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Our Aims

Aim One To deliver the best quality care for our patients 

Aim Two To be a great place to work and learn

Aim Three To improve our finances

Aim Four To develop a strategy for the future
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Our success will depend on the continued commitment of all of our staff to the delivery of 

quality care ~ we will support them in every way we can.  We will also listen carefully to what 

our patients and local residents tell us about how we can improve care and learn from our 

mistakes.  We will work in partnership with our commissioners (Herts Valley CCG and NHS 

England), with local councils and with other local NHS providers to make sure we deliver 

joined up care for our patients.



2016/17 objectives
AIM OBJECTIVES 

AIM ONE:
To deliver the best 
quality care for our 
patients 

To sustain our ‘ better than expected’ performance on key mortality indicators (HSMR 
& SHMI). 

CO1

To meet all national standards. CO2

To improve patient experience. CO3

To improve our CQC rating and come out of ‘special measures’ CO4

To agree and implement plans to improve our estate and IM&T .  (To bid for additional 
capital funding to support urgent improvements to our estate.)

CO5

AIM TWO:
To be a great place 
to work and learn

To improve staff satisfaction as measured by the national staff survey and ‘Listening 
into Action’ temperature checks. 

CO6

To reduce staff turnover rates, vacancies and use of agency staff. CO7

To ensure all staff have annual appraisals  and personal development plans. CO8

To strengthen our clinical and managerial leadership.  CO9

AIM THREE:
To improve our 
finances

To deliver our 2016/17 financial plan. C10

To deliver our efficiency savings programme, including opportunities highlighted in the 
Carter review. 

C11

AIM FOUR: To 
develop a strategy 
for the future

To develop a clinical strategy and a strategic outline case to redevelop the Trust’s 
estate.

C12

To agree a partnership strategy to support the long term clinical and financial 
sustainability of our services. 

C13



Principal Risks

Principal 
Risk

Description Executive Lead(s)
Board 
assurance

PR1 Failure to provide safe, effective, high quality care
Chief Nurse / 
Medical Director

S&Q

PR2 Failure to recruit to full establishments, retain and engage workforce
Director of Human Resources and 
Organisational Development

WK

PR3
Current estate and infrastructure compromises ability to deliver safe, 
responsive and efficient patient care

Director of Environment S&Q

PR4

Underdeveloped informatics infrastructure compromises ability to deliver 
safe, responsive and efficient patient care
4A) IM&T
4B) information and information governance

Chief Information Officer F&P

PR5
Inability to deliver and maintain performance standards
5A) Emergency Care
5B) Planned Care (including RTT, diagnostics and cancer)

Chief Operating Officer F&P

PR6 Failure to maintain business continuity Chief Operating Officer S&Q

PR7

7A) Failure to achieve financial targets, maintain financial control and
realise and sustain benefits from CIP and Efficiency Programmes
7B) Failure to secure sufficient capital, delaying needed improvements in 
the patient environment, securing a healthy and safe infrastructure

Chief Financial Officer F&P

PR8
Failure to engage effectively with our patients, their families, local 
residents and partner organisations  compromises the organisation’s 
strategic position and reputation

Deputy CEO / Communications 
Director

Board

PR9

9A) Failure to develop a sustained long term clinical, financial and estates 
strategy
9B)  Failure to deliver a sustained long term clinical, financial and estates 
strategy

Deputy CEO Board

PR10
System pressures adversely impact on the delivery of the Trust’s aims and 
objectives

Chief Executive Board



Board Assurance Framework – current level of assurance 

February 2017
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Principal Risk Description RAG Trend

PR1
Failure to provide safe, effective, high quality care (insufficiently robust and embedded 
quality governance and risk management)

A

PR2 Failure to recruit to full establishments, retain and engage workforce A

PR3
Current estate and infrastructure compromises the ability to consistently deliver safe, 
caring, responsive and efficient patient care

AR

PR4

Underdeveloped informatics infrastructure compromises ability to deliver safe, responsive 
and efficient patient care
4A)   IM&T
4B)   Information and information governance

AR

AG

PR5

Inability to deliver and maintain performance standards
5A)  Unscheduled care
5B)  Elective care (including RTT, diagnostics and cancer

R

A

PR6 Failure to maintain business continuity G

PR7

7A)  Failure to achieve financial targets, maintain financial control and realise and sustain  
benefits from CIP and Efficiency Programmes

7B)  Failure to secure sufficient capital, delaying needed improvements in the patient care 
environment, security and safe infrastructure 

AR

R

PR8
Failure to sustain key external stakeholder relationships and communications  
compromises the organisation’s strategic position and reputation

AG

PR9
9A) Failure to develop a sustained long term clinical, financial and estates strategy
9B)  Failure to deliver a sustained long term clinical, financial and estates strategy

AG

AG

PR10 System pressures adversely impact on the delivery of the Trust’s aims and objectives R

G AG A RAR

Risk profile 
deteriorating

Risk profile 
improving

Trend



Current Status G AG A RARFebruary 2017 OWNER: 
Chief Nurse / Medical Director
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Risk Description Key controls in place Sources of Assurance Gaps in controls Gaps in assurance

Principal Risk One: Failure to provide safe, effective, high quality care
Potential cause:
Quality
governance  (QG) 
and risk 
management 
processes not 
sufficiently 
understood or 
embedded within 
the organisation.  

Potential impact:
Risks to quality 
and safety of care 
not identified and 
controlled leading 
to harm and / or 
sub optimal 
patient 
experience and 
outcomes. 

•Quality Account and Annual 
Plan set out priorities.
•QG team in place to develop 
and deliver support and 
assurance programme
•Quality Improvement plan 
sets out key actions ref. April 
2015 CQC visit.
• Corporate and divisional 
risk registers  and Risk 
Review  Group
•Incident reporting / datix & 
SI review group
•M&M and service level 
governance meetings 
• Monthly mortality and 
clinical harm meetings
•Audit and compliance 
programme
• Appriasal and revalidation
• QIA of all CIP plans
•Clinical policies
•Whistleblowing policy
•Daily review of 
staffing/escalation
•CQC compliance framework

• IPR quality and safety 
metrics
•Mortality reports 
•Test Your Care & Ward 
dashboards & matron 
quality checks
•Monthly QIP plan 
progress reports to IRGC 
and  Oversight group.
•Quality and Safety Group 
(QSG) meets monthly to 
review Q&S work  
programme
•S&Q sub committee 
meets bi-monthly 
•Risk Review Group  meets 
monthly to review all 15+ 
risks on CRR. 
• CCG contract and quality 
meetings 
•Safe staffing reports to 
Board
•1/4ly assurance visits 
with external stakeholders
• Executive level 15 steps 
programme
•Audit Committee to 
provide assurance on 
effectiveness of processes.

• Gaps in evidence of action 
completion and embedded / 
shared learning from SIs and 
Complaints
•Gaps in evidencing 
implementation of policies
•Clinical Guidelines 
documentation current 
status not established.
•Patient Experience & Carers 
strategy in draft.
•Gaps in the process of 
complaints and quality of 
responses.  
•Adhering to the ‘Duty of 
Candour’ policy timeframes 
and thresholds for moderate 
and severe.

• Analysis and triangulation of 
data across different sources 
needs to be strengthened and 
made more consistent

• Gaps in  assurance: Safe 
staffing data  for medical 
staffing  

• Gaps in assurance re 
adherence to duty of candour 
for moderate harm incidents.

• Gaps in assurance audit and 
NICE compliance KPIs / 
progress reporting  we include 
monitoring data in reports to 
QSGand clinical audit panel 
and are planning to include 
them to the Q&S 
perfomamnce report

• Embedding learning from Sis, 
complaints and incidences

• Development of Trust Quality 
Strategy



Action Plans for Gaps (date) Owner of 
action

Update since last review by Committee/Board Original
due date

Status

Principal Risk One: Failure to provide safe, effective, high quality care

Continued implementation of QIP, milestones 
updated as required with monthly report to IRGC 
and Board on progress.

Chief 
Information 
Officer

Monthly reporting continues to IRGC with a 
number of projects completed . Due for completion 
in March 2017
Continue with QIP into Q1 to ensure actions 
completed whilst developing a quality strategy

Dec 16 June 2017

Implement actions arising from internal audit of 
complaints in Q4 2015/16

Chief Nurse Audit report reviewed and actions incorporated 
into complaints improvement programme with the 
exception  of training on recording actions

Nov 16 June 2017

Implement compliance framework – bi monthly 
updates to S&Q committee

Chief 
Nurse/Chief 
Information 
Officer

Compliance framework implementation underway 
and updates incorporated in the workplan for S&Q 
Committee

Oct 16 Completed 
Oct 16

Continue to strengthen S&Q IPR with improved 
analysis and triangulation of data. 

Chief 
Nurse/Chief 
Information 
Officer

S&Q IPR presented to July committee with 
improved analysis of data.  Work underway to cross 
reference Quality Account  to the IPR, agreeing 
further indicators for the Trust Board IPR for 
November Board. 

