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To be read with:
Risk Management Strategy & Policy
1. Introduction
An organisation needs to have the right leadership and management structures in place to enable it to achieve its objectives.  It also needs a system of internal control which operates effectively (not just economically and efficiently). 
As Accountable Officer, the Chief Executive is responsible and accountable for maintaining a sound system of internal control.  This system helps the organisation to achieve its policies, aims and objectives.  It focuses on minimising risk and is an ongoing process designed to:

· Identify and prioritise the risks to achievement of policies, aims and objectives

· Evaluate the likelihood of risks occurring and the consequent impact

· Manage the risk efficiently, effectively and economically
2.
Purpose of the Policy
The purpose of this policy is to set out the key mechanisms, structures and processes by which the Trust Board is assured, via the Assurance Framework that it is achieving its principal objectives and managing the principal risks to achieving those objectives.

3.
Definitions
3.1
The following definitions are based on the Department of Health’s Guidance on Building Assurance Frameworks.

3.2
Assurance Framework – the process and mechanism by which the Board identifies the principal risks to the organisation meetings its principal objectives.  The Assurance Framework document maps out the key controls in place to manage the risks and also how they have gained sufficient assurance about their effectiveness.

3.3
Principal Objectives: Objectives set at a strategic and directorate level annual (internet link)
3.4       Principal Risks: What could stop us achieving this objective? (Need to identify   

the cause of the risk, what the issue is, and what the possible consequences could be).
3.5      Care Quality Commission standards or WCC competency: What Standard(s) for Better Health standard or WCC competency does this principal objective relate to?

3.6      Risk Lead: Director or Assistant responsible for mitigating this risk?
3.7      Risk Rating: What is the current risk rating? Use the Risk Assessment Tool and 

score the risk for Likelihood (L) x Consequence (C)= Rating (R) (Appendix A)
3.8
Existing Controls: What policies, procedures and practices are in place to reduce
the likelihood of the risk occurring or mitigate the impact of the risk if it does occur? 
3.9     Sources of Assurance:  Where can evidence be gained about how well the controls are working?  Confidence based on sufficient evidence, that internal controls are in place, operating effectively and objectives are being achieved. The various reviewers, auditors and inspectors, both internal and external, internal and external Committees including assurance dates

3.10 Gaps in Control:Any problems with the controls? Failure to put in place sufficient

effective policies, procedures, practices of organisational structures to manage 
risks and achieve objectives.

3.11
Gaps in assurance: Are there insufficient / inadequate sources of assurance? Failure to gain sufficient evidence that policies, procedures, practices or organisational structures on which reliance is placed are operating effectively.

3.12
Action Plan summary to address gaps:  Identify the actions required to address each gap in control or 
assurance, along with target dates for completion.
3.13:   Control RAG Status: Indicate the RAG status of your control:

GREEN =
completed

AMBER =
Near completion

RED =
Not started

The Assurance Framework differs from a conventional Risk Register in the following ways:

1. It is a high level management assessment process and record of the primary risks relating to the delivery of key objectives;

2. It identifies sources of assurance and evaluates them for suitability; it then receives and reviews actual assurances and uses the findings to confirm or modify management’s opinion of the adequacy of internal control;
3. It lists all key areas including those which are well controlled, rather than a risk register, which only catalogues risks that are likely to occur. 

4.      Indicators of a successful Assurance Framework
An effective and comprehensive Assurance Framework should be:

1. CLEAR enough to be easily understood by all Board members, including the Non-Executive Directors.

2. CONCISE enough to enable quality discussion by the Board of Directors 

3. Based on PRINCIPAL objectives.

4. FOCUSSED on the top strategic issues currently facing the Trust, ratified by the Board of Directors. 

5. INTEGRATED with other key governance tools, such as the Standards for Better Health (SBH) self assessment process, compliance with the Code of Accountability and Conduct for NHS Boards, Key Performance Indicators (KPIs). 
6. UPDATED regularly to reflect the current situation.

7. REVIEWED & CHALLENGED by the Board of Directors and/or a Sub-Committee of the Board.

8. EVIDENCED to prove that the process is working (required by the SIC).

9. ADDING VALUE to all Board meetings.

Each of these objectives can be achieved by following the guidelines and procedures outlined below:

1. CLEAR enough to be easily understood:

· The Assurance Framework (AF) must ‘tell a story’ in well-formatted, understandable, English.

