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1. Introduction
Sussex Partnership NHS Foundation Trust Board of Directors is committed to ensuring that the
needs of patients, staff, volunteers, contractors and visitors are taken seriously at every level of
the organisation, and to providing open and transparent risk management systems that ensure
that the Trust meets its principal objectives for safe, sustainable, high quality care.
The Trust supports a dynamic and proactive approach to risk management, identifying and
managing potential threats and hazards before adverse events occur. Every risk identified and
associated assessment carried out is seen as a care quality improvement opportunity.
Risks arising are inherent in all Trust activities, for example, treating patients, determining
service priority, project management, record keeping, communication, staffing, service design,
and setting strategies. Risk is also associated with not taking any action at all. Robust systems
are necessary to ensure the management of risk to patients, visitors, staff, and other internal
and external stakeholders, and to enable the Trust to meet its principal objectives.
Risk management involves the identification, assessment, and control of risk. It is the
responsibility of all staff to identify and reduce risks. We are all responsible for the health,
safety, and wellbeing of patients, visitors, staff and others accessing and using our facilities and
services, the delivery of services in line with the NHS Constitution, and for contributing to the
delivery of Trust objectives.

2. Purpose
This Strategy describes the Trust’s integrated approach to the assessment, reporting and
management of risk. It sets out responsibilities, strategic systems, and processes for risk
management, to promote the delivery of high quality, safe, accountable healthcare, minimise
risks to patients, staff and the organisation, and maximise available resources. The strategy will:
-

ensure that risk management is an integral part of organisational culture;
improve safety by addressing and effectively prioritising risk treatment plans;
identify risks to achieving the Trust’s objectives requiring intervention; and
drive a standardised, strategic, and accessible approach to risk management.

This policy relates to non-clinical risk management, clinical risk management is covered in the
Clinical Risk Assessment & Safety Planning /Risk Management Policy & Procedure.

3. Definitions
At its best risk management will radically improve the quality of services provided and provides
strategic direction to the Organisation by guiding staff on the appropriate level of risk they are
permitted to take and enables staff to seize important opportunities.
Risk Register (RR)

Strategic Risk Register
(SRR)
Board Assurance
Framework
(BAF)

A tool that documents risk, controls and actions to mitigate, used
within business planning to enable the allocation of resources to
the highest risks, managed via a web based tool known as
Safeguard.
A register of risks at the Executive team level which may affect
more than one CDS or Corporate Service and require executive
management
A framework for the Board of Directors to review principal risks to
meeting Trust objectives, providing opportunities to analyse
assurance that those risks are being managed
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4. Accountabilities, Duties and Responsibilities
4.1 Responsibility of all staff
All staff must utilise Trust risk management systems to highlight risks arising and drive required
improvements. Where staff feel that raising issues may not be effective they should follow the
Trust’s Freedom to Speak Up (Whistleblowing) Policy, which sets out how concerns may be
raised in accordance with the requirements of the Public Interest Disclosure Act 1998.
4.2 Responsibility of the Board of Directors
The Trust Board is responsible for the management of all risk within the Trust; the Board of
Directors is also responsible for
- identifying, evaluating, and managing strategic risk; and
- reviewing BAF, to:
o examine and challenge the risks identified therein;
o consider wider strategic implications of risks and themes arising, and
opportunities to improve management of risk by taking a corporate approach;
o examine and challenge action plans developed to control risks, and assess their
wider impact;
o scrutinise completed action plans, and associated metrics, accounts, and reports
provided as evidence of assurance of the control of risks; and
o ensure the Trust meets its principal objectives.
Executive Directors of the Board are accountable and responsible for ensuring that all staff
implement this Risk Management Strategy. They also have specific responsibility for managing
risks which relate to their Directorates, including the following specific responsibilities:
- the Chief Medical Director is responsible for managing risks associated with medical
workforce planning and clinical risk management
- The Chief Nurse is responsible for managing risks associated with infection prevention
and control and clinical risk management
- The Chief Operating Officer is responsible for managing all operational risks associated
with the Care Delivery Services.
- The Director of Human Resources is responsible for managing risks associated with
workforce planning;
- The Chief Digital and Information Officer and Senior Information Risk Officer is
responsible for managing risks associated with information governance; and
- The Chief Financial Officer is responsible for managing risks to ensure the delivery of the
financial plans agreed by the Board (including Counter Fraud).
The Board is required to produce statements 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.
4.3 Responsibility of the Chief Executive
The Chief Executive has overall individual accountability and responsibility for the management
of risks to the safe and effective, sustainable delivery of the business of the Trust and internal
controls.
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4.4 Responsibility of the Director of Corporate Affairs
The Director of Corporate Affairs is accountable for the strategic development and implementation
of organisational risk management.
4.5 Responsibility of the Director of Estates and Facilities
The Director of Estates holds responsibility for providing a safe estate.
This includes fire safety, managing the Capital Programme, emergency planning, providing safe
and secure premises and hotel services, including managing waste and environmental security.
4.6 Responsibility of the Service and Clinical Directors
Service and Clinical Directors are accountable for ensuring that risk is managed in line with this
Strategy within their Care Delivery Service and wider areas of responsibility. They are required
to:
- maintain a suitable local forum for the discussion of risks arising, at which the local RR is
reviewed at least monthly;
- ensure that risks raised by staff are fully considered, captured on local RRs, kept up to
date, re-assessed, and re-graded as necessary;
- develop and implement action plans to ensure risks identified are appropriately treated;
- ensure that appropriate and effective risk management processes are in place within
their designated area and scope of responsibility and that all staff are made aware of the
risks within their work environment and of their personal responsibilities to minimise risk;
- monitor any risk management control measures implemented within their designated
area and scope of responsibility, ensuring that they are appropriate and adequate.
4.7 Responsibility of the Quality Committee
A committee of the Board, the Quality Committee tests evidence and assurance relating to quality.
It informs the content and focus of the Quality Account, oversees the Trust’s programme of clinical
audit and considers in detail, areas of potential concern.
(See section 5.8 for a full description of all committee responsibilities)
4.8 Responsibility of the Audit Committee
The Audit Committee reviews and tests the establishment and maintenance of an effective system
of internal control and risk management. This process is underpinned by the internal audit
function, which provides an opinion on compliance with standards.
(See section 5.8 for a full description of all committee responsibilities)
4.9 Responsibility of the Executive Management Committee
Chaired by the Chief Executive and attended by the Executive Directors, the committee examines;
Progress against CQC compliance actions; Regulatory reports; BAF; Freedom to speak up
(whistle-blowing) and CDS accountability as themes and sources of risk, ensuring that they are
reflected in the Board Assurance Framework, risk registers and action plans.
(See section 5.8 for a full description of all committee responsibilities)
4.10 Responsibility of the Clinical Governance Team
The clinical governance team are responsible for the maintenance and development of Ulysses
the Trusts risk management system, supporting the Trust to produce ad-hoc reports outside of
those produced routinely by the relevant manager.
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5. Risk Register
The Trust has a single Risk Register which operates at six levels (5.2). The Risk Management
and escalation process is outlined in detail in section 5.9.
The Risk Register (RR) is the means by which staff of all levels may raise risks arising through
the course of their work. Risks could relate to anything of concern requiring improvement,
including: service design problems; patient flow difficulties; project or change management
issues; identification of significant losses through inefficient systems and pathways; lack of
allocation of resources; failure to meet targets, failure to comply with legal, national, or
regulatory requirements; staffing issues; unsafe systems, etc. Risks identified are managed in
line with the process set out below.

