	West Suffolk Hospitals NHS Trust
	Policy and Strategy for Risk Management



	
	Document ref. no: PP(04)093

	Policy and Strategy for Risk Management


	For use in:
	All areas of WSHT

	For use by:
	All trust staff 

	For use for:
	Management of all areas of risk to the Trust

	Document owner:
	Organisational Risk Committee

	Status:
	Approved


Contents

	1. Purpose of the document

2. Aims

3. Definitions

4. Background

5. Objectives and key performance indicators

6. The Trust’s approach to risk management

6.1 Risk identification mechanisms

6.2 Risk management options

6.3 Level of acceptance of risk

6.4 Risk prioritisation and the risk register

6.5 Board subcommittees

6.6 Responsibilities table and lead advisors

7. Rationale for main recommendations

8. Development of strategy

Appendices

Appendix A: Audit subcommittee – terms of reference and operational policy

Appendix B: Organisational Risk subcommittee – terms of reference and operational policy

Appendix C: Clinical Governance subcommittee – terms of reference and operational policy
Appendix D: Board subcommittee responsibilities framework

Appendix E: Risk classification criteria
	2.

2.

3.

3.

4.

6.

6.

7.

8.

9.

11.

11.

11.

13.

15.

17.

19.

20.


1. Purpose of the Document

By its very nature health care is a risky activity. Doctors and other health professionals make routine informal assessments of the balance of risks against benefits for patients of any treatment regime they consider applying.  Similarly the most effective managers are those prepared to take calculated risks, deliberately choosing to make such judgements from a range of fully detailed and understood options.

However there are a wide range of risks that inevitably occur by accident rather than by design, with the majority of these "accidents" stemming from a lack of clear procedures or policies, poor working practices, poor training, inadequate communication or staff working beyond their competence.  

The NHS Controls Assurance Core Risk Management Standard (rev. 04, October 2003) requires that:

”An independently assured risk management system is in place that conforms to the principles contained in AS/NZS 4360:1999 and which meets NHS and other requirements in respect of managing risks, hazards, incidents, complaints and claims”

The NHS Litigation Authority in its Phase 2 assessment tool for the Risk Pooling Scheme for Trusts (August 2003) highlights the following:

“Implementation of risk management programmes at all levels, especially at the corporate level, is a challenge for all managers. Its success will depend largely on the support of the chief executive and senior management team. Critical to this process is the involvement of clinicians – nursing, medical and allied health professionals.

The ultimate goal of any risk management program is to make the effective management of risk an integral part of everyday management practice. This can only be achieved if there is a comprehensive and cohesive risk management system in place, underpinned by clear accountability arrangements throughout the management organisational structure.”

The purpose of this document is therefore to ensure that:

· Board level responsibility for risk management is clearly defined.

· There are clear lines of individual accountability for managing risk throughout the organisation, leading to the board.

2. Aims

· To adopt an integrated approach to risk management, whether the risk relates to clinical, organisational, health and safety or financial risk, through the processes and structures detailed in this document.

· To ensure that risk management methodologies are understood throughout the organisation, systematically applied and result in minimisation of risk to staff, patients, contractors and visitors to Trust premises and of business risk to the Trust itself.

· To ensure the management of risk is consistent with and supports the achievement of, the Trust’s strategic and corporate objectives.

· To provide a high quality service to patients.

· To initiate action to prevent or reduce the adverse effects of risk.

· To minimise the human costs of risks i.e. to protect patients, visitors and staff from risks where reasonably practicable.

· To meet statutory and legal obligations.

· To link into the Clinical Governance framework of the Trust.

· To improve compliance with the ongoing requirements of NHS Governance and Controls Assurance programmes.

· To minimise the financial and other negative consequences of losses and claims, for example, poor publicity or loss of reputation.

· To minimise the risks associated with new developments and activities.

3. Definitions

Risk is defined as ‘the possibility of incurring misfortune or loss’ and may be associated with people (patients, visitors, contractors and staff), buildings and estate, equipment and consumables, systems and management.  In its broadest sense, risk management applies to all risks and also covers the use of insurance to deal with potential losses.  Risks fall broadly into three categories;

· Business risk: Risk associated with income, expenditure, fulfilment of contracts and the correct application of Standing Financial Instructions & Orders whilst operating the Trust as a significant business.

