UNITED BRISTOL HEALTH CARE TRUST
RISK MANAGEMENT STRATEGY
	RISK MANAGEMENT

POLICY STATEMENT

The United Bristol Healthcare NHS Trust is committed to providing services that are safe for patients.

The Trust has a duty of care to reduce potential risks of harm to patients, staff and the public through quickly and effectively identifying, managing and minimizing the occurrence of adverse effects.

This requires all staff to recognize that risk management is everyone’s responsibility by identifying risks, adverse incidents and near miss hazards.  This will be achieved by promoting open and supportive structures, approach and culture which uses the management of risk as an opportunity for learning and improvement.
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1.
Introduction

1.1 The Risk Management Policy is an integral part of the United Bristol Health Care NHS Trust’s approach to quality improvement and is intended to support and assist the organisation in delivering the key standards and targets in the Annual Health Check.

1.2 There are a number of risks, which if not properly managed or controlled have the potential to cause harm to patients, staff and visitors and a loss of assets and reputation.

1.3 It is essential that NHS Trusts have in place good risk management systems and practices which eliminate risk wherever possible or reduce the impact of risks that cannot be eliminated to an ‘acceptable level’.

1.4 The United Bristol Healthcare NHS Trust recognizes that effective risk management underpins good governance.

2.
Aims 

2.1
The aim of this strategy is to provide a framework and structured processes for the identification and management of risk across all activities.  These processes will allow for staff to implement necessary actions to resolve risks locally and facilitate reporting to more senior levels of management.  Areas of risk will include the following:
· Employment risks, 
(recruitment, training, health & safety);

· Clinical risks, 

(clinical quality and safety for patients);

· Environmental risks,
(property, plant and equipment);

· Financial risks, 
(income, budgetary control);

· Service risks, 

(business planning, performance, delivery);

· Strategic risks,

(external confidence and Trust reputation, statutory duties);
· Information risks
(collection, storage and use of data);
· Corporate risks
(legal and statutory governance duties)

3.
Objectives

3.1
Risk management is a pro-active approach which is ongoing and involves all staff and in all areas of the organization.  It is designed to :
· address the risks of all the activities of the Trust;

· identify the risks that exist;

· assess those risks for potential frequency and severity;

· eliminate the risks that can be eliminated;

· reduce the effect of those that cannot be eliminated;

· maintain contingency plans for the risks that remain;

· make provision for the financial consequences of the risks that remain;

· provide for continual monitoring and review of those risks

4.
Definitions

4.1
Risk is defined as a “hazard or exposure to danger or the chance of loss or harm”. The consequences of unmanaged risks can be damaging and may threaten the achievement of Trust objectives. 

4.2
Risk Management is defined as the process where all risks to which an organization is exposed are identified, examined, assessed and evaluated and action is taken to reduce or eliminate risks to patients, visitors and staff.  In addition risk management involves continual monitoring and review of actions taken which reduce risk.  

5.
Risk Management  
5.1
The following flow chart illustrates how risks are managed within the Trust:










5.2
The approach to risk management must allow for the identification of risks which may impact on the achievement of agreed key goals and objectives of the organization.
5.3
Following the identification of risks there must be an assessment of the risks against a set of criteria, including likelihood and impact, in order to determine the level of risk.  This is achieved using the definitions and matrix at Appendix One.
5.4
Measures and actions to manage those risks will allow for control of the risk. 

5.5
Monitoring of actions and review of the risks is required on a regular basis prior to reporting to relevant committees outlined in section on risk registers below.
6.
Responsibilities of Individuals

6.1
All staff are responsible for managing risk.  They have a key role in identifying and reporting risks and incidents promptly thereby allowing risks to be managed and added to the risk register if appropriate.  In addition staff  have a responsibility for taking steps to avoid injuries and risks to patients, staff, visitors.  In fulfilling this role, which may involve raising concerns about standards, staff might consider the need for reporting under the Trust Speaking Out Policy1.
6.2
The Chief Executive is the accountable officer for risk management within the Trust and is supported by the Chief Nurse/Director of Governance for overall governance and assurance, and all of the Executive Directors for each of their designated areas of responsibility, which includes those allocated healthcare standards (Appendix Two). The Trust Board has corporate responsibility for ensuring appropriate standards and policies are available for guidance and for receiving reports of risks which it is not possible for the directorate to resolve.
6.3
There is a named Non Executive Director who has responsibility for risk management and chairs the Audit and Assurance Committee.
6.4
All Executive Directors have corporate responsibility for risk management within the activities of the Trust.  This is exercised through attendance at Board Committee meetings, through the assurance framework and through reporting on compliance with the healthcare standards, and is monitored by the Audit and Assurance Committee and Governance and Risk Management Committee.

6.5
The Patient Safety Managers are responsible for advising and supporting on clinical issues through linking with risk leads within divisions.   In addition, they are responsible for reporting serious incidents to the Clinical Risk Assurance Committee. 
6.6
The Health and Safety/Fire Safety Adviser advises on health and safety issues and reporting serious non clinical incidents to the Governance and Risk Management Committee. 
6.7
The Director of Legal Services reports to the Governance and Risk Management Committee on all matters relating to the Freedom of Information Act, Human Rights and other legal matters.

6.8 The Trust Governance and Assurance Team will:
· ensure that all reporting to Trust Committees is co-ordinated
· provide reports, training and on-going support in relation to Ulysses database and risk registers

· provide additional advice as required
6.9
Each Division has the prime responsibility for identifying and addressing risks within its area of activity.  Heads of Division and Divisional Managers are responsible for implementing and monitoring any identified and appropriate risk management control measures within their designated area(s) and scope of responsibility.   This will involve reviewing and updating the divisional risk register at divisional board meetings.  The Heads of Division are supported in this responsibility by identified governance leads.

All managers in the division or service area will ensure that staff are aware of the risk management processes and report risks for consideration.   There is a requirement, where significant risks have been identified and where local resources/control measures are considered inadequate, that Divisional Managers report such risks to the Governance and Risk Management Committee. (Divisional Expectations Assurance and Governance – 20062.)
7.
Risk registers

7.1
The Trust Risk Register provides a record of all types of risk that impact upon the Trust’s successful achievement of standards and objectives.  A list of standards and committees responsible for review of risks associated with the standards is attached at Appendix Three.  A table summarizing the structures, accountabilities and reporting framework is attached at Appendix Four.
7.2
The Trust Risk Register is comprised of nine separate registers from the following areas:

Corporate (Trust Board)
Trust-wide

5 Clinical Divisions

Information Management and Technology

Estates and Facilities

7.3
Any identified risks and associated action plans are cross-referenced to Healthcare Standards and Assurance Framework.  These are reviewed by the relevant Committees and all identified high risks are reviewed by Board Sub-Committees.
7.4
The Corporate Risk Register is owned by the Trust Board and comprises high level risks to the achievement of Trust objectives and duties. On a quarterly basis the Trust Board receives a report on any changes to the risks or any additions to the register. The Trust Board is required to approve the register and to accept residual risk levels. 
7.5
The Trust-wide risk register is made up of those risks arising in more than one division or across the Trust. This register allows for co-ordination of action plans in relation to common risks and helps to reduce duplication of effort and ensure consistency. The Governance and Risk Management Committee reviews the register on a quarterly basis. A report is made to the Audit and Assurance Committee on a quarterly basis. 

7.6
The remaining 7 registers comprise those risks arising in the division or service area. These registers are reviewed by the Divisional Boards or management teams of the service area. The Governance and Risk Management Committee reviews all high risks on a quarterly basis and additionally each division presents an update on the full register on a quarterly rotational basis.
7.7
The Audit and Assurance Committee receives a report on the review of these registers on a quarterly basis via submission of minutes of Governance and Risk Management Committee.
8.
Training

8.1
The importance of risk management is reflected by the inclusion of risk management awareness within Trust Induction.
8.2
The Trust will provide risk management training in accordance with a matrix which identifies different levels of training required for staff in different roles.  This will include risk assessment, incident reporting and management of risk within their working environment for all staff and more detailed information for key individuals (Appendix Five).
9.
Committee Structures

9.1
The Trust’s risk management structure is illustrated at Appendix Six.  This identifies how significant and difficult to resolve risks are escalated.  Trust-wide committees, comprising specialist advisers and divisional representatives, cover a comprehensive range of clinical and non-clinical activities.  These exist to consider a range of policy and other issues and provide a forum for identifying and addressing areas of risk. Each committee has a clear reporting line through to one of the Board Committees.  Board Committees include both Executive and Non-Executive Directors, and will consider areas of risk identified to them. 

