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Purpose and Action 

Assurance ☐ Decision ☒ 

(approve/recommend/ 
support/ratify) 

Action ☒ 

(review/consider/comment/ 
discuss/escalate 

Information ☐ 

Previous considerations: 
ICB Board – 1 July 2022 

Executive summary and points for discussion: 
The West Yorkshire ICB Risk Management Policy and Framework was approved by the West 
Yorkshire ICB Board on 1 July 2022. Following operation of the first three risk cycles, to ensure 
lessons learnt and changes are reflected in the policy, the Risk Management Operational Group 
and Governance Leads held a workshop to review the policy on 7th February. The progress 
made in developing the Board Assurance Framework (BAF) has also been incorporated into the 
policy. 
 
In addition to minor wording changes throughout the policy, the revised policy includes the 
following key changes, all changes have been tracked for ease of reference: 
 
1. Board Assurance Framework (BAF) 
The BAF section (5.16 – 5.23) has been updated to reflect the purpose of the BAF, how the 
BAF is developed, reviewed, monitored, and overseen, including the use of deep dives to 
provide focused review and discussion of strategic risks. Reference to Place Based Partnership 
Frameworks has been removed from section 4.4 as it had been agreed by the Board that places 
will not have separate assurance frameworks in addition to the BAF. 

 
2. Risk Appetite 
The risk appetite statement was approved by the ICB Board at the meeting held on 15 



September 2022. The risk appetite statement has been added as Appendix B to the policy. 
 
3. Risk and Issue Management 
The policy relates to the management of risks; definitions of risks, incidents and issues have 
been added at section 5.3 to provide clarity of the key differences between the three. Further 
detail has been added at section 5.27 regarding the action to be taken when a risk crystallises 
into an issue and/or an incident. 

 
4. Risk Reporting 
A link to the organisation structure has been included at section 4.1 to provide a visual 
representation of reporting structures. The reporting of Place risks scoring 15+ has been 
clarified, the policy originally envisaged Place risks scoring 15+ to be reported only to Place 
Committees. In practice, to provide visibility to the ICB Board, these risks are also reported to 
the ICB Board. Sections 2.5, 5.14, 5.15 and 5.25 have been updated to reflect this. 

 
5. Monitoring and Effectiveness  
The KPIs listed at section 8.2 have been updated to ensure the KPIs can be run from the risk 
management system. The KPIs will be monitored by the Risk Management Operational Group 
at the end of each risk cycle. KPIs include: Percentage of risk reviews completed; Percentage of 
risks with review overdue; Percentage of static risks. In addition, an independent audit of the 
effectiveness of the policy (including the KPIs) to be undertaken by Internal Audit has been 
included at section 8.3. 

 
6. Roles and Responsibilities 
The Risk Management Operational Group has been added at section 7.9.  This group has a key 
role in ensuring the policy is operating effectively at place and also in joining up risk management 
activity and reporting across the ICB. 
 
7. Appendices  
The following additions have been made: 
7.1 Appendix E – additional risk impact definitions have been added under the ‘capability’ 
section to support risk assessment. These include: 

• Reputation 
• Public Engagement 
• Partnership Working 
• Workforce Capability, Capacity and Health 
• Enablers (City Workforce, Digital and Estates) 
• Wider Community Benefit (Environment, employment, volunteering etc.) 

7.2 Two new appendices have been added: 
• Appendix G – Guidance for Users of the Risk Management System; and 
• Appendix H – Risk Management Cycle Process - this provides a diagram of how risks are 

reviewed at places and reported to the ICB. 
Which purpose(s) of an Integrated Care System does this report align with? 



☒ Improve healthcare outcomes for residents in their system 
☒ Tackle inequalities in access, experience and outcomes 
☒ Enhance productivity and value for money 
☒ Support broader social and economic development 

Recommendation(s) 
(1) To REVIEW the changes to the Risk Management Policy and Framework; and 
(2) To APPROVE the Risk Management Policy and Framework. 
 

Does the report provide assurance or mitigate any of the strategic threats or significant 
risks on the Corporate Risk Register or Board Assurance Framework? If yes, please 
detail which: 
This report sets out the work to review the risk management framework for the ICB, including the 
Board Assurance Framework. 

Appendices 

Appendix 1 – WY ICB Risk Management Policy and Framework 

Acronyms and Abbreviations explained 

ICB – Integrated Care Board 
 

What are the implications for? 
 

Residents and Communities None directly arising from this report. 

Quality and Safety None directly arising from this report. 

Equality, Diversity and Inclusion None directly arising from this report. 

Finances and Use of Resources None directly arising from this report. 

Regulation and Legal Requirements None directly arising from this report. 

Conflicts of Interest None directly arising from this report. 

Data Protection None directly arising from this report. 

Transformation and Innovation None directly arising from this report. 

Environmental and Climate Change None directly arising from this report. 

Future Decisions and Policy Making None directly arising from this report. 

Citizen and Stakeholder Engagement None directly arising from this report. 
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1.0 Purpose and scope 

 
1.1 NHS West Yorkshire Integrated Care Board (hereafter referred to as the ICB), as a 
publicly accountable organisation, needs to take many informed, transparent and 
complex decisions and manage the risks associated with these decisions. NHS West 
Yorkshire ICB therefore needs to ensure that it has a sound system of internal control 
working across the organisation. 

 
1.2 The ICB recognises that the principles of good governance must be underpinned by 
an effective risk management system designed to ensure the proactive identification, 
assessment and mitigation of risks to ensure that the ICB achieves its strategic priorities 
and in doing so maintains the safety of its staff, patients, and members of the public. 

 
1.3 Effective risk management processes are central to providing the ICB with assurance 
that all required activities are taking place to ensure the delivery of the ICB’s strategic 
priorities and compliance with all legislation, regulatory frameworks and risk management 
standards. 

2.0 Statement of Intent and Principles of Risk Management 
 

2.1 The aim of this document is to support a dynamic approach to risk management 
enabling the ICB to be sighted on the highest-level risks and to be assured that appropriate 
mechanisms of control are in place across the West Yorkshire Integrated Care System. 

 
2.2 The Board acknowledges that: 

 

• As a large, complex organisation working within a complex system, where risk is 
managed at different levels, it is recognised that some risks are held collectively for 
example by provider collaboratives and there are risks over which the ICB does not 
have direct control. 

 

• Identification and recognition of risks should clearly define those risks over which 
the ICB has direct control and those affecting the wider system. 

 

• Risk management supports efficient and effective delivery of safe and high-quality 
services, whilst enabling opportunities to be taken where within risk appetite. 

 

• Effective risk management is not an end in itself, but an integral part of the ICB’s 
quality, governance and performance management processes. 

 

• All staff have a role in considering risk and helping to ensure it does not prevent the 
delivery of safe and high-quality services; and that 

 

2.3 The Board with the support of its committees has a key role 

 
➢ in ensuring a robust risk management system is maintained and effectively 

resourced 



 ➢ in encouraging a culture whereby risk management is embedded across the ICS, 
and 

➢ through its plans, set out its appetite and priorities in respect of the mitigation and 
taking of risk 

➢ in supporting staff to work collaboratively with colleagues, stakeholders and the 
public to support the provision of high-quality safe services 

 
Principles of Risk Management 

 
2.4 The ICB operates the principle of subsidiarity. As the statutory body the ICB is 
accountable for delivery of its priorities, but delegates responsibility for delivery to the five 
places (Bradford District and Craven, Calderdale, Kirklees, Leeds and Wakefield). Risks 
associated with delivery at Place will be managed at Place unless it is agreed to manage 
centrally. An example might be if there is a risk which requires mitigation across multiple 
places, or for which there is a need for intervention at ICB level.  

 
2.5 Risks will be categorised as follows: 

• Place – a risk that affects and is managed at place 

• Common – common to more than one place but not a corporate risk 

• Corporate – a risk that cannot be managed at place and is managed centrally 
There will be corporate and place level risk registers. 

•  The ICB risk report will include: 

• Corporate risks  

• Place risks with a score of 15+ 

• All risks common to more than one place but not a corporate risk 

• Place risks with a residual score of 15+ that have been identified as being common 
to more than one place, having the potential to impact multiple places, or requiring 
active management by a number of organisations 

 

2.6 Risks with a score of 15+ that are unique to one place partnership will remain 
managed and reported to the place partnership committee but will be referred to in all 
partnership risk reports to the ICB Board and committees. 

 
Risks will be aligned to appropriate ICB Committees and Place sub-cCommittees for oversight. 
Categorisation of risks will support alignment. Risks will be categorised as Quality or, 
Finance, Investment and Performance. 

 
2.7 For a comprehensive list of risk management definitions refer to the Glossary of Terms 
at Appendix A. 

3.0 Risk Appetite 
 
3.1 Risk appetite refers to the level of risk that an organisation is willing to tolerate or 
expose itself to when controlling risks as they arise or when embarking on new projects. 
An organisation may accept different levels of risk appetite for different types of risk, or 
in relation to different projects. The organisation’s risk appetite ensures that risks are 
considered in terms of both opportunities and threats. 

 
3.2 The Risk Appetite Statement for the West Yorkshire ICB can be found at Appendix B. 



 3.3 Risk appetite informs the risk tolerance levels, which are considered for individual 
risks. Based on the risk appetite a target risk score is set for individual risks, this is the 
level to which the risk is to be managed to. The benefits of this approach include: 

• Management fFocus on risks that can be managed / reduced 

• Identification of targeted actions to reduce risks to target 

• Timely reduction of risks 

• Identification of static risks / ineffective actions 

• Management fFocus on risks that are not reducing 

 

4.0 
 

Embedding Risk Management across the Integrated Care System 
 

4.1 As the scale and complexity of the organisation is recognised the organisational 
form is set out below at West_Yorkshire_functions_and_decisions_map_28.06.22.jpg 

(3508×2480) (wypartnership.co.uk) to provide a visual representation of reporting 
structures. 

 
4.2 Through the establishment of a fully integrated Board Assurance Framework (BAF) 
and Corporate and Place Risk Registers the ICB is able to gain assurance that risks 
across the ICS are being managed appropriately. 

 

4.3 The Board Assurance Framework summarises how the Board knows that the 
controls it has in place are effectively managing the principal strategic risks, together 
with references to documentary evidence/assurances and current mitigation action 
plans. 

 
4.4 The ICB and the Place Partnership Committee of each of the five places will 
maintain an integrated Board Assurance Framework and Corporate and Place Risk 
Registers through which risk management activities are prioritised and managed. The 
BAF and Corporate and Place risks are monitored and managed via committee led 
assurance and governance arrangements. 

 
Principal risks to the delivery of each of the Place Partnerships’ principal objectives and 
significant operational risks are monitored and managed via committee led assurance 
and governance arrangements. 

 
4.5 Operational risks will be owned and managed where the risk is identified, unless it 
is agreed that a risk needs to be managed centrally (corporate risk). Each of the five 
places and the ICB Core team will maintain a risk register. For visibility at the ICB, 
tThe six risk registers will be regularly reviewed by the Risk Management Operational 
Group to identify common risks across the ICB. 

https://www.wypartnership.co.uk/application/files/9916/5729/3814/West_Yorkshire_functions_and_decisions_map_28.06.22.jpg
https://www.wypartnership.co.uk/application/files/9916/5729/3814/West_Yorkshire_functions_and_decisions_map_28.06.22.jpg


 

5.0 Risk Management Process 
 
5.1 The Risk Management Process outlined below describes how risks will be identified, 
assessed, controlled and monitored across the ICS. This will support consistent risk 
management across the ICS. 

 

Risk identification 
 

5.2 Risk has been defined as the threat that an event or action will adversely affect an 
organisation’s ability to achieve its objectives and to execute its strategies successfully. 
 
5.3 A risk is an event that might occur and that could have an effect (usually negative) 
upon the organisation and/or its stakeholders. A risk is not an event that has already 
happened. This is an incident. A risk is not something that will occur or that is already 
happening (on-going). These are issues. Incidents and issues have their own management 
processes. 

 
5.4 The identification of risk involves examining all sources of potential risk that the ICB 
may be exposed to from the perspective of all stakeholders throughout the organisation. 
When identifying potential risk, there are two key approaches: the top-down and the 
bottom-up approach. 

 
Top Down (Identifying Strategic Risk) – Strategic Risk Management is undertaken 
through Executive Management and Committee structures and enables the 
identification, assessment and recording of strategic risks which threaten the 
achievement of the ICB’s strategic priorities (Strategic Risks may also be identified 
through the reporting and escalation of Operational Risks.) 

 
Bottom Up (Identifying Operational Risk) – Operational Risk Management 
activity is supported by staff working in adherence to organisation’s policies 
and procedures. Operational Risks may present themselves, via incidents, 
complaints, claims, patient feedback, safety inspections, external reviews, ad 
hoc assessments etc. which may impact on the organisation’s ability to meet its 
objectives and targets. 

 
For a more comprehensive list of sources of risk see Appendix C. 

 
Risk Description, Assessment and Scoring 
 

5.5 In order to ensure that all risks are clearly articulated and understood by staff and 
stakeholders the ICB has adopted a standardised approach to describing risks, following 
the construct of Cause, Risk, Effect. 
 
All risks are worded as: 
 

There is a risk of…due to…resulting in… 
 

• ‘there is a risk of….’ part of the description sets out the uncertain thing or event 
which, if it arises, would impact on the achievement of organisational objectives 

 

• the “due to” part of the description outlines the causes of the risk 

 
•  the “resulting in” part of the description outlines the impact of the risk if it were to 

arise 



 

5.6 Risk assessment is a structured process used once a risk has been identified to: 

• Understand the cause and its potential impact on the achievement of objectives; 

• Examine what control measures are already in place to manage the risk and evaluate 
their effectiveness; 

• Score the potential of any outstanding risk (residual risk) after considering the 
effectiveness of current controls; 

• Identify the target risk score (i.e. the level at which the risk can be accepted, taking 
into account the risk appetite and tolerance). 