· Organisational Risk: Risk associated with the environment of care e.g. use of the building and facilities by staff, patients, contractors and other visitors; staff management; health and safety; availability and use of information.

· Clinical risk: Risk associated with the inpatient, day case, outpatient and diagnostic activities of the Trust.

It is recognised that the boundaries between these categories are not always clear, and that some risks may fall into more than one category.

4. Background

Controls Assurance and Clinical Governance are two national initiatives aimed at reducing the risks inherent in the delivery of healthcare, and improving the quality of care.  Considerable overlap exists between these initiatives, and over time a move towards common management of the programmes is desirable.  The Department of Health has produced draft guidance identifying a model for internal control in the NHS which includes a framework for clinical, organisational and financial assurances and stating key indicators  of the holistic approach described (Towards Convergence: Strategic direction and advice for boards.  DoH May 2001). The Trust aims to merge these activities by April 2005.

Review of Controls Assurance guidance and a Trust Board workshop held in August 2001 resulted in a revision of Board subcommittee structures and responsibilities for clinical governance and risk management.  New terms of reference and operational policies were written for the Audit , Organisational Risk and Clinical Governance subcommittees (appendices A, B and C respectively) of the Board and approved at the January 2002 meeting of the Trust Board.

This document aims to build on the work already undertaken to formulate and enable further development in the short, medium and long term.

5. Objectives and key performance indicators

1. Manage risk as part of normal line management responsibilities and appropriately prioritise funding to address ‘risk’ issues as part of the management and business planning processes. 

2. Ensure that appropriate policies and procedures to minimise risk are in place that are communicated to and followed by staff.

3. Ensure that all incidents are reported by all staff within the Trust. 

4. Ensure that incidents, complaints and claims are managed to agreed Trust policies and procedures and that learning is shared across the Trust.

5. Ensure appropriate root cause analysis investigations are undertaken for incidents, complaints and claims in accordance with and agreed Trust policy and procedure.

6. Ensure that information from incidents, complaints and claims effectively communicated to support managers and clinical staff in identifying and managing risk. This includes the prioritisation of governance activities.

7. Undertake formal risk assessments to ensure that:

· significant risks are identified

· assessments are made of their potential frequency and severity

· control measures are implemented

· risks are always minimised

8. Reduce the number and severity of serious incidents in line with national targets, through a system of continuous improvement by learning from experience.

9. Continue to improve compliance with the Controls Assurance standards and benchmark performance with other organisations.

10. Develop the Trust Risk Register as a tool for the capture information about all categories of risk including management action to reduce these risks. Use the risk register to inform business planning and prioritise independent assurance of the risk control (e.g. Internal Audit).

11. Ensure that all risks which, following a moderated risk assessment, using the Trust’s agreed risk assessment procedure and following the implementation of control measures, retain a Risk Rating Number (RRN) greater than 16, are reviewed by the Organisation Risk or Clinical Governance Board subcommittee (as appropriate) in order to determine whether they are acceptable.

12. Comply with at least the level 1 requirements of both the Clinical Negligence Scheme for Trusts (CNST) and the Risk Pooling Scheme for Trusts (RPST). Agree a development plan for progress to level 2 of these assessments.

13. Work towards the convergence of Risk Management and Clinical Governance into a single Governance process.

Organisational key performance indicators

	Activity
	Key performance indicator (KPI)
	Target/measure

	Incidents
	1. Incidents reports received by Governance Support with two working days of incident.

2. Incidents are reported by a representative cross-section of staff
	75%

Reports to sub-committee

	Learning
	3. Root cause analysis (RCAs) undertaken with 45 days of incident (or identification of risk).

4. Changes in practice shared across Trust
	90%

Annual report, sub-committee minutes and directorate steering groups

	Risks
	5. All departments/wards have an up-to-date a risk assessment of their environment(s)

6. Risks with a risk rating number of more than 16 or an implementation plan of more than three months are escalated to the appropriate Board sub-committee within 45 days of incident (or identification of risk).

