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and details the risk management and assurance arrangements in the Trust, as 
recommended in the 2015 External Governance Review 

For the first time, the approach is based on managing risks according to tolerance levels 
established by the Board, providing a measured and proportionate approach to risk across 
the Trust.  Accordingly, the Strategy & Policy also includes a proposed Risk Appetite 
Statement for the Trust. 

The assurance arrangements are aligned with new committee structures which are also 
being presented to the December 2016 Board meeting, alongside the Risk Management 
Strategy & Policy.  This will ensure that risk assurance is mainstreamed within the work of 
committees, and overseen by the Audit and Risk Assurance Committee. 

Whilst the document has not yet been formally approved, elements have already been 
successfully implemented, following the abolition of the Risk Committee earlier this year. 

Financial Risks The Risk Management Strategy & Policy details the risk 
management arrangements for financial risks within the Trust.  

Key Risks  The Risk Management Strategy & Policy details the risk 
management arrangements within the Trust.  

Disclosure Statement The document is informed by the 2015 Governance Review 
recommendations, and informed by internal audit findings. 

Equality and Diversity 
Statement 

An equality impact assessment has been carried out. An equity 
risk domain has been created to ensure equality risks are 
identified. 
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Risk Management Strategy & Policy – November 2016 

 

1 Background 

1.1 The Risk Management Strategy & Policy should be reviewed on an annual basis. This 
review is overdue, as a result of changes made in response to the 2015 Governance 
Review and related work to establish tolerance levels and align to the new committee 
structure.   

1.2 A significant review and update of the Risk Management Strategy has now taken 
place.  Following review by the Executive Directors, the Strategy was sent out for 
consultation with relevant staff and members of the Audit and Risk Committee and is 
now being presented to the Trust Board for approval by the Trust Board. 

2 Updates to Risk Management Strategy 

2.1 Amalgamation of Risk Assessment policy and Risk Management Strategy 

2.1.1 Following a review by the Governance Lead and Risk Manager in consultation with a 
number of staff, the previous Trust Risk Assessment policy and Risk Management 
Strategy have been amalgamated into one combined policy and strategy. The 
decision to combine these policies was taken to reduce the previous duplication on 
risk assessment and management. The aim was to create one document which is 
easily accessible to staff and clearly defines risk assessment, management and 
assurance responsibilities in the Trust.  Feedback from staff on the clarity of the 
document has been positive. 

2.2 Director portfolio 

2.2.1 The Director of Nursing currently holds delegated responsibility for  Risk 
Management within the Trust. Responsibility for risk management and the new Risk 
Management Strategy & Policy will be transferred to the new Director of Corporate 
Affairs upon commencement of their post. 

2.3 Risk Tolerance 

2.3.1 The revised Risk Management Strategy & Policy sets out arrangements for the 
management and assurance of risks that are above or below agreed tolerance levels. 
The proposed Strategy & Policy sets out differing levels of tolerance for each new 
risk domain, as agreed at a Board workshop in June 2016. This allows the Trust to 
be measured in its approach to risk management according to the type of risks that 
exist. 

2.3.2 Decisions with regard to risk tolerances have been drawn together in a Risk Appetite 
Statement for staff and stakeholders. This aims to make the decisions on risk 
tolerances meaningful and relevant, as well as conveying the values, priorities and 
ways of working of the Trust. 
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2.3.3 This is a notable change in risk management arrangements in the Trust as previously 
risks were managed according to their risk score (extreme, high etc). This did not 
allow flexibility in determining the level of management required for each risk.   

2.4 Risk Assurance  

2.4.1 The new draft Risk Management Strategy & Policy also details the new risk 
assurance arrangements in the Trust. The aim of the proposed risk assurance 
structures within the Trust (Table 2 in the policy) is to ensure that Committees and 
Sub-Committees have appropriate oversight of the risks that exist within their 
particular area of focus, and that risk management which is not moving with sufficient 
pace is reported to higher level Committees.  

2.4.2 These arrangements were approved by Executive Directors on 18th April 2016, and 
by the Audit and Risk Assurance Committee on 5th September 2016. Some 
elements of assurance reporting have already been enacted, ahead of formal 
approval of the Strategy & Policy 

2.5 Risk Domains 

2.5.1 At the Board Workshop in June 2016, new risk domains were agreed by the Trust 
Board in order to replace the 66 previous risk categories in use on Datix, the Trust’s 
risk management system. The creation of a rationalised set of 20 risk domains aims 
to streamline the large number of categories used to record risk entries and to ensure 
risks are reported to the most relevant Committee according to risk domain. 

2.5.2 Since this date, following reviews by the Governance Lead, Director of Nursing and 
Interim Director of HR & OD, minor amendments have been made to the risk 
domains, particularly to accommodate the changes in the role of the Finance 
Committee 

2.5.3 A project has been undertake, led by the Governance Lead, with support from the 
Divisional Quality Facilitator, to map all risks (n1477) currently held on the Trust risk 
management system to the new risk domains. This has been reviewed by various 
risk owners to ensure consistency and to provide assurance that the risks have been 
mapped appropriately to the new domains. Testing has also been carried out to 
review the numbers of risks currently above tolerance levels for each domain to 
ensure tolerance levels are appropriate and will capture risks which require 
Committee oversight. 

2.5.4 At the Executive Directors meeting on 19th October, Executive Directors accepted 
the alignment of Executive Leads with the domains that fall within their respective 
portfolios. This will ensure that oversight of the risk is held by the relevant Director 
and that allocation of Executive Leads is consistent.  

2.5.5 The guidance on consequence scoring has had a fundamental review, involving 
relevant service leads, and is now aligned with the 20 agreed risk domains for the 
organisation.   

2.6 Raising the Profile of Risk Management 

2.6.1 As a result of the work being undertaken on risk management across the Trust, 
including workshops and 1-1 training sessions involving more than 70 members of 
staff, mostly frontline, there is a greater focus on and understanding of risk 
management emerging across the organisation, which will be further aided by the 
dissemination of this Strategy & Policy.  
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3 Conclusion 

3.1 The Risk Management Strategy & Policy has been reviewed and updated to provide 
new and enhanced risk management and assurance arrangements across the Trust.  
These are intended to ensure risk management is mainstreamed and move to a focus 
on risks above and below agreed tolerance levels, providing a more measured 
approach to risk management across the Trust. 

4 Recommendation 

4.1 The Trust Board is requested to: 

 Approve the Risk Management Strategy & Policy; 
 Approve the Risk Appetite Statement included within the Strategy & Policy. 
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1. Introduction 

 

1.1. This document sets out the key aims and objectives for the management of risk at the Royal 
Cornwall Hospitals NHS Trust (RCHT). It also outlines the process for the completion of risk 
assessments for areas and activities of RCHT. 
 

1.2. RCHT recognises that the provision of healthcare and the associated business activities 
carries inherent risks to patients, the public and the organisation itself. It is essential that the Trust 
implements mechanisms to manage these risks in order to provide safe, effective and affordable 
care.  
 

1.3. Risk management is the systematic method of identifying, analysing, managing, monitoring 
and review of risks that may be a threat to the ability of the Trust to deliver its objectives. 
 

1.4. It is also clear that managed risk taking is sometimes critical to taking developments forward 
and improving care for patients. 
 

1.5. The level of risk tolerance the Trust is willing to accept and take for each risk domain is 
determined by the Trust Board, and set out in this document. 
 

1.6. This version supersedes any previous versions of this document. 
 

2. Purpose of this Policy/Procedure  

 

2.1. The purpose of the Risk Assessment and Management Strategy & Policy is to: 
 

 Support the delivery of safe, caring, effective and sustainable health care provision for 
patients, visitors and staff; 

 Comply with legal statutory requirements and comply with the requirements of external 
regulators and other relevant bodies; 

 Identify accountabilities, define responsibilities, state risk management and escalation 
arrangements throughout all levels of the organisation; 

 Describe risk tolerances as agreed by the Trust Board; (Appendix 4)  

 Provide a common risk identification and management process which sets out a 
consistent and integrated approach to risk management and allows for meaningful 
comparison of risk, thus establishing priorities for action; 

 Provide a framework of assurance for the management of risk;  

 Promote an open, honest and just culture where staff can report any errors, free from fear 
and which will support them and enable positive action to take place to reduce risk; 

 Describe the resources available for risk management in the organisation. 

3. Scope 

 

3.1. This document applies to all employees working within the Trust including bank, agency 
and locum staff. It also applies to all honorary contract holders.  Contractors must be advised 
upon commencement of contract of how to raise a risk and will be made aware of their own 
responsibilities. 
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4. Ownership and Responsibilities  

4.1. Board Members 

 
All members of the Trust Board have a responsibility to provide leadership on risk 
management and in particular: 

 determine the risk appetite and risk tolerances for the Trust; 

 ensure the approach to risk management is consistently applied; 

 seek assurances that risks have been identified, assessed and all reasonable steps taken 
to manage them effectively and at sufficient pace; 

 endorse the Annual Governance Statement which assures the organisation has the 
necessary controls in place to manage its exposure to risk; 

 approve annually the Risk Management Strategy. 
 

4.2.  Chief Executive 

 
On behalf of the Trust Board, the Chief Executive is the accountable officer with overall 
responsibility for risk management. 
 

