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Introduction 
 
The aim of this report is to highlight the progress that the Trust has made, towards all 
aspects of Risk management, during the past 12 months (April 2006 – March 2007). 
It outlines the role, structure, work programme and achievements to date.  It also sets 
out the aims for the department for the forthcoming 12 months.   

 

1.      Role 

 
The role of the Corporate Risk Management Department is to coordinate and 
support the Trust to effectively manage risk through reactive, proactive and 
contemporaneous means.  This is achieved through the identification, 
prioritisation and management of risk from a variety of sources. Examples of 
these include incident reporting, risk assessment, performance management 
and compliance with external assessments. 
 
The departments’ focus covers all areas of the Trust including patients, staff, 
contractors, visitors, volunteers and the environment / infrastructure.  
 
An essential underlying task for the department is to advise the Trust of the 
principles, requirements and implications of risk and the most effective means 

of management.  It also ensures that the systems and processes are in place 
to manage risk, gaining assurance by continual monitoring of such.   
 
The Risk Management Department interfaces with all departments across the 
Trust, to ensure uniformity of approach and compliance against a number of 
performance measurement standards. Predominantly, these have focused on 
the National Health Service Litigation Authority (NHSLA) Risk Management 
Standards and Standards for Better Health. 

 

1.1 Departmental and Trust Philosophy 
 

Risk is inherent in all corporate and personal activities.  Everyone 
continuously manages risk.  Our aim is to embed risk management into the 
organisation, to the extent that is becomes ‘second nature’ to all staff. 
 
A formal and systematic approach to risk management represents sound 
business practice. Within the West Hertfordshire Hospital NHS Trust, the Risk 
Management Strategy and Policy provides the formal statement of approach 
to risk management. 
 
In most scenarios it is not possible to eliminate risk, therefore risks are 
managed holistically in order to maximise positive change and minimise 
negative outcomes.  The goal is to reduce risk to its lowest possible level.  
 
Effective risk management requires: 

1. Forward thinking and a proactive approach  

2. Achieving a balance between the costs of managing a risk and the 
resultant benefits 

3. A clear framework for operation 

 

2.   Structures and Communication 

 
The Risk Management Department (See Figure 1) sits within the Corporate 
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Nursing, Patient Services, Quality and Risk Division and covers all four 
hospital sites.  The Department works along side Quality Assurance and 
Litigation and Claims. The Assistant Director of Patient Services, Quality and 
Risk manages these departments, together with Patient Services and Patient 
Advocacy Liaison Service (PALS). This ensures effective use of resources 
and encourages intra professional collaboration. 
 
The success of Risk Management throughout the Trust is dependant upon an 
alliance between all departments, both Divisional and Corporate. The co-
operation and support of all staff throughout the Trust is also required.  
Principally this involves incident reporting and participation in risk awareness 
and risk assessment. These responsibilities are clearly defined during 
mandatory update sessions, which are attended annually by all staff. 
 
Health and Safety, Occupational Health and Training are separately managed 
under the remit of the Director of Human Resources however, there are 
certain objectives that dovetail with the risk management agenda. 
Contributions from the relevant departments are therefore contained within 
the body of this report. 
 

 Figure 1 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Risk Manager liaises with Divisional Risk Leads and service heads in 
each Division to ensure uniformity of approach, data quality and information 
sharing. The Risk Systems Administrator assists in these endeavours by 
undertaking regular spot-check audits of completed incident forms and 
reviewing the corresponding Datix entry. In addition, risk register entries are 
assessed to ensure that actions plans and review dates are appropriate and 
current. 

 
3. Work Programme 

 
The Risk Management Department’s work programme can be categorised 
into a variety of elements, as follows: 
 
1. Frameworks 
2. Structures 

Chief Nurse/Director of Patient 
Services, Quality and Risk 

Assistant Director of Patient 
Services, Quality and Risk 

Risk Manager 

Risk Systems Administrator 
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3. Policies and Procedures 
4. Training 
5. Implementation 
6. Measuring / Monitoring 

 
The Trust Risk Management Action Plan (Appendix 1) covers all the above 
disciplines and charts past, present and future initiatives. The action plan has 
been written with specific targets to bring all elements of risk to the forefront 
of the organisation, thus embedding it into the culture of the Trust. The plan is 
updated quarterly to provide an up to date view of activity and achievement. 
The distribution list includes the Executive team, Divisional General 
Managers, Heads of Nursing and Modern Matrons. 

 
3.1       Framework 
 
3.1.1 Standards for Better Health 

 
From April 2005 the NHS introduced a new performance framework, 
Standards for Better Health. These set out the level of quality for all 
organisations providing NHS care and the Trust was expected to meet or 
aspire to the core and developmental standards respectively.   

 
At the end of April 2007, the Trust submitted its second Declaration against 
the Standards for Better Health (SFBH).  Simultaneous to the final 
Declaration being completed the Trust was audited by both the National Audit 
Commission (NAO) as part of their Key Lines of Enquiry (KLOE) and Internal 
Auditors, Bentley Jennison.  

 
There have been no further recommendations from the NAO in relation to 
SFBH and the Bentley Jennison have informed us that there is substantial 
assurance that the Trust is managing SFBH effectively, providing confirmation 
that a well-defined and robust process is in place.  As a result, this provides 
assurance to the Trust Board that it can place reliance on the accuracy of its 
yearly Declaration to the Health Care Commission (HCC).  Taking this into 
account, this paper updates the Trust Board on the management of the 
Standards for Health for 2007/8. 

 
Final Trust Position - April 2007 

 
Table 1 below provides an overview of the Trust’s compliance against the 
Core Standards as of April ’07: 

 
Table 1 
Standards No. of Standards 

Compliant 
No. of Standards Insufficient 

/ Non-Compliant 

Core Standards 2006/7 42 2 

Core Standards 2005/6 30 14 

 
There has been a significant improvement in the Trust’s compliance since it’s 
2005/06 Declaration, with only 2 Core Standards being declared as having 
‘insufficient assurance’ - Standards C22a & c (Partnership Working) and C23 
(Public Health).  Action plans are now in place to ensure compliance is 
reached in the 2007/08 declaration year.  The Trust declared ‘fair 
Developmental progress’ for Development Standards D1 and D2a. 
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3.1.2   Assurance Framework and Statement of Internal Control 
 
The Assurance Framework has been continually developed since Trust Board 
endorsement on 14 October 2004.   This has since been accepted by both 
the Strategic Health Authority and the Trust’s Internal Audit team, who have 
confirmed it will support the Trust’s 2006/7 Statement of Internal Control 
which was submitted in June 2006.   The Assurance Framework will continue 
to undergo regular review by the Executive Directors with facilitation by the 
Assistant Director of Patient Services, Quality and Risk ensuring the Trust is 
managing the risks that threaten the achievement of its strategic objectives.   
 

