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This document outlines the strategy for the management of risk throughout the Trust. 

It sets out the: 

Aims and priorities for risk management 

Structure for risk management 

Responsi-bilities for Risk Management 

Processes for Managing Risk 

The intention is to provide a framework for the implementation of an effective risk 
management system. It s.i~c~uld b_e se.en as pro_viding a structure for (~u.r staff - managerial, 
clinical and non-clinical - for addressing issues of identifiable risks within their area. 

The Strategy is a source of guidance to ensure consistency of approach when prioritising 
conflicting issues. 

Successful implementation will result in a better quality of care for our patients, a safer 
environment for our staff and visitors and a reduction in unnecessary expenditure 
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:The day-to-day management of risk is the responsibility of everyone in our organisation and 
the identification and management of risks requires the active engagement and involvement 
of staff at all levels. Our staff are best placed to understand the risks relevant to their areas 
of work and must be enabled to manage these risks, within a structured risk management 
framework. 

The success of the risk management programme is dependent on the defined and 
demonstrated support, and leadership offered by the lrust Board. as a whole.. 

The Board is ultimately responsible for managing the organisation’s risks and needs to have 
a sound understanding of the principle risks facing the organisation. It receives assurance of 
this through the risk management reporting structure. The Trust’s Assurance Framework, 
Trust Risk Register and Performance Report, also provide evidence that the appropriate risk 
management policies, procedures and systems are operating effectively: 

Critical Success Factors 

Ongoing success will depend on a number of factors: 

o:o Commitment from all staff to achieve the stated aims; 

o**o Integrating risk management practices into the normal activities and business 
of the Trust; 

°*.o All staff being encouraged and supported to take a proactive role in identifying 
risks and acting on. the results to resolve problems at source wherever 
possible; 

¯ .*o Open and honest reviews of actual and potential adverse events or situations, 
within an honest, ’just’ environment; 

°.*o Sharing information about identified risks where necessary and relevant, 
whilst respecting the need for an individual’s confidentiality; and 

¯ .*o Sharing best practices for managing risks. 
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Portsmouth Hospitals NHS Trust is committed to achieving excellence in the delivery of 
pati.ent-centre.d care in an. environment that pro_mo_tes safety,, well.-be.ing and sati.sfaction fo.r 
our patients, staff and visitors whilst safeguarding the continuity of services, assets and 
reputation of the Trust. 

The. Board recognises that to achieve this level of excellence, effective risk management 
arrangements an.d pro_c.essoe_s, are essen.ti.al an.d th.at d.sk must be. managed i.n. a h.o_listic 
manner so that all types of risk - clinical, financial, environmental and organisational - are 
addressed in planning, decision-making and day-to-day management activities. 

Our aim, therefore, is to promote a risk awareness culture in which all risks are identified, 
unde.rs_tQo.d and prc~acti.ve[y m.anaged~ "[’h.[s_ will pro_mote a way Q~ wQrkin.g th.at ensures risk 
management is embedded in the culture of the organisation and becomes an integral part of 
the Trust’s objectives, plans, practices and management systems. 

As indicated, the management of risk is the responsibility of all managers and staff 
through.out th~ [’rus.L [’.his can. en.l.y be achieved wi~.in, a pro.gressi.ve,, bone_st, c~pen, and ’just’ 
environment, where risks, accidents, mistakes and ’near misses’ are identified quickly and 
acted upon in a positive and constructive way. No disciplinary action will result from 
identifying risks or from reporting incidents, accidents, mistakes or ’near misses’, except 
where there has been criminal or malicious activities, professional malpractice or acts of 
gro_ss misconduct. H.Qwe.ver., discip|inary acti.on, may be considered, wh.ere, incidents o_r 
violations have not been reported. 

Implementation of this strategy will help create the environment necessary to identify and 
manage the risks inherent in everything we do. We believe that an innovative ’can do’ culture 
is_ cr.uci.al tQ acbJ.e_vi.ng i.m.prevements in. health.care. H.e.al.th.care ~s. a ’risky busJ.n.e_s_s.’ and th.o.s_e 
risks need to be fully understood and well managed - they need to be reduced to a tolerable 
level or eliminated altogether and the Board needs assurance that this is happening. 

When unexpected or unintended events do happen, a structured risk management approach 
can help brin.g about, an understanding o_1~ wh.at went wrong and wh.y,, it. can info_rm what 
action is necessary to reduce the impact and reduce the possibility of similar incidents 
happening in the future. 
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This Strategy is aimed at supporting good governance by further developing a 
comprehensive approach to_ risk management, which achieves a common framework of 
internal control for: 

Providing assurance that key processes and structures are in place to provide 
reliable and robust information to enable management to make appropriate 
decisions in relation to the management of risk; 

The development of a culture in which all risks, clinical, financial, 
environmental and organisational, are identified, understood and managed; 

The integration of risk management and assessment into the policy making, 
business development and decision-making processes of the Trust; 

Utilising internal and external audit, and other external regulatory and 
assessment bodies, to provide additional assurance that our risks are being. 
managed appropriately; and 

Developing a clearer understanding of the roles and responsibilities of 
directors, clinicians, managers and all other employees of the Trust, with 
regard to their responsibilities within the risk management framework; 

Our overall aim is to provide a proactive framework for the development of robust risk 
man.agement pro.c.esse.s, t(~ ensure that the s_erv.ic.e.s the Trust provi.des are_ eftecti.v.ely 
managed, safe and reliable. 
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For 2008/2009, the Trust will focus on four key priority areas to further improve risk 
management practice.. 

¯ Further embed the Risk Management culture 

¯ Continue to develop and implement an effective Risk Assessment process 

¯ Ensure risk management continues to i-nform individual and organisational 
learning, to improve patient, staff and visitor safety 

¯ Patient Focus 

These key priory areas and this Strategy will be reviewed annually to ensure they 
reflect the risk management requirements of the Trust as they change and develop... 



KBH000587-0010 

The Trust’s risk management, governance and assurance processes reflect the 
structLEed framework for risk management developed by the Nati.ona[ Heal.th Service 
Litigation Authority (NHSLA). The framework focuses on effective risk management 

activities and in March 2008 the Trust achieved NHSLA accreditation at level I. It is this 
framework that informs the Trust’s processes for risk management. 

The Trust’s processes also reflect the requirements for risk management identified 
through the. Core Standards for Better Hearth, intr(~duced, by the Department o~ Health in 
2004. Compliance with the core standards is monitored by the Trust throughout the 
reporting year and the Trust completes a self-assessment and declaration to the 

Healthcare Commission on an annual basis. 

Risk management arrangements are also informed by legislative requirements that 
govern sped~|c areas ~f risk, such a.s Safeguarding C~ld.~en., Medicines M.anagemer~t,. 

Health and Safety. 

The Trust participates in and adheres to where appropriate, recommendations 
generated from the National Confidential Enquiry into Patient Outcomes and Death 
(NCEPQD),. the Confidential Enq.ui.ry int(~ Maternal and Ch.i.l.d Health (CEMACH), the 
National Institute for Health and Clinical Excellence (NICE), the requirements of the 
National Service Frameworks (NSFs) and other high level reports. 

In addition, the Trust responds as appropriate to the wide range of other risk issues 
raised by the programme of external asse.ssments~ surveys, standards and targets~. 

these include: 

¯ Key Performance Targets 
= Annual Patient Survey 
¯ Annual Staff Survey 
¯ External/Internal Audit 
¯ Improving Working Lives 
¯ Local Delivery Plan 
¯ _ Health and Safety Inspections 

The structure for risk management is based on the organisation of key committees 
focusing on specific areas of acti~i.ty to provide the assurance requi.re_d by the Board 
that all areas of risk are being adequately managed. 

Appendix A outlines the key responsibilities of committees with a responsibility for 
managing risk and Appendix B provides the high level committee structure for the Trust. 
The roles and responsibilities that contribute to an effectiv.e risk management framework 
are detailed in Appendix C: 
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.... ;!for. Risk Management " " " --- " -" Processes 

Risk Identification 

This strategy sets out a systematic approach across the Trust to identify risks and to 
manage them once they have been identified. This will promote certainty at all levels of 
the Trust that all risks are being identified and, once identified, they are actively dealt with- 

in a consistent and appropriate manner. 

A risk can be identified in a number of different ways - the following provide some 

examples: 

A risk can be identified during the course of your working day: 

A risk can be identified as a result of a discussion about a problem: 

~s a very low compliance w~~ith the Patient 
Identification Policy 

A risk can be identified as a result of an incident, a complaint or as a result of a legal claim 

~on given to him on what he should 

A risk can be identified as a result of an external recommendation 

~ses concerns about Privacy and 

Once a risk has been identified it will need to be assessed for severity. To achieve 
consistency of assessing, analysing., reporting and investigating the Trust uses the 
nationally recognised 5 x 5 risk severity matrix for grading all types of risks, however they 

are identified. (Appendix D) 

Once a risk has been identified a risk assessment form should be completed in 
accordance with the Trust’s Risk Assessment Policy and the. appropriate protocols 

followed. 

11 
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Incident-Reporting.and InVestigatiOn .-. 

. . _ ¯ . .... - . ~: - ..~ - . . ..... . .............. ~ .--...~. . ..... _ . --: .... 

As already mentioned, risks can be identified as the result of an incident. Therefore, 
incident reporting and investigation are integral parts of risk management. To. ensure the 
Trust has a co-ordinated approach to the management of risk, incidents are graded using 

the same 5 x 5 matrix as that used for risk assessment. 

Incident Reporting 
The aim of indden.t reporting, is. to. collect information about all. adverse, events, hazards or 
near misses: clinical or non-clinical. This helps facilitate wider organisational learning and 
effective risk management. 

Any member of staff who is involved in, or witnesses, an incident has a responsibility to 
ensure that it is properly documented, using the Trust Adverse. Incident Form.. Incident 
forms are available in all areas. 

To demonstrate the Trust Board’s commitment to incident reporting the organisation 
supports a ’just and open’ culture where staff can report and learn, and where blame is 
rarely and fairly used. It is acknowledged that such a culture helps to encourage a high 
level of reporting and the more frequently incidents and near misses are reported, the 
easier it becomes to address the underlying causes and manage the identified risks 

Incident Investigation 
This is an area that clearly provides an opportunity to improve risk management practice 
and is essential in order to effectively learn from adverse events. 

Using the Trust’s risk matrix, individual managers will be able to determine the severity of 
an incident reported in their area. Untoward incidents graded red (serious) are reported 
immediately to the Risk Management Department and will trigger a full root cause 
analysis investigation. Incidents graded green, yellow or amber will be investigated at 

departmental level. 

Divisional Governance Committees receive regular reports on the incidents which have 
occurred in their areas and have responsibility for ensuring that action plans to reduce the 
identified risks are implemented in a timely manner. 

The process for the reporting and management of adverse events is described in 
Appendix E and more detailed information is available in the Trust Policy for the 
Management of Adverse and Near Misses (including Serious Untoward Incidents) 

t2 
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The Trust has adopted a single methodology for risk assessments to ensure consistency 
of approach. More detailed information can. be. found in the Trust’s Risk Assessment 
Policy that provides clear instructions and specific criteria for the identification, 
assessment and management of risks. 

As indicated previously, risks can be identified in a number of ways. It is important not to 
just rely on the reactive approach: risks shou|d, when possible,, be identified proac.tively. 
This means that staff in divisions and departments must undertake clinical and non- 
clinical risk assessments on a regular basis, and at least annually. 

Proactive risk assessments reinforce the responsibility of local teams to assess clinical, 
environmental., finandal, and. performance related risks against the care. that they are 
responsible for delivering. Each department is responsible for maintaining a local register 
of risks, which will be reviewed and updated regularly. Departmental risk registers will be 
reviewed by the Divisional Governance Committees to determine whether they are being 
appropriately managed locally or require escalation to the Divisional Risk Register. If the 
potential, impact is wider, the Division.al Go,zern.ance. Committee should co_n.sider whether 
the risk requires escalation to the Trust Risk Register. 

The following provides a brief outline of the grading of risks; 

Low: (Green) Managers are encouraged to take action on low risks, particularly 
when these risks can be easily minimised or eliminated. Whether 
action is taken or not, low risks should be monitored regularly and/or 
when circumstances change. 

