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1. 
Introduction

Risk Management has been defined as the culture, processes and structures that are directed towards the effective management of potential opportunities and adverse effects. The tPCT Board needs to be confident that “the systems, policies and people they have put in place are operating in a way that is effective, is focused on key risks and is driving the delivery of objectives” (DoH 2002).  The Trust is developing an integrated Risk Management system, covering both clinical and non-clinical activities, which will significantly help the Trust to meet its business objectives. 

Good risk management awareness and practice at all levels is a critical success factor for any organisation. Risk is inherent in everything that the Trust does: treating patients, determining service priorities, managing a project, purchasing new medical equipment, deciding about future strategies, or even deciding not to take any action.

In the NHS, risks are managed continuously - sometimes consciously and sometimes without realising it. But often risks are not managed systematically and consistently. The need is to adopt a systematic and consistent approach to risk management throughout the Trust and to all functions and activities within the Trust.

This strategy sets out the tPCT’s approach to risk management. The approach is based on:

· The generic principles contained in the Australian/New Zealand Standard on risk management that has been adopted across the whole of the NHS 

· “Doing Less Harm” – National Patient Safety Agency (NPSA) August 2001

· Learning from other PCTs and the rest of the NHS

· The experience of staff within the service.

Significant research is being undertaken in this developing area and this Strategy is based on current best practice and is compliant with the NHS Litigation Authority’s requirements. The Strategy will be reviewed regularly and updated as necessary in the light of experience.

2. 
Principles  

The following key principles are essential for the successful implementation of this Strategy:
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The Policy and these ten Principles, some of which are still being fully implemented, apply to all areas of the tPCT’s work both clinical and non-clinical.

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. 

Risk Management encompasses the whole Trust. By implementing a tPCT wide process of Risk Management, managers will encourage staff to recognise potential risks and feel free to report a clinical or non-clinical incident or near-miss knowing that they do so in a fair-blame culture, except where the Trust’s policies and guidelines are deliberately breached or there is wilful misconduct or negligence.

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 and Action Plans for each Directorate and for the tPCT as a whole.

This Strategy will develop an effective risk management process enabling the Trust to be able to comply with Standards for Better Health, Corporate Governance and Clinical Governance requirements. This will also improve the management of the Trust’s financial, capital and human resources. Appendix A shows the risk 

management procedures that have been developed for use throughout the tPCT to ensure that an effective process is implemented.

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. Fair Blame Culture

All members of staff have an important role to play in identifying, assessing and managing risk. To support staff in this role the tPCT will promote a fair, consistent environment, which does not seek to apportion blame. In turn, this encourages a culture of openness and willingness to admit mistakes.  All staff are encouraged to report any situation where things have, or could have gone wrong.  Balanced in this approach is the need to provide information, counselling and support for staff through any such situation.  As risk management develops in the tPCT, the objective will be to develop such a culture within Brent tPCT.

At the heart of this policy is the desire to learn from events and situations in order to continuously improve management processes. Where necessary, changes to the tPCT’s systems will be made to enable this.

Providing the full facts are told, no disciplinary action will be taken as a result of a risk management investigation. The fair blame policy is excluded where it is found that a member of staff has acted:

· illegally - against the law (e.g. assaulting a colleague); or

· maliciously  - intending to cause harm which s/he knew was likely to result (e.g. deliberately releasing confidential information); or 

· recklessly - deliberately taking an unjustifiable risk where s/he either knew of the risk or s/he deliberately closed his/her mind to its existence (e.g. working while under the influence of alcohol or repeatedly making the same careless mistake).

Should disciplinary action be appropriate, this will be made clear as soon as the possibility emerges. The investigation would then be modified to take account of personnel policies with advice from Human Resources as appropriate.

6.
Definitions

(Adapted from the Australian/New Zealand standard AS/NZS 4360:1999.)
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). See appendix A.

Risk Management is “the culture, processes and structures that are directed towards the effective management of potential opportunities and adverse effects”.

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

7. 
Overall Risk Management Objectives

Seven key overall objectives have been developed to ensure the Strategy is achieved:  

	Objective 1
	
	Objective 1 will be achieved by:

	To develop a risk aware culture throughout the Trust.
	
	· Improving induction courses and continuous professional education 

· Organising risk management training for all staff

· Introducing a Staff Risk Management Update and reinforcing the need for staff to consider and assess risk in all daily work activities.




	Objective 2
	
	Objective 2 will be achieved by:

	To ensure that appropriate systems are in place for identifying, assessing and controlling key risks.

 
	
	· Ensuring all staff are aware of and understand the Risk Management procedures set out in Appendix A

· Developing a more robust incident reporting system that not only integrates fully with the Trust’s risk management system but also leads to action that reduces the likelihood of the incidents reoccurring.




	Objective 3
	
	Objective 3 will be achieved by:

	To maintain effective organisational structures for Risk Management so that a Trust – wide consistent approach to Risk Management is taken.
	
	· Ensuring that the structures and responsibilities set out in the appendices are effective in practice 

· Ensuring that the Board reviews annually the effectiveness of structures and responsibilities to identify any useful improvements

· Developing an effective framework to support the risk management activities of the independent practitioners.




	Objective 4
	
	Objective 4 will be achieved by:

	To ensure that the Trust’s Chief Executive is provided with evidence that risks are being appropriately identified, assessed, addressed and monitored.
	
	· Ensuring Risk Registers and Action Plans are kept up to date through regular reviews being undertaken in each Directorate to ensure that risk recording and analysis is effective and that suitable evidence files are maintained

· Monitoring the results of independent reviews by internal audit and the NHS Litigation Authority’s representatives

· An Audit Committee review of assurance and risk management progress on behalf of the Board, undertaken annually prior to the signing of the Statement on Internal Control by the Chief Executive.   




	Objective 5
	
	Objective 5 will be achieved by:

	To ensure good and steady progress in the implementation of effective Risk Management across the Trust.


	
	· Establishing and monitoring performance indicators covering the risk management process

· Taking part in the National benchmarking studies to identify not only how well the Trust is doing but also what steps it can take to improve further.




	Objective 6
	
	Objective 6 will be achieved by:

	To comply with the Standards for Better Health, and Clinical Governance requirements and to adopt wherever possible best practice.


	· 
	· Updating the self-assessments against the Standards for Better Health taking into account Controls Assurance where applicable and other relevant standards as appropriate  

· Reviewing progress annually against the baseline self-assessment 

· Implementing a system for continuously informing the Board on compliance with Standards for Better Health and other standards

· Ensuring the effectiveness of the Clinical and Corporate Governance Committee.




	Objective 7
	
	Objective 7 will be achieved by:

	To embed the concepts and ideas of Risk Assessment and Risk Management into the day to day working practices of the Trust.
	· 
	· Covering risk management in annual performance reviews, job descriptions and recruitment selection criteria  

· Making risk management a regular agenda item at Board and Executive meetings

· Ensuring all Strategic and Business Plans consider risk management.




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 Clinical and Corporate 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.

At each of its bi-monthly meetings the Board will have a standing agenda item to discuss risk management issues and review the tPCT Risk Register.  The PEC meets monthly and can consider key risk issues on a monthly basis. The PEC will consider the minutes from the Clinical and Corporate Governance Committee.