3.1.3 NHSLA Risk Management Standards 
 
Acute Trust 
 
With effect from April 2006, the Clinical Negligence Scheme for Trusts 
(CNST) was suspended and replaced with the NHS Litigation Authority 
(NHSLA) Risk Management Standards. These were effectively a combination 
of both CNST and the Risk Pooling Scheme for Trusts (RPST) Standards.  A 
number of organisations were then selected to undertake a pilot assessment, 
with the aim of providing the NHSLA with feedback on the content of, and 
revised assessment process for, the new Standards. 
 
WHHT was selected as a pilot site for a Level 1 Acute Services assessment. 
Pre assessment evidence was submitted in November, with the formal on-site 
assessment taking place on 5th December 2006. 

 
There was no financial benefit or incentive to the Trust in achieving 
compliance with the new Standards, nor was there any penalty for non-
compliance. Compliance would however have enabled the Trust to move 
towards an earlier Level 2 assessment. 
 

The Trust did not attain overall compliance with the new Standards. At the 
time of assessment, a number of policies / documents were awaiting final 
ratification and thus while they were compliant in content, a formal score in 
this respect could not be awarded. 
For the Acute Services, the final version of the new Standards was issued by 
the NHSLA in April. These are now on the risk intranet site and have been 
emailed out to all operational and executive leads, with an accompanying 
action plan. An assessment of the Acute Standards will need to be 
undertaken before the end of March 2008. It will be essential for the Trust to 
successfully pass this, in order to retain its Level 1 status and associated 
scheme discounts.  Progress against the NHSLA Action Plan will be 
monitored through the Divisional Risk Leads Group and Risk Management 
Group and will be included in the Performance Report which is presented to 
the Finance & Performance Committee. 
 
Maternity 
 
In February 2006, Maternity Services successfully achieved CNST Level 2.  
As a result of the exceptionally high scores awarded, the Service was offered 
the opportunity to progress to an accredited Level 3 assessment.  The benefit 
of this would be that only minimal Level 2 evidence would need to be 
presented.  At the feedback session, the Assessor stressed the exceptionally 
high level of commitment that would be required, in both human and financial 
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terms, from within the Division and across the organisation for Level 3 to be 
attained. 

 
The Division were advised to make an early attempt at Level 3 on the basis of 
a no lose situation. Failure to attain the Level would not affect the current 
Level 2 status and thus have no impact on premium contributions.  However, 
it would serve to allow the Division to benchmark its progress.  

 
At Level 3, 100% must be scored in each component of each Standard in 
order to achieve compliance. 
 
Predominantly, attainment of Level 3 requires demonstration of Level 1 and 2 
standards being embedded.  To achieve this, it is necessary to demonstrate 
audit of the service, implementation and evaluation of change.  Based on the 
early evidence submission, the Assessor was to determine viability of 
proceeding with the formal assessment. 

 
The feedback from the Level 3 documentation submitted identified that the 
Division was not able to fully demonstrate that they have consolidated and 
built upon the Level 2 requirements. However, compliance was achieved in 6 
of the Standards of the standards assessed. 
 
It should be borne in mind that the progression from Level 2 to Level 3 would 
usually be a 2-year process and the evidence provided to the Assessors was 
only six months from the last assessment.  In addition, the Service has 
already progressed from Level 0 to Level 2 in a 14-month period.   
Nonetheless, attempting level 3 was an opportunity for Maternity to 
benchmark themselves against these standards and provide the impetus to 
move forward to their next assessment date. 
 
Since this inspection, the CNST assessments were suspended for 2007/08 
whilst the pilot manual of the new NHS Litigation Authority (NHSLA) 
Standards is being implemented. As a result, the Maternity Services will be 
unable to undertake a Level 3 assessment in 2007.  Maternity will opt to be 
considered as a pilot assessment site for 2008/09. If chosen, they will 
undertake a Level 2 assessment against the new criteria. Should they be 
successful in attaining this, they will then be able to progress towards a Level 
3 assessment in the same year. 

 
3.1.4 Health and Safety  
 

In accordance with H&S Guidance Note 65, management of health and safety 
within the Trust is devolved to managers, with overall responsibility resting 
with the Chief Executive. 
 
The new Health & Safety documentation was implemented as planned in 
October 2006 in the form of a Departmental H&S Manual. This document now 
provides a resource for both staff and managers alike, detailing the Trust's 
objectives, rules and arrangements for health & safety together with the 
responsibilities of all levels of staff. 
 
The Manual also contains the new, basic Risk Assessment procedure, 
complete with forms and full written guidance. Essentially this is a two-stage 
system permitting a rapid assessment to be conducted in order to establish a 
risk value as the first stage. Where the risk is identified as significant, two 
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options are provided for a more thorough, written assessment, either a Job 
Hazard Analysis (for task based operations) or General Assessment (for non-
task based operations). As full written assessments are only required where 
there is a substantial risk, it is hoped that the rapid assessment process will 
show that less areas activities require full assessment and save time as a 
result. 
 
Two support assessment tools have also been provided to enable an 
Ergonomic Assessment (for repetitive type tasks), and a Workplace 
Assessment that provides a basic checklist that can be modified, if required, 
to suit the nature of the department concerned. 
 
Also included within the manual is a departmental audit tool to enable 
managers to better identify and organise their H&S Management goals on an 
annual basis. With resource investment it would be possible to retrieve 
information from these audits to determine service/divisional and Trust wide 
performance data and future management goals. 
 
Adding to the information resource, the implementation of the manual was 
supported by the launch of the H&S Website on the Trust’s Intranet. This site 
provides an additional medium for distribution of information and materials as 
well as providing on-line libraries of Acts, Regulations, Guidance Notes, 
Policies and H&S Committee data as well as more general H&S information. 
The site will be the subject of continual expansion and it is hoped that it will 
provide the launch base for H&S Computer Based Training courses in due 
course. 

 
1. Risk Assessments 
 
A Trust wide Health and Safety Risk Assessment, facilitated by an outside 
consultancy was piloted within the Acute Medical Care Division at the 
beginning of April 2004.  Following a successful pilot the assessment tool has 
been rolled out across the Trust and is making a significant impact on the 
coverage of risk assessments throughout the Trust. 
 
2. Moving and Handling 
 
Following the health and safety Executive (HSE) inspection of March 2007, 
the trust has been issued with two improvement notices regarding moving 
and handling. 

 
These notices require that the trust revisit its strategy for moving and handling 
advisers training, update training and revise the moving and handling policy. 
To address this, a moving and handling subgroup was formed.  The sub 
group consists of personnel from the health and safety, occupational health, 
training, and Work Safe, the Trust’s external consultants. The first sub group 
meeting was on 27th June 2007 with work safe personnel leading the meeting 
with current inanimate and moving and handling advisors. The purpose of this 
meeting was: 

a) To discuss the way forward on how the Trust will comply with moving 
and handling policy 

b) To put in place recommendations from work safe and the advisors on 
how to improve on the current system 

c) To advise on a mechanism to support the advisors on wards and 
department 
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d) To formulate an updated moving and handling strategy 
 

This updated strategy will be distributed to all moving and handling advisors 
and will also be presented to the executive team for approval. 

