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Executive Summary

It is important that the Board of Directors provides leadership and a high level of commitment
for establishing effective risk management systems across the Trust. The Chief Executive
has overall accountability for the management of risk by the Trust and responsibility for
specific risk management areas, has been delegated to the Trust Executive.

The current Risk Management Strategy had a review date of February 2013 and the Director
of Corporate Services tasked the Interim Head of Risk with reviewing the strategy in October
2013. This work has been completed and the updated Risk Management Strategy
incorporates the new accountability and responsibility structure for Sherwood Forest
Foundation Trust. In addition to this the following new elements have been incorporated to
ensure it remains fit for purpose and risk is managed effectively at SFHNFT.

¢ Risk Management Training (comprehensive programme commenced in Dec 2013)

e New and improved risk grading matrix to include a medication line and more
definitive descriptions for staff

e Risk Register source of information

e Risk Escalation Process

These elements will ensure the Trust’s staff receive the necessary mandatory training in risk
management. This will raise awareness across SFHNFT's sites with regards to risk
identification, grading and management of risk with the aid and use of risk registers. The
risk escalation process will ensure that all staff understand how to escalate risk within the
organisation.

Recommendation
The Board is invited to approve the draft Risk Management Strategy be circulated with
Board's support for a process of consultation to the following key individuals:

Executive Team (circulated Tuesday 18" March 2014)
Clinical Directors

Head of Governance

Clinical Governance Lead

Patient Safety Lead

Heads of Nursing

Divisional General Managers

Relevant Strategic Objectives (please mark in bold)

Achieve the best patient experience Achieve financial sustainability

Improve patient safety and provide high Build successful relationships with




Sherwood Forest Hospitals [A'
NHS Foundation Trust

quality care

external organisations and regulators

Attract, develop and motivate effective

teams

Links to the BAF and Corporate
Risk Register

The Risk Management Strategy details the process for
escalation of risk to the Corporate Risk Register and
BAF.

Details of additional risks
associated with this paper (may
include CQC Essential Standards,
NHSLA, NHS Constitution)

All sources of risk included within the risk register
spider diagram.

Links to NHS Constitution

Financial Implications/impact

Implications if the strategy is not embedded throughout
the Trust.

Legal Implications/Impact

Implications if the strategy is not embedded and
followed throughout the Trust.

Partnership working & Public
Engagement Implications/impact

Committees/groups where this
item has been presented before

Monitoring and Review

Trust Management Board will monitor the effectiveness
of the Risk Management Strategy.

Is a QlA required/been
completed? If yes provide brief
details
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Target audience

All staff including contracted staff and volunteers

The Trust is committed to a duty of candour by ensuring that all interactions with patients, relatives,
carers, the general public, commissioners, governors, staff and regulators are honest, open,
transparent and appropriate and conducted in a timely manner. These interactions be they verbal,
written or electronic will be conducted in line with the NPSA, ‘Being Open' alert,
(NPSA/2009/PSA003 available at www.nrls.npsa.nhs.uk/beingopen and other relevant regulatory
standards and prevailing legislation and NHS constitution)

It is essential in communications with patients that when mistakes are made and/or patients have a
poor experience that this is explained in a plain language manner making a clear apology for any

harm or distress caused.

The Trust will monitor compliance with the principles of both the duty of candour and being open
NPSA alert through analysis of claims, complaints and serious untoward incidents recorded within
the DATIX Risk Management System.
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Executive Summary

1.1

Policy Scope

This document is in force across all areas of Sherwood Forest Hospitals NHS
Foundation Trust and is to be adhered to by all staff including contracted staff and
volunteers.

1.2 Policy Aim

Risk management is a fundamental component of safe effective and efficient
management of the Trust. Although a risk free environment is impossible, much
can be done to minimise risk by establishing coordinated strategies, policies and
procedures that permeate all areas of Trust activities. This Risk Management
Strategy is a document that explains to staff and the public how Sherwood Forest
Hospitals NHS Foundation Trust intends to deliver its commitment to being an
organisation that is committed to patient, staff and public safety and takes its risk
management responsibilities seriously.

The Trust starts with the premise that ‘Risk Management is everybody’s
responsibility’. Its practice must be embedded in the routine everyday management
processes and structures of the organisation and encouraged through a responsible
culture. The Risk Management Strategy promotes the philosophy of governance
and requires all risk management to be systematic, robust and evident. This
strategy requires that risk management processes are applied to business planning
at all levels and that risk management issues should be communicated to key
stakeholders where necessary. The underpinning principle of this strategy is that a
responsible risk management culture is developed within the Trust that empowers
all staff to make sound judgements and decisions concerning the management of
risk, and risk taking.

The principles of this strategy are consistent with the Trust's key priorities — patient
safety and clinical excellence. Implementation of the Risk Management Strategy will
be co-ordinated through the committee and people structure identified in this
strategy. This strategy will be reviewed on an annual basis and more frequently if
new legislation or guidance mandates this to be necessary. This strategy is
supported by a number of key Trust policies named in this strategy which clearly
describes the processes that the Trust has put in place in order to robustly manage
risk. The content of the strategy complies with current best practice, NHS Litigation
Authority and Department of Health requirements.

1.3 Policy Description

The strategy covers clinical, organisational and financial risk, and identifies the key
management structures and processes defining objectives and responsibilities
within the Trust. This strategy confirms the Trust's commitment to developing a
responsible culture. This will in turn, help maximise the identification, reporting and
avoidance of risk, promoting the safest possible environment for patients and staff.
Healthcare provision is by nature a high risk activity. The challenge for all staff is to
reduce the potential for incidents occurring by being proactive in the management
of risk through undertaking risk assessment, reporting incidents, maintaining ‘Live
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risk registers’ responding positively to recommendations and requirements arising
from external agency visits, inspections and accreditations. In addition the policy
describes the process through which changes in response to active risk monitoring
are implemented and how lessons are learned at both an organisational and local
level.

2 Strategy / Policy Objectives

vi.

vii.

To provide a framework for the consistent and systematic identification, assessment
and management of risk, throughout the organisation.