· Cross referencing should be through clear sentences rather than numbers.

· No acronyms should be used, unless they are clearly accepted (e.g. ‘NHS’).

Some AF guidance can be found at Appendix B, along with examples of effective and well completed Assurance Frameworks (Appendix C)
2. CONCISE enough to enable quality discussion:

· A full AF can be maintained by the Trust, but only the most significant entries need to be presented to the Board and other scrutinising committees on a regular basis.

3. Based on PRINCIPAL objectives:

· Use the Trust corporate objectives for each year as stated in the annual business plan (Annual Plan), plus an overarching objective to comply with the Code of Accountability and Conduct for NHS Boards
· These principal objectives should be specific, measurable, accurate, realistic and timely (S.M.A.R.T), examples at Appendix C should be ratified by the Board
4. FOCUSSED on the top, strategic issues currently facing the Trust:

· Gathered from the risks to achieving the Trust’s principal objectives identified by Directors, Executive Directors and Non Executive Directors (a maximum of 3 from each).
· Rationalised to provide a manageable number of principal risks.
· The final list of principal risks, on which the AF will be based, should be ratified by the Board.
5. INTEGRATED with other key governance tools:

· Linked to the Code of Accountability and Conduct for NHS Trusts via the principal objectives of the Trust.

· Linked to the Annual Plan via KPIs, which provide assurance about the achievement of the Trust’s principal objectives. 
· Linked to the SBH self assessment process and outcomes.
6. UPDATED regularly with:

· Risks, assurances, controls 
· Information on all elements from Director or Assistant, by email, ‘phone or in person.
7. REVIEWED by the Executive Management Team & CHALLENGED by the Audit Committee and Governance Committee:
· Review and rationalisation undertaken by the Executive Management Team
· Scrutiny by the Audit Committee and Governance Committee on behalf of the Board to challenge the appropriateness of controls and assurances and the progress against planned actions.  As a minimum, the questions at Appendix D should be asked by these committees
· Scrutiny of the most significant risks by the Board itself.
8. EVIDENCED to prove that the process is working:

· Ensure that all Board and sub-committees minutes reflect all discussion of the AF, both content and process (see Appendix E)
9. ADDING VALUE
· Board engagement is vital to a successful Assurance Framework, with Directors or Assistant taking personal responsibility for its content by proactively articulating risks, supplying controls and sources of assurance, along with any gaps in control or assurance and progress towards their resolution.

5.       Sources of Risk & Assurance

The sources of risk and assurance which should be used to populate the Assurance Framework are shown in the diagram below.
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6. Steps in developing the Assurance Framework
	Step
	Task
	Action(s)
	By
	Freq.
	Month 

	1. 
	Confirm annual corporate and principal objectives
	Review requirements of Operating plan Standards for Better Health, Corporate Risk Register, Code of Accountability & Conduct for NHS Trusts etc. 
Draft S.M.A.R.T 
annual corporate objectives
	Board
Board
	Yearly
Yearly
	Nov
Nov

	2. 
	
	Identify principal objectives with each corporate objective - discuss with Director or Assistant Director of Performance and internal audit
	AF or Governance Lead with Director or Assistant Director
	Yearly
	Nov

	3. 
	
	Ratification
	Board
	Yearly
	Mar

	4. 
	Identify principal risks
	Identify from Directors, Annual Plan (including , SBH self assessment & compliance with Terms of Authorisation, national and local targets and guidance
	Directors or Assistant
	
	Mar

	5. 
	
	Rationalise and collate
	AF or Governance Lead
	Yearly
	Mar

	6. 
	Confirm principal risks
	Review
	Board
	Yearly
	April



	7. 
	Apply rating & owner(s) to each principal risk
	Review
	Directors or Assistant
	Yearly and Quarterly (new risks)
	April

July

Oct

Jan

	8. 
	Gather controls & sources of assurance for each risk
	Review
	Directors or Assistant
	Yearly 
	April

July

Oct

Jan

	9. 
	Identify gaps in control and/or assurance for each risk
	Review
	Directors or Assistant
	Yearly and Quarterly (new risks)
	April

July

Oct

Jan

	10. 
	Identify action plans address any gaps in control and/or assurance for each risk
	Review
	Directors or Assistant
	Yearly and Quarterly (new risks
	April