4.3. Director of Corporate Affairs 

 
The Director of Corporate Affairs has responsibility for: 

 risk management and is responsible for reporting to the Trust Board on the development 
and progress of Risk Management on behalf of the Chief Executive; 

 ensuring the Risk Management Strategy and Policy is implemented and evaluated 
effectively; 

 recording and maintaining the Board Assurance Framework including updating the risks, 
controls, sources of assurance and any gaps in control or assurance identified and 
reporting to the Trust Board and its Committees; 

 providing the Board with specialist advice and support regarding all matters relating to risk 
management and ensuring relevant and focused training is provided to board members in 
risk management; 

 ensuring the Trust operates in accordance with statutory regulations, Trust Standing 
Orders and Standing Financial Instructions; 

 ensuring the Risk Management Strategy, including the Trust’s risk appetite statement and 
risk tolerance levels, is reviewed on an annual basis and revised as appropriate. 

 

4.4. Executive Directors  

 
Executive Directors have responsibility for: 

 implementation of the strategy ensuring that resources are prioritised as necessary to 
adequately control identified risks.  

 ensuring that the Trust has effective systems for identifying and managing all risk. 

 oversight and co-ordination of all elements of risk management specific to their portfolio, 
including management of principal risks and closing/downgrading risks. The risk domains 
allocated to each Executive Director are listed in Appendix 4; 

 leading specific Committees responsible for assurance of the quality of controls. 
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4.5. Risk Manager 

 
The Trust Risk Manager has responsibility for: 

 delivery of the Trust’s Risk Management Strategy and providing expert advice as appropriate; 

 ensuring continuous development of a proactive risk management culture and practice 
throughout the organisation; 

 promoting and ensuring good risk and governance practices; 

 developing and maintaining the Trust Risk Register; 

 providing practical risk advice, support and training to staff across the Trust to ensure adoption 
of good risk management practice; 

 ensuring the effective operation of the Trust’s electronic risk management system (Datix); 

 providing an annual programme of Risk Management training; 

 producing cyclical and ad hoc reports for the Trust Board, Committees, services and corporate 
areas. 

 

4.6. Service management teams (Clinical Director, Associate Director, Divisional 
Nurse) 

 
These teams have responsibility for: 

 ensuring compliance with the overall risk management system and processes; 

 ensuring that all risks within their areas are managed appropriately with adequate controls; 

 ensuring the Risk Register is maintained and updated regularly through review at monthly 
Service Governance meetings; 

 ensuring that all risks above agreed tolerance levels are reviewed and managed at Service 
governance meetings and discussed with the appropriate Executive lead for review of risk 
scoring and management; 

 ensuring that risks above tolerance which are proposed for closure/downgrade are 
reviewed and agreed with the appropriate Executive Lead; 

 ensuring that staff have a clear understanding of the risks to their Service and at all times 
ensure compliance with policies/procedures and all relevant legislation; 

 ensuring that the assessment for all risks to which staff are exposed are readily available for 
staff to access at any reasonable time and in the event of an emergency; 

 working in partnership with other Services and specialties to provide cross challenge of risk 
descriptions and scores; 

 making decisions on which risks below tolerance levels can be accepted; 

 fostering an environment where staff feel confident and supported in reporting risks, incidents 
and issues. 
 
 

4.7. Corporate Management Teams 
 
These teams have responsibility for: 

 ensuring compliance with the overall risk management system and processes; 

 ensuring that all risks within their areas are managed appropriately with adequate controls; 

 ensuring the Risk Register is maintained and updated regularly through review at monthly 
departmental meetings; 

 ensuring that all risks above agreed tolerance levels are reviewed and managed at Executive 
Director meetings and discussed with the appropriate Executive lead for review of risk scoring 
and management; 

 ensuring that risks above tolerance which are proposed for closure/downgrade are reviewed 
and agreed with the appropriate Executive Lead; 
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 ensuring that staff have a clear understanding of the risks and at all times ensure compliance 
with policies/procedures and all relevant legislation; 

 ensuring that the assessment for all risks to which staff are exposed are readily available for 
staff to access at any reasonable time and in the event of an emergency; 

 working in partnership with other teams and Services to provide cross challenge of risk 
descriptions and scores; 

 making decisions on which risks below tolerance levels can be accepted; 

 fostering an environment where staff feel confident and supported in reporting risks, incidents 
and issues. 

 
 

4.8. Specialty/Ward/Department management teams  
 
These teams are responsible for: 

 day to day management of risks within their remit/budget allocation and reviewing risks in a 
timely way, and if the circumstances change; 

 ensuring risks are escalated to Service level, if risks are above the agreed tolerance level or if 
support is required to mitigate risks; 

 ensuring any identified risk management control measures within their designated area and 
scope of responsibility are implemented and monitored and are adequate; 

 ensuring that risks assessments are undertaken proactively by themselves or delegated to 
members of staff who have been adequately trained,  

 ensuring risk assessments are recorded in accordance with this guidance, and action plans are 
developed and implemented for all risks with progress recorded against each action; 

 identifying the appropriate risk owner according to level of management required; 

 taking an active lead to ensure that risk management is managed and escalated; 

 ensuring staff undertake appropriate training to carry out risk assessments and have sufficient 
knowledge of the risks within their area of work or responsibility, obtaining specialist advice as 
required. 
 

4.9. Risk Owners 
 
Risk owners should be the individuals best placed to take responsibility for mitigation of the risk. 
The risk owner will be agreed by the relevant manager. 
 
The identified risk owner is responsible for: 

 ensuring the risk is managed appropriately, controls are in place to mitigate the risk and an 
action plan is identified to address gaps in control measures; 

 reviewing the risk register on Datix at appropriate intervals to ensure the descriptor, controls and 
risk score accurately reflect the level of risk and that progress is being made at sufficient pace to 
reduce the risk score to the target level; 

 liaising with action owners to ensure they are aware of their responsibilities for delivering 
actions; 

 reporting on the overall status of the risk, escalating where appropriate in line with local risk 
procedure and the risk escalation process detailed in this policy. 
 

 

4.10. Action Owners 
 
Action owners have responsibility for: 

 ensuring the delivery of a task or activity by the appointed deadline that will address gaps in 
control measures; 

 providing regular reporting on progress. 
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4.11. All Staff 
 
All staff are responsible for: 

 identifying actual or potential hazards, issues or risks and escalating them to the appropriate 
manager; 

 raising concerns about any activity, practice or location that does not appear to have a 
satisfactory risk assessment; 

 attending, participating in and complying with mandatory training as required by the Trust; 

 implementing and adhering to the identified control measures to minimise the risks identified 
within risk assessments; 

 
The identification of risk is the responsibility of staff at all levels.  

 

 
4.12. Governance Arrangements for Risk Management and Assurance 
 
4.12.1. The Trust has developed a risk management and assurance structure with clear lines of 
responsibility and accountability. 
 
4.12.2. All Committees and Sub-Committees with defined risk management or oversight 
responsibilities will have Terms of Reference to encompass the scope of work.  
 

5. Standards and Practice 

 

5.1. Risk Identification 
 
5.1.1. The identification of risks broadly fall into two categories: proactive and reactive 
identification.  
 
5.1.2. Risks may be identified proactively through local risk assessment, compliance with national 
standards or regulatory frameworks whereas the reactive process identifies risks from events that 
have already occurred such as incidents.  
 
Table 3  Risk Identification Methods 
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5.2. Risk Assessment 
 
5.2.1. Once a potential risk has been identified, a full risk assessment should be carried out to 
assess the level of risk. It is vital that all risks are assessed in an objective and consistent 
manner. 
 
5.2.2. In order to assess the risk, it is important to understand not only what is likely to go 
wrong but also how and why it may go wrong. Consider the activity within the context of the 
physical and emotional environment, and the culture of the organisation and the staff who 
perform the activity. Take into account things that have gone wrong in the past and near-miss 
incidents.  
 
5.2.3. Decide who might be harmed and how:  

 what can go wrong?  

 who is exposed to the risk? 
 

5.3. Risk Articulation 
 
5.3.1. Describe your risk using the following structure: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Remember: 
 

 A failure is not a risk, it is a cause 

 You should ensure your description of the risk, causes and consequences are as specific 
as possible. This will help to identify the actions that can be taken to mitigate against the 
risk. 

 Consequences should be focused on the impact on patients, staff and services. 
 

5.3.2. Consider the adequacy and effectiveness of the controls already in place within the 
environment, which could address the causes of the risk and therefore the likelihood of the 
risk being realised; for example, systems, policies, training and current practice. 

Risk Statement 
 
There is a risk that… Describes what could happen 
 
This is caused by… Why it could happen. This will help when thinking of ways to 
avoid or manage the risk 
 
This would lead to an impact/effect on… Outline what the consequence could be if 
that risk materialises. This is important for rating the potential consequence of the 
risk, and also for devising the strategies to deal with it.  Be as specific as you can, and 
avoid general terms like ‘this could lead to patient harm’. 

 
Example: 
There is a risk that 40% of elective MRI scanning service, and some emergency 
activity, could be cancelled at short notice. 
 
This is caused by potential terminal failure of the existing MRI scanners due to 
machines at the end of working life and unavailability of replacement parts. 
 
This would lead to an impact/effect on delays in diagnosis, breach of the 6 week 
RTT standard and increased use of emergency scanning facility at a cost of £x per 
day.  
 