5.1 Risk Register (RR) process flow
Risk Identified
Through proactive risk assessment, a single adverse event, e.g. near-miss, incident,
complaint, claim, or concern, or adverse event theme arising, audit finding, external
recommendation, etc – Identified by any member of staff

Immediately – Take Action to Ensure Patient/Staff/Visitor Safety
See policy for Managing Incidents and Serious Incidents, or seek advice from relevant
department, e.g. Clinical Governance, Estates & Facilities helpdesk, etc

For untreated risks - complete a risk assessment form
Manager (Band 7 and above) makes RR entry using Ulysses, within 24 hours, graded using
Appendix 2: Impact/Likelihood Descriptors and Risk Grading Matrix and entered at the
relevant level (5.2). Submit to line manager for review and approval
Remember: every risk assessment is a quality improvement opportunity

Risk treated by line manager

Line Manager unable to treat risk

Required Action Taken
Risk managed

Risk assessment added to risk register
by line manager
Action plan devised; risk managed and
monitored

Risk and action plan monitored by
relevant committee
as per 5.9 - Risk reporting escalation
structure
Action plan implemented and monitored
until required action taken and acceptable
risk grade reached

Required Action Taken
Risk managed
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5.2 Risks Levels
The Risk Register is a ‘living document’ and includes risks identified through Board, Directorate,
CDS and individual risk assessments. Risk assessments should be entered onto the Trust riskmanagement system at the relevant management level

Entry Point

Assurance

Impact

Level 1
Ward / Team

Local Business Meeting

Any risk which affects only a
local service or team

Risk Grading Matrix used at Each Level

Level 2
Matron or escalated from
level 1

Local Leadership meetings

Any risk which affects only a
local service or team

Level 3
General Manager or
escalated from level 2

CDS Governance Meetings

Any risk which affects only a
local service or team

Level 4
Service, Clinical or
Corporate Director or
escalated from level 3

Operational Management
Board

Any risk which affects a CDS
or Support Service and its
objectives

Level 5 - Strategic Risk Register
Executive Team or
Escalated from level 4

Executive Management
Committee & Trust Board

Any risk which may affect
more than one CDS or
Support Service or require
Executive management

Board Assurance Framework (BAF)
Trust Annual Objectives

Executive Management
Committee & Trust Board

5.3
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Any risk affecting the whole
organisation and its ability to
achieve the Organisational
objectives

Risk Rating
The Trust deploys a standardised approach to risk assessment across the entire organisation to
ensure consistency.
An assessment of the likelihood of the event (risk) occurring multiplied by the consequence of it
happening determines an overall risk score (table 1).
Likelihood x Consequence = Risk Score
Risks are assessed against this criterion at each level of the register (5.2) and therefore the risk
score does not determine the level by which the risk is managed, but by the impact of the risk.
Risk scores are not intended to be precise mathematical measures of risk, but are a useful tool
to help in the prioritisation of control measures and mitigating actions for the treatment of risk

CONSEQUENCES
LIKELIHOOD

Insignificant
(1)

Minor
(2)

Moderate
(3)

Major
(4)

Catastrophic
(5)