9.2
These structures and channels of communication are complemented by links between them, provided by individuals operating within the network, including Executive Directors, corporate and operational leads, and the Trust’s Patient Safety Managers, the Director of Legal Services, the Clinical Governance Manager, Health & Safety/Fire Safety Adviser and Chief Internal Auditor.  The same individuals, excepting the operational leads, are members of the Governance and Risk Management Committee.  This supports the Trust’s risk management process by providing a forum for addressing risks of particularly high significance or where difficult decisions are required. 
9.3
The Terms of Reference of the Audit and Assurance Committee, and the Governance and Risk Management Committee as well all the other committees detailed below are published on the Trust intranet.  The role played by these key Committees is summarised below. 

9.4
Governance and Risk Management Committee Terms of Reference (Appendix Seven)
The United Bristol Healthcare NHS Trust aims to establish a proactive approach to governance and the management of risk. Governance and risk management is an integral part of the Trust’s strategic and operational objectives.  This involves developing trust wide strategies for its relevant work, drawing on comparisons of best practice from within and outside the NHS. To ensure continued progress and improvement, action will be led by the Committee so that the health, safety and welfare of patients, visitors and staff is routinely accorded the highest priority across the Trust. The Committee will be responsible for the overall coordination of governance activity and prioritisation of risk management within the Trust. The Committee reports via submission of minutes to the Audit and Assurance Committee and the Trust Board. 

9.5       Audit and Assurance Committee  Terms of Reference (Appendix Eight)
The Committee provides additional assurance to the Board regarding the arrangements in place to ensure the achievement of the Trust objectives and the standards for better health.  This will include the arrangements for the internal control, risk management, assurance framework, financial and other reporting provision and internal and external audit.

9.6 The Committee is authorized by the Board:
· To investigate any activity within its Terms of Reference;

· To require the attendance of any employee to answer questions;

· To obtain outside legal or other independent professional advice.

9.7
Clinical Risk Assurance Committee Terms of Reference (Appendix Nine)
The Committee is chaired by the Medical Director and has the corporate function of co-ordinating the clinical risk management for the Trust.  This includes ensuring there is a consistent approach to the identification, assessment, management and monitoring of clinical risks, clinical incidents and near misses.
9.8       Trust Board

The Trust Board receives regular reports from Board Committees which ensures significant risks are escalated.   The Trust Board monitors risk management performance by receipt of the following:

· The minutes of Board Committee meetings

· An annual update of the risk management strategy
· Quarterly Integrated Performance Reports on the Assurance Framework

9.7 Risk management performance is monitored continually by the Board by the use of key indicators within the healthcare standards framework.  Such indicators provide an opinion on both exemplary performance and areas of potential weakness within the Trust.  Examples of these indicators are:
· The number of formal and informal complaints received 

· Attendance levels at Statutory/Mandatory Training sessions

· The number of Serious Incident Investigations undertaken

· The number of reported incidents, accidents and near misses

9.8 The Trust Board continually seeks to develop and use performance indicators as risk management expertise matures.  In 2006/07 the Integrated Performance Report was further developed and links directly to the healthcare standards, the assurance framework and the risk register.  
Reference List :


1
United Bristol Healthcare Trust ‘Speaking Out’ Policy 2005
2
United Bristol Healthcare Trust ‘Divisional Expectations ‘ 2006
Lindsey Scott

Chief Nurse/Director of Governance

Issued January 1999

Revised January 2001

Revised February 2002

Revised April 2002

Revised March 2004

Revised March 2006

Revised June 2007 (draft)

Appendix One
Methodology for defining the level of risk
LIKELIHOOD
	Level
	Description
	Consequence

	1
	Rare
	The event may occur only in exceptional circumstances

	2
	Unlikely
	The event could occur at some time

	3
	Possible
	The event should occur at some time

	4
	Likely
	The event will occur in most circumstances

	5
	Almost Certain
	The event is expected to occur in most circumstances


IMPACT
	Description
	Consequence

	None
	Minimal effect on quality of patient services; no injuries; no financial loss

	Minor
	Moderate effect on quality of patient services; First aid treatment needed; Medium financial loss

	Moderate
	Big effect on quality of patient services; Damage to reputation of management of UBHT; Medical treatment required; High financial loss

	Major
	Unacceptable risk and major effect on quality of patient services;  Major crisis for management of UBHT; Extensive injuries; Major financial loss

	Catastrophic
	Disastrous failure of quality of patient services; Irrefutable negligent management by UBHT; Fatalities; Huge financial loss


Appendix One

Risk Register Rating Systems

Risk Assessment Grid.

This utilises the 5x5 method of likelihood of occurring x severity of impact if occurred. This approach is consistent with all the other assessments of risk done in the Trust.

	Risk Assessments

	 
	 
	Severity
	 
	Risk Rating

	Likelihood
	 
	None
	Minor
	Moderate
	Major
	Catastrophic
	
	 
	High

	
	Scores
	1
	2
	3
	4
	5
	
	 
	Moderate

	Almost Certain
	5
	5
	10
	15
	20
	25
	
	 
	Low

	Likely
	4
	4
	8
	12
	16
	20
	
	 
	Very low

	Possible
	3
	3
	6
	9
	12
	15
	

	Unlikely
	2
	2
	2
	6
	8
	10
	

	Rare
	1
	1
	2
	3
	4
	5
	


Residual Risk

The residual risk is a measure of the risk posed to the trust despite having a range of controls to minimise the risk. This is derived from the risk rating x the effectiveness of the controls in place.

	Residual Risk

	 
	 
	Risk Rating
	 
	Residual Risk Indicator

	Effectiveness of controls
	 
	Very Low
	Low
	Moderate
	High
	
	 
	Serious Poorly Controlled Risk

	
	Grid Number
	1
	2
	3
	4
	
	 
	High

	No Effect
	4
	 (1=4)
	(2=4)
	 (3=4)
	(4=4)
	
	 
	Moderate

	Low
	3
	 (1=3)
	 (2=3)
	 (3=3)
	 (4=3)
	
	 
	Low

	Medium
	2
	 (1=2)
	2=2)
	 (3=2)
	 (4=2)
	
	 
	Very Low

	High
	1
	 (1=1)
	 (2=1)
	 (1=3)
	(4=1)

	Complete
	0
	 (1=0)
	(2=0)
	 (3=0)
	 (4=1)


Effectiveness of Controls.

	No Effect
	4
	The controls in place will not affect the risk in any way or the Trust's has no control over the risk.

	Low
	3
	There will be a minimal effect on the risk.

	Medium
	2
	The controls identified will offset at least 50% of the chance of the risk becoming real.

	High
	1
	In this case the controls will offset a large proportion of the expected risk.

	Complete
	0
	The controls identified will contain the risk completely.


Appendix Two
 Trust Executive Director Leads for the Assurance Framework

	No.
	Standard
	Exec Lead

	1a.
	Healthcare organisations protect patients through systems that identify and learn from all patient safety incidents and other reportable incidents, and make improvements in practice based on local and national experience and information derived from the analysis of incidents
	JS

	1b.
	Healthcare organisations protect patients through systems that ensure that patient safety notices, alerts and other communications concerning patient safety which require action are acted upon within required timescales
	JS

	2
	Healthcare organisations protect children by following national child protection guidelines within their own activities and in their dealings with other organisations
	LAS

	3
	Healthcare organisations protect patients by following National Institute for Health and Clinical Excellence (NICE) interventional procedures guidance
	JS

	4a
	Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that the risk of healthcare acquired infection to patients is reduced, with particular emphasis on high standards of hygiene and cleanliness, achieving year on year reductions in Methicillin-Resistant Staphylococcus Aureus (MRSA)
	LAS

	B
	Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that all risks associated with the acquisition and use of medical devices are minimized
	JS

	C
	Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that all reusable medical devices are properly decontaminated prior to use and that the risks associated with decontamination facilities and processes are well managed
	LAS

	D
	Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that medicines are handled safely and securely
	LAS

	E
	Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that the prevention, segregation, handling, transport and disposal of waste is properly managed so as to minimise the risks to the health and safety of staff, patients, the public and the safety of the environment
	GR

