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Version Control and Summary of Changes 

Version 
number 

Date 
 

Comments 
(description change and amendments) 

V1 August 
2019 

This Strategy and Policy is new. It replaces the former Risk 
Management Strategy and Framework version 11, 2018 and 
the Board Assurance and Escalation Framework 2017. 

V1.1 December 
2019 

The Trust Board approved risk appetite statement has been 
appended. 
Update to reflect change in wording from corporate risk 
register / board assurance framework to organisational risk 
register. 

V2 May2021 Refresh. Strategy element removed and further policy detail 
provided for clarity. 

V2.1 November 
2021 

Clarity re process for the legal requirements under the 
Management of Health & Safety at Work Regulations 1999 as 
amended for 2002 for risk assessment  
Inclusion of Counter Fraud risk assessment process 
Revised risk appetite statement (approved Oct 21) 
Revised Step Up to Great Strategy (approved Oct 21) 
Changes to the role of the ICC (approved Sept 21) 

For further information contact:  

Director of Governance and Risk and Deputy Director of Governance and Risk 
Head of Health and Safety Compliance   

Equality Statement 

Leicestershire Partnership NHS Trust (LPT) aims to design and implement policy 
documents that meet the diverse needs of our service, population and workforce, 
ensuring that none are placed at a disadvantage over others. It takes into account 
the provisions of the Equality Act 2010 and promotes equal opportunities for all. This 
document has been assessed to ensure that no one receives less favourable 
treatment on the protected characteristics of their age, disability, sex (gender), 
gender reassignment, sexual orientation, marriage and civil partnership, race, 
religion or belief, pregnancy and maternity. 

Due Regard 

An analysis on the impact on equality’ (Due Regard) has been included in the 
development of the policy, please refer to Appendix 8. 
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Definitions that apply to this Policy  

Action The activity which puts controls in place to manage risks that have been identified and 

assessed.  

Assurance  Is the confidence the Trust has, based on sufficient evidence, that controls are in place, 

operating effectively and its objectives are being achieved 

Consequence The outcome or potential outcome of an event, sometimes referred to as ‘impact’ or 
‘severity’ 

Control  A measure in place to mitigate a risk 

Current Score  What the risk score is assessed as based on the existing controls in place 

Likelihood  Is the probability that the consequence will actually happen. 

Operational risk Are by-products of the day-to-day running of the Trust and include a broad spectrum of 

risks including clinical risk, financial risk (including fraud), legal risks (arising from 

employment law or health and safety regulation), regulatory risk, risk of loss or damage 

to assets or system failures etc. Operational risks are managed by the Directorate which 

is responsible for delivering services 

Residual Score Sometimes referred to as the target score, this is the risk score remaining after risk 

treatment (when action to mitigate the risk has been undertaken and the additional 

controls have been applied). This can be aligned to the level of risk which is ‘accepted’ 

according to the Trust’s risk appetite.  

Risk  is the ‘effect of uncertainty on objectives’. This effect can either be a positive or negative 

deviation from what is expected (ISO 31000). Through the management of risk, the Trust 

seeks to minimise, though not necessarily eliminate, threats, and maximise opportunities 

Risk Appetite The amount of risk exposure an organisation is willing to seek or accept in the pursuit of 

its objectives. 

Risk Assessment Is a systematic process of assessing the likelihood of something happening (frequency or 
probability) and the consequence if the risk actually happens (impact or magnitude).  

Health and Safety 

Risk Assessment  

The Management of Health & Safety at Work Regulations requires all employers to carry 
out suitable and sufficient assessment of the risks to the health and safety of their 
employees to which they are exposed whilst at work, to include those whom are not 
within their employment but to whom they owe a duty of care.   

Risk 

Management 

refers to a ‘coordinated application of resources to minimise, monitor, and control the 

probability and/or impact of unfortunate events or to maximise the realisation of 

opportunities’ (ISO 31000). 

Strategic risk Are those that represent a threat to achieving the Trust’s corporate and strategic 

objectives or to its continued existence. They also include risks identified for the Trust as 

a member of and Integrated Care System / Provider Collaboratives.  

Risk Registers Are repositories for electronically recording and dynamically managing risks that have 

been appropriately assessed. Risk registers are available at different organisational levels 

across the Trust. 

1 Introduction 

1.1  The Trust will always be faced with internal and external factors and influences that make it 

uncertain whether and when it will achieve its objectives. The effect this uncertainty has on 

the Trust’s objectives is risk. 

1.2  The Trust is committed to the principles of good governance and recognises the importance of 

effective risk management as a fundamental element of the Trust’s governance framework 

and system of internal control. 
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1.3  In its ‘Step Up To Great Strategy’ Leicestershire Partnership NHS Trust (referred to throughout 

the Policy as ‘The Trust’) sets out its strategic ambition to create high quality, compassionate 

care and wellbeing for all.  This is delivered through nine key ‘bricks’ as detailed below; 

 

1.4 Strategic level risks captured on the ORR are mapped against the framework of nine bricks.  

1.5 The Risk Management Policy is regularly reviewed and updated to ensure it continues to be 

consistent with the Strategic objectives and reflects national guidance and legislation.  

1.6 The core principles outlined in figure 1 provide guidance on the characteristics of effective and 

efficient risk management, communicating its value and explaining its intention and purpose 

in accordance with ISO 31000 which is an international standard issued in 2009 by ISO 

(International Organisation for Standardisation). This underpins the approach for the design, 

implementation and maintenance of risk management in the Trust. These principles enable 

the Trust to manage the effects of any uncertainty on its objectives.  

ISO 31000 core principles 

Risk management: 

- Creates and protects value 
- Is an integral part of Trust activities  
- Is part of decision making at all levels in the Trust  
- Explicitly addresses uncertainty 
- Is systematic and structured to support consistency  
- Is based on the best available information, including future expectation 
- Is customised and proportionate to external and internal context  
- Takes human factors into account; human behaviour and culture significantly influence all 

aspects of risk management.  
- Is transparent and inclusive 
- Is dynamic, iterative and responsive to change 

- Committed to continual improvement. Risk management is continually improved through 
learning and experience   

2  Scope  

2.1 This Policy applies to all staff including contractors, bank and agency staff and staff working 

within Hosted Services. 

2.2 The Policy applies equally to all areas of the Trust with regard to all types of risk including 

clinical, health and safety and non-clinical.  
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3  Purpose  

3.1  To support the achievement of the Trusts corporate, strategic and directorate objectives by 

providing a dynamic approach to risk management. 