To clearly define the roles and responsibilities of key staff, Divisional and Service
managers, service level committees and sub-committees of the Trust Board with
respect to risk management, including the escalation process.

To implement risk management throughout all levels of the organisation including
systems, processes and training

To move towards better risk taking sensitivity in its decision making in line with the
good governance risk appetite matrix.

To develop SFHNFT as the best place to receive care.
To develop SFHNFT as a great place to work.

To encourage innovation and excellence through transformation in order to deliver
better quality and to reduce waste. (see the Trust's Quality Strategy)

3

Introduction

Risk Management is not an end in itself but is an essential component of the
effective management of the organisation and the achievement of its strategic
objectives. Risk is an inherent factor in all decisions and activities an organisation
takes. In order to ensure that decisions made are risk informed and that risks
associated with activities are reduced or eliminated where possible; it is essential to
have an organisational culture in which effective risk management is integral. Risk
management is about focusing upon experiences and learning lessons from
Incidents, Claims and Complaints (see the Incident Reporting Policy, Concerns and
Complaints Policy and Claims Handling Policy and Procedure), in order to improve
upon clinical outcomes, improve the working environment, assess and, where
possible, anticipate risk and thereby eliminate or reduce risk or harm, by enacting
controls that are proportionate to the level of risk. This organisational Risk
Management Strategy therefore outlines the following:

o The risk management arrangements and responsibilities within the Trust.

e The framework for internal controls assurance, the standards promoted mainly
by (but not exclusively) the NHS Litigation Authority, the Care Quality
Commission, and Monitor.

e Communication systems supporting risk management, clinical governance and
Health and Safety.
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e The development and implementation of systems designed to identify and
assess risks leading to control measures to reduce or eliminate those risks
(clinical, non-clinical, strategic, reputational and financial risk).

e Improved performance in risk management issues through communication,
education and training.

e The creation of an environment, which secures support and commitment toward
risk management.

ii. This is an overarching document embracing all aspects of Risk Management within
Sherwood Forest Hospitals NHS Foundation Trust. The Trust has a number of Risk

Management policy documents directly related to this strategy which must be read in
conjunction with this strategy.

4 Definitions

4.1 RISK MANAGEMENT

i. A widely accepted definition of a risk is:

"The probability or likelihood that harm, damage or loss may occur, coupled
with the consequences of that harm”.

i. Whether applied to the processes, environment or people the identification and the
management of risks will always be of greater value than an academic debate upon
the definition and for the Trust's purposes risk management is described as a five
stage process, namely:

(8

The identification of all risks, which have potentially adverse, effects
on the Trust's business and the safety of patients, staff and visitors,
together with the quality of service.

The assessment and evaluation, elimination and reduction of the
risks identified.

The creation of a system for the protection of assets and income
combined with a cost effective service.

The creation of a management environment in which pro-active and
positive action is taken to eliminate or reduce risks and ineffective or
inappropriate working practices.

The creation of an environment in which staff are encouraged and
supported to report errors, near misses and untoward incidents so
that learning and improvement is the outcome.

iii. Risk management, therefore, applies to:

Sherwood Forest Hospitals

a) Material damage or loss

b) Loss of income

c) Personal injury

d) Professional negligence

e) Defective material, equipment or working practices
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f) Hazardous substances
Q) The environment and Health and Safety
h) Policy and Procedural compliance

4.2 CLINICAL GOVERNANCE

Clinical Governance is defined by the Government in "A First Class service: Quality
in the New NHS" as:

"A framework through which NHS organisations are accountable for continuously
improving the quality of their services and safe-guarding high standards of care by
creating an environment in which excellence in clinical care will flourish".

Clinical Governance, therefore, is designed to ensure that patients receive the
highest quality of NHS care possible and it covers the organisation's systems and
processes for monitoring and improving services including:

Organisational Development.

Information Systems and Technology.

User and External Views and Participation.

Clinical Audit.

Risk and Performance Management.

Clinical Effectiveness, Research and Development.
Incidents, Complaint and Litigation Management.
Training and Development.

Policy Frameworks (e.g. NHSLA/CNST policies etc.)

Clinical Governance should, therefore, ensure:

e Continuous improvement of patient services and care.

A patient-centred approach that includes treating patients courteously,

involving them in decisions about their care and keeping them informed.

¢ A commitment to quality, which ensures that health professionals are up-to-
date in their practices and properly supervised where necessary.

e The prevention of clinical errors wherever possible and the commitment to
learn from mistakes and share that learning with others.

e Lessons are learned from incidents and near miss reporting

4.3 EXTERNAL AGENCY

The definition of an external agency review body is “an organisation that directly, or
indirectly (through other bodies) regulates, audits, reviews or undertakes an
inspection activity’. This would include statutory and non-statutory bodies with a
legitimate interest in the Trust and with whom the Trust is expected or requested to
cooperate; examples of such organisations include:

e Care Quality Commission
e Mental Health Act Commission
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4.4

4.5

4.6

Commission for Social Care Inspections

NHS Litigation Authority

Audit Commission

National Audit Office

Health and Safety Executive

NHS Protect

Independent Inquiry commissioned by the Strategic Health Authority
Monitor

MHRA

ACCREDITATION

Accreditation — relates to audit and review activities of both internal and external
bodies, which are required to inform Board Assurance that the services being
delivered by the Trust are fit for purpose and achieving the desired outcomes as
described in Trust strategy and policies. Accreditation provides independent
assurance from a third party that the organisation has achieved a level of
compliance with an agreed set of criteria/standards.

INSPECTION

Describes the role of statutory bodies with a remit specific to healthcare to assess
and report on the performance of the organisation.

For the purpose of this policy accreditations and inspections’ refers to those visits
where there are likely to be organisational and strategic implications. Informal visits
and those to review operational aspects of a service or department need not be
managed by the process described in this policy. Where there is any doubt advice
should be sought from the Head of Governance

INTERNAL CONTROL

These describe the systems, procedures and behaviours by which the Trust
controls its functions in order to achieve organisational objectives, safety and quality
of services.

