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1. Introduction 
 
1.1. Our mission and values 
We exist to help people reach their potential and live well in their community. To do this we 
have a strong set of values that mean: 
 We put the person first and, in the centre 
 We know that families and carers matter 
 We are respectful, honest, open and transparent 
 We improve and aim to be outstanding 
 We are relevant today and ready for tomorrow 

 
This risk management framework will support the achievement of the organisation’s mission, 
strategic objectives and priorities. Every aspect of the framework will be delivered in line with 
our values.  
 
1.2. Purpose and scope 
The purpose of the risk framework is to provide a comprehensive method for the effective and 
focused management of the principal risks to achieving the Trusts strategic objectives in line 
with the values of the Trust. 
 
This is reported in the Board Assurance Framework (BAF) and Organisational Risk Register 
(ORR) as part of the annual Trust Board work plan. This provides direct evidence for the 
Annual Governance Statement and the Head of Internal Audit Opinion. 
 
The Trust is committed to ensuring the safety of the people who use its services, its staff and 
the public through an integrated approach to managing risk regardless of whether the risk is 
strategic, clinical, financial or commercial or relates to compliance. The Trust recognises the 
importance of effective integrated risk management arrangements to underpin the safe and 
effective delivery of its services, its reputation and its organisational viability and sustainability. 
As a Foundation Trust, we must have the skills and systems in place to manage our business.  
Trust Board must be assured of the safety and effectiveness of services and the financial 
sustainability of the organisation and is responsible for developing the appetite of the Trust to 
take risks and the ability of the Trust to manage risk.  
 
In turn, Trust Board must be able to provide assurance to its regulators. This includes 
registration with the Care Quality Commission (CQC) to be a provider of NHS commissioned 
services and adherence to NHS England licensing conditions.   
 
The purpose of the framework is to set out the Trust’s strategic approach to the anticipation, 
prevention, mitigation and management of risk, linked to the Trust’s Business Plan 
(Operational Plan).  
 
The framework describes the systems the Trust has in place at a strategic, corporate and 
operational level to ensure that assurance is provided to Trust Board through its governance 
arrangements and to external bodies that risk is being effectively managed within the Trust. It 
also sets out the framework through which Trust Board drives a culture of proactive risk 
management. 
 
2. Context 
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2.1. Definition of risk and risk exposure 
The Trust is a large and complex organisation, operating in a changing environment, and 
operates within two Integrated Care Systems (ICS), and can deliver within a highly political 
and financially challenging environment. The Trust is also subject to public scrutiny. In this 
context, risk cannot be completely eliminated, and the Trust’s approach is to have in place 
systems and processes that enable it to: 
 Anticipate where risks might occur 
 Make sound decisions based on information and intelligence 
 Minimise the likelihood or impact of potential risks 

 
Trust Board takes a prudent and pragmatic attitude to risk, adopting a flexible approach and 
the determination of its response as the need arises. Trust Board acknowledges the services 
provided by the Trust cannot be without risk, and it ensures that, as far as is possible, risk is 
minimised. The Trust does not seek to take unnecessary risks and determines its approach 
and its appetite for risk to suit the circumstances at the time. The organisations risk appetite 
is set out in Appendix 3, and this is reviewed on an annual basis and approved by Trust 
Board. Where risks cannot be managed within the risk appetite of the Trust, they will be subject 
to further scrutiny by the relevant sub-committee as identified within the committee’s terms of 
reference. 
 
Risks can be broadly defined as follows: 
 
Clinical Safety and Quality risks:  
Risks arising as a result of clinical or healthcare practice(s) or those risks created or 
exacerbated by the environment, such as cleanliness or ligature risks or workforce i.e. 
the inability to recruit or retain an appropriately skilled workforce 
 
Business risks:  
Risks which might affect the sustainability of the Trust or its ability to achieve its plans, 
damage to the Trust’s public reputation which could impact on commissioners’ 
decisions to place contracts with the organisation. 
 
Compliance risks:  
Failure to comply with its licence, CQC registration standards, or failure to meet 
statutory duties, such as compliance with health and safety legislation. 
 
Financial risks:  
Risks which might affect the sustainability of the Trust or its ability to achieve its plans, 
such as loss of income. 
 
Strategic risks: 
 Risks generated by the national and political context in which the Trust operates that 
could affect the ability of the Trust to deliver its plans. 
 
In writing this framework the Trust recognises that some risks may not easily fit into any single 
category therefore it will ensure that risks are relevantly and accurately aligned to the most 
appropriate executive director to ensure effective monitoring and mitigation.  
 
2.2. Risk reporting and procedures 
The Trust uses Datixweb to support the recording, management and review of risks and 
production of risk registers across the Trust to ensure consistency of recording. Datix allows 
control measures to be recorded and actions to be scheduled, with a full audit trail of changes 
to risk assessment. Information feeds through levels of risk register from ‘ward to Board’. The 
system has the ability to report at different levels, look at themes across the organisation and 
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risk areas, such as information governance, or health and safety, and record and manage 
actions. The Trust has a “Risk Management Procedure” for staff which sets out the 
processes for this system and this can be found on the Trust’s intranet. 
 
2.3. Risk management processes 
Risk management is recognised as integral to good management practice and is the business 
of everyone in the organisation. Risk management processes are designed to support better 
decision-making by contributing to a greater understanding of risks and their potential impact. 
The principal tools used by Trust Board to gain assurance are described in the Chief 
Executive’s Annual Governance Statement. It shows that the Trust understands its risks, is 
taking reasonable action to manage those risks and has action plans in place. Systems of 
internal control are designed to manage risk to a reasonable level rather than to eliminate all 
risk. Controls include the continuous assessment of the internal and external environment to 
identify risks to the achievement of the Trust’s objectives, ensuring mitigating action is in place 
and prioritising risk management through assessment of the likelihood and impact of identified 
risks if they materialise.   
 
Effective management of risk relies on the following processes and systems. 
 
To triangulate performance, risk and governance to demonstrate that all key strategic risks 
are captured by the risk management process; risks are appropriately highlighted and 
managed through the governance committees and operational meetings; and there is a clear 
link between risk management and identifying areas of poor performance by cross referencing 
the content of the performance report to the risk register. 
 
As part of its Licence (issued by NHS England), the Trust is required to have a constitution in 
place which is compliant with legislation. The Licence also requires that the organisation is 
financially viable and sustainable, well governed, and that it can continue to provide 
commissioner requested services. 
 
The Constitution of the Trust sets out the legal framework in which the Trust operates. The 
Constitution is based on the model core foundation trust constitution and defines the powers 
of both Trust Board and the Members’ Council. The Standing Orders of Trust Board and 
Members’ Council form part of the Constitution. 
 
As part of its Standing Orders, Trust Board has approved Standing Financial Instructions 
(SFIs) and a Scheme of Delegation which provide the framework within which responsibility 
for financial decision making takes place throughout the organisation and is designed to 
ensure Trust Board has appropriate levels of control over financial decisions and is alerted to 
financial risks.   
 
Trust Board assurance that risks to the achievement of its strategic objectives are being 
managed is summarised and evidenced in the Board Assurance Framework (BAF). Where 
there are gaps in control or Trust Board has received insufficient assurance, these are 
reflected on the risk register. The BAF is reported to Trust Board on a quarterly basis and 
provides evidence of actions taken to manage risks.  
 
The BAF and risk register are reviewed during the year to ensure the process, which is 
scrutinised by the Audit Committee on an annual basis, and format continue to provide an 
effective tool for summarising and monitoring assurance and risk management at Board level. 
The advice of internal audit is sought as part of this review. 
 
The Risk Register links closely to the BAF and enables Trust Board to closely monitor any 
risks identified in the BAF where there are gaps in control (i.e., where there are external factors 



  

4 
 

which the Trust cannot control or where the measures being taken by the Trust are unable to 
eliminate the risk).   
 
Risk registers are held at all levels of the Trust, including corporate / organisational level (Trust 
Board), Care Group level, and team level. The risk registers held by Care Groups are reviewed 
regularly and any risk which could have an impact across the Trust is reported to the Executive 
Management Team (EMT) monthly to ensure risks which may have a Trust-wide impact are 
recorded on the Trust’s corporate / organisational level risk register.  
 
Individual directors are responsible for ensuring there is a process for identifying risks relating 
to support services and for adding items to the corporate / organisational level risk register. 
All risk registers are designed to be ‘live’ working documents which support the organisation 
to identify, assess and manage risks.  
 
The Trust is required by NHS England to produce an annual Business Plan (Operational 
Plan) for organisational and service development. The plan describes the key risks to delivery 
of the plan and how these would be mitigated. It maps the direction of travel and so supports 
Trust Board and service managers to identify where it may be deviating from target and take 
remedial action.  
 
Annual plans are developed within each directorate and co-ordinated into a Trust plan. 
Annual plans are agreed with commissioners and support the delivery of the Business Plan. 
The plans identify service developments and changes, and the financial and workforce 
implications of those plans, including any required value for money programmes (VFMP).  
 
Undertaken by the Director of Nursing, Quality and Professions, the Medical Director and the 
Chief People Officer, each value for money programme is subject to a Quality Impact 
Assessment (QIA) and Equality Impact Assessment (EIA). The QIA assessment covers 
three aspects of quality person-centred, safe, effective and efficient. The assessment tool 
provides a quality impact rating on RAG rated scale (Blue: Improves quality; Green: Neutral 
impact on quality; Amber: Potential impact on quality; Red: Likely impact on quality).  
 
