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Executive summary  

 Risk is the effect of uncertainty on the delivery of objectives. For example, we have an 
objective to keep patients and staff safe, risk is therefore anything that could stop us 
from keeping people safe in our care. The primary purpose of risk management is to: 

o Reduce harm for patients, staff, visitors or contractors; 
o Achieve the Strategic Objectives as set out in the ASPH Together We Care 

Strategy  
o Protect everything of value to the Trust (such as reputation, market share, 

exemplary clinical outcomes); and 
o Continuously improve. 

 When identifying risk we anticipate what could stop us from achieving our goals. To help 
identify risk we look at our historical performance and trends, previous events, current 
challenges, and needs of people who use our services now and in the future. Colleagues 
are required to be open, honest, think ahead and take an active part in identifying risk. 

 Risk analysis involves estimating the severity (the impact the risk has on the Trust and 
people in our care) and likelihood (the probability of that impact happening). The scores 
are multiplied to give an overall risk rating. The risk rating is used to determine risk 
management priorities and monitor acceptable amounts of risk. Colleagues are required 
to challenge constructively any assumptions made regarding severity and likelihood, and 
to comply with and implement risk controls to ensure risk is kept within agreed tolerance. 

 Risk is treated proactively using a combination of prevention, detection and contingency 
controls. Prevention controls ensure activities are performed in a certain way and 
typically involve policies, clinical or operational procedures, guidelines, and training or 
computer systems. Detection controls alert management to any deficiencies preventing 
risk and typically involves performance monitoring, audits, alarms or tests. Contingency 
controls are designed to allow you, your team or the organisation recover from any 
failure to manage risk and allow the organisation to continue to function albeit in a 
modified way. Colleagues are required to understand and implement all controls 
designed to manage risk at the Trust. 

 Organisational learning is reflected in our ability to continuously reduce the frequency of 
the same adverse event (incident, complaint or claim). If we learn, we continually reduce 
exposure to harm or loss. Controls are monitored and continuously improved as part of 
an open and learning culture.  

 Risk management is everyone’s responsibility. This policy applies to all Trust 
employees, contractors or volunteers working at the Trust.   
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1. Introduction 
 

1.1 This document is the policy for the management of risk at Ashford & St Peter’s Hospitals 
NHS Foundation Trust. Risk management is an integral component of the Trust’s 
governance arrangements. By complying with the organisational arrangements described in 
this document, services will ensure the effective identification, assessment and control of 
risk thereby ensuring the delivery of objectives. 
 

1.2 The achievement of the Trust’s strategic objectives is subject to uncertainty, which gives 
rise to both opportunities and threats. Uncertainty of outcome is how risk is defined.  Risk 
management includes identifying and assessing risks, and responding to them. 

 
1.3 The Trust will take all reasonably practicable steps to protect patients, staff, visitors and 

contractors from the risk of harm.   
 
1.4 The Trust’s governance arrangements shall be supported by an effective risk management 

system that delivers continuous improvements in safety and quality, minimises losses, and 
maximises opportunity for growth and development.  

 
 
2. Scope 

 
2.1  Risk management is everyone’s responsibility. This policy applies to all staff (temporary 

and permanent) working in any of the “locations” registered by Ashford & St Peter’s 
Hospitals NHS Foundation Trust with the Care Quality Commission (CQC) to provide 
regulated activities. 

 
2.2  “Locations” are not necessarily geographically based or determined. Therefore, the term 

“locations” does not just refer to Trust buildings; it is the term used by the CQC to describe 
the hub of operations for a service or range of services and so includes all activities being 
performed in the course of performing one’s role.  
 

2.3 All employees are required to co-operate with the Trust in managing and keeping risk under 
prudent control. Specific responsibilities are placed on members of the management team 
for ensuring the requirements of this policy are met within their respective areas of control. 
These are summarised under specific and generic responsibilities on page 8. 

 
 
3. Purpose 

 

3.1    The overall purpose of risk management at the Trust is to: 
 

a) Reduce the level of exposure to harm for patients, staff, contractors or visitors by 
proactively identifying and managing personal risk to a level as low as reasonably 
practicable; 

b) Promote success and protect everything of value to the Trust, such as high 
standards of patient care, safe working environment, the Trust’s safety record, 
reputation, community relations, equipment or sources of income; and 

c) Continuously improve performance by proactively adapting and remaining resilient to 
changing circumstances or events. 
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3.2 Risk management identifies, assesses, and controls risks, and underpins good 

performance in any organisation. Effective management of risk will ensure that we: 
  

 Identify all risks that could have an adverse effect on quality of care, safety and 
wellbeing of people, and on the business, performance and reputation of the Trust 

 have increased confidence in achieving our objectives through anticipating and 
proactively identify risks to the achievement of objectives 

 Have controls in place which are effective in their design and application to mitigate the 
risk, and which are understood by those expected to use them 

 Embed clear accountability for the management of risks at each level   
 Inspire trust and confidence in our stakeholders 
 Protect public funds from waste and misuse 
 Comply with the law, safeguard the health and safety of our staff and the public  
 Make informed decisions and plan effectively 
 Set priorities for our resources to address the most significant risks  

 
 

4. Duties and responsibilities 
 
In order to achieve the aims of the risk management policy the following roles, accountabilities and 
responsibilities apply:            

 
4.1 Chief Executive has overall accountability to the Board for effective risk management. The 

Chief Executive is responsible for ensuring priorities are determined and communicated, 
risk is identified and managed in accordance with the Board’s appetite for taking risk. 