 
 

Risk Assessment and Management 
Strategy and Policy 

Page 12 of 34 
 

 
5.3.3. Use the risk matrix in Appendix 5 to score your risk. Your risk should be scored on the 
likelihood of the risk developing and the potential consequences of the risk should it develop, 
taking into account the current controls in place. Concentrate on the consequence with the 
biggest impact when scoring.  

 

5.4. Risk Response and Management 
 
5.4.1. Following identification and assessment of a risk, a decision will need to be made as to 
how to respond to the risk. The response options are listed below, the most appropriate 
response will be selected according to the nature of the risk. Usually, the Trust will attempt to 
treat the risk and reduce it to an accepted level: 
 
Treat: Further management actions that ideally minimise the likelihood and/or impact of a 
threat or maximise the likelihood of opportunities. For each risk an action plan to eliminate, 
minimise, or maximise the risk is required. 
 
Tolerate: In cases where the ability to do anything may be limited, or the cost of taking any 
action may be disproportionate to the potential benefit gained. 
 
Terminate: Discontinuation of the activity which carries the risk (i.e. removing the source of 
the risk). 
 
Transfer: To Insurance, etc. This includes sharing the risk. 
 
5.4.2. Responsibility for management of a risk will be determined by whether the risk is above 
agreed tolerance levels. For information on levels of management, please refer to table 4. 
 
5.4.3. If it is decided that the controls are not adequate and further management actions are 
required to reduce the risk (ie. treat the risk), the risk owner should develop an action plan. 
These planned actions should address any gaps in control measure.  Generally as actions are 
completed these will become controls measures.  As control measures are put in place, the risk 
should reduce. 
 
5.4.4. Actions should be recorded individually and linked to the risk so that progress can be 
monitored by the risk owner. All actions should be SMART (Specific, Measurable, Achievable, 
Realistic, Time Specified), should mitigate the risk and should include: 
 

 Target Implementation date 

 Person responsible for implementing action 

 How the action will be evidenced 

 Progress on completion of action 
 
5.4.5. Re-score the risks assuming all of the control measures and subsequent actions have 
been taken. This will be your residual risk score. 
 
5.4.6. Please refer to the following guidance on carrying out risk assessments: 
 
Appendix 5 Risk Scoring 
Appendix 4 Risk Domains and Tolerance Levels 
 
5.4.7. It should be noted that specific risk assessment forms are used in some instances such 
as health and safety assessments and clinical assessments (VTE, Falls etc). Where this 
occurs, the process will be outlined in the related policy, however risks arising as a result of 
these assessments should be added to the Risk Register as appropriate. 
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5.5. Risk Register 
 
5.5.1. The Trust risk register is populated from risk assessments carried out both at strategic 
and operational levels, which are recorded on the Trust’s electronic risk management 
system. Where risks cannot be immediately resolved they will be added to this register.  
 
5.5.2. A risk register is a living document, constantly being updated to demonstrate progress 
of risk reduction. It is a way of assisting with the prioritisation of actions in relation to the risks 
identified.  It is also a tool to demonstrate that risks are being managed.   
 
5.5.3. The aim of a risk register is to help the Trust:  

 Identify all actual and potential hazards and their associated risks; 

 Evaluate the level of existing controls in place to address the risk and track their progress; 

 Quantify the risk according to its relative importance in terms of consequence of the risk 
and the likelihood of occurrence. The risk tolerance will inform the escalation of risks; 

 Decide the appropriate additional methods of control and risk treatment; 

 Prioritise annual business plan objectives and associated planning. 
 
5.5.4. The content of the Trust’s risk register is derived from best practice, the international 
risk management standards and the NHSLA Risk Management Standards for NHS Trusts. 
 
5.5.5. Risks above agreed tolerance levels should be assigned an Executive Lead (please 
see Appendix 4 for a list of risk domains and corresponding Executive Leads) 
 
5.5.6. Each level of the organisation (service, specialty, ward/department) must include all 
identified risks on the Trust Risk Register held on Datix to enable the Board to be assured 
that its system of internal control is effective in managing risk at all levels.  
 
5.5.7. Risks should not be held in other formats or on local risk registers. 
 

5.6. Risk Reporting 
 
5.6.1. For risks above tolerance, the relevant committee will request assurance from Services 
that adequate controls are in place to mitigate the risk. For further information on reporting, 
please see Table 2 Governance Arrangements for Risk Management and Assurance at the 
front of this policy. 
 

5.7. Risk Review  
 
5.7.1. Wards, departments and specialties are responsible for ensuring there are processes 
in place to manage risks locally where risks fall within tolerance levels. Where risks fall above 
tolerance levels, these risks will be escalated to Service governance meetings for 
management. Services will need to validate, prioritise and find solutions for risks above 
tolerance levels or escalate as appropriate to Executives. 
 
5.7.2. The risk register should be reviewed regularly by the risk owner in order to: 
 

 monitor implementation dates on action plans to assess if work planned is on target; 

 review risk score to determine whether a risk has has been successfully reduced or 
requires a change in scoring; 

 monitor the overall ongoing progress towards risk reduction. 
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5.7.3. Frequency of risk reviews:  
Risks should be reviewed on a basis proportionate to the current risk rating. All risks which 
are above agreed tolerance levels should be reviewed by the risk owner and discussed at 
Service governance meetings.  The review should encompass the risk descriptor, scoring 
and action plans 
 

Risk Tolerance  
(see Appendix 4 for details) 

Risk Rating Minimum Review 
Frequency 

If risk is below agreed 
tolerance level 

All risk scores below agreed 
tolerance level that have not been 
‘accepted’ by Service 

Quarterly 

Low level risks ‘accepted’ by 
Service with rationale for 
acceptance 

Annually 

If risk is above agreed 
tolerance level 

All risks above agreed tolerance 
level 

Monthly 

 
5.7.4. In addition, Executive Leads will carry out a review of risks above tolerance with risk 
owners, and then quarterly review to ensure that progress on actions moves with sufficient 
pace. 
 
5.7.5. Risks should be further reviewed when you are planning a change; when there has 
been significant change to statutory duty, policy, procedure or national/local guidance or 
when there has been a significant change in your area (staffing, layout etc). 
 
5.7.6. Following the implementation of all actions that are possible and practical, there may 
be on occasion, the need to report a risk by escalating it to the next level of 
management: 
 

 where that risk is above tolerance and sufficient mitigation has not been identified or 
requires additional funding; 

 where that risk affects more than one area within the service 
 
5.7.7. Where there is a difference in opinion between the Executive Lead and the Service 
Management Team, final decisions on risk scoring are agreed at performance review 
meetings. 
 

5.8. Risk Acceptance or Closure 
 
5.8.1. Risks are accepted if the risk is below tolerance levels, and the Trust can live with the 
risk as it currently exists. Generally, risks are accepted where all reasonable actions have 
been carried out and the risk cannot be practically reduced any further. 
 
If a risk is below tolerance levels set by the Board and has been deemed to have reduced to 
the target residual score and no further management action can be taken to reduce the risk 
further, the decision should be taken by the relevant management team as to whether the 
risk can be accepted. A clear rationale for accepting the risk should be added to the risk 
register entry on Datix. Risks which have been accepted should be reviewed by the relevant 
team on an annual basis (please see 5.7.3 for frequency of risk reviews). 
 
5.8.2. Where risks have been agreed for removal from the Risk Register or are covered by an 
existing risk, the risk can be closed on Datix. All actions should be completed and a date of 
closure should be included along with the rationale for closure of the risk. Risks should not be 
closed if the score is above agreed tolerance levels. 
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5.9. Board Assurance Framework (BAF) 
 
5.9.1. The Board Assurance Framework identifies: 
 

 the principal risks to achievement of the Trust’s strategic objectives; 

 the components of the system of internal control in place to manage the risk 

 the assurance sources on which the Trust Board rely on relating to the 
effectiveness of such controls; 

 the RAG (red, amber, green) rating relating to the level of assurance available from 
the assurance sources; 

 records the actions taken to address identified gaps in control and assurance; 

 assurance about the effectiveness of those controls. 
 
5.9.2. It is the responsibility of the Director of Corporate Affairs to ensure that the Board 
Assurance Framework is maintained, that risks are proposed for inclusion and that it is used 
to influence the agenda for the Trust Board. The Board reviews the Board Assurance 
Framework on a bi-monthly basis. 
 
5.9.3. The Audit and Risk Assurance Committee is responsible for reviewing the processes in 
place for the development and monitoring of the Trust Board Assurance Framework and 
Executive Directors are responsible for ensuring that there are appropriate links between the 
Board Assurance Framework and the Trust’s Risk Register.  Principal risks are allocated to 
specific Committees to enable a deep dive approach to be taken on a regular basis. 
 

5.10.Risk Appetite and Risk Tolerance 
 
5.10.1 Risk appetite can be described as ‘the amount and type of risk that an organisation is 
willing to take in order to meet its strategic objectives.’  No organisation can achieve its objectives 
without taking and accepting some risk.  The level of risk the Trust is prepared to accept or be 
exposed to will vary according to the nature of the risk, the context within which the Trust is 
operating and regulatory or legislative constraints. Boards will need to be prepared to take 
comparatively large risks in some areas, and tolerate very little risk in other areas.   
 
