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RISK MANAGEMENT STRATEGY: EXECUTIVE SUMMARY 
As with any organisation the National Health Service (NHS) carries a number of risks, which if 
not properly managed/controlled have the potential to cause harm to patients, staff and visitors 
and loss to its assets and reputation. 

It is accepted that given the nature of the service provided by the NHS, some risks may never 
be totally eliminated.  However it is essential that NHS Trusts have in place good risk 
management systems and practices which eliminate risk wherever possible and reduce the 
impact of those risks that cannot be eliminated to an ‘acceptable level’. 

This document sets out the commitment of the Countess of Chester Hospital NHS Foundation 
Trust to managing risk and implementing robust business continuity plans and the revision of 
the previous Strategy for achieving this objective. The document must be read in conjunction 
with the Policy and Procedure for Risk Management that clearly identifies the responsibilities of 
all Trust staff. 

The Risk Management Strategy is an integral part of the Trust’s approach to continuous quality 
improvement and is intended to support and assist the organisation in delivering the key 
objectives of the NHS Plan. 

On delegation of the Board of Directors the Executive Risk Review Group and supported by 
the Risk and Clinical Governance Manager is responsible for overseeing the ongoing 
development, implementation and monitoring of the Risk Management Strategy. The Audit 
Committee provides independent verification on the organisations systems for Risk 
Management to ensure that the structures and processes for managing key risks are in place. 

The Trust’s performance with regard to the management of risk will be monitored and 
assessed by the Board of Directors against the following key performance indicators as well as 
by assessment against a range of external accreditation processes. Examples being, National 
Health Service Litigation Authority (NHSLA) and the Care Quality Commission (CQC). The key 
performance indicators for 2010/11 are as follows: 

 Compliance of the Care  Quality Commission Indicators   

 To  maintain compliance with NHSLA Level 3 Accreditation for General Standards  

 To achieve Level 2 NHSLA Maternity Accreditation 

 To achieve compliance with all NHS Emergency Planning external Audits as required under 
Civil Contingencies Act 2004    

The Audit Committee undertakes a scrutiny role to ensure key policies and procedures 
management and controls systems are working effectively. 

The Board of Directors will review the Board Assurance Framework at least four times a year 
and in addition will receive an annual report of progress against key risk management 
objectives within the Risk Management Strategy. 

Peter Herring 

Chief Executive  
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SCOPE- WHAT IS RISK MANAGEMENT 
Risk Management is defined as “the systematic process of risk identification, analysis, 
evaluation and correction of potential and actual risks to a patient, visitor or member of staff 
and contractors”.  Clinical Risk Management concentrates on identifying and correcting risks 
associated with direct patient care, whilst Non-Clinical Risk Management is associated with all 
other Trust activities. See Appendix A. 

STRATEGY OBJECTIVE 
The overall objective of the Risk Management Strategy is to: 

 create a culture that puts patients at the centre of everything we do. 

 be fully ‘risk aware’ – where risk management is embraced within the organisation’s 
culture;  

 encourages the open reporting of mistakes made, within a ‘fair blame’ culture 

 ensure that lessons are learnt from those mistakes and that measures to prevent 
recurrence are promptly applied; 

 accepts that Risk Management is everyone’s responsibility; 

This in turn will ensure the achievement of the organisation’s overall objective which is 
“providing a quality service: the right treatment at the right time”. 

STRATEGIC AIMS 
 We will strive for excellence in the quality of care and patient experience and reduce the 

incidence of harm 
 We will transform the way we deliver services by maximising our operational efficiency 

and productivity and exploiting new technologies 
 We will work closely with our partners to create better care pathways for patients 
 We will live our values and work with and develop our staff to continuously improve our 

services 

 We will ensure our continued financial viability and get better value for money for every 
£ we spend 

 We will meet all the standards and targets of our regulators and commissioners 

RISK MANAGEMENT AND BUSINESS CONTINUITY 
ARRANGEMENTS: ROLES AND RESPONSIBILITIES 
In line with the requirements of Risk Management, the Chief Executive carries ultimate 
responsibility for assuring the quality of the services provided by the Trust just as he does for 
the proper use of resources. 
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The Chief Executive, on behalf of the Board of Directors, is also ultimately responsible for 
ensuring the implementation of Corporate Governance.  This imposes a requirement for Trusts 
to be in a position to provide, in their Annual Reports, an overall assurance that the 
organisation has in place the necessary controls to manage its risk exposure. 

In order to sign off the Statement of Internal Control, the Chief Executive and Board of 
Directors will need to have evidence that the Risk Management Strategy is being actively 
implemented, that systems/procedures are being regularly reviewed and that, where required, 
developments and improvements are being made. 

Organisational risk management structure 

The Trust’s Structure is shown at Appendix B. The Internal Audit function will undertake 
independent reviews of the systems of internal control, using a risk based approach, and 
report the findings to line management and the Audit Committee. 

The Director of Nursing, Quality and Environment is the Executive Lead for Risk, Emergency 
Planning and Business Continuity and has delegated responsibility from the Chief Executive. 
The Risk and Clinical Governance Manager is responsible for the operational and co-
ordination of risk management issues on behalf of the Deputy Director of Nursing who reports 
to the Director of Nursing, Quality and Environment. The key functions of risk management will 
be supported by specialist risk advisors within health and safety, fire safety, security, manual 
handling together with the Governance Facilitators. 

The Deputy Chief Executive/Director of Finance and Compliance is responsible for financial 
risk management and for providing regular, timely and accurate financial reporting to the Board 
and the Regulator in line with requirements and professional standards.  This in turn will 
enable the Board to provide in the Trust’s Annual Accounts an assurance of the safeguarding 
of assets and the maintenance of proper accounting records and the reliability of financial 
information. 

Appendix C is an illustration of the Risk Management process adapted from the Australian 
and New Zealand Risk Management Standard AZ/NZS 4360:1999, which has been adopted 
by the Countess of Chester Hospital NHS Foundation Trust. 

Appendix D sets out the specific Authority of key individuals within the Trust’s risk 
management arrangements. 

