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1. Introduction

University Hospitals Sussex NHS Foundation Trust (UHSussex) is committed to
ensuring that the needs of patients, staff, volunteers, contractors and visitors are
taken seriously at every level of the organisation, and to providing open and
transparent risk management systems that ensure that the Trust meets its principal
objectives for safe, sustainable high quality care,

UHSussex supports a dynamic and proactive approach to risk management,
identifying and managing potential threats and hazards before adverse events occur.
Every hazard identified and associated risk assessment undertaken is seen not only
as a legal requirement but as a care quality improvement opportunity.

The Health & Safety at Work act 1974 and the Management of Health & Safety at
work act 1999 places a duty on the Trust to identify hazards, assess risks and
produce a risk register which can be used to drive the safe guarding of service
users and the staff that provide that service.

Risk management is the responsibility of all staff to identify and reduce risks. We
are all responsible for the health, safety and wellbeing of patients, visitors, staff and
others accessing and using our facilities and services.

Risks identified can be managed in the following ways:

o Transferred — e.g. moved to another organisation or service;

o Treated — e.g. controlled or reduced by taking action;

o Terminated — e.g. removed altogether by stopping practices; or
. Tolerated — e.g. accepted where appropriate.

2. Philosophy

This policy describes the Trust’'s integrated approach to the identification,
assessment, reporting and management of risk. It sets out responsibilities and
processes for risk management, to promote the delivery of high quality, safe
accountable healthcare, minimise risks to patients, staff and the organisation.

This policy should be read in conjunction with the Trust Risk Management Strategy
and the Risk Management Procedures.

3. Managing Risk

An integral part of this policy is the need for recognition that risk management is a
line management responsibility. Managers at all levels must subscribe to this
approach and own the process of managing risk within their individual sphere of
responsibility; taking action both proactively and reactively, and tackling any risk
issues which affect their respective areas. It should also be remembered that under
the 2016 sentencing guidelines it is an offence to allow staff to be put at risk.

It is important that managers make their staff aware of the necessity to identify and
report both existing and new hazards and risks. Managers are expected to
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immediately report any adverse incidents through the appropriate internal and
external reporting systems.

Managers of all areas should feedback to their staff the outcomes of risk
assessments undertaken - this feedback is essential to ensure involvement in the
risk process and to assure staff that concerns raised are addressed and changes
made.

4. Definitions

There are a number of terms used when describing risk management. The following
table sets out the key terms which are featured within this policy and are therefore
applicable to our risk management process.

Key Term Definition

Risk Risk Management is the term used to describe the activities required to identify, understand and
Management control exposure to uncertain events which may threaten the achievement of objectives.

Risk is described as the combination of:

e  Condition (Summary of the risk — this should be concise)

e Cause (List all potential causes of the risk — what could make this risk happen?)
e Consequence (resulting in — what is the impact?)

Existing arrangements which are in place to assist in the mitigation of the risk and the

o] achievement of an objective. For example, a policy, incident reporting or training programme.

Assurance is the evidence which allows us to assess and scrutinise how effective our controls
Assurance are. This is used to assess the controls of strategic risks reported via the Board Assurance
Framework.

Sets out the levels of risk we are prepared to accept (and not accept) for each type of risk in

Risk Appetite achieving our objectives.

A record of all identified risks relating to a set of objectives, including their history, status and
Risk Register risk score. The purpose of a risk register is to evidence and drive risk management activities
and it is used as a source or means of risk reporting.

Highly Scoring A record of all risks identified in risk registers with a risk score of 12 or above or below 12 but
(o] T I N HE [ @8 with a consequence score of 5
Register

Project and programme risks are managed in the same way as other risks in the Trust but
there are slight differences in the approach. Risk registers or logs will be maintained for risks
to programmes or projects and held as part of the project documentation by the Programme
Management Office.

Project /
Programme
Risks

A document that provides details to the Board and its Committees regarding the strategic
risks associated with the delivery of strategic objectives and includes information regarding
the, effectiveness of the controls and assurances in place, gaps in controls and assurances
and planned actions to address these gaps.

Board
Assurance
Framework

5. Responsibilities, Accountabilities and Duties

5.1 Trust Board

The Trust Board will receive the Trust's Board Assurance Framework at each of
its Committees supported by a view from each of its Committee on their allocated
strategic risks.

5.2 Board Committees

Each Board Committee will review and monitor the effectiveness of the risk
management systems in respect of their allocated Strategic Risks.

5.3 Health & Safety Committee
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The Health and Safety Committee, will provide oversight and report to the Audit
Committee in respect of Health and Safety compliance risk, including Security, Fire,
Facilities and Estates, Waste Management, lonising radiation (medical imaging),
Occupational Health and manual handling etc. The Committee will report and
escalate where any H&S risk assessments are not reflected in the Trust’'s risk
management system (Datix).