A risk assessment flowchart is provided at Appendix D 
 

5.7 Risk scores (both current and target) are calculated by multiplying the potential Impact 
by the potential Likelihood of the risk. The ICB uses a 5 x 5 matrix scoring system, which 
produces a range of scores from 1 to 25. 

 

• Likelihood of occurrence - How likely it is to happen? 

• Impact - How serious will it be if it does? 

• Tolerance – What level can the risk be accepted? 

 

Detailed matrices to assist with the allocation of Impact and Likelihood levels are provided 
at Appendices E and F. 

 

Risk Prioritisation and Treatment 
 

5.8 Once a risk has been identified and assessed, the next step is to decide how to treat the 
risk. Options for treating the risk include: 

 

• Mitigate the risk by taking action to reduce its likelihood and / or impact; 

• Accept the risk by informed decision; 

• Avoid the risk, e.g. by discontinuing a specific activity; 

• Transfer the risk, e.g. to a service provider, although accountability for the risk will 
normally stay with the commissioning organisation 

• Take or increase the risk to pursue an opportunity. 

 

The risk score and tolerance level determine the prioritisation and allocation of resource. 
 

Risk Recording, Reviewing and Monitoring 



 
5.9 The ICB monitors and reports on risks in two key ways; the Risk Registers and the Board 
Assurance Framework. 

 
Risk Registers (Operational Risks) 

 
5.10 All operational risks are recorded on the Risk Management System. Each of the five 
places and the ICB Core team will maintain a risk register on the Risk Management System. 
New risks must be approved on the risk management system by a senior reviewer. 
 
5.11 A risk register is a record of all the risks faced by an organisation. The ICB’s Risk 
Register contains an individual ID number for the risk, a brief description of the risk; the 
owner; any controls currently in place; any action(s) to be completed and by when to reach 
the target risk score; and an initial,  current and target risk rating score. 

 
Management and Oversight of Operational Risks 

 
5.12 Management responsibility is dependent on the level of the risk. The impact of some 
risks, or the actions needed to mitigate them, can be such that it is necessary to escalate 
the risk to a higher management level, for example from Service and/or Organisational level 
to Place Partnership level, or Place Partnership to ICB level. 

 
5.13 An integral part of effective risk management is ensuring that risks are escalated 
through the organisation in line with the relevant governance committee structures. This will 
ensure visibility of risks throughout the organisation, the appropriate level of management 
and prioritisation of resources. Irrespective of the level of review and escalation the 
ownership of risks does not change. 

 
5.14 Risks are managed according to their residual risk score as summarised in the table below. 

 

 
Risk Score Management Action Oversight and Assurance 

1-3 
Minor 

Managed at a service level by the 
Risk Owner. 

 
Recorded on the Place / 
Corporate Operational Risk 
Register. 

 
Reviewed at least annually. 

Assurance provided to the local 
Accountable Manager on the 
management of the risk. 

4-6 
Moderate 

Managed at a service level by the 
Risk Owner. 

 
Recorded on the Place / 
Corporate Operational Risk 
Register. 

 
Risks above the target risk score to 
be reviewed bi-monthly until the risk 
reaches the target risk score. 

Assurance provided to the local 
Accountable Manager on the 
management of the risk. 

 

This includes static risks which will be 
reviewed to provide assurance on the 
effectiveness of actions and controls. 8-9 

High 



128-12 
High 

Managed at a service level by the 
Risk Owner. 

 
Recorded on the Place / 
Corporate Operational Risk 
Register. 

 
Risks above the target risk score to 
be reviewed as a minimum bi-
monthly until the risk 

reaches the target risk score. 
 

Risks above the target risk score 
and rated 12 and above are regularly 
reviewed by Directorates, relevant 
place/core executive management 
team and the relevant ICB 
committee / place sub- Ccommittee 
(or equivalent). 

 
Static risks will be reviewed to 
provide assurance on the 
effectiveness of actions and controls. 

15 – 16 
Serious 

Risks to be placed on the Place / 
Corporate Operational Risk 
Register 

 
Red risks will be subject to ongoing 
review by management until they 
are reduced below Red. 

Place Partnership: 
Significant risks must be 
reported to the relevant place 
executive and overseen by the Place 
Partnership Committee, via the 
relevant assurance and risk sub-
committee (or equivalent) at each 
meeting. 

 

Incorporated, as appropriate, within 
the relevant Corporate Risk Register 

 
ICB Level: 

Significant risks must be reported to 
the Executive Management Team 
and overseen by the relevant 
committee: Incorporated, as 
appropriate, into the ICB Board 
Assurance Framework or Corporate 
Risk Report 

 

Reported to and managed through 
ICB Committees 

20 – 25 
Critical 

OverseenManaged by the 
Executive Lead. 

 
Risks to be placed on the Place / 
Corporate Operational Risk 
Register and escalated on 
identification to the relevant 
place executivecommittee or ICB 
Board (as appropriate) 

 
 
Black risks will be subject to 
ongoing review by management 
until they are reduced below 
Black/Red. 

Place Partnership: 
Critical risks must be: 
escalated to the relevant place 
executive and overseen by the Place 
Partnership Committee, via the 
relevant assurance and risk sub-
committee (or equivalent) at each 
meeting. 

 
Incorporated, as appropriate, within 
the relevant Corporate Risk Register 

 
ICB Level: 
Critical risks must be escalated to the 
Executive Management Team and 
overseen by the ICB Board, via the 
Quality or Finance, Investment and 
Performance Committee:. 

Incorporated, as appropriate, into the 
ICB Board Assurance Framework or 
Corporate Risk Report 

 

Reported to and managed through 
ICB Committees 



Corporate Risk Report to the ICB 
 

5.15 The Corporate Risk report includes all Corporate and Placeoperational risks with a 
residual score of 15+ and all  risks that have been identified as being common to more 
than one place., having the potential to impact multiple places, or requiring active 
management by a number of organisations. 

 
Risks with a score of 15+ that are unique to one place partnership will remain managed 
and reported to the place partnership committee but will be referred to in all partnership 
risk reports to the ICB. 
 

Board Assurance Framework (BAF)/Place level Assurance 

 
5.16 The Board Assurance Framework (BAF) is a simple but comprehensive method for 
the effective and focused management of the principal risks to meeting the strategic 
priorities and objectives of the ICB. It brings together evidence that risks to the delivery of 
priorities have been identified, and documents available assurance to demonstrate that 
the controls for such risks are in place and effective. These risks are owned by members 
of the Executive Management Team. 

 
5.17 There should be a clear link between the BAF and each of the Places. This is achieved 
through the cascade of priorities from Place Health and Wellbeing Strategies and the West 
Yorkshire integrated care strategy to operating plans at Place and West Yorkshire level. 
 
5.18 The BAF provides the Board with confidence that the ICB has identified its strategic 
risks and has robust systems, policies and processes in place (controls) that are effective 
and driving the delivery of their objectives (assurances).  
 
5.19 The BAF plays an important role in informing the production of the ICB’s Annual 
Governance Statement and is the main tool that the Board should use in discharging overall 
responsibility for ensuring that an effective system of internal control is in place. 
 
5.20 The Board approves the strategic risks (opening position), following agreement of the 
strategic objectives. The Board reviews the fully populated BAF bi-annually (mid-year and 
year-end) to affirm that sufficient levels of controls and assurances are in place in relation 
to the organisation’s strategic risk. This is complemented by a bi-annual review of the action 
plan (detailing all mitigating actions) and the heatmap (which details the current and target 
score of each strategic risk).  
 
5.21 The BAF is reviewed and updated by the Executive Management Team quarterly, This 
involves a review of the effectiveness of controls and what evidence (internal or external) is 
available to demonstrate that they are working as they should (assurances). Any gaps in 
controls or assurance will be highlighted at this point, actions identified, and the action plan 
updated. 
 
5.22 The Board is supported in this work by the West Yorkshire Quality Committee, West 
Yorkshire Finance, Investment and Performance Committee and the five place partnership 
committees.  
 
5.23 The Audit Committee will receive the full BAF annually, complemented by quarterly 
updates on progress against the action plan and the heatmap. A rolling programme of 
targeted ‘deep dives’ will be undertaken, to enable a focused review on specific sections of 
the BAF and allow robust discussions on the actions in place to remedy any identified gaps 
in controls and assurances. 



 

5.18 Appendix G sets out the protocol for the development and management of 
the Board Assurance Framework. 

 

Risk Management Reporting Cycle 
 

5.19 24 The ICB operates six risk review and reporting cycles per annum. Risk 
review is undertaken by risk owners to: 

 

• Check progress on the actions 

• Check the success or failure of the agreed risk management actions 

• Check if the likelihood of a risk occurring has increased or decreased 

• Check if the impact has increased or decreased 

• Identify any new risks 

 
The risk management cycle process is illustrated at Appendix I. 
 
5.250 As part of the risk review and reporting cycle, Place Governance Managersthe Risk 
Management Operational Group will review all operational risks across the five places to 
identify for inclusion on the ICB Corporate Risk Registerreport: 

 

• Operational risks common to more than one place, at least one place scoring 15+; 
and 

• Individual operational risks with a residual score of 15+ with the potential to impact 
multiple places or requiring active management by a number of 
organisations.Emerging risks in the risk review period / from sub-committee and 
place committee discussions 

 

 
Risks Place 

Committee 

ICB 

Exec Team 

ICB 

Committees 

Audit 

Committee 

Integrated 

Care Board 

Strategic 

Risks (BAF) 

Bi-monthly 

prior to ICB 

Board 

meetingsE

ach 

meeting 

Bi-monthly 

(prior to 

formal Board 

meetings)Qu

arterly 

Those relevant 

to committee 

remit - each 

meeting 

Periodic ‘deep 

dives’ to test 

arrangements. 

Bi-monthly Action 
Plan / Heatmap – 
bi-annually; full 
BAF bi-annually 

Corporate 

Risk 

Register 

(15-25) 

Bi-monthly 

prior to ICB 

Board 

meetings 

Bi-monthly N/ABi-monthly Periodic ‘deep 

dives’ to test 

arrangements 

ICB Corporate 

and Place 

Risks Register 

to each meeting 

Operational 

Risks (12 

and above) 

Bi-monthly Bi-monthly N/A N/A N/A 

Operational 

Risks (10 

and below) 

N/A N/A N/A N/A N/A 

 
 



Closure of Risks 

 

5.21 26 Following the routine monitoring of risks, if it is considered that the risk is managed 
within tolerance or the risk has been removed, this should be approved by the risk owner 
and the responsible Director, update the risk register to ensure the risk register and reporting 
reflects the change to the risk. Significant changes to the risk profile will be highlighted to 
the responsible Director and the nominated Committee. 

 
5.22 27 If a risk still exists but is being managed within tolerance then it should be reviewed 
at least annually. If a risk no longer exists then it can be closed. 
 
5.23 If a risk has crystallised and has become an issue or an incident, the risk should be 
closed on the risk register, the reason for closure given and an indication of where and by 
who the issue / incident is being managed. Any additional risks arising from the issue should 
be considered and added to the risk register where appropriate.  

 
 

6.0 Integrated Care Board Governance Structure 
 

6.1 The ICB has a robust governance structure in place to ensure that the organisation’s 
Risk Management activity is subject to appropriate levels of oversight and scrutiny. 

 
6.2 The governance structure described below supports the accountability arrangements for 
Risk Management and ensures that all risks are properly considered and escalated to the Board 
as required. 

 

6.3 Through this structure, the Board ensures that adequate resources and support systems 
are in place to enable the organisation to effectively manage threats to its business objectives. 

 

 
WY ICB Board Has accountability for the oversight of all risks across the ICB. The 

Chief Executive, supported by the Board Members, has 
responsibility for this Risk Management Policy and Framework and 
for ensuring adequate systems of internal control which support the 
achievement of the ICB’s strategic priorities, including: 

 

• Establishing the ICB Board Assurance Framework and 
Corporate Risk Register and ensuring they are effectively 
managed across the ICS 

 
• Cascading the ICB principal priorities across the Integrated 

Care System 
 

 • Identifying principal risks to the delivery of the annual 
business plan objectives. 



Audit Committee The Audit Committee’s responsibilities include: 
 

Reviewing the establishment and maintenance of an effective system 
of integrated governance, risk management and internal control 
across the ICB’s activities that support the achievement of ICB 
objectives. 

 

Ensuring alignment between the Board Assurance Framework and the 
Internal Audit Programme. 

 

Quality 
Committee 

 
The ICB Quality Committee will support the ICB in delivering its 
statutory quality functions in a way that secures continuous 
improvement in the quality of services. 

 
It will review and monitor those risks on the Board Assurance 
Framework and Corporate Risk Register which relate to quality, and 
high-risk operational risks which could impact on care. It will ensure 
that the ICB is kept informed of significant risks and mitigation plans, 
in a timely manner. 

 

Finance 
Investment and 
Performance 
Committee 

 

The ICB Finance Investment and Performance Committee will 
support the ICB in delivering its strategic objectives by providing 
oversight and assurance on the management of relevant risks. 
. 
It will review and monitor those risks on the Board Assurance 
Framework and Corporate Risk Register which relate to finance 
and performance and ensure that the ICB is kept informed of 
significant risks and mitigation plans, in a timely manner. 
 
 

Place Committees 
 

Each place-based partnership within West Yorkshire is required 
to have governance arrangements and structure in place that fulfil 
the requirements in regard to risk management outlined below: 
 
The Place Committees areis established as a committee of the 
ICB Board, in accordance with the ICB’s Constitution, Standing 
Orders and Scheme of Delegation. It is They are responsible for 
supporting the delivery of health improvement priorities identified 
in the local Health and Wellbeing Strategy and contributing to the 
Board Assurance Framework that captures the risks to its delivery 
through: 

• oversight of the operational implementation of the Risk 
Management Strategy at Place. 

• Providing assurance to the ICB that that a comprehensive 
Risk Register is maintained, and all risks are effectively 
managed. 

 

7.0 Roles and Responsibilities  
 
7.1 Chief Executive is responsible for ensuring that the ICB has in place the required 
systems and processes that support risk management across the organisation and that these 
systems and processes are approved and monitored by the Board. Effective implementation 



of this Strategy will support the Chief Executive to sign the Annual Governance Statement. 
 