Moderate (Yellow):Managed locally and action taken within six months to reduce the risk 
to an. acceptable level.. If the. risk can.no.t be. managed or reduced then. it 
is the manager’s responsibility to escalate the risk to the appropriate 
group/committee 

High (Amber): Managed locally and action taken with three months to reduce the risk 
te an acceptabl.e level.. If the risk cannot be managed o.r reduced then it 
is the manager’s responsibility to escalate it to the Divisional 
Management Team (DMT). If the risk can still not be managed, then it 
is the responsibility of DMT to escalate it to the Risk Assurance 
Committee for consideration 

Extreme (Red): 
Immediate action must be taken to reduce the risk to an acceptable 
level, as there could be a serious impact on the Trust. Managers must 
notify the DMT of such risks. The DMT will then review the risk and, if 
necessary, forward it to the Risk Assurance Committee for inclusion on 
the Trust Risk Register 

A simple guide to risk assessment is provided in Appendix F. 
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Registering significant clinical or non-clinical risks centrally on the Trust’s Risk Register is 
vital to ensure that appropriate strategies for managing those risks are. develo_ped and. 
implemented. 

Significant risks are those which cannot be managed locally (ie in departments or 
divisions) and/or have the potential to impair or affect the operational or financial ability of 
the Trust to deliver core services, or those which may adversely affect the. Trust’s profile 
or ~putation. 

A risk adviser, based within the Trust’s Risk Management Department is responsible for 
maintaining the Trust’s Risk Register and ensuring it is kept up-to-date. However, it is the 
responsibility of the lead manager for each risk to ensure the Risk Adviser is informed of 
any changes to the risk, its associated action plan or target completion date. 

The Risk Assurance Committee monitors the Trust’s Risk Register and regular reports will 
be provided to the Governance & Quality Committee, which will consider and recommend 
to the Trust Board the escalation to the Assurance Framework of any risks it deems 
appropriate. 

The Trust Risk Register can be accessed on the Trust Intranet. Go to Departments -> 
Governance -> Links to Key Home Pages -> Risk Register. This site also contains risks 
that have passed their target date for action and require immediate attention. 
Alternatively, ask your line manager or the Risk Management Department (ext 7700 
32/812424) for a paper copy 

For more information on Risk Registers, see Appendix G. 

14 
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The Assurance Framework is linked to the Trust Risk Register and provides the Trust with 
a c_omprehensive methQd for managing the high level, risks identified as having the 
potential to prevent the achievement of the Trust’s strategic objectives. 

The Assurance Framework is developed through the following key steps: 

1. The Board agrees the Trust’s strategic objectives as part of the business planning 
cycle 

2. An Executive Director is assigned to each strategic objective and takes responsibility 
for: 

¯ Agreeing the principal risks that may threaten the achievement of these 
Qbject~ves; 

¯ Identifying and evaluating the design of the key controls in place to manage the 
risks and achieve delivery of the objective; 

¯ Identifying the arrangements for obtaining assurance on the effectiveness of key 
controls across all the areas of principal risk; 

=_ Evaluating the assurance across, all areas, of principal risk, i.e.. identifying sources 
of assurance that the Trust is managing the risks to an acceptable level of 
tolerance; 

¯ Identifying areas where there are gaps in controls - where the Trust is failing to 
implement controls or failing to make them effective; 

=_ Identifying areas where there are gaps. in assurances - where the Trust does. not 
have the evidence to assure that the controls are effective; 

¯ Agreeing a residual risk rating which is determined by the impact and likelihood of 
the risk. 

3. The relevant senior manager for the activities required to deliver the strategic 
objecti.ve supports the Executive Director in determining the dsks,, gaps and co_ntrols 

and risk advisers provide guidance and support; 
4. The Assurance Framework is cross-referenced against each Standard for Better 

Health and reviewed by the Trust Board; 
5. A committee is assigned to each risk and takes responsibility for overseeing the 

c(~ntrols and assurances and the associated action, plans; 
6. Once agreed the Framework is formally adopted by the Board and will inform the 

Trust Board agenda for the reporting year; 

The controls obtained through the Assurance Framework are enhanced through the 
submission to the Board o~f a Performance and Quality Report each month. 
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The Trust Board has agreed the following arrangements for managing the risks identified 
en the Assurance Framework: 

The Assurance Framework and associated action plans to address any 
identified gaps in assurance or control will be submitted to the Trust Board. 
monthly. The Framework will be supplemented by a balanced scorecard 
showing all risks and a summary highlighting those risks that require in-depth 
review by the Trust Board i.e. those considered by the responsible leads to have 
the potential to threaten achievement of the organisation’s strategic objectives. 

The Risk Assurance Committee will undertake ongoing scrutiny and monitoring 
of risks identified in the Assurance Framework and the Trust Risk Register. In 
particular the Committee will ensure that action plans associated with risks are 
progressing to eliminate or reduce the impact of the risk. The Risk Assurance 
Committee will make recommendations to the Governance and Quality 
Committee about risks that require escalation or de-escalation. 

The Audit Committee, as a Sub-Committee of the Trust Board, has oversight of the 
processes through which the Board gains assurance in relation to the management of the 
Assurance Framework. 

The Assurance Framework Protocol flowchart can be found at Appendix H. 



KBH000587-0017 

,¸0 

The success of risk management is dependent on its integration with all key activities of 
the. o.rganisation. 

The Trust Board will review its strategic risks regularly. These will support the business 
planning and reporting proce&s, which sets priorities for the. organisation and identifies 
key targets. 

The relationship between the Trust;s business planning process and risk management is 
two-way: 

The business plan should be informed by the identification of risks, in order to 
identify organisational priorities; 

The business planning process should further identify and assess risks to clearly 
defined organisational aims and objectives. 

To meet these objectives the business plan should aim to address significant risks 
identified within the Risk Register and Assurance Framewo.rk. Furthermore,. a.l[ aims and. 
objectives should be risk assessed and actions prioritised as a result. Thus, risk 
assessment and prioritisation will be included within the capital spending and equipment 

purchase programme. 

To support this process there is a requirement for risks to be explicitly identified as part of 
any Qutl.in~ Business Case pres.ente~d to. the Tru.st Planning Group and. in any pape_rs 
seeking support for decisions which go before the Trust Board, Governance & Quality 
Committee, Divisional Governance Committees, or other committee meetings. In addition, 
information from the local or Trust Risk Register will be used as one of the tools to inform 
the Trust Planning Group agenda. 

1"7 
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The Trust recognises that training and communication are central to the successful 
implementation of this strategy and to staff understanding their roles and responsibilities 
for risk management across the. organisation. 

Training. 
The Trust Board is committed to the education and development of all its staff, and 
recognises its legal and ethical responsibility to create and maintain a work environment 
that will ensure the welfare and health and safety of staff, patients, carers and others. 

The essential training needs of staff are identified through an annual training needs 
analysis and plan. Delivery of this plan provides staff at all levels with an understanding of 
the principles of risk management, and will equip them with the appropriate skills to be 
able to effectively undertake risk management activities within their work area. 

It is the responsibility of the Divisional Training Groups to address areas of non- 
compliance with attendance at essential training and provide an action plan on how this 
will be improved. 

Risk Management training is provided in a number of ways: 

¯ Trust induction 
¯ Junior Doctors induction 
¯ Risky Business 
¯ E-learning 
¯ Workshops 
¯ Updates 

(For further information, please see the Learning and Development Policy and the 
Essential Training Plan available on the Learning Zone of the Trust’s intranet site or the 

annually published Learmng Page ~ 

Training will also be provided to Trust Board and Non-Executive Directors so that they are 
able to properly execute their risk management responsibilities. 
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No risk management strategy will be effective unless there is organisational learning and 
feedback on the lessons learned, from. the identificati.on and management of risks.. The 
organisation has introduced a number of processes to enable learning and feedback and 
continued strengthening of these processes will be key to the implementation of this 
strategy. 

These include 

A systematic approach to the recording and analysis of incidents, complaints and 
claims through the use of an electronic database 

Complaints, Litigation, Incidents and PALS (CLIP) reports are provided by the Risk 
Managemer~t Team to. the Governance & Quality Co.remit.tee and Trust Board. 
PALS form part of this reporting process as it is considered that concerns raised 
through this service provide a further opportunity for learning and feedback. For 
more information on the CLIP report see Appendix !. 

All patient safety incidents are reported to the National Patient Safety Agency 
(NPSA),. as part of the Nationa! ReportJng and Learni.ng System. (NRLS). Th.e 
reports produced by the NPSA, are used for both benchmarking and learning 
across the Trust. 

¯ A Risk Management intranet site that holds all relevant documents and reports, for 
access b_y all staff 

¯ Rolling reporting programmes by, and to, relevant Committees 

Production of reports specifically tailored to the needs of staff groups 

The production of ’Bite Size Best Practice": a regular publi-cation, whi-ch is 
disseminated Trust-wide and includes: information on adverse events; complaints; 
evidence based changes to practice; and relevant risk management articles 
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Trust Board 
The Board will receive the Assurance Framework each month, together with a balanced 
scorecard and summary highlighting key issues, as indicated previously. In addition, it 
will receive regular exception reports on the status of the Trust Risk Register so that it can 

be assured of the progress in the management of all risks 

Governance & Quality Committee 
The Governance & Quality Co.mmittee, via the authority delegated to. it by the Hospital 
Management Committee, has an overarching responsibility for ensuring that there is 
continuous and measurable improvement in the quality of services provided. Through 
regular monitoring of its own work and the work of groups and committees from which it 
receives reports, it will assure the Board of progress in the management of risks 
associated with its. activities of all types - clinical,, financial,, environmental and 
organisational - and that those risks are being appropriately managed. The Committee 
will receive from the Risk Assurance Committee a quarterly report on progress relating to 
the risks recorded on the Trust Risk Register, including progress on action plans and 
associated targets. 

Risk Assurance Committee 
The Risk Assurance Committee has responsibility for monitoring the development and 
implementation of this Strategy and achievement of the key priorities. It will discharge 
these duties by monitoring and reviewing: progress against the success measures/key 
performance indicators; the Assurance Framework and the Risk Register; compliance 
against the NHSLA Risk Management Standards; and action plans to reduce any risks to 
the Trust’s activities: however those risks may have been identified. The Committee will 
also ensure that all requirements are met to enable the Chief Executive to sign the 
Statement on Internal Control. 

Local Monitoring 
Local monitoring is undertaken at a number of levels: ward, specialty, departmental and 
divisional. It includes: regular review of complaints, incidents, claims, risk assessments 
and risk registers and the escalation of any appropriate issues to the Divisional 
Governance Committees or Divisional Management Teams. It is the overarching 
responsibility of the Divisional Management Teams to ensure that all risks are being 
monitored, managed and, where necessary reported upon by exception to the Risk 

Assurance Committee. 

20 
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Key Priority Area 1: A risk management culture, which contributes towards the aims of a 

learning organisation, is embedded at all levels within the Trust 

St~r~s ~r ~t~r H~h ~.~p~c~: ¢1, C7a, b; CSa; ella, b; D4b 

S.u~ess MeasuresJKey Performar~.ce Indicators 

¯ Staff surveys demonstrate they are aware of this Strategy 

¯ Updates to risks identified on the Assurance Framework and/or the Risk Register are provided in a timely 
manner by responsible managers 

¯ 100% of departments, units and wards have suitable and up-to-date advice for staff on risk management 

¯ The. Risk M~on.agement web-site c_onsist.e_nt!y holds a.c.c.u_.rate, c.ompre.h.ensixe and u.p-to-da_.te, informatior~. 

