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BRENT TEACHING PRIMARY CARE TRUST

Risk Management Strategy and Policy 

1. Introduction
An effective Risk Management Strategy is a key part of all management systems and corporate planning as well as the setting of strategy and objectives. The tPCT believes that by approaching the control of risk in a strategic and organised manner, risk factors can be reduced to an acceptable level.  This should result in better quality and safer care for patients and residents and a reduction in unnecessary expenditure.  By adopting a risk management approach, statutory obligations can be identified and fulfilled in a positive way, rather than as a means of avoiding litigation and prosecution.  

This Strategy reflects relevant legislation and current best practice and will be reviewed in the light of any changes to either of these.  It takes into account a range of governance and risk management standards including:

· Standards for Better Health

· The NHS Litigation Authority (NHSLA)Risk Management Standard for PCTs 

· Health & Safety legislation 

The Standards for Better Health and NHSLA requirements are principally concerned with ensuring that all NHS organisations have the basic building blocks in place for managing risk through development and implementation of a comprehensive risk management system.  This includes ensuring that board level responsibility for risk management is clearly defined and there are clear lines of accountability for risk management throughout the organisation, leading to the board, with the Chief Executive of the tPCT having overall responsibility for Risk Management.
2. Policy Statement

Brent tPCT is committed to the active management of risk.  The tPCT’s policy is to minimise risk wherever possible to patients, staff, members of the public and other stakeholders.

The tPCT is dedicated to establishing an organisational culture that ensures that risk management is an integral part of everything it does. Effective risk management helps the tPCT to meet its objectives.

3. The Purpose of the Strategy
The purpose of this Strategy is to define and document the Trust’s commitment to, and process for, handling risks that are inherent in the provision of an optimised high quality system for the care and treatment of patients. 

This Strategy identifies the management structure and responsibilities in relation to Risk Management.  It details the processes involved and specifies the maintenance of Risk Registers for each Directorate and for the tPCT as a whole.
4. Scope
This strategy relates to the management of the risks faced by the tPCT.  Its scope therefore primarily relates to the resources directly managed by the tPCT.  However, the activities of primary care practitioners, and the actions of organisations outside the tPCT but acting on its behalf, involve risks which can have an impact on whether the tPCT achieves its objectives.  To this extent their activities and actions can also come within the scope of this strategy.  Thus, the risks involved in the tPCT’s staff working in a Health Centre not owned by the tPCT, need to be assessed.  Likewise, the tPCT must also assess the risk that its practitioner contractors might not perform to the standard required if the tPCT is to achieve certain objectives.  Such risks will be included in the tPCT’s Risk Register and will be managed.  
5. Definitions
Risk is the chance that something will happen that will have an impact on achievement of Brent tPCT’s aims and objectives.  It is measured in terms of likelihood (probability of the risk occurring) and consequences (impact of the risk occurring).  
Risk Management is “the culture, processes and structures that are directed towards the effective management of potential opportunities and adverse effects”.

Risk Assessment is a careful examination of what could go wrong.
The risk management process is “the systematic application of management policies, procedures and practices to the tasks of establishing the context, identifying, analysing, evaluating, treating, monitoring and communicating risk.” It is illustrated at Figure 1 below.
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Figure 1 - Risk Management Overview from AS/NZS 4360:1999
6. Principles
The following key principles are essential for the successful implementation of this Strategy:

1. There is Board and management commitment to, and leadership of, the total risk management function.

2. The Trust will develop its integrated governance framework to include the formal application of the risk management process to clinical practices and to the work of its primary care contractors.

3. There is widespread employee participation and consultation in risk management processes, which will operate in a no blame culture.

4. There is a mechanism for all incidents and complaints to be immediately reported, categorised by their potential consequences and investigated to determine system failures, without assigning blame.

5. There are management systems in place that provide safe practices, premises and equipment in the working environment.  Systems of work must be designed to reduce the likelihood of human error occurring.

6. The risk management process must be applied to contract management especially when acquiring, expanding or outsourcing services, equipment or facilities.  Contracts must be reviewed and written to ensure that only reasonable risks are accepted.

7. On all Trust premises, whether owned or shared, safe systems of work must be in place to protect patients, visitors and staff.

8. The Trust maintains an effective system of emergency preparedness, emergency response and contingency planning.

9. There is a mechanism to measure the effectiveness of Risk Management Strategies, Plans, structures and processes against NHS best practice.

10. The Trust provides realistic resources to implement and support effective Risk Management throughout the Trust. 

7. Continuing developments influencing the tPCTs risk management strategy and policy
7.1. World Class Commissioning
The Department of Health has launched “World Class commissioning” in order to create world-class clinical services. Improved commissioning and closer working with local authorities will enable the tPCTs to invest in order to achieve high quality and personalised services that improve the health and well-being of the local population. This work has four key elements; health outcomes, vision and competencies, assurance system and support and development. The risks arising from this significant change in the role of the tPCT will need to be managed. Achieving these aims will require decisions which need to be open, transparent and satisfy probity and accountability. Within this the tPCT is accountable to its local population directly and through the Local Authority’s Health Select Committee. The tPCT operates within the framework of Department of Health guidance and is held to account by the Strategic Health Authority. 

7.2. Commissioning/Provider Separation 
As the tPCT focuses on promoting health and commissioning services, arrangements are been made to enable an internal separation of operational provider services. PCTs have been required to consider and review a number of models for community services. This will bring a degree of contestability to community-based services, with a greater variety of service offerings and responsiveness to patient needs. This will also bring greater uncertainty and new risks for the tPCT which will have to be managed with openness, probity and accountability. It will also involve preparing staff and services to respond to, and work within a very different environment, with new models of delivery brought about through practice based commissioning, choice and strategic integration.

8. Risk Management Responsibilities
8.1 Chief Executive

The Chief Executive, who, as Accountable Officer, on behalf of the Board, is required to sign the annual Statement on Internal Control, has overall responsibility for having an effective risk management system in place within the tPCT, and for meeting all statutory requirements and adhering to guidance issued by the Department of Health in respect of Governance.

8.2 tPCT Board

The Board has the ultimate responsibility for risk management and for agreeing the annual Statement on Internal Control. It needs to be satisfied that appropriate policies and strategies are in place and that systems are functioning effectively. The Audit Committee will assist the Executive Management Team (EMT) Governance Committee in this process by performing an annual review of the effectiveness of the risk management activities.  It will be helped in this by the Chief Internal Auditor’s annual work, report and opinion on the effectiveness of the tPCT’s system of internal control.

