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Purpose of paper:

e To present and gain approval of the Board assurance framework for
NHS England which incorporates the strategic risks for the
organisation.

Key issues and recommendations: The Board assurance framework sets
out a list of strategic risks, current mitigating actions and internal and external
assurances. It also identifies further mitigating actions to be taken for each
risk area.

Actions required by Board Members:

e Review the strategic risks.
e Approve the Board assurance framework for NHS England.




Board Assurance Framework

Background

1. The Board assurance framework (BAF) forms part of NHS England’s risk
management strategy and policy and is the framework for identifying and
managing strategic risks, both internal to NHS England and those in the wider
system in which NHS England has a role.

2. The BAF is reviewed on a monthly basis by the executive risk management
group, who finalise the list of strategic risks, confirm actions being undertaken
and check assurances.

The Board Assurance Framework 2013 /2014

3. The executive risk management group met on the 26 September 2013 to review
the draft BAF. Subsequently, more work has been undertaken to clarify the
mitigating actions and dates, and reword some of the risks to provide better
clarity and improve readability. The BAF is attached as Annex A.

4. There have been no changes made to the current risk scores, since the last
Board update on the 13 September 2013, although further mitigating actions
have been added to a number of risks. Patient and public participation (risk
number 17) has had an action added concerning the Civil Society Assembly to be
held in late 2013, which will operate as a vehicle and lever for ensuring public
participation. Development of commissioning (risk number 27) will be further
mitigated with the action that clinical commissioning groups will publish the
finance and performance dashboard data on their websites.

5. Five mitigating actions have been added to the risk immature systems and
processes (risk number 30) to establish assurance processes via specialist
delivery and transformation groups and enable general assurance frameworks
and guidance concerning decision-making powers to be developed, alongside the
establishment of workplace champions. Four actions have been added to
external partners - priorities and whole system approach (risk number 32),
covering the close working relationships in place between external partners, the
specific key partnerships and support to strategies.

6. World class customer service (risk number 16) has been split into two new risks:
transparency and information sharing (risk number 34) and system governance
uncertainty (risk number 35).

Actions Required by Board Members:

The Board is asked to:

¢ Review the strategic risks; and
e Approve the BAF for NHS England.
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1 Strategy - the context in which NHS England is operating will undermine the ability to develop and lead 5 4 a al =
visionary programmes of work, needed to improve outcomes for patients into the future.
2 Financial Risk in Partner Organisations - serious financial difficulties elsewhere in the health and social care all 4 g al =
sector leads to an adverse impact on commissioners.
3 Direct Commissioning - underdeveloped direct commissioning processes do not discharge specialised all 4 a a| a
commissioning responsibilities effectively.
4 Urgent Care Demand - increasing demand for urgent and emergency services leads to a threat to delivery of all 4 a al =
key operational standards.
5 Clarity of Roles - lack of clarity of roles and responsibilities in national and local organisations leads to NHS 5 = 2 A @ e
England not delivering the desired improvements.
6 Primary Care Services - the necessary reduction in management costs for this service could result in all 4 a al =
operational difficulties.
7 NHS 111 Services - NHS 111 services cannot be rolled out across England safely in line with the original all 4 a al =
timetable.
8 CCG Development - CCGs do not reach the maturity level to deliver the strategic plans required to improve all 4 a e
patient care.
9 Primary Care - general practice will face increasing challenges in securing continuous quality improvement. all 4 2 A @ e
10 Health Inequalities - immature partnerships, lack of good data and a poor evidence base, impair NHS all 4 g e
England's ability to reduce inequalities in outcomes across the five domains.
1 Information Governance - changes to the Information Governance environment impact on the ability of all = a 2|
commissioners to operate effectively.
12 Health Visitors - an inability to recruit and train sufficient health visitors results in insufficient numbers to meet all 4 g A @ 2| 2 8
the target.
13 Compassion in Practice - Inadequate engagement with health professionals and processes of national and al = 2 A @ e
local partners means that NHS England does not deliver Compassion in Practice.
Commissioning Support Services - NHS England fails to create the conditions whereby Commissioning
14 |Support Units and other providers of commissioning support can provide high quality support to CCGs and 3|4 3 A & 3|3 A
NHS England commissioners.
15 Transformation of Congenital Heart Services - motivation and momentum for changes to congenital heart al 2 2 A & Al
services is reduced and sustainability of good outcomes is endangered.
17 Patient and Public Participation - commissioners do not give adequate priority to patient and public al 2 g — ,_> Al
engagement.
Emergency Preparedness, Resilience and Response - given the new environment and changed personnel,
18 exercises do not adequately test the incident response arrangements within NHS organisations. 33 3 A E{> 2|2
19 Transition - Transfer of Assets and Liabilities - NHS England will face significant unforeseen liabilities and all 4 g — Al
impairment of assets resulting from the significant structural changes.
21 |Human Resources - NHS England is unable to attract suitable candidates to fill key roles. 4|3 3 4l2] A
22 Procurement - NHS England is restricted in the way it operates due to government procurement controls. all 4 g al =
23 Dealing with Customer Contacts - the transition arrangements for dealing with complaints and customer al a g 2| 2
contacts fail to reflect NHS England's values.
2 Transition - ICT - NHS England's Information and Communications Technology (ICT) strategy implementation al = g A @ 2|
plan is delayed.
25 Organisational Culture - NHS England fails to create a culture where there is a shared sense of purpose, al = g 2| 2
clarity about our values and behaviours and how we work together and with others.
26 Embedding Outcomes - the five clinical domains are not fully embedded in the strategic programmes due to al = 2 A @ 2|
an insufficient focus on improving guality and outcomes for patients.
Development Commissioning - some CCGs do not progress beyond the safe threshold achieved in CCG
27 |authorisation. e 2 & & i
28 Innovation and Research - do not achieve the potential benefits or get return from the investment in all 4 2 A @ 2| 2
innovation and research.
30 Immature Systems and Processes - immature systems and governance processes in NHS England impede all 4 g A @ 2| 2
the delivery of a number of key objectives.
Activity Control - lack of robust activity data will impede NHS England's ability to challenge and confirm
31 |providers of specialised commissioning, oversee and track CCG progress on activity and agree baselines for | 4| 4 4 32| A
future planning.
32 External Partners - Priorities and Whole System Approach - lack of alignment between organisational gl e 2 A & ae
visions and priorities lead to a lack of progress in the health and social care agenda.
Capacity and Capability - NHS England will not have the management capacity required to deliver on
33 |ambitious plans, now and in the future, due to current and future planned reductions in management resources | 4 3 3|2 A
alongside additional priorities for action.
34 Transparency and Information Sharing - NHS England will not persuade the clinical community of the a 2 Al
benefits of sharing information.
System Governance Uncertainty - the complex governance and lack of NHS England control over
35 |informatics expenditure will impact on the ability to deliver on NHS England's agenda. 4 3 412 A
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NHS