7. Risks identified within Trust inform the business planning and clinical governance prioritisation process.
	95%

90%

Reports for directorates

	Controls assurance
	8. Perform above the national benchmark for acute Trusts for each standard
	80%


Directorate key performance indicators

These KPIs are measured through regular reporting to the Clinical Governance Committee

1. External assessment and benchmarking

2. Level of incidents categorised as ‘Red’ and/or reported to the Strategic Health Authority as an serious untoward incident.

3. Review of incidents to determine number of incidents involving:

a. Staff (injury or near miss)

b. Patient falls

c. Reportable to RIDDOR

d. Needlestick

e. Manual handling

f. Infection control

4. Level of clinical negligence claims

5. Level of complaints (clinical and non-clinical)

6. Unplanned events (including readmission, death post surgery, day case to inpatient conversion and surgery within 28 days of initial surgery)

7. Staffing:

a. Vacancy rate

b. Levels of agency/locum staff

c. Shifts covered by minimum staffing

d. Sickness absence

8. Risk assessments completed

9. Training

6. The Trust’s approach to Risk Management

6.1 Risk identification mechanisms

Risks can be identified from many different sources. Effective risk management allows these various sources to drive a single co-ordinated approach to the identification, assessment and reduction of risk. Some of the potential sources are described below.

· External and Internal Audit reports

· Results of self-assessment to Controls Assurance standards

· Assessment against CNST and RPST standards

· Commission for Healthcare Audit and Inspection (CHAI), previously Commission for Health Improvement (CHI)

· Results of information governance assessments (e.g. data confidentiality, quality and security).

· Risk assessments, this will be driven by all levels of the organisation, including Board level assessment of the Trust’s principal objectives as well as operational assessment of new and existing activities.

· Incidents: 

· Clinical incidents

· Complaints

· Litigation

· Inquests

· Accidents

· Internal whistle-blowing

· Near misses

· Information from disciplinary procedures, grievances and harassment cases.

· Presence of agreed Clinical Process Standards (guidelines)

· Clinical audit activity and results

· Patient and staff surveys

· Benchmarking

· Patients’ charter

· Performance and Clinical Indicators

· Outcomes monitoring (Royal Colleges etc.)

· CHKS data

· Royal Colleges, PG deans and ENB reports

· Accreditation

· HSE reports

6.2 Risk management options

Risk avoidance

Where the level of risk is unacceptably high and the Trust cannot, for whatever reason, put adequate control measures in place the Board will consider whether the activity should continue in the Trust.  An example of such a risk avoidance measure would be the decision that patients requiring certain high-risk surgical procedures for which the required level of surgical expertise or equipment is not available in the Trust will be referred to a tertiary centre for their treatment.  In this case a balance of risk must be considered – the risk from transferring the patient must be less than the risk of operating in the Trust environment.

Risk reduction

Where a risk is identified that cannot be avoided the Trust must consider whether there are adequate control measures in place.  If there are not, then the Trust must consider how better control measures may be applied in order to reduce the risk.  Making and carrying out risk reduction action plans is the responsibility of line manager working in collaboration with clinical teams.

Risk acceptance

When all reasonable control mechanisms have been put in place, some residual risk will inevitably remain in many Trust processes.  This level of risk must be accepted.  Risk acceptance by the Trust will be systematic, explicit and transparent.  The financial consequences of risk acceptance will be managed through participation in NHSLA risk pooling schemes and other suitable insurances.

6.3 Level of acceptable risk

The Trust has defined ‘acceptable risk’ by considering what represents unacceptable risk. The Trust has defined unacceptable risk as a risk rating of 12 or more for which action must be taken, where possible, to reduce the level of risk to a more acceptable level. A definition of Key risks is:

· that the risk is a significant risk to the fulfillment of the organisations objectives.

and

· that following a risk assessment, using the Trust’s agreed risk assessment procedure (PP(04)132) and following the implementation of control measures, the risk retains a risk rating of 16 or more.

Risk rating

Risk scoring is undertaken using the following matrix. A detailed description of the classifications of likelihood and consequence are shown in Appendix E.