3.2 The Trust’s risks in relation to the delivery of services and care to patients are minimised, that 

the wellbeing of patients, staff and visitors is optimised and that the assets, business systems 

and income of the Trust are protected, and where possible opportunities are maximised  

3.3 The implementation and ongoing management of a comprehensive, integrated Trust-wide 

approach to the management of risk is based upon the support and leadership offered by the 

Trust Board, underpinned by a robust governance framework. 

3.4  To embed risk management systems and processes within the organisation and to promote 

the ethos that risk management is everyone’s business.  

3.5 To clearly define roles and responsibilities for risk management.  

3.6 Create an environment which is safe as is reasonably practicable by ensuring that risks are 

continuously identified, assessed and appropriately managed. 

3.7 To support the ongoing validation and appropriate escalation and de-escalation of risk 

3.8 To foster an organisational culture of openness and willingness to report risks, incidents and 

near misses that is used for organisation-wide learning.  

3.9 To provide appropriate training to staff to ensure effective implementation of this Policy as set 

out in the Training Needs Analysis.  

4  Governance 

4.1  Risk Review 

On a monthly basis, the Deputy Director of Governance and Risk meets individually with 

members of the Executive Team to review risk on the ORR and hold broader discussions 

around horizon scanning identifying future risk. 

Also on a monthly basis, the Risk Review Group supports the regular review and validation of 

operational risk including health and safety assessments and risk (see Appendix 1). 

Each month, the Risk Team provides quality dashboards on risk at a ward / team level and 

provides detailed reports for the level 2 and 3 committees. 

4.2  Risk Reporting 

A Board committee structure is in place which supports the risk management accountability 

arrangements within the Trust and ensures that all significant risks are properly considered 

and communicated to the Board. The structure is devised to ensure a co-ordinated and 

holistic approach to risk management with committee cross- membership arrangements in 

place to ensure risk management activities are integrated.  

-  The ORR is presented to each meeting of the public Trust Board. 

-  The ORR is presented to the Strategic Executive Board (SEB) on a monthly basis. This 

includes the ORR in its entirety and a summary paper reflecting those risks with SEB 

oversight in detail.  
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-  A relevant extract of the ORR is presented to each meeting of the level one committees.  

-  A joint QAC/FPC workshop forum is available for areas of joint QAC/FPC owned risk where 

deep dives are required. 

-  A relevant extract of the ORR is provided to the level 2 feeder committees. In addition, an 

extract of the pertinent local and directorate level risks will also be provided to allow for a 

holistic review of operational and strategic risk. Assurance is provided to the level 1 

committees; this provides an assurance RAG rating which facilitates the escalation of any 

concern. 

-  An extract of pertinent directorate is provided to the level 3 committees for specialist 

operational management and oversight. Assurance and escalation will be provided to the 

level 2 committees via a highlight report.  

-  Directorate Management Team meetings include a review of directorate and local level 

risk. Concerns are escalated to the relevant level 3 committees for detailed review with 

specialists in attendance.  

-  Each service line and directorate governance meetings consider risk, quality and 

performance information alongside the risk registers for their relevant areas this includes 

the need for recording of discussion in the minutes for audit purposes. 

5  Duties 

5.1 The Trust Board is the accountable body for risk and is responsible for ensuring the Trust has 

effective systems for identifying and managing risks. The responsibility for managing risk 

across the Trust has been delegated by the Board to the Quality Assurance Committee, 

Finance and Performance Committee and the Audit and Assurance Committee. Each strategic 

risk on the ORR has been mapped to a level 1 committee. 

 

Audit and Assurance Committee 

The Audit Committee shall review the establishment and maintenance of an effective system 
of governance, risk management and internal control across the whole of the organisation’s 
activities. 

Quality Assurance Committee 

To have oversight of and assurance over those strategic level risks assigned to it. 

Finance and Performance Committee 

To have oversight of and assurance over those strategic level risks assigned to it. 
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5.2  Level 2 committees 

The level two Committees which feed into the QAC and FPC receive the relevant ORR risks and 
provide assurance to the relevant level 1 committee via the highlight report. They will also 
have sight of the pertinent operational risks and the highlight reports from the level 3 
committees.  

 

 

 

5.3 Level 3 committees  

Operational risk is managed at Directorate Management Team meetings and will be reviewed 
at the level 3 committees. The level 3 committees will provide a level of assurance over the 
management of operational risk to the relevant level 2 committee via a highlight report. The 
level 2 committees will review the relevant operational risk alongside oversight of the relevant 
strategic risks for a holistic view of the risk landscape.  

Directorate Health & Safety Action groups will escalate operational health and safety risk to 
the Health and Safety Committee via a highlight report 

5.4 Directorate Management Teams  

Directorate Management Teams will adopt a standardised approach to the management of 
risk in accordance with the duties defined in this Risk Management Policy. They are 
responsible for reviewing the directorate and local risk registers to consider any escalation or 
de-escalation, or new risks or closures. They are required to present their directorate and local 
risk registers in full to the Risk Review Group on a quarterly basis. 

Directorates are required to maintain oversight of the progress of mitigating actions in respect 
of their key risks and are responsible for ensuring resource is allocated within their directorate 
to assess and manage their risks. 

Operational Directors and Directors of any Hosted Services are accountable to the Deputy 
Chief Executive Officer for the implementation of the Risk Management Policy locally and for 
creating associated procedures within their directorate / service to ensure that the directorate 
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risk register is populated with all risks and informed by local risk assessments and is subject to 
regular review. 

5.5 Risk Review Group  

The management and oversight of operational risk is supported by the Risk Review Group. 
This Group monitors the application of the Risk Management Policy in relation to operational 
risk identified on the directorate and local risk registers, provides a forum for joint risk 
discussions with directorate clinical governance teams, the Health and Safety Compliance 
Team and other key attendees including the Local Counter Fraud Specialist and the Freedom 
to Speak up Guardian. Primarily the Group; 

-  Validates risk using quality dashboards to ensure that all live risks are of a high quality and 
have been reviewed within the required timescales.  

-  Assesses risks across the escalation levels to review quality, ascertaining if there are any 
anomalies or if there are any risks that are shared or duplicated. 

-  Reviews a dashboard of any upcoming potential breaches of the 31-day timeframe to 
support compliance  

-  Receives assurance from the Risk Team over uptake of Risk Management training.  

6   Individual Duties  

In line with the Trust’s management arrangements, responsibilities for key staff are outlined 

below:  

6.2  The Board of Directors is responsible for ensuring the Trust has effective systems for managing 

risk. Board committees provide additional oversight to high level risk within their remit.  

6.3  The Chief Executive, as the Trust’s Accounting Officer, is personally responsible for 

maintaining a sound system of internal control including risk management.  