 
3. Mandatory Training 

 
All staff attend mandatory training at the start of their employment and 
subsequently at yearly updates. This includes both statutory and mandatory 
training. 
 
There continues to be a high incidence of non-attendance (DNA’s) at this 
training and whilst such staff are required to attend at a later date, their initial 
non-attendance does cause the trust unnecessary expenditure particularly 
with regard to the whole day Manual Handling training on Induction.  The 
rates of DNA on Induction are reducing but update attendance is still 
disappointing. 
 
The training department is currently exploring the use of CD Rom and Internet 
based training as a means of allowing staff to access the programmes without 
the need to be away from their workplace for long periods.  The department is 
trialling a system using a tablet PC that can be used by various staff groups, 
such as community-based staff, who do not have regular access to a 
networked PC. 

 
4. Occupational Health  

 
Undoubtedly the pressures on staff at work are increasing and so it is vital 
that the Trust does all that it can to ensure their well being. 

 
The Trust’s Occupational Health department provides a wide range of support 
and advice for staff throughout their employment, including pre-employment 
screening, immunisations, assisting managers in risk assessment, sickness 
monitoring/referrals. In addition, confidential counselling for staff is available. 
 
5. Fast Track Referral System 

 
The ‘fast track’ system for hospital appointments / consultations is still in 
place. It was introduced in April 2002, in order to help reduce time lost whilst 
staff awaits investigations and treatment.  The system, which is administered 
through the Occupational Health Department, has been successful in a 
number of cases in facilitating an earlier return to full working for the member 
of staff concerned, thus reducing sickness absence and improving efficiency 
of the service. 

 
6. Risk Management training  
 
Occupational Health arranges Risk Management Training three times a year. 
Trainers include the Risk Management, Health and Safety and Occupational 
Health departments.  The purpose of this training is to update managers on 
risk assessment forms, scoring matrix, incident reporting, COSHH and Health 
and Safety responsibilities for managers.   
 
The Risk Management Department also hosts in conjunction with 
Occupational Health mandatory training on risk and health & safety for all new 
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staff attending Corporate Induction.   They also host update training yearly for 
all staff already in post. 

 
7. Work Station Risk Assessments 
 
Any employee working in the Trust considered as a Display Screen User is 
entitled to a workstation risk assessment with their manager or nominated 
advisor carrying out this assessment, having undergone the necessary 
training.  
 
� Provision of Vision Screening Tests and Corrective Appliances 

 
In addition, all Display Screen Equipment (DSE) users are entitled to free 
eyesight tests. The trust has designated optician for DSE users. The Trust is 
responsible for the cost of the eyesight test and the provision of corrective 
appliances for DSE use only (please refer to DSE Policy).     

 
� Employee  

 
Users of visual display screen equipment who require vision-screening tests 
inform their Manager / Supervisor that they require an eyesight test and then 
contact the Occupational Health Department for the test. An individual who 
does NOT meet the Trust definition of a DSE user is NOT eligible for either an 
external eye test, or financial support with corrective lenses. 

 
The Occupational Health Department provides the employee with the referral 
letter for the optician. This authorises the optician to undertake the eye test, 
and provide corrective lenses up to the maximum value of £35 or a 
contribution towards a complete set of spectacles up to the maximum of £50. 

 
The employee would make an appointment with a Trust nominated optician 
who are Vision Express. 
 
The referral letter and reply document is handed over to the optician, who 
undertakes the eye test and determines whether correction is needed, 
specifically for DSE use. If so, the optician is authorised to dispense glasses 
for the individual. The employee will pay the charge for testing and provision 
of glasses and the Trust’s contribution will be claimed on an employee 
expense statement. 
 
On submission of a claim for re-imbursement of costs, the manager should 
record on the employee’s personal file, the date of the eye test, and whether 
corrective lenses have been prescribed at the Trust’s expense. 
 
The Trust only re-imburses the employee for the cost of the eye test, and a 
maximum of £50 towards the cost of corrective lenses and associated frames. 
Any additional costs are borne by the employee. Additionally, the Trust’s 
contribution to corrective lenses are only made on receipt of a signed 
statement from the nominated optician that they are required specifically for 
middle distance (DSE) work. 

 
Health & Safety Conclusion 
 
The Trust’s commitment to improving the health and safety of its patients and 
staff remains high, despite the financial pressures facing the Trust.  Progress 
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has been significant across all areas since the formulation of a detailed action 
plan following the inspection of the HSE in March 2007.   There is 
undoubtedly a greater sense of awareness of the importance of and 
commitment to health and safety initiatives throughout the Trust and this will 
be built upon in the year to come. 

 
3.1.5 National Patient Safety Agency (NPSA) 

 
With effect from 1st April 2005, the Trust adopted the Common Classification 
System (CCS) on Datix, for recording incidents. This enables the Risk 
Department to benchmark incident statistics against other Trusts.  It also 
enables the department to produce more meaningful data analysis, as all 
areas of the Trust will be recording uniformly.  
 
The NPSA now produce reports that will allow our Trust to compare incident 
type and frequency with other organisations in their region.  Analysis of these 
reports showed the following highlights: 

• The NRLS compares the number of incidents reported, within the 
cluster, with the total number of admissions.  WHHT is the fifth highest 
trust out of a cluster of 37 organisations to report 

• WHHT report a high level of medication incidents compared to other 
organisations within our cluster 

• 90% of incidents reported by WHHT resulted in no harm 
 

3.2  Structure and Communication 
 
3.2.1   Reporting Structure 

 
The organisation has adopted the reporting structure illustrated in Appendix 2.  
 

3.2.2 Divisional Risk Leads 
 
Risk Leads have responsibility for all risk related issues, including incident 
analysis to identify themes and trends. There have been dedicated risk leads 
in place for the Divisions of Surgery and Women’s and Neonatal Services.  
Within Acute Medical Care, Capital Planning, Clinical Informatics, Estates, 
Facilities and Clinical Engineering the Risk Lead role is a ‘bolt-on’ duty. Within 
Clinical Support, the role is undertaken by each of the Divisional Service 
Heads. 
 
Divisional Risk Lead meetings are undertaken bi-monthly, with additional 
representation by the Health and Safety Adviser and Clinical Governance 
Manager.   These have encompassed discussion of generic and specific risk 
related issues; the sharing of practice; cross-divisional learning and ensured 
contribution to the corporate agenda and action plan. Other corporate 
departments, such as training, will also be in attendance, where policies such 
as local induction require the cooperation of each Division for successful 
implementation. 
 