5.10.2 The Board has therefore determined the extent of risk it is willing to tolerate for each risk 
domain.  Risks throughout the organisation should be managed within these tolerances, or where 
this is exceeded, action taken to reduce the risk.   Careful consideration has been given to setting 
risk tolerances at realistic and acceptable levels.  The tolerance levels established by the Board 
are set out in Appendix 4. 
 
The Board has also developed a risk appetite statement, to explain its risk appetite to staff and 
stakeholders. 
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Risk Appetite Statement 
 

Background 
 

Risk appetite is the amount and type of risk that an organisation is willing to take in various 
elements of its work, and should support better risk sensitivity in decision taking. Tolerance 
levels set may change over time. 
 
Royal Cornwall Hospital Trust’s risk appetite statement is based on risk tolerances for different 
risk domains: 

 
 Low tolerance (risk score of up to 8): taking as little risk as reasonably possible 

 Medium tolerance (risk score of up to 15): willing to tolerate some risk 

 High tolerance (risk score up to 16): willing to tolerate a high degree of risk, with 
appropriate safeguards, because the benefits outweigh the risks or in recognition of the 
challenging climate within which the Trust operates. 

  
 

Risk Appetite Statement 
 

• We have a measured approach to risk;  
• We support well managed risk taking and will ensure we develop the skills, ability and 

knowledge necessary to support innovation and maximise opportunities to further improve 
services; 

• We have agreed a low tolerance for risks to patient and staff safety, risks relating to the 
competency and engagement of our workforce, and risks impacting on service provision; 

• We also have a low tolerance for risks to the confidentiality, integrity and availability of 
information, and regulatory and statutory breaches;  

• We will tolerate medium risks relating to the quality of care provided to patients and the 
accessibility, timeliness and equity of healthcare, so long as patient safety is not 
compromised; 

• We have also adopted a medium tolerance to contractual and commercial matters; 
• Likewise, we will accept the possibility of medium risks to reputation management and 

public confidence, balancing the need to promote public confidence and respond to local 
aspirations with the need to occasionally take unpopular decisions in order to protect the 
safety, quality or sustainability of services delivered;  

• We believe we must be willing to take higher risks to progress our work with partners, and in 
order to develop affordable and sustainable services, including testing new and innovative 
service delivery and workforce models, ensuring we have the right safeguards in place to 
protect patients. 

• We will tolerate higher risks in respect of our estate and equipment, given the current 
financial climate, as long as patient safety is not compromised.  We will however only 
tolerate a low level of risk with regard to the IT infrastructure that supports our critical 
systems. 

• We may also take considered risks, where the long term benefits outweigh any short-term 
losses.  

• We commit to review our risk appetite statement on an annual basis. 
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6. Dissemination and Implementation 

 
6.1.1. Following Board approval, this document will be disseminated to staff via the 
management structure. Staff will be notified via the Daily Bulletin when the policy is made 
available on the Document Library: They will be made aware of its contents during relevant 
risk management training during Induction and in line with the Training Needs Analysis as 
outlined in the RCHT Core Training Policy.  
 
6.1.2. General risk assessment awareness training will be included in the Trust Induction. 
Staff who will be required to undertake risk assessments will receive specific training and 
managers are responsible for ensuring that their staff are trained appropriately. 
 
6.1.3. Specific risk management training will be delivered for senior managers according to 
need. The provision and arrangements for training will be reviewed and revised as 
necessary.  
 

7. Monitoring compliance and effectiveness  

 

Element to be 
monitored 

 Risk Management Strategy will be reviewed on an annual basis  

 Risk assessments will be maintained at all levels using Trust wide 
electronic risk register to ensure consistency 

Lead Risk Manager 

Tool  Review of Risk Management Strategy 

 Periodic internal audit of aspects of the Risk Management process as 
determined by the Audit and Risk Assurance Committee 

Frequency  Review of Risk Management policy on an annual basis 

Reporting 
arrangements 

 Reports to Committees and review at Service Management meetings 

 Reports to Trust Board 

Acting on 
recommendations  
and Lead(s) 

The Risk Manager will undertake any recommendations arising from 
reviews and audits. 

Change in practice 
and lessons to be 
shared 

Changes to practice which arise from recommendations will be carried 
out by the Risk Manager and lessons will be shared throughout the Trust. 

8. Updating and Review 

 
8.1.1. The Risk Assessment & Management Strategy & Policy will be reviewed and updated 
on an annual basis. Any revisions will be recorded in the Version Control Table as part of the 
document control process.  
 

9. Equality and Diversity  

This document complies with the Royal Cornwall Hospitals NHS Trust service Equality and 
Diversity statement which can be found in the 'Equality, Diversity & Human Rights Policy' or the 
Equality and Diversity website. 
 
Royal Cornwall Hospitals Trust is committed to delivering inclusive health services for all 
in a dignified and respectful way by a workforce which is equally respected. We recognise 
that all patients, staff and members of the public are individuals and we will strive to 
meet their needs. As an organisation we will endeavour to ensure that no one is 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/RoyalCornwallHospitalsTrust/OurOrganisation/EqualityAndDiversity/HumanRightsEqualityAndInclusion.aspx
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discriminated against or treated unfairly due to age, disability, race, religion or belief, 
gender, sexual orientation, gender reassignment, marriage/civil partnership or 
pregnancy/maternity. Where necessary we will make every effort to ensure adjustments 
are made to prevent less equitable experiences occurring. 
Discriminatory behaviour is not acceptable and, in relation to the characteristics above, 

may be unlawful. RCHT will not tolerate discrimination from anyone ‐ staff, the public or 
patients. 
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Appendix 1. Governance Information 

Document Title Risk Assessment and Management Strategy and Policy 

Date Issued/Approved: TBC 

Date Valid From: TBC 

Date Valid To: TBC 

Directorate / Department 
responsible (author/owner): 

Corporate Compliance 
Risk Manager – Ceri Evans  

 

Contact details: 01872 252279 

Brief summary of contents 
Policy outlines the Risk Management Strategy for the 
organisation 

Suggested Keywords: 
Use this section to suggest keywords to be added by 
the Uploader to aid document retrieval. 

Target Audience 
RCHT PCH CFT KCCG 

    

Executive Director responsible for 
Policy: 

Director of Nursing until commencement of Director 
of Corporate Affairs (January 2016) 

Date revised: 15 October 2016 

This document replaces (exact title 
of previous version): 

Risk Management Strategy 
Policy and Guidance for Risk Assessment and Risk 
Registers 

Approval route (names of 
committees)/consultation: 

Audit & Risk Assurance Committee 
Service Management Teams and relevant individuals 
Executive Directors Group 
Trust Board 

Divisional Manager confirming 
approval processes 

Governance Lead – Tracey Lee 

Name and Post Title of additional 
signatories 

Not required 

Name and Signature of 
Divisional/Directorate Governance 
Lead confirming approval by 
specialty and divisional 
management meetings 

{Original Copy Signed} 

Name:  

Signature of Executive Director 
giving approval 

{Original Copy Signed} 

Publication Location (refer to Policy 
on Policies – Approvals and 
Ratification): 

Internet & Intranet  Intranet Only  
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Incident and Serious Incident Reporting policy 
Health and Safety policy 
AS/NZS 4360: 1999 Risk Management, Risk 
Management Core Standards 
NPSA (2004) Seven Steps to Patient Safety. 
NPSA Risk Assessment Programme Overview 
(2006) 

Training Need Identified? Yes  

 
Version Control Table  
 

Date 
Version 

No 
Summary of Changes 

Changes Made by 
(Name and Job Title) 

26.08.04 V1 
Final amendments approved; EIA 
Completed; document published 

Chris Iremonger 
Governance Manager   

15.02.07 V1.1 
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in body of policy regarding processes 

Debby Blease 
Deputy Director of 
Nursing 

1.10.08 V2 
Annual review required; updates on coversheet 
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01.07.09 V3 
Annual review required; updates on coversheet 
and in body of policy regarding processes 

06.09.10 V4 Full annual review and consultation Teresa Anderson 
Risk & Complaints 
Manager  

07.03.12 V5 Full annual review and consultation 

09.11.12 V5.2 Training and Education section added. 
Joan Shirley 
Risk Co-ordinator 

30.05.14 V6.1 Full annual review and consultation 
Joan Shirley 
Risk Management 
Specialist 

14.11.16 V7 
Combined Risk Assessment Policy with Risk 
Management Strategy 

Ceri Evans 
Risk Manager 

 
 

All or part of this document can be released under the Freedom of Information Act 
2000 

 
This document is to be retained for 10 years from the date of expiry. 

 
This document is only valid on the day of printing 

 
Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust Policy 
on Document Production. It should not be altered in any way without the express 

permission of the author or their Line Manager



 

Risk Assessment and Management  
Strategy & Policy 

Page 21 of 34 

Appendix 2. Initial Equality Impact Assessment Form 

 

Are there concerns that the policy could have differential impact on: 

Equality Strands: Yes No Rationale for Assessment / Existing Evidence 

Age  X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Sex (male, female, trans-
gender / gender 
reassignment) 

 X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Race / Ethnic 
communities /groups 

 X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Name of  Name of the strategy / policy /proposal / service function to be assessed (hereafter referred to 
as policy)  (Provide brief description):  

Directorate and service area:  
Director of Nursing, Quality, Safety & 
Compliance 

Is this a new or existing Policy?  
Existing 

Name of individual completing assessment: 
Ceri Evans 

Telephone: 01872 258578 

1. Policy Aim* 
Who is the strategy / 
policy / proposal / 
service function aimed 
at? 

The aim of the Strategy and Policy is to set out the key aims and objectives 
for the identification, assessment management and assurance of risk 
in Royal Cornwall Hospitals Trust 

2. Policy Objectives* To set out the Risk Management Strategy and structure of the Trust in order 
to achieve the Trust’s strategic aims and objectives. 