 
4.2  Chief Nurse - on behalf of the Chief Executive is the Board lead for risk management 

processes across the Trust. They shall, on behalf of the Board, implement and maintain an 
effective system of risk management. The Chief Nurse is responsible for risk management 
policy development, and monitoring the management of risk across divisions. In the event 
of unsatisfactory compliance with the risk management process or unacceptable risk 
exposure, the Chief Nurse shall raise the matter with the relevant Executive Director for 
their immediate attention and action. 

4.3 All Executive Directors, Divisional Directors and other Directors have a specific 
responsibility for the identification and prudent control of risks within their sphere of 
responsibility. They shall intervene robustly to ensure teams within their services follow the 
risk management process. In addition, executive directors, clinical and all other directors 
shall also be responsible, where required, for the provision of specialist advice to the Board 
of Directors. This acknowledges that all directors are subject matter experts and have 
specific responsibilities for interpreting and applying national policy, legislation and 
regulations in respect of their specific areas of expertise. 
 

4.4 Non-Executive Directors – in their role as chair of Trust Board sub-committees, are 
responsible for ensuring that the strategic risks for which each committee has oversight,  
are regularly reviewed to ensure robust controls are in place to manage these risks. 
 

4.5 Chief of Patient Safety and Assistant Director of Patient Safety - have responsibility for 
the risk management process.  They shall report to the Chief Nurse for the development of 
risk management policy, administration of risk management systems, provision of risk 
management training and support to Divisions. They shall be responsible for the 
maintenance and reporting of the Corporate Risk Register and carry out sufficient checks 
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within and across Divisions to monitor the management of risk alongside the Board’s 
appetite for taking risk. They shall lead for the effectiveness of DatixWeb Risk Register. The 
Chief of Patient Safety and Assistant Director of Patient Safety shall take the lead in 
triangulating lessons for learning ensuring defects, alerts or changes in practice are 
conveyed to front line teams promptly.  

4.6 The Associate Director of Corporate Affairs & Governance shall coordinate and deliver 
the Board Assurance Framework. The Associate Director of Corporate Affairs & 
Governance is responsible for developing and communicating the Board’s appetite for 
taking risk, establishing mechanisms for scanning the horizon for emergent threats and 
keeping the Board sighted on these. They will be jointly responsible, with the Assistant 
Director of Patient Safety for ensuring triangulation and appropriate escalation of risks from 
the Divisional and Corporate Risk Register to the Board Assurance Framework. 

4.7 Corporate Risk Manager – reports to the Assistant Director of Patient Safety and has day-
to-day responsibility for supporting, training and providing advice to staff in the 
management of risk. They shall be responsible for the effectiveness of DatixWeb, a 
governance system on which the Board depend, taking whatever action is necessary with 
colleagues, or the system Vendor, to ensure its effectiveness, validity, data quality and data 
completeness. They shall oversee the effective utilisation of risk management processes 
across the Trust. They shall analyse risk registers populated on DatixWeb, ensuring a clear 
and up-to-date picture of risk is available for the Assistant Director of Patient Safety at all 
times. The Corporate Risk Manager will be visible and act as central reference point for risk 
management issues providing advice and challenge to ensure risk is kept under prudent 
control. They shall assume day-to-day administrative responsibility of DatixWeb (Risk 
register module) and shall ensure the effective provision of risk management reports. 

4.8 Divisional Triumvirates/ Corporate Management teams – shall ensure the Risk 
Management process is applied throughout the Division, providing leadership and guidance 
in this regard. They shall be responsible for proactively anticipating risks and maintain 
oversight of the preparation of risk management mitigation plans and the design and 
application of controls to manage risk, in line with the Board’s appetite for taking risk. They 
will be responsible for monitoring the operation of controls and address identified gaps in 
control, holding services to account. They shall identify a designated person(s) to maintain 
and update the Divisional risk register.  

4.9 Non Clinical Risk Manager (Health & Safety) – has an important role in risk and safety 
management. This role is set out in the Health & Safety Policy and Risk Assessment 
Policies, which can be found on the Trust intranet. The Risk Management policy should be 
read in conjunction with the policies mentioned above. 

4.10 Information Governance Manager – has an important role in the management of 
confidentiality and security risks to Trust information and records.  This role and that of the 
key individuals responsible for Trust information is set out in the Information Governance 
Policy and the Information Security Policy 
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5. Explanation of terms used 
 

It is important that we have a common vocabulary and methodology for evaluating risk. A definition 
of terms follows below and a prescriptive scoring methodology is provided. 
 

Risk - Risk is the effect of uncertainty on the delivery of an organisations objectives. Risk 
Management is the process in which we identify, assess, manage and mitigate risks to the 
organisation and its objectives. For example, we have an objective to keep patients and staff safe, 
risk is therefore anything that could stop us from keeping people safe in our care. Risk 
management is relevant to all staff within the organisation and all staff must understand their 
responsibility in relation to risk. 