¯ An action plan for compliance with level 2 of the NHSLA risk management standards is in place and 
monitored monthly by the Risk Assurance Committee 

¯ Action plans against the Standards for Better Health are reviewed regularly by the Governance & Quality 
Committee 

Our Local Standards 

¯ Patients are treated in an environment in which they feel safe 

¯ Staff work in an environment in which theyfeel safe 

¯ An open, just and fair culture for the reporting of incidents is apparent across all levels of the organisation 

¯ All staff are aware of their personal responsibilities towards risk management, together with the expectations 
of the Trust 

¯ All staff are aware of their own level of responsibility within the scope of their role, as part of the competency 
profile within the Knowledge and Skills Framework 

Actions and Deliverables 
¯ This revised Strategy to be officially ’launched’ and placed on the Trust’s Internet and Intranet 

¯ A trust-wide survey to obtain a baseline evaluation of staff attitude towards, and their knowledge of, risk 
management 

¯ The Risk Management web-site is reviewed and updated regularly, and especially when legislation changes 

¯ . Introduction of a risk- management newsletter 

¯ Implementation of the NHSLA level 2 compliance project plan 

¯ Ensuring ongoing compliance with the core Standards for Better Health 

¯ The appropriate level of risk management training (including health & safety) is incorporated into induction for 
all staff 

¯ Risk Management ~aining i.s. in.cl.ude_d i.n. the Trust’s m.a~.dato.ry training programme 

¯ Risk Management training will be provided for staff as part of their ’essential’ training requirements 

¯ Risk Management training will provided for all senior managers 

= Risk Management training will be provided for members of the Trust Board, through targeted updated and 
workshops 

¯ All job descriptions and personal objectives include risk management requirements relevant to the post 

21 
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Key PriorityArea2: Continue to develop and implement an effective risk assessment 

process 

S~rds f~r l~e~ter H~l~h C~np~ce: Cla, D1; C7a, c; C11a,D4b; D13c; D20a 

Success MeasureslKey Performance Indicators 

¯ Standard documentation for identifying and reporting risks is in use throughout the organisation 

¯ Assessment of all identified risks is undertaken and appropriate prioritised actions plans are in place, to 
address those risks, including consideration of-cost versus benefit 

¯ A robust mechanism for the integrated prioritisation of all risks is in place, including a cost/benefit analysis 
¯ Any risks identified through external assessments are acted upon accordingly 

¯ The Risk Register and associated action plans are monitored monthly by the Risk Assurance Committee 

¯ The Assurance Framework and associated action plans are reviewed monthly by the Risk Assurance 
Committee 
The Assurance Framework, balanced score-card and action plans are reviewed monthly by the Trust Board 

Our Local Standards 

¯ Patients are treated in an environment in which they feel safe 

¯ Staff work in an environment in which they feel safe 

¯ All identified risks will be reduced to a low a level as possible 

¯ There is coordinated management of risk throughout the organisation 

¯ All relevant staff are aware of their role within, the risk assessment process and are are able to identify and 
assess risks associated with their activities and working environment, and feel confident to do so 

¯ Full assessment of all identified risks is undertaken, to ensure improved safety for staff and patients 

¯ The risk register and assurance framework provide a comprehensive database of risks to ensure they 
support the business planning process; identify significant development needs; and identify and address 
processes or systems which require review 

The Trust Board is fully informed of the risks to achievement of its objectives 

Actions and Deliverables 
¯ Undertake a trust-wide survey to obtain a baseline evaluation of staff attitude towards, and their knowledge 

of, risk assessment 

¯ Full assessments of identified risks are undertaken prior to placing on the risk register 

¯ All identified risks are placed on the Risk Register or Assurance Framework, together with action plans 

¯ All identified risks are graded and monitored in a consistent, systematic manner and appropriate action plans 
are in place 

¯ Active monitoring of risks occurs at departmental, divisional and corporate levels 

¯ The Assurance Framework Protocol is fully embedded, to ensure effective reporting and appropriate transfer 
of risks from the Risk Register to the Assurance Framework 

Divisional- Governance Committees-. review their Risk Registers. regularly and report to the Risk Assurance 
Committee 

¯ A database of ’resolved’ risks is maintained and reviewed 

¯ Risk assessment training is made available to all staff, appropriate to their level of involvement in the process 
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Key PriorityArea 3: I Risk Management informs individual and organisational 

! ’ improve patient, staff and patient safety 

$~n~s f~r ~et~r He~i~h C~p~a~c~: ¢1a, D1; ¢7a, c; C11a,D4b; D13c; D20a 

learning to 

Success Measures!Key Perfo.rman.ce Indicators. 

Lessons learned from patient safety, complaints, claims and other reportable incidents are implemented, 
monitored and recorded 

¯ 95% of all patient safety notices, alerts and other communications regarding patient, staff and organisational 
safety, which require action, are acted upon within the required timescales 

90% of serious untoward incident investigations are completed within 60 working days 

The Serious Untoward Incident Review Group will meet every two months 

75% attendance is achieved by members of key committees 

Our Local Standards 
Improved safety in the workplace and in the quality of the patient experience through the implementation of 
lessons learned 

¯ A robust mechanism for the reporting incidents is in place and staff feel confident to do so 

¯ Staff are not afraid to report mistakes, unsafe conditions or methods of work that may (or have) put patients 
or staff at risk 

¯ Staff are confident that they will be treated fairly during the investigation of an incident, complaint or claim and. 
are offered support following an incident, complaint or claim, as appropriate 

Actions and Deliverables 

¯ Undertake a trust-wide survey to obtain a baseline evaluation of staff attitude towards the reporting of 
incidents 

¯ A ds_k management aona!ys.t is. appointe.d 

¯ Develop an audit mechanism to monitor the implementation of lessons emerging from local and national 
experience 

¯ Agree a revised model for the dissemination of lessons emerging from incidents, claims and complaints 

¯ Secure administrative support to further improve the Serious Untoward Incident investigation process 

¯ Continue to participate in the Strategic Health Authority risk management network 

¯ Evaluate the recent initiatives from the Institute for Health Improvement with a view to implementing in the 
Trust 

¯ PartiCipate in the Strategic Health Authority in~iat~ve fbr the collection of data and implement any 
recommendations, where appropriate 

¯ Root Cause Analysis training will be provided for staff, at a level appropriate to their responsibilities 
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I 
Key Priority Area : ! 

Patient Focus 

St~td~r~s for I~e~er He~h Compl~tce: Cla, D1; C6; C7a,Cllb,D4b; C13a, b, c; D20b 

Success Measures/Key Performance Indicators 

100% of departments, units and-wards display suitable and up-to-date information, about the. procedures to 
access complaints 
100% of departments, units and wards have suitable and up-to-date advice for staff on how to deal with a 
complaint 

¯ The Complaints Department web-site consistently holds accurate, comprehensive and up-to-date information 
¯ Lessons learned from patient safety incidents, complaints and claims are implemented, monitored and 

recorded 
¯ 85% of complaints are responded to within the 25-day working target 
¯ Divisional Governance Committees review complaints on a monthly basis, identifying those at risk of being 

over target 
¯ Appropriate consent is obtained for all contacts with patients, when required 

Our Local Standards 

¯ Patients, relatives and carers have suitable and clear access to procedures to register formal complaints 

¯ Patients, relatives and carers are not discriminated against when making a complaint 

¯ Patients, relatives and carers are assured that the Trust acts appropriately on any concerns and, where 
appropriate, makes changes to ensure improvements in service delivery 

¯ Complaints are handled in the most appropriate manner,, to affect a successful,, timely outcome 

¯ All staff are aware of their own level of responsibility towards complaints handling, within the scope of their 
role 

¯ Complaint responses are written, i.n clear and understandable language 

¯ The patient experience is continuously improved, based on feedback from patients, carets and relatives 

¯ Appropriate consent is obtained for all contact with patients, when required 

¯ Patient information is treated confidentially, except where legislation deems otherwise 

¯ All patients, relatives and carets are encouraged to be involved in decisions regarding the management of 
risks associated- with- theiF care 

Actions and Deliverables 
¯ Undertake a trust-wide survey to obtain a baseline evaluation of staff knowledge of the complaints handling_ 

process 

¯ Undertake a complainant survey to obtain an evaluation of satisfaction with the handling of their individual 
complaint 

¯ Review and amend the Complaints Department web-site every 3 months, unless legislation changes 

¯ Agree a revised model for the dissemination of lessons to be learned from complaints 

¯ - Develop an- audit mechanism to. monitor the. implementation of lessons-learned from. complaints- 

¯ Continue to monitor the implementation of the Trust’s ’Being Open" Policy 

Contin.u.e toparticipate~in th~ Io.cal economy complaints network, including reporting to the Strategic Health 
Authori[y andPrimary t.;are -rrus[s 

¯ Complaints handling is included in the Trust’s mandatory training programme 

¯ Ensure de_lJ.~e~y o_f a~. an~.ual, c.o.n.s.en.t, audi.t 

¯ Ensure issues of breach of confidentiality are reported to the Information Governance Manager 
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Internal - these can be found on the Trust’s Intranet site. 

Being Open Policy 
Claims Policy for Clinical Negligence, Employer, Public Liability and Property Claims 
Fire Policy 
Major Incident Response Policy 
Maternity Risk Management Strategy 
Maternity Policy for the Management of Adverse Events and Near Misses 
Risk Assessment Policy 
Policy for the Management of Adverse Events and Near Misses, including Serious Untoward 
Incidents 
Policy for the Management of Complaints and Plaudits 
Secudty Operational Policy 
Whistleblowing Policy 

External 
An Organisation with a Memory: Department of Health 2000 www.dh.gov.uk. 
Building a Safer NHS: Department of Health 2002 www.dh.gov.uk 
Building a Memory: preventing harm, reducing risks and improving patient safety: National 
Patient Safety Agenc~y 2005 wwvv.npsa.nhs, uk 
Being Open: National Patient Safety Agency 2005 www.npsa.nhs, uk 
National Standards, Local Action, Health and Social Care Standards and Planning 
Framewerk: Department of Health 2004 www.dh.,qov.uk 
NHSLA Risk Management Standards: NHSLA 2006 www.nhsla.com 
Standards for Better Health: Department of Health 2006 www.dh.gov, uk 
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Responsibilities of Key Committees, 

Appendix A 

The Board 
The Trust Board is responsible for reviewing the effectiveness of internal controls: clinical; 
financial; environmental and organisational. The Board is required to meet its statutory 
obligations on financial management, the quality of healthcare and on health and safety. In 
addition, it is required to produce a ’statement of assurance’ that it is doing its reasonable 
best to manage the Trust’s affairs efficiently and effectively through the implementation of 
internal controls to manage risk. 

The Audit Committee 
The purpose of the Audit Committee is to provide the Trust Board with an independent and 
objective review of internal control. The Committee will primarily utilize the work of Internal 
Audit, External Audit but will not be limited to these audit functions. It will also seek reports 
and assurances from Directors and Managers as appropriate, concentrating, on the over- 
arching systems of integrated governance, risk management and internal control. This will 
be evidenced through the Committee’s use of an effective Assurance Framework to guide its 

work. 

The Finance Committee 
The purpose of the Finance Committee is to: consider the Trust’s financial position; approve 
and monitor the Trust’s Treasury Management policy, interest rate and relevant benchmarks 
for measuring performance; review and monitor investment and borrowing; ensure proper 
safeguards are in place for the security of funds;, approve external funding, arrangements;. 
and agree the charitable funds investment strategy and appointment of fund advisors. 

Hospital Management Committee 
The primary function of the Hospital Management Committee is to ensure the Trust is able 
to meet its obligations to patients and staff, through an effective operational performance 
management framework. The Committee interprets and translates the strategic plans of the 
Trust into tactical and operational plans,, within a governance structure that ensures risks are 
managed and quality monitored. 

Governance and Quality Committee 
The Governance and Quality Committee ensures that there is continuous and measurable 
improvement in the quality of the services provided and provides assurance to the Trust 
Board that the risks associated with its activities are appropriately managed through the 
Assurance Framework and Risk Register. In addition,, the Committee is responsible for the 
implementation of the governance agenda and for the ongoing monitoring of compliance 
with national standards and requirements, including: Standards for Better Health; Clinical 
Negligence Scheme for Trusts; and the National Health Service Litigation Authority (NHSLA) 
Risk Management Standards. 

The Risk Assurance Committee 
The Risk Assurance Committee will ensure good risk management across the Trust,. 
promoting local responsibility and accountability and scrutinising risk assessment and risk 
assurance arrangements in departments and divisions. In particular the Committee will 
undertake the detailed scrutiny of the Trust’s Assurance Framework and Risk Register to 
ensure that the risks identified are being actively managed and mitigated. This will ensure 
an effective level of internal control, safety and quality. In addition, it will monitor compliance 
against the NHSLA Risk Management Standards and compliance with the Maternity CNST 
standards. 
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Divisional Governance Committees 
The role of Divisional Governance Committees in relation to risk management is to ensure 
all aspects of risk are appropriately managed within the division through robust review of 
departmental and divisional risk registers. The Committees will identify to the Risk 
Assurance Committee those risks that should be escalated to the Trust Risk Register. 

In particular the Divisional Governance Committees will identify risks associated with the 
delivery, of key performance targets,, taking, into account intelligence on staffing, issues,. 
complaints, litigation claims and incidents and any emerging trends. The Divisional 
Committees will oversee the implementation of action plans necessary to mitigate the risks 
and ensure cross organisation learning as necessary. The Divisional Governance 
Committees will report on a quarterly basis to the Risk Assurance Committee on the 
management of risks across the division. This should not prevent any issues of note being 
reported to the Risk Assurance Committee. 

Health and Safety Steering Group 
The purpose of the Health and Safety Steering Group is to: monitor and advise on health 
and safety and periodically review and audit the effectiveness of associated systems; and 
produce, monitor and review the annual health and safety plan and associated policies. 