The principal forums for driving the Trust’s risk management agenda are shown at Appendix E. 
These arrangements ensure that there is full involvement across all Divisions and that the 
management of risk involves the most appropriate personnel and that staff feel both supported 
and involved in the process. 

SCOPE: RISK MANAGEMENT PROCESSES 

Risk Identification 

Risk management requires risk identification internally by risk assessment including workplace 
assessments, clinical risk assessment, infection control, information governance, day to day 
practice, complaints and review of litigation cases. 
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Externally for example, by Safety Alert Bulletins, Care Quality Commission , National Health 
Service Litigation Authority, NHS Counter Fraud and Security Services, Health and Safety 
Executive,  Audit Commission, National Patient Safety Agency, Media and Coroner Reports. 

Risks will be identified and appropriate action taken before instances of loss and harm have 
occurred. These risks will be recorded as part of the relevant Divisional Risk Register, which in 
turn will inform the overall Board Assurance Framework.  However, it is accepted that an 
element of risk management is reactive and therefore an essential part of the Trust’s Risk 
Management Strategy is the system of identifying/reporting untoward incidents.  The 
effectiveness of this system requires the participation and co-operation of all staff. 

The Trust’s Policies Incident Reporting are supported by training that enables and requires 
staff to report adverse incidents, including near misses. The procedure is not linked to any 
disciplinary processes and all adverse incidents are accepted as an opportunity to learn and 
improve services rather than to blame individuals. The Trust has adopted a fair and just 
culture. However, in some circumstances, i.e. criminal or malicious activities, gross 
professional misconduct or repeated non-reporting of violations, disciplinary action may need 
to be taken. 

The Trust has adopted a ‘universal’ (clinical and non-clinical) Incident Report Form which will 
be used for the reporting of all incidents involving patients, members of staff or visitors to the 
Trust. 

The Datix risk management software which is linked to the Trust Intranet will facilitate the 
provision of regular and timely trend analysis reports to clinicians and managers. The Risk and 
Health and Safety Operational Group and other relevant groups and committees together with 
the Board of Directors will be provided with information in order to identify and learn from 
mistakes made as well as ‘near misses’. 

The Trust also receives information on risks/hazards to health from a number of external 
sources (i.e. Confidential Enquiry Reports, Medical Devices Agency, National Patient Safety 
Agency and Department of Health. A number of these are received through the Central Alert 
Broadcasting System via the Risk and Clinical Governance Manager.  On receipt of this 
information the Trust will respond appropriately, ensuring that the necessary controls are in 
place to minimise and, where possible, eliminate the risk of harm/loss to patients, members of 
staff and visitors to the Trust. 

The Trust recognises that as new risks are constantly emerging, the identification of risk needs 
to be an on-going and pro-active process, which involves all staff and ensures that action is 
taken before incidents/actual loss or harm have occurred. This will include Contract or Service 
Level Agreements in recognition that risk management and controls assurance arrangements 
should be formalised as part of contractual obligations 

Process for the Executive review of Risk  

All risks that cannot be controlled within Divisions and main Departments, whether from 
reactive or proactive or internal or external sources will be recorded on the Trust’s Board 
Assurance Framework. This is following discussion with the appropriate Executive Director for 
the Division and brought to the Executive Risk Review Group. This in turn will enable risk to be 
quantified and ranked.  Furthermore, it provides a structure for collating information about risks 
that helps both in the analysis of risks and in the process of making decisions about whether or 
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how these risks should be treated. The Board Assurance Framework is reviewed by the Board 
of Directors at least four times a year. 

Evaluation / Analysis or Assessment of Risk 

Risk Analysis - addresses frequency and impact. Currently the Datix Risk Management 
information system is used to collect information to enable simple risk analysis. 

Risk Evaluation - determines priorities by comparing against criteria/standards. The Board of 
Directors will utilise NHSLA Standards and Care Quality Commission Standards as evaluation 
tools. 

An assessment of the risks attached to a particular practice or activity may be undertaken 
using the Trust’s general Risk Assessment Tool/Scoring Matrix (see Figure 3). This maps the 
likelihood of recurrence (Figure 1) against the severity/impact (Figure 2) to determine the risk 
grading/score.  This can be used as the basis of identifying acceptable and risks that cannot 
be controlled.  

Please refer to the Operational policy for  Risk Assessment which can be found on the Trusts 
Document Management System called SharePoint. See Appendix E for Likelihood and 
Recurrence Ratings 

Methods for Managing Risk (Risk Control) 

Following identification and analysis of the risk, a decision will need to be made as to whether 
the Trust can avoid, reduce, eliminate, accept/retain or transfer the risk. 

 Avoid: whether a particular task can be undertaken a different way so that the risk does 
not occur. 

 Reduce: whether action can be taken to reduce, as far as possible, the probability or 
impact of the risk exposure. 

 Eliminate: whether definitive action can be taken to eliminate the risk exposure. 

 Transfer: the most common form of risk transfer is insurance. (As part of its approach to 
minimise financial risk and liabilities, the Trust is part of the National Health Service 
Litigation Authority and to date has achieved Level 3 within the Clinical Negligence 
Scheme for Trusts and Level Two for Maternity Standards). 

 Accept/retain: if the risk is small or cannot be reduced, avoided or transferred (it may be 
that the cost of insurance cover is prohibitive), the Trust will need to accept it and 
prepare an action plan in order to minimise the effects of the risk exposure. 

Process for the management of risk locally   

Acceptable risk’ can be defined as ‘the residual risk remaining after controls have been 
applied to associated hazards that have been identified, quantified, analysed, 
communicated to the appropriate level of management and accepted after proper 
evaluation’. Whilst all staff within the Trust have some responsibility for risk management, 
where a risk cannot be dealt with at a specific level there must be a mechanism in place for 
escalation to the next level for a decision to be made.   
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In line with the principles of the Divisional management system within the Countess of Chester 
Hospital NHS Foundation Trust, responsibility for the management/control and funding of a 
particular risk rests with the Division concerned.  However, where action to control a 
particular risk falls outside the control/responsibility of that Division or requires 
significant financial investment or the risk is ‘significant’ and simply cannot be dealt 
with at that level, such issues will be referred to the Executive Director for the Division 
by the Divisional Manager or other Senior Manager.  