DRAFT NHS England Board Assurance Framework (incorporating strategic risks) as at 27 September 2013

These are the significant risks directly associated with delivering the NHS England Business Plan. Also included are operational risks that have emerged through directorate reporting and escalation in terms of significance for the organisation
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Strategy: 1. NHS England, with partners, is leading a "7 products” strategy programme. 1. Programme governance established. 1. Arm's Length Body (ALB) joint 1. Joint review with Monitor, Care Quality Commission
There is arisk that the context in which NHS England is 2. Working arrangements in place to share and agree NHS England strategic analysis with 2. Regular reporting to the Board. executive group. (CQC) and NHS Trust Development Authority (NHS TDA) of|
operating will undermine the ability to develop and lead partners. 3. Included in the internal audit plan for review. multi year planning approach.
National Director: visionary programmes of work, needed to improve 3. Post spending review work with Local Government Association (LGA) to agree conditions,
Policy outcomes for patients into the future. This is in relation to including political buy in for use of integration fund.
Supported by: Chief 1 the financial environment, potential for future service L A A A R A A A R v 5| 4 4."Call to Action’ process to gain local ownership for actions through CCG's. 4| 4 1.30/09/2013 | 4
Operating Officer and development, the political context and the relatively early
Chief Financial Officer development of relationships across the new health and
care system.
Financial risk in partner organisations: 1.The shared financial agreement between NHS England, Monitor and the Department of Health |1. Providers: over the last 2 months NHS England and  [None identified. 1. NHS England wide programme to ensure appropriate
There is a risk that in some areas, serious financial (DH) considers health sector wide financial positions. NHS TDA Executives have met to discuss and agree activity information is available, overseen by the Operations
difficulties elsewhere in the health and social care sector 2. The planning process for 2013/14 included an on-going process of triangulation with the NHS  |support to financially challenged Trusts in line with the Directorate.
(e.g. provider or social care organisations) leads to an Trust Development Authority (NHS TDA) of commissioner and provider plans. agreed principles. The risks of both provider and social . Timely and relevant information on activity trends is
adverse impact on commissioners (CCGs and NHS 3. NHS England has agreed a set of principles under which support may be provided to care financial positions impacting on CCGs or NHS wailable to enable corrective action to be taken especially
England) either financially or operationally. challenged Trusts outside of Public by Results (PbR) rules. England are most likely to be clarified in the over- in direct commissioning.
Chief Financial Officer 2 v v 4 4 4. Local Authority & social care - Transfer of £859m to Local Authorities for social care in 2013/14 |performance of acute contracts. 4| 3 1.30/09/2013 4
is a year on year increase and is overseen locally. 2. Acute activity over-performance will be included as a 2.30/09/2013
risk item reported to Finance and Investment Committee
(FIC).
Direct Commissioning: 1. Approach to the Single Operating Model has been reinforced. 1. Board development session 17 July 2013. 1. Dedicated project team to be established through rapid
There is a risk that underdeveloped direct commissioning 2. Board approved governance arrangements of committee and oversight groups. 2. The Board has approved a Direct Commissioning mobilisation of resources and high profile attention by the
processes do not discharge specialised commissioning 3. Implementation of single operating models in progress. Committee with Non - Executive Directors identified. Executive Team.
Chief Operating Officer responsibilities effectively. This could result in loss of 4. Some progress in aligning staff from national support centre to contribute to direct 3. Specialised Commissioning oversight group. . Work underway to clarify roles and responsibilities across
. potential outcome benefits and financial risk. commissioning. 4. Included in the internal audit plan for review. atrix.
Supported by National 5. Direct commissioning assurance framework under development. 3. Assurance framework for direct commissioning under 1.31/03/2014
Directors: Patients and 3 v VoYY oYY Y| v | 4] 4 ’ h h - ’ 3|4 . 2.31/03/2014 3
X X 6. Regional Director leads identified for each aspect. development.
Inf.orm.allon,. F’°"°¥ & 7. Commissioning Support Unit service level agreements in place with steering group. 3. 31/03/2014
Chief Financial Officer
Urgent Care Demand: 1. NHS A&E Improvement plan guidance published on 9 May 2013 on NHS England website. 1. Chief Operating Officer reports to the NHS 1. Weekly delivery stock take 1. External stakeholders from Royal Colleges etc, currently
There is a risk that increasing demand for urgent and 2. A&E Improvement plan which has led to Urgent Care Boards being established in local health |Operations Executive and to the Board on current meetings with Secretary of State being sought to inform this work.
emergency services leads to a threat to delivery of key systems along with regional and national tripartite groups for oversight of recovery and performance and related issues. (SofS). 2. Currently working to identify external stakeholders.
operational standards which are a marker for quality of improvement plans. 2.Weekly A&E data published on NHS England website. |2. NHS TDA, Monitor and
care of patients. 3. This work is also informed by Emergency Care Intensive Support Teams (ISTs) (ISTs are part Association of Directors of Adult
of NHS Improving Quality (NHSIQ), and a joint intelligence group represented by NHS England, Social services represented in
Department of Health (DH) NHS Trust Development Authority (NHS TDA) and Monitor). regional and national tripartite
4. Recovery and Improvement plans have been produced by all organisations with an A&E unit groups providing assurance
(not just those currently failing) to ensure whole systems sustainability and all year round delivery functions.
. . X with a particular focus on winter.
Chief Operating Officer 4 A v & & 5. £250m non-recurrent winter funding confirmed for targeted use for 2013/14 (same for a1 % 1..30/09/2013 &
2.30/09/2013
2014/15).
6. NHS 111 programme board in place.
Clarity of roles: 1. Clear definitions of what high quality care looks like for particular pathways or patient groups | 1. Chief Nursing Officer reports to the Board on Domain|1. Local safeguarding boards 1. Establish patient safety board.
There is arisk that a lack of clarity in an immature and what commissioners can do to commission it, by: 5. (tbc). 2. To deliver on the outcomes and recommendations of the
system, whether between NHS England and partner « Developing a framework of support for commissioners as to how they can practically discharge |2. Reporting on adverse and near events. 2. CQC, professional regulatory Keogh Review in partnership between NHS England, NHS
organisations or within NHS England itself results in less their roles and responsibilities around quality at all points of the commissioning cycle, in co- bodies and other national Trust Development Authority, Monitor and Care Quality
ability to effectively commission services that are safe, production with the Quality Working Group of the NHS Commissioning Assembly, to include how partners including National Commission.
Chief Nursing Officer clinically effective and provide the appropriate levels of they can work with regulators and other bodies locally. Advisory Group on the Safety of