Every quarter, the Board will have a standing agenda to review the tPCTs Corporate Risk Register.   

8.3 Head of Corporate Affairs
The Head of Corporate Affairs is responsible for coordinating risk management activities and leading on the overall assessment of the Standards for Better Health across the tPCT:
· Ensuring that the tPCT is compliant with the NHS Litigation Authority’s Risk Management Standard for Primary Care Trusts 

· Providing organisational leadership for risk management, and developing the tPCT ’s approach to risk management

· Ensuring the effectiveness of the Trust’s systems for recording, dealing with and learning from Serious & Untoward incidents, complaints and claims

· Working with the tPCT education and research teams to develop robust professional education and development processes which encompass risk management

8.3 Director of Finance 

The Director of Finance has the delegated responsibility for financial risk management and will:

· Ensure compliance with the Use of Resources component of the Healthcare Commission’s new assessment system

· Ensure the effectiveness of the Trust’s financial control systems

· Ensure that the significant financial risks faced by the tPCT are identified and managed effectively

· Ensure that the Audit Committee and internal audit provider effectively perform their roles in assuring the effectiveness of the Trust’s system of internal control

8.4  Executive Directors

All Executive Directors are accountable for the effective management of risk within their area of responsibility, including assurance that appropriate controls are in place and that controls assurance standards are being monitored. This involves maintaining systems to: 

· Identify and assess risk 

· Nominate Risk Champions in their Directorate to ensure population and management of Directorate risk registers

· Implement effective risk treatments 

· Report risk in accordance with the tPCT ’s Risk Management Policy and Strategy (including reporting risks for inclusion on the Corporate Risk Register) 

· Ensure all managers and staff under their management control are aware of the tPCT’s Risk Management Policy and Strategy and of their responsibility for implementing them.

· Help to ensure  the tPCT is compliant with the NHS Litigation Authority’s Risk Management  Standard for Primary Care Trusts
· Help to ensure the Trust complies with the Standards for Better Health
8.5 The Risk Management responsibilities of Managers
· Ensure the tPCT Risk Management policies and procedures are implemented within their area of responsibility and adapted as necessary to reflect the local risk profile

· Carry out risk assessments using the tPCT template (Appendix B)
· Support the Head of Service in developing and monitoring a local risk register.

· Identify and rectify poor performance on a timely basis

· Promote a “team spirit” so that individuals provide high quality care, protect their colleagues, and promote the reputation of the tPCT 

· Foster a supportive environment to facilitate the reporting of risks and incidents

· Keep staff informed of the risks faced by the tPCT and what is being done to treat the risks 

· Ensure staff under their management have access to opportunities for training and development including attendance at mandatory risk management training events.

Managers are responsible for implementing and monitoring any identified and appropriate risk management control measures within their designated area(s) and scope of responsibility.  In situations where significant risks have been identified and where local control measures are considered to be potentially inadequate, managers are responsible for bringing these risks to the attention of the relevant Head of Service and Director if local resolution has not been satisfactorily achieved.

8.6  Integrated Governance Manager

· Oversees the tPCT’s risk management processes.  

· Acts as a co-ordinator for all organisational risk management issues within the PCT but the tPCT recognises that risk management forms an integral part of the normal management process.

· Receives and collates information on risks within the PCT, monitors new developments in risk management, develops knowledge and expertise and acts as liaison point for risk management issues, both within the tPCT and with external bodies.  
· Monitors proposed developments and initiatives and checks that they are likely to be compliant with good risk management practice.  
· Development and maintenance of the corporate risk register.

8.7  Other Managers with special responsibility for risk management

Other key individuals with special responsibility for advising on and co-ordinating risk management activities include:

· Heads of Services (preparing and reviewing their departmental risk registers and action plans and forwarding it to their directorate risk champions)
· Directorate Risk Champions (populating and managing directorate risks registers)
· Health and Safety Advisor (managing health & safety risk and incidents)
· Fire & Safety Risk Advisor, Estates and Facilities Shared Services (managing, fire safety risk)
· Infection Control Nurse (advice on Infection Control issues)

· Occupational Health (work related ill-health, needle stick injuries)

· Pharmaceutical Advisors (Medicines Management / Prescribing issues)

· Local Security Management Specialist (LSMS) (managing security incidents, risk and violence to staff)
· Local Counter Fraud Specialist (LCFS) (managing fraud incidents and risk)
Contact details of these and other sources of advice are at Appendix L.

8.8 The Risk Management responsibilities of staff

All members of staff have a responsibility to ensure the effectiveness of risk management within the Trust. Responsibility for actioning an individual Action Plan point is always allocated to a specific member of staff.  

Individual employees are responsible for:

· Working to tPCT policies and procedures

· Maintaining safe systems of work

· Taking care of their own safety and that of their colleagues and all other persons who may be affected by their actions or omissions

· Taking care of the tPCT ’s buildings, equipment and other assets

· Reporting risks, incidents and near misses and taking remedial action in accordance with the tPCT ’s Risk Management policies and procedures

· Attending mandatory training

· Meeting professional registration requirements, including those relating to Continuing Professional Development.

8.9 Committee Responsibilities

The Trust Board has delegated its risk management activities to the EMT Governance Committee whose terms of reference are set out in Appendix F.  The EMT Governance Committee is chaired by the Chief Executive and has overall responsibility for Risk Management. It aims to foster a risk aware culture throughout the Trust.  The Committee may delegate work to its sub Groups and will ensure activities are seamless and fully integrated.  One of these sub-groups is the Risk Management Group whose terms of reference are set out in Appendix G.  Responsibility for clinical risk lies with the Professional Executive Committee (PEC).  A diagrammatic representation of the Risk Management structure within the tPCT appears at Appendix K.  The Committee and management structures are designed to work together to ensure a concerted and integrated approach to risk.

9. The Assurance Framework
The requirement to develop an Assurance Framework was established by the Department of Health in Assurance: the Board Agenda in July 2002.  The Assurance Framework is a tool for the Board to satisfy itself that risks are being managed and objectives are being achieved.   

The tPCT is establishing a clear Assurance Framework so that it can confidently sign the annual Statement on Internal Control.  The intention is that it should be a powerful tool that simplifies reporting thereby reducing the need for multiple papers to the Board.  

