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1 INTRODUCTION 
 

An understanding of the risks that face NHS Trusts is crucial to the delivery of healthcare 
services. The business of healthcare is, by its nature, a high-risk activity and the process of 
risk management is an essential control mechanism. Effective risk management processes are 
central to providing the Trust’s Board of Directors with assurance that services are delivered 
safely, effectively and in line with corporate strategic objectives. 
 
The Trust Board recognises that complete risk control and/or avoidance is impossible, but that 
risks can be minimised by making sound judgments from a range of fully identified and 
assessed options. 
 
The Trust’s aim, therefore, is to promote a risk awareness culture in which all risks are 
identified, assessed, understood, proactively managed and regularly reviewed. This will 
promote a way of working that ensures risk management is embedded in the Trust’s culture 
and becomes an integral part of the Trust’s objectives, plans, practices and management 
systems.  
 
This policy applies to all Trust staff, agency staff and contractors, engaged on Trust business 
in respect of any aspect of that work. It is recognised that actions contain inherent risks. 
 

2 STATEMENT OF INTENT 
 

The Trust Board is committed to leading the organisation forward to deliver a high quality, 
sustainable service, achieving excellent results and making the very best use of public funds.  
 
The Board recognises that to deliver these objectives there is a need for robust systems and 
processes to support continuous improvement, enabling staff to integrate risk management 
into their daily activities wherever possible and supporting better decision making through a 
good understanding of risks and their likely impact. 
 
This can only be achieved through an ‘open and just’ culture where risk management is 
everyone’s business and where risks, accidents, mistakes and ‘near misses’ are identified 
promptly and acted upon in a positive and constructive way. Staff are, therefore, encouraged 
and supported to share best practice in a way that creates a culture of learning and a drive to 
reduce future risk: these are cornerstones of building safer, effective, and efficient care for the 
future.  
 
The Trust uses a web based risk management system, Datix, for the recording, management 
and reporting of incidents and risks at care group/ service, divisional, corporate and strategic 
levels. 
 
This Risk Management Policy is underpinned by a suite of policies guiding staff on the day to 
day delivery of effective risk management processes. These linked policies are listed in section 
12.  

3 WHOSE RESPONSIBILITY IS RISK MANAGEMENT? 
 
The success of the risk management programme is dependent on defined and demonstrated 
support and leadership offered by the Trust Board as a whole.  
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However, the day-to-day management of risk is the responsibility of everyone in our 
organisation at every level, and the identification and management of risks requires the active 
engagement and involvement of staff at all levels.   Our staff are best placed to understand the 
risks relevant to their areas of work and must be enabled to manage these risks, within a 
structured risk management framework.    

 

4 AIMS AND OBJECTIVES 
 
The aim of this policy is to strengthen the existing risk management framework, further embed 
risk management at a divisional and local level, and ensure appropriate escalation of the risks 
through the organisation to the Board. In addition, greater local level ownership of risk, 
enhanced clarity regarding roles and responsibilities for risk management and strengthened 
governance arrangements will support delivery of improved risk management. The policy is 
supported with an implementation plan, with objectives to support the achievement of the aims, 
as outlined below. Both the policy and implementation plan will be monitored by the Quality & 
Performance Committee. 

 
The key objectives of the Risk Management policy are to: 
 

I. Embed risk management at all levels of the organisation 
II. Create a culture which supports risk management 

III. Provide the tools and training to support risk management 
IV. Embed the Trust’s risk appetite in decision making 
V. Measure the impact of implementation 

 

5 EMBED RISK MANAGEMENT AT ALL LEVELS OF THE ORGANISATION 
 
One of the key aims of this policy is to ensure greater local ownership of risks. To achieve this, 
Corporate Governance will continue to strengthen risk registers at Divisional, Care Group/ 
service and specialty level, supported by clear criteria and timeframes for escalation of risks.  
 
To support this greater local ownership of risks, the roles and responsibilities for risk 
identification, assessment, management and monitoring will be clarified and clearly articulated 
in relevant role and job descriptions in the Trust’s revised structure.  This will help to ensure 
clear escalation of risks between the different levels of the organisation, from frontline and 
operational services through to the Trust Board (appendix 1).  
 

5.1  Wards and Departments 
 
Wards and clinical Departments will be required to identify, assess and monitor risks as they 
arise or are anticipated.  Risks may be identified as a result of  

• Incidents 

• Issues 

• Complaints 

• Claims 

• Serious Incidents Requiring Investigation and Never Events 

• Risk Assessments 

• External and internal reviews, inspections and assessments 

• External and internal audit activity  
 

All such risks will be referred to and recorded on Speciality Risk Registers and Issue logs, 
which will then be used to ensure the effective management of those risks and issues.   
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5.2 Specialty Risk Registers 
 
Specialty Risk Registers will be comprised of all risks identified in the wards and clinical 
departments included in that Specialty.  They will be reviewed at Specialty Governance 
Committee meetings. 
 

5.3 Issue log 
 
Issue logs will be kept to capture and maintain a record of concerns that may pose a risk to 
the organisation.  These logs will be maintained by the division where oversight and scrutiny 
will take place to monitor and escalate where necessary.  Issue logs and Risk Registers will 
be reviewed at relevant governance meetings.  
 