6.4  The Deputy Chief Executive has delegated responsibility for ensuring effective systems for risk 

management are in place across the Trust.  

6.4.1  Executive Directors and Senior Managers who attend the Board have delegated responsibility 

for managing risks in accordance with their portfolios as reflected in their job descriptions. For 

example, the Director of Finance has executive responsibility for financial governance and 

associated financial risks.  

6.4.2  Executive Directors are responsible for ensuring effective systems for risk management, 

compatible with this Policy, are in place within their directorate. Specifically, they must 

ensure: (i) suitably competent staff are identified to lead on risk management in the 

directorate and that their role and responsibilities are clearly understood (ii) staff are familiar 

with this Policy and aware of their responsibility for risk (iii) staff attend appropriate risk 

training as necessary (iv) risks (strategic and operational) are effectively managed i.e. 

identified, assessed and that action plans to mitigate risks are developed, documented and 

regularly reviewed. (v) service developments, business cases and capital plans are formally risk 

assessed. 

6.6  Operational Directors and Heads of Nursing or equivalent are responsible for ensuring 

effective systems for risk management are in place within their directorates and ensuring their 

staff are aware of the Risk Management Policy.  



 

10 

 

6.7  Ward Sisters/Charge Nurses, Service Managers and Departmental Managers or equivalent are 

responsible for ensuring effective systems for risk management are in place at ward or 

departmental level.  

6.8  Directorate Risk/Governance Leads or equivalents are responsible for coordinating risk 

management processes in their directorate and for maintaining the quality of Directorate and 

Local Risk Registers.  

6.9 Staff (including contractors, bank and agency staff and hosted services) must ensure they are 

familiar and comply with the Trust’s risk-related policies and relevant professional guidelines 

and standards.  

6.10 Members of the Risk Team have Trust-wide risk related roles and responsibilities to: (i) 

support and contribute to the development of Trust-wide and directorate risk management 

and governance arrangements (ii) provide specialist advice to ensure compliance with 

statutory requirements and best practice (iii) be involved in development of relevant policies 

and procedures (iv) identify and disseminate relevant new legislation and guidance (v) share 

information and good practice (vi) support relevant investigations and reviews as required (vii) 

provide education and training (viii) participate in specialist risk related groups as required. 

6.11 Health and Safety Compliance Team  have Trust wide specialist related roles and 

responsibilities in health & safety, security , fire, moving and handling, emergency 

preparedness, resilience and response to: (i)  support and contribute to the development of 

Trust-wide health & safety  risk management and governance arrangements (ii) provide 

specialist advice to ensure compliance with statutory requirements and best practice for 

health & safety (iii) development of relevant policies and procedures (iv) identify and 

disseminate relevant new legislation and guidance (v) share information and good practice (vi) 

undertake RIDDOR investigations and support relevant serious investigations and reviews as 

required (vii) provide education and training (viii) participate in specialist risk related groups as 

required. 
 

7  Risk Appetite Statement  

The risk appetite statement is updated in line with any re-fresh of the Trust’s strategic 

objectives and is available on the Trust’s website. 

The risk appetite is assessed, applied and presented on each of the risks on the ORR. 

The Trust is not risk averse and recognises that decisions with the potential to improve 

services can also carry risks.  This should not deter from making the decision, but is considered 

before making an informed decision based on risk assessment and a decision on the level of 

tolerance of any risks.  Decisions or actions that may have consequential high risks will be 

discussed by the Board and if relevant the Board will agree how the risk(s) will be proactively 

managed and contained. 

8  Risk Management Process  

The Trust’s process for risk management is detailed in: 

Appendix 1: Guidelines to Identify, Articulate Assess, Action and Monitor Risks 

Appendix 2: Guidelines for the Use of the Risk Register 
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Appendix 3: Risk Appetite Statement 

9.  Training needs 

Knowledge of risk management is essential to the successful embedding and maintenance of 

effective risk management. Training required to fulfil this Policy will be provided in accordance 

with the Trust’s Training Needs Analysis.   

Risk Management E-learning modules and local, scheduled and ad hoc training courses will be 

available for all staff.  

Risk Awareness Sessions are included as part of the ongoing development programme for the 

Board and the Audit and Assurance Committee. 

Risk assessment training  

A record of any training and any names of attendees / non attendees will be recorded 

centrally and overall figures will be reported to the Audit and Assurance Committee.   

There is a need for training identified within this policy. In accordance with the classification of 

training outlined in the Trust Learning and Development Strategy this training has been 

identified as role development training. 

 

Health & Safety risk assessment training - is included in the mandatory training; in addition 

Health & Safety Risk Assessment training is delivered via teams and is available to all staff to 

develop competencies in the completion of health & safety specific risk assessments. The 

health and safety risk assessment training follows the statutory requirements under the 

Management of health and safety at work regulations to be suitable and sufficient in line with 

the HSE 5 steps to risk assessment.   

 

There is in addition an annual training schedule for specialist subjects that require specific 

health & safety risk assessment e.g. DSE, COSHH, fixed point ligature, new and expectant 

mothers and young persons N.B. this list is not exhaustive.  

10.  Monitoring Compliance and Effectiveness 

The table below outlines the Trust’s monitoring arrangements for this document. The Trust 
reserves the right to commission additional work or change the monitoring arrangements to 
meet organisational need. 
This document is uncontrolled once printed. Please refer to the Trust intranet for the current 
version.  

Ref 
Minimum 

Requirements 
Evidence for 

Self-assessment 
Process for 
Monitoring 

Responsible 
Individual / 

Group 

Frequency of 
monitoring 

1. Local risk registers   Review of local risk registers Governance / risk 
leads  

Quarterly 

2. Directorate risk 
registers  

Review of Directorate risk registers Governance / risk 
leads 

Quarterly 

3. Organisational risk 
register 

Review of organisational risk 
register 

Trust Board  6 monthly 
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Ref 
Minimum 

Requirements 
Evidence for 

Self-assessment 
Process for 
Monitoring 

Responsible 
Individual / 

Group 

Frequency of 
monitoring 

5. Staff have completed 
the training 
associated with this 
Strategy and Policy  
in line with the TNA 

Training will be monitored in line 
with the training policy.  

Governance / risk 
leads 

6 monthly 

 

11.  References and Bibliography  

22 September 2020 ‘Standards for managing risk’ Chartered Institute of Internal Auditors 

2009 ‘ISO 31000 international standard’ International Organisation for Standardisation. 