5

10

15

20

25

4

8

12

16

20

3

6

9

12

15

2

4

6

8

10

1

2

3

4

5

5 Almost certain: Will
undoubtedly happen
4 Likely: Will probably
happen
3 Possible: Might happen
occasionally
2 Unlikely: Do not expect it
to happen
1 Rare: This will probably
never happen

Table 1
5.4 Risk Tolerance and Appetite
The Board recognises risk is inherent in the provision of healthcare and its services, and therefore
a defined approach is necessary to identify risk context, ensuring that the Trust understands and
is aware of the risks it’s prepared to accept in the pursuit of the delivery of the Trust’s aims and
objectives.
The Trust recognises it will have to in some circumstances accept a level of risk. Accepting risk
is often required to achieve overall objectives. It must, however, take and accept risks in a
controlled manner, thus reducing its exposure to unacceptable risk.
The Trusts risks appetite statement is at Appendix 1
5.5 Managing and Mitigating Risks
Controls to manage the risk and assurance measures can then be applied to provide a
proportionate response with need to revisit should the risk assessment score change over time.
Measures of Assurance should indicate the adequacy of the controls in place. Assurance should
be identified as internal or external and the information gathered using these measures should
be identified as reflecting either positively or negatively on the effectiveness of controls in place.
Gaps in controls should also be clearly identified with actions in place to address. Actions should
be specific, measurable, achievable, realistic and timely and should have an identified action
owner. The target date to achieve the action must also be recorded.
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Recorded risk information, controls, and actions should be reviewed thoroughly by the monitoring
committee to ensure these are adequate effective, and current.
The target risk score should be agreed in line with the risk appetite and tolerance by the monitoring
committee to establish at what point the risk becomes acceptable and can simply be monitored.
5.6 Board Assurance Framework (BAF)
The Board Assurance Framework (BAF) provides a range of sources of assurance that the risks
to the Trust achieving its principal strategic objectives are being managed. All NHS bodies are
required to sign a full Annual Governance Statement (HM Treasury requirements), and must
have the evidence to support this; the BAF brings together a significant part of this evidence.
Risks to the Trust achieving its principal objectives are managed in line with the process set out
below.
Additional verification of sound risk management processes is built into the Care, Fundamental
Standards of Care, and monitored by the Care Quality Commission

5.7 Board Assurance Framework (BAF) process flow
Trust principal objectives agreed by Board of Directors and reviewed annually
The Trust’s objectives will reflect strategic ambitions, national and local commissioning
intentions, and locally defined priorities. They should also take account of patient feedback,
identified risks, themes relating to reported adverse events, near-misses, incidents,
complaints, claims or concerns, audit findings, external recommendations, national initiatives
and directives, etc.

Risks to the achievement of the objectives identified by Trust Board
Risks graded using Appendix 2: Impact/Likelihood Descriptors and Risk Grading Matrix
Every risk identified is a quality improvement opportunity

Executive Directors identified as leads manage risks to principal objectives
Leads must:
- Identify current and planned control mechanisms.
- identify actual and potential sources of assurance on the effectiveness of the controls
(e.g. key performance indicators, internal and external audits, third party reviews)
- Develop mitigating action plans.
- report progress on delivery of action plans via the BAF.

Trust Board monitors action plans until risks resolved
Action plans devised; risks managed and monitored

Risks and action plans monitored by relevant committee
As per 5.9 - Risk reporting escalation structure
Action plans implemented and monitored until required action taken and acceptable risk grade
reached

Required Action Taken
Risk manage
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5.8 Key Responsibilities & Accountability for Risk Management

Board of Overarching Accountability

Trust Board
Chief
Key Risk Management Responsibilities:
Executive
- provide effective and proactive leadership of the Trust within a framework of processes, procedures and
controls which enable risk to be assessed and managed, directly and through delegated powers;
- identify, evaluate, and manage strategic risk;
- review the Strategic Risk Register (SRR) and Board Assurance Framework (BAF);
- ensure an Executive Director is allocated responsibility for each risk arising on the SRR and BAF;
- ensure an appropriate Assurance Committee is allocated oversight of each risk arising on the SRR
- ensure risks arising are described on the SRR and BAF clearly and accurately, graded consistently, and
managed appropriately to reduce risks to the desired level;
- challenge the risk controls and sources of assurance described within the SRR and BAF;
- consider wider strategic implications of the risks identified, and make recommendations to improve
management of risk by taking a corporate approach;
- examine and challenge action plans developed to control their impact;
- scrutinise metrics, accounts, and reports provided as evidence of action plan completion;
- ensure the Trust meets its agreed annual business objectives; and
- before close of each meeting, minute new risks arising through discussions to be added to the SRR

Sub Committee of Board

Accountable
officer(s)

Audit Committee
Chief
Key Risk Management Responsibilities:
Finance
- review systems of operational and strategic risk management via SRR and BAF; and internal control;
Officer
annually, and ad hoc as necessary, to ensure these are effective across the whole of the Trust’s activities
to manage any risks arising and support the achievement of the Trust’s objectives;
- ensure risks identified through Audit Committee business are entered onto the SRR and BAF as
necessary, clearly and accurately described, graded consistently, and managed appropriately to reduce
risks to the lowest possible level;
- challenge the risk controls, and sources of assurance described within the SRR and BAF;
- provide independent scrutiny supported by the work programmes of internal and external audit;
- make recommendations to the Trust Board on the development and implementation of the Risk
Management Strategy as it considers necessary; and
- before close of each meeting, minute new risks arising through discussions to be added to the RR.
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RR Review
&
Frequency

