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1 Introduction  

This document sets out the Trust’s Strategy for Risk Management for the next three years, with 

the aim of improving and embedding risk management processes across the organisation and 

in so doing: 

 To enable the Trust to anticipate and effectively manage risks to the delivery of safe, 

effective and responsive care; risks to the achievement of strategic objectives and risks 

to regulatory compliance; and 

 To support the effective implementation of the Trust’s Clinical and Quality strategies, and 

the enabling strategies (for example, the estates, workforce and financial strategies) 

which underpin them. 

It sets out the purpose of Risk Management within the Trust and the standards set for the 

process, agreed by the Executive and Clinical Leadership Committee and endorsed by the 

Board, together with the processes, tools, reporting and governance systems deployed to meet 

that purpose. Planned developments in these, over the life of the strategy, are also set out. 

This document also sets out the key duties of Board members, directors, senior managers, staff 

and particular groups and committees with respect to Risk Management and arrangements in 

place to provide training and support. 

Lastly this Strategy sets out high-level measures which will enable the Trust to assess, on an 

ongoing basis, whether the implementation of the Strategy is achieving its Risk Management 

Objectives, and procedures for monitoring compliance with the strategy. 

2 Purpose 

2.1 Strategy Objectives 

The Trust has the following risk management objectives: 

 To develop awareness and reporting of risks among all Trust staff. 

 To develop understanding of, and competence in, the anticipation, assessment and 

management of risks among all levels of management. 

 To develop an intuitive, easy to use risk management system which facilitates the ready 

capture, reporting and monitoring of the right information at the right time. 

 To support the early and effective identification and management of risks to the delivery 

of safe, effective and responsive patient care. 

 To obtain, and providing ongoing clarity to managers in all areas on the Trust’s risk 

appetite. 

 To ensure that risk management is integrated into the Trust’s systems for strategic and 

operational planning, decision-making, resource allocation, operational delivery and 

performance delivery.  
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 To develop and implement systems for environmental and horizon scanning and the 

identification of strategic risks. 

 To develop and embed robust governance of risk management through the Risk 

Management Committee and the Board (including the Board Sub-Committees). 

 To embed the Board Assurance Framework, including underpinning systems to maintain 

the framework and report assurance outcomes dynamically. 

 To support the development of joint working with stakeholders to manage shared risks in 

the local health economy. 

3 Scope 

This Strategy applies to the Trust Board and all Trust staff.  

4 Standards 

The Trust’s risk management process has been designed, and is being further developed, to 

meet the following standards: 

 We anticipate adverse events, which deflect us from our purpose / objectives. We do not 

wait until problems arise and fill in a risk register just to recognise them. 

 If we identify a potential risk, we decide whether it matters and, if so, we follow the risk 

management process. That means deciding if we can live with the risk or, if not, deciding 

to do something about it.  

 When we record risks, we are clear about the circumstances giving rise to an adverse 

outcome, how they could cause it, and how that outcome would impact on our core 

purpose or objectives.  

 Accountability for managing risks lies with the team or department with the responsibility, 

and ability, to influence the outcome of the risk and they should seek help when they 

need it. 

 We have clear levels of authority to manage risks and for escalation, whilst encouraging 

staff to be proactive and show initiative. 

 In deciding what to do, we are clear what will be done, when and by whom and what 

support, if any, they will need.  That means the Care Group or corporate function taking 

a collective view of the risk, including how far it can be mitigated and by when, at the 

point when the risk is added to the risk register. 

 We agree short-term actions (e.g. contingency plans / escalation measures) as well as 

long-term actions, to manage those risks where the preferred solution requires time to 

implement or is contingent on others e.g. on commissioner approval. 

 Action owners agree actions down to them and then deliver them or seek help if they 

cannot do so. 
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 Risk owners, relevant risk groups and the Risk Management Committee monitor and 

ensure follow through of action plans (within their spheres of responsibility) or escalate 

risks if they cannot do so. That means checking that actions have been implemented 

and – using data or audits, for example - that they are effective in practice.  

 We take time to look forwards and externally in order to anticipate significant risks arising 

from our external environment. 

 We use our understanding of risks to inform decision-making across the Trust’s decision-

making forums; we do not do risk management in isolation of them. 
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5 Risk Management Process 

5.1 Process overview 

The process diagram below covers the management of operational risks (comprising clinical, 

non-clinical and business risks). Blue boxes denote the core processes. Red boxes show the 

identification and escalation of risks to the Board from the parallel scrutiny of business through 

the corporate governance process. Any risks identified by Board sub-committees through the 

scrutiny process are reviewed, to determine whether they are already reflected in risk registers 

and referred to the relevant Care Group / corporate directorate for inclusion where not already 

covered.  
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The risk management process is designed to encourage identification and discussion of risks by 

all teams, and within management and governance meetings at all levels within the Trust. 

However, as outlined in Section 4, accountability for risk management lies with the directorate or 

Care Group (and ultimately with the team or individual) with responsibility, and ability, to most 

influence the outcome of that risk. Therefore risks are captured to the risk register, and 

monitored, by Care Group or directorate in line with the Trust’s management structure. Further 

information on types of risk and their identification is set out in Section 7 below. 

Cross cutting risks should be reviewed to ascertain if they can be disaggregated with the 

constituent risks allocated to individual teams. Where they cannot, the risks will be registered 

with the team or department most able to influence the outcome of the risk but actions may fall 

to staff in other departments. In such cases, the Head of the team or department involved 

retains overall ownership of, and accountability, for management of the risk. The Senior 

Associate Director of Assurance and Compliance will provide advice on the recording of cross-

cutting risks.  

Once identified, risks are assessed taking account of existing controls (resulting in a ‘current’ 

risk score) and, if outside of risk appetite, action plans are put in place to reduce the risk within 

acceptable levels. Each action will have an owner and a deadline. A ‘target’ risk assessment is 

also completed, showing the expected level of risk after actions have been completed and an 

overall target date – by which that position is expected to be reached – is set. Both risk 

assessments are completed using the 5 x 5 risk matrix set out below: 

  Likelihood  

Consequence  

score  
1  2  3  4  5  

  
Rare  Unlikely  Possible  Likely  

Almost 

certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 

Progress against targets is monitored by the relevant Care Group / directorate, taking account 

of the implementation of actions and other evidence (for example performance data, or the 

outcome of internal or clinical audits, or third party reviews) and any changes in external factors 

affecting the risk. Completed actions will be closed and, where these result in controls, the 

existing controls updated. Where further actions are necessary to ensure that the risk remains 

on track against target, these will be agreed, allocated, registered and monitored.  
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Risks outside of the Board’s risk appetite will be subject to a second level of review and 

monitoring by the Risk Management Committee.  