The Clinical and Corporate 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.  The 

output of the risk management system for both clinical and non-clinical risk will be considered by the Committee.

8.3 The Risk Management responsibilities of Directors

Directors with special risk management responsibilities

Set out below are the key responsibilities of the two directors with operational remits in relation to risk management and the key responsibilities of all directors and managers. The Director of Nursing, Quality & Clinical Governance has delegated responsibility for clinical and non-clinical risk management and is responsible for:

Coordinating risk management activities and leading on the overall assessment of the Standards for Better Health across the tPCT

· Helping to ensure that the tPCT is compliant with the NHS Litigation Authority’s Risk Management Standard for Primary Care Trusts 

· Co-ordinating risk management activity with Clinical Governance 

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

· Overseeing clinical audit and clinical best practice development and benchmarking

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

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

The Director of Finance has delegated responsibility for financial risk management and is responsible for:

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

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

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

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

· Helping to ensure that the tPCT is compliant with NHS Litigation Authority’s Risk Management Standard for Primary Care Trusts

· Helping to ensure the Trust complies with the Standard for Better Health.

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 

· Implement effective risk treatments 

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

8.4 The Risk Management responsibilities of Managers

Day-to-day management of risk forms part of the line manager’s function.  

All Managers are responsible for:

· Ensuring tPCT Risk Management policies and procedures are implemented within their area of responsibility and adapted as necessary to reflect the local risk profile

· Developing a local risk register, monitoring it on a quarterly basis (minimum) and referring any issues which cannot be managed locally for entry on to the Directorate and/or Corporate Risk Register

· Identifying and rectifying poor performance on a timely basis

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

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

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

· Ensuring 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 Director, and/or Clinical & Corporate Governance Committee if local resolution has not been satisfactorily achieved.

tPCT Risk Manager

The Risk Manager has specific responsibility for risk management and oversees the tPCT’s risk management processes.  

The Risk Manager 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.

The Risk Manager 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.  The role includes monitoring of proposed developments and initiatives and checking that they are likely to be compliant with good risk management practice.  The Risk Manager is also responsible for the maintenance and development of the overall risk register.

Other Managers with special responsibility for risk management

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

· Fire & Safety Risk Advisor, Estates and Facilities Shared Services (advice on Fire and Health & Safety issues and collation of incident reports (soon to be changed))

· Infection Control Nurse (advice on Infection Control issues)

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

· Pharmaceutical Advisors (Medicines Management / Prescribing issues)

Contact details of these and other sources of advice are at Appendix G.

8.5 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.

8.6 Committee Responsibilities

The Trust Board has delegated its risk management activities to the Clinical and Corporate Governance Committee whose terms of reference are set out at Appendix B. The Committee has overall responsibility for Risk Management.  It may delegate detailed work in any of these areas 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 C.  

A diagrammatic representation of the Risk Management structure within the tPCT appears at Appendix F.  There is significant cross-membership and sharing of minutes to ensure an integrated and efficient approach.

The Clinical and Corporate Governance Committee, which is chaired by a Non-executive Director, 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.  The Clinical and Corporate Governance Committee meets at least 4 times each year and will review the tPCT ’s Risk Register and the Risk Management Action Plan as well as progress against this Strategy on a regular basis.   

The Clinical and Corporate Governance Committee’s terms of reference includes responsibility for:

· 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
· Assisting the Director of Nursing, Quality & Clinical Governance and the Director of Finance to direct the risk management process on behalf of the Chief Executive

· Receiving reports from and considering the minutes of the Locality Clinical Governance Groups and the Risk Management 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.

The Risk Management Group’s responsibilities are set out in Appendix C and include:

· Giving strategic direction and support for risk management activities across the tPCT 

· Co-ordinating risk management activity with Clinical Governance and ensuring continuous improvement in the Trust’s compliance with risk management standards

· Ensuring the Trust’s risk registers and action plans are kept up to date

Each GP Practice has a Clinical Governance Lead and a practice meeting that includes clinical governance within its remit. These meetings are being extended to include risk management. The PMS contract between the tPCT and the Practices reflects risk management requirements. Protected learning time for the Practice Teams enables them to develop action plans that form part of the PMS performance framework.

8.7 Ensuring a concerted and integrated approach to risk management

The Committee and management structures set out above are designed to work together to ensure a concerted and integrated approach to risk management. Integrated risk management requires Corporate Governance and Clinical Governance and to work together and not in isolation. This will be done through the joint working of the two key Directors.

The Clinical and Corporate Governance Committee and its sub groups share minutes and papers, and have a significant amount of cross membership. The two Directors report directly to the Chief Executive who has overall accountability for risk management. Between them, the Clinical and Corporate Governance Committee, its 

sub-Groups and Directors have responsibility for the operation and integration of all key risk management systems and their output.

The tPCT’s key risk management resources are its people, systems, equipment, buildings and estate. The risk management aspects of these resources are monitored by the above Directors, Committee and its sub groups. They rely on the other Directors, managers and all staff to work together to provide an integrated approach to the management of risk. This means that there must be a pervading culture that encourages: 

· people to work together effectively and to recognise and manage risks

· systems to be developed so that better performance management, health and safety, finance, operational and other information is more readily available

· more effective incident reporting, complaints and claims handling activities

· better and safer buildings and estates

· better maintained and safer equipment

· all risks and information about the management of risks to be identified and co-ordinated through the tPCT ’s Risk Registers and Action Plans no matter whether the risks are clinical, financial or organisational in nature.

To encourage this integrated and more effective working a regular update will be sent to all staff describing progress against this Strategy, setting out significant risks facing the tPCT and re-emphasising each member of staff’s role in Risk Management.

9. Governance Convergence and the Integrated Approach

The Trust is committed to achieving a fully integrated approach to governance where clinical and corporate governance sit side by side. The Trust will achieve this through the above objectives. 

Corporate Governance has been defined by the Audit Commission as “The systems and processes by which health bodies lead, direct and control their functions in order to achieve organisational objectives, and by which they relate to their partners and wider community”. Corporate Governance focuses on having the necessary organisation, finance and systems in place to minimise risk whereas Clinical Governance focuses on continuous improvements in quality.

The Trust will progressively improve its compliance with the criteria within the Governance domain of the Standards for Better Health. This domain sets out the control criteria at Board level for risk management, compliance with laws and regulations and the Board’s responsibility for the whole system of control (financial, organisational and clinical). The Governance standard will help to meet requirements of Clinical and Corporate Governance.  

Corporate Governance covers all the Trust’s activities, which are subdivided thus:

9.1 Clinical Governance

The principal focus of governance in the NHS has, in recent years, been on financial systems. With clinical governance the emphasis is on clinical quality and on how clinical processes and outcomes can be improved.  Clinical governance needs to be built on a solid foundation of good financial and organisational controls.  Figure 2 below shows the overlap between clinical and non-clinical risks.

Figure 2: Overlap between clinical and non-clinical risk
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A separate Clinical Governance Accountability Framework specifically deals with Clinical Governance matters and includes reference to risk management. It is

 consistent with, and should be read in conjunction with, this overall Risk Management Strategy.