Nov 16 Completed
Nov 16

Develop integrated complaints, litigation, 
incidents and Pals / patient experience (CLIPS) 
report with a focus on learning  + shared learning 
events

Chief Nurse Report presented to July S&Q. Quarterly reports to 
be presented going forward – next report to 
September S&Q

March 17 Completed 
Nov 2016

Patient experience self assessment against 
national toolkit and strategy development.

Chief Nurse Patient experience & Carers strategy developed
and discussed at Sept Board.  It was agreed to have 
a further engagement period with patients, 
stakeholders and staff.  To be presented to 
November Board for approval. 

Nov 16 Completed 
Nov 16

Current Status G AG A RARFebruary 2017
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OWNER: 
Chief Nurse / Medical 

Director



Action Plans for Gaps (date) Owner of 
action

Update since last review by Committee/Board Original
due date

Status

Principal Risk One: Failure to provide safe, effective, high quality care

Monthly exception reports to track 
implementation of NICE Guidance + action plans 
and embedding.

Director of 
Strategy and 
Corporate 
Service/
Medical 
Director

Monthly exception reports to track implementation 
of NICE Guidance submitted to each Divisional 
Governance Meeting and to the Clinical Audit 
Panel. Bi-monthly NICE updates included in the 
Divisional Quality Governance Reports to QSG. A 
quarterly clinical audit report is submitted to QSG 
which includes progress against NICE compliance 
and baseline assessments. The exception reports 
focus on compliance / whether the guidance has 
been reviewed in line with the NICE policy and 
action plans.  The embedding would be picked up 
via audit and any audits relating to NICE should be 
included on the clinical audit programme

Dec 16 Completed
Dec 16

Establish medical safe staffing assurance report Medical 
Director/
Director of 
Human 
Resources

A steering group has been established to formulate 
an approach to the development of an 
establishment and vacancy strategic plan.  The 
membership includes the Medical Director and 
representation from Human Resources and Medical 
Workforce

June 16 March 
2017

Implement complaints review and 90 day 
improvement programme.

Chief Nurse New complaints indicators report in the S&Q IPR 
and a new indicator added to the Trust Board IPR.  
Complaints adviser based in unscheduled care 
division after successful pilot. Complaints tracker 
reviewed and implemented.   
Continue to embed implementation of improved 
quality and performance across the divisions.

Dec 16 April 2017

Current Status G AG A RARFebruary 2017
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OWNER: 
Chief Nurse / Medical 

Director



Action Plans for Gaps (date) Owner of 
action

Update since last review by Committee/Board Original
due date

Status

Principal Risk One: Failure to provide safe, effective, high quality care

Embedding  the learning from SI’s + duty of 
candour understanding and thresholds for 
moderate and severe. 

Chief Nurse Develop process to track actions from SI’s through 
divisional performance reviews. Continuing to 
develop Datix and thresholds for duty of candour. 
Duty of candour intranet page available for staff 
including a link to the duty of candour video. And 
policy 

Dec 16 June 17

Develop Trust Quality Strategy Chief Nurse This is part of the 2017 – 18 workplan for S&Q 
committee and will succeed the QIP.

Sept 17 Sept 17

Establish status of clinical guidelines and 
trajectory and agreed trajectory for compliance.

Medical 
Director/
Chief Nurse

Review underway of clinical guidelines.
Purchase of Q-Pulse to manage and monitor clinical 
guidelines review process
Mapping exercise for Trust guidelines was still in 
progress and being undertaken by the Assurance 
Team
The trajectory for Clinical Guidelines was agreed 
at Policy Review Group Dec 16 and set to achieve a 
target of 90% in-date guidelines 

March 17 March 17

Current Status G AG A RARFebruary 2017
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OWNER: 
Chief Nurse / Medical 

Director



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance Action Plans for 
Gaps (date)

Principal Risk Two: Failure to recruit to full establishment, retain and engage our workforce

Potential cause:
The Trust had a very 
significant vacancy 
rate which has now 
been reduced . 
However there are 
large numbers of new
staff and this is placing 
pressure on existing 
staff . Our staff survey 
has a marginally lower 
than average score. 
Potential effect: 
People feel 
disengaged and 
retention may become 
an issue which results 
in higher vacancies 
and increased 
temporary staff costs
Potential impact: The 
Trust may fail to 
provide the highest 
standards of patient 
care, increase staff 
costs and staff morale 
will be negatively  
effected

•Workforce strategy  now 

in place

•Recruitment and 

retention strategy in place

•New values in place

•Clinical engagement 

programme being

developed

•On-going implementation 

of B&H strategy

•Divisional people 

engagement plans

Good development 

programmes in place for 

key staff groups

Health and wellbeing 

initiatives in place

Improved appraisal rates

Clear development routes 

for staff in place 

Improved induction 

processes including 

training for managers with 

new joiners

Workforce report

Key workforce 

indicators:

•turnover rates

•Vacancy

•Agency & Bank 

spend

•Results from staff 

survey and action 

plan

•Key HR indicators 

e.g. time taken to 

recruit

•Friends and family 

staff survey – scores 

and verbatim

•Overseas nurse 

recruitment action 

plan

•Further embedding 
of values which drive 
behaviours
•Lack of clear 
expectations of what 
we want from our 
leaders
•Robust exit data
•Staff facilities remain 
poor
•Leaders still rely 
upon command and 
control and this can 
lead to feelings of 
bullying
•More work to do to 
fully integrate our 
overseas nurses
•Lack of clear 
development 
pathways for staff
•More work required 
to grow engagement 
amongst our medical 
workforce.

•A work plan to 
support the 
implementation of
workforce  strategy
•Robust exit 
interviewing data

•Values 
implementation 
plan (Dec 16)
•Organisational 
Leadership  
capability 
development plan 
(Dec 16)
•Launch of new 
external approach 
to capturing exit 
data (Sept 16)
•On-going 
programme of 
improvements to 
staff facilities
•On-going 
programme to 
support overseas 
nurses and impact 
upon existing staff
•New exit 
interviewing 
processes (Aug 16)

Current Status G AG A RARFebruary 2017
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OWNER: 
Director of Human Resources and 

Organisational Development



Current Status February 2017
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Action Plans for Gaps (date) Owner of 
action

Update since last review by
Committee/Board

Original
due date 

Status/
Expected
date of 
completion

Principal Risk Two: Failure to recruit to full establishment, retain and engage our 
workforce
Continued recruitment of nurses  to ensure that  the 
vacancy rate for our nursing workforce reaches 5%. In 
addition plan to recruit for junior/middle grade doctors 
to reach 5% vacancy rate

Director of 
Human
Resources

Nurse vacancy rate stands at  15%, 
although actual staff in post is much 
higher than 12 months ago. Vacancies 
amongst consultant posts is virtually 
zero and plan in place to recruit to 
other grades.

March 17 March 17

Bullying and harassment strategy  (has been drafted and 
is now being taken through governance processes)

Director of 
Human 
Resources

B&H strategy now approved and a 
work plan devised and action being 
taken in accordance with this plan. 
Work to embed the strategy is 
underway. 

Sept 15 March 17

Training and Development Strategy
Director of 
Human 
Resources

Workforce strategy being implemented 
although the focus of the work was 
upon actions required by CQC.

Jan 16
(Approval 
strategy)

Jan 19

G AG A RAR

OWNER: 
Director of Human Resources and 

Organisational Development



Current Status February 2017
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Action Plans for Gaps (date) Owner of 
action

Update since last review by
Committee/Board

Original
due date 

Status/
Expected
date of 
completion

Principal Risk Two: Failure to recruit to full establishment, retain and engage our 
workforce
Implementation of medical engagement programme Medical 

Director
Plan now in place with key activities 
underway e.g. development for 
DDs/AMDs

Jun 16 Jun 17

Launch of ‘pulse checking’ on engagement Director of 
Human
Resources

This has been delayed because of 
technical issues, and will be relaunched 
following staff survey results in 
February 

Jul 16 April 17

Roll out of values plan Director of 
Human 
Resources

New values launched and activity 
underway to embed new values.  Work 
to embed the values is underway

Jun 16 March 17

G AG A RAR

OWNER: 
Director of Human Resources and 

Organisational Development



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Three: Current estate and infrastructure compromises the ability to 
consistently deliver safe, caring, responsive and efficient patient care
Potential cause: The 
estate and utilities 
infrastructure is not safe 
and/or fit for purpose for 
the delivery of safe, 
responsive and efficient 
patient care in beach of 
CQC Outcome 15.
Potential Effect:
Frequent failure of critical 
infrastructure, a lack of 
resilience in essential 
services creating a poor / 
inadequate / unsafe 
environment for delivery 
of healthcare services
Potential Impact: 
Disruption to service 
delivery (e.g. theatre 
/NICU/MRI all closed in last 
12 months, loss of water or 
power)
Patient safety potentially 
impacted by ack of 
capacity (space & 
resources) to meets 
operational demands and 
mandated standards.
Environment provides
poor patient experience
and infection risk.