BAF
Review &
Frequency

SRR
reviewed
quarterly

BAF
reviewed
quarterly

Audit risks
reviewed
quarterly

BAF
reviewed
biAnnually

Sub Committee of Board
Sub Committee of
Board
Assurance Committee

Finance and Investment Committee
Chief
Key Risk Management Responsibilities:
Finance
- oversee financial risks across the Trust;
Officer
- ensure the identification of, and planning to control, financial risks;
- ensure risks identified through Finance, Business & Investment Committee business are entered onto
the SRR and BAF as appropriate, accurately described, graded consistently, and managed appropriately
to reduce risks to the lowest possible level;
- provide the Audit Committee and Trust Board with assurance that appropriate arrangements are in place
to deliver in-year financial plans; and
- before close of each meeting, minute new risks arising through discussions to be added to the SRR.
Quality Committee
Chief Nurse
Key Risk Management Responsibilities:
- oversee risks to quality, safety and performance across the Trust
- determine whether quality, safety and performance risks identified through review of risk assessments,
incidents, concerns, complaints, claims, clinical audit reports, regulatory reports, national initiatives, and
horizon-scanning, etc. should be added to the SRR and BAF;
- ensure risks identified through Quality Committee business are entered onto the RR and BAF as
necessary, accurately described, graded consistently, and managed appropriately to reduce risks to the
lowest possible level;
- before close of each meeting, minute new risks arising through discussions to be added to the RR.
Executive Management Committee
Chief
Key Risk Management Responsibilities:
Executive
- produce and oversee the implementation of the Trust’s Risk Management Strategy;
- ensure the maintenance of an effective system of risk management across the whole of the organisation
- develop and maintain a comprehensive and current SRR and BAF;
- review existing risks and agree new risks on the SRR;
- propose the SRR and BAF to be presented to the Trust Board;
- provide the Audit Committee and Trust Board with assurance on the effective implementation of the SRR
and BAF, including reports to the Board highlighting any new risks identified, gaps in assurance/control,
recommendations, and positive assurance; and
- ensure risks identified through the Executive Management Committee are entered onto the SRR and
BAF as necessary, clearly and accurately described, graded consistently, and managed appropriately
to reduce risks to the lowest possible level;
- ensure appropriate action is taken to manage all risks within the Executive Management Committee;
and
- before close of each meeting, minute new risks arising through discussions to be added to the SRR.
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Finance,
n/a
Business
and
Investment
risks
reviewed
quarterly

Quality
risks
reviewed
quarterly

n/a

SRR
reviewed
quarterly

BAF
reviewed
quarterly

Local RR Review Forums

Operational Performance Meeting
Chief
Key Risk Management Responsibilities:
Operating
- review each Care Delivery Service risk register on a quarterly basis, via the CDS governance
Officer
committees.
- propose the corporate RR to be presented to the Quality & Performance Committee, reviewing themes
arising across the Trust, and ensuring that risks graded 15 and above, and where appropriate other low
graded poorly controlled risks reported across the Trust, are escalated to the Trust Board of Directors;
- provide risk management analysis and advice to the Executive Management Committee;
- provide advice on the quality of the RR and risk processes to the Executive Management Committee
- ensure implementation of effective risk management processes across all clinical services;
- ensure risks identified are entered onto Ulysses, accurately described, graded consistently, and
managed appropriately to reduce risks to the appropriate level;
- approve new risks, suggest modification of existing risks, or approve closure of resolved risks;
- determine whether quality, safety, or performance risks identified through review of risk assessments,
incidents, concerns, complaints, claims, clinical audit reports, external audit reports, regulatory reports,
national initiatives, and horizon-scanning, etc., should be added to the RR; and
- before close of each meeting, minute new risks arising through discussions to be added to the RR.

Local RR Review Forums

Care Delivery Services (CDS) Governance Meeting
Clinical &
Key Risk Management Responsibilities:
Service
- allocate responsible individuals to manage risks
Directors
- ensure risks identified are entered onto Ulysses, accurately described, and managed appropriately
within Wards/Community teams to reduce risks to the appropriate level;
- determine whether quality, safety, or performance risks identified through review of risk assessments,
incidents, concerns, complaints, claims, clinical audit reports, external audit reports, regulatory reports,
national initiatives, and horizon-scanning, etc., should be added to local registers;
- monitor themes across Wards/Community teams and ensure actions are taken as required;
- identify appropriate Risk Leads within all Wards/Community Teams, e.g. Ward/General Manager;
- ensure RR review and discussion at Care Delivery Services Governance meetings; and
- before close of each meeting, minute new risks arising through discussions to be added to the RR.
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Level 4
risks
reviewed
monthly

n/a

Level 3 &
4 risks
reviewed
monthly

n/a

Local RR Review Forums

Corporate Services Governance Meetings
Corporate
Key Risk Management Responsibilities:
Directors
- ensure risks identified are entered onto Ulysses, accurately described, graded consistently, and
managed appropriately by Corporate Services to reduce risks to the appropriate level;
- approve new risks, suggest modification of existing risks, or approve closure of resolved risks;
- determine whether quality, safety, or performance risks identified through review of risk assessments,
incidents, concerns, complaints, claims, clinical audit reports, external audit reports, regulatory reports,
national initiatives, and horizon-scanning, etc, should be added to local registers;
- monitor themes across Corporate Services and ensure actions are taken as required;
- ensure RR review and discussion at Corporate Service Governance meetings; and
- before close of each meeting, minute new risks arising through discussions to be added to the RR.