	Likelihood of harm (score) 
	Consequence/severity of harm (score)

	
	Insignificant     (1)
	Minor (2)
	Moderate (3)
	Major (4)
	Catastrophic (5)

	Rare (1)
	1
	2
	3
	4
	5

	Unlikely (2)
	2
	4
	6
	8
	10

	Possible (3)
	3
	6
	9
	12
	15

	Likely (4)
	4
	8
	12
	16
	20

	Almost Certain (5)
	5
	10
	15
	20
	25


Risk rating number (RRN) = Likelihood x Consequence

	 RRN
	Risk rating
	Action required to reduce risk

	<8
	VERY LOW
	Department or area manager may accept risk.

Manage by routine procedures.

	8-11
	LOW
	Management action required to control risk from Department or area manager.

Costs to be funded within directorate.

	12-15
	MEDIUM
	Management action required to control risk as soon as reasonably practicable. Escalate to Service Manager or equivalent for consideration.

May necessitate bids for central funding.

	16 or more
	HIGH
	Immediate senior management action required to control risk.

Directors to be informed.  Priority for funding.


Where a risk is acceptable, action will always be taken to ensure that it is minimised. The following risks should be escalated to the appropriate Board-Subcommittee for consideration:

1. Risks with a RRN number of 16 or more following the implementation of control measures

2. Risks that scored more than 16 but for which implementation of the risk reduction action plan will take more than three months.

3. Any risk reduction action plan that costs more than £50,000 to implement.

6.4 Risk prioritisation and the risk register

Where a risk is formally assessed at ‘Medium’ or ‘High’ details of all risk will be captured on the Trust’s Risk Register by reporting to Governance Support. For risks assessed as ‘High’ the nature of the risk and details of action taken or planned will be reported to the next available meeting of the appropriate Board subcommittee responsible for review.  The Board subcommittee will monitor progress until it is assured that the risk has been adequately managed.  This will enable regular reviews of the high scoring risks to be provided to the Trust Board.

The risk register will be used and reviewed at all levels including the Board and its sub-committees, directorates and departments/wards. As such it will be a driver in the governance and business planning processes. To ensure that the risk register reflects the whole range of risks it will capture assessments of risk at levels, including strategic, corporate and ward/department based operational risks.

As part of the of the process for managing risk consideration will be given to the level of assurance for the controls put in place. The level of assurance required will be based on the level of risk. Structures for gaining assurance include: management checks, appropriate escalation within the governance framework, clinical audit, internal audit, Commission for Healthcare Audit and Inspection, external audit, local counter fraud services, NHS litigation authority, Health and Safety Executive inspections and other reviews.

The Organisational Risk Committee will review the structure of the risk register and the risk evaluation criteria used on an annual basis.

6.5 Board Subcommittees

There are three Board subcommittees and an executive team that report into the Trust Board as follows.  
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Accountabilities and cross-working of committees

· The chief executive sits on all four committees and chairs the TMT and has overall responsibility for risk management.

· Non-executive directors chair the Clinical Governance Committee, Organisation Risk Committee and Audit Committee.

· The Chair of the Clinical Governance Committee is also a member of the Organisation Risk Committee.

· The Chair of the Organisation Risk Committee is also a member of the Clinical Governance and Audit Committees.

· Other non-executive directors cover more than one committee.

· Medical, Nursing and Clinical Directors are members of the Clinical Governance Committee.

· Directors of Finance, Facilities, Human Resources and IM&T are members of the Organisational Risk Committee.

Audit committee

To ensure that the Trust meets its obligation to manage financial risk and has appropriate systems to address assurance and risk management issues to the standards specified. The terms of reference can be found in Appendix A.

Organisational Risk Committee

Overall co-ordination of risk management by ensuring that the Trust meets its obligation to manage organisational risk to the standards specified. To oversee the development, review and implementation of policies and procedures for the identification and management of risk. The terms of reference can be found in Appendix B.

Clinical Governance Committee

Ensure the effectiveness of clinical governance, including clinical risk management. To receive reports which summarise identified risks and proposed treatment solutions. In discharging this responsibility the Committee works closely with the Directorate Clinical Governance Steering Groups (see below). The terms of reference can be found in Appendix C.

Appendix D provides a summary of the accountability structure within the Clinical Governance, Organisational Risk and Audit committees.

Directorate Clinical Governance Steering Groups

These Groups have responsibility for managing clinical governance and clinical risk within Directorates, including as appropriate the escalation of risk to the appropriate sub-committee.