Planned developments during the life of this strategy: 

 Introduce an inherent risk assessment (before controls) for non-strategic risks (Assurance, 

Risk and Compliance) 

 Monitor good practice in risk management and make recommendations for development of 

the process to the Board and Risk Management Committee (Assurance, Risk and 

Compliance). 

 Commission periodic, independent assurance on the risk management process (Audit 

Committee)  

 Monitor and adapt the process in response to feedback from users and the results of 

periodic benchmarking and assurance work (Assurance, Risk and Compliance). 

5.2 Local identification, assessment and recording of risk  

Each Care Group and directorate is responsible for establishing a regular meeting (within their 

governance or management structures) where risk is discussed, including new risks identified 

and existing risks. Risks may be identified from a variety of sources (see Section 7) and may be 

presented for discussion and approval prior to being captured to the relevant risk register, or 

may already be captured to the relevant risk register for ratification at the meeting.  Meetings 

should not held at least bi-monthly, subject to unforeseen circumstances. 

Once captured risks will be assessed and monitored in line with the process noted in 5.1 above 

It is the responsibility of each Care Group / directorate to ensure that discussion covers: 

 New and emerging risks – all fields to be added to / ratified within the risk register; 

 Approval for closure of risks believed to be mitigated; 

 Review of existing risks to identify and capture any material changes since the previous 
meeting; 

 Progress on actions falling due, including agreeing remedial actions for any that are 
overdue; and 

 Agreement of revisions to any current or target risk scores, action owners, action deadlines 
and target dates. 

All such discussion should be recorded within the minutes of the relevant meeting. Once 

approved, the minutes should be submitted to the Risk Management Committee.  

In line with the standards set out in Section 4, all risks are managed by the team or individual 

with responsibility for, and most ability to, influence their outcome. Therefore all risks are 

captured in a local risk register and managed locally in the first instance. However, risks outside 

of the Board’s risk appetite are escalated as outlined in 5.3 below.  
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Planned developments during the life of this strategy: 

 Establish a programme of second-line review of risk registers, with feedback and coaching 

to each Care Group / directorate (Assurance, Risk and Compliance). 

 Review of minutes and periodic attendance of Care Group / directorate meetings to 

reinforce risk management standards and process (Assurance, Risk and Compliance). 

5.3 Escalation of risks to senior management and the Board 

Risks outside of the Board’s risk appetite are extracted from local risk registers and included 

within a ‘Corporate Risk Register’, which is reviewed at every meeting of the Risk Management 

Committee. The Committee satisfies itself as to: 

 The sufficiency of action plans to mitigate risks identified; 

 The reasonableness of target dates; 

 Progress in implementing actions and towards the target date. 

It is within the Committee’s remit to require additional actions to be taken, to recommend 

(subject to the delegation framework within the Trust’s Standing Financial Instructions) release 

of additional resources, and to require cross-department working to accelerate or strengthen 

mitigation plans where appropriate. 

At the time of drafting, the Trust is also establishing an escalation process within its new 

Performance Development and Delivery System, requiring any risks with ‘Amber scores’ 

following current risk assessment (and with a likelihood score of 3 or more) to be escalated to 

the relevant Executive Director - who will ensure the sufficiency of the action plan – and red 

risks to be escalated to the Chief Executive. 

The Board receives a quarterly report from the Senior Associate Director of Assurance and 

Compliance which summarises, for all risks with the Corporate Risk Register, the risk 

description, current and target scores and action plans. The same report also covers strategic 

risks as part of reporting on the Board Assurance Framework. See Section 5.4 below. 

Planned developments during the life of this strategy: 

 Implement and embed the annual review of the Board’s risk appetite and adapt the risk 

management process in response to changes in risk appetite (Assurance, Risk and 

Compliance) 

 Continue to develop reporting to the Board, with increased focus on progress against target 

dates, and in response to feedback from the Board (Assurance, Risk and Compliance). 

5.4 Identification, assessment, management and reporting of strategic risks 

The Senior Associate Director of Assurance and Compliance maintains an Assurance 

Framework on behalf of the Board, which covers the Trust’s principal strategic objectives and 

both inherent and actual risks to their achievement. Risks are identified and reviewed in 

quarterly meetings with Executive Directors, and assessed as outlined in 5.1. Current and target 
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scores, existing controls and action plans are also identified and captured in these quarterly 

meetings.  

Once identified and captured, risks continue to be monitored through the quarterly meetings 

until resolved within the Board’s risk appetite. This involves considering: the sufficiency of, and 

progress made in implementing, actions; any other evidence – such as performance data and or 

audit results; and any changes in external factors which would cause the risk to be reappraised. 

Discussions, and any changes agreed, are recorded by the Senior Associate Director of 

Assurance and Compliance in meeting notes.  

The Board itself provides second level review of, and challenge to, the management of the 

strategic risks included within the Board Assurance Framework. 

Planned developments during the life of this strategy: 

 Embed consideration of strategic risks within the business planning process, including 

horizon scanning (Assurance, Risk and Compliance and Commercial Directorate). 

 Introduce mid-year horizon scanning for senior managers and the Board to assist in 

identifying emerging risks (Assurance, Risk and Compliance). 

 Continue to develop reporting to the Board, with increased focus on progress against target 

dates, and in response to feedback from the Board (Assurance, Risk and Compliance). 

5.5 Safeguard Risk Management System 

The Trust uses an electronic Risk Management System – Safeguard – to maintain an 

organisation-wide risk register, comprising local registers for each Care Group and corporate 

directorate and the ‘corporate’ risk register which effectively extracts all risks outside the Board’s 

risk appetite. Safeguard comprises a number of modules, of which Risk Management is only 

one. Safeguard is accessible from the Trust’s intranet, to staff with allocated access, and has 

been set up to follow the risk management process outlined in 5.1 above. User guides have 

been issued to staff with specific risk management responsibilities within Care Groups and 

corporate directorates, which explain using screenshots how to capture and review risks and 

help prompts are included against key fields. 

A dedicated administrator is in place for the Safeguard system. 

Planned developments during the life of this strategy: 

 Maintain and adapt Safeguard in line with changes in the risk management process and 

user feedback (Assurance, Risk and Compliance). 

 Continuously improve Safeguard’s ability to support the process by introducing increased 

automation or tasks (Assurance, Risk and Compliance). 