5.4 Counter Fraud 
 
The Government Functional Standard 013 Counter Fraud applies to all NHS organisations 
from 1st April 2021. This standard requires the Trust to carry out a comprehensive local risk 
assessment on an annual basis to identify fraud, bribery and corruption risks, and have a 
counter fraud provision that is proportionate to the level of risk identified. Risk analysis is 
undertaken in line with Government Counter Fraud Profession fraud risk assessment 
methodology and is recorded and managed in line with the Trust’s Risk Management policy 
and included on the appropriate risk registers. Measures to mitigate identified risks, such as 
specific proactive reviews, are included in the annual counter fraud work-plan and progress is 
regularly reported to the Audit Committee. 

 
5.5 Care Group/ Service Governance Risk Registers 

 
Care Groups/ service governance meetings will be required to maintain Risk Registers, 
comprised of all risks on the Specialty Risk Registers in that Care Group/ service, plus such 
other risks as have been identified as relevant to the Care Group/ service as a whole.  
Speciality Risk Register risks may be amalgamated on the Care Group/ service Risk Register 
if their management will be more effective when addressed at Care Group/ service, rather 
than Speciality, level.  Care Group/ service Risk Registers will be owned by, and reviewed at, 
Care Group/ service Governance Committee meetings. 
 

5.6 Divisional Risk Registers 
 

Each Division will have a Risk Register which reflects the risks it faces as a whole, plus the 
Care Group/ service and Specialty level risks which require Divisional management, in 
accordance with the Trust Risk Appetite (see section 8).   Divisional Risk Registers will be 
owned at, and reviewed by, Divisional Specialty Governance Committees.  
 

5.7 Corporate Services Risk Registers 
 

The Corporate services (Human Resources, Finance (including Estates), Integrated 
Governance, Corporate Nursing and Medical Director) will also be required to develop and 
maintain Risk Registers which reflect the risks relevant to their services which are not 
incorporated into any of the other Risk Registers identified above.   The Corporate Services 
Risk Registers will be owned by the Service Management teams and reviewed at 
Performance & Accountability meetings.    
 

5.8 The Board Risk Register 
 

The Board Risk Register will be comprised of all risks on the Divisional and Corporate 
Services Risk Registers which are identified as likely to affect the organisation as a whole or 
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as best managed at a Board  level.  Divisional and Corporate Services Risk Register risks 
may be aggregated on the Board Risk Register where appropriate for effective oversight 
and/or management. 
 
Lower scoring risks which occur across the Divisions or Corporate Services may also appear 
on the Board Risk Register if they are unlikely to be managed effectively and are not 
addressed at a Divisional Board level. 
 
The draft Board Risk Register will be produced by the Corporate Governance Directorate for 
consideration by the Quality & Performance Committee on a quarterly basis.  The Committee 
will recommend the draft Board Risk Register, with amendments, as required, to the Board of 
Directors for adoption.  From here the Board Risk Register will be distributed out to wider 
Board Committees for oversight and reflection.    
 
Appendix 1 describes these arrangements in diagrammatic form.    

 

6 CREATE A CULTURE WHICH SUPPORTS RISK MANAGEMENT 
 
6.1 Roles and responsibilities 
 

A key component of an effective and mature risk management framework is a culture of 
knowledge and understanding of risk management and leadership. This means that roles and 
responsibilities need to be clearly defined so that risk management is ‘owned’ by appropriate 
members of staff, and that all staff are encouraged to be more risk-aware through promotion 
of openness and support for local management of risk where possible. It also means visible 
and supportive leadership from the Board in ensuring effective systems and processes for 
the management and escalation of risks. 

 
The Trust has board level leadership for risk management and a clear committee structure 
that supports the aggregation and escalation of risk at Divisional level through Performance & 
Accountability.  
 
The leadership within the risk management framework was identified and strengthened by 
aligning the management of operational and strategic risk under an Executive Director 
(Director of Governance and Risk) and ensuring Non-Executive level input and challenge into 
the Trust Board. 
 
Appendix 2 describes individual roles and responsibilities in connection with risk 
management. 
 
Divisional Risk Registers will be used by the Executive team to inform discussion at 
Divisional Performance and Accountability meetings to ensure that risk is considered 
collectively and holistically, along with financial and operational performance.   These 
meetings will be the mechanism by which Divisional Management Teams are held to account 
for the management of all aspects of the division, including the management of divisional 
risks.   
 
The Trust Board will review the Board risk register on a quarterly basis to ensure that risks 
are being managed effectively and that lessons and risk information are being shared across 
the organisation.    These reviews will inform the Committee’s decisions in respect of the 
recommendation of the draft Board Risk Register to the Board for adoption. 
 
Other Board committees (Appendix 3) play a role in risk management, as outlined in 
Appendix 1. 
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6.2 Interface between Board Risk Register and Board Assurance Framework (BAF) 
 

The BAF is a tool via which risks to the achievement of the Trust’s strategic objectives are 
managed and reported to the Board.  Risks recorded on the Board Risk Register may also 
appear on the BAF if they have the potential to compromise delivery of corporate strategic 
objectives.  Not every high scoring item of the Board Risk Register will appear on the BAF, 
and not all BAF entries will appear on the Board Risk Register, which is a tool for the 
management of operational risk.    
 