Supported by National quality of care. « National leadership for quality across the system, with NHS England as an equal voice on Patients in England.
Director: Policy, 5 v v 5 3 behalf of commissioners - through the National Quality Board, brings together CQC, Monitor, 4| 2 A 4} 1. 30/09/2013 42| A
Medical Director and NHS TDA, NICE, PHE, HEE, etc to provide oversight and leadership for quality.
Chief Operating Officer * NHS England involvement in local safeguarding boards.
« Work with the Care Quality Commission (CQC), professional regulatory bodies and other
national partners.
Primary Care Services (Formally Family Health 1. Project plan with centrally funded National Project Team. 1. Programme board in place with regular reporting to  |1. Reviews of plan by Primary 1. Senior Responsible Officer (SRO) will take governance
Services): 2. Area teams actively engaged. the executive team meeting (ETM). Care Services (PCS) Programme arrangements to appropriate approval meetings.
There is a risk that the necessary reduction in 3. Mechanism in place to handle operational issues as they arise. To include publication of 2. Board will be updated on the 17 July 2013 and a Board; service specification to be 2. Funds exist to meet financial demands of project but
management costs for this service could result in national procedures / policies and potential flexing of existing private sector contracts. paper with proposals will be taken to the Board on the |cleared through Clinical Priorities arrangements to be clarified with Finance on carry-over if
operational difficulties which could damage NHS 4. Plans from Area Teams organised via regional offices and then via National Project Team. 13 September 2013. Assurance Group. spending is delayed into early 2014/15.
England's relationships with GPs. 3. Risks associated with lack of capacity identified and |2. Engagement plan with 3. Communications plan being developed.
mitigated via business cases, reporting to Procurement |contractor representative groups. 4. Appointment of project resource. 1. 30/09/2013
Controls Committee. 3. Engagement plan with unions 5. Project governance arrangements in place although still 2: 31/03/2014
4. Included in the internal audit plan for review. on workforce transition plan; to be formally ratified. Project arrangements will need to be 3. 31/03/2014
Chief Operating Officer 6 v v v v 4 4 involvement of and advice sought| 4 | 4 in place for October 2013 to 31 March 2014. 4' 01/10/2013 413
from NHS Business Services 6. Risk plans being developed for each work stream area. 5' 30/09/2013
Authority (NHS BSA) re - 6: 30/00/2013
procurement.
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NHS 111 Services: 1. Strategic review of NHS 111 Services. 1. Established Programme Oversight Group. 1. Deloitte report into NHS Direct 1. Business case to be developed for external assurance of
There is arisk that NHS 111 services cannot be rolled out 2. Operations Directorate working with CCGs to secure clear plans for delivery of service. 2. Established weekly Operational Group. contracted services. mobilisation plans as services are procured.
across England safely in line with original timetable and 3. CCG assurance framework in place. 3. Established NHS Direct 111 Service. 2. Assurance of higher risk
that already live services could be compromised due to 4. Close monitoring of NHS direct capacity and sustainability with NHS Trust Development 4. Liaison and Negotiating group with CCGs. recovery plans undertaken by
provider failure. Authority (NHS TDA). 5. Checkpoint process in place for service roll out. Deloitte.
5. Support for CCG's to secure alternative providers where necessary.
Chief Operating Officer 7 v v v 4| 4 6. Operational decision to delay rollout in two sites. 414 1.31/10/2013 | 4 | 3
CCG Development: 1. CCG development programme in place. 1. Board reporting on CCG development programme. 1. Engagement project plan is in place and being rolled out
There is a risk that some CCGs do not reach the maturity 2. CCG Assurance Framework in place. 2. Board reporting on CCG assurance framework. to ensure final assurance framework is co-produced with
level to deliver the strategic plans required to improve 3. Support offered by NHS England and Commissioning Support Units (CSU). 3. Authorisation Committee review of conditions. CCGs, prior to final publication in the autumn.
Chief Operating Officer patient care and ensure a clinically and financially 4. The four regions are having on-going conversations with Area Teams and CCGs around 4. Included in the internal audit plan for review. 2. The four regions are having on-going conversations with
Supported by: National sustainable health system. remaining conditions and concerns, working towards the removal of any remaining conditions of Area Teams and CCGs around remaining conditions and
Dir_eclpr: _ 8 v viliviviviIiviIv |v v 4 4 authorisation. Reviews of condition; and directions of authorisation ar_e also reviewed on a formal 4l a concgrns, working tpwgrds the removal of any remaining 1.31/11/2013 4 2 A
Commissioning basis through the quarterly checkpoint of annual assurance, and considered by CCG conditions of authorisation. Reviews of conditions and 2. Ongoing
Development and Authorisation and Assurance Committee (on-going, first committee on 8 Oct 2013). directions of authorisation are also reviewed on a formal )
Chief Financial Officer 5. Commissioning development programmes (including area teams) to be aligned across the basis through the quarterly checkpoint of annual assurance.
system.
Primary Care: 1. Development of strategic framework for commissioning of primary care services. 1. Primary Care Strategic Framework Oversight Group. |1. CQC assessment of general 1. Development by area teams, CCG's and health and well-
There is a risk that due to demographic pressures and a 2. Development of GP contract. 2. National Primary Medical Services Assurance and practices. being boards of local strategic plans for primary care
tight financial environment, general practice will face 3. Primary medical services assurance framework. Quality Improvement Steering Group. improvement as part of the 2014/15 planning round.
increasing challenges in securing continuous quality 4. NHS Commissioning Assembly primary care working group to develop and test ideas. 3. Board approval for negotiating remit for 2014/15 GP 2. Support for CCG's in providing local clinical leadership
National Director: improvement leading to an impact on reducing the 5. Successful launch of ‘A Call to Action’ for general practice. contract. for quality improvement in general practice.
i variations in quality and access.
Commissioning
Development
Supported by: Chief 9 v vl v v v v | 4| 4 4| 2 A @ 1. 31/03/2014 41 2| A
. g 2.31/03/2014
Operating Officer and
National Medical
Director
Health Inequalities: 1. NHS Equality and Diversity Council (EDC). 1. Board task and finish group. 1. Department of Health (DH) 1. Development and publication of an Equality and Health
There is a risk that immature partnerships, lack of good 2. Equality Delivery System (EDS). 2. Equalities policy. assessment of NHS England's Inequalities Strategy.
data and a poor evidence base, impair our ability to 3. Partnership working with key stakeholders. 3. Included in the internal audit plan for review. performance against duty to 2. Co-production with clinical domain leads to identify data
reduce inequalities in outcomes across the 5 domains. 4. Equality and Diversity Group. reduce health inequalities and to sets and develop intelligence to underpin their work
5. Resource allocation. integrate services where reduces streams.
6. Primary care commissioning. health inequalities. 3. An analysis schedule of the 5 domains developed across
7. GP contracts and incentive review aligned to reducing inequalities. 2. Her Majesty’s Treasury (HMT) the analytical team and the Equality and Health Inequalities