9.2
Clinical Governance Compliance

The fundamental principle of the Government’s ten-year programme of modernisation in the NHS is to improve quality. Through the introduction of Clinical Governance the NHS is to give the quality of clinical care provided the same status as the organisational and financial well-being of Trusts.

The aim of Clinical Governance is to put in place an assurance function for the systems of Clinical Quality Management that must be driven by the culture of the organisation. The Clinical Governance agenda puts accountability for Clinical Practice with individual clinicians and line managers. 

There are clear and close links between risk management  and Clinical Governance making them both part of the same process.  The work of the groups that are part of the Clinical Governance process will contribute to the overall risk management process. This Strategy therefore deals with Risk Management generically across the Trust and deals with both clinical and non-clinical matters. 

9.3
Controls Assurance and Trust’s current approach

The Controls Assurance process was introduced in 1999 by the Department of Health to “provide evidence that NHS organisations are doing their reasonable best to manage themselves so as to meet their objectives”.  Twenty-two Controls Assurance standards were used throughout the NHS to assess whether Trusts meet minimum risk management standards in specified areas.

On 1 August 2004, returns against the controls assurance standards were no longer required by the Department of Health.  Some requirements have been integrated within the Standards for Better Health.

Where relevant, the tPCT will continue to implement Controls Assurance action plans that will help reduce risks, improve quality and provide evidence for compliance with the Standards for Better Health.

9.4 Standards for Better Health

The Standards for Better Health were published by the Department of Health in July 2004.  The standards represent the Healthcare Commission’s new approach to assessment.  Core and developmental standards, together with sub-criteria, are spread over seven domains.  

The core standards specify the minimum standard of care that all NHS organisations are expected to deliver.  Healthcare organisations were expected to meet core standards from the date of publication of the document, the rationale being that they represented existing NHS requirements.

The developmental standards require Trusts to improve on the minimum standard and will contribute towards the annual ratings.

Roles of Executive Leads for each Domain

Brent tPCT has nominated Executive Leads for each domain.  Their role will be to monitor the levels of compliance through self-assessments for their 

domains and to work with Directorates across the organisation as required achieving compliance with the Core and Developmental standards.

The Executive Leads for each domain are:

	Domain
	Executive Lead

	Safety
	Director of Nursing, Quality & Clinical Governance (overall lead for assessment of Standards for Better Health)

	Clinical and Cost Effectiveness
	Director of Public Health

	Governance
	Chief Executive

	Patient Focus
	Director of Joint Working

	Accessible and Responsive Care
	Director of Commissioning & Modernisation

	Care Environment and Amenities
	Director of Primary Care

	Public Health
	Director of Public Health


Roles of other Executive Directors and tPCT staff 

It is recognised that compliance with the Standards for Better Health will require close cross-organisational working.  For example, Executive Leads for each Domain may require information and assurance on criteria within the domains outside of their remit.  The Executive Leads will therefore be supported in their work by other Directors and teams as required.

9.5
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.


A reviewing and monitoring process has been agreed by the Board with specific roles which are summarised below:

· Executive Management Team – update Directorate Assurance Frameworks at least quarterly

· Clinical & Corporate Governance Committee -  “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

9.6 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. Risks of all types need to be identified, given an initial rating, and recorded in the risk registers using the three key categories 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.


The Director of Finance has executive responsibility for financial risk management.  The Director of Nursing, Quality & Clinical Governance has executive responsibility for all other areas of risk.

10. The Risk Management Process

Risk Management is a proactive systematic process of risk identification, analysis, treatment and evaluation of potential and actual risks. The primary purpose of Risk Management is to enable individuals and the Trust to deal competently with all key risks, clinical or non-clinical thereby providing more confidence that the tPCT will achieve its objectives.

Through the implementation of this strategy and appropriate training, it is anticipated that staff will develop a deeper understanding of the breadth of their statutory duties of care. This should lead to staff feeling confident in identifying potential risks and in reporting untoward incidents and near misses, freely participating in audits and peer reviews and having ownership of polices, procedures and guidelines. Managers in particular should appreciate the value of their contribution to Risk Management through implementing the risk assessment process within their area. 

11. Implementing the Risk Management Process

11.1 Linking risks to the tPCT’s objectives

The first step in preparing any Board assurance framework is for the Board to identify its organisation’s objectives. It is necessary for the Board to focus on those that are crucial to the achievement of its overall goals and these are defined as the principal objectives. These are incorporated at the strategic and Directorate (or equivalent) level. Objectives are reviewed and changed over time and the risk management process takes account of this.

At the strategic level, principal objectives will include those linked to the NHS Plan, the Local Delivery Plan, national targets, and financial responsibilities, compliance with governance and risk management standards, health improvement plans and partnerships. The tPCT objectives are in turn supported by those of Directorates and individuals.  The tPCT will monitor the linkages of these objectives to the strategic objectives over time through the Personal Development Plan (PDP) process to provide assurance that the whole organisation is working together effectively.

Principal risks are defined as those that threaten the achievement of the tPCT’s principal objectives. It is essential that the risk management process focuses on the need to identify and manage principal risks and it is the responsibility of the Clinical and Corporate Governance Committee to ensure that this is effectively planned, on a continuous basis.

It is often easier to identify specific risks at the Directorate rather than at the strategic objective level. However it is necessary to take a strategic view to identify risks that affect all or many parts of the organisation to ensure that their total impact is assessed. What is important is the need to ensure that the linking of risk to objectives forms an integrated part of the tPCT ’s management activity and to ensure that this process brings real value and relevance and does not become a paper or ‘tick box’ exercise.

11.2 Assessing risks

The tPCT has adopted a common framework for the assessment and analysis of all risks whether they are strategic or operational, clinical, financial or organisational. This assessment is explained at Appendix A and the resulting ratings of each risk’s consequence and likelihood is entered in the tPCT’s Risk Register. 
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.

11.3 Local & Corporate 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. The Prism Risk Management System will enable the tPCT to record links between lower level risks and higher level risks which are reported to the Trust Board and Clinical & Corporate Governance Committee.

Risk Registers will be maintained detailing all the significant risks the Trust has to manage.  A local risk register will be maintained in each Directorate and department..  Risks arising out of the assessment of the Standards for Better Health will also be included on the 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 A.  Where Directorates feel that a risk cannot be addressed by the Directorate, it should be notified to the Risk Manager who will consider the risk for inclusion on the Corporate Risk Register.   

The Corporate Risk Register contains the most significant risks i.e. graded “HIGH”  or Red risks following assessment using the risk assessment matrix at Appendix A.   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.

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 Clinical & Corporate 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.

11.4 The tPCT Risk Management Action Plan

For each entry on the risk register, there should be a corresponding entry on the Risk Treatment Schedule and Plan (Appendix A).  Where the risk is being treated, a Risk Action plan should be prepared - the Risk Action Plan template at Appendix A can be used.  Detailed individual risk treatment action plans must be prepared for each strategic and other risk scoring 15 or above using the Risk Action Plan template at Appendix A.