The assessment is based on the Care Quality Commission’s (CQC) five key domains: safe, 
effective, caring, responsive, and well-led. Where risks are considered to be substantive, 
plans may be changed or mitigating action put in place to manage the risk. 
 
Reporting of performance against plan enables Trust Board to assess the impact and 
opportunities of financial decisions on clinical services and the impact of service changes on 
the financial position of the Trust. The reports also support Trust Board in the early 
identification of any risks to its strategic position, financial viability or public reputation. High 
level performance reports (Integrated Performance Report) are circulated to Trust Board on a 
monthly basis and each quarter the Board agenda is dedicated to consideration of strategic 
and business risks, which includes review of performance against plan and compliance.  
 
A range of strategies, policies and procedures are in place to support the effective 
management of risk throughout the organisation, and these are located on the Trust’s intranet.  
The Trust aims to have a whole system approach to risk management where all staff are 
encouraged to take responsibility for assessing and managing risk within their own sphere of 
responsibility and the Trust, through its management structure, and all staff have a shared 
responsibility for ensuring the requisite skills are in place to identify and manage risks.   
 
In order to ensure consistency of risk quantification across the Trust a standardised set of 
descriptors and scoring matrices (based upon the Australian/New Zealand Standard AS/NZS 
4360:2004; and used across the NHS) is used for risk analysis. 
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A Risk Management Procedure document is in place which underpins this Framework and 
sets out the risk management overview and process. 
 
The whole system approach is continuously monitored by Trust Board and through the 
leadership and management framework to support learning and improvement.  
 
The aim of the approach is to support an organisational culture based on prudent ambition in 
relation to service development and learning from experience to minimise the likelihood of 
risks manifesting themselves, enabling the Trust to respond positively to mitigate the impact 
of unavoidable risks and maximise opportunities of doing so. 
 
Challenges in the external environment, combined with both service and structural 
transformation, offer opportunities to develop services but expose the organisation to a degree 
of risk. The Trust continues to develop its risk systems in line with the changes to its structure 
and leadership and management arrangements and put in place robust plans for managing 
risk through a period of political and financial instability, and externally and internally driven 
change. 
 
3. Risk management framework objectives 
The risk management framework is designed to ensure a systematic and focused approach 
to clinical and non-clinical risk assessment and management is in place to support the Trust 
in meeting the needs of decision-makers throughout the organisation and to meet all external 
compliance and legislative requirements, including those set by regulators.  
 
Robust risk management systems, supported by effective training, need to be in place 
throughout the organisation and to be routinely used to support planning and delivery of 
services. 
 
The risk management framework is a key framework for the organisation and its objectives 
are to: 
 Provide a framework for risk management that assures Trust Board that the Trust is 

delivering against the framework set out in its plan 
 Clarify responsibility and accountability for management of risk throughout the 

organisation from Trust Board to the point of delivery (from ‘Board to ward’/ward to Board) 
and support greater devolution of decision-making as close to the user of Trust services 
as possible 
 

 
 
 Define the processes, systems and policies throughout the Trust which are in place to 

support effective risk management and ensure these are integral to activities in the Trust 

BAF Risks to Achievement of 
Strategic Objectives

Trust Board

Relevant Board Committee

Executive Management Team

Organisational Management 
Group

Reviewed by Directors and risk 
manager 

Reviewed by CARE 
GROUP/Risk Owners
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 Promote a culture of performance monitoring and improvement which informs the 
implementation of the Business Plan and ensure risks to the delivery of the Trust’s plans 
and market position are identified and addressed 

 Ensure staff are appropriately trained to manage risks within their own work setting and 
clear processes are in place for managing, analysing and learning from experience, 
including incidents and complaints  

 Ensure approaches to individual risk assessment and management balance the rights of 
individuals to be treated fairly, the rights of staff to be treated reasonably and the rights of 
the public in relation to public protection  

 Support Trust Board in being able to receive and provide assurance that the Trust is 
meeting all external compliance targets and legislative responsibilities, including standards 
of clinical quality, Monitor compliance requirements and the Trust’s licence 

 Enable Trust Board to define the appetite for risk and ensure this is understood and acted 
upon at all levels in the organisation 
 

4. Delivery and outcome measures 
Trust Board has overall responsibility and accountability for setting the strategic direction of 
the Trust and ensuring there are sound systems in place for the management of risk. This 
includes responsibility for standards of public behaviour and accountability for monitoring the 
organisation’s performance against the agreed direction, ensuring corrective action is in place 
where necessary. Trust Board must be confident that systems and processes are in place to 
support corporate, individual and team decision-making and accountability for the delivery of 
safe and effective, person-centred care within agreed resources.  
 
The agenda and focus of Trust Board meetings is continuously reviewed to ensure attention 
is given to both framework and implementation. Each quarter, there is a business and risk 
meeting which is forward looking and risk-based, a performance and monitoring meeting which 
provides a detailed retrospective review of performance, and a strategic meeting which also 
informs Trust Board development. 
 
There are currently the following risk committees of Trust Board:  
 Audit Committee 
 Quality and Safety Committee 
 Mental Health Act Committee  
 People & Remuneration Committee 
 Finance, Investment and Performance Committee 
 Commissioning Committee 
 Equality, Inclusion and Involvement Committee 

 
Each of these committees has clearly defined Terms of Reference which set out the functions 
that the committee carries out on behalf of the Trust Board including the specific risks they are 
responsible for reviewing assurance in line with the Trust Risk Appetite Framework.  
 
All committees are chaired by a Non-Executive Director. Minutes are formally presented to 
Trust Board one approved and assurance is provided to Trust Board by the committee chairs.  
The Audit Committee chair does not routinely attend any other committees to ensure 
objectivity; however, the Audit Committee chair has the opportunity to attend each committee 
once a year as part of providing assurance to Trust Board on effectiveness of other risk 
committees.   
 
Membership of committees is organised to ensure good linkages through Non-Executive and 
Executive Directors.  
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The Audit Committee is responsible for assessing the adequacy of systems, controls 
assurance and governance in the organisation as described in the Annual Governance 
Statement and that the systems and processes used to produce information taken to Trust 
Board are sound, valid and complete. This includes ensuring there is independent verification 
of the systems in place for risk management. Responsibility for monitoring financial 
performance is held by Trust Board and Finance Investment and Performance Committee 
scrutinises the financial management systems through its links to internal and external audit.   
 
The Quality and Safety Committee provides assurance to Trust Board on service quality and 
the application of controls assurance in relation to clinical services. It scrutinises the systems 
in place for effective care co-ordination and evidence-based practice and focuses on quality 
improvement to ensure a co-ordinated holistic approach to clinical risk management and 
clinical governance is in place, protecting standards of clinical and professional practice. The 
Clinical Governance & Clinical Safety Committee has a particular focus on ensuring standards 
of clinical care are improved or maintained in a climate of cost control and efficiency savings.   
 
The Mental Health Act Committee is responsible for ensuring the organisation is working 
within the legal requirements of the Mental Health Act (1983), as amended by the 2007 Act 
and Mental Capacity Act (2005), as amended by the 2015 Act, and with reference to the 
guiding principles set out in the Code of Practice and associated legislation as it applies to the 
Mental Health Act, the Mental Capacity Act and Deprivation of Liberty Standards. 
 
The People & Remuneration Committee has delegated authority for developing and 
determining appropriate pay and reward packages for the Chief Executive and Executive 
Directors and a local pay framework for senior managers that actively contribute to the 
achievement of the Trust’s aims and objectives. The People & Remuneration Committee also 
has delegated authority to approve any termination payments for the Chief Executive and 
Executive Directors and is also responsible for approving Clinical Excellence awards for 
Consultant Medical staff. The Committee also supports the strategic development of human 
resources and workforce development and considers issues and risks relating to the broader 
workforce strategy. On behalf of Trust Board, it reviews in detail key workforce performance 
issues. 
 
The Finance, Investment and Performance Committee prime purpose is to provide 
oversight and challenge of the Trust’s financial performance and financial plans to ensure the 
Trust and the services it provides remain financially sustainable. It will also review capital plans 
with particular focus on the scrutiny of major investments, including post evaluation reviews, 
and investment proposals. The committee will also review the overall performance metrics of 
the Trust to identify key trends and issues. This may result in direction being given to other 
committees of the Board to carry out more detailed review and determine where corrective 
action needs to be taken. On behalf of the Trust Board, it will have an oversight of related 
risks, providing additional scrutiny of any such risks which are outside the Trust’s Risk 
Appetite, giving assurance to the Board around the management of such risks. 
 
The Commissioning Committee’s purpose is to ensure delineation between provision and 
commissioning responsibilities (finance, contracting, planning and quality assurance) of the 
West Yorkshire Adult Secure Provider Collaborative (including Forensic CAMHS), South 
Yorkshire Adult Secure Provider Collaborative and other specialised mental health provider 
collaboratives as appropriate and to provide oversight and assurance of the Trust’s 
commissioning responsibilities as Lead Provider. 
 
