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1. INTRODUCTION  
 
1.1 Effective risk management supports NHS Knowsley Clinical Commissioning 

Group (the CCG) to deliver on its ambition for a healthier, happier population 
with a better quality of life, a reduction in health inequalities and improved 
access to health care when required as close as possible to the patient.  

 
1.2 Risks are inherent in all of the functions that the CCG undertakes and in all of 

the services that it commissions others to undertake on its behalf. Unmanaged 
risk can impact upon patients and the wider population, the achievement of 
CCG objectives and its reputation, and its financial and other assets.   

 
1.3 The CCG’s Risk Management Strategy sets out the CCG’s intentions and 

arrangements for the effective evaluation and management of its risks. It 
provides a sound foundation and framework for the continuous identification, 
assessment, management and monitoring of all risks. The CCG has reviewed 
and updated the strategy to ensure that it continues to reflect current good 
practice in the NHS and other public and private sectors, and is effective in 
supporting delivery of the CCG’s goals and objectives.     

 
2. STATEMENT OF INTENT  
 
 

2.1 The CCG is committed to establishing an organisational culture that ensures 
risk management is an integral part of everything it does. Risk management will 
be embedded into all management systems and corporate planning as well as 
the setting of strategy and objectives. 

 
2.2 The risk appetite statements agreed by the Governing Body will be used as a 

framework against which to consider strategic options, inform future control 
efforts, and to take an appropriate level of risk in achievement of the CCG’s 
objectives. 

 
2.3 The CCG regards the Risk Management Strategy as an important tool in 

helping to ensure it achieves its objective of improving health outcomes for the 
borough and to commission high quality safe services. 

 
2.4 The CCG recognises that a robust risk management system is a key 

component of the organisation’s system of internal control and serves to 
provide assurance to key stakeholders of its capability to deliver its objectives.  

 
3. SCOPE 
 
3.1 This policy applies to all CCG employees regardless of whether they are 

directly employed, in a seconded post or whether their remit is clinical or 
corporate. This includes: 

 

 Employees of member practices who are employed by the CCG 
 

 Committees and sub-committees of the CCG 
 

 Governing Body Members    
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 Third parties acting on behalf of the CCG (including Commissioning 
Support and shared services)  

 

 Agency, locum and other temporary staff engaged by the CCG 
 

 Students (including those on work experience), trainees and 
apprentices 

 

 Volunteers 
 
3.2 Collectively, and for the purpose of this policy the above will simply be referred 

to as ‘CCG staff’ throughout the document.  

 
 
4. DEFINITIONS 

 
 

4.1 Hazard is the potential to cause harm; Risk on the other hand is the likelihood 
of harm (in defined circumstances, and usually qualified by some statement of 
the severity of the harm). 

 
4.2 Risk Assessment is the process where: 

 Hazards are identified; 

 Risks associated with each hazard are analysed / evaluated; 

 Appropriate ways to eliminate or control the hazard are identified. 
 
4.3 Risk Appetite is the extent to which the organisation is willing to tolerate risk in 

order to achieve its objectives. 
 
4.4 The Risk Management System is the culture, processes and structure that are 

directed towards effective management of potential opportunities and threats to 
the organisation achieving its objectives. 

 
4.5 The Risk Register is a record of the organisation’s identified risks, with details 

of their assessment (risk score) and how the risk is being managed. 
 
4.6 The Risk and Assurance Framework identifies the risks to the strategic 

objectives of the organisation and provides assurance that those risks are 
being managed effectively. 

 
5. STRATEGIC OBJECTIVES 

 
5.1 The CCG’s risk management objectives are to:  
 
5.1.1 Embed key risk management systems and processes 
 

a) Establish clearly defined responsibilities for risk management and lines 
of accountability throughout the organisation;  

b) Provide a robust Governing Body Assurance Framework; 
c) Maintain a Corporate Risk Register; 
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d) Embed operational and project risk registers across all areas of the 
organisation; 

e) Embed a systematic process for the identification, analysis, evaluation, 
treatment and monitoring of risks across all areas of the organisation; 

f) Maintain a systematic and consistent approach to learning lessons and 
promoting continuous improvement; 

g) As far as reasonably practicable, minimise costs associated with risk. 
 
5.1.2 Embed risk management into commissioning process 
 

a) Ensure that all risks associated with the way the organisation 
commissions and procures services are identified, assessed, minimised 
and wherever practicable, eliminated; 

b) Ensure that the design and specification of new services and service 
re-design actively considers potential risks, including clinical, 
safeguarding and financial risks, and seeks to minimise or eliminate 
them;  

c) Embed systematic processes for considering incidents in 
commissioned services, which compromise the safety and welfare of 
patients, children and vulnerable adults, and reflecting learning in 
current and future commissioning activity;   

d) Promote active stakeholder involvement in risk management with 
particular reference to key partnerships. 