5 Duties / Responsibilities

Duties of key individuals responsible for risk management activities are outlined below.

51 The Chief Executive

i. The Chief Executive, as Chief Accounting Officer, has overall responsibility and
accountability for risk management.

ii. The Chief Executive is responsible for signing the Annual Governance Statement.
As chairman of the Trust Management Board and the reporting lines into TMB of
the Clinical Governance and Quality Committee and other TMB Committees , the
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Chief Executive is informed of organisational, clinical, financial, reputational and
Health and Safety risk issues and therefore seeks assurance that risk is managed
effectively in the organisation through an effective control environment.

5.2 Non Executive Directors

5.3

Vi.

The role of Non-Executive Directors is to provide scrutiny of the work of the
organisation and to hold Executive Directors to account for their performance.
They must also ensure that quality and safety remain a strategic priority.

Non-Executive Directors must be honest and open and develop constructive
working relationships with Executive Directors.

A nominated non-executive Director is the chairperson of each of Board’s
Committees and the Clinical Governance Committee. There is also non-
executive membership on and chairmanship of the Trust's Audit and Assurance
Committee, which has responsibility for ensuring that effective systems are
maintained for governance, risk management and internal control across the
whole of the organisation’s activities. They also ensure that underlying
assurance processes are in place to demonstrate the achievement of the
corporate objectives.

Non-Executive Directors must abide by the specific responsibilities set out in the
Audit and Assurance Committee’s and all Board committee terms of reference

Executive Director of Nursing

The Director of Nursing has executive responsibility for:

All aspects of risk management and clinical governance. The post holder reports to
the Chief Executive and The Board of Directors on all matters relating to Clinical
Governance and Quality which includes risk management.

Ensuring as joint chair of the TMB Committee for Clinical Governance and Quality,
as an executive member of the Trust Management Board and being in attendance
at the Board’s Quality Committee that risks are appropriately escalated and that
Terms of Reference and membership of these committees are appropriate and
relevant and the workplans/agendas reflect the risks to quality and achievement of
strategic aims/objectives...

Ensuring Divisional Managers comply with their risk management responsibilities as
set out in this strategy.

Leadership of the Governance Support Unit responsible for ensuring compliance
with clinical governance and quality policies and procedures, managing risks to the
achievement of objectives and quality metrics and adherence to clinical policies

Ensure that the Duty of Candour is adhered to with regards to learning lessons from
complaints and serious incidents.
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5.4

5.5

The Medical Director

The Medical Director is responsible for:

Ensuring as joint chair of the TMB Committee for Clinical Governance and Quality,
as an executive member of the Trust Management Board and being in attendance
at the Board’s Quality Committee that risks are appropriately escalated and that
Terms of Reference and membership of these committees are appropriate and
relevant and the workplans/agendas reflect the risks to quality and achievement of
strategic aims/objectives..

Chief Financial Officer

The Chief Financial Officer is responsible for:

independence of Internal Auditors and appropriate |A plan to support systematic
testing of control environment and appropriate reports to Audit and Assurance
Committee

Implementing the Trust's financial policies and for co-ordinating any corrective
action necessary to further these policies.

Ensuring that detailed financial procedures and systems incorporating the principles
of separation/segregation of duties and internal checks are prepared, documented
and maintained to supplement these instructions.

Ensuring that sufficient records are maintained to show and explain the Trust's
transactions, in order to disclose, with reasonable accuracy, the financial position of
the Trust at any time and without prejudice to any other functions of Directors and
employees to the Trust, the duties of the Chief Financial Officer include:

a. The provision of financial advice to the Trust and its Directors and employees

b. The design, implementation and supervision of systems of financial control

c. Risk management as it relates to the policies, procedures and systems of
financial control and management throughout the Trust.

d. Ensure that financial risks are discussed and managed through the Finance
Committee

5.6 Director of Human Resources

The Executive Director of Human Resources is responsible for:

The strategic direction of human resources for the Trust and for providing advice
and guidance on all aspects of the Trust’'s workforce. This includes  delivering
related strategic objectives and monitoring risks that may threaten the achievement
of these.
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The Director is also responsible for promoting and encouraging staff to report
concerns in line with the Whistle blowing policy and monitoring the effectiveness of
this policy.

As chair of the O.D. and Workforce Committee ensures that O.D. and Workforce
risks are identified, discussed and managed appropriately through the O.D. and
Workforce Committee .

iv.  Executive lead for Health and Safety ensuring that robust systems and processes
are in place within the Trust.

v.  Ensures that an effective appraisal process is in place within the Trust.

5.6 Director of Operations
The Director of Operations is responsible for:
i. Has delegated responsibility for risks associated with operational management.
5.7 Director of Corporate Affairs/Trust Secretary

ii. Responsible for the oversight and management of the Board Assurance Framework

iii.  Ensuring alignment with the Corporate Risk Register

iv.  Ensures that risks are identified and added to the BAF where appropriate

v. Responsible for the risk management training of Board members and following up
those that do not attend.

vi. Keeping records of attendance for Board Risk Management training.

vii. Responsible for ensuring that risk is an integral part of the committee structure and
incorporated into key agendas.
5.8 Divisional Managers / Clinical Directors

i. Divisional Managers and Clinical Directors are responsible for promoting effective
risk management and ensuring there are effective and efficient operational systems
in place within their service areas to implement effective risk management in
compliance with this Risk Management Strategy by the development and
implementation of local risk management treatment and interventions.

ii. Manage risk through a performance management framework. This includes
ensuring staff receive appropriate training, promoting risk management, including
incident and near miss reporting and feedback, and ensuring environmental, non-
clinical and clinical risk assessments are conducted and necessary action plans
developed and monitored for full implementation.

ii. Identify appropriate resources (including time, technology, access to other staff and
inclusion in management/ staff meetings) to address risk management issues,
including risk assessment action plans by linking them to service planning and by
developing and reviewing the services risk registers.
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iv. Implement and support appropriate policies and procedures to minimise risks
within the Trust, ensuring policies and procedures are up to date and applied within
their services.

v. Escalate risks where necessary to the Trust’s corporate risk register. (need to make
clear here that still divisional responsibility to manage their own risks even when
escalated also to CRR

5.9 Head of Governance [Support Unit]

i. To act as the Chief Executive’s key agent in overseeing clinical governance and risk
assurance across the Trust. The Head of Governance has the authority, on behalf
of the Executive Director of Nursing to intervene in any part of the Trust where
controls to manage key risks are inadequate.

ii. To establish and maintain robust clinical govermnance systems within the
organisation.

iii.  Ensure the integration of risk management into all functions of the Trust.

iv. Provide expert advice, guidance and instruction on clinical governance matters to
ensure that the organisation minimises risk, meets its statutory requirements and
delivers high quality patient care.

v. Liaise closely with the Director of Corporate Services/Company Secretary and
Executive Directors to ensure the Chief Executive receives appropriate assurance
on all aspects of the business and in particular the Assurance Framework.