The Equality, Inclusion and Involvement Committee prime purpose is to ensure the Trust 
improves the diversity of its workforce and embeds diversity and inclusion in everything it does, 
through involvement and promoting the values of inclusivity and treating people with respect 
and dignity. The Committee will develop and oversee a strategy, including an approach to 
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positive action, to improve access, experience and outcomes for people from all backgrounds 
and communities, including people who work and volunteer for the organisation, those who 
use Trust services and their families, and those who work in partnership with the Trust to 
improve the health and well-being of local communities. On behalf of the Trust Board, it will 
have oversight of related risks, providing additional scrutiny of any such risks which are outside 
the Trust’s Risk Appetite, giving assurance to the Board around the management of such risks. 
 
Trust Board and its committees are reviewed on an ongoing basis to ensure that Trust Board 
adds value to the organisation in terms of setting strategy, monitoring performance and 
managing risk. This includes: 
 A development programme based on continuous review of the combined skills and 

competencies of the Trust Board 
 Ongoing review of the format of Trust Board meetings to ensure best use of time and 

appropriate balance between strategy development and retrospective performance 
monitoring 

 An annual review of the committee structure, membership and Terms of Reference and 
value added to ensure clarity of role and optimise their effectiveness 
 

The Members’ Council plays a key role in the Trust’s governance arrangements. It provides 
a bridge to the community, supporting the Trust to engage with its membership and acting in 
an advisory role in the development of strategy and plans. The Members’ Council primary duty 
is to hold Non-Executive Directors to account for the performance of Trust Board. Its work 
programme is specifically designed to reflect this duty. 
 
The Members’ Council is also responsible for monitoring the effectiveness of Trust Board 
including the appraisal of the Chair and appointment and removal of Non-Executive Directors. 
The Members’ Council has a Nominations Committee to support this role. 
 
Ongoing development of the Members’ Council focuses on: 
 Development of the interface between the Trust Board and Members’ Council 
 Public and staff elections to attract people who represent the diversity of the community 

served by the Trust and effective induction of new members 
 Development of individual and collective skills of the whole Members’ Council 
 Development of the interface between the Members’ Council and the wider membership 

to optimise the Members’ Council’s role 
 

The Trust has three appointed Freedom to Speak Up Guardians. Specific risks identified 
through this role will be escalated to the lead Director as appropriate, to be dealt with in 
accordance with the Risk Management Framework and procedure. 
 
The Chief Executive is the Accounting Officer of the Trust and has responsibility for 
maintaining a sound system of internal control that supports the achievement of the Trust’s 
policies, aims and objectives, whilst safeguarding its resources.  
 
The Accounting Officer’s approach is set out in the Annual Governance Statement, which 
describes the system of internal control within the organisation. This is based on an ongoing 
process designed to identify and prioritise the risks to the achievement of the policies, aims 
and objectives of the Trust, to evaluate the likelihood of those risks being realised and the 
impact should they be realised, and to manage them efficiently, effectively and economically.   
The Chief Executive provides leadership to the Executive Management Team (EMT). EMT 
is made up of executive, clinical and operational directors and is responsible for ensuring 
implementation of the framework agreed by Trust Board.  
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EMT reviews the risk register and scans clinical risks including incidents, claims and 
complaints to ensure they are being effectively managed, and action is being taken to minimise 
the risk of recurrence. EMT also reviews the strategic position of the Trust and any potential 
threats to income or achievement of its plans.   
 
Extended EMT meets monthly. Extended EMT provides an opportunity to engage all first line 
report staff in transformation and improvement, delivery and focus on potential risks. It 
comprises of the Chief Executive, all executive Directors, and senior staff including deputy 
directors, clinical, general management and practice governance leads from Care Groups.   
 
Care Groups are responsible for delivering safe and effective services within agreed 
resources within geographical or specialist service areas, within a framework of devolved 
responsibility to ensure effective delivery of the Trust’s Business Plan and providing an 
effective performance framework for delivery. 
 
The executive functions of the organisation have been reviewed to support the ongoing 
development of Care Groups and devolution of decision-making to service lines EMT has 
reviewed the way that it works to ensure effective matrix working between the Care Groups 
and the support directorates through a “Quality Academy” approach designed to ensure 
capacity in the organisation is prioritised towards delivering high quality, sustainable services. 
Each Care Group has a service director to support executive Directors to deliver services. 
They also manage the working relationship of the ‘trio’-based approach at senior level, 
encompassing clinical, general management and practice governance to ensure excellence 
in service quality and delivery in terms of effective clinical engagement and prioritisation, 
appropriate deployment of resources and effective clinical governance. 
 
The Chief Operating Officer is responsible for determining the configuration of service lines 
within the Care Groups to optimise quality and efficiency. 
 
Trust support services, including the Nursing Quality and Professions Directorate support the 
organisation to:  
 Combine the work of the voting executive directors, with support from the Director of 

Strategy and change (Deputy Chief Executive)  
 Ensure key linkages and synergies between all portfolios to provide optimal support to 

delivery of services in Care Groups 
 Ensure ongoing quality improvement and associated compliance with regulatory 

requirements 
 Ensure linkage across key quality domains  

 
Professional leadership arrangements are in place within the Trust for nursing, allied health 
professionals, medicine and pharmacy, psychological therapies and social care staff working 
in integrated teams to support the delivery of safe clinical services through development of the 
knowledge and skills of staff. This is led by the Director of Nursing, Quality and Professions 
and the Medical Director. 
 
The Trust has a dedicated Business Development and Contracting Team to manage the 
relationship with commissioners ensuring there are sound systems in place to respond to 
issues which might affect future commissioning intentions and provide a forum for exploring 
opportunities for service development. Identification of risks to income, opportunities for 
expansion, and risks to achieving targets and key performance indicators are reported and 
considered through EMT meetings where appropriate action is agreed.   
 
Effective management of the Trust’s relationships with commissioners is reviewed by EMT on 
a regular basis to ensure it reflects the changing arrangements for commissioning set by the 
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Government and NHS England. The Trust is actively involved in Integrated Care Systems in 
West Yorkshire and South Yorkshire.  
 
The Trust has historically been engaged in (or led) Provider Collaboratives/Alliances/Networks 
in several of our places or across a larger geography, for example – Barnsley Health and Care 
Alliance; Wakefield Mental Health Alliance; Kirklees Mental Health Alliance.  
 
5. Our approach to the management of 

change  
#allofusimprove is South West Yorkshire 
Partnership Foundation Trust’s approach to 
Quality Improvement, it is the adopted 
consistent and systematic approach to quality 
improvement across the Trust and is more 
commonly referred to as ‘QI the SWYPFT way.’  
 

The mantra across the Trust is that quality improvement 
is everyone’s business, no matter who, where or what role 
or band a colleague has within the Trust they have a role 
and responsibility to help us continually improve 
 
SWYPFT has a dedicated #allofusimprovement team 
made up of colleagues with specialist quality improvement 
skills and knowledge. The #allofusimprove team provides 
support, advice and guidance to individuals, teams and 
whole care groups wanting to carry out improvements in 
their work area.  
 
All individuals and teams have the opportunity to access 
a wide range of tools including the model for improvement 

toolkit used to design, test and implement changes for low level improvements and the six 
step quality improvement project toolkit used to manage larger scale quality improvement 
projects which covers each step of our bespoke six-stage process from identification of the 
challenge faced, using QI tools to help understand the problems, generating and testing ideas, 
right through to implementation and sharing of stories.  
 

The quality improvement model offered to all colleagues 
across the organisation spans the four quadrants of: 
people, training, skills and knowledge, support and 
connecting and sharing. 

Our people are at the heart of the model and it is important 
to us that we have effective leadership for improvement.  

Our Trust Board members have received training on 
quality improvement tools and techniques for data and 
measurement and each of our Executive team has 
undertaken training on quality improvement including the 
Institute of Healthcare Certificate of Quality and Safety.  

 

Creating a workplace culture that supports quality improvement is vital to ensuring our 
systematic approach to improvement is embedded across the Trust.  
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As a Trust we are proud of our #allofusimprove approach and offer to our staff. Our approach 
to quality improvement is a vital part of our mission to be relevant today and ready for 
tomorrow. 
 
6. Risks 
Risks identified in the delivery of this framework include: 
 Procedures, processes and systems not embedded throughout the Trust to support 

effective risk management 
 A lack of collective commitment internally in promoting a culture of effective risk 

management 
 A lack of personal responsibility for individually identifying, assessing and managing risk 

within their own area of responsibility 
 

Key risks will be mitigated in line with this framework and risk appetite. An implementation 
plan for the Framework is outlined at Appendix 6 and monitoring and compliance with the 
framework is outlined at Appendix 1.   
 
7. Resourcing, staffing and technology related issues 
Risk management needs to be an integral part of our work right across the organisation. The 
framework has been designed not to create additional activity, but to align resources and 
efforts based on Trust priorities. It is, therefore, vital the implementation plan is incorporated 
into the annual planning process rather than viewed as separate activities. 
The Trust’s approach to risk management training in respect of Trust Board and the Extended 
EMT is outlined in Appendix 6 and set out in the Risk Management Procedure. 
 
8. Next steps and governance arrangements  
This framework is reserved for agreement at Trust Board and will be delivered through our 
EMT. The Director of Strategy, Inclusion and Change is accountable for delivery. 
Implementation of the framework will see involvement from teams across the organisation. An 
implementation plan for the Framework is set out in Appendix 6. 
 
Directors are responsible for the identification, assessment and management of risk within 
their own area of responsibility. Trust Board, as a whole, provides leadership of the 
organisation within a framework of prudent and effective controls that enable risk to be 
assessed and managed. Trust Board is required to approve an annual self-certification 
confirming that risk management systems are effective and fit for purpose.   
 