5.6 Risk appetite – scope and authority to manage risk 

Currently the Board requires on all risks with ‘red scores’ – from the risk matrix in 5.1 above – to 

be escalated to the Risk Management Committee, and the Performance Development and 

Delivery Framework – currently being established – requires any risks with ‘amber scores’ and a 
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likelihood score of 3 or more to be escalated to Executive Directors. Within these tolerances, 

leaders of Care Groups and corporate directorates have the authority to manage risks in their 

areas. Where risks are escalated, it is still expected that they will be mitigated through local 

action as far as possible.  

The Board reviews its risk appetite annually, considering a variety of risk impacts: for example, 

reputational damage, regulatory breach; adverse patient outcomes; financial loss; failed 

innovation and / or failed service expansion. The outcomes of the review are fed back into the 

risk management process, effectively establishing tolerances for escalation of risk in line with 

5.3 above. This is a new process, and is ongoing at the time of drafting this Strategy. 

Planned developments during the life of this strategy: 

 Implement and embed the annual review of the Board’s risk appetite and adapt the risk 

management process in response to changes in risk appetite (Assurance, Risk and 

Compliance) 

6 Links to other processes 

6.1 Board Assurance Framework 

The Senior Associate Director of Assurance and Compliance maintains an Assurance 

Framework for the Trust on behalf the Board. The framework sets out the Trust’s principal 

business objectives, the principal risks to their achievement, controls in place and the means by 

which the Trust Board plans to receive assurance as the to the adequacy and effectiveness of 

those controls (for example, internal audits, performance metrics or third party assessments). 

Where there are gaps in sources of assurance i.e. where there is no or only limited assurance 

available in respect of particular controls, these are noted in the framework and remedial actions 

agreed. As the outcomes of assurance work become known, these are reported within the 

Assurance Framework along with any identified gaps in controls and the actions to remedy 

them.   

The risk register and Assurance Framework serve different purposes (with the exception of 

strategic risks – see 5.4 and below). The risk register is a tool to capture and assess actual, 

specific risks to the achievement of the Trust’s objectives and, most importantly, to plan and 

track the delivery of actions to reduce the likelihood or impact of those risks. It is a 

management tool, and supports the taking of action. The Assurance Framework is focused on 

the health of key controls rather than on the assessment of specific risks. It is primarily a 

governance tool, designed to help the Board know whether critical controls are actually working 

in practice. Where the results of assurance work point to gaps in control, or to new risks, the 

risks arising should be captured and managed through the risk register.  

For convenience, and because of the close overlap between principal business risks and 

strategic risks, the Trust also uses the Assurance Framework to capture, assess and track 

actions in respect of strategic risks as outlined in Section 5.4 above.  

The Assurance Framework is developed alongside the strategic plan submitted to Monitor (for 

2013/14 in May 2013; from 2014/15 potentially in March 2014). 
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6.2 Business Planning Process 

Risks are considered within the business planning process in two ways: 

 Firstly, as part of the assessment of the Trust / Care Group’s/ directorate’s current position 
(using tools such as SWOT / PESTLE / horizon scanning) 

 Secondly, once objectives have been set, risks to their delivery need to be identified, 
understood and captured to the risk registers where they require active management. 

Both the choice of objectives, and plans for their delivery, will be based upon a number of 

assumptions. There is generally a level of uncertainty associated with any planning assumption 

which should be tested and evaluated as to whether it gives rise to risks which need to be 

actively managed. 

At the time of drafting, links between the risk management and planning processes are informal, 

but these will be strengthened within the Integrated Business Planning Process for 2014/15 and 

beyond. 

Planned developments during the life of this strategy: 

 Introduce requirements to consider risk within the planning process and to assess risks to 

the achievement of objectives within annual plans (Commercial Directorate and Assurance, 

Risk and Compliance). 

6.3 Clinical risk management and patient safety 

The Trust has in place a number of processes for clinical risk management, including, but not 

limited to: incident reporting, investigation and management; complaints handling and 

investigation; clinical audit; assessment of compliance with NICE and other national guidelines 

and standards; monitoring of the implementation of patient safety alerts, and patient-level risk 

assessments. In addition, themes arising from complaints, claims, incidents and PALS cases, or 

across clusters of incidents are analysed. Where significant themes are identified, working 

groups are in place to further analyse the detail and establish appropriate action plans, such as 

the Falls Group.  

Risks identifying from the above, and other clinical risk management / patient safety activities, 

may affect specific teams and services and may be resolved through prompt local action. 

However, where they cannot be resolved promptly, they should be captured to the relevant risk 

register(s) and managed through the risk management process.  

Incidents in themselves are not risks. However, where the circumstances giving rise to the 

incident persist, and could cause further occurrences (identified, for example, through Root 

Cause Analysis or the analysis of themes and trends in incidents and complaints), the risk 

should be recognised, captured to the relevant risk register and managed through the risk 

management process. 

Planned developments during the life of this strategy: 

 Work with those involved in clinical risk management / patient safety to improve linkages to 
the risk management process (Assurance, Risk and Compliance). 
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6.4 Non-clinical risk management, including health and safety 

The Trust operates a range of non-clinical risk management procedures resulting in risk 

assessments and action plans, covering, for example: health and safety, violence and 

aggression, security and CAS alerts. In many cases, hazards and other matters identified from 

risk assessments can be dealt with promptly and by the local e.g. ward-based team. However, 

where they cannot be resolved promptly, risks should be captured to the relevant risk register 

and managed through the risk management process. Similarly, themes arising from this work 

are reviewed through particular forums, such as the Health and Safety Committee and risks 

identified from the analysis of themes should also be captured to the relevant risk register and 

managed through the risk management process.  

Planned developments during the life of this strategy: 

 Work with those involved in non - clinical risk management / patient safety to improve 
linkages to the risk management process (Assurance, Risk and Compliance). 

6.5 Operational performance development and delivery system 

The performance development and delivery system involves the allocation of goals or objectives 

to each Care Group (for example, objectives agreed as part of the annual quality account 

process or regulatory compliance objectives) and requires that Care Groups monitor the level of 

risk to their achievement. Risks need to be identified, assessed and captured in line with the 

process outlined in Section 5.1 above and escalation thresholds are in place as follows: 

 Risks with ‘green’ or ‘yellow’ scores – remain within the Care Group’s control 

 Risks with ‘amber’ scores – remain within the Care Group’s control if the likelihood score is 
less than 3. If it is 3 or more, the risk needs to be escalated to the relevant Executive 
Director who will satisfy themselves as to the action being taken or seek further action 
where necessary. 