5.10 Risk Manager

i. The Risk Manager is responsible for maintaining and updating appropriate and
compliant risk management policies and procedures including an effective capturing
and reporting of Corporate Risks through the Corporate Risk Register.

i. Supports escalation of risk for consideration of inclusion on the Board Assurance
Framework in conjunction with the Head of Governance and the Director of
Corporate Services/Company Secretary.

iii. Is responsible for ensuring the Trust has dynamic risk registers in place at a
corporate and divisional level/ward level. Working with divisional teams to ensure
they understand their accountability and responsibilities for managing risks in their
areas.

iv. Is responsible for ensuring risk reports are formulated for the Trust Board
Committee and TMB Structure and Divisional Governance meetings.

v. Is responsible for the oversight and management of the Datix Risk Management
System risk register module.

vi. Line management of the Datix lead and Datix co-ordinator.
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vii.

viii.

5.10

Is responsible for producing and co-ordinating risk management training
programmes.

Communicating and collaborating with external stakeholders with regards to any
risk management matters.

Divisional Clinical Governance Managers

Co-ordinate the risk management agenda in the Divisions and provide real time
information to support risk mitigation. They are responsible for the day to day
direction of the risk agenda in the Divisions.

5.11 Ward/Departmental Managers

5.12

Ward and Department Line Managers ensure that relevant staff training  is
provided and incidents are reported and actions taken when required. They provide
feedback to staff, ensuring that Trust policies, procedures and guidelines are
followed to minimise risk.

It is the responsibility of the Human Resources Line Managers/Estates Managers to
ensure that agency and contract workers receive relevant risk management
information.(See Control of Contractors Policy)

Do we need to be stronger regarding support for a strong reporting culture —
fundamental cornerstone of effective risk management especially near miss
reporting

All Trust Employees

Individuals are responsible for reporting any identified risks in order that they can
be addressed and are accountable for ensuring theirown competency and that
their training needs are met in discussion with their line managers. Individuals
must ensure they attend induction and statutory and mandatory  training as
required, including training on Risk Management. They must ensure that they
practice within the standards of their professional bodies, national standards and
trust policies procedures and guidelines.

Again what about real emphasis on reporting incidents being aware of
Whistleblowing policy, near misses etc

6 Risk Management Trust Principles

i.

The Trust Board has legal and statutory obligations, which demand that the
management of risk is addressed with a strategic and organised approach to
ensure that risks are eliminated or reduced to an acceptable level. In this context
the Trust Board defines "acceptable” as follows:

"Risks are where the combined assessment of likelihood and impact show that the
cost of remedial action is disproportionate to the loss".
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The Trust is committed to the continued development of a risk management system
to support the Trust five key aims in accordance with NHS guidance and best
practice. This ensures that risk management is an integral part of the Trust's
objectives, plans and management systems. We are committed to providing
efficient and effective health care to our patients and a safe and healthy working
environment, by using risk management to ensure high quality and safe patient care
and to preserve the financial stability of the Trust. To this end the risk register will
be utilised to prioritise the management of risk, operationally, tactically and
strategically.

Within the context of this commitment, the Trust will comply with all statutory and
mandatory requirements and create the management arrangements and
environment, which recognises the management of risk as a key organisational
responsibility. This requires that all managers and clinicians accept the obligations
and responsibilities outlined in the content of this strategy as one of their
fundamental duties, incorporating risk assessment into their everyday planning and
strategic duties, including business planning, cost reduction strategies and
introduction of new services or changes to service delivery.

In addition, every member of staff will be encouraged to recognise their personal
obligations and responsibilities in identifying and minimising risks. This requires a
robust and on-going process whereby risks are not only identified but also assessed
with the objective of securing improvements to service delivery and practices. The
reporting of incidents including serious incidents, near misses and errors and the
risk assessment process, are essential to this purpose and will be actively
monitored and encouraged.

The Board of Directors will be assisted by the work of the Board Committee
Structure (Appendix 5) to continuously integrate the management of risk, safety and
quality into the daily operation of the Trust and will draw on its sources of
independent assurance from external agencies to be assured on the effectiveness
of its internal processes.

7 Risk Management Process

7.1

Identification of Risks

Risks are primarily identified through the risk assessment process, however they
can be identified through a number of other avenues such as following a safety alert
(e.g. from the Medicines and Healthcare Products Regulatory Agency (MHRA)),
internal incident reports and reports issued by external bodies into areas of risk in
the wider NHS. A risk may be realised if the Trust was not compliant with the steps
outlined within the alert. (see appendix xxx for risk identification tools)

Corporate risks are identified through threats to such as the financial and
operational/quality performance of the Trust and through failure to meet national
targets. Corporate risks are also identified by the Divisions where the risk impacts
more than one division, the division identifying the risk should decide if this needs to
be incorporated into the corporate risk register, if the division cannot decided the
risk should be escalated to the Trust Management Board for them to decide (see
risk escalator Appendix 1). Any risk identified should be graded using the risk
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rating/grading tool found in (Appendix 1) and added to the appropriate risk register if
not resolved.

Clinical Risk Management is a process where risks associated with patients’
treatment or care are identified and analysed. Steps are then taken to reduce,
control, or eliminate the risk. Local ownership of the assessment is essential in
identifying potential or actual clinical risks for which measures can be put in place to
remove or reduce the likelihood of occurrence.

