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Executive Summary

Context

There have been a number of revisions to the risk management process in order to strengthen the
arrangements and provide a more comprehensive process. These changes include the way that the
Board Assurance Framework (BAF) is updated and reported and the process for reporting and
managing organisational risks. The BAF is the key source of evidence that links strategic objectives to
risks, controls and assurances, and the main tool that the Trust Board (IB) should use in seeking
assurance that those internal control mechanisms are effective. The 2016/17 BAF has been developed
with reference to the revised annual priorities. This report summarises the changes to the risk
management processes highlighted above and provides the TB with the 2016/17 BAF for
endorsement. In addition the report provides a summary of new organisational risks scoring 15 or
above, opened during the reporting period.

Questions
1. Does the BAF provide an accurate reflection of the principal risks to our strategic objectives?
2. Is sufficient assurance provided that the principal risks are being effectively controlled?
3. Have agreed actions been completed within the specified target dates on the BAF?
4. Does the TB have knowledge of new significant operational risks reported within the reporting
period?
Conclusion

1. Executive leads of each strategic objective have provided an accurate picture of our principal
risks affecting the achievement of our objectives.

2. Many of our assurance sources are based on internal monitoring and some may benefit from
external scrutiny (e.g. via internal audit) to provide additional assurance that controls are effective.
All actions are currently on track.

The TB are sighted to all new risks scoring 15 or above opened during April 2016.

Input Sought

We would welcome the board’s input to:
(a) receive and note this report;
(b) review this version of the 2016/17 BAF noting:

e any gaps in assurances about the effectiveness of the controls to manage the
principal risks and consider the nature of, and timescale for, any further assurances
to be obtained;

e the actions identified to address any gaps in either controls or assurances (or both);
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e any areas which it feels that the Trust’s controls are inadequate;
(c) Agree an effective process for scrutinising BAF entries;
(d) Endorse the content of the 2016/17 BAF.

For Reference

Edit as appropriate:

1. The following objectives were considered when preparing this report:

Safe, high quality, patient centred healthcare

Effective, integrated emergency care

Consistently meeting national access standards

Integrated care in partnership with others

Enhanced delivery in research, innovation & ed’

A caring, professional, engaged workforce

Financially

sustainable NHS organisation

|
|
Clinically sustainable services with excellent facilities [Yes]
|
|

Enabled by excellent IM&T

[Yes]
[Yes]
[Yes]

2.This matter relates to the following governance initiatives:

a. Organisational Risk Register

[Yes]

If YES please give details of risk ID, risk title and current / target risk ratings.

Datix Operational Risk Title(s) — add new line | Cutrent | Target | CMG
Risk ID | for each operational risk Rating Rating
See
report
If NO, why not? Eg. Current Risk Rating is LOW
b.Board Assurance Framework [Yes /]
If YES please give details of risk No., risk title and cutrent / target risk ratings.
Principal Principal Risk Title Current | Target
Risk Rating Rating
ALL

3.Related Patient and Public Involvement actions taken, ot to be taken: [n/a]

4.Results of any Equality Impact Assessment, relating to this matter: [n/a]
[07/07/16]
[My paper does not comply]

5.Scheduled date for the next paper on this topic:

60.Executive Summaries should not exceed 1 page.

7.Papers should not exceed 7 pages.

[My paper does not comply]
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REPORT TO: UHL TRUST BOARD

DATE:

2"P JUNE 2016

REPORT BY: ANDREW FURLONG — MEDICAL DIRECTOR

SUBJECT: INTEGRATED RISK REPORT (INCORPORATING UHL

BOARD ASSURANCE FRAMEWORK AS OF 30™ APRIL
2016)

2.2

2.3

3.1

INTRODUCTION

This integrated risk report will assist the Trust Board (TB) to discharge its

responsibilities by providing:-

a. A 2016/17 BAF based on the revised annual priorities.

b. A summary of new risks opened on the operational risk register with a
score of 15 and above.

c. An updated framework for managing the BAF and risk register following
agreement at the Trust Board Thinking Day on 17" March 2016.