3.2.3 Communication 
 
The Risk Management intranet web pages were launched in 2003, with 
regular reviews and updates. These are designed to provide staff with useful 
and easily understandable information on such topics as: 
1. CNST / NHSLA Risk Management Standards 
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2. Datix 
3. Incident Reporting 
4. Root Cause Analysis 
5. Standards for Better Health 
 

3.2.4 Safety Alert Broadcasting System 
 

The Assistant Director of Patient Services, Quality and Risk has been the 
Trust’s appointed Safety Alert Broadcasting System (SABS) Liaison Officer.  
This responsibility was handed over to the Clinical Engineering Department in 
January 2007.  The role of the SABS Liaison Officer is to develop and 
implement a process to ensure key safety alerts issued by the Department of 
Health are appropriately cascaded to relevant individuals in the organisation 
and ensure responses of appropriate action are fed back and reports 
submitted to the Department of Health.  
 
Compliance with deadlines in respect of SABS alerts forms part of Standards 
for Better Health monitoring. It is therefore imperative that all Divisions 
cooperate with responding to alerts within the set timeframe.  
 
Over the past 12 months, the performance in managing alerts by the date has 
remained fairly static. The statistics are as follows: 
 
Year 2004/5 2005/6 2006/7 
Received and Acknowledged to date  105 178 275 
Completed or No Action Required 68 157 250 
Action Ongoing 27 23 25 
 
The majority of open alerts with action ongoing have not yet reached their 
deadline for completion date.  Only 6 alerts missed their deadline during the 
course of last year. 

 
3.3 Policies and Procedures 

 
The following polices, produced by the Risk Department, have been reviewed 
and ratified by the appropriate Committee during 2006/7. 

♦ Incident Reporting Policy 

♦ Datix System Specific Security Policy 

♦ Effective and Efficient Rostering Guidelines 
 
Each Division produces its own Risk Strategy, which is updated annually to 
reflect changes, achievements and revised goals.  These are produced at the 
same time as their Divisional Risk Reports.  
 
The Quality and Risk Policy and Procedure folders, held within each ward and 
department now contain the above documents together with: 

♦ Complaints Policy 

♦ Guidance on Risk Scoring Matrix and Risk Register 

♦ Litigation and Claims policy 

♦ Policy for Withholding Treatment from a Violent or Abusive Individual 
 
3.4 Training 

 
The Risk Department continues to present a regular risk management 
session at general induction and mandatory staff updates.   
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During the course of the year, a CD Rom was developed in conjunction with 
the Post Graduate Centre and all other mandatory training providers. Medical 
staff joining out of rotation use this predominantly, which historically had poor 
attendance at mandatory sessions. Each module is accompanied by a brief 
questionnaire to verify learning. The results are fed back to the Postgraduate 
Centre, thus enabling the Trust to monitor completion and level of attainment.  
 
Risk Management has also been incorporated as a 30-minute presentation to 
the Foundation Year 1 and 2 intakes in February and August, at both Hemel 
Hempstead and Watford hospitals. 
 
As mentioned under Health & Safety (Point 6) above, in conjunction with the 
Occupational Health Department, the Risk Management Department 
continues to host a quarterly study day on Risk Management and Health and 
Safety for Managers, which includes a 2-hour risk scoring workshop. 
 
Individual training sessions are provided as needed for the risk and incident 
modules of Datix. In addition, the department lectures on Consent to 
Treatment and regularly contributes to Nursing Development Programmes 
and Clinical Leaders Days. 

 
3.5  Measuring and Monitoring 

 
3.5.1   Datix 
 

The Trust’s electronic risk management database is Datix, comprising the 
following modules: 
1. Incident reporting 
2. Risk Register 
3. Complaints Handling 
4. Claims Management 
5. Patient Advice and Liaison Services (PALS) 
6. Standards Module (Library of evidence against Standards for Better 

Health) 
 
Use of the system continues to grow and develop, particularly integration 
between the modules and the production of reports. During the past year, 24 
reported incidents have become the subject of formal complaints and 10 
incidents have resulted in potential litigation, which is significantly less than 
reported in the previous year (16).  
 

3.5.2 Incidents and Risks 
 
Detailed quarterly reports, summarising the overall status of incident 
reporting, are produced for the Trust Risk Management Committee.  
 
Systems in relation to risk reporting have been revised during the past 12 
months with 5 risks, accompanied by the appropriate action plan, being 
escalated to each meeting of the Clinical Governance and Health and Safety 
Committees. This process ensures that: 
� The Trust gains a wider perspective of the risk issues facing the 

organisation 
� There is the opportunity to escalate issues as a strategic risk 
� There is greater monitoring of risk entries to ensure they are 
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accompanied by detailed action plans to achieve mitigation 
 

If after review, a decision is made to escalate further,  the relevant Chair will 
bring it to the attention of the Assistant Director of Patient Services, Quality 
and Risk. In tandem with the appropriate lead Director, a judgement will be 
made as to whether a risk should be viewed as strategic, i.e. a risk that 
threatens the achievement of one or more of the Trust’s strategic objectives 
by using the standardised criteria. 

 
Once a judgement has been made that the risk is indeed strategic, the risk 
will be identified as such on on Datix and the Assistant Director of Patient 
Services, Quality and Risk will add it to the Assurance Framework.  It will then 
be presented to the Risk Management Committee where they will seek 
assurance that the current management is appropriate before it is escalated 
to the Trust Board.   Seven such risks currently populate Datix. 
 
Overall, the Risk Register enables the Trust to identify and prioritise its risks 
and provides an integrated approach to clinical and non-clinical risk 
management.  Datix is fully networked, allowing individual Divisions to 
maintain their own Risk Registers. Information from each Division feeds into 
the Trust-wide Register, giving a prioritised portfolio of risks across the entire 
Trust. 
 
For the period 1st April 2006 to 31st March 2007, the statistics from Datix as 
compared to that reported in 2005/6 are as follows: 
 
Module  Opened  Closed Opened  Closed 
   2005/6  2005/6  2006/7  2006/7 
Incidents  7100  6454   7429   6185 
Risks     237    196    369    380 
 
This shows a marked increase in identified incident and risk reporting and, for 
the first time the organisation has closed more risks than it has opened.   This 
is in line with an organisation that is becoming more risk adverse and is 
adopting positive risk identification and behaviour. 
 
The risk department endeavours to gain assurance from the Divisions that 
issues are addressed prior to incidents or risks being closed. Feedback 
suggests that serious incidents are fully investigated, with practice changes 
implemented and lessons learned as appropriate. Many incidents relate to 
recurring themes and as such, individual cases are not pursued, as there 
would be separate Risk Register entries to tackle the overarching issues. 
 
As each Risk Register entry must be accompanied by a detailed plan, with 
individual actions assigned, there is a clear audit trail to evidence completion 
and mitigation. 
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Figure 2 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The above graph shows that with the exception of 2005/6, incidents reported  
o 4632 more incidents in 2004/5 compared with 2003/5 
o 340 less incidents in 2005/6 compared with 2004/5 
o 285 more incidents in 2006/7 compared with 2005/6 

 

Information from incident forms, together with the additional actions required 
to prevent reoccurrence and mitigate risk, are fed into Datix. Divisional Risk 
Leads subsequently interrogate the data to identify themes and hot spots. 
Where appropriate, incidents are then linked to specific risks on that module. 
This information is also included in Divisional Risk Management Reports, 
which are available on the Trust’s Internet and Intranet. 
 