 
5.1.3 Ensure that the CCG is ‘risk aware’ and the members of the governing 

body and staff are appropriately trained and skilled in risk management 
 

a) Raise awareness of risks and their management through a programme 
of communication and training; 

b) Foster an environment whereby all governing body members and staff 
understand that risk management is their responsibility. 

 
5.1.4 Ensure statutory and regulatory compliance 
 

a) Satisfy all mandatory and statutory duties and undertakings; 
b) Satisfy the requirements of the Annual Governance Statement; 
c) Achieving and improving performance against all internally and 

externally regulated risk management activities; 
d) Ensure the health and safety of all those who work for or visit the CCG 

offices. 
 

6 RISK APPETITE 
 

6.1 The Governing Body has determined the risk appetite for each of the CCG’s 
strategic goals based on the following risk appetite definitions: 

 

 Averse –Prepared to accept only the very lowest levels of risk, with the 
preference being the ultra-safe delivery options, while recognising that 
these will have little or no potential for reward or return; 
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 Cautious – Willing to accept some low risks, while maintaining an overall 
preference for safe delivery options despite the probability of these having 
mostly restricted potential for reward or return; 

 Moderate – Tending always towards exposure to only moderate levels of 
risk in order to achieve acceptable but possibly unambitious outcomes; 

 Open –Prepared to consider all delivery options and select those with the 
highest probability of productive outcomes, even when there are elevated 
levels of associated risks; 

 Hungry –Eager to seek original, creative, pioneering delivery options and 
accept the associated substantial risk levels in order to secure successful 
outcomes and meaningful reward or return. 

 
6.2 The Governing Body has agreed the following risk appetite statement: 
 
6.2.1 The CCG must take risks in order to achieve its aims and deliver beneficial 

outcomes to patients, the public and other stakeholders. Risks will be taken in a 
considered and controlled manner. Exposure to risks will be kept to a level 
deemed acceptable by the Governing Body. The acceptable level may vary 
from time to time.  

 
6.2.2 The CCG’s current overall risk appetite is defined as OPEN. This means the 

organisation is willing to consider all delivery options and may accept higher 
levels of risk in order to achieve improved outcomes and benefits for patients. 

 
6.2.3 Some particular risks above the agreed acceptable level may be accepted 

because of the reward/benefit that might arise, the cost of controlling them or 
the period of exposure. 

 
6.2.4No risks will be acceptable (and therefore must always be controlled) if they 

have the potential to cause harm to patients or employees, compromise 
severely the organisation’s reputation, have financial consequences that could 
endanger the organisation’s viability, jeopardise substantially the organisation’s 
ability to deliver its core purpose or threaten the organisation’s compliance with 
law and regulation. 

 

Detailed Statement 

Strategic Goal 
Risk 

Appetite 
Statement 

Target 
Score 

1. Commission high 
quality services to meet 
the needs of the 
patients and the 
requirements of the 
NHS Constitution 

CAUTIOUS 

The CCG is willing to accept some 
low risks, while maintaining an 
overall preference for safe delivery 
options to ensure patient needs and 
constitutional requirements are met 

≤ 6 

2. Work effectively with 
partners to improve 
health outcomes for all 
local people 

OPEN 

The CCG is prepared to consider all 
partnership options and select those 
with the highest probability of 
improved health outcomes even with 
associated increased risks 

≤ 12 
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3. Ensure effective and 
efficient governance of 
the CCG meeting 
financial and statutory 
duties 

CAUTIOUS 

The CCG is willing to accept some 
low risks, while maintaining an 
overall preference for safe delivery 
options to ensure statutory duties 
are met 

≤ 6 

4. Continue to develop 
the CCG to be the best 
it can be HUNGRY 

The CCG is eager to seek original, 
creative and pioneering development 
opportunities and accept the 
associated risks in order to maximise 
the potential of the organisation 

≤ 16 

 
 
6.3 This risk appetite statement will be reviewed annually by the Governing Body to 

ensure its continued accuracy and relevance to the organisational challenges 
and strategic goals. 

 

7.  ACCOUNTABILITY AND ORGANISATIONAL STRUCTURE  
 
7.1  Organisational Structure 
 
7.1.1 The CCG Membership, Governing Body, Committees and senior team are 

committed to ensure that risk management is integral to the organisation’s 
strategic and operational planning, processes and systems. 