BAF AS OF 30™ APRIL 2016

Executive risk owners have updated their BAF entries to reflect the annual
priorities for 2016/17. Following this, a draft BAF was subject to a ‘sense
check’ by the Chief Executive’ and a number of further amendments were
identified as being required. These have now been included in the final
version that has previously been submitted to the UHL Executive
Performance Board (EPB) and UHL Audit Committee (AC). A copy of the
2016/17 BAF is attached at appendix one with all changes highlighted in red
text for ease of reference

A number of principal risks have been carried forward from the previous year
however there have been significant updates associated with the whole
document including 10 principal risks with changed titles and three new risks
reflecting the changed emphasis of the annual priorities. The TB should note
the ‘extreme’ risk in relation to increasing emergency attendances / admission
and the remaining 12 high risks to the achievement of our strategic objectives.

A set of Key Lines of Enquiry (KLOE) have been developed to assist the TB
and other trust committees when reviewing the BAF. As it will not be possible
to review the full range of BAF entries at each TB meeting the TB is asked to
agree the most effective way of scrutinising BAF entries.

UHL RISK REGISTER SUMMARY AS OF 30TH APRIL 2016

At the end of the reporting period, there are 52 operational risks open on the
risk register scoring 15 and above with five new ‘high’ risks entered on the risk
register during the reporting period. For ease of reference the new risks are
summarised in the table below.

Risk | Risk Title Rating | CMG
ID
2816 | There is an element of increased clinical risk by 20 ESM

cohorting ED Patients in the new escalation area
and the ED corridor

2819 | Risk of lack of ITU and HDU capacity will have a | 16 RRCV
detrimental effect on Vascular surgery at LRI

1



3.2

4.2

5.1

2823 | There is a risk of errors with patient medical 16 CHUGS
review appointment and chemotherapy
appointments due to gaps in admin workforce

2820 | Risk of CDU patients developing a hospital 16 RRCV
acquired VTE if the VTE risk assessment form is
not completed upon admission

2791 | Broadening Foundation - Loss of F1 doctors 16 RRCV

Thematic analysis of risks scoring 15 and above on the risk register shows
that the majority of risks relate to workforce capacity and capability with
potential for impact on quality of service and performance. Other themes,
associated to strategic risks on the BAF, include estates services, emergency
care provisions and IM&T services.

REVISED FRAMEWORK FOR MANAGING RISKS IN UHL

BAF framework: The proposal to disaggregate the BAF with principal risks to
be reported to their relevant executive boards by the principal risk owner for
endorsement prior to being reported to the Trust Board was approved. The
updated framework for the BAF is attached at appendix two. Also attached at
appendix three is a copy of the KLOEs to be used to support a consistent
approach to managing the BAF.

Risk Register framework: There will be a greater emphasis on managing
operational risks reported on the risk register at CMG level with only risks that
need a decision to be taken reported to the Trust Board. The updated
framework for the risk register is attached at appendix four, and includes
greater scrutiny of CMGs risk registers at the weekly CMG Performance
Management meetings. Attached at appendix five is a copy of the KLOEs to
ensure accountability for management of operational risks at all levels.

RECOMMENDATIONS

The TB is invited to:-

(a) receive and note this report;

(b) review this version of the 2016/17 BAF noting:

e any gaps in assurances about the effectiveness of the controls to
manage the principal risks and consider the nature of, and
timescale for, any further assurances to be obtained,;

o the actions identified to address any gaps in either controls or
assurances (or both);

e any areas which it feels that the Trust's controls are inadequate;

(c) Agree an effective process for scrutinising BAF entries;
(d) Endorse the content of the 2016/17 BAF.