Information Governance Steering Group 
The purpose of the Information Governance Steering Group is to: ensure the Trust’s 
activities comply with requirements for high standards of Information Governance, including 
ensuring effective policies and management arrangements are in place; and the promotion 
of Information Governance across the organisation. 

Serious Untoward Incident Review Group 
The Serious Untoward Incident Review Group provides a high level forum in which to 
oversee and monitor the reporting and review of serious untoward incidents. The Group 
ensures that associated recommendations are implemented across the Trust. It also 
reviews the outcomes of investigations into clinical practice that have occurred as a result of 
concerns over individual practice and receives details of relevant external enquiry reports 
and recommendations, monitoring progress on the implementation of those 
recommendations. 

In addition to the above there are a number of activity specific committees that monitor risks 
associated with activities such as Safeguarding Children, Health and Safety, Medication 
Safety. 

Terms of reference for the above committees/groups, with the exception of the Board and 
the Divisional Governance Committees, are included at Appendix J 
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Appendix B 

COMMITTEE STRUCTURE TO SUPPORT THE MANAGEMENT OF RISK 

COUNCIL OF GOVERNORS 
TRUST BOARD 

QAH REDEVELOPMENT 
COMMITTEE 

[NED representation,] 

I 
CHARITTABLE FUNDS 

COMMITTEE 
[NED re!presentation] 

AUDIT COMMITTEE 
[Mandatory - NEDS only] 

APPOINTMENTS 
+REMUNERATION GOMMITTEE 

[Mandatory - NEDS only] 

RISK ASSURANCE 
COMMITTEE 

HOSPITAL MANAGEMENT 
COMMITTEE 

I 
GOVERNANCE & 

QUALITY 
COMMITTEE 

I 
I 

ICT STRATEGY 
COMMITTEE 

TRUST PLANNING 
COMMITTEE 

I 
FINANCE 

COMM TTEE 

I 
TRANSFORMATION 

COMMITTEE 

DIVISIONAL 
CLINICAL 

GOVERNANCE TEAM 
(Medicine) 

DIVISIONAL 
CLINICAL 

GOVERNANCE TEAM 
(Surgery) 

DIVISIONAL CLINICAL 
GOVERNANCE TEAM 

(Medicine for Older 
People) 

DIVISIONAL CLINICAL 
G£)VERNANCE TEAM 

(Clinical Support 
Services) 

DIVISIONAL 
CLINICAL 

GOVERNANCE TEAM 
(W,omen & Children’s) 

All other Committees/Groups (e.g. Health & Safety, Infection Control, Clinical Audit, Resuscitation report through Divisional Teams or direct to Governance & Quafity Committee 
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Roles and Responsibilities within the Risk Management Framework 

Appendix C 

Responsibility of the Chief Executive 
The Chief Executive has responsibility for risk management as part of her overall 
responsibilities and statutory duties for running the Trust. Her role is to: 

Ensure that systems are in place for the management of risk and that key 
responsibilities are defined and implementation is supported through the 
organisation’s risk management structure; 

¯ Ensure systems are in place for the ratification of risk management policies and 
procedures;. 

¯ Ensure communication with stakeholders and other interested parties on risks of 
mutual concern 

Responsibility of Directors 
Whilst the Chief Executive retains overall accountability she delegates various aspects of 
risk management, including implementation of this strategy, as follows: 

Area of Risk Management 
Responsibility 

Clinical Governance and Clinical 
Standards 
Education, Training and Continuing 
Professional Development 
Environmental 
Financial 
Information Technology 
Maior Incident Planning 
Research and Development 
Risk Management and Assurance 
Staffing and Staff Management 

Director 

Medical Director 

Director of Workforce and Human Resources 

Director of Workforce and Human Resources 
Director of Finance and Investment 
Director of Finance and Investment 
Director of Strategy and Partnerships 
Medical Director 
Company Secretary 
Director of Workforce and Human Resources 

The fundamental role of the Directors is to ensure that the strategies and methodologies for 
the management of risks for which they are responsible are developed and communicated 
across the organisation. 

Specifically, the roles and responsibilities of Directors are to: 

¯ Ensure through their offices, the implementation of this Risk Management Strategy; 

Ensure there are in place policies and strategies to ensure risks within their area of 
responsibility are known, assessed and managed; 

Ensure implementation and monitoring of risk management assessments and control 
measures within their designated area(s) and scope of responsibility;. 

Ensure staff are given the necessary information and training to enable them to work 
safely. These responsibilities extend to anyone affected by the Trust’s operations, 
including agency staff, sub-contractors, members of the public and visitors; 

¯ Inform the appropriate committee or Trust Board of significant risks which cannot be 
managed at divisional or departmental level;. 
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Directors should also ensure that: 

They have adequate knowledge and/or access to all legislation relevant to their area 
and, as advised by appropriate experts, ensure that compliance with legislation is 
maintained,, nominating staff to be responsible for specific areas as required; 

¯ Clinical, financial, organisational and environmental risks are understood and 
managed; 

Risks to the achievement of the performance objectives are understood and 
managed; 

¯ Adequate resources are provided, within available funds, to enable a safe working 
environment and safe systems of work;. 

Discussions take place with managers and employees on how ’risks’ related to 
achievement of their objectives are prioritised and addressed; 

¯ Risk management and health & safety awareness is raised amongst all staff; 

¯ There is a core of available statutory and mandatory training and updates for 
employees on matters including: Health Safety; Fire, Moving and Handling; Control 
of Infection; Counter Fraud; Handling of Blood and Blood Products 

¯ Emergency Planning responsibilities are clear and accessible 

Responsibility of Non-Executive Directors 
As independent directors, non-executives have a responsibility to scrutinise and, where 
necessary challenge the robustness of systems and processes that the organisation has in 
place for risk management, in order to be assured of their effectiveness. 

Responsibility of the Company Secretary 
The Company Secretary. has executive responsibility for ensuring, an effective system of 
internal control, supported by effective risk and control activities. 

Responsibility of Head of Governance 
The Head of Governance has management responsibility for implementing the Governance 
Agenda, including Risk Management 

Responsibility of the Head of Risk Management, Complaints and Legal Services 
The Head of Risk Management,. Complaints and Legal Services has management 
responsibility for the operational delivery and implementation of the risk management 
strategy and associated processes. 

The Risk Management Team and the Specialist Advisers 
The Risk Management Team is responsible for providing support and advice on risk 
management issues across the Trust. In addition there are a number of specialist advisers 
within the Trust who provide advice on specific areas of risk management. These include: 
Fire; Health & Safety; Infection Control; Information Governance; Medical Devices; 
Radiation Protection; and Resuscitation. (Further details are at Appendix K) 
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Responsibility of Clinical Directors and General Managers 
For Clinical Directors and General Managers,. the management of risks in their areas and 
departments is one of their key responsibilities and should be explicit in their agreed 
objectives and reflected in their job descriptions. 

Their roles and responsibilities are to: 

¯ Clarify local risk management roles and responsibilities, raising the overall PrOfile of 
risk management and identifying a lead coordinator for risk management,, as 
appropriate; 

¯ Communicate to all staff the content of this strategy and the importance of managing 
risk; 

Support the identification of risks through a process of risk assessment and as a 
routine part of the development of plans and intended actions. Risks should be 
pdoritised, managed, minimised and, where possible, eliminate; 

Ensure the development and maintenance of an up-to-date risk register, which will 
demonstrate a systematic and consistent approach to risk management; 

¯ Facilitate staff training to support the implementation of risk management 
procedures;. 

¯ Highlight to the appropriate committee those significant dsks that cannot be 
managed locally; 

¯ Ensure all incidents are reported and that incidents are reviewed and, if necessary, 
investigated locally; 

¯ Regularly review data from incidents, claims and complaints, to identify any trends 
and areas for action; and 

¯ Ensure information given to patients is accurate, appropriate and contains 
information regarding risks and benefits of treatment. 

Responsibility of Sisters, Charge Nurses, Heads of Department and First Line 
Managers 
Their roles and responsibilities are to: 

Accept personal responsibility for the active implementation of risk assessment and 
risk management in the ward or department concerned,, supporting, the maintenance 
of the local risk register; 

Ensure that documented risk management procedures and systems are in place and 
adhered to; 

¯ Ensure attendance of staff at appropriate risk management and other mandatory and 
statutory, training sessions;. 

¯ Raise risk awareness amongst staff at operational level; 

¯ Seek advice on risk management issues, as required; 
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Notify the appropriate manager of identified and assessed risks; and 

Ensure that they cascade to relevant staff the outcomes and actions taken as a 
result of incidents, complaints or litigation claims. 

Responsibility of Employees 
All employees should: 

Maintain general risk awareness and accept personal responsibility for maintaining a 
safe environment, notifying line managers of any identified risks; 

Report incidents, accidents, mistakes and ’near misses’ and actions taken, in 
accordance with Trust policy;. 

Ensure their own safety and the safety of all others who may be affected by the 
Trust’s business; 

¯ Comply with Trust strategies, policies and procedures in order to protect the health, 
safety and welfare of anyone affected by the trust’s business; 

¯ Maintain confidentiality of patient and Trust information; 

¯ Be aware of their individual roles in complying with emergency procedures e.g. 
resuscitation, evacuation and fire precautions, as relevant to the employee’s 
particular work area;. 

¯ Raise any concerns about particular risks/incidents with their line manager. Where 
this may not be possible, the alternative mechanism is the Trust’s Policy and 
Protocol for Whistle-blowing; and 

¯ Attend statutory and mandatory training sessions, as appropriate to their role. 
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Risk Severity Matrix 

I Risk = Consequence x Likelihood 

Appendix D 

MEASURES OF CONSEQUENCE 
Level              Impact on Person(s Affected 

Insignificant 
1 

Minor 
2 

Moderate 
3 

Major 
4 

Extreme 
5 

-l~ii~-~-r-i-r~j~-r~ ~ r~=6~~:~-~irih-~~i~~t aid 
Locally resolved complaint 

Minor injury - first aid required 
Justified complaint, peripheral to clinical care 

Semi-permanent harm (up to one year) 
Injury requiring >3 days off work 
Justified complaint involving lack of appropriate care 

Increased degree of harm 
¯ injuries or long-term incapacity 
¯ fracture major bone, loss of limb 

Multiple justified complaints 

Incident leading to death 
incapacity 
Infant abduction 
Removal of wron.q body part 

or major permanent 

No 

Affected 
Nil 

1-2 

3-15 

16 - 50 

> 50 

Impact on Organisation 

No disruption to service delivery 
Small financial loss 
Ongoing low staffing levels - minor reduction 
in quality of care 
Short-term disruption to service with minor 
impact on care 
Litigation < £50K 
Some service disruption with unacceptable 
impact on patient care 
Local adverse publicity/moderate loss of 
confidence in organisation 
Increased length of stay 1 - 7 days 
Moderate environmental implications 
Litigation £50 - £500K 
Increased service disruption with longer-term 
affect on patient care 
National adverse publicity/major loss of 
reputation 
Litigation £500 - £1million 
Non-delivery of key obj.ective/service 
Multiple or single litigation > 1million 
Extended service closure 
Extreme loss of reputation 

MEASURES OF LIKELIHOOD 
Level Descriptor 

1 Rare 
2 Unlikely 
3 Possible 
4 Likely 
5 Certain 

Description 

Not expected to occur 
Occurs infrequently 
Once or twice a year 
Will occur but not persistent. There are no issues of custom and practice 
Constant threat. Is custom and practice 

RISK ASSESSMENT MATRIX 

LIKELIHOOD 
(frequency) Insignificant 
Rare (1) 1 
Unlikely (2) - 2 " " -. 