7.2 Process for assessing all types risks

There are five key steps in the Risk Assessment Process:

Step 1

Risk assessments should be undertaken by staff who have received training in the
risk assessment process.

Clinicians are responsible for clinical risk assessments when planning care and
ensuring they are documented appropriately in case notes/pathways/care plans
and/or nursing notes.

To identify the hazards.

Observe the workplace overall and then systematically address individual areas,
processes, including clinical procedures, drugs, chemicals or items of equipment.
Look for what could reasonably be expected to cause harm. Ask people who work
in the area for their opinion.

For equipment and COSHH related hazards, refer to manufacturers’ instructions or
data sheets that can help to spot hazards and put risks into their true perspective.
Review all incident / accident, complaint and claims and ill health records for
themes as identified.

horizon scanning, national inquiries etc to be alert to risks that have materialised
elsewhere etc

Step 2

Decide who/what is likely to be harmed and how.
Consider those people who may not be in the workplace all of the time e.g.
employees (including agency / temporary staff), patients, visitors, contractors etc.

Step 3

Evaluate the risks arising from the hazards and decide whether existing control
measures are adequate or not.

When you have identified the need for action, it is then necessary to consider
introducing additional control measures.

The use of the mnemonic ERIC helps to identify the strategy for control measures in
order of importance:

E: Eliminate
Can the hazardous product or process be eliminated completely?
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Step 4

Step 5

R: Reduce

Can the level of exposure to the hazard / potential for harm be lessened, or can
a less hazardous altermnative process/ product be used?

I: Isolate

Can personnel/patients be removed or protected from the potential harm?
C: Control

Can the risk of harm/ potential harm be controlled by?

*  Methods of work/Procedures

*  Training

+ Information

* Instruction

*  Supervision

*  Provision of protective equipment

Record the risk assessment findings on the relevant record (e.g.DATIX Risk
Register, Non-Clinical Risk assessment templates).

Using the risk assessment matrix, establish the appropriate risk rating for the
identified issue to provide an indication of significant risks that need urgent
attention.

Document control measures to be taken to eliminate/reduce the risk.

Report findings to the relevant line manager.

Risks rated as 15 or above should be recorded on and monitored/managed
through the local risk register and escalated appropriately as per the escalation
process. (Trust Management Board will consider risks to be added to the
corporate risk register).

Review the assessment regularly including when new staff, new equipment or
new methods of work are introduced.

Maintain vigilance to ensure the risks remain controlled. If there are any
significant changes, the relevant individual should carry out a further
assessment to take account of the new circumstances.

7.3 Risk Management and Escalation

i. Risks are identified, assessed and added to the risk register of the relevant service
area. They are referred to and managed by the service area managers. Where the
service area managers/Divisional Managers are unable to resolve and contain the
risk at a tolerable level locally or the risk is rated 15 or above the risk is escalated to
The Operational Governance Committee structure of Trust Management Board
depending on the nature of the risk. The Trust Management Board will decide if
risks are to be added to the Board Assurance Framework /Corporate Risk Register.

ii. The Risk Manager and the Director of Corporate Services/Company Secretary
reconcile the risks discussed at TMB and give consideration to which risks with a
score >15 need to be escalated to the Board via the Corporate Risk Register and
the BAF.
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8 Organisational & Management Arrangements

8.1

Organisational Arrangements and Risk Management Structure

(Committees / sub-committees and groups, which have overarching responsibility
for risk management)

A diagram illustrating the committee structure is given in appendix 4. The
Committee’s terms of reference can be found starting at Appendix xx

8.2 Process for review of the Trust wide risk registers

The Trust will maintain comprehensive organisational, divisional and service risk
registers. Departmental and Divisional risk registers will identify all risks within their
areas and significant risks scoring 15 and above and organisation wide risks will
feed into the corporate risk register following consideration by the Trust
Management Board, the Risk Manager and Director of Corporate
Services/Company Secretary. Risk Registers will be a regular agenda item through
the Trust Board Committee Structure,TMB Committee's and Divisional Risk Fora.
Risk Registers must include as a minimum the following:

1. Source of risk (the risk register can be populated with risks from a variety of
sources see Risk Register for Risk Management Strategy Appendix xx)
Description of the risk
Risk Score /Rating
Summary risk treatment plan
Date of review
Residual risk rating

R ol

The Board Assurance Framework is utilised by the Trust Board as a planned and
systematic approach to the identification, assessment and mitigation of the risks
that could hinder the Trust achieving its principal strategic goals. The assurance
framework document contains information regarding internal and external
assurances that organisational goals are being met. The corporate risk register will
be reviewed by the Board of Directors through the assurance framework on a
quarterly basis.

During the Trusts business planning processes the organisation will frequently give
consideration to innovative, developmental opportunities which are inherently risky.
The Risk Management Strategy is not exclusively about the mitigation and control
of risks but also the calculated encouragement to explore potentially more risky
opportunities. Good governance institute http://www.good-governance.org.uk/ See
Risk appetite matrix, appendix xx)

iv.  Where risks are identified, mitigations and subsequent action plans are mapped
against them. The risk register is used to develop the Board Assurance Framework
which is scored using a 5x5 matrix of impact and likelihood (see Appendix x for the
risk matrix). This adapted matrix is recommended by the National Patient Safety
Agency. This is a 5x5 matrix, in which scores for impact or consequence of the risk
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is multiplied by the score for likelihood of occurrence. The total score generated is
known as the risk rating. All risks scoring 15 and above will be reviewed monthly by
the Trust Management Board and Board of Directors, where Divisions will be
expected to escalate their high-level risks. Risks having a corporate impact will be
escalated to the Trust Management Board for a decision for inclusion onto the
corporate risk register which in turn will be considered for inclusion onto the Board
Assurance Framework if there is a likely impact on the strategic risk profile.