The Chief Executive has overall responsibility for risk management across the Trust and 
delegates general risk management responsibilities to all Executive and Operational Directors. 
Individual directors have lead responsibility for specific areas of risk management, which are 
detailed in Appendix 5. 
 
Managers are responsible for the management of day-to-day risks of all types within their 
remit and budget allocation. They are charged with ensuring that risk assessments are 
undertaken within their own service area on a proactive basis, ensuring risks identified are 
appropriately managed and controlled, and that risks which cannot be controlled or prevented 
are recorded on the appropriate risk register at the appropriate level. Individual managers 
should: 
 Ensure adherence to Trust policies and procedures to support effective risk management 
 Raise staff awareness of the key objectives in the risk management framework 
 Foster a supportive environment to facilitate the reporting of risks and incidents 
 Manage clinical and non-clinical risks in their area, including risks to the Trust’s reputation 
 Manage communications, including adherence to Trust policy 
 Ensure staff are aware (including sub-contractors) of risks in the working environment 
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 Ensure staff training needs are identified and addressed 
 Ensure adherence to standing orders, standing financial instructions and scheme of 

delegation 
 
All staff have responsibility for managing risk within their own sphere of responsibility, 
including: 
 Awareness of organisational and health and safety risk assessments and of any measures 

(such as, policies and procedures) that are in place to mitigate risks 
 Identifying and reporting hazards and risks arising out of work-related activities 
 Awareness of the requirement to report risks and how this is done within the Trust 
 Working within their area of competence and identify their own training needs 
 Following Trust policies and procedures 
 Contributing to identification of risks and follow up actions in the risk register 
 
9. Evaluation and review 
This framework covers a period of three years and will be evaluated and reviewed in April 
2028. 
 
Monitoring of risk and the effectiveness of the Risk Management Framework is undertaken 
through: 
 Review of the Framework by Trust Board every three years 
 Scrutiny of Trust Board committee minutes as a standing item on the Trust Board agenda 
 Internal and external audit activity 
 Scrutiny of the assurance framework and risk register by Trust Board quarterly and by the 

Executive Management Team monthly 
 Triangulation of risk process monitored by the Audit Committee  
 Areas of underachievement and potential risk highlighted through the Integrated 

Performance Report to Trust Board monthly 
 Directors’ reviews with the Chief Executive 
 The Chief Executive’s reviews with the Chair 
 
Compliance with the framework will be monitored through established risk processes already 
in place within the organisation. These are outlined in Appendix 1. 
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10.  Appendices  
Appendix 1 – Monitoring compliance with the framework 

Risk process Purpose Frequency Lead Outcome 
Review of the Risk 
Management Framework 

To ensure it is appropriate for the Trust, 
reflects current priorities and the external 
environment, and is fit for purpose. 

 

Every three 
years 

Company 
Secretary 

To ensure Trust Board fulfils its overall 
accountability and responsibility for risk 
management in the organisation and that 
the Trust’s approach to risk fits with the 
Trust’s strategic direction. 

Annual Governance 
Statement 

Sets out the Trust’s systems and 
processes of internal control 

Annual Chief Executive Presented to and supported by Trust 
Board. Included in the Trust’s annual 
report and accounts. Scrutinised by the 
Audit Committee, Trust Board and NHSE). 

Trust Board Committees 
review of their 
effectiveness 

To ensure Trust Board committees are 
meeting their terms of reference and 
providing assurance to Trust Board of 
their effectiveness in scrutinising risk in 
the organisation. 
 

Annual Committee Chairs 
and lead 
Directors/Company 
Secretary 

Annual report presented to each 
Committee by the Committee Chair and 
lead Director. Committee undertakes a 
review of its terms of reference to ensure 
relevance and appropriateness, approves 
its annual work programme and 
undertakes a self-assessment. The annual 
report is then presented to the Audit 
Committee to provide assurance to Trust 
Board. 

Audit Committee review of 
the effectiveness of risk 
committees 

To ensure Trust Board committees are 
meeting their terms of reference and 
providing assurance to Trust Board of 
their effectiveness in scrutinising risk in 
the organisation. 

Annual Chair of Audit 
Committee 

Presented to the Audit Committee, which 
provides assurance to Trust Board. 

Ongoing work of risk 
committees 

Scrutiny of risk and its management Committees 
meet a 
minimum of 
four times 
per year 

Non-Executive 
Chairs / Lead 
Directors/ Director 
of Finance and 
Resource / 
Company 
Secretary 

Feedback to Trust Board and annual 
reports to the Audit Committee and, 
through the Committee, to Trust Board. 
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Risk process Purpose Frequency Lead Outcome 
Internal audit programme This takes a risk-based approach to 

provide assurance that the Trust’s key 
internal controls are robust, appropriate 
and fit for purpose. The programme 
forms the basis of the Head of Internal 
Audit Opinion and the Accounting 
Officer’s Annual Governance Statement. 

Annual work 
programme 

Director of 
Finance, Estates 
and Resource 

Presentation of reports to the Audit 
Committee. Head of Internal Audit Opinion 
forms a key part of the Trust’s annual 
reporting statements. Supported by 
independent review of Trust annual report, 
accounts and Quality Accounts. 

Internal audit of risk 
management processes 

To provide assurance that the Trust’s 
processes are robust, appropriate (fit for 
purpose) and are followed. 

Annual Internal audit / 
Director of Finance 
and Resource 

Presentation of report to Audit Committee. 

Review of the Trust’s 
appetite for risk. 

To ensure that the Trust’s strategic 
direction, objectives and annual plan 
reflect its appetite for risk and is 
consistent with the Trust’s mission, 
vision and values. 

Annual (as 
part of 
annual 
planning) 

Chair and Chief 
Executive 

Agreement of the Trust’s strategic direction 
and annual plan to ensure the Trust meets 
its objectives and manages risk in an 
effective way at a level appropriate to the 
Trust. 

Risk management training To ensure that the Trust’s approach to 
risk management is embedded at the 
highest level within the organisation. 

 Annually Director of Finance 
and Resource 

Trust Board and members of the Extended 
Executive Management Team undertake 
mandatory risk management training 
annually via information booklet available 
on the intranet. To be rolled out to other 
staff as appropriate. 

Triangulation of risk, 
performance and 
governance 

To triangulate performance, risk and 
governance to demonstrate that all key 
strategic risks are captured by the risk 
management process; risks are 
appropriately highlighted and managed 
through the governance committees and 
operational meetings; and there is a 
clear link between risk management and 
identifying areas of poor performance by 
cross referencing the content of the 
performance report to the risk register. 

Quarterly Director of Finance 
and Resource / 
Company 
Secretary 

Presentation of report to Audit Committee. 
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Appendix 2 – Risk registers: guidance on use of the risk grading matrix 
 
Choose the most appropriate domain for the identified risk from the left-hand side of the table, then 
work along the columns in same row to assess the severity of the risk on the scale of 1 to 5 to 
determine the consequence score, which is the number given at the top of the column.  
 

 
Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Impact on the safety of 
patients, staff or public 
(physical/psychological 
harm)  

Minimal injury 
requiring 
no/minimal 
intervention or 
treatment.  
 
No time off work 

Minor injury or 
illness, requiring 
minor intervention  
 
Requiring time off 
work for >3 days  
 
Increase in length 
of hospital stay by 
1-3 days  

Moderate injury  
requiring 
professional 
intervention  
 
Requiring time off 
work for 4-14 days  
 
Increase in length 
of hospital stay by 
4-15 days  
 
RIDDOR/agency 
reportable incident  
 
An event which 
impacts on a small 
number of patients  
 
 
 
 

Major injury leading 
to long-term 
incapacity/disability  
 
Requiring time off 
work for >14 days  
 
Increase in length of 
hospital stay by >15 
days  
 
Mismanagement of 
patient care with 
long-term effects  

Incident leading to 
death  
 
Multiple permanent 
injuries or 
irreversible health 
effects 
  
An event which 
impacts on a large 
number of patients  

Quality/complaints/audit  Peripheral 
element of 
treatment or 
service 
suboptimal  
 
Informal 
complaint/inquiry  

Overall treatment 
or service 
suboptimal  
 
Formal complaint 
(stage 1)  
 
Local resolution  
 
Single failure to 
meet internal 
standards  
 
Minor implications 
for patient safety if 
unresolved  
 
Reduced 
performance rating 
if unresolved  

Treatment or 
service has 
significantly 
reduced 
effectiveness  
 
Formal complaint 
(stage 2) complaint  
 
Local resolution 
(with potential to go 
to independent 
review)  
 
Repeated failure to 
meet internal 
standards  
 
Major patient safety 
implications if 
findings are not 
acted on  

Non-compliance 
with national 
standards with 
significant risk to 
patients if 
unresolved  
 
Multiple complaints/ 
independent review  
 
Low performance 
rating  
 
Critical report  

Totally 
unacceptable level 
or quality of 
treatment/service  
 
Gross failure of 
patient safety if 
findings not acted 
on  
 
Inquest/ombudsman 
inquiry  
 
Gross failure to 
meet national 
standards  
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

 

 

Human resources/ 
organisational 
development/staffing/ 
competence  

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

Low staffing level 
that reduces the 
service quality  

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

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

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

 

 