Local RR Review Forums

Health & Safety Locality Meeting
Service
Key Risk Management Responsibilities:
Director
- ensure risks identified are entered onto Ulysses, accurately described, graded consistently, and
(locality)
managed appropriately by Services to reduce risks to the appropriate level;
- approve new risks, suggest modification of existing risks, or approve closure of resolved risks;
- determine whether quality, safety, or performance risks identified through review of risk assessments,
incidents, concerns, complaints, claims, clinical audit reports, external audit reports, regulatory reports,
national initiatives, and horizon-scanning, etc, should be added to local registers;
- Discuss between staff side and management live risks and actions to be taken to reduce risk.
- Before closure of each meeting, minute new risks arising through discussions and minute actions taken
on existing live risks.
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Level 4
risks
reviewed
monthly

n/a

Quarterly

N/A

Board of
Directors

Executive
Management
Committee

Risk discussed, updated and reflected on Risk Register

Finance &
Investment
Committee

Quality
Committee

Audit
Committee

Operational
Management
Board

Care Home plus CDS Governance Meeting

Learning Disability CDS Governance Meeting
CHYPS Service CDS Governance Meeting
Forensic Healthcare CDS Governance Meeting

Direct link / information sharing

Primary Care & Wellbeing CDS Governance Meeting

Committee of the Board of Directors
Assurance Committee

West Sussex CDS Governance Meeting

Local RR Review Forums
Brighton & Hove CDS Governance Meeting
East Sussex CDS Governance Meeting
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6. Other proactive risk management processes
Policies and supporting documentation
In addition to this Risk Management Strategy there is a range of other policies that support the
management of risk within the Trust, some of which are listed at section 10 of this Strategy.
These are available on the Trust’s policy portal https://policies.sussexpartnership.nhs.uk/
Resilience management
The Trust has in place a comprehensive Major Incident Plan and Business Continuity
Management policy, as well as a range of associated plans and documents, designed to ensure
the resilience of the Trust in a range of scenarios that would limit the operating capacity of the
Trust. These plans are tested and learning from these tests is communicated to relevant staff
groups and Committees to ensure that processes are refined.
The Trust has an established Emergency Planning and Resilience Group, chaired by a NonExecutive Director and attended by the Director of Corporate Affairs as the Board’s EPRR
Lead. The group meets quarterly to discuss the Trust’s progress against the EPRR core
standards and its progress against the three year work plan.
Implementation of clinical guidance
The Trust has mechanisms in place to implement the latest guidance and recommendations
from National Service Frameworks, the National Institute for Health and Care Excellence (NICE)
and so on. These are covered by the Trust’s Policy for NICE guidance implementation and
Audit.
Standards and accreditation
The Trust ensures that it meets (and aims to exceed) a range of standards and accreditations.
Many of these are covered by the Trust’s Policy for NICE guidance implementation and Audit.
Audit activity (clinical, internal and external)
There is extensive audit activity within the Trust covering a range of issues. Findings from these
reviews are fed back as appropriate to staff, and reports made to the Quality Committee, Audit
Committee (internal & External audit) and the Board of Directors and a range of local forums.
Organisational learning
The Trust seeks to learn from the experiences of other organisations. For example, published
reports from key regulators are reviewed, with findings compared to existing Trust practice.
Reactive risk processes
The Trust also identifies potential risks from events that have already occurred in the Trust and
beyond, and uses risk management techniques to address. Such reactive risk identification
sources include:
Complaints
The Trust has a well-established process for the handling of complaints, ensuring that all
concerns are responded to within the approved timescales, as described in detail within the
Trust’s Complaints Management and PALS policy.
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Incidents
The Trust has a system for reporting adverse incidents, described within the Trust’s Incidents
and Serious Incidents Policy. All notified incidents are graded using a matrix consistent with that
used for risk assessment.
Claims, Litigation, and Inquests
The Trust’s Legal Department works closely with the Clinical Governance, Complaints and Risk
and Safety Departments to enable the early identification of potential legal claims against the
Trust. The Legal Department liaises with HM Coroner and clinicians in respect of the inquest
process. Any concerns or recommendations raised by the Coroner are communicated
appropriately to ensure that remedial action is taken. The processes associated with claims,
litigation, and inquests are set out in the Trust’s Claims Management Policy.
Specific Clinical Risks
Clinical risks are identified through a vast range of assessments carried out at the
patient/clinician interface, for example, for the prevention and management of:
• Self-harm
• Suicide
• Vulnerability
• Neglect
• Violence and Aggression
After Action Review
After Action Review (AAR) is a discussion of an event that enables individuals involved to learn
for themselves what happened, why it happened, what went well, and what could be improved.
AAR is a timely intervention that seeks to understand the expectations and perspectives of all
those involved. It generates insight, lessons learned, and leads to greater awareness, changed
behaviours and agreed actions. It may be initiated by any of the Executive Directors, and can
be separate from or complementary to the processes described within this Strategy.
Central Alert System
The Trust has robust processes in place to respond to alerts issued through national
frameworks, and supplements this with its own internal alert system. These are set out in the
Trust’s Central Alert System (CAS) policy.
Health and safety risk assessments
The assessment of certain specific health and safety risks is required to be undertaken by the
manager responsible of the service. Guidance, training and support are available from the Risk
and Safety team and Estates and Facilities team. Please refer to relevant policies for guidance
and advice