The Trust Board has delegated responsibility of monitoring risks and assurances to
the Trust Board Committee structure comprising the Audit and Assurance
Committee, the Finance Committee and the Quality Committee. The Audit and
Assurance Committee has delegated responsibility from the Board to oversee this
process, ensuring that there is adequate external review and assurance and that
this is used to inform the Annual Governance Statement.

8.3 Annual Governance Statement

NHS Chief Executives as Accounting Officers are required to provide an Annual
Governance Statement in their annual accounts. This statement describes the
arrangements to identify and manage risks to the organisation's objectives and the
effectiveness of the system of internal control covering four key risk areas:

+ Clinical Governance

* Corporate Governance
* Financial Governance

« Information Governance

The Trust's risk management system is designed to ensure that controls are
effective and co-ordinated throughout the Trust by identifying and prioritising risks.
In practice this requires the Trust not only to map out the risks and controls and the
level of assurance required in each area, but also to identify where additional work
is required to provide the assurances. The Trust's governance systems advise upon
any changes in statutory or legislative requirements related to clinical or non-clinical
risk respectively, and where appropriate produce policies and procedures to ensure
compliance.

The system of internal control is designed to manage risk to a reasonable level
rather than to eliminate all risk of failure to achieve policies, aims and objectives; it
can therefore only provide reasonable and not absolute assurance of effectiveness.
The system of internal control is based on an on-going process designed to:

= |dentify and prioritise the risks to the achievement of the Organisation’s
policies, aims and objectives.

= Evaluate the likelihood of those risks being realised and the impact should
they be realised, and to manage them efficiently, effectively and
economically.

Sherwood Forest Hospitals Page 19 of 32
Policy; Risk Management Strategy & Policy

Version No:

Issue Date: (Date) Review Date; October 2016



8.4 Process for the management of risk locally organisation wide risk management

strategy

Each Division/Department will complete risk assessments, as per the Trust’s Risk
Management Strategy and associated Risk Assessment Policy. The locally
identified risks, derived from completing the risk assessment template, will be
utilised to formulate the Divisional/Departmental risk registers. Divisional
Managers/Heads of Corporate Functions are responsible for ensuring that actions
are put in place to mitigate identified risks. The Divisional Manager must escalate
any risk with a score of 15 or has Trustwide implications to the appropriate
operational governance committee for discussion and consideration to be included
within the Trust’'s corporate risk register. All risks need to be considered and
managed at a local level at Divisional Management Boards and other forums.

Divisional Managers are required to attend relevant risk management committee
meetings e.g. TMB (operational governance) Committees, Health and Safety
Committee and any of the Trust Board Committee’s as and when required.

Department Managers must highlight all high/extreme risks to their line manager
(i.e. Divisional Managers/ Heads of Corporate Functions).

Divisional Managers and Corporate Heads of Department must escalate all
identified extreme risks to their line manager i.e. Executive
Director/Deputy/Assistant Director for consideration within the high-level risks for
review by the Trust Management Board

8.5 Communication and Stakeholders

The Trust will work collaboratively with other local organisations and stakeholders in
relation to risk management. This will include participating in local and regional
forums related to risk management, working closely with the relevant NHS England,
Health & Safety Executive and Care Quality Commission representatives and
working with other local Trusts to identify risks, learn lessons and share good
practice.

Local Stakeholders/partners include:

Internal External
Patients NHS England

NHS Litigation Authority
Employees Care Quality Commission
Volunteers Media
Employee Groups/Unions Coroner
Contractors Strategic Health Authority
Council of Governors Trust Solicitors
Local NHS Trusts including CCGs
Parents/Carers Health and Safety Executive

Environment Agency
Department of Health
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Local Higher Education Establishments
Voluntary Sector Organisations
Monitor

Local Safeguarding Children’s Boards
Overview & Scrutiny/H&W Boards

|9 Key References

i
ii.
ii.
iv.
V.

NHSLA Risk Management Standards for Acute Trusts

Clinical Negligence Scheme for Trusts — Maternity Clinical Risk Management
Standards

A Risk Matrix for Managers (NPSA), 2008.

Civil Contingencies Act (CCA) 2013.

Health & Social Care Act (HSCA) 2012

10 Associated Documents

This list does not represent ALL policies related to risk management but are considered to
reflect the list of key documents supporting the management of risk):

The Incident Reporting Policy

Concerns and Complaints Policy

Claims Handling Policy and Procedure
Fire Safety Policy

Health and Safety Policy

Infection Prevention and Control Policy
Major Incident Plan

Business Continuity Plan

Management of Violence and Aggression
Lone Workers Policy

Manual Handling Policy

Medical Devices and Equipment Management Policy
Consent Policy

Transfer and Discharge Policy

Risk Assessment Policy

Security Policy

Lockdown Policy

11 Risk Management Training

The Trust must ensure that training is provided in order that the objectives of this
strategy are met. Risk Management training commensurate with the duties of
individuals should be made available to staff through the TNA process.

The Board of Directors, (including Executive and Non-Executive Directors), must
receive higher level risk management training on an annual basis. The annual
training should update members on their collective/ individual roles and
responsibilities in relation to the management of risk and promotion of quality
improvement across the Trust. The Director of Corporate Services/Company
Secretary will receive an Exception Report for non-compliance against Board level
mandatory training. It is the Company Secretary’s responsibility to follow up non-
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attendance at mandatory training and enhanced risk management training for Board
members to ensure full compliance is achieved.

iii. Individuals must not take on the role as Lead Investigator for a Root Cause Analysis
(RCA) investigation unless they have undertaken Root Cause Analysis training.
This training is delivered through the Governance Support Unit. The details of
individuals who have been trained are recorded on the OLM system.

iv.  On-going awareness-raising regarding incident reporting and risk management
awareness is included as part of the Trust's Corporate Induction for new starters
and as part of the Statutory and Mandatory Training programme. (See Mandatory
Training Policy).

v. Several specialist courses are also open to staff, details of which can be found in
the Trust's Annual Training and Development Bulletin. Examples of these are:

« Conflict Resolution Training
* Root Cause Analysis (RCA)
e incident reporting

* Risk Management

+ Risk assessment course

» Health and Safety courses

vi. A training needs analysis for risk management training has been developed and is
available in the Mandatory training Policy via the intranet.