2018 ‘Risk Management – Guidelines’ ISO 31000 

2017 Risk frameworks: Driving business strategy with effective risk frameworks, Grant 

Thornton 

12  Standards/Performance Indicators  

TARGET/STANDARDS  KEY PERFORMANCE INDICATOR  

Well Led CQC inspection  Rated as Inadequate / Requires Improvement / Good or 
Outstanding. 
This policy supports a rating or Good or above 

Core component for the Head of 
Internal Audit Opinion  

Rated as Weak / Limited / Moderate / Significant / 
Substantial.  
This policy supports a rating or Significant or above. 
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Appendix 1 GUIDELINES TO IDENTIFY AND MANAGE RISK  
 

INTRODUCTION  

Risk Management covers all the processes involved in identifying, describing, assessing and scoring 

risks, assigning ownership, identifying and undertaking actions to mitigate or anticipate them and 

monitoring and reviewing progress. These guidelines intend to support the systematic and 

consistent application of risk management. 

IDENTIFYING A RISK  

A risk is something uncertain which, if it happens, will have a negative or harmful effect and is 

defined in relation to objectives. Everything we do aims to achieve objectives of some sort, including 

the following examples: 

- Personal objectives (being happy and healthy) 

- Project objectives (deliver on time and within budget) 

- Clinical objectives (keeping patients safe and treating them well)   

- Corporate business objectives (achieve financial balance, increase market share, 

maintain/improve reputation). 

Risk is ‘uncertainty that matters’ and it matters because it affects one or more objectives. We 

therefore need to define what is ‘at risk’, i.e. what objectives would be affected if the risk occurred.  

A common pitfall is to describe an issue rather than a risk.  

Risk = An event that has not occurred yet but has some probability of occurring, i.e. a potential 

future problem.  

Issue = An event that has already occurred, i.e. a current problem.  

Risks may be identified in a number of ways and from a variety of sources, for example:  

- Health and safety, counter fraud, environmental or clinical risk assessments 
- Information Governance Risks are assessed using ISO 27001 
- Claims, incidents, complaints 
- External reviews, visits, inspections and accreditation e.g. CQC, NHSEI, Health and Safety 

Executive, Fire Inspections, external consultancy reports 
- Internal, external and clinical audit 
- Organisational learning  
- Assurance reviews (internal and external) 

This list is not exhaustive. In general, the more methods that are used the more likely that all 

relevant risks will be identified.  

ORR 

As the ORR is a combined strategic risk Board Assurance Framework and corporate risk register it 

contains risks that have been identified in line with the re-fresh of our strategic objectives. It can 

also contain risks which have been escalated from Directorate level; these are risks which cannot be 

resolved at a Directorate level and/or are significant to the Trust’s objectives and strategy.  
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The ORR is presented on a slide pack format for committee review. The individual risks are available 

on Ulysses for reference under the respective number, i.e. ORR1, ORR2, etc. 

The master copy of the ORR is available on PowerPoint in the Corporate Governance shared drive. 

Directorate risks can link with ORR risks but will have actions that can be delivered within the 

Directorate. For instance, there may be a strategic waiting times risk, and a number of associated 

operational risks with directorate or local actions to secure the safe delivery of patient care in an 

area possibly due to local risk for example staff shortages, lack of equipment, increase in clinical 

acuity, environmental limitations etc. 

MANAGING A RISK 

Operational risk is entered onto the Ulysses system see appendix 2 for guidance. 

There are four levels of escalation for risks: 

• Organisational Risk Register (ORR) 

• Directorate 

• Local  

• Risk Assessment 

Where risks require actions that cannot be managed at the assigned level, these should be 

highlighted at the relevant governance group to consider escalation onto the next risk level. 

Risks can also be deescalated if they can be managed at a lower level. 
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Appendix 2 GUIDELINES FOR THE USE OF THE RISK REGISTER 

 

When a new operational risk has been identified there is a standard process for entering this onto 

the electronic risk system ‘Ulysses’.  

 

Entering a new Risk Assessment 

 

Entering a ‘Potential New Risk’ onto Ulysses  

 

NEW RISK 

Where a new or emerging risk is identified by a member of staff, details are entered into the 

‘Potential New Risk’ form on Ulysses.  This includes the brief risk description, risk owner, controls 

and current risk score. 

Once the Potential New Risk form has been fully completed the risk should be identified as requiring 

either Governance Review, or Health and Safety Review.  At this stage a member of the relevant 

Clinical Directorate Governance Team, the Health and Safety Compliance Team or the Risk Team will 

contact the risk owner to consider whether it fits the criteria to be a live risk or risk assessment and 

support completion where required. This is completed within 31 days of being added as a potential 

new risk.   

If it is agreed after discussion that it is not a valid risk, it is already covered in existing risks or it is an 

issue, then the Potential New Risk will be rejected and closed at the Governance Review stage.   
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If it is agreed after discussion that the risk is well-managed but cannot be eliminated and it has 

sufficient controls (mitigations) already in place to reduce the risk to an acceptable level without any 

further actions being necessary, then it will be escalated to ‘Risk Assessment.’ 

If it is agreed after discussion that an action plan is required to reduce or eliminate the risk further, it 

will be escalated to the risk register at either Local or Directorate level. 

When all of the actions have been completed, the risk can be de-escalated to risk assessment or 

closed completely. This is dependent on whether or not the completed actions eliminate the risk 

completely, or reduce the risk to an acceptable level (in line with Risk Appetite, as described in the 

Risk Management Policy). 

A task or activity based health & safety risk assessment, or a counter fraud risk assessment will not 

be closed or time limited as the risk assessment will need to remain in place to evidence that the risk 

assessment is suitable and sufficient to control the risk identified, until such time the task or activity 

no longer exists.  

It is a requirement of any health & safety risk assessment to be reviewed annually as a minimum or 

sooner should there be any changes e.g. legislative, equipment or changes in process.  This is also 

applied to counter fraud risk assessment which will be subject to annual review by the Local Counter 

Fraud Specialist and relevant risk assessment owner on (at least) an annual basis. 

It is worthy of note that risks can move between Risk Assessment and Local Risks dependent on the 

identification and status of any actions. 

If the risk is approved for addition to the live risk at either Local or Directorate level, an action plan 

will need to be developed. 

RISK DESCRIPTION 

Use the Cause and Effect Model: Cause > Risk > Effect  

What has CAUSED the current situation? 

What is the RISK that may occur? 

What would be the EFFECT if the risk occurred? 

The risk description should be no longer than 50 words in length and should clearly and concisely 

describe what the risk is.  

The detailed risk description is for Health and Safety risks only. 

The brief risk description should provide a three-part structured ‘risk statement’ identifying cause, 

risk and effect. A typical risk description would be: As a result of a <definite cause>, an <uncertain 

event> may occur, which would lead to an <effect on objectives>.  