7.2 Non-Executive Members are responsible for providing independent judgement in 
relation to risk management issues and satisfying themselves that the ICB systems of risk 
management are robust and defensible. 
 
7.2 Director of Nursing is the joint executive lead (with the Medical Director) for the 
mitigation of risks that relate to the delivery of clinical activities (Clinical Risk). The Director of 
Nursing works closely with the Chief Executive and other Executive Directors to ensure a 
whole systems approach to the management of Clinical Risk. The Director of Nursing is 
accountable to the Chief Executive for risks arising from areas linked to their executive 
responsibilities. 
 
7.3 Medical Director is the joint executive lead (with the Director of Nursing) for the 
mitigation of risks that relate to the delivery of clinical activities. The Medical Director works 
closely with the Chief Executive and other Executive Directors to ensure a whole systems 
approach to the management of Clinical Risk. The Medical Director is accountable to the 
Chief Executive for risks arising from areas linked to their executive responsibilities including 
risk relating to the confidentially of patient information in their role as Caldicott Guardian. 
 
7.4 Director of Finance holds overall fiscal responsibility for the Integrated Care System and 
is responsible for ensuring a sound system of internal financial control, establishing effective 
financial systems and providing adequate financial information. S/he is the key contact for 
the auditors and responsible for providing assurances to the Audit Committee. 
 
7.5 Director of Corporate Affairs is responsible for the implementation of the Risk 
Management Policy and Framework and the risk management system. They are also the 
Senior Information Risk Officer, responsible for identifying and managing information risks 
across the organisation. 
 
7.6 All Directors (not specified above); Director of People, Director of Strategy and 
Partnerships are accountable to the Chief Executive for risks arising from areas linked to 
their responsibilities. 
 
7.7 Place Accountable Officers and Place Leadership Teams are responsible for the local 
deployment and management of governance processes set by the ICB in relation to Risk 
Management, including 

• Setting relevant Place based principal objectives, which collectively ensure the 
delivery of the ICB principal objectives as set out in the annual plan. 

• Identifying Principal Risks to the achievement of the ICB principal objectives and 
establishing links to the Board Assurance Framework and Risk Register. 

• Monitoring the Risk Register and links to the ICB Board Assurance Framework 
and escalating risks where appropriate. 

• Ensuring that there is a robust process in place in order to effectively escalate, 
approve and manage risks appropriately through the Place Partnership governance 
arrangements 

• Ensuring that the ICB Assurance Framework/ Place Risk Registers are owned 
and reviewed by the Senior Leadership Team and ICB Place Committee as 
required. 

 
7.8 ICB Head of Corporate Governance and Central Core Corporate Governance 
Team are responsible for: 

 



• Maintaining the risk system and ensuring that it supports the management of 
risk across the organisation in line with the Risk Management Policy and 
Framework. 

• Supporting all staff to access the Risk Management Policy and Framework 
through publication and dissemination. 

• Providing support in the development and management of risks. 

• Providing risk reports for relevant committees including relevant risks from place 
and analysis of the ICS position. 

• Working with the Risk Management Operational Groupprofessional lead for 
risk management to develop and deliver a training programme of risk 
management for board members and staff 

• Ensuring data quality within the risk system for their area of responsibility. 

 
7.9 Risk Management Operational Group (risk leads from each of the places and the 
centralore corporate governance team) is responsible for: 

 
• Sharing emerging risks across the five places and the ICB, for consideration at each 

place. 

• Mapping of common risks across the ICB 

• Facilitating deep dives into risk themes 

• Developing risk training materials 

• Sharing expertise and providing support in risk management 

• Providing challenge to support consistent risk assessment 

• Peer review of KPIs 

7.10 Governance / Risk Managers at Place are responsible for: 
 

• Working with the Head of Corporateappropriate Governance Lead at Place to 
ensure that the Risk Management Policy and Framework is effectively conveyed 
to all staff and is translated into operational practice. 

• Leading on the development and maintenance of the ICB Board Assurance 
Framework linked to Places and Risk Register on behalf of the Place 
Leadership Team working with partners to ensure that all risks are identified, 
recorded and reported 

• Supporting the Accountable Officer for Place in maintaining a Risk Register 
that accurately reflects risks and is up to date. 

• Providing governance reports for relevant committees and forums, collating 
risks to support assurance mechanisms and demonstrate compliance with key 
standards. 

• Regularly review risk owners and director leads to ensure named leads are still 
in an applicable post and re-assign the risks as required. 

• Delivering training in risk management for relevant committee members, managers 
and staff 

• Ensuring data quality within the risk system for their area of responsibility. 

 
7.11 All ICS employees and volunteers have a responsibility to: 

• Be familiar with and comply with the Risk Management Policy and Framework 



 • Take reasonable care for the health, safety and welfare of themselves and others. 

• Report any incidents and identify and escalate any risks they feel exist within their 
department/area or during the delivery of their functions 

• Ensure that they comply with all organisation strategies, policies and procedures. 

• Undertaking mandatory training and other relevant training appropriate to their role. 

8.0 Monitoring and Effectiveness 
 

8.1 The Director of Corporate Affairs (supported by the central core Corporate Governance 
Team) will ensure that the processes described in this document are being applied 
throughout the organisation. 

 
8.2 All levels of the organisation will be expected to measure their risk activity against the 
following Key Performance Indicators (KPIs): 

• Percentage of risk reviews completed 

• Percentage of risks with review overdue 

• Percentage of static risks 

• Percentage of risks with action plans 

• Percentage of open actions beyond target date 
 

The Risk Management Operational Group will peer review the KPIs at each risk cycle. 
 
8.3 Independent audit against these KPIs will be undertaken annually by the central 
Corporate Governance Team Internal Audit and will be monitored through the Audit 
Committee. 

 
8.4 Delivery and records of attendance of risk management awareness training, in line 
with the training needs analysis, will be reviewed annually by the central core 
Corporate Governance Team. 

 
8.5 The Risk Management Policy and Framework will be reviewed, initially, on an annual 
basis to ensure that it remains fit for purpose. 



Appendix A – Glossary of Terms 
 

Assurance Information used to ascertain whether controls are 

effective. 

Controls The available systems and processes, which help, 

minimise / manage the risk. 

Current 

(Residual) Risk 

Rating 

The remaining risk that exists following implementation of 

existing measures or controls to reduce the risk. 

Impact The consequence or outcome component of a risk, on a 

scale of 1 - 5 

Likelihood The probability of a risk occurring or recurring, on a scale 

of 1 - 5 

Risk The threat that an event or action will adversely affect an 

organisation’s ability to achieve its objectives and to 

execute its strategies successfully. 

Risk Appetite The level of risk that an organisation is willing to tolerate 

or expose itself to when controlling risks as they arise or 

embarking on new projects. An organisation may accept 

different levels of risk appetite for different types of risk, 

or in relation to different projects. Risk appetite is a 

description and not a score e.g. Averse / Cautious / Open. 

Risk 

Assessment 

A process by which information is collected about an 

event, process, organisation or service area, in order to 

identify existing risks, the impact and the likelihood of the 

risk and what control measures and assurances are in 

place, to identify the current (residual) risk rating. 

Risk Owner The person with the responsibility of ensuring that 

actions to control the risk are implemented. 

Risk Register A record of risks faced by an organisation, the controls in 

place, additional controls that are required and 

responsibility for control activities. 

Risk Score Each risk is scored, using a 5 x 5 matrix, (impact x 

likelihood), which determines whether the risk is ranked 

as low, moderate, high, serious and critical. 

Target Risk The level at which individual risks are to be managed to 

through risk management. The target risk score considers 

the risk appetite and practicality of reducing the risk. 



Unmitigated 

Risk Rating 

The level of risk if no controls / mitigation were in place. 

Assessment of unmitigated risk helps to focus risk 

management resource, identify risks that are over 

controlled, the effectiveness of controls and support risk 

acceptance of low risks with no mitigation. 



Appendix B – Risk Appetite StatementFramework 
 

  

The West Yorkshire Integrated Care Board (ICB) has developed a risk appetite framework to 

reflect its approach to risk. By defining its risk appetite, the ICB can maximise opportunities for 

improvement as well as effectively mitigate against risk. 

 
Risk appetite: “the amount and type of risk that an organisation is prepared to pursue, retain 

or take in pursuit of its strategic objectives” ISO31000 

 
The ICB’s risk appetite is not a single, fixed concept – and a single high level risk appetite 

statement would not be sufficient to articulate the ICB’s approach to risk. 

 
The ICB Board has therefore agreed to set four levels of risk appetite: 

 
Risk Appetite Description 

Averse • Avoidance of risk is a key organisational objective 

• Our tolerance for uncertainty is very low 

• We will always select the lowest risk option 
• We would not seek to trade off against achievement of other objectives 

Cautious • We have limited tolerance of risk with a focus on safe delivery 

• Our tolerance for uncertainty is limited 

• We will accept limited risk if it is heavily outweighed by benefits 
• We would prefer to avoid trade off against achievement of other objectives 

Open • We are willing to take reasonable risks, balanced against reward potential 

• We are tolerant of some uncertainty 

• We may choose some risk, but will manage the impact 

• In the right circumstances, we will trade off against achievement of other 
objectives 

Bold • We will take justified risks. 

• We expect uncertainty 

• We will choose the option with highest return and accept the possibility of 
failure 

• We are willing to trade off against achievement of other objectives 

 
In the first iteration of the ICB Board’s Assurance Framework (BAF), the Board has agreed that the 
articulation of the ICB’s principal risks be based on the core mission of the ICS and local and national 
priorities. Priorities have been mapped against the mission, and a series of key strategic risks have 
been identified. As the ICB refreshes its strategy and associated objectives in the coming months, 
the BAF will evolve to reflect the ICB’s strategic objectives. 



Appendix C – Sources of Risk 

This involves examining all sources of risk from the perspective of all stakeholders, 

both internal and external. Risks can be systematically identified using a number of 

sources, including; 

 
• Incidents, complaints and claims reporting. 

• Work orders and environmental maintenance backlog 

• Patient satisfaction and staff surveys 

• Public perceptions/Local feedback via the Communications Department 

• Health and safety risk assessments 

• SWOT analysis 

• Training data 

• Recommendations from Clinical/Quality Audits 

• Recommendations from Internal Audit/External Audit 

• Whistleblowing 

• New programs or services programs in new areas 

• Business process re-engineering or redesign of operating processes 

• Disruption of information system processing 

• Lack of qualified employees 

• Inadequately trained employees 

• Succession planning and retention of key employees 

• Failure to meet budget limitations 

• Improper program expenditures 

• Areas of current non-compliance 

• Major change in managerial responsibilities 

• Employee access to vulnerable assets of the organisation 

• Funding changes 

 
External methods may also be used, such as; - 

 
• Coroner reports 

• Media reviews and contact with the media 

• National reports 

• New legislation and guidance 

• National Patient Safety Agency (NPSA) 

• Advice issued by the Health & Safety Executive (HSE) 

• Reports from assessments / inspections by external bodies 

• CAS broadcasts which are responded to and co-ordinated by the Head of 
Risk 

• New technological developments and applications incorporated into the 
operating process 

• Changing expectation of regulatory bodies/ commissioners 

• New legislation or regulations 

• Natural catastrophes 

• Political or economic changes 

It should be noted that these lists are not exhaustive. 

It is unlikely that one particular method of identification will be sufficient to address all 

the risks faced by the ICB, therefore a combination of methods will be required to 

ensure that there are no gaps in risk identification. 



2. Determine the risk appetite for the risk 

1. Identify the risks to the objectives (e.g. ICB, PBP, 

team, project) 

Describe the risk as follows: 
 

“there is a risk of…. due to…. resulting in….” 

Appendix D – Risk Assessment Flowchart 
 
 
 
 
 
 
 
 
 
 
 
 
 

3. Assess the Unmitigated Risk Rating: 
 

Identify the risk impact from the risk description and 

assess the level of impact using the Risk Impact 

Table 

Establish the Likelihood of the risk occurring using 

the Likelihood Table 

Multiply the Impact by the Likelihood and plot onto 

the 5x5 Risk Matrix 

Is the Unmitigated 

Risk Rating within 

appetite? 

N 

o 

4. Assess the Current Risk (Residual) Rating 

Y 

e 

s 

a) State the existing controls and assurances in place 

b) Identify any gaps in control or assurance 

The current risk level is acceptable 

and no further controls are required 

c) Recalculate the risk score (step 3) to establish the 

Current (residual) risk rating. Y 

e 

s 

N 

o 

Is the Current 

(Residual) Risk Rating 

within appetite? 

5. Assess the Target Risk Rating 

Consider the Risk Appetite determined at step 2, 

Use the Risk Impact and Likelihood Tables to 

assess the Target Rating at which the risk will be 

managed to. 

6. Identify actions to reduce the risk to target. Include 

target dates and owners for individual actions and an overall 

target date to reduce the risk to target. 



Appendix E - Definitions of Impact 
 

 
Risk Impact 

Insignificant Minor Moderate Major Catastrophic 

1 2 3 4 5 

Purpose 

 A decision affecting A decision affecting A decision affecting A decision affecting A decision 
 contracts finance, contracts finance, contracts finance, contracts finance, affecting contracts 
 collaborations, quality collaborations, collaborations, collaborations, quality finance, 
 or governance has no quality or quality or or governance impedes collaborations, 
 impact on the ICB governance does governance delays or significantly delays quality or 
 mission. not support the ICB the achievement of the achievement of the governance 
  mission. the ICB mission. ICB mission. majorly impedes 
     and/or delays the 
     achievement of 

     the ICB mission. 

Achievement of the ICB      

mission      

 
 
 

 
Health Outcomes and 
Life Expectancy 

 
 
 

Marginal reduction to 
health outcomes 
and/or life expectancy 
for >5% of a given 
population. 

 

 
Minor reduction to 
health outcomes 
and/or life 
expectancy for 
>15% of a given 
population. 