The Assurance Framework has four key steps, each of which is built into the tPCT’s Risk Management Process:

	Stage One
	The tPCT ’s objectives are clearly defined and understood

	Stage Two
	The system for identifying and assessing risks is clear and understood and is practised consistently throughout the tPCT 

	Stage Three
	The controls in place to manage the identified risks are effective and any deficiencies have been identified in the Action Plan

	Stage Four
	There is a system, which requires management and review bodies to provide the Board with the assurance it needs that the risk management systems and controls in place are effective.


The Board with specific roles, which are summarised below, has agreed a reviewing and monitoring process:

· Governance EMT – update  Assurance Frameworks at least quarterly
· The Audit Committee is “the Assurance Committee” to monitor the quality of the Framework and refer significant issues to the Board

· Board – review and agree Frameworks and action plans to address gaps quarterly
10. Assessing risks
The tPCT has developed a common template (Appendix B) for the assessment and analysis of all risks whether they are strategic or operational, clinical, financial or organisational.  The risk scoring tool in Appendix C will be used for scoring and grading risks
Areas in which risks must be assessed are:

· Direct patient care;

· Indirect patient care;

· Health and safety risks;

· Organisational and financial risks;

· Commissioned service risks.

10.1. Categorising risks

For organisational reasons and to clarify management responsibilities, risks are categorised into clinical or non-clinical.  Most risks, however, contain both these elements.  For example, a risk may be principally clinical but the cause of it may be due to financial or organisational deficiencies.  The three key categories of risks are set out below.  

	Clinical risks
	Clinical risks are defined as those risks, which have a cause, or effect, which is primarily clinical or medical. Examples include clinical care activities, consent issues and medicines management. 

	Organisational risks
	Organisational risks are defined as those risks, which primarily relate to the way in which the tPCT is organised, managed and governed.  Examples include property related risks, human resource issues and corporate governance risks. 

	Financial risks
	Financial risks are defined as those whose principal effect would be a financial loss or a lost opportunity to deliver a financial gain.  Examples include poor financial control, fraud and ineffective insurance arrangements.


11.    Risk Registers

The risk register is a management tool that enables an organisation to understand its comprehensive risk profile.  It is simply a repository for all risk information.  It records dependencies between risks and links between risks on the corporate and local risk registers. 

11.1.  Corporate Risk Register

The Corporate Risk Register contains the most significant risks i.e. graded “HIGH” or Red risks (15+) following assessment using the risk assessment matrix at Appendix C.  Significant risks are those that potentially threaten the achievement of the tPCT’s corporate objectives.  This would include risk that could impact on the performance of the tPCT as well as other high profile risks such as performance indicators and risks arising from external reviews.

The Corporate Risk Registers will be maintained detailing all the significant risks the Trust has to manage.  Risks arising out of the assessment of the Standards for Better Health will also be included on the corporate risk register.  All Risk Registers will be prepared in the same format to facilitate collation of information across the Trust into a single Trust-wide Risk Register.  The template to be used is at Appendix D.  There may be circumstances where although not scoring HIGH, risks are of such a type and nature that the Board needs to be made aware of them.  These may be included on the corporate risk register.  The EMT Governance Committee would need to exercise judgment to identify if the control/risk issue seriously prejudices or prevents the achievement of any of the tPCT’s corporate objectives

11.2. Directorate Risk Registers

The Directorate Risk Registers contains all directorate risks including operational risk assessments and risks from the Board Assurance Framework. A local risk register will be maintained in each Directorate and department.   Where Directorates feel that they cannot address a risk, it should be notified to the Service Director for agreement at Governance EMT and inclusion on the Corporate Risk Register.
11.3.  The tPCT Risk Treatment Action Plan

The action plan section of the risk register template can be used to summarise the risk treatment plan. The Risk Action Plan template at Appendix E can be used for detailed action planning.    It is the responsibility of each Directorate to ensure that its risk register and action plans are regularly reviewed to keep them up to date.  Risks are constantly changing and actions should be progressively implemented.  The risk treatment section in Appendix C specifies how a risk should be treated depending on its grading.

11.4.  Key Controls

Effective key controls need to be in place if risks are to be effectively managed.  The relationship between risks and controls is not straightforward.  One specific risk may be mitigated by a number of controls.  Some controls may only be effective when operating in conjunction with other controls and one control may relate to more than one risk.  For each risk assessed the adequacy of the control(s) relating to the risk will be assessed and any necessary action determined and stated. 

12. Reporting Arrangements 
The Board will review the Corporate Risk Register & Board Assurance Framework (BAF) quarterly.  The Governance EMT will review its Corporate Risk register monthly and Board Assurance Framework quarterly.  Following Governance EMT, an exception report will be produced for the Audit Committee. This will report on changes to the Corporate Risk Register and BAF. The output of the risk management system for clinical risk will be considered by the PEC and non-clinical risk will be considered by the Health and Safety Committee. Full Directorate Risk Registers will be presented and reviewed at the Governance EMT on a rotational basis. A quarterly risk management report will be prepared for the EMT Governance Committee.  The report will identify progress made with: 

· the corporate and directorate risk registers

· the BAF 
· internal auditors action plans

· the integrated governance maturity matrix

· the NHS Litigation Authority (NHSLA) assessment

· the numbers, severity and type of incidents recorded
· the proportion of incident reports with evidence of management action 
· the risk management workplan

13. Involving Stakeholders
The EMT Governance Committee will ensure that the tPCT maintains an up-to-date stakeholder list.  The purpose of the stakeholder list is to identify organisations, or individuals, who require, or might require, information on adverse events or other risks facing the tPCT.

Each risk will be reviewed to establish internal and external reporting requirements.  A list of stakeholders is included in the appendices.

To ensure tPCT staff are kept fully informed on risk management issues:

· Directors are responsible for ensuring processes are in place for informing staff about significant adverse events and risks

· The EMT Governance Committee will ensure actions are implemented and information disseminated rapidly across the tPCT 

· All members of staff will receive a regular update on risk issues, summarising: incidents reported, complaints received, information on hazards: and publicising training opportunities, good practice and lessons learnt.

14. Risk Management Training
An effective implementation of the strategy requires staff to be both aware of the tPCT’s approach to risk management, and to be clear about their roles and responsibilities within the risk management process.

