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1.1. This document sets out the Risk Management Framework for the Cluster Integrated Care Board (ICB) arrangements. It establishes a consistent and comprehensive approach to the identification, assessment, management and reporting of risk across participating ICBs and the wider Integrated Care System (ICS).

1.2. Effective risk management is recognised as a fundamental component of good governance and is integral to the way in which the Cluster is directed, managed and controlled. It supports informed decision-making, the effective stewardship of public resources, and the delivery of high-quality, safe and sustainable services for patients and the population. 

1.3. The Cluster operates within a complex and dynamic health and care environment, across a wide geography, where delivery of strategic objectives requires collaboration across organisational boundaries. While each ICB retains its statutory responsibilities, many risks are shared across the system and cannot be effectively mitigated by a single organisation acting alone. This framework therefore recognises the importance of identifying, assessing and managing both ICB and system-wide (cluster/ICS) risks through shared accountability and collective action.

1.4. The framework aligns with recognised best practice, including the principles set out in ISO 31000 and HM Treasury’s Orange Book, and reflects the expectation that risk management should be integrated into all organisational activities. It adopts a structured and systematic approach, ensuring that risks and opportunities are identified early, assessed consistently, and managed proportionately in line with the Cluster’s agreed risk appetite. 

1.5. It is acknowledged that the commissioning and transformation of health and care services inherently involves uncertainty and risk. The Cluster does not seek to eliminate all risk; rather, it aims to ensure that risks are understood, appropriately controlled, and balanced against the potential benefits of innovation and service improvement. A defined risk appetite supports this by providing clarity on the level of risk that is acceptable in pursuit of strategic objectives, whilst maintaining a very low tolerance for risks that may adversely affect patient safety, service continuity, statutory compliance or financial sustainability. 

1.6. This framework applies to all staff, Board members, committees and functions within the Cluster arrangements. It establishes that risk management is the responsibility of every individual, supported by clearly defined roles, governance structures and processes. The Cluster is committed to fostering an open, transparent and learning-focused culture in which risks can be identified and escalated without delay, and where lessons are used to continuously strengthen organisational resilience. 

1.7. The framework further sets out how risks will be managed across different organisational levels, including directorate, corporate and cluster/system risks, supported by robust risk registers and the Board Assurance Framework (BAF). Through these arrangements, the Cluster Board and its committees are able to obtain assurance that the principal risks to the achievement of strategic objectives are being effectively managed and that appropriate controls and mitigations are in place. 

1.8. This policy will be subject to regular review to ensure it remains aligned with national guidance, organisational changes, and the evolving risk landscape across the Cluster and wider system.
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1.9. The Joint Cluster approach is intended to support consistent, efficient and high‑quality delivery across the Cluster population, whilst recognising that the Cluster currently operates as two statutory organisations working as closely as possible as a single organisation until formal merger arrangements are concluded.

1.10. In developing and applying Joint Cluster policies, we will align with the respective values of the sovereign organisations until formal merger takes place.

1.11. In addition, Joint Cluster policies are underpinned by the Cluster’s agreed design principles for operating as a leading strategic commissioner. These principles guide how we work across the Cluster and include: strategic alignment with population health, care and equity; a future‑focused approach; collaborative, transparent and accountable ways of working; inclusive leadership and a commitment to a skilled, diverse workforce; bravery and calculated risk‑taking grounded in robust governance and psychological safety; safe and compliant practice to protect people from harm; optimising the resource envelope to deliver value, productivity and sustainability; and reducing duplication by doing what can be done once across the Cluster.

1.12. Decision‑making within Joint Cluster governance will be constructive and inclusive, supporting meaningful discussion, appropriate challenge and collective ownership. Where decisions are taken, the Cluster’s approach is to work by consensus wherever possible, with members able to record perspectives as appropriate.
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1.13. The purpose of this Risk Management Framework, Strategy and Policy is to establish a consistent and robust approach to the identification, assessment, management and reporting of risk across the Joint Cluster arrangements.
The policy aims to:
· Support the delivery of the Cluster ICBs strategic and operational objectives through effective risk management practices
· Ensure that risks to the quality, safety and sustainability of services are identified, understood and managed appropriately
· Provide a clear framework for risk escalation, reporting and assurance, including the operation of directorate and corporate risk registers and the Board Assurance Framework (BAF)
· Enable informed decision-making by ensuring that risks and opportunities are considered in a structured and systematic way
· Promote a consistent approach to risk management across participating ICBs, committees and system partners
· Support compliance with statutory duties, national guidance and best practice, including the principles set out in ISO 31000 and HM Treasury’s Orange Book

The policy further seeks to foster a positive and open risk culture across the Cluster, where risks are proactively identified, transparently reported, and effectively managed to support continuous improvement and organisational learning.