The Divisional Manager and/or the Clinical Lead will be invited to the Executives Risk Review 
Group meeting to present a Situation, Background, Assessment and Recommendation (SBAR) 
that forms the reason why the risk cannot be managed or controlled together with an Action 
Plan of what has been put in place to mitigate the risk. The Executive Risk Review Group will 
discuss and review the Risk  

In respect of risks occurring at operational level, it will be the responsibility of individual 
Divisions to decide what level of risk is ‘acceptable’.  In respect of strategic level risks, it will be 
the responsibility of the Chief Executive, as accountable officer, who has overall responsibility 
for ensuring the implementation of an effective risk management system for development of 
corporate governance and for meeting all statutory requirements. 

Acceptability could be defined as those risks that have a score of four or less, although this 
may depend on the specific risk.  It must also be borne in mind that there are some instances 
where a risk may be deemed unacceptable and yet still be tolerated by the Divisions / 
organisation.  For example, a risk may be tolerated as its removal may prove detrimental to 
service provision.  Similarly, the risk may be untreatable or the cost of treatment/control may 
be prohibitive.  

Whilst these groups will consider the implications of not managing the risk and will make 
recommendations for action, they will not be responsible for the allocation of resources.  
Requests for funding will be considered against the Capital Programme and other designated 
‘risk’ allocations.  Where there are several risks to consider, all of which may have a cost to 
control, priorities will have to be made at Executive level.  The ranking of risks using the Trust’s 
Board Assurance Framework (Risk Register) will assist with this process.  The above system 
will avoid, as far as possible, a situation where ‘unacceptable’ risks are not managed due to 
financial constraints. 

Risk Review/Follow-up 

As risks can change over time and new ones can emerge, actions taken to control the risk 
exposure will be reviewed to ensure they are effective.  The frequency of review will depend on 
the severity of the risk involved and Divisions and Departments will be required to produce an 
action plan for addressing these. 

Implementation of agreed action measures in such instances will be escalated to and 
monitored by the Executives Risk Review Group.  NB.  A ‘significant’ risk could be defined 
as one with a risk grading/score of ‘moderate’ (orange) or ‘high’ (red) determined using 
the Risk Grading Matrix at Figure 3. 

Where a risk has been identified in one area of the Trust but has the potential to occur 
elsewhere, lessons learnt will be widely shared.  The Trust will have in place a range of 
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mechanisms to support this sharing of information (e.g. Risky Business (Corporate Newsletter) 
Safety Alerts, Risk and Health and Safety Operational Group and the Divisional Governance 
Forums and Intranet web pages.). 

TRAINING 

In order to ensure that staff possess sufficient awareness of risk management and business 
continuity and are competent to identify, assess and manage risk within their working 
environment, risk awareness/assessment training will be made available to all staff as part of 
the Risk Management Training Programme. This includes Trust Corporate Induction (Welcome 
event), Ward and Departmental Induction and Mandatory  Training.  

Managers with responsibility for the management of staff (and ultimately Divisional Managers / 
Clinical Directors / Heads of Nursing) will be responsible for ensuring that an assessment of 
the risk management training needs of their staff is undertaken and that staff  have access to 
and are able to attend relevant training.  In respect of new staff, information on risk 
management including information on incident reporting is included in the general induction 
arrangements for all staff. Reports will be provided to the Workforce Committee as a sub-
committee to the Board of Directors.    

BEING OPEN 

Central to the National Patient Safety Agency (NPSA) strategy to improve patient safety is a 
commitment to improving communication between healthcare organisations and patients 
and/or carers when a patient is moderately harmed, severely harmed or has died as a result of 
a patient safety incident. This also forms part of the government’s initiative to establish a safer 
and better healthcare service in its report Building a safer NHS for patients1. This 
communication is known as Being Open. 

Being open involves apologising and explaining what has happened to patients and/or their 
carers who have been involved in a patient safety incident. It ensures communication is open, 
honest and occurs as soon as possible following an incident. It encompasses communication 
between healthcare organisations, healthcare teams and patients and/or their carers. For 
patients, effective communication starts from a healthcare need being identified and continues 
throughout their treatment. For healthcare professionals, there is an ethical responsibility to 
maintain honest and open communication with patients and/or carers even when things go 
wrong. It is only by ensuring good communication when a patient safety incident occurs that 
we can begin to look at ways to prevent recurrence. Promoting a culture of being open is 
therefore a prerequisite to improving patient safety and the quality of healthcare systems.  

The Trust has adopted the NPSA Investigations Guidance for incidents, complaints and 
claims. Being Open is monitored as part of the reports of incidents by the Quality Committee 
and externally by NHS Western Cheshire as part of the Quality Contract. 
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SUPPORTING STAFF 

Divisional Managers and Senior Clinical Staff will have a responsibility to ensure that their staff 
are appropriately supported during the investigation of a serious untoward incident and should 
be offered access to any Staff Counselling Services.  This is in line with the National Patient 
Safety Agency ‘Being Open Policy’.  Further guidance on the subject has been jointly 
developed by the Risk Management and Human Resources Departments, key aims set out 
include; 

 To value, support and protect staff 

 To provide support in the ‘best interests’ of the individual concerned 

 To provide individuals with appropriate and relevant information necessary for them to 
provide a positive input into any investigative or procedural case 

 To minimise negative effects on staff caused by involvement in investigations and 
proceedings 

 To reduce instances of staff leaving or being absent from the profession due to poor 
experiences of investigations and/or proceedings 

 To reduce instances of inappropriate suspension/exclusion of staff 

 To protect patients and improve service provision 

The Line Manager should be the first point of contact for an individual seeking support. 

STRATEGY COMMUNICATION AND DISSEMINATION 

The Trust’s Risk Management Strategy will be disseminated: 

Internally- Divisional Managers will be expected to communicate the Strategy as part of local 
induction procedures. All staff through Trust Induction, Staff Handbooks, Risk Management 
Information leaflets for staff and patients. Risk Management Training will refer to the Strategy 
which is accessible via the Risk Management Directory within the Trusts Intranet in addition to 
the Extranet and Internet site. 