5.4 Audit Committee

The Audit Committee will review and receive assurance over the Trust’s governance
and risk management processes. This assurance will come from Internal Audit and
management direct through the review of the Trust's BAF and highly scored
(corporate) risk register and the effectives of stated mitigating actions.

The Audit Committee will provide a view to the Board on the Trust's risk
management, internal control and governance processes and the adequacy of their
description within the Trust’s annual governance statement.

5.5 Trust Management Committee (TMC)

The Trust Management Committee is responsible for reviewing all new risks and
those on the Trust’s current risk register with a score of 12 or above OR those with
an impact of 5. The Trust Executives will refer back to the risk owner any risks they
feel are incorrectly scored.

5.6 Quality Governance Steering Group (QGSG)

The Quality Governance Steering Group supports the Trust Management Committee
in having oversight of the clinical divisional risks with a score of 12 or above or those
with an impact score of 5. QGSG will engage with the respective clinical divisions to
understand the strength of the mitigation actions developed in respect of these highly
scored risks and express their view of these to TMC.

QGSG will flag to TMC any risks they consider have a cross divisional theme where
coordinated action would be beneficial.

5.7 Divisional Governance Meetings

The divisional governance meetings will have oversight of the divisional application
of this policy. That risks are being reviewed on a timely basis, that highly scored risks
(those with a score of 12 or above OR those with an impact of 5) are reported to
QGSG. The divisional governance meetings are responsible to approving the risk
having regard to the risk owners use of the Trust risk ready reckoner.

The Divisional Governance report to QGSG must flag and risks that the division feel
they can manage to the stated tolerable score and any risks that have the potential
to have an extreme patient safety impact.

5.8 Chief Executive

The Chief Executive is the Accounting Officer of the Trust and as such has overall
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accountability and responsibility for ensuring that it meets its statutory and legal
requirements, and adheres to guidance issued by the Department of Health, CQC,
NHS Improvement and the Health and Safety Executive. This responsibility
encompasses risk management, clinical governance, health and safety, financial
and organisational controls.

The Chief Executive will ensure that the responsibilities for the management and
co-ordination of risk are clear and that the structure for risk management outlined
in the Risk Management policy are maintained.

The Chief Executive has delegated responsibility for the strategic development of
risk to the Company Secretary. However, in order to fulfil the responsibilities of
Accounting Officer the Chief Executive will ensure risk management is standing item
on the agenda of the Boards agenda through the review of the Board Assurance
Framework and the reports from the Board Committee Chair and will discuss issues
and progress ant referred maters with the Company Secretary and with Executive
Directors (and other risk owners) as necessary.

5.9 Chief Governance Officer

The Chief Governance Officer is responsible for the oversight of application of the
Trust’s system of risk management. The Trust’s principal risk management system
is RLDatix but is supplemented where necessary by local manual records (utilising
excel spreadsheets).

The Chief Governance Officer will in accordance with the Risk Management policy
ensure that the Trust's risk management practice is developed and reviewed
regularly.

The Chief Governance Officer is responsible for the Health and Safety Team. This
team work closely with the estates and facilities team, security, fire, medical
imaging, moving & handling advisor/trainers, occupational health and human
resources to ensure that H&S risks are monitored and managed appropriately.

The H&S team also provides risk management advice to the Health and Safety
Committee.

Other duties include in respect of health and safety include:
e Coordinate investigations into H&S incidents/accidents.

e Organise training on all aspects of Health and Safety, including the effective
assessment of health and safety risk, ensuring learning and development
receive all training records.

¢ Providing expert risk management advice, including high level trend analysis
and the provision of Trust level reports in respect of health and safety risks.

e Day-to-day responsibility for co-ordinating, monitoring and auditing the
Trust’s health and safety risk assessment systems and processes providing
compliance reports to the Health and Safety Committee and monitoring
action plans towards improved compliance where appropriate

e The reporting to the Health and Safety Committee and the relevant Executive
and Company Secretary any notices of contravention, non-compliance or

material risks to health and safety compliance.
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5.10 Chief Nurse

The Chief Nurse is the lead Executive Director for complaints, claims, incidents and
patient and public involvement.

The Chief Nurse will ensure:

e The convergence of clinical and non-clinical risk management with
control of complaints, claims incidents and patient safety CAS alerts,
working with where appropriate the divisional or equivalent triumvirate
leaders and divisional quality & safety managers within all Divisions to
achieve this approach.

e Monitor and review the  divisional risk  registers via
the Divisional Governance processes, the Quality Governance Steering
Group and Trust Management Board.

The Chief Nurse is also responsible for the team who administer the Trust RLDatix
(principal risk management system) and will ensure there is adequate support to
enable users to access this system.

The Chief Nurse alongside the Chief Medical Officer are responsible for leading and
co-ordinating clinical governance activity across the Trust, (with devolved
management functions within the respective divisions or equivalents) for the
management of the patient safety and compliance functions for the organisation
ensuring preparedness of the Trust for the achievement and maintenance of the
Care Quality Commissions standards for quality and care.

