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Summary 
This report has been produced following a request by the Board in March 2005, for an update on the assurances in the Framework.  It contains significant risks (High and Moderate) to Directorate (and therefore Corporate) objectives as at 29 April 2005.

	Recommendation: 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 repeating risks 




	Director:

      Patricia Atkinson   

     Tel:  020 8795 6767


	
	Contact Name:

     Catherine Afolabi

     Tel:  020 8795 6395


This paper aims to promote the following values of the PCT:

Put the patient at the centre   
(
Be a good employer


(
Be a trusted partner


(
Be innovative


(
Be accessible


(
Be outcome focussed

(
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Introduction

1. This report has been produced following a request by the Board in March 2005 for an update on the assurances in the Framework.

2. It contains significant risks (High and Moderate) to Directorate (and therefore Corporate) objectives as at 29 April 2005.

3. Risks rated as low or very low are excluded from the Board Assurance Framework (this document). 

4. Similar risks are sometimes identified simultaneously within a number of Directorate Frameworks.  These risks are therefore areas of concern for more than one Directorate.  They are specifically highlighted in this report as they are also areas where targets are not being achieved, and which may benefit from greater coordination and joint working to achieve the objectives and/or to address the risk.

5. The key recurring risks noted in the various Frameworks are:

· Non achievement of the smoking cessation target

· Lack of capacity to implement Agenda for Change

· Inability to develop and implement new roles in line with organisational needs
Action

6. Members are asked to:

· note and agree the contents of this report

· advise on further action to be taken (if any) especially in relation to repeating risks 

Catherine Afolabi

Risk Manager

April 2005

Brent Teaching Primary Care Trust Board Assurance Framework at 29 April 2005

Key to colour codes

	
	Risk Rating
	Assurance Ratings


	Red 
	H - High Risk (15-25)
	None

	Amber
	M - Moderate risk (8-12)
	Limited

	Yellow
	L - Low risk (4-6)
	Substantial

	Green
	VL - Very low risk (1-3)
	Full


Area: Improving Quality

Corporate Objective 1: To ensure compliance with the statutory duty of quality, and to deliver safe, high quality patient care in a reporting and learning culture where information is used to underpin improvement.
	Principal Objectives
	Principal Risks
	Key Controls
	Board reports
	Actions

	Directorate & objective Ref. 

	The Risk

	The Risk Rating

	The control
	Positive Assurance

	Gap in assurance / control?
	Action Plan in place?

	PC 1.17
	Lack of dedicated project management resource and key leads from directorates (for information governance toolkit objective)
	M
	* Information Governance Project Group; * Informatics Projects Board Steering Group set up with representation from Directorates
	Steering Group monitors & manages strategy and plan of action.
	Currently being reviewed.
	X

	PC 1.18
	Lack of dedicated project management resource and key leads from directorates (for security management system objective)
	M
	Use of Local Security Management Specialist, clear objectives and quarterly reporting to Clinical and Corporate Governance Group
	tbc
	
	X

	PC 1.19
	Lack of Professional Facilitator input [to agreeing a revised Provider Information Report] (TBC)
	M
	* Primary Care SLA Monitoring Meetings; * SMT 

Through SLA Monitoring
	tbc
	None.
	X


Area Improving Health Services

Corporate Objective 2: Integrate cross economy service and infrastructure developments to ensure cohesive framework for change.
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	HR 2.1
	Unable to develop new roles linked to service modernisation.
	M
	Through HR work plan; CWP facilitator now in place.
	tbc
	tbc
	(

	NQCG 2.2
	Appropriate information is not collected e.g. ethnicity which would lead to inequalities in service provision

Lack of clarification of ethnic monitoring target from SHA could lead insufficient collection.
	M
	  - Health informatics dept. projects e.g. questionnaires to GPs around NSF areas ask GPs what ethnicity data is collected and the process.

- Training provided for staff highlighting why information is collected, how it is used, how to ask individuals for information

-  IT facilitators for each locality in place to assist with data entry.