6.6 Responsibilities table and lead advisors

	Overall responsibility for risk management.
	Chief Executive 

	Accountability for clinical risk management, patient safety and staff concerns regarding service delivery.
	Joint responsibility between Medical Director and Director Nursing and Community Relations

	Accountability for non-clinical (organisational) risk management.

Communicate and consult internally and externally in relation to the management of risk in the organisation.
	Director Nursing and Community Relations

	Accountability for management of financial (business) risk including the correct application of Standing Financial Instructions and Orders. Accountable for overall management of Controls Assurance standards. Co-ordinates reviews by external agencies relating to the above.
	Director of Finance

	Maintain and develop the risk register to include principal, strategic and operational risks. Co-ordinates reviews by external agencies relating to clinical and non-clinical risk.
	Governance Manager

	Profile risks identified through incident reporting and risk assessment analysis as well as sharing learning and examples of good practice. Coordinate regular self-assessment and reporting of Controls Assurance compliance. Manage and produce collated reports on incidents.

Advise on and support health and safety requirements.
	Risk Manager

	Profile risks identified through complaints analysis as well as sharing learning and examples of good practice.
	Complaints Manager

	Profile risks identified through litigation analysis as well as sharing learning and examples of good practice.
	Litigation Manager

	Support implementation of clinical risk management policy and procedure.
	Clinical Directors

	Manage the root cause analysis (RCA) process for incidents and complaints coded as ‘Red’ and all claims. Act as Inquests Co-ordinator.
	Directors / General Managers

	Investigation of complaints and amber incidents regarding the services they manage.
	Clinical / Department Managers

	All managers are responsible for effective risk management within their environments of responsibility. Including identifying and assessing hazards as well as recommending and implementing controls to minimise risk.
	Department / ward managers

	In addition to their responsibility for health and safety, staff have a general responsibility for wider risk management issues and should follow Trust procedures in their work including risk assessment and incident reporting.
	All other staff


Sources of support and expertise

Governance Support

· Governance Manager

· Risk Manager and Health & Safety Assistant

· Complaints Manager

· Litigation Manager

· Governance coordinators

Occupational Health

Fire & Security Advisor

Infection Control Team

Blood Transfusion Team

Clinical skills trainers

7. Rationale for the main recommendations

This document is based on the Department of Health core Controls Assurance Risk Management Standard last revised in October 2001 and on the NHS Litigation Authority phase 2 assessment tool for the Risk Pooling Scheme for Trusts release 1 (August 2003), which lay out requirements for risk management in NHS Trusts.
8. Development of the strategy

Other relevant documents

Strategy for Clinical Governance PP(02)106
Incident reporting and management PP(04)105
Handling of Clinical Negligence and Personal Injury Claims PP(03)061

Health, Safety and Welfare Policy PP(02)018

Local resolution of complaints PP(03)002

Staff Concerns about Patient Care PP(00)056

Root cause analysis procedure PP(03)130

Risk assessment policy and procedure PP(04)132

Changes compared to previous document

This document replaced The Trust Risk Management Strategy dated 1/10/1999.  While elements have been retained, this document represents a radical revision. The document has since been reviewed in December 2002 and January 2004.

Contributors and peer review

The revisions to this document were drawn up by the Governance Manager for consideration by the Organisation Risk Committee.

Addenbrooke’s Hospital kindly provided their Risk Management Strategy and Policy, from which elements appropriate to the WSHT environment has been included.

Distribution list/dissemination method

Once approved, this document will be made available on the Trust internet and intranet sites and paper copies will be distributed to all general and operational managers, heads of department and consultant staff.

Good risk management methodology will be promoted through educational programmes and presentations at management and clinical meetings.
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Appendix A: Audit subcommittee – terms of reference and operational policy 

AUDIT SUBCOMMITTEE OF THE BOARD

TERMS OF REFERENCE

Aim

To ensure that the Trust meets its obligation to manage financial risk and has appropriate systems to address assurance and risk management issues to the standards specified.
Objectives

To independently and objectively contribute to the Board’s overall process for ensuring that an effective internal control system is established and maintained, by reviewing:

· Financial systems, records and controls

· Financial information

· Compliance with law, guidance and codes of conduct

· Independence of internal and external audit

· The control environment (including measures to prevent and detect fraud)

· Approving the annual Controls Assurance return to the NHS Executive

· Decisions to suspend Standing Orders

Scope

The Organisational Risk and Clinical Governance sub-committees of the Board will also be involved in monitoring some standards.  The Audit Committee has a statutory role in respect of assurance, controls, compliance, data and probity, and on behalf of the Board it will review the work of the other two sub-committees, requesting explanations where required. The aim is to ensure complete coverage while avoiding duplication by close liaison and cross-representation between these committees. 