Sherwood Forest Hospitals Page 22 of 32
Policy; Risk Management Strategy & Policy

Version No:

Issue Date: (Date) Review Date: October 2016



12 Policy Administration

12.1 Consultation, Communication and Implementation

Consultation
Required

Authorised By

Date Authorised

Comments

Impact Assessment

Have the
Bribery  Act

considered in

reasonably
practicable
potential for bribery?

relevant
details of the 2010
been

the
drafting of this policy
to minimise as far as

the

Yes (V)

No (Tick)

External
Stakeholders

None identified

Trust
Consultation

Staff

This policy needs to be consulted
upon with key internal stakeholders

End Date:

Describe the Implementation Plan for the Policy (and guideline

if impacts upon policy)

(Considerations include; launch event, awareness sessions,
communication / training via CBU’s and other management

structures, etc)

By Whom
Delivered?

will

this be

Circulate strategy and template to all Divisional Managers; Senior
Managers (clinical and non-clinical) and Service Managers

responsibility of

managers.

Implementation of the policy is the

service

Version History

Date Version | Author Name and | Summary of Main Changes
Designation
7
6
5
4
3
March 14 | 2 She{ley Watson — Interim Head
of Risk
o Training, risk grading matrix, risk escalation
ctober g e
12 1 Interim Company Secretary process and new 'accountablllty and
responsibility structure
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13 Appendices
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13.1 Risk Categorisation Matrix (APPENDIX 2)

1 Qualitative Measures of Consequences (Actual / Potential) = select the descriptors which best fit the risk you have identified

Descriptor Insignificant Minar Moderate Major Catastrophic
£ 1 ] 2 j 3 4 5
» Adverse event requiring no/minimal » Minor injury or iliness — first aid reatment » Moderate injury or iliness requiring professional » Major injury /long tem incapagity / » Fatalities
intervention or treatment. needed intervention disability (¢.g. loss of limb) » Multiple permanent injuries or
Impact prevented — any palienl safely | Health associated infection which » No staff attending mandatory / key training » >14 days off work irreversible health effects
Injury incident that had he potential to cause | may/did result in semi permanent harm » RIDDOR / Agency reportable incident (4- 14 days lost) » Affects 16 - 50 people ¥ Anevent affecting >50 people
{Physical / ham but was prevented, resulting in no | Affects 1-2 people » Adverse event which impacts on a small number of » Any palient safety incident that appears |»  Any patient safely incident thal directly

Psychological)

harm

Impact not prevented — any patient
safely incident that ran to completion but
no harm eccurred

¥ Any patient safely incidenl that required
fexlra observation or minor treatment ' and

aused minimal harm o one or more
persons

patients
» Affects 3-15 people
»  Any patient safety incident that resulted in a moderate
ncrease in lrealment * and which caused significant but not
Lh