3. Policy intended 
Outcomes* 

To provide a consistent  approach to risk management and mitigation within 
the Trust 

4. *How will you 
measure the outcome? 

Risks managed effectively and within timeframes.  

5. Who is intended to 
benefit from the policy? 

All staff, patients and visitors to the Trust 

6a)  Is consultation 
required with the 
workforce, equality 
groups, local interest 
groups etc. around this 
policy? 
b) If yes, have these 
*groups been 
consulted? 
C). Please list any 
groups who have been 
consulted about this 
procedure. 

6a) No 
 
6b) N/A 
 
6c) Consultation has been carried out with relevant people in the workforce  

7. The Impact 
Please complete the following table. 
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Disability - 
Learning disability, 
physical disability, sensory 
impairment and mental 
health problems 

 X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Religion / 
other beliefs 

 X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Marriage and civil 
partnership 

 X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Pregnancy and maternity  X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

Sexual Orientation, 
Bisexual, Gay, 
heterosexual, Lesbian 

 X There is an equity risk domain which ensure that risks 
pertaining to equality are identified and reviewed by the 
appropriate staff 

You will need to continue to a full Equality Impact Assessment if the following have been highlighted: 

 You have ticked “Yes” in any column above and 

 No consultation or evidence of there being consultation- this excludes any policies which have 
been identified as not requiring consultation.  or 

 Major service redesign or development 

8. Please indicate if a full equality analysis is recommended. Yes  No X 

9. If you are not recommending a Full Impact assessment please explain why. 

There is an equity risk domain which ensure that risks pertaining to equality are identified and reviewed 
by the appropriate staff. Individual risk assessments may have an impact on certain groups and staff 
who assess risks should consider the impact of their assessment on the groups of people referred to in 
the Equality Impact Assessment. A risk assessment may introduce a control measure which has a 
negative impact on someone/group e.g. a keypad entry system may be a control measure for 
preventing harm to patients with dementia but this prevents free movement of other patients on the 
ward without dementia. 

Signature of policy developer / lead manager / director Date of completion and submission 
 

Names and signatures of 
members carrying out the 
Screening Assessment  

1.  
2. 

 

Keep one copy and send a copy to the Human Rights, Equality and Inclusion Lead,  
c/o Royal Cornwall Hospitals NHS Trust, Human Resources Department, Knowledge Spa,  Truro, 
Cornwall,  TR1 3HD 
A summary of the results will be published on the Trust’s web site.  
Signed _______________ 
 
Date _____________ 
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Appendix 3 List of Definitions 
 
Board Assurance Framework 
Sets out the principal risks to achievement of the Trust’s strategic objectives. 
 
Consequence 
The potential adverse outcome(s) should the risk materialise 
 
Control Measure  
Steps taken to minimise the risks associated with the area, activity or process being undertaken.  
 
Corporate Risk Register 
All risks above Trust agreed tolerance levels. 
 
Likelihood 
The degree of potential for the risk to materialise. 
 
Principal Risks 
Risks that threaten the achievement of the principal objectives of the Trust. These are managed through 
the Board Assurance Framework. 
 
Residual Risk Score 
The estimated achievable risk score when all actions are completed. 
 
Risk 
The likelihood of something happening that will have an impact upon objectives or an adverse outcome. It 
is measured in terms of likelihood and consequence. 
 
Risk Appetite  
The amount of risk that the Trust Board is prepared to tolerate or accept. This reflects the Trust values, 
policies and objectives.  
 
Risk Assessment 
The process used to evaluate the risk and to determine whether controls are adequate or more should be 
done to mitigate the risk.  
 
Risk Domain 
Risk domains help classify risks based on potential consequences.  
 
Risk Management 
The systematic method of identifying, analysing, managing, monitoring and review of risks. 
 
Risk Register 
A register of all identified risks within the Trust.   
 
Risk Score 
Likelihood score x Potential Consequence score  = Risk Score 
 
Risk Tolerance 
The degree of risk the Trust is willing to tolerate. The Trust Board has agreed levels of tolerance for all 
risk domains. 
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Appendix 4 Risk Domains: Definitions, Tolerance Levels, Management Levels & Oversight 

Executive Lead Risk Domain Scope of Risk Domain 

Risk 
Tolerance 

Level 
(Score) 

Oversight Committee(s) 

Chief Executive Public Confidence 
 

Sustained damage to public confidence, impacting adversely on 
patients’ usage of and trust in local services. 
Transparency 

Medium 
(1-15) 

Trust Board 

Reputation/ 
Engagement 

Adverse publicity, short term/recoverable reputational damage, 
political/public scrutiny, public engagement, community 
relations 

Medium 
(1-15) 

Trust Board 

Chief Operating 
Officer 

Health, Safety, 
Security and Fire 

Health, safety and wellbeing of patients, staff, visitors and 
contractors. 
Slips, trips and falls (due to environment etc) 

Low 
(1-8) 

Health & Safety Sub-Committee 
 
Quality Assurance Committee 

Service/Business 
Disruption 

Major incidents, business continuity, emergency preparedness, 
resilience and response, loss of service. 
 

Low 
(1-8) 

Emergency Preparedness, 
Resilience and Response Group 
 
Finance Committee 

Director of 
Corporate 
Affairs 

Statutory Compliance 
(Non Quality and 
Safety) 

Compliance with the Trust’s statutory duties which are non 
patient facing, eg statutory financial duties. 
Statutory standards set by regulatory or enforcement bodies eg. 
Information Commissioner, Equality Commission, HSE 

Low 
(1-8) 

Finance Committee 

 Information 
Governance 

Confidentiality, integrity and availability of information, including 
data quality 

Low 
(1-8) 

Information Governance Sub-
Committee 
 
Quality Assurance Committee 

Director of 
Finance 

Contractual/ 
Commercial 

Contractual and commercial matters, performance breaches. High 
(1-16) 

Finance Committee 

Financial Overspends, loss of income, failure to deliver savings 
Application of SFIs. 
NB  Risks relating to statutory financial duties fall into the 
Compliance (Non Quality and Safety) domain. 

High 
(1-16) 

Finance Committee 

Estates Design, maintenance and use of facilities, and 
premises 

 

High 
(1-16) 

Capital Planning Sub-Committee 
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Executive Lead Risk Domain Scope of Risk Domain 

Risk 
Tolerance 

Level 
(Score) 

Oversight Committee(s) 

Finance Committee 

Director of 
Nursing 

Quality Evidence based care and treatment, care planning, clinical 
audit 
Patient experience 
Policies and procedures 
Compliance with non-statutory standards, eg peer reviews, 
accreditation requirements, NICE, etc. 
Accessibility, timeliness and equity of healthcare provision 
Communication 

Medium 
(1-15) 

Quality Assurance Committee 

Compliance (Quality 
and Safety) 

Trust’s compliance with statutory duties/inspection/regulatory 
requirements relating to patient care, eg CQC. 

Low 
(1-8) 

Quality Assurance Committee 

Safeguarding Safeguarding and protecting vulnerable people from abuse Low 
(1-8) 

Safeguarding Adults and 
Children Operational Sub-
Committee 
 
Quality Assurance Committee 

Infection Prevention Infection control, cleanliness and hygiene, decontamination and 
water safety 

Low 
(1-8) 

Infection Prevention and Control 
Sub-Committee 
 
Quality Assurance Committee 

Director of 
Nursing 
/Medical 
Director  
 

Patient Safety  
 

Medical Director 
Mortality 
Consent 
Medical safe staffing levels 
Clinical outcomes 
Director of Nursing 
Patient Falls 
Avoidable harm to patients 
Nursing and AHP safe staffing levels 

Low 
(1-8) 

Quality Assurance Committee 

Medical 
Director 

Equipment Design, maintenance and use of equipment/other medical 
devices 

High 
(1-16) 

Capital Planning Sub-Committee 
 
Finance Committee 
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Executive Lead Risk Domain Scope of Risk Domain 

Risk 
Tolerance 

Level 
(Score) 

Oversight Committee(s) 

Director of HR 
& OD 

Workforce Planning Workforce reconfiguration/transformation 
Skill mix changes 
International recruitment 

High 
(1-16) 

People and Organisational 
Development Committee 

Workforce 
(compliance and 
employer 
responsibilities) 

Professional standards, competence, appraisals, training, 
clinical supervision, accreditation, junior doctor training, terms 
and conditions. 
Organisational development, staff engagement, staff morale. 
 
(NB: risks relating to staffing levels impacting on patient 
safety/quality will fall into the quality/patient safety domain). 

Low 
(1-8) 

People and Organisational 
Development Committee 

Equity Inequities in access to health services, differences in health 
outcomes between groups of people 

Medium 
(1-15) 

Equality & Inclusion Steering 
Group 

Director of 
Strategy and 
Business 
Development 

Partnership Working Accountability, delivery, information sharing, partner relations, 
transaction costs, conflicts of interest, integrated care 

High 
(1-16) 

Trust Board 

IM&T IT infrastructure, safety and sustainability of IM&T critical 
systems, replacement programme, 
Covers information management and information analytics, but 
information governance covered separately. 