- Access & Equality Committee monitor progress on collection of ethnicity data.

- Race Equality Impact Assessment.

- Objective in Clinical Gov. Dev. Plan that ethnicity data will be collected.

- Use of 2004 target (to control risk 2)
	- Positive Access & Eq. Cttee reports to Board on Race Equality Impact Assessment and patient profiling - Limited.

 - Positive reports to Board on Clinical Governance Development Plan
	Permanent Equalities Manager not yet in place.

IWL assessment report 2003 - lowest results on Race Equality Scheme
	X

	NQCG 2.2
	Inequalities in service provision caused by lack of movement on issues because it is cross-cutting.
	M
	Informatics & Primary Care involved in training

- New IT templates included within nGMS contracts.
	Achievement of ethnicity collection data Nov 2003 - limited

- Report from St. HA on progress with Race Equality Scheme

- Performance review
	
	X

	NQCG 2.2
	Lack of IT capacity and staff competency to collect and interpret data could lead to inequalities in service provision
	M
	   -  Training in place for Staff who are inputting and using data.

- IT facilitators in post.D8
	  - St.HA (assurance that appropriate ethnicity data is being collected)

- IWL (assurance that appropriate ethnicity data is being collected from staff)

- Health Informatics reports to Board on progress of IT projects
	Training not yet rolled out to staff generally.

Training not yet implemented until info returned from GPs

Equalities Manager not in place yet
	(

	PC 2.18
	Risk of overruns in time and money due to reason outside PCT's control
	M
	Monitoring by Capital Group, LIFT Project Board & Willesden Project Board

Implementation plan for DDA & Asbestos legislation.  6 facet survey being carried out at all sites
	tbc
	Regular Board reports
	(


	Area:  Emergency Care

Corporate Objective 3: Improve access to emergency care (hospitals)


	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	NQCG 3.1
	Robust education and training commissioning plan: [Lack of] capacity and time to engage all directorates may result in staff not being competent in certain areas.

Not having a robust mechanism in place to identify training needs means [they]…may not be met.
	M
	Appraisal system

Education, Training & Development Group

Education & Training Co-ordinator

Dedicated training resource via Learning & Development team

WDC funding
	None.

*Internal Audit Training review (planned June 2005)
	Lack of knowledge about whether training matches corporate objectives

Lack of an education & training strategy
	X

	MC 3.2
	Not achieving A&E targets due to rising demand & system-wide response
	H
	Health Economy wide urgent care network  Brent Urgent Care group

Monitoring of A&E recovery plan fortnightly
	National and SHA reports for sector
	Regular board reports
	X

	JW 3.8
	Delays in assessment

Delays in discharge

Insufficient intermediate care services
	M
	SITREP monitoring of delays extended to Willesden

Intermediate care strategy developed
	Substantial – SHA delayed discharge levels report; 

Healthcare Commission inspection of older people’s service report
	None.
	(


Area:  Smoking Cessation

Corporate Objective 4: Improve uptake of smoking cessation services
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	PH 4.1 – 4.12
	Smoking Cessation: Inability to recruit sufficient members of the Public & unsuccessful prevention strategies
	H
	· Performance monitoring group actively monitors & manages star ratings targets

· Strategy & action plan with monitoring mechanisms in Health Promotion

· Sector group monitors 4 week quitters

· Smoking cessation co-ordinator & group with evidence based- strategy & action  plan

· New programme of involvement to encourage ownership of this target across tPCT 
· Regular PEC/Board reports
	Regular SHA/PEC/ Board reports
	Increased ownership of this target by all front-line staff
	(

	NQCG 4.1
	Insufficient training [to support Smoking Cessation] may lead to ineffective input. Capacity may be limited.
	M
	Ensure appropriate training available.  Detailed plan should identify the time required.
	Limited – number of Professional Facilitators trained as Smoking Cessation Advisors 
	
	X


Area:  Agenda for Change

Corporate Objective 5: Implement the new contractual arrangements for Agenda for change working in partnership with staff side, managers and human resources
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	HR 5.1 – 1.6
	Organisational capacity to release staff, managers and staff side to work on project.