The Trust-wide Risk Management Action Plan will include a summary of these individual action plans together with the actions set out earlier in this Strategy to achieve the seven objectives.  

It is the responsibility of each Directorate to ensure that its risk register, risk treatment schedule and plan and action plans are regularly reviewed to keep them up to date.  Risks are constantly changing and actions should be being progressively implemented. By updating their details, Directorates will automatically update the aggregated Trust-wide Register and Action Plan, which is used to keep the Board informed of progress.  As a minimum, formal quarterly reviews and updates of risk registers, risk treatment schedule and action plans should be completed.  

A formal annual review is required as at 31 March each year and it is particularly important that all records are up to date at the time of these reviews. 

11.5 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 entered in the Risk Register the adequacy of the control(s) relating to the risk will be assessed and any necessary action determined and entered in the Action Plan. 

11.6 Board Assurance

An assurance framework has been put in place which will provide the Board and the Chief Executive with the evidence needed to support the Annual Statement on Internal Control.  The Board has agreed a process for developing the Assurance Framework and as the tPCT’s work on risk management progresses, the linkages between principal objectives, risks and key controls will become clearer together with what assurance is available about each element of the whole process. 

Sources of assurance include management reviews, internal audit, external audit, clinical audit, Healthcare Commission, NHSLA and other similar reviews.

11.7 Reporting to the Clinical and Corporate Governance Committee

Regular reports will be prepared for meetings of the Clinical and Corporate Governance Committee. The report will identify significant risks individually and all other risks in aggregate form. 

An individual Risk Action Plan will accompany all significant risks reported to the Committee for comment and, where required, further action. Directors will be responsible for ensuring Risk Action Plans are produced within their area of responsibility. The Clinical and Corporate Governance Committee will determine who will take responsibility for the treatment of risks and this will be recorded on the Risk Action Plan. 

The Clinical and Corporate Governance Committee will set a review date for all significant risks to monitor effectiveness of the treatment identified in the individual Risk Action Plans. Risks will be re-graded following treatment and the Risk Register amended accordingly. 

The Clinical and Corporate Governance Committee will supervise the operation of the Risk Register and the processes that support it.

11.8 Standing Financial Instructions and Standing Orders

The processes for eliminating or minimising the Trust’s exposure to risk are set out in the Standing Financial Instructions (SFIs) which are subordinate to the Trust Standing Orders. These provide the business framework in which the Trust Board must operate when transacting business of the Trust. The SFIs are supported by: 

· Operational Guidelines and procedures as detailed in the Finance Manual which determines how the activities covered by the SFIs are carried out

· Procedural instructions that specify the methods by which the activities are to be carried out.

11.9 Clinical Negligence Scheme for Trusts (CNST)

The NHS Litigation Authority operates a Clinical Negligence Scheme for Trusts to provide a means for trusts to fund the cost of claims for clinical negligence. Schemes also exist to cover certain non-clinical claims. The NHSLA schemes support effective risk management. Discounts on scheme contributions are available to trusts (and will be to PCTs) that can demonstrate significant compliance with set standards. The Trust will monitor the developing application of the schemes to PCTs and will seek to comply with the NHSLA standards. Suitable actions will be incorporated into the Trust’s Risk Management Action Plan to ensure that this takes place.

11.10 Involving Stakeholders

At first glance, risk management may appear a dry and remote process.  It is vital that it is used to address the needs of patients and to improve their experience of the care, which the tPCT provides.  Brent tPCT will aim to actively involve patients and the wider community in the development of its risk management framework.  For example, enabling patients and public to feed into the incident reporting process will capture events from this valuable perspective.

The Clinical and Corporate 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 Clinical and Corporate 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.

12. Risk Management Training

This strategy identifies risk management as the business of everyone in the tPCT. The training and development of its staff is an integral part of the tPCT’s approach to risk management. 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 Clinical and Corporate 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.
An education and training strategy will be developed by the Education, Training & Development Group and will be monitored by the Clinical and Corporate Governance Committee. Non-clinical specialist training and general risk management training will be developed by the Education and Training Group which is a sub Group of the Clinical and Corporate Governance Committee.

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.

13. A Learning Organisation

Developing a learning culture is a prerequisite of successful risk management. The tPCT is committed to being a learning organisation. To support this, the tPCT will ensure the following:

· PDPs for all staff that are regularly reviewed and acted upon

· Delegated budgets down to appropriate levels to support training and development

· Regular analysis of incidents/potential incidents/near misses to identify learning points and necessary actions

· Communications systems which reach all staff and stakeholders

· Opportunities for front line staff and users/carers to directly contribute to the process of continuous improvement

· A culture that encourages innovation and is founded on no blame.

14. 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.  A report will be presented to meetings of the Clinical and Corporate Governance Committee demonstrating how this Strategy is being implemented, and reviewing progress with both the Risk Registers and the Action Plans. 

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.

Through its sub Groups, the Clinical and Corporate Governance Committee will also monitor in detail risk management performance. Recording and analysis of incidents, complaints and claims already takes place and the systems for these will be developed further. The tPCT’s performance management framework is being reviewed to identify ways in which information for risk management purposes can be identified and reported through to the Clinical and Corporate Governance Committee.

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 efficacy and usefulness of these indicators will be reviewed regularly by the Clinical and Corporate Governance Committee. Consequently, they will continue to be refined and developed. The indicators currently include:

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

· The design of and the 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 Clinical and Corporate 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 NHS Plan targets and other 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. 

15. Annual Risk Management Report and Plan

The Clinical and Corporate Governance Committee will produce an annual plan for approval by the PEC/ 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.

The Annual Risk Management Plan will form part of the tPCT’s Business Plan.

16. Links to other policies

This Risk Management Policy should be read in conjunction with the tPCT’s other related policies dealing with risk issues, including: incident reporting, complaints, claims, infection control, clinical audits, fire and health and safety.  These will be reviewed to reflect the new structure where necessary.

Other more specific policies which also deal with risk issues are being developed including manual handling and display screen equipment.

17. Distribution and Staff Briefing

This Risk Management Policy and Strategy is being distributed to every member of staff. Directors and managers will ensure that all staff are briefed on its contents and on what it means for them.

A clear description on how the risk management strategy is to be communicated within their teams will be sent to all managers along with this version of the risk management strategy.

This document will also be made available to all other stakeholders as appropriate.

With Acknowledgement to PPS Consulting for their Risk Management Policy and Strategy

APPENDIX A:  BRENT TEACHING PRIMARY CARE TRUST PROCEDURES FOR MANAGING RISK 
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1.
Risk Management Procedures

Risk Management is about effective and systematic application of management policies, procedures and practices to the tasks of establishing the context of, identifying, analysing, evaluating, treating, monitoring and communicating risk. 

· There are two key systems, which govern risk management in the tPCT:  Trust-wide Risk Register (and Risk Management Action Plan)

· 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. 

The Trust Risk Management Register and Plan will be consistent with, and drawn from the individual risk registers and action plans maintained in each Directorate. It will be monitored by the Clinical and Corporate Governance Committee, and the Board.
This system will minimise the likelihood of risks happening and their consequences if any of those risks do occur. The system will build on Corporate and Clinical Governance arrangements and will ensure that all categories of risks are identified, analysed and managed.

