not receive an equitable service.
	Operational (affecting day-to-day issues)
	Mrs Margaret Mahaffey
	Establish eligibility criteria for health visiting across the organisation.
	0
	13/06/2006

	42
	High
	Almost certain - Will undoubtedly occur
	Major
	Chalkhill Health Visiting service carrying clients with more vulnerable and complex needs.
	 
	Chalkhill Health Visiting service carrying clients with more vulnerable and complex needs.
	Operational (affecting day-to-day issues)
	Mrs Margaret Mahaffey
	(null)
	(null)
	29/06/2006

	43
	High
	Likely - Will probably occur
	Major
	Significant errors due to poor record keeping in Health Visiting team at Chalkhill Health centre.

TBC
	 
	Failure to identify health visiting client problems or making significant errors.
	Operational (affecting day-to-day issues)
	Mrs Margaret Mahaffey
	(null)
	(null)
	13/06/2006

	36
	High
	Possible - May Occur Occasionally
	Catastrophic
	IT service & Business Continuity risk

CLOSED
	Inability to recover and interruption or unavailability of key information services i.e. clinical information services e.g. SPA, CIS etc.; financial information services; office information services (file server, email, remote access); performance information services (LDP / STEIS submission, etc) in case of catastrophic event e.g. flood, fire etc.
	Severe impact, particularly in relation to patient care and IT-dependent business operations 

loss of service which can be avoided if we had a backup data room available 


	Operational (affecting day-to-day issues)


	Mr Andrew Scheiner
	Complete enabling works (installing air-conditioning and an uninterruptible power supply) to room identified for purpose in Willesden Centre.
	100
	30/06/2006

	
	
	
	
	
	
	
	
	
	Identify funding and buy equipment and servers for the room identified at Willesden Centre.



Funding for the enabling works (UPS & A/C) is to come from this year's capital budget.
	100
	30/06/2006

	
	
	
	
	
	
	
	
	
	Fit out and configure 2nd computer room, and install redundant network links to NHSnet
	0
	30/06/2006

	49
	High
	Almost certain - Will undoubtedly occur
	Major
	Non collection of dental patient charges

TBC
	tPCT could incur a large financial deficit.
	
	
	Mr Jamil Choglay
	Controls Monitoring of contract activity for each performer and patient charges.
	(null)
	01/08/2006

	48
	High
	Possible - May Occur Occasionally
	Catastrophic
	Risk to financial savings plan from acute demand management

BAF

OPEN
	
	
	
	Mr Mike Hellier
	Increasing the level of resource in managing and monitoring the SLAs will give greater level of accuracy about activity levels which can be managed more effectively.
	0
	17/07/2006

	14
	High
	Likely - Will probably occur
	Major
	Professionals become isolated and deskilled in new Kingsbury assessment & treatment model (consultant view)
OPEN
	Patient care will be affected.
	We would be up to £3 million less in savings delivery
	Strategic (affecting long-term strategic organisational objectives)
	Ms Catherine Claydon
	Move service into Central and North West London Mental Health Trust will ensure strong skills.
	0
	13/06/2006


Appendix 4: Status of Internal Audit Review Recommendations at 31 August 2007
	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


	Criterion/Requirement/Recommendations

(N.B.  Each may have several actions)
	Priority (High, Medium, Low)
	Actions required to achieve compliance
	Person/Committee responsible
	Target Date
	Associated Cost (£)
	* RAG Status of action 

	Source: Internal Audit letter dated April 2007 following ‘review on Risk Management, Control & Review Processes to support the Statement on Internal Control (SIC) 2006/07’

	The dates of all positive sources of assurance are stated on the Board Assurance Framework.
	H
	A. Review guidance and re-issue policy on the Assurance Framework to include requirement to date all assurances.  Obtain Board and Audit Committee approval of policy.
	Board & Catherine Afolabi, Risk Manager
	31/07/2007
	0
	30 AMBER

	The dates of all positive sources of assurance are stated on the Board Assurance Framework.
	H
	B. Produce S.M.A.R.T corporate objectives and 1st draft of Board Assurance Framework.  Include process in AF policy.
	Board & Catherine Afolabi, Risk Manager & Patricia Atkinson, Director of Nursing, Quality & Clinical Governance
	31/07/2007
	0
	90 GREEN

	The dates of all positive sources of assurance are stated on the Board Assurance Framework.
	H
	D. Full Assurance Framework to be completed by senior management team - use SMT as workshop to begin initial process.  Include process in AF policy.
	Senior Management Team & Catherine Afolabi, Risk Manager
	30/09/2007
	0
	25 GREEN

	A procedure is put in place to ensure that output from the Audit Committee and other Assurance Committees is used to update the Assurance Framework and Risk Registers, as appropriate.
	H
	A. Appoint an Assurance Committee to receive all reports (internal and external) and include results on the AF and Risk Register.  Include process in review of AF policy.
	Board & Catherine Afolabi, Risk Manager & Patricia Atkinson, Director of Nursing, Quality & Clinical Governance
	31/07/2007
	0
	30 RED

