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	Checklist for Large Scale Service Change


	Name of Service
	

	Type of Service
	

	Date Initial Checklist Completed
	

	Date Reviewed
	

	Guidance Notes

This purpose of the checklist is to provide an overview and summary of considerations when carrying out large scale review and design/development of a service or services in order to ensure a consistent approach to all aspects of change management. It does not replace the need for adherence to Trust policy e.g. Management of Staff Affected By Change Policy and Procedure.
This checklist is intended to be used at a Trustwide level  to provide guidance for Trust senior managers when undertaking large scale service development projects such as service reviews or the setting up or acquisition of new services which may involve the following:

· Relocation of services to new premises
· Change of directorate structure
· Review and redesign of existing Trustwide services e.g. development of dementia services
· Development of new services and facilities commissioned

· Acquisition by the Trust of existing services previously managed outside of the Trust e.g. Richmond Wellbeing Service
The checklist is a tool to assist directors and senior managers to plan and implement service changes. The responsible manager will be expected to complete the checklist at the outset of a proposed service change and review it as appropriate throughout the course of the project.

Some parts of the checklist may not be relevant to changes planned or undertaken and can be reflected with an ‘N/A’ response. Where the response given is ‘No’ a reason, action point or intended completion date should be provided in the Comment/Update column.


	Section 1 – Planning the Service Model


	No.
	Design Consideration
	Yes/No/
NA
	Comment/Update

	1.1
	The drivers, problems and issues giving rise to the service change and model of care have been clearly identified. 
	
	

	1.2
	The Communications Team has been notified of the proposed change. A stakeholder analysis has been carried out to identify the key stakeholders/stakeholder groups and the level of involvement, engagement, consultation and communication required for each. 
	
	

	1.3
	What works well in other areas has been identified (both internally and externally).
	
	

	1.4
	Key individuals such as clinicians, managers, service users, commissioners have been consulted and involved in identifying the areas of change and planning the service model changes.
	
	

	1.5
	The roles and responsibilities of those involved in the changes have been clearly identified.
	
	

	1.6
	Clear aims and objectives of the service have been established.
	
	

	1.7
	The scope of the service has been clearly identified to include the boundaries of service provision and key deliverables.
	
	

	1.8
	Interventions and strategies are informed by baseline data and evidence of need for practice change?
	
	

	1.9
	Are interventions accessible for the target group and aspects of diversity and marginalisation considered?
	
	

	1.10
	Is there a philosophy of care which is underpinned by a clear evidence base and consistent with interventions and outcome measures?
	
	

	1.11
	There are clear performance indicators and outcome measures that reflect accountability to all stakeholders and governance structures.
	
	

	1.12
	There are clear measures to assess the impact of the proposed change which includes clear critical success factors.
	
	

	1.13
	There is a system for monitoring and responding to changes in staff demographic profiles in relation to service user profiles to promote and enhance reflective representation of protected groups. 
	
	

	1.14
	An Equality Analysis template has been completed, signed off by the relevant Service Director and submitted to the Trust’s Equality and Diversity Lead. 
	
	

	1.15
	A Quality Impact Assessment has been carried out and the assessment report submitted to the Medical Director and relevant Clinical Director.
	
	


	Section 2 – Checklist for Writing a Service Change Project Plan


	No.
	Design Consideration
	Yes/No/
NA
	Comment/Update

	2.1
	The title of the service is explicit and gives a clear indication of the nature of the project.


	
	

	2.2
	It is clear who is leading on the service changes at Board level and operational level.
	
	

	2.3
	There is a clear introduction to the proposed changes which provides an outline of the main points, purpose and rationale as well as the evidence base and expected outputs and outcomes.
	
	

	2.4
	The time frame of the proposed project has been considered and built into to the design plan.
	
	

	2.5
	Specific roles and responsibilities within the change project are clear and documented within the project design documentation. This should include service user representation. 
	
