

NHS Brent

Assurance Framework 2008/09

CO1: Develop Brent tPCT as a High Performing and Responsive Organisation                                                             
	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Overall Action Plan Status

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	
	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?
	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

	1.  Improve our rating in the quality and outcomes section of the SHA commissioning regime from red to green by year end
	1a. Insufficient management capacity and capability (OP) 


	C18
	CEO and  designated Directors


	3x4

12

Amber
	1. Maintain
 recruitment to

 vacant  posts

2. Capability gaps filled  with interims or management

 consultants where

 possible

3. New structure to be devised to address gaps.


	1. HR and workforce reports

2. Performance report
	None identified
	1. Procure external support for performance issues
2. Build a

 performance culture

 within the organisation through a programme of OD

3. Proposals going forward to Remuneration Committee in February to increase staffing.
	Amber

	
	1b. Some performance problems are insufficiently understood and this could impact on our rating in the quality and outcomes section of the SHA commissioning regime from red to green by year end
	C18
	CEO and  designated Directors


	4x3

12

Amber
	1.  Further discussion and analysis with lead directors


	1. Exception reports produced for SHA

2. Feedback from SHA at monitoring meetings

3. Performance report
	None identified
	1. Meet with directors responsible and ensure progress in place
2. Review next

performance report for specific indicators


	Amber

	
	1c. Failure to address issues of whole health economy and joint working.
	C18
	CEO and  designated Directors


	3x4

12

Amber
	1) 1. Joint priorities now agreed with council

2) 2. Regular health economy-wide meetings with CEOs and key directors 

3) 3. SLA review meetings
	1.  Agreed with the council a programme for improved joint working including a review of joint commissioning.  

2.  Also agreed common joint working priorities, based on a shared understanding of our respective corporate priorities.
	None identified
	1.  improve jointly with the acute trust by: using commissioning powers to stimulate improved performance, improving joint working on common performance issues (e.g. DTOC) and implementing improved models of care (e.g. new front of house. 

2. Setting  out  vision for primary care in the primary care strategy

 3.  Benchmarking GP services by use of the balanced scorecard, and will be using it as a performance management tool.
	Amber

	2.  Improve our rating in governance section of the SHA commissioning regime from red to green by year end
	2a.  Implications of the Taylor report need to be addressed before governance arrangements are secure (OP)


	C7a & C7c
	CEO and HC

	1x4
4
Yellow
	1.  New Board committee structure and governance arrangements established

2. Board agreed levels established for implementation of integrated governance maturity matrix

3. Action plan arising from the Taylor report will be monitored by the Board
	NHS London, HCC, Commissioning regime governance rating

Review by external assessor completed
External auditors review

NHSLA assessment 09 (Risk element)
	None identified
	1.  Internal auditors reviewing governance system 

2. Proposed NHSLA  Level 1 assessment in Feb 2009 

3. Implementing audit committee template, tracker, escalation report for all Board committees

4. David Hobbs review completed, discussed at September Board.
5. Final report from Mr Taylor confirms we can now notify NHS London we are compliant.
	Green

	3.  Ensure we are fully compliant with core Standards for Better Health
	3a.  Risk of not achieving compliance with standards identified as non-compliant in 07/08 due to poor engagement, limited capacity
	C1a, C1b, C4b, C4e, C13c & C21 
	HC
	3X4
12

AMBER
	Reviewing and refreshing the BAF to ensure all significant risk to the PCT are identified. 
	HCC, Internal auditors, NHSLA; EMT & Board challenge, Risk Management Group
	1. Executive leads to reinforce reinforce reporting on S4BH & key attendances.
2. Improve understanding of the process across the PCT
	1. Action plan produced and monitored by Board
2. Quarterly review of progress on action plans at EMT via Risk Management report

3. Executive leads identified

4. Training and awareness raising sessions  arranged

5.Risk Mgt Group meets fortnightly, Chaired HOCA
	Amber

	
	3b) Lack of a designated doctor due to illness of the current incumbent 


	C2
	JC
	4x3

12

Amber
	Interim Designated Doctor in post as of July 2008.  Systems working well.