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 Register & Action Plan

Step 1.
Identify the risk

Risk is “the chance of something happening that will have an impact on objectives. It is measured in terms of consequences and likelihood” (from the Australian/New Zealand Risk Management Standard (AS/NZS 4360:1999 and in line with national guidance). 

E.g. There may be a breach of patient confidentiality due to information being stored on computers without passwords.

Risk can be identified from many sources of information.  Some of these are reactive (e.g. incidents), proactive (risk assessments), internal (staff consultations) or external (Inspections).  A diagram illustrating the sources of information appears at Appendix I.

Step 2.
Grade the risk

The same 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.

Risk Grading Tool

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



	Description
	PERSONS (PATIENTS/ STAFF/ VISITORS ETC)
	Numbers of persons AFFECTED
	ORGANISATION IMPACT

	(5) Catastrophic
	· Death or multiple deaths involving any persons
· Or Near Miss which could have resulted in death 

	· >50 e.g. cervical screening concerns, vaccination error, building collapse, asbestos exposure
	· Potential closure of the tPCT
· International adverse publicity/ severe
· loss of confidence in the organisation
· Extended service closure

· Litigation > £1 million

	(4) Major
	· Major permanent harm
· Procedures involving the wrong patient or body part
· Known or suspected case of health care associated infection which may result in major permanent harm, e.g. Hepatitis C

· Rape (but only on determination that a rape has actually occurred, or the organisation believes there is sufficient evidence to make the allegation a serious one)

· Any amputation or loss of sight of employee or contractor

· Or Near Miss which could have resulted in the above 
· Increased length of stay >15 days
· Increased level of care >15 days
· Excessive injuries.
	· 16-50
	· National adverse publicity/ major loss of confidence in the organisation
· Temporary service closure
· Litigation > £500k- £1 million 
· Major environmental implications
· Major financial loss
· Major loss of reputation
· Major business interruption


	(3) Moderate
	· Semi-permanent harm (up to 1 year) including-
· Known or suspected health care associated infection which may result in non permanent harm
· Any fracture or severe physical trauma suffered by Trust employee or contractor

· Or Near Miss which could have resulted in the above
· Medical treatment required
Increased length of stay >8-15 days

· Increased level of care >8-15 days
	· 3-15
	· Local adverse publicity/ moderate loss of confidence in the organisation
· -Litigation > £50k- £500k
· Moderate environmental implications 
· Moderate financial loss
· Moderate loss of reputation 
· Moderate business interruption

	(2) Minor
	· Non-permanent harm (up to 1 month) including- Known or suspected health care associated infection which may result in non permanent harm
· Any injury to staff member or contractor resulting in more than three days absence

· Or Near Miss which could have resulted in the above 
· First-aid treatment
· Increased length of stay <1-7 days 
· Increased level of care 1-7 days
	· 1-2
	· -Litigation <£50k
· Low financial loss
· Some loss of reputation.

	(1) None
	· No obvious harm 
· No injuries.


	· N/A
	· Minimal impact, no service disruption

· Little or no financial loss.


E.g. if the breach of patient confidentiality occurs, what would its consequence be?

Step 3.
Level of Risk: 

Q: What is the level of the risk?

Combining consequences and likelihood to assess the level of each 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


Risk Key

	Red (15-25)
	High risk

	Amber (8–12)
	Moderate risk

	Yellow (4–6)
	Low risk

	Green (1-3)
	Very low risk


3.
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 Clinical & Corporate Governance Committee (CCGC) identifying treatment options

· Quarterly report to CCGC 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

	
	
	


4.
Risk Treatment Strategies

Risks to the Trust can be:

Accepted: “Very Low” risks can be accepted as requiring no further action. On reviewing this type of risk it may, however, be decided that some cost effective action would reduce the risk still further. Action on this risk is a lower priority.

Transferred: e.g. contracts with an external organisation may transfer some financial risk. 

Managed: If a risk is deemed unacceptable, action should be planned to reduce it to an acceptable level.  In many cases action can be taken to change the way activities are carried out in order to reduce the risk identified. The Trust is committed to using a systems/holistic approach to risk management.

Avoided: in some cases risk cannot be accepted, transferred or managed.  Then the Board may decide a particular risk should be avoided altogether. This may involve ceasing the activity giving rise to the risk.

Where risk treatment plans require significant additional funding, or changes to the working pattern of the Trust, the Board will make these decisions.  The advice of the Director of Finance should be sought on other decisions with less significant implications. There is no central risk management budget. All departmental budgets should include a sum for risk management activities.

5.
Legal requirements

Certain actions may need to be planned to deal with specific legal requirements, e.g. Health and Safety notices/directions. Based on the above matrix alone, it is possible that such actions need not be undertaken urgently as the risk has been assessed and categorised as low. However, it is the policy of the Trust that it will seek to comply with any legal requirements at the earliest possible opportunity irrespective of what would be the usual date for action.  Such items will be marked appropriately in the Action Plan and the deadline for action will usually be less than one year.  

6.
Procedures & responsibilities for risk identification, assessment, analysis and treatment

The Australian/New Zealand Risk Management Standard and this appendix set out the procedures and systems to be used to identify, assess, analyse and treat risks. All staff have a responsibility for all these areas of risk management, although the allocation of specific responsibilities and levels of authority for each service area will be set by the appropriate Director.  A structure on how risk management should be integrated into management processes is at Appendix J.

The level at which risks may be accepted is explained in the next section. Any member of staff may be in a position to accept a risk but this action must be communicated as explained below before this can be done. In addition the risk must be recorded in the tPCT’s Risk Register so that it can be monitored.

7.
Acceptable Risks

Risks can be split between those which are acceptable and those which are not acceptable. If a risk is deemed unacceptable, action should be planned to reduce it to an acceptable level. This will be set out in the Trust’s Risk Register and Action Plan. The acceptance of a risk should represent an informed decision to accept the consequences and likelihood of that risk.


[image: image5]
For a risk to be deemed acceptable, it must be: 

1. “Very low”

2. Identified, assessed, analysed and entered on a risk register

3. Communicated to the appropriate level of management, and then

4. Appropriately controlled and kept under review.

8.
Risk Registers

A comprehensive Risk Register is being compiled to cover the whole Trust. All significant risks will be entered and analysed in the register using the Risk Register template below. An assessment will be made of the consequences should the risk happen and also the likelihood of the risk actually happening. An assessment is also required as to the current controls in existence to manage the risk. Controls will be assessed as adequate, inadequate, or uncertain. The Risk Register will contain a reference linking each risk to the overall Trust Action Plan. The more significant risks will be afforded a higher priority in the Action Plan and the prioritisation will be based on the four categories of risk set out in the Risk Assessment Matrix shown above.

9.
Action Plans

The Trust Action Plan will be an aggregation of the various action plans maintained in the Directorates. The Trust Action Plan will contain details of each action required to treat the identified risks set out in the Trust Risk Register. Each action will be given a priority. A named individual will be given responsibility for ensuring the action is carried out by the chosen due date. Where possible an assessment will be made of the resources required to undertake the action. The assessment of the resources required should contain an analysis of staff resources as well as revenue and capital financial resources.