Possible ~ -. 3 
Likely (4) 4 

CONSEQUENCE (impact/severity) 
Minor (2)       Moderate (3) Major (4) Catastrophic (5) 

2- 3 4 5 

~10 - - 

Risk Ranking 

Gree~ Low Risk (1 - 3) 

~’ellow Moderate Risk (4 - 6) 

High Risk (8 - 12 ) 

Extreme Risk (15- 25) 
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Process for the Reporting and Management of Adverse Incidents 
Appendix E 

MEMBER OF STAFF 
1. Address the immediate health needs of the person(s) involved 
2. Grade incident when completing the incident form - redlamberlyellowlgreenln.ear 

miss 
[NB: incident may be re-graded following review by your Manager, Risk Management 
Del~artment or followin.q investi.~ation 

Notify Risk 
Management 
Department 
immediately 

For further details 
please see 
Appendix C, F and. 
G of Adverse Event 
Policy 

Issues reported ! 
monitored via: 
,~ Divisional Governance 

Teams 
¯ S.edo_us_ I ncide~t 

Review Group 
¯ Governance & Quality 

Committee 
¯ Trust Board 
¯ Divisional Performance 

Reviews 
o. Primary CareTrust 

" AMBER - i 

¯ Complete an adverse incident 
form 

¯ Inform appropriate senior 
member of staff 

*Send top copy of form to Risk 
Management (if maternity 

incident, send to Risk Midwife) 
~ Ensure second and third copies 

of form are forwarded to senior 
member of staff who deals with 
adverse incidents 

¯ Senior member of staff must 
liaise with the Risk Management 
Depadment asap, to ensure 
appropriate type, level and 
ownership of investigation (i.e. to 
be investigated by department in 
which incident occurred or by risk 
management) 

Issues reported/monitored 
via: 
¯ Specialty meelJngs 
¯ Divisional Governance Teams 

(CLIP report) 
¯ Divisional Performance Reviews 
¯ Governance & Quality Committee 
¯ Trust Board 

YELLOW I GREEN 

¯ Complete an adverse incident form 
¯ Inform appropriate senior member of 

staff 
¯ Send top copy of form to Risk 

Management Department ((if 
maternity incident, send to Risk 

Midwife) 
, Ensure second and third copies of 

form are forwarded to senior member 
of staff who deals with adverse 
incidents 

¯ Senior member of staff must complete 
details of any long-term action 

¯ Senior member of staff to ensure 
second copy of form is forwarded to 
Risk Management Department asap 

¯ Senior member of staff to ensure third 
copy of form is returned to adverse 
incident folder 

Issues reported to and 
monitored via: 

¯ Divisional Clinical Governance Teams 
(CLIP report) 

¯ Divisional Performance Reviews 
¯ Governance & Quality Committee 
¯ Trust Board 

It is essential that staff receive feedback via their line management route, on reported incidents and actions 
taken. 
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Appendix F 

A SIMPLE GUIDE TO RISK ASSESSMENT 
(for full details see the Trust Risk Assessment Policy and Protocol - available on the Intranet or from 
you Line Manager) 

A risk assessment is simply a careful, recorded, examination of what, in your work, could cause harm 
to our reputation and assets as well as to staff,, patients,, visitors and others using, our premises. The 
assessment helps you weigh up whether enough controls and precautions have been implemented 
and what further preventative measures are necessary. 

The purpose of risk assessment is to provide a systematic and methodical tool for identifying risks - 
clinical, financial, environmental and organisational - removing them where possible, or otherwise 
adopting all the control measures and precautions that are reasonable and practical in the 
circumstances. 

The greatest benefit may be obtained by making this a very positive process, by aiming to produce 
assessments that are consistent, neat, clear and informative and thus provide a practical and useful 
response for training and reinforcing the safety message throughout the Trust. Risk assessment is 
also an essential element ofthis Strategy, to help in the prevention of accidents, incidents, ill health 
and to achieve Trust objectives. 

Most checks are common sense, but necessary, and should be consistent: a detailed knowledge of 
legislation is not necessary to carry out a risk assessment. However, knowledge of the potential risks 
and the essentials required by law to control those risks is necessary. Managers and clinicians must 
take positive steps to inform themselves. 

These are the stages to follow: 

Identify the fisldhazard 

Assess the dsk 

Create an action plan 

Record and agree the action plan 

Review the assessment periodically or when it is 
considered that the original assessment is no 

longer relevant, and revise if necessary 

All stages must be 
documented and those 

documents retained for future 
reference. Documentation is 

available on the Risk 
Management Website 

35 



KBH000587-0036 

Appendix G 

RISK REGISTERS 
Risk registers are logs of risks of all kinds that threaten the safety of patients, staff, visitors and 
others, including the Trust’s success in achieving its declared aims and objectives. They are 
valuable tools to assist the Trust in: 

¯ Providing a comprehensive database of recognised risks, which have the propensity to 
cause harm to patients, staff or the public and/or threaten achievement of the Trust’s 
aims and objectives 

¯ Enabling all significant risks to be prioritised, monitored and reviewed, as part of the 
Trust’s risk management system 

¯ Producing an annual service plan, which accurately reflects its priorities 
¯ Identifying and addressing significant development needs 
¯ I.d_en.tj.f.yi.ng a..n.d, ad.d..res_s_[ng pro_c_es.s_e_s, o_r s_ys_te_m.s..w.h.ic.h requ_.i.re review 

LOW (Green) Risk 
Managers are encouraged to take action on low risks, particularly when these risks can be easily 
minimised or eliminated. Examples are frequent, low consequence events such as minor property 
loss and damage, injuries requiring minimum first aid only or potentially serious events that are 
unlikely to occur and for which reasonable preventative measures can be put in place. These risks 
should be actioned locally and entered as a directorate/divisional risk on the risk register. It should 
be remembered that research has indicated that a serious accident/incident is very often preceded 
by a number of minor incidents or near misses, so it is important to capture and monitor trends and 
that appropriate action is taken to avoid a serious accident/incident. 

Moderate (yellow) Risk 
Identified risks that fall into the moderate (yellow) area require action within six months to reduce 
the risk to an acceptable level. The risks and an agreed action plan should be considered by the 
directorate/divisional governance team. These risks will be actioned locally and entered on the IocaI 
risk register. The directorate/division will monitor the application of the action plan,, review the risk 
grading and, if required, adjust. 

High (amber) Risk 
These require action within three months,, to reduce the risk to an acceptable level. These risks and 
an agreed action plan should be considered by the directorate/divisional governance team. These 
risks will be actioned locally and entered onto the local risk register. 

The directorate/division will monitor the application of the action plan, review and, if required, adjust 
the risk grading. Risks that cannot be reduced locally should be forwarded to the Divisional 
Management Team who will review the risk and,. if agreed,, forward it to the Risk Management Team 
for inclusion on the Trust Risk Register. 

Extreme (red) Risk 
These must be actioned immediately to reduce the risk to an acceptable level as they could have a 
serious impact on the Trust and threaten its objectives. Examples are accidental death, major fire, 
or major disruption to services. This category may also include dsks that are individually 
manageable but cumulatively serious,, such as a series of similar injuries. 

These risks will be notified to the Divisional Management Team who will review the risk and, if 
agreed, forward it to the Risk Management Team for inclusion on the Trust Risk Register. 

The above are only broad classifications and can only reflect a reasonable estimate or 
potential risk. For example,, a patient may fall and sustain no injury,, or may sustain a 
laceration or fatal skull fracture. When estimating risks, the most probable outcome will 

often be informed by past experience. 
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Appendix H 

ASSURANCE FRAMEWORK/RISK REGISTER PROTOCOL FLOWCHART 

Risk Assurance 
-Committee 

Mon~ors and reviews the: 
¯ CompositiOn and maintenance 

of the_ Assurance Framework 
and Risk.Register - 

¯ Action plans on the Assurance 
Framework and Risk Register 
to ensure appropriate action is 
being taken 

Designated committee to monitor 
and repO:ri on respective asi~bcts ’ 
ofthe Assurancb Framew0rk... 1 

Ratified Monthly 

Assurance Framework 
The tool to. manage any ~isks to 
achieving the strategic objectives 

High.levelrisks ! 

¯ 

Informs the Annual Audit 
Plan 
Ensures appropriate 
systems of internal control 
are in place . 

TrustRisk Register 

.l! 
¯ " Divisional Risk Registers Signed off by Divisional 

Management Teams 

RiskL 

Local R!~k.Registers I 

dents&trends Sedous untoward - Risk Externaland Extemal n I/ " 

I I Incidents I I assessmeots I I" intemalsreviews I Intern~Audit " I [ 
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THE COMPLAINTS,. LITIGATION, INCIDENTS AND PALS (CLIP) REPORT 

COMPLAINTS 
¯ Number of complaints per rolling year 
¯ Number of complaints received for current and previous year, per month 
¯ Total number of complaints received: by division 
, Top. 6 complaints: by main- subject 
¯ Total number of complaints received: by severity 
¯ Time taken to close c~omp!aint.s 
¯ Delayed responses 
¯ Healthcare Commission status 
¯ Health- Service Ombudsman 

LITIGATION 
¯ Claims closed 
¯ Potential claims 
¯ Total number of claims 
¯ [n.q.u.e_s_t.s 
¯ Small claims paid/not paid 

INCIDENTS 
¯ Total number of reported incidents: by division 
¯ Top 6 reported incidents: Trust-wide 
¯ Top 6 reported incidents: by division 

o Clinical Support Services 
o Medicine for Older.People 
o Executive 
o Facilities Management 
o Medicine 
o Surgery. 
o Women & Children 

¯ Total number of reported incidents: by severity 
¯ Tot.a.! n.u_.mber of repo~.e_d, inc.iden.ts_: by se_veri.ty, by divisio.n. 

o Clinical Support Services 
o Medicine for Older People 
o Executive 
o Facilities Management 
o Medicine 
o Surgery 
o Women & Children 

¯ Serious adverse event summary 
PALS 

¯ 

¯ 

¯ 

Total number of reported concerns: by quarter 
Total number of reported concerns: by quarter, by division 
Top 6 reported concerns: by quarter, by subject 
Total number of contacts with Health Information Centre, QAH 

Total number of contacts with Health Information Centre, RHH 

Appendix i 

PLAUDITS 
ORGANISATIONAL LEARNING 
RECENTIFUTURE DEVELOPMENTS 
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AU DIT COMMITFEE 

Terms of Reference 

Appendix J 

Constitution 
The Trust Board hereby resolves to establish a Committee of the Board to be known as the 
Audit Committee. The Committee is a non-executive sub-committee of the Board and has no 
executive powers, other than those specifically delegated in these Terms of Reference. 

Purpose 
The purpose of the Audit Committee is to provide the Trust Board with an independent and 
objective review of internal control 

Governance, Risk Management and Internal Control 

The Committee shall review the establishment and maintenance of an effective system of 
integrated governance, risk management and internal control, across the whole of the 
Trust’s activities (both clinical and non-clinical), which supports the achievement of the 
Trust’s objectives. In particular the Committee will review the adequacy of: 

All risk and control related disclosure statements (in particular the Statement on 
Internal Control and declarations of compliance with the Standards for Better Health) 

The underlying assurance processes that indicate the degree of the achievement of 
strategic objectives and the effectiveness of the management of the principal risks 

The implementation of the Assurance Framework protocol 

The Head of Internal Audit opinion, external audit opinion or other appropriate 
independent assurances, prior to endorsement by the Trust Board 

The effectiveness of the management of the principal risks via the Assurance 
Framework prior to endorsement by the Trust Board 

The policies for ensuring that there is compliance with relevant regulatory, legal and 
code of conduct requirements 

The policies and procedures for all work related to fraud and corruption and security 
management, as set out in the Secretary of State directives and as required by the 
NHS Counter Fraud and Security Management Services 

In carrying out this work the Committee will primarily utilize the work of Internal Audit, 
External Audit and other assurance functions, but will not be limited to these audit functions. 
It will. also seek reports and assurances from Directors and Managers as appropriate, 
concentrating on the over-arching systems of integrated governance, risk management and 
internal control. This will be evidenced through the Committee’s use of an effective 
Assurance Framework to guide its work 
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Internal Audit 

The Committee shall ensure that there is an effective internal audit function established by 
management that meets statutory NHS Internal Audit standards and provides appropriate 
independent assurance to the Audit Committee,. Chief Executive and Trust Board. This will 
be achieved by: 

¯ Considering the provision of the Internal Audit service and the cost and any 
questions of resignation and dismissal 

¯ Review and approval of the internal audit strategy, operation plan and more detailed 
programme of work, ensuring that this is consistent with the audit needs of the 
organization as identified in the Assurance Framework 

¯ Consideration of the major findings of internal audit work (and management’s 
response) and ensure coordination between Internal and External Auditors to 
optimize audit resources 

¯ Ensuring that the Internal Audit function is adequately resourced and has appropriate 
standing within the organization 

¯ Annual review of the effectiveness of internal audit 

External Audit 

The Committee shall review the work and findings of the External Auditor appointed by the 
Trust Board and consider the implications and management responses to their work. This 
will be achieved by: 

¯ Consideration of the provision of the External Audit service, the cost of the audit and 
any questions of resignation and dismissal 

¯ Discussion and agreement with the External Auditor, before the audit commences, of 
the nature and coordination, as appropriate, with other External Auditors, in the local 
health economy 

¯ Discussion with the External Auditors of their local evaluation of audit risks and 
overall assessment of the Trust and associated impact on the audit fee 

¯ R.e_v.i_e_ .wi.ng a.lI. _E_x.t.e_.r.n.a..I Au.dj.t.o_r. r.e.po_ .rt.s_, i.n.c.l.u.d_i..ng agre_e_ .m.en.t. of. tb.e.a...n.nu.aJ, a.ud.i.t_ I.ette_r 
before submission to Trust Board and any work carried outside the annual audit plan, 
together with the appropriateness of management responses 

Other Assurance Functions 

The Committee shall review the findings of other significant assurance functions, both 
internal and external to the organization,, and consider the implications to the governance of 
the Trust 

This will include, but will not be limited to: any reviews by the Department of Health; Arms 
Length Bodies or Regulators/Inspectors (e.g. Healthcare Commission, NHSA Litigation 
Authority etc) professional bodies with responsibility for the performance of staff or functions 
(e.g. Royal Colleges, accreditation bodies etc). 