July

Oct

Jan

	11. 
	Update content (controls, sources of assurance & gaps) for each risk with a rating of:
	Review 


	Risk Owner
	Quarterly
	April

July

Oct

Jan

	12. 
	15 or above
(RED) Also reviewed at Governance Committee monthly
	
	
	Monthly
	

	13. 
	Below 15 – AMBER, YELLOW & GREEN. Also reviewed by Directorate risk registers by Governance Committee
	
	
	Quarterly
	April

July

Oct

Jan

	14. 
	Update progress towards implementation of action plans where status is:
	Review
	Risk Owner
	
	

	15. 
	RED and risk rated 15 or above 
	
	
	Monthly
	

	16. 
	AMBER or

RED and risk rated below 15
	
	
	Quarterly
	April

July

Oct

Jan

	17. 
	Review content in light of updates received; confirm risk rating & action plan status
	
	Governance Committee 
	Monthly
	

	18. 
	Review content (risks, controls, sources of assurance, progress of action plans) for:
	
	
	
	

	19. 
	RED risks (rating or Action Plan status)
	Review
	Governance Committee
	Monthly
	

	20. 
	AMBER risks 
	Review
	Governance Committee through Directorate Risk register process (rotational basis)
	Timetable basis
	

	21. 
	Full AF
	Review
	Governance Committee
	Quarterly
	April

July

Oct

Jan

	22. 
	Full AF 
	Audit Committee (AC), who decide on Exceptions to be reported to the Board of Directors:
	AC
	Every meeting
	

	23. 
	Review & Challenge full AF including AC exceptions
	
	Board
	Quarterly
	April

July

Oct

Jan


7. Assurance Framework Maintenance Cycle


8. Roles & Responsibilities

· Board

Review and challenge critical strategic risks, escalated by the Audit Committee.

Review the full Assurance Framework quarterly.

· Audit Committee (Primary Assurance Committee)
Review and challenge critical strategic risks (See questions at Appendix D) at every meeting (standing agenda item) and decide which risks need to be escalated to the Board of Directors.

Review the full Assurance Framework every meeting.

Be assured that the Assurance Framework process is working effectively (Use Appendix E)
· Governance Committee (Secondary Assurance Committee)
Review full AF content quarterly in light of updates received; confirm risk rating & action plan status, Review RED strategic risks monthly via the corporate risk register. Review AMBER, YELLOW and GREEN risks quarterly and also via directorate risk registers
· All Directors

Proactively provide input to the Assurance Framework quarterly.

Review at Governance Committee meetings monthly (RED risks or action plan status), quarterly (Full AF)

· Risk Owner
Provide updates to risks on which they lead as required, depending on status.

· AF or Governance Lead 
Make it happen

Ensure the process is working.

Provide assurance to the Audit Committee via regular reports.

· Director of Finance & Performance

Provide regular updates from identified sources of assurance via the KPI system.

Ensure the AF is robust.

9. Monitoring and Review of this policy

The Governance Committee will monitor the effectiveness of this policy by completing the internal audit checklist at Appendix E each year.  The key performance indicator will be to fully meet each criterion in the checklist.  

The Committee will also rely on the Internal Auditor’s findings on the Assurance Framework each year. 

Appendix A: Level of risks
	
	Most Likely Consequence

	Likelihood of occurrence
	1)Negligible
No obvious injury or harm

Loss of 0.1–0.25 per cent of budget 

Claim less than £10,000
	2) Minor

More than 3 days off sick due to injury

Loss of 0.25–0.5 per cent of budget 

Claim(s) between £10,000 and £100,000
	3) Moderate

Hospitalised or medium term injury

Major financial loss (£20K to £100K) including litigation settlement. 
	4) Major

Significant / permanent harm

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
	5) Catastrophic

Death or major disaster / loss

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

	1) Rare - Can’t believe the risk will ever    happen
	1
	2
	3
	4
	5

	2) Unlikely - Do not expect the risk to happen but it is possible
	2
	4
	6
	8
	10

	3) Possible - The event may occur occasionally
	3
	6
	9
	12
	15

	4) Likely - The event will probably occur but is not a persistent issue
	4
	8
	12
	16
	20

	5) Almost certain - The event will undoubtedly occur, possibly frequently
	5
	10
	15
	20
	25