reporting against Public Accounts team to identify priorities for intelligence and current gaps in
Committee (PAC's) outstanding data sets.
. . recommendations on Health 4. Cross agency scoping and development of data sets and
National Director: Inequalities. intelligence to underpin the Health Inequalities strategy with | 1. 31/10/2013
Policy Public Health England (PHE), Department of Health (DH) 2.30/09/2013
Supported by: National 10 v v 4l 4 4|3 and the Office of National Statistics. 3.30/09/2013 |, | 5 [ A
Director: 5. Use of summary data across individual characteristics 4.31/03/2014
Commissioning until there is access to data that allows combination of the 5. 31/03/2014
Development different characteristic to uncover interchanges and provide | 6. 31/03/2014
more accurate intelligence.
6. Work with Domain leads to scope gaps in health
inequalities intelligence; work with partners, including Health
Social care Information Centre (HSCIC) on data collections,
to develop evidence base for all Domains.
Information Governance: Establishment of a Programme Board (including a programme manager to ensure the completion|1. Update reports from joint Senior Responsible Officers 1. Implementation of an Internal Audit action plan, to be
There is arisk that the changes to the Information of key programme documentation, controls and plans) to oversee the full range of activities (SROs) to the Executive Management Team (ETM). agreed following the internal audit of the IG Programme
Governance (IG) environment impact on the ability of required to ensure a successful transition to new IG environment including: 2. Included in the internal audit plan for review (August (August 2013).
commissioners to operate effectively, leading to reduced « identify the full implications of the new information governance environment for commissioning |2013).
ability to have a significant impact on improving patient and commissioning support tools, ensure that they are effectively communicated to and
outcomes. Specifically: understood by commissioners, and that any changes in practice are implemented in a way that is
« Risks to the commissioning system: ability to target consistent with the law;
and commission improved services for patients and « ensure robust management of the risks to the overall commissioning system and in the
National Director: ensure value for money from providers; processes involved in handling confidential data and using it to support commissioning practice
Patients and « Risk to commissioning support services: potential to and care; ensure a smooth transition from current practice to how it needs to work in the future;
information destabilise CSUs and their ability to meet CCG customer « oversee the process of separation of the Data Management Information Centre (DMICs) from
Supported by: National expectations and be financially sustainable; Commissioning Support Units (CSUs), and their formal migration to the Health and Social Care
PP Direc{or: 1n « Reputational risks for NHS England: the ability for 7 | v v v v v v v v 4 5 Information Centre (HSCIC), addressing all the technical, operational, funding, HR and leadership 414 1.31/03/2014 3|2 a
Commissioning NHS England to maintain business as usual in the first issues.
Development year of operation. « ensure that the emerging effects on CSUs, including the implications for their future operating
model and sustainability, are effectively addressed;
« continue to manage the issue of s251 support for commissioning during the transition period.
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Health Visitors: This is a particular issue in London and Kent, Surrey, Sussex (KSS) where recovery plans 1. Chief nursing officer reports to the Board. 1. Development of regular 1. Revise and assess communication pathways for
There is a risk that an inability to recruit and train include: 2. Included in the internal audit plan for review. communication pathway with effectiveness.
sufficient health visitors results in insufficient numbers to 1.Workstream around rebranding and marketing of Health visiting (London to spearhead). Community Practitioners and 2. Assess effectiveness of interventions in lead up to next
meet the target. 2.Work with Health Environment Inspectorate Framework (HEISs) to delay course start to allow Health Visitors Association recruitment cohort.
sufficient places. (CPHVA), Department of Health 3. Developing Band 5 nurse readiness for health visiting,
(DH), NHS England and Health ahead of upcoming training cohorts (Kent).
Education England (HEE). 4. Ensure guaranteed placements for trained health visitors. 1.31/10/2013
Chief Nursing Officer g Redfresfletd gomt Pfr_ograc;nme E DdevelngmSeSnt of Health Visiting Transformation boards in 2. 31/10/2013
Supported by: Chief 12 v v v v 4| a4 oard (yet to be confirmed). 3|3 A @ ondon : 331102013 | 3| 3| A
Operating Officer 4. 31/10/2013
5.31/10/2013
Compassion in Practice: 1. Compassion in Practice implementation plans overseen by NHS England and Federation of 1. Chief Nursing Officer reports to the Board. 1. Friends and Family Test. 1. Quarterly review, of progress against the implementation
There is a risk that inadequate engagement with health Nurse Leaders. 2. Progress reports against implementation plans. 2. Feedback from national plan.
professionals and / or lack of clarity of roles, 2. Chief Nursing Officer supporting the delivery of local and regional actions. 3.Internally engagement and business planning to bodies, regulators and key 2. Developing measures for success in quality of care in
responsibilities, and processes of national and local 3. There is excellent engagement with national bodies, regulators and key stakeholders. ensure processes are developed to support the delivery |stakeholders. patient experience.
partners means that NHS England does not deliver . Continuous networking and engagement with stakeholder at local and national level. of Compassion in Practice. 3. Care Quality Commission
Chief Nursing Officer 13 Compassion in Practice, leading to sub-optimal outcomes [ v |v |v (v |v |v |v |[v |V 4 3 . Ensure NHS England's response to the Francis report is consistent with Compassion in (CQC) will report on the delivery | 4 | 2 A @ 1.30/09/2013 4|l2| A
and dissatisfied patients. Practice implementation plans, achieved in April 2013. of Compassion in Practice 2.30/09/2013
. Launch of 6CsLive Communication Hub. implementation plans when
inspecting Trusts.
Commissioning Support Services: 1. Commissioning support services (CSS) transition programme. 1. Board reporting on Commissioning Support Units 1. There will be on-going 1. A programme of on-going development for CSUs,
There is arisk that NHS England fails to create the 2. Active development of the Commissioning Support Market - via Launch of the CSS Market (CSUs) transition programme. independent assessment of including a leadership programme is being implemented
conditions whereby Commissioning Support Units (CSUs) Development Strategy ‘Towards Commissioning Excellence’ on 12/06/13. 2.0n-going Assurance regime through Monthly CSU Commissioning Support Units with the Leadership Academy to support CSUs in shaping
and other providers of commissioning support can 3. Development programme for Commissioning Support Units (CSUs) to ensure they continue to|Dashboard that monitors key performance and financial |(CSUs) financial viability their strategic direction, commerciality, bidding ability,
National Director: provide high quality support to CCGs and NHS England offer high quality & responsive services to CCGs & thrive within the future market. indicators 2. CSUs will be subject to NHS Organisational Development and resilience.
Commissioning commissioners in a way which enables transformation to 3. Specific Committee established to oversee England's audit arrangements. 2. _An a§sur§nce_regi_me is also in place to ensure the on- 1. 31/03/2016