	LSCB, HCC
	No permanent  designated doctor 
	An interim appointment has been made to the Designated Doctor role covering 3 sessions per week. We have asked Dr A Mitchell to review options for substantive posts.  His report was received 14 January and is being considered with a view to final recommendations being made by the end of January.
	Green

	
	3c)  lack of named doctor potentially impacting on compliance with standards for better health.  
	C2
	JC
	2x3
6
Yellow
	Critical part of this role is being covered by the NWL Designated Doctor until an interim named Doctor is recruited.  


	LSCB, HCC
	No permanent  named doctor
	The Interim Designated doctor is fulfilling this role.  Extension of interim contract agreed until April 2009.  Independent external consultant paediatrician (Dr Mitchell) commissioned to carry out a review of the safeguarding roles to ensure compliance with statutory functions.
	Amber

	
	3d) Not all children, who are due an immunisation are being called for an appointment.
	C23
	 JO
	4x5

20
	Practices not 
operating call and
recall have been
identified.  Practices
provider side are providing call and recall to have been identified.  Options being considered to address the gap.
	COVER data reports

                                    Immunisation Programme Board

	None identified
	Short term capacity  within provider side to deliver call and recall to the total number of practices requiring call and recall has been agreed. Awaiting CRB clearance.
Full time Project Manager started on the 22nd of December. Undertaking fact finding and developing detailed action plan by end of January.
	Amber

	4. Meet targets for reducing MRSA and Clostridium difficile
	4a. Failure to implement high impact care bundles


	C4a
	JC


	3X4

12

AMBER


	1.  Hosting Trust activity is monitored through healthcare acquired infection control committee which meets monthly which is chaired by the DPH. 

2.  DPH & Infection Control Nurse attend monthly Trust Infection Control Committee and also report to the PCT Infection Control Committee
	MRSA and C.Diff numbers compared to target trajectories.  The influence of root cause analysis in showing gaps in good standards of care and follow-up of any gaps through monthly audit cycles. Possible failure of complete clinical engagement with high care bundles. Now there is ongoing data collection, concentration on high impact bundles, hand hygiene  and decolonisation is satisfactorily managed 
	 None identified
	Joint clinical investigation was established involving 3 trusts NWLHT, Brent PCT and Harrow PCT, external consultant led (Margret Bruce)-
Action taken to resolve situation through the SLA  mechanism
	Green

	
	4b. Failure of hosting Trust to act within standards of best practice


	C4a
	JC


	2X4
8

AMBER


	Reviewed by the three committees above and would be picked up and acted on as a performance management issues as it is specified that standards should be kept in SLA’s.
	Minutes of relevant committees attendance by the DIPC 
	Need to act more systematically on any breaches in standards of best practice.
	Each MRSA or CDif has root cause analysis, learning is translated into action 
	Green

	
	4c. Failure in monitoring & surveillance systems
	C4a
	JC


	2X4

8

AMBER
	1. The committees above receive monthly updates on hospital acquired infections which are measured against target trajectories. Any deviation from trajectories requires an exception report to be submitted to NHS London. 

The DPH & Infection Control Nurse will take action to find out why the systems have broken down.  2.  NWL Trust hospitals & Brent & Harrow PCT’s have agreed to share information on Root cause analysis and now have agreed an information sharing protocol
	Monthly root cause analyses and monthly health care acquired infections report.  Reports discussed by senior infection control nurse and Brent DIPC
	Occasionally the root cause analyses do not appear to be complete
	More systematic noting of the elements of the root cause analyses to ensure that they are comprehensive
	Amber

	5.  Achieve 18 week milestone of referral to treatment at the end of March 08 and the December 2008 target


	5a.  Achievement of interim target reduces managerial focus on December target
	C18
	TS
	3x4

Amber
	Weekly performance meetings between NWLH & PCTs
	NHSL

DH
	None identified
	Continuation of weekly performance meetings between NWLH & PCT’s
	Amber