The Director of Governance and Risk produces the BAF and oversees the relationship 
between the BAF and the Board Risk Register.   
 

6.3 Board Engagement in Risk Management 
 

As well as structure, a mature risk management culture requires risk management to be at 
the heart of board level discussion. To enhance the maturity of existing conversations at 
board level, one of the aims of this policy is to create a clear link between assurance, risk 
management, corporate governance and regulation. Using the agreed risk appetite matrix, 
the Board can set out a framework within which all risk should be considered, linking 
objectives, business planning and risk appetite. This will also help to develop an approach 
that engenders risk forecasting. 
 
The Board will receive a quarterly Board Risk Register report for consideration and adoption, 
as recommended by the Quality and Performance Committee.  The Board will also receive a 
quarterly Board Assurance Framework, proposed by the Director of Governance and Risk.  
The Board will use both of these documents to guide its agenda setting, further information 
and assurance requests and to inform planning, activity and key decision making, particularly 
about the allocation of financial and other resources. 
 
To this end, each adopted iteration of both the Board Risk Register and the BAF will be sent 
by the Board to  

• the Finance and Infrastructure Committee to inform financial decision making 
and budget setting 

• the Audit Committee to inform the planning of audit activity 

• the People and Organisational Development Committee to inform human 
resources and training and development decisions       

 
6.4 Terms of Reference 

 
It is expected that all Terms of Reference for these meetings incorporate risk as a standing 
agenda item with the following duties listed to underpin risk management. 
 

• The effective management of divisional risks of pertaining to this terms of reference 
through, ensuring that risk owners are managing risks effectively.  To do this they will as a 
minimum: 

o Seek to identify new and emerging risks and issues and ensure they are logged on 
the Divisional risk register and issue log as appropriate. 

o Asses the effectiveness of the action plans recorded on the Divisional Risk Register 
to ensure they are robust, ensuring the principles of co-production are applied. 
Where a plan is deemed as lacking additional actions must be agreed to address 
the risk  

o Asses the Initial, current and target risk scores to ensure they are an accurate 
reflection of the risk 

o Asses the controls and assurances (evidence) in place for each risk, to ensure they 
are sufficient, ensuring the principles of co-production are applied. Where they are 
not regarded as sufficient additional controls should be put in place to support 
mitigation.  
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o Identify and share lessons learned, ensuring the principles of co-production are 
applied. 

 

7 PROVIDE THE TOOLS AND TRAINING TO SUPPORT RISK MANAGEMENT 
 

In order to develop a culture for risk management and to ensure successful implementation of 
this policy, there needs to be a targeted training programme for staff to supplement existing 
training provision. 
 
Risk management training and awareness already occurs in a number of different methods. 
The Board will have a training and awareness raising session on risk management once a year 
as part of the board development programme, and risk, governance and quality feature in a 
number of leadership development programmes.  The training and development programmes 
for Divisional Management teams will include significant amounts of risk management training.      
 
It is recognised that in order to implement these changes successfully there will need to be 
continued development of a more structured risk management training programme to increase 
staff knowledge and understanding of risk management for specific staff groups.  That training 
will help to embed a consistent language of risk management, including concepts such as 
controls, mitigations, assurances and target risk. This will enhance the quality of conversation 
and consistency of approach. This objective will therefore be regularly reviewed against the 
existing training programme and training materials to ensure appropriate knowledge and skills 
in risk management at different levels of the organisation. 
 
Management of risk at Operational levels is supported by Quality Managers. These roles will 
continue to be supported to further standardise, develop and ensure the delivery of this policy. 
Local ownership of risk management will be achieved through the involvement of staff in 
designing the tools to manage risk and training programmes.  
 
Increasing transparency of the Divisional, Care Group/ service and Corporate Services risk 
registers will support all risk management activity, and will be achieved by utilising the risk 
register module within the Datix incident reporting system.  This will allow for ease of 
transference of risks and enable incidents, claims and complaints to be linked to specific 
identified risks. 

 

8 EMBED THE TRUST’S RISK APPETITE IN DECISION MAKING 
 

Considered risk taking is encouraged in order to support innovation, research & development 
within authorised and defined limits. The priority is to mitigate those risks that impact on safety, 
and reduce our financial, operational and reputational risks. 
 

8.1 Acceptable Risk 
 

The Trust acknowledges that some of its activities may, unless properly controlled, create 
organisational risks, and/or risks to staff, patients and others. The Trust will therefore make 
all efforts to eliminate risk or ensure that risks are contained and controlled so that they are 
as low as reasonably practical. 
 
However it is not always possible to reduce or mitigate an identified risk completely and it 
may be necessary to make judgments about achieving the correct balance between benefit 
and risk. A balance needs to be struck between the costs of managing a risk and the benefits 
to be gained.   
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A decision must therefore be made regarding the level at which a risk would be deemed 
tolerable.  
 
A risk is considered acceptable when there are adequate control measures in place and the 
risk has been managed as far as is considered to be reasonably practicable.  
 
Where a risk has been reduced to the point where the cost of further controls to reduce the 
risk outweigh the benefit they may provide, it may not be considered reasonably practicable 
to implement those controls. However, such position must be fully demonstrated before it can 
be accepted.  
 