1.14. This policy applies to  all staff, Board members, committee members and individuals working on behalf of the Joint Cluster arrangements, including those in temporary, agency, honorary or contracted roles.
1.15. This policy will set out the arrangements by which the Joint Cluster will identify, assess and manage risks in a way that supports the reduction of health inequalities and wider inequalities, ensuring that risk management processes contribute to the delivery of the ICBs’ statutory duties to improve population health and reduce inequalities in outcomes, experience and access
[bookmark: _Toc231398844]Duties – Legal Framework for this Policy

1.16. Cluster ICBs are statutory bodies required to maintain effective systems of governance, risk management and internal control. They must ensure that:

· Risks are identified, assessed and managed effectively
· Appropriate assurance mechanisms, including the Directorate and Corporate Risk Registers and Board Assurance Framework (BAF), are in place
· Services are delivered safely and in line with statutory and national requirements
· System-wide risks are managed collaboratively where required

1.17. This policy provides the framework through which these duties are discharged across the Joint Cluster and also aligns with relevant NHS England guidance, statutory requirements and best practice standards relating to governance, risk management and internal control.
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1.18. Effective risk management is the responsibility of all individuals working within or on behalf of the Joint Cluster arrangements. Specific roles and responsibilities are set out below.

1.19. Joint Cluster Board
The Joint Cluster Board has overall accountability for risk management across the Cluster and is responsible for:
· Ensuring that there is an effective framework for the identification, assessment and management of risk
· Setting the risk appetite and overseeing strategic risks through the Board Assurance Framework (BAF)
· Receiving assurance that risks are being effectively managed and that appropriate controls and mitigations are in place
· Promoting a culture in which risk management is embedded throughout the organisation

1.20.  Audit Committee (in Common)
The Audit Committee provides independent assurance to the Joint Cluster Board and is responsible for:
· Reviewing the effectiveness of the risk management framework, systems and processes
· Scrutinising the Corporate Risk Register and Board Assurance Framework and agreeing the closure of risks on the corporate risk register.
· Ensuring appropriate controls, assurances and mitigation actions are in place
· Providing oversight of internal control, governance, and risk management arrangements
· Agreeing the Risk Management Framework

1.21.  Committees
Committees are responsible for:
· Overseeing risks within their respective areas of responsibility
· Ensuring risks are identified, assessed and managed effectively within their portfolios
· Escalating significant risks to the Joint Cluster Board, other relevant appropriate committees, corporate risk register or BAF as appropriate
· Providing assurance to the Board through committee reporting structures

1.22.  All ICB Staff
All staff are responsible for:
· Identifying, assessing and reporting risks within their areas of work
· Complying with this policy and associated procedures
· Escalating risks through appropriate management structures
· Contributing to a culture of openness, transparency and continuous improvement
· Completing any necessary training.
· Staff with line management responsibilities are responsible for ensuring that subordinate staff are aware of this framework and are making the necessary contributions for the identification and management of risks.

1.23.  Chief Finance and Corporate Services Officer
The Chief Finance Officer has executive responsibility for risk management systems and internal control and is responsible for:
· Ensuring effective systems of financial control are in place
· Identifying and managing significant financial risks
· Supporting the development and operation of the risk management framework
· Providing assurance on financial governance, audit and counter fraud arrangements
· Communicating arrangements and making this framework available to staff.

1.24.  Executive Directors, Senior Managers and Risk Leads
Executive Directors, Senior Managers and Risk Leads are responsible for:
· Identifying and managing risks within their areas of responsibility
· Ensuring risks are appropriately assessed, recorded and regularly reviewed
· Implementing controls and mitigation actions to manage risks
· Escalating risks in line with the agreed framework
· Promoting a positive risk management culture within their teams
· Executive Directors are responsible for the approval of directorate risk registers and contributions to the BAF.  They are also responsible for ensuring that committee agendas are agreed with the relevant Committee Chair using risk register to ensure that the business of committees focuses on the mitigation of risks.

1.25.  Non-Executive Directors
Non-Executive Directors are responsible for:
· Providing independent scrutiny and constructive challenge to risk management arrangements
· Ensuring that risk management processes are robust, proportionate and effective
· Satisfying themselves that appropriate assurance is available to support decision-making

1.26.  Associate Director of Corporate Governance
The Associate Director of Corporate Governance is responsible for:
· Leading the development, implementation and review of the Risk Management Framework and Policy
· Ensuring compliance with relevant legislation, guidance and best practice
· Providing advice and support to the Board, Committees and staff on risk management
· Overseeing risk reporting processes, including the Corporate Risk Register and Board Assurance Framework

1.27. Governance Team
Under the direction of the Associate Director for Corporate Governance, The Governance Team is responsible for:
· Supporting the operation and maintenance of the risk management system
· Coordinating the collection, validation and reporting of risk information
· Providing training and guidance to staff and Risk Leads
· Supporting the production of risk reports for the Board and Committees
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1.28.  This document is a policy. It sets out the principles, framework and requirements for the management of risk across the Joint Cluster arrangements. As a policy, it provides the overarching direction and expectations for risk management, supported by more detailed procedures, guidance and tools where required, to ensure a consistent and structured approach to risk across the organisation.
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1.29. Risk Management Strategy
1.29.1. The Joint Cluster adopts a structured and consistent approach to risk management, ensuring that risks are identified, assessed, managed and reported in a manner that supports the achievement of organisational objectives and statutory duties.