	
	5b. Inclusion  of wider health economy providers reduces achievement of target
	C18
	TS
	4x3
12
	Early identification of all relevant providers, establishment of data collection systems & agreement of improvement plans as necessary
	NHSL

DH
	Providers unable to provide data or achieve targets
Lack of data makes it impossible to calculate input.
	PCR Provider/Commissioner Board established.  Additional funding for IT capture processes agreed
	Amber

	6.  Achieve the 98% A&E standard for 2008/09 as a whole
	6a.  Failure to achieve 98% A&E performance standard for 2008/09 due to the complexity of changes required across the urgent care pathway.

6b. Planned changes to the urgent care pathway do not deliver the improvements in A&E performance predicted within the timeframe required to meet the overall 2008/09 performance standard
	C18
	TS
TS
	4x4
16
Red
	Weekly operational meetings with NWLHT & Harrow PCT

Fortnightly DTOC meetings with key stakeholders from health & social care community across health economy

Monthly meetings Urgent Care Network

Daily review of bed states 

16 week rapid assessment, review, implementation project commissioned by health economy


	NHSL

DH

Weekly trust data

Daily DTOCs reports


	Providers unable to achieve targets

Lack of capacity for community beds or discharge


	Establish one consolidated action plan with associated work streams to coordinate all of the work being undertaken to address the delivery of the target

Ensure each work stream has agreed trajectories and milestones for delivery

Establish internal performance review process to monitor progress & to identify mitigating actions if required


	Amber


	
	6c. PCT does not have the required services to provide alternatives to A&E
	C18
	TS/JO
	3x4

12

AMBER


	Monitoring of Front of House and WICs.  Monitoring of primary care performance through balanced scorecard. 61% of practices signed up to extended hours from Nov 08
	Balanced scorecard and activity reports
	None identified
	Primary care strategy 08/09.

Review of diversion and community teams 08/09 
	Amber


CO2: Manage Resources Effectively 

	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Overall Action Plan Status

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	Current risk rating   (1-25 )
	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?
	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

	1.  Improve our rating in finance section of the SHA commissioning regime from amber to green by June 08

	1a.  risks are not well managed and forecasting is weak because of underlying weaknesses in financial and information systems


	C7b
	JW


	3x4
12
AMBER

	Finance & Performance action/development plan 

	Internal auditors & External Auditors


	Weaknesses in contract monitoring and informatics.

	Finance & Performance action plan for 08/09 including more robust budget monitoring and forecasting.

	Amber

	
	1b. If new investment does not deliver services in line with strategic objectives/or value for money
	C7b
	CEO
	2x3

6

Yellow
	CEO led investment group being established.

Programme office has been established with designated lead.


	Minutes of IG meetings
	None identified


	Programme Office established to manage investment. 
	Green

	
	1c.  The rapid swing from turnaround to investment mitigates against the continued development of performance within the PCT
	C7b
	CEO
	2x3

6

Yellow
	Performance scorecard
	Board review of performance scorecard.

NHS London Performance Scorecard.
	Spreadsheet-based monitoring.


	Implement improved monitoring system in 08/09, & Hobbs recommendations for intelligent Board Information.


	Amber


	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Principal objectives

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	Current risk rating   (1-25 )
	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?
	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

	2.  Ensure the PCT meets its statutory financial duties

	2a) Revenue- If poor financial management leads to savings not being delivered in year or cost pressures exceed contingency and/or investments exceed planned levels
2b) Capital- Poor capital planning and monitoring leads to overspend against capital resource limit

2c) Cash- Poor forecasting leads to overspend against cash limit
	C7b
	(All Dir)

CEO 
CEO (JW,ST)

JW
	3x4

12

AMBER
	1.  Regular finance & performance reporting at finance EMT 

2. Directors held to account for managing budget 

2 Oversight by capital group

3. Cash management plan developed for 08/09


	Internal auditors & External Auditors
Internal auditors & External Auditors

Internal auditors & External Auditors
	Demand management schemes not regularly reviewed for achievement.
None identified.
Prompt payment policy not in place.
	Establish monthly reporting system.
Prompt Payment Action Plan agreed by EMT
	Amber