 
7.1.2 The CCG has effective governance arrangements capable of taking 

responsibility and accountability for quality, finance and performance and: 
 

a) Is designed to fit the organisational and reporting arrangements; 
b) Will enable maximum probity transparency and accountability within 

proportionate and defensible processes; 
c) Is robust enough to withstand challenge whilst being flexible enough to 

enable local ownership from the clinical community; 
d) It not overly bureaucratic but sufficient to safeguard those involved in 

the processes; 
e) Has been developed on existing sound practices and aligned to NHS 

approaches and guidance on good governance. 
 

7.1.3 The CCG Governing Body is responsible for ensuring delivery of the 
organisation’s aims and objectives and the structures in place to reflect the 
organisation’s roles and responsibilities.  The structure including Governing 
Body Committees consider each individual aspect of governance at an 
adequate level of detail but also brings them all together to give the 
organisation appropriate assurance. The CCG governance structure is attached 
at Appendix 1. 

 
7.1.4 Specific accountabilities, roles and responsibilities for risk management are set 

out below and provide a structure that supports the integrated approach to risk 
and governance.   
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7.2  The CCG Governing Body  
 
7.2.1 The Governing Body is responsible for determining the CCG’s risk appetite in 

relation to the achievement of its strategic goals, which will inform strategic 
decisions and control efforts.  

 
7.2.2 The Governing Body is committed to providing the resources and support 

systems necessary to support the risk management strategy.  It has a duty to 
assure itself that the organisation has properly identified the risks it faces and 
that it has processes in place to mitigate those risks and the impact they have 
on the organisation and its stakeholders.   

 
7.2.3 The Governing Body discharges this duty as follows:   
 

a) Identifies risks to the achievement of its strategic goals; 
b) Determines the organisation’s level of risk appetite in relation to the 

strategic risks;   
c) Monitors the risks to the achievement of the CCG’s strategic goals via 

the CCG Risk and Assurance Framework;  
d) Ensures that there is a structure in place for the effective management 

of risk throughout the CCG;  
e) Receives regular updates and reports from the Audit Committee 

identifying significant risks and progress on mitigating actions; 
f) Demonstrates leadership, active involvement and support for risk 

management. 
 
7.3  The CCG Audit Committee 
 
7.3.1 The Audit Committee is a committee of the CCG Governing Body responsible 

for establishing and maintaining effective systems of integrated governance, 
risk management and internal control that support the CCG’s overall objectives.   

 
7.3.2 The Audit Committee discharges this duty as follows: 
 

a) Reviews the adequacy and effectiveness of the  risk management 
arrangements, including the CCG risk management strategy, procedures 
and guidelines to support the delivery of the strategy; 

b) Reviews the Annual Governance Statement prior to endorsement by the 
CCG;  

c) Ensures that the Risk and Assurance Framework and Corporate Risk 
Register are reviewed and updated on behalf of the Governing Body; 

d) Critically reviews the organisation’s financial reporting and internal 
control principles; 

e) Requests and reviews reports and positive assurances from senior 
managers on the arrangements for risk management ; 

f) Ensures that appropriate relationships exist with both internal and 
external audit; 

g) Reviews the Internal Audit work programme, ensuring that this is 
consistent with the needs of the CCG as identified in the Assurance 
Framework; 
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h) Reviews the findings in relation to risk management systems of 
significant assurance functions both internal and external; 

i) Monitors responsiveness to findings and recommendations of internal 
audits, external audit and other assurance functions; 

j) Provides regular updates and reports to the CCG Governing Body 
identifying significant risks and progress on mitigating actions; 

k) Aligns its work programme with that of the CCG Quality and Primary 
Care Committees in respect of clinical and safeguarding risks. 

 
7.4  Responsibilities of other CCG Committees and Sub Committees 
 
7.4.1 All committees and sub-committees of the CCG are responsible for: 
 

a) Providing assurance on key controls where this is identified as a 
requirement in the Risk and Assurance Framework; 

b) Ensuring that risks associated with their areas of responsibility are 
identified, reflected on the risk register, and effectively managed; 

 
In addition committees and sub-committees have responsibilities for specific 
areas of risk management.    

 
7.4.2 The Quality Committee is responsible for: 
 

a) Overseeing quality and safety processes across all commissioned 
services; 

b) Overseeing arrangements for safeguarding children and vulnerable 
adults across all commissioned services; 

c) Co-ordinate and prioritise quality improvement and patient safety issues 
and monitor agreed actions to minimise risks across  CCG 
commissioned services; 

d) Provide assurance of compliance with NHS constitution in all areas of 
commissioning and assurance of compliance by all providers 

e) Assuring the Governing Body that quality and patient safety and 
safeguarding activity is coordinated and transparent and subject to a 
coherent and systematic review. 