Hazard - A hazard is the potential for harm or an adverse effect, for example, to people as health 
effects, to organizations as property or equipment losses. This may be referred to as the ‘cause’. 
 
Issue - An issue is an unplanned event that has already happened and needs action to manage it. 
There is no uncertainty, it is a matter of fact. 
 
Likelihood - Likelihood is the probability of an occurrence considering the control measures that 
you have in place. Your assessment of likelihood should depend on factors such as past history, 
current circumstances and the nature of controls in place and things to consider might be – how 
many occurrences of this have been recorded via incident reporting within a given time frame? The 
detailed NPSA descriptor can be found in table 2 and appendix four. 
 
Consequence - This is an assessment of the severity of the consequence or impact of an 
identified risk materialising – the detailed NPSA descriptor can be found in tables 3a & 3b and 
appendix 4 
 
Initial risk score - The level of risk faced by an organisation before any internal controls are 
applied. 
 
Current risk score - The level of risk faced by an organisation after internal controls have been 
applied. 
 
Controls - The processes, policies and procedures used to govern the work or any additional 
controls or mitigating actions taken to deal with a particular situation. A judgement has to be made 
by the risk owner as to the numerical reduction to the initial risk score to produce the current risk 
score. 
 
Risk Appetite - Risk appetite can be defined as 'the amount and type of risk that an organisation 
is willing to take in order to meet their strategic objectives’. The Trust’s Risk Appetite has been 
defined by each of its Board Sub-committees against set categories. 
 
Mitigating actions - The actions which would be taken to minimise or mitigate the impact or 
consequence if the risk materialises. 
 
Assurance - Assurance are the means by which we can measure and monitor whether the 
controls we have in place are effective. These can be internal sources of assurance i.e. regular 
reports or these can be external such as peer reviews, external accreditations and inspection 
reports or ratings. 
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6 Risk Management Process 
     

 
 
A risk assessment tool to support the risk management process is included at Appendix 3 
 
 
Step 1: Determine Priorities 

Risk is defined as the effect of uncertainty on the objective (see section 4 for definition) It is 
essential, therefore, to be clear about objectives for each service and to express these in specific, 
measurable, achievable ways with timescales for delivery. Priorities will be determined by the 
Board of Directors and expressed through Trust wide strategic, divisional, service and personal 
objectives. 

 

 
Determine 
Priorities 

 
 

Identify  
Risk 

 
Risk 

Assessment 

Respond to 
risk 

(managing 
controls) 

 
Mitigation 

Management 
and 

monitoring 

Risk review 
and oversight 
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Step 2: Identify Risk 
 
Risk will be identified by anticipating what is stopping, or could stop, the Trust from achieving 
stated objectives/strategic priorities. Risk identification involves anticipation of failure and is based 
upon consideration of strengths, weaknesses, opportunities or threats. The identification of risk is 
an on-going process and is never static, but is particularly aligned to the annual planning process. 
To help identify risk we look at our historical performance and trends, previous events, current 
challenges, and needs of people who use our services now and in the future. Colleagues are 
required to be open, honest, think ahead and take an active part in identifying risk. 
This is often referred to as risk ‘source’. Risk source can be either via proactive or reactive 
methods. 
 
 
Methods of identification 
Staff may draw on a systematic proactive consideration of reasonably foreseeable failures 
alongside incident trends, complaints, claims histories, patient/staff surveys, observations, formal 
notices, audits or national reports to identify risk.  
 
Proactively identified 
 

Reactively Identified 

 External scrutiny and inspections  Incidents  

 Internal and External Audit Reports  Complaints 

 Accreditation Bodies Reports e.g. Royal 
Colleges, HSE, Environmental Health 

 Claims 

 
 Learning from ‘near miss’ events  Hazard and Alert Reporting e.g. Central 

Alerting System 

 
 
 
Describing a risk 

Risks must be described in a clear, concise and consistent manner to ensure common 
understanding by all. Describing risk in this way enables effective controls, actions or contingency 
plans, to be put in place to reduce the likelihood of the risk materialising.  

When wording the risk description, it is helpful to think about it in four parts. For example:  

“There is a risk that….. This is caused by ….. and would result in…. leading to an impact upon…” 

A risk description should detail the cause and effect. If can be useful to use the ‘IF’ and ‘THEN’ 
model to ensure both the hazard and the consequence, which will occur without action, are 
described. 

The Trust’s standard for recording risks is to define risks in relation to:  

 A Risk is described as something uncertain that may happen and could prevent us from 
meeting its objectives.  

 The Cause is the problem or issue that ‘could’ cause the risk to happen.  

 The Effect is the result of something that will happen if we do nothing about the risk  

 The Impact is the wider impact of the risk on the objectives if we do nothing  
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An 
event/situation – 
not a defined risk 

Risk defined as potential outcome 

Low staffing   X There is a risk of increased patient falls on Ward A due to an inability to carry out the 
‘Baywatch’ process adequately. This is caused by failure to recruit into vacant nursing 
posts leaving the ward short staffed.  Increased falls could lead to increased length of 
hospital stay for patients. This would not only impact ward capacity but could have a 
negative impact on patient well-being. 