Composition

The Subcommittee shall be appointed by the Board from amongst the Non-Executive Directors of the Trust and shall consist of not less than 3 members. A quorum shall be 2 members. 

The Trust Chairman will ensure that there is cross-representation by non-executive directors with both the Clinical Governance and Organisational Risk Subcommittees.

The Chief Executive Officer, the Director of Finance, the Head of Internal Audit and a representative of the External Auditors shall normally attend meetings. However at least once a year the Subcommittee shall meet with the External and Internal Auditors without any executive Board director present.

Accountability

The subcommittee will report to the Trust Board.

Meeting frequency

Meetings shall be held not less than three times a year. The External Auditor or Head of Internal Audit may request a meeting if they consider that one is necessary.

AUDIT SUBCOMMITTEE OF THE BOARD

OPERATIONAL POLICY

The Subcommittee will take an overview of the issues identified in its terms of reference and to that end will:

· Review all aspects to ensure that processes are adequate

· Receive reports from internal and external audit

· Request reports from Trust management teams as required

· Make recommendations to the Trust Board 

Standing agenda items

1. Apologies for absence

2. Matters arising 

3. Minutes of Clinical Governance and Organisational Risk Board Subcommittees

4. Reports:

4.1. Internal Audit

4.2. External Audit

5. Losses and compensations

6. Audit publications

7. AOB

Means of implementation

Where issues are identified that require action to reduce financial risk in the Trust the Subcommittee will normally refer these to Director of Finance for a response. The Subcommittee will then take a view on the need to refer the specific issue to the full Trust Board.  In some cases the Subcommittee may decide to refer an issue first or concurrently directly to the full Trust Board.

Support

Administrative support will be provided by the Financial Department.

Appendix B: Organisational Risk subcommittee – terms of reference and operational policy
ORGANISATIONAL RISK SUBCOMMITTEE OF THE BOARD

TERMS OF REFERENCE

Aim

To ensure that the Trust meets its obligation to manage organisational risk to the standards specified in the Controls Assurance requirements.

Objectives

“The committee's responsibilities will include organisation-wide coordination and prioritisation of risk management issues, and encouraging and fostering greater awareness of risk management throughout the organisation at all levels” (Controls Assurance Risk Management Standard, criterion 2).

In order to meet these responsibilities the committee will:

· oversee systems and processes for managing risk

· monitor progress towards meeting all organisational Controls Assurance standards.

· monitor progress towards compliance with all other control measures introduced as part of the risk management process

· Oversee progress towards achieving compliance with all other organisational policies and procedures within the Trust

· Through the risk register prioritised risks and action to reduce risk
Scope

The Audit and Clinical Governance subcommittees of the Board will also be involved in monitoring some of these standards.  The Organisational Risk Committee will aim to ensure complete coverage while avoiding duplication by close liason and cross-representation between these committees. 

The Organisational Risk Committee will be specifically responsible for overseeing the work of the Health and Safety and Fire Risk Committees. The Committee will consider and approve key performance indicators.

Composition

A non-executive director (NED) of the Trust will chair the Committee.  Membership will include a second NED, Head of Internal Audit, Chief Executive, Director of Nursing & Community Relations, Director of Modernisation, Director of Human Resources, Director of Finance, Director of IT, Director of Facilities, Chairman of the Health and Safety Committee, Communications Manager and the Governance Manager.  The Chairman may co-opt other members on a temporary or permanent basis.

The Trust Chairman will ensure that there is cross-representation by non-executive directors with both the Clinical Governance and Audit Committees.

Accountability

The Committee will report to the Trust Board.