 
7.4.3 The Finance & Performance Committee is responsible for: 
 

a) Monitoring delivery of QIPP programmes, including key risks, and 
proposing corrective action if required; 

b) Monitoring delivery of the CCG commissioning plan, including key risks, 
and proposing corrective action if required; 

c) Monitoring delivery of the CCG financial duties, including key risks and 
proposing corrective action if required;  

d) Monitoring financial and operational performance across all 
commissioned services, assessing potential shortfalls and risks, and 
recommending actions to address them. 

 
7.4.4 The Medicines Management Sub-Committee is responsible for: 
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a) Providing assurance to the Governing Body that safe, effective and good 
governance procedures are in place and are subject to review; 

b) Overseeing the management of quality issues and financial risk in 
prescribing and associated clinical activity; 

c) Develop procedures for safe and secure handling of medicines and local 
action on safe use of medicines and NICE guidance. 

 
7.5 The Chief Executive 
 
7.5.1 The Chief Executive has overall accountability for the management of risk and 

discharges this duty as follows:  
 

a) Continually promotes risk management and demonstrates leadership, 
involvement and support; 

b) Ensures an appropriate committee structure is in place, with regular 
reports to the Governing Body; 

c) Ensures that senior officers of the CCG are appointed with managerial 
responsibility for risk management; 

d) Ensures the development of appropriate policies, procedures and 
guidelines for the CCG in relation to risk management; 

e) Identifies risks to the achievement of the CCG’s strategic goals ;  
f) Monitors these via the CCG Risk and Assurance Framework and Risk 

Registers. 
 
 
7.6 Lay Member – Audit and Governance Lead  
 
7.6.1 The lay member is the governance lead on the CCG Governing Body with 

responsibility for oversight of the risk management strategy and systems and 
discharges this duty as follows: 

 
a) Chairs the CCG Audit Committee; 
b) Is accountable to the CCG Governing Body for the work of the CCG 

Audit Committee;  
c) Through the work of the Audit Committee, confirms that appropriate and 

effective risk management systems are in place; 
d) Promotes risk management processes with all CCG member practices, 

ensuring that practices continuously improve quality of primary care and 
report risks to the CCG for assessment and mitigation.  

 
7.7 Executive Management Team 
 
7.7.1 The Executive Management Team is responsible for the leadership of 

governance for the CCG, ensuring that effective governance arrangements are 
developed and implemented, and that compliance is monitored, including the 
following functions in respect of the Risk and Assurance Framework: 

 

a) Oversee the effective operation of the CCG’s Risk and Assurance 
framework; 

b) Ensure a consistent approach to risk assessment by providing a 
forum for discussion and constructive challenge;  
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c) Monitor immediate, high and extreme risks and ensure that 
appropriate actions have been identified to address gaps in control or 
assurance; 

d) Ensure that effective arrangements are in place for the CCG to 
discharge its Health and Safety, Local Safety Management 
responsibilities; 

e) Ensuring that effective arrangements are in place in respect of 
incident reporting, investigation and learning; 

f) Monitoring the action log and ensure that corrective action is taken to 
address any delays or other issues highlighted. 
 

7.8  Head of Governance  
 
7.8.1 The Head of Governance has managerial leadership for risk management and 

discharges this duty as follows: 
 

a) Prepares the risk management strategy for review by the CCG Audit 
Committee and approval by the Governing Body; 

b) Leads the preparation and regular updating of the assurance framework 
and risk registers for review by the Governing Body  committees and 
sub-committee; 

c) Arranges the development of the policy, procedures and guidelines to 
support the delivery of the risk management strategy for review and 
approval by the Audit Committee; 

d) Supports the chairs and lead officers of the Governing Body  committees 
in forward planning and programming activity in respect of risk 
management and ensuring that committee members are aware of best 
practice, national guidance and other relevant documents and have 
access to independent advice as appropriate; 

e) Responds to requests from the CCG Audit Committee for reports and 
positive assurance on risk management arrangements; 

f) Identifies the training needs of CCG Governing Body, committee and 
sub-committee members and staff and ensures these are met; 

g) Provides support, advice and challenge to risk owners, including through 
a planned programme of review of controls and assurances across all 
risks. 