An assessment of training needs will be commenced through the Staff Development Review (this will be reviewed annually) and programmes will be in place so that:

· All new staff will attend an Induction Programme which includes risk management training and covers complaints and incident reporting

· All staff will receive a risk management training update every two years

· To establish a baseline, all staff (including Non-executive Directors) will receive risk management training 

· The tPCT will produce a Training Matrix to identify which training courses are mandatory for different staff groups.  The Matrix will serve as a guide to staff and managers, and facilitate the reporting of attendance to the EMT Governance Committee

· A Training Prospectus will be published identifying the availability of training and development opportunities for staff (including mandatory training)

· A programme of “specialist courses” will be available for staff with specific needs e.g. operating syringe drivers or having specific risk management responsibilities.
Every member of staff will have an annual personal development review with their line manager and agree a Personal Development Plan (PDP).  This process provides assurance that the training needs of individuals are identified at all levels in the organisation, and serves to inform the content and delivery of future training programmes and plans.  The tPCT will meet the training requirements of its staff that are essential for them to perform their roles.  All clinical/professional staff will operate within their code of professional conduct.

15.   Implementation plan, monitoring, review and the use of Key Performance Indicators
The Risk Management Group has developed a detailed work plan to deliver the Risk Management Strategy.  The Risk Management Quarterly Report to EMT, Board & Audit Committee will be used to demonstrate how this Strategy is being implemented. 

The Board will review this Strategy and progress annually and also whenever procedural, legislative or best practice changes occur.  The Chief Executive is responsible for ensuring this Strategy is reviewed in accordance with the above statement.  This task may be delegated to an appropriate Director or senior manager.

The EMT Governance Committee will monitor in detail risk management performance.  This includes recording and analysis of incidents, complaints and claims.  Key performance indicators have been developed and information will be collected to enable risk management performance to be more directly monitored and controlled. 

These key performance indicators are capable of showing improvements in the management of risk and can provide early warning of changes in risk.  They will be used at all levels of the tPCT, including the Board, and reports will be structured to enable performance to be identified by service area.  The EMT Governance Committee will review the efficacy and usefulness of these indicators regularly.  Consequently, they will continue to be refined and developed.  The indicators currently include:

· The establishment and regular updating of risk registers and action plans in each Directorate and service area 

· The design and 
· promotion of mandatory and other risk management training courses in line with the tPCT ’s training needs assessment

· The percentage of staff attending each of these courses

· The percentage of staff with a Personal Development Plan

· The regular meeting and effective operation of the EMT Governance Committee and its sub Groups

· The achievement and maintenance of compliance with the Standards for Better Health risk management and governance criteria

· The number and outcome of risk assessments and clinical audits performed

· Performance in any NHS Litigation Authority Risk Management assessments

· The number and type of incidents, complaints and claims recorded and dealt with

· The percentage of incidents, complaints and claims which featured risk management learning points and the percentage of these learning points which have been analysed and dealt with

· The number of incidents requiring reporting to external bodies (e.g. NPSA, RIDDOR) 

· The achievement of Government targets

· Steady improvement towards the integration of risk issues in the tPCT’s systems for both business planning and also the setting of individual and corporate objectives and the monitoring of performance against those objectives.

The indicators will be used at all levels in the organisation; all staff will receive feedback on performance through the distribution of regular information. 

16.  Annual Risk Management Report
The Risk Management Group will produce an annual report for approval by the EMT Governance and the Board.  The plan will report on risk management performance over the previous twelve months, and identify actions and resource requirements for the following year.  This report will draw upon the performance indicators outlined above.

17.  Embedding of Policy
Embedding of this policy will be documented through the use of the Assurance Form (appendix P) 

Appendix A: Risk Assessment Process.
Risk Assessment is about identifying, analysing, evaluating, treating, monitoring and communicating risk. 

· There are two key systems, which govern risk management in the tPCT:  Trust-wide Risk Assessment/Register 
· Incident reporting and management

Both systems use the same risk grading process to assess risks in terms of likelihood and consequence, which is described fully below. 

Risk is analysed by combining estimates of consequences and likelihood in the context of existing control measures.  The objectives of risk analysis are to separate the minor acceptable risks from the major risks, and to provide data to assist in the evaluation and management of risks.

2.
Steps in completing the Risk Assessment

[image: image2]
Appendix B: Risk Assessment Template
RISK ASSESSMENT TEMPLATE
	Title of Risk Assessment:  

	Name / Title of assessor:

	Directorate/Department:

	Date of Assessment:

	Date of next review:


	WHAT HAS THE POTENTIAL TO CAUSE LOSS OR HARM (hazard) ?
	WHAT IS THE RISK?
(DESCRIBE THE  HARM OR LOSS THAT COULD OCCUR)
	Who IS THE RISK LIKELY TO AFFECT?
	WHAT ARE YOU ALREADY DOING TO MANAGE THE RISK?

	WHAT IS THE LIKELIHOOD (L) CONSEQUENCE (C) & RISK RATING (RR) SCORE? 

(LXC =RR)
	WHAT FURTHER ACTION IS NECESSARY?
	RISK RATING SCORE FOLLOWING FURTHER CONTROLS 
	OWNERSHIP


	
	
	
	
	L
	C
	RR
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


	Assessor’s Signature


Appendix C: Risk Grading Tool
The risk-grading tool (also known as risk matrix / risk assessment tool) is used by the tPCT for all risk processes (risk assessment, Risk Register, incident reporting and near miss assessment) and risks are measured according to the following formula.  The tool can be used as the basis for identifying acceptable and unacceptable risks.

For some risks there may be physical as well as financial consequences. When assessing the score for the consequences of such a risk, the clinical assessment (e.g. serious injury or death) will always take precedence over the financial assessment.

Level of Risk = Consequence * Likelihood
Likelihood: 

Q: How likely is the risk to occur?

E.g. how likely is it that there could be a breach of patient confidentiality due to information being stored on computers without passwords?

Choose the most appropriate level from the categories below:

	Qualitative Measures of Likelihood


	LEVEL
	DESCRIPTOR
	DESCRIPTION

	1
	Rare
	Can’t believe the risk will ever happen

	2
	Unlikely
	Do not expect the risk to happen but it is possible

	3
	Possible
	The event may occur occasionally

	4
	Likely
	The event will probably occur but is not a persistent issue

	5
	Almost Certain
	The event will undoubtedly occur, possibly frequently


Consequence: 

Q: What is the consequence (impact) of the risk?

Qualitative Measures of Consequence 

	
	
	Clinical Risk & Quality/Standards (Of patient care)
	Health & Safety (staff/patients) including Legal & Risk Issues
	Financial
	Performance Assessment Framework /LDP/Biz Planning/NSF/ Strategic Objectives/ HCCAssurance
	Environmental & Estates Issues
	Reputation & Political

Organisational

	1
	Negligible
	Minor non-compliance with any clinical standard.

Clinical standards generally acceptable.
	Minimal first aid treatment. Minor cuts/bruises etc. Informal communication from Enforcement body.
	Minimal financial loss (<£1,000);
	91-100% compliance with or likelihood to meet standards.