•Creation of Environment 
Division provides structure 
and staffing levels to deliver 
effective estates and 
facilities services
•All identified environment 
risks entered on Trust Risk 
Register. Action plans 
reviewed monthly at 
Division’s Risk & 
Governance meeting.
•Backlog Maintenance 
programme based on 6 
Facet Condition Survey 
ensures highest identified 
risks are addressed
•24/7 reactive maintenance 
capability across all sites
•Interim Estates Strategy 
directs investment and 
resources
•Prioritised capital  
programme developed in 
consultation with Clinical 
Divisions and TEC
•Monthly Site Management 
Meeting re-instated.
•Environment Help Desk 
provides single focal point 
for all works requests

•S&Q Bi-annual update
•Implementation of 
Premises Assurance 
Model (PAM) 
dashboard completed .  
Action plan monitored 
through QSG.
•Operation of a Safe 
System of Work in 
accordance with HTM 
00 including mandated 
Risk Assessments for 
high risk areas
•Monthly Divisional Risk 
& Governance meetings 
in oplace reporting to 
QSG.
•Engagement with HSE 
to provide external 
assurance regarding 
measures taken to 
manage asbestos 
containing materials 
(ACMs) and Legionella
•Mock PLACE visits 
underway at all sites 
with representatives 
from Healthwatch

•Lack of Interim & Long-Term 
Estates Strategy restricts ability 
to gain maximum benefit from 
Watford Health Campus project 
and ensure VFM in capital 
investment.  Strategy to go to 
Board in Feb 17.
•Capital funding insufficient to
meet minimum requirement for 
backlog programme.  Funding 
prioritised to areas of greatest 
risk
• Limited planned maintenance 
programme increases likelihood 
of critical infrastructure failure.  
Ongoing.
•Operation of a Safe System of 
Work  in accordance with HTM
00 is dependent on external 
contractors and some disciplines
(incl ventilation) have no 
external authorising engineer.  
Training & recruitment plan 
underway , ETC end Mar 17.
•There is no Asset Register for 
critical infrastructure & major 
utilities.  This limits development 
and effectiveness of planned 
maintenance programme and 
increases safety risk to on-call 
staff.  Due 31 Mar 17.

•The Trust’s estate management 
system (ARCHIBUS) cannot currently 
provide required levels of assurance 
or ‘live’ task management / 
performance reports.  Programme
underway to populate asset database 
and deliver Archibus functionality.
•PAM Action plan identifies gaps in 
assurance.  Phased plan to close out 
all areas graded Inadequate by 28 
Feb 17.
•Updated 6 Facet survey required to 
provide (CQC) assurance that estate 
and facilities are ‘fit for purpose’.  
Updated survey due end Jul 17.
•Development Control Plans for each 
site required to support investment 
decisions.  Included in Interim Estates 
Strategy for delivery in 2017.
•Given complexity of challenges 
related to estates infrastructure, 
capital programme management and 
strategy, current governance 
arrangements do not provide 
sufficient assurance to Board level.  
PAM implemented, Divisional 
Governance meetings held monthly.  
Environment Steering group to meet 
in Feb 17.

Current Status G AG A RARFebruary 2017 OWNER: 
Director of Environment 
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Current Status G AG A RARFebruary 2017
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Action Plans for Gaps
Owner of 
action

Update since list review by
Committee/Board

Original 
due 
date

Expected 
date  of 
completion

Principal Risk Three: Current estate and infrastructure compromises the ability to 
consistently deliver safe, caring, responsive and efficient patient care

Complete Interim Estates Strategy Director of 
Environment

Interim Estates Strategy (2016-2020) 
to be ratified by Board on 2 Feb 17.  
All stakeholders fully engaged in 
development.  Action complete.

Sep 15 17 Jan 17

Provide a safe working environment in accordance with 
Statutory and  DH Mandated obligations

Director of 
Environment

Action complete. Safe system of 
work in place but still dependent on 
external contractors.  Further action 
underway to recruit and train 
permanent staff and appoint to roles 
by 31 Mar 17.

31 Dec 15 31 Mar 17

Maintain the  operational functionality of the hospital estate 
through a programme of planned and response maintenance

Director of 
Environment

Environment Division Help Desk 
operational. Estate Asset Database 
will not be completed before Mar 17, 
Full PPM  programme will be rolled 
out in 2017/18, with first years full 
compliance on 31 Mar 18. 

31 Mar 16 31 Mar 18

Deliver programme to develop and populate ARCHIBUS Director of 
Environment

New version of Archibus installed 
and being populated. Data entry 
underway. Full functionality not 
before mid 2017

Dec 15 31 Jul 17

Review & strengthen governance of estates and facilities work 
programme reporting through Safety & Quality Committee.  

Director of 
Environment

Divisional monthly Risk & 
Governance meetings started in Feb 
16.  Environment Steering Group to 
meet in Feb 17 following publication 
of Estates Strategy

30 Jun 16 28 Feb 17

OWNER: 
Director of Environment 



Current Status G AG A RARFebruary 2017
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Action Plans for Gaps
Owner of 
action

Update since list review by
Committee/Board

Original 
due 
date

Expected 
date  of 
completion

Principal Risk Three: Current estate and infrastructure compromises the ability to 
consistently deliver safe, caring, responsive and efficient patient care

Provide a ‘safe’ environment for delivery of clinical services Director of 
Environment

H&S  audit conducted across all areas of 
Trust.  Risk Assessments in place and being 
refined.  Safe system of work in place for 
high risk activities on estate.  PAM  
dashboard provides assurance of CQC 
compliance  (below)

31 Mar 16 31 Dec 16

Provide assurance across spectrum of Environment Division 
activities through operation of the Premises Assurance 
Model

Director of 
Environment

PAM Dashboard complete. Action Plan
underway to address all areas graded 
Inadequate by End Feb 17.  Estates Asset 
Database on programme to be completed 
by 31 Mar 17.  Reassessment scheduled for 
Sep 17

Nov 16 31 Mar 17

Provide assurance that estate is ‘fit for purpose’ Director of 
Environment

Updated to 6 Facet (Condition) Survey 
commissioned.  Report due mid 17.  Will 
address compliance issues, identifying 
areas of high & significant risk.  
Derogations will be required for areas of 
non-compliance to standards.

Dec 16 31 Jul 17

Deliver 2016/17 Capital Works Programme Director of 
Environment

Programme  was prioritised at CFPG in Apr 
16, but was dependant funding.  Delay in 
response to ITTF submission means full in-
year programme  will not be delivered.  
Works continue to close out Endoscopy & 
MRI/CT on programme for Apr 17.  Risk 
register updated to reflect impact of 
reduced Backlog funding.

31 Mar 16 30 Apr 17

Manage user expectations though delivery of agreed
Environment Works Plan

Director of 
Environment

Works Plan agreed at QIP. Works 
complete.

30 Nov 16 30 Nov 16

OWNER: 
Director of Environment 



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Four A: Underdeveloped ICT infrastructure compromises ability to deliver 
safe, responsive and efficient patient care 
Potential cause:  
Unable to fully deliver 
improvements in 
information, 
communication and 
technology (ICT) and 
decision support due to 
technical issues with 
supplier solutions, 
resource, funding, scope 
and physical estate 
constraints

Potential impact: 
Unable to deliver benefits 
of the ‘digital hospital 
environment’ laid out in 
the IM&T Strategy – to 
improve patient and staff 
experience through 
improved decision 
support, agile and 
paperless working, support 
for integrated models of 
care

•Five year contract to 
provide full managed CT 
service, negotiated with 
Herts Procurement, IT and 
Finance
•Governance structure in 
place for IM&T holding 
suppliers and directorate to 
account
•Re-baselined programme 
plan agreed with supplier. 
• Recourses to support 
delivery
•Detailed plan and weekly 
executive governance 
meetings

•Informatics Group 
oversight of 
programme delivery 
and service 
management panels
•Informatics group 
reporting through 
Finance and 
Performance 
Committee to Trust 
Board
•Robust contract 
management with 
Commercial Executive 
meetings
•External (CIO) review 
of programme 
governance and 
supplier management

•High priority issues with supplier 
datacentre, network 
performance and end user 
devices means that some 
programme milestones are at 
risk
•Dependency on the ICT 
infrastructure improvements has 
adversely affected delivery of 
other projects including medical 
records tracking
•risks to IT security as a result of 
delayed delivery of ICT 
infrastructure improvements

•Clinical and Divisional representation 
at the InformaticsGroup needs to be 
increased

Current Status G AG A RARFebruary 2017 OWNER: 
Chief Information Officer 
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Current Status G AG A RARFebruary 2017 OWNER: 
Chief Information Officer

Action Plans for Gaps (date) Owner of 
action

Update since last 
review by
Committee/Board

Original
due date

Status / 
expected date 
of completion

Principal Risk Four A: Underdeveloped ICT infrastructure compromises ability to deliver 
safe, responsive and efficient patient care 
•Escalation with supplier to resolve datacentre and network 
issues
•Implementation of plan to mitigate issues and assure delivery 
programme

Chief
Information 
Officer

Datacentre application
migration plan has 
recommenced
Network remediation plan 
on track.