	

	2.6
	There is a service/team structure chart which illustrates the management and grading structure of the service.
	
	

	2.7
	A detailed breakdown of the budget spend is included and considers the following areas:

· Environmental 

· Workforce

· Equipment 

· Other administrative

· Communication and Advertising

· Governance
	
	

	2.8
	A strategy for advertising and communicating the service changes to key stakeholders and target audiences has been agreed. 
	
	

	2.9
	Service user consultation has been factored into the service change project plan.
	
	

	2.10
	An Equality Analysis is built into the project plan.
	
	

	2.11
	An analysis of risk has been carried out.
	
	

	2.12
	Systems for monitoring the implementation and progress have been established and are operational and pay regard to the following elements:
· Indicators

· Committee responsibilities 
· Action planning in response to feedback data
· Monitoring of action plan implementation
	
	

	2.13
	For the transfer of service providers, a detailed transition plan has been developed and agreed with the legacy provider and incorporates the following:

· Staff consultation 

· Staff Transfer of Undertaking (TUPE) 

· Data transfer 

· Patient transfer and handover requirements

· Induction of staff
	
	

	2.14
	The need to notify commissioners of identified risks via the Director of Operations has been considered.


	
	

	Section 3 – Team/Service Structure


	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	3.1
	There is an organisational chart which illustrates the service’s relationship to the local and wider organisation.
	
	

	3.2
	There is a team/service operational policy which complies with the Trust’s guidance (the Trust’s Operational Policy Template).  
	
	

	3.3
	Where applicable, a traffic light system for patient clinical risk and management has been implemented with clear criteria and auditable standards. 
	
	

	3.4
	There is a timetable of audit dates in the team’s calendar for carrying out regular reviews of the traffic light system to ensure its continued reliability and clinical effectiveness.
	
	

	3.5
	There are clear lines of management and reporting responsibility which are documented and readily available to existing and new staff.
	
	

	3.6
	There are referral, assessment and discharge protocols in place.
	
	

	3.7
	The service has identified individuals with specific responsibilities for quality, governance, training and development. The need for service user representation should be considered. 
	
	

	3.8
	Liaison roles with stakeholders been identified e.g. primary care, local authority, third sector providers etc.
	
	

	3.9
	An induction and Organisation Development session has been arranged for the service.
	
	


	Section 4 - Workforce Training, Support and Development


	No.
	Design Consideration
	Yes/No/ NA
	Comment/Update

	4.1
	Where the service has undergone redesign, there has been proper communication, support, consultation and management of the process in line with the principles of the Management of Staff Affected by Change Policy and Procedure.
	
	

	4.2
	Managers, supervisors and individual staff have access to and copies of their new job descriptions.
	
	

	4.3
	An assessment of the systems and processes within the service has been carried out to determine the necessary knowledge, skills and experience required for each role.
	
	

	4.4
	Following any change in role, an assessment of each staff member’s knowledge, skills and experience has been carried in relation to their role expectation and job description, to identify any gaps in knowledge and skills and to assess their immediate and longer-term supervision, training and professional development needs.
	
	

	4.5
	Systems are in place to monitor compliance with management and clinical supervision as described in the Supervision Policy and using the Directorate Supervision Monitoring Template.
	
	

	4.6
	There is a system in place for ensuring that all staff have an up to date CRB check. 
	
	

	4.7
	There is a system for monitoring staff annual leave, sickness and absence and for providing information to the Human Resources Dept. when requested. 
	
	

	4.8
	There is system in place for monitoring staff compliance with Statutory and Mandatory Training requirements as detailed in the Training Needs Analysis 
	
	

	4.9
	There is a system in place for ensuring that all new temporary, bank and permanent staff have completed the appropriate Trustwide indication training and have received a local induction in line with the Induction Policy for New Staff and the Human Resources Handbook. The system will ensure that evidence of compliance is readily available for auditing and monitoring purposes. 
	