Figures 3, 4, 5, 6, 7, 8, 9, and 10 illustrate a breakdown of incidents reported 
onto Datix between April 2006 and March 2007. 
 
Figure 3 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note: 101 of these incidents were classified as External Patient Safety 
incidents (incidents which occurred outside of the hospital but were reported 
by Trust staff).  
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General Medicine, Care of the Elderly and Obstetrics are the top 3 specialties 
who reported Clinical Incidents 
 
Figure 4: 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
84% of incidents entered for the 06/07 period have now been closed.   

 
Figure 5: 

 
 

 
                  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Accidents were also the top care stage for 2005/6. 
The dose or strength of medication being wrong or unclear was the most 
common type of medication incident for this financial year 
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Figure 6: 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Incidents relating to Medical Devices featured in the top 10 for the last 
financial year but did not for this financial year.   
 

Figure 7 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
It is important to note that only 6% of the medication incidents (shown above) 
actually occurred in pharmacy. (Due to the trust’s reporting system they are 
logged under pharmacy but the majority occurred on a medical ward) 
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Figure 8 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 9 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The 2nd most common location where accidents occurred were in the 
operating theatre complex 
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Figure 10 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

The numbers of incidents relating to Clinical Assessment have dramatically 
decreased. In the last financial year this care stage was the 2nd top care 
stage, for this quarter it was the 7th top care stage 

 
All of the main divisions reported incidents, which related to the infrastructure, 
the majority of these incidents relating to a lack of trained/skilled staff 
 

Figure 11 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
‘Missing, Inadequate or Illegible Healthcare Records did not feature in the top 
10 adverse events for the same period last year. These incidents mainly have 
affected the Trauma and Orthopaedics service 
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80% of the reported patient accidents resulted in a fall. For the same period last year 
85% of the reported patient accidents resulted in a fall. 
 
13.  Audit 

 
The Systems Administrator continues to conduct regular audits of incident 
forms before they are centrally filed. Some of the issues that have arisen are: 

• Inaccurate coding 

• Inaccurate entry of the incident date  

• There are cases where incidents are logged on Datix but did not occur 
within our Trust. These incidents should therefore be logged as External 
patient safety incidents; sometimes this has not been the case.  

• Incidents have been entered more than once therefore the relevant 
member of staff has been approached and the duplicated incident has 
been deleted from the database 

• Staff entering the incidents have omitted the appropriate trigger   

• The notify field is not always used.  
 

The audit process is further enhanced by a fortnightly submission of all 
patient safety incidents, regardless of consequence, to the NPSA National 
Reporting and Learning System (NRLS). Where mandatory fields are omitted 
or incorrectly completed, the data submission is returned by the system, with 
errors highlighted. 
 
The risk escalation process continues to ensure that risks and their action 
plans are still regularly reviewed at the appropriate committee. 24 risks have 
been submitted to the Health & Safety committee and 18 risks have been 
submitted to the Clinical Governance committee. 
 

4. Future Developments  
 

Again, this has been a challenging year for the Trust.  The Trust must now 
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move forward on strengthening its risk management culture ensuring risk 
management truly becomes a fundamental part of all Trust business.  The 
Risk Management Department will continue to monitor the effectiveness of 
the systems and processes through its cycle of continuous audit of the Trust 
risk management database concentrating this year on ensuring learning has 
taken place and good practice is disseminated to all.   
 
Work programme already identified for the year ahead is: 

1. Ensure all divisions have completed an assessment against the 
Manchester Patient Safety Framework 

2. Implementation of a paperless incident reporting system (Datix e-form)  

3. Successfully complete the NHS Litigation Authority Risk Management 
(NHSLA RM) Standards assessment at Level 1 

4. Work towards achievement of CNST Level 3 for Maternity 

5. Maintain compliance with the Core Standards for Standards for Better 
Health 

6. Attain ‘good development progress’ against the Development Standard 
for Patient Safety (D1) 

 

5. Conclusion  
 

 The corporate management of risk during the last year has been a particularly 
demanding one.   With the Divisions stretched due to a significant reduction in 
capacity and resource and the need to improve performance against DoH 
targets, lateral thinking and initiatives Trust wide have been required to drive 
forward the risk management agenda.  Despite this, the Trust has maintained 
its healthy reporting culture, improved its risk management performance and 
was successful in attaining CNST Level 2 in Maternity and retaining its Level 
1 status for the Acute Trust.   Additionally, the number of initiatives 
implemented by the divisions has been outstanding.   The risk management 
reports complied by the respective Divisions is evidence of this. These are 
available on the Trust’s Internet and Intranet for perusal.  
 
The year ahead will be a no less challenging one.   The Risk Management 
Department will concentrate its own objectives on meeting the new NHSLA 
Risk Management Standards and the Development standards from the 
Standards for Better Health whilst facilitating the remainder of the Trust to 
meet theirs. 
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Appendix 1 - Trust Risk Action Plan 
 

INCORPORATING RELEVANT HEALTHCARE COMMISSION, NHSLA, HSE & *7 STEPS TO PATIENT SAFETY TARGETS 
 
 

 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

1. FRAMEWORKS      

1.1 RPST LEVEL 1 (Risk Pooling Scheme for Trusts)      

 Prepare for RPST Level 1 Assessment  Chief Nurse *N Moore October ‘02 February ‘03 February ‘03 

 Re-Prepare for RPST Level 1 Assessment Chief Nurse *N Moore June ‘03 December ‘03 December ‘03 

 Undertake RPST Level 1 Assessment Chief Nurse *N Moore February ‘04 February ‘04 February ‘04 

1.2 Assurance Framework/ Standards For Better Health/ 

Corporate Governance 

     

 Facilitate review of Assurance Framework and 
ratification by Trust Board 

Chief Executive *N Moore August ‘04 October ‘04 October ‘04 

 Facilitate review of Assurance Framework and 
ratification by Trust Board 

Framework to be reviewed regularly by the Board 

Chief Executive *N Moore 

 

*N Moore 

Sept ‘04 

 

April ‘05 

April ‘05 

 

Qrtly review 

April ‘05 

 

Ongoing review 

 CA Forum renamed Standards for Better Health Forum 
and Terms of Reference Reviewed 

Chief Nurse *N Moore August ‘04 September ‘04 September ‘04 

 Develop a framework which traffic lights current 
compliance for the Standards for Better Health 

Director of 
Service 
Redesign 

*C Richards 

  N Moore 

June ‘05 June ‘05 June ‘05 

 Produce a framework for the Standards for Better to plot 
risks that threaten compliance of the individual 
standards 