 

 
Moderate reduction 
in health outcomes 
and/or life 
expectancy for 
>30% of a given 
population. 

 
 
 

Significant reduction in 
health outcomes and/or 
life expectancy for > 
50% of a given 
population. 

 

 
Major reduction in 
health outcomes 
and/or life 
expectancy for 
>75% of a given 
population. 

 
 
 
 
 
 
 

 
Health Inequalities 

 
 
 
 
 

 
Marginal increase in 
the health inequality 
gap in up to all six of 
most deprived Local 
Care/Community 
Partnerships (PCNs) 

 
 
 

Minor increase in 
the health inequality 
gap in up to all of 
the six most 
deprived Local 
Care/Community 
Partnerships (PCNs) 
and / or a minor 
increase in the 
number of deprived 
Local 
Care/Community 
Partnerships (PCNs) 

 

 
Moderate increase 
in the health 
inequality gap in up 
to all of the six 
most deprived 
Local 
Care/Community 
Partnerships 
(PCNs) and / or a 
moderate increase 
in the number of 
deprived Local 
Care/Community 
Partnerships 
(PCNs) 

 
 
 
 

Significant increase in 
the health inequality 
gap in up to all of the 
six most deprived Local 
Care/Community 
Partnerships (PCNs) 
and / or a significant 
increase in the number 
of deprived Local 
Care/Community 
Partnerships (PCNs) 

 

 
Major increase in 
the health 
inequality gap in 
up to all of the six 
most deprived 
Local 
Care/Community 
Partnerships 
(PCNs) and / or a 
major increase in 
the number of 
deprived Local 
Care/Community 
Partnerships 
(PCNs) 

     
Multiple complaints 

 

Service Quality and 
Performance (includes 
patient experience, 
safety and clinical 
effectiveness) 

 

 
Informal complaint 

 
Formal complaint 

Local Resolution 

Investigation by 
Health Service 
Ombudsman 

 

Minor out-of-court 
settlement 

 

Judicial review 

Litigation expected 

Civil action – no 
defence 

 

Litigation certain 
 

Criminal 
prosecution 



      

  
 
 

Noticeable effect on 
quality of care 

 
Significant effect on 
quality of care / 
significantly 
reduced 
effectiveness 

  
Totally 
unacceptable 
level or quality of 
treatment / service 

 

Negligible effect on 
quality of clinical care 

Single failure to 
meet internal 
standards 

 

Minor implications 
for patient safety if 
unresolved 

 

Repeated failure to 
meet internal 
standards 

 

Major patient safety 
implications of 
findings are not 
acted on 

Non-compliance with 
national standards with 
significant risk to 
patients if unresolved. 

Gross failure of 
patient safety if 
findings not acted 
on 

 

Gross failure to 
meet national 
standards 

Commissioned local or 
national targets not 
achievable – single 
episode 

Commissioned local 
or national targets 
not achievable – 1-3 
episodes 

Repeated failure to 
meet 
commissioned local 
or national targets 
> 3 episodes 

Commissioned national 
targets not achieved 
resulting in involvement 
of external bodies / 
regulator 

Commissioned 
national targets 
not achieved 
resulting in special 
measures 

 
 

Financial Efficiency 

 
 

Small Loss 

 
Loss of 0.1–0.25 per 
cent of budget 

 
Loss of 0.25–0.5 
per cent of budget 

Uncertain delivery of 
key objective/Loss of 
0.5–1.0 per cent of 
budget 

Non-delivery of 
key objective/ 
Loss of >1 per 
cent of budget 

Capability 

      
 
 
 
 

Multiple fatalities 

 
 
 
 
 

 
Compliance (includes 
H&S and other legal or 
governance factors such 
as procurement, 
information governance 
etc.) 

 
 
 

 
Negligible injury or ill 
health requiring no 
absence from work. 

 

Negligible damage to 
equipment or property. 

 
No or minimal impact 
or breach of guidance / 
statutory duty. 

 

 
Minor injury or ill 
health requiring up 
to 2 days absence 
from work. 

 

Minor damage to 
equipment or 
property. 

 
Breach of statutory 
legislation 

 
Reduced 
performance rating if 
unresolved 

 

Moderate injury or 
illness resulting in 
the submission of a 
RIDDOR report. 

 
Moderate damage 
to equipment or 
property. 

 
Single breach in 
statutory duty 

 
Challenging 
external 
recommendations / 
improvement notice 

 

Single fatality. 
 

HSE improvement 
notice received. 

 
Major damage to 
property 

 
Enforcement action 

 
Multiple breaches in 
statutory duty 

Improvement notices 

Low performance rating 

Critical report 

HSE or police 
investigation 
resulting in 
imprisonment of 
Chief Executive or 
other implicated 
staff 

 
Multiple breaches 
in statutory duty 

 
Prosecution 

 

Complete system 
s change required 

 
Zero performance 
rating 

     Severely critical 
report 

Reputation 

Rumours 
 
Potential for public 
concern / media interest 
 
Damage to an 
individual’s reputation 

Local media coverage 
– short term reduction 
in public confidence 
 
Elements of public 
expectation not being 
met 
 
Damage to a team’s 
reputation 

Local media coverage 
– long term reduction 
in public confidence 
 
Damage to a services 
reputation 

National media coverage 
with <3 days service well 
below reasonable public 
expectation 
 
Damage to an 
organisation’s reputation 

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

 



Public Engagement Informal complaint 
Formal complaint 
 
Local resolution 

Multiple complaints, 
involvement of 
Scrutiny Board 
 
Negative media 
coverage 

Referral to Secretary of 
State for onward 
consideration by 
Independent 
Reconfiguration Panel 
(IRP) 

Breach in 
statutory duty 
 
Judicial review 

Partnership working 

Minor interruption or 
delay to a service or 
commissioning of a 
service through 
partnership model 

Partnership working 
leading to short-term 
dip in service 
performance 
 
Some service 
fragmentation or 
duplication  

Partnership working 
resulting in delay in 
delivery of a number 
plans leading to gaps 
in service 
 
Service performance 
unsatisfactory  
 
Significant partnership 
time to resolve  

Partnership model issues 
leading to inability to 
deliver on a single major 
area of work set out in a 
commissioning plan  
 
Service performance 
impaired leading to poor 
rating or report  

Partnership 
model issues 
leading to 
Inability to 
deliver a 
number of 
major areas of 
work in its 
commissioning 
plans 
 
Service 
performance 
such that 
external 
intervention 
required 

ICS Workforce capability, 
capacity and health 

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 
 
Low staff morale 

Uncertain delivery of key 
objective / service due to 
lack of staff 
 
Loss of key staff 
 
Very low staff morale 

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

Operations – day to day 
issues faced by the ICS 

Loss / interruption of >1 
hour 

Loss / interruption of 
>8 hours 

Loss / interruption of > 
1 day 

Loss / interruption of > 1 
week 

Permanent loss 
of service or 
facility 

Wider Community Benefit 
(Environment, employment, 
volunteering etc.) 

Minimal or no impact on 
the wider community / 
environment 

Minor impact on the 
wider community / 
environment 

Moderate impact on 
the wider community / 
environment 

Major impact on the wider 
community /environment 

Catastrophic 
impact on the 
wider 
community / 
environment 

Enablers (City Workforce, 
Digital and Estates) 

Minor work-rounds 
required to ensure 
services are delivered in-
line with plans 
 
Negligible impact on 
existing service delivery 

Significant work-rounds 
incurring moderate 
additional costs to 
ensure services are 
delivered in line with 
place 
 
Occasional moderate 
impact on existing 
service delivery 

Significant work-
rounds incurring 
moderate additional 
costs to ensure 
services are delivered 
in line with place 
 
Existing service 
delivery impaired on a 
regular basis  

Major delays in 
implementing new service 
models 
 
One major change not 
deliverable 
 
Reduced service in critical 
area / loss of service in 
non-critical area 

A number of 
major plans not 
implementable  
 
Loss of critical 
service(s) for 
sustained 
period of time 



Appendix F Risk Scoring 

 

 
Descriptors for Risk Likelihood 

 

 

Overall Risk Matrix Scoring 
 

Risk Scoring = Impact x Likelihood (I x L) 
 

 

 

Impact 

Likelihood 

Rare 

1 

Unlikely 

2 

Possible 

3 

Likely 

4 

Almost 
Certain 

5 

Insignificant 
1 

1 2 3 4 5 

Minor 
2 

2 4 6 8 10 

Moderate 
3 

3 6 9 12 15 

Major 
 4 

4 8 12 16 20 

Catastrophic 
 5 

5 10 15 20 25 

 
 

 



Appendix G Guidance for Users of the Risk Management System  
 
 Contents 

 
1. System Administration 
2. Risk Register Roles 
3. Adding or Reviewing Risks 
4. Search & Reporting Options 
 

 
System Administration 
 
The Risk Register system is administered by the Networked Corporate Governance Teams across the ICB.  
For access to the system, any queries or for support in adding and reviewing risks, please contact your 
Corporate Governance Team. 
 
Risk Register Roles 
 
There are two allocated roles for each risk on the Risk Register. 
 
Risk Owner 
 

• Identifies, assesses and records new risks on the Risk Register system; 

• Regularly reviews their risks in line with the review process and schedule which includes updating 
information, reviewing current risk score and if appropriate closing risks that have been managed back 
to acceptable risk levels or are no longer relevant; 

• Works closely with clinical leads, performance managers and other service providers to monitor 
performance and activities to allow the early identification of risk; 

• Keeps their line manager informed of any significant changes that may affect any risks they have 
recorded on the Risk Register. 

 
Senior Manager 
 

• Supports a culture of risk awareness within the ICB/Place; 

• Checks that the Risk Owner has appropriately reflected the true nature of the risks and controls in 
place, etc; 

• Ensures consistency of risk wording (there is a risk of… due to… resulting in…); 

• Confirms ownership of the risk sits with the appropriate person at all levels;  

• Checks scoring is appropriate to the risk faced and that it is consistent with the score of other risks on 
the Risk Register; 

• Liaises with the risk owner to amend/correct any changes (this will support the Risk Owner when they 
complete the next review cycle); 

• Is prepared to discuss the risk at any group, sub-committee, committee or board; 

• Confirms that the risk is correctly reflected; 

• Confirms that it is appropriate to close risks marked for closure by the Risk Owner; 

• Identifies any additional risks to be included on the Risk Register; 

• Ensures that risks are discussed regularly at team meetings and potentially at 1:1s with appropriate 
staff members. 

 
 

Adding or Reviewing Risks on the Risk Register System 
 
Key Point 
 
The most important thing is to ensure that risks are identified and reported.  The rest of this guidance 
provides help in how to record and score the risk on the Risk Register, but having the “correct content” is 
secondary to ensuring a risk is recorded on the Register on a timely basis.  We can refine content of the 
Register once a risk has been added. 



 
Timescales 
 
Risks should be added or reviewed in line with the timescales set for each risk cycle (six cycles per 
annum).  These timescales are notified to all users of the Risk Register ahead of the start of each cycle. 
 
Please do NOT add or make changes to existing risks outside of these timescales, since this will impact 
upon the integrity of reporting.  If urgent changes need to be made to the Risk Register outside of set 
timescales, please contact the relevant Corporate Governance Team. 
 
Access 
 

• Access the Risk Register using the following link: 

http://apps.this.nhs.uk/CCGRiskRegister/Default.aspx 
 

The Risk Register can be accessed via the internet from any PC with an NHS N3 connection. 

 

We suggest you save the link to “Favourites” in your internet browser.  The link is included in all emails 

from the system notifying users of risk cycle timescales. 

 

• Enter your log-in details – this is your email address and your Risk Register password (contact the 

relevant Corporate Governance Team if you or any of your colleagues require access to the system). 

Adding and Reviewing Risks 
 

• Select Risks Dashboard 

• New risks – select Add a New Risk, or: 

• Review of existing risks – select My Risks (Risk Owners) or Risks to Review (Senior Managers) 

• Complete or review the required information (see below) 

• Select Save or Save & Exit before leaving the page 

 
Please note that much of the terminology throughout the system still refers to CCGs, reflecting 
the arrangements in place when it was developed.  This does not adversely affect its functionality, 
but wherever you see “CCG” with reference to a risk register, this may be read as either “Place” or 
“Corporate”. 

 

Heading Action Required Clarification / Guidance 
 

Place/Corporate and Related Organisations 
 

CCG Select from the drop-
down menu. 
 

The field is labelled CCG but the choice will 
be one of the five places within the ICB or 
corporate. 
 

Related 
Organisations 
(optional) 

Select from the drop-
down menu (multiple 
organisations may be 
selected). 
 

Select a related organisation where the cause 
of the risk is primarily due to a related 
organisation (third party risks). 

http://apps.this.nhs.uk/CCGRiskRegister/Default.aspx


Heading Action Required Clarification / Guidance 
 

Risk Owner Select from the drop-
down menu. 
 
Select the “Send email 
notification” box to flag 
that a new risk has been 
added to the register. 

If additional staff need to be set up on the 
system, please contact the relevant 
Corporate Governance Team. 
 
If you want to add a new risk to the system 
outside of the specified review dates for that 
risk cycle, please contact the relevant 
Corporate Governance Team before doing 
so. 
 

Senior Manager As above. As above. 
 

Committee Select the appropriate 
Committee. 

A risk can only be aligned with one committee 
– think about whether the cause and / or 
effect of the risk is primarily financial / 
performance / corporate or quality / clinical 
(and reflect this in the risk description). 
 

Risk Ratings 
 
It is suggested you complete the rest of the Risk Register entry BEFORE you 
consider risk ratings. 
 

Current Risk 
Rating 

Likelihood: select 1 – 5. 
Impact: select 1 – 5. 
 
Current risk rating is 
calculated automatically 
(Likelihood x Impact). 

Refer to the Risk Scoring Matrices 
(Appendices 1 & 2) for guidance. 
 
If the current risk rating has not reduced over 
2 or 3 risk cycles, consider (i) whether the 
Key Controls are as effective as hoped and 
(ii) whether the original score was 
appropriate. 
 