UHL Corporate Risk Management Team
26" May 2016.
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. i . 1 [Lack of progress in implementing UHL Quality Commitment. CN
Safe, high quality, patient
centred healthcare } o . o .
2 [Failure to transfer Estates services in a seamless manner and to develop a high quality in- house service DEF
An excellent integrated
€ 3 |Emergency attendance/ admissions increase without a corresponding improvement in process and / or capacity CO0
emergency care system
Services which consistently Failure to deliver the national access standards impacted by operational process and an imbalance in demand and coo
meet national access standards capacity.
There is a risk that UHL will lose existing, or fail to secure new, tertiary referrals flows from partner organisations
5 which will risk our future status as a teaching hospital. Failure to support partner organisations to continue to DoMC
Integrated care in partnership provide sustainable local services, secondary referral flows will divert to UHL in an unplanned way which will
with others compromise our ability to meet key performance measures.
Failure to progress the Better Care Together programme at sufficient pace and scale impacting on the development
6 - DoMC
of the LLR vision
7 |Failure to achieve BRC status. MD
Enhanced delivery in research,
innovation and clinical 8 |Too few trainers meeting GMC criteria means we fail to provide consistently high standards of medical education MD
education
9 Insufficient engagement of clinical services, investment and governance may cause failure to deliver the Genomic MD
Medicine Centre project at UHL
Lack of system wide consistency and sustainability in the way we manage change and improvement in order to DWOD
A caring, professional and deliver the capacity and capability shifts required for new models of care
engaged workforce . . . . .
11 |Ineffective structure to deliver the recommendations of the national ‘freedom to speak up review DWOD
. . 12 [Insufficient estates infrastructure capacity may adversely affect major estate transformation programme CFO
A clinically sustainable
configuration of services, 13 Limited capital envelope to deliver the reconfigured estate which is required to meet the Trust’s revenue CFO
operating from excellent obligations
facilities
14 [Failure to develop and agree the appropriate vision and strategy for clinical configuration CFO
15 |Failure to deliver the 2016/17 programme of services reviews, a key component of service-line management CFO
A financially sustainable NHS
Trust v 16 | The Demand/Capacity gap if unresolved may cause a failure to achieve UHL deficit control total in 2016/17 CFO
17 |Failure to achieve a revised and approved 5 year financial strategy CFO
18 |Delay to the approvals for the EPR programme Clo
Enabled by excellent
IM&T ’ - -
19 |Lack of alignment of IM&T priorities to UHL priorities Clo
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Board Assurance Framework: Updated version as at: |Apr-16
Principal risk 1: Lack of progress in implementing 2016/17 UHL Quality Commitment Risk owner: CN/MD
Strategic objective: Safe, high quality, patient centred healthcare Objective owner: CN

Annual Priorities

Reduce avoidable mortality and re-admissions through screening of deaths and the use of the
re-admissions toolkit.
Reduce harm through core 7 - day standards, new EWS and observation processes and safer
use of insulin.
Improve patient experience through involving them in their care, better end of life planning
and improvements in outpatients.

Prepare effectively for the 2016 CQC inspection.

Risk Assurance Rating

Exec Board RAG Rating
= (Date: xx/xx/xx)

Current risk rating (I x L): April May June July August Sept Oct Nov Dec Jan Feb
Principal risk 1: 4x2=8
Controls: (preventive, corrective, directive, Assurance on effectiveness of controls )
) Gaps in Control / Assurance
detective) Internal External

Clinical Effectiveness

Directive controls

Screen all hospital deaths

Participate in case record review

Sepsis 6 initiative

Detective controls

Hospital deaths screening tool

Case record review

Dr Foster's intelligence and HED data

Sepsis screening tool

No of Sls in relation to deteriorating patient/
sepsis

Patient Safety

Directive controls

7 Day service standards (including
implementation of 14 hour consultant review,
diagnostics, professional standards and daily
consultant review)

Clinical Effectiveness

SHMI scores reported to Mortality and
Morbidity Committee and TB, QAC via Q&P
report.

Quarterly mortality report to ESB/QAC/TB
6 monthly TB report in relation to mortality
parameters

monthly review of mortality alerts reported to
TB.

UHL target SHMI <= 99

Current SHMI (Oct 14 - Sept 15) 96
Readmission rate to be < 8.5%

Sepsis

% of patients where screening is used
(threshold 100% of in patients)

% of patients receiving antibiotics within 1
hour (threshold 90% of antibiotics within
90mins of recognition)

Internal Audit mortality and morbidity review
due Q3 2015/16.

Internal audit review in relation to outpatient
patient experience due Q4 2015/16.

(a) Currently not all deaths are
screened and there is a
requirement to move to 100%.
(1.1, 1.2 and 1.3)

(c) Currently a £5million funding
gap to implement 7 day service
standards. (1.4)

(c ) Workforce shortage may inhibit
implementation of 7 day service
standards (1.4)

(a) No single measure to monitor
performance of 7 day services (1.4)

(a) no metrics in relation to insulin
safety strategy (1.5)




Implement UHL EWS and e-obs
Implement insulin safety strategy
Detective control

Quarterly patient safety report highlighting
number of severe/ moderate harms

% of deaths screened

Patient Experience

Directive Control

End of life care plans

What is guiding us in relation to keeping
patients informed/ improving clinical
correspondence times/ reducing in clinic

Patient experience

6% improvement on patient involvement
scores

10% improvement on care plan use and
outpatient experience scores.