	

	4.10
	The service is signed up to use the Manpower Analysis and Planning System (MAPS) Health Roster.
	
	


	Section 5 - Finance and Procurement


	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	5.1
	A full assessment of IT and capital funding requirements has been carried out.
	
	

	5.2
	Funding for the service and access to any additional ad hoc funds is clearly established and the relevant staff are cognisant of the arrangements.
	
	

	5.3
	The cost centre and cost centre code (budget code) has been established.
	
	

	5.4
	A management accountant has been allocated to the service.
	
	

	5.5
	The budget manager and deputy have completed and returned an authorised signatory form.
	
	

	5.6
	The budget code has been circulated to all the relevant members of staff along with the details of the budget holder.
	
	

	5.7
	Staff have been made aware of who is responsible for the authorisation of purchase order requests.
	
	

	5.8
	The relevant staff are registered and trained to use Oracle according to their role within the procurement process.
	
	

	5.9
	Petty cash arrangements are in place and the details of these are communicated to staff.
	
	

	5.10
	All staff have been made aware of the Trust’s Standing Financial Instructions.
	
	


	Section 6 - Performance Monitoring 



	No.
	Design Consideration
	Yes/No/ NA
	Comment/Update

	6.1
	There is a business plan, linked to the Trust’s Annual Plan, Quality Accounts and Quality Strategy, with clear objectives, performance indicators and performance metrics
	
	

	6.2
	There is a inventory of performance monitoring systems
	
	

	6.3
	Performance monitoring systems are in place , comply with Trustwide performance monitoring requirements and are linked into data collection processes:

· National Targets (Vital Signs)

· Commissioner Contract Targets

· Local Authority Targets

· Internal Targets (Trust Governors)
	
	

	6.4
	The necessity and value of performance monitoring have been explained to all staff in terms of understanding target achievement (PbR, CQINN etc), under performance and solutions, in order to promote local ownership of target achievement
	
	

	6.5
	Textual and graphical information about the service in relation to a ‘whole systems approach’ is available to all staff
	
	

	6.6
	Internal and external benchmarking exercises have been carried out to identify best practice in relation to the service
	
	

	6.7
	Monitoring information is available for each stage of the care pathway
	
	

	6.8
	Monitoring information provides simple analysis and explanation for under/over performance
	
	

	6.9
	There is a system in place to provide teams/services and their constituent staff members with regular feedback on team/service performance
	
	

	6.10
	There is a clearly written performance management process for any local subcontract arising as a consequence of the change.
	
	


	Section 7 - Governance Arrangements 



	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	7.1
	Corporate governance documentation has been amended (the constitution, mandatory training schedule, Terms of Authorisation, Standing Orders and Standing Financial Instructions etc.)
	
	

	7.2
	Regulatory bodies such as Monitor, the Care Quality Commission (CQC) and NHS Litigation Authority (NHSLA) have been notified of the service changes.
	
	

	7.3
	The Trust’s corporate committee membership and associated terms of reference have been revised. 
	
	

	7.4
	Local committees and meetings’ terms of reference have been amended to reflect the service change. 
	
	

	7.5
	There is an attendance and representation schedule for local meetings within the directorate and where appropriate, Trustwide committees and meetings.
	
	

	7.6
	The service has a system in place for monitoring compliance with the CQC’s Essential Standards of Quality and Safety to support the Trust’s registration of its regulated activities.
	
	

	7.7
	The service/team has carried out a gap analysis with regards to NICE guidance relevant to its provision of clinical care and has a plan in place to address gaps in compliance.
	
	

	7.8
	The service has an up to date Resilience and Business Continuity Plan which has been circulated to the relevant directorate managers and the Associate Director of Governance. 
	
	

	7.9
	The service has been incorporated into the Incident Response Plan and all staff have been made aware of the Plan and how to access it. 
	
	

	7.10
	All staff have been made aware of how to report all incidents via the Datix electronic incident reporting system and relevant managers for the service are set up to sign off incidents electronically.
	