Low 
(1-8) 

E-Health transformation Delivery 
Group 
 
Finance Committee 
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Appendix 5 Instructions for Scoring Risks 

 
1 Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the 

risk.  

2 Use table 1 to determine the likelihood score(s) (L) for those adverse outcomes.  

3 Use table 2 to determine the consequence score(s) (C) for the potential adverse outcome(s) 
relevant to the risk being evaluated.  

4   Calculate the risk score using table 3 by multiplying the likelihood by the consequence: L   
(likelihood)  X C (consequence)  = R (risk score)  

5 Identify the level at which the risk will be managed in the organisation using table 4, assign 
priorities for remedial action, and determine whether risks are to be accepted on the basis of the 
risk ratings, and the organisation’s risk management system. Include the risk in the organisation 
risk register.  

 

Table 1 Likelihood scores  

 
What is the likelihood of the consequence occurring? The frequency-based score is appropriate in 
most circumstances and is easier to identify. It should be used whenever it is possible to identify a 
frequency.  
 

Likelihood score  1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  
Almost 
certain  

Frequency  
How often might 
it/does it happen  

This will 
probably 
never 
happen/recur  

Do not expect 
it to 
happen/recur 
but it is 
possible it 
may do so 

Might 
happen or 
recur 
occasionally 

Will probably 
happen/recur 
but it is not a 
persisting 
issue 

Will 
undoubtedly 
happen/recur,
possibly 
frequently 

Approximate 
Time scale 

3 years or 
more 

1-2 years 6-12 months 
Less than 6 
months 

Now 

Probability (Will 
it happen or 
not?) 

<10% 10%-30% 30%-60% 60%-90% >90% 

 
If possible, score the likelihood by assigning a predicted frequency of occurrence of the adverse 
outcome. If this is not possible, assign a probability to the adverse outcome occurring within a 
given time frame, such as the lifetime of a project or a patient care episode.  
If it is not possible to determine a numerical probability then use the probability descriptions to 
determine the most appropriate score.  
 
 
Table 2 Consequence Score  
 
Choose the most appropriate domain for the identified risk from the left hand side of the table Then 
work along the columns in same row to assess the consequence of the risk on the scale of 1 to 5 
to determine the consequence score, which is the number given at the top of the column.  
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Consequence score (consequence levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Commercial/Contractual 
Contractual and 
commercial matters, 
performance breaches 

Isolated non-
compliance or 
breach; negligible 
financial impact 
 
 

Contained non-
compliance or 
breach with short 
term significance 
and minor financial 
impact 
 

Serious breach 
involving regulatory 
authority or 
investigation; 
prosecution 
possible with 
significant financial 
impact 

Major breach with 
fines and litigation; 
long term 
significance and 
major financial 
impact 
 

Extensive fines and 
litigation   
Threat to loss of 
significant service 
 
Loss of contract / 
payment 
 

Compliance (Non Quality 
and Safety) 
 Compliance with the 

Trust’s statutory duties 
which are non patient 
facing, eg statutory 
financial duties. 

 Statutory standards set 
by regulatory or 
enforcement bodies such 
as the Information 
Commissioner, Equality 
Commission 

No or minimal 
impact 
or breach of 
guidance/ 
statutory duty 

Breach of statutory 
Legislation 
 
Reduced 
performance 
rating if unresolved 

Improvement 
Notice 
 
Single breach in 
statutory duty 

Enforcement action 
 
Improvement 
notices 
 
Non-compliance 
with 
national standards  
 
Low performance 
rating 

Multiple breaches in 
statutory duty 
 
Prosecution/Moneta
ry penalty 
 
Suspension of 
registration 
 
Non delivery of 
service 

Compliance (Quality & 
Safety) 
Examples: 
  Trust compliance with 

statutory 
duties/inspection   
/regulatory requirements 
relating to patient care, 
eg CQC, HSE 

No or minimal 
impact or breach 
of guidance/ 
statutory duty  

Breach of statutory 
legislation  
 
Reduced 
performance rating 
if unresolved  

Single breach in 
statutory duty  
 
Challenging 
external 
recommendations/ 
improvement notice  
 
Improvement 
notices  
 

Enforcement action  
 
Multiple breaches in 
statutory duty  
 
 
Low performance 
rating  
 
Critical report  

Multiple breaches in 
statutory duty  
 
Suspension of 
registration 
 
Prosecution  
 
Complete systems 
change required  
 
Zero performance 
rating  
 
Severely critical 
report  

Equipment 
Examples: 
Design, maintenance and 
use of equipment 

No harm to patient 
 
No disruption to 
service delivery 
 
No delay in 
transfers or 
discharges due to 
lack of equipment 

Single device not 
available – minimal 
disruption to 
patient care or 
service delivery  
 
Faulty low risk 
equipment failure 
causing minimal 
harm 

Moderate 
disruption to patient 
care or service 
delivery 
 
 
Moderate harm to 
patient 

Severe disruption to 
patient care 
 
Severe delays to 
transfers/discharge 
due to unavailability 
of equipment 
 
Faulty high risk 
equipment leading 
to Major injuries to 
patient 

Statutory non 
compliance  
 
Single or Multiple 
device unavailability 
leading to loss of 
service  
 
Catastrophic patient 
harm  
 

Equity 
 

Delays on day of 
appointment due 
to staff not having 
correct equipment 
to hand for the 
patient  

Missed 
appointment due 
to inaccessible 
correspondence 
 
Negative/distressin
g experience for 
patient or carer 

Patient unable to 
access due to 
physical or sensory 
loss leading to 
delays in treatment. 
 
Loss of dignity for 
the patient due to 
lack of appropriate 
facilities 
 
Distance/cost of 
travel prevents 
from attending 
screening/preventa
tive appointments 
increasing severity 
of condition. 
 
Long waiting lists 
causing delays 
leading to longer 
recover time. 
 

Major loss of 
access for patient, 
carer or public 
leading to legal 
action. 
 
Increase in hospital 
stay due to poor 
communication e.g. 
failure to provide an 
interpreter leading 
to incorrect medical 
history 

Mis- communication 
leading to 
irreversible health 
effects or death 
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Consequence score (consequence levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Estates 
Examples: 
 Design, maintenance 

and use of facilities  and 
premises  

No harm or failure Single failure to 
meet statutory 
requirements (< 1 
week) 
 
Temporary loss of  
equipment or 
premises (< 2 
days) 
 
 

Temporary loss of 
equipment or 
premises (> 2 
days) 
 
Contractor 
withdrawal from 
contract during 
work leading to 
delay 
 
Failure to meet 
statutory 
requirements (< 1 
week) 
 
Failure of 
ventilation systems 
to critical areas (<4 
hours) 

Temporary loss of 
equipment or 
premises (< 1 
week) 
 
Failure of electrical 
generator to start 
during power 
outage 
 
Failure of 
ventilation systems 
to critical area (< 1 
week) 
 
Release of 
asbestos in 
confined area (1-2 
persons affected) 
 
Inability to meet 
design 
requirements under 
HTM/HBN resulting 
in severe injury or 
compromised 
patient safety 
 
Multiple failures to 
meet statutory 
requirements (> 1 
week) 

Permanent loss of 
equipment or 
premises 
 
Failure of ventilation 
systems to critical 
area (> 1 week) 
 
Major release of 
asbestos resulting 
in multiple 
contamination of 
persons 
 
P21+ contractor 
unable to fulfil 
obligations under 
contract 
 
Death due to 
electrical safety 
failing 
 
Sustained failure to 
meet statutory 
requirements 
resulting in loss of 
service 
 
 

Financial  
Examples: 
 Overspends 
 loss of income 
 failure to deliver savings 
 Application of SFIs. 
 Project costs 
NB  Risks relating to 
statutory financial duties 
fall into the Compliance 
(Non Quality and Safety) 
domain. 
 