Engagement of managers, staff & staff side in Agenda for Change (AFC)

Lack of resources (human, financial & estates) to implement AFC.
	M
	Monitoring  through AFC steering group
	Recent internal audit report – assurance level not known.
	CWP work plan to be developed
	(

	NQCG 5.7
	Insufficient training on [on job evaluation and Knowledge & Skills Framework] may lead to ineffectual input and limited ability to implement AFC.
	M
	Attendance at appropriate training. Feedback sessions to review process.  Detailed project plan in place to identify when and how much commitment required
	Part of Agenda for Change monitoring
	Monitoring of detailed action plan
	X

	PC 5.10
	Capacity of the organisations to release people for the evaluation of job descriptions
	H
	Agenda for Change Steering Group
	SHA Monitoring
	Capacity Issue of releasing sufficient staff
	X

	PC (no ref.)
	‘Keep the Show on the Road’
	M
	· Action being taken on long term sickness ; * good outcomes on recruitment with community nurses, podiatrists and some therapists

· Staff sickness is now being managed with HR
	HR Board report

Staff survey
	Aligning staff lists with budget info
	


Area:  Improving Working Lives Practice Plus

Corporate Objective 6: Achieve Practice Plus IWL status and develop the policies and practice of the organisation to ensure it is a good employer
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	HR 6.1 – 6.14
	Inability to embed practice plus in organisational culture due to organisational engagement and capacity
	M
	IWL steering group. WDC monitoring. Regular reports to EMT & Board
	(tbc)
	No
	(

	HR 6.11
	Lack of skills & resources to implement Health & Safety (H&S) agenda
	H
	H&S committee and work plan
	In future Healthcare Commission Standards
	· H&S Policy agreed. Needs to be rolled out in PCT

· Lack of H&S mentioned in various internal reports in shared service
	(

	NQCG 6.16
	Lack of qualified staff to recruit into the PCT may mean unsafe services due to insufficient number of clinicians
	M
	
	Limited - HR Board report
	
	(


	Area:  Independent Contractor contracts

Corporate Objective 7: Implement and develop new independent contractor contracts in a timely manner which supports new services in the community


	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	HR  7.1
	Developing services & GP initiatives

Recruitment & Retention in GP & associated implications (e.g. staff morale, inequity of treatment etc)
	M
	· HR Workstreams for nGMS

· GMS Board 

· GMS Steering Group; GP HR team now in place
	nGMS implementation group reports

National milestones and reporting
	No
	X


Area:  Sustaining & Improving Performance

Corporate Objective 8: To develop and implement an approach to performance in the context of new models of care and changing NHS frameworks
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	NQCG 8.2
	Not having appropriate systems and structures to learn would lead to staff not recognising the implication of their actions


	M
	· Nursing Professional forum develops guidelines and policy & disseminates good practice

· Professional facilitators support & disseminate good practice

· Clinical Leaders Programme 

· Incident Reporting Policy

· Incident reporting forms

· Risky Business risk management bulletin to raise staff awareness of risk issues

· Quarterly report on complaints & incidents sent out to locality GMs

· Informal systems within localities raise awareness after event
	Limited

- Level 1A NHSLA

- Risk management quarterly reports to Board & CCGC.

 StHA feedback on clinical governance performance to Director - limited
	· Formalised systems for learning need to be put in place

· Software system purchased - now needs to be used to enable analysis of incident data - however, does not specifically cover independent contractors.