 Risks with ‘red’ scores – need to be escalated by the Executive Director to the Chief 
Executive. 

6.6 Decision-making and resource allocation 

The Trust has established governance processes for decision-making with respect to revenue 

and capital investments. The contribution of particular initiatives to the mitigation of risks 

included in the risk register should be recognised in the decision-making criteria for capital and 

revenue allocation (weighted accordingly alongside other criteria).  

Business case guidance requires identification and analysis of risks to the realisation of 

benefits, and to the costs and timely delivery of the proposed change. However, this process 

can be strengthened. For approved business cases, risks identified at the business case stage, 

with the potential to impact at an organsiational level should be captured to the relevant risk 

register and managed through the risk management process. The same applies to projects 

initiated as a result of business cases. Individual project and programme risk registers will be 

maintained, but risks with the potential to impact at the organisational level should be captured 

to the relevant risk register and managed through the risk management process.  
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Planned developments during the life of this strategy: 

 Work with the Chairs of the Operational and Capital Planning Groups to strengthen 

consideration of risk in business cases and decision-making and raise awareness of when 

to register risks (Assurance, Risk and Compliance). 

 Work with Health Informatics, Capital and Service Transformation to strengthen links 

between programme and project management arrangements and the risk management 

process (Assurance, Risk and Compliance).  

 

6.7 Annual Governance Statement 

The Trust is required to include an Annual Governance Statement within its annual report which 

outlines the risk management system within the Trust, and the results of the annual review of its 

effectiveness. The statement is signed off by the Chief Executive as the Trust’s Accounting 

Officer and is informed by the work of the Board, the Risk Management Committee and the 

results of assurance work completed by Internal Audit and third parties.  

7 Risk categories and their assessment 

7.1 Strategic risk 

Strategic risks are those risks which could deflect the Trust from achieving its core purpose and 

/ or meeting the objectives set out within its Quality, Clinical and Enabling Strategies. They can 

be internally focused – for example, those arising from gaps in the resources, capacity, 

capability, knowledge or skills, needed to meet objectives – or externally focused, for example 

risks arising from the actions of regulators, competitors, governors or commissioners. Strategic 

risks are identified and assessed as outlined in Section 5.4 and, in future, will also be identified 

through the strategic and annual planning processes and mid-year horizon scanning.  

Once identified, strategic risks are assessed in line with the process outlined in 5.1, by the 

relevant Executive Director in discussion with the Senior Associate Director of Assurance and 

Compliance, and included in the Board Assurance Framework. Evidence of the assessment is 

retained in notes of meetings between the Executive Director and the Senior Associate Director 

of Assurance and Compliance.  

7.2 Clinical risk 

Clinical risks are those risks which relate directly to the delivery of patient care. Risks can be 

identified from a variety of systems and processes, as outlined in Section 6.3 above, from other 

monitoring processes (for example, management audits – including live records checks), from 

the observations of staff and management and from scrutiny of trends and performance by 

Board Sub-Committees and their sub-groups. In many cases, they will be identified through 

triangulation of information, or reflection on trends and themes, by clinical leaders in a variety of 

meeting forums. Risks identified are captured to the relevant risk register and assessed in line 

with the process outlined in 5.1, and evidence of their identification and assessment may take 

the form of minutes of meetings at which they have been discussed.  
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Risk assessments are also performed at patient level – for example, falls risk assessments – 

with the results and actions taken recorded within the patient’s notes.  

7.3 Non-clinical risk 

Non-clinical risks are those risks which relate indirectly to the delivery of patient care, in 

particular to the environment in which care is delivered, and to the safety and security of staff. 

Risks can be identified from a variety of systems and processes, as outlined in Section 6.4 

above, from other monitoring processes (for example, management audits), from the 

observations of staff and management and from scrutiny of trends and performance by Board 

Sub-Committees and their sub-groups. In many cases, they will be identified through 

triangulation of information, or reflection on trends and themes, by non-clinical risk professionals 

in a variety of meeting forums. Risks identified are captured to the relevant risk register and 

assessed in line with the process outlined in 5.1, and evidence of their identification and 

assessment may take the form of minutes of meetings at which they have been discussed.  

7.4 Business risk 

‘Business risk’ is essentially an umbrella term to capture any other operational risk. Such risks 

will generally concern the enabling activities that support the delivery of patient care including: 

finance, informatics, information, workforce and personnel, commercial activity and 

procurement. Business risks are identified from a variety of sources, including scrutiny of 

performance information and monitoring of the achievement of planned objectives, within 

corporate directorate management team meetings. In many cases, they will be identified 

through reflection on trends and themes, and emerging risks, by professionals in each business 

area. Risks identified are captured to the relevant risk register and assessed in line with the 

process outlined in 5.1, and evidence of their identification and assessment may take the form 

of minutes of meetings at which they have been discussed.  

Planned developments during the life of this strategy: 

 Support Care Groups and Corporate Directorates in understanding and applying the above 

risk categories (Assurance, Risk and Compliance). 

8 Duties 

The following sections detail the responsibilities of specific individuals and committees / groups. 

8.1 The Board 

The Board is responsible for setting the Trust’s overall risk appetite, for ensuring that the risk 

management process meets its needs and for seeking assurance that significant risks to the 

achievement of the Trust’s core purpose and objectives are being managed within risk appetite. 

The Board is responsible for approving the remit of the Risk Management Committee (see 8.2 

below) and the Board Sub-Committees (see 8.3 below). 
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8.2 Risk Management Committee 

The Risk Management Committee comprises the Trust’s Executive Directors, and is attended 

by Clinical Directors and designated Associate Directors. It is responsible for overseeing the 

operation of the Trust’s risk management process on behalf of the Board. In line with its terms of 

reference the Committee’s duties are: 

 To monitor the completeness and validity of the Trust’s organisation-wide risk register, 

including risks from all areas; 

 To receive and review the risk registers for corporate directorates and Care Groups; 

 To advise and assist the corporate directorates and Care Groups, as required, when risks 

are identified; 

 To monitor on behalf of, and present to the Trust Board, the significant (red rated) risks 

identified within risk registers for each corporate directorate / clinical care group including 

prioritization and action planning; and 

 To monitor the progress of action plans to mitigate significant risks in the organisation-wide 

risk register. 

In practice, the Committee escalates significant risks through the provision of an escalation 

report and draft minutes to the following Board meeting, with a detailed summary of the red risks 

included in the quarterly Assurance and Risk Report to the Board from the Senior Associate 

Director of Assurance and Compliance.  