Achieve 14 day correspondence standard.

cQc:

TB TD x 4 ahead of June visit.

CN / MD staff briefings and weekly
newsletters.

UHL CQC Programme Boards.

(c) No EWS score to trigger sepsis
care pathway on Nerve Centre (1.6)

Action tracker: Due DT Progress update:
date

Mortality database to be developed (1.1) Jun 2016 MD Database developed and currently in testing phase. Roll out anticipated
June 2016.

Scoping of Medical Examiners as Mortality Screeners (1.2) MD 21 clinicians have expressed interest. Evening event planned for May

Jul 2016 and day long training session scheduled for May.

Peter Furness appointed as UHL Lead Medical Examiner. Roll out at LRI
anticipated July 2016.

Participate in National retrospective case record review (1.3) TBA MD No date for completion has been set nationally yet

Work with Nerve Centre to implement EWS score to trigger sepsis care pathway Sep-16 MD

(1.6)

7-Day services gap analysis (1.4) TBA MD

Develop metrics for insulin safety strategy (1.5) TBA MD




Board Assurance Framework:

Updated version as at:

Apr-16

Principal risk 2: Failure to transfer Estates services in a seamless manner and to develop a high quality in- house |Risk owner: DEF
service
Strategic objective: Safe, high quality, patient centred healthcare Objective owner: CN

Annual priorities

Develop and high quality in-house Estates and Facilities service

Risk Assurance Rating

Exec Board RAG Rating
= (Date: xx/xx/xx)

Current risk rating (I x L): April May June July August Sept Oct Nov Dec Jan Feb March
4X3=12
Target risk rating (I x L): 4x2=8
Controls: (preventive, corrective, directive, Assurance on effectiveness of controls .
. Gaps in Control / Assurance
detective) Internal External
Directive Controls The [Estates and Facilities repatriation Programme |External audit programmes including PLACE New estate and Facilities structure

repatriation of estates and facilities services
commenced on the announcement of the
termination of the Interserve contract. The
programme of change has been developed into
three distinct phases:

Phase 1 - The seamless transfer of all estates
and facilities services from IFM back in-house
by the agreed transfer date of the 1st May 2016
Phase 2 - Taking stock of the inherited levels of
service quality, performance and resources and
developing longer term plans to reform the
Estates and Facilities service.

Phase3 - Implementing the agreed plans to
develop a high quality in-house Estates and
Facilities service

Detective Controls Baseline
performance data measured at the end of the
IFM Contract (30th April 2016)

Monthly performance reports to measure
performance improvements to
Executive Performance Board (EPB).

Annual Estates and Facilities Report to the Trust
Board.

Internal Audit/Assurance Programme
performance:

and CQC inspection

to be developed (interim structure
in place until completion of Phase
2) and revised governance
arrangements to be reviewed (2.1)

D
Action tracker: du: Owner Progress update: Status
ate
Phase 1 - Seamless transfer of all Estates and Facilities services on the agreed date Apr-16 DEF All services transferred with no interruption of service
(1st May 2016) (2.1)
Phase 2 -Take stock of inherited services (including develop new structures) (2.1) Oct-16 DEF Commenced Phase 2 - May 2016 4




Board Assurance Framework:

Updated version as at: Apr-16

Principal risk 3:

Emergency attendance/ admissions increase without a corresponding improvement in process
and / or capacity

Risk owner:

Sam Leak, Director of
Emergency Care and
ESM

Strategic objective:

An effective and integrated emergency care system

Objective owner:

Coo

Annual Priorities

Reduce ambulance handover delays in order to improve patient experience, care and safety.
Fully utilise ambulatory care to reduce emergency admissions and reduce length of stay
(including ICS).

Develop a clear understanding of demand and capacity to support sustainable service delivery
and to inform plans for addressing any gaps.