7. Training Needs
Knowledge of risk identification, assessment, and control is essential to effective organisational
risk management. Employees must be provided with all necessary information, instruction,
training and supervision to enable them to recognise hazards to themselves and to others, and
to appreciate and manage risks.
Statutory and mandatory risk management training is provided as follows:
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Generic risk management training at:
- Trust induction;
- Local induction carried out by line management, including:
o general awareness of the risk management process, RR, any significant
uncontrolled risks; and
o completion of any specific risk assessments, e.g. lone working, display screen
equipment, etc.;
- Three-yearly high level risk management awareness training in wider risk management
techniques and risk appetite for all Board Members and senior directors.
- One-off Safeguarding RR training for all staff with responsibility for recording risks on the
RR.
For details of training requirements and frequency of updates, please refer to the Trust’s training
needs analysis (TNA) which is available within the Trust’s Mandatory Training and Induction
Policy.

8. Development, consultation and ratification
This policy was developed by the Head of Corporate Governance, in consultation with key
members of corporate staff and care delivery services
The policy will be ratified by the Board of Directors

9. Equality and Human Rights Impact Analysis
The process for identifying and managing risk, and the manner in which this is undertaken, should
not inadvertently discriminate against any groups in society based on their race, disability, gender,
age, sexual orientation, religion and belief. Any person who has concerns regarding the equality
& diversity impact of risk management activity within the Trust should refer them in the first
instance to the Equality & Diversity Lead, who may require equality impact assessments to be
undertaken in order to determine whether any particular groups of patients are experiencing
variations in practice
The policy Equality Impact Analysis can be found on the Trust public policy page.

10. Monitoring
Effective monitoring is important to identify successful delivery of this strategy
The board of Directors will receive an annual risk management report. It will summarise the Trust’s
achievements against the annual work plan for risk management, including:
-

An assessment of the organisational risk management culture and how this is changing
over time
Performance against NHS high–level risk management indicators and assessment of the
key risks facing the organisation and how these are being managed
Benchmarking activity internally and externally
Use of risk management tools by departments
Compliance with Induction and mandatory training standards relating to risk management

The Annual Report will make recommendations for the ongoing development and improvement
of risk management and processes in order to achieve the strategic vision and objectives of this
Strategy.
The effectiveness of the Risk Management processes and systems will be evaluated against the
following:
-

Findings and recommendations from internal and external audit reports (typically annually)
External reviews, such as the NHSI or the CQC
In the event of adverse incidents
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Progress will also be reported as part of the Annual Governance Statement provided by the Chief
Executive in the Trust Annual Report.
Internal Audit will verify compliance with the Annual Programme on a yearly basis and will assure
the Trust Board that progress is in line with predicted performance, and highlight any areas for
concern.

11. Dissemination and Implementation of the policy
Dissemination
This strategy and policy will be loaded onto the Trust website by the Corporate Governance
Team. All staff will be notified of its publication.
Document Control including archive arrangements
This strategy and policy will be stored and archived in accordance with the Procedural Documents
Policy.

12. References & Cross Reference
•
•
•
•
•
•
•
•

Care Quality Commission Fundamental Standards;
NHS Improvement Guidance;
Monitor Quality Governance Guidance;
The Healthy NHS Board: Principles for Good Governance - NHS leadership Academy;
Taking it on Trust: Questions for Boards - Health and Safety Executive - National Clinical
Programmes Model of Care Development - Checklist - Governance for Quality and Safety;
Health and Safety at Work etc Act 1974;
The Management of Health and Safety at Work Regulations; and
Health and Safety Executive (HSE).

This Strategy and Policy should be read in conjunction with the following Trust policies /
documents, which in themselves have a specific requirement to complete risk assessments:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Safety and Quality Strategy;
Duty of Candour (Being Open) Policy
Claims Policy
Fire Safety Policy;
Clinical Risk Assessment & Safety Planning/Risk Management Policy & Procedure
Complaints Policy
Medical Devices Management Policy
Major Incident Plan & Business Continuity Policy
Health and Safety Policy
Incident and Serious Incident Policy
Investigation of Incidents, Complaints and Claims using Root Cause Analysis;
Mandatory Training and Induction Policy;
Infection, Prevention and Control Policy
Raising Concerns (Whistleblowing) Policy.
Slips, Trips and Falls Policy & Procedure
Display Screen equipment policy
Stress at Work – Prevention & Management Policy
Prevention & Management of Violence & Aggression Policy
Safe Use of Bedrails Policy
Working Alone (Personal Safety) Policy

Appendix 1
Board Risk Appetite Statement
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The aim of Sussex Partnership NHS Foundation Trust is to provide high quality, effective and
safe services which improve the health, wellbeing of the population it serves.
The Board recognises risk is inherent in the provision of healthcare and its services, and
therefore a defined approach is necessary to identify risk context, ensuring that the Trust
understands and is aware of the risks it’s prepared to accept in the pursuit of the delivery of the
Trust’s aims and objectives.
This Statement sets out the Board’s strategic approach to risk-taking by defining its boundaries
and risk tolerance thresholds and supports delivery of the Trust’s Risk Management Strategy
and Policy.