April 2016

April 2016

Completed.
September 2016

Completed.
September 2016

•Agree actions to improve stakeholder communication and 
engagement

•Implement formal chief Clinical Information Officer (CCIO) role

•Refresh terms of reference (TOR) of Informatics Group to 
create ICT Transformation Group and increase representation 
from divisions

Chief
Information 
Officer

Chief
Information 
Officer

CCIO

Champions identified for 
clinical rollouts. 
Communications and 
engagement plan in place. 
Business engagement lead 
for programme in place.
CCIO appointed.

TOR refreshed and 
distributed. First meeting 
end January 2017.

April 2016

April 2016

December 
2017

Completed
December 2016

Completed.
December 2016

Completed
January 2017



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Four B: Underdeveloped information/information governance infrastructure 
compromises ability to deliver safe, responsive and efficient patient care  
Potential cause:  
Unable to fully deliver 
improvements in 
information, 
communication and 
technology (ICT) and 
decision support due to 
resource, funding, scope 
and physical estate 
constraints

Potential impact: 
Unable to deliver benefits 
of the ‘digital hospital 
environment’ laid out in 
the IM&T Strategy – to 
improve patient and staff 
experience through 
improved decision 
support, agile and 
paperless working, support 
for integrated models of 
care

•Comprehensive patient 
tracking lists and data 
quality reports developed 
to prospectively manage 
patient pathways and 
support operational 
management
•Regular audits of 
information Governance 
compliance being 
undertaken
•Regular audits of data 
quality being undertaken, 
DQ indicators including in 
IPR

•Informatics group 
reporting through FIP  
to Trust Board 
•Integrated 
performance report 
(IPR), with enhanced 
exception reporting.
•Detailed integrated 
performance report for 
Safety and Quality 
Committee

•Variable data quality (DQ)
•Provision of additional 
performance information to 
support clinical decisions making 
in some areas
•Processes and resources for 
cancer information reporting

•Further actions required to embed 
culture of IG in the organisation.
•Further work required regarding 
cancer information collect on 
processes and systems

Current Status G AG A RARFebruary 2017 OWNER: 
Chief Information Officer 
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Current Status G AG A RARFebruary 2017 OWNER: 
Chief Information Officer

Action Plans for Gaps (date) Owner of 
action

Update since last 
review by
Committee/Board

Original
due date

Status/
expected date 
of completion

Principal Risk Four B: Underdeveloped information/information governance 
infrastructure compromises ability to deliver safe, responsive and efficient patient care  
•Learning from Information Governance audits to be embedded 
by Divisional Managers

•Outputs from IG audits to be used to inform and improve IG 
training

Chief Information 
Officer/
Director of
Communications

Chief Information 
Officer

Ongoing and included
in CQC preparation

Included in classroom 
based training

June 2016

June 2016

Completed.
September 2016

Completed
October 2016

•Procurement and implementation of new cancer information 
system following approval of business case

Chief Information 
Officer/
Director of
Communications

Trust Executive 
Committee approved 
business case 
September 2016

2017/18 2017/18

•Provision of the further performance information reports to 
support operational delivery (*ongoing through 16/17 as 
required)

Chief Information 
Officer

Ongoing March 
2017*

March 2017



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Five A: Inability to deliver and maintain performance standards: unscheduled 
care. 
Potential cause:  

•Failure to maintain and 
improve system flow
•Failure to reduce DTOCs 
and system waits.
•Failure to undertake 
robust demand & capacity 
modelling 
•Failure of 
infrastructure/estate 
resulting in lost capacity. 
•Financial constraints limit 
the organisation’s ability to 
respond to risk

•Fortnightly system wide A &  Delivery Board 
(Chaired by WHHT CEO) monitors the 
delivery of system wide improvement
•Partnership wide System Resilience 
Improvement Plan in place
•Emergency care improvement plan 
developed following ECIP review & 
recommendations
•Weekly emergency care task force meeting 
chaired and owned by Medical Director with 
full organisational representation including 
CEO
•Strengthened clinical engagement at 
taskforce meetings
•Monthly Divisional performance meetings
•ECIP support package in place
•Project support in place
•Re-evaluation of improvement initiatives 
undertaken in order to highlight probable 
performance improvement and 
achievement of the 95% standard, resulting 
in a revised delivery trajectory being 
approved by TEC and SRG

•Monthly integrated 
performance reports
•System wide urgent 
care dashboard
•FIP monthly review
•Monthly ‘day of care’ 
audits
•3 times per day site 
based sit-reps
•Daily and weekly 
performance reports 
showing demand and 
performance data
•4 hour standard 
breach report  

•Insufficiently 
robust/consistent 
discharge processes and 
practice leading to delays 
and late discharges
•Staffing resource not fully 
aligned to demand
•Workforce 
gaps/pressures 
•Underdeveloped demand 
and capacity modelling for 
unscheduled care
•External factors outside 
span of control, e.g. social 
work capacity, DTOCs, 
ambulance traffic 
management. 
•Weak system wide 
escalation/responsiveness 
of partners at times of 
peak pressure

•Failure of system wide 
response in relation to 
stranded patients
•Provision failure of system 
wide surge during times of 
extreme pressure

Current Status G AG A RARFebruary 2017 OWNER: 
Chief Operating Officer 
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Current Status G AG A RARFebruary 2017 OWNER: 
Chief Operating Officer

Action Plans for Gaps (date) Owner of 
action

Update since last 
review by
Committee/Board

Original due date Status/
expected 
date of 
completion

Principal Risk Five A: Inability to deliver and maintain performance standards: 
unscheduled care
Delivery of the Emergency Care Improvement plan – bi-monthly 
updates on progress to FIP to supplement IPR exception 
reporting commentary

Chief 
Operating 
Officer

Emergency Care 
Taskforce meets 
weekly to monitor 
delivery

September 2016
October 2016 
November 2016
December 2016
January 2017
February 2017
March 2017

Ongoing 
throughout 
2016/17

Achievement of the 95% standard via the delivery of the System 
Resilience Improvement Plan (system wide approach) to be 
monitored via the A& E Delivery Board meetings attended and 
chaired by organisational CEO’s

Chief 
Operating
Officer

A&E Delivery Board
meets bi-weekly,
performance reports 
produced

September 2016 February 
2017



Risk Description Key controls in place Sources of Assurance Gaps in controls Gaps in assurance

Principal Risk Five B: Inability to deliver and maintain performance standards: Elective 
care
Potential cause:  
•Failure to undertake 
robust demand & capacity 
modelling
•Failure of 
infrastructure/estate 
resulting in lost capacity
•Inability to recruit staff to 
full establishments, and 
with right skills
•Financial constraints limit 
the organisation's ability to 
respond to risk 
•Increased demand 
(referrals) beyond 
anticipated growth
•Reduced demand as a 
result of referrers/patients 
choosing alternative 
providers
•Cancer data system 
requires 
upgrade/replacement

•Strengthened clinical 
engagement 
•RTT Access meeting
•RTT recovery trajectories 
•GOO (patients with no 
outcome/booked to breach) PTL 
meetings
•Outsourcing programme
•RTT Programme Board 
reconvened (from Oct 16)
•Divisional Performance 
meetings
•Access policy updated and in 
use
•Suite of iReporter data quality 
reports developed to safeguard 
accuracy of PTLs
•Regular demand & capacity 
reviews 
•Cancer Access meeting
•Manual checks and processes to 
ensure accuracy and validity of 
cancer data to mitigate for 
system constraints
•Cancer Improvement Plan
•Diagnostic Performance 
meeting

•Monthly integrated 
performance reports
•Weekly RTT Access meeting 
and performance review
•Daily RTT performance 
update email
•Weekly Cancer Access 
meeting and performance 
review 
•Monthly diagnostic 
performance review
•Comprehensive suite of data 
quality reports for RTT & 
Cancer
•F&P monthly review
•Audit committee report
•Cancer performance reports 
in place-updated daily 
•Internal audit of compliance 
with Access Policy and 
scheduling practices 
undertaken in August 2016
•Daily, weekly & monthly RTT 
pathway validation

•Divisional level RTT performance 
reviews not fully embedded
•Variable adherence/application 
of Access Policy despite training
•Loss of capacity due to external 
factors outside span of control, 
e.g. estate and IT failure
•Outsourcing programme may be 
of limited benefit as patient 
uptake and suitability is variable.
•Impact of unscheduled care 
demand / prioritisation of 
emergencies 
•Incomplete demand and 
capacity modelling 
•Potential failure of 
commissioner demand 
management schemes 
•Commissioner advice to 
referrers to consider alternative 
providers
•OPD processes are fragmented
•Factors resulting in increased 
demand outside span of control 

•Extended failure of IT 
systems would inhibit 
access to data/tracking 
lists

Current Status G AG A RARFebruary 2017 OWNER: 
Chief Operating Officer 
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Current Status February 2017 OWNER: 
Chief Operating Officer

Action Plans for Gaps (date) Owner of 
action

Update since last 
review by
Committee/Board

Original
due date

Status/
expected date 
of completion

Principal Risk Five B: Inability to deliver and maintain performance standards: Elective care 

External demand management Chief Operating 
Officer

Director of 
Performance

Discussed as standing 
agenda item with CCG 
colleagues at Quality
Contract Review meeting.