Meeting frequency

The Committee will meet, at a minimum, quarterly

Approved by Trust Board January 2002 (last reviewed February 2004)

ORGANISATIONAL RISK SUBCOMMITTEE OF THE BOARD

OPERATIONAL POLICY
The committee will take an overview of the issues identified in its terms of reference and to that end will:

· Review all aspects to ensure that processes are adequate

· Receive reports from Controls Assurance standards leads

· Request reports from Trust management teams as required

· Make recommendations to the Trust Board and the Trust Management Team

Standing agenda items

1. Apologies for absence

2. Matters arising 

3. Minutes of financial audit and clinical governance Board subcommittees

4. Reports on non-clinical risks

4.1. Health and Safety Committee

4.2. Incidents

4.3. Litigation

4.4. Complaints

4.5. Risk Assessment

5. New NHSE requirements

6. Trust returns to NHSE

4. Internal Audit reports

5. Updates on progress towards meeting controls assurance standards including:

5.1. Buildings, Land, Plant and Non-Medical Equipment 

5.2. Catering and Food Hygiene

5.3. Decontamination re-usable medical devices

5.4. Emergency Panning

5.5. Environmental Management

5.6. Fire Safety

5.7. Fleet and transport management

5.8. Health and Safety Management

5.9. Human Resources

5.10. Information Management and Technology

5.11. Management of purchasing and supply

5.12. Professional advice and services

5.13. Records Management

5.14. Risk Management System

5.15. Security Management

5.16. Waste Management

6. Other significant organisation risks identified

7. AOB

Means of implementation

Where issues are identified that cannot be resolved within the Committee these will be referred to the Trust Management Team and/or the Trust Board as appropriate.

Support

Administrative support will be provided by the Governance Support Team.

Approved by Trust Board January 2002 (last reviewed February 2004)

Appendix C: Clinical Governance subcommittee – terms of reference and operational policy
TERMS OF REFERENCE

Aim

To ensure that the Trust meets its obligation to be

“accountable for continuously improving the quality of its services and safeguarding high standards of care by creating an environment in which excellence in clinical care will flourish” 

ref. A First-class Service - Quality in the New NHS (HSC 1998 113)

Objectives

In order to ensure:

· continuous improvement of patient services and care

· a patient-centred approach that includes treating patients courteously, involving them in decisions about their care and keeping them informed

· a commitment to quality, which ensures that health professionals are up to date in their practices and properly supervised where necessary
· the prevention of clinical errors wherever possible and the commitment to learn from mistakes and share that learning with others

· Through the risk register prioritise risks and action to reduce risk

the committee will oversee systems and processes for monitoring and improving services, including:

· consultation and patient involvement

· clinical risk management

· clinical audit and effectiveness

· clinical and service research

· consideration and approval of key performance indicators

· staffing and staff management

· education, training and continuing personal and professional development

· the use of information about the patients’ experience, outcomes and processes.

Scope

The Organisation Risk Committee will also be involved in monitoring some of these systems and processes.  The Clinical Governance Committee will aim to ensure complete coverage while avoiding duplication by close liason and cross-representation between these committees.  

The Clinical Governance Committee will be specifically responsible for overseeing the clinical aspects of the work of the committees listed in the operational policy.

Composition

A non-executive director (NED) of the Trust will chair the Committee.  Membership will include a second NED, the Chief Executive, the Director of Modernisation, the Medical Director, the Director of Nursing, Director of Strategy, General Managers, Clinical Directors, the lead clinician for Cancer Services, a patient representative, a Primary Care Organisation representative, Communications Manager and the Governance Manager.  The Chairman may co-opt other members on a temporary or permanent basis.

Accountability

The Committee will report to the Trust Board.