	5a
	Healthcare organisations ensure that they conform to National Institute for Health and Clinical Excellence (NICE) technology appraisals and, where it is available, take into account nationally agreed guidance when planning and delivering treatment and care
	JS

	B
	Healthcare organisations ensure that clinical care and treatment are carried out under supervision and leadership


	JS / LAS

	C
	Healthcare organisations ensure that clinicians continuously update skills and techniques relevant to their clinical work
	JS/LAS

	D
	Healthcare organisations ensure that clinicians participate in regular clinical audit and reviews of clinical services
	JS

	6
	Healthcare organisations cooperate with each other and social care organisations to ensure that patients’ individual needs are properly managed and met
	RW

	7a&c
	Healthcare organisations apply the principles of sound clinical and corporate governance. Healthcare organisations undertake systematic risk assessment and risk management
	LAS

	B
	Healthcare organisations actively support all employees to promote openness, honesty, probity, accountability, and the economic, efficient and effective use of resources
	AC

	No.
	Standard
	Exec 

	E
	Healthcare organisations challenge discrimination, promote equality and respect human rights
	AC

	8a
	Healthcare organisations support their staff through having access to processes which permit them to raise, in confidence and without prejudicing their position, concerns over any aspect of service delivery, treatment or management that they consider to have a detrimental effect on patient care or on the delivery of services
	AC

	B
	Healthcare organisations support their staff through organisational and personal development programmes which recognise the contribution and value of staff, and address, where appropriate, under-representation of minority groups
	AC

	9
	Healthcare organisations have a systematic and planned approach to the management of records to ensure that, from the moment a record is created until its ultimate disposal, the organisation maintains information so that it serves the purpose it was collected for and disposes of the information appropriately when no longer required
	JS

	10a
	Healthcare organisations undertake all appropriate employment checks and ensure that all employed or contracted professionally qualified staff are registered with the appropriate bodies
	AC

	B
	Healthcare organisations require that all employed professionals abide by relevant published codes of professional practice
	AC

	11a
	Healthcare organisations ensure that staff concerned with all aspects of the provision of healthcare are appropriately recruited, trained and qualified for the work they undertake
	AC

	B
	Healthcare organisations ensure that staff concerned with all aspects of the provision of healthcare participate in mandatory training programmes
	AC

	C
	Healthcare organisations ensure that staff concerned with all aspects of the provision of healthcare participate in further professional and occupational development commensurate with their work throughout their working lives
	AC

	12
	Healthcare organisations which either lead or participate in research have systems in place to ensure that the principles and requirements of the research governance framework are consistently applied


	JS

	13a
	Healthcare organisations have systems in place to ensure that staff treat patients, their relatives and carers with dignity and respect
	LAS

	B
	Healthcare organisations have systems in place to ensure that appropriate consent is obtained when required, for all contacts with patients and for the use of any confidential patient information
	JS

	C
	Healthcare organisations have systems in place to ensure that staff treat patient information confidentially, except where authorised by legislation to the contrary
	JS

	14
	Healthcare organisations have systems in place to ensure that patients, their relatives and carers have suitable and accessible information about, and clear access to, procedures to register formal complaints and feedback on the quality of services
	LAS

	
	…..to ensure that patients, their relatives and carers are not discriminated against when complaints are made
	

	
	…..to ensure that patients, their relatives and carers are assured that organisations act appropriately on any concerns and, where appropriate, make changes to ensure improvements in service delivery
	

	15
	Where food is provided, healthcare organisations have systems in place to ensure that patients are provided with a choice and that it is prepared safely and provides a balanced diet
	LAS

	
	Where food is provided, healthcare organisations have systems in place to ensure that patients’ individual nutritional, personal and clinical dietary requirements are met, including any necessary help with feeding and access to food 24 hours a day
	

	No.
	Standard
	Exec Lead

	16
	Healthcare organisations make information available to patients and the public on their services, provide patients with suitable and accessible information on the care and treatment they receive and, where appropriate, inform patients on what to expect during treatment, care and after care
	LAS

	17
	The views of patients, their carers and others are sought and taken into account in designing, planning, delivering and improving healthcare services
	LAS

	18
	Healthcare organisations enable all members of the population to access services equally and offer choice in access to services and treatment equitably
	GR

	20a
	Healthcare services are provided in environments which promote effective care and optimise health outcomes by being a safe and secure environment which protects patients, staff, visitors and their property, and the physical assets of the organisation
	AC

	B
	Healthcare services are provided in environments which promote effective care and optimise health outcomes by being supportive of patient privacy and confidentiality
	LAS

	21a
	Healthcare services are provided in environments which promote effective care and optimise health outcomes by being well designed 
	GR

	B
	and well maintained with cleanliness levels in clinical and non-clinical areas that meet the national specification for clean NHS premises
	LAS

	22a&c
	Healthcare organisations promote, protect and demonstrably improve the health of the community served, and narrow health inequalities by cooperating with each other and with local authorities and other organisations. Healthcare organisations promote, protect and demonstrably improve the health of the community served, and narrow health
	RW

	B
	Healthcare organisations promote, protect and demonstrably improve the health of the community served, and narrow health inequalities by ensuring that the local Director of Public Health’s annual report informs their policies and practices
	JS

	23
	Healthcare organisations have systematic and managed disease prevention and health promotion programmes which meet the requirements of the national service frameworks (NSFs) and national plans with particular regard to reducing obesity through action on nutrition and exercise, smoking, substance misuse and sexually transmitted infections
	JS

	24
	Healthcare organisations protect the public by having a planned, prepared and, where possible, practised response to incidents and emergency situations, which could affect the provision of normal services
	GR

	OTHER DOMAINS OF THE ASSURANCE FRAMEWORK

	Financial Performance and Value For Money
	PM

	Targets
	GR

	Trust Objectives and Planning
	RW

	Other e.g. Improvement Reviews, Acute Hospital Portfolios
	Various


	JS
	Jonathan Sheffield
	RW
	Robert Woolley

	LAS
	Lindsey Scott
	AC
	Anne Coutts

	GR
	Graham Rich
	PM 
	Paul Mapson


Appendix Three
TRUST-WIDE RISK REGISTER RESPONSIBILITIES

	Description
	Abbreviation
	Responsible Committee or Individual

	Patient Safety/Clinical Incident Reporting (1a)
	CS01a
	Clinical Risk Assurance Committee

	Safety Alerts (Patient Safety) (1b)
	CS01b
	

	Child Protection/Vulnerable Adults (2)
	CS02
	Safeguarding Children Steering Group

	NICE Interventional Procedures (3)
	CS03
	Clinical Effectiveness Committee

	Infection Control And Prevention (4a)
	CS04a
	Infection Control Committee

	Medical Devices/Equipment (4b)
	CS04b
	Medical Equipment Group

	Decontamination (4c)
	CS04c
	Infection Control Committee

	Medicines Management (4d)
	CS04d
	Medicines Steering Group

	Waste Disposal (4e)
	CS04e
	Director of Estates and Facilities

	NICE Technology Appraisals/Guidelines (5a)
	CS05a
	Clinical Effectiveness Committee

	Clinical Care-Supervision & Leadership (5b)
	CS05b
	Clinical Reference Group

	Clinical Skills And Techniques Updating (5c)
	CS05c
	

	Clinical Audit (5d)
	CS05d
	Clinical Audit Committee

	Discharge And Transfer Of Care (6)
	CS06
	Trust Operational Group

	Clinical Governance (7a)
	CS07a
	Governance and Risk Management Committee

	Employee Openess/honesty/etc (7b)
	CS07b
	Human Resources Managers Group

	Governance Systems (7c)
	CS07c
	Governance and Risk Management Committee

	Equality And Diversity (7d)
	CS07d
	Human Resources Managers Group

	Voicing Concerns (8a)
	CS08a
	

	Organisational Development Plans (8b)
	CS08b
	

	Records Management  (9)
	CS09
	Clinical Risk Assurance Committee

	Recruitment And Employment Checks (10a)
	CS10a
	Human Resources Managers Group

	Professional Codes Of Practice (10b)
	CS10b
	

	Employee Recruitment And Training (11a)
	CS11a
	

	Mandatory And Statutory Training (11b)
	CS11b
	

	Professional And Occupational Development (11c)
	CS11c
	

	Research Governance (12)
	CS12
	tbc

	Privacy And Dignity – Patients And Carers (13a)
	CS13a
	Nursing and Midwifery Committee