July 2016 Regular diarised
meetings so no 
completion date.

CCG audit of referral trends Director of 
Performance

Scope proposed by CCG 
extends beyond referral 
trends.

To date no reply received to 
Trust response to CCG (sent 
Nov 16).

October 2016 March 2017

ALTUROS supporting Trust with demand and capacity work for theatres 
(commenced 19 August 2015) 

Chief Operating 
Officer

Review completed.
New theatre schedule
implemented 17/10/16.
Surgical Division to provide 
benefits realisation  and 
utilisation review Jan 2017 
and will include monthly 
update at divisional 
performance reviews.

June 2016 March 2017
On track

G AG A RAR



Current Status February 2017 OWNER: 
Chief Operating Officer

Action Plans for Gaps (date) Owner of action Update since last 
review by
Committee/Board

Original
due date

Status/
expected date 
of completion

Principal Risk Five B: Inability to deliver and maintain performance standards: Elective 
care 
Embedding Access policy into BAU, implementation of GOO PTL 
and GOO management meetings within services, with exception 
reporting at weekly Access meeting 

Director of 
Performance

Internal audit undertaken by
RSM to assess efficacy and 
adherence to Access Policy
Re-prioritisation of audit plan 
has resulted in delay to 
October.
Note audit to be undertaken 
before report can be 
finalised

June 2016

December 
2016

Audit to 
commence in 
August 2016

October 2016

December 2016

Outpatient Programme Board – Commenced November 2015 Director of 
Performance

Divisional Manager for 
Elective Medicine

Initial project milestones 
completed within anticipated 
timelines.

Elective Medicine division  to 
take ownership of future 
outpatient transformation 
projects.

November 
2016

Complete

December 2016
onwards

Outpatient Users Group established – December 2016 Divisional Manager for 
Elective Medicine

Users group established to 
manage day to day/BAU 
improvements and 
standardisation

December
2016 
onwards

December 2016 
onwards

G AG A RAR



Current Status February 2017 OWNER: 
Chief Operating Officer

Action Plans for Gaps (date) Owner of action Update since last 
review by
Committee/Board

Original
due date

Status/
expected date 
of completion

Principal Risk Five B: Inability to deliver and maintain performance standards: Elective 
care 
RTT Programme Board to be re-established to ensure divisional 
recovery planning and sustained improvement.

Chief Operating 
Officer

Director of 
Performance

First meeting took place on 
6/10/16

Monthly meetings continue

October 2016 To continue until 
sustained 
improvement in 
performance 
achieved.

Demand & Capacity Modelling workshops to be organised for 
DMs & ADMs 

Director of 
Performance

Chief Information 
Officer

External support (IST) as
described is currently not 
available.

An internal solution is being 
devised within the 
Information team.

December 
2016

On track

Divisional level RTT Access & Performance reviews to be 
reinstated and led by DMs

Director of 
Performance

Chief Operating
Officer

New DM in Surgery (in post 
Dec 16) has implemented 
weekly divisional level review 
of RTT performance against 
specialty action plans

October 2016 No end date as 
meetings are held 
weekly

Outsourcing programme Director of 
Performance

Divisional Manager for 
Surgery

Outsourcing has commenced 
in ENT, Oral Surgery, 
Orthopaedics, Pain and 
General Surgery

October 2016 Programme will 
continue until 
recovery achieved 
and sustained.

G AG A RAR



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Six: Failure To Maintain Business Continuity

Potential cause:
Internal lack of 
knowledge about 
business continuity 
issues and time  
constraints re: 
producing sustainable 
business continuity 
plans

Potential effect:
Failure to provide 
assurance at service 
and trust level re: 
maintaining resilience

Potential Impact:
Reduced resilience 
and ability to respond 
to business critical 
system  threats

•Annual NHSE EPRR return
•AEO active participation in 
LHRP. 
Head EPR active 
participation LHRP Sub 
group
•Head EPR participation 
LRF Response & planning 
group, Safety Advisory 
group
• Four tier BC system active
Tier 1: Corporate BCP 
ratified
Tier 2: Divisional  BCP 
ratified
Tier 3: Service BCPs 
progressing
Tier 4: Suppliers BCPs 
progressing
•Business Continuity & 
Resilience panel focused 
on embedding BC culture 
in the organisation

•Annual return to 
NHSE EPRR assessed
•Annual update to 
Trust Board (EPRR 
submission) 
•Bi monthly update 
to S&Q
•Quarterly update 
to TEC
•Updates to QSG
•Quarterly update 
to LHRP
•Quarterly update 
to LHRP Subgroup
•Safety Advisory 
Group (SAG)
•Emergency 
planning group(EPG)
•Business continuity 
& resilience panel     
(BCRP)

•Business Continuity 
awareness is not  
entirely embedded in  
the organisation.

•NHSE EPRR self assessment  & annual deep 
dive subject – Business Continuity assessed 
and  found fully compliant

• Continuing  Trust wide assurance 
development and communication in respect to   
awareness, knowledge and understanding of 
Business Continuity.

Current Status G AG A RARFebruary 2017
OWNER: 

Chief Operating Officer



Current Status G AG A RAFebruary 2017 OWNER: 
Chief Operating Officer

Action Plans for Gaps (date) Owner of 
action

Update since last 
review by
Committee/Board

Original
due date

Status/
expected date 
of completion

Principal Risk Six: Failure To Maintain Business Continuity

Implement EPRR action plan dated December 2015.  Progress / 
exception reports to be provided x 3 per annum to S&Q 
Committee

Chief
Operating 
Officer

Regular exception reports 
provided to S&Q 
Committee

July 2016
November 
2016
March 
2017

Ongoing to 
March 2017

Report on learning from the simulation event to be reviewed by 
S&Q Committee

Chief
Operating 
Officer

Report on learning from 
simulation event received 
by S&Q Committee on 27 
September 2016

July 
2016

Completed.
September 2016

Update divisional and directorate business continuity plans Chief
Operating 
Officer

All Divisional BC plans 
approved

September 
2016

December 2016

Improve divisional and service awareness, knowledge and 
understanding of business continuity

Chief 
Operating 
Officer

Divisional level BC Plans 
all approved.  

Services level BC plans 
progressing.  

Suppliers BC plans review 
&  assessment  
progressing

Dec ember
2016

February
2017

April
2017

Completed 
December 2016

February 2017

April 2017



Current Status G AG A RARFebruary 2017
OWNER: 

Chief Financial Officer

Risk Description Key controls in place Sources of Assurance Gaps in controls Gaps in assurance

Principal Risk Seven A:  Failure to achieve financial targets, maintain financial control and
realise and sustain benefits from CIP and Efficiency Programmes
Potential causes:
• Income less than planned due to variance in 
activity, paid for emergency activity at 
marginal rate,  fines and/or penalties,  
additional risks from Commissioner financial 
position.
• STP funding not secured due to not achieving  
conditions
• Expenditure greater than planned due to 
spending to respond to emergency patient 
pressures.
• Expenditure greater than planned due to cost 
benefit analysis not taking place and options 
appraised before any decision to overspend
•Failure to achieve required levels of efficiency 
due to insufficient progress with establishment 
of internal PMO and competing operational 
pressures. 
Potential effect:
•FY17 plan/target not achieved – reputational 
damage.
•Insufficient cash to not disrupt services
•Liability to demonstrate financial 
sustainability.
Potential Impact:
•External intervention
•Deterioration to reputation
•Capital funding  delayed/ refused 
•Loss of market share
•Financially  unviable Trust

•Budget setting and 
business planning process
•Budget management 
process
•Contract negotiation and 
monitoring process.
• Contracts and other 
documented agreements
•Standing Financial 
Instructions
•Annual audit plan and 
local counter fraud plan
•External audit of annual 
accounts and value for 
money assessment
•Monitoring of efficiency 
programme
•Monthly review with 
NHSI
•Integrated delivery/ 
oversight meetings
•Monthly performance 
divisional review 
meetings
•NHSI funding application 
processes.