For instance 

Due to multiple scanning errors being made by staff, (Cause) there is a risk of compromising the 

clinical record (Risk). This could result in inappropriate clinical decision making and could also lead to 

data breaches and loss of BS10008/2014 accreditation which would adversely impact the Trust's 

finance and reputation (Effect). 

Due to the lack of robust processes for case management and onward treatment, an increase in 

referrals, restrictions in place due to Covid-19 and reduced staff availability, (Multiple causes), there 
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is a risk that patients will not be assessed and/or treated in a timely manner (Risk).  This could lead 

to a deterioration in patient presentation and have detrimental effects on the quality and safety of 

care provided (Multiple effects).  

RISK OWNER 

The owner of a risk is responsible and accountable for the risk overall, ensuring that the risk: 

- Is regularly reviewed 

- Has oversight from a governance group 

- Actions are reviewed and completed on target 

The risk owner is the person who is ultimately responsible and accountable for that risk.  That does 

not mean they are responsible for all of the actions necessarily, but are responsible for the oversight 

of the risk as a whole.  They may delegate responsibility to another person to manage that risk, i.e. 

the risk assessor, but not the accountability. 

CONTROLS  

Controls are the systems and processes that are already in place to reduce (or mitigate) the risk as 

far as possible. By way of example, this may include adherence national guidance or a local policy. 

The more controls applied to a risk the less likelihood there is of the risk occurring. 

GAPS IN CONTROL 

These are the weaknesses in the existing controls or controls that are not yet in place.   

Overcoming any gaps in controls should reduce the risk score further.   

Any identified gaps in controls should be addressed in the action plan.  

 

Health & Safety Risk assessments will not use the terminology “gaps in control” or complete the 

section within Ulysses as this does not align with the relevant health & safety legislation.  Where 

additional actions are required to mitigate risk these will be recorded on the risk assessment as 

actions in the same way as other organisational actions within risk assessments. 

ASSURANCE 

These are the processes that inform the effectiveness of the controls.   

There are two types of assurance: 

- Internal (for example recorded spot checks, clinical audits, performance reports) 

- External (for example CQC report, External Audits, Patient / Carer feedback, Healthwatch) 

GAPS IN ASSURANCE 

These are the processes that are missing which, if they were present, would provide greater 

assurance. For instance;  

- A meeting without a written record. 
- An environmental check that was not recorded.  
- Lack of performance data.  
- Infrequent audits or inspections 

 



 

18 

 

CURRENT RISK SCORE 

This is the likelihood of the risk occurring multiplied by the consequence of it happening.  

Score the risk initially based upon the effectiveness of the current controls in place.   

If the risk has no identified actions there will only be a current risk score and this will be a risk 

assessment.  

To score a risk we assign numerical values to cause and effect in terms of the: 

- Likelihood (score 1-5) of occurrence 

- Consequence (score 1-5) of the resultant effect(s). This is also sometimes referred to as 

‘Severity’. 

Evaluating the risk score is very subjective and guidance is available on Ulysses to help inform your 

decision making (see screen shot below).   

 

OVERISGHT 

All Organisational, Directorate and Local risks need to be owned by and reviewed at a governance 

group to ensure that the risk remains valid, the current controls are adequate and that actions are 

being undertaken. Therefore, the Ulysses system requires all risks and risk assessments to be linked 

to Directorate and/or Corporate governance groups which is responsible for oversight. The Policy 

provides the detailed reporting and oversight structure.  

You can document in the review section when the risk/s have been discussed and at which 

governance group. 

ACTIONS 

Actions should be identified when additional control measures are required.  They should reflect any 

gaps in controls/assurances identified and be SMART: 

Specific: Clear and specific as to what is to be achieved 

Measurable:   Has a numerical target that can be measured 

Achievable:     Is realistic and attainable in the time allowed 

Relevant:         Relevant to the identified risk 

Time Bound:   Clearly defined timeframe within which the action should be achieved. 

The Actions section is located after the ‘Current Score’ matrix 
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To add a new action click on ‘Add New Record’ or ‘New’. 

 

These are all mandatory fields. 

All actions should mirror the gaps in controls / assurance that have been identified in the risk 

narrative and vice-versa. 

Action Details: describe the action, including a brief explanation of how completion will support 

mitigation and reduce the likelihood of the risk occurring. 

Estates Action: Yes or No.  This information goes into a report for the Estates and Facilities 

Committee so that they know what actions are necessary in relation to risks.  This does not stop you 

having to raise a job as necessary. 

Owner: Person responsible for ensuring action is delivered within target. 

Target Date: Deadline for completion of action. 

Note the changes to Action Details no longer includes a progress box. 

Action progress now needs to be recorded in the risk review box as the whole risk needs to be 

reviewed at the same time. 

RESIDUAL RISK SCORE 

A second risk measurement is required if actions are needed in order to reduce the risk to an 

acceptable level.  
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If the actions have little or no impact on the risk then consideration should be given as to whether 

the correct actions have been identified.  

The Residual Risk Score is a measure of the impact of the completion of the actions identified on the 

risk. 

In the majority of cases, it is the likelihood of the occurrence which changes. 

The scoring process is identical to the matrix for the Current Risk Score. The residual risk score 

should be lower than the current risk score. 

RISK REVIEW 

Risks need to be regularly reviewed; 

- To ensure that the controls listed are still in place and adequate. 

- To ensure that gaps in controls/assurance have corresponding actions. 

- Ensure that both risk scores are reasonable, that the current risk score is higher than the 

residual score and consequence score remains the same. 

- Ensure the risk review frequency is appropriate to the score. 

- Consider escalation/de-escalation where appropriate. 

- Ensure actions are being undertaken, are on track for completion, SMART and the action lead 

time is appropriate. 

Owners and assessors will get automated reminders to review the risk before the due date, on the 

review date and at weekly intervals thereafter every Monday until the review happens.  

Risks can be reviewed individually by owners and assessors and should also be reviewed by the 

governance groups that it is aligned to in order to provide assurances.   

All reviews should be recorded in the review narrative box.  

- If the risk has changed significantly, then a new risk needs to be created.  

- Are the controls still working?  Are there any extra controls in place?  

- Have you listed all of the gaps in controls?  Are there any gaps that have been filled by 

completed actions? 

- Do the assurances listed give you evidence about the adequacy of the existing controls? 

- Are there any more assurances that you use? 

- Are there other assurances that would be useful to have to fill the gaps in assurance? 

- Do not be tempted to artificially inflate risk scores. “This feels like a red risk”.  Use the guidance 

provided in Ulysses. 

- Is this risk best placed at this level?  Discuss in management groups prior to escalation/de-

escalation as appropriate.   

- If there are no actions, needs to be a risk assessment. 