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

	Red (15-25)
	Extreme risk

	Amber (8–12)
	High risk

	Yellow (4–6)
	Moderate risk

	Green (1-3)
	 low risk


Appendix B 
Assurance Framework guidance

The Assurance Framework should provide early warning of failure to achieve the principal objectives of the Trust, set out in such a way as to be easily followed and understood. It tells a story, the first part of which is: ‘This is what we’re trying to achieve, this is what could stop us, this is what we’re doing to overcome these problems, and this is how we know these problems will not get out of hand’. The second part requires detailed scrutiny and challenging of this story, by questioning: ‘Hang on a minute, these things sound good in theory, but they’re not really working in practice’ or ‘There really aren’t enough things in place to stop this problem occurring – what more can we do?’ or ‘Actually, we’ve no idea if these things are working at all!’. Where any of these doubts appear, the final part of the story details how these concerns will be overcome, who is responsible for doing it, and when. A review of the progress towards achieving these actions will give an indication of the Trust’s confidence in achieving its objectives.

The Assurance Framework is not:

· A high level risk register!
· A tick-box exercise!
· A one-off exercise!
An effective AF should answer the following simple questions about Brent tPCT’s corporate objectives:

Appendix C Assurance Framework Template (to be completed by the Objective Director or Assistant –in consultation with key colleagues & staff - for each objective)

	Principal objectives
	Principal risks
	Related CQC standard or WCC competency
	Director job title (initials)*
	Inherent Risk rating score
	Controls in place
	Assurance Sources
	Present Risk Rating
	Gaps in Control (C) or Assurance (A)
	Action Plan to address Gaps

	What the organisation aims to deliver? (Objectives)
	What could or is preventing the Trust from achieving this objective?
	Which CQC standards or WCC competency does the risk relate to?
	Director job title (initials)*
	What is the initial risk rating score
	What systems do we have in place to mitigate the risk?
	Where can we gain evidence relating to the effectiveness of the controls which we are relying on?

(Indicate date of Assurance)
	Risk rating score (today) with all of the controls described in the “controls in place column”
	Where are we failing to put effective controls in place? 
	Plans to address the gaps in control and / or assurance and 

(Indicate target dates)

	1. Implement vascular health strategy and so reduce cardiovascular mortality to 78.3 per 100,000 people aged under 75 years


	1a) Programme Funding
	
	DPH/SS
	5x4=20
	None identified


	EMT


	Red
	Performance management system monitoring uptake levels amongst other indicators
	Paper presented to EMT (29th Sept).  Paper presented to separate Vascular Health meeting (21st Oct).  Further paper prepared for EMT, due to be discussed at the next meeting.





CO1: Reduce premature mortality and increase life expectancy  
EXAMPLE1: ASSURANCE FRAMEWORK, INFRASTRUCTURE EXAMPLE (ILLUSTRATION ONLY)


    Last updated: 12/11/2009


Appendix D
Questions for Committees challenging the Assurance Framework 

During work conducted with NHS Trusts, the Health Care Standards Unit uncovered some difficulties faced by Trusts in developing assurance frameworks.  These included:

· inappropriate or too limited assessment of the effectiveness of the controls;

· inappropriate or too limited assessment of whether assurances are appropriate, sufficient or independent; 

· poor identification of objectives or key risks; 

· and management activities such as the existence of working groups being classified inappropriately as controls.
In reviewing and challenging the Assurance Framework, the Audit and Governance Committees (Assurance Committees) must ask the following explicit questions in relation to each risk in the Assurance Framework under review.  The Board should also use the same framework.

The answers to the questions must be recorded formally in meeting minutes and communicated to the Lead Director.  Changes should then be made to the Assurance Framework following the meetings as necessary.

	Question
	Response

	· Are we prepared to tolerate/accept this level of risk? (Board only)
	· 

	· Is the level of action (existing or planned management action / controls) proportionate to the risk?
	· 

	· What information (consider internal and external sources) do we have to judge that the controls in place are effective?
	· 

	· Can we rely on this source of information or does it have limitations (e.g. frequency, scope, reviewer)? Is it:
a. Full?

b. Limited?

c. Weak?
	· 

	· Overall, are we confident in the system in place to manage this risk?