Externally – Monitor, NHS Western Cheshire,  National Health Service Litigation Authority, 
Internal and External Auditors, NHS Counter Fraud and Security Service, Partner 
Organisations, patients and the public via the Internet. 

Amendments to the Strategy will be communicated as and when they occur. 

FURTHER READING 

The above represents the Trust’s Risk Management Strategy and does not provide detailed 
information on the management of a specific area of risk or risk topic. It is recommended, 
therefore, that this document be read in conjunction with the following documents which can be 
found on the Trust website: 
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 Quality assurance to the Board of Directors 

 Health & Safety Policies 

 Standing Financial Instructions/Standing Orders 

 Complaints Procedure 

 Claims Policy/Procedure 

 Policy for complying with the Pre-Action Protocol for the Resolution of Clinical Disputes 

 “Whistle Blowing” Policy 

 Policy for Staff to Report their concerns about their Performance or Health 

 Policy for Incident Reporting 

 Policy for the Management of Serious Untoward Incidents 

 Investigations Policy  

The above is not an exhaustive list but represents key documents which outline arrangements 
and processes which complement the approach outlined in this Strategy. 

MONITORING AND REVIEW OF THE STRATEGY 

This Strategy will be reviewed in May 2011or sooner should the need arise, determined by the 
Executives and/or by the Board of Directors. 

Minimum requirement to be monitored 

Process for monitoring e.g. 
audit 

 Receipt of  Divisional and Specialist Assurance Report 

 

Responsible individual/ 
group/ committee 

Risk and Health and Safety Operational Group 

  

Frequency of monitoring Quarterly  

Responsible individual/ 
group/ committee for review 
of results 

Risk and Health and Safety Operational Group 

Responsible individual/ 
group/ committee for 
development of action plan 

Divisional Governance Forums and  Specialist  Leads  

Responsible 
individual/group/ committee 

Risk and Health and Safety Operational Group 
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for monitoring of action plan 
and Implementation 

Executive Risk Review Group. Minutes received at 
Board of Directors.  See Appendix F.   

SOURCES 

Australian/New Zealand Risk Management Standard AS/NZS 4360:1999) 

HSC 1999/123 Governance in the New NHS:Controls Assurance Statements 

1999/2000; Risk Management and Organisation Controls 

NHS Litigation Authority Standards, April 2010 

NHSLA  Maternity Standards April 2010 

National Patient Safety Agency, Risk Assessment Matrix, July 2001 

CoCH Whistleblowing Policy - Public Interest Disclosure Act' 

Guidelines for Risk Assessment CoCH, January 2004 

Policy and Procedure for Risk Management, January 2007 

Civil Contingencies Act, November 2004 

National Patient Safety Agency, Being Open Policy, September 2005 

Consultation on the NHS Foundation Trust Code of Governance, Monitor, 2005 

Care Quality Commission Standards 2008 
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APPENDIX A 

DEFINITIONS OF RISK  

Risk is defined as a “hazard/exposure to danger/chance of loss or harm”.  As the 
consequences of taking risks can be damaging, steps must be taken to manage or minimise 
these risks.  It is the threat that an event or action will adversely affect the Trust’s ability to 
successfully execute its strategies and achieve its objectives. 

Risk also includes failing to exploit opportunities and maintain organisational resilience. 

This is the selection and implementation of appropriate options for the management of 
identified risk i.e. physical changes to environment, production or policies, standards or 
procedures or staff training, for example; 

Clinical Risks 

The Quality Board will ensure compliance with NHSLA, Care Quality Commission Standards 
and will ensure action plans are developed.  The information accrued from clinical risk 
assessments, incidents, complaints, and claims will also contribute to these action plans. 

Strategic and Organisational Risks 

The Risk and Clinical Governance Manager will work with Heads of Departments and 
members of the Risk and Health and Safety Operational Group to monitor action plans to 
address risks identified by self-assessment process and from departmental risks assessments  

The Board has also identified those principle risks that might affect the achievement of the 
Trust’s strategic and corporate objectives.  These risks are identified within the Assurance 
Framework and will be considered, by the Risk and Health and Safety Operational Group and 
escalated via the Chief Executive, as necessary to the Board. 

Financial Risks 

The Director of Finance and Compliance  will identify those risks that could affect the ability of 
the Trust to meet its statutory financial viability and the financial impact of any significant risks 
that have been identified through the other risk assessment processes. 
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APPENDIX B 

RISK MANAGEMENT ORGANISATIONAL STRUCTURE  
A key change of Risk Management within the Trust is the development of the revised structure 
shown in this appendix which clearly indicates a co-ordinated and holistic approach to the 
management of risk. 

The Risk and Clinical Governance Manager is Chair of the Risk and Health and Safety 
Operational Group. This enables two way communication of information and ensures that the 
minutes from the Groups are formally debated at the appropriate levels. 

The Terms of Reference in Appendix E clearly show the sharing of minutes between the key 
functions responsible for Risk. This includes the overarching scrutiny by the Audit Committee 

.
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Quality Sub Committee 

BOARD OF 
DIRECTORS 

Sub groups 

 Information 
Governance 
Steering 
Group 

 Finance 
Committee 

 Data Quality 

 APPENDIX B    INTEGRATED RISK AND 
QUALITY ASSURANCE FRAMEWORK               

Sub groups 

 Drug and Therapeutics 
Committee 

 Emergency Planning and 
Business Continuity  

 Health Records Committee 
 Infection Control Committee 
 Resuscitation Committee 
 Transfusion Committee 
 R and D Committee 
 PPI /Pals /Complaints 
 Heads of Nursing 
 Divisional Boards 
 Age Equality and 

Safeguarding adults

Quality Board 

Sub Groups 

 Risk and Health and 
Safety Operational 
Group 

 Pandemic Executive (as 
required) 