o have resulted in permanent harm * to one or
pore persons

resulted in the death * of one or more
persons

} Reduced level of palien! experience which

» Unsatisfactory patient experience directly

v b ana ar mara namsan
» Unsatisfactory management of patient care —local

» Unsatisfactory management of patient

» Incident leading to death

is notdue to delivery of dinical care due to clinical care - readily resalvable resolution (with potential to go to independent review) care with long term effects » Totally unsatisfactory level or quality of
Patient ¥ Increase in length of hospital stay by 1-3 ¥ Increased length of hospital stay by 4 — 15 days ¥ increased length of hospild stay >15 treatment  service
Experience days days
b Misdiaanosi
¥ Onsite release of substance averted » Onsite release of substance contained » On site release no delrimental effect » Offsite release with no delrimental effect/ | » Onsite foffsite release with realised
» Minor damage to Trust property - easiy » Moderate damage to Trust property —remedied by Trust on-site release with potential for detrimental / catastrophic effects
Environmental remedied <€10K staff / replacement of items required £10K - £50K detrimental effect » Loss of bullding / major piece of
|mpact » Major damage to Trust propery — equipment vital to the Trusts business
external erganisations required to remedy continuity
- associaled costs >£50K
» Shor term low staffing level (<1 day) - *» On-going low staffing level - minor » Late delivery of key objective / service due o lack of staff » Uncertain delivery of key objective / » Non-defivery of key objective /
temparary disruption to palient care reduction in quality of patient care » 50% - 75% staff altendance at mandatory / key training service due to lack of staff service due to lack of staff
» Minor competency related falure » Unresolved trend refating to competency » Unsafe staffing level ¥ 25%-50% slaff attendance al » Ongoing unsafe staffing levels
reduces service quality <1 day reducing service quality » Enor due to ineffiective tralning / competency we mandalory / key training ¥ Loss of several key staff
Staffing & » Low staff morale affecting one » 75% - 95% staff attendance al removed » Unsafe staffing level >Sdays » Critical error due to lack of staff or
person mandatory / key lraining » Low staff morale (25% - 50% of staffy » Serious emor due lo ineffective training insufficient training and / or
Competence » Low staff morale (1% - 25% of staff) and / of competency compelency
» Very low staff morale (50% - 75% of » Less than 25% attendance al
staff) mandatory / key training on an on-going
¥ Failure to adhere to principles of the basis
duty of candour fbeing open » Very low staff morale (>75%)
¥ Informal / locally resolved complaint * Overall Irealment / service substandard ¥ Justified complaint (Stage 2) involving lack of » Multiple justified complaints » Multiple justified complaints
c laints / » Poteniial for settlement/ litgation ¥ Formal justified complaint (Stage 1) appropriate care ¥ Independent review ¥ Single major claim
Oty <£500 » Minor implications for patient safety if » Claim(s) between £10K - £100K » Claim(s) between £100K - £1M » Inquest / ombudsman inquiry
Claims unresolved » Major implications for patient safely if unresolved » Non-compliance with national standards » Claims >£1M
¥ Claim <£10K with si‘gﬂcant risk to patients if !
» Smallloss ¥ Loss <£50K ¥ Loss of £50K - E500K » Loss of £500K - £1M or loss of 0.5—- 1% of | » Loss > E1M or loss >1% of budgel
» Theftor damage of personal property <£50 | » Loss of 0.1 - 0.25% of budget » Loss of 0.25 - 0.5% of budget budget ¥ Loss of contract / payment by results
Financial » Theft or loss of personal property <£750 » Theft or loss or persenal property >£750 »  Purchasers failing to pay on lime
¥ Inlenuplion does not impact on » <5% over project budget/ schedule *» 5—10% over project budgel / schedule slippage ¥ 10-25% over project budget / schedule » >25% over project budget / schedule
objec“v“ / deiwgw of pl'cwlient care [ abiity to Klippage slippage slippage
provide service
PFO]BC‘S » Insignificant cost increase / schedule
slippage
» Loss/Intermuption of >1 hour; no impact » Short term disruption, of >8 hours, with ¥ Loss finterruplion of >1 day ¥ Loss [ interruption of > 1 week » Permanent loss of core service / facility
Business / on delivery of patient care / ability to minor impact » Disruption causes unacoeptable impact on patient care b Sustained loss of service which has » Disruption to facility leading to
Service provide services » Nan-permanent loss of abilty to provide service serolis impact on deﬁyery of palient care significant 'knock-on’ effect across local
resulting in major contingency plans being health economy
Interruption invoked » Extended service closure
» Temporary setvice closure
+ Smal number of recar Jati » Minor recommendations which canbe » Challenging recommendalions which can be addressed ¥ Enforcement action » Multiple breaches of statutory duty
which focus on minar quality implemented by low level of with appropriate action plans » Multiple breaches of statutory duty » Proseculion
Inspection / improvement issues management aclion » Single breach of statutory duty ¥ Impravement Nolice ¥ Severely oritical report
» No or minimal impact or breach of » Breach of Stalutory legislation » Non-compliance with core standards <50% of » Critical Report » Zero performance raling
Statutory Duty quidance / statutory duty » No audit trail to demonstrate that objectives within standards met » Low performance rating » Complete systems change required
» Minor non-compliance with standards objectives are being met (NICE; HSE;NSF » Major non compliance with core » No objectives / standards being met
elc.) slandards
Adverse » Rumngrs i » Local Media - short term — minor effect ¥ Local media - long term ~ moderale effect — impact on » National media <3 days - public » National / Intemalional adverse
» Potential for public concem on public atlitudes / staff morale public perception of Trust & staff morale confidence in organisation undermined — publicity >3 days,
Publlclty / » Elements of public expectation not being use of services affected » MP concemed {questions in the House)
Reputation met » Tolal loss of public confidence
» Minor short term (<1 day) shortfall in fire » Temporary (<1 month) shortfall in fire » Fire code non-compliance / lack of single detector — patient » Significant failure of critical component of » Failure of multiple critical components
Fire SaMy ] safety syslem. safety system / single defector elc (non- area elc. ) ) fire lsafety system (patient area) of fire safety system (high risk patient
General » Security incident with no adverse patient area) » Seourity incident leading to compromised staff / palient ¥ Serious compromise of staff / patient area)
outcome ¥ Security incident managed locally safety. safely » Infant / young person abduction
Security » Conlrolled drug discrepancy — accounted » Controlled drug discrepancy - not
for accounted for
» Breach of confidentiality - no » Minor breach of confidentiality — readily » Moderate breach of confidentiality — complaint » Serious breach of confidentiality — more » Serious breach of confidentiality — large
adverse culcome. resolvable initiated than one person numbers
Information » Unplanned loss of IT faclities < half aday | » Unplanned loss of IT facilities < 1 day » Health records documentation incident — pafient care » Unplanned loss of IT facilities >1 day but » Unplanned loss of IT faciliies >1 .

Governance / IT

¥ Health records / documentalion
incident - no adverse outcome

¥ Health records incident / documentation
incident — readily resclvable

affected with short term consequence

less than one week

» Health records { documentation incident
—patient care affected with major
consequence

» Healfh records / documentation

incident — catasirophic consequence

Medication

¥ Incorrect medication dispensed bul not
Taken

» Wrong drug or dosage administered with no
adverse effects

» Wrong drug or dosage administzred with potential
adverse effects

» Wrong drug or dosage administered with

adverse effects

» Wrong drug or dosage administered with

adverse effects leading to death

w = minor treatment is defined as first aid, additional therapy, r additional medication. It does not include any extra stay in hospital or any extra time as an outpatient, or continued

treatment already planned. Nor does it include a retumn to surgery or re-admission.

» = moderate increase in treatment is defined as a retumn to surgery, an un-planned re-admission, a prolonged episode of care, extra time in hospital

or as an outpatient, cancelling of treatment, or transfer to another area such as intensive care as a result of the incident.

+ = permanent harm directly related to the incident and not the natural course of the patients illness or underlying condition is defined as

permanent lessening of
Bodily functions, sensory, motor, physiologic or intellectual, including removal of the wrong limb or organ or brain damage.
* = the death must relate to the incident rather than to the natural course of that patients iliness or underlying condition.

Consider how likely the outcomes (descriplors} are te happen
Qualitative Measures of Likelihood

% of risk
Level Descriptor Example
1 R <10%
o Difficult to believe that this will ever 0%
happen / happen again.
o
: Do not expect it to happen / happen again, 10=40%
2 Unlikely but it may
40 - 60%
3 Possible Itis possible that it may occur / recur ®
. Is likely to occur / recur, but is not a 60-90%
2 Likely persistent issue.
Almost Will almost certainly occur / >90%
certain recur, and could be a persistent
issue
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3 Using the Risk Rating Matrix determine the Severity (Extreme / High / Moderate /

Risk Rating Matrix

treatment over and above the

Consequence 1 2 3 4 5
Likefihood
1 4 5
2 4 ] 8 10
3 9 12
4 4 12
5 5 10
(HCSURMWG/2004 & NPSA 2008)

E = Extreme risk — immediale action required (stop

the activity)

H = High Risk — Senior Management attention needed
M = Moderate Risk — management responsibility must be

ascertained

l L = Low Risk — manage by routine procedures
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