Small loss Risk of 
claim remote 
 
 Insignificant cost 
increase/ schedule 
slippage 
 
 

Loss of 0.1–0.25 
per cent of budget  
 
<5 per cent over 
project budget  
 

Loss of 0.25–0.5 
per cent of budget 
 
 
Uninsured Claim(s) 
between £10,000 
and £100,000  
 
5–10 per cent over 
project budget  
 
 
 
 

Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent of 
budget  
 
Uninsured Claim(s) 
between £100,000 
and £1 million 
 
Purchasers failing 
to pay on time  
Non-compliance 
with national 10–25 
per cent over 
project budget  
 

Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget  
 
Failure to meet 
specification/ 
slippage  
 
 
Uninsured Claim(s) 
>£1 million 
 
 Incident leading 
>25 per cent over 
project budget  

Health, Safety, Security 
and Fire Health, safety 
and wellbeing of patients, 
staff, visitors and 
contractors. 
 Injury/harm to staff 
 Harm/damage to 

property 
 

 No time off work 
  
 Damage to or 

loss of  
equipment 
(<£100 value 

Requiring time off 
work for >6 days 
  
Damage to or loss 
of  equipment 
(£100 - £1000 
value) 

Requiring time off 
work or away from 
the full range of 
normal duties for 
more than 6 days  
 
RIDDOR/agency 
reportable incident 
  
Damage to or loss 
of  equipment 
(£1000 - £5000 
value) 

Requiring time off 
or away from the 
full range of normal 
duties for more than 
6 days (including 
rest days, holiday, 
non-work days) 
 
Damage to or loss 
of  equipment 
(£5000 - £10000 
value) 

Incident leading  to 
death (within 366 
days) 
 
Multiple permanent 
injuries or 
irreversible health 
effects 
 
Damage to or loss 
of  equipment 
(>£10000 value) 
 

Security/Theft 

Insignificant oss of 
property value: 
Staff/Patient: 
<£5.00 
 
Area insecure – 
no access 

Minor loss of 
property: 
Staff/Patient: 
<£50.00 
 
Minor security 
incident – 
contained 

Moderate loss of 
property: 
Staff/Patient: 
<£250.00 
 
Area insecure – 
access gained – no 
loss 
 
Moderate security 
incident affecting a 

Major loss of 
property: 
Staff/Patient: <£500 
 
Area insecure – 
access gained with 
loss  
 
Major security 
incident affecting 
multiple 

Severe  loss of 
property: 
Staff/Patient: >£500 
 
Severe security 
incident leading to 
total lockdown of  
multiple areas/site  
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Consequence score (consequence levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

single area (no loss 
of service) 

areas/lockdown of a 
single area 

Fire 

No harm or 
damage caused.  
Disruption <30 
min’s 
Cause identified 
within 15 min’s. 

Damage to 
property, minor 
injuries (no related 
absence) 
disruption to 
service >30 Min’s.  
or 
Identification of 
cause >15 mins 

Harm or damage 
resulting in injuries 
Area closed <=24 
hrs. (RIDDOR) 
 

Harm or damage 
resulting in injuries 
Area closed 25 - 48 
hrs. 

Harm or damage 
resulting in fatal 
injuries (death 
within 366 calendar 
days).  Area closed 
>48 hrs. 

Violence & Aggression 

Verbal threat Verbal/non-
physical assault 
(including racial, 
sexual, gender, 
homophobic, etc. 
bias) resulting in 
minimal victim 
impact 

Verbal/non-
physical assault 
causing distress to 
victim. 
Physical assault 
with minor physical 
injuries or 
stress/anxiety (no 
absence or 
restricted duties) 

Physical assault 
with moderate harm 
or absence <6 
days. 
Verbal/non-physical 
assault leading to 
absence >05 days 
 

Verbal or physical 
Assault with harm 
and absence >6 
days. 
 
Criminal 
prosecution of 
assailant 

IM&T 
Examples: 
 IT infrastructure 
 safety and sustainability 

of IM&T critical systems 
  replacement programme 
Covers information 
management and 
information analytics, but 
information governance 
covered separately. 

Minor issues with 
individual 
infrastructure such 
as printers or pcs 
not working. Other 
options are 
available to keep 
working. 
 
Delays of less 
than an hour to 
information being 
available on 
information 
systems 

Infrastructure or 
system issues 
affect an operation 
area for over an 
hour affecting the 
operation of a 
department (other 
than ED. 
 
Delay in messages 
of  up to 2 hours 
(such  as results 
from Pathology) 

    

System issues in 
ED for over an hour 
affecting 
operations. 
 
Department system 
failures up to 4 
hours. 
 
Delay in messages 
of  over 2 hours 
(such  as results 
from Pathology) 
 
Issues affecting 
information 
reporting resulting 
in fines or 
moderate 
operational impact. 

Infrastructure or 
system failure for 
over 4 hours but 
less than a day. For 
example server 
infrastructure or 
network. 
 
Single system 
failure such as 
PAS, ED or Maxims 
for up to a day. 
 
Errors impacting 
contracting and 
national datasets 
affecting payment 
where deemed 
significant.   

Complete 
infrastructure failure 
affecting services 
for over a day. 
For example server 
infrastructure, 
network or major 
system such as 
PAS, ED or 
Maxims. 
 
Severe delay to 
eHealth programme 
affecting  new or 
replacement  critical 
systems such as 
PAS or network 

Infection Prevention 
Infection control, 
cleanliness and hygiene 

Individual – 
colonisation but no 
infection 
 
Minimal impact on 
service 
 
Non-compliance 
with infection 
control standards - 
no exposure due 
to non-compliance 
with IPC 
policy/advice 
 
No impact on 
organisation 
 
No impact on 
wider public health 
 

Individual – short 
term problem <1 
month eg. Delayed 
discharge,, short 
term treatment 
 
Ward under 
enhanced 
surveillance, not 
restricted or 
closed, minimal 
need for agency 
staff 
 
Minimal exposure 
to infection risk 
due to non 
compliance with 
IPC policy/advice 
 
Cross infection 
with minimal public 
health impact 

Individual – 
Injury/treatment up 
to 1year eg. Re-
admission, surgery, 
prolonged IV 
treatment, deferred 
non urgent 
procedure 
 
Ward 
closed/restricted, 
inappropriate 
boarding of 
patients, increased 
need for agency 
staff 
 
Possible exposure 
to infection risk due 
to non compliance 
with IPC 
policy/advice 
 
Outbreaks, cross 
infection affecting 
hospital service. 1-
20 cases eg. 
Norovirus, MRSA, 
VRE 

Individual – 
Permanent injury 
ITU admission 
Deferred urgent 
procedure 
 
Ward 
closed/restricted 
causing 
cancellation of 
elective cases. Staff 
shortages due to 
sickness 
 
Definite exposure to 
infection risk due to 
non compliance 
with IPC 
policy/advice eg. 
MRSA, VRE, 
Norovirus 
 
Outbreaks, cross 
infection with public 
health 
considerations 1-60 
cases depending 
on organism eg. 1-2 
salmonella, 20-60 
Norovirus 

Death due to HAI 
 
Ward 
closed/restricted 
leading to 
cancellation/transfer 
of emergency care 
to other 
hospital/closure of 
hospital 
 
Exposure to serious 
infection risk due to 
non compliance eg. 
SARS, BBV, TB 
 
Major public health 
considerations: 1-60 
cases depending on 
organism: 1 SARS, 
BBV, MDRTB, or 
>60 Norovirus 
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Consequence score (consequence levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Information Governance 
Confidentiality, integrity 
and availability of 
information 

Negligible breach 
of confidentiality. 
 
Minor breach or 
near miss of 
confidentiality – 
readily resolvable - 
Level 0, non 
reportable 
externally. 
 
Health records / 
documentation 
incident – no 
adverse outcome 
(Notes arrived late 
for clinic) 
 
 

Temporary loss of 
confidential/person 
identifiable 
information. 
 
Minor Breach with 
potential for 
investigation Level 
1, Non reportable 
externally 
 
Health records 
incident / 
documentation 
incident – readily 
resolvable 
(Incorrect 
information filed in 
patient's notes) 

Loss of 
confidential/person 
identifiable 
information/ 
records. 
 
Moderate breach of 
confidentiality – 
Low sensitivity 
factors. -  potential 
for complaint 1 – 
10 persons 
affected.  Level 1, 
Non reportable 
externally 
 
Health records 
documentation 
incident – patient 
care affected with 
short term 
consequence 
(Missing records) 
 

Irrecoverable loss 
of vital 
records/confidential
/ 
person identifiable 
information. 
 
Serious breach of 
confidentiality – 
more than 11 
person  and/or High 
sensitive Factors. 
Level 2 Externally 
reportable breach. 
 
Health records / 
document incident–
patient care 
affected - major 
consequence 
(Incorrect 
information used to 
treat wrong patient) 
(Missing 
information within 
notes contributing 
to incorrect 
treatment) 

Prosecution under 
Data Protection 
legislation. 
 
Serious breach of 
confidentiality – 
large numbers (51+)  
Level 2 Externally 
reportable breach. 
 
Health records / 
documentation 
incident – 
catastrophic 
consequence 
(large number of 
records destroyed 
inadvertently 
 

 

Partnership Working 
Accountability, delivery, 
information sharing, 
partner relations, 
transaction costs, conflicts 
of interest, integrated care 

Risks to 
partnership 
working, eg linked 
to breakdown in 
relationships, 
clashing 
organisational 
priorities, differing 
legislative/ 
regulatory 
requirements, 
employment 
conditions, 
insufficient 
resourcing, 
information 
sharing barriers,  
conflicts of 
interest, but no 
effect on 
delivering 
partnership 
objectives/ 
services / 
performance 
targets /VFM in a 
satisfactory or 
timely way 

Risks to 
partnership 
working, eg linked 
to breakdown in 
relationships, 
clashing 
organisational 
priorities, differing 
legislative/ 
regulatory 
requirements, 
employment 
conditions, 
insufficient 
resourcing, 
information sharing 
barriers, conflicts 
of interest but little 
effect on delivering 
partnership 
objectives/ 
services / 
performance 
targets /VFM in a 
satisfactory or 
timely way 

Risks to 
partnership 
working, eg linked 
to breakdown in 
relationships, 
clashing 
organisational 
priorities, differing 
legislative/ 
regulatory 
requirements, 
employment 
conditions, 
insufficient 
resourcing, 
information sharing 
barriers, conflicts of 
interest with partial 
failure to achieving 
partnership 
objectives, 
performance 
targets or loss of 
access to facility or 
non-essential 
service 