	

	7.11
	There is a system for responding to informal complaints and for notifying the Trust’s Complaint Department of formal complaints received or informal complaints not resolved locally, in line with the Complaints Policy to ensure integrated complaints management. All staff have been made aware of this system. 
	
	

	7.12
	All staff have been made aware of the need to direct all claims to the Associate Director of Consumer Relations and Legal Affairs.
	
	

	7.13
	The service has a forum within which to discuss learning from incidents, claims, complaints and clinical audit as well as to monitor risk, safety and quality issues. 
	
	

	7.14
	The service has a local quality improvement initiative as specified in Section 3 of the Quality Strategy. 
	
	

	7.15
	The service is signed up to the Trust’s mandatory clinical audit programme and has identified audit leads. 
	
	

	7.16
	The service is linked in to the Trust’s service user and carers’ feedback systems.
	
	

	Section 8 - Information Governance 



	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	8.1
	The service has an information asset owner who liaises with the Information Governance Team to produce data flows mapping and systems inventories and any other information governance requirements. 
	
	

	8.2
	An assessment of records storage facilities and systems has been carried out.
	
	

	8.3
	All staff must attend an induction session on information governance or one of the regular information governance training sessions.
	
	

	8.4
	All staff have completed the mandatory National Information Governance Training Module and the Trust’s Health Records Management Training.
	
	

	8.5
	Policy and Procedure for the Development and Review of Information for Service Users and  Carers (Hyperlink)
	
	

	8.6
	All requests for new software or new systems should be approved by the Head of Information Governance. 


	
	

	8.7
	There is an access to records lead that has completed the necessary training and established a system for responding to access to records requests. 
	
	

	8.8
	Arrangements for remote working have been assessed to identify any gaps in information security. Any gaps have been addressed.  
	
	

	8.9
	All staff have been made aware of the following information governance policies:

· Information Governance and IM&T Security Policy
· Access to Records Policy
· Health Records Policy
· Non-Health Records Policy
· Network, Internet and E-mail Usage Policy
	
	

	8.10
	All staff have been made aware of how to use the Trust’s internal delivery system and rules for sending confidential information. 
	
	


	Section 9 - Information Technology 



	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	9.1
	Where appropriate, a data migration plan has been developed and implemented. 
	
	

	9.2
	An assessment of phone and computer network requirements has been carried out in relation to building floor plans and requisitions completed in order to meet the supplier’s 60 day lead time. 
	
	

	9.3
	An assessment of the number of computers, laptops, fixed line telephones and mobile phones has been carried out. 
	
	

	9.4
	The need for additional software packages (e.g. Orion) has been assessed and if identified, submitted to the I.T. Department. 
	
	

	9.5
	A list of staff names and contact details has been provided to the I.T. Department.
	
	

	9.6
	A list of the staff names assigned laptops and mobiles has been sent to the I.T. Department.
	
	

	9.7
	All staff have access to a Trust computer.
	
	

	9.8
	Requests for new user accounts for internet and e-mail services have been submitted.
	
	

	9.9
	Staff requiring smart cards from the Registration Authority (see the Registration Authority Policy) have applied and obtained these in order that they can access electronic clinical recording systems (see also Clinical RiO Health Records Policy)
	
	

	9.10
	Staff joining the Trust with and existing smartcard have submitted an authority form.
	
	

	9.11
	Local authority seconded staff have access to a local authority computer at their place of work.
	
	

	9.12
	Staff who require remote working facilities have applied for this. 
	
	

	9.13
	All staff have been made aware of how to report issues with information technology. 
	
	

	9.14
	For new children’s services, there is an agreement with the relevant local authority for Trust staff within the new service; to have access to the universal record held for children in that local authority, to ascertain whether or not there are any safeguarding concerns registered. 
	
	


	Section 10 - Estates Management


	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	10.1
	Staff and mangers are aware of how to notify Estates Management of issues relating to the structure or functioning of Trust buildings and property.
	