8.3 Audit Committee 

In line with its terms of reference, the Audit Committee is responsible for seeking assurance with 

respect to the adequacy and effectiveness of the Trust’s risk management process, including 

commissioning independent reviews of the process by the Trust’s internal auditors and / or third 

parties. 

The Chair of the Risk Management Committee periodically attends the Audit Committee to 

provide an update on the work of the Committee, together with management assurance on its 

operation. 

8.4 Other Board Sub-Committees  

The two functional Board Sub-Committees – the Quality and Healthcare Governance 

Committee and the Planning and Workforce Committee – are responsible for seeking assurance 

on the implementation of strategies and the management of significant risks on behalf of the 

Board. Assurance is sought through scrutiny and challenge of management reports, 

performance data and, where relevant, third party reports. Each Committee periodically receives 

a sub-set of the Board Assurance Framework setting out the principal inherent and actual risks 

within their remits. 

Each Board Sub-Committee escalates the significant risks identified from discussion at each 

meeting, to the Board, through formal escalation reports. These are submitted to the Board 

meeting following the relevant Board Sub-Committee meeting, together with the draft or agreed 

minutes of the meeting. Where risks are identified which are not captured in risk registers then, 

as outlined in Section 5.1, the Board Sub-Committees can require the relevant Care Group or 
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corporate directorate to assess the risk and, where it is unresolved, include it within their risk 

register. 

8.5 Care Group Governance Committees and Directorate Management Teams 

Each Care Group has a designated forum, within its governance structure, where risks are 

discussed. These Committees are responsible for: 

 Reviewing the risk profile of the Care Group and identifying new and emerging risks, and 
any existing risks which have changed materially since the date of the last review; 

 Approving or ratifying the addition of new risks to the risk register – or changes to existing 
risks - and ensuring the validity of the risk assessment and sufficiency of proposed 
actions; 

 Monitoring the implementation of agreed actions; and 

 Approving or ratifying the closure of risks considered to be mitigated. 

Each Care Group is also responsible for establishing procedures to ensure that risks identified 

within specialty directorates and teams are communicated to the relevant Committee, or to 

those individuals with designated responsibility for risk management, so that they can be 

considered for inclusion with the Care Group risk register. 

Each Corporate Directorate is responsible for meeting the above requirements either within their 

Directorate Management Team meetings or through an alternative management committee.  

8.6 Chief Executive 

As the Trust’s Accounting Officer, the Chief Executive is responsible for the content and sign off 

of the Annual Governance Statement. As such, the Chief Executive has overall responsibility for 

the implementation of an adequate and effective risk management system within the Trust. 

The Chief Executive chairs the Risk Management Committee. 

8.7 Executive Directors 

Executive Directors are responsible for the implementation of the risk management process, in 

line with the agreed risk management standards (Section 4) in their directorates. They are also 

responsible for reporting significant risk within their areas of responsibility to the Board and its 

Sub-Committees and – as requested by these – providing further information and assurance on 

the management of those risks.  

8.8 Senior Associate Director of Assurance and Compliance 

The Senior Associate Director of Assurance and Compliance is responsible for maintaining and 

enhancing the risk management process in line with the Trust’s evolving needs over the life of 

this strategy. This will include keeping abreast of good practice, and responding to the 

recommendations of regulators, internal auditors and third parties. 

The Senior Associate Director of Assurance and Compliance is responsible for supporting Care 

Groups and Directorates in implementing the risk management process, through review of risk 



Risk Management Strategy 

Version 9  Corporate/STRAT/0001 Page 21 of 36 

registers, challenge and coaching. In addition, they will commission or perform work to 

periodically validate entries in risk registers on a sample basis.  

In addition, the Senior Associate Director of Assurance and Compliance is responsible for 

providing: 

 Quarterly Assurance and Risk reports to the Board, which summarise the status of both the 

risks and actions for those risks outside of the Trust’s risk appetite and the salient 

information in the Trust’s Assurance Framework; 

 Expert advice and support to the Board on risk matters and to the Risk Management 

Committee and Board Sub-Committees; and 

 Annual risk management awareness training to the Board and senior managers. 

8.9 Associate Chief Operating Officers and Associate Directors 

Associate Chief Operating Officers and Associate Directors are responsible for implementing 

the risk management process within their areas of responsibility, including ensuring that: risks 

are identified, assessed and captured to the risk registers where unresolved; that a target risk 

position, and target date are agreed for each risk, together with actions to achieve the target 

position; that progress in implementing actions and the status of each risk is regularly reviewed 

and that actions are monitored against their deadlines. 

Associate Chief Operating Officers and Associate Directors are also responsible for ensuring, 

with support from the Senior Associate Director of Assurance and Compliance, that their staff 

have an awareness of risk and have received training and coaching as required to perform their 

responsibility. 

Associate Chief Operating Officers and Associate Directors are also responsible for ensuring 

that discussions on risk registers take place within appropriate governance / management 

meetings and that such discussions are recorded in sufficient detail to allow the reader to 

understand the changes made to the risk register (e.g. risks added or closed, changes to risk 

scores, and updates to actions) and the rationale for them.  

8.10 Care Group and Corporate Directorate Governance Leads / Risk Leads 

Care Group Governance Leads / Risk Leads are responsible for the detailed maintenance of 

risk registers in their areas, ensuring that risk registers are kept up to date and are available to 

the Risk Management Committee on time. 

8.11 All Staff Members / Line Managers 

All staff members are required to have an awareness of risk in performing their day to day 

duties, and to report situations which they consider present risk to their line manager.  

Line managers are also required to be risk aware and to review potential risks highlighted by 

staff and, where they consider risk to be present, escalating them for assessment and, as 

necessary, inclusion in Care Group / Corporate Directorate risk registers.  
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9 Training and support 

9.1 Senior Managers 

Formal training in risk awareness, and the risk management process, will be provided to all 

Board Members, Executives and Clinical Leaders, and Risk Management Committee members 

annually by the Senior Associate Director of Assurance and Compliance, as part of the 

Essential Training programme.   

Attendance at Essential Training is recorded by People and Organisational Development 

(P&OD) and entered onto the Trust Training Management System, OLM. Monitoring of non-

attendance will be in line with the Training Needs Analysis, Monitoring, Evaluation Policy and 

carried out by P&OD. Please refer to this policy for detailed information.  