Director of 
Service 
Redesign 

*C Richards 

  N Moore 

July ‘05 August ‘05 August ‘05 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

 Submit draft declaration for Standards for Better Health Chief Executive *M Olsen July ‘05 September ‘05 September ‘05 

 Submit final declaration for Standards for Better Health Chief Executive *M Olsen October ‘05 May ‘06 May ‘06 

 Submit final declaration for Standards for Better Health Chief Executive *N Moore March ‘07 May ‘07 April ‘07 

 Review progress of Core & Developmental Standards 

 

Chief Executive 

Chief Nurse 

*N Moore June ‘06 Quarterly 
Reviews 

Ongoing 

 Produce proposal for the future management of 
Standards for Better Health 

Chief Nurse *N Moore May ‘06 June ‘06 June ‘06 

 Implement Datix Module for Standards for Better Health Chief Nurse *N Moore June ‘06 August ‘06 September ‘06 

1.3 CNST/NHSLA Standards      

 Achieve CNST Level 1  Chief Nurse *N Moore January ‘01 February ‘02 February ‘02 

 Review progress against CNST Level 1  Chief Nurse *N Moore January ‘03 February ‘03 May ‘03 

 Prepare for re-assessment CNST Level 1 ~ Acute Chief Nurse *N Moore February ‘03 February ‘04 February ‘04 

 Prepare for CNST Level 1 ~ Maternity Standard Chief Nurse *N Moore 

  B Harlev-Lam 

April ‘03 December ‘03 December ‘03 

 Prepare Maternity evidence and action plan for 
submission to Willis prior to inspection 

Chief Nurse *N Moore 

  B Harlev-Lam 

May ‘03 August ‘03 August ‘03 

 Re-prepare for CNST Level 1 ~ Maternity Standard Chief Nurse *J Mallard 

  N Moore 

January ‘04 November ‘04 November ‘04 

 Establish a CNST Level 2 Forum  

 

Chief Nurse *N Moore 

  L Savage 

August ‘04 October ‘04 October ‘04 

 Prepare for CNST Level 2 ~ Maternity Chief Nurse *J Mallard 

  L Savage 

Nov ’04 January ‘06 January ‘06 

 Prepare for pilot assessment for the new NHSLA 
Standards for the Acute Trust 

Chief Nurse *N Moore 

  L Savage 

March ‘06 January ‘07 December ‘06 

 Prepare for CNST Level 3 ~ Maternity Chief Nurse *J Mallard 

  L Savage 

May ‘06 January ‘07 October ‘06 

 Produce proposal for the future management of the Chief Nurse *N Moore June ‘06 July ‘06 July ‘06 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

NHSLA Risk Management Standards  

 Prepare for NHSLA Level 1 Assessment (Maternity) 

 

Chief Nurse *J Mallard/ 

  A Shand 

April ‘07 February ‘09  

 Prepare for NHSLA Level 1 Assessment (Acute Trust) Chief Nurse *N Moore April ‘07 February ‘08  

1.4 HEALTHCARE COMMISSION (CHAI)      

 Review progress against CHAI Action Plan targets Medical 
Director 

*C Richards May ‘03 Sept ember ‘03 Sept ember ‘03 

March ‘04 

 Benchmark against CHAI framework for risk mgt Chief Nurse *N Moore May ‘04 June ‘04 July ‘04 

 Coordinate implementation of actions from CHI 
Framework for Risk Management Action plan 

Chief Nurse *N Moore 

 

Sept ‘04 October 
‘04Ongoing  

October ‘04 

1.5 Health & Safety      

 Develop process that ensures both H&S (RIDDOR) and 
Occupational Health Dept follow up of staff that has 
experienced injury as a result of an adverse incident 

Chief Nurse *L Savage 

  N Moore 

July ‘05 August ‘05 August ‘05 

 Develop local HSE Action plan following HSE visit & 
Review quarterly 

Director of HR *S Childerstone  May ‘03 May ‘03 Ongoing 

 Develop a Strategy & action plan to progress 
recommendations made following recent H&S visit 

Director of HR *S Childerstone April ‘07 July ‘07  

1.6 NPSA      

 Achieve NPSA compliance Chief Nurse *N Moore January ‘01 Winter 2001 2001 

 Benchmark against NPSAs ‘Seven Steps to Patient 
Safety 

Chief Nurse *N Moore May ‘04 June ‘04 June ‘04 

 2nd Benchmark against NPSAs ‘Seven Steps to Patient 
Safety 

Chief Nurse *N Moore March ‘07 April ‘07 April ‘07 

 Implement outstanding planned actions from above 
assessment 

Chief Nurse *N Moore April ‘07 April ‘08  

 *Complete implementation plan which describes how 
and when Trust will begin reporting to the NPSA 

Chief Nurse *N Moore 

 

April ‘04 September  ‘04 Sept ember  ‘04 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

 Implement Incident Decision Tree Chief Nurse *S Childerstone 

  N Moore 

June ‘06 Deferred by HR 
until May 2007 

 

 Produce ‘Being Open Policy’ in line with NPSA 
recommendations 

Chief Nurse *N Moore 

 L Savage 

August ‘05 December ‘05 December ‘05 

 Implement NPSA MaPSaF self-assessment Chief Nurse *L Savage 

 N Moore 

August ‘06 Ongoing  

2. STRUCTURES      

2.1 RISK LEADS      

 Identify Clinical Risk Leads for all Divisions Chief Nurse *N Moore June ‘01 June ‘01 November ‘01 

 Following the convergence of Risk & Non-Clinical ~ 
identify Risk Leads for all Divisions 

Chief Nurse *N Moore March ‘03 April ‘03 April ‘03 

 Establish a training programme for Divisional Risk 
Leads 

Chief Nurse *G Etheridge February ‘04 4 training 
sessions 
arranged 
during ‘04 

January ‘04 

 Establish quarterly Divisional Risk Lead Meetings Chief Nurse *N Moore February ‘04 Quarterly 
meetings  

February ‘04 

 Review organisational structure in relation to risk Chief Executive *David Law 

 G Etheridge 

May ‘07 May ‘07  

2.2 REPORTING STRUCTURE      

 Establish a new Trust Risk Management Group Chief Executive *G Etheridge January ‘03 February ‘03 February ‘03 

 Establish Risk sub-groups reporting to Trust Risk 
Management Group 

Chief Nurse *G Etheridge January ‘03 February ‘03 May ‘03 

 

 Converge Clinical & Non-Clinical Risk-Risk Dept Chief Nurse *G Etheridge February ‘03 March ‘03 March ‘03 

 Review Risk Management Group’s Terms of Reference 
to include monitoring role of key practice indicators  

Chief Nurse *G Etheridge June ‘03 July ‘03 July ‘03 

 Review Risk Sub-committee’s Terms of Reference to Chief Nurse *G Etheridge June ‘03 July ‘03 July ‘03 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

include identification of key practice indicators capable 
of showing improvement in the management of risk 