Statutory duty/ 
inspections  

No or minimal 
impact or breech 
of guidance/ 
statutory duty  

Breech of statutory 
legislation  
 
Reduced 
performance rating 
if unresolved  

Single breech in 
statutory duty  
 
Challenging 
external 
recommendations/ 
improvement notice  

Enforcement action  
 
Multiple breeches in 
statutory duty  
 
Improvement 
notices  
 
Low performance 
rating  
 
Critical report  

Multiple breeches in 
statutory duty  
 
Prosecution  
 
Complete systems 
change required  
 
Zero performance 
rating  
 
Severely critical 
report  

Adverse publicity/  
reputation  

Rumours  

Potential for 
public concern  

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

Local media 
coverage – 
long-term reduction 
in public confidence  

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 
days service well 
below reasonable 
public expectation. 
MP concerned 
(questions in the 
House)  
 
Total loss of public 
confidence  

Business objectives/ 
projects  

Insignificant cost 
increase/ 
schedule 
slippage  

<5 per cent over 
project budget  
 
Schedule slippage  

5–10 per cent over 
project budget  
 
Schedule slippage  

Non-compliance 
with national 10–25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  

Incident leading >25 
per cent over 
project budget  
 
Schedule slippage  
 
Key objectives not 
met  
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Consequence score (severity levels) and examples of descriptors  

 1  2  3  4  5  

Domains  Negligible  Minor  Moderate  Major  Catastrophic  

Finance including 
claims  

Small loss Risk 
of claim remote  

Loss of 0.1–0.25 
per cent of budget  
 
Claim less than 
£10,000  

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

Uncertain delivery 
of key 
objective/Loss of 
0.5–1.0 per cent of 
budget  
 
Claim(s) between 
£100,000 and £1 
million 
 
Purchasers failing 
to pay on time  

Non-delivery of key 
objective/ Loss of 
>1 per cent of 
budget  
 
Failure to meet 
specification/ 
slippage  
 
Loss of contract / 
payment by results  
 
Claim(s) >£1 million  

Service/business 
interruption 
Environmental impact  

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

Loss/interruption 
of >8 hours 
  
Minor impact on 
environment  

Loss/interruption of 
>1 day  
 
Moderate impact on 
environment  

Loss/interruption of 
>1 week  
 
Major impact on 
environment  

Permanent loss of 
service or facility  
 
Catastrophic impact 
on environment  

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

Likelihood score  1  2  3  4  5  

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  

Frequency  
How often might 
it/does it happen  
 
 
 
 
 

This will probably 
never happen/recur  
 

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

Might happen or 
recur occasionally 
 

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

Will undoubtedly 
happen/recur, 
possibly frequently 
 
 
 
 
 

 
Risk scoring = consequence x likelihood (C x L)  

 Likelihood  

Consequence   1  2  3  4  5  

 Rare  Unlikely  Possible  Likely  Almost certain  

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

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

    1 - 3  Low risk 
4 - 6 Moderate risk 

  8 - 12 High risk  

   15 - 25 Extreme risk  
 



 

18 
 

Instructions for use  
1 Define the risk(s) explicitly in terms of the adverse consequence(s) that might arise from the risk.  
 
2 Use table 1 to determine the consequence score(s) (C) for the potential adverse outcome(s) 

relevant to the risk being evaluated.  
 
3 Use table 2 to determine the likelihood score(s) (L) for those adverse outcomes.  
 
4   Calculate the risk score, multiplying the consequence by the likelihood: C (consequence) x L 

(likelihood) = R (risk score)  
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Appendix 3 – Risk appetite statement 
 
Risk Appetite, definition, and purpose 
Risk appetite can be defined as the amount of risk, on a broad level, that an organisation is 
willing to accept in the pursuit of its strategic objectives.   
 
The Trust recognises that its long-term sustainability depends upon optimising risk in relation 
to the delivery of its strategic objectives, and also that the relationship with patients, staff, 
contractors, the general public, our partners and other stakeholders is key to the Trust’s 
success.  
 
As such, SWYPFT upholds a duty of care to ensure that health and safety is not compromised 
and therefore, taking into consideration that most risks cannot be completely eliminated, the 
Trust will have a low tolerance to risks that could result in a negative impact on the health and 
safety of patients, staff, contractors, the general public and other stakeholders.  
 
However, within the boundaries of regulatory constraints, the Trust has an open appetite to 
take well-considered and balanced risks to pursue innovation and opportunities where positive 
gains can be expected, whilst being confident that through good risk management the threats 
can be averted.  
 
The Trust will review its risk appetite at least annually as part of the review of its Risk 
Management Strategy. 
 
A risk appetite enables Trust Board to formally communicate to the organisation the level and 
type of risks it is willing to accept to achieve the Trust’s mission, strategic objectives and 
organisational priorities.  It will assist decision-makers in understanding the degree of risk to 
which they are permitted to expose the Trust whilst encouraging enterprise and innovation.  
The Public Accounts Committee (PAC) supports well managed risk-taking, recognising that 
innovation and opportunities to improve public services often requires risk taking, providing 
the organisation has the ability, skills, knowledge, and training to manage those risks well.  
The statement of risk appetite is by its nature dynamic, and its drafting will be an iterative 
process that reflects the challenging environment facing the Trust and the wider NHS.   
 
Process 
It is recognised that the Trust may have limited influence on external factors that can impact 
on the Trust’s ability to manage a risk down to the risk target.  A risk target is just that: a target 
the Trust is aiming to manage down to; however, on occasions the Trust may have to revise 
that target to the ‘least worst’ option.  This might be the case in situations that might be in the 
best interest of service users, but present risk to the Trust. The Executive Management Team 
(EMT), through its regular review of the Organisational Risk Register. and the Operational 
Management Group through its review of care group risk registers, will consider if there is a 
likelihood of a risk not being managed down to the right level.  A risk exception report will be 
presented to the relevant committee or forum of Trust Board (as set out in their Terms of 
Reference) setting out the actions being taken and the consequences of managing the risk to 
a higher risk appetite level. Through EMT, a scan across care group and directorate registers 
of risks scoring below 15 and above 15 (before mitigation) will allow any themes / hot spots to 
be identified, mitigating actions agreed and referral to the appropriate committee / forum of 
the Board as applicable. 
  
Trust Board will review its risk register, and associated mitigations at the quarterly Business 
and Risk meeting, ensuring any risks, emerging risks, changes in activities or key risk 
indicators are reviewed in accordance with the risk appetite of Trust Board.  This may involve 
taking considered risks into account where the long-term benefits outweigh any short-term 
impact   The impact of these risks will be reflected through the Board Assurance Framework. 
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The Board Assurance Framework (BAF) provides the Trust Board with a simple but 
comprehensive method for effective and focused management of the risks to meeting the 
Trust’s three strategic aims shown below:  

 
1. We will live our values  

  

        
 

2. We will be the best we can be 
 

       
 
 

3. We will be ambitious 
 

         
 

 
The Trust’s Risk Management Strategy sets out the Trust’s risk scoring approach, which is 
based on the likelihood of an event happening multiplied by the consequence of the action. 
When considering risk appetite and areas of risk the Trust will take into consideration any 
potential impact on inequalities, maintaining a low threshold in this regard. 
 
Risk appetite target scores 
We have reviewed and defined our risk appetite in line with the ‘Good Governance Institute 
risk appetite for NHS Organisations’ matrix update published in May 2020 and aligned to the 
Trust’s own risk assessment matrix as shown in the table below.  
 
Risk appetite target scores 
 
Note: The target score is that after the risk has been mitigated through relevant action plans. 
 
Good Governance Institute matrix Risk 

appetite 
Level 

Risk target 
score 
(range) 

None: Avoidance of risk and uncertainty is a key 
organisational objective 

None Nil 
 

Minimal: (ALARP: As low as reasonably possible) 
Preference for ultra-safe delivery options with low inherent 
risk and only for limited reward potential 

Low 1-3 
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Good Governance Institute matrix Risk 
appetite 
Level 

Risk target 
score 
(range) 

Cautious: Preference for safe delivery options that have a 
low degree of inherent risk and may only have a limited 
potential for reward. 

Moderate 4-6 
 

Open: Willing to consider all potential delivery options and 
choose, whilst also providing an acceptable level of reward 
(and value for money (VFM)) 

High 8-12 
 

Seek: Eager to be innovative and to choose options offering 
potentially higher business rewards (despite greater 
inherent risk) 

Extreme 15-20 
 

Mature: Confident in setting high levels of risk appetite 
because controls, forward scanning and responsiveness 
systems are robust. 

Extreme 25 
 

 
Application 
 
Within our Risk Management Governance Framework, we have defined the following five 
broad areas of risk which have been used to frame the Trust’s risk appetite statement.  Note: 
The risk appetite and risk targets noted are indicative and for discussion at Trust Board. 
 