Risks to partnership 
working, eg linked 
to breakdown in 
relationships, 
clashing 
organisational 
priorities, differing 
legislative/ 
regulatory 
requirements, 
employment 
conditions, 
insufficient 
resourcing,, 
information sharing 
barriers,  conflicts 
of interest that puts 
partnership 
objectives/ key 
Trust performance 
targets at major risk 
or lead to major 
cost shifting 
impacting on Trust 
or loss of access to 
significant facility or 
essential service 
with limited ability to 
re-provide at short 
notice 

Risks to partnership 
working, eg linked 
to breakdown in 
relationships, 
clashing 
organisational 
priorities, differing 
legislative/ 
regulatory 
requirements, 
employment 
conditions, 
insufficient 
resourcing,  
information sharing 
barriers, conflicts of 
interest with non 
delivery of 
partnership 
objectives/ key 
performance targets 
for the Trust, 
significant drain on 
resources of Trust 
or loss of access to 
significant facility or 
essential service 
with potential 
adverse 
impact/outcomes for 
patients/ vulnerable 
groups 

Patient Safety 
 
Examples: 
 Avoidable harm to 

patients 
 Safe staffing levels 
 Mortality 
 Patient Falls 
 Consent 
 Clinical Outcomes 

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
 

Minor injury or 
illness, requiring 
minor intervention  
 
Increase in length 
of hospital stay by 
1-3 days  
 
 

Moderate injury  
requiring 
professional 
intervention  
 
 
Increase in length 
of hospital stay by 
4-15 days  
 
An event which 
impacts on a small 
number of patients  

Major injury leading 
to long-term 
incapacity/disability  
 
Increase in length 
of hospital stay by 
>15 days  
 
Mismanagement of 
patient care with 
long-term effects  
 

Incident leading  to 
death (within 366 
days) 
 
Multiple permanent 
injuries or 
irreversible health 
effects 
 
An event which 
impacts on a large 
number of patients  
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Consequence score (consequence levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Public Confidence 
Examples: 
 Sustained damage to 

public confidence, 
impacting adversely on 
patients’ usage of and 
trust in local services. 

 Transparency 

Single source of 
criticism on social 
media not related 
to patient care 

Multiple sources of 
criticism 
 
short-term 
reduction in public 
confidence  
 
Elements of public 
expectation not 
being met 

long-term reduction 
in public 
confidence 
 
Public criticism 
from RCHT staff, 
local Union 
representatives 
through media and 
social media 

Total loss of 
confidence in a 
single service 
 
Calls for 
resignations 
 
CQC Intervention 
 
Public criticism from 
respected 
independent 
experts 

National media 
coverage with >3 
days service  
 
Total loss of public 
confidence among 
public, key 
stakeholders, MPs, 
commissioners, 
NHS England, NHSI 
 
Parliamentary 
Questions 

Quality 
Evidence based care and 
treatment, care planning, 
clinical outcomes, clinical 
audit 
Patient experience 
Consent 
Policies and procedures 
Compliance with non-
statutory standards, eg 
peer reviews, accreditation 
requirements, NICE, etc 

Reduced quality of 
patient 
experience/clinical 
outcome not 
directly related to 
delivery of clinical 
care. 
  
 
Locally resolved 
verbal complaint. 
 
Low number of 
audit/inspection 
recommendations 
– minor quality 
improvement 
issues  

Overall treatment 
or service 
suboptimal  
 
Unsatisfactory 
patient experience/ 
clinical outcome 
directly related to 
care provision – 
readily resolvable. 
 
Justified written 
complaint 
peripheral to 
clinical care. 
 
Single failure to 
meet internal 
standards  
 
Low level 
audit/inspection 
recommendations 
which require 
management 
actions 

Treatment or 
service has 
significantly 
reduced 
effectiveness 
Unsatisfactory 
patient experience/ 
clinical outcome 
 
Justified complaint-
involving lack of 
appropriate care. 
 
 
Local resolution 
(with potential to go 
to independent 
review)  
 
Repeated failure to 
meet internal 
standards  
 
Moderate 
audit/inspection 
recommendations 

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
High risk 
complaint/multiple 
complaints 
 
 
Critical report  

Totally 
unacceptable level 
or quality of 
treatment/service 
 
Extreme risk 
complaint/related to 
SI 
 
Ombudsman 
enquiry 
 
 
Gross failure to 
meet national 
standards  

Reputation  
 
Examples: 
 Adverse publicity  
 short term/recoverable 

reputational damage 

Rumours  
 

Potential for public 
concern  
 
Minor concern, no 
patient harm, no 
social media 
interaction 

 Local media 
coverage –  
short-term 
reduction in public 
confidence  
 
Elements of public 
expectation not 
being met 

 Several sources of 
local media activity 
 
High profile 
(headline) on local 
broadcast media  
 
Moderate level of 
social media 
activity 

National media 
coverage but not 
headline news 
 
Widespread social 
media activity 
 

  
Sustained national 
and international 
headlines 
 
Trending on social 
media outlets 
 
Media or 
demonstrators on 
site 
 
Patients refusing to 
use hospital 

Safeguarding 
Safeguarding and 
protecting adults from 
abuse and neglect; 
including self-neglect 
domestic abuse, unlawful 
restraint and restrictions in 
practice. 

Minimal harm. No 
intervention 
 
 
 
 
External 
safeguarding 
concern. 

Minor harm to a 
child or n adult 
who fits the Care 
Act definition for 
safeguarding   
adult duties. 
 
Breach of 
Statutory 
legislation of the 
Care Act and 
Mental Capacity 
Act/DOLs 

Moderate harm to a 
child or an adult 
who fits the Care 
Act definition for 
safeguarding 
duties. 
 
Single breach of 
duty 

Major harm to a 
child or an adult 
who fits the Care 
Act definition for 
safeguarding duties 
 
 
Multiple Breaches 
in statutory duty 

Significant harm or 
death  toa child or  
an adult who fits the 
Care Act definition 
for safeguarding 
duties. 
 
Multiple breaches in 
statutory duty of the 
Care Act or the 
Mental Capacity 
Act.. Suspension of 
registration 

Service/business 
interruption  
Examples: 
 Major incidents, 
 business continuity, 
 emergency 

Loss/interruption 
of >1 hour  
 
Minimal or no 
impact on the 
environment  

Loss/interruption of 
>3 hours 
  
Minor impact on 
environment  

Loss/interruption of 
>12 hours  
 
Moderate impact 
on environment  

Loss/interruption of 
>24 hours 
 
Major impact on 
environment  

Permanent loss of 
service or facility  
 
Catastrophic impact 
on environment  
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Consequence score (consequence levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

preparedness 
 resilience and response 
 loss of service. 
 

Workforce  Planning 
Workforce 
reconfiguration/transforma
tion 
Skill mix changes 
International recruitment 

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

Low staffing level 
that reduces the 
service quality 
contract 
 

Late delivery of key 
objective/ service 
due to lack of staff  
 
Unsafe staffing 
level or 
competence (>1 
day)  
 
Low staff morale  
 
Poor staff 
attendance for 
mandatory/key 
training  

Uncertain delivery 
of key 
objective/service 
due to lack of staff  
 
Unsafe staffing 
level or 
competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training  

Non-delivery of key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several key 
staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis  

Workforce 
(compliance/employer 
responsibilities) 
Professional standards, 
competence, appraisals, 
training, clinical 
supervision, accreditation, 
junior doctor training, 
terms and conditions. 
Organisational 
development, staff 
engagement, staff morale.   
 
(NB: risks relating to 
staffing levels impacting 
on patient safety/quality 
will fall into the 
quality/patient safety 
domain). 

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day) 

Low staffing level 
that reduces the 
service quality 
contract 
 

Late delivery of key 
objective/ service 
due to lack of staff  
 
Unsafe staffing 
level or 
competence (>1 
day)  
 
Low staff morale  
 
Poor staff 
attendance for 
mandatory/key 
training 

Uncertain delivery 
of key 
objective/service 
due to lack of staff  
 
Unsafe staffing 
level or 
competence (>5 
days)  
 
Loss of key staff  
 
Very low staff 
morale  
 
No staff attending 
mandatory/ key 
training 

Non-delivery of key 
objective/service 
due to lack of staff  
 
Ongoing unsafe 
staffing levels or 
competence  
 
Loss of several key 
staff  
 
No staff attending 
mandatory training 
/key training on an 
ongoing basis 

 

 
Table 3 Risk scoring = Likelihood x consequence (L x C)  

 Likelihood  

Consequence 
score  

1  2  3  4  5  

 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 

For grading risk, the scores obtained from the risk matrix are assigned grades as follows 

    1 - 3  Low risk 
4 - 6 Moderate risk 

  8 - 12 High risk  

   15 - 25 Extreme risk  
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Table 4 Risk Management Level 

 

Tolerance Level Management 

Risks above tolerance  Action ASAP 

Monthly review and monitoring at Service level 

Initial Executive led review of risk and actions, and then quarterly 

review 

Record on risk register 

Reported to relevant Committee, Sub-Committee, reported to Executive 

team on monthly basis 

Risks below tolerance 

 

Record on risk register 

Managed through local processes 

Review within ward/department/specialty on a quarterly basis 

Escalate to service if not able to be managed  

No reporting requirements 
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