Missed community 
visits X 

There is a risk that women and their babies do not receive postnatal community care. 
This is due to a failure of the discharge process, in part because it is reliant on a paper 
based system that alerts the community midwifery team that a discharge has taken 
place. This shortfall has directly and indirectly contributed to missed postnatal care. 

Rise in complaints    
X 

There is a risk that we will continue to provide a poor patient experience due to an 
inability to safeguard patient property. This is caused by a focus on treating the acutely 
unwell patient, time pressures to transfer patients quickly, and not following the process 
in place. Increased number of complaints could lead to a negative effect on the 
organisations reputation. 

 
 
Step 3: Assess Risk 
 
The use of a risk matrix facilitates the identification of the level of the individual risk being 
considered. All risks are considered in terms of; how likely it is that the risk would occur (likelihood) 
and, if it did happen, what level of injury or damage is likely to be sustained (severity). 
 
The Trust’s 5 x 5 risk matrix, as recommended by the former National Patient Safety Agency 
(NPSA), is used to calculate the risk score by multiplying the consequence by the likelihood: C 
(consequence) × L (likelihood) = R (risk score). The risk scoring matrix and guidance is provided in 
Appendix 4.  
 
The Risk Matrix is a generic matrix, which is used to assess the full range of risks, i.e., clinical, 
non- clinical, operational, strategic, and financial. The use of a risk matrix facilitates the 
identification of the level of the individual risk being considered.  
 

 
Table 1: Risk Scoring Matrix R(Risk) = C(Consequence) x L(Likelihood) 
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All risks must have 3 risk scores identified; initial risk score (score before mitigating controls), 
current risk score (to be updated as controls take affect and mitigating actions are carried out) and 
target risk score. 

 
Risk Proximity - A description of how soon the risk may materialise and can be categorised as: 
 

 High – Imminent, likely to occur within 6 months 
 Medium – Likely to occur within 6-12 months 
 Low – Long Term, not likely to occur within 12 months 

 
Wherever possible risk proximity should be applied as above. In a small number of cases it may 
not be possible to categorise as the risk may occur at any time – if this is the case the indication 
will be ‘open-ended’. 

 
 
Step 4: Respond to Risk 
 
There are five basic options for responding to a risk; the main options most likely to be used by the 
Trust to treat risk include: 

 
 Seek - this strategy is used when a risk is being pursued in order to achieve an objective or 

gain advantage. Seeking risk must only be done in accordance with the Board’s appetite for 
taking risk. 

 Accept - this strategy is used when no further mitigating action is planned and the risk 
exposure is considered tolerable and acceptable. Acceptance of a risk involves maintenance 
of the risk at its current level (any failure to maintain the risk may lead to increased risk 
exposure which is not agreed). 

 Avoid - this strategy usually requires the withdrawal from the activity that gives rise to the risk. 
It will be important to understand the unintended consequences of withdrawal before a 
decision is made to avoid a risk. 

 Transfer - this strategy involves transferring the risk in part or in full to a third party. This may 
be achieved through insurance, contracting, service agreements or co-production models of 
care delivery. Staff must take advice from the Executive Team before entering into any risk 
transfer arrangement. 

 Modify - this strategy involves specific controls designed to change the severity, likelihood or 
both. This is the most common strategy adopted for managing risk at the Trust. For this 
reason, we expand on the nature of control as follows: 

 
 

There are three types of control used to modify risk and comprise of: 
 

(i) Prevention/Treatment - these controls are core controls and are designed to prevent a 
hazard or problem from occurring. They typically involve policies, procedures, standards, 
guidelines, training, protective equipment/clothing, pre-procedure checks 

(ii) Detection - these controls provide an early warning of core control failure, such as a smoke 
alarm, incident reports, performance reports, audits 

(iii) Contingency - these controls provide effective reaction in response to a significant control 
failure or overwhelming event. Contingency controls help to maintain resilience. 

 
A combination of all 3 types of control is usually required to manage risk. 
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Step 5: Mitigation 
 
For all risks it is important to have mitigating actions to reduce the risk score. Action plans should 
clearly address the identified risk. Usually the mitigating actions aim to reduce the likelihood of a 
risk occurring rather than the consequence.  
 
Actions must have an assigned owner who is responsible for recording the progress of the risk.  
A clear description of what the action involves as well as an action plan must be detailed.  
 
Setting a target date for when the action must be completed by helps prioritisation of risk actions 
and sets a clear expectation to action owners. Cost of the mitigating action must also be 
considered to ensure that the action is achievable.  
 