	A procedure is put in place to ensure that output from the Audit Committee and other Assurance Committees is used to update the Assurance Framework and Risk Registers, as appropriate.
	H
	B. Appoint individual to assist the Assurance Committee in this role.  Include role and processes in AF policy.
	Board & Catherine Afolabi, Risk Manager
	31/07/2007
	tbc
	20 RED

	A procedure is put in place to ensure that output from the Audit Committee and other Assurance Committees is used to update the Assurance Framework and Risk Registers, as appropriate.
	H
	C. Agree the committee with responsibility for the Assurance Framework.  Include role in AF policy and terms of reference of that committee.
	Board & Catherine Afolabi, Risk Manager
	31/07/2007
	0
	50 RED

	A procedure is put in place to ensure that output from the Audit Committee and other Assurance Committees is used to update the Assurance Framework and Risk Registers, as appropriate.
	H
	D. Identify relevant committees and appoint individuals on each to work with individual assisting Assurance Committee to provide the information for updating risk register and AF.  Include these roles in their terms of reference. Include roles and process in AF policy.  
	Board & Catherine Afolabi, Risk Manager & relevant Committee Chairs
	31/07/2007
	0
	50 RED

	The Turnaround plan be fully integrated into the Board Assurance Framework.
	H
	D. Include results of Turnaround as assurances and risks against relevant corporate objectives in AF (also included in item 10 above but included explicitly here as it's a separate recommendation). 
	Catherine Afolabi, Risk Manager & Aileen Reidy, Turnaround Programme Manager
	30/09/2007
	0
	10 AMBER

	The Risk Register is updated at least on a quarterly basis.
	H
	A. Adapt free access database for use of corporate risk register (as Prism no longer in place)
	Catherine Afolabi, Risk Manager 
	30/09/2007
	0
	40 AMBER

	The Risk Register is updated at least on a quarterly basis.
	H
	B. Include existing risks on the corporate risk register and send out quarterly to Directorates
	Catherine Afolabi, Risk Manager 
	30/09/2007
	0
	30 AMBER

	The Board formally considers its relationship with stakeholders/partners and potential risks that arise from that relationship, and incorporate such within the Risk Register.
	M
	A. Board to list stakeholders and outline key risks arising from those relationships.  Consider doing this as part of the objective setting / AF session and include in corporate risk register.  
	Board & Catherine Afolabi, Risk Manager
	31/07/2007
	0
	100 GREEN

	The Risk Management strategy is updated ASAP. Once the revised Risk Management Strategy is finalised we recommend that all levels of staff within the Trust are made aware of the contents of this document and of the requirement for their participation in managing and controlling risks.
	M
	A. Agree the process for escalating risks to the Board.
	Board & Catherine Afolabi, Risk Manager
	31/07/2007
	0
	100 GREEN

	The Risk Management strategy is updated ASAP. Once the revised Risk Management Strategy is finalised we recommend that all levels of staff within the Trust are made aware of the contents of this document and of the requirement for their participation in managing and controlling risks.
	M
	B. Update the Risk Management Strategy to include requirements of NHSLA, NPSA and include process for escalating risks to the Board (linked to row 49 above)
	Catherine Afolabi, Risk Manager
	31/07/2007
	0
	30 RED

	The Risk Management strategy is updated ASAP. Once the revised Risk Management Strategy is finalised we recommend that all levels of staff within the Trust are made aware of the contents of this document and of the requirement for their participation in managing and controlling risks.
	M
	C. Obtain Board approval and publish strategy on Intranet and Internet.
	Catherine Afolabi, Risk Manager
	31/07/2007
	0
	40 RED

	The Risk Management strategy is updated ASAP. Once the revised Risk Management Strategy is finalised we recommend that all levels of staff within the Trust are made aware of the contents of this document and of the requirement for their participation in managing and controlling risks.
	M
	D. Roll out training for Board (includes Non Executive Directors) managers and staff on the risk management policy.
	Catherine Afolabi, Risk Manager
	30/09/2007
	0
	30 GREEN

	The risk register fully incorporate the risks included within the Board Assurance Framework and that the risk register is updated whenever risks change in the Board Assurance Framework.
	M
	A. Incorporate risks in risk register in BAF and update risk register as BAF changes.
	Person assisting assurance committee - to be confirmed (see 8B above).
	31/07/2007
	0
	0 RED

	Assurance Framework derived risks are fully incorporated within the risk register.
	M
	A.  Incorporate risks from the AF into the risk register.
	Person assisting assurance committee - to be confirmed (see 8B above).
	31/07/2007
	0
	0 RED

	Source: Internal Audit Letter Standards for Better Health & Draft Declaration 2006/07 dated 5 April 2007
	
	
	
	
	
	