	3.  Implement plan to raise ALE scores with a view to achieving adequate or better 

  by year end
	3a) If action plan not devised or action plan not delivered

3b) Capacity/ capability gaps in finance team/ systems prevents achievement
	C7b
	JW and designated Directors
JW
	3x4
12
AMBER

	Regular Review by EMT and Audit Committee
	External auditors & Internal Auditors
	None identified
	Finance & Performance development plan for 08/09
	Amber


	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Overall Action Plan Status

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	Current risk rating   (1-25 )
	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?
	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

	4.  Ensure all budget holders have confirmed understanding of their responsibility and have access to training


	If training insufficient or not adequately attended
	C7b
	JW
	3x4
12

AMBER


	Scrutiny at EMT
	Finance report to Board and Audit Committee.
	None identified
	Initial Training plan  developed and delivered by 30th September 2008
CLOSED
	Green

	5.  Implement improved Practice Based Commissioning scheme linked to core objectives
	5a) PCT will not provide sufficient support to PBC to be able to implement their plans.

5b) Agreed recovery plan actions may have limited impact on this year’s outturn.
	C18
	JO
	3x4

12

AMBER


	1. PBC Approvals sub committee of Board promoting PBC and ensuring adequate resources.

2. PBC Executive Committee established

3. PBC financial recovery group established and met 3 times
4. PBC recovery plan being signed off by PBC Executive & Board
	Internal auditors

PBC Commissioning Executive Minutes
	Insufficient information analysis  & public health support to PBC 
	Full Implementation of OD plan
Implementation of recovery plan
	Amber

	6.  Implement improvement programme that meets the challenge of World Class Commissioning
	Lack of capacity to scope and initiate the work
	C18
	CEO
	2x4

8
AMBER


	Now subsumed into WCC action planning and OD plan
	Reports to Board
	None identified
	Procure external support for WCC including:

1. OD

2. Provider landscape


	Amber


CO3: Improve Health and Reduce Inequalities 

	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Overall Action Plan Status

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	Current risk rating   (1-25 )
	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?
	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

	1.  Have an agreed Primary & Community Care Strategy by year –end that sets out standards local population can expect 
	1a) Stakeholders may not engage in developing the plan 

1b) Timescales for going out to public consultation may not be achieved

1c) work stream on capacity, capability & productivity not started yet
	C18
	JO
	3x4

12

Amber
	Programme Board has met regularly with identified work streams being pursued


	Programme Board, EMT & PEC minutes
	None identified
	Large stakeholder event 
to be held 24 /1/09.

Discussion document to be issued end of Feb

Implementation plans April onwards
	Green

	2.  Have an agreed Health & Well Being Strategy with Local Authority by June 08
	2a.  If stakeholders fail to agree strategy


	C23
	JC
	3x4

12

AMBER
	Clear & transparent strategy development process agreed with stakeholders and followed and implemented. HWBS is now agreed 
	April 7 challenge day

Report to Board in summer
	Possible failure to engage senior decision makers because they did not attend Challenge Day.  
	Planned visits to senior decision makers to engage them and understand their views: successful
	Green

	
	2b.  If the analysis of needs underpinning strategy inadequate
	C23
	JC
	2x4

8

AMBER


	Open needs assessment to challenge by both health & wellbeing Board & at consultation events HWBS is now agreed
	That the results of the Challenge Days are incorporated into the edited document
	Express need for a further Challenge Day
	Plan for a further Challenge Day, unnecessary as agreement now achieved
	Green

	
	2c.   Failure of sign off by key directors & Chief Exec


	C23
	JC
	2x4

8

AMBER


	Briefing of CEO and Borough Directors HWBS is now agreed
	Results of discussions with CEO and Borough Directors 
	Possible lack of senior directors input
	1:1 discussions with senior directors and a further Challenge Day not necessary now
	Green