 Senior Management 
Team 

 Countess Way Project 
Board 

 Medico Legal group 

Audit 
 Committee 

 Equality and Diversity 
Group 

  Staff Partnership Forum 
 Multidisciplinary 

Education Committee  
 Local negotiating 

Committee for Medical 
and Dental Staff 
Conditions of Service 
(LNC) 

 

Performance 
and 

Compliance 

Executive Meetings 
Includes Quarterly 

Executive Risk 
Review Group  

Sub groups 

 E and D subgroups for 
all schemes 

 Medical staff 
Education Committee 

 

OPERATIONAL GROUPS WITHIN DIVISIONS /DEPTS 

Work to operationalise the work of the organisation 

These may alter and change dependent on the work plan to be 
delivered but should feed into one of the 5 MAIN streams subgroups 

Management 
Team meeting 

Finance 
Committee 

(Part one)

Charitable 
 Committee 

(Part two)

Workforce 

Sub Committee 
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APPENDIX C 

THE RISK MANAGEMENT PROCESS (ADAPTED FROM THE 
AUSTRALIAN/NEW ZEALAND RISK MANAGEMENT STANDARD AS/NZS 4360:1999) 

 
 
 
 
 
 
 
 
 
 

 
 

Communicate and 
consult with 
internal and 

external 
stakeholders 

Identify risks 
  What hazards exist? 
  What can happen? 
  How can it happen  

 
 
 
 
 
 
 
 
 
 
 
 

Monitor and 
review 

Consider the context for the Trust 
  The strategic context 
  The organisational context 
  The risk management context 
  The criteria for acceptable risk 
agreed 

Analyse risks 
  Determine Existing controls 

  Determine likelihood 
  Determine consequences 

  Estimate level of risk  

Evaluate risks 
  Determine level of risk 
  Compare against criteria for  
  acceptable risk 
  Agree risk priorities  

No  

Accept Yes  

Treat risks 
  Identify treatment options 
  Evaluate treatment options 
  Select treatment option 
  Prepare Risk Actions 
  Implement plans  
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APPENDIX D        RISK MANAGEMENT STRATEGY – DUTIES, 
AUTHROITIES AND PRINCIPAL FORUMS FOR MANAGING RISK  

Board of Directors 

Board of Directors, is responsible for reviewing the effectiveness of internal controls and for 
managing the Trust’s affairs efficiently and effectively through the implementation of these 
controls. 

The following sets out the specific responsibilities of key individuals within the Trust’s risk 
management arrangements: 

Chief Executive 

The Chief Executive, as accountable officer, has overall responsibility for ensuring the 
implementation of an effective risk management system, for development of corporate 
governance and for meeting all statutory requirements, supported by the Director of Nursing, 
Quality and Environment and the Risk and Clinical Governance Manager and other key 
individuals with delegated responsibility. 

Executive Director for Quality, Risk, Emergency Planning and Business Continuity 

The Director of Nursing, Quality and Environment carries delegated responsibility from the 
Chief Executive for all elements of Risk, (Clinical and Non-Clinical). The Executive Directors 
with delegated responsibility sit on the Board and meet regularly with the Chief Executive to 
ensure that the strategic direction taken by the organisation is applicable to and takes into 
account each of the organisation’s risk categories. 

Director of Finance and Compliance (Deputy Chief Executive) 

The Director of Finance and Compliance carries specific responsibility for financial risk 
management. The Director of Finance and Compliance is responsible to the Chief Executive 
and is the named Executive Director with professional responsibility for provision of an 
effective Internal Audit Service. 

The Executive Directors with delegated responsibility sit on the Executive Risk Review Group 
with responsibility for risk management to ensure that the strategic direction taken by the 
organisation is applicable to and takes into account each of the organisation’s risk categories. 

Foundation Secretary  

The Foundation Trust Secretary will sit on the Executive Risk Review Group to provide an 
independent element of assurance to the Board of Directors. 
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Deputy Director of Nursing Risk and Clinical Governance Manager (RCGM) 

The Deputy Director of Nursing supports the Director of Nursing, Quality and Environment in 
relation to Risk Management. 

Risk and Clinical Governance Manager 

The RCGM is specifically responsible for providing support/advice to Divisions in managing 
risk ensuring that this expertise is maximised by the organisation through structured training 
programmes and effective communication. 

The RCGM is also responsible for raising awareness/profile of risk management and 
maintaining the Trust’s overall Board Assurance Framework (Risk Register) on behalf of the 
Deputy Director of Nursing. 

Operational Team 

The Deputy Director of Nursing, Risk and Clinical Governance Manager and the Head of 
Clinical Audit and Research are the operational team supporting the Director of Nursing, 
Quality and Environment and the Medical Director in their duties within the Quality Strategy 

Head of Estates 

The Director of Estates has delegated responsibility for the management of the estate. 

Head of Estates  

The Head of Estates  has corporate  responsibility for Fire and Health and Safety providing   
advice help and support on requirements to comply with civil and statutory Health Safety and 
Fire obligations, use of best practice to further improve standards and a pro-active approach to 
ensure continuous improvement. 

 Head of Security (Local Security Manager Specialist) 

The post holder ensures compliance with the strategy and directions issued by the NHS 
Counter Fraud and Security Management Service (CFSMS). This also incorporates 
responsibility, accountability and management for the Local Security Mangers Specialists, the 
Trust’s Security Service and its associated transport, travel and car parking services / facilities. 

Legal Services Co-ordinator  

The Legal Services Co-ordinator is responsible for managing claims against the Trust, liaising 
with solicitors/insurers (where appropriate), to ensure timely and cost effective claims handling.  
Further, ensuring that any risk management issues/remedial action identified during the course 
of a claim, or during the review process on closure, is referred appropriately for action. 
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Head of Complaints and Patient Advice & Liaison Services (PALS) Manager 

The Head of Complaints is responsible for the management and co-ordination of the 
investigation of formal complaints, ensuring that the Trust’s Complaints Procedure is adhered 
to and investigations are completed by the Divisions in accordance with identified standards, 
and that required follow-up action is taken in order to prevent recurrence. 