Significantly above average “green light”. 

Minor business impact.
	No environmental impact; Minor property damage. False alarm for security.
	Minor complaint in Local Paper. Public perception remains intact. Minimal/temporary impact.

	2
	Minor
	75% - 100% compliance with clinical standards.

Clinical standards not ideal but are acceptable.

Minor impact on patient care.
	Moderate first aid treatment. Cuts/bruises under 3 day absence.

Non-permanent harm (up to 1 month effect). Minor/temporary breach of PCT safety policy. Official Letter from enforcement body.
	moderate financial loss (£1 K to 20K);

	71-90% compliance with or likelihood to meet standards. Above average “Green light”.

Single failure to meet standards; Moderate business impact.
	Spillage or escape of clinical or toxic waste/substance with effects contained within one area.

Minimal Environmental impact.

Theft of single item of PCT property less than £500. Reasonable damage to single room/vehicle.
	Informal complaint. Recovery from consequence handled quickly without need to divert resources.

Public perception altered slightly- no significant damage.

Mention in HSJ. Minimal impact on service delivery. 

	3
	Moderate
	50-70% compliance with clinical standards.

Clinical standards should be improved (within 3 months).
	Over 3 day absence. Over 24 hours in hospital. Semi permanent harm or disability (up to 1 year to resolve eg fracture with no complications).

Significant & ongoing breach of PCT H&S Policy.

Healthcare associated infection which may result in semi-permanent harm. Life threatening situation. Voluntary Closure of Part of Service. Improvement Notices
	Major financial loss (£20K to £100K) including litigation settlement.
	31-70% compliance with or likelihood to meet standards.

Average “Orange Light”

Repeated failure to meet standards; Serious business interruption (AHA intervention).
	Spillage or escape of clinical or toxic waste or substance/hazard affecting an entire building.

Serious Environmental Impact. 

Theft of one item over £500 or several items of PCT equipment or any staff/patient personal belongings.

Significant damage to a number of rooms/location/vehicles. Local Fire Incident. Short period services failure.
	Serious loss of reputation (Local media coverage for a week);

Moderate loss of confidence in PCT. 

Formal complaint (Simple). Marginal failure of external review. Service could cease for up to 1 week.

Policy is not in place to identify accountabilities & give directions re a specific risk.



	4
	Major
	Less than 25% compliance with professional and/or national standards. Unacceptable clinical standards – requires urgent action (within 2 weeks). Unacceptable impact on patient care.

A key clinical policy/protocol/guideline is not in place that should be or is grossly out of date.  Hospital Epidemic;
	Permanent harm or disability. RIDDOR/MDA/SUI reportable incident. Breach of any legal requirement.

Prohibition Order & Voluntary Closure of Trust site.

Healthcare associated infection which may result in major harm eg HepC.
	Major financial loss (£100K - £1 million)

including litigation settlement.
	11-30% compliance with or likelihood to meet standards.

Below Average “Amber Light”

Unplanned service closure; Major business interruption.

AHA Performance Manage PCT.
	Spillage or escape of clinical or toxic waste or substance/hazard with effects contained to PCT premises. Small scale pollution of water course/soil.

Major Environmental Impact;

Major damage to a PCT building (Forcing closure). Major vehicle accident on PCT premises. Serious Fire Incident – Brigade attendance.

Major civil disturbance on site. Long period services failure.  Limited food poisoning outbreak.
	Service closure <1 week. National adverse publicity. Major loss of confidence in PCT. Major loss of reputation (Sustained media coverage). Formal complaint (Complex) Significant Failure of External Review (HCC). Public reaction causes major disruptions. Recovering from consequences is highly complicated & time consuming. Unable to provide assurance on key risk.



	5
	Catastrophic
	Gross failure to meet professional and/or national clinical standards. Totally unacceptable clinical standards – requires immediate action (no delay).

Lives of stakeholders could be threatened. Major epidemic;
	Single death of any person.  Multiple avoidable deaths on or off site; Blatant breach of legal requirement. Prohibition Order & Prosecution Likely. Large number of people affected by an incident.
	loss of >£1million including litigation settlement. 

Loss of ability to achieve/maintain financial stability of the PCT.
	<10% compliance with or likelihood to meet standards.

Significantly below average “Red Light”

Total facility loss; 

AHA/DoH take control of PCT.
	Spillage or escape of clinical or toxic waste or substance/hazard with effects beyond PCT premises. Major pollution of air/water/land.

Wide spread environmental Impact. 

Total destruction of single location or major damage to whole site. Major theft of equipment/property. 

Legionella outbreak. Major food poisoning outbreak.
	Extended service closure (>1 week). International adverse publicity/severe loss of confidence in PCT.

Risk impact across the local health economy. Serious failure  of  external review (HCC). Unacceptable reduction in quality of service. 

Parliamentary questions, board resignations.


Q: What is the level of the risk?

	Level of Risk



	
	Most likely consequence (if in doubt grade up, not down)



	Likelihood of occurrence
	None (1)
	Minor (2)
	Moderate (3)
	Major (4)
	Catastrophic (5)

	Rare (1)
	1
	2
	3
	4
	5

	Unlikely (2) 
	2
	4
	6
	8
	10

	Possible (3)
	3
	6
	9
	12
	15

	Likely (4)
	4
	8
	12
	16
	20

	Almost certain (5)
	5
	10
	15
	20
	25


Combining consequences and likelihood to assess the level of each risk. 
              Risk Key

	              Red (15-25)
	High risk

	Amber (8–12)
	Moderate risk

	Yellow (4–6)
	Low risk

	Green (1-3)
	Very low risk


Risk Treatment
The above four categories of risk provide an initial prioritisation for management action.  The precise timing of actions will be set out in the Action Plan.  In general, the four categories of risk will be treated as follows: 

Further Action Required Based on the Risk Grading

	Risk Level
	Further Action
	By Whom

	High (RED)
	Significant risk:

· Immediate action required

· Director must be informed and he/she to take responsibility for immediate action planning

· Report to Board identifying treatment options (use action plan template)

· Quarterly report to the Board monitoring progress on treatment action plans
	Director

	
	
	

	Moderate (AMBER)
	· Urgent senior management attention required

· Agree action point within 1 month with deadline for completion of no more than 6 months

· Report to EMT Governance Committee  identifying treatment options

· Quarterly report to EMT Governance Committee monitoring progress on treatment action plans
	Senior Management

	
	
	


	Low (YELLOW)
	· Specific responsibility for risk assessment and action planning must be allocated to a named person

· Deadline for completion will be within 6 to 24 months and will depend on resource availability

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


	Team Leaders


	
	
	

	Very Low (GREEN)
	Acceptable Risk.