For each entry on the risk register, there should be a corresponding entry on the Risk Treatment Schedule and Plan (Appendix A).  Where the risk is being treated, a Risk Action plan should be prepared - the Risk Action Plan template at Appendix A can be used.  Detailed individual risk treatment action plans must be prepared for each strategic and other risk scoring 15 or above using the Risk Action Plan template at Appendix A.

As this new system of risk assessment and management develops over the next two years, the Trust expects to incorporate within these risk management procedures a robust system for assessing in relation to each planned action:

· the costs of the action - both recurring and non-recurring, and 

· the benefits arising from the action – both direct and indirect.

10.
Incident Reporting

Actual incidents or near misses will result in risks being identified that need to be entered in the Risk Register if they are not already covered. Set out in Diagram 1 below is the decision tree which must be followed when dealing with an incident.

The full requirements are set out in the Trust’s Incident Management Policy and this should be referred to whenever an incident has occurred.  The Trust’s Whistle-Blowing Policy is another document which is also relevant to risk management.  Staff using the Whistle-Blowing Policy are encouraged to analyse the activities they are concerned about and to consider whether there are any potential risks which can be identified for inclusion in the tPCT ’s Risk Register.

Diagram 1:
Quick Reference Incident Management Flowchart 

(refer to Incident Management Policy for full details)

	
	
	INCIDENT
	
	

	
	
	
	
	

	
	
	· Take immediate action to get injured persons assistance and make the scene of the incident safe 

· Identify any witnesses and get their details.
	
	

	
	
	
	
	

	
	
	REPORT INCIDENT to line manager and/or most senior manager on site
	
	Out of hours report to director on call

	
	
	
	
	

	IS IT A:

· Patient/Service User

· Member of public

· Member of staff

· Contractor

· Medical device incident

· Pharmacy/prescribing 
	
	GRADE INCIDENT

In consultation with the senior manager and/or risk advisor decide how serious and what type of incident it is. If incident is a Serious Untoward Incident it must be reported to the SHA and most probably the NPSA and/or HSE.
	
	USE GUIDE IN APPENDIX 8

Minor – No permanent harm

Moderate-Semi permanent harm

Major –Permanent harm

Catastrophic-Death

	
	
	
	
	

	MINOR INCIDENT
	
	MAJOR/CATASTROPHIC
	
	MODERATE INCIDENT

	
	
	
	
	

	· Complete a PCT Incident Report form & send to line manager within 48 hours.

· Try and identify any learning from experience opportunities.
	
	· Report incident & initial details to your Director and the Chief Executive as soon as possible by phone.

· Obtain statements from any witnesses using pro forma form.

· Isolate affected area/equipment until investigation completed.

· Director to report incident to the relevant national/NHS body and await instructions.

· Director to report to SHA if SUI.


	
	· Complete a PCT Incident report form and send to line manager within 48 hours.

· Investigate incident and try to establish root causes and learning from experience potentials.

· Draw up if appropriate an action plan.

· Refer incident to Learning from Experience Group.

· Communicate outcomes back to affected staff/service users within 2 weeks.

	
	
	
	
	

	
	
	FORMAL INVESTIGATION
	
	

	
	
	
	
	

	
	
	· Participate fully in any formal or external investigation.

· Ensure full root cause analysis is carried out.

· Notify all affected persons of outcome within one week of investigation.

· Report to clinical & corporate governance committee on outcomes and learning opportunities.

· Inform NHSLA of outcome and any potential for subsequent claim.
	
	


Risk Register Template: Brent tPCT

	Directorate / Unit :
	

	Specific Area (Specialty, Ward etc):
	

	Date:
	


	Objective Ref. (1)
	Risk Ref. (2)
	Sub Register Ref. (3)
	Risk Description (4)
	Current measures (controls) in place

(5)
	Effectiveness & Assurance

red,  amber, green

(6)
	Risk Assessment

(7)
	Risk Level (8)
	Ownership (9)
	Action Plan Ref. (10)
	Review date (11)
	Risk Ranking (9)

	
	
	
	
	
	
	Consequence
	Likelihood
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	




\


	Risk Level (rating) key 

	Red (15-25)
	High risk

	Amber (8–12)
	Moderate risk

	Yellow (4–6)
	Low risk

	Green (1-3)
	Very low risk


Note:  This form may be enlarged on A3 sized paper in order to facilitate handwriting of information or else it can be set up on an 

Electronic spreadsheet.  In the near future, such information will be able to be entered on an electronic risk register.

	Risk treatment schedule & plan: Brent tPCT
DIRECTORATE / Unit:







Date of risk review:




Compiled by:



Date:




Reviewed by:



Date:





	Risk Ref.
	Possible Treatment Option(s)
	Preferred Option(s)
	Risk Rating after treatment (Impact x Likelihood)
	Result of cost/benefit analysis
	Person responsible for implementation of option
	Timetable for implementation
	How will this risk & treatment options be reviewed and monitored?
	Progress to date

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Note:  This form may be enlarged on A3 sized paper in order to facilitate handwriting of information or else it can be set up on an electronic spreadsheet.
	Risk action plan: Brent tPCT


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

· 

	REF (from risk register / assurance framework):



	SUMMARY – RECOMMENDED RESPONSE AND IMPACT

The PCT should….

	ACTION PLAN



	Proposed action

	Resource requirements

	Lead Person / Department
	Completion date

	Reporting & monitoring required
	Completion status (from 0 = not started to 100% complete)

	· 
	
	
	
	
	

	· 
	
	
	
	
	

	· 
	
	
	
	
	

	
	
	
	
	
	

	cOMPILER:





 


REVIEWER:





DATE:









DATE:










APPENDIX B:  CLINICAL & CORPORATE GOVERNANCE COMMITTEE TERMS OF REFERENCE
1. Role

The Clinical and Corporate Governance Committee is a sub-committee of the tPCT Board. The Committee will co-ordinate Risk Management processes within the tPCT in order to provide assurance to the Board and the Executive Committee that clinical and non-clinical risks are effectively monitored and managed to protect the tPCT’s staff, patients and assets.  Through work of the Risk Management Group and the Locality Clinical Governance Groups the work of the Clinical and Corporate Governance Committee will link controls assurance, corporate governance, clinical governance and existing internal financial controls to develop and implement a comprehensive system of risk management in line with best practice.

It will ensure that significant risk management concerns are appropriately considered and communicated to the Executive Committee and the Board, and that decisions are taken on how to deal with those concerns. It will also ensure the development of an Assurance Framework upon which the Board can rely when it approves the Annual Statement on Internal Control.

The Committee will discharge the tPCT ’s statutory responsibility for the quality of clinical services.  This will be undertaken by giving strategic overview and direction. It will also provide a formal reporting process to the PEC and the Board.  It is responsible for ensuring clinical risk and organisational risk are analysed and treated in the same way, and that Quality is on the agenda of the Board.

This will include ensuring that: 

· Systems to monitor the quality of clinical practice are in place and are functioning properly.

· Clinical practice is reviewed and improved as a result.

· Clinical practitioners meet standards, such as those set out by professional regulatory bodies.