	Consent (13b)
	CS13b
	Clinical Risk Assurance Committee

	Confidentiality  (13c)
	CS13c
	

	Patient Complaints (14)
	CS14
	Involving People Committee

	Food Provisions And Service (15)
	CS15
	Patient Environment Steering Group

	Patient Information (16)
	CS16
	Involving People Committee

	Patient And Public Involvement (17)
	CS17
	

	Equality Of Access To Services (18)
	CS18
	Equality and Diversity Steering Group

	Healthier Environment And Safety (20a)
	CS20a
	Health and Safety Committee

	Privacy And Dignity – Environment (20b)
	CS20b
	Patient Environment Steering Group

	Environment – Design (21a)
	CS21a
	

	Cleanliness (21b)
	CS21b
	

	External Partnerships (22a)
	CS22a
	Director of Corporate Development

	Public Health Annual Report (22b)
	CS22b
	Health Promotion Group

	NSF And Clinical Priorities (23)
	CS23
	Clinical Effectiveness Committee

	Major Incident Planning (24)
	CS24
	Trust Operational Group

	External Accreditations/Visits/Inspections Etc (EA
	EA
	Governance and Risk Management Committee

	Financial Control /Stability (F1)
	F1
	Director of Finance

	Financial Reporting (F2)
	F2
	

	NpfIT (NT)
	NT
	Medical Director

	Redevelopment Projects (RP)
	RP
	Director of Corporate Development

	Strategy (S)
	S
	

	Targets (T)
	T
	Trust Operational Group

	Trust Annual Objectives (TAO)
	TAO
	Trust Executive Group


Appendix Four

SUMMARY OF RISK REGISTERS
	RISK REGISTER
	OWNER / ACCOUNTABLE BODY
	INDIVIDUAL [S] / GROUPS RESPONSIBLE FOR MAINTAINANCE
	REPORTING FRAMEWORK

	1. Corporate
	Trust Board
	Six executive directors for individual risks, named according to the risk
	Direct reporting quarterly to the Trust Board



	2. Trust-wide
	Governance and Risk Management Committee
	Named groups or individuals See list appendix three
	· Full quarterly review by the Governance and Risk Management Committee

· Audit and Assurance Committee overview via minutes of above quarterly

	3. Medicine


	Divisional Boards
	Divisional Manager accountable for ensuring process for risk register in place

Named individuals in division responsible for maintaining the register List of them kept by Personal Assistant Governance and Assurance, for training purposes


	· Updating at all Divisional Board or management group meetings

· Formal review at the above at least quarterly
· New significant high risks and ‘high’ residual risks in exception report to Governance and Risk Management Committee quarterly

· Full register to Governance and Risk Management Committee on a cyclical basis Once every 18 months

	4. Surgery Head and Neck
	
	
	

	5. Women’s and Children
	
	
	

	6. Specialised Services


	
	
	

	7. Diagnostic and Therapies
	
	
	

	8. IM&T


	Director of IM&T
	
	

	9. Estates and Facilities


	Director of Estates and Facilities
	
	


Appendix Five

Risk Management Training Matrix 
	      United Bristol Healthcare  
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RISK MANAGEMENT TRAINING PLAN 2007 - 2010

Introduction
Maintaining the safety of patients and staff is the core activity of any healthcare organisation. UBHT has a commitment to training and developing its workforce to ensure that the safety culture within UBHT is constantly developing.
Risk management is vital for the development of a safe organisation and its adherence to The Standards for Better Health.

 Using the Training and Development Cycle ensures that the provision of risk management training within UBHT is dynamic and evolutionary using the data from evaluation to inform subsequent training needs analysis.

The current risk management training matrix and audit standards are attached at (Appendix one).

[image: image2]
1. TRAINING NEEDS ANALYSIS

Statutory training (legal requirement) is the core of risk management training. Mandatory training (required by the trust) is decided in consultation with expert groups throughout the trust and acknowledges National Health Service Litigation Authority requirements, The Standards for Better Health and additional recommendations from national bodies e.g. National Patient Safety Agency.

Data analysis from incident reporting contributes to the prioritisation of topics to include in the training plan. Tracking and trending incidents using Statistical Process Control methodology assists in the identification of areas for concern.

It is essential that a culture of reporting incidents and near misses is developed in association with the message of an ethos of “fair blame”.

2. DESIGN OF TRAINING INTERVENTIONS

UBHT has taken a blended learning approach to risk management training. Some sessions are provided in taught sessions, but the trust has invested in e learning packages to provide additional means of developing staff. The Minimising Clinical Risk Handbook acts as a signpost to staff to enable them to access training and development opportunities and is issued to staff at induction.

Corporate induction presentations and clinical update training packages are subject to version control to ensure the currency of the material delivered.

3. DELIVERY OF RISK MANAGEMENT TRAINING AND DEVELOPMENT

Where possible the experts in the field will deliver taught sessions, where this is not possible a cascade approach will operate within a quality control framework.

E learning packages will be linked to the Electronic Staff Record for record keeping purposes.

It is the responsibility of the individual and their manager to keep records of the training they have participated in as part of their Continuous Professional Development and as an outcome of the appraisal process respectively.

4. EVALUATION 

Evaluation will take place using The Kirkpatrick model as follows;

Level 1 - Customer satisfaction – staff feedback on the value and user friendliness of tools and techniques used in training and development activities.
 Patient feedback received via clinical governance data (e.g. patient safety incidents, patient complaints and data from the National Patient Survey).

Level 2 - Learning – staff developing confidence and competence as monitored by the appraisal process.

The organisation will demonstrate learning from near misses and patient safety incidents and implementing solutions to minimise repetition.

Level 3 - Change of behaviour – development of individual safe practice as monitored during the appraisal process.

Level 4 - Organisational Development – the development of a safety culture where there are open and supportive structures which embrace the management of risk as an opportunity for learning and improvement.
Appendix 1
UNITED BRISTOL HEALTHCARE NHS TRUST

CLINICAL TRAINING MATRIX FOR PATIENT SAFETY

STATUTORY (LEGAL REQUIREMENT) AND MANDATORY (REQUIRED BY TRUST) TRAINING REQUIREMENTS FROM 1/1/07 .

Important:  These are the CORE requirements for ALL  staff – please remember that if you work in specific roles, you may have job specific mandatory requirements in addition to this which your manager will confirm when you commence employment.  When you join you must attend corporate induction (column 1) and you will be advised if you need to undertake CPR training in addition.  Once you have completed your induction training, you will need to undertake updates of your training.

PLEASE SEE OVERLEAF FOR HOW TO DO THIS – AUDIT STANDARDS TO FOLLOW
	Staff group
	Corporate Induction – Clinical Skills
	Patient Safety (Investigation of incidents)


	Record Keeping
	Consent
	Blood Transfusion
	Medication
	Complaints and Claims
	Inoculation Incidents
	Slips, Trips and Falls

	When?
	Within 8 weeks of joining
	2 yearly
	2yearly
	2 yearly
	2 yearly 
	2 yearly
	2 yearly√
	2 yearly
	2 yearly

	Consultant
	√
	√
	√
	√
	√
	√
	√
	√
	√

	Trainee doctor
	√
	√
	√
	√
	√
	√
	√
	√
	√

	NCCG doctor
	√
	√
	√
	√
	√
	√
	√
	√
	√

	N & M quald.
	√
	√
	√
	√
	√
	√
	√
	√
	√

	Nursing Asst.
	√
	√
	√
	N/A
	N/A
	N/A
	√
	√
	√

	Allied Health Professional/Health Care Scientists qualified.
	√
	√
	√
	√
	N/A
	N/A
	√
	
	√

	AHP/HCST Assistant
	√
	√
	√
	√
	N/A
	N/A
	√
	√
	√

	Administration  and Clerical
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A

	Ancillary/

Maintenance
	N/A
	N/A
	N/A
	N/A
	Only Porters who handle Blood Products
	N/A
	N/A
	N/A
	N/A

	Senior Manager
	√
	√
	√
	√
	N/A
	N/A
	√
	√
	√


UNITED BRISTOL HEALTHCARE NHS TRUST 

STATUTORY (LEGAL REQUIREMENT) AND MANDATORY (REQUIRED BY TRUST) TRAINING REQUIREMENTS FROM 1/1/07.