	3.  Have a Commissioning Strategy Plan agreed with the SHA by October 2008  
	3a.  Resubmission of the CSP does not meet NHSL requirements due to lack of capacity and / or content Commissioning strategy and development plan not yet agreed by NHSL
	C18
	TS


	3x4

12

AMBER
	1. Develop & agree CSP action plan (including timescales & resources required) in advance of guidance being received

2. Review existing vision & strategy documents for the PCT in advance of guidance being received

3.  Ensure ongoing stakeholder involvement in the development of strategy
	NHS London, HCC
	1. Lack of agreed commissioning strategy for the PCT 

2. Delays in receiving guidance from NHSL significantly reduce timescales to complete document

3. Delays in receiving guidance significantly reduce opportunities to gain key stakeholder support


	CLOSED 
	Green

	4.  Ensure effective arrangements for emergency preparedness including flu pandemic plans
	Poor communication of plan within the PCT & other stakeholders
	C24
	JC
	2x4

8

AMBER
	Tabletop exercise, Plans, liaised with EPLO

Ensure training events 

Keep EMT & Board aware of plans
	Occurrence of the table top exercise and  an updated plan.  Further exercise due in November
	We need to pay more attention to the time-table for table top exercises, communication events and full event training

Out of date Pandemic flu plan – will be further updated after Self assessment exercise in Dec/Jan 2008
	EPLO to draw up time-table for exercises.

Pandemic flu plan to be reviewed by end of July. Review has identified gaps that are being addressed and further input from self assessment exercise will ensure an updated plan with maximum institutional learning

Pandemic flu Plan agreed by Trust Board December 2008.
	Amber

	5.  Subject to the public consultation, prepare to implement Healthcare for London
	Scale and scope of challenge; lack of clarity about what is delivered at what level
	C18
	CEO
	1x4

4
Yellow

	Attendance at London Commissioning Group

Attendance at Steering Group

Membership of JCPCTs
	Minutes of LCC and JCPCT meetings

Workshops on H4L
	Proposals are potentially contentious and will require high levels of communication and engagement.

Close engagement required with provider partners to ensure full appreciation of implications of proposals.
	Close liaison with HfL through the Joint Committee of PCTs and the H4L Steering Group.
Regular engagement with trust partners and discussion at the Acute Services Review Board.

	Green


CO4: Build Partnership Working 

	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Overall Action Plan Status

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	Current risk rating   (1-25 )
	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?
	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

	1.  Devise a strategy to improve Patient & Public Involvement  for agreement by the Board by June


	1a. If poor engagement from senior managers
	C17
	TS
	1x4
4
Yellow
	1.  PPI group established.  

2.  NED lead in place 
	Board Minutes, HCC compliance
	Current PCT processes may prevent us from achieving deadline
	1. External consultancy to hold 1:1 sessions with all stakeholders.
2. PPI training and awareness across all directorates as part of implementing the strategy. CLOSED
	Green

	
	1b.  If insufficient capacity to meet June deadline
	C17
	TS
	1x4

4
Yellow
	1.   Identified as a priority for our development plan which will identify gaps in capability & capacity

2.  In process of recruiting to a vacant PPI post
	As above
	As above
	1. External consultancy appointed
2. PPI panel established to monitor project

CLOSED
	Green

	2.  Devise a workforce development strategy designed to ensure the active involvement & engagement of all staff for agreement with the Board by June 
	2a. If insufficient  HR capacity to meet June deadline


	C11c
	CA
	2x3

6

YELLOW


	1.  Extensive feedback on the staff survey 

2.  Priorities for staff engagement identified at the senior staff away day 
	2008 Staff Survey
	Insufficient Capacity 
	Commissioning OD Plan completed  
CLOSED
	Green

	
	2b. If staff in the organisation reluctant to engage 
	C11c
	CA
	2x3

6

YELLOW
	1. Staff engagement and development events held

2. OD plan for commissioning completed

3. Management & Leadership Development Plan agreed
	EMT and Board reports
	Insufficient Capacity 
	Implementation of OD plan for Provider & Commissioning on-going
	Green