· The Trust develops a culture of excellence by involving patients, their carers, staff and other key stakeholders.

The Committee will provide the Trust Board with a means of review of systems for:-

· Clinical Audit.

· The continuing improvement of clinical performance including the use of evidence based practice.

· Continuing education for all clinical staff.

· User and carer involvement.

· Compliance with law, guidance and codes of professional practice.

· Implementing change affecting clinical practice.

· Collecting and collating information on clinical practice.

· Service evaluation.  

2. The Committee’s general Terms of Reference are to:

· To assure the Trust Board that clinical and corporate governance is fully integrated and that appropriate management reporting systems are in place are effective.

· To agree Clinical and Corporate Governance priorities on behalf of the Trust

· To receive reports from sub-groups and recommend any necessary action

· To receive reports on major incidents and advise on recommended action

· To advise the Trust on the development of education and training requirements in relation to Clinical and Corporate Governance.

· To report regularly to the Trust Board on all aspects of Clinical and Corporate Governance including the production of a Clinical Governance Annual Report

3.
Specific Duties

· To ensure, within existing resources and used to best effect, that there are effective systems in place to protect the tPCT’s staff, patients and assets.

· To review the risk management strategy, and accident/incident and serious untoward incident reporting policies annually

· To regularly monitor the tPCT’s Risk Register and Risk Management Action Plan to ensure satisfactory progress in the management of risk.

· To ensure the various activities of the tPCT are examined to identify the principal and 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.

· To identify those areas of priority for risk management as a result of the review of individual risk action plans, and to ensure this process feeds into the tPCT ’s overall Risk Management Action Plan which demonstrates how risks are being managed and prioritised across the tPCT 

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

· To ensure appropriate and effective communication and reporting mechanisms are maintained and to encourage and promote greater awareness of risk management throughout the organisation.

· To ensure that all statutory, Health and Safety, Controls Assurance and Clinical Negligence Scheme for PCTs requirements are met.

· To review the tPCT’s audit arrangements including internal audit, clinical audit and health and safety reviews. 

· Agree and keep under review the Key Performance Indicators which are used to monitor the effectiveness of the risk management process and the developing culture of the tPCT through which risk management will become an integral part of everything that we do.

· To conduct an annual review of the effectiveness of the tPCT’s system of internal control and to assess the level of assurance it can provide to the Board before it considers its Annual Statement on Internal Control.

· To review the Clinical Governance development plan and receive reports on progress against objectives

· To give strategic direction and support for the development of Clinical Governance within primary care teams, including all practice employed and tPCT  employed staff

· To ensure Clinical Governance activities include pharmacists, opticians and dentists working in the tPCT  area

· To ensure compliance with Caldicott requirements

· To review pattern of complaints and untoward incidents and actions in response.

· To review the tPCT clinical audit programme

· Responsible for overseeing the development of service evaluation, receiving reports of the service evaluation programme and responses to issues identified with them. 

· To receive reports of actions undertaken in response to internal and external inquiries ensuring appropriate lessons are learnt from them and disseminated widely.  

· To commission external inquiries into areas of concern if necessary.

· To consider the content of and response to any inquiry into the tPCT’s clinical services.

· To ensure compliance with central guidance on clinical issues.   

· To monitor the development of national service frameworks.

· To receive reports on the development of evidence based clinical practice.

· To review the tPCT’s achievement of national standards of clinical practice and of quality.

· To ensure the development of training plans to address identified needs.

· To ensure the development and implementation of best practice

· To promote an interactive culture for assessing quality with service users, their carers, staff and other key stakeholders.

· To ensure the establishment of agreed quality indicators within each area of service activity.

· To develop approaches, which systematically evaluate service standards and quality in all areas

· To receive progress reports from all quality and standards monitoring groups such as clinical audit.

· To promote areas of good practice both internally and externally and making recommendations for change where issues require particular attention.

· To assist the Board in its responsibility to gain the total commitment of all staff in our efforts to promote a culture of excellence.

· To make recommendations for specific research and development.

3. Reporting

The Clinical and Corporate Governance Committee will:

· Report to each meeting of the Board as appropriate informing the Board of progress in the implementation of risk management; this report will also be copied to the Professional Executive Committee

· Produce an annual report for submission to the Executive Committee, the Board, and Strategic Health Authority including risk management issues and assessing compliance with the Controls Assurance standards.

· Report through the PEC as appropriate

· The minutes will form the basis of reports to the PEC and to the Trust Board

4. Membership 

The Committee will not be quorate with less than 5 members which must include one executive and one non executive Director. 

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

· Non-Exec Director (Chair)

· Chief Executive

· PEC Clinical Governance Lead 

· PEC Risk Management Lead

· tPCT  Clinical Governance Lead

· Chair of Audit Committee

· Chair Risk Management Group

· Chair Medicine and Management Group

· Director of Finance

· Director of Primary Care

· Locality representative x 5

· Chair Clinical Audit

· Director of Public Health

· Director of Commissioning and Modernisation

· Local Authority representative

· CHC representative

· Director of Joint Working

5. Frequency of meetings
The Committee shall meet at least 4 times a year and more often if necessary due to the weight of business.

APPENDIX C: RISK MANAGEMENT GROUP TERMS OF REFERENCE

· To give strategic direction and support for risk management activities across the tPCT

· To co-ordinate controls assurance activity with clinical governance and ensure continuous improvement in the tPCT’s compliance with the controls assurance standards

· To agree a programme of awareness raising, in conjunction with the Head of Communications and Training & Education Manager to raise the awareness and standard of risk management within the tPCT

· To ensure policies, procedures and other risk management activities, are implemented across the operational areas of the tPCT (including staff attendance at mandatory training programmes)

· To keep under review the Risk Management Strategy and recommend any necessary changes to policies and procedures

· To keep under review the incident reporting process

· To ensure the tPCT’s Action Plan and Risk Registers are kept up to date

· To disseminate information and provide feedback to appropriate groups, committees, staff and other stakeholders on non-clinical risk issues

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

2. 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 decisions ratified at the next quorate meeting. (Agreed at Risk Management Group meeting 19.10.2004.)

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

· Board Risk Management Lead & Caldicott Representative – Patricia Atkinson (Chair)

· Director of Primary Care – Bashir Arif

· Director of Finance – Mahendra Patel

· Director of Human Resources – Paul Beal

· Shared Services Fire & Safety Risk Advisor – Barry Carpenter

· Risk Manager – Catherine Afolabi

· Health & Safety representative (tbc)

· Head of Clinical Governance – Chris Bevan-Davies 

· Head of Education & Training –Ron Lutaaya

· Emergency Planning & Projects Officer – Shirley Parker

· Head of Joint Commissioning – Samih Kalakeche

· Performance Manager – Germaine Cumming
· Principle Nurse, Kingsbury Hospital – Janet Matthews
3. Reporting

The Risk Management Group is a sub-committee of the Clinical and Corporate Governance Committee and will provide quarterly reports to it on progress with the above activities.

4. Frequency of meetings

Bi-monthly unless weight of business dictates otherwise

Dated October 2004..