Important:  These are the CORE requirements for ALL  staff – please remember that if you work in specific roles, you may have job specific mandatory requirements in addition to this which your manager will confirm when you commence employment.  When you join you must attend corporate induction (column 1) and you will be advised if you need to undertake CPR training in addition.  Once you have completed your induction training, you will need to undertake updates of your training.
PLEASE SEE OVERLEAF FOR HOW TO DO THIS – AUDIT STANDARDS TO FOLLOW
	Staff group
	Corporate Trust induction (+ see CPR column too)
	Manual handling update 
	Fire safety core update
	Health and safety update
	Food hygiene update
	Management of Violence and aggression update for high  risk staff only
	Work station assessment update
	Infection control update (DVD option)
	CPR basic training and update (see footnote a)
	Child protection  awareness update (see footnote b)
	Protection of vulnerable adults  awareness update

	When?
	Within 8 weeks of joining
	2 yearly
	2 yearly except annual for Security, Estates, Catering, Ward-based nurses and Theatre staff)*
	2 yearly
	2 yearly 
	2 yearly (except Security staff need a more intensive annual update.)
	2 yearly as appropriate
	2 yearly
	Annual following initial induction training 
	2 yearly provision of update in leaflet form only for all staff
	2 yearly

provision of update in leaflet form only for all staff

	Consultant
	√
	√
	√
	√
	No
	A & E and lone workers in community
	√
	√
	BLS + defib (a)
	√
	√

	Trainee doctor
	√
	√
	√
	√
	No
	As above
	√
	√
	ALS (a)
	√
	√

	NCCG doctor
	√
	√
	√
	√
	No
	As above
	√
	√
	BLS + defib (a)
	√
	√

	N & M quald.
	√
	√
	√
	√
	No
	As above + ward based staff
	√
	√
	ILS (a)
	√
	√

	Nursing Asst.
	√
	√
	√
	√
	Night NA’s
	As qualified nurses
	√
	√
	BLS (a)
	√
	√

	Allied Health Professional/Health Care Scientists qualified.
	√
	√
	√
	√
	Occupational Therapists only
	Lone workers in community
	√
	√
	BLS (a)
	√
	√

	AHP/HCST Assistant
	√
	√
	√
	√
	OT helpers only
	Lone workers in community
	√
	√
	BLS (a) 
	√
	√

	Administration  and Clerical
	√
	√
	√
	√
	No
	A & E, lone workers and reception and ward staff
	√
	√
	No
	√
	√

	Ancillary/
Maintenance
	√
	√
	√
	√
	√
	A and E, lone workers, ward based staff and central teams
	√
	√
	No
	√
	√

	Senior Manager
	√
	√
	√
	√
	No
	A & E and lone workers in the community
	√
	√
	No
	√
	√


UNITED BRISTOL HEALTHCARE NHS TRUST (UBHT) – RISK MANAGEMENT 
As an employer UBHT has a legal duty to ensure the Health, Safety & Welfare of its staff and anybody else who may be affected by our activities. A key element in achieving this is with appropriate training and conduction of risk assessments. By identifying management responsibility and hazards, looking at the risks they pose and assessing the appropriateness of control measures we not only ensure compliance with the law but can also prioritise the allocation of resources. The attached matrix informs you of what you need to do in your current position and those roles which can be delegated to another member of staff within your team. What do I need to do?
	Staff group/level
	Health & Safety for senior executives/ managers
	Health & Safety for managers 
	Institute of Safety & Health Managing Safely
	Generic Risk Assessor
	Control of Substances Hazardous to Health  (COSHH) assessor
	Manual Handling Risk Assessor
	Infection control link
	Medical gas (where used, stored and/ or handled) 
	Lifting Operations & Lifting Equipment (LOLER)
	Latex link


	Evacuation Training

	How often
	One off 
	One off 
	One off
	2 yearly
	2 yearly
	2 yearly
	Annual
	3 yearly
	One off
	One off
	One off but counts as that years update

	Senior executives
	Yes
	No
	No
	No
	No
	No
	No
	No
	No
	No
	No

	Senior managers
	Yes
	No
	No
	No
	No
	No
	No
	No
	No
	No
	No

	Health & Safety leads
	Yes
	No
	If no prior knowledge
	No
	No
	No
	No
	No
	No
	No
	No

	Divisional Health & Safety Adviser (DHSA) site/ service
	No
	No
	Yes
	If no prior knowledge
	No
	No
	No
	No
	No
	No
	No

	Dept managers
	No
	All
	No
	If prefer not to delegate
	If prefer not to delegate
	If prefer not to delegate
	If prefer not to delegate
	If prefer not to delegate
	If prefer not to delegate
	No
	All ward  nursing staff and theatre based staff

	Nominated member of staff with supervisory role
	No
	No
	No
	1 per dept
	 1 per dept (where used, stored and/ or handled)
	I per dept
	1 per clinical area
	Where used, stored and/ or handled
	1 per clinical area part of Manual Handling Assessor course
	Where used, stored and/ or handled
	All ward  nursing staff and theatre based staff

	How often is this delivered
	Annual
	Every other month
	4 courses  per annum - external
	5 courses per annum
	5 courses per annum
	5 courses per annum
	See matrix
	14 sessions  per annum 
	2 per annum
	2 sessions every 2 years
	Four per month 

	Updating options
	
	On line H&S for managers/ conference 
	On line H&S for managers/ conference
	Work shop / conference
	Work shop / conference
	Work shop / conference
	On line/ work book or external course
	Work shop 
	Practical work shop
	Conference
	Simulated workshop

	Duration of initial course
	1 day
	2 day 
	4 days
	2.5 days
	Half day
	1 day
	See training standard
	2 hrs
	1.5 hrs
	2 hrs/ 
	55 minutes

	Duration of update
	N/a
	I day
	1 day
	1.5 hrs/ 1 day modular
	1.5 hrs/ 1 day modular
	1.5 hrs/ 1 day modular
	
	I day modular
	N/a
	I day modular
	N/a


*First aid – nominated staff to access First Aid Training based on risk assessment of the area which will identify the need and level of training required
Footnote
*   Staff in wards and theatres, or any department where staff do not leave routinely during a fire alarm will receive training that alternates annually between department-based or evacuation procedures training, and on-line.

Footnote (a) under CPR indicates that the level of Life Support training indicated is the norm only for the staff group.  However, the specific requirements for particular staff groups are too complex to include in this matrix and you may need to undertake a more advanced level of training in specific roles.  This will be clearly indicated to you at induction stage (and is confirmed in the Trust Resuscitation Training matrix, which is held by the Resuscitation Training team for reference at any time and available at http://intranet/hr/current_training/new_page_2.htm).

Footnote b) under Child Protection indicates that all staff require core awareness update.  However the specific requirements for particular staff groups are too complex to include in this matrix and you may need to undertake a more advanced level of training in specific roles.  This will be clearly indicated to you at induction stage (and is confirmed in the Trust Safeguarding Children Training matrix, which is held by the central Training team for reference at any time and available at http://intranet/hr/current_training/child_protection.htm).

Arrangements for induction and initial training:

For induction, there are specific induction arrangements for trainee doctors, nursing assistants, and volunteers.  All other staff, including bank staff, complete corporate induction (1 day non-clinical), 2 days (clinical).  Bank non-clinical staff working for less than one month receive an information package only.  Honorary staff for whom UBHT is their main employer (e.g. staff on externally funded research contracts contracted to UBHT) should be treated as all other staff in terms of requirements.  Honorary staff for whom UBHT is not their main employer (e.g. university employees) should receive their main health and safety training through their main employer (fire, manual handling, health and safety, work station assessment) but any other requirements should be met through the trust.

What types of updating packages are available?

1)  Consultant away days run on a monthly basis provide all updating required for Consultants with the exception of individual requirements noted below.  In addition, they should complete fire, health and safety and workstation assessment module updating on-line every two years.  Consultants need to attend the BLS and defib session of the away day annually (although see further note on CPR training) and the total update every two years.  Consultant staff requiring high risk updating in violence and aggression (only A and E staff and lone workers in the community) will be trained on site through a 2 hourly update session every two years.  Consultants requiring more advanced levels of CPR training than BLS and defib will be advised of their specific requirements at the away day, and how to access the relevant training, and will not have to complete both (i.e. if they require ALS training, they will not need to complete both BLS and defib, and ALS).  Consultants requiring more advanced levels of Child Protection training should complete the core awareness update during the away day and will be advised of any further specific requirements, and how to access training, at the away day.