8.2 Risk Appetite.  
 

Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is 
willing to accept in the pursuit of its strategic objectives.  This is achieved through agreement 
of the target risk rating score for each respective risk identified. 
 
Risk appetite is a core consideration in any shared business groups risk management 
approach. No organisation, whether in the private, public or third sector can achieve its 
objectives without taking a risk. The question for the decision-makers is how much risk do 
they need to, or are prepared to take. 
 
The UK Corporate Governance Code states that “the board is responsible for determining the 
nature and extent of the significant risks it is willing to take in achieving its strategic 
decisions”. As well as meeting the requirements imposed by corporate governance 
standards, organisations are increasingly being asked to express clearly the extent of their 
willingness to take risk to meet their strategic objectives. 
 
Risk appetite, correctly defined, approached and implemented, should be a fundamental 
business concept that makes a difference to how organisations are run. The policy will be to 
develop an approach to risk appetite that is practical and pragmatic, and that makes a 
difference to the quality of decision-making, so that decision-makers understand the risks in 
any proposal and the degree of risk to which they are permitted to expose the organisation 
while encouraging enterprise and innovation. 
 
The Trust’s risk appetite is expressed in two key ways.  Firstly, through the score attributed to 
particular risk impacts, and secondly through the approach to risks which have specific 
overall risk scores.    

 
8.3 Risk Impact Scores. 
 

The Trust uses a risk matrix which is common across the NHS and based on AS/NZS 
4360:1999, a globally recognised standard for risk measurement and management. 
 

 

 Impact Score 

1  
(Insignificant) 

2  
(Minor) 

3 
(Moderate) 

4 
(Major) 

5 
(Catastrophic) 

L
ik

e
li
h

o
o

d
 

S
c

o
re

 

1 (Rare) 1 2 3 4 5 

2 (Unlikely) 2 4 6 8 10 

3 (Possible) 3 6 9 12 15 

4 (Likely) 4 8 12 16 20 

5 (Certain) 5 10 15 20 25 



 

Title: Risk Management Policy  

Version: 4.0  Page 12 of 28 

 
 

Risk Score Monitoring Period 

1 – 3 Very Low 6 monthly 

4 – 6 Low 6 monthly 

8 – 12 Moderate 3 monthly 

15 – 16 High Monthly 

20 - 25 Very High Mitigated within 2 weeks to practicable score 
(within reason) 

 
Describing the types of impact which attract each of the scores from 1 to 5 is another key 
way that the Trust can indicate its risk appetite.  A table of example risk impacts is set out at 
Appendix 4 and included to ensure that staff are guided by the Trust’s Risk Appetite in 
attributing impact scores to reported risks.  
 
 

8.3.1 Very low and low risks (1-8) 
 

Most risks will be graded into these less serious categories and can normally be managed 
through local action by line managers and local risk registers. 

 

Risk Further Action By Whom 

Very low 
 

Score 1-3 

Acceptable 
 

• Inform all appropriate 
stakeholders 

• Take action to reduce risk 
where necessary and 
within authority 

• Maintain electronic 
records via Datix 

All staff 

Low 
 

Score 4-6 

Acceptable risk. As above 
plus: 

• Discuss whether any 
further action should be 
taken to reduce future 
risk 

• Report to local 
governance group for 
management  

Departmental 
Lead/Supervisor/Ward 
Manager/Team Leader 
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8.3.2 Moderate risks (8-12) 
 

Those risks classed as moderate will be addressed by a Clinical Director of the service 
area, Deputy Directors or Associate Directors. Where risks are complex, separate risk 
assessments and action plans must be recorded on Datix for all identified moderate risks to 
determine the most appropriate way of dealing with the risk. This will be reported to the 
appropriate (relevant) oversight group(s) e.g. Divisional Quality meetings, and Performance 
& Accountability meetings or similar. 

 

 

Risk Further Action By Whom 

Moderate 
 

Score 8-12 

Considerable risk 
 

• For complex risks, 
complete and record full 
risk assessment and 
action plan on Datix 

• Inform all appropriate 
stakeholders 

• Take action to reduce 
risk within authority 

• All risk updates recorded 
on Datix 

• Discuss further actions to 
be taken to reduce risk 

• Upload all supporting 
information and files to 
Datix e.g. reports, 
business cases, 
correspondence etc. 

• Report to Divisional 
Governance Group for 
management 

• Place on to Specialty risk 
register and Divisional 
risk register if it requires 
divisional management 

• Risk to be 
managed/monitored at 
specialty/divisional 
governance group 

• Risks to be discussed 
with the Divisional 
Management Team on a 
monthly basis 
 

Clinical Directors 
Deputy Directors 

Associate Directors 
General Management 
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8.3.3 High risks (15-16) 
 

All high risks will be monitored by the Division/ identifying department and where necessary 
reported on the Board Risk Register quarterly by the Director of Governance and Risk to 
the Board to approve and monitor progress. 

 

 
8.3.4 Very High risks (20-25) 
 

These risks may also be recorded on the Board risk register and reported as above by the 
Director of Governance and Risk to the Board to approve action plans and monitor 
progress. 

 

 
 
8.4 Risk Registers 
 

Risks will be populated on Datix and comprise of all risks identified in the wards, clinical and 
non-clinical (corporate) departments, included in that specialty.  They will be reviewed at local 
Governance Committee or equivalent Oversight meetings. 