Diagnose and reduce delays in the in-patient process to increase effective capacity

Risk Assurance Rating

Exec Board RAG Rating
= (Date: xx/xx/xx)

Current risk rating (I x L):

April May June July August Sept Oct Nov

Target risk rating (I x L):

Controls: (preventive, corrective, directive,

detective)

Assurance on effectiveness of controls

Internal External

Dec Jan

Feb March

Gaps in Control / Assurance

Directive / Preventative Controls
NHS '111' helpline
GP referrals

Local/ National communication campaigns

Winter surge plan

Triage by Lakeside Health (from 3/11/15) for all

walk-in patients to ED.

Urgent Care Centre (UCC) now managed by

UHL from 31/10/15
Admissions avoidance directory

Reworking of LLR urgent care RAP- as detailed

in COO report
Detective Controls

Q&P report monitoring ED 4-hour waits,
ambulance handover >30 mins and >60 mins,

total attendances / admissions.

Comparative ED performance summaries
showing total attendances and admissions.

ED 4 hour wait performance (threshold 95%)
81.2% in April

Poor performance continues to be primarily
driven by record ED attendances and
emergency admissions but has also been
contributed to by staffing issues.

Total attendances and admissions (compared
to previous year)

Attendance + 6.8%

Admissions + 5.6%

Ambulance handover (threshold 0 delays over
30 mins) 11% >30<60mins, >60mins 6%
Difficulties continue in accessing beds from ED
leading to congestion in the assessment area
and delayed ambulance handover.

Bed Occupancy.

Monitored daily but not formally reported

National benchmarking of emergency care data

Urgent Care Board fortnightly dashboard.

(c) Lack of effectiveness of
admissions avoidance plan (3.1)

(c )Lack of effectiveness of
attendance avoidance plan
Lack of winter surge capacity (3.1)

Status

. Due
Action tracker: Y Owner Progress update:
date
LLR plan to reduce admissions (including access to Primary Care) (3.1) Review (ele]6] Admissions and attendance continue to increase.

May - 16




Board Assurance Framework: Updated version as at: Apr-16
Principal risk 4 Failure to deliver the national access standards impacted by operational process and an Risk owner: Will Monaghan,
imbalance in demand and capacity. Director Of
Performance And
Information
Strategic objective: Services which consistently meet national access standards Objective owner: Ccoo
Annual Priorities Maintain 18-week RTT and diagnostic access standard compliance Risk Assurance Rating |Exec Board RAG Rating
Deliver all cancer access standards sustainably = (Date: xx/xx/xx)
Current risk rating (I x L): April May June July August Sept Oct Nov Dec Jan Feb March
Target risk rating (I x L):
Controls: (preventive, corrective, directive, Assurance on effectiveness of controls .
. Gaps in Control / Assurance
detective) Internal External
Detective Controls RTT Incomplete waiting times (threshold 92%). |Cancer recovery action plan managed across (c) Lack of progress on 62 day
RTT incomplete waiting times, cancer access Currently 92.7%. the Trust, NHS Improvement and the CCG. backlog reduction due to ITU/HDU
and diagnostic standards reported via Q&P Diagnostics: 0.7% (threshold 1%) capacity and gaps in clinical
report to TB Fail: Monthly performance call with NTDA. capacity in key specialties (4.1).
Corrective controls Cancer Access Standards (reported quarterly).
Insourcing of external consultant staff to deliver|Current performance based on April data Internal audit review in relation to waiting (c) Inability to manage the pressure
additional sessions. 2 ww for urgent GP referral (Threshold 93%). |times for elective care due in quarter 4 through the ENT service (4.2).
Outsourcing of elective work to independent 90% forecasted 2015/16; initiated end January 2016.
sector providers. 2 ww for symptomatic breast patients
Productivity improvements in-house. (threshold 93%). 96.2% Elective IST have assured the action plans in
Additional premium expenditure work in house.|31 day wait for 1st treatment (threshold 96%). |Diagnostics and the Cancer plan.
89%
31 day wait for 2nd or subsequent treatments
(Drugs - threshold 98%). 100%
(Surgery - threshold 94%). 77.5%
(Radiotherapy - threshold 94%). 96.4%
62 day wait for 1st treatment (threshold 85%).