Development 14 take ‘pllace at scale and takes account of difficult financial | v |v |v |v |v |v 3 4 assurance & development of CSUs & approach to 3|3 A @ gomg‘flnanmal viability of ,C,SUS and ‘xhax they are continuing | 5 31/93/2016 33| A
Financial Officer committee & standard Board Programme Management 3. Clarity about where and how transition resources are
Office (PMO) procedures. sourced.
5. Included in internal audit plan for review.
Transformation of Congenital Heart Services: 1. Stakeholder engagement - maximum openness, working with and through e.g. National 1. 18 July 2013 Board to consider proposed approach, |1. Governance model will include 1. Early meeting with National Voices etc, facilitated by
There is a risk that following the judicial review and Voices, Involve, and Centre for Public Scrutiny; fortnightly blog on NHS England website for which will inform response to the Secretary of State external input (possibly some Patients and Information, as precursor to meeting patient
Independent Reconfiguration Panel (IRP) reports on the patient and public information. (asked for 31 July 2013 update). international expertise, to avoid and parent charities.
. X ‘safe and sustainable review', motivation and momentum 2. Design a process which deliberately "front loads" the difficult issues to lessen risk of appeals |2. Board Task & Finish group, chaired by Sir Malcolm  |perceived parochialism). 2. Ongoing discussion with Communications to ensure
National plrector: for changes to congenital heart services is reduced and and objections at the end of the process. Grant, to meet regularly. appropriate support. 1. 01/06/2014
Policy 15 sustainability of good outcomes is endangered. v v v |v |v |v 4 3 . Commitment to a 12 month deadline for agreeing change. 4| 2 A @ 3. Make robust links to NHS England strategy process and 2.01/06/2014 4|l 2| A
Supported by: National to other significant workstreams e.g. on overall 3. 01/06/2014
Medical Director commissioning of specialised services and reconfiguration.
Patient and Public participation: 1. Direct commissioning patient and public involvement has been designed into the system 1. Board reporting on NHS England's direct None identified. 1. Launch the Health and Social Care Digital Service
There is a risk that commissioners do not give adequate (formal requirement). commissioning. (HSDP) and the Insight Dashboard as vehicles to drive
priority to patient and public engagement, leading to NHS 2. For CCGs, patient and public involvement is integral to the assurance programme. 2. Board reporting on the CCG assurance programme. and enhance public participation.
England failing to meet its statutory obligation to engage 3. Friends and Family Test roll out underway. Acute inpatient and A&E services went live in April. |3. Board reporting on patient and public participation 2. Maternity forecasted to go live in October.
. . § patients and the public in the design and commissioning 4. NHS England implementing accelerator projects to support CCGs with public participation (on- [activity on the Integrated Customer Service Platform. 3. Civil Society Assembly to be held in late 2013, which will 1.01/11/2013
Na:gﬂ:LZl;e:;or. 17 of health and care services. v v v A 3 oing). 4, Bqard reporting on implementation of Friends and e Jg opera_te asa vehicle and lever for ensuring public 2.31/10/2013 2| 2 [
" ¢ Family Test roll out plans. I || participation. 3. 31/12/2013
information
Emergency Preparedness, Resilience and Response 1. Agree the EPRR Training & Exercising Programme for 2013/14. 1.Quarterly updates to the EPRR partnership group. 1. Following each of the 1. Other exercises i.e. EMERGO exercises and other
(EPRR): 2. Implement the EPRR Annual "Safe System" Assurance to assure that NHS organisations' 2. Monthly reporting to the Department of Health (DH), |exercises (commissioned and regional and Cross Government exercises such as Home
There is a risk that given the new environment and incident response plans are in place and that organisational reporting/response arrangements are|Public Health England (PHE) and NHS England paid for by DH) written reports to Office led exercises; Cabinet Office exercises (Tier 1 and
changed personnel, exercises do not adequately test the aligned to them. Training and Exercise Group who review all training and the DH, PHE and NHS England Tier 2).
incident response arrangements within NHS 3. Maintain robust and constructive communication links with the four NHS England Regional exercises Quarterly reporting on patient contact / group. 2. Regular engagement with PHE, DH and Cabinet Office
Chief Operating Officer 18 organisations leading to the system being unable to v v v v 3 3 [ EPRR Leads in rela_tion to exercise s_cheduli_ng an_d completion. _ complaints by el_wd of J_uly 201_3. als A ED policy to underst_anq where the_y are with guidance and 1. Ongoing 5| 2
respond. 4. The London Regional Area Team is working with the Corporate Team to produce and deliver  [3. Monthly meetings with Regional EPRR Leads. ensure any publications are aligned and complementary 2. Ongoing
this product. where possible.
Embedding Outcomes: 1. Strategic programmes are developed to address improving outcomes and deliver through 1. Outcomes domains programme board governance  |1. Analytical Team and 1. Domain programmes developed and plans put in place
There is arisk that the five clinical domains are not fully supporting commissioners to optimise their functions and using other tools, levers and arrangements in place; clinical directorates reporting information centre monitoring of for delivery.
embedded in the strategic programmes due to an mechanisms available and delivered through delivery partners e.g. NHS Improving Quality and assurance system includes delivery and benefits outcomes indicators. 2. NHS Improving Quality engaged to join up delivery of
insufficient focus on improving quality and outcomes for (NHSIQ). monitoring and return on investment tracking. 2. ITEG steering group and domain programmes and improvement programmes
patients, leading to a failure to optimise impact on 2. Comms and engagement plan developed to ensure maximum coverage, buy-in and spread Monitoring of international managed by NHS Improving Quality.
National Director: improving outcomes as set out in the NHS business plan internally and externally. comparators. 1. 01/10/2013
Medical 26 objectives. v v 4 3 3. Sufficiently senior representation from domain teams on all matrix groups across to ensure 3. Programme boards for 412 A @ 2.01/10/2013 32| A
input and influence. underpinning programs will
feature members from across the
system and patients where
appropriate.
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Development of Commissioning: 1. Clear definitions of what high quality care looks like for particular pathways or patient groups (1. CCG Leaders will steer work through the Quality 1. Work will report into Quality 1. Working with NICE in developing their library of Quality
There is a risk that some CCGs do not progress beyond and what commissioners can do to commission it, by: Working Group of the Commissioning Assembly. and Clinical Risk Committee of Standards.
the safe threshold achieved in CCG authorisation, which « developing tools and resources which support the implementation of quality standards, such as |2. CCG leaders have oversight of the assurance work  |NHS England Board. 2.Publishing activity and outcomes data from national
could result in an inability to commission an appropriate service specifications which can be inserted into contracts through the CCG Development Working Group. 2. National Quality Board will clinical audits at consultant-level for the first time for 10