 
8.4.1 Speciality Risk Registers 
 

All specialities are required to maintain a risk register of identified risks; these can be proactive 
or reactive risks pertinent to the service or area and monitored at least monthly by the 
responsible team.  Risks scoring 10 or below can be managed at speciality level.   

 
8.4.2 Care Group/ Service Risk Registers 
 

These are held by each Care Group/ service and monitored monthly by the responsible team. 
Speciality risk registers are reviewed regularly by the Care Group/ service governance 
committee (or equivalent) where high level risks (potentially scoring 12 or above) identified at 
local level can be discussed and agreed for inclusion on the Care Group/ service risk register. 

 

Risk Further Action By Whom 

High 
 

Score 15-16 

Significant risk. As above in 
Moderate risk plus: 
 

• Board risk register will be 
reviewed 4 times a year 
at Quality and 
Performance committee 

• Board risk register will be 
reviewed by the Trust 
Board 4 times a year. 

Executive Directors 
Divisional 

Directors/Management Team 
Deputy/Associate Directors 

Associate Director of 
Governance and Risk/Quality 

Risk Further Action By Whom 

Very High 
 

Score 20-25 

Severe risk. As above in 
High risk plus: 
 

• Where possible - Must 
be managed and 
mitigated within 2 weeks 
of being identified.  
 

Executive Directors 
Divisional 

Directors/Management Team 
Deputy/Associate Directors 

Associate Director of 
Governance and Risk/Quality 
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8.4.3 Divisional Risk Registers 
 

These are held by each Division and monitored monthly by the responsible team. Any risk that 
the Care Group/ service cannot manage, that has the potential to affect the Division as a 
whole, should be discussed and potentially be escalated to the Board risk register. 

 
8.4.4 Board Risk Register 
 

Divisional Risk Registers will be appraised monthly at the Performance & Accountability 
meetings where management of risks will be assessed.  Risks will be discussed and 
consideration given to whether escalation to the draft Board Risk Register is required. 
 

9 MEASURING THE IMPACT OF IMPLEMENTATION OF THE POLICY 
 

There is a need to measure the impact of the policy, to measure its effectiveness in developing 
the maturity of the Trust’s risk management framework. A regular review of the policy on an 
annual basis and its implementation plan on a quarterly basis, via the Quality & Performance 
Committee will be undertaken. 
 
In order to measure the impact of implementation of this policy, an annual risk maturity 
assessment to evaluate performance and progress in  

• developing and maintaining effective risk management capability, and  

• assessing the impact on delivering effective risk handling and required/planned 
outcomes.  

 
Further measures to support with identifying the impact of the implementation of the policy will 
be: 

• Internal Audit of Committee minutes to demonstrate risk is discussed 

• Internal Audit of risk review dates to ensure timely review 

• Internal Audit of whether risk scores change at appropriate rates and how quickly 
risks appear on, and are removed from, risk registers 

• The extent to which risk is cited in decision making at divisional and corporate 
levels 

• Audit of incidents and complaints to identify whether  
o they feed through into risk registers 
o the identification and management of a risk leads to a decrease in 

associated incident and complaints 

• Audit of whether learning about  / from risks is shared across divisions and 
specialties    

 
Tools to measure implementation of the policy may vary from year to year to reflect other audit 
and governance activity already in hand. 

10 EQUALITY IMPACT STATEMENT 
 

The Trust is committed to ensuring that, as far as is reasonably practicable, the way services 
are provided to the public and the way staff are treated reflects their individual needs and does 
not discriminate against individuals or groups on any grounds. 

 
This policy has been assessed accordingly, the assessment can be found in Appendix 6. 
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11 MONITORING COMPLIANCE WITH THE RISK MANAGEMENT POLICY 
 
 

Element to be 
monitored 

Lead Tool Frequency 
Reporting 
arrangements 

Leads for 
Acting on 
Recommenda
tions 

Risk 
Management 
structure and 
committee 
functions are 
operating as per 
this policy 

Corporate 
Governance 
and Risk 
Manager 

• Internal 
Audit 

Annually Reported to: 

• Trust Board 

• Audit 
Committee 

• Quality & 
Performance 
Committee 

Corporate 
Governance 
and Risk 
Manager 

Local 
management of 
risk (risk 
registers) is 
operating as set 
out in this policy 

Corporate 
Governance 
and Risk 
Manager 

• Internal 
Audit 

Annually Reported to: 

• Trust Board 

• Audit 
Committee 

• Quality & 
Performance 
Committee 

Divisional 
Management 
Teams 

12 ASSOCIATED DOCUMENTATION 
 

The following internal and external documents support the implementation of the Risk 
Management Policy  
 
Internal – these can be found on the Trust’s policy intranet page. 
 

• Being Open and Duty of Candour Policy  

• Claims Hanlding and Management Policy 

• Equality & Diversity Pollicy (previously Diversity & Inclusion Policy)  

• Serious Incident Policy  

• Incident Management policy 

• Health & Safety Policy 

• Complaints, Concerns and Compliments Policy 

• Whistleblowing Policy (National) 
 
If, for any reason, a member of staff does not have access to the Trust Intranet a hard copy 
can be made available by their line manager or the Risk Management Department. 