· Can be managed by routine procedures

· Record on risk register

· Inform all appropriate stakeholders


	All staff

	
	
	


[image: image7.emf]
Appendix D: Risk Register Template
	Directorate/Department: 

	Date: 


	Objective & Ref. (1)
	Source of the Risk (2)
	Risk Description (3)
	Current measures (controls) in place

(4)
	Risk Rating (5)


	Ownership (6)
	Action Plan (7)
	Review date/Action plan update(8)
	Residual risk rating (9)

	
	
	
	
	L
	C
	RR
	
	
	
	

	
	
	Risk 1:
	
	
	
	
	
	
	
	

	
	
	Risk 2:
	
	
	
	
	
	
	
	

	
	
	Risk 3:
	
	
	
	
	
	
	
	

	
	
	Risk 4:
	
	
	
	
	
	
	
	




Appendix E:  Risk Treatment Action Plan
	

	DESCRIPTION OF RISK/ issue (what can happen & how it can happen):

· 

	REF (from risk assessment, register / assurance framework):



	ACTION PLAN



	Proposed action

	Resource requirements

	Lead Person / Department
	Completion date

	RAG status (Red/Amber/Green)

	· 
	
	
	
	

	· 
	
	
	
	

	· 
	
	
	
	

	
	
	
	
	

	cOMPILER:





 


REVIEWER:





DATE:









DATE:










Appendix F: Governance EMT Terms of Reference 
Constitution

The Board hereby resolved to establish a Committee of the board to be known as the Governance Executive Management Team 
Membership
Chief Executive (Chair)

All Executive Directors

PEC Chair & Co-Chair 
Co-ordinators for Standards for Better Health and the NHSLA Risk Management Standards will be invited, as appropriate, for regular reports.

The group will not be quorate unless at least five attendees are present.  If quorum is not reached, a meeting can still be held, and decision ratified at the next quorate meeting.   If members are unable to attend a meeting they must nominate a deputy.

Attendance at meeting
As above 
Frequency of meetings

Every month

Reporting requirement
· The EMT Governance Committee is a sub-committee of the Board. It oversees Risk Management work and ensures that it is integrated with the Clinical Governance work.  It aims to foster a risk aware culture throughout the Trust covering all activities, both clinical and non-clinical.  Minutes of the Governance EMT will be sent to Board. 

· The EMT Governance Committee (EMT) has overall responsibility for Risk Management and may delegate work to its sub Groups and will ensure activities are seamless and fully integrated.

Role
· The output of the risk management system for both clinical and non-clinical risk will be considered by the Committee. The EMT Governance Committee will focus on the strategic, planning, developmental and operational agenda for clinical governance including oversight of the quality improvement programmes for services directly provided.  

Duties
· The EMT Governance Committee will review the tPCT’s Risk Register and the Risk Management Action Plan as well as progress against this Strategy on a regular basis Organisation wide co-ordination and prioritisation of risk management issues

· Reviewing the risk management, claims, complaints and incident reporting policies annually

· Ensuring that appropriate information, education and training about risk management is provided for all staff including members of the tPCT Board and Professional Executive Committee 

· Ensuring the various activities of the tPCT are examined to identify the key risks that exist; to analyse and assess those risks for potential frequency and severity; to eliminate risks where possible and appropriate; to manage and control the risks that cannot be eliminated; to review action taken in the tPCT as a result of incidents and link all of this with business planning 

· Monitoring, at each meeting, the tPCT ’s Risk Register and Action Plan to ensure satisfactory progress in the management of risk
· Receiving and considering reports from the Information Governance Group, Risk Management Group, JNCC and Education & Training Group

· Giving strategic direction and support for the development of Clinical Governance within primary care teams, including all practice employed and tPCT employed staff and also independent practitioners
· Ensuring compliance with the NHS Litigation Authority’s Risk Management Standard(s)
· Contributing to improving compliance with the Standards for Better Health
· Reviewing the Clinical Governance development plan and receiving reports on progress against objectives
· Providing a mechanism for internal assurance on clinical quality and risk management
· Ensuring the effectiveness of the Trust’s arrangements for recording, dealing with and learning from incidents, complaints and claims.

Appendix G:  Risk Management Group Terms of reference 
1. To give direction and support for risk management activities across the tPCT.

2. With the help of the Domain Co-ordinators, to co-ordinate. Standards for Better Health activity with clinical governance and ensure continuous improvement win the tPCT’s compliance with the core and developmental standards.

3. To agree a programme of awareness training, in conjunction with the Learning and Development Manager.  To raise awareness and standards of risk management within the tPCT.

4. To ensure that systems are in place to draft, update and review policies, procedures and other risk management activities. (see Flowchart in Brent tPCT’s “Policy on Writing Policies”)
5. To ensure that systems are in place for a programme of mandatory training and attendance for staff across the tPCT.  

6. To keep under review all Risk Management policies and recommend any necessary changes to policies and procedures.

7. To ensure the tPCT’s Risk Workplan is reviewed and kept up to date.

8. To ensure the Directorate Risk Registers are reviewed quarterly.

9. To act as an early warning mechanism to alert the tPCT to emerging risks.

Membership

The group will not be quorate unless at least five attendees are present.  If quorum is not reached, a meeting can still be held, and decision ratified at the next quorate meeting.   If members are unable to attend a meeting they must nominate a deputy.

The Group will have the power to co-opt.  The constitution of the group can be varied in light of central guidance.

Co-ordinators for Standards for Better Health and the NHSLA Risk Management Standards will be invited, as appropriate, for regular reports.

· Director of Corporate Affairs (Chair)
· Emergency Planning Officer and Provider Risk Manager

· Finance Department representative

· ICT representative

· Human Resources representative

· Integrated Governance Manager

· Health and Safety Advisor

· Learning and Development Manager

· Primary Care Commissioning representative

· Strategic Commissioning representative

· Public Health representative

Reporting

1. The Risk Management Group is a sub-group of the EMT Governance Committee and will provide quarterly reports to it and the Audit Committee on progress with the above activities.