- If a local risk with actions outside of the control of the service, then consider escalation to 

directorate level, e.g. estate/facilities work. 

- If a local or directorate risk is significant to Trust objectives or strategy, discuss with your DMT 

regarding escalation to ORR. 
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- If a risk assessment has actions identified, needs to become a live local or directorate risk. 

- Is the frequency of review consistent with the risk score and escalation level of the risk? i.e. red 

risks should be reviewed more frequently than yellow risks. 

- All actions need to be realistically achievable and SMART  

When an action is reviewed, consider the following: 

- Has the action been completed? 

- A completed action should fill a gap in control or a gap in assurance.  This needs to be added 

into the control or assurance box. 

- Adding additional controls and/or assurances warrants a review of the risk scores. 

- Increased control should reduce the likelihood of a risk occurring.  The consequence (in most 

cases) should be the same. 

- Increased assurance may not make any difference to the risk score directly but with additional 

information on the performance of a control a scoring review is justified. 

REVIEW FREQUENCY 

The review frequency is determined by: 

- The likelihood and severity of the risk - a red risk should be reviewed more frequently than a 

yellow one.   

- Target completion dates for actions - the next review must be in line with the target dates so 

that the impact of their completion can be reflected in a timely manner. 

- Any external, environmental or other factors which may impact on the risk - in the light of any 

new external / environmental factors, e.g. external inspection, which may impact on the risk it 

must be reviewed. 

Minimum review frequencies  

Red (High) - Monthly 

Amber (Moderate) - Quarterly 

Yellow (Low) - Six Monthly     

Green (Very low) - Annually 
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Appendix 3 Risk Appetite Statement 

The Trust Board is responsible for setting and monitoring a collective appetite for risk when pursuing its ‘Step up to Great’ strategic objectives. This appetite 

allows Board members to take a corporate view on each organisational risk, to determine what additional assurance it requires. It reduces the likelihood of 

any inopportune risk taking which could expose the Trust to any risk it cannot tolerate, or to an overly cautious approach which may stifle growth and 

development. The level of risk that it is willing to accept is based on what it considers to be justifiable and proportionate to the impact for patients, carers, 

the public, members of staff, the wider health economy and the sustainability of the Trust.  

RISK APPETITE 
LEVEL  
  
RISK TYPES  

0 NONE 
Avoidance of risk is 
a key 
organisational 
objective. 

1 MINIMAL 
Preference for very safe 
delivery options that have 
a low degree of inherent 
risk and only a limited 
reward potential. 

2.  CAUTIOUS 
Preference for safe 
delivery options that have 
a low degree of residual 
risk and only a limited 
reward potential. 

3.  OPEN 
Willing to consider all 
potential delivery options 
and choose while also 
providing an acceptable 
level of reward. 

4.  SEEK 
Eager to be innovative and 
to choose options offering 
higher business rewards 
(despite greater inherent 
risk.) 

5.  SIGNIFICANT 
Confident in setting 
high levels of risk 
appetite because 
controls, forward 
planning and 
responsive systems 
are robust. 

FINANCIAL           
→ 
How will we use 
our resources? 

We have no appetite 
for decisions or 
actions that may 
result in financial 
loss. 

We are only willing to 
accept the possibility of very 
limited financial risk. 

We are prepared to accept 
the possibility of limited 
financial risk.  However, 
VFM is our primary 
concern. 

We are prepared to accept 
some financial risk as long 
as appropriate controls are 
in place.  We have a holistic 
understanding of VFM with 
price not the overriding 
factor. 

We will invest for the best 
possible return and accept 
the possibility of increased 
financial risk. 

We will consistently 
invest for the best 
possible return for 
stakeholders, 
recognising that the 
potential for substantial 
gain outweighs inherent 
risks. 

REGULATORY      
→ 
How will we be 
perceived by our 
regulator? 
  
  
  

We have no appetite 
for decisions that 
may compromise 
compliance with 
statutory, regulatory 
of Policy 
requirements. 

We will avoid any decisions 
that may result in 
heightened regulatory 
challenge unless absolutely 
essential. 

We are prepared to accept 
the possibility of limited 
regulatory challenge.  We 
would seek to understand 
where similar actions had 
been successful elsewhere 
before taking any decision. 

We are prepared to accept 
the possibility of some 
regulatory challenge as long 
as we can be reasonably 
confident we would be able 
to challenge this 
successfully. 

We are willing to take 
decisions that will likely result 
in regulatory intervention if we 
can justify these and where 
the potential benefits 
outweigh the risks. 

We are comfortable 
challenging regulatory 
practice.  We have a 
significant appetite for 
challenging the status 
quo in order to improve 
outcomes for 
stakeholders. 

QUALITY               
→ 
How will we 
deliver safe 
services? 
  

We have no appetite 
for decisions that 
may have an 
uncertain impact on 
quality outcomes. 

We will avoid anything that 
may impact on quality 
outcomes unless absolutely 
essential.  We will avoid 
innovation unless 
established and proven to 
be effective in a variety of 
settings. 

Our preference is for risk 
avoidance.  However, if 
necessary, we will take 
decisions on quality where 
there is a low degree of 
inherent risk and the 
possibility of improved 
outcomes, and appropriate 
controls are in place. 

We are prepared to accept 
the possibility of a short-
term impact on quality 
outcomes with potential for 
longer term rewards.  We 
support innovation. 

We will pursue innovation 
wherever appropriate.  We 
are willing to take decisions 
on quality where there may 
be higher inherent risks but 
the potential for significant 
longer-term gains. 

We seek to lead the way 
and will prioritise new 
innovations, even in 
emerging fields.  We 
consistently challenge 
current working 
practices in order to 
drive quality 
improvement. 
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REPUTATIONAL   
→ 
How will we be 
perceived by the 
public and our 
partners? 

We have no appetite 
for decisions that 
could lead to 
additional scrutiny or 
attention on the 
organisation. 

Our appetite for risk taking 
is limited to those events 
where there is no chance of 
significant repercussions. 

We are prepared to accept 
the possibility of limited 
reputational risk if 
appropriate controls are in 
place to limit any fallout. 

We are prepared to accept 
the possibility of some 
reputational risk as long as 
there is the potential for 
improved outcomes for our 
stakeholders. 

We are willing to take 
decisions that are likely to 
bring scrutiny of the 
organisation.  We outwardly 
promote new ideas and 
innovations where potential 
benefits outweigh the risks. 

We are comfortable to 
take decisions that may 
expose the organisation 
to significant scrutiny or 
criticism as long as there 
is commensurate 
opportunity for improved 
outcomes for our 
stakeholders. 