70%

threshold 90%). 77.3%

62 day wait for 1st treatment (CSS referral-

Cancer wait 104 days (threshold TBC). 12

. D
Action tracker: d:tee Owner Progress update: Status
Sustained achievement of 85% 62 day standard (4.1) Sep-16|DPI 62 day backlog reduction currently off trajectory. 4
Implementation of 'Next Steps' for cancer patients in key
tumour sites to start end February 2016.
The extension to deadline comes as part of our submission
to the TDA for our sustainable transformation plans.
Jul-16(DPI 4

Further insourcing of external consultant staff to deliver additional sessions (4.2)




Board Assurance Framework:

Updated version as at:

Apr-16

Principal risk 5:

There is a risk that UHL will lose existing, or fail to secure new, tertiary referrals flows from
partner organisations which will risk our future status as a teaching hospital. Failure to support
partner organisations to continue to provide sustainable local services, secondary referral flows
will divert to UHL in an unplanned way which will compromise our ability to meet key
performance measures

Risk owner:

Director of Marketing
and Comms (DoMC)

Strategic objective:

Integrated care in partnership with others

Objective owner:

DoMC

Annual priorities

Develop new and existing partnerships with a range of partners, including tertiary and local
service providers to deliver a sustainable network of providers across the region.
Progress the implementation of the EMPATH strategic outline case

Risk Assurance Rating

Exec Board RAG Rating
= (Date: xx/xx/xx)

Current risk rating (1 x L): April May June July August Sept Oct Nov Dec Jan Feb March
4x3=12
Target risk rating (I x L): 4x2=8
Controls: (preventive, corrective, directive, Assurance on effectiveness of controls .
. Gaps in Control / Assurance
detective) Internal External

Directive Controls

NHS England Five Year Forward View sets out
the national strategic direction.

UHL Business Decision Process.

UHL/NUH Children’s Services Collaborative
Group.

Partnership Board for Specialised Services
established in Northamptonshire. Membership
includes Northants CCGs; NHS England; KGH,;
NGH and UHL.

Tripartite Working Group UHL/NUH/ULHT.
ULHT/UHL Urology Steering Group.

SEMOC Steering Group.

Memorandum of Understanding (MoU) for key
work programmes.

ULHT/UHL Urology Steering Group and SEMOC
Steering Group work programmes and risk
registers reporting to UHL Tertiary Partnership
Board.

UHL Tertiary Partnerships Board reporting to
ESB Monthly.

Inclusion in acute services contract.
Compliance with national service specifications
and standards,

External service reviews (e.g. peer reviews).

(C) Lack of prioritised service level
strategies and engagement plans.
(5.1)

(A) Quantifiable reporting of return
on investment e.g. income, activity,
performance. (5.2)




SLAs in place for all partnerships.
Tertiary Partnership Strategy.

Individual service strategies.
Detective/Corrective Controls

UHL Tertiary Partnerships Board.
Tertiary partnership work-programme.
Horizon scanning: NHS England (local and

Action tracker: zu: Owner Progress update: Status

ate
(5.1) Apply criteria in Tertiary Partnership Strategy to prioritise service lines. Jun-16 JC To June SMT 4
(5.2) Present vascular reporting to Tertiary Partnership Board. May-16 JC To May Partnership Board. 4




Board Assurance Framework:

Updated version as at:

Apr-16

Principal risk 6:

Failure to progress the Better Care Together programme at sufficient pace and scale impacting
on the development of the LLR vision

Risk owner:

Director of Marketing
and Comms (DoMC)

Strategic objective:

Integrated care in partnership with others

Objective owner:

DoMC

Annual priorities

Work with partners to deliver year 3 of the Better Care Together programme to ensure we
continue to make progress towards the LLR vision (including formal consultation).

Risk Assurance Rating

Exec Board RAG Rating
= (Date: xx/xx/xx)

Current risk rating (I x L): April May June July August Sept Oct Nov Dec Jan Feb March
Target risk rating (I x L): 2x5=10
Controls: (preventive, corrective, directive, Assurance on effectiveness of controls .
. Gaps in Control / Assurance
detective) Internal External

Directive Controls

BCT 5 Year Plan.

BCT Strategic Outline Case.

BCT Project Initiation Document.

BCT governance arrangements, including a
programme management office,

multi-agency boards (BCT Partnership Board,
BCT Delivery Board, BCT Service
Reconfiguration Board, LLR Chief Officers, and
CCG Commissioning Collaborative Board) all of
which inform an overall BCT Board Assurance
Framework.