· Feedback from learning in localities needs to be collected centrally.
	(

	HR 8.1
	Unable to develop and implement new roles in line with organisational needs.
	M
	HR work plan
	Limited – internal management reports on HR work plan
	CWP work plan to be developed
	(

	PC 8.14
	IM&T infrastructure weak.  Data collection and analysis is often fragmented.  Lack of congruence between activity, finance and quality. Accountability for performance not always clear across directorates.  (to be rephrased)
	M
	SLAs in place for external providers. Prescribing and HIMP targets for GPs. Controls Assurance framework has improved   
	None so far.
	More needs to be done to address the risks.
	X

	PC 8.14
	Achievement of Flu target of 70%
	H
	Monitoring by MAM, SMT and PEC
	PC Care Directorate returns and DoH Flu returns - achieved 71% (70.8%) (Full assurance)
	
	X


Area:  Involving staff & patients

Corporate Objective 9: Involve staff and patients in our work
Area:  Patients, public & communities 

Corporate Objective 10: Ensure that services when delivered are patient friendly and that any changes have actively involved patients.
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	JW 10.5
	Community consultation and user involvement not built in to directorates' plans.

Insufficient opportunities to engage with communities.
	M
	· Directorates develop plans and submit progress reports to PPI Committee

· PCT supports a number of consultation forums e.g. Race Health & Social Care Forum, Refugee Forum

· PCT working with Brent Council to allow access to their consultation forums e.g. Area Consultation Forums, Pensioners' Forum
	· Evidence in reports of action taken

· Demonstrable evidence that PCT has changed plans based on input from local people & community organisations

· Internal management reports; quarterly monitoring through SHA performance report  (Limited Assurance)
	None.
	(

	COM 9.10
	Staff… cannot give the intranet the time required
	M
	· More training programs planned, for nominated staff members within all directorates.

· Support through the Web and design officer is available at all times.

· Feb/March update has a centrefold for staff to keep which provides easy instructions of how to use and view the intranet

· A reminder in every edition of what is available.

· To continue to work closely with Information on the development of databases, providing contact details and search functions for every member of staff.

· End of Jan a summary of all new information will be produced in the form of a newsletter and sent on an all staff email, to inform staff what has been added how to access it and hopefully act as a reminder of the service available.
	Limited – internal positive staff feedback
	
	(

	COM 9.10
	Freedom of Information Act…requests not met within 20-day limit.
	M
	· FOI officer assigned from each directorate to ensure that when requests come in they are dealt with, within the 20 day limit required.  

· Database being developed to log all requests. 

· Regular meetings with the local journalists 1/4 helps maintain a good relationship and creates positive stories being printed

· StHA are involved with PAN London papers and requests from them for good local stories are always met.
	Requests met on time
	
	X

	COM 9.10
	Update not published on time
	M
	· A timetable has been set and enforced so staff can expect the magazine the second week of alternate months

· Staff regularly informed of closing dates for submissions, own words and stories they feel are important are published

· Competition pages have been introduced
	Publication of "Update" on schedule.
	None
	X

	PC 9.9
	Lack of capacity of the Patient Participation Involvement Team to support on all major communications/ consultations issues
	L
	*Patient & Public Involvement Board; * PALs Coordinators; * Complaints

PPI Steering Group
	Events held or cancelled

Nil else at present
	Tbc
	X


Area:  Finance

Corporate Objective: To ensure that mandatory financial targets are achieved
	
	Principal Risks
	
	Key Controls
	Board reports
	

	Area in which risk identified
	The Risk
	The Risk Rating

	The control
	Positive Assurance
	Gap in assurance / control?
	Action Plan in place?

	HR 11.1
	Inability to stay within budget.
	M 
	Through budget monitoring process
	Board [finance] report
	
	X

	NQCG 11.2
	Insufficient information to manage budget.
	M
	Arrange three monthly meetings with management accountant to review budget
	Annual report and accounts

Monthly budget reports
	
	X


Catherine Afolabi, Risk Manager, 29 April 2005

� Assurance ratings from definitions agreed by Clinical & Corporate Governance Committee Dec. 2004.


� Reference taken from Board “Report on the Assurance Framework November 2004”


� Risk to Directorate objectives


� That directorate objective being achieved and/or controls are working effectively
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