 2)  All other clinical staff (including trainee doctors, staff grade doctors and bank staff) have a mandatory and statutory training update day.  Staff requiring BLS and defib training need to attend the BLS and defib session of the update annually, and the total update every two years.  In addition, they should complete fire, health and safety and workstation assessment module updating on-line every two years.  AHP/HCST staff may also complete their manual handling training on line.  Staff requiring more advanced levels of CPR training than BLS and defib (e.g. ILS and ALS) will be advised of their specific requirements at the update day, and how to access the relevant training, and will not have to complete both (ie. if they require ALS training, they will not need to complete both BLS and defib, and ALS).  Staff requiring more advanced levels of Child Protection training should complete the core awareness update during the update day and will be advised of any further specific requirements, and how to access training, at the update day.

3)  Clinical Assistants working one or two sessions per week can complete all update training on-line (fire, health and safety, workstation assessment and manual handling) with the exception of BLS and defib, for which they need to attend a separate BLS session, on an annual basis.

4)  All non-clinical staff (except volunteers and Skills for Health staff) have a mandatory and statutory training update session which covers their requirements.  They need to attend this every two years.  This includes a DVD presentation on infection control, a very brief awareness update on child protection and protection of vulnerable adults, and manual handling, plus a reminder regarding on-line training requirements, and a short question and answer session.  An additional session is included for high risk staff only (see matrix) requiring violence and aggression updating.  Non-clinical staff will be reminded of their additional requirement to complete fire safety, health and safety and workstation assessment updating on-line on a two yearly basis.  Specific agreed formats for training are provided in areas where staff have limited access to on-line facilities, such as ancillary staff.  

5) Volunteers and Skills for Health staff can complete all update training (fire, health and safety, manual handling and workstation assessment) on-line.

How do I access on-line training?

The Cardinus on-line training packages are found under the Health and Safety section of the Intranet.  The password is the number printed on the back of your Trust identity card.  The on-line packages are: Health & Safety, very low risk manual handling, and DSE workstation.
Appendix Six
Risk Management Structure
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Appendix Seven
UNITED BRISTOL HEALTHCARE NHS TRUST

GOVERNANCE AND RISK MANAGEMENT COMMITTEE

TERMS OF REFERENCE

Strategic Statement

The United Bristol Healthcare NHS Trust aims to establish a proactive approach to governance and the management of risk. This involves developing trust wide strategies for its relevant work, drawing on comparisons of best practice from within and outside the NHS. To ensure continued progress and improvement, action will be led by the Committee so that the health, safety and welfare of patients, visitors and staff is routinely accorded the highest priority across the Trust. The Committee will be responsible for the overall coordination of governance activity and prioritization of risk management within the Trust. Regular reports will be made to the Audit and Assurance Committee and the Trust Board. Governance and Risk management will be an integral part of the Trust’s strategic and day-to-day objectives.

Terms of Reference

1. To ensure the Trust has a full a coordinated range of policies and procedures to cover all governance activity and significant risk, ensuring that they are reviewed and updated regularly.

2. To bring to the attention of the Trust Board any conflict of risk management along with any urgent risk management matters.

3. To ensure it is briefed on any matters of governance and risk management concerns that cannot be satisfactorily resolved elsewhere.

4. To agree actions to ensure that all risks are identified, adequately controlled and where necessary appropriately resourced.

5. To agree the annual Risk Management Plan and review risk management control measures on a regular basis. 

6. To ensure that its work is coordinated with and informs the Assurance Framework.

7. To ensure that all requirements are met for the Chief Executive to sign the annual Statement of Internal Control.

8. To be informed of external visits or requests for information by members of external enforcing, inspection or audit bodies, and to be briefed on the outcome. 

9. To receive reports on serious untoward incidents and ensure that appropriate follow-up action has been taken.

10. To receive regular reports from the Clinical Risk Assurance Committee and Health and Safety Committee.

11. To review all insurance arrangements and proposals.

12. To review all matters relating to the Freedom of Information Act and Human Rights Legislation.

13. To regularly review and update the Risk Management Strategy and the Committee’s Terms of Reference.
Delivery of the Terms of Reference

In order that the above terms of reference can be delivered the Committee will have a quarterly meeting with a standing agenda as follows:

1. Receipt of the updated Risk Register and Assurance Framework to consider variances, new risks and progress with actions to manage these. The Committee will agree an exception report on the Risk Register and Assurance Framework to be forwarded to the Audit and Assurance Committee. It will also systematically review the Risk Register through out the year to ensure all risks are reviewed, not just those of an exceptional nature.

2. Quarterly Report from the Clinical Risk Assurance Committee, incorporating its subcommittees [Blood Transfusion, Radiation Protection, Infection Control / Decontamination, Medicines Steering Group, Resuscitation Committee, Medical Equipment Group], medico-legal claims and Maternity Services Risk Committee.

3. A quarterly report of Serious Untoward Incidents reported to the Strategic Health Authority.

4. Review of the updated annual calendar for assurance and governance.

5. Health and Safety including receipt of minutes of meetings.

6. Legal Matters including Freedom of Information Act and Human Rights Legislation.

Membership

Chief Executive [Chair]

All Executive Directors [Director of Nursing – Lead Director]

Trust Health and Safety Advisor

Clinical Governance Manager 

Director of Legal Services

The Chief Executive or the Chief Operating Officer and the Medical Director or the Director of Nursing and one other director will constitute a quorum.

In attendance will be the Chief Internal Auditor and colleagues, as appropriate.

Relationships

The Committee reports directly to the Trust Board.

The Committee provides regular reports for the Assurance and Audit Committee.

The Committee will refer trust wide issues with significant potential impact on divisions to the Trust Executive Group for consideration and decision where appropriate.

The Committee will refer trust wide issues for operational implementation to the Trust Operational Group and for uni-divisional action it will refer directly to the relevant division.

Review

The terms of reference will be reviewed every 2 years or sooner if necessary. The date of the next review is April 2007.

December 2006
Appendix Eight
UNITED BRISTOL HEALTHCARE NHS TRUST

AUDIT AND ASSURANCE COMMITTEE (AAC)

TERMS OF REFERENCE

1. CONSTITUTION

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

1a. Membership

The Committee shall be appointed by the Board from amongst the Non-Executive directors of the Trust and shall consist of not less than three members, one of whom shall have recent relevant financial experience.   A quorum shall be two members.    One of the members shall be appointed Chair of the Committee by the Board.  The Committee shall nominate a Vice-Chair.  The Chair of the Trust shall not be a member of the Committee.  

1b. Attendance

Appropriate Internal and External Audit representatives shall normally attend meetings. The Chief Executive, the Director of Finance and the executive director with the responsibility for governance should be invited to attend.  A nominated representative from the Local Counter Fraud Service should normally attend meetings.  Other directors should be invited to attend when the Committee is discussing areas of risk or operation that are the responsibility of that director. 

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

The Committee shall be supported administratively by the Executive Director lead for Governance and Assurance and the PA to the Trust Board, Assurance and Governance, whose duties in this respect will include:

· Agreement of agenda with Chair and attendees and collation of papers.

· Taking the minutes.

· Keeping a record of matters arising and issues to be carried forward.

· Advising the Committee on pertinent areas.

1c. Frequency

Meetings shall be held not less than four times a year.   The External Auditor or Head of Internal Audit may request a meeting if they consider that one is necessary. At least once a year the Committee should meet privately with the External and Internal Auditors.

The annual timetable should be agreed and define the expectations of each meeting [Appendix One].

1d. Authority

The Committee is authorised by the Board to investigate any activity within its terms of reference and have unrestricted access to the Trust’s records, documentation and employees.   Access to confidential patient information is available only in exceptional circumstances.  It is authorised to seek any information it requires from any employee and all employees are directed to co-operate with any request made by the Committee.   The Committee is authorised by the Board to obtain outside legal or other independent professional advice and to secure the attendance of outsiders with relevant experience and expertise if it considers this necessary.

1e. Management and Reporting

The Committee shall request and review reports and positive assurances from directors and managers on the overall arrangements for governance, risk management and internal control.