Target Risk 
Rating 
 

Likelihood: select 1 – 5. 
Impact: select 1 – 5. 
 
Target risk rating is 
calculated automatically 
(Likelihood x Impact). 
 

Refer to the Risk Scoring Matrices (attached) 
for guidance. 
 
At what level (likelihood and impact) could the 
risk be accepted / tolerated? This is the level 
to which you want to reduce the current risk 
score. 
 

Risk Description 
 



Heading Action Required Clarification / Guidance 
 

Principal Risk Enter details.  The risk 
should be worded as 
“There is a risk of….due 
to… resulting in….”. 
 
. 
 

Risks should not commence “Failure to…” – 
this is an outcome / impact of risk 
crystallisation and not a risk in itself. 
 
There has to be a degree of uncertainty for a 
risk to exist – if something has already 
happened / is happening, this is an issue or a 
cause of a risk, not a risk in itself. 
 
The “due to” part of the description outlines 
the causes of the risk. 
 
The “resulting in” part of the description 
outlines the impact of the risk if it were to 
arise. 
 

Key Controls Enter details. What are 
the key controls already 
in place to prevent the 
risk from occurring? 

Relates to systems / processes / mechanisms 
already be in place. 
 
Actions which are planned / not yet 
implemented should not be recorded as an 
existing control until fully in place. 
 
Record a maximum of 4-5 key controls. 
 
Explanation of why a risk rating has reduced 
could be recorded here. 
 

Gaps identified 
in Control 

Enter details – where 
either: 
(i) There are no 

controls in place, 
or; 

(ii) Controls are in 
place but are 
known not to be 
operating 
effectively. 

 

Where there are plans in place to close gaps 
in controls, specify the target timeframe. 
 
If there are no gaps in control currently, state 
this on the system. 
 
Explanation of why a risk rating has 
increased could be recorded here. 
 

Assurance on 
Controls 

Enter details – what 
mechanisms are there to 
provide assurance 
(evidence) on the 
operation of controls? 

For example: 

• Key performance indicators 

• Reports 

• Papers to oversight groups / committees 

• Minutes of meetings 

• Other reporting mechanisms 
 



Heading Action Required Clarification / Guidance 
 

Positive 
Assurance 

Enter specific details of 
what assurance 
mechanisms are 
reporting and when to 
support that controls are 
in place and operating 
effectively. 

It can be useful to distinguish between 
assurance from internal and external sources. 
 
Examples 

• Action plan on track for implementation to 
schedule – reported to Nov ’18 Clinical 
Quality Group. [Internal assurance] 

• Q1 and Q2 performance has met target – 
reported Nov ’18 Finance, Performance 
and Contracting Committee. [Internal 
Assurance] 

• Significant Assurance from Sept ’19 
Internal Audit Report on XXX [External 
assurance] 

• Green RAG rating on NHS England 
assurance framework Q2 19-20 [External 
assurance] 

 
Explanation of why a risk rating has reduced 
could be recorded here. 
 

Gaps in 
Assurance 

Enter details – where are 
we failing to gain 
evidence on the 
effectiveness of controls 
due to: 
(i) A lack of 

assurance 
mechanisms in 
place 

(ii) Assurance 
mechanisms are 
providing 
negative 
assurance (i.e. 
controls are not 
effective) 

Examples: 

• No mechanism in place to report on 
project progress. 

• Q1 and Q2 performance is below target 
level as reported to Finance, Performance 
and Contracting Committee Nov ’18. 

• Limited Assurance from Internal Audit 
Report on XX, October ’19. 

 
Where there are plans in place to close gaps 
in assurance, specify the target timeframe. 
 
If there are no gaps in assurance currently, 
state this on the system. 
 
Explanation of why a risk rating has 
increased could be recorded here. 
 

Add Linked Risk Enter the linked risk 
number (if appropriate) 
 

 

Review Risk 
 

Review Risk Tick the relevant box 
(Risk Owner or Senior 
Manager) 
 

If this box is not selected, the risk will be 
reported as unreviewed. 



Heading Action Required Clarification / Guidance 
 

Reviewer 
Comment 

Enter details as 
appropriate 

This field is for dialogue between Risk 
Owners and Senior Managers, eg to query 
risk scores, controls or assurance. 
 
This field is not reported as part of the Risk 
Register.  Rationale to support changes in 
scores should be recorded elsewhere (eg if 
risk ratings have increased, explain why in 
the gaps in control and / or gaps in assurance 
field; if risk ratings have reduced, explain why 
in the key controls or positive assurance 
fields). 
 

Closed Tick this box if the risk is 
being closed 
 

 

Reason for 
Closure 

Select from the drop-
down menu. 

If “Other” is selected, please provide 
additional details in the box that will appear 
when this option is ticked. 
 
If “Merged with Other Risk” is selected, 
please ensure the “Linked Risk” field is 
completed. 
 
Current risk rating reaching the target risk 
rating is reason for closing a risk, but a risk 
does not have to be closed for this reason – it 
may be prudent to retain the risk on the 
system for one or two cycles after the target 
risk rating has been reached. 
 

 
Key Points to remember when Adding or Reviewing Risks 
 

• Ensure that changes to risk scores are explained (we suggest using the key controls or positive 
assurance fields for reductions in risk ratings or the gaps in controls or gaps in assurance columns for 
increases in risk ratings). 

 

• Remember that whatever is recorded in the “Reviewer Comment” box is not reported as part of the 
Risk Register. 

 

• Do not use abbreviations without first explaining them. 
 
 
Search Risk Dashboard and Report Risk Dashboard 
 

• All users of the Risk Register system have the ability to search for risks on Place/Corporate 
Register(s) to which they have access and to run reports (but can only amend those risks for which 
they are the allocated Risk Owner or Senior Manager). 

 
 
 

• The Search options available are: 
 

- By risk number 
- By Risk Owner 
- By Senior Manager 



- By Committee 
- By risk status (open / closed) 
- Risks created between two dates 
- Text search 

 

• All reports can be filtered by all risks or by Committee, Risk Owner or Senior Manager or by archive 
dates (the latter allows historic “snapshots” of the Risk Register to be reported).  The following reports 
are available: 

 
- Risks (Risk Register)  
- Risk Reviewers –what risks have been reviewed by Risk Owners and Senior Managers 
- Heatmap 
- Static Description Risks (risks whose description did not change during a risk cycle) 
 

• Risk Profile – this provides a risk overview diagram, a summary of risk movement during a risk cycle 
and charts of risk numbers / total risk score / average risk score.  This report is available at 
Place/Corporate or Committee level.  Please contact the relevant Corporate Governance Team for a 
copy of the Risk Profile Report. 

 

  



Appendix HI Risk Management Cycle Process (accessible version to be inserted) 

 

Draft Risk Management Cycle Process 

 

 

Risk Cycle Commences 

Place Risk Owner (RO) Review 

of Risks 

Place Senior Reviewer (SR)  –  
Risk Review 

Place Senior Leadership 

Team (or equivalent) – 

Review Risks 

Place Assurance  
Sub-Committees 

Place Committees 

West Yorkshire Integrated 
Care Board 

WY Risk Owner Review of 

Risks 

Place Senior Reviewer –  
Risk Review 

WY Executive Team –  
 Review Risks 

West Yorkshire Assurance 
Committees 

15+ Risks  
Emerging Risks 

Risk Management Operational Group – Mapping of Risks 
(Common / 15+) 

Common Risks 
15+ Risks  

Emerging Risks 

Risk Management Operational 
Group – Feedback from Board / 

Reflections / Early Review of 
Common Risks / KPIs 

Identification 

of Critical Risks 

Check with 

RO/SR/SLT Member 

Notification to Place 

Committee / Board as 

appropriate 

Included within AAA 

Report to WY ICB (if 

Place identified risk) 

Place Lead Updates 

1 

9/1 

Week 

8 

4 

6 



   
 

Meeting name: ICB Board 

Agenda item no. 17 

Meeting date: 21/03/2023 

Report title: Fire Safety Policy 

Report presented by: Laura Ellis, Director of Corporate Affairs 

Report approved by: Laura Ellis, Director of Corporate Affairs 

Report prepared by: 
Compliance and Governance Manager, BDCFT 
Fire Safety Officer, BDCFT 
ICB Facilities Management Leads 

 
Purpose and Action 

Assurance ☐ Decision ☒ 

(approve/recommend/ 
support/ratify) 

Action ☐ 
(review/consider/comment/ 

discuss/escalate 

Information ☐ 

Previous considerations: 
ICB Board – 1 July 2022 – approval of interim policy statement 
 

Executive summary and points for discussion: 

The WY ICB acknowledges its responsibilities for the safety of people within the organisation 
and wider, if fires occur, for the prevention of fire and the requirement to have a written 
statement of general policy under the requirements of: 
• Regulatory Reform (Fire Safety) Order 2005 (RRO) 
• Health and Safety at Work Act 1974 
• Health Technical Memorandum 05-01 - Managing Healthcare Fire Safety 
 
On 1 July 2022, the ICB Board approved an interim policy statement to meets its responsibilities, 
and to allow time for the ICB to develop a single Fire Safety Policy. 
 
The policy is being presented to the ICB Board for approval. 
 

Which purpose(s) of an Integrated Care System does this report align with? 

☒   Improve healthcare outcomes for residents in their system  
☒   Tackle inequalities in access, experience and outcomes  
☒   Enhance productivity and value for money 
☒   Support broader social and economic development 

Recommendation(s) 

The ICB Board is asked to APPROVE the Fire Safety Policy. 



2 
 

Does the report provide assurance or mitigate any of the strategic threats or significant 
risks on the Corporate Risk Register or Board Assurance Framework? If yes, please 
detail which: 
 
There are no specific risks relating to fire safety on the risk register. 
 

Appendices  

1. Fire Safety Policy 

Acronyms and Abbreviations explained  

These are all set out in full within the Policy. 
 
What are the implications for? 

Residents and Communities No implications 

Quality and Safety The Policy relates to fire safety. 

Equality, Diversity and Inclusion No implications 

Finances and Use of Resources No implications 

Regulation and Legal Requirements Regulatory Reform (Fire Safety) Order 2005 (RRO) 
Health and Safety at Work Act 1974 
Health Technical Memorandum 05-01 - Managing 
Healthcare Fire Safety 

Conflicts of Interest No implications 

Data Protection No implications. 

Transformation and Innovation No implications. 

Environmental and Climate Change No implications. 

Future Decisions and Policy Making No implications. 

Citizen and Stakeholder Engagement No implications. 
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Version:   Version 1.0 (once approved)  

Approved by:   West Yorkshire ICB Board 

Date Approved:  21 March 2023 

Author:   Compliance and Governance Manager, BDCFT 
    Fire Safety Officer, BDCFT 

 
Responsible Director: Director of Corporate Affairs 

Date issued:   March 2023 

Review date:  March 2026 

 

The 5 key messages the reader should note about this document are: 

1. The policy applies to all staff and to those affected by our activities and undertakings. 

2. Annual fire safety training is mandatory and all staff must complete. 

3. Fire safety is everyone’s responsibility. 

4. All staff must be aware of their local fire evacuation procedures in the event of alarm 
activation 

5. The reporting of all fire incidents and near misses is important and an IR-e must be 
completed. 
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1 Introduction   

1.1 It is the policy of the NHS West Yorkshire Integrated Care Board (hereafter 
referred to as the WY ICB) to seek to ensure as far as is reasonably practical, 
that all steps are taken by the WY ICB to prevent and minimise the effects of 
fire. 

2 Purpose 

2.1 The WY ICB acknowledges its responsibilities for the safety of people within 
the organisation and wider, if fires occur, for the prevention of fire and the 
requirement to have a written statement of general policy under the 
requirements of: 

 
• Regulatory Reform (Fire Safety) Order 2005 (RRO) 
• Health and Safety at Work Act 1974 
• Health Technical Memorandum 05-01 - Managing Healthcare Fire Safety 

 
2.2 The policy, together with any subsequent revisions, will be brought to the 

notice of all WY ICB employees. 

3 Scope of the Policy 

3.1 This policy applies to the NHS West Yorkshire Integrated Care Board and 
applies to all employees, members of the Board and members of committees 
and sub-committees who must comply with the arrangements outlined in this 
policy.   
 

3.2 Some staff may be working in buildings that are not managed by the WY ICB - 
the principles of this policy will still apply and the same standard of fire safety 
guarantees must be in place as per legislative requirements and implemented 
by the landlord and/or the major employer in that premises. 

4 Policy Statement 

4.1  The WY ICB recognises its responsibilities to ensure that reasonable 
precautions    are taken to provide a safe working environment and that steps 
are taken to prevent or minimise the causes of fire, in compliance with 
relevant statutes and technical memorandum. 

 
4.2     In pursuance of this aim, the WY ICB will: 

 
i) Provide a safe working environment paying attention to fire prevention 

and evacuation procedures. 
 

ii) Ensure that systems are in place and regularly scrutinised to ensure 
their adequacy, i.e. fire evacuation drills, inspections of the means of 
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escape and maintenance of fire warning systems and fire-fighting 
equipment. 
 

iii) Provide appropriate information, suitable instruction and training in 
basic fire prevention measures and evaluation procedures, together 
with mandatory annual updating for all people working within the WY 
ICB. 
 

iv) Ensure all legally enforceable obligations are complied with, for 
designated use premises under the relevant legislation. 
 

v) Ensure Risk Assessments and Fire audits are implemented to comply 
with statute. 
 

vi) Ensure all premises have a local Fire Safety Procedure that is regularly 
reviewed. 

5 Roles and Responsibilities 

5.1  Chief Executive 
 
Responsibility for Fire Safety rests with the Chief Executive who has 
nominated the Director of Corporate Affairs as the person with managerial 
responsibility. 
 
The Chief Executive is responsible for: 
 
• Ensuring the review of the Fire Safety Policy. 
• Demonstrating commitment to the promotion of fire safety within the WY 

ICB. 
• Ensuring sufficient resources are allocated to implement the Fire Safety 

policy and procedures.   
• Ensuring that mandatory training for all employees is provided and that 

adequate resources are available to meet those training needs. 
 