5.11 Executive Directors

Executive Directors are responsible for promoting good risk management practice
generally. They will also ensure active management of risks within their areas of
responsibility, ensuring that they are identified and managed on a pro-active basis.
Executive Directors will ensure that managers fulfil their responsibilities in respect
of risk management and will promote the need for continuous improvement in the
management of risk.

5.12 Company Secretary

The Company Secretary has responsibility for the controls and processes through
which the Trust manages its strategic risks. In particular, the Company Secretary
facilitates the development, review and reporting of the Board Assurance
Framework. The Company Secretary is responsible for updating the Trust’s Risk
Management Strategy in particular the Boards stated risk appetite. This will be
undertaken in consultation with the Chief Governance Officer and Chief Nurse,
reflecting the responsibilities set out within the strategy and within this policy. In
addition, the Company Secretary will ensure that all Trust Board members receive
appropriate risk management training.

5.13 Patient Safety Team (central corporate function)

The Patient Safety Team provides specialist support and advice to directors,
managers and staff and keeps abreast of best practice, legal and statutory

requirements and national guidance relevant to their role.
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5.14 Datix Administrator

The Datix Administrator will support the in the patient safety team in:

The day to day responsibility for maintaining and developing
the Trust’s risk management systems within Datix.

Maintain registers of nominated managers and risk handlers for
each department/division.

Providing staff training in the use of the risk management systems

Bringing to the attention of the Patient Safety team and the
Risk Manager any areas of non-compliance or emerging themes.

5.15 Emergency Preparedness, Resilience and Response (EPRR)

The Emergency Planning and Business Continuity Manager, co-ordinates all plans
and documentation with regards to Business Continuity, Critical and Major
Incidents in accordance with NHSE Emergency Preparedness, Resilience and
Response (EPRR) Framework Guidance including pandemics, exercises, training
and dissemination of documentation, works closely with the patient safety team
and identifies risks associated with Emergency Preparedness, Resilience and
Response (EPRR) for assessment.

5.16 Chiefs of Service and Directors of Clinical Services

Chiefs of Service and Directors of Clinical Service are required to:

Ensure that risk registers are updated, reviewed and discussed in
Divisional Governance meetings on a monthly basis

Ensure a patient safety forum is maintained within their
Division/departments, which will continue to encourage integration of
risk management.

|dentify nominated risk handlers/managers for their
Division/departments to co-ordinate risk assessments, report and
investigate incidents/near misses and manage the Divisional and
departmental risk registers. (usually the Divisional Quality & Safety
Manager)

Ensure that local risk management procedures are maintained based
on the Trust-wide strategy and procedures including risk assessment,
incident reporting and the risk register.

Ensure there is a system for monitoring the application of risk
management, including mitigation, within Divisions/departments

Ensure the division undertake and monitor risk assessments in
accordance with this policy, the Health and Safety Policy and Security
Policy.

Provide reports that will contribute to the Trust-wide monitoring and
auditing of risk.

Review and update the divisional risk register on a monthly basis at
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the Trust Management Board and within the divisional governance
meetings.

e Ensure staff attend risk management training which will include
information relating to issues raised and lessons learned. Records of
attendance are maintained by Learning and Development.

e Ensure the specific responsibilities of managers and staff in relation to
risk management, CQC registration and patient safety are identified
within the job description for posts and those key objectives are
reflected in the individual performance review/staff appraisal process.

5.17 Learning & Development

Learning & Development will:

e Develop and maintain a Training Needs Analysis that includes all risk
management training

e Produce an annual training prospectus and ensure that all staff are
aware of it.

e Ensure that risk management training is provided as part of the Trust’s
Statutory & Mandatory Training (S&MT) programme

e Monitor attendance at induction and other training sessions to ensure
that staff receive training in accordance with the Training Needs
Analysis.

5.18 Managers and Other Staff

It is important that Managers at all levels in the organisation encourage, support
and facilitate staff in the application of good risk management practice and that
they ensure staff are provided with the education and training to enable them to
do so.

Managers must be fully conversant with the Trust’s approach to clinical and non-
clinical risk management and compliance with regulatory requirements. They will
support the application of this policy and its related processes and participate in
the monitoring and auditing process.

Managers are responsible for undertaking and monitoring health and safety risk
assessments on the SHE system in their areas of responsibility. Managers are
also required to approve submitted risk assessments within 30 days and review all
risk assessments at least annually.

Managers who identify a significant risk through the risk assessment process
(Handler) should alert the appropriate nominated manager who will consider
whether it should be included on the risk register on Datix. Any risk scoring 12 or
above will be placed on the Datix risk register.

Managers must also attend mandatory risk management training, including risk
training on Datix and the SHE system.

5.19 Risk Assessors
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Managers are responsible for undertaking risk assessments on SHE and
reviewing proposed risks on Datix. At this stage the risk is allocated to the holding
area on the Datix/SHE system awaiting approval by the nominated manager.
Managers are also responsible for the review of low level risks within their
respective areas, escalating any operational risks and identified trends to their line
manager.