9.2 Care Groups and Corporate Directorates 

Coaching and support will be provided to staff in Care Groups and Corporate Directorates, by 

Assurance, Risk and Compliance, through: 

 Review and feedback on their risk registers (see Section 11) 

 Periodic attendance at meetings to discuss risk, and provision of feedback (see Section 
5). 

 Ad hoc further support on request. 

Comprehensive guidance in the use of the Safeguard System and the risk management 

process will also be made available to Care Groups, initially via email and eventually via the 

intranet site. 

Planned developments during the life of this strategy: 

 Develop a new ‘risk management’ site on StaffNet making all guidance easily accessible to 

staff. (Assurance, Risk and Compliance). 

10 Success measures and tracking 

Key Performance Indicators used to monitor the success of this strategy will comprise the 

following.  

 Percentage of registered risks with target positions in line with risk appetite. 

 Percentage of registered risks meeting their target position by the target date. 

 Risk Awareness and Risk Management Culture Staff Survey (baseline survey, Quarter 4, 
2013/14). 

 Results of third party assessments, including Internal Audit assessments. 

 Improved organisational learning evidenced through a reduction in the number of basis, 
operational risks and reductions in incidents / claims of a similar type. 
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 Reduction in objectives scored as ‘red’, within the Board Assurance Framework, to amber 
in 2014/15 and yellow in 2015/16. 

 Reduction in risks discussed at Board with no prior risk reporting (surprises). 

 Percentage of risk management actions implemented within their deadlines.  

Baseline information will be collected in quarter 4 of 2013/14, following approval of this strategy, 

following which trajectories will be agreed with Risk Management Committee and formal 

reporting will commence from 1 April 2014. 

Planned developments during the life of this strategy: 

 Implement the above KPI monitoring regime (Assurance, Risk and Compliance). 

11 Monitoring  

11.1 Compliance and Effectiveness Monitoring Table 

Monitoring Criterion  Response  

Who will perform the 

monitoring?  

Senior Associate Director of Assurance and Compliance 

(supported by Internal Audit and Trust Secretary). 

What are you monitoring?  1. Maintenance of risk registers by each Care Group / 
corporate directorate in line with the process set 
out in 5.1. 

2. Discussion of risks in meetings in line with the 
requirements of 5.2. 

3. Submission of risk registers and minutes to the 
Risk Management Committee in line with 5.2. 

4. Escalation of risks to the Risk Management 
Committee in line with the requirements of 5.3. 

5. Implementation of actions within this Strategy. 

6. Attendance at Risk Management Committee 

When will the monitoring 

be performed?  

1-4:  Bi-monthly in line with Risk Management 
Committee reporting timescales. 

5 (and independent view on 1-4). Annual. 

6. Annual. 

How are you going to 

monitor?  

1-4:  Review of all risk registers and minutes, including 
checking of submission against expected 
timescales, prior to each Risk Management 
Committee meeting. 

5: Inspection of evidence of implementation by 
Internal Audit. 

6. Annual attendance audit by Trust Secretary. 
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Monitoring Criterion  Response  

What will happen if any 

shortfalls are identified?  

Shortfalls to be reported to Risk Management Committee 

and actions agreed (and minuted) to address them.  

Where will the results of 

the monitoring be 

reported?  

Monitoring reports will be presented to the Risk 

Management Committee.  

How will the resulting 

action plan be progressed 

and monitored?  

Any resulting action plans will be managed by the Risk 

Management Committee  

How will learning take 

place?  

Through the Risk Management Committee.  

12 Glossary of Terms 

This policy uses the following terms: 

Risk 

The genuine possibility that an adverse event could occur 

that will impact on the Trust’s ability to achieve its purpose 

and / or objectives. 

Risk appetite 

The amount of risk which the Trust is willing to accept. This 

is expressed with reference to the risk matrix under 5.1; for 

example, the Trust is not willing to accept risks with scores of 

X or above or risks scored in the red zone. 

Risk management 
The process of identifying, assessing and mitigating (through 

planning and implementing actions) risks. 

Risk assessment 

Determining how far the risk is likely to occur, and 

understanding the impacts on the organisation if the risk 

arises together with their severity. This is carried out using 

the 5 x 5 risk matrix in Section 5.1. 

Risk register 

A table contained within the Safeguard risk module which 

shows risks, assessments, controls, grading, mitigation, 

progress, actions plans and review. The risk module shows 

the risk portfolio of the whole organisation or selected groups 

or departments.  

Assurance Framework As outlined in Section 6.1. 



Risk Management Strategy 

Version 9  Corporate/STRAT/0001 Page 25 of 36 

13 References 

This Strategy refers to the following legislation and guidance including national and international 

standards: 

 Department of Health publications: Assurance: The Board Agenda (2002); 

Governing the NHS: A guide for NHS Boards (2003) and the Integrated Governance 

Handbook (2006). 

 NHSLA Risk Management Standards 

 NPSA Risk Matrix 

 Care Quality Commission Essential Standards of Quality and Safety 

 Monitor’s Risk Assessment Framework 

 Monitor’s guidance on Quality Governance 

 Monitor’s Code of Governance for NHS Foundation Trusts 

 Related Monitor guidance. 

14 Associated Documentation 

 Risk Management Operational Policy 

 Risk Register Procedure 

 ‘Using Risk Registers Well’ (Guide on use of risk registers in Safeguard) 

 A4 Guide Sheet to reviewing risks 

 Help prompts and guidance built into Safeguard (indicated by circles with question 
marks). 

15 Appendices 

 Appendix 1 - Risk Management Committee Terms of Reference. 

 Appendix 2 - Equality Impact Assessment 
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APPENDIX 1 – Risk Management Committee Terms of 
Reference 

 
1. Constitution 
 

1.1. The County Durham and Darlington NHS Foundation Trust Board of Directors’ Risk 

Management Committee (the “Committee”) is formally constituted under paragraph 5.9 

of Standing Orders for the Practice and Procedure of the Board of Directors (“Trust 

Board”). 

 
2. Delegated Powers 
 

2.1. Under Standing Orders paragraph 4.3, the Trust Board has delegated powers to be 

exercised by the Committee. 

 

2.2. Board committees exist to support the Trust Board in fulfilling its responsibilities for 

corporate and clinical governance. 

 

2.3. The primary role of each committee is to give assurance to the Trust Board for its 

individual remit. 