 
External 
 

• An Organisation with a Memory: Department of Health 2000 www.dh.gov.uk 

• Building a Safer NHS: Department of Health (2002) www.dh.gov.uk 

• Building a Memory: preventing harm, reducing risks and improving patient safety: 
National Patient Safety Agency (2005) www.npsa.nhs.uk 

• Being Open: National Patient Safety Agency (2005) www.npsa.nhs.uk 

• National Standards, Local Action, Health and Social Care Standards and Planning 
Framework: Department of Health (2004) www.dh.gov.uk 

• Assurance: The Board Agenda: Department of Health. (2002) www.dh.gov.uk 

• The Handbook to the NHS Constitution www.dh.gov.uk 

• Acute Hospitals: Provider Handbook www.cqc.org.uk  

• The NHS Outcomes Framework 2013/14 – DoH www.dh.gov.uk 

http://www.dh.gov.uk/
http://www.dh.gov.uk/
http://www.npsa.nhs.uk/
http://www.npsa.nhs.uk/
http://www.dh.gov.uk/
http://www.dh.gov.uk/
http://www.dh.gov.uk/
http://www.cqc.org.uk/
http://www.dh.gov.uk/
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• Equity and Excellence: Liberating the NHS – DoH 2010 www.dh.gov.uk 

• Assurance: The Board Agenda – DoH 2002  

• Management of Risk: A Strategic Overview – HM Treasury 2000 

13 REVIEW 
 

This policy will be reviewed annually in line with Document Control Policy, unless requirements 
change.  

14 APPENDICES 
 

Appendix 1 - Diagrammatic representation of route from frontline and operational services 
through to the Trust Board 
 
Appendix 2 - Duty of Key Individuals in the Risk Management Framework 
 
Appendix 3 - Organisational Committee Structure 
 
Appendix 4 - Risk impact descriptors 
 
Appendix 5 - Financial and Resourcing Impact Assessment on Policy Implementation 
  
Appendix 6 - Equality Impact Assessment 

http://www.dh.gov.uk/
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Appendix 1 - Diagrammatic representation of route from frontline and operational 
services through to the Trust Board 
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Appendix 2 - Duty of Key Individuals in the Risk Management Framework 
 
 
All Staff: are responsible for their own and others health and safety within their immediate 
workplace and for participating in the wider governance, quality and risk management activities, as 
appropriate, and have these responsibilities included in their job descriptions. Staff are also 
responsible for escalating issues and risks up through their designated line management 
structures. 
 

• Chief Executive is responsible for:  
o reviewing the strategic objectives of the Trust with the Board  
o ensuring that the Trust has a Risk Management Policy in place and that it is 

delivered  
 

• Director of Governance & Risk is responsible for: 
o leading Board level oversight and management of operational and strategic risk 
o producing and presenting the BAF and Board Risk Registers to the Board and 

relevant committees  
 

• Executive Directors are responsible for:  
o ensuring delivery of the strategic objectives  
o Identification, control, monitoring and reporting of the risks which may threaten 

achievement of strategic objectives and/or operational delivery of services,  
maintaining accurate and up to date risk registers, relevant to their objectives and 
report through the Board Assurance Framework and/or Board risk register  

o overseeing the production and maintenance of operational risk registers relevant to 
their areas of responsibility  

 

• Non-Executive Directors are responsible for: 
o scrutinising and, where necessary, challenging the robustness of systems and 

processes in place for the management of risk. 
 

• Corporate Governance Department is responsible for:  
o development and review of the Risk Management Policy  
o provision of education, support and expertise in relation to risk management  
o provision of education and training on the Risk Management Policy  
o provision of training of Datix risk management system  
o facilitating the reporting of appropriate risks to the Board and Committees  
o facilitating the provision of a Board Assurance Framework to the Board and 

Committees  
o monitoring and reporting compliance with the Risk Management Policy  
o facilitating the reporting of appropriate risks to specialist corporate groups  

 

• Clinical Directors, Heads of Operations and Heads of Nursing (or equivalent for non-
clinical care groups/ service) are responsible for:  

o leading and overseeing implementation of the Risk Management Policy at 
departmental Level which includes the effective identification, control, monitoring 
and reporting of operational and strategic risks  

o facilitating the reporting and where necessary, escalation of appropriate risks to their 
divisional board meetings from the department  

o maintaining accurate and up to date risk registers, relevant to their department / 
service objectives and day to day operations. 
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• Quality Managers (or equivalent for non-clinical care groups/ service) are responsible 
for:  

o facilitating implementation of the Risk Management Policy at departmental Level 
which includes the effective identification, control, monitoring and reporting of the 
risks which may threaten achievement of departmental objectives, in accordance 
with the procedure set out within this policy  

o monitoring and reporting compliance with the Risk Management Policy at 
departmental level, as directed by the Quality Governance Department  

 

• ‘Risk Owners’ including all Departmental / Ward / Service Managers are responsible 
for:  

o identification, control, monitoring and reporting of the risks which may threaten 
achievement of departmental objectives and/ or give rise to adverse incidents, in 
accordance with the procedure set out within this policy  

o maintaining accurate and up to date risk registers, relevant to departmental 
objectives  