Clinical Directors/Divisional Managers/Heads of Nursing 

The Clinical Directors, Divisional Managers and Heads of Nursing are responsible for 
implementing risk management within their Divisions and for engaging all staff in this process. 
Clinical Directors, Divisional Managers and Heads of Nursing will also be responsible for 
ensuring that their staff receive the necessary level of risk management awareness/training in 
order to ensure that they are competent to identify, assess and manage risk within their 
working environment. Further they are responsible for the development and ongoing 
maintenance of Divisional Risk Registers which in turn will inform the overall Trust-wide Risk 
Register and for ensuring: 

 there are appropriate and effective risk management processes in place and that all staff 
are made aware of the risks within their work environment and of their personal 
responsibilities 

 there are effective systems in place for the identification, management (control) 
monitoring and review of risks (particularly in regards to standards set by NHS Litigation 
Authority (NHSLA) and Care Quality Commission  (CQC ).  

 that their staff, receive the necessary information and training to enable them to work 
safely and comply with appropriate Trust procedures, including incident reporting, risk 
assessments, fire arrangements and all health and safety procedures 

 that adequate attendance records are kept and non attendance of mandatory training 
and other risk management training is monitored and followed up 

 that staff know and understand their responsibilities and duties under the Trusts Health 
and Safety Policy and have appropriate arrangements in place to ensure that these are 
met 

Governance Facilitators 

The Governance Facilitators will be responsible for facilitating and supporting the Trust and 
Divisional Risk Management and Quality agendas.  This will be through a process of 
identifying priority areas, carrying out risk assessments, clinical audit projects and use of 
information about services to improve quality. 

All Staff 

For risk management to be effective it must actively involve staff at all levels within the 
organisation (i.e. ‘Board to Ward’), it must be seen as everyone’s responsibility and not just 
that of any one individual or department.  It is the responsibility of all staff to practice in a safe 
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and efficient manner and to participate in the reporting, assessment and management of risk 
within their individual work area. 

Staff must not intentionally or recklessly, interfere with, or misuse any equipment provided for 
the protection of safety and health and in addition must be aware of emergency procedures 
e.g. resuscitation, evacuation, and fire precaution measures appertaining to their particular 
Division/ Ward/Department locations. 

Risk awareness/assessment training will be provided at Corporate Induction and all mandatory 
training. This is to ensure that staff are conversant with the principles of risk management and 
the application of those principles to their particular work and area of responsibility. This 
includes how to: 

 report incidents/accidents and near misses in accordance with the Trust procedure for 
the Reporting and Management of incidents 

 participate in the risk assessment process 

 provide safe standards of clinical practice through compliance with the regulations of the 
appropriate professional bodies 

 be familiar with, and comply with, all appropriate policies and procedures, including 
clinical and health and safety procedures, designed to protect the health, safety and 
welfare of anyone affected by the Trust’s business 

 access training as required by the Trust  

Audit Committee 

Constitution 
The Board of Directors (“the Board”) has established a Committee of the 
Board to be known as the Audit Committee (“the Committee”). 

 

Membership 
The Committee is appointed by the Board from amongst the Non-Executive 
Directors excluding the Chairman of the Foundation Trust and shall consist of 
not less than 3 members, at least one of whom should have recent and 
relevant financial experience.  A quorum shall be 2 members. 
 
The Committee shall be supported by the Foundation Trust Secretary. 

 

Attendance 
The Chief Executive, The Director of Finance, the Head of Internal Audit, the 
Trust’s Local Counter Fraud Specialist, and a representative of the External 
Auditors shall have a standing invitation to attend meetings.  At least once a 
year the Committee shall meet separately with both the External and Internal 
Auditors and LCFS without any Executive Board Director present. 
 
Members should aim to attend not less than three meetings per year. If any 
member foresees difficulty in this, he or she should discuss it with the 
Chairman of the Committee.  
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Frequency 
Meetings shall be held not less than four times a year.  The External or 
Internal Auditors may request a meeting. 

 

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 take outside legal or other 
independent professional advice and to secure the attendance of outsiders 
with relevant experience and expertise if it considers this necessary. 

 

Duties  The duties of the Committee can be categorised as follows: 

 

 
Internal Control and Risk Management 

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

In particular, the Committee shall review the adequacy of: 

 

 all risk and control related disclosure statements, for example the 
Statement on Internal Control and supporting assurance processes 
together with any accompanying audit statement, prior to endorsement by 
the Board; 

 all the processes of corporate governance to enable the organisation to 
implement best practice as set out in appropriate guidance.  This will 
include the Assurance Framework. 

 the structures, 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 and other relevant guidance.  

 the operational effectiveness of policies and procedures; 
 the policies and procedures for all work related to fraud and corruption as 

required by Commissioners and the NHS Counter Fraud Service. 
 

 

 
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 
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co-ordination between the Internal and External Auditors; 
 to ensure that the Internal Audit function is adequately resourced and has 

appropriate standing within the organisation. 
 

 
Local Counter Fraud Service 

 to agree the annual Counter Fraud Plan and Annual Report as 
presented by the Trust’s Local Counter Fraud Specialist.  

 
External Audit 

 consider the appointment of the External Auditor, as far as the Monitor’s 
“Audit Code for NHS Foundation Trusts” guidance permits and make a 
recommendation to the Board of Governors; 

 discuss with the External Auditor, before the audit commences, the nature 
and scope of the audit.  

 review External Audit reports, including use of resources reports and 
annual audit letters, together with the management response.  

 

 
Financial Reporting 

Review and report to the Board on the annual financial statements, focusing 
particularly on: 
 changes in, and compliance with, accounting policies and practices 
 major judgemental areas; and 
 any significant unadjusted differences and significant adjusted items 

arising from the audit.  

 Make a recommendation to the Board as to the adoption of the  Financial 
Statements 

General 

 

The Committee will undertake an annual training needs assessment for its 
own members. 
 
The Committee should annually assess its performance and compliance with 
The NHS Foundation Trust Code of Governance. 

The Committee will annually review the independence and effectiveness of 
External and Internal Audit and the NHS Counter Fraud Service. 