Domain

Appetite for
Risk Score

Appetite for Risk (Tolerance)

Quality

4

We will provide high quality services to our patients and will rarely
accept risks that could limit our ability to fulfil this objective.
We are strongly averse to risks that could result in poor quality
care or unacceptable clinical risk, non-compliance with standards
or poor clinical or professional practice.

Safety

3

We will hold patient safety in the highest regard and are strongly
averse to any risk that may jeopardise it.
It can be in the best interests of patients to accept some risk in
order to achieve the best outcomes from individual patient care,
treatment and therapeutic goals. We accept this and support our
staff to work in collaboration with people who use our services to
develop appropriate and safe care plans based on assessment of
need and clinical risk.

Finance

9

We will strive to deliver our services within the budgets modelled
in our financial plans and will only consider exceeding these
constraints if a financial response is required to mitigate risks
associated with patient safety or quality of care. All such financial
responses will be undertaken ensuring optimal value for money in
the utilisation of public funds

Service
Design &
Delivery

6

We will accept risks to our portfolios of services if they are
consistent with the achievement of patient safety and quality
improvements, and will only accept service redesign and
divestment risks in the services we are commissioned to deliver if
patient safety, quality care and service improvements are
maintained.

Workforce

4

We are committed to recruit and retain staff that meet the high
quality standards of the organisation and will provide on-going
training to ensure all staff reach their full potential.
We will not accept risks associated with unprofessional conduct,
bullying, or an individual’s competence to perform roles or tasks
safely and, nor any incidents or circumstances which may
compromise the safety of any staff members.
For patient safety, quality care, service delivery and financial
sustainability reasons we are prepared to consider risks
associated with the implementation of non-NHS standard terms
and conditions of employment, innovative resourcing and staff
development models.
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Technology

12

We are prepared to consider risks associated with new
technologies if this enables us to realise innovative care
solutions, safety improvements or efficiency gains.

Information

4

We will not accept risks that may result in a material breach or
non-compliance with the Data Protection Act 2018 and GDPR or
Healthcare information governance requirements

Innovation

12

We will continue to encourage a culture of innovation within the
Trust. We are willing to accept risks associated with innovation,
research and development to enable the integration of care,
development of new models of care and improvements in clinical
practice that could support the delivery of our person and patient
centred values and approach.

Risk ‘tolerance’ is the minimum and maximum risk the Trust is willing to accept as reflected in
the risk appetite themes above.
The Trust Board have agreed that all risks at level 4 and above will require executive oversight
by the Executive Management Committee.
The Operational Management Board will oversee the strategic risk register bi-monthly and has
established a rolling programme where each Care Delivery Service (including Corporate
Services) will present their full risk registers.
The Trust Board has a range of committees and groups all charged with the responsibility of
reviewing risks related to their ToR and subject matter ensuing those risks are controlled and
where necessary are escalated (Section 5.9)
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CONSEQUENCE (Impact – Actual or Potential)
Descriptor
Objectives /Projects

Insignificant (1)

Appendix 2
Minor (2)

Moderate (3)

Major (4)

Catastrophic (5)

Insignificant cost increase

<5% over project budget

5-10% over project budget

10-25% over project budget

> 25% over project budget

Insignificant schedule slippage

Minor schedule slippage

Significant schedule slippage

Serious schedule slippage

Critical schedule slippage

Environments

Nuisance, minimal or no impact

Minor local/wider environmental
damage/impact to nature. High
potential for recovery

Moderate local/wider environmental
damage/impact to nature. Limited
potential for recovery

High local/wider environmental
damage/impact to nature. Little
potential for recovery.

Very high local/wider environmental
damage. Severe damage to nature
and built environment.

Scope or Quality

Barely noticeable reduction in scope
or quality

Minor reduction in quality/scope

Significant reduction in scope or
quality

Failure to meet secondary objectives

Does not meet primary objectives

Financial

Small loss

Loss > 0.1% of budget

Loss > 0.25% of budget

Loss > 0.5% of budget

Loss > 1% of budget

Service / Business
Interruption

Loss / interruption > 1 hour

Loss / interruption > 4 hours

Loss / interruption > 8 to 24 hours

Loss / interruption >1 week

Permanent loss of service or facility

Inspection / Audit /
Statutory Duty

Insignificant breach of Statute

Minor breach of Statute

Improvement Notice

Enforcement Action (Magistrates).