level of high quality services for their local population. « developing a framework of support for commissioners as to how they can practically discharge provide oversight from across the specialties.
their roles and responsibilities around quality at all points of the commissioning cycle, in co- system. 3.CCGs will publish the finance and performance
production with the Quality Working Group of the NHS Commissioning Assembly, to include how dashboard data on their websites.
they can work with regulators and other bodies locally
« catalysing a movement towards a seven-day service offer in the NHS to remove barriers for
commissioners in commissioning 7 day services from providers.
2. Improving the availability of measures and data on quality to support transparency of quality
and help commissioners drive improvement by:
« National Clinical Audit and Patient Outcomes Programme, ensures clinical audits cover the
services which account for the majority of NHS activity.
National Director: « Linking GP and hospital data to be able to understand the quality of care and outcomes for
Commissioning 27 v v v v 4| 3 individuals throughout their pathway of care, through Care.data o 4| 2 A @ 1.01/01/2014 | o | 5 | A
Development 3. NHS England uses the following levers to encourage, incentivise and enable commissioners to 2.01/01/2014
Supported by: All drive improvement, e.g. Quality Premium, the Planning Guidance for 2014/14, the CCG
Outcomes Indicator Set, the tariff and best practice tariffs, the Quality and Outcomes Framework.
4. National leadership for quality across the system, with NHS England as an equal voice on
behalf of commissioners - through the National Quality Board, brings together CQC, Monitor,
NHS TDA, NICE, PHE, HEE, etc to provide oversight and leadership for quality.
5. The NHS architecture enables local health economies to share information on quality,
triangulate intelligence, spot problems at an early stage and take coordinated actions - through
Quality Surveillance Groups and Risk Summits.
6. Publication of the CCG development framework and CCG development support directory
focusses on supporting CCGs to progress beyond the threshold achieved in authorisation.
7. The publication of the CCG assurance framework and supporting processes will support CCG
development.
Innovation and Research 1. Support and assurance to CCGs who have a legal duty to promote innovation and research. 1. Clinical directorates reporting and assurance system |1. Academic programme for 1. Full engagement on development of research strategy to
There is a risk that we do not achieve the potential service 2. Develop research strategy and prioritisation process and disseminate across organisation. includes delivery and benefits monitoring and return on |Evaluation of Innovation, Health take place during 2013/14.
improvement and financial benefits (including appropriate 3. Implementation of portfolio of innovation programmes underway. investment tracking; Clear clinical leadership in and Wealth is being developed. 2. Roll-out of innovation programmes throughout 2013/14.
return from the investment of resource) in innovation and development of research strategy.
research if innovation and research practices are not
mainstreamed into core activities. This would lead to
National Director: poorer outcomes for patients and a financially unstable 1. 31/03/2014
Medical 28 |nealth system. Y Y YA 3|2 A @ 2.31032004 | 2| 2
Activity Control 1. Work is underway, through the IG Programme (see risk 11), to provide solutions to the new IG |1. Current review being undertaken via the Activity None identified. None identified.
There is a risk that lack of robust activity data will impede arrangements that are impeding the access of area teams to hospital activity data, and their Information Project.
NHS England's ability to challenge and confirm providers ability to validate invoices (on-going action through Summer and Autumn 2013).
of specialised commissioning, oversee and track CCG 2. the complexity of determining what is commissioned by CCGs versus what is directly
progress on activity and finance and agree baselines for commissioned by NHS England is currently being worked through. The re-commissioning of the
Chief Operating Officer 31 future planning. 4 4 Integrated Reporting tool via HSCIC will assist with this work. Part of the Review is to scope the 4| 4 312 A
extent of the problem to get a better sense of the scale of the issue.
3. Areport has been delivered to identify the problems and recommend solutions.
Transition - Transfer of Assets and Liabilities: 1. Update reports by Chief Financial Officer to the Finance and Investment Committee. 1. External audit review of Opening Balances. 1. External audit review of 1. Develop and implement Transfer Order work streams.
There is a risk that NHS England will face significant 2. Financial reporting to ETM (Executive Team Meeting) and the Board. 2. Included in internal audit plan for review. Opening Balances. 2. Continue engagement with NHS Property Company.
unforeseen liabilities and impairment of assets resulting 3. A two stage process has been agreed for asset and liability transfer: 3. Agree Internal audit plan and scope of reviews.
from the significant structural changes leading to a failure « "Assurance Process" - ensure that asset and liabilities transferring to NHS England are in 4. Agree external audit plan and scope of work.
to achieve financial performance targets for 2013/14, an accordance with the transfer scheme requirements and agree to the relevant accounting records 5. Develop and agree detailed plan for reviewing transfer
inability to plan effectively for 2014/15, and problems with for 2012/13. schemes and the workings to support transfer of assets and
completing satisfactory accounts. «. Verify the true underlying assets and liabilities concerned through due diligence process and liabilities. 1. 31/03/2014
assess the results in the context of 2012/13 final position and risk sharing agreement. 6. Develop the accounting environment for legacy items and| > 31/03/2014
resource accordingly. 7.| 3.31/03/2014
Chief Einancial Officer Develop risk sharing agreement with Department of Health 4. 31/03/2014
Supported by: National 19 v 4| a 4|3 (DH) and key stakeholders to cover the financial impact of 5.31/03/2014 4l2] A
Director: Policy any legacy items. ! . 6. 31/03/2014
8. For assets and liabilities relating to clinical contracts, 7.31/03/2014
develop a consolidated approach to transfer to mitigate the 8. 31/03/2014
risk associated with disaggregation. 9. 31/03/2014
9. Develop plan for on-going management of assets and
liabilities transferred.
Human Resources: 1. Regular analysis and reporting of workforce data on turnover, vacancies and diversity. 1. Integrated performance report to Board to include 1. 360 degree feedback from 1. Develop and implement a succession planning strategy
There is a risk that NHS England is unable to attract and 2. Exit interview process. qualitative and quantitative workforce data. stakeholders and partners. for NHS England.
retain suitable candidates of the required capability and 3. Staff barometer. 2. Included in the internal audit plan for review. 2. Develop and implement an inclusion strategy for NHS
diversity to fill key roles, including at the very top of the 3. Remuneration and Terms of Service Committee England.
organisation, leading to a failure to deliver business business. 3. Develop an attraction strategy linked to brand. 1. 31/03/2014
National Director: HR 21 objectives. v v 4|3 43 2.31/03/2014 | 4 [ 2| A
3. 31/03/2014
Procurement: 1. Dialogue with Department of Health (DH) sponsor to ensure clarity and appropriateness of 1. Procurement exception reporting to Audit Committee. | 1. Operation of procurement None identified.
There is arisk that NHS England is restricted in the way it procurement rules and delegations. 2. Continuous monitoring by Executive Team and Board |regime overseen by DH sponsor