 
7.9 Executive Directors  
 
7.9.1 Executive Directors should incorporate risk management within all aspects of 

their work and are responsible for directing the implementation of the CCG Risk 
Management Strategy by: 

  
a) Contributing to the preparation and updating of the Risk and Assurance 

Framework and Risk Registers 
b) Demonstrating personal involvement and support for the promotion of 

risk management  
c) Ensuring that staff accountable to them understand and pursue risk 

management in their areas of responsibility.  
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d) Setting personal objectives for risk management and monitoring their 
achievement  

e) Ensuring risks are identified and managed and mitigating actions 
implemented in functions for which they are accountable.  

f) Ensuring action plans for risks relating to their respective areas are 
prepared and reviewed on a regular basis.  

g) Ensuring a risk register is established and maintained that relates to 
their area of responsibility and to involve staff in this process to 
promote ownership of the risks identified.  

h) Ensuring risks are escalated where they are of a strategic nature. 
 
7.9.2 All Governing Body members and senior officers are responsible for 

compliance with the Risk Management Strategy and must ensure that: 
 

a) Staff undertake mandatory and statutory training; 
b) Risk assessments are undertaken and recommended actions are 

implemented; 
c) The reporting of adverse incidents within their work area is undertaken, 

together with action to prevent or minimise reoccurrence; 
d) They take action to protect themselves and others from risks  

 
7.10  All Staff 
   
7.10.1 All CCG staff are responsible for being aware of and complying with the Risk 

Management Strategy and will assist the risk management process by: 
 

a) Being aware that they have a duty under legislation to take reasonable 
care of their own safety and the safety of others who may be affected 
by the CCG’s business and to comply with appropriate organisational 
procedures and guidance 

b) Identifying and reporting risks and incidents to their line manager using 
the correct processes and documentation, and taking action as directed 
to prevent or minimise reoccurrence 

c) Undertaking risk assessments and implement associated 
recommendations as directed 

d) Taking action to protect themselves and others from risks, including 
communicating all dangerous situations to anyone who could be at risk 

e) Attending mandatory and statutory training as identified for their role 
f) Following CCG policies, strategies and guidance when developed 
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8.  SYSTEMS AND PROCESSES FOR MANAGING RISK 
 
8.1 Risk Management Process 
 
 

8.1.1 The CCG’s risk management process is illustrated below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
8.2 Identifying Risk 
 
 

8.2.1 The CCG is exposed to a wide range of potential strategic and operational 
risks. 
 
8.2.2 Strategic risks can be categorised as: 
 

a) Patient / Public: those associated with the failure to meet the current and 
changing needs and expectations of patients and citizens 

b) Political: those associated with the failure to deliver government or local 
membership policy 

c) Economic: those affecting the ability of the CCG to meet its financial 
targets 

d) Market: those affecting the ability of the CCG to secure appropriate cost 
and quality of provision to deliver its commissioning priorities 

e) Legislative: those associated with current or potential changes in national 
or European law 

f) Social: those relating to the effects of changes in demographic, 
residential or socio-economic trends  

g) Technological: those associated with the capacity of the CCG to deal 
with the pace or scale of technological change or effectively harness 
technology to deliver its objectives  

h) Environmental: those relating to the environmental consequences of 
progressing the CCG’s strategic objectives 

Step 1 – Identify Risks 

Step 2 – Analyse Risks 

Step 3 – Evaluate Risks 

Step 4 – Treat Risks 

Step 5 – 

Monitor and 

Review 
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8.2.3 Operational risks can be categorised as: 

 
a) Clinical: those related to the delivery of effective care and treatment 
b) Contractual: those related to the failure of providers to deliver services 
c) Business: those affecting the delivery of the CCG’s operational business 

plans 
d) Health and Safety: those related to accident prevention and securing the 

safety and welfare of patients, staff and visitors 
e) Financial: those associated with financial management 
f) Workforce and recruitment: those related to the ability to attract, 

develop and retain required capacity and skills 
g) Legal liability: those related to possible breaches of legislation 
h) Estate and technological: those related to reliance on buildings and 

operational equipment  
 
8.2.4 The CCG identifies risks from a range of external and internal sources. 

Examples are listed below at 8.2.5 and 8.2.6 but this list is not exhaustive. 
 
8.2.5 External identification of risks occurs via various pathways and agencies, 

including external assessments and inspections: 
 

a) NHS England; 
b) National reports and guidance; 
c) NHS litigation authority; 
d) Health and Safety Executive; 
e) External audit; 
f) Merseyside Internal Audit Agency; 
g) Care Quality Commission inspections; 
h) Ombudsmen reports; 
i) Partner agencies; 
j) Commissioned providers; 
k) Coroner reports; 
l) Media and publications; 
m) National Patient Safety Agency alerts; 
n) Medicines and Healthcare products Regulatory Agency; 
o) Central Alerting System (CAS) from Department of Health. 