PEOPLE                 
→ 
How will we be 
perceived by the 
public and our 
partners? 
  
  
  
  

We have no appetite 
for decisions that 
could have a 
negative impact on 
our workforce 
development, 
recruitment and 
retention.  
Sustainability is our 
primary interest. 

We will avoid all risks 
relating to our workforce 
unless absolutely essential.  
Innovative approaches to 
workforce recruitment and 
retention are not a priority 
and will only be adopted if 
established and proven to 
be effective elsewhere. 

Wea are prepared to take 
limited risks with regards to 
our workforce.  Where 
attempting to innovate, we 
would seek to understand 
where similar actions had 
been successful elsewhere 
before taking any decision. 

We are prepared to accept 
the possibility of some 
workforce risk, as a direct 
result from innovation as 
long as there is the potential 
for improved recruitment 
and retention, and 
developmental opportunities 
for staff. 

We will pursue workforce 
innovation.  We are willing to 
take risks which may have 
implications for our workforce 
but could improve the skills 
and capabilities of our staff.  
We recognise that innovation 
is likely to be disruptive in the 
short term but with the 
possibility of long-term gains. 

We seek to lead the way 
in terms of workforce 
innovation.  We accept 
that innovation can be 
disruptive and are happy 
to use it as a catalyst to 
drive a positive chain. 

*Matrix based on Good Governance Institute Risk Appetite Matrix for NHS organisations.  
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Appendix 4 Risk impact matrix 

Identify the highest consequence of this risk, taking account of the controls in place and their adequacy, how severe would the consequence be of such an 

incident? Apply a score according to the following scale: 

Descriptor 
1 

Insignificant 

2 

Minor 

3 

Moderate 

4 

Major 

5 

Catastrophic 

Patient harm  / 

outcome / experience 
 No obvious harm. 
 Patient dissatisfaction. 

 Minimal harm. 
 Experience readily resolvable. 
 1-2 people affected 

 Some harm. 
 Mismanagement of patient care. 
 Short-term effects <week. 
 3-15 people affected. 

 Permanent harm. 
 Serious mismanagement of care. 
 Misdiagnosis/poor prognosis. 
 16-50 people affected. 
 Increased level of care (> 15 days) 

 Death/life threatening. 
 Totally unsatisfactory outcome/experience. 
 > 50 people affected (e.g. screening concerns, 

vaccination errors). 

Staff / Visitor etc. Injury 

/ Psychological / Social 
 No injury/illness not requiring first aid. 

 Minor Injury/Illness requiring first aid/minimal 
treatment or care. 

 Short-term staff sickness (< &days) 
 1-2 people affected. 

 Moderate injury/illness requiring medical 
intervention. 

 Staff sickness ( > 7 days) -  RIDDOR 
 3-15 people affected 

 Major injury/illness requiring long-term 
treatment/incapacity/disability. 

 Long-term sickness  
 > 15 people affected. 

 Death. 
 Life threatening injury/illness. 
 Permanent injury/damage/harm. 

Health Inequalities 

(Equity of access to care 

and/or inequity in wider 

public health) 

 Possible/minor loss of potential for reducing 
health inequalities, 

 Unable to investigate, develop/pilot future 
improvements in services/activities that are 
likely to reduce health inequalities. 

 Unable to implement intended developments 
in services/activities that have significant 
potential to reduce health inequalities. 

 Reduced effectiveness of existing 
service/activity that is targeted at reducing 
health inequalities. 

 Probability of increase in health inequalities OR 
permanent loss of existing service/activity 
targeted to reduce health inequalities. 

Complaint/Litigation  Locally resolved complaint. 
 Justified complaint peripheral to patient care. 
 Litigation unlikely. 

 Justified complaint involving lack of 
appropriate care. 

 Litigation/enforcement action possible. 
 Below excess. 

 Multiple justified complaints. 
 Claim above excess level. 
 Litigation/enforcement action expected. 

 Multiple claims or single major claim. 
 Unlimited damaged. 
 Litigation/prosecution certain. 

Business/Service Loss  Minimal impact. 
 No service disruption. 

 Minor loss/interruption  (> 8 hours)  Moderate loss/interruption (> 1 day) 
 Significant loss/interruption (> 1 week) 
 Temporary service closure. 

 Permanent loss of service/facility. 
 Impact in further areas. 

Staffing & Skill Level  Short-term low staffing level that temporarily 
reduces service quality. 

 On-going low staffing level reduces service 
quality. 

 Late delivery of key objectives/service due to 
staffing levels. 

 On-going unsafe staffing level, skill level 
ineffective. 

 Uncertain delivery of key objective/service due 
to staffing levels. 

 Unsafe staffing levels, skill levels inadequate. 

 Non-delivery of key objective/service due to 
lack of staff. 

 Serious incident due to insufficient training. 

Financial  Small loss  Loss > 0.1% of budget.  Loss > 0.25 of budget. 
 £500,000 loss of contractual income. 

 Loss > 0.5% of budget. 
 £1M loss of contractual income. 

 Loss > 1% of budget. 
  £2M loss of contractual income. 

Reputation/Publicity  No adverse publicity or loss of confidence in the 
Trust. 

 Local Media – short term low impact on 
confidence and effect on staff morale. 

 Local media – long term relations with public 
affected. 

 Moderate loss of confidence in the Trust and 
significant effect on staff morale. 

 Widespread adverse publicity. 
 National Media (< 3 days) 
 Major loss of confidence in the Trust. 

 National Media (> 3 days) 
 MP concern – questions in the House. 
 Major loss of confidence in the Trust. 
 Viability of the Trust threatened. 

Governance 

(Inspection/Audit & 

Policy Compliance) 

 Minor non-compliance with standards. 
 Minor recommendations. 

 Non-compliance with standards. 
 Recommendations given. 

 Reduced rating. 
 Challenging recommendations. 
 Non-compliance with core standards, 

legislation. 

 Low rating. 
 Enforcement action. 
 HSE intervention. 
 Critical report. 
 Major non-compliance with core standards, 

legislation. 

 Zero rating. 

 Prosecution. 

 Severely critical report. 

 Loss of contracts. 

 Public enquiry. 

Objectives & Projects  Insignificant cost increase/schedule slippage. 
 Barely noticeable reduction in scope or quality. 

 < 5% over budget/schedule. 
 Minor reduction in quality/scope. 

 5-10% over budget/schedule slippage. 
 Reduction in scope or quality. 

 10-25% over budget/schedule slippage. 
 Failure to meet secondary objectives. 

 > 25% over budget/schedule slippage. 
 Doesn’t meet primary objectives. 

Estates & 

Environmental 

 Inconsequential damage to 
buildings/environment/historic resources that 
requires little or no remedial action. 