 
Step 6: Management and Monitoring 
 
Management 
Key outputs from the risk management system shall be reported to relevant staff/committees 
depending on the current risk score as follows: 

 
 

Risk 
Rating 
  

Risk Level 
Remedial Action 

Decision to 
accept risk 

Risk Register 

1- 3  Negligible Ward / Dept. Manager Divisional 
Triumvirate 

Local risk 
register 

4– 6  Minor Specialty lead / Dept. Manager Divisional 
Triumvirate 

Local risk 
register 

8 – 12  Moderate Divisional Management Team Divisional 
Triumvirate 

Divisional risk 
register 

15  Major 

 

Executive Director / CEO 
Team /DMT/Executive 
Director 

Trust Executive 
Committee 

Corporate 
Risk Register 

16- 
25 
 

Catastrophic Executive Director / CEO Trust Executive 
Committee 

Corporate 
Risk Register 

 
 

The Trust Executive Committee shall receive a Corporate Risk Register report at each formal 
meeting to inform them of all significant risk exposures, the nature of controls to manage them and 
progress against action plans.  
 
The Trust Board Sub-Committees will receive reports to inform them of the distribution of risk 
across the Trust in relation to the Strategic Objective for which they have oversight, including 
strategic risks which comprise the Board Assurance Framework. They will have oversight of the 
details of all significant risk, material changes to the significant risk profile and progress with action 
plans.  Reports will cover the risk source, description of the risk, main controls, date of review and 
risk owner. 
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The Risk Scrutiny Committee shall ensure that integrated risk management principles to manage 
organisational risks are embedded and practised across the Trust activities and that they support 
the achievement of the Trust’s objectives. The committee will exercise oversight and scrutiny of the 
controls on place to manage risks on the Divisional Risk Registers and report by exception to the 
Trust Executive Committee and Quality of Care Committee. 
 
Divisional Teams will have access to DatixWeb Risk Register and produce system generated 
Division specific reports in order to review the risks identified within their wards, departments and 
specialties, and check that adequate controls are in place and actions are being implemented. 
Specific tailored dashboard allow for real time review of trends and summarise risk registers. 
 
The Audit and Risk Committee The Corporate Risk Manager will prepare a report for each 
meeting of the Audit and Risk Committee, containing the latest version of the Corporate Risk 
Register and explaining any significant changes, emerging and closing risks. The Audit and Risk 
Committee will scrutinise the Risk Register, and may ask for further reports or presentations on 
specific risks as it considers necessary. In order to provide assurance to the Trust Board, the Audit 
and Risk Committee will, at each meeting, scrutinise assurances on the entire risk management 
system to ensure it remains fit for purpose including the Strategic Risks to the Trust on the Board 
Assurance Framework.  
 
Urgent Escalation - in the event of a significant risk arising out with meetings of the above, the 
risk will be thoroughly assessed, reviewed by the relevant Divisional Director, Divisional Chief 
Nurse or Associate Director of Operations and reported to the Chief Executive (or deputy) within 24 
hours of becoming aware of the risk. The Chief Executive, with support from relevant members of 
the Executive Team and advisors, will determine the most appropriate course of action to manage 
the risk. The Chief Executive will assign responsibility to a relevant Executive Director for the 
management of the risk and the development of mitigation plans. The risk will be formally reviewed 
by the Executive Team at their next weekly meeting. 
 
Monitoring - Risk Assurance Measures and KPIs 
Assurances on effectiveness of controls and actions refer to how it is demonstrated that risks are 
being managed effectively. It is important to be able to provide evidence that a control measure or 
action is having the desired effect on the risk.  
 
Assurances can include measures such as collating and examining internal incident reporting data, 
internal and external audits and staff and patient feedback. Assurances must be reviewed 
alongside the risks by appropriate group or designated person to make sure that any controls or 
actions which are not working as they should are modified. 
 
The agreement of Key Performance Indicators (KPIs) as a method to monitor particular action 
outcomes provides a quantifiable measure to review and evaluate. Achieving an agreed KPI 
measurement can demonstrate the achievement of the desired outcomes of a particular action.   

When defining a KPI it is important to consider the following to ensure the metric is of value; 

 What is the desired action outcome 

 Why does the outcome matter 

 How will progress be measured 

 Who is responsible for the action 
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 How will you know that the desired outcome has been achieved 

 How often will progress towards the outcome be reviewed. 

 
Step 7: Review Risk and Oversight 
 
Risk Review 
Review risk at a frequency proportional to the current risk score. As a guideline it is suggested, as 
a minimum, risk is reviewed as follows: 
 
 Corporate Risk Register – Monthly review 
 Divisional Risk Register – Bi-Monthly review 
 Local Risk Register – Quarterly Review. 

 
Risk Responsibility 
Each risk is required to have a ‘handler’ allocated who will be responsible for uploading the 
updates on controls, recording any changes to risk score and providing updates on progress 
against the actions to the record.  

If you are the designated handler for a risk you must: 

 Ensure that all details on the record are clear and accurate, 

 Ensure that the risk has mitigating controls in place which reduce the risk identified, and 
that these are reviewed and updated if they are not achieving the desired outcome, 

 Ensure that the risk is communicated to all those required to take part in its mitigation, 

 Ensure that the risk is reviewed and updated in line with the minimum timeframes set out 
within the Risk Management Policy, 

 Ensure that every risk has an action plan and that the action owners are made aware of 
their responsibility, 

 Ensure that the risk is escalated appropriately if the risk level increases 

Each risk will have a risk owner allocated who has overall responsibility for the timely and 
appropriate management of the risk. This may or may not be the same person as allocated as 
action owner. For Corporate Risks, the risk owner is required to be a member of the executive 
team. 