	3.  Develop and implement an approach to improved staff engagement that encapsulates: objective setting and appraisal, statement of staff rights and responsibilities, response to staff survey, reductions in sickness absence to public sector best practice
	3a.  Lack of capability and training for managers in appraisal 
	C8b
	CA
	3x4

12

AMBER


	1.  New appraisal procedure developed and distributed. Reporting arrangements in place  
	Workforce report to EMT and Board
	Difficulty in accessing training because of staffing pressures
	Reports on attendance at training are being made available to managers
	Amber

	
	3b. Poor reporting of PDR’s 
	C8b
	CA
	3x4

12

AMBER


	2.  Staff focus group has initiated work on statements of rights and responsibilities. 
	Workforce report to EMT and Board
	Delays to reporting of completed PDRs
	New reporting system being introduced
	Amber

	
	3c.  Limited HR capacity to support sickness absence project
	C8b
	CA
	3x4

12

AMBER


	Successful pilot sickness absence project has taken place at Willesden Hospital. Lessons being rolled out in provider services
	Workforce report to EMT and Board
	Slow recording systems resulting in a lag in reporting
	On-line reporting system being piloted.

Sickness policy has been revised and training has been reviewed.


	Amber

	4. Build stronger links with local authority partners, and in particular review joint working arrangements


	4a. If the local Authority unwilling to engage

	C6
	TS
	3x4
12

AMBER


	1 Build upon away days to agree shared objectives & action plans

2 Ensure achievement of objectives regularly  reviewed & revised through appropriate governance arrangements 

3 Agreed review of joint working arrangements
	Board report

Reports to joint executive

Reports to Health Select Committee Report to Board
	Lack of coordination


	Incorporate review of governance arrangements into overall review

Incorporate shared overview of joint KPIs into overall review
	Amber

	
	4b. If PCT and Local Authority unable to resolve continuing care cases of 2007-08.
	C6
	CEO
	2x3

6
YELLOW
	Being led by the CEO and under constant review & progress
	Finance report to Board
	None identified
	Final meetings with council planned in January 09
	Amber

	
	4c. Delays in implementing changes to structure means the PCT does not have the level of leadership and managerial capacity to deliver the objective.
	C6
	TS
	3x4
12

AMBER
	Review of joint working arrangements is a key objective for the Director of Strategic Commissioning


	EMT
	None Identified
	Review of joint  working arrangements  
	Amber

	5.  Build stronger links with local community and ensure the PCT is seen as a visible and accessible local organisation


	5 If poor communication led to lack of  engagement of  stakeholders
	C6
	TS
	3x3
9

AMBER
	1.  Regular newsletter, PCT representation on community groups

2.  Regular update via intranet, using local authority mechanisms for consultation

3. User groups in GP practices

4. Patient representation on planning groups
	Health scrutiny panel,
	Lack of feedback from community groups


	1. Implement revised PPI strategy including joint consultation mechanism
2. Recruitment to PPI post

3. Build relationship with LINkS

4. Continuation of PPI forum on informal basis
	Amber


CO5: Ensure we develop modern & accessible services 

	Principal objectives
	Principal risks
	Related Standards for Better Health
	Risk Lead
	RR
	Existing Controls
	Assurance Sources
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps
	Overall Action Plan Status

	What the organisation aims to deliver? (Objectives)
	What could prevent the Trust’s objectives from being achieved?
	Which HCC standards does the risk relate to?
	(Dir title initials)
	Current risk rating   (1-25 )
	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?
	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

	1.  Achieve the separation of PCT provided services and review  options for future provision by September 08


	Lack of Capacity and capability across the PCT to undertake strategic review 
	Not applicable
	SFT
	3x3

9

AMBER


	The Chief Executive presented a paper to the meeting of the PCT Board on the 11th December 2008 on the future of PCT Provider Services.
It was agreed that a directly managed autonomous Provider organisation would be established, from 1st October 2009.  .
	Minutes of EMT