 Recoverable damage to ‘non-priority’ 
buildings/environment/historic resources. 

 Recoverable damage to ‘priority’ buildings, or 
loss of ‘non-priority’ 
buildings/environment/historic resources. 

 Loss of or permanent damage to ‘priority’ 
buildings/environment/historic resources. 

 Affecting part of the site. 

 Loss of or permanent damage to ‘priority’ 
buildings/environment/historic resources. 

 Affecting the whole site. 
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Appendix 5 Training Needs Analysis 

Training topic: Risk 

Type of training: 
(see study leave policy) 

☐  Mandatory (must be on mandatory training register)  

Role specific 
   Personal development 

Directorate(s) to which the 
training is applicable: 

 Directorate of Mental Health  
 Community Health Services 
 Enabling Services 
 Families Young People Children and LD 
 Hosted Services 

Staff groups who require 
the training: 

All clinical and non-clinical staff.  
Emphasis on training provision for Governance and Risk Staff. 

Regularity of Update 
requirement: 

Annual 

Who is responsible for 
delivery of this training? 

Risk Team 

Have resources been 
identified? 

Risk Team 

Has a training plan been 
agreed? 

Training plan subject to on-going refinement  

Where will completion of 
this training be recorded? 

 ULearn 
 Other (please specify) tailored training to be recorded by the Risk 
Team. 

How is this training going to 
be monitored? 

In regular reports to the Audit and Assurance Committee  



 

26 

 

Appendix 6 The NHS Constitution 

The NHS will provide a universal service for all based on clinical need, not ability to 
pay. The NHS will provide a comprehensive range of services 

Shape its services around the needs and preferences of individual 

patients, their families and their carers 
 

Respond to different needs of different sectors of the population  

Work continuously to improve quality services and to minimise errors  

Support and value its staff  

Work together with others to ensure a seamless service for patients  

Help keep people healthy and work to reduce health inequalities  

Respect the confidentiality of individual patients and provide open 

access to information about services, treatment and performance 
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Appendix 7 Stakeholders and Consultation 

Key individuals involved in developing the document  

Name  Designation  

Kate Dyer Deputy Director of Governance and Risk  

Circulated to the following individuals for comment 

Name  Designation  

Chris Oakes  Director of Governance and Risk  

Fern Barrell Risk Manager 

Heather Darlow Governance Lead 

Bernadette Keavney  Head of Health and Safety 
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Appendix 8 Due Regard Screening Template 

Section 1 
Name of activity/proposal Development of a Risk Management Policy  

Date Screening commenced August 2019 

Directorate / Service carrying out the 
assessment 

All 

Name and role of person undertaking 
this Due Regard (Equality Analysis) 

Kate Dyer, Head of Assurance  

Give an overview of the aims, objectives and purpose of the proposal: 

AIMS: This Policy sets out the Trust’s approach to managing risk.  

OBJECTIVES:  This Policy sets out a clear approach for the Trust’s vision in relation to the 
management of risk, detailing the systems and processes in place, and highlighting roles 
and responsibilities.  
The objective of this Policy is to promote an integrated and consistent approach across all 

parts of the Trust to managing risk.  

Section 2 
Protected Characteristic If the proposal/s have a positive or negative  impact  

please give brief details  

Age No 

Disability No 

Gender reassignment No 

Marriage & Civil Partnership No 

Pregnancy & Maternity No 

Race  No 

Religion and Belief  No 

Sex No 

Sexual Orientation No 

Other equality groups? No 

Section 3 
Does this activity propose major changes in terms of scale or significance for LPT? 
For example, is there a clear indication that, although the proposal is minor it is likely 
to have a major affect for people from an equality group/s? Please tick appropriate 
box below.  

Yes No 
High risk: Complete a full EIA starting click 
here to proceed to Part B 

 Low risk: Go to Section 4. 
 

Section 4 
If  this proposal is low risk please give evidence or justification for how you 
reached this decision: 

Full statement of commitment to policy of equal opportunities is included in the policy. 

Signed by reviewer/assessor Kate Dyer Date 17 May 2021 

Sign off that this proposal is low risk and does not require a full Equality Analysis 

Head of Service Signed  Date  

 
 
 
 

http://www.leicspart.nhs.uk/Library/MasterDueRegardTemplateOct2013.docx
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Appendix 9 Data Privacy Impact Assessment Screening  

Data Privacy impact assessment (DPIAs) are a tool which can help organisations identify the 
most effective way to comply with their data protection obligations and meet Individual’s 
expectations of privacy.  
The following screening questions will help the Trust determine if there are any privacy issues 
associated with the implementation of the Policy. Answering ‘yes’ to any of these questions is 
an indication that a DPIA may be a useful exercise. An explanation for the answers will assist 
with the determination as to whether a full DPIA is required which will  require senior 
management support, at this stage the Head of Data Privacy must be involved. 

Name of Document: 

 
Risk Management Policy 

Completed by: Kate Dyer 

Job title Head of Assurance  Date May 2021 

Screening Questions Yes / 
No 

 
Explanatory Note 

1. Will the process described in the document involve 
the collection of new information about individuals? 
This is information in excess of what is required to 
carry out the process described within the document. 

No The only data collection relates to 
the list of staff attending training. 
This will be held securely and 
staff will not be named in 
committee reports. 

2. Will the process described in the document compel 
individuals to provide information about them? This is 
information in excess of what is required to carry out 
the process described within the document. 

No  

3. Will information about individuals be disclosed to 
organisations or people who have not previously had 
routine access to the information as part of the 
process described in this document? 

No  

 

4. Are you using information about individuals for a 
purpose it is not currently used for, or in a way it is 
not currently used? 

No  

5. Does the process outlined in this document involve 
the use of new technology which might be perceived 
as being privacy intrusive? For example, the use of 
biometrics. 

No  

6. Will the process outlined in this document result in 
decisions being made or action taken against 
individuals in ways which can have a significant 
impact on them? 

No  

7. As part of the process outlined in this document, is 
the information about individuals of a kind particularly 
likely to raise privacy concerns or expectations? For 
examples, health records, criminal records or other 
information that people would consider to be 
particularly private. 

No  

8. Will the process require you to contact individuals 
in ways which they may find intrusive? 

No  

If the answer to any of these questions is ‘Yes’ please contact the Data Privacy Team via 
Lpt-dataprivacy@leicspart.secure.nhs.uk 
In this case, ratification of a procedural document will not take place until review by the Head of 
Data Privacy. 

Data Privacy approval name: n/a 

Date of approval n/a 

Acknowledgement: This is based on the work of Princess Alexandra Hospital NHS Trust  