In addition the Committee will review the work of other committees within the Trust, whose 
work can provide relevant assurance to the Audit Committee’s own scope of work. This will 
particularly include the Governance & Quality Committee and its sub-committees and the 
agreement of the Committee annual plans as set out in the Assurance Framework Protocol. 
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In reviewing the work of the Governance & Quality Committee and issues around clinical risk 
management,, the Audit Committee will wish to satisfy itself on the assurance that can be . 
gained form the clinical audit function. 

Financial Reporting 

The Committee shall review the Annual Report and Financial Statements before submission 
to the Trust Board, focusing particularly on: 

¯ The wording in the Statement on Internal Control and other disclosures relevant to 
the Terms of Reference of the Committee 

¯ Changes in, a.nd compliance with, accounting policies, and pract~c_es 
¯ Unadjusted mis-statements in the financial statements 
¯ Major judgmental areas 
~ Sig.nificant adjustments resulting, from- the audit 

The Committee shall receive reports in respect of its control function incorporated into the 
Standing Financial Instructions, namely regular reports on: 

¯ Losses and compensation payments 
¯ Waiver and tendering, process and competitive quotations 
¯ Any allegation or suspected fraud notified to the Trust and an Annual Report on the 

use of days regarding the approved Fraud and Corruption plan. 

Authority 
The Committee is authorized, by the Trust Board to investigate or approve any activity within 
its Ter-ms of Reference. It is authorized- to. seek any information it requires fromany 
employee and all employees are directed to cooperate with any request made by the 
Committee. 

The Committee is authorized by the Trust Board to obtain outside legal or any other 
independent professional advice and to secure the attendance of outsiders with relevant 
experience and expertise if it considers this necessary. 

Reporting 
The minutes of the Committee meetings shall be formally recorded by the Committee 
Secretary and submitted to the Trust Board. The Chair of the Committee shall draw to the 
attention of the Trust Board any issues that require disclosure to the full Trust Board, or 
require executive action. 

The Committee will report to the Trust Board annually on its work in support of the 
Statement on Internal Control, commenting on the fitness for purpose of the Assurance 
Framework, the completeness and integration of risk management arrangements and the 
appropriateness of the self-assessment against the Standards for Better Health. 

The Chair of the Committee will report on the adequacy of systems for internal control to the 

Trust Board at least every six months. 

The Committee will: 

¯ Receive a report from the Governance & Quality Committee on the number of gaps 
in control and assurance identified in the Assurance Framework and outline the 
progress made towards closing those gaps. 
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Consider on a quarterly basis the extent to which the key committees are fulfilling 
their functions in providing, assurance to the Trust Board 

Membership 
The Committee shall be appointed by the Trust Board from amongst the Non-Executive 
Directors of the Trust and shall consist of not less than three members. The Trust Board will 
appoint one of the members to be Chair of the Committee. The Chairman of the organization 
shall not be a member of the Committee. 

The Committee shall consist of: 

Voting Membership 

3 Non-Executive Directors 

In attendance 
Director of Finance 
External Audit 
Financial Controller 
Head of Governance 
Head of Internal Audit 
Local Counter Fraud Specialist 

Attendance 
Attendance is required at all meetings. Members unable to attend should indicate in writing 
to the Committee Secretary 7 days in advance of the meeting (except in extenuating 

circumstances of absence). 

The Director of Finance, the Financial Controller, Head of Governance and appropriate 
Internal Audit and External Audit representatives shall normally attend meetings. However, 
at least once a year the Committee should meet privately with the external and internal 
auditors. 

Executive Directors and Senior Managers shall be invited to attend, but particularly where 
the Committee is discussing, areas of risk or operation that are the responsibility of that 
Director or Senior Manager. 

The Chief Executive should be invited to attend at least annually, to discuss the Audit 
Committee process for the assurance that supports the Statement on Internal Control. 

The Director of Finance PA shall be the Secretary to the Committee and shall attend to take 
minutes of the meeting and provide appropriate support to the Chair and committee 
members. 

Meetings 
¯ Meetings will be held on at least a bi-monthly basis 
¯ Meetings will be for a minimum length of 1.5 hours and a maximum of 2 hours, 
¯ The meeting will have a pre-determined agenda that will be sent out to the 

Committee members one week before the scheduled, meeting date 
Items for the agenda must be sent to the Committee Secretary 2 weeks prior to the 
meeting: urgent items may be raised under any other business 

¯ The External Auditor or Head of Internal Audit may request the Chair to call a special 
meeting if this is considered necessary 

Quorum 
The meeting will be quorate with two members in attendance 
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Other matters 
The Chair of the Committee will take advice on the content of the agenda and will be 
responsible for ensuring actions are taken forward through appropriate dissemination of the 
minutes. The Chair of the Committee may also invite or co-opt other members as 
appropriate. 

The Committee shall be supported administratively by the Secretary, whose duty in this 
respect will include: 

¯ Drafting the agenda for the agreement of the Chairman, and collation of papers 
¯ Taking the minutes and keeping a .record of. ma.tt_e_rs arising and issues to be carried 

forward 
¯ Advising the Committee on scheduled agenda items 
° Drafting of the annual plan for agreement of the Chair 

Review 
The Terms of Reference will be reviewed on an annual basis and ratified by the Trust Board 
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FINANCE COMMITTEE 

Terms of Reference 

Appendix J2 

Constitution 
The Trust Board hereby resolves to establish a Committee of the Board to be known as the 
Finance Committee. The Committee is a non-executive committee of the Board and has no 
executive powers, other than those specifically delegated in these Terms of Reference. 

Pu rpose/Objectives 
The purpose of this Committee is to: 

Consider the Trust’s financial position on a regular basis with particular regard to the 
achievement of its statutory break-even duty, including, delivery of cost improvements 
(ClP), control of expenditure, and adequacy of forecasting. 

¯ Approve the Trust’s Treasury Management policy. 

Approve the Trust’s interest rate and foreign exchange risk management strategy 
and policies when necessary. 

¯ Approve the relevant benchmarks for measuring performance. 

° Review and monitor investment and borrowing policy and performance against the 
relevant benchmarks. 

Ensure proper safeguards are in place for security of the Trust’s funds by: 

agreeing a list of permitted institutions; 
setting investment limits for each permitted institution; 
agreeing permitted investment types;, and 
ensuring approved bank mandates are in place for all accounts and they 
are updated regularly for any changes in signatories and authority levels. 

¯ Monitor compliance with treasury policies and procedures on 
investment]borrowing/interest rate/foreign exchange management in respect of 
limits,, approved counter parties and types of investments/instruments. 

Approve external funding arrangements within delegated authority. 
Delegate responsibility ~or treasu..ry opera~ions to the Direct_o_r of Fina.n.ce,. The 
Director of Finance (and the Financial Controller) will consider any points that should 
be brought to the attention of the Committee. 

¯ Evaluate, scrutinise and monitor investments. 

¯ Agree the charitable funds investment strategy and the appointment of fund advisors. 
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Authority 
The Committee is authorised by the Trust Board to investigate or approve any activity within 
its terms of reference. It is authorised to seek any information it requires from any employee 
and all employees are directed to co-operate with any request made by the Committee. 

The Committee is authodsed by the Trust Board to obtain outside legal or other independent 
professional advice and to secure the attendance of outsiders with relevant experience and 
expertise if it considers this necessary. 

Reporting 
The minutes of the Committee meetings shall be formally recorded by the Committee 
Secretary and submitted to the Trust Board. 

The Chair of the Committee shall draw to the attention of the Trust Board any issues that 
require disclosure to the full Board,. or require executive action. 

Membership 
The Trust Board Chairman will appoint the Chair and Deputy Chair of the Committee. The 
Chairman of the organisation shall not be a member of the Committee. 

The Committee shall consist of: 

Voting Membership 

3 Non-executive Directors 
2 Executive Directors - Director of Finance and Chief Executive (or nominated 

representative) 

Non-voting Membership 

Chief Accountant 
Director of Redevelopment 
Financial Controller 
Head of Internal Audit (or nominated representative) 
Representative of External Audit 

Attendance 
Attendance is required at all meetings. 
to the Committee Secretary. 7 days 
circumstances of absence). 

Members unable to attend should indicate in writing 
in advance of the meeting_ (except in extenuating. 

The Director of Finance PA shall be Secretary to the Committee and shall attend to take 
minutes of the meeting, and provide appropriate support to the Chair and committee 
members. 

Meetings 
Meetings shall normally be held on a monthly basis, however they may be held more 
or less frequently as required. 
Meetings will be for no longer than 2 hours when stand alone and no longer than 1 
hour when held in conjunction with Audit Committee. 
The meeting will have a predetermined agenda that will be sent out to Committee 
members one week before the scheduled meeting date. 
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¯ Items for the agenda must be sent to the Committee Secretary 2 weeks prior to the 
meeting,, urgent items may be raised under any other business. 

The meeting, shall be quorate with 3 members to include at least one Non-executive Director 
and one Executive Director (or nominated representative). 

Other Matters 
The Chair of the Committee will take advice on the content of the agenda and will be 
responsible for ensuring actions are taken forward through appropriate dissemination of the 
minutes. The Chair of the Committee may also invite or co-opt other members as 
appropriate. 

The Committee shall be supported administratively by the Secretary, whose duties in this 
respect will include: 

¯ Drafting of the agenda for agreement with the Director of Finance and Financial 
Controller an~l collation of papers. 

¯ Taking the minutes and keeping a record of matters arising and issues to be carried 
forward. 

¯ Advising the Committee on scheduled agenda items. 

Review 

The Terms o1: Reference shall be reviewed on an annual basis and ratified by the Trust 
Board. 
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GOVERNANCE AND QUALITY COMMITTEE 

Terms of Reference 

Appendix J3 

Constitution 
The Hospital Management Committee hereby resolves to establish a Committee to be 
known as the Governance and Quality Committee. The Committee is a non-executive 
committee of the Hospital Management Committee and has no executive powers, other than 
those specifically delegated in these Terms of Reference. 

PurposelObjectives 

The purpose of this Committee is to ensure that there is continuous and measurable 
improvement in the quality of the services provided and that the Trust Board is assured that 
the risks associated with its activities are appropriately managed through the Assurance 
Framework and the Risk Register. The Committee is responsible for the delivery of the 
Trust’s Governance Strategy and for the ongoing monitoring compliance with national 
standards and requirements, including Standards for Better Health and NHSLA Risk 
Standards. 

The objectives of the Governance and Quality Committee are to: 
¯ Ensure all aspects of risk are appropriately managed across the Trust, through 

oversight of the work of the Risk Assurance Committee and that appropriate 
review and assurance mechanisms are in place. 

¯ Review the Trust’s compliance with the core and developmental domains as set 
out in Standards for Better Health. 

¯ Promote a just and open culture in which risk management will continue to 
develop as an integral, seamless component in the delivery of safe and effective 
healthcare. 

¯ On a quarterly basis, receive a report from the Risk Assurance Committee on the 
Assurance Framework,. the Risk Reg!ster and implementation of associated 
actions plans 

¯ Review the implementation of the Governance Strategy and associated 
strategies, including those of Risk Management,. and Clinical Audit. 

¯ Receive and consider reports on patient involvement in service improvement and 
planning. 

¯ Inform future educational requirements for the Trust and external organisations 
¯ Receive and consider the Annual Report on Research and Development, 

ensuring research and development activity informs high quality patient care 
= Ensure National Guidance (e.g. NICE, NSFs) is implemented, as required, and. 

that best practice informs delivery of care and development of services. 