operates due to Cabinet Office or other government 2. Business processes within integrated accounting system to ensure compliance with standing | of business plan delivery. team.
. . . . procurement controls leading to failure to deliver business orders and standing financial instructions incorporating government procurement controls. 2. Procurement controls included
Chief Financial folcer objectives— or that the complexity of the various 3. Delegated authority vested in Procurement Controls Committee meeting on a weekly basis. as a specific workstream within
Support by: National 22 government procurement regimes leads to them being 4 M A A I 4. Revised draft regulations have now been received from DH. Internal Audit programme. 413 413
Director: Policy breached — with consequential reputational damage in
either case.
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Dealing with Customer Contacts: 1. Quarterly reporting on patient satisfaction with customer contact arrangements by end of July |1. Daily and weekly report shared with Commissioning |1. Engagement plan with external 1. Further training and development for contact centre staff
There is a risk that the transition arrangements for dealing 2013. Support Units (CSUs) and Area Teams. stakeholder groups such as the over next 1-3 months to improve the percentage of
with complaints and customer contacts fail to reflect NHS 2. Quarterly reporting on patient contact / complaints by end of July 2013. 2. Regular reporting to executive team. Ombudsman and Healthwatch to customer contacts resolved at first contact.
England's values and commitments to a public and 3. New process, and additional capacity in place to deal with whole of complaints at local level.  |3. Daily conference call with the CSUs commissioned  |keep arrangement under review 2. Quarterly reporting on patient contact / complaints to the
patient voice, leading to low public and patients 4. Additional capacity in place to deal with correspondence. by Area Team to resolve complaints. over next six months. November Board.
X . satisfaction in NHS England. 4. Weekly meetings with Area Team Directors.
National Director: 23 v v v R 5. Service Teams from directorates engaged in matrix 4 1.30/09/2013 | 5| 5| A
Policy group, first meeting end of July 2013. 2.08/11/2013
6. Report to every Board meeting.
7. Included in internal audit plan for review.
Transition - ICT: 1. Programme board in place with weekly supplier delivery reports. 1. Customer representation on programme board. 1. Customer representation on 1. As part of deployment method capture feedback and feed
There is arisk that NHS England's corporate Information 2. Weekly review of implementation plan, correct and re-align activities and focus where 2. Department of Health (DH) and other Arm’s Length  |programme board. into the approach as an "after action review" stage.
and Communications Technology (ICT) strategy necessary, provision of weekly status and progress report to the National Director: Policy. Bodies (ALBs) implementing Open Service knowledge |2. Department of Health (DH) and 2. Develop implementation feedback process, to
implementation plan is delayed, particularly given the 3. Additional helpline capacity in place (ATOS). and learning exchange taking place. other Arm’s Length Bodies continuously improve deployment approach and customer
scale of the programme in an immature organisation and 3. Deloitte will be involved in ICT audit, so this may add |(ALBs) implementing Open experience.
the newness of the ATOS offer, leading to an inability of further independent review. Service knowledge and learning
National Director: 24 regionalla\‘nd area team§ to deliver»the business plan, and v 7 A 3 4. Included in internal audit plan for review. exchange taking place. ‘ 3| g A 1.31/10/2013 2| o [
Policy work efficiently in an agile and flexible way. 3. Deloitte will be involved in ICT 2.31/10/2013
audit, so this may add further
independent review.
Organisational Culture: 1. Interim performance and development review process. 1. Integrated performance report to Board to include 1. 360 degree feedback from 1. End state Personal Development Review (PDR) which
There is a risk that NHS England fails to create a culture 2. Regular staff barometer. qualitative and quantitative workforce data. stakeholders and partners. will assess individuals' performance against organisation
where there is a shared sense of purpose, clarity about 3. Leadership Forum. 2. Included in internal audit plan for review. values.
our values and behaviours and how we work together and 4. Exit interviews. 3. Remuneration and Terms of Service Committee 2. Action planning for improvements in response to Staff
with others, which leads to a lack of focus and confusion 5. Workforce data analysis- e.g. turnover, vacancy rate. business. Barometer results at both team and organisation level.
about what is important and what we need to deliver, 6. Developing an excellent organisation programme, including the 'hygiene group' established to 3. Target developmental interventions in areas where
~ALL . which causes difficulties in our relationships with external tackle internal issues. workforce information and staff experience data identify 1. 31/03/2014
CO'Of_d'"a“"g Ngllonal 25 partners, creates staff demotivation, disengagement, 7 7 4| 3 4| 3 particular challenges. 2.31/03/2014 2| 2
Director: Chief reductions in staff satisfaction and productivity, all of 3. 31/03/2014
Operating Officer which directly affects our ability to successfully discharge
our functions as an organisation.
Immature Systems and Processes: 1. Executive Risk management Team established to monitor high level and key risks. 1 Monitored through integrated performance reports None identified. None identified.
There is a risk that immature systems and governance 2.Regular Senior Management Team meetings established in all National Directorates to keep on |which is discussed at Board.
processes in NHS England could impede the delivery of a top of tasks. 2. Staff barometer results which are discussed at
number of key objectives, leading to poorer outcomes for 3. Internal ‘hygiene group' established to tackle internal issues. Executive Team Meeting.
patients. 4. Policy, Operations and Commissioning Development Directorates are working together on an (3. Monthly leadership Forum.
internal governance and assurance framework for reconfigurations of directly commissioned 4. Regional Directors attend monthly executive team
services, and for joint collaborative decision making structures where schemes span both CCG  |meeting.
and directly commissioned services. 5. Monthly Operations Executive meetings.
5. London Delivery Group and Transformation Group monitor adherence to governance and
processes through monthly meetings including review of progress against objectives and
ALL consideration Qf issues appropriate to e§ca|ate to the Executive Team»Me_eting._ )
Co-ordinating National 20 v v 4 2 6. I__ondon Business Meeting (Very Senior Managers) monthly deep dive into directorate risk 3|3 A @ 2| 2
] o registers.
Director: Policy 7. CCG assurance framework will help to identify those CCGs where additional support or
intervention is required.
8. The Operations Directorate has produced a draft guide to the decision making powers of Area
Directors making recommendations as to the transparency of decision making in respect of all
delegated powers.
9. Establishment of the work place champions network.
External Partners - priorities and whole system 1. Arms Length Body chief executives meet regularly, as do directors of strategy and other 1. Partnership implications of specific policies or 1. The Board will receive 1. To deliver on the outcomes and recommendations of the
approach: professional leadership groups. initiatives are reported to Board on a case-by-case structured feedback from Keogh Review in partnership between NHS England, NHS