Clinical Safety and Quality risks: Risks arising as a 
result of clinical or healthcare practice(s) or those 
risks created or exacerbated by the environment, 
such as cleanliness or ligature risks or workforce 
i.e. the inability to recruit or retain an appropriately 
skilled workforce 

Good governance 
matrix: 

Minimal – Cautious 

Risk 
target 

1-6 

Risk appetite: 
Low-Moderate 

 Examples of clinical safety and quality risk are: 
 Risks to service user/public safety 
 Risks to meeting recognised clinical and/or environmental standards e.g FIRM 

(Formulation informed risk management), record keeping, infection prevention 
and control, NICE guidance and compliance with Patient Safety Incident 
Response Framework 

 Risks to staff safety 
 Risks to meeting mandatory training requirements, within limits set by the Board. 
 Workforce risk, inability to attract and retain appropriately qualified staff to deliver 

Trust plans 
 Risk that decisions external to the Trust impact on ability to deliver high quality 

care 
 
 
Compliance risks: Failure to comply with its 
licence, CQC registration standards, or failure 
to meet statutory duties, such as compliance 
with health and safety legislation. 
 

Good Governance 
matrix: 

Minimal-Cautious 

Risk target 
1-6 

Risk appetite: 
Low - Moderate 

 Examples of compliance risks are: 
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 Risk of failing to comply with NHS England requirements impacting on the Trust’s 
license 

 Risk of failing to comply with CQC standards and potential of compliance action. 
 Risk of failing to comply with health and safety legislation 
 Risk of failing to comply with Fire Safety (England) Regulations 2022 
 Risk of failing to comply with data security protection toolkit standards, including 

meeting cyber essentials standards 
 Risk of failing to comply with our statutory responsibilities under the Equality Act 

2010, especially the Public Sector Equality Duty (PSED) and the Health and 
Social Care Act 2022. 

 Risks to meeting statutory training requirements e.g. information governance, 
Oliver McGowen training 

 Risks of failing to comply with PCREF (Patient and carer race equality framework) 
 Risks of failing to comply with the Accessible Information Standard 
 Risks of failing to comply with environmental standards such as its obligations 

under the Climate Change Act 
 

 
Financial risks: Risks which might affect the 
sustainability of the Trust or its ability to achieve 
its plans, such as loss of income. 

Good Governance 
Matrix: 

Minimal-Cautious 

Risk target 
1-6 

Risk appetite: 
Low-Moderate  

 Examples of financial risks are: 
 Financial risk associated with plans for existing/new services as the benefits for 

patient care may justify the investment 
 Risk of breakdown in financial controls, loss of assets with significant financial 

value 
 Risk of impact of wider financial system pressures on the Trust’s ability to deliver 

its own operational and financial plan 
 

 
 
Strategic risks: Risks generated by the national 
and political context in which the Trust operates 
that could affect the ability of the Trust to deliver 
its plans. 

Good 
Governance 

Matrix: 
Open 

Risk target 
8-12 

Risk appetite: 
High 

 Examples of strategic risk are: 
 Delivering transformational change ensuring a safe place to receive services and 

a safe place to work 
 Developing partnerships that enhance the Trust’s current and future services 
 Delivering the Trust Social Responsibility and Sustainability strategy in line with 

the NHS Long Term and Green plans 
 The risk the Trust fails to innovate and fulfil its strategic ambitions 
 Ensuring that equality, involvement and inclusion is central to everything the Trust 

does to reduce inequalities, tackle stigma and eliminate discrimination 
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Business risks: Risks which might affect the 
Trust’s ability to achieve its plans or damage to 
the Trust’s public reputation which could impact 
on commissioners’ decisions to place contracts 
with the organisation. 

Good governance 
matrix:  
Open 

Risk 
target 

8-12 

Risk appetite: 
High 

 Examples of business risks are: 
 

 Lack of appropriate Estates and Facilities structures and systems to deliver high 
quality, modern safe services 

 Missed opportunities, the Trust fails to identify opportunities for growth impacting 
on business sustainability and development 

 Decisions external to the Trust (e.g. decommissioning) impact on ability to deliver 
effective services 

 Reputational risk, negative impact on perceptions of service users, staff, and the 
wider system, including commissioners and providers (in carrying out the role of 
lead/coordinating provider for services across West and/ or South Yorkshire), and 
the public 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 



 

24 
 

Appendix 4 – Board risk assurance and risk escalation framework 
 
Introduction 
South West Yorkshire Partnership NHS Foundation Trust (the Trust) has developed a range 
of policies, systems and processes which when drawn together comprise a robust framework 
for the assurance of quality and escalation of risk within the Trust. 
 
This document describes the assurance and risk escalation framework and demonstrates how 
the Trust’s risk systems and learning from events is monitored and escalated where necessary 
by an effective governance and committee structure.  
 
A robust governance framework is essential for the organisation as it provides assurance to 
the Trust Board, the Members’ Council, senior managers and clinicians that the essential 
standards of quality and safety are being met by the Trust. It also provides assurance that the 
governance processes are embedded throughout the organisation.  
 
This framework describes the responsibility and accountability for the Trust’s governance 
structures and systems, through which Trust Board receives assurance or escalates concerns 
and risks related to quality of services, performance targets, service delivery and achievement 
of strategic objectives.  It also addresses under-performance and ensures that potential 
performance problems are identified early, and action plans developed to rectify or mitigate 
the issues. 
 
Culture 
The Trust has an open, honest and learning culture, which is set out in its mission and values 
and underpinned in its Being Open policy. The Trust encourages the reporting of all adverse 
incidents by its staff and the reporting of complaints and concerns by service users, their 
carers and relatives, supported through an independent advocacy process if required. 
 
Staff Involvement 
The Trust has an overarching Equality Diversity and Inclusion Strategy and a number of 
policies and mechanisms which encourage staff at all levels to be involved in performance 
monitoring and to raise concerns about any risk issues.  
 
Examples include Raising Concerns/Freedom to Speak Up (Whistleblowing) Policy , Equity 
Guardians, Freedom to Speak up Guardians, Being Open Policy, Risk Management 
Framework, Incident Reporting and Management Policy, Customer Services Policy, 
safeguarding policies and procedures, staff surveys, through the Staff Side Partnership Forum 
and the Trust formal staff network groups; carers staff network group, disability staff network 
group, LGBT+ staff network group and the Race, Equality and Cultural Heritage (REACH) staff 
network group. 
 
Governor Involvement  
The Members’ Council was fully consulted in the development of the Equality Diversity and 
Inclusion Strategy, as a result of which it now receives regular updates against strategy action 
plans. This enables Trust governors’ access to information which they may wish to bring to 
the Trusts attention through risk escalation route. This is in addition to governor engagement 
with patients, carers and staff though engagement in quality monitoring visits and Patient Led 
Assessment of the Care Environment (PLACE) visits.  
 
Service user / carer / public involvement 
The Trust encourages service users, their carers and the public to make comments and / or 
raise concerns both formally and informally via a number of mechanisms, such as customer 
services, patient experience surveys, friends and family test, service line specific service user 
and carer groups, Patient Led Assessments of the Care Environment (PLACE). 
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Internal and external sources of assessment and assurance 
The Trust has a number of internal and external sources of assessment and assurance, 
including the following: 
 
Internal 
 Board and committee assurance reports 
 Trust Action Group (TAG) reports 
 Integrated Performance Report (IPR) 
 Minutes (of key meetings) 
 Internal Audit reports 
 Local Counter Fraud reports 
 Staff Survey Results 
 Individual Patient Safety Incident Investigation (PSII)  
 Annual Governance Statement 
 Data Security and Protection Toolkit (DSPT) 
 Quality Impact Assessments (QIAs) 
 Equality Impact Assessments (EIAs) 
 Members’ Council Quality Group 
 Quality Monitoring Visits  
 
External 
 External visits / inspection reports such as CQC visits 
 Independent reviews (such as Ombudsman Reports) 
 External accreditations such as IIP, Clinical Network Reviews 
 Quality Account and its independent audit 
 Annual Audit letter 
 National staff surveys 
 National Patient Satisfaction Surveys (Friends and Family Test) 
 Patient Led Assessment of the Clinical Environment (PLACE) Inspection reports 
 Healthwatch reports 
 External Audit reports 
 
The Trust also commissions additional external reviews of activities, services and events 
where a need for independent assessment and assurance has been identified. 
 
Commissioners and Regulators 
The Trust is a large organisation offering a wide number of services across multiple places. 
During 2022/23 the Trust moved to operate within two Integrated Care Systems (ICS) and 
delivers services within a complex and financially challenging environment. Formal 
mechanisms are in place by which key stakeholders, such as commissioners and regulators 
can raise concerns such as contract performance and quality issues. The NHS Improvement 
Quarterly Review Meetings (QRMs) with the EMT will continue in this new operating 
environment.  
 
Trust’s internal quality and performance monitoring 
The Trust has a number of groups where quality and performance is discussed. The key 
performance meetings are the Operational Management Group (weekly) and EMT 
performance and monitoring meeting (monthly). Trust Board committees provide assurance 
following each meeting including approved committee minutes. 
 
Performance is managed at a local level through monthly Care Group performance and 
governance meetings. Each Care Group considers its performance against key performance 
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targets and reviews the performance of individual service lines within the Care Group against 
these indicators. Where performance issues are identified, actions plans are developed and 
implemented to address the issues. 
 
Reporting of key issues adversely affecting performance is done on an exception basis at 
OMG and any key risks or areas of performance requiring escalation are elevated to EMT to 
be managed accordingly. 
 
The Quality and Safety Committee receives performance information and intelligence relating 
to all aspects of quality, safety, risk and regulation, and patient experience; likewise the Mental 
Health Act Committee has a specific focus on aspects relating to the Trust’s implementation 
of the Mental Health Act. Any significant risks or issues are reported through to the Trust Board 
through the monthly committee assurance report and the Board Assurance Framework (BAF), 
which is submitted quarterly to the Board. 
 