BCT project delivery structure and
organisational specific delivery mechanisms,

Monthly updates (including high level risks and
mitigating actions) received and reviewed by a
number of internal boards and committees,
namely Trust Board, Executive Strategy Board,
Reconfiguration Programme Board.

UHL bed base aligned to BCT requirements

Healthwatch organisations across LLR and the
PPl Group.

Clinical Senate (external to the LLR
Partnership).

Externally commissioned Healthchecks (also
known as Gateway Reviews).

Pre-consultation business case (PCBC)
considered and signed off by partner boards,
including CCG Boards, provider boards, local
authorities etc. Ultimate decision to go to
consultation sits with NHS England - NHS

(a) Some early schemes may not be
delivering the anticipated impact
e.g. LRIUEC, ICS. BCT programme
dashboard (used to track progress)
lacks sufficient detail making it
difficult to hold workstream leads
to account (6.1)

(c) Capital availability uncertain
and financial assumptions could be
improved / updated (6.2 and 6.3)




including 8 integrated clinical workstreams.
UHL governance arrangements, including UHL
Reconfiguration Programme Board and
associated sub-committees / boards and
workstreams i.e. major capital business cases,
estates, IM&T, Future Operating Model etc.
Detective Controls

Progress updates against pre-defined plans
presented to both multi-agency boards and
individual partner boards, including BCT
Partnership Board, BCT Delivery Board, UHL
Reconfiguration Board, UHL Executive Strategy
Board and UHL Trust Board.

England lead the national (external) assurance
process.

NHS Improvement (formerly the Trust
Development Authority) when reviewing and
approving Trust plans.

Action tracker: dD:tee Owner Progress update: Status
(6.1) A BCT Programme Dashboard to be established and agreed with the BCT PMO. tbc MW Ongoing - high level milestones identified for all BCT Clinical 4
BCT Delivery Board to review wprkstream plans to ensure there is sufficient stretch. Workstreams with quarterly deliverables to promote
transparency and to bolster accountability arrangements.
This will be used to develop a dashboard - timescales being
considered by the BCT PMO and Delivery Board - to be
confirmed
(6.2) Identifying how BCT (and associated cost improvement plans) will address the Jun-16 PT 4
deficit requirements across LLR.
(6.3) Implement proposed changes (subject to public consultation) over a longer Jun-16 PT 4

time frame while still delivering financial balance by 20/21 and the priority order in
respect to capital plans for UHL, plus options for exploring alternative sources of
capital.




Board Assurance Framework:

Updated version as at:

Apr-16

Principal risk 7:

Failure to achieve BRC status

Risk owner:

Nigel Brunskill, DoR&D

Strategic objective:

Enhanced delivery in research, innovation and clinical education

Objective owner:

MD

Annual Priorities

Deliver a successful bid for a Biomedical Research Centre

Risk Assurance Rating

Exec Board RAG Rating
= (Date: xx/xx/xx)

Current risk rating (I x L): April

3x3=9

Target risk rating (I x L):

Controls: (preventive, corrective, directive,
detective)

May June July August

Assurance on effectiveness of controls

Internal

Sept

Oct Nov Dec

External

Jan Feb March

Gaps in Control / Assurance

Directive Controls

Each BRU has a strategy document
Preventive Controls

UHL R&I supportive role to BRUs by meeting
with Universities (Joint Strategic Meeting)
Good working relationships between UHL and
University partners

Good track record of attracting subjects into
studies

Contracting and innovation team.

Work with Medipex to commercialise our
projects/ ideas.

Detective Controls

Financial monitoring of BRUs via Annual Report
Corrective controls

UHL to provide funding from external sources
for targeted posts if necessary

Financial performance and academic output
reported to UHL Joint Strategic meetings for
assurance. In addition financial performance
reported to each BRU Executive Board.
Financial performance currently on plan.

Highest recruiting Trust in the East Midlands
and 7th nationally

NIHR monitor BRU performance
University analysis of data

(c) NIHR national strategy not
under UHL control (no local action
can be taken)

(c ) Weak support from academic
partners (7.1 and 7.2)

. D
Action tracker: d:tee Owner Progress update: Status
(7.1) Develop new 4-way strategy meeting with UHL, UoL, LU and DMU (7.1) Jun-16 MD On-going 4
(7.2) Closer joint working with Universities to develop application (7.2) Jun-16 MD Full application now in pro