 
8.2.6 Internal identification of risks occurs via various internal processes and 

monitoring arrangements including: 
 

a) Strategic and operational planning; 
b) Programme and project management; 
c) Risk assessment; 
d) CCG Committees and sub committees; 
e) CCG Membership; 
f) Staff members; 
g) Staff survey; 
h) Patient Participation Groups; 
i) Patient satisfaction surveys; 
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j) Serious untoward incidents; 
k) Incidents and complaints monitoring; 
l) Claims; 
m) Health and Safety, Fire and Environmental audits; 
n) Training needs analysis. 

 
8.2.7 The identification of risks is the responsibility of all CCG members and staff and 

will be done proactively, via regular planning and management activities and 
reactively, in response to inspections, alerts, incidents and complaints.  

 
8.3  Analysing Risk 
 
8.3.1 Once a risk is identified it will be analysed to determine how the risk may occur, 

and the sort of effects it may have. The major controls will be identified, formal 
and informal, which help to prevent or mitigate the risk, and their effectiveness 
(adequate, inadequate, or uncertain) will be assessed. 

 
8.4  Assess / Evaluate Risk   
 
8.4.1 The risk assessment will reflect both the likelihood and any consequences of 

the risk in terms of: 
 

 Safety - risks should be assessed based on the level of harm likely to be 
caused and the numbers of people potentially affected. 

 Finance - risks should be assessed based on the likely financial loss or 
cost to the CCG and the impact on the achievement of the key financial 
duties. 

 Reputation - risks should be assessed based on the impact on internal 
and external stakeholders, in particular the CCG membership, patients 
and local population and key regulatory bodies such as NHS England, 
and on the extent and duration of adverse coverage, punitive action or 
loss of confidence. 

 
8.4.2 Risks will be graded using the CCG’s risk matrix attached at appendix 3 and 

recorded on a risk summary. The level of risk is assessed by judging the 
likelihood of the residual risk occurring and consequences for the CCG 
should the event occur. This assessment results in an overall score ranging 
from 1 to 25 and a risk level of low, moderate, high, or extreme. 

 
8.4.3 In assessing risk it is important to match the consequence to the likelihood, e.g. 

trips and falls may happen periodically but serious injury or death while possible 
is very unlikely. Scoring this risk should be based on the most common 
consequence from a fall not the extreme worse case which might occur. 

 
8.4.4 In assessing risk it is also important to assess the risk from the point of view of 

the CCG as an organisation. Thus whilst there may be a considerable risk to a 
patient crossing a busy road to get to a CCG Commissioned clinic  this would 
not be a CCG risk as it cannot be held responsible for road safety. 

 
  



14 

8.5  Treat Risk 
 
8.5.1 Controls should be sufficient to ensure that risks to the delivery of strategic 

objectives of the organisation are not compromised.  Where controls are 
insufficient and could impact on the ability to deliver key objectives then 
escalation of the risk should take place. The risk identification and escalation 
process is illustrated on appendix 4. 

 
8.5.2 The treatment of risks and responsibility for their management will depend upon 

the risk level assessed and the CCG’s risk appetite in relation to that objective 
area: 

 

a) EXTREME RISKS (Scoring 15-25) are unacceptable and require 
immediate intervention. They should be escalated immediately to a 
member of the senior management team who will determine the 
appropriate response, potentially including suspending activities unless 
the suspension could trigger an even higher risk to the CCG. All such 
risks should be reported immediately to the Head of Governance. 

b) HIGH RISKS (Scoring 10-12) should be managed appropriately by the 
relevant senior manager and reported to the Head of Governance. 

c) MODERATE RISKS (Scoring 4-9) should be managed appropriately by 
the relevant service and reported to the Head of Governance. 

d) LOW RISKS (Scoring 1-3) are low priority and will be managed 
appropriately by the relevant service and included on the service or 
project risk register. 

 
8.5.3 Possible responses to risks are: 

 
a) Transfer – commonly through insuring against the risk 
b) Avoid – requiring a review of the objectives threatened by the risk and 

may require the suspension or abandonment of certain services or 
activities at least until risk reduction measures are taken 

c) Reduce – taking action to reduce the likelihood or consequence of the 
event thereby reducing the level of risk to an acceptable level 

d) Accept – do nothing but keep it under review for any changes and if 
resources permit consider actions to reduce it 

 
8.5.4 Responsibility for determining the most appropriate options will depend upon 

the risk level, as indicated above. Expert advice will be sought as required from 
within the organisation, and from external sources such as the CCG legal 
advisors, Care Quality Commission, Health and Safety Executive, NHS 
Litigation Authority, Counter Fraud Authority, Internal or External Auditors or by 
sharing best practice and learning from other organisations. 