Reviewed  
July ‘04 
Reviewed ‘06 

 Establish new Trust Risk Management Group and 
review ToR in line with Trust Reorganisation 

Chief Nurse *G Etheridge March ’07  March ‘07 N/A 

3. COMMUNICATION      

 Establish Risk Intranet web-page to combine clinical/non 
clinical organizational risk 

Chief Nurse *N Moore 

 

June ‘03 Ongoing Ongoing 

 Produce 12-Point Plan for Patient Information  
(guidance for clinicians wishing to produce patient 
information).   Such patient information being a standard 
for CNST 

Chief Nurse *N Moore 

 

January ‘03 July ‘03 July ‘03 

 Formal ratification of 12 point plan Chief Nurse *N Moore January ‘03 August ‘03 July ‘03 

 Launch Patient information database on Intranet to 
provide a comprehensive catalogue of all patient 
information available within the Trust (CNST 2 
requirement) 

Chief Nurse *Pt Info Group 

 

January ‘03 November ‘04 Ongoing 

 Produce a risk article for the N&M Newsletter Chief Nurse *N Moore 2006 Quarterly  Ongoing 

4. POLICIES & PROCEDURES      

4.1 RISK MANAGEMENT STRATEGY      

 Develop Risk Management Strategy  Chief Nurse *N Moore March ‘01 March ‘01 March ‘02 

 

 

1st Review Risk Management Strategy (combined 
clinical/non-clinical) 

Chief Nurse *N Moore January ‘03 February ‘03 February ‘03 

 2nd Review of Risk Management Strategy in line with 
CA, RPST and CNST 

Chief Nurse *N Moore February ‘03 July ‘03 July ‘03 

 3rd Review of Risk Management Strategy in line with 
CA, RPST and CNST 

Chief Nurse *N Moore July ‘03 November ‘03 November ‘03 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

 4th Review of Risk Management Strategy in line with 
CA, RPST and CNST 

Chief Nurse *N Moore January ‘05 March ‘05 March ‘05 

 5th Review of Risk Management Strategy  Chief Nurse *N Moore January ‘07 May ‘07  

 Develop a Risk Management Strategy for Maternity 
Services 

Chief Nurse *N Moore Winter ‘03 Winter ‘03 Winter ‘03 

 Develop Divisional Risk Management Strategies Chief Nurse *Risk Leads 

  N Moore 

April ‘04 June ‘04 

 

July ‘04 

 Review and standardize Divisional Risk Management 
Strategies 

Chief Nurse *L Savage  April ‘06 June ‘06 September ‘06 

4.2 INCIDENT REPORTING POLICY      

 Develop Incident Reporting Policy Chief Nurse *N Moore March ‘01 May ‘01 May ‘01 

 2nd Review Incident Reporting Policy in line with CA, 
RPST and CNST and cross reference with Raising 
Concern Policy & Risk Strategy and RIDDOR 

Chief Nurse *N Moore May ‘03 November ‘03 November ‘03 

 3rd review of Incident Reporting Policy Chief Nurse *N Moore Nov ‘05 December ‘05 December ‘05 

 *Develop Incident Reporting Policy to include chapter on 
immediate action following an incident and to ensure 
patients and their families receive an immediate apology 
where it is due, and dealt with in a respectful way 

Chief Nurse *N Moore 

  L Savage 

Sept ‘04 November ‘04 March ‘05 

 *Audit effectiveness of Incident Reporting Policy by spot 
audits of incident report forms and development of 
safety assessment survey 

 

Chief Nurse *N Moore 

  L Savage 

May ‘04 

 

December ‘04 

Operational 
Audit on Datix 
ongoing 

Audit on 
Incident Report 
Form against 
Datix - Ongoing 

Quality Audit on 
Datix ~ Feb ‘05 

 

Safety Ass 
Survey ~ part of 
NAO staff 
survey ~ Oct ‘04 

4.3 HEALTH & SAFETY POLICIES      

 Review all Trust Health & Safety Policies Director of HR *S Childerstone February ‘03 Ongoing  Ongoing 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

4.4 Consent to Treatment Policy      

 Devise and implement Consent to Treatment policy Chief Nurse *N Moore January‘01 September ‘01 September ‘01 

 Implement Consent to Treatment Workshops  Chief Nurse *N Moore Sept  ‘03 December ‘01 December ‘01 

 1st Review Consent to Treatment Policy in light of DoH 
model  

Chief Nurse *N Moore 

 

Nov ‘02 December ‘02 December ‘02 

 

 2nd Review Consent to Treatment Policy in light of 
CNST recommendations 

Chief Nurse *N Moore Dec ‘02 January ‘04 February ‘04 

 3rd Review Consent to Treatment Policy Chief Nurse *N Moore Dec ‘05 February ‘06 January ‘06 

 Audit Consent to Treatment Policy  Chief Nurse *N Moore 

  L Savage  

Aug ‘04 December 
‘04Sept ‘04 

December ‘04 

 Re-launch Consent to Treatment Workshops on to a 
rolling programme 

Chief Nurse *N Moore 

 

July ‘03 Ongoing Ongoing 

 Establish yearly Consent to Treatment Policy Audit 
programme 

Chief Nurse *L Savage July ‘06 October ‘06 October ‘06 

4.5 DATIX POLICY      

 Develop a Datix Security Policy Chief Nurse *N Moore Dec ‘03 January ‘04 January ‘04 

 Datix Security Policy development Chief Nurse *N Moore April ‘04 July ‘04 July’04 

 Datix Security Policy 2nd Review Chief Nurse *L Savage Nov ‘05 January ‘07 January ‘06 

 Datix Security Policy 3rd Review Chief Nurse *L Savage January ‘07 January ‘07 January 2007 

 Adopt Datix CCS coding & implement Chief Nurse *N Moore 

  L Savage 

January ‘05 May ‘05 April ‘05 

 Produce Datix User Manual Chief Nurse *L Savage 

  N. Moore 

April ‘04 April ‘05 April ‘05 

4.6 Safety Broadcasting Policy      

 Produce a Safety Alert Broadcasting System Policy and 
implement Trust-wide 

Chief Nurse *N Moore January ‘06 June ‘06 July ‘07 

 Handover of SABS to Clinical Engineering Chief Nurse *N Moore January ‘07 January ‘07 January ‘07 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

4.7 Trust Quality & Risk Folder      

 Produce and circulate Trust Quality & Risk Folder 

 

Chief Nurse *N Moore January ‘04 September ’04 
Implement 
Trust-wide by 

August ‘04 

September ‘04 

5. TRAINING      

5.1 RISK TRAINING      

 Implement Basic Risk Awareness training workshops Chief Nurse *N Moore Dec ‘02 Ongoing  February ‘03 

 Establish risk awareness as part of Trust’s Induction 
training programme to include junior doctors  

Chief Nurse *N Moore 

 