5.2   Responsible Person 
 
The Director of Corporate Affairs has been delegated as the day to day lead 
and is the Responsible Person as defined by the Regulatory Reform (Fire 
Safety) Order 2005 and is responsible, supported by the Governance team, 
for the implementation of the Fire Safety Policy and for the following: 

 
• Ensuring provision of Competent Person advice (Fire).  
• Ensure that all managers and staff participate regularly in fire safety 

training and fire drills.  
• Ensure Nominated Persons are identified and trained 
• Ensuring regular fire drills are carried out, attending when required, 

monitoring the outcomes, recommending remedial action where 
necessary and arranging for records of training and drills, to be kept 
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centrally  
• Confirming the level of fire training provided is adequate to manage and 

minimising risk 
• Ensuring effective communication, liaison, and assurance with the 

landlord and other organisations within the premises for fire safety and 
facilitating the implementation of the fire action plan for WY ICB 
premises. 

• Reporting details of all outbreaks of fire to which the Fire Brigade is 
called, to the appropriate building landlord and the Competent Person.  

• Keeping records of all actual fire incidents in line with the WY ICB 
Incident Reporting Policy. 

• Advising the WY ICB Audit Committee on future safety matters and 
identifying necessary resources to provide safe systems in line with 
relevant legislation. 

 
5.3 Competent Person 
 

The Fire Officer for Bradford District Care NHS Foundation Trust is the 
competent person for fire as defined by the Regulatory Reform (Fire Safety) 
Order 2005.  The competent person is responsible for facilitating the delivery 
of the fire safety policy and for the following: 
 
• Advising management on fire and changes in legislation, in relation to 

the fire safety management.  
• Advise of responsibilities in respect of designated premises and 

maintaining the necessary provisions of the RRO Fire Risk 
Assessment.  

• Carrying out fire safety risk assessment and preparing reports to the 
Responsible Person, at least annually  

• Carrying out assessments of fire risk and preparing reports to the 
Responsible Person, recommending actions in respect of fire safety 
improvements.  

• Attending fire drills when required, monitoring the outcomes, 
recommending remedial action where necessary  

• Investigating fires in suspicious circumstances in conjunction with the 
Police, Fire Services, the Landlord and other organisations within the 
building. Provide reports to the Responsible Person.  
 

5.4     Line Managers 
 
Staff in supervisory roles will ensure the effective day to day application of this 
policy, within their areas of responsibility.  They will make arrangements for: 
 
• The co-ordination of staff in a fire emergency 
• In conjunction with the competent person and other organisations 

within the building, developing local fire emergency procedures, 
ensuring staff are familiar with fire procedures specific to their work 
area. 

• Ensuring the day to day maintenance of fire safety within their area of 
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control and that fire hazards are eliminated should they occur. 
• Liaising with the competent person and landlord, on any changes within 

the workplace affecting fire safety to ensure compliance with this policy 
and associated legislation. 

• Ensuring that members of staff receive initial information on Fire Safety 
and evacuation procedures specific to their work area, immediately 
following appointment, and are made aware of the procedures for 
reporting fire hazards to management. 

• Ensuring that staff take part in fire evacuation drills when on WY ICB 
property. 

• Monitor staff compliance with fire training. 
• Ensuring any staff requiring Personal Emergency Evacuation Plans 

(PEEP) are identified and a PEEP is completed using the template at 
Appendix A. 

 
5.5 Nominated Persons 

 
The Nominated Persons in conjunction with the responsible and competent 
persons have the responsibility for the co-ordination of fire safety within the 
premises. Duties will include: 
 
• In the event of an emergency, to take charge until the fire service 

arrives and acts as a focus for liaison purposes thereafter. 
• Attend regular fire drills in association with the competent person. 
• Ensure regular checks of systems and equipment are carried out 
• Complete the fire drill report sheet; keep a copy of the form in the fire 

log book and return a copy to the Governance team. 
 
5.6 Responsibilities of all Staff 

 
All staff must: 

 
• Adhere to the WY ICB Fire Safety policy 
• Notify their immediate Manager of even small, rapidly extinguished 

fires 
• Participate in fire safety training and drills 
• Be aware of their responsibilities to others (including visitors) and 

involve them (if appropriate) in the fire safety process 
• Be vigilant in reporting hazards via the WY ICB incident 

reporting system including fire incidents and false alarms  
• Ensure that details of staff with a temporary or permanent disability 

which could affect their egress in the event of a fire are brought to 
the attention of their manager and complete a PEEP should this be 
required 

• Be familiar with and follow procedures in which they are 
trained if a fire breaks out. 

• Co-operate and comply with the instructions of Nominated Persons to 
evacuate the building in the event of a fire drill or real fire incident. 

• Co-operate with management investigation of fire incidents. 
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• Conduct themselves in a manner which safeguards their own health 
and safety at work and that of colleagues and visitors. 

 

6 Interdependencies 

Certain interdependencies have developed in relation to the premises which 
will impact on fire safety for the organisation. The interdependencies are 
described in the table below.  Interdependencies exist due to the size of the 
building and the evolution of the NHS to its current point.  The organisation 
will gain assurance on the management of these interdependencies to ensure 
the effectiveness of fire safety. 

 
6.1 Scorex House 
 

Scorex House comprises office accommodation with more than one tenant. 
The building is owned by a Superior Landlord and NHS Property Services are 
the WY ICB Landlord. The Landlord is responsible for the common areas of 
the premises and common items of plant and equipment. The WY ICB leases 
the office accommodation through NHS Property Services. 

 

Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Fire Fighting 
Equipment 

Responsibility of 
NHS Property 
Services & 
landlord 

All tenants Equipment serviced by 
Chubb under service level 
agreement with NHS 
Property Services for office 
areas. Landlord maintain 
equipment in staircases 

Fire Warning 
system 

Landlord  All tenants Fire alarm panel situated at 
the entrance to the building. 
Fire manual is kept with 
landlord 

Emergency lighting 
 

Responsibility of 
NHS Property 
Services & 
landlord 

All tenants All information regarding 
plans, drawings, 
inventories, maintenance 
schedules etc are located 
within the Fire Manual 
which is held with the 
landlord 

Fire Safety Signs 
and Notices 

NHS Property 
Services   

NHS tenants WY ICB responsible for 
signs within own area – 
common areas via NHS 
Property Services 

Assembly Point Responsibility of 
each tenant 

All tenants  
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Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Nominated 
Persons 

Individual 
organisations 
within the 
building  

All tenants Nominated persons work 
together as one team in the 
event of an emergency. 

 
6.2 WIRA House 
 

WIRA House comprises office accommodation in with more than one tenant. 
The building is owned by a Superior Landlord and NHS Property Services are 
the WY ICB Landlord. The Landlord is responsible for the common areas of 
the premises and common items of plant and equipment. The WY ICB leases 
the office accommodation through NHS Property Services. 

 

Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Fire Fighting 
Equipment 

NHS Property 
Services 

All tenants Equipment serviced by 
Chubb under service level 
agreement with NHS 
Property Services for office 
areas. Landlord maintain 
equipment in staircases 

Fire Warning 
system 

Superior 
Landlord  

All tenants Fire alarm panel situated at 
the entrance to the building. 
Fire manual is kept with 
landlord 

Emergency lighting 
 

NHS Property 
Services & 
landlord 

All tenants Emergency lighting is 
maintained by NHS 
Property Services in 
demised areas and by the 
Superior Landlord in 
common areas 

Fire Safety Signs 
and Notices 

NHS Property 
Services   

NHS tenants WY ICB responsible for 
signs within own area – 
common areas via NHS 
Property Services 

Assembly Point Tenant All tenants  
Nominated 
Persons 

Tenants  All tenants Nominated persons work 
together as one team in the 
event of an emergency. 
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6.3 White Rose House 
 

White Rose House comprises office accommodation with the ICB as the sole 
occupant. The building is owned by NHS Property Services and lease directly 
to the WY ICB. NHS Property Services are responsible for all areas of the 
premises, plant, and equipment. The WY ICB leases the office 
accommodation through NHS Property Services. 

 

Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Fire Fighting 
Equipment 

Responsibility of   Tenant Equipment serviced by 
Chubb under service level 
agreement with NHS 
Property Services. 

Fire Warning 
system 

Landlord  Tenant Fire alarm panel situated at 
the entrance to the building. 
Maintained through NHS 
Property Services 

Emergency lighting 
 

Responsibility of  
NHS Property 
Services & 
landlord 

Tenant All information regarding 
plans, drawings, 
inventories, maintenance 
schedules etc are located 
within the Fire Manual in the 
main reception 

Fire Safety Signs 
and Notices 

NHS Property 
Services   

Tenant WY ICB responsible for 
signs across the entire site 

Assembly Point Tenant Tenant  
Nominated 
Persons 

Individual 
organisations 
within the 
building  

Tenant Nominated persons work 
together as one team in the 
event of an emergency. 

 
6.4 Norwich Union House 
 

Norwich Union House comprises office accommodation in with more than one 
tenant. The building is owned by a private landlord who lease directly to the 
WY ICB. The Landlord is responsible for the common areas of the premises 
and common items of plant and equipment. The WY ICB leases the office 
accommodation through the Superior Landlord. 

 

Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Fire Fighting Tenant with All tenants Tenant with private provider 
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Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Equipment private provider  has responsibility for all 
maintenance of FFE 

Fire Warning 
system 

Superior 
Landlord  

All tenants Fire alarm panel situated at 
the entrance to the building. 
Fire manual is kept with 
landlord 

Emergency lighting 
 

Superior 
Landlord 

All tenants All information regarding 
plans, drawings, 
inventories, maintenance 
schedules etc are located 
within the Fire Manual 
which is held with the 
landlord 

Fire Safety Signs 
and Notices 

Superior 
Landlord  

NHS tenants Signage is provided by the 
Superior Landlord 

Assembly Point Superior 
Landlord 

All tenants Superior Landlord provides 
all signage and locations 
information  

Nominated 
Persons 

Individual 
organisations 
within the 
building  

All tenants Nominated persons work 
together as one team in the 
event of an emergency. 

 
6.5 Westgate House 
 

Westgate House comprises office accommodation in with more than one 
tenant. The building is owned by a private landlord and are leased directly to 
the WY ICB Landlord. The Landlord is responsible for all areas of the 
premises and common items of plant and equipment. The WY ICB leases the 
office accommodation through the Superior Landlord. 

 

Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Fire Fighting 
Equipment 

Superior 
Landlord   

All tenants Superior Landlord has 
responsibility for all 
maintenance of FFE 

Fire Warning 
system 

Superior 
Landlord  

All tenants Fire alarm panel situated at 
the entrance to the building. 
Fire manual is kept with 
landlord 
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Interdependency 
Organisation 

Managing 
interdependenc

y 

Organisations 
sharing 

interdependence 
Issues/comments 

Emergency lighting 
 

Superior 
Landlord 

All tenants All information regarding 
plans, drawings, 
inventories, maintenance 
schedules etc are located 
within the Fire Manual 
which is held with the 
landlord 

Fire Safety Signs 
and Notices 

Superior 
Landlord   

NHS tenants Signage is provided by the 
Superior Landlord 

Assembly Point Superior 
Landlord 

All tenants Superior Landlord provides 
all signage and locations 
information  

Nominated 
Persons 

Individual 
organisations 
within the 
building  

All tenants Nominated persons work 
together as one team in the 
event of an emergency. 

 

7 Training 

Line Managers will complete fire safety induction on a new employee’s first 
day at work which includes fire evacuation information.    
Mandatory training is through an eLearning package and must be completed 
annually, and recorded through ESR.  
Fire evacuations and post evacuation reviews form part of the overall fire 
training package and are undertaken annually.  

8 Arrangements for Review and Monitoring 

This policy will be reviewed at least every three years. 
 
Monitoring of this policy will be through the WY ICB Audit Committee with 
reference to fire related incidents and fire evacuations, both planned and 
unplanned.  This information will be provided in the health and safety update 
report. 

9 Dissemination 

Following approval by the WY ICB Board this policy will be disseminated via 
the WY ICB briefing process and will be available on the WY ICB shared 
document library. 
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10 Associated Documentation 

Health and Safety Policy 
Fire evacuation procedures 
Fire risk assessment for each WY ICB premises 
Fire evacuation drill reports for each WY ICB premises 

 

11 References 

• Regulatory Reform (Fire Safety) Order 2005 (RRO) 
• Health and Safety at Work Act 1974 
• Health Technical Memorandum 05-01 - Managing Healthcare Fire Safety 
  

12 Public Sector Equality Duty 

The Equality Act 2010 includes a general legal duty to: 

• Eliminate unlawful discrimination, harassment victimisation and any other 
conduct prohibited under the Act 

• Advance quality of opportunity between people who share a protected 
characteristic and people who do not share it 

• Foster good relations between people who share a protected 
characteristic and people who do not have it 

 
The protected characteristics are: 

• Age 
• Disability 
• Gender reassignment 
• Marriage or civil partnership 
• Pregnancy and maternity 
• Race 
• Religion or belief 
• Sex 
• Sexual orientation 
 
Public bodies have to demonstrate due regard to the general duty.  This 
means active consideration of equality must influence the decisions reached 
that will impact on patients, carers, communities and staff. 

It is no longer a specific legal requirement to carry out an Equality Impact 
Assessment on all policies, procedures, practices and plans but, as described 
above, the WY ICB do need to be able to demonstrate they have paid due 
regard to the general duty. 
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This policy sets out how the WY ICB ensure fire safety is managed legally and 
effectively. It is not believed that this policy will impact on or affect differently 
or adversely any of the groups with protected characteristics. 
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Appendices 

Appendix A: Personal Emergency Evacuation Plans (PEEPs) Procedure 
 
PEEPs are required for persons who could not evacuate premises without 
assistance.  PEEPS identify what assistance/support would be required to evacuate 
the person concerned.  The PEEP procedure details how the WY ICB will ensure the 
safe and respectful evacuation of people with a particular requirement, including but 
not limited to disabled people, older people and pregnant women. 