They may also request specific reports from individual functions within the organisation (e.g. clinical audit) as they may be appropriate to the overall arrangements. 

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

The Committee will report to the Board annually on its work in support of the Statement on Internal Control, specifically commenting on the fitness for purpose of the Assurance Framework, the completeness and embeddedness of risk management in the organisation, the integration of governance arrangements and the appropriateness of the self-assessment against the Standards for Better Health.  The Committee will advise the Board if the Members’ Council rejects the Committee’s recommendations and prepare an appropriate statement for the Board of Directors to include in the Annual Report.

Liaison with Members’ Council.  The Committee Chair will report to the Members’ Council: annually on the Committee’s work; and (if and as the Committee considers it necessary) on matters needing action or improvement, and the corrective steps to be taken.  This will include making recommendations on the appointment, reappointment, termination of appointment and fees of the External Auditor. 

2. DUTIES

The duties of the Committee can be categorised as follows:

2a. Governance, Risk Management and Internal Control

The Committee shall review the establishment and maintenance of an effective system of integrated governance, risk management and internal control, across the whole of the organisation’s activities (both clinical and non-clinical), that supports the achievement of the organisation’s objectives.

In particular, the Committee will review the adequacy of:

· All risk and control related disclosure statements (in particular the Statement on Internal Control and declarations of compliance with the Standards for the Better Health), together with any accompanying Head of Internal Audit statement, external audit opinion or other appropriate independent assurances, prior to endorsement by the Board.

· The underlying assurance processes that indicate the degree of the achievement of corporate objectives, the effectiveness of the management of principal risks and the appropriateness of the above disclosure statements.

· The policies for ensuring compliance with relevant regulatory, legal and code of conduct requirements.

· The policies and procedures for all work related to fraud and corruption as set out in Secretary of State Directions and as required by the Counter Fraud and Security Management Service.

In carrying out this work the Committee will primarily utilise the work of Internal Audit, External Audit and the internal assurance functions, but will not be limited to these functions.   It will also seek reports and assurances from directors and managers as appropriate, concentrating on the over-arching systems of integrated governance, risk management and internal control, together with indicators of their effectiveness.

This will be evidenced through the Committee’s use of an effective Assurance Framework and Risk Register to guide its work and that of the audit and assurance functions that report to it.   The Committee will review the Assurance Framework and Risk Register[s] regularly.

2b. Internal Audit

The Head of Internal Audit shall have free and unrestricted access to the Chair of the Committee for confidential discussion.  The Committee shall ensure that there is an effective internal audit function established by management that meets mandatory NHS Internal Audit Standards and provides appropriate independent assurance to the Committee, Chief Executive and Board.  This will be achieved by:

· Consideration of the provision of Internal Audit service, the cost of the audit and any questions of resignation and dismissal.

· Review and approval of the Internal Audit strategy, operational plan and more detailed programme of work, ensuring this is consistent with the audit needs of the organisation as identified in the Assurance Framework.

· Consideration of the major findings of internal audit work (and management’s response), and ensure co-ordination between the Internal and External Auditors to optimise audit resources.

· Ensuring that the Internal Audit function is adequately resourced and has appropriate standing within the organisation.

· Annual review of the effectiveness of Internal Audit.

2c. External Audit

The External Auditor shall have free and unrestricted access to the Chair of the Committee for confidential discussion.  The Committee shall review the work and findings of the External Auditor appointed by the Audit Commission and consider the implications and management’s response to their work.   This will be achieved by:

· Consideration of the appointment and performance of the External Auditor, as far as the Audit Commission’s rules permit, in line with the code of conduct for foundation trusts.

· Discussion and agreement with the External Auditor, before the audit commences, of the nature and scope of the audit as set out in the Annual Plan, and ensure co-ordination, as appropriate, with other External Auditors in the local health economy.

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

· Review all External Audit reports, including agreement of the annual audit letter before submission to the Board and any work carried outside the annual audit plan, together with the appropriateness of management responses.

2d. Financial Reporting

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

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

· Changes in, and compliance with, accounting policies and practices.

· Unadjusted mis-statements in the financial statements.

· Major judgemental areas.

· Significant adjustments resulting from the audit. 
· Instances where competitive tendering or competitive quotation requirements have been waived or where approval has been given to a tender invitation to a firm not on the approved list.  This should include consideration of directors’ interests in potential contracts.
· Special payments, compensations and losses.
The Committee shall ensure that the standing financial instructions (sfis) and standing orders (sos) are maintained and are kept up to date, with an annual review which will include any instances where the sfis/sos have been overruled by any individual within the trust, or any occasions where the sos have been suspended at a meeting.  
The Committee shall also ensure that the systems for financial reporting to the Board, including those of budgetary control, are subject to regular quarterly review as to completeness and accuracy of the information provided to the Board.

2e. Other Assurance Functions

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

These will include, but will not be limited to, any reviews by the Department of Health Arms Length Bodies or Regulators/Inspectors (eg Healthcare Commission, NHS Litigation Authority, Counter Fraud Service), professional bodies with responsibility for the performance of staff or functions (eg Royal Colleges, accreditation bodies etc).

In addition, the Committee will review the work of other committees with the organisation, whose work can provide relevant assurance to the Committee’s own scope of work.   This will particularly include the Governance and Risk Management Committee, and the Clinical Risk Assurance Committee[s] that are established.

In reviewing the work of the Governance and Risk Management Committee, and issues around clinical risk management, the Committee will wish to satisfy themselves on the assurance that can be gained from the clinical audit function. 

The Committee should review arrangements by which Trust staff may raise, in confidence, concerns about possible improprieties in matters of: financial reporting and control; clinical quality; patient safety; or other matters. The Committee should ensure that arrangements are in place for the proportionate and independent investigation of such matters and for appropriate follow-up action.

The Committee shall undertake an annual review of its effectiveness and performance in meeting the terms of reference.
April 2001

Revised April 2004

Revised January 2005

Revised June 2005

Revised September 2006 

Revised June 2007
Next review June 2008
ANNUAL AGENDA TIMETABLE

	Agenda item/issue
	2007 

	
	Papers due 
	13 March
	3 April
	12 June
	3

July
	18 Sept
	4

Dec

	
	
	6
March
	27 March
	5
June
	26 June
	11 Sept
	27 Nov

	Quarterly Routine Items
	
	
	
	
	
	
	

	Review/Summary of Internal and External Audit Progress Reports, including implementation of recommendations
	
	√
	
	√
	
	√
	√

	Business and Minutes of other Committees (Governance and Risk Mgt Committee)
	
	√
	
	√
	
	√
	√

	Review of Assurance Framework
	
	√
	
	√
	
	√
	√

	Review of Risk Register[s]
	
	√
	
	√


	
	√


	√

	Counter Fraud Report
	
	√
	
	√


	
	√


	√

	Assurance on systems for financial reporting and budgetary control
	
	√
	
	√


	
	√


	√

	Ad hoc / Annual Items
	
	
	
	
	
	
	

	Annual Reports from Internal and External Audit, Counter Fraud
	
	
	
	√
	
	
	

	Approval of Internal Audit Plan
	
	√ (draft)
	
	√


	
	
	

	Agreement of External Audit plans and fees
	
	
	
	√
	
	
	

	Review and agreement of final accounts and plans
	
	
	
	
	√
	
	

	Receipt of Annual Internal Audit Report (HIAO) and associated opinions
	
	
	
	√
	
	
	

	Acute Hospital Portfolios –implementation of recommendations for previous year / Receipt of new reports
	
	
	
	
	
	√


	

	Standards for Better Health process and declaration
	
	
	√
	
	
	
	

	Self-assessment of Committee’s effectiveness (Annual Review and Report)
	
	√

Self Assess
	
	√ 

Terms of Ref and Annual Report
	
	
	

	Review of other reports and policies as appropriate eg changes to Standing Orders and Standing Financial Instructions, changes to accounting policies
	
	√
	
	
	
	
	

	Risk Management Strategy/Assurance Governance
	
	√
	
	
	
	
	

	Statement on Internal Control
	
	
	
	√
	
	
	