Trust Board receives an Integrated Performance Report (IPR) each month. It details a range 
of indicators with the most recent month’s performance against target on a red, amber, green 
(RAG) rated basis.  Any areas of adverse performance are reported to Trust Board via more 
detailed exception report as requested by the Trust Board. 
  
A ‘ward-to-Board’ dashboard is in operation which gives specific information on key 
performance indicators on a service line basis, ensuring through the trio partnership of 
clinician, general manager and practice governance coach, all areas are providing safe, 
effective care and a positive patient experience. 
 
Value for Money Plans (VFMPs) 
The Trust has in place a process for the development, evaluation and monitoring of Value for 
Money Plans which includes a robust Quality Impact Assessment (QIA) for each individual 
scheme, that sets out an independent assessment of the quality and risk to services of 
implementing the project.  Projects evaluated as high risk require further work on mitigation of 
risks or substitution of alternative schemes. Evaluated Escalation Framework 
 
Quality Strategy and Quality Account 
The Trust has in place a Quality Strategy, which sets out the Trusts key priorities for quality 
improvement, which are aligned to the CQC domains. The delivery of the continuous quality 
improvement described by the strategy and plan is underpinned by the Trust’s seven step 
Quality Improvement Framework. 
 
The Trust’s annual Quality Account, which is prepared in line with the requirements of the NHS 
Act 2009, Health and Social Care Bill 2012 and our regulator NHS Improvement, provides a 
report to the public about the quality of services the Trust provides and the progress against 
its strategic and annual quality objectives. It provides an opportunity for scrutiny on how the 
Trust performs in relation to quality and sets out the focussed areas for quality improvement 
for the forthcoming year. Independent assurance is obtained on the Trust’s Quality Account 
from commissioners, other external stakeholders and the Trust’s external auditors.  
 
Compliance with Regulators 
Care Quality Commission (CQC) 
As a provider of health services, the Trust is registered with the CQC and has systems in place 
to ensure compliance with its fundamental standards. This includes internal inspections based 
on five key questions in relation to whether services are safe, effective, caring, responsive and 
well led. A self-assessment tool kit is available for teams to benchmark against each of the 
fundamental standards. 
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The Quality and Safety Committee receives exception reports on any areas of noncompliance 
or with compliance concerns. Exception reports also provide assurance against the steps 
being taken to ensure compliance is achieved. 
 
The CQC also undertakes a mixture of announced and unannounced inspections, leading to 
ratings of individual services and the provider overall. 
 
NHS England  
Trust Board confirms compliance with NHS England (NHSE) regarding the conditions of its 
provider Licence in relation to all targets and national core standards, on an annual basis as 
part of the Annual Business Plan (Operating Plan) submission and through the submission of 
other requested statements to NHSE as requested.  
 
Risk escalation framework 
Risks are assessed using the methodology described in the Risk Management Framework.  
Risk assessments are entered onto the Datix risk management system to inform the 
organisation’s risk registers. 
  
The Corporate / Organisational Risk Register is reviewed and updated by EMT on a cyclic 
basis and reviewed on a quarterly basis by the Trust Board in conjunction with the Trust’s 
Board Assurance Framework (BAF) and Risk Appetite Statement. 
 
Board Assurance Framework (BAF)  
Strategic risks are identified by the Trust Board and reviewed quarterly on receipt of the BAF 
and annually against the Trust’s strategic objectives. The Board Assurance Framework (BAF) 
underpins the delivery of the Trust strategic objectives and includes the Trusts   highest risks. 
The Board Assurance Framework is the process by which the Trust produces risk statements 
that align to the Trusts principal risks to delivering its strategic objectives in line with Trust 
values and a commitment to the community it serves.  
 
The BAF is reviewed on a quarterly basis by EMT and Trust Board. The BAF provides a vehicle 
for Trust Board to be assured that the systems, policies and people in place are operating in 
a way that is effective and focussed on the key risks which might prevent the Trust’s objectives 
being achieved. 
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Board Assurance Framework – structure and process  
 
 

Approved by Trust Board: 25 April 2023 
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Assuring board effectiveness 
There are a number of ways in which Trust Board assures itself that it is fulfilling its duties 
effectively. These include: 
 
 Committee annual self-assessments and Annual Reports 
 External effectiveness reviews including the CQC’s well-led review 
 Annual assessment against the Annual Governance Statement, completed in accordance 

with NHS Improvement’s Annual Reporting manual 
 Board strategic and development sessions 
 Scrutiny of Trust Board and committee Minutes, robust monitoring and follow up of the 

Trust Board’s action points and work programme 
 Trust Board director induction and appraisal 
 Assurance reports from the committees to Trust Board 
 
Learning Lessons 
The Trust is committed to learning lessons in an open and transparent way. It does this through 
the examination of complaints, serious incidents, staff feedback, service user and carer 
feedback, internal reports, external reviews, assessments, inspections and the review of 
national reports and reviews.   
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Appendix 5 – Trust Board and Members Council responsibilities 
Trust Board has overall responsibility for setting the strategic direction of the organisation, 
ensuring the Trust meets all external compliance duties and promoting a culture of effective 
risk and performance management. Individual Directors have specific responsibilities in 
relation to risk management. 
 

Chief Executive As Accounting Officer, has overall accountability for risk within the 
organisation, in particular, internal control systems and organisational 
governance, Risk Management Framework and Business Plan. Until the 
substantive appointment of a new Director of Finance and Resources the 
Chief Executive is responsible for environmental management, fire safety, 
health and safety, security management, and waste management.  Director 
lead for the strategic approach to the Trust’s estate. 

Director of Finance 
and Resources 

Executive Director with accountability for strategic financial planning and 
management, demonstrating probity, including counter fraud, and value for 
money. Substantive responsibility for facilities and estates maintenance, 
catering and food hygiene, performance management and information 
management and technology. Holds the role of Senior Information Risk 
Officer and lead Director for co-ordination of the risk agenda. 

Medical Director Executive Director with accountability for medical leadership, including 
professional development and practice effectiveness, medicines 
management, public health, research and development, professional 
leadership (with the Director of Nursing, Quality and Professions), the 
Mental Health Act, and shared accountability for clinical quality with the 
Director of Nursing, Quality and Professions.  

Chief People Officer  Executive Director with accountability for overseeing the delivery of the 
workforce strategic plan for making the Trust a great place to work, the 
organisational development strategy, workforce planning, recruitment and 
retention, and staff wellbeing, including Occupational Health.  

Director of Nursing 
Quality and 
Professions  

Executive director with accountability for clinical governance and clinical 
safety, and compliance, including safeguarding children and vulnerable 
adults, system for reporting, managing, analysing and learning from 
incidents, including serious incidents, managing violence and aggression, 
infection prevention and control, medical devices, clinical records 
management, and professional leadership for non-medical clinical staff. 
Has shared accountability for clinical quality with the Medical Director. 
Holds the role of Caldicott Guardian. 

Director of Strategy 
and Change (Deputy 
Chief Executive) 

Executive Director who supports the Trust Board to set the strategy and 
strategic direction including priorities for the Trust. She plays a key role in 
strategic partnership developments in our places and systems and her 
portfolio also includes leading the integrated change team; marketing, 
communications, involvement and inclusion teams, and library and 
knowledge management services. She is also the executive lead for our 
charities and the equality involvement and inclusion committee. 

Chief Operating 
Officer  

Director with strategic and operational accountability for general 
community, mental health, CAMHS, learning disability and forensic services 
in all of our places (including overview of our role as Lead Provider for West 
and South Yorkshire). 

Director of Provider 
Development 

Director with strategic and operational accountability for partnership and 
integrated care system arrangements.  

Non-Executive 
Directors  

Non-Executive Directors form part of the unitary board and provide 
independent views and independent thinking to board discussion. Non-
Executive Directors ensure the effectiveness of the Executive team and 
maintain oversight of execution of the agreed Trust strategy by the 
Executive team. 
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Members’ Council  Governors are responsible for holding non-executive directors to account 
both individually and collectively for their scrutiny of the executive directors 
execution of the agreed strategic objectives.  

 
There are also a number of statutory and regulatory responsibilities across the Trust relating 
to risk as follows. 
 

Function Lead 

Accounting Officer Chief Executive 

Caldicott Guardian Director of Nursing, Quality and Professions  

Senior Clinical Information 
Oversight 

Chief Clinical Information Officer 

Oversight of Risk 
Management  

Assistant Director of Corporate Governance  

Corporate Governance Company Secretary 

Controlled Drugs Chief Pharmacist 

Counter Fraud Director of Finance, Estates and Resources 

Director for security Chief People Officer   

Emergency planning Chief People Officer   

Fire Chief Executive  

Health and Safety Chief Executive  

Income from overseas Chief Operating Officer  

Lead Governor Public Governor of the Members’ Council 

Registration Authority 
Manager 

Director of Finance, Estates and Resources 

Senior Independent Director Non-Executive Director  

Senior Information Risk 
Officer 

Director of Finance, Estates and Resources 

Freedom to Speak Up Audit Committee Chair 
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Appendix 6 – Implementation plan 

 

Action required Action plan Review date Lead Training 
implications 

Review Board meeting cycle, 
agenda setting process and 
committee functions to ensure 
focus of each meeting is clear 
and ensure adequate focus on 
strategy, risk and performance. 