	The Terms of Reference for the CCGC [Clinical & Corporate Governance Committee] are amended to include specific management responsibility for SFBH.
	M
	A.  Agree which group has specific management responsibility for Standards for Better Health (SfBH).  Include in AF Policy.
	Board & Catherine Afolabi, Risk Manager
	31/07/2007
	0
	75 AMBER

	The Terms of Reference for the CCGC are amended to include specific management responsibility for SFBH.
	M
	B.  Include remit for management of SfBH in role of group responsible for managing SfBH.   Include in AF Policy.
	Board & Catherine Afolabi, Risk Manager & Patricia Atkinson, Director of Nursing, Quality & Clinical Governance
	31/07/2007
	0
	60 RED

	The Board is reminded of their SFBH (Standards for Better Health) responsibilities and approve the methodology each financial year.
	M
	A.  Board to approve revised Standards for Better Health Policy.  Include requirement for annual approval in AF policy and SfBH policy.
	Board & Catherine Afolabi, Risk Manager
	30/09/2007
	0
	75 GREEN

	The methodology incorporates strategies as to how to implement any resultant action plans.
	M
	A.  Discuss with Executive Management Team and agree method for implementing action plans including who approves especially if there are financial implications.  Include in AF policy.
	Executive Management Team & Catherine Afolabi, Risk Manager
	31/07/2007
	0
	25 RED

	We recommend that mapping to standards for better health is extended to cover Dentists and Opticians contracts.  In this way assurance can be gained that independent contractors are abiding by the Health care standards and any risk areas can be identified.
	M
	A.  Meet with Director of Primary Care commissioning and contract leads to agree way forward.
	Director of Primary Care Commissioning & Dental Leads
	31/07/2007
	0
	25 RED

	We recommend that mapping to standards for better health is extended to cover Dentists and Opticians contracts.  In this way assurance can be gained that independent contractors are abiding by the Health care standards and any risk areas can be identified.
	 
	B. Complete formal mapping against SfBH against GP, pharmacists, dental and opticians contract for 07/08.  Agree the indicators of assurance.  Include annual process for regularly undertaking this in AF policy.
	Director of Primary Care Commissioning / Dental Leads / Catherine Afolabi, Risk Manager
	31/07/2007
	10
	25 RED

	We recommend that mapping to standards for better health is extended to cover Dentists and Opticians contracts.  In this way assurance can be gained that independent contractors are abiding by the Health care standards and any risk areas can be identified.
	M
	C.  Obtain evidence of compliance by primary care contractors with core and developmental standards for better health.  To be triangulated with GP Performance Scorecard.  Feed evidence into AF and Risk Register.  Include process for regularly doing this in AF policy.
	Director of Primary Care Commissioning / Dental Leads / Catherine Afolabi, Risk Manager
	31/07/2007
30/01/2008
	0
	25 GREEN

	In assessing evidence, mapping between the Assurance Framework and the Standards for Better Health is done. This is to ensure that where gaps in control or assurance are identified that these are considered when assessing where to obtain assurance over compliance with the core standards.
	H
	A.  Individual assisting the Assurance Committee(s) (tbc - see row 8, no. B above) to complete this at least quarterly.  Include in AF policy. To be done in conjunction with primary care contract leads.
	Catherine Afolabi, Risk Manager
	31/08/2007
	0
	25 RED

	The trust ensures that it is compliant with core standard C4B [Management of medical devices ASAP.
	H
	A. Include lack of compliance with meeting medical devices core standard for better health within corporate risk register and assurance framework
	Catherine Afolabi, Risk Manager
	30/06/2007
	0
	100 GREEN

	The trust ensures that it is compliant with core standard C4B [Management of medical devices ASAP.
	H
	B. Pass over medical devices responsibility to the Directorate of Integrated Health Services & also row 32 below
	Catherine Afolabi, Risk Manager & Shirley Parker, Projects & Emergency Planning Officer
	30/06/2007
	0
	20 RED

	The trust ensures that it is compliant with core standard C4B [Management of medical devices ASAP.
	H
	C. EMT to agree way forward to meet medical devices due to cost implications of contracts to maintain equipment.
	Shirley Parker, Projects & Emergency Planning Officer
	30/06/2007
	0
	0 RED

	The trust ensures that it is compliant with core standard C4B [Management of medical devices ASAP.
	H
	D.  Implement medical devices management work plan (also at row 44 below)
	Shirley Parker, Projects & Emergency Planning Officer
	31/03/2008
	tbc
	10 RED

	The risk management committee resume meeting bi-monthly or the responsibilities of the risk management group are subsumed into the CCGC.
	M
	A.  Review role of Risk Management Group in light of new governance arrangements and agree whether to subsume or continue.
	Clinical & Corporate Governance Committee & Catherine Afolabi, Risk Manager & Patricia Atkinson, Director of Nursing, Quality & Clinical Governance
	30/06/2007
	0
	25 RED











     Not met / 


  Insufficient Assurance





     Met
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