YES – All controls in place and effective - regular monitoring in place to maintain confidence.  Sources of internal/external assurance are documented in relation to the management of risk in core areas – these provide positive assurance re effectiveness of controls which are regularly reviewed – NO FURTHER ACTION required

NO – New controls need to be introduced and monitored to ensure these are being appropriately managed and review periodically.  There is a need to review the various sources of assurance in place and consider either further developing these or introducing new review systems
	· 

	· What further actions / controls are needed to manage this risk?  
	· 

	· What assurance do we need re this risk?
	· 


Appendix E
Internal Audit Checklist Assessment for the System of Internal Control and Assurance Framework

Has your Board put in place adequate and appropriate arrangements for gaining assurances about the effectiveness of the organisation’s system of internal control to support the Statement of Internal Control?
	No
	Task
	Not

Met
	Partly*

Met
	Met

	1
	The Board has identified principal objectives and the principle potential risks to achieving them.
	
	
	

	2
	The directorate objectives are mapped to the Principal objectives.
	
	
	

	3
	The principal objectives are SMART and reflect the organisation, in that they provide the correct balance, across the whole organisation and key business areas.
	
	
	

	4
	Principal risks are mapped to objectives and not confused with consequences.
	
	
	

	5
	Controls are evaluated. Expected controls (maybe best practice) to manage the principal risks are identified, actual controls are determined and gaps in control are considered.
	
	
	

	6
	The potential sources of assurance against the effectiveness of controls have been identified (e.g. external reviewer, internal audit, clinical audit) and they have been considered for their relevance and reliability.
	
	
	

	7
	The board has assessed the totality of the assurances with respect to the operation of these key controls and mapped them against the relevant control. The date of the assurance and specific location are detailed on the Assurance Framework.
	
	
	

	8
	The board can provide evidence that they have explicitly considered the effectiveness of controls in place to manage principal risks where: -

                         (Positive assurance has been received

                         (There are gaps in internal control

                         (There is an assurance gap (i.e. no relevant or 

                            insufficient assurance)

The Board has regularly reviewed the Assurance Framework (at least six monthly)
	
	
	

	9
	All of the components of the Assurance Framework (AF) are mapped/linked explicitly, rather than independent lists.
	
	
	

	10
	Board action plans are in place to improve its key control to manage its principle risks and gain assurance where required.
	
	
	

	11
	Board actions plans are approved by the Board and are subject to appropriate monitoring. 
	
	
	

	12
	The Risk Management Committee or equivalent body regularly updates the Assurance Framework and highlights significant gaps in control or assurance for the attention of the Board.
	
	
	

	13
	Significant Issues arising from the AF are escalated to the Board on a regular basis and arrangements for the annual review (at least) of the whole framework by the Board are in place.
	
	
	

	14
	The organisation can demonstrate that the AF is being used as part of a process to manage risk exposure and that the organisation is managing the AF. E.g. the AF gives the board reasonable assurance of the principal objectives.
	
	
	

	15
	A comprehensive risk register underpins the AF and key risks from the Assurance Framework are updated on the Risk Register.
	
	
	

	16
	Actions to meet gaps in controls will appear on the assurance framework as a cross reference to the business plan where responsibility for the action sits.
	
	
	

	17
	There is a documentary evidence to show that the AF is being embedded across the organisation i.e. a clear organisation chart which details all the reporting of the AF, details of staff/ posts who attend various meetings, actions plans from various meetings, etc.
	
	
	


Appendix F - Assurance Form

             (For documents associated with risks to patients/ staff/ public/ PCT)

(Title of document)

Department: …………………………...

I have read and understood the above document and agree to abide by its content.

	Name
	Signature
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Appendix G - Equality Impact Assessment Toolkit

	DOCUMENT AUTHOR: Bridget  Pratt- Head of Corporate Affairs
	DIRECTORATE: Corporate Affairs & Governance

	NAME OF DOCUMENT/POLICY/STRATEGY/PROCEDURE

Board Assurance Framework (BAF) policy

	NEW                      

EXISTING √
ASSOCIATED POLICIES, STRATEGIES OR PROCEDURES 
Risk Management Strategy & Policy



	DATE 9/9/09
	


Aim/Status

	[a] What is the aim/purpose of the policy/strategy/procedure?

To provide a clear policy, procedure and protocols for staff in NHS Brent.

	[b] Who is intended to benefit from this policy/strategy/procedure and in what way?

Staff in NHS Brent leading to improved BAF process

	[c] How have they been involved in the development of this policy/strategy/procedure?

Policy consulted on with key stakeholder and ratified by GEMT

	[d] How does it fit into the broader corporate aims?

The policy ties in with the corporate objectives of the Trust: 

CO6: Develop NHS Brent as a World Class Commissioning Organisation 

	[e] What outcomes are intended from this policy/strategy/procedure?