Meeting frequency

The Committee will meet, at a minimum, quarterly
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CLINICAL GOVERNANCE SUBCOMMITTEE OF THE BOARD: OPERATIONAL POLICY

The committee will take an overview of the issues identified in its terms of reference and to that end will:

· Review all aspects to ensure that processes are adequate

· Receive routine reports from issue specific working groups

· Receive routine reports from clinical directors

· Request reports from clinical directors and Trust Management Team as required

· Make recommendations to the Trust Board and the Trust Management Team 
Standing agenda items

7. Apologies for absence

8. Matters arising 

9. Minutes of Audit and Organisational Risk Board subcommittees

10. Progress against the clinical governance development plan

11. Reports on clinical governance activity from clinical directorates

12. Updates from issue specific working groups including:

12.1. Blood Transfusion Committee

12.2. Caldicott Group

12.3. Cardiopulmonary Resuscitation Committee

12.4. Child Protection Committee

12.5. Drugs and Therapeutics Committee

12.6. Equipment Policy and Procedure Group

12.7. Education Co-ordinating Group

12.8. Health Records Committee

12.9. Infection Control Committee

12.10. Patient & Public Partnerships and Participation Steering Group

12.11. Pink Book Committee

12.12. Research Governance Committee

12.13. Radiology Protection Committee

12.14. Practice Development Coordinating Council

12.15. Trauma Group

13. Clinical audit

14. Clinical risks, including complaints, claims, incidents, inquests and risk assessments

15. Clinical controls assurance standards

16. Clinical risks within the Risk Register (including principal risks)

17. In-house clinical effectiveness/ clinical improvement programmes

18. External assessments of Trust services, including benchmarking

19. Internal Audit reports

20. National service frameworks, N.I.C.E. and other national guidelines

21. National enquiries and national audit

22. New documents received

23. Trust returns to NHSE

24. AOB

Means of implementation

Where issues are identified that require action the Committee will normally refer these to the Trust Management Team for a response.  The Committee will then take a view on the need to refer the specific issue to the full Trust Board.  In some cases the Committee may decide to refer an issue first or concurrently directly to the full Trust Board.

Support

Administrative support will be provided by the Governance Support Team.
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Appendix D: Board subcommittee responsibilities framework
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Appendix E: Risk classification criteria

Consequence classification (The highest single likely consequence defines the risk level)

	Description

(score)
	Actual or potential unintended or unexpected Impact on patient(s)
	Numbers of persons affected or potentially affected
	Actual or potential impact on organisation

	Catastrophic (5)
	Death

Including-

· unexpected death of a patient whilst under the direct care of a health care professional

· death of a patient on GP or Health Centre premises

· suicide or homicide committed by an NHS patient being treated for a mental disorder

· known or suspected case of health care associated infection which may result in death, e.g. hospital acquired legionellosis
	· Many (>50) persons affected, e.g. cervical screening concerns, vaccination error
	· International adverse publicity/severe loss of confidence in the organisation

· Extended service closure

· Litigation >£1 million

	Major (4)
	· Major permanent harm

The following specific incidents not resulting in death should be categorised as major:

· procedures involving the wrong patient or body part

· haemolytic transfusion reaction

· retained instruments or other material after surgery requiring re-operation

· known or suspected case of health care associated infection which may result in major permanent harm, e.g. Hepatitis C
· patient receiving a radiation dose much greater or less than intended whilst undergoing a medical exposure

· rape (but only on determination that a rape has actually occurred, or the organisation believes there is sufficient evidence to make the allegation a serious one)

· infant abduction, or discharge to the wrong family

	· 16-50 persons affected
	· National adverse publicity/major loss of confidence in the organisation

· Temporary service closure

· Litigation £500k - £1million



	Moderate (3)
	· Semi-permanent harm (up to 1 year) - Including known or suspected health care associated infection which may result in semi-permanent harm
	· 3-15 persons affected
	· Local adverse publicity/moderate loss of confidence in the organisation

· Litigation £50k - £500k

· Increased length of stay >15 days

· Increased level of care >15 days

	Minor (2)
	· Non-permanent harm (up to 1 month) – Including known or suspected health care associated infection which may result in non-permanent harm
	· 1-2 persons affected
	· Litigation < £50k

· Increased length of stay 1-15 days

· Increased level of care 1-15 days

	Insignificant (1)
	· No obvious harm
	· N/A
	· Minimal impact, no service disruption


Likelihood classification

	Category (score)
	Description

	Almost certain (5)
	Will undoubtedly occur, possibly frequently.

	Likely (4)
	Will probably occur, but is not a persistent issue.

	Possible (3)
	May occur occasionally.

	Unlikely (2)
	Do not expect it to happen but it is possible.

	Rare (1)
	Can’t believe that this will ever happen.
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