Insignificant recommendations

Minor recommendations given

Challenging recommendations

Critical report

Enforcement Action (Crown
Prosecution)

Insignificant non-compliance with
standards

Minor non-compliance with
standards

Non –compliance with Core Standards

Major non-compliance with Core
Standards / Low rating

Severely critical report /Zero Rating

Reduced rating

Adverse Publicity /
Reputation / Morale

Rumours / suspicions

Local Media – short term

Local Media – long term

National Media < 3 Days

Potential for public concern

Minor effect on staff morale

Significant effect on staff morale

Serious effect on staff morale

National Media > 3 Days. MP
Concern / (Questions in House)

Patient Experience /
Outcome

Unsatisfactory patient experience
not directly related to patient care

Unsatisfactory patient experience
– readily resolvable

Mismanagement of patient care, short
term effect ( 1 week)

Serious mismanagement of patient
care, long term effects ( 1 week)

Totally unsatisfactory patient
outcome or experience

Scope of Impact in
Terms of Volume of
people

Only one person affected

Less than 3 people but greater
than 1 person affected

Greater than 3 people but less than 50
people affected

Greater than 50 people but less than
200 people affected

Greater than 200 people affected

Injury

No identifiable injury or ill health

No permanent injury or ill health
(Probably be resolved / healed in
one month)

Semi-Permanent Injury or ill health
(Likely to be resolved / healed within
one year)

Permanent Injury or ill health
(Permanent Loss of Function)

Unexpected death

AWOL / Missing Patient

Suicide

Insignificant Loss or Damage

Minor Loss or Damage

Significant Loss or Damage

Serious Loss or Damage

Critical Loss or Damage

Insignificant Data lost / missing

Minor Data lost / missing

Significant Data lost / missing

Serious Data lost / missing

Critical Data lost / missing

Insignificant complaint

Minor complaint

Significant complaint

Serious / several complaints

Critical / Multiple Complaints

Risk of claim remote

Claim less than £10,000

Claim(s) between £10,000 & £50,000

Claim(s) between £50,000 & £250,000

Claim(s) in excess of £250,000

Insignificant error due to ineffective
training / competence

Minor error due to ineffective
training / competence

Significant error due to ineffective
training / competence

Serious error due to ineffective training
/ competence

Critical error due to insufficient
training / competence

Insignificant amount of staff not
completing their mandatory training

Minor amount of staff not
completing their mandatory
training

Significant amount of staff not
completing their mandatory training

Serious amount of staff not completing
their mandatory training

Critical amount of staff not
completing their mandatory training

Ongoing unsafe staffing level

Ongoing low staffing level reduces service quality

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

Uncertain delivery of key objective /
service due to lack of staff.

Non-delivery of key objective /
service due to lack of staff

Loss of key staff

Loss of several key staff

(Physical /
Psychological)
Property Loss or
Damage

Suspected homicide

Missing Data or Files
Complaints / Claims

Staffing Competence

Short term low staffing level temporarily reduces service quality
(< 1 day)
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LIKELIHOOD
Likelihood Rating is a matter of personal judgement; you must estimate what is reasonably going to happen by using the table below as a guide.

Likelihood

Descriptor

Score

Certain

This type of event will happen or certain to occur in the future, (and frequently)

5

High probability

This type of event may happen or there is a 50/50 chance of it happening again

4

Possible

This type of event may happen again, or it is possible for this event to happen (occasionally)

3

Unlikely

This type of event is unlikely occur or it is unlikely to happen again (remote chance)

2

Rare

Cannot believe this type of event will occur or happen again (in the foreseeable future)

1

RISK RATING = LIKELIHOOD X CONSEQUENCE
CONSEQUENCES
LIKELIHOOD

Insignificant
(1)

Minor
(2)

Moderate
(3)

Major
(4)

Catastrophic
(5)

5 Almost certain: Will undoubtedly happen

5

10

15

20

25

4 Likely: Will probably happen

4

8

12

16

20

3 Possible: Might happen occasionally

3

6

9

12

15

2 Unlikely: Do not expect it to happen

2

4

6

8

10

1 Rare: This will probably never happen

1

2

3

4

5

High Risks
Significant Risks
Moderate Risks
Low Risks
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Appendix 3
Example Risk – Level 4 (Strategic Risk Register)
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Appendix 4
Risk Glossary
Risk No

This is automatically generated from Ulysses

Initial Date of Risk

Date the risk assessment was carried out

Initial Risk Rating

The risk assessment score (using risk matrix) at the time the risk was inputted into Ulysses

Current Risk Rating

The risk assessment score (using risk matrix) at the time of the review with the existing controls in place

Target Risk Rating

The risk assessment score that you have appetite to reduce the risk to an accepted level (See risk appetite statement)

Executive Lead

The Trust Executive lead for the risk

Risk Manager

The individual who submitted and assessed the risk

Last Review Date

The date of the last review of the risk assessment

Next Review Date

The date the risk assessment will next be reviewed based on the frequency set i.e. Daily, Weekly, Monthly, Quarterly and Yearly.

Risk Details

The details of the risk. For example damage to property, violence, moving and handling and ligatures, to a failure of objectives,
financial issues, IT and project management.

Hazard

Description of the harm the hazard could cause if not controlled. It could be a significant issue / hazard from an infection control
audit, risk audit, an incident or SI, a complaint, an external agency visit, etc

Controls

Measures that you have in place at the time of writing the assessment. You cannot say controls existing if they cannot be
evidenced that they are in operation and effective.

Gaps in Controls

Controls missing or not adequate to reduce or manage risk level

Assurance
(Internal/External)

This is how you measure the impact of your controls
Internal – Staff and Patient Surveys / Clinical Audit / Sickness and Turnover rate
External – CQC Inspection / NHSI / Commissioner contract / Benchmarking

Gaps in Assurance

Where you identify inadequate assurance measures to measure controls.

Action Details:

Actions you believe are necessary to reduce the risk further.

Action Progress

Progress against the agreed mitigating actions, updated against the frequency set

Action Lead

The identified lead to deliver the mitigating actions

Target Date

The date by when the action will be achieved
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