Reporting 
The minutes of Audit Committee meetings shall be formally confirmed and 
signed by the Chairman and submitted to the Board of Directors. 
 

The Committee should report annually to the Board of Governors on its work. 
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Executive Risk Review Group 

Constitution: The Board of Directors has delegated to the Executives Risk Review   Group  
to oversee the ongoing development, implementation and monitoring of the 
Risk Management Strategy. 

Membership: The Executives Risk Review Group consists of the following: 

 Chief Executive 

 Director of Finance and Compliance 

 Foundation Trust Secretary  

 Director of Nursing, Quality and Environment 

 Medical Director 

 Director of Organisational Development 

 Director of Operational Services 

 Deputy Director of Nursing  

Other staff may be co-opted to discuss specific topics 

Duties: The Executives Risk Review Group will meet four  times a year with the Risk 
and Clinical Governance Manager to monitor compliance of the Risk 
Management Strategy. This will include review of the Board Assurance 
Framework and to receive the minutes of the Risk and Health and Safety 
Operational Group. 

Quorum: A quorum shall be 4 members. 

Deputies: The Risk and Clinical Governance Manager may nominate a Governance 
Facilitator to attend the meeting on her behalf when required. 

Frequency: Meetings shall take place not less than four  times a year and Executive 
Directors are expected to attend at least two meetings. 

Authority: The Executives Risk Review Group has delegated authority by the Board of 
Directors 

Purpose: The overall purpose of the Executive Risk Review Group is to advise the 
Board of Directors on the strategic direction and priorities of the Trust in 
relation to Risk Management. 

Management  Board 

Constitution:  

The Management Board stands in its own right as the senior management 
team committee and whilst this Board is not a sub-committee of the Board of 
Directors the minutes are included in the information pack to the Board of 
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Directors and are open to their scrutiny. 

 

Purpose: The Management Board will consider and develop key corporate strategic and 
operational issues of a general nature and those relating to patient safety, and 
ensure effective systems are in place to ensure strong performance delivery, 
clinical risk management and clinical governance. 

Membership: The Management Board will comprise: 

Chief Executive  
Medical Director  
All other Executive Directors 
All Divisional Managers 
All Clinical Directors 
Chairman of Medical Staff Committee 
 

Duties: General   

1. To consider and develop key areas of Trust strategy and agree 
processes for taking these forward.  

 
2. In conjunction with the Board of Directors contribute to the development 

of the Trust’s Corporate Objectives, Annual Plan and Annual Budget. 
 
3. To ensure corporate issues relating to operational delivery are effectively 

co-ordinated to deliver national and Trust targets and standards in a 
manner which maximises operational efficiency, cost-effective delivery 
and high levels of staff productivity. 

 
4. To regularly review corporate Trust performance and agree necessary 

corrective action of a corporate nature where appropriate. 
 
5. To consider high-level issues of a general corporate nature and agree 

processes for actioning these. 
 

Patient Safety  
6. To review clinical practices within the Trust so as to ensure that, at all 

times, every effort is made by management and health professionals to 
reduce risk and promote and maintain safe clinical practice.  

 
7. To receive the policies and reports that give assurance of patient safety, 

to include NICE, NCEPOD and clinical audit. 
 
8. To review the policies and practice relating to healthcare acquired 

infection with a view to minimising the incidence of infection. 
 
9. To consider high-level issues of a patient safety and maintenance of 

national standards and targets relating to areas of patient safety. 
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10. To agree major clinical policy and monitor the effectiveness of those 

policies.  
 
11. To ensure that clinical performance and quality monitoring and reporting 

mechanisms are properly established and working throughout the Trust.  
 

12.         To receive details of serious clinical incidents reported to the      
Strategic Executive Incident System (STEIS) and the National Patient Safety 
Agency (NPSA). 

Quorum: A quorum shall be a minimum of 2 Executive Directors, a minimum of 6 
Divisional or Clinical Directors.  

Deputies: No deputies will normally be required to attend 

Frequency: Meetings shall take place monthly. 

Authority: Minutes of the meeting will be included in the information pack of the Board of 
Directors. 

 

Risk and Health and Safety Operational Group  

Constitution: The Risk  and Health and Safety Operational Group is a subgroup of the 
Executive Risk Review Group.  

Purpose: Be responsible for reviewing and developing the risk aspects of policies 
and systems relating to the following operational issues detailed by the 
Health and Safety Executive (HSE),  Care Quality Commission and the 
NHSLA Risk Management Standards 

Be at all times conversant with the HSE, NHSLA Risk Management 
Standards, NHS Emergency Planning Guidance and the expectations of 
the Trust’s Risk Management Executive Risk Review Group and Quality 
Board. 

Membership: Risk and Clinical Governance Manager 

Head of Facilities  

Human Resources Specialist Services Manager 

Occupational Health  

Governance Facilitator – W omen and Children’s 

Governance Facilitator – Medicine 

Governance Facilitator – Surgery 

Governance Facilitator – Diagnostic and Therapy Services 

Head of Security 
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Manual Handling Services 

Head of Estates 

Staff Representatives – two members at least to attend  

 

Duties:  To monitor the performance and effectiveness of the Trust’s Risk, 
Health and Safety,   Emergency Planning and Business Continuity 
systems, policies and procedures  

 To ensure that the Major Incident Plan, Emergency and Business 
Continuity plans are in place and regularly audited for: 

 external disasters 

 internal disruptions 

 failures in information technology systems  

 To identify existing or new areas that require development in 
Emergency Planning and Business Continuity and to develop and co-
ordinate an action plan to achieve preparedness  

 To agree a programme of exercises to: 
 Test the Trust’s Emergency and Business Continuity plans 
 Evaluate outcomes 
 Make recommendations based on the evaluations  

 To monitor the implementation of the Risk Management Strategy in 
respect of all operational aspects and Key Performance Indicators. 
Poor performance will be reported back via the Group to the Executive 
Risk Review Group  

 To receive information regarding all incidents and to ensure all risk 
reduction systems have been used and are in place  

 To agree action plans developed from risk assessment which may 
have financial investment implications 

 The Group may identify areas of hospital policy that require change 
in order to effect improvements. Such items will be referred to the Risk 
and Health and Safety sub-group to review 

 Individual members of the group will be expected to report back to their 
Clinical Directors, Divisional General Managers and Heads of 
Department on a regular basis providing feedback on the 
developments and results of the group 

 To receive reports of the following: 

 Claims non clinical  

 Complaints non clinical  
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 Divisional Assurance  

 Emergency Planning and Business Continuity  

 Fire Safety 

 Manual Handling  

 Occupational Health  

 Radiation Protection 

 Security 

 

Quorum: A quorum will be eight members.  