There is a risk that lack of alignment between 2. Partnership Agreements are in place between NHS England and key organisations. basis. partners on the extent to which Trust Development Authority, Monitor and Care Quality
organisational visions and priorities could hinder the 3. Joint Executive and Board meetings take place to facilitate joint working and confirm shared they are satisfied with their Commission.
establishment of, and commitment to, a shared system- priorities. engagement with NHS England.
wide purpose, leading to a lack of progress in the health 4. ALBs and other partners have signed up to, and are participating in the "call to action’ strategy
and social care agenda, for example regarding views on process.
competition. 5. Close working relationships maintained with colleagues in the National Trust Development
Authority (NTDA) and Monitor through regular meetings and conversations at national and local
levels. NHS England, NTDA and Monitor have formed national and regional groups, with the
Association of Directors of Adult Social Services, to manage work around A&E recovery and
improvement, and winter planning. The national group meets on a weekly basis.
. . 6. The National Quality Board, brings together NHS England, Care Quality Commission, Monitor,
National Director: 32 v |lv |v |v |v v 3 | 3 | A |NHS Trust Development Authority, National Institute of Clinical Excellence, Public Health 3| 2 A @ 1. Ongoing 32| A
Policy England and Health Education England to provide national leadership for quality across the
system.
7. The Clinical Directorates have key partnerships in place with the professions through:
- National Federation of Nurse Leaders
- Regional meetings of all Directors of Nursing as well as other key stakeholders
- National Medical Leadership meetings
- quarterly meetings with Regional and Local Medical Directors and National Clinical leads.
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Capacity and Capability: 1. Tight budgetary control, overseen by Executive Team, with modest contingency available for |1. Business Plan Deliverables reported at ETM and 1. The business plan refresh 1. Board to receive a report of management cost savings.
There is arisk that NHS England will not have the pressures emerging during the year. Board. creates an opportunity to engage
management capacity required to deliver on ambitious 2. Regular review of resource alignment with business needs, resulting in budgetary and staffing |2. Ongoing meetings with DH to support and influence |with external partners to get their
plans, both now and in the future, due to current and adjustments where appropriate. In particular the business plan refresh due in Spring 2014, with  |the Mandate refresh, and associated work priorities. input and support on existing
future planned reductions in management resources, work commencing throughout the autumn provides an opportunity to re-look at how resources 3. Establishment of a forward looking business planning |plans and recommendations for
. . alongside additional priorities for action (which may be are allocated to deliver priorities. working group to deliver revised priorities and a forum  |the future.
National Director: conflicting), leading to an impact on the ability to fulfil 3. Regular monitoring of business plan delivery to ensure early identification of risks and for future discussions on capacity, to be overseen by the 1. 30/09/2013
Policy 33 statutory obligations, deliver core business plan v ilviliv v v |v |v 4 3 corrective action, including establishment of the Business Plan Assurance Group. Business Planning Steering Group. 4 2.31/12/2013 32| A
Supported by: objectives and improvement in outcomes. 4. Annual resource planning based on strategic priorities.
Chief Financial Officer 5. Meeting with DH and NHS England to discuss the issue of emerging action / priorities.
6. Bi-monthly meetings take place between the chairman and secretary of state.
Transparency and Information Sharing: 1. Engagement with clinical leadership via Informatics Services Commissioning Group (ISCG) 1. Published consultant level quality and outcomes 1. Healthcare Quality None identified.
There is a risk that NHS England will not persuade the Clinical Reference group, to ensure the transparency and participation agenda receives performance information for 10 key specialties. Improvements Partnerships
clinical community of the benefits of sharing information. appropriate levels of clinical input. 2. Outputs from the Integrated Intelligence Tool (IIT). (HQIP) published activity, clinical
This will lead to NHS England failing to meet its 2. Robust work programme to address |G challenges, including provision of guidance to 3. Included in internal audit plan for review. quality measures, and survival
commitments to make healthcare information transparent commissioners and stakeholders on how to overcome hurdles. rates from national clinical audits.
National Director: and could result in-reduced transparency and participation 3. The work of the Informatics Services Commissioning Group to help oversee delivery of the
patients and 34 of the public and patients in health and care. v v |v 4 3 vision for_lmprovmg services and delivery of benefits through transparency and patient 4 4l2] A
information participation.
4. Partnership working with the Healthcare Quality Improvement Partnership (HQIP) to help
oversee the vision for data transparency through the delivery of publication of consultant data.
5. Use of the Standard Contract to require providers to publish information. Work on-going to
consult on requirements.
System Governance Uncertainty: 1. Established working relationship with the Health Information Centre through delivery of a 1. Informatics Strategic Stocktake meeting to review Regular (at least quarterly) 1. Identify next steps plan, dependent on legal advice
There is a risk that complex governance and lack of NHS Partnership Working Agreement which will set out a framework for joint working. HSCIC Informatics Priorities to be held 11 September | Delivery Stocktake meetings (outlined in mitigating actions). The timeframe is uncertain
England control over informatics expenditure will impact 2. NHS England's National Director for Patients and Information holding regular dialogue with the |between DH, HSCIC and NHS England. between DH and NHS England. at this time, but likely to be Autumn.
on the ability to deliver on NHS England's agenda as we Director General for External Relations at the Department of Health (DH) to review and work
Nati | Di X do not have appropriate and sufficient levers to maximise through governance and accountability arrangements in the new system.
anor?a irector: 5 our ability to deliver our vision and meet our public v v v " 3 3. On-going work with legal teams to review the legislative basis for Informatics funding across
F’atlents gnd commitments. the system, to review and test whether there is scope for (and options to potentially enable) 4 1.31/03/2014 412
information transfer of funding from DH to NHS England.
4. Informatics Strategic Stocktake meeting to review Health and Social Care Information Centre
(HSCIC) Informatics Priorities to be held 11 September between DH, HSCIC and NHS England.
Note 1 - Initial risk . : : : . . B L )
score An assessment of the risk at the start, based upon the information available, prior to the consideration of any mitigating actions.
Note 2 - Current A : : . : P :
- 8 The most up-to-date score assessed by taking into account current information and consideration of the mitigating actions.
residual risk score
Note 3 -
Anticipated r,'Sk An intended score to be achieved following the completion of all the mitigating actions.
score following
mitigation
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