An- Action. Grid wilt- support the implementation and monitoring of the-achievement of the- 
above objectives. 

Authority 
The Committee is authorised by the Hospital Management Committee to which it is 
accountable to investigate any activity within its terms of reference. It is _authorized to seek 
any information it requires from any employee and all employees are directed to co-operate 
with any request made by the Committee. 
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The Committee is authodsed by the Hospital Management Committee to obtain outside legal 
or other independent professional advice and to secure the attendance of outsiders with 
relevant experience and expertise if it considers this necessary. 

Reporting 
The minutes of the Committee meetings will be formally recorded by the Committee Clerk 
and submitted to the Trust Board and Audit Committee when approved. 

The. Chair of the Committee shall draw to the attention of the Hospital. Management 
Committee any issues that require disclosure to the full Trust Board, or require executive 
action. 

The Committee will provide a regular, exception report to the Hospital Management 
Committee,. in addition to any issues that require disclosure as above 

Communication 
The members of the Committee will ensure timely dissemination of information. 

The Governance and Quality Committee is accountable to the Hospital Management 
Committee and also to the Audit Committee on all aspects of Assurance. 

The Governance and Quality Committee will receive a quarterly report from the Risk and 
Assurance Committee and Governance reports and progress on compliance with Standards 
for Better Health from the Divisional Governance Teams and other groups/committees as 
identified in Appendix 1. 

The Governance and Quality Committee will seek assurance from clinical divisions that they 
implement-the activity required to achieve compliance with service and corporate 
governance standards. 

Membership 

The Committee shall, consist of the fo.llowing members.: 
¯ Medical Director (Chair) 
¯ Company Secretary 
¯ Acting Head of Nursing 
¯ Director of Work’force & HR 
¯ He_ad Qf. Go_v.er.n.a..n.c.e 
¯ Director of Finance (or designated Deputy) 
¯ Divisional Governance representatives from Medicine, Surgery, Clinical Support 

Services, Women & Children and Medicine for Older People 
¯ Head of Training and Development 
¯ Haslar representative 
¯ Head of Public and Patient Involvement 
¯ Head of Risk Management, Complaints & Legal Services 
¯ Representative from Retained Estates 
¯ Military representation. 
¯ Representative from Hampshire PCT 
¯ Representative from Portsmouth City PCT 

Attendance 
Attendance is required at all meetings. Members unable to attend should indicate in writing 
to the Committee Clerk 3 days in advance of the meeting (except in extenuating 
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circumstances of absence). Members are advised to nominate a deputy to attend who is 
appropriately briefed to participate in the meeting. 

A register of attendance will be maintained and reviewed on a six-monthly basis. 

Meetings 

The meeting will last three hours and will be held monthly on the third Wednesday of the 
month. 

The meetings shall be reviewed regularly for effectiveness and to ensure they reflect the 
aims and functions as set out in these Terms of Reference 

The Chair will set the standard for the length of the meeting and ensure the agenda is 
realistic in content to achieve this by allocating fixed timescales for each item. 

Items for the agenda should be submitted to the Committee secretary a minimum of one 
week prior to the meeting. Members wishing to discuss an item on the agenda must attend 
the meeting. 

A summary of agreed actions (the Action Grid) will be distributed two weeks in advance of 
the meeting. 

Progress on the Action Grid will be reported by those tasked one week prior to the meeting. 

Quorum 
A quorum is one third of the members. 

Other Matters 
The Chair of the Committee will take advice on the content of the agenda and will be 
responsible for ensuring actions are taken forward through appropriate dissemination of the 
minutes. 

The Committee will be supported administratively by the Clerk, whose duties in this respect 
will include: 

Drafting of the agenda for the agreement of the Chair and collation of papers. 
Taking the minutes and keeping a summary of agreed action. 
Advising the Committee on scheduled agenda items. 
Inviting or co-opting attendees as required. 

Review 
The Terms of Reference shall be reviewed annually and ratified by the Trust Board. 
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Appendix J4 

HEALTH AND SAFETY STEERING GROUP 

Terms of Reference 

Purpose/Objectives 
The purpose of the group is to: 

¯ Produce and monitor and review policies to ensure high and consistent standards 
are being maintained and that these policies are effective and relevant. 

¯ Monitor and advise specific persons within the organisation on health and safety and 
consult with staff and safety representatives effectively. 

¯ Produce an annual health and safety plan that reviews health and safety action plans 
against performance standards,, priorities,, and risk assessments. 

¯ Monitor and advise on the implementation of the health and safety plan ensuring 
adequate resources, communication and co-operation between interested parties 
and ensuring priority is given to high risk situations. 

¯ Measure the effectiveness of health and safety systems the through reactive and 
proactive means, ensuring compliance with relevant legislation, 

¯ Audit health and safety management systems and make recommendations to Trust 
Board. 

¯ Periodically review the health an~l safety systems to ensure that they are operating 
correctly and learn from success and failures equally. 

Authority 
This Group has delegated authority to undertake action on issues relating, to health and 
safety as outlined above and will make recommendations directly to the Trust Board or via 
the Governance & Quality Committee. 

Reporting 
The minutes of the Group meetings shall be formally recorded by the Group Secretary (HR 
Officer- management representative) 

The Group reports to the Governance & Quality Committee and minutes of the Committee 
shall be formally recorded by the Group Secretary and submitted to the Trust Board, and 
copies sent to the Divisional General Managers 

The Group will receive reports from the Site Health and Safety Committee 

In addition, the activities of the Group and any current health and safety issues will be 
featured in the "Link" and on the Trust Intranet site. 

Membership 
Director with Lead Responsibility (Chair) 
Site Committee Staff Side Chairs 
Occupational Nurse Manager/Physician 
Back Care Advisor 
FM Services Manager (THC) 
Development Team Manager 
Health & Safety Advisor 
Representative from the Risk Management Department 
Fire Safety Advisor 
Infection Control Manager 
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Other members may be co-opted as required. For example: Divisional General Managers; 
Radiation Protection Advisor Royal Hospital Haslar Safety Officer;. Improving Working Lives 
Coordinator or any other, individual with required specialist expertise or knowledge. In 
addition, other Health & Safety representatives may attend, providing they give due notice 
to the Secretary 

Attendance 
Attendance is a statutory duty for named persons or parties as stated in the Trust Health 
and Safety Policy. In the event that you are unable to attend then a suitably briefed deputy 
should attend. Management will release Safety Representatives to attend these committee 
meetings without prejudice 

Meetings 
Meetings will be held bi-monthly. Extraordinary meetings may be called at the discretion of 
the Chair or at the request of any three members of the Group 

Quorum 
The meeting will be quorate with four members in attendance 
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HOSPITAL MANAGEMENT COMMI’nEE (HMC) 

TERMS OF REFERENCE 

Appendix J5 

Purpose 

The pdma~y function of the HMC is to ensure that the Trust is able to. meet its 
obligations to patients and staff. This has to be fulfilled by meeting the aims and 
objectives of the Trust through an effective operational performance management 
framework. The HMC interprets and translates the strategic plans of the Trust into 
tactical and operational achievement, whilst informing and influencing their 
development in accordance with policies and statute. The HMC will receive the 
strategic direction from the Trust Board and Executive; and 

2. Objectives 

To ensure the Trust meets the key corporate and strategic objectives 

To approve the divisional performance framework and oversee delivery_and take action 
on. noncompliance. 

To ensure the Trust addresses risks as set out in the Assurance Framework 

To deliver the operational elements of the NHS Healthcare Standards 

To ensure that key messages regarding current issues arising at HMC within the Trust 
are cascaded throughout the 0rg.anisation by members of HMC using the CEO Team. 

3. Responsibility And Accountability 

The HMC has a responsibility to the Trust Board. 
and interaction with other internal and external groups. 

It also recognises its responsibilities 

Working groups will be asked to undertake specific work requiring consultation or in- 
depth activity,, reporting, and presenting to the full HMC for ratification before dissemination 
or implementation through a wider audience. 

4. Constitution 

Meetings of the HMC will take place monthly. 

Agenda items should be sent to the Trust Business Manager, 10 days before the 
meeting. For items that require a decision, wdtten documentation should be included for 
distribution with the agenda prior to the meeting. 

5. Membership 

The Chief Executive will chair the meeting. The Trust Business Manager will take 
minutes of meetings and distribute them. 
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The membership of HMC will be representative of the operational management of the 
Trust. The suggested membership is attached. 

The meeting will be quorate provided each Clinical Division is represented. 

6. Deputisation Of Members 

6.1 If members are unable to attend formal meetings, they may send a deputy. 
However, this should be in exceptional circumstances only. It is expected that the 
named members will attend all meetings. However, in the event that a Deputy is to 
attend, that person must be informed and able to make decisions as appropriate. Any 
apologies should go to the Trust Business Manager. 

7. Co-Opted Members 

7.1 Other staff may be co-opted on to the group either for additional work or for the 
purposes of communication or presentation. 

8. Review 

8.1 These terms of reference will be reviewed at least annually, or in the event of further 
management changes. 

Date of Issue Jan 08 Date of Review Jan 09 
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INFORMATION GOVERNANCE STEERING GROUP 
Terms of Reference 

Appendix J6 

PurposelObjectives 
The purposes of the Group are to: 

¯ Ensure compliance with the national standards and guidance provided in the 
Information Governance Toolkit 

¯ Develop and monitor an annual Information Governance Improvement Plan arising 
from assessment against the Information Governance Toolkit. 

¯ Identify any resources incurred from the implementation of the Improvement Plan 
and where approved submit to Service Planning with business case. 

¯ Provide a consistent and effective approach to coordinating the following 
components of Information Governance across the organisation: 

Information governance management 
Confidentiality and data protection 
Clinical information assurance 
Corporate information assurance 
Information quality assurance 
Information security assurance 

¯ Ensure that the Trust has effective policies and management arrangements 
covering all aspects of Information Governance in line with the Trust’s overarching 
Information Governance Policy. 

¯ Ensure that the Trust undertakes or commissions annual assessments and audits 
of its Information Governance policies and arrangements. 

¯ Liaise with other Trust Committees and working groups in order to promote 
Information Governance issues. 

Promote awareness of the importance of Information Governance across the 
organisation. 

Reporting 
The minutes of the Group shall be formally recorded by the Group Secretary. 

The Group will report twice yearly to the Governance & Quality Committee on Information 
Governance issues and annually to the Trust Board. This will provide assurance to the 
Board on Information Governance compliance 

Membership 
Information Governance Manager (Chair) 
Head of Governance 
Finance Director (or nominated representative) 
Head of Risk Management,. Complaints & Legal Services 
ICT representative 
Head of Nursing 
Divisional representative(s) 
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HR representative 
Clinician representative 
Communications Manager 
Health Records Manager 
Performance Team Representative (IQA) 
Information Governance Coordinators 
Patient representative 

All members have responsibility to: 
¯ Contribute to and review all policies relating to information handling activities as 

requested by the Chair. 
¯ Contribute to the Information Governance work programme. 
¯ Feedback to group, actions taken as identified within the summary of agreed 

actions (Action Grid) within specified timescale. 
¯ Provide timely reports to the Group as indicated by the reporting schedule 

Attendance 
Attendance is required at all meetings. Members unable to attend should indicate in writing 
to the Group Secretary 7 days in advance of the meeting (except in exceptional extenuating 
circumstances of absence) 

Meetings 
¯ Meetings will be held bi-monthly. However, they may be held more or less 

frequently as required 
¯ Meetings will be no longer than 2 hours 
¯ The meeting will have a pre-determined agenda that will be sent out to Committee 

members one week before the scheduled meeting date 
¯ Items for the agenda must be sent to the Group Secretary 2 weeks prior to the 

meeting; urgent matters may be raised under any other business 
Quorum 
The meeting will be quorate with 8 members 

Other matters 
The Chair of the Group will take advice on the content of the agenda and will be responsible 
for ensuring actions are taken forward through appropriate dissemination of the minutes and 
associated action grid. The Chair may also invite or co-opt other members as appropriate. 

The Group shall be supported administratively by the Secretary, whose duties in this respect 
will include: 

¯ Drafting of the agenda for agreement with the Chair, and collation of papers 
¯ Taking the minutes and keeping a record of matters arising and issue to be carried 

forward 
¯ Advising the group on scheduled agenda items 
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Appendix J7 

RISK ASSURANCE COMMITTEE 
Terms of Reference 

Constitution 
The Hospital Management Committee hereby resolves to establish a Committee to be 
known as the Risk Assurance Committee (RAC). The Committee is a non-executive 
committee of the Hospital Management Committee and has no executive powers, other 
than those specifically delegated in these Terms of Reference 

Purpose 
The purpose of the Risk Assurance Committee is to promote good risk management and 
to establish and maintain an assurance framework and a risk register through which the 
Board can monitor the arrangements in place to achieve a satisfactory level of internal 
control, safety and quality. 