 
8.6  Monitoring and Review 
 
8.6.1 In order to ensure risks are identified and quantified at all levels, two key risk 

documents have been developed.  The Risk and Assurance Framework and 
Risk Registers will provide assurance that the principal risks to the strategic 
objectives of the organisation have been identified and are being managed 
effectively.  The Audit Committee has delegated responsibility on behalf of the 
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Governing Body to monitor and scrutinise these documents before presenting 
them to the Governing Body.  
 
Risk and Assurance Framework 
 

8.6.2 The Governing Body Risk and Assurance Framework identifies and quantifies 
strategic risks within the organisation.  The Framework is the means by which 
the Governing Body monitors and controls the risks which may impact on the 
organisation’s capacity to achieve its objectives.  

 
8.6.3 Each principal risk is scored based on the likelihood and consequence of the 

risk resulting in failure to achieve the strategic target. The Governing Body, 
through the Audit Committee, will review the Risk and Assurance Framework.  

 
8.6.4 The responsibility for managing, monitoring and reviewing strategic risks is 

delegated as follows: 
 

a) A risk owner, who will be a member of the senior management team, 
assigned to each strategic risk has overall responsibility for the risk, for 
ensuring actions are implemented, and for ongoing monitoring;  

b) The Executive Management Team will review the high and extreme 
risks monthly at formal meetings and may amend scores and 
assurance ratings as a result of completed actions for approval by the 
relevant committee; 

c) The relevant committee will review assurance ratings and progress and 
hold risk owners accountable for delivering identified corrective action; 

d) Update reports on risks are presented to each committee together with 
an indication of any new or emerging issues which may need to be 
considered. 

 
Risk Registers  
 

8.6.5 The purpose of the Risk Registers is to provide the Executive Management 
Team and responsible Committees with a summary of the principal risks facing 
the organisation, with a summary of the actions needed and being taken to 
reduce these risks to an acceptable level. The information contained in the Risk 
Registers should be sufficient to allow the Executive Management Team and 
responsible Committees to be involved in prioritising and managing major risks. 

 
8.6.6 The Risk Registers support the Risk and Assurance Framework by providing a 

means of identifying operational risks which impact on the CCG’s ability to 
provide assurance against strategic risks.  

 
8.6.7 The Governing Body, through its Committees, will review the Strategic Risk 

Register.  
 
8.6.8 The Governing Body Committees will identify those risks which require 

escalation to the Governing Body due to insufficient controls or where the risk 
threatens the strategic objectives of the organisation.   
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8.6.9 All extreme and high risks will be reviewed monthly by executive and 
operational leads. The frequency of review of all other risks will be bi-monthly or 
quarterly aligned, where possible, to the relevant committee cycle.  

 
8.6.10 Strategic and operational and programme risk registers will be scrutinised 

every 6 weeks by Executive Leads.    
 
8.6.11 Individual risk owners are responsible for compliance with the Risk 

Management Strategy in order to ensure that remedial action is taken where 
key risks are identified within their area of responsibility. This will include 
monitoring risks, ensuring that actions are taken to manage and reduce risks as 
required, and updating the relevant risk register.  

   
9.  RISK MANAGEMENT TRAINING  
 
9.1 Training and development, including regular updates, will be required to 

support the successful and ongoing implementation of the Risk Management 
Strategy. This will be reflected in the CCG Organisational Development Plan 
and in individual learning and development plans.   

 
10.  MONITORING THE EFFECTIVENESS OF THE STRATEGY  
 
10.1 The Audit Committee will monitor compliance with the Risk Management 

Strategy through the papers received throughout the year.  The Committee may 
commission internal audits or seek further assurance and action from officers in 
areas where there may be a lack of compliance. 

 
11.  COMMUNICATION 
 
11.1 This strategy will be communicated via the CCG website.  
 
11.2 This document will be made available to all employees via the CCG intranet. A 

programme of risk management training for all levels of staff will be developed 
to support implementation and communication. 