 

• Chairs of Specialist Sub-Committees (e.g. Data Governance Group) are responsible 
for:  

o identification, management and oversight of risks relevant to their specialist subject, 
ensuring appropriate action is taken  

o reporting to the relevant Committee  
o reporting, where appropriate, to their divisional board  

 

• Chairs of Specialist Groups (e.g. Infection Prevention Control Group) are responsible 
for:  

o identification, management and oversight of risks relevant to their specialist subject, 
ensuring appropriate action is taken  

o reporting to the relevant Sub-Committee 
o reporting, where appropriate, to their divisional board  
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Appendix 3 - Organisational Committee Structure 
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Appendix 4 - Risk Impact and Likelihood Descriptors 
 

Impact Domains 

Impact Score and Examples of Descriptions 

1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 

Impact on the 
safety of patients, 
staff or public 
(physical / 
psychological 
harm) 

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment. 
 
No time off work 

Minor injury or 
illness, requiring 
minor intervention 
 
Requiring time off 
work for >3 days 
 
Increase in length 
of hospital stay by 
1-3 days 

Moderate injury  
requiring professional 
intervention 
 
Requiring time off work 
for 4-14 days 
 
Increase in length of 
hospital stay by 4-15 
days 
 
RIDDOR/agency 
reportable incident 
 
An event which 
impacts on a small 
number of patients 

Major injury leading 
to long-term 
incapacity/disability 
 
Requiring time off 
work for >14 days 
 
Increase in length of 
hospital stay by >15 
days 
 
Mismanagement of 
patient care with 
long-term effects 

Incident leading  to death 
 
Multiple permanent 
injuries or irreversible 
health effects 
 
An event which impacts 
on a large number of 
patients 

Quality / Equality 
/ Complaints / 
Audit 

Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint/inquiry  

Overall treatment 
or service 
suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor implications 
for patient safety 

Treatment or service 
has significantly 
reduced effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution (with 
potential to go to 
independent review)  
 
Repeated failure to 
meet internal 
standards  
 

Non-compliance with 
national standards 
with significant risk to 
patients if unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

Totally unacceptable level 
or quality of 
treatment/service  
 
Gross failure of patient 
safety if findings not acted 
on  
 
Inquest/ombudsman 
inquiry  
 
Gross failure to meet 
national standards  
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Impact Domains 

Impact Score and Examples of Descriptions 

1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 

if unresolved  
 
Reduced 
performance 
rating if 
unresolved  

Major patient safety 
implications if findings 
are not acted on  

Human 
Resources / 
Organisational 
Development / 
Staffing / 
Competence 

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

Low staffing level 
that reduces the 
service quality  

Late delivery of key 
objective/ service due 
to lack of staff  
 
Unsafe staffing level or 
competence (>1 day)  
 
Low staff morale  
 
Poor staff attendance 
for mandatory/key 
training  

Uncertain delivery of 
key objective/service 
due to lack of staff  
 
Unsafe staffing level 
or competence (>5 
days)  
 
Loss of key staff  
 
Very low staff morale  
 
No staff attending 
mandatory/ key 
training  

Non-delivery of key 
objective/service due to 
lack of staff  
 
Ongoing unsafe staffing 
levels or competence  
 
Loss of several key staff  
 
No staff attending 
mandatory training /key 
training on an ongoing 
basis  

Statutory Duty / 
Inspections  

No or minimal 
impact or breech 
of guidance/ 
statutory duty  

Breech of 
statutory 
legislation  
 
Reduced 
performance 
rating if 
unresolved  

Single breech in 
statutory duty  
 
Challenging external 
recommendations/ 
improvement notice  

Enforcement action  
 
Multiple breeches in 
statutory duty  
 
Improvement notices  
 
Low performance 
rating  
 
Critical report  

Multiple breeches in 
statutory duty  
 
Prosecution  
 
Complete systems change 
required  
 
Zero performance rating  
 
Severely critical report  
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Impact Domains 

Impact Score and Examples of Descriptions 

1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 

Adverse Publicity 
/ Reputation 

Rumours  
 

Potential for 
public concern  

Local media 
coverage –  
short-term 
reduction in public 
confidence  
 
Elements of 
public expectation 
not being met  

Local media coverage 
– 
long-term reduction in 
public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media coverage 
with >3 days service well 
below reasonable public 
expectation. MP 
concerned (questions in 
the House)  
 