5.20 Manager of the Risk

The manager of the risk has the responsibility for ensuring that all details of the
risk assessments are complete, that the risk scoring is consistent with the risk
reckoner (Appendix 3) and that the risk is approved by the relevant divisional
governance meeting or executive in the case of risks relating to corporate projects
and strategic initiatives. Once approved, it is moved into the final approval section
of Datix and becomes a live risk. It is the responsibility of the nominated manager
to ensure all risks are either approved or rejected on either system to ensure the
register remains current. The nominated manager is also responsible for reviewing
all high level risks with any changes in rating, mitigation, escalation or closure to
ensure the Trust Management Board and the relevant Board Committees are kept
informed in accordance with the risk register reporting schedule at appendix 4.

5.21 All staff are required to:
e Accept personal responsibility for maintaining a safe environment,
which includes being aware of their duty under Section 7 of the Health

& Safety at Work Act 1974 to take reasonable care of their own safety
and all others that may be affected by the Trust’s business.

e Actively participate in managing risk including the risk assessments
within their area of work and notify their line manager of any perceived
hazard which may not have been risk assessed.

e Be aware of the Trust's Risk Management Strategy and processes
and the Division/department local strategy and procedures and comply
with them.

¢ Report all incidents

5.22 Internal/ External Auditors

Auditors (appointed by the Audit Committee) will review the Trust's risk
management policy and processes and report their findings to the Audit Committee.

6.1 How Risks are assessed, managed and reviewed

The Trust adopts both a proactive and reactive approach to risk assessment. The
rating system adopted by the Trust requires the reduction of each identified risk
from its initial rating to as low as is reasonably practicable through the application
of controls. Target ratings (post mitigation) i.e. the lowest rating a risk can
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reasonably be expected to achieve, should be identified at the initial risk
assessment and reviewed regularly. Measurement of risk reduction against target
ratings (post mitigation) will be used by the Trust to define levels of acceptable
risk. The Trust adopts the National Patient Safety Agency Model (now NHSI) Risk
Matrix Appendix 3.

Reactive risks are those which are identified and emerging and are assessed
using the Datix System and proactive risk assessments (i.e. Regulatory health and
safety, environmental and manual handling assessments) are managed through
the H&S risk assessment processes. Appendix 1 and 2 explains the process for
staff to follow.

In situations where significant risks have been identified through the health and
safety risk assessment process, managers are responsible for escalating risks to
the nominated manager for inclusion on to the Trust Risk Register on Datix.

A general risk assessment form (Appendix 5) can be used in the event of IT failure
but the detail should be entered onto the appropriate system when business
continuity resumes.

The risk assessment process of the organisation is linked with the following risk
related policies:

¢ Risk Management Strategy

e Policy for the Management of Health & Safety and Risk (non-clinical)
(Incorporating Slips, Trips and Fall, Control of Substances Hazardous to
Health, Display Screen Equipment, Safe Systems of Work, Personal
Protective Equipment, Audit/inspection, Stress, personal protective
equipment, first aid, new equipment and change of work practice.)

¢ Management, Analysis and Learning from Incidents and Events Policy
e Being Open Policy
¢ Management of Security including Violence and Aggression Policy

e Maternity Risk Strategy.

6.2 Authority of all managers with regard to managing risk

All low level risks and risk assessments are expected to be managed locally by
nominated handlers/managers with an overview of the risks undertaken by either
the respective division or an operational group. Any serious risks to corporate and
directorate objectives must be brought to the immediate attention of the
appropriate management. In situations where significant risks have been identified
and where local control measures are considered to be potentially inadequate and
local resolution has not been satisfactorily achieved and/or a trend is emerging, the
nominated handler / manager/ Operational Group lead are responsible for and
have the authority to:

e Bring these risks to the attention of the Divisional Management Team for
inclusion on the risk register (if appropriate)

e Develop and submit business cases and financial applications to support
improvement.

All high level risks (8 -12) are managed by the respective nominated managers
within the division in accordance with Appendix 1.
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The risk register is reported and reviewed by the Board and other high level
committees in accordance with Appendix 4.

6.3 How risks assessment are conducted consistently

As identified in Appendix 1 the nominated manager for the division has the
responsibility for ensuring that all details on the risk assessment are complete,
the source of risk has been identified (incident, external recommendation etc.), the
scoring is consistent, valid and the control measures are completed and a review
date added in line with Trust approved timescales. This ensures a consistent
organisational approach to the assessment of risk.

6.4 Risk escalation

As identified in Appendix 1 the nominated manager for the division has the
responsibility for ensuring that all details on the risk assessment are complete,
the source of risk has been identified (incident, external recommendation etc.), the
scoring is consistent, valid and the control measures are completed and a review
date added in line with Trust approved timescales. This ensures a consistent
organisational approach to the assessment of risk.