•Monthly finance report  
+ reconciliations
•Monthly Finance & 
Performance Committee
•Audit Committee 
reports
•Internal Audits
•External Audit
•Regular reviews of 
efficiency programme 
by Finance  & 
Performance Committee 
• Supplier feedback 
regarding payments
•Review meetings with 
commissioners
•Outcomes of monthly 
accountability meetings 

• Restricted ability to 
influence CCG 
investment 
• Clearer responsibility 
between health and 
social care partners for  
delivery of targets
•Limited use of 
benchmarking and SLR
•Incomplete procedures 
•Limited  planning to 
meet STP conditions
•Spending occurs prior 
to  securing funds
•Overspending occurs 
without approval and 
agreed recovery actions
•Ineffective use of 
controls such as e-
rostering
• Lack of ownership and  
need to rapidly identify 
savings initiatives

• Assurance that appeal 
against lost STF income 
relating to operational 
performance will be 
successful. 
• Full Commissioner 
commitment to financial 
agreements.
•Executive sign-off of 
additional spending in 
response to extreme 
operational pressures.
• effectiveness of follow-up 
actions  including   but not 
limited to: delivery of contract 
conditions, CQUIN targets, 
internal audit report findings, 
benchmark conclusions, 
recovery of overspending
•Process for identifying new 
CIPs
• Sanctions following 
overspending



Current Status G AG A RARFebruary 2017 OWNER: 
Chief Financial Officer

Action Plans for Gaps (date) Owner of 
action

Update since last review by
Committee/Board

Original 
due date 

Status/
expected date of 
completion

Principal Risk Seven A:  Failure to achieve financial targets, maintain financial control
and realise and sustain benefits from CIP and Efficiency Programmes

Minimise income risk through finalising 
agreements linking operational performance 
trajectories to Sustainability Funding

Chief 
Financial
Officer

Operational target trajectories 
submitted. Written confirmation 
needed that Sustainability funding 
will be linked to recently 
submitted trajectories.

October 
2016

October 2016

Establish action teams to define, monitor and 
deliver targets CQUIN, Lord Carter, STP Conditions 
, Nurse agency cap. Also extend the Annual Plan 
CIP expectation from £14m to £18m

Chief 
Financial
Officer

Teams established. CQUIN 
Executive, Efficiency Steering 
Group, Workforce efficiency 
theme group.
Efficiency workshop designed to 
fully identify £14m and extend to 
£18m and develop 2017/18 
programme.

June 16
Complete apart 
from securing 
increase if CIP to 
£18m

A programme of work supported by the Executive
towards a cultural change where cost benefit 
analysis takes place and options appraised before 
any decision to overspend. Even where an over 
spend is approved action taken to recover the 
position

Chief 
Financial
Officer

Executive agreed to only apply 
changes to meet operational 
pressures for a limited time. Any 
permanent request to be formally 
approved after  cost benefit 
analysis.  Policies / procedures to 
be updated to formalise 
requirements.

June 16 Agreement in 
principle Nov 16.

Revisions to 
documented 
procedures by Mar 
17. 



Current Status G AG A RARFebruary 2017 OWNER: 
Chief Financial Officer

Action Plans for Gaps (date) Owner of 
action

Update since last review by
Committee/Board

Original 
due date 

Status/
expected 
date of 
completion

Principal Risk Seven A:  Failure to achieve financial targets, maintain financial control
and realise and sustain benefits from CIP and Efficiency Programmes

Establish internal PMO team  to support the efficiency 
programme

Chief
Information 
Officer/Chief 
Financial 
Officer

Establishment of PMO in 
progress. Some posts still filled 
with interim appointments and 
work programme being firmed 
up.
EY handed over programme 
management materials.

May 16 Complete

Develop SLR , benchmarking and capacity models to 
ensure that Trust is paid for work carried out at the 
right price, costs removed and  efficient use of 
resources

Chief
Information 
Officer/Chief 
Financial 
Officer

Next significant development of 
SLR/ patient level costing requires 
development of IT infrastructure 
and feeder systems. However 
existing system is being 
complemented with 
benchmarking of patient level 
costs with Albatross system

September 
16

IT server
improvements 
complete.

Schedule for 
feeder system 
and Albatross 
development 
to be advised.

Complete revenue deficit and working capital funding 
application 

Chief 
Financial 
Officer

Draft application discussed at 
June FIPC
NHSI review of capital 
programme complete.
Further iteration of ITFF 
application submitted to NHS 
Improvement (NHSI)

June 16 Awaiting
response to the 
ITFF application 
from  NHSI



Current Status G AG A RARFebruary 2017
OWNER: 

Chief Financial Officer

Risk Description Key controls in place Sources of Assurance Gaps in controls Gaps in assurance

Principal Risk Seven B:  Failure to secure sufficient capital, delaying needed improvements 
in the patient care environment securing healthy and safe infrastructure
Potential causes:
•Insufficient funding for critical projects
after capital loan repayment  and 
completion of schemes in progress
•Inadequate business cases and project 
management
• Failure to access external funding as a 
sanction for failure to deliver I&E  plan
Potential effect:
• Delay of needed improvements in the 
patient environment
• Increased fire-fighting due to not 
undertaking backlog maintenance or 
replacement of worn out equipment
Potential impact:
• Failure to make infrastructure changes 
essential to deliver 2016/17 planned activity
•Non compliance with health and safety or 
other standards
•Unsustainable infrastructure

• Capital Planning and 
Finance Group (CPFG)
•Finance, Investment 
and Performance 
Committee.
• Annual planning 
processes and Budget 
setting confirm and 
challenge process
•Engagement with the 
NHSI capital and cash 
process

• Monthly Board 
reporting
• Progress updates to 
Finance and Performance 
Committee
•Executive sign-off  of 
CPFG recommendations
•Monthly reporting to 
NHSI

• Preparation of 
robust business 
cases
• Strong project 
management 
(spending profile, 
delivery risks, 
variance control)

• Approval without 
following governance 
process
• Reporting mechanism 
for project progress



Current Status G AG A RARFebruary 2017 OWNER: 
Chief Financial Officer

Action Plans for Gaps (date) Owner of 
action

Update since last review by
Committee/Board

Original due
date 

Status/
expected 
date of 
completion

Principal Risk Seven B: Failure to secure sufficient capital, delaying needed 
improvements in the patient care environment securing healthy and safe infrastructure 

Instigate training programme to support business cases 
and ensure a quality review prior to relevant 
consideration for approval

Chief
Financial 
Officer

General Finance training 
programmes initiated for middle 
and junior members of staff

Business case training for senior 
managers completed in July

Business case training for Board 
members arranged as part of the 
Board Development Programme 
in December 2016

September
2016

Complete 
December 16

Complete the application for national funding Chief 
Financial 
Officer

Draft application for funding 
discussed at June FIPC. 
NHSI review of 2016/17 capital 
programme complete. 
Updated iteration of ITFF 
application (September) 
submitted.

June 2016 Awaiting
response to 
the ITFF 
application 
from  NHSI



Current Status February 2017

OWNER: 
Deputy CEO/ Director of 

Communications

Risk Description Key controls in place Sources of Assurance Gaps in controls Gaps in 
assurance

Principal Risk Eight: Failure to communicate and engage effectively both internally and 
externally compromises the organisation’s strategic position and reputation

Potential causes:
• Competing priorities for the 

communications team 
• Lack of stability/continuity 

in leadership
• Mostly new team – some 

with no NHS experience and 
some with only limited 
comms experience

• Focus on internal comms
has been the priority which 
has lessened the input (so 
far) into external comms

Potential effect:
Slight and temporary drop in 
service from the team
Potential impact:
Connections with 
stakeholders could become 
weaker and they become less 
informed about WHHT
Reduced confidence of 
stakeholders and local 
residents in quality and safety 
of services

• Communications team fully recruited 
from April 2016 including Head of 
Fundraising and GP Liaison posts

• New ways of working are in place 
with workplans for team members 

• Meetings with external stakeholders 
are regularly taking place (ie comms
colleagues at the CCG, Watford BC, 
RFH etc)

• More frequent Chair and CEO 
meetings with local MPs (but more 
needed)

• Regular attendance at local 
engagement meetings, ie YCYF and 
STP

• NEDs assigned external stakeholders
• Monthly team brief and cascade
• Exec & triumvirate visibility 

programme ran during summer 2016 
and will restart in February 2017

• Quarterly staff newsletter, weekly e-
update, team brief and payslip 
newsletter are well-established 
channels for news & key messages

• key strategic/operational messages 
are now communicated via all-staff 
emails headed by the appropriate exec 
lead

• Delivery against team’s own 
action plan – monitored by the 
Director of Strategy

• Annual staff survey has shown 
an improvement in questions 
related to communication

• A monthly snapshot engagement 
survey was conducted to 
establish whether staff feel more 
included and informed NOTE –
this was discontinued following 
poor response and lack of 
resource to analyse results – a 
new ‘pulse check’ is being 
launched in 2017 and includes 
support with results analysis 

• Media monitoring in place 
• Monitoring of GP queries via 

QAS is improving and we are 
now able to feed back to GPs 
and our own staff on how the 
QAS is highlighting good/poor 
practice and what changes are 
being made as a result

• Stakeholder mapping exercise 
held with Board

• Metrics reported to Board in 
monthly CEO update. 