Where the person requiring a PEEP is a member of staff, the PEEP documentation 
(see below) should be completed between the staff member and their line manager.  
Support and assistance can be obtained from the Fire Safety Officer for Bradford 
District Care NHS Foundation Trust on 01274 228300 

PERSONAL EMERGENCY EVACUATION PLAN  

QUESTIONNAIRE 

To be completed by the person requiring the PEEP & the building you work in or are visiting 

NAME 

 

 

BUILDING 

 

 

DATE OF VISIT 

 

 Permanent Base 

Yes      No 

The Nominated Fire Officer is  : 

Deputy Nominated Fire Officer is : 

Tel No 

 

 

        (insert number)  people will assist you to evacuate in an emergency      

 

They will keep in contact with the Nominated Fire officer to ensure you are safe 

Evacuation Assistants 

1 
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2 

3 

4 

Equipment needed (if any) 

 

 

 

Method(s) of assistance (e.g. transfer procedures, methods of guidance etc) 

 

 

 

 

Evacuation procedure (a step by step account beginning from the first alarm) 

 

 

 

 

 

 

Safe route(s) 
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Name  

 

Permanent 
base 

 

 

 

Email   

 

Telephone  

 

Do you know what to do on fire alarm activation?    YES    NO 

Please give further information if required  

 

 

Can you hear the fire alarm?    YES    NO 

Please give further information if required 

 

 

Can you raise the alarm if you discovered a fire?    YES    NO 

Please give further information if required 

 

 

Would you need assistance to get out of the building in an emergency?    YES    NO 

Please give further information if required 

 

 

Can you move quickly in the event of an emergency?    YES    NO 

Please give further information if required 
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To be completed by the person requiring the PEEP 

A copy of this PEEP is required by the Nominated Fire Officer; please keep a copy for your 
records. Ensure that the Nominated Person(s) have been informed and that this PEEP is 
reviewed and updated where there are changes. A copy of the PEEP should also be retained 
on the employees file by the line manager. 

Support and advice can be obtained from BDCFT Fire Safety team on fire@bdct.nhs.uk or 
07795361478 

To be reviewed if needs/ staffing/ base/ location change. To be reviewed on each visit to a 
different staff base. 

 

 

 

Do you find stairs difficult to use?    YES    NO 

Please give further information if required 

 

 

Are you a wheelchair user?    YES    NO 

 

If yes is your wheelchair electric          or manual? 

 

 

Do you have a visual impairment?    YES    NO 

Please give further information if required 

 

 

Please give any other relevant information that you feel would be useful in providing you the assistance you need 

 

 

mailto:fire@bdct.nhs.uk


   
 

Meeting name: ICB Board 

Agenda item no. 17 

Meeting date: 21/03/2023 

Report title: Anti-Fraud, Bribery and Corruption Policy 

Report presented by: Laura Ellis, Director of Corporate Affairs 

Report approved by: Jonathan Webb, Director of Finance 

Report prepared by: Rosie Dickinson, Local Counter Fraud Specialist 
 
Purpose and Action 

Assurance ☐ Decision ☒ 

(approve/recommend/ 
support/ratify) 

Action ☐ 
(review/consider/comment/ 

discuss/escalate 

Information ☐ 

Previous considerations: 
 
 

Executive summary and points for discussion: 

The ICB requires an Anti-Fraud, Bribery and Corruption Policy in order to comply with the NHS 
Counter Fraud Functional Standards set out by the NHS Counter Fraud Authority. 
This policy sets out the ICB’s approach to countering fraud against the NHS. It provides details 
covering the national backdrop of NHS fraud, what fraud is, and the various reporting routes 
which are available should staff develop any concerns that fraud could be or may be being 
committed against the ICB or the NHS more widely. The roles and responsibilities of all staff in 
relation to countering fraud are outlined within the policy. 
 
It explains the sanctions that are available when fraud is detected, including the potential steps 
the ICB may take as an employer if the perpetrator is an ICB employee.  
 
The policy links to internal policies such as the Standards of Business Conduct Policy, 
Disciplinary Policy, Conflicts of Interest Policy, Standing Financial Instructions, Speaking Up 
Policy and Managing Attendance Policy.  
 
The policy is intended to empower staff to be able to identify, prevent, and report NHS fraud. 
It is designed for all staff and is intended to assist in the safeguarding of public funds. 
 
An Equality Impact Assessment has been completed and no adverse effects have been 
identified.  
 
The policy is being presented to the ICB Board for approval. 
 

Which purpose(s) of an Integrated Care System does this report align with? 

☐   Improve healthcare outcomes for residents in their system  
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☐   Tackle inequalities in access, experience and outcomes  
☒   Enhance productivity and value for money 
☐   Support broader social and economic development 

Recommendation(s) 

The ICB Board is asked to: 
1. Approve the policy. 

Does the report provide assurance or mitigate any of the strategic threats or significant 
risks on the Corporate Risk Register or Board Assurance Framework? If yes, please 
detail which: 
 
There are no specific risks relating to fraud, bribery or corruption on the risk register. 
 

Appendices  

1. Counter Fraud Referral Form (included within the policy document on page 12) 
2. Equality Impact Assessment 

Acronyms and Abbreviations explained  

1. LCFS – Local Counter Fraud Specialist 
2. NHSCFA – NHS Counter Fraud Authority 
3. NHSE – NHS England 

 
What are the implications for? 

Residents and Communities The policy is designed to safeguard public funds. 

Quality and Safety As above. 

Equality, Diversity and Inclusion No implications (see Equality Impact Assessment). 

Finances and Use of Resources The policy is designed to safeguard public funds. 

Regulation and Legal Requirements The policy aligns to the Counter Fraud Functional 
Standards set out by the NHS Counter Fraud 
Authority. 

Conflicts of Interest This policy links to the Conflicts of Interest Policy. 

Data Protection No implications. 

Transformation and Innovation No implications. 

Environmental and Climate Change No implications. 

Future Decisions and Policy Making No implications. 

Citizen and Stakeholder Engagement No implications. 
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1. Main Report Detail 
1.1 This policy is required for the ICB to comply with the Counter Fraud 

Functional Standards which are set by the NHS Counter Fraud 
Authority. 
 

1.2 It is relevant to all ICB staff. Specific responsibilities are described in 
Section 7 of the policy. 

 
1.3 The policy provides definitions of Fraud, Bribery and Corruption to 

assist staff in identifying potential issues. 
 

1.4 It also explains the various reporting routes which are available to staff. 
 

1.5 It contains information about the sanctions that can be applied, 
including disciplinary sanctions if a member of staff is found to have 
committed Fraud or Bribery offences against the ICB. 

 
2. Next Steps 

2.1 Once approved, the policy will be published on the ICB’s ShareBoard 
and an article will be shared with staff via the Communications Team. 

 
 

 



 
 

 

 

 

 

Anti-Fraud, Bribery and Corruption Policy 
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1 Introduction 
 
Fraud is the most common offence in the UK. The NHS Counter Fraud 
Authority estimates that £1.2 billion of NHS funding is vulnerable to fraud.  

NHS fraud can be committed by many different groups including patients, 
contractors, cyber criminals, and even staff.  

It is essential that staff understand what NHS fraud is and how they can report 
their concerns using the appropriate channels. 

2 Purpose 
 
West Yorkshire Integrated Care Board (the ICB) is committed to reducing the 
risk of fraud against the NHS. This policy explains how concerns relating to 
fraud, bribery and corruption can be reported. It also outlines the range of 
sanctions that can be considered during and after an investigation. 

3 Scope of the Policy 
 
This policy applies to all employees of the ICB, including those on temporary 
or honorary contracts, pool staff, co-optees, contractors and students.  

4 Definitions 
 
Fraud – fraud is a dishonesty offence. Perpetrators of fraud mislead their 
victim with the intention of making a gain for themselves or someone else, or 
to cause a loss to someone else. The Fraud Act 2006 sets out three main 
criminal fraud offences: 

• Fraud by false representation, where a person lies to get something 
they are not entitled to. 

• Fraud by failure to disclose, where a person deliberately conceals 
information they have a duty to disclose, in order to benefit financially. 

• Fraud by abuse of position, where a person takes advantage of their 
job role to benefit themselves or another. 

It does not matter if the perpetrator is unsuccessful in their attempt – having 
the intention to make a gain or cause a loss is sufficient for a conviction to be 
considered. 

Examples of fraud against the NHS can be found within the NHS Counter 
Fraud Authority Fraud Reference Guide. 

https://cfa.nhs.uk/fraud-prevention/reference-guide
https://cfa.nhs.uk/fraud-prevention/reference-guide
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Bribery – bribery can be defined as the offering, giving, accepting or soliciting 
of a payment (or other inducement) in exchange for acting illegally, 
unethically, or in a way which breaches trust. 

The Bribery Act 2010 makes it a criminal offence to: 

• Give, promise, offer, request, agree to or accept a bribe, 
• Bribe a foreign official, 
• Fail to prevent bribery (this is a corporate offence). 

The corporate offence of failing to prevent bribery can be considered when an 
employee engages in bribery. In these circumstances, their employer may be 
investigated and prosecuted for not doing enough to prevent bribery from 
taking place. 

Corruption – corruption occurs when a person agrees to act outside of 
agreed processes and procedures, with the effect of unduly benefiting 
someone else. The corrupt individual may not benefit directly from their 
actions. Corrupt conduct may be dealt with under the Bribery Act 2010, the 
Fraud Act 2006, or other legislation depending on the specific circumstances. 

Computer misuse – the Computer Misuse Act 1990 sets out the following 
offences: 

• Accessing computer material without permission, 
• Accessing computer material without permission with the intent to 

commit further criminal offences, 
• Altering computer data without permission.  

NHS Counter Fraud Authority (NHSCFA) – the NHS Counter Fraud 
Authority has responsibility for all policy and operational matters relating to the 
prevention, detection, and investigation of fraud, bribery and corruption in the 
NHS. Any investigations will be handled in accordance with NHS Counter 
Fraud Authority guidance. 

5 Policy Details 
 
5.1  Reporting Fraud 

 
Employees have a responsibility to report their concerns if they suspect that 
fraud, bribery and/or corruption are being carried out against the NHS. 

Staff should contact the ICB’s Local Counter Fraud Specialists (LCFSs), the 
NHS Counter Fraud Authority, or the Finance Director. The Local Counter 
Fraud Specialists are: 
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Rosie Dickinson Shaun Fleming Steve Moss 

Rosie.dickinson1@nhs.net shaunfleming@nhs.net Steven.moss@nhs.net 

07825 228 175 07484 243 063 07717 356 707 

 
If there is a concern that the LCFS or the Finance Director is implicated, the 
employee should contact whichever party is not suspected of being involved. 
The person who is notified will then contact the Chief Executive and the Audit 
Committee Chair. 

Staff who wish to make an anonymous report may also do so via the NHS 
Counter Fraud Authority’s Fraud and Corruption Reporting Line – 0800 028 
40 60. A report may also be submitted anonymously by filling in the reporting 
form at https://cfa.nhs.uk/reportfraud.   

Staff wishing to make an anonymous report are kindly requested to provide as 
much information as possible, as the LCFS team will not be able to make 
contact to clarify any information that has been provided. 

If staff feel that they cannot report the matter via the primary reporting routes 
described above, staff may raise concerns via the ICB’s Freedom to Speak 
Up Guardian. The role and responsibilities of the Freedom to Speak Up 
Guardian regarding concerns raised that may involve fraud, bribery or 
corruption are outlined in Section 7.7 of this policy. 

5.2  Handling concerns 
 
All reports are treated in confidence and will be investigated. The LCFS will 
conduct enquiries to establish whether there is any foundation to the 
suspicion raised. Staff may raise concerns in good faith that turn out to be 
unsubstantiated. Even if no fraud is found, the investigation may generate 
opportunities to review and improve practices to reduce the risk of fraud 
taking place.  

If allegations are found to have been made for malicious purposes (e.g. to 
cause distress and knowing that there are no genuine grounds to substantiate 
the concern), disciplinary action may be taken against the person who has 
made the false accusation.  

5.2.1   Compliance with NHS England’s ICB Counter Fraud Statutory Guidance 
 
In July 2022 NHS England published statutory guidance that describes the 
interaction and division of responsibilities between the counter fraud functions 
of ICBs and NHS England. 

mailto:Rosie.dickinson1@nhs.net
mailto:shaunfleming@nhs.net
mailto:Steven.moss@nhs.net
https://cfa.nhs.uk/reportfraud
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To ensure compliance with the guidance the ICB’s LCFSs will ensure that any 
referrals received that fall within NHS England’s remit will be referred to their 
NHS England counterparts in compliance with the NHS Counter Fraud 
Authority manual. Arrangements are in place with NHS England to ensure that 
they will apprise the ICB of any investigations they undertake that impact on 
the organisation. 

5.3  Sanctions 
 
When an investigation establishes that fraud, bribery or corruption has 
occurred, the ICB is able to consider a range of sanctions. The sanctions can 
be used in combination depending on the specific circumstances.  

Sanctions will be discussed with and approved by the Finance Director. 
Available sanctions include: 

• Disciplinary action 
• Criminal proceedings 
• Civil proceedings 
• Referral to professional bodies 
• Administrative action 

5.3.1  Disciplinary Action 
 
Disciplinary action can be taken alongside other sanctions where an 
employee is suspected of being involved in a fraudulent or illegal act. 

If the evidence which is gathered during a fraud investigation falls short of the 
criminal standard (proof beyond all reasonable doubt), but wrongdoing does 
appear to have occurred, the case may be handed to Human Resources to 
progress in line with the ICB’s Disciplinary Policy. 

5.3.2  Criminal Proceedings 
 
Where the evidence that fraud has been committed against the ICB is strong 
enough, the case will be reviewed by the Crown Prosecution Service (CPS). 

The CPS will decide whether they think a criminal prosecution should be 
sought. If the CPS decide not to progress the case, the LCFS may liaise with 
the Senior Management Team (SMT) to discuss the option of taking 
independent civil legal action. 