Risk escalation to the Highly Scored Risk Register is where a risk is specifically
drawn to the attention of the Quality Governance Steering Group and Trust
Management Board for review and endorsement of its score.

The Trust Management Board will through the reporting to its meeting it will consider
the action it can support the respective Divisions with especially in respect of:

o Emergent risks which span across multiple Divisions and are not already
subject to corporate oversight

o Risks where the action required does not fall within the full control of the Division

o Risks which are overseen by Specialist Groups due to the nature of the issue

. Risks that risk score 12 or above or where the risk score is below 12 but the
consequence score is 5

7. Risk Registers

Each division must have a risk register demonstrating risk management action
plans to manage each individual risk within that division. These will feed into the
overall Trust risk register.

Appendix 4 demonstrates the reporting and review of the risk registers across the
organisation.

On a monthly basis divisional risk registers must be reviewed by the appropriate
management team in accordance with the relevant division’s governance
arrangements. Following any review of risks by the divisions, Datix must be
updated to reflect any progress against action plans and any resulting change in
current risk rating. Compliance with this will be monitored through the divisional
governance reviews and through the Quality Governance Steering Group and Trust
Management Board.

Each Committee will also monitor the strategic risks related to their relevant patient

first theme.
Page 13 of 30



The prioritisation of risks included in the Trust Risk Register will be primarily based
on risk rating; this will ultimately be agreed by the Chief of Service or Executive
Director. All extreme risks (15 and above) will have a nominated Executive Director
as a lead. This process ensures that risk assessments are conducted
consistently.

The maintenance of the overall Trust Risk Register will be the responsibility of the
Chief Nurse.

Risks with a current rating of 12 and above will be reviewed at Quality Governance
Steering Group and Trust Management Board.

8. Incident Reporting

The Trust will encourage all staff to report all accidents, incidents and near misses
at the earliest opportunity, in accordance with the ‘Management, Analysis and
Learning from Incidents and Events Policy.’

9. Annual Review / Report

Risk Management Processes will be reviewed annually by the Trust Auditors,
reporting to the Audit Committee.

The Trusts Annual Governance Statement which describes the Trust's risk
management processes will be reviewed each year through the Audit Committee
and significant deficiencies will be reported to the Board.

10. Risk Management Training

Risk management training will be provided in various forums and in accordance
with the Learning and Development Policy. Risk Management training will ensure
that staff are given the necessary skills to recognise, report and manage risk,
according to their respective role in the organisation. The overall aim is to ensure
that the Trust has a systematic approach to risk management leading to a
workforce who understands the relevance of risk and how and why it should and
can be managed and reduced, thereby leading to a reduction in both clinical and
non-clinical risk and a measurable improvement in patient safety.

11. Recording Attendance at Training

All risk management training will be logged onto the Trust’s training database. The
training department will produce reports for managers on progress against the
training needs analysis (TNA).

11.1 Non-attendance at Training

Non-attendance will be followed up by the individual's line manager to ensure

compliance. Failure to attend training can be viewed as a breach of contract.
Refer to the Learning and Development Policy for the non-attendance process.
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12. Monitoring of the Policy

The Quality and Risk Committee will monitor the compliance with this policy by
reviewing aspects of the risk registers to ensure compliance across the Trust. The
Audit Committee will also instruct annual audits to be undertaken either internally
or externally to gain assurance of compliance with this policy.
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Appendix 1 Risk Management Schematic

Risk Identification

Consider issues Consider Corporate Project / Strategic
Review of operational issues facing the Trust, adverse Initiative

incidents, complaints, complaints, performance Review the issues facing the delivery of
constraints, audit findings, external / inspection finding, the CP / Sl and determine the overarching
H&S (SHE) risk assessment etc... risk facing the CP / SI

Risk is identified No new risk is identified

Risk Recording

End

ALL risks MUST be placed on the Trust’s risk database (Datix). When placing the risk on datix then the
following items need to be codified within the database.

Risk Description (this needs to clearing document the risk to the Division / Trust etc (note this is not
just a reiteration of the issue))

Grading of the risk (this needs to score the impact and likelihood each against a score of 1 —5) the
respective scores should be made in accordance with the Trust’s risk reckoner)

Mitigations (these should describe the planned actions to reduce this risk to its target score)

Target score (this should be the score that is determined to be where the actions will take the risk
score too (noting that most risks will not be removed so for most risks there will be a residual score)
Assurances (these should list both how the original actions will be known to have reduced the risk
score and the way the risk remaining at its target score will be monitored)

Risk owner (the person responsible for management of this risk)

Oversight Group / Committee (record the Group / Committee which has oversight for this risk (noting
that one risk may have more than one oversight Group and Committee)

For each risk scoring 15 or above or with a consequence of 5 then an oversight executive must be
recorded within the system