 
 

12.  STRATEGY REVIEW ARRANGEMENTS 
 
12.1 This strategy will be reviewed every three years by the Audit Committee, for 

approval by the Governing Body, unless changes in legislation or best practice 
require more frequent review. Minor changes may be approved by the Chief 
Executive. 
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 Appendix 1 – CCG Governance Structure 
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Appendix 2 – Risk Matrix
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Q1. What is the likelihood of event happening? 

Level Descriptor Description 

5 Almost Certain The event is almost certain to occur. Missing 
the target is almost a certainty.  

4 Likely The event will occur in most circumstances. 
High probability of missing target. 

3 Possible The event may well occur at some time. As 
likely to miss target as to achieve it. 

2 Unlikely The event could occur at some time. Small 
probability of missing target. 

1 Rare The event could occur only in exceptional 
circumstances. No likelihood of missing target. 

Q2. What is the likely consequence for the organisation if 
it does happen? 

 Level Descriptor Description 

5 Catastrophic Safety – Multiple deaths due to fault of CCG. 
Finance – Significant financial loss above 1% of CCG 

budget (approx. £3m) 
Reputation – Potential disestablishment by NHSE, 

litigation, sustained adverse national media, significant 
adverse public reaction (prolonged high profile 
campaign including e.g. demonstrations, petitions), 
membership loses confidence in the  CCG  

4 Major Safety – Individual death/permanent injury/disability 

due to fault of CCG 
Finance – Major financial loss of 0.5-1% of CCG 

budget (£1.5m - £3m) 
Reputation – Criticism or intervention by NHSE, 

litigation, adverse national media, adverse public 
reaction (e.g. petition, demonstrations, disruption to 
meetings), significant membership dissatisfaction   

3 Moderate Safety – Moderate injury or illness, requiring medical 

treatment e.g. fractures due to fault of CCG. 
Finance – Moderate financial loss less than 0.5% of 

CCG budget (£0.6m - £1.5m) 
Reputation – Reduced rating from NHSE or other 

external bodies, litigation, adverse local media 
coverage, patient complaints & dissatisfaction, 
membership complaints & dissatisfaction  

2 Minor Safety – Minor injury or illness requiring first aid 

treatment e.g. cuts, bruises due to fault of CCG 
Finance – Minor financial loss less than 0.2% of CCG 

budget (£0.1m - £0.6m) 
Reputation – Some criticism and slight possibility of 

complaint or litigation but minimum impact on 
organisation 

1 Negligible Safety – None or insignificant injury due to fault of 

CCG 
Finance – No financial loss or very minor loss  
Reputation – No impact or loss of external reputation 



20 

  

 

Risk Matrix cont. 

Consequences 
 
 

Likelihood 

1 
Rare 

2 
Unlikely 

3 
Possible 
 

4 
Likely 

5 
Almost Certain 

5 - Catastrophic 5 10 15 20 25 

4 – Major 4 8 12 16 20 

3 – Moderate 3 6 9 12 15 

2 – Minor  2 4 6 8 10 

1 – Negligible  1 2 3 4 5 

 

 

KEY: 
 

Low Risk                                          Moderate Risk                                High Risk                           Extreme Risk 
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 Appendix 3 

 
 
 
 
 

 
  
 
  

Identification of Risk & Escalation Process 

CCG Governing Body 

Via risk/issue log; Practice 

Manager meeting item; 

practice visits etc. 

Identification of 

risk 

Member Practices (in 

relation to CG 

commissioning functions) 

Assurance Framework Risk Registers 

Chief Executive / Executive 

Management Team 

Executive Director 

Teams 

Audit Committee 
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Appendix 4 
 

EQUALITY IMPACT ASSESSMENT FOR THIS STRATEGY 
 

  Yes/No Comments 

1. Does the strategy affect one group less or more 
favourably than another on the basis of: 

  

  Race No  

  Ethnic origins (including gypsies and travellers) No  

  Nationality No  

  Gender No  

  Culture No  

  Religion or belief No  

  Sexual orientation including lesbian, gay and bisexual 
people 

No  

  Age No  

  Disability - learning disabilities, physical disability, 
sensory impairment and mental health problems 

No  

2. Is there any evidence that some groups are affected 
differently? 

No  

3. If you have identified potential discrimination, are there 
any exceptions valid, legal and/or justifiable? 

N/A  

4. Is the impact of the policy/guidance likely to be 
negative? 

No  

5. If so can the impact be avoided? N/A  

6. What alternatives are there to achieving the strategy 
without the impact? 

N/A  

7. Can we reduce the impact by taking different action? N/A  

 
HUMAN RIGHTS IMPACT ASSESSMENT  FOR THIS STRATEGY 
 
No aspect of this strategy breaches a person’s Human Rights 

 

 