It will promote local level responsibility and accountability and will challenge risk 
assessment and risk assurance arrangements in areas of Trust activity where robust 
controls are not evident. 

Objectives 
The objectives of the Committee are to: 

a) Oversee the development and maintenance of the Trust’s annual Risk 
Management Strategy.;. 

b) Develop, and review progress against, an annual Risk Management action 
plan, ensuring it supports the achievement of corporate objectives;. 

c) Coordinate the identification of all risks: clinical; financial and organisational, 
and ensure that systems are in place to manage those risks effectively; 

d) 

e) 

f) 

g) 

h) 

Monitor and review the composition and maintenance of the Trust’s 
Assurance Framework, the control and assurance mechanisms in place and 
the additional actions being taken to address gaps in control and assurance; 

Monitor and review the Trust’s Risk Register ensuring action is taken as 
appropriate and that unacceptable or serious risks (risk score of 15 and 
above) are reported to the Trust Board for consideration; 

Receive and review progress reports on the implementation of action plans 
resulting from risk assessments of the Trust’s activities; 

Receive regular reports in relation to outstanding complaints, claims adverse 
events and near misses,, including the identification of trends, and monitor or 
recommend action as appropriate, to ensure the Trust learns and improves 
its performance; 

Ensure that all requirements are met to enable the Chief Executive to sign the 
Statement on Internal Control 

i) Monitor compliance against the NHSLA Risk Management Standards 
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Authority 
The Group is authodsed by the Hospital Management Committee,. to which it is 
accountable, to investigate or approve any activity within its terms of reference. It is also 
authorised to seek any information it requires from any employee and all employees are 
directed to cooperate with any request made by the Committee 

Reporting 
The minutes of the Committee meetings shall be formally recorded by the Committee 
Secretary and submitted to the Governance & Quality Committee. 

The Risk and Assurance Committee will also provide a quarterly report to the 
Governance & Quality Committee in support of its work on promoting good risk 
management and assurance processes. The Chair of the Committee shall draw to the 
attention of the Governance & Quality Committee any issues that it considers necessary. 

6. Membership 

¯ Company Secretary (Chair) 
¯ Deputy Director of Wor.kf.orce and Organisationa! Development 
¯ Deputy Director of Finance 
¯ Head of Governance 
¯ Head of Risk Management, Complaints & Legal- Services 
¯ Head of Learning and Development (or designated deputy) 
~, Health & Safety Manager 
¯ Complaints Manager 
¯ Legal Services Manager 
¯ D[v[si.ona_.[ R.e_pres_en.ta.t_i.ve_s. 
~, Assurance Risk Advisor 
¯ Representative, Corporate Nursing Team 
¯ Represent.a._tive, Duty .M.a_nagers Forum 
¯ Representative, Royal Hospital Haslar 
¯ Representative, Retained Estates 
¯ Representative, Military 

Other members may be co-opted on to the committee as required: either for additional 
work or for the purpose of communication or presentation 

7. Attendance 

Attendance is required 75% of meetings. Members unable to attend should indicate in 
writing to the Committee secretary 7 days in advance of the meeting (except in 
extenuating circumstances of absence). Any members who are unable to attend must 
nominate a deputy who is appropriately bdefed to participate in the meeting. 

A register of attendance will be maintained and the Chair of the Committee will follow up 
any issues related to the unexplained non-attendance of members. Should non- 
attendance jeopardize the functioning of the Committee, the Chair will discuss the 
matter with the member and, if necessary, seek a substitute or replacement. 

The Secretary to the Committee shall attend to take minutes of the meeting and to 
provide appropriate support to the Chair and Committee members 
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8. Meetings 

¯ Meetings will be held on a monthly basis 
¯ Meetings will be no longer than 2 hours 
¯ The. meeting will have a predetermined agenda that will be sent out to the 

Committee members one week before the scheduled meeting date 
Items for the agenda must be sent to the Committee Secretary a minimum of one 
week prior to the meeting: urgent items may be raised under another business 

9. Quorum 

A quorum is one third of the members in attendance 

10. Other Matters 

The Chair of the Committee will take advice on the content of the agenda and will be 
responsible for ensuring actions are taken forward through appropriate dissemination of 
the minutes. The Chair may also invite or co-opt other members as appropriate 

The Committee shall be supported by the Secretary, whose duties in this respect will 
include: 

¯ Drafting of the agenda for agreement by the Chair of the Committee and 
collation of papers 

¯ Taking the minutes and keeping a record of matters arising and issue to be 
carried forward 
Ady[s_[ng. the_ group qn. s_c_h_e_d_u.l.e_d, a_gend.a., it.eros. 

1 t. Review 
The Terms of Reference shall be reviewed on an annual basis and ratified by the Trust 
Board 

12. Monitoring Effectiveness 
The Committee shall,, at least once a year by self-assessment,, review its own 
performance, constitution and terms of reference to ensure it is operating at maximum 
effectiveness in discharging its responsibilities as set out in these terms of reference 
and, if necessary recommend any changes to the Governance & Quality Committee. 

Twice a year the Committee Secretary will be responsible for ensuring a review of the 
following is undertaken and reported to the next meeting of the Committee: 

¯ The objectives set out in section 3 were fulfilled; 
¯ Members a~ndance w.a_.s ac.hi.eved 75% of the time; 
¯ Agenda and associated papers were distributed one week pdor to the 

meetings; 
Minutes of the meetings were. distributed within. 5 working days of the 
meeting; 



KBH000587-0059 

SERIOUS INCIDENT REVIEW GROUP 
Terms of Reference 

Appendix J8 

Purpose 
The Serious Incident Review Group (SIRG) will provide a high level forum in which to 
oversee and monitor the reporting and review of serious untoward incidents,, as defined in 
the Trust’s policy on Reporting and Reviewing Incidents. 

The group will ensure recommendations arising from internal reviews and enquiries of 
sedous untoward incidents are implemented across the Trust and progress monitored 
accordingly. 

The group will provide a forum in which to consider incidents in which outcomes have not 
been expected,, but for which there is disagreement as to the severity of the incident and the 
required level of investigation/scrutiny. 

The group will provide a monitoring function in relation to the outcomes of investigations of 
clinical practice which have occurred as a result of concerns over individual practice and 
which may be linked to a serious untoward incident, and which have invoked relevant trust 
policies (e.g. Trust Policy for the handling of concerns and disciplinary procedures relating to 
the conduct and performance of Doctors and Dentists and Trust Capability Policy). 

A further function of the group will be to receive details of external enquiry reports and 
recommendations in relation to incidents of relevance to the services of the Portsmouth 
Hospitals NHS Trust, and to ensure reports and recommendations are considered for their 
applicability to the Trust and its services. Where external recommendations are required to 
be implemented within the Portsmouth Hospitals NHS Trust, the Serious Incident Review 
Group will monitor and receive reports on the progress of implementation. 

Duties The duties of the Serious Incident Review Group shall be to: 

a) Ensure that initial management reports on all serious untoward incidents are 
completed within the timescales identified in the Trust’s policy; 

b) Ensure that internal/clinical review has been carded out and requirements of 
external reporting are met; 

Ensure responsibility for taking forward recommendations within the Trust has 

been allocated; 

d) 

e) 

Monitor progress on implementing recommendations; 

Liaise with other Trust Committees as appropriate, e.g. Governance, Research 
and Development, Training and Development, etc; 

f) Produce annual report to be incorporated into the Annual Governance Report to 
the Trust Board,. Chief Executive and Governance leads of PCTs,. Social Services 
and Health Authority; 

g) Identify any patterns or trends that may be evident from the incidence and 
analyses of serious untoward incidents; 



KBH000587-0060 

h) Receive and consider ’near miss’ reports that may be classified as sedous clinical 
incidents;. 

i) 

J) 

Review external reports such as National Confidential Inquiry Reports and ensure 
local action plans are developed and implemented as considered appropriate. 

Liaise with primary and social care to ensure comprehensive investigation of 
serious clinical incidents and multi-agency implementation of recommendations. 

Authority 
The Group is a sub-committee of the Governance & Quality Committee and is authorized to 
investigate or approve any activity within it terms of reference. It is authorized to The Group 
will consider all serious untoward incidents as defined in the Policy on Incident Reporting 
and may seek any information it requires from any employee. 

Reporting 
The Group will be accountable to the Governance & Quality Committee and will contribute to 
the reporting schedule of that Committee, via submission of the Serious Untoward Incident 
Summary and by reporting annually 

In addition the group will also contribute to the reporting schedule of the Trust Board, via 
submission of the Serious Untoward Incident Summary and by reporting annual to the Board 
on Learning From Experience. 

Membership 
¯ Non-Executive Director (Chair) 
¯ Chief Executive 
¯ Director of Clinical Services, Nursing and Midwifery 
¯ Med__ic_a! Director 
¯ Head of Governance 
¯ Head of Risk Management, Complaints & Legal Services 
¯ L[tjga.t[o0_ M.a...nager. 
¯ Serious Untoward Incident Coordinator 
¯ Clinical Audit Facilitator 
¯ Control of Infection 
¯ ° Patient representative. 

For incidents related, to. midwifery, the Head- of Midwifery will. be invited and Divisional. 
Senior Nurses will be invited as required 

Attendance 
Attendance is required at all meetings. Members unable to attend should indicate in writing 
to the Group secretary 7 days in advance of the meeting (except in extenuating 
circumstances of absence) 

The PA to the Head of Risk Management, Complaints & Legal Services will be the 
Secretary to the Group and shall attend to take minutes of the meeting and to provide 
appropriate support to the Chair and Group members 

Meetings 
¯ 

¯ 

¯ 

Meetings will be held on a bi-monthly basis 
Meetings will be no longer than 2 hours 
The meeting will have a predetermined agenda that will be sent out to the Group 
members one week before the scheduled meeting date 
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Items for the agenda must be sent to the Group Secretary 2 weeks prior to the 
meeting: urgent items may be raised under another business 

Quorum 
The meeting shall be quorate with 6 members in attendance 

6! 
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APPENDIX K 

LIST OF CONTACTS/SPECIALIST ADVISORS 

Advice, support and information about training is always available from the 
Management Department or other Specialist Advisors across the Trust. 

Title 

Head of Governance 

Available Advice 

All aspects of governance 

Contact 
Details. 

7700 6207 

Risk 

Risk Management, Complaints and Legal Services 
Head of Risk Management, 
Complaints    & Legal 
Services 

Risk Advisor 

Risk Advisor 

Risk Advisor 

Complaints Manager 

Litigation Manager 
Governance Compliance 
Manager 
Other Specialist Advisors 
Control of Infection - Lead 
Nurse 

Counter Fraud 
Fire Officer 
Health & Safety 
!nform.at.i0n Governance 
IV Team 

Manual Handling Advisor 

Medical Devices 
Pharmacy Advisor 

Radiation Protection 
Resuscitation Advisor 

Risk Advisor - Maternity 

All aspects of risk management, 
complaints & legal services and 
associated policies and procedures, 
the Risk Register and Assurance 
Framework 
All aspects of risk management and 
risk reporting but specifically training 
and SUIs 
All aspects or risk management and 
risk reporting but specifically SUIs and 
NHSLA Risk Management Standards 
All aspects of risk management and 
risk reporting but specifically the Risk 
Re.gister and the. Ass.u~:ance. 
Framework 
All aspects of complaints handling, 
monitoring and training 
Claims and clinical negligence 
NHSLA Risk Management Standards 
and Standards for Better Health 

All aspects of control of infection: 
operational and strategic 

All aspects of counter fraud 
All aspects of fire safety 
All aspects of health & safety 
.A]! ~s. pects of information governance 
All aspect of intravenous therapy 

All aspects of manual handling 
All aspects of medical devices 
All    aspects of    medication 
management 
All aspects of radiation protection 

All aspects of maternity risk and 
maternity CNST standards 

7701 2424 

7701 2476 

7701 2476 

7701 3278 

7701 2467 

7701 2421 
7701 2469 

7701 3274 
Pager: 07623 
942526 
7701 3941 
7701 3389 
7701 2491 
77002469 
7701 3276 
Pager: 07623 
94798.l 
7701 349t 
7701 3468 
7700 5284 

7701 2461 
7700 6293 
Bleep 1668 
7701 3520 
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