• Website and intranet – old 
technology – not well used 
and ineffective. No access 
to update out of hours 
means that cannot be used 
effectively for urgent 
communications e.g. 
service closures  or major 
incidents

• Pulse check needs to test if 
the messages via team 
brief, e-update and staff 
newsletter penetrate

• Slow progress with 
stakeholder mapping has 
led to less activity in this 
area to monitor

• Trend 
analysis of 
metrics

G AG ARA R



Current Status February 2017
OWNER: 

Deputy CEO / Director of 
Communications

Action Plans for Gaps (date) Owner of action Update since last review by
Committee/Board

Original due
date 

Status/
expected date of 
completion

Principal Risk Eight: Failure to communicate and engage effectively both internally and 
externally compromises the organisation’s strategic position and reputation
Business case successful for intranet update Director of 

Communications/ 
Chief Information 
Officer

Delayed due to resourcing and focus on 
improved face to face / print 
communication in run up to CQC re-
inspection.  

Major work 
completed by 
Sep 2016 

Selection of supplier, 
setting out of resource 
requirements and 
timeline to implement 
to be finalised by Feb 
2017

Over reliance on email communication 
(staff) – new staff newsletter to be 
launched, will be bi-monthly

Director of 
Communications

Bi-monthly newsletter now published 
and feedback is very positive.  Shift of 
focus to print (staff newsletter) and 
good attendance at team brief has 
demonstrated an appetite for non e-
comms. 

July 2016 Completed July 2016.  
Survey to  be carried 
out to test the 
popularity of the 
newsletter. (April 
2017)

Confirm planned approach for stakeholder 
management in 2016/17 including board 
development session

Deputy Chief 
Executive/
Director of 
Communications

Plan agreed for NED buddying and 
board development session held 
December 2016. Follow-up to board 
session moved off agenda due to other 
priorities – to be rescheduled in 2017. 

Oct 2016 Implementation plan 
to be finalised by April 
2017.

Agree metrics to track delivery/performance 
of communications and stakeholder 
engagement activity

Deputy Chief 
Executive/
Director of 
Communications

Partially completed, media and 
engagement metrics are now part of 
Board papers but require analysis to 
show trends/success.  This will form 
part of stakeholder strategy. 

Oct 2016 April 2017

G AG ARA R



Risk Description Key controls in place Sources of Assurance Gaps in controls Gaps in assurance

Principal Risk Nine (a): Failure to develop sustainable long term clinical, workforce, 
financial, and estates / IM&T strategies
Potential cause:
Internal operational 
issues and capacity 
constraints compromise 
ability to focus on 
progressing  medium to 
long term strategic  
plans .  Lack of system 
alignment to support 
WHHT to develop a 
viable plan

Potential effect:
Delays to strategy 
development and 
implementation, key 
sustainability issues not 
addressed

Potential impact:
Reduced confidence of 
stakeholders and 
regulators in the 
leadership of the trust.  
Continued adverse 
impact on quality, safety 
and efficiency of services 
due to sub optimal  
clinical configuration and 
poor infrastructure

•Deputy CEO has lead responsibility 
for development and delivery of 
Trust strategies, linking with other 
Executive Directors as applicable.
•Your Care, Your Future (YCYF) 
system strategy in place.
•WHHT strategy approved by 
Board Sept 2016. 
•SOC for the redevelopment of the 
Trust’s estate to support YCYF 
service models and provide 
appropriate environment for 
clinical care submitted to TB for 
approval February 2017. 
•Part 2 of interim estate strategy 
submitted to Trust Board for 
approval February 2017. 
•Hemel Hempstead – feasibility 
study commissioned and support 
to deliver a strategic outline case 
being commissioned. 
•Long term financial model (LTFM) 
in place and updated quarterly. 3 
year Workforce Strategy in place
•5 year IM&T strategy in place 
(2012)
•agreement in principle to explore 
potential benefits to clinical and 
financial sustainability from 
working with the RFH as part of its 
acute care vanguard

• Strategy updates to Trust 
Board
•YCYF updates to Board
•Board strategy development 
sessions
•Long Term Financial model 
quarterly updates to FIP 
Committee
•IM&T strategy progress 
updates to ICT transformation 
group / TEC / FIPC.
•External review of CGI 
contract

•Funding for SOC not yet 
identified – currently 
proceeding at risk
•Long term financial model 
shows significant residual gap at 
year 5
•Long Term Financial model 
builds in 4% CIP per annum for 5 
years – more detail on how this 
will be delivered needs to be 
worked up (currently 
programme has a 1 to 2 year 
horizon)
• Delivery of IM&T strategy 
compromised by funding 
shortfalls.  Performance of 
external contractor  improving 
following rebasing of contract. 

• More detailed reporting on 
key areas will be required
now that a more active work 
programme is underway

Current Status G AG ARA ROctober 2016
OWNER: Director of Strategy 

and Corporate Services
Current Status G AG ARA RFebruary 2017 OWNER: Deputy CEO



Current Status October 2016
OWNER: Director of Strategy 

and Corporate Services

Action Plans for Gaps (date) Owner of action Update since list review by
Committee/Board

Original date Status/
expected 
date of 
completion

Principal Risk Nine (a): Failure to develop sustainable long term clinical, workforce, 
financial, and estates / IM&T strategies
Clinical Strategy – engagement draft to be 
finalised by end June.   Finalised strategy  to be 
presented for Board approval in September 
2016

Deputy CEO Clinical Strategy approved at Sept Board. 
Word document being finalised for 
publication. 

September 16 &
March 17

Sept milestone 
met.  

March 17

Estates Strategy Deputy CEO
/ Director of 
Environment

Compliance strategy approved by Board 
February 2016. 

Part 2 interim estate strategy submitted to 
Feb Trust Board for approval. 

June 2016 Feb 17

IM&T strategy refresh / progress stock take Chief Information
Officer

Delayed due to renegotiation of infrastructure 
plan with CGI.  Work now underway.

October 16 April 17.

Patient level costing and service line reporting 
– implementation of benchmarking system.  
(To support development of a 5 year cost 
improvement programme)

Chief Financial 
Officer

SLR migrated to suitable hardware (Jan 17) 
allowing improved user access and relaunch of 
system to clinical staff and service line 
managers (engagement programme to be 
developed).   Vacancy in costing team in 
recruitment – offer made  / in post Mar 17.  
Albatross implementation and rollout initiated 
– linked to relaunch SLR.  

November 16 April 17

G AG ARA RCurrent Status G AG ARA RFebruary 2017 OWNER: Deputy CEO



Current Status October 2016
OWNER: Director of Strategy 

and Corporate Services

Action Plans for Gaps (date) Owner of action Update since list review by
Committee/Board

Original date Status/
expected 
date of 
completion

Principal Risk Nine (a): Failure to develop sustainable long term clinical, workforce, 
financial, and estates / IM&T strategies
Strategic Outline Case – Hemel Hempstead 
Hospital

Deputy CEO HVCCG have relaunched project team to 
develop SOC.  Community Health Partnerships  
providing expert advice / support to the 
development of the SOC.  Current phase of 
work focused on mapping current service 
offer and developing future model of care. 

Dec 16 Target date for 
SOC revised to 
Oct 17

Strategic Outline Case – redevelopment of core 
acute emergency, specialised and planned care  
services

Deputy CEO SOC submitted to February Trust Board for 
approval.  To be submitted to NHS 
Improvement for review  and approval in 
February 2017, pending formal confirmation 
of HVCCG commissioner support.  HVCCG 
Board to review March 2017. 

March 17 Feb / March 17

Royal Free Hospital – initial review of potential 
benefits and options for membership of the 
proposed ‘ hospital group’

TBC Discussions were ‘paused’ during preparation 
for CQC re-inspection and to allow RFH to 
focus on support to NMUHT.  

CEO / Chairs meeting scheduled for January 
2017.  Detailed approach and timeline initial 
review of benefits and options for the future  
TBC. 

TBC TBC

G AG ARA RCurrent Status G AG ARA RFebruary 2017 OWNER: Deputy CEO



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Principal Risk Nine (b): Failure to implement sustainable long term clinical, 
workforce, financial, and estates / IM&T strategies
Potential cause:
Internal operational 
issues and capacity 
constraints compromise 
ability to focus on 
progressing  medium to 
long term strategic  
plans .  Limited 
availability of capital 
funding  to support 
delivery estates and 
IM&T strategies. 

Potential effect:
Delays to strategy 
implementation, key 
sustainability issues not 
addressed

Potential impact:
Reduced confidence of 
stakeholders and 
regulators in the 
leadership of the trust.  
Continued adverse 
impact on quality, safety 
and efficiency of services 
due to sub optimal  
clinical configuration and 
poor infrastructure

•Deputy CEO has lead responsibility for 
development and delivery of Trust 
strategies, linking with other Executive 
Directors as applicable.
•Director of Environment lead 
responsibility for interim estate strategy 
and expert advice to development of  
redevelopment OBC. Strategy and 
Compliance function strengthened to 
provide capacity to deliver strategy.
•Associate Director IM&T leading on 
refresh of IM&T strategy. 
•Clear work programme in place for 
IM&T infrastructure improvement 
following rebasing of contract with CGI. 
•Director of Workforce leading 
implementation of workforce strategy 
with support from PMO for key 
elements. 
•Finance team strengthened to support  
relaunch of SLR. 