Review agenda setting to ensure balance of 
focus on strategy and retrospective 
performance monitoring. Review terms of 
reference and membership of committees to 
ensure clarity of function and effective Board 
assurance.  

Annually Chair, Chief 
Executive and 
Company Secretary 

Board development 
sessions and 
strategy sessions 
built into cycle  

Continue to develop improved 
performance reporting to Trust 
Board to ensure information is 
well integrated, timely and 
accessible. 

Annual review of the Integrated Performance 
Report and metrics to ensure they meet Board, 
internal and national requirements  

Annually Director of Finance 
and Resource and 
Director of Nursing, 
Quality and 
Professions 

Individual and whole 
Board development 
to support effective 
governance 

Each committee to undertake an 
annual self-assessment exercise 
and produce an annual report to 
Trust Board demonstrating how it 
has met its terms of reference. 

Self-assessment exercise to be undertaken by 
each committee to review performance against 
annual plan and interface with other 
committees and reported to Trust Board by the 
Audit Committee 

Annually (April)  Chair of Audit 
Committee, other 
Committee Chairs 
and lead director for 
each committee 

None 

Work programmes to be 
developed annually and reviewed 
regularly for each Committee to 
ensure efforts are focused on 
management and monitoring of 
risks identified in the assurance 
framework, risk register and 
annual plan. 

Annual work programme to be developed for 
each committee and reported to Trust Board. 
 
Work programmes are amended in the light of 
changes to the risk register 

Annually (April) 
 
 

Committee chair and 
lead director 

To be identified as 
part of work 
programme 

Assessment of effectiveness of 
Board and individual directors 

External facilitated assessment of Trust Board 
effectiveness as part of the well-led review. 
Chair’s appraisal. 

Chair’s quarterly reviews with Non-Executive 
Directors. 
Chief Executive’s quarterly reviews with 
Directors. 

Every 3 years  
 
Annually  
 
Quarterly 
 
Quarterly 
 

Chair / CE led 
 
SID with Members’ 
Council 
Chair 
 
Chief Executive 
 

 

None 
 
None 
 
None 
 
None 
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Action required Action plan Review date Lead Training 
implications 

Assessment of skills and experience of Trust 
Board to ensure remains fit for purpose as a 
Foundation Trust Board. 

As part of role of 
Nominations Committee 

Chair Access to training as 
appropriate 

Assessment of effectiveness of 
Members’ Council and individual 
governors 

Annual evaluation session 
Individual reviews with Chair 
Individual induction meetings with the Chair 
Trust responsibility to ensure development and 
maintenance of skills and knowledge of 
governors 

Annually (February)  
Annually (Jan/Feb/Mar)  
On appointment 
Annual Training 
Programme 

Chair 
Chair 
Chair 
Chair 

 
 
 
Review of training 
arrangements for 
governors underway 

Assurance provided by 
Committees specifically reported 
to Trust Board 

Chairs of committees provide specific 
assurance to each Board meeting where they 
have responsibility for scrutiny of an issue – 
risks are aligned to relevant committees to 
provide additional assurance to Board 

Public Board meetings 
(eight per annum) 

Chairs and lead 
directors 

None 

Ensure effectiveness and 
accessibility of approaches used 
by Trust Board to monitor risks 
and receive assurance 

Continued embedding of risk register 
management through Datix and assurance 
framework to support the overall system of 
internal control. 

Quarterly  Chair of Audit 
Committee, Chief 
Executive 

 

Develop internal control systems 
to support effective risk 
management in the context of 
devolved decision making  

Develop and implement internal governance 
arrangements to support service line 
management and to support the introduction of 
payment by results. 

Quarterly  Chief Executive, 
Deputy Chief 
Executive 

 

Review Standing Orders, Standing Financial 
Instructions and Scheme of Delegation. 

Biennially Chief Executive, 
Director of Corporate 
Development and 
Director of Finance 
and Resource  
Audit Committee and 
Trust Board 
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Action required Action plan Review date Lead Training 
implications 

Risk management training 
relevant to individual roles to be 
undertaken 

Trust Board to receive training in risk analysis 
and risk management relating to the role of a 
corporate board as part of Board development 
programme. 
Extended EMT to receive training on risk 
management. Training booklet to be made 
available on the Trust intranet.  

Biennially  
 
 
Biennially 
  

Director of Finance 
and Resource 
 
Director of Finance 
and Resource 
 

 

Key policies and procedures on 
the intranet to be brought up-to-
date to enable document store to 
support information governance 
requirements in relation to non-
clinical records. 

Complete work to update the document store, 
reviewed quarterly by Corporate Policy Group 
 

Quarterly Director of Finance 
and Resource 

Training relevant to 
roll out of individual 
policies as and when 
they are revised. 
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Appendix 7 - Risk related Trust documents – policies, procedures, protocols and 
guidelines relating to risk management, internal systems of control, and regulatory and 
statutory obligations  
 
All Trust policies and procedures have a role in proactively managing risk by putting in place 
systems and processes to effectively control and reduce identified risks.  
 
A full list of current Trust policies, procedures and guidelines is available on the Trust intranet 
system. This is a constantly changing list as policies, procedures and related documents are 
developed and updated to ensure that they reflect current legislation, guidelines, good practice 
and learning.  
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Appendix 8 – Checklist for review and approval 

Date: April 2025 

 Risk Management Framework 
Yes/No/ 
Unsure 

Comments 

1. Title   

 Is the title clear and unambiguous? YES  

 Is it clear whether the document is a guideline, 
policy, protocol or standard? 

YES  

 Is it clear in the introduction whether this 
document replaces or supersedes a previous 
document? 

YES  

2. Rationale   

 Are reasons for development of the document 
stated? 

YES  

3. Development Process   

 Is the method described in brief? N/A  

 Are people involved in the development 
identified? 

N/A  

 Do you feel a reasonable attempt has been 
made to ensure relevant expertise has been 
used? 

N/A  

 Is there evidence of consultation with 
stakeholders and users? 

YES  

4. Content   

 Is the objective of the document clear? YES  

 Is the target population clear and 
unambiguous? 

YES  

 Are the intended outcomes described?  YES  

 Are the statements clear and unambiguous? YES  

5. Evidence Base   

 Is the type of evidence to support the 
document identified explicitly? 

YES  

 Are key references cited? YES  

 Are the references cited in full? N/A  

 Are supporting documents referenced? YES  
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6. Approval   

 Does the document identify which 
committee/group will approve it?  

YES  

 If appropriate have the joint Human 
Resources/staff side committee (or equivalent) 
approved the document? 

 

N/A  

7. Dissemination and Implementation   

 Is there an outline/plan to identify how this will 
be done? 

YES  

 Does the plan include the necessary 
training/support to ensure compliance? 

N/A  

8. Document Control   

 Does the document identify where it will be 
held? 

YES  

 Have archiving arrangements for superseded 
documents been addressed? 

YES  

9. Process to Monitor Compliance and 
Effectiveness 

  

 Are there measurable standards or KPIs to 
support the monitoring of compliance with and 
effectiveness of the document? 

YES  

 Is there a plan to review or audit compliance 
with the document? 

YES  

10. Review Date   

 Is the review date identified? YES  

 Is the frequency of review identified?  If so is it 
acceptable? 

YES  

11. Overall Responsibility for the Document   

 Is it clear who will be responsible 
implementation and review of the document? 

YES  
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Appendix 9 – Version control sheet 

Version Date Author Status Comment / changes 

1 Decemb
er 2008 

Integrated 
Governance Manager 

Final Final version approved by Trust Board 

2 October 
2010 

Integrated 
Governance Manager 

 Changes made to reflect transfer of 
services from NHS Barnsley.  Approved by 
Trust Board 

3 Decemb
er 2011 

Integrated 
Governance Manager 

Final Annual review approved by Trust Board 

4 October 
2012 

Integrated 
Governance Manager 

Final Inclusion of Datix processes approved by 
Trust Board 

5 Decemb
er 2013 

Integrated 
Governance Manager 

Final Annual review approved by Trust Board 

6 January 
2015 

Integrated 
Governance Manager 

Final Annual review approved by Trust Board 

7 January 
2016 

Integrated 
Governance Manager 

Final Annual review approved by Trust Board 

8 January 
2017 

Integrated 
Governance Manager 

Final Annual review approved by Trust Board 

9 January 
2019 

Company Secretary 

Corporate 
Governance Manager 

Final Reviewed for approval by Trust Board. 
Approved 30 April 2019. 

10 April 
2022 

Assistant Director of 
Corporate 
Governance, 
Performance and 
Risk 

Company Secretary 

Corporate 
Governance Manager 

Final Reviewed by Audit Committee (Senior 
Independent Director) and Deputy Chair 
(March 2022) prior to presentation to EMT, 
Audit Committee and Trust Board. 

11 April 
2023 

Assistant Director of 
Corporate 
Governance, 
Performance and 
Risk 

Company Secretary 

Corporate 
Governance Manager 

Final Review of risk appetite statement, 
approved by Trust Board: 28 March 2023 

 

Review of BAF schematic, approved by 
Trust Board: 25 April 2023 

12  April 
2025 

Assistant Director of 
Corporate 
Governance 

Company Secretary 

 

Final  Review of risk appetite statement, 
approved by Trust Board: 25 March 2025 

BAF schematic to be presented to Trust 
Board: April 2025 

 