February ‘04 Ongoing Ongoing 

 Provide Risk Matrix training (now part of Risk 
Management and Health & Safety for Managers) 

Chief Nurse *N Moore August ‘02 

 

Ongoing  Ongoing 

 Implement Datix Risk Management training prior to 
system going live 

Chief Nurse *N Moore 

 

March ‘03 June ‘03 June ‘03 

 Encourage all staff with risk management 
responsibilities to attend NPSA Root Cause Analysis 
(RCA) training 

Chief Nurse *N Moore June ‘03 November ‘03 November ‘03 

 Identify a robust Risk training programme for all staff & 
Mandatory Induction Training Programme 

Chief Nurse *S Whiterod 

  J Barrett 

  N Moore 

Sept ‘03 November ‘03 November ‘03 

 Establish Serious Incident Reporting training sessions  Chief Nurse *L Savage August ‘06 Ongoing Ongoing 

 Hold series of Risk Scoring Workshops Chief Nurse *L Savage March ‘07 Ongoing  

6. MEASURING/MONITORING      

6.1 RISK DATA REPORTING & COLLECTION      

 Establish individual Divisional Clinical Risk databases  Chief Nurse *N Moore June 2000 July ‘01 July ‘03 

 Establish single Risk Management database (Datix) Chief Nurse *N Moore Dec ‘02 September ‘03 October 03 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

 Devise/implement and launch a single form for 
Incident/Accident reporting, relating to staff and patients 
in line with RPST requirements and to include capture of 
incidents of violence and aggression 

Chief Nurse *N Moore 

 

Winter ‘03 Spring ‘04 Launched  

April ‘04 

 Pilot Datix e-form Chief Nurse *N Moore January ‘07 June ‘07  

 *Further interrogation of database to include PALS, 
Complaints and Claims modules to identify opportunities 
to proactively improve patient care and identify local 
solutions, e.g. re-designing systems and processes, and 
adapting staff training or clinical practice 

 

Chief Nurse *N Moore 

  S N’Jie 

  L Moore  

 

October ‘04 Ongoing Ongoing 

6.2 TRUST RISK MATRIX AND REGISTER      

 Develop and apply Trust Risk Matrix to: 

- Business Planning process 
 

- ERNS reporting 
 

- Backlog maintenance schedules 
 

- Medical equipment 
 

- Ward departmental risk assessments 

 

Dir of Strategic 
Planning 

Dir of Strategic 
Planning 

Dir of Strategic 
Planning 

Medical 
Director 

Chief Nurse 

 

*Exec Team 
 

*N Moore 
 

*N Moore 
 

*L Savage 
 

*N Moore & 
Joyce Wong 

 

February ‘02 

 
April ‘02 

 
April ‘02 

 
April ‘02 

 
April ‘02 

 

March ‘03 

 
February ‘03 

 
February ‘03 

 
February ‘03 

 
February ‘03 

 

All Achieved  

 

 Update Risk Scoring Matrix document in line with 
revised organisational structure and Incident Reporting 
Policy 

Chief Nurse *N Moore January ‘03 October ‘03 July ‘03 

 Establish Trust Risk Register capable of recording 
clinical, financial and organizational risks and initial risk 
rating and risk treatment plans 

Chief Nurse *N Moore June ‘03 November ‘03 November ‘03 

 Amalgamate various risk registers in to Trust Risk Chief Nurse *N Moore June ‘03 April ‘04 April ‘04 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

Register 

 Audit monitoring and effectiveness of Risk Register Chief Nurse *N Moore April ‘04 Sept ember ‘04 Ongoing 

 Develop a process for controlling, validating & 
monitoring entries onto Risk Register 

Chief Nurse *N Moore October ‘03 January ‘04 February ‘04 

 Introduce collaborative working with the Capital 
Planning Group to ensure CP risks are adequately 
captured on Datix 

Chief Nurse *N Moore March ‘07 August ‘07  

6.3 ROOT CAUSE ANALYSIS (RCA)      

 Develop and implement Root Cause Analysis template Chief Nurse  *N Moore June ‘01 December ‘01 December ‘01 

 Expand Root Cause Analysis template to include all 
aspects of risk (clinical, non-clinical and organizational) 

Chief Nurse  *N Moore 

  L Savage  

January ‘02 May ‘03 

 

May ‘03 

 Develop local guidance on conducting a RCA to be 
appended to Root Cause Analysis tool (to include 
Complaint and Claims requirements) 

Chief Nurse *N Moore 

  L Savage  

June ‘03 November ‘03 November ‘03 

6.4 REPORTS      

 Produce Annual Divisional Risk Reports ~ 03/04 Chief Nurse 

 

*Div. Risk Leads 

  N Moore 

January ‘04 June ‘04 June ‘04 

 Produce Annual Risk Report ~ 03/04 Chief Nurse *N Moore 

  L Savage  

January ‘04 June ‘04 June ‘04 

 Produce Trust Clinical Governance Annual Report ~ ¾ Chief Nurse *C Richards 

 

Sept ‘03 June ‘04 June ‘04 

 Produce Annual Divisional Risk Reports ~ 04/05 Chief Nurse *Risk Leads 

  N Moore 

January ‘05 June ‘05 June ‘05 

 Produce Annual Risk Report ~ 04/05 Chief Nurse *N Moore 

  L Savage  

January ‘05 June ‘05 June ‘05 

 Produce Annual Divisional Risk Reports ~ 05/06 Chief Nurse *Risk Leads 

  N Moore 

May ‘06 June ‘06 July ‘06 

 Produce Annual Risk Report ~ 05/06 Chief Nurse *N Moore May ‘06 June ‘06 August ‘06 
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 ACTION REQUIRED LEAD 
DIRECTOR (S) 

 

PERSON (S) 
RESPONSIBLE 

(*Lead) 

START 
DATE 

TIMESCALE DATE  
ACHIEVED 

 

  L Savage  

 Produce Annual Risk Report ~ 06/07 (Incorporating 
Divisional Risk Reports 

Chief Nurse *N Moore 

  L Savage  

May ‘07 June ‘07  

6.5 Trust Trigger List       

 Produce Trust trigger list for risk for the generic 
identification and cataloguing of all incidents within the 
Trust (NPSA and CNST 2 requirements) 

Chief Nurse *N Moore 

 

January ‘01 December ‘01 December ‘01 

 Review Trust trigger list and launch Trust wide in line 
with NPSA coding 

Chief Nurse *N Moore 

 

January ‘03 August ‘03 June ‘03 

 
Original Action Plan devised December ’02 
 
Reviewed & Updated: 
 
January, February, March, April, May, June, August, November 2003 
January, March, May, July, August, November 2004 & February, May, August, November 2005, 
April, September 2006 & January & April 2007 
 
Gary Etheridge         Nicola Moore 
Chief Nurse/Director of Patient Services, Quality & Risk   Assistant Director of Patient Services, Quality & Risk 
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Appendix 2 - Risk Management Organisational Structure 
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