Appendix Nine
UNITED BRISTOL HEALTHCARE TRUST 

Trust Clinical Risk Assurance Committee

Terms of Reference

1. Background
The Clinical Risk Assurance Committee (CRAC) supersedes the former Clinical Risk Management Committee and the Terms of Reference reflect the transition from Directorates to Divisions. Risk management will be an operational function and an integral part of the Divisional operational manager’s role.
2. Terms of Reference of the Clinical Risk Assurance Committee  
· To ensure that the Clinical Risk Assurance Committee works within the Governance framework and reports accordingly including any serious problem relating to Patient Safety
· To encourage a Trust-wide Patient Safety culture of responsibility and openness
· To advise Divisions of Department of Health guidelines and recommendations directly relating to Patient Safety and it’s management
· To seek assurance from Divisions that they are compliant with the Healthcare Commission core standards relating to patient safety, specifically standards 1, 13b and 13c, with the following standards delegated to the corresponding committees:
· Standard 2 – Safeguarding Children Steering Group 
· Standards 4a, 4c & 4e – Infection Control Committee 
· 4b – Medical Equipment Group 
· 4d – Medicines Steering Group 
· To ratify all clinical risk policies, including Patient Consent, from reporting sub-committees and Divisions
· To ensure that there is a consistent approach to the management and monitoring of clinical incidents/near misses within Divisions and seek assurance from Divisions that lessons are learned
· To oversee Trust-wide developments arising from clinical incidents
· To ensure that serious clinical incidents are brought to the attention of the Committee
· To review and monitor the Trust-wide Risk Register
· To take the lead in ensuring that the standards set by the NHSLA are met and that practice is reviewed and monitored, liaising as appropriate with Divisions, Human Resources and MEMO
· To seek assurance from Divisions that training and education in Patient Safety management and clinical incident reporting is undertaken
· To ensure that there is effective communication and collaboration with the following committees and seek assurance from:
· Health & Safety
· Clinical Audit Committee
· Involving People Committee
· HR Committee (for training purposes)
· Research & Development Management Group
· To support a structured approach in the identification and assessment of risk across the Trust, working in conjunction with the Internal Audit Department & Risk Management Groups to maintain a Trust Risk Register
Reporting
· To refer to the Trust Operational Group on issues relating to operational decisions and implementation, providing advice as required
· To refer to the Trust Executive Group for policy ratification if there are resource implications and advise as necessary 
· To provide quarterly reports to the Governance & Risk Management Committee 
3. Committee Reports
The Committee will meet monthly, high risk rated incidents will be reported monthly and incident trends quarterly. The following reports will be submitted to the committee at the allocated intervals: (the reporting timetable is accessible here)
	Blood Transfusion Committee
	Annually & 'as and when'

	Infection Control Committee
	Quarterly

	Legal claims
	As Required

	Medical Equipment Group
	Bi-annually

	Medicines Steering Group
	Bi-annually

	Mental Health Steering Group
	Bi-annually

	National Confidential Enquiries
	Annually with quarterly brief

	NHSLA & Policy Development (including Record Keeping)
	Quarterly

	Obstetrics and Gynaecology
	Bi-annually

	Radiation Protection Committee
	Bi-annually

	Resuscitation Committee
	Bi-annually

	Safeguarding Children Steering Group
	Bi-annually


Minutes and agendas will be circulated one week prior to every meeting.  Effort will be made to avoid tabling papers at meetings and the reporting timetable will be adhered to.
4. Committee Membership
The core members will be expected to attend all Committee meetings.  The Executive member or the Chair/Deputy Chair should attend every meeting.  Membership will be reviewed on a three yearly basis, from the date of appointment.
A quorum is eight members of the core members of the Committee.
Core Members
                Chair (also executive representative)
                Deputy Chair - Assistant Director of Nursing
                Patient Safety Manager/Team(3)
                Chair of Medicines Steering Group
                Chair of Infection Control Committee 
                Chair of Medical Equipment Group 
                Divisional Patient Safety Leads -  
· Diagnostic and Therapy 
· Medicine
· Specialised Services
· Surgery and Head and Neck
· Women’s and Children’s
· The Clinical Governance Secretary will attend meetings in an administrative role
   Co-opted Non-core Group Members
         Chair of Hospital Blood Transfusion Committee
         Chair of Resuscitation Committee
         Chair of Radiation Protection Committee
        Maternity NHSLA Lead
         Legal Services Manager
5.  Routes of Communication
 Minutes, written reports and all relevant documents will be sent to:
         Core Committee members
         Non-core Committee members
         Heads of Division
         Divisional Managers
Minutes will also be available for UBHT staff via the intranet (Clinical Risk Assurance Committee and Patient Safety websites)
6.  Roles and Remit of Core Committee members 
 Chair and Executive Representative
1.  Chair the Committee or ensure the Deputy Chair is in attendance
2.  Ensure meetings are held monthly
3.  Produce agenda with Patient Safety Manager two weeks in advance of every meeting
4.  Invite Non-core Committee members to meetings as appropriate 
5.  Ensure any follow up actions are implemented promptly 
6.  Bring to the attention of the Committee, documents and circulars relevant to Patient Safety
7.  Represent the views of the Trust Board on decisions made by the Committee
8.  Act as a two-way communication link between the Committee, Trust Board, Consultants' meetings and the HMC
9.  Ratify Patient Safety policies on behalf of the Board
Deputy Chair - Assistant Director of Nursing
1.   When required, deputise for the Chair of the Committee
2.   Attend all meetings or if unable to, nominate a suitable deputy
 Divisional Manager
1.   Attend all meetings where possible
2.   Act as a two-way communication link between the Committee and Divisional Managers
 Patient Safety Manager/Team
1.  Attend all meetings 
2.  Assist Chair in formulation of Agenda
3.  Report relevant high risk rated/serious incidents on a monthly basis
3.  Provide quarterly reports with trends on Trust-wide Patient Safety issues
4.  Ensure that the standards set by the NHSLA are met and that practice is monitored, liaising as appropriate with Divisions
5.  Review and advise upon the Risk Register
 Chairs of Specialist Committees
1.  Attend all meetings, or if unable to, nominate a suitable deputy
2.  Act as a two-way communication link between the Committee and specialist group/committee
3.  Provide advice to the Committee on Medicines NICE Guidelines and actions required from the NHSE
4.  Provide a report to the Committee from specialist committee/group as Specified (Section 3)
5.  Provide advice to the Committee on any serious medication, equipment and related blood component incidents and provide reports as required
6.  Compliance with NHSLA standards and provide assurance to the Committee
Divisional Patient Safety Leads 
1. Attend all meetings 
2. Act as a two-way communication link between the Committee and Division
3. Provide assurance to the Committee on Patient Safety issues related to the Division 
4. Represent views of the Division 
  
Terms of Reference agreed:  CRAC 15th May 2007
Review Date: May 2009
	Date of Meeting in 2007
	SUBMISSION

DATE OF REPORTS
	CORPORATE REPORTS
	SPECIALIST COMMITTEE REPORTS

	16 January
	2 January
	Policy Development and NHSLA
	Infection Control Committee & Decontamination Board

Medical Equipment Group

	20 February
	6 February
	Risk Register
	Resuscitation Committee

Child Protection Steering Group

	20 March
	6 March
	AWAY MORNING -BURWALLS

	17 April
	3 April
	Policy Development and NHSLA

Clinical  Risk  Report
	Infection Control & Decontamination Board 

Medicines Steering Group

	15 May
	1 May
	Risk Register

National Confidential Enquiries update (info only)
	Radiation Protection Committee 

Mental Health Steering Group

	19 June
	5 June
	Clinical Risk Report
	Obstetrics & Gynaecology Report

	17 July
	3 July
	Policy Development and NHSLA

National Confidential Enquiries Annual Report
	Infection Control Committee & Decontamination Board Medical Equipment Group

	21 August
	7 August
	No Meeting Scheduled

	18 September
	4 September
	Clinical Risk Report 

Risk Register 

Confidential Enquiries
	Resuscitation Committee  

Child Protection Steering Group

	16 October
	2 October
	Policy Development and NHSLA
	Medicines Steering Group 

Infection Control Committee & Decontamination Board 

	20 November
	6 November
	Risk Register
	Blood Transfusion Committee 

Mental Health Steering Group

	11 December
	27 November
	Clinical Risk Report  
	Radiation Protection Committee 

Obstetrics & Gynaecology Report


Please note:

· Blood transfusion report – annual, with initiatives and issues to be presented as and when required for assurance purposes 

· Legal team to report inquests, coroners’ recommendations and significant claims on an ad hoc basis
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