2. To provide annual reports to the Trust Board.

3. To receive minutes from the Health and Safety Committee.

4. To receive quarterly ‘complaints, claims, compliments’ reports. 

5. To receive six-monthly progress reports on the Health and Safety Action Plan.

6. To receive quarterly reports for the Safety Alert Broadcast System (SABS) alerts.

7. Co-coordinators for Standards for Better Health and the NHSLA Risk 

      Management Standards will be invited, as appropriate, for regular 

      Reports.

8. To disseminate information to staff in the organisation through a regular newsletter.  To ensure that learning from incidents, including Serious Untoward Incidents (SUIs), complaints and PALS, takes place across the organisation.
Frequency of meetings

Every other month, unless the weight of business dictates otherwise.

Appendix H: Audit Committee Terms of Reference
1.
CONSTITUTION

The Board hereby resolved to establish a Committee of the board to be known as the Audit Committee.

2.
MEMBERSHIP

The Committee shall be appointed by the board from amongst the Non-Executive directors of the Trust and shall consist of not less than 3 members.  A quorum shall be 2 members.

3.
ATTENDANCE AT MEETING

The Director of Finance, the Head of Internal Audit, and a representative of the External Auditors shall normally attend meetings. The Chief Executive and Chair have rights of attendance at meetings.  However at least once a year the Committee may wish to meet with the External and Internal Auditors without any executive board director present.  

4.
FREQUENCY OF MEETING

Meetings shall be held not less than three times a year.  The External Auditor or Head of Internal Audit may request a meeting if they consider that one is necessary.

5.
AUTHORITY

The Committee is authorised by the board to investigate any activity within its terms of reference.  It is authorised to seek any information it requires from any employee and all employees are directed to co-operate with any request made by the Committee.

The Committee is authorised by the board to obtain outside legal or other independent professional advice and to secure the attendance of outsiders with relevant experience and expertise it if considers this necessary.

6.
DUTIES

The duties of the Committee can be categorised as follows:

Internal Control and Risk Management

The Committee will review the establishment and maintenance of an effective system of internal control and risk management.

In particular, the Committee will review the adequacy of:

· All risk and control related disclosure statements, together with any accompanying Head of Internal Audit statement, prior to endorsement by the board;

· The structure, processes and responsibilities for identifying and managing key risks facing the organisation;

· The policies for ensuring that there is compliance with relevant regulatory, legal and code of conduct requirements as set out in the Controls Assurance Standards and other relevant guidance;

· The operational effectiveness of policies and procedures; and

· The policies and procedures for all work related to fraud and corruption as set out in Secretary of State Directions and as required by the Directorate of Counter Fraud Services.

Internal Audit

· To consider the appointment of the internal audit service, the audit fee and any questions of resignation and dismissal;

· To review the internal audit programme, consider the major findings of internal audit investigations (and management’s response), and ensure co-ordination between the Internal and External Auditors; and

· To ensure that the Internal Audit function is adequately resourced and has appropriate standing within the organisation.

External Audit

· Consider the appointment of the External Auditor, as far as the Audit Commission’s rules permit;

· Discuss with the External Auditor, before the audit commences, the nature and scope of the audit, and ensure coordination, as appropriate, with other External Auditors in the local health economy; and

· Review External Audit reports, including value for money reports and annual audit letters, together with the management response.

Financial Reporting

Review the annual financial statements before submission to the board, focusing particularly on:

· Changes in, and compliance with, accounting policies and practices;

· Major judgemental areas, and

· Significant adjustments resulting from the audit

7.
REPORTING

The minutes of Audit Committee meetings shall be formally recorded and submitted to the board.

Appendix I: Internal & External Stakeholders
	Patients and their families / carers

	Staff (both employed by tPCT & working in Practices within the tPCT)

	Primary Care Trusts Patient Public Involvement Forums

	Staff representative groups such as unions

	NHS London & Department of Health (DoH)

	Specialist commissioning and specialist providers

	London Borough of Brent  (Education and Social Services)

	North West London Hospitals, St Mary’s Hospital and other local acute Trusts

	Hammersmith & Fulham PCT 

	Hounslow PCT (all local PCTs)

	Ealing PCT

	Hillingdon PCT

	Kensington & Chelsea PCT

	Central & North West London Foundation HealthTrust

	Westminster PCT

	Local Voluntary user groups: MIND, Brent Carers’, Mencap, Partnership Boards 

	Internal Audit & External Audit

	All local Primary Care Contractors: General Practitioners, Dentists, Pharmacists and Opticians.

	Local Medical, Dental, Opticians and Pharmaceutical Committees

	Research bodies e.g. Medical Research Council

	Colleges: Royal College of Nursing, Thames Valley University and College of North West London

	Professional Regulatory Bodies: General Medical Council, Nursing and Midwifery Council, British Medical Association, Royal Colleges

	Public

	Media

	Commission for Equality and Human Rights (CEHR)

	Suppliers of goods and services

	National charities

	Local charities / voluntary organisations

	IHSM, NHS Confederation

	Police & Probation services for Brent

	National regulatory bodies:

Food Standards Agency

Healthcare Commission

Health and Safety Executive

· Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995

· Ionising Radiations Regulations 1999

Home Office 

· Mental Health Act Notification Scheme

Medicines & Healthcare Products Regulatory Agency (MHRA)

· Voluntary user reporting of all adverse incidents involving medical devices and equipment

· Mandatory “vigilance” reporting scheme for medical device and equipment manufactures

· Adverse drug reaction (yellow card) scheme 

· Defective medicines reporting 

National Patient Safety Agency

· Adverse patient safety incidents 

NHS Estates

· Firecode – reporting of fire incidents

· Buildings – Buildings and non-medical equipment defect and failure reporting

NHS Litigation Authority

· Clinical Negligence Scheme for Trusts (CNST)

· Liability to Third Parties (LTPS) and Property Expenses Scheme (PES)

	Estates & Facilities Shared Services

	Advisory bodies i.e. NSCAG, NICE, networking partners i.e. Cancer and Learning Disability networks

	External and internal auditors


APPENDIX J: Diagrammatic Representation of Brent tPCT’S Risk Management Structure
                                      

Appendix K:  Sources of further Advice
	Specialist Area
	Name
	Job Title
	Contact Details 

(Telephone Number & E-mail)