	

	10.2
	There are display boards in reception or main offices areas with contact information for the Estates Monitoring Officer, the Estates Helpdesk, the utility companies and the building security.
	
	

	10.3
	Any changes to the use of rooms or the layout of the building/s have been communicated and relevant floor plans submitted to the Estates Department. 
	
	

	10.4
	The Estates Department have been notified of any alarms and security measure that have been put in place, in addition to the basics. 
	
	

	10.5
	Systems for the effective management of waste have been established in line with the Waste Management Policy.
	
	

	10.6
	A system for the sending and receiving internal deliveries has been established and communicated to all staff. 
	
	

	10.7
	Patient transport systems have been established and communicated to all staff. 
	
	

	Section 11 – Health, Safety and Security 



	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	11.1
	A full health and safety risk assessment has been carried out and an action plan developed in response to identified issues. 
	
	

	11.2
	The service has an identified Risk Officer responsible for supporting safety arrangements and attendance at local health and safety meetings.
	
	

	11.3
	There is a system in place to ensure that the annual Health, Safety and Security Inspection is carried out. 
	
	

	11.4
	All staff have been informed of health and safety arrangement including incident reporting procedures.
	
	

	11.5
	All staff have been made aware of the Health and Safety Policy and other key health, safety and security policies on the intranet. 
	
	

	11.6
	A security assessment has been carried out in line with the Security Policy and an action plan developed in response to any identified risk areas. 
	
	

	11.7
	All staff have been made aware of the Lone Workers Policy and there are systems in place within the service to ensure adherence to the principles within the policy. 
	
	

	11.8
	The Deputy Director for Infection Prevention and Control (Carol Shannon) has been contacted to initiate an infection control assessment. 
	
	


	Section 12 - Communications 



	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	12.1
	A service brand has been agreed with the Communications Department.
	
	

	12.2
	The need for service leaflet, poster and/or fliers has been considered and where indicated, has been arranged with the Communications Department.
	
	

	12.3
	All staff have been made aware of the need to use the Trust’s Communication and Corporate Brand Templates, available on the intranet. 
	
	

	12.4
	The service/team profile and contact details have been uploaded to the Trust website and intranet.
	
	

	12.5
	All staff have been advised of the need to create an e-mail signature containing name, job title, work address and telephone contact numbers. 
	
	

	12.6
	All staff within the service/team have accurate details within the Trust directory and have been inducted as to how to keep these details up to date to reflect any changes in role or workplace etc.
	
	

	12.7
	All staff are able to and know how to access the Trust intranet.
	
	

	12.8
	All staff have been made aware of the Trust intranet library of policies, templates and other information. 
	
	

	12.9
	All staff have been made aware of the Guidelines on Contact with the Media
	
	

	12.10
	All stakeholders have been notified of the new service or changes to the existing service.
	
	

	12.11
	Links have been identified and established with the Clinical Commissioning Groups, Overview and Scrutiny Committees and Health and Wellbeing Boards.  
	
	

	12.12
	Strategic links with local authority and other partner agencies and stakeholders in the local area have been identified and established. 
	
	

	12.13
	The 111 Directory of Service has been updated via The Director of Performance and Business Development, to reflect any service changes relevant to the directory’s information format. 
	
	

	12.14
	Information for communication about the service is available in different media which meets the diverse needs of the population which the service aims to meet.
	
	


	Section 13 – Benefit Realisation and Post Implementation Review



	No.
	Design Consideration
	Yes/No/NA
	Comment/Update

	13.1
	Have the benefits of the changes been achieved?
	
	

	13.2
	Stakeholders’ views have been sought, following full implementation of the changes.
	
	

	13.3
	Post implementation feedback has been obtained and where appropriate, responded to. 
	
	

	13.4
	High level health economic benefits have been achieved.
	
	

	13.5
	A post validation action plan has been implemented.
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