Minutes of PCT Provider Services Sub-Committee


	None identified
	Progress is being made on the appointment of a Chief Operating Officer and interviews for this will be held the first week of March 2009.  Project arrangements for the DPO are being progressed
	Amber

	2.  Ensure effective risk management processes are in place in provider services and safe services are in place by April 09 

	Implementation of external review recommendations in respect of some community services is yet to be undertaken, and are subject to further provider development and commissioner agreement

	C7a & C7c
	SFT
	4x4
16
RED
	Up to date directorate register

Review of risk register at Governance EMT

Review of risk register at Directorate Management team

External independent service reviews undertaken on Willesden Nurse staffing, district nursing, health visiting and school nursing.
	EMT Minutes

PCT Provider Services Sub-Committee Minutes

Risk Management Committee Minutes 

Risk Management Committee for PCT Provider Services to be established.
	External reviews are yet to be implemented
	Service specification for District Nursing, Health Visitors & School Nursing to be agreed between Providers & Commissioners by the end of January 2009. 


	Amber

	3.  Ensure 50% of GP practices are offering extended opening by year-end
	If practices unwilling to provide extended hours and no alternative provider available.
	 C18
	JO
	1x4

4
GREEN

	1. Local incentive scheme agreed with LMC which is more attractive than the national scheme.
	1. EMT performance meetings.

2. 61% of practices signed up from Nov 08.
	None Identified
	CLOSED
	Green

	4.  Launch the balanced scorecard for primary care by June 08


	Agreeing content of  balanced scorecard with stakeholders

Delay in validating scores with practices
	C18
	JO
	1x4

4
YELLOW

	1. Draft scorecard  content approved by PEC

2. Draft scorecard populated.

3. Agreed changes with LMC

4. Nov 08 Board report
	PEC & LMC minutes
	None Identified
	CLOSED
	Green

	5.  Remodel revised front of house at CMH to provide improved access to primary care by year-end


	5a. Unable to agree service specification with key stakeholders within timescales 
	C18
	TS
	3x4
12

Amber
	Establish robust project management arrangements including early involvement in development of specification
	EMT
	None Identified
	CLOSED
	Green

	
	5b. Business case does not demonstrate value for money
	  C18
	TS
	3x4

12

Amber
	Establish criteria to appropriately measure value for money across all relevant dimensions
	EMT
	None Identified
	To be reviewed at business stage
	Amber

	
	5c. Unable to reach agreement with NWLH regarding  location & support services
	C18
	TS
	3x4

12

Amber
	Involvement of NWLH in project group

Health economy agreement at Executive Group


	EMT
	None Identified
	Include in requirements for performance bond with NWL
	Amber

	
	5d.Tendering process is not successful in securing contract within required timescales
	C18
	TS
	3x4

12

Amber
	Project management arrangements 

Secure appropriate procurement expertise
	EMT
	None Identified
	To be reviewed following business case decision
	Amber


	Level of Risk

	
	Most likely consequence (if in doubt grade up, not down)



	Likelihood of occurrence
	1) None

No obvious injury or harm
Minimal financial loss (<£1,000);
	2) Minor

More than 3 days off sick due to injury

moderate financial loss (£1 K to 20K);
	3) Moderate
Hospitalised or medium term injury
Major financial loss (£20K to £100K) including litigation settlement. 
	4) Major
Significant / permanent harm
Major financial loss (£100K - £1 million)

Including litigation settlement.
	5) Catastrophic
Death or major disaster / loss

loss of >£1million including litigation settlement. 

Loss of ability to achieve/maintain financial stability of the PCT.

	1) Rare - Can’t believe the risk will ever    happen
	1
	2
	3
	4
	5

	2) Unlikely - Do not expect the risk to happen but it is possible
	2
	4
	6
	8
	10

	3) Possible - The event may occur occasionally
	3
	6
	9
	12
	15

	4) Likely - The event will probably occur but is not a persistent issue
	4
	8
	12
	16
	20

	5) Almost certain - The event will undoubtedly occur, possibly frequently
	5
	10
	15
	20
	25
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