	Overall Risk Management

Risk Registers & Risk Assessments
	Bridget Pratt
	Integrated Governance Manager
	020 8795 6395

bridget.pratt@brentpct.nhs.uk


	Clinical Governance 
	Faisal Ahmed
	Clinical Governance Lead
	020 8795 7461

faisal.ahmed@brentpct.nhs.uk


	Emergency Planning Advice and Provider Risk
	Shirley Parker
	Emergency Planning Officer & Provider Risk Manager
	020 8795 6096

shirley.parker@brentpct.nhs.uk


	Health and Safety


	Christian Classen
	Health and Safety Advisor
	020 8795 7456

christian.classen@brentpct.nhs.uk


	Fire & Safety

(Contracted)
	Barry Carpenter
	Fire & Environmental Risk Advisor
	Kensington & Chelsea PCT

020 8962 4248

barry.carpenter@kc-pct.nhs.uk 


	Infection Control
	Lynn Leaver
	Infection Control Nurse
	020 8901 1103
lynn.leaver@brentpct.nhs.uk 



	Medicines Management
	Rashmi Rajayaguru
	Strategic pharmaceutical advisor
	020 8795 6226

rashmi.rajayaguru@brentpct.nhs.uk 

	Fraud

(contracted)
	Finance Department
	Counter Fraud trainer & investigator
	Counter Fraud Services, Bentley Jennison


	Violence to Staff  / Harassment
	-
	Human Resources
	020 8795 4522



	Staff security (theft, physical or verbal assault) (contracted)
	Jim Tye
	Local Security Management Specialist
	0118 9525313
jim.tye@berkshire.nhs.uk


	Occupational Health (provided via a Service Level Agreement)
	Reception
	
	020 8795 6048




Appendix L:  Glossary of Key Risk Management Terms
The following definitions of risk management terms have been adopted by the tPCT from the Australian/New Zealand Standard 4360:1999 on “Risk Management” except where otherwise indicated.

	Term
	Definition

	Consequence
	The outcome of an event expressed either in financial terms or qualitatively, being a loss, injury, disadvantage or gain.



	Likelihood
	The possibility of an event happening



	Risk
	The chance of something happening that will have an impact upon objectives.  It is measured in terms of consequences and likelihood.



	Risk Assessment
	The overall process of risk analysis and risk evaluation.



	Risk Analysis
	A systematic use of available information to determine how often specified events may occur (likelihood) and the magnitude of their consequences.



	Risk Evaluation
	The process used to determine risk management priorities by comparing the level of risk against target risk levels or other criteria



	Risk Management
	The culture, processes and structures that are directed towards the effective

management of potential opportunities and adverse effects.



	Risk Register
	A management tool that enables an organisation to understand its comprehensive risk profile.  It is simply a repository for all risk information. 




* From Making it Happen.  A guide for Risk Managers on how to populate a risk register.  Controls Assurance Support Unit, Keele, 2002

Appendix M:  Sources of Risk Identification
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Appendix N:  Integrating the Risk Register into the Risk Management Process
	1
	All Staff
	Risks/Hazards/Complaints etc. reported in line with appropriate policy
	

	2
	Team/Department Managers
	Perform risk assessments and inform Heads of Services

	

	3
	Heads of Services 
	Prepare team/departmental risk registers and forward to Risk Champions
Review team/departmental risk registers


	

	4
	Risk Champions
	Prepare Directorate Risk Registers Review and Implement Directorate Risk Registers & Risk Action Plans 
	Process monitored by Internal Audit who report to Audit Committee

	5
	Integrated Governance Manager


	Prepare Corporate Risk Register


	

	6
	EMT Governance Committee
	Review all Directorate & Corporate risk registers


	

	7
	Specialist Committees e.g. 

 PEC, Prescribing & Medicines Management Committee, Health & Safety, Infection Control etc.
	Review specific risk issues

Advise on the treatment of risks
	

	8
	Audit Committee
	Receive and review exception reports on risks and make recommendations as required
	

	9
	Trust Board
	Reviews Corporate Risk Register

Makes decisions on issues that cannot be funded locally
	


Appendix O:  Assurance Form

Risk Management Policy & Strategy
Department: …………………………...

I have read and understood the above document and agree to abide by its content.

	Name
	Signature
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Appendix P: Policy Ratification and Publication Flowchart
	Draft Policy




                                                        ↓

	Policy agreed at Governance EMT




                                                        ↓

	Policy ratified at Board




                                                        ↓

	Policy uploaded to the intranet




                                                        ↓

	Publicity of Policy

Send to Communications Department for Communication Bulletin Present at staff forums / meetings e.g. Senior Directorate Meetings



	                                                        ↓

Present at staff forums / meetings e.g. Senior Directorate Meetings




                                                        ↓

	Present at staff forums / meetings e.g. Senior Directorate Meetings




                                                         ↓

	Policy to be monitored through the use of key performance indicators


















Trust Board








Audit Committee

















Monitor and Review








Governance


EMT





Communication and Consultation





Assess


Risks





Treat Risks





Evaluate and Rank Risks





Analyse Risks





Professional Nurses Forum





Establish Context





Identify Risks





Clinical Audit & Research Steering Group








Health & Social Care Act Panel





NOW RECORD YOUR FINDINGS ON THE Risk Register TEMPLATE  (AN EXAMPLE IS ALSO SHOWN BELOW)





JNCC (Workforce)





Information Governance Group








Education & Training Group









































Sub Group / Committee








Remuneration Committee
























































1.  cross reference each risk with the Trust objective/target it will have an impact on. Give a unique reference no


2.  State the source of the risk (including, but not limited to, incident reports, risk assessment, and complaints


3. Enter a simple statement about the risk – include what the risk is and how it might be caused.


4.  Include any systems, processes, measures, controls etc that are currently in place to manage these risks. Consider whether there are contingency arrangements in place should these risks materialise.


5.  what would the consequence of this risk be should it occur, and how likely is it to occur (use the scale at the bottom of the register and refer to impact definitions). Enter a risk rating (RR)  score


6.   who owns the risk, please identify a named person if possible.  The risk owner will be responsible for 9.  taking action to effectively manage the risk.


7.  if you have identified actions necessary to improve the management of the risk, list the actions


8.   when do you intend to review the assessment of the risk and any actions identified? Provide update status on actions


9.  Enter the risk rating score you reside with following risk treatment














Key:














Standing Committee





Five easy steps to Risk Assessment





Health & Safety Committee





Risk Management Group











PBC Approval Committee





Professional Executive Committee (PEC)








Infection Control Network





Prescribing & Medicines Management Committee





Medical Devices Group
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