 

2.4. The Committee must satisfy itself that: 

 

2.4.1. Risks are being identified and appropriately assessed;  

  

2.4.2. Controls are either in place or being put in place;  

 

2.4.3. Residual risks are regularly reviewed by the Committee and actions plans are 

in place and being implemented;  

 

2.4.4. An appropriate level of assurance is being sought on controls for its significant 

risks, to support the requirements for the Annual Governance Statement. 

  

2.5. The main purpose of the Committee is to exercise on behalf of the Trust Board the 

functions delegated to it in relation to risk management within the Trust. The Committee 

has delegation on behalf of the Board to make decisions on the management of 

individual risks within the Board’s risk appetite. 

 

2.6. All Board committees and their respective subcommittees will:  

 

2.6.1. Be responsible for a work programme determined by the Board on an annual 

basis in accordance with strategic objectives and the annual plan.  

 

2.6.2. Have delegated authority to review progress and take decisions within a 

framework approved by the Board and linked firmly to the annual business 

cycle; 
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2.6.3. Ensure that Terms of Reference recognise key inter-relationships to ensure 

focus and minimise duplication. 

 

3. The Committee’s Duties and Objectives are outlined as: 

 

3.1. To monitor the completeness and validity of the Trust’s organisation-wide risk register 

including risks from all areas, reporting directly to the Trust Board. 

 

3.2. To receive and review the corporate directorates and clinical care group risk registers 

and risk assessments. 

 

3.3. To advise and assist the corporate directorates and clinical care groups, as required, 

when risks are identified.  

 

3.4. To monitor on behalf of and present to the Trust Board the significant (red rated) risks 

identified by the corporate directorates and clinical care groups for prioritisation and 

action planning. 

 

3.5. To monitor the progress of action plans to mitigate significant risks in the organisation-

wide risk register. 

 

4. Committee Chair and Membership  

 

4.1. In accordance with Schedule 7 of the National Health Service Act 2006, only 

members of the Trust Board may be noted as members of a Board subcommittee 

and be permitted to cast votes in relation to the business of such a subcommittee.   

 

4.2. The Committee Chair will be: 

 

 Chief Executive 

 

4.3. In addition to the Committee Chair, the Committee members will consist of:  

 

 Executive Director – Finance; 

 Executive Director – Commercial;  

 Executive Medical Director; and 

 Executive Director – Nursing. 

 

4.4. The following officers to be in attendance: 

 

 Executive Director – Human Resources; 

 Executive Director – Estates & Facilities; 

 Associate Director – Health & Wellbeing; 

 Clinical Care Groups’ Group Clinical Directors; 

 Clinical Care Groups’ Associate Chief Operating Officers; 

 Clinical Care Groups’ Clinical Directors; 

 Senior Associate Director of Assurance and Compliance  

 Associate Director of Operations and Performance; and 
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 Associate Director of Information Services. 

 

5. Attendance and Non Attendance at meetings by Committee members 

 

5.1. In the event that the Committee Chairman is absent from a meeting, or any part of a 

meeting, the Committee will be chaired by another Director who is a member of the 

Committee. 

 

5.2. In the event that a Committee member is unable to attend a meeting, or any part of a 

meeting, the member may send a deputy to represent them.  However, under 

Schedule 7 of the National Health Service Act 2006, any such deputy can only be 

counted as “in attendance” and may not vote on the member’s behalf unless the 

deputy themselves is also a member of the Trust Board. 

 

5.3. The members of the Committee must attend a minimum of four out of six meetings 

throughout the financial year, unless the Trust Board are satisfied that:  

 

5.3.1. such absence was due to a reasonable cause; and  

 

5.3.2. the member will be able to attend meetings within such time as the Trust 

Board considers reasonable. 

 
5.4. The attendance of the Committee is to be reported to the Trust Board on a minimum 

of an annual basis.  

 

6. Attendance at meetings by non-Committee members 

 

6.1. The Committee Chair may invite non-Committee members to attend as required. 

 

6.2. Support will be provided to the Committee by the Trust Secretariat office and/or the 

Trust Secretary’s delegated officers.  

 

7. Committee Quorum  

 

7.1. The quorum is three Committee members (see Section 4).  The Committee Chair will 

count towards the quorum. 

 

8. Voting  

 

8.1. Decisions of the meeting will require to be approved by a majority of members (see 

Section 4). The Chair, or the member who is chairing the meeting in the Chair’s 

absence, will have a second or casting vote in the event of a tied vote.   

9. Frequency of Committee Meetings  

 

9.1. The Committee will meet a minimum of six times a year.  
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10. Subcommittees  

 

10.1. The Risk Management Committee has no specifically formed subcommittees.  

However, the following corporate directorates and clinical care groups are responsible 

for ensuring risk is assessed and reviewed within their respective directorate/care 

group management meeting and/or local risk register group meeting and are to 

provide their local risk registers and evidence of their reviews (see paragraphs 10.2 

and 10.3 below) to the Risk Management Committee: 

 

Corporate Directorates: 

 Commercial Services 

 Estates and Facilities 

 Finance 

 Human Resources and Organisation Development 

 Medical 

 Nursing 

 Operations and Performance 

 Information Services 

 Assurance, Risk and Compliance 

 

Clinical Care Groups: 

 Acute and Long Term Care 

 Care Closer to Home 

 Surgery and Diagnostics  

 

10.2. The Executive Directors and Group Clinical Directors for the corporate directorates 

and clinical care groups outlined in paragraph 10.1, are responsible for ensuring that 

meetings where risk is assessed and reviewed for their respective directorate/clinical 

care group are minuted in accordance with Trust protocols and thereafter provide the 

Risk Management Committee with their agreed minutes (or an extract of their 

directorate/clinical care group meeting where the agreed minute relates to risk).  Such 

minutes should be provided at the next meeting of Risk Management Committee 

following agreement of the minutes by the respective committee.  Any such minutes 

should be clearly noted as “agreed” as a full and final record of the meeting. 

 

10.3. The Executive Directors and Group Clinical Directors for the corporate directorates 

and clinical care groups outlined in paragraph 10.1, are responsible for providing their 

respective corporate directorate/clinical care group risk registers to the Risk 

Management Committee for review. 

 

10.4. The Associate Directors and Clinical Leads for the corporate directorates and clinical 

care groups outlined in paragraph 10.1 will attend the Risk Management Committee 

(where not already standing members or attendees of the Committee) as and when 

requested to do so by the Committee and/or the Trust Board. 
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11. Accountability and Reporting Arrangements 

 

11.1. The Committee Chairman will be accountable for reporting to the Trust Board and 

ensuring that the Committee delivers its objectives and its responsibilities for 

assurance. 