To risk approval
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NHS

University Hospitals Sussex
NHS Foundation Trust

Risk Approval
Operational Risks are Corporate Project / Strategic Initiative
considered within the divisional Risks are considered by the respective
governance meetings executive SRO and approved in datix

Risks scoring 15 and above or with a consequence of 5
are reported to the oversight executive for review

Clinical divisional risks are approved by divisional governance mtg and

placed in datix

Clinical divisional risks are
referred to QGSG for
endorsement

QGSG do not
endorse the risk

QGSG consider the risk ——

and return the

risk for review by

QGSG endorse the risk the division

Risks scoring over 12 or with an
impact of 5 are referred to TMC

TMC note the risk

To risk review

Page 17 of 30



Risk Review

NHS

University Hospitals Sussex
NHS Foundation Trust

Each risk is reviewed and the outcome of this review reported dependent upon
the type of risk and its risk score

Operational risks ({those identified by both
clinical and corporate divisions)

Corporate Project / Strategic Initiative risks

Risks scoring

1-32

Risk is reviewed by the Division every 9 — 12 months

{consider outcomes of the assurances)

Risks scoring

4—g*

Risk is reviewed by the Division every 6 - 5 months

{consider outcomes of the assurances)

Risks scoring

8—10%

Risk is reviewed by the Division every 3 months (consider

outcomes of the assurances)

Risks scoring

12

Risk is reviewed by the Division every month

Risk is reviewed by QGSG / TMC every month

Risk is reviewed by the oversight group every month

(considering cutcomes of the actions and assurances)

Risks scoring

15-25

Risk is reviewed by the Division every month

1 plus those where impact is scored at 5*

Risk is reviewed by QGSG / TMC every month

Risk is reviewed by the oversight group every
month

Risk is reviewed by the oversight committee
every quarter

{considering outcomes of the actions)

I
Risk is reviewed by the

oversight committes every
guarter

{considering outcomes of
the actions and assurances)

To Risk escalation and reporting




Risk Escalation / Reporting

Risk remains within target score

Report the outcome of the review to QGSG / TMB on an annual basis confirming
risk remains at target score

Risk moves outside its target score

Review prior risk mitigation action plan to assist with the formulation of a further
action plan

Review the listed assurances to determine if an expanded set of assurances is
needed

Report the movement to the QGSG / TMC

Revise the review frequency of the risk in line with the new score, noting that
should the risk score moves to 15 or above then an oversight executive must be
entered onto Datix

Risk is removed

Review of the risk identifies that the issue(s) driving the risk no longer exists
Recommend the closure of the risk to QGSG J/ TMC

TMC notes the risk closure based on the evidence that the driving issue no
longer exists




Appendix 2 - MANAGEMENT OF HEALTH & SAFETY RISKS

Risk assessments are undertaken on the SHE programme by managers who have received
SHE training related to the following categories:
o Regulatory Risk assessments (COSHH, DSE)
Manual handling
Stress
Fire
Security
Slips Trips & Falls
Activity risk assessment (processes or tasks involving more than one hazard)

Risk Assessment completed by Manager using the 5 x 5 risk matrix (see

A 4

appendix 3)

Risk Assessment submitted to Line Manager (or equivalent) for approval
who ensures that all details are complete, the scoring is consistent, valid,
the control measures are completed and an appropriate review date is
added. The Line Manager should approve all new risk assessments
within 30 days to ensure thefdatabase is current.

Risk Assessment requires Risk assessment Risk assessment
more detail — rejected by APPROVED by REJECTED and
» Manager / Risk Department Line Manager ARCHIVED by
(Non Cinical) Line Manager
N N

A 4

It is expected that approved risk assessments are managed and reviewed at a
local level by the manager and should be reviewed initially at least annually. If a
significant risk is identified through the risk assessment process it should be
brought to the attention of the appropriate nominated manager for inclusion on
the risk register in Datix (if appropriate)

A

Additionally, each category of risk is managed by a nominated manager, an overview of the risk
assessments in each category is undertaken regularly and a quarterly exception report is presented to
the Health and Safety Committee. In situations where significant risks have been identified and where
local control measures are considered to be potentially inadequate and local resolution has not been
satisfactorily achieved and/or a trend is emerging, the Operational Group lead are responsible for and
have the authority to:

e Bring these risks to the attention of the appropriate nominated manager for inclusion on the
risk register in Datix (if appropriate)
¢ Develop and submit business cases and financial applications to support improvement.

\d

Significant Health and Safety risks are also monitored by the
Health and Safety Committee




Appendix 3

Model matrix

For the full Risk matrix for risk managers, go to Risk Matrix for

Managers

Table 1 Consequence scores

Choose the most appropriate domain for the identified risk from the left
hand side of the table Then work along the columns in same row to assess
the severity of the risk on the scale of 1 to 5 to determine the consequence
score, which is the number given at the top of the column.

Consequence score (severity levels) and examples of descriptors

1

3

Domains Negligible
Impact on the safety of Minimal injury
patients, staff or public requiring
(physical/psychological no/minimal
harm) intervention or
treatment.