Improved quality of patient care

	[f] What resource implications are linked to this policy/strategy/procedure?

None


Impacts

	[a] what is the likely impact [whether intended or unintended, positive or negative] of the 

    initiative on individual users or on the public at large?

Raise staff awareness

	[b] Is there likely to be differential impact on any group? If yes, please state if this impact 

     may be adverse and give further details [e.g. which specific groups are affected, in 

     what way, and why you believe this to be the case]

No

	[i] Grounds of race, ethnicity, 

    colour, nationality or 

    national origin 
	Please tick box

 no
	 Please tick box

Adverse?         Please give 

                         further details 

	[ii] Grounds of sex or marital

     Status Women and Men
	no
	 Adverse?         Please give 

                    further details 

	[iii] Grounds of gender:

      Transgender or 

      Transsexual People
	 no 


	Adverse?         Please give 

                         further details 

	[iv] Grounds of religion or

      belief:

      Religious /faith or other 

      Groups with a recognised 

      belief system  
	no 


	 

Adverse?         Please give 

                         further details 

	[v]  Grounds of disability
	no            


	 Adverse?         Please give 

                         further details 

	[vi] Grounds of age:

      Older people, children

      and Young people                           
	no


	 Adverse?         Please give 

                         further details 

	[vii]   Grounds of sexual 

         orientation:

         Lesbian, gay, bisexual
	no               


	 Adverse?         Please give 

                         further details 

	[viii] Grounds of carers:

       Older relatives, children
	no                 


	Adverse?         Please give 

                         further details 

	[ix] Grounds of human rights

 
	no                 
	 Adverse?         Please give 

                        further details 

	Is the policy directly discriminatory?

     No  


	Is the policy indirectly discriminatory?

No
If you said yes, is this objectively justifiable or proportionate in meeting a legitimate aim

yes                             no 
	Is the policy intended to increase equality of opportunity by permitting positive action or action to redress disadvantage

No 

	If the policy is unlawfully discriminatory it must go to a full impact assessment (please 

Contact the Equality, Diversity & Human Rights Advisor – Human Resources Directorate)

	Persons conducting EqIA
	Nolan Victory

	Signed: Nolan Victory
	Date: 22/9/09


Appendix H:  Policy Ratification and Publication Template
	Policy Title (including version)
	Date

	BAF V2
	9th September 2009

	Reason for Submission (Please Tick)

	Scheduled Review
√
New Policy

□ Urgent Amendments
□
Other


□
(Please specify)








	Purpose of Policy

	To set out the key mechanisms, structures and processes by which the Trust Board is assured, via the Assurance Framework that it is achieving its principal objectives and managing the principal risks to achieving those objectives

	Supporting Evidence Please state list of reviewers/stakeholders and their job title (use a separate sheet if required) along with evidence of their participation in the review/creation of the policy.

	BCS Governance team, Equality & Diversity Advisor, Corporate Affairs, ICT Business Manager, Information Governance Officer. Email evidence available on request

	New Policy:
(Please reference sources of Best Practice used, and list applicable legislation)

	N/A

	Reviewed/Amended Policy:
(Please provide full details of changes made, reference sources of Best Practice used, and list applicable legislation)

	NHSLA guidance

New template for equality impact assessment

New template for ratifying and publicising policies

	Policy Equality Impact assessed

(please state date)

	22.9.09

	Policy Approval 

	Name:
	Governance Executive Management Team

	Signature:
	Mark Easton (CEO)

	Date:


	9th September 2009

	Policy Publication 

	Date policy is uploaded on the intranet via the Communications Department

	TBC

	Policy to be  emailed to Heads of Services to discuss at team meetings and staff forums (specify date)

	TBC

	Policy to be audited annually (Specify date of audit)

	Random audit to be carried out by Policy Author in August 2010


Code of Accountability & Conduct for NHS Boards





Identify


from:


Directors


Code of Accountability & Conduct for NHS Trusts


SBH assessments


Corporate Risk Register





Challenge


by:


Governance Committee


Board


Audit Committee





What could threaten achievement?





What actions are 


In place to


mitigate 


the risk? 





What is the


Likelihood & 


consequence


of the threats?





Is there a need 


for further


action re risk


mitigation 


or evidence?





What evidence


 is there that


 the actions 


are 


effective?





Corporate 


Objectives








� S.M.A.R.T = Specific, Measurable, Achievable, Realistic, Timely
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