5.3.3  Civil Proceedings 
 
The ICB can consider taking civil action as a route to recover financial losses 
caused by fraudulent or illegal conduct. This option is available if the criminal 
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prosecution route is not appropriate, or where the ICB has not been fully 
compensated following a criminal conviction. 

The ICB will consider whether the cost of pursuing civil action outweighs the 
amount which it is trying to recover. It is also important to consider the 
potential deterrent effect and whether the individual concerned is able to pay. 

5.3.4  Referral to Professional Bodies 
 
If an employee is suspected of fraud, a referral may be made to their 
professional body. If an employee is convicted of fraud and maintains a 
professional registration, the ICB will share information about the conviction 
with the employee’s professional body. This information will be shared to 
enable the professional body to determine if they need to take any action in 
line with their own processes and procedures. 

5.3.5 Administrative Action 
 
Where fraud, bribery or corruption against the NHS is perpetrated by a service 
user, the ICB can consider whether to take administrative action. This could 
include withdrawal of treatment or removal from a practitioner’s list. The ICB 
can also consider recovery of losses outside the courts, via mediation and/or 
voluntary repayment as appropriate. 

6 Counter Fraud Plan 
 

The ICB has an Annual Counter Fraud Plan which is drafted in collaboration 
with the Finance Director. The plan is reviewed and approved by the ICB’s 
Audit Committee. The plan sets out the counter fraud work which will be 
completed throughout the financial year. The plan corresponds to the Counter 
Fraud Functional Standards set by the NHSCFA and aligns to the NHSCFA 
Strategy. 

7 Roles and Responsibilities 
 

7.1 All Staff 
 
Employees in all roles across the ICB are in an excellent position to protect 
the NHS from fraud by reporting their concerns. Employees are responsible 
for: 
 

• Reporting any concerns about fraud, bribery or corruption using the 
reporting process outline in Section 5.1 of this policy. Staff must not 
attempt to investigate potential fraud, bribery or corruption matters 
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themselves. This is to ensure the correct investigative procedures are 
followed when gathering evidence.  

• Reporting any fraud risks which they notice at the ICB to the LCFS so 
that these risks can be assessed and reduced.  

• Acting in accordance with the law, ICB policies and procedures, and 
where applicable, with the standards set by professional regulatory 
bodies. 

• Safeguarding public funds, regardless of whether they are directly 
involved with payment systems or dealing with contractors/suppliers. 

• In addition to maintaining the normal standards of personal honesty 
and integrity, employees must always: 

o Avoid acting in a way that could undermine public confidence in 
the NHS, 

o Behave with transparency, fairness and impartiality, 
o Be alert to the possibility that others may be attempting to 

deceive. 

7.2 Chief Executive 
 
The Chief Executive is the Accountable Officer for the ICB. They hold overall 
responsibility for: 

• Ensuring the proper stewardship of public funds allocated to the ICB, 
including the prevention and detection of fraud, bribery and corruption. 

• Ensuring adequate policies and procedures are in place to protect the 
ICB and the public funds allocated to the organisation. 

• To act as the Executive Director for the implementation of the ICB’s 
arrangements in relation to the Bribery Act 2010. 

7.3 Finance Director 
 
The Finance Director holds a key role in countering fraud against the ICB. 
They are responsible for: 

• The implementation of the ICB’s detailed financial policies and systems 
which incorporate the separation of duties and internal checks. 

• The co-ordination of any corrective action to further these policies. 
• The maintenance of an effective system of internal financial control. 
• Ensuring that adequate counter fraud provision is made in the ICB. 
• Oversight of the work of the LCFS, including the authorising of 

investigative work. 
• Authorising prosecutions and / or other sanctions which are available at 

the conclusion of an investigation, following discussions with the LCFS 
and / or the NHSCFA (where appropriate). 
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7.4 Managers 
 
Managers must be alert to the possibility that unusual events or transactions 
could be symptoms of fraud, bribery, and corruption. Managers are 
responsible for: 

• Contacting the LCFS as soon as possible if any member of staff 
approaches them with a suspicion or concern that could be related to 
fraud. Please see Section 5.1 of this policy for advice on alternative 
reporting routes which should be pursued if the manager or employee 
feels the LCFS may be implicated in the concern. 

• Contacting the LCFS as soon as possible if they come across 
something which could be related to fraud, bribery or corruption. 

• Managers must not attempt to investigate potential fraud concerns as 
this doing so could undermine or compromise the investigation. 
Managers should contact the LCFS or use the alternative reporting 
routes set out in Section 5.1 of this policy. 

• Ensuring staff are aware of and correctly following policies and 
procedures which are designed to protect against fraud, bribery, and 
corruption. 

• To be aware of fraud risk within their department, and to take steps to 
mitigate these risks via control measures. Control measures could 
include (but are not limited to) setting clear roles and responsibilities, 
performing supervisory checks, ensuring staff rotation and separation 
of duties in key roles, and carrying out regular reviews and checks to 
ensure the measures are effective. 

• To take responsibility, in collaboration with Human Resources 
colleagues, for the enforcement of disciplinary action required due to 
the outcome of an investigation, or where staff are not complying with 
policies and procedures.  

• To support the development of a counter fraud culture by encouraging 
staff to be aware of the correct reporting routes, and to report any 
concerns via these channels. 

7.5 The ICB’s Local Counter Fraud Specialist (LCFS) 
 
The ICB’s Local Counter Fraud Specialist takes forward all anti-fraud work 
locally. This work is carried out in accordance with the Counter Fraud 
Functional Standards set by the NHSCFA. The LCFS is responsible for: 

• Investigating allegations of fraud, bribery, and / or corruption where the 
potential victim is the ICB. 

• Carrying out awareness raising and preventative work on the topic of 
NHS Fraud on behalf of the ICB. 
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• Working with key colleagues and stakeholders to promote anti-fraud 
work and to address any system weaknesses. 

• Ensuring the Finance Director is notified of all fraud referrals. 
• Reporting appropriate cases to the police or the NHSCFA following 

consultation with the Finance Director, and with reference to the NHS 
Counter Fraud Manual. 

• Recording investigations and outcomes on the NHSCFA’s investigation 
database. 

• Liaising with Human Resources where an employee is the subject of 
an NHS fraud investigation, to ensure that a coordinated and effective 
approach is taken. 

• Reporting system weaknesses identified during investigation to 
managers and internal audit, and following up progress made to 
address these weaknesses. 

7.6 Human Resources 
 
The Human Resources team will be informed whenever an allegation of fraud, 
bribery, or corruption includes suspicions that a member of staff is involved. 
The Director of People is responsible for: 

• Invoking the relevant elements of the disciplinary process such as 
suspension from duty or dismissal when an employee is suspected of 
committing fraud against the NHS. 

• Wherever practical, ensuring that the disciplinary process is only 
initiated after a discussion between the Director of People and the 
LCFS has taken place. 

• Ensuring that colleagues within the department understand fraud 
allegations must be passed to the LCFS for investigation in the first 
instance. 

It is recognised that in some cases it may be necessary for an employee to be 
suspended immediately to ensure patient or colleague safety. 

7.7 Freedom to Speak Up Guardian 
 
The Freedom to Speak Up Guardian (FTSUG) provides confidential advice 
and support to staff who wish to raise concerns about potential risk, 
malpractice, or wrongdoing within the organisation. The FTSUG is responsible 
for: 

• Facilitating the raising concerns process, ensuring policies are 
followed. 

• Liaising with the LCFS if appropriate. 
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Further details on the Freedom to Speak Up process can be found in the 
ICB’s Speaking Up Policy. 

7.8 Internal Audit and External Audit 
 
Internal Audit and External Audit review controls and systems to ensure 
compliance with the ICB’s financial instructions. They are responsible for: 

• Reporting any incidents, concerns or suspicions of fraud which arise 
during their work. They should report these matters to the LCFS or 
using the alternative reporting routes set out in Section 5.1 of this 
policy if appropriate. 

• Where appropriate, to assist in the reviewing of systems following a 
counter fraud investigation.  

7.9 Audit Committee 
 
The Audit Committee requires assurance that there are adequate 
arrangements for tackling fraud within the ICB. The Audit Committee is 
responsible for: 

• Reviewing and approving the Annual Counter Fraud Work Plan, 
• Reviewing reports presented by the LCFS at Audit Committee 

meetings, 
• Receiving the Annual Counter Fraud Report which is produced by the 

LCFS. 

The Audit Committee Chair reviews and approves the ICB’s Counter Fraud 
Functional Standard Return which is sent to the NHSCFA on an annual basis. 

8 Public Sector Equality Duty 
 
The ICB, as a public body, must demonstrate due regard to the general duty. 
This means active consideration of equality must influence the decision(s) 
reached that will impact on patients, carers, communities and staff. 

The ICB aims to design and implement services, policies and measures that 
meet the diverse needs of our service, population and workforce. This 
intention of this is to ensure that no group is placed at a disadvantage relative 
to others. 

An Equality Impact Assessment (EIA) has been carried out for this policy – no 
impact was identified. 
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9 Training 
 
New starters at the ICB will receive Fraud Awareness Training as part of their 
Corporate Induction. Further training will be accessible via the Local Counter 
Fraud Specialists who can be contacted for any enquiries (please see Section 
5.1 for contact details).  

Staff are also required to complete Fraud Awareness Training every three 
years as part of the Mandatory and Statutory Training programme. 
 

10 Monitoring Compliance with the Document 
 

Policy element 
to be monitored 

 

Standards / 
Performance 

Indicators 
Process for 
monitoring 

Responsible 
for 

monitoring 
Frequency 

Responsible 
group for review 

of assurance 
reports and 
oversight 

Staff awareness 
of this policy 

Number of 
fraud referrals 
received 
 
Number of 
staff reporting 
awareness of 
the policy 
 
Number of 
requests to the 
LCFS for 
training 

The LCFS will 
monitor 
referral rates 
and training 
requests 
throughout the 
year. Policy 
awareness will 
be monitored 
via staff 
surveys, focus 
groups, 
discussions 
with key staff 
etc. 

Local Counter 
Fraud 
Specialist 

Annually Finance Director 
 
Audit Committee 

Compliance with 
the Counter 
Fraud Functional 
Standard Return 
(CFFSR) 

Annual CFFSR 
return 
completed 
 
CFFSR rating 

CFFSR 
completion 
and results will 
be reported to 
the Audit 
Committee 

Local Counter 
Fraud 
Specialist 

Annually Finance Director 
 
Audit Committee 

Reporting on 
Anti-Fraud, 
Bribery and 
Corruption 
Activity 

Meetings with 
the Finance 
Director 
 
Progress 
reports 
presented at 
Audit 
Committees 
 
Annual 
Counter Fraud 
Report 

Meetings 
relating to 
investigations 
will be logged 
on the 
NHSCFA 
database. 
 
Audit 
Committee 
timetable and 
minutes 

Local Counter 
Fraud 
Specialist 

As 
required 
 
 
 
Quarterly 
 
 
 
 
 
Annually 

Finance Director 
 
Audit Committee 
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Monitoring for 
potential adverse 
impact on staff 
with protected 
characteristics 

EQIA to be 
repeated 
whenever the 
policy is 
reviewed. 

Outcome of 
the review will 
be captured in 
Section 8 of 
the policy. 

Local Counter 
Fraud 
Specialist 

Whenever 
the policy 
is reviewed 

Finance Director 
 
Audit Committee 

 

11 Arrangements for Review 
 
This policy will be reviewed in April 2025, or sooner if required. 

12 Dissemination 
 
This policy will be disseminated via internal communications and the staff 
intranet site, Share Board. 

13 Associated Documentation 
 
Disciplinary Policy 

Standards of Business Conduct Policy 

Conflicts of Interest Policy 

Standing Financial Instructions 

Speaking Up Policy 

Managing Attendance Policy 

References 
 
Fraud Act 2006 (legislation.gov.uk) 

Bribery Act 2010 (legislation.gov.uk) 

Computer Misuse Act 1990 (legislation.gov.uk) 

Proceeds of Crime Act 2002 (legislation.gov.uk) 

NHSCFA Fraud Reference Guide  

NHSCFA Fraud and Corruption Reporting Tool 

NHSCFA Functional Standards 

NHSCFA Strategy 

NHS England Integrated Care Boards Counter Fraud Statutory Guidance 

https://www.legislation.gov.uk/ukpga/2006/35/contents
https://www.legislation.gov.uk/ukpga/2010/23/contents
https://www.legislation.gov.uk/ukpga/1990/18
https://www.legislation.gov.uk/ukpga/2002/29/contents
https://cfa.nhs.uk/fraud-prevention/reference-guide
https://cfa.nhs.uk/reportfraud
https://cfa.nhs.uk/government-functional-standard/NHS-requirements
https://cfa.nhs.uk/resources/downloads/documents/corporate-publications/NHSCFA_Strategy_2020-23.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/07/B1586-Integrated-care-boards-counter-fraud-statutory-guidance-July-2022.pdf
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Appendices 
 

Appendix A – Fraud Referral Form 
 
Section 1 – Your Details (this section is not mandatory, however, if you choose not to provide your contact 
details please do provide as much information in your referral as possible as we will not be able to get in 
touch with you to clarify anything).  

Name  

Organisation/Profession  

Address  

Tel.No / Email Address  
 
Section 2 – This Fraud Concern Relates To: 

Name  

Address  

Date Of Birth  
 
Section 3 – Suspicion 

 
 
 
 
Section 4 –Useful Contacts  

 
 
 
 

Please attach any available supporting/relevant information.  

Signed …………………………………………………………….. Date ………………………… 

Please return this form to: 

Rosie.Dickinson1@nhs.net or shaunfleming@nhs.net  

The Local Counter Fraud Specialists will acknowledge receipt of this referral to you within 5 working days 
unless otherwise requested.  
 
You can also report using the NHS Counter Fraud Authority online reporting tool or hotline: 
https://cfa.nhs.uk/reportfraud 0800 028 60 40. 

mailto:Rosie.Dickinson1@nhs.net
mailto:shaunfleming@nhs.net
https://cfa.nhs.uk/reportfraud
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