If you are the designated risk owner for a risk you must: 

 Ensure that the handler for the risk is appropriate and has relevant knowledge of the risk 
subject to ensure accurate risk details are recorded and updated. 

 Ensure that the mitigating controls and actions are having the desired effect, and that these 
are reviewed in a timely way. 

 Ensure that there is a process within the division affected to review the risk alongside 
appropriate specialty leads i.e. safeguarding, to ensure a robust plan is in place across 
teams. 

Ensure that Learning from the risk is shared widely and embedded within teams. 
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Risk Oversight 
The relationship between Trust Executive Committee and the Audit and Risk Committee 

(i) To ensure effective oversight and scrutiny of the entire business of the Trust, the relationship 
between the Trust Executive Committee and the Audit and Risk Committee is based on 
inclusiveness, clarity of purpose and constructive challenge. The Trust Executive Committee 
will oversee the management of all significant risks (as detailed on the Corporate Risk 
Register) and will provide the Audit and Risk Committee with assurance on the effective 
operation of internal controls. 

(ii) The Trust Board sub-committees are comprised of both Executive and Non-Executive 
Directors and as appropriate will oversee the management of and review assurances on all 
risks within its sphere of oversight and control. This will include the detailed review of clinical 
controls and provision of assurance to the Audit Committee. In addition, the Quality of Care 
Committee may undertake reviews of significant clinical risks in order to support the Board 
and Audit and Risk Committee. 

(iii) The Audit and Risk Committee will oversee and satisfy itself that the system of internal 
control is effective. It will receive, but not be limited to, reports and assurance from the Chief 
Executive and Chair of Board sub-committees in addition to independent assurances from 
Internal Audit. 

 
 
7 Risk Appetite 

 
The Trust’s risk appetite statement is intended to provide clarity on the Trust’s position in 
relation to the extent of risk exposure to be tolerated, following mitigation, in relation to the 
delivery of its strategic objectives.  
 
It is designed to reflect the Trust’s overarching approach to innovation and exploration of new 
ways of working. In the current national and local context, the focus lies heavily upon system 
and partnership working, developing new models of care, digitally enabled care and value for 
money. This is an important tool for the Trust to understand and define the levels of risk it 
deems acceptable in pursuit of the strategy and in turn it provides guidance and direction to 
management and staff that can be easily understood and applied when defining and managing 
risks.  

 
The risk appetite statement undergoes a full formal review as part of each sub-committee 
forward planning process and annually at Trust Board. In addition to this regular review 
however, there are a number of triggers which would prompt an exceptional review of the 
Trust’s risk appetite in response. These triggers may be national, local or organisational 
events or emerging issues which may mean there is a need to re-examine the level of risk the 
Trust is willing to tolerate, for example: 
 

 A catastrophic event which may prompt other national or local action in response 

 CQC or other significant regulatory action against the Trust   
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 A repeat or similar event such as Mid Staffordshire Trust failings in care and risk and 

assurance systems of another health or social care provider which may bring to light 

new or relevant issues not previously considered 

 Significant changes in legislation or the regulatory framework 

 Trust plans become disabled through external positions or developments 

 

Risk Appetite Statement  
 

 
 
 
 
The Good Governance Institute Risk Appetite Guidance for NHS Organisations is included at 
Appendix 5 for reference when reviewing the levels of risk tolerance proposed.  

 
 
 

8 Risk Management System  
 

8.1 ‘Datix’ 
Datix is the Trust Risk Management database which stores all local and Trust Wide risks.  A Datix 
user account is required to log a risk and review risks on Datix. All divisions have access to the risk 
register through their senior managers and  Quality Governance Managers. Tailored user profiles 
are created to ensure staff at different levels have appropriate access to records. Internal 
communications system within Datix allows for an audit trail of discussions. 

 

Safety and quality of patient care 
drives all major decisions in the 
organisation and the Trust has 
minimal appetite overall for risk 
exposure that could result in 
diminished care quality.   
The level of risk the Trust is 
willing to tolerate is dynamic and 
will naturally decrease in relation 
to proximity to patient care 
 (Fig 3). 
In the pursuit of its objectives, the 
Trust is willing to accept, in some 
circumstances, risks that may 
result in some financial loss or 
exposure to reputational damage 
including a small chance of 
regulatory action but will not 
pursue risks that are not fully 
assessed and understood and 
where benefits are significant. 
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8.2 Datix Dashboard 
The Dashboard function on the Datix system allows quick review of live data. Dashboards can be 
tailored to an individual’s needs as well as be built to suit the needs of a committee. Dashboard 
data can be used to review trends in data, as it allows for a variety of charts and tables to be 
viewed on one screen.   
Each risk will have a monitoring committee linked to the record. All risks detail the ‘principle 
strategic objective’ which is ‘affected’ by the risk. Sub-Board committee members will have access 
to dashboard reports to inform them of the distribution of risk across the Trust in relation to the 
Strategic Objective for which they have oversight. Reports will detail of all significant risks, material 
changes to the significant risk profile and progress with action plans.  Reports will cover the risk 
source, description of the risk, main controls, date of review and risk owner. 