No time off work

Moderate

Quality/complaints/audit

Peripheral
element of
treatment or
service suboptimal

Informal
complaint/inquiry

Moderate injury
requiring
professional
intervention

Requiring time off
work for 4-14 days

Increase in length
of hospital stay by
4-15 days

RIDDOR/agency
reportable incident

An event which
impacts on a small
number of patients

Treatment or
service has
significantly
reduced
effectiveness

Formal complaint
(stage 2)
complaint

Local resolution
(with potential to
go to independent
review)

Repeated failure
to meet internal
standards

Major patient
safety implications
if findings are not
acted on




Human resources/
organisational
development/staffing/

Short-term low
staffing level that
temporarily

Late delivery of
key objective/
service due to lack
of staff

Unsafe staffing
level or
competence (>1
day)

Low staff morale

Poor staff
attendance for
mandatory/key
training

Single breech in
statutory duty

Challenging
external
recommendations/
improvement
notice

competence reduces service
quality (< 1 day)
Statutory duty/ No or minimal
inspections impact or breech
of guidance/
statutory duty
Adverse publicity/ Rumours

reputation

Potential for public
concern

Local media
coverage —
long-term
reduction in public
confidence

Business objectives/
projects

Insignificant cost
increase/ schedule

slippage

5—10 per cent over
project budget

Schedule slippage

Finance including claims

Small loss Risk of
claim remote

Loss of 0.25-0.5
per cent of budget

Claim(s) between
£10,000 and
£100,000

Service/business
interruption
Environmental impact

Loss/interruption
of >1 hour

Minimal or no
impact on the
environment

Loss/interruption
of >1 day

Moderate impact
on environment




Table 2 Likelihood score (L)

What is the likelihood of the consequence occurring?

The frequency-based score is appropriate in most circumstances and is
easier to identify. It should be used whenever it is possible to identify a

frequency.

Likelihood score 1 3

Descriptor Rare Possible
Frequency This will probably Might happen or
How often might never happen/recur recur occasionally

it/does it happen

Note: the above table can be tailored to meet the needs of the individual organisation.
Some organisations may want to use probability for scoring likelihood,

especially for specific areas of risk which are time limited. For a detailed
discussion about frequency and probability see the guidance notes.

Table 3 Risk scoring = consequence x likelihood (C x L)

Likelihood
Likelihood score 1 2 3 4 5
Rare Unlikely Possible Likely Almost certain

5 Catastrophic

4 Major

3 Moderate 6

1 Negligible 4

Note: the above table can to be adapted to meet the needs of the individual trust.

For grading risk, the scores obtained from the risk matrix are assigned grades as
follows

1-3 Low risk
4-6 Moderate risk
8-12 High risk
15-25 Extreme risk
Instructions for use

1 Define the risk(s) explicitly in terms of the adverse consequence(s) that might
arise from the risk.

2 Use table 1 (page 13) to determine the consequence score(s) (C) for the
potential adverse outcome(s) relevant to the risk being evaluated.

3 Use table 2 (above) to determine the likelihood score(s) (L) for those adverse
outcomes. If possible, score the likelihood by assigning a predicted frequency of



occurrence of the adverse outcome. If this is not possible, assign a probability to
the adverse outcome occurring within a given time frame, such as the lifetime of
a project or a patient care episode. If it is not possible to determine a numerical
probability then use the probability descriptions to determine the most
appropriate score.

Calculate the risk score the risk multiplying the consequence by the likelihood: C
(consequence) x L (likelihood) = R (risk score)

Identify the level at which the risk will be managed in the organisation, assign
priorities for remedial action, and determine whether risks are to be accepted on
the basis of the colour bandings and risk ratings, and the organisation’s risk
management system. Include the risk in the organisation risk register at the
appropriate level.
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Appendix 4

RISK REGISTER REPORTING AND REVIEW ARRANGEMENTS

Forum Reporting/Risk Review | Frequency Responsibility
Requirements

Lead Support

Divisional ~ Quality Governance | Reports from Divisions for all risks. Monthly Divisional Divisional
Meetings Reports to include current score, Directors Teams
target score and review dates.

Quality Governance Steering Reports by Division all open, Monthly Chief Deputy
Group approved risks with an initial rating Medical Company
of 12 or above which have cross- Officer Secretary
Divisional implications or mitigation
measures. Reports to include
control measures, target scores,
source of risk and review dates. The
report will include any new risks
added for review or those closed
within the month.

Trust Management Committee Reports by Division all open, Monthly Chief Deputy
approved risks with an initial rating Governance Company
of 12 or above which have cross- Officer Secretary
Divisional implications or mitigation
measures. Reports to include
control measures, target scores,
source of risk and review dates. The
report will include any new risks
added for review or closed within
the month.




Health and Safety Committee Reports by Division all open, Quarterly Health and Health and
significant risks with an initial rating of Safety team Safety advisor
12 or above. Reports to distinguish
between risks with current ratings
above and below 12, and include
control measures, target scores and
review dates.