 

11.2. The Committee Chair will submit a report on an annual basis on behalf of the 

Committee to the Trust Board which demonstrates the Committee’s compliance for 

the year with the objectives set out within its terms of reference and any subsequent 

objectives. 

 

11.3. The Committee Chair will ensure their Committee meetings are minuted in 

accordance with Trust protocols and provide the Trust Board with their agreed 

minutes at the next Board meeting following agreement of the minutes by the 

Committee members.  Any such minutes should be clearly noted as “agreed” by the 

Committee as a full and final record of their meeting.  

 

11.4. Following each and every meeting of the Committee, the Committee Chair will 

provide an Escalation Report for review by the Trust Board outlining any activities, 

findings, risks or other such issues of note which require disclosure, executive or 

Trust Board review and/or action by the Trust executive(s) and/or Trust Board.   

 

11.5. Where the minutes of the Committee have been drafted but not yet agreed, then the 

draft minutes will be submitted to the next meeting of the Trust Board as part of the 

Escalation Report (as outlined in paragraph 11.4).  Any such draft minutes should be 

noted as “draft” for information only and not be recorded as a full and final record of 

the Committee meeting. 

 

11.6. Where the minutes of the Committee’s subcommittees (as outlined in section 10) 

have been received by the Committee and activities, findings, risks or other such 

issues have been noted as requiring disclosure, executive or Trust Board review 

and/or action by the Trust executive(s) and/or Trust Board, then these should also be 

referred to in the Committee’s Escalation Report to the Trust Board (as outlined in 

paragraph 11.4)          

 

12. Review of Terms of Reference  

 

12.1. The Committee’s Terms of Reference will be reviewed annually by the Committee 

and thereafter presented to the Trust Board for final approval.  

 

12.2. To ensure appropriate compliance, the Committee is to seek advice from the Trust 

Secretary in relation to any review and/or any proposed changes of its Terms of 

Reference.  
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13. Monitoring Compliance 

 

13.1. In accordance with Section 11, through receipt of the Committee minutes, Escalation 

Reports and the Committee Annual Report to the Board, the Trust Board will monitor 

the Committee’s compliance against its objectives. 

 

13.2. In accordance with Section 12, the Trust Secretary will monitor compliance of the 

Committee’s terms of reference against any statutory or other such regulatory 

requirements and will report any non-compliance issues to the Trust Board and/or the 

Committee as appropriate. 

 

13.3. The Committee will monitor its compliance with its Terms of Reference and objectives 

as outlined in the Committee Monitoring Table attached (Appendix A).  

 

Date ToR Implemented:  July 2012 

Date ToR Revised:  Agreed by the Committee – 7 November 2013 

    Agreed by Trust Board – 18 December 2013 (scheduled) 

Date ToR to be reviewed: November 2014 
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APPENDIX 2- Equality Analysis / Impact Assessment 

 
               

       Full Assessment Form          v2/2011 

 

 

 

Division/Department:  
 

Assurance, Risk and Compliance 

 
  

Title of policy, procedure, decision,  
project, function or service: 

 
Risk Management Strategy 

   

Lead person responsible: 
 

 Senior Associate Director of Assurance 
and Compliance 

   

People involved with completing  
this: 
 
 

 As above 

 
 

Type of policy, procedure, decision, project, function or service: 
 
  Existing    
 
  New/proposed   

 
  Changed    
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       Step 1 – Scoping your analysis         

 
 

What is the aim of your policy, procedure, project, decision, function or service 
and how does it relate to equality? 
 

To embed effective procedures for proactive identification and effective mitigation of 
risks 
 

 
Who is the policy, procedure, project, decision, function or service going to 
benefit and how? 
 

The Trust, it’s staff, patients (and their relatives and carers), commissioners, partners 
and wider stakeholders -  through the better management of risk 
 

 
What outcomes do you want to achieve? 
 

Fewer risks being entered into or persisting beyond the Trust’s risk appetite. 
 

 
What barriers are there to achieving these outcomes? 
 

- Non-compliance with the risk management process 
- Lack of understanding of / awareness of the process among staff and 

managers. 
 

 
How will you put your policy, procedure, project, decision, function or service 
into practice? 
 

Highlight the new policy via Trust Bulletins and Essential Training (for senior 
managers) 
 

 
Does this policy link, align or conflict with any other policy, procedure, project, 
decision, function or service?  
 

Links with the Risk Management Operational Policy and Risk Register Procedure 
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Step 2 – Collecting your information    

 

 

What existing information / data do you have? 
 

Risk registers 
Incidents 
Minutes of risk discussions 
Third party and internal audit reviews of the process 

 
Who have you consulted with? 
 

ECL 
Risk Management Committee 

 
What are the gaps and how do you plan to collect what is missing?  
 

None. 
 

 
 

 

               

       Step 3 – What is the impact?    

 
 

Using the information from Step 2 explain if there is an impact or potential for 
impact on staff or people in the community with characteristics protected under 
the Equality Act 2010?  
 
Ethnicity or Race 
 

No 

 
Sex/Gender  
 

No 

 
Age 
 

No 

 
Disability 
 

No 

 
Religion or Belief 
 

No 
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Sexual Orientation 
 

No 

 
 
Marriage and Civil Partnership 
 

No 

Pregnancy and Maternity 
 

No 

 
Gender Reassignment 
 

No 

 

Other socially excluded groups or communities e.g. rural community, socially 
excluded, carers, areas of deprivation, low literacy skills 
 

No 

 
 

               

       Step 4 – What are the differences?       

 

 
Are any groups affected in a different way to others as a result of the policy, 
procedure, project, decision, function or service? 
 

Not applicable. 

 
Does your policy, procedure, project, decision, function or service discriminate 
against anyone with characteristics protected under the Equality Act? 
 
  No   
 
If yes, explain the justification for this.  If it cannot be justified, how are you going 
to change it to remove or mitigate the affect? 
 

Not applicable. 
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       Step 5 – Make a decision based on steps 2 - 4  

 
 
 

If you are in a position to introduce the policy, procedure, project, decision, 
function or service? Clearly show how this has been decided. 
 

Approved by Risk Management Committee 

 
If you are in a position to introduce the policy, procedure, project, decision, 
function or service, but still have information to collect, changes to make or 
actions to complete to ensure all people affected have been covered please list: 
 

Not applicable. 

 
 
 
 
How are you going to monitor this policy, procedure, project or service, how 
often and who will be responsible? 
 

Review of Policy to be carried out three yearly.  
 
See monitoring table with the document 
 

 