Total loss of public 
confidence  

Business 
Objectives / 
Projects 

Insignificant cost 
increase/ 
schedule 
slippage  

<5 per cent over 
project budget  
 
Schedule 
slippage  

5–10 per cent over 
project budget  
 
Schedule slippage  

Non-compliance with 
national 10–25 per 
cent over project 
budget  
 
Schedule slippage  
 
Key objectives not 
met  

Incident leading >25 per 
cent over project budget  
 
Schedule slippage  
 
Key objectives not met  

Finance including 
Claims 

Small loss Risk 
of claim remote  

Loss of 0.1–0.25 
per cent of budget  
 
Claim less than 
£10,000  

Loss of 0.25–0.5 per 
cent of budget  
 
Claim(s) between 
£10,000 and £100,000  

Uncertain delivery of 
key objective/Loss of 
0.5–1.0 per cent of 
budget  
 
Claim(s) between 
£100,000 and £1 
million 
 
Purchasers failing to 
pay on time  

Non-delivery of key 
objective/ Loss of >1 per 
cent of budget  
 
Failure to meet 
specification/ slippage  
 
Loss of contract / payment 
by results  
 
Claim(s) >£1 million 

Service / 
Business 
Interruption / 
Environmental 
Impact 

Loss/interruption 
of >1 hour  
 
Minimal or no 
impact on the 

Loss/interruption 
of >8 hours 
  
Minor impact on 
environment  

Loss/interruption of >1 
day  
 
Moderate impact on 
environment  

Loss/interruption of 
>1 week  
 
Major impact on 
environment  

Permanent loss of service 
or facility  
 
Catastrophic impact on 
environment  
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Impact Domains 

Impact Score and Examples of Descriptions 

1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 

environment 
 
No impact on 
other services 

 
Impact on other 
services within 
the Division  

 
Impact on services 
within other Divisions 

 
Impact on all 
Divisions 

 
Impact on services 
external to the Trust  

Information 
Security / Data 
Protection 

Potential breach 
of confidentiality 
with less than 5 
people affected 
 
Encrypted files 

Serious potential 
breach of 
confidentiality 
with 6 – 20 
people affected 
Unencrypted 
clinical records 
lost 

Serious breach of 
confidentiality with 21 
– 100 people affected  
 
Inadequately protected 
PCs, laptops and 
remote device 

Serious breach of 
confidentiality with 
101 – 1000 people 
affected  
 
Particularly sensitive 
details (i.e. sexual 
health) 

Serious breach of 
confidentiality with over 
1001 people affected 
 
Potential for ID theft 
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Appendix 5 - Financial and Resourcing Impact Assessment on Policy 
 

NB this form must be completed where the introduction of this policy will have either a 
positive or negative impact on resources.  Therefore this form should not be completed 
where the resources are already deployed and the introduction of this policy will have no 
further resourcing impact. 

 

Document 
title 

Risk Management Policy 

 

Totals WTE Recurring  
£ 

Non 
Recurring £ 

Manpower Costs      

Training Staff     

Equipment & Provision of resources     

 
Summary of Impact:  
 
Risk Management Issues:   

Benefits / Savings to the organisation:   
 
Equality Impact Assessment 
 
▪ Has this been appropriately carried out?    YES/NO  
▪ Are there any reported equality issues?    YES/NO 
 
If “YES” please specify:  
 

Use additional sheets if necessary. 
 
Please include all associated costs where an impact on implementing this policy has been 
considered.  A checklist is included for guidance but is not comprehensive so please ensure 
you have thought through the impact on staffing, training and equipment carefully and that 
ALL aspects are covered. 

Manpower WTE Recurring £ Non-Recurring £ 

    

     

Totals:  NONE NONE NONE 

 

Staff Training Impact Recurring £ Non-Recurring £ 

    

Totals:  NONE NONE 
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Equipment and Provision of Resources Recurring £ * Non-Recurring £ 
* 

Accommodation / facilities needed   

Building alterations (extensions/new)   

IT Hardware / software / licences    

Medical equipment   

Stationery / publicity   

Travel costs   

Utilities e.g. telephones    

Process change   

Rolling replacement of equipment   

Equipment maintenance   

Marketing – booklets/posters/handouts, etc   

   

Totals: NONE  NONE  

 

• Capital implications £5,000 with life expectancy of more than one year. 
 

Funding /costs checked & agreed by finance: N/A 

Signature & date of financial accountant: N/A 

Funding / costs have been agreed and are in place: N/A 

Signature of appropriate Executive or Associate Director: N/A 
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Appendix 6 - Equality Impact Assessment (EIA) Screening Tool 
 
Equality Impact Assessment  
 
This Equality Analysis is a written record that demonstrates that you have shown due regard to the 
need to eliminate unlawful discrimination, advance equality of opportunity and foster good 
relations with respect to the characteristics protected by the Equality Act 2010. 
 

Name of policy/procedure Risk Management Policy 

Date of assessment: 19/03/2021 

Responsible department: Corporate Governance 

EIA Author:  Daniel Robinson  

Intended equality 
outcomes: 

Compliance with the general equality duty and Equality Act 2010 

 

Who was involved in the consultation of this document? 

 

Date Forum 

29/03/2021 Quality and Performance Committee 

08/04/2021 Trust Board 

  

  

  

  

 
Please describe the positive and any potential negative impact of the policy on service users 
or staff.  
 
In the case of negative impact, please indicate any actions to mitigate against this by 
completing stage 2. Supporting Information can be found be following the link: 
www.legislation.gov.uk/ukpga/2010/15/contents 
 

Protected 
Characteristic 

Equality Analysis EIA Impact 
(Positive/Negative) 

Age N/A  

Disability N/A  

Gender reassignment N/A  

Marriage & civil 
partnership 

N/A  

Pregnancy & maternity N/A  

Race N/A  

Religion/Belief N/A  

Sex N/A  

Sexual orientation N/A  

 
 
Stage 2: Full impact assessment 
 

What is the impact? Mitigating actions Monitoring of actions 

NONE   

 
 

http://www.legislation.gov.uk/ukpga/2010/15/contents