•Key elements of 
programme to be 
incorporated into PMO 
model and reporting 
arrangements.
•Strategy updates to 
Trust Board
•YCYF updates to Board
•Board strategy 
development sessions
•Long Term Financial 
model quarterly updates 
to FIP Committee
•IM&T strategy progress 
updates to ICT 
transformation group / 
TEC / FIPC. 
•External review of CGI 
contract

•Availability of capital severely 
constrained.  Is likely to impact 
on delivery of IM&T and Estates  
strategies and potential delay 
OBC development of funding not 
secured. 
•Strategy implementation plans 
to be developed – overarching 
Trust strategy, interim estate 
strategy and IM&T strategy 
(following refresh). 
•Long Term Financial model 
builds in 4% CIP per annum for 5 
years – more detail on how this 
will be delivered needs to be 
worked up (currently 
programme has a 1 to 2 year 
horizon)

•More detailed reporting on 
key areas will be required
now that a more active work 
programme is underway

Current Status G AG A RAROctober 2016 OWNER: Deputy CEOCurrent Status G AG ARA RFebruary 2017



Action Plans for Gaps (date) Owner of action Update since list review by
Committee/Board

Original date Status/
expected 
date of 
completion

Principal Risk Nine (b): Failure to implement sustainable long term clinical, workforce, 
financial, and estates / IM&T strategies
Trust Strategy – implementation plan / 
2016/17 priorities to be developed. 

Deputy CEO Implementation plan to be developed as part 
of annual planning process.

September 16 &
March 17

Completed 
September 
action.

March 2017

Estates Strategy Director of Strategy 
and Corporate 
Services/Director of 
Environment

Implementation plan in development.  Year 
one priorities to be confirmed and ITFF 
submission prepared.  

June 2016 May 2017

IM&T strategy – implementation of new PACs Chief Information
Officer

Preferred system identified and 
implementation plan in place / underway.  On 
track for delivery.

July 17 July 17.

Current Status G AG ARA RFebruary 2017 OWNER: Deputy CEO



Risk Description Key controls in place Sources of 
Assurance 

Gaps in controls Gaps in assurance

Principal Risk Ten: System pressures adversely impact on the delivery of the Trust’s aims 
and objectives
Potential Cause
Insufficient alignment  of 
demand, capacity and 
financial plans across the 
system; service gaps;  
insufficiently robust 
system plans to address 
key pressures and / or 
plans not delivered and / 
or plans do not have the 
anticipated impact on 
performance

Potential Effect: 
Demand exceeds 
capacity – planned & 
emergency care 
pathways including  
delays discharging 
medically stable patients 
to alternative care 
settings 

Potential Impact: 
Significant adverse 
impact on quality, 
safety, responsiveness 
and efficiency of services 
including delivery of 
national standards and 
financial plans

• Your Care Your Future programme and 
active participation of Board members in 
Your Care, Your Future Governance. 
•A&E Local delivery Board  (LDB)– WHHT 
CEO chair and EDs active participation 
•System support being provided by the 
National Emergency Care Improvement 
Programme (ECIP) / Emergency Care 
Improvement plan in place
•System directors meet weekly / 
developing mature and productive 
relationships with all local partners.
•Daily / weekly /monthly monitoring of 
KPIs and escalation to NHS E, NHS I and 
partners. CEO to CEO / system escalation 
as required
• Annual contractual negotiation and 
contract management mechanisms. 
• CCG working with GPs to reduce OP 
referrals in priority specialities.  
Outsourcing programme in place. 
•Provider collaborative established , 
principles for collaboration agreed, 
shared work programme in place. 
•Director of Integrated Care appointed –
key role in building collaborative 
relationships , developing and 
implementing solutions. 

• LDB dashboard 
reviewed fortnightly 
at LDB

• Monthly integrated
Performance Report 
(IPR) reports key 
metrics and remedial
actions

• Monthly reports to 
FIPC setting out 
performance, 
remedial actions and 
risks  / issues. 

• Finance reports.

• Persistent issues in relation to 
high levels of delayed transfers -
system not meeting trajectory to 
reduce – position deteriorated 
over past 3 months linked to 
financial deficits in both HVCCG 
and HCC.
•Under developed relationships 
with HCC senior leadership
•Clinical relationships WHHT / 
primary care  under developed 
in some specialities
•children with mental health 
needs presenting to ED as place 
of safety - time taken to resolve 
issues / level of support whilst in 
our care

• HVCCG and HCC financial 
positions leading to the 
decommissioning of 
community and social 
care capacity to support 
people at home as 
alternative to admission 
/ following admission.  
This is creating significant 
additional pressure with 
the Trust’s emergency 
care services.

• Insufficient assurance 
that all LDB resource  
(readmissions and 
marginal rate emergency 
tariff (MRET)) is 
delivering the maximum 
impact – particularly ref 
reducing acute pressures

Current Status G AG A RARFebruary 2017 OWNER: Chief 
Executive Officer



Current Status G AG A RARFebruary 2017

Action Plans for Gaps (date) Owner of 
action

Update since list review by
Committee/Board

Original 
date 

Status/
expected date 
of completion

Principal Risk Ten: System pressures adversely impact on the delivery of the Trust’s aims 
and objectives

Local Delivery Board Plan to be developed in partnership with 
the Your Care Your Future (YCYF) Programme Executive

Chief Executive 
Officer

Mapping previous SRG plans and 5 
mandated areas across into updated Local 
delivery board plan for 2016/17

July 2016 Complete 
Oct 2016

Sustainability and Transformation Plan (STP)  to be developed
with partners

Director of  
Strategy and 
Corporate 
Services

Hertfordshire and West Essex STP
submitted to NHS E November 2016.  
Published December 2016.  External 
advisory support commissioned to advise 
on strengthening  governance and delivery 
arrangements. 

July 2016 STP Complete
Nov 2016. 

(Regular updates 
to be provided to 
Trust Board on 
progress with STP 
implementation).

Aligned demand, capacity and financial assumptions to be 
agreed as part of the development of the main redevelopment 
Strategic Outline Case (SOC)

Director of  
Strategy and 
Corporate 
Services/Chief 
Financial 
Officer

Modelling assumptions for SOC agreed with 
HVCCG (aligned to YCYF / STP).  Further 
detail and stress testing required at 
specialty level.  Joint working group being 
established to support west Hertfordshire 
STP delivery and development of more 
detailed assumptions for the OBC. 

July 2016 SOC complete 
February 2017. 

(Regular updates 
to be provided to 
Trust Board on  
progress in 
developing OBC). 

Appoint project manager to develop plan to facilitate stronger 
clinical partnership work  and ensure clearer more streamlined 
approach to care pathway improvements

Medical
Director/
Director of  
Strategy and 
Corporate 
Services

Project manager appointed and in post 
05/09.  Director of Integrated Care 
appointed – in post 30/01/17.  Programme 
of care pathway improvement work 
underway. 

Sept 2016
(complete)
& new 
action 
added

Complete January 
2017. 

(Regular updates 
to be provided to 
Trust Board on  
progress in care 
pathway 
redesign). 

OWNER: Chief 
Executive Officer
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Action Plans for Gaps (date) Owner of 
action

Update since list review by
Committee/Board

Original 
date 

Status/
expected date 
of completion

Principal Risk Ten: System pressures adversely impact on the delivery of the Trust’s aims 
and objectives

Joint review of risks to RTT and cancer delivery to be 
undertaken between WHHT and HVCCG and mitigations 
identified.  Formalise escalation where delivery at risk due to 
system issues.

Director of 
Operational
Development 
and Elective 
Care 
Performance

System governance arrangements for RTT 
need to be agreed following changes to SRG 
remit.

Meeting with CCG Programme Director on 
7/2/17 to agree mechanisms for escalation 
and system reporting cycle. 

Aug 2016. Feb 2017

Strengthen relationships with senior public sector leaders –
WHHT CEO to attend public sector chief executive forum.

Chief Executive 
Officer

First meeting 5th October. October 2016 October & then 
quarterly.

Child and Adolescent Mental Health Service (CAMHS) – work
with HPFT to agree  approach to managing care and treatment 
of C&YP with mental health needs presenting to WHHT 
emergency care services.

Divisional
Director for 
Women’s  and 
Children’s 
Services

TBC 
(ongoing operational dialogue in place – no 
further actions currently underway due to 
competing priorities. Requirement for 
additional action to be reviewed with DD 
for WACS)

September 
2016

TBC

OWNER: Chief 
Executive Officer