 
 

9 Risk Management Training 
 

9.1 Training on the risk management process will be delivered at three levels via Training tracker 
and face to face from the Corporate Risk Manager. Risk Management Training is available 
to all staff, this is available on your "Training Tracker" account. 

 
9.2    Level One Training – Available to all staff 

Level Two Training – Available for Senior Managers 
Level Three Training – Available for Associate Directors and Directors 
 

 
10 Engagement, Approval and Ratification 
 
Following a period of consultation with all relevant stakeholders the policy will be formally ratified 
by the Trust Executive Committee. 

 
 

11  Dissemination and Implementation 
 

The policy will be published on the Trust intranet site and will be regularly communicated via 
training sessions upon risks management and use of the Trust Datixweb system 
 
 
12 Review and Revision Arrangements 

 
The Trust Executive Committee will review the risk management policy yearly, and present any 
changes to the Audit and Risk Committee for approval.  
 
 
13 Document Control and Archiving 

 
Previous versions of the policy will be retained on the central T:drive by the Director of Corporate 
Affairs & Governance. 
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14  Monitoring compliance with this Policy 
 
Measurable 
Policy Objective  
 
 

Monitoring/ 
Audit method 

Frequency of 
monitoring 

Responsibility for 
performing the 
monitoring 

Monitoring 
reported to which 
groups/ 
committees, inc 
responsibility for 
reviewing action 
plans 

Ensure the risk 
management 
policy and 
procedures are 
being applied 
properly and 
consistently 
across the 
Trust  

Risks are 
properly 
assessed and 
effectively 
managed. 

 

Formal audit 
 
 
 
 
 
 
 
 
As above 

Annually Internal audit Audit & Risk 
Committee 

Management 
of individual 
risks on 
Corporate Risk 
Registers  and 
the BAF 

Regular 
formal 
committee 
report 

Each meeting 
of the 
committee 

Executive 
Lead/nominated 
lead 

Board sub-
committees 

Management 
of Corporate 
Risks (CRR) 

Formal report  Monthly Trust Executive 
Committee 

Audit & Risk 
Committee 
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15 Supporting References  
 

BSI (2008) Risk Management - Code of Practice. BS 31100:2008. London. British Standard 
International 
 
NPSA (2004) Seven Steps to Patient Safety. NPSA London 
 
Chief Medical Officer, Organisation with a Memory (2000) 
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APPENDIX 1: EQUALITY IMPACT ASSESSMENT 
 
Equality Impact Assessment Summary 
 
Name and title:   S Maughan, Associate Director of Corporate Affairs & Governance/  

J Rees, Assistant Director of Patient Safety 
 
Policy:   Risk Management Policy  
 
Background 
 
 
Policy aim is to ensure:  

- timely identification of both clinical and non-clinical risks;  
- that all risks are identified, recorded and managed and that risks to patient safety are 

minimised; 
- that actions and controls in place to manage risks are robust and that he Board is 

sufficiently well sighted on divisional risks so as to receive assurance regarding 
management. 

 
The assessment was prepared by Associate Director of Corporate Affairs & Governance  and 
Assistant Director of Patient Safety for review by the Chief Nurse/Chief Executive 
 
Methodology 
  
 
The policy was assessed as not impacting upon an individual’s race and ethnic origin, disability, 
gender, culture, religion or belief, sexual orientation, age. 
 
Consultation was therefore considered not applicable in this case. 
 
Key Findings 

 
 
As outlined in methodology section. 
 
No adverse impacts identified 
 
Conclusion 

 
 
As outlined in methodology section. 
 
Recommendations 

 
 
The assessment will be reviewed as part of the overall policy review. 
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APPENDIX 2: CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 
 
To be completed (electronically) and attached to any document which guides practice 
when submitted to the appropriate committee for approval or ratification. 
Title of the document:  
Policy (document) Author:    
Executive Director:   
 

  
Yes/No/ 
Unsure/
NA 

Comments 

1. Title   
 Is the title clear and unambiguous? Y  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

Y  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

Y  

 Is the purpose of the document clear? Y  
 Are the intended outcomes described? Y  

 
Are the statements clear and 
unambiguous? 

Y  

3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

Y Trust Board/Divisional Reps 

 
Who was engaged in a review of the 
document (list committees/ 
individuals)? 

 

Risk Scrutiny Committee 
members, Trust Executive 
Committee members, and 
Governance Managers, Non 
Executive Directors 

 
Has the policy template been followed 
(i.e. is the format correct)? 

Y  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

Y  

 
Are local/organisational supporting 
documents referenced? 

Y  

5. Approval   

 
Does the document identify which 
committee/group will approve/ratify it? 
 

Y  

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

N/A  

6. Dissemination and Implementation   

 
Is there an outline/plan to identify how 
this will be done? 

Y  

 Does the plan include the necessary Y  
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Yes/No/ 
Unsure/
NA 

Comments 

training/support to ensure compliance? 
7. Process for Monitoring Compliance    

 
Are there measurable standards or 
KPIs to support monitoring compliance 
of the document? 

Y  

8. Review Date   

 
Is the review date identified and is this 
acceptable? 