APPENDIX D: 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 E: INTERNAL & EXTERNAL STAKEHOLDERS

	Patients and their families / carers

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

	Primary Care Trusts Patient Public Involvement Forums

	Staff representative groups such as unions

	North West London Strategic Health Authority & 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 Mental 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

	Workforce Development Confederation

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

	Public

	Media

	Race Equality council

	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)

· Losses 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 F: DIAGRAMMATIC REPRESENTATION OF BRENT tPCT’S RISK MANAGEMENT STRUCTURE March 2005

	
	
	
	
	BOARD
	
	
	
	
	
	Indicates sub-committee/ accountability 

	
	
	
	
	
	
	
	
	Professional Executive Committee (PEC)
	
	
	
	

	Access & Equality Committee
	
	Audit Committee
	
	Clinical & Corporate Governance Committee
	
	Infection Control Committee 
	
	
	
	
	
	Indicates links either through membership or communication of minutes. 

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	Medical Devices Steering Group – accountability to be decided

	
	
	
	
	
	
	
	
	
	
	
	
	

	Education & Training Group
	
	Health Informatics Programme Board
	
	Risk Management Group
	
	Clinical Effectiveness & Audit Steering Group
	
	Prescribing & Medicines Management Committee
	
	Locality Clinical Governance Groups
	
	Decontamination

Group

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	Caldicott Group

Records Management Steering Group

Health, Safety & Welfare Committee
	
	
	
	
	
	Specialist Services

District Nurses

Health Visitors

Practice Nurses

School Nurses

Speech & Language Therapists

Podiatry

Dental Services

General Practice
	
	


APPENDIX G:  SOURCES OF FURTHER ADVICE

As at March 2005

	Specialist Area
	Name
	Job Title
	Contact Details 

(Telephone Number & E-mail)

	Nursing
	Patricia Atkinson
	Director of Nursing, Quality & Clinical Governance
	020 8795 6767

patricia.atkinson@brentpct.nhs.uk 



	Clinical Governance / Clinical Risk Management
	Chris Bevan Davies
	Head of Clinical Governance
	020 8795 6772

chris.bevan-davies@brentpct.nhs.uk

	Overall Risk Management
	Catherine Afolabi
	Risk Manager
	020 8795 6395

catherine.afolabi@brentpct.nhs.uk 

	Fire & Safety

(Contracted)
	Barry Carpenter
	Risk Advisor
	Kensington & Chelsea PCT

020 8962 4181

Barry.carpenter@brentpct.nhs.uk 



	Infection Control
	Lynn Leaver
	Infection Control Nurse
	020 8904 0911
Lynn.leaver@brentpct.nhs.uk 



	Medicines Management
	Hasmita Patel or Rashmi Rajayaguru
	Strategic Pharmaceutical Advisors
	020 8795 6162

hasmita.patel@brentpct.nhs.uk 

020 8795 6226

Rashmi.rajayaguru@brentpct.nhs.uk 

	Fraud
	Allan Hunter or 

Greg Foster
	Counter Fraud trainer & investigator
	Counter Fraud Services, Parkhill Audit Agency

020 8869 7433

allan.hunter@parkhill.org.uk
or

greg.foster@parkhill.org.uk


	Violence to Staff  / Harassment
	-
	Human Resources
	020 8962 4522

- 

	Staff security (theft, physical or verbal assault) (contracted)
	Veran Patel
	Local Security Management Specialist
	020 8869 7457

veran.patel@parkhill.org.uk 

	Moving & Handling (Provided via a Service Level Agreement with Occupational Health)
	Cheng Wood
	Moving & Handling Advisor
	020 8795 6027

Cheng.Wood@westminster-pct.nhs.uk 

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




APPENDIX H:  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 I:  SOURCES OF RISK IDENTIFICATION
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APPENDIX J:  INTEGRATING THE RISK REGISTER INTO MANAGEMENT PROCESSES

	1
	All Staff
	Risks/Hazards/Complaints etc. reported in line with appropriate policy
	

	2
	Team/Department Managers
	Perform risk assessments

Prepare team/departmental risk registers


	

	3
	Heads of Sections (assisted by nominated “Risk Facilitator”)
	Review team/departmental risk registers

Prepare Directorate Risk Register

Prepare risk treatment schedule

Prepare Risk Action Plan


	

	4
	Directorate teams
	Review Risk Treatment Schedule

Review and Implement Risk Action Plans 
	Process monitored by Internal Audit who report to Audit Committee

	5
	Risk Management Group
	Monitor progress of all Directorate risk registers, treatment schedules & action plans against due dates
	

	6
	Risk Manager
	Prepares Corporate Risk Register

Prepares Corporate Risk Treatment Schedule

Prepares Corporate Risk Action Plan
	

	7
	Specialist Committees e.g. 

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

Advise on the treatment of risks
	

	8
	Clinical & Corporate Governance Committee
	Receive and review exception reports and makes recommendations on issues that cannot be funded locally
	

	9
	Trust Board
	Reviews Corporate Risk Register

Reviews system of risk management

Makes decisions on issues that cannot be funded locally
	












































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


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


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


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.


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.


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.


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


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


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


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





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. Risk management will be a key part of all management systems and corporate planning as well as the setting of strategy and objectives. 





Effective risk management helps the tPCT to meet its objectives.




















An acceptable risk is one whose risk level has been assessed as “Very low” (i.e. between 1 and 3 on the risk matrix).

















Monitor and Review





Communication and Consultation





Assess


Risks





Treat Risks





Evaluate and Rank Risks





Analyse Risks





Identify Risks





Establish Context

































































IMPACT





5 Catastrophic


4 Major


3 Moderate


2 Minor


1 None





EFFECTIVENESS





Red – risk not yet effectively managed


Amber - action in progress to treat risk


Green - measures currently adequate to manage risk





1.  cross reference each risk with the objective/target it will have an impact on.


2.  Allocate a unique risk reference to enable to provide an audit trail


3.  Enter the reference if the risk has come from a lower level risk register.


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


5.  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.


6.   Indicate whether the measures identified are adequate in managing the risk [green], whether steps are being taken that will improve the management of the risk [amber] or whether these measures are currently not sufficient to effectively manage the risk [red].  State how you obtain an assurance that these measures are working effectively


7. 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). 


8.  use the risk matrix to rate the risk in terms of High, Moderate, low, very low.


9.   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.


10.  if you have identified actions necessary to improve the management of the risk, provide a reference to a separate action plan or to the relevant part of the business plan in which it appears.


11.   when do you intend to review the assessment of the risk and any actions identified?


12.  Enter the rank of the risk 1, 2, 3, 4 etc based on its risk rating




















LIKELIHOOD





5   Almost   Certain


4  Likely4 Likely


3  Possible3 Possible


2  Unlikely2 Unlikely


1 - Rare
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The Trust’s Risk Management System covers three types of risks and controls:











Clinical







risks







Organisational







risks







Financial







risks







Covered by the annual report







on clinical governance 







Covered by the annual report







on internal control 












_1135395783.doc
[image: image1.png]Brent E‘ﬂE

Teaching Primary Care Trust
Working with our partners for a healthier Brent
www.brentpct.nhs.uk