Board and Board Committees The Board Assurance Framework is | Each Chief Company
reported to each meeting. Meeting Governance Secretary

Officer
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Appendix 5
GENERAL RISK ASSESSMENT FORM

Only to be used where there is no immediate access to an electronic version

Hospital: |

Department:

Assessed by: | Date:

Risk Assessed

Risk Rating

Hazards (identified from task)

Existing Control |Yes [No |Date
Measures/Policies

(detail of existing measures/policies & how effective these are)

ACTION PLAN By Whom By When

Training Required

Who What Training Training Results




APPENDIX 6 - EQUALITY IMPACT ASSESSMENT -

Name of Policy, Service, Function, Project or Proposal

Risk Management Policy

What is the main Purpose of the
Policy/Service/Function/Project/Proposal?

To provide a framework for risk

management

List the main activities of the policy or service re-
design (e.g. Manual Handling would relate to health and
safety of patients; health and safety of staff;
compliance with NHS and Government legislation or
standards etc)

Risk management

Is the policy or service relevant to:
Promoting Good Relations between different people?
Eliminating discrimination?

Promoting Equality of Opportunity?

=<

es

4
o

4
o

Which groups of the population do you think may be
affected by this proposal?

Minority Ethnic People

Women and Men

People in religious/faith groups
Disabled people

Older people

Children and young people
Lesbian, gay, bisexual and transgender people
People of low income

People with mental health problems
Homeless people

Staff

Any other group (please detail)

EEEEEEEEE

Do you have any information that tells you of the current use of this service?/No (if yes please

detail)

Is it broken down by ethnicity, gender, disability, age, religion and sexual orientation? /No (please

detail)

Does this information reflect the proportions from the 2001 Census?

Yes (If no, can you explain why)

If there is no information available or if this is patchy, specify the arrangements that will make this

available
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Using the information above, please complete the grids below:

How will the Policy etc affect Men and Women in different ways?

Gender Positive Negative Neutral Reason/Evidence Don’t
Impact Impact know

Women X

Men X

How will the Policy etc affect Black and Minority ethnic people?

Race Positive Negative | Neutral Reason/Evidence Don’t
Impact Impact know

White X

Mixed

Other Ethnic
Group

Black/Black
British

x| X| X| X

Asian/Asian
British

How will the policy affect people with disabilities?

Disability Positive Negative | Neutral Reason/Evidence Don’t
Impact Impact know
Visually X
Impaired
Hearing X
Impaired
Physically X
Disabled
Learning X
Disability
Mental Health X
Related
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How will the policy affect people of different ages?

Varying ages | Positive Negative | Neutral Reason/Evidence Don’t
Impact Impact know
X
How will the policy affect people of different sexual orientation?
Sexual Positive Negative | Neutral Reason/Evidence Don’t
Orientation Impact Impact know
X
How will the policy affect Transgender or transsexual people?
Positive Negative | Neutral Reason/Evidence Don’t
Impact Impact know
Transgender X
Transsexual X
How will the policy affect people of varying religious beliefs?
Varying Positive Negative | Neutral Reason/Evidence Don’t
beliefs Impact Impact know
How will the policy affect those with carer responsibilities or impact on basic human rights?
Carers/ Positive Negative | Neutral Reason/Evidence Don’t
Human Impact Impact know
Rights
X

Considering your responses above, what are the areas that are have a positive and / or

negative impact?

Positive +/ Reason Given for Impact
Negative -

Gender

Race

Disability

Age

Sexual Orientation

Religious Belief
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Has there been any consultation about this Policy etc? If there has, what were the key

issues identified?

Consultation

Date

Summary of Key Issues to be addressed

Gender

Race

Disability

Age

Sexual Orientation

Religious Belief

If consultation is planned, when will it happen and what are the key themes for consultation?

How do you intend to consult staff?

What does Local / Regional / National research show with regards to these groups and

the likely impact?

Group

Source

Key Issues

Gender

Race

Disability

[Age

Sexual Orientation

Religious Belief

As a result of consultation / information gathering, what changes do you intend to make
to the policy etc? If ‘None’, please state as relevant:

Gender

Issue Action Required Lead Timescale | Outcome Review
Officer Measure Date

Race

Issue Action Required Lead Timescale | Outcome Review
Officer Measure Date

Disability

Issue Action Required Lead Timescale | Outcome Review
Officer Measure Date

Sexual Orientation

Issue Action Required Lead Timescale | Outcome Review
Officer Measure Date
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Religious Belief

Issue Action Required Lead Timescale | Outcome Review
Officer Measure Date
_Age
Issue Action Required Lead Timescale | Outcome | Review
Officer Measure | Date

Please outline the monitoring and reviewing process and timescale

Agreed Review Date:

Signed by: Policy / Service Author

Trust Equality & Diversity Lead

Date:
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