 Deputies: No deputies will normally be required to attend 

Members to be co-opted as required:  

Health Protection Agency, North West Ambulance Service, Cheshire Police, 
Cheshire Fire and Rescue Service, Centre for Communicable Disease 
Control. 

Frequency: The Group will meet once every two months 

Authority: Copy of the minutes will be sent to the Executive Risk Review Group 
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APPENDIX E       LIKELIHOOD OF RECURRENCE RATINGS 
Descripter Description 

Almost certain 
Likely to occur on many occasions, a persistent issue 

1 in 10 

Likely Will probably occur but is not a persistent issue 1 in 100 

Possible 
May occur/recur occasionally 

1 in 1000 

Unlikely 
Do not expect it to happen but it is possible 

1 in 10,000 

Rare 
Cannot believe that this will ever happen 

1 in 100,000 

Figure 2: Severity/Impact Ratings 

Description 
Actual or potential unintended or 
unexpected impact on 
individual(s) 

Actual or potential impact on 
organisation 

Catastrophic  Death (including single or multiple 
fatalities) 

Including: 

 unexpected death of a patient 
whilst under the direct care of a 
health care professional 

 suicide or homicide committed by 
an NHS patient being treated for 
a mental disorder 

 known or suspected case of 
health care associated infection 
which may result in death, e.g. 
hospital acquired Legionellosis 

 death of member(s) of staff 
during or as a result of work 
activities 

 International adverse 
publicity/severe loss of 
confidence in the organisation 

 Extended service closure 

 Litigation >£1 million 

 Lost staff working days 

 Definite notification to Strategic 
Health Authority, National Patient 
Safety Agency, National Health 
Service Litigation Authority /other 
external agencies (e.g. Health 
and Safety Executive, Police, 
Coroner. 

 Probable external investigation/ 
interventions/sanctions by 
Commission for Health 
Improvement, Health and Safety 
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Executive. 

Major Major permanent harm to any 
person(s) 

The following specific incidents not 
resulting in death should be 
categorised as major: 

 procedures involving the wrong 
patient or body part 

 haemolytic transfusion reaction 

 retained instruments or other 
material after surgery requiring 
re-operation 

 known or suspected case of 
health care associated infection 
which may result in major 
permanent harm, e.g. Hepatitis C 

 patient receiving a radiation dose 
much greater or less than 
intended whilst undergoing a 
medical exposure 

 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) 

 medication error 

 infant abduction, or discharge to 
the wrong family 

 serious injury/harm to member(s) 
of staff during or as a result of 
work activity 

 National adverse publicity/major 
loss of confidence in the 
organisation 

 Possible temporary service 
closure 

 Complaint 

 Litigation £500k - £1 million 

 Increased length of stay >15 days

 Increased level of care >15 days 

 Lost staff working days 

 Definite notification to Strategic 
Health Authority, National Patient 
Safety Agency, National Health 
Service Litigation Authority /other 
external agencies (e.g. Health 
and Safety Executive, Police. 

 Possible external investigation/ 
intervention/sanctions by 
Commission for Health 
Improvement, Health and Safety 
Executive, Police. 

Moderate 

 

Moderate/serious effect on care or 
wellbeing of any person 

Significant/semi-permanent harm (up 
to 1 year) requiring medical 
treatment 

Including: 

 Moderate service disruption 

 Equipment and or Building loss 

 Local adverse publicity/moderate 
loss of confidence in the 
organisation 
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 known or suspected health care 
associated infection which may 
result in semi-permanent harm 

 injury/harm to member(s) of staff 
during or as a result of work 
activity 

 Probable complaint 

 Probable litigation £50k - £500k 

 Increased length of stay 8-15 
days 

 Increased level of care 8-15 days 

 Lost staff working days 

 Probable notification to Strategic 
Health Authority, National Patient 
Safety Agency, National Health 
Service Litigation Authority. 

Minor 

 

Minor effect on care or wellbeing, 
health & safety of any person 

Non-permanent harm (up to 1 
month) requiring first aid or minimal 
or no treatment 

Including: 

 known or suspected health care 
associated infection which may 
result in non-permanent harm 

 Minor injury/harm to member(s) 
of staff during or as a result of 
work activity 

 Minor impact/service disruption 

 Possible complaint 

 Possible litigation < £50k 

 Increased length of stay 1-7 days 

 Increased level of care 1-7 days 

 Possible lost staff working days 

 

Insignificant 

 

No obvious harm/injury 

 

 Minimal impact/no service 
disruption 

 No or low financial loss 

 No lost staff working days 
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Figure 3: Risk Assessment Matrix 

1 2 3 4 5
Insignificant Minor Moderate Major Catastrophic

5 - Almost 
Certain1/10 5 10 15 20 25

4 - Likely 1/100
4 8 12 16 20

3 - Possible 1/1000
3 6 9 12 15

2 - Unlikely 
1/10,000 2 4 6 8 10

1 - Rare 1/100,000
1 2 3 4 5

Likelihood  

SEVERITY/IMPACT RATING

 

 

 

It is recognised that the above approach will not be routinely required for all risk assessments 
and that the professional judgement of staff working in the areas concerned will continue to be 
the chosen/most appropriate and indeed acceptable means of assessment. The risk ratings 
may be altered to reflect the results of the risk assessment; risk treatment.  This should be 
communicated by managers responsible for maintaining the Risk Register is kept up to date 
and accurately reflects the ward/department/organisation’s risk profile. 

 