Y  

9. 
Overall Responsibility for the 
Document 

  

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Y  

10. Equality Impact Assessment (EIA)   
 Has a suitable EIA been completed? Y  

 
Committee Approval (insert name of Committee) 
If the committee is happy to approve this document, please complete the section below, date it 
and return it to the Policy (document) Owner 
Name of 
Chair 

Suzanne Rankin Date  

 
Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date of 
ratification below and advise the Policy (document) Owner 
Date: n/a 
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Appendix 3 – Risk Assessment Tool  
 
Division  Risk Assessment 

completed by 
 

Service  Contact No  
Ward/Dept  Date  
 
Task/objective/area 
describe the activity, 
objective or area to 
which the risk relates 

Example: 
- Responding in timely way to patients  

(patient care related risk)  
 
 
 

Hazard 
What is the potential 
for harm or adverse 
effect 

Example: 
- Intermittent fault with call bell system in bay 

Risk Description 
Cause - risk – effect  

Example 
Ineffective call bell system may lead to delays in responding to patients needs resulting in discomfort or to patients and /or patients 
deteriorating unobserved.  

 
Risk scoring     Use the scoring matrix below and additional guidance  at appendix XXX of policy to score the risk as it stands currently 
Consequence 
 

Likelihood Score Proximity 
Use guidance in policy 

Risk Appetite level Refer to 
Trust statement 

 
 

Strategic Objective (Mark ‘X’) 

    Quality of care Modern 
healthcare 

People Digital Collaborate 
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Controls   
What is already in place to manage this risk? 
Example: 

- Twice daily checks of call bell for each bed in bay 
- Monitoring number of incidences where patients verbally call for help as bell not working 
- Where possible, not placing very sick patients in the bay which is affected 
-  

Gaps in controls  
what else needs to be done to manage the risk? 

 By whom By when  

Example: 
Call bell system in bay to be permanently replaced 
 

  
 

Assurances 
What information/reports do we have that help us understand if the controls are working or not? 
Example: 

- All daily checks recorded for last month no faults reported 
- No incidences of patients reporting their call not responded to in last month 
-  

Gaps in assurance 
What is it not possible to measure in terms of how well controls are working? 
Example: 

- No digital or mechanical solution in place to alert ward team to fault as soon it arises staff are reliant on twice daily checks or patients’ /relatives’ 
verbal reports 

-  
Is the risk controlled to within the 
risk appetite level? (Mark ‘X’) 

YES NO If no, state what additional actions are required to bring the risk to an acceptable level 
 
 
 

Date risk entered onto risk register/ 
Datix web 

 Date of review of risk   

Risk reference  For approval by:  
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Appendix 4 
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Appendix 5 
 

 
 
 
Risk Management Process:  

This Risk Management process is for use within clinical and non-clinical specialties. 
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Appendix 6-  

Risk Management Process - for use within clinical and non-clinical specialties. 

             
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Risk identified proactively: 
 External scrutiny and inspections 

 Internal and External Audit Reports 

 Accreditation Bodies Reports e.g. Royal 
Colleges, HSE, Environmental Health 

 Learning from ‘near miss’ events 

Risks that are to be put on the Divisional or Local 
Risk Register, should have the Status ‘awaiting 
approval by Divisional Manager’, are to be approved 
by the Divisional Triumvirate or associate director 
for corporate function teams i.e. digital services. 

All risks submitted for inclusion on the Corporate 
Risk Register should have agreed ownership by 
an executive before it is taken to TEC for approval 
and should have the status ‘awaiting approval by 
executives’ until it is approved. 

Specialty manager/specialty lead to review risk assessment tool and assess the risk in line with the Trusts 
risk appetite statement. 

(Risk appetite is decided for each category of risk in relation to the strategic objective to which it sits under. Giving 
consideration to the organisations risk appetite when setting a target risk score aids the management of each risk 

ensuring we are able to achieve a realistic outcome.) 

Risk Review (All risks are to be reviewed in line with the timescales set out in the Risk Management Policy) 
 Corporate Risk Register – Monthly review 
 Divisional Risk Register – Bi-Monthly review 
 Local Risk Register – Quarterly Review. 

Closure – risks to be closed once target risk score reached or if risk is no longer present 
 

Clinical and non- clinical risk assessments to be carried out, supported by the Risk 
Assessment Tool (RAT) and shared with senior manager. 

Risk identified reactively: 
 Incidents  
 Complaints 
 Claims 
 Hazard and Alert Reporting e.g. Central 

Alerting System 

Submit for approval on the Datix system. 
 

Document the current risk controls which are in place to reduce the risk likelihood whilst mitigating actions 
are undertaken. 

Develop an action plan to mitigate the risk. Actions must have an assigned owner who is responsible for 
recording the progress of the risk. A clear description of what the action involves as well as an action plan 

must be detailed. Cost of the mitigating action must also be considered to ensure that the action is 
achievable. Setting a target date for when the action must be completed by helps prioritisation of risk 

actions and sets a clear expectation to action owners. 
 

Define the assurance measures for the risk. It is important to be able to provide evidence that a control 
measure or action is having the desired effect on the risk. 