1.29.2. The Risk Management Strategy is designed to:
· Embed risk management as an integral part of all organisational activities, decision-making processes and governance arrangements
· Support the delivery of high-quality, safe and sustainable services through the proactive management of risks and opportunities
· Ensure a consistent and systematic approach to risk management across directorates, committees and the Joint Cluster governance structure
· Enable the effective escalation of risks through directorate, corporate and strategic levels, including the Board Assurance Framework (BAF)

1.29.3. Risk management within the Joint Cluster operates at multiple levels:
· Directorate level, where risks are identified, assessed and managed within operational areas
· Corporate level, where risks scoring 12 and above are escalated to the Corporate Risk Register for oversight and to executive committees
· Strategic level, where significant risks are escalated to the Joint Cluster Board and, where appropriate, mapped to the Board Assurance Framework

1.29.4. The strategy promotes a culture in which:
· Risk identification is proactive and embedded in routine activities such as team meetings, governance forums and decision-making processes
· Risks are clearly defined, consistently recorded using standardised templates, and regularly reviewed
· Accountability for risk management rests with those best placed to manage the risk, supported by governance structures and the Governance Team

1.29.5. The Joint Cluster recognises that not all risks can be eliminated. The strategy therefore enables proportionate risk-taking, balancing innovation and service improvement with the need to maintain safety, compliance and effective stewardship of public resources.

1.29.6. Risk management arrangements will continue to evolve as the Joint Cluster matures, including the further development of the Board Assurance Framework and the alignment of risk processes across participating organisations.

1.30. Risk Management Structure
1.30.1. Risk management within the Joint Cluster operates through a structured, multi-level approach to ensure risks are identified, escalated and managed effectively across the organisation. It relies on the completion of responsibilities by all identified in the responsibilities section. The risk management structure comprises three key levels

1.30.2. Directorate Level
· Risks are identified, assessed and managed within individual directorates
· Each directorate maintains its own directorate risk register, capturing operational and strategic risks relevant to its areas of responsibility
· Risks are reviewed regularly within directorate governance arrangements, including team meetings, one-to-one discussions and directorate forums
· Directorate risk registers must be approved by the relevant Executive Director in line with the published timetable prior to submission to the Governance Team

1.30.3. Corporate Risk Register
· Risks assessed at a score of 15 and above are escalated to the Corporate Risk Register
· The Corporate Risk Register is maintained centrally by the Governance Team.
· Directorate risks are submitted to the Governance Team on a monthly basis, where they are reviewed, validated and incorporated into the Corporate Risk Register
· The Corporate Risk Register provides a consistent, organisation-wide view of significant risks requiring corporate oversight.

1.30.4. Cluster Board & Its Committees
· Risks scoring 12+ are reported to the relevant committees for oversight, scrutiny and management. 
· Risks scoring 15+ are reported to the Audit Committee as part of the Corporate Risk Register
· Significant risks identified on the corporate risk register are escalated to the Joint Cluster Board (JCB) for strategic oversight and assurance by the Audit Committee
· Relevant significant risks will be mapped from the Corporate Risk Register to the BAF to support Board-level assurance.
· The Board will receive the BAF

1.31. Risk Appetite
1.31.1. Risk Appetite is defined as ‘The amount of risk that an organisation is prepared to accept, tolerate, or be exposed to at any point in time’ (HMT Orange Book definition 2004). It is influenced by a broad range of factors including, the organisation’s culture and history, current internal or external events. 

1.31.2. The ICB has statutory and regulatory obligations to ensure that systems of control are in place to minimise all types of risk to the organisation and the individuals to whom it owes a duty of care. However, it is acknowledged that the commissioning of health and care services is not without risk especially in some more innovative areas of service redesign. An element of risk is vital in order to explore opportunities and new ways of working.

1.31.3. Developing new and exploratory schemes and programmes can entail a greater degree of risk to the way in which staff work, the amount of resources needed and the operational design of services. Therefore staff, managers and executives need greater clarity on the level of risk that will be tolerated by the ICB and the risk boundaries in which they work.

1.31.4. The risk appetite is closely linked to the risk target score. If there is a low appetite to risk, that risk will not be accepted (or ‘tolerated’) by the organisation unless it has reached a very low likelihood, for example, patient harm.

1.31.5. The organisation’s risk appetite will seek to address:
· The nature of the risks to be assumed;
· The amount of risk to be taken;
· The desired balance of risk versus reward.
· The necessary balance between risk and the capacity that exists for mitigation.

1.31.6. Risk Appetite Statement 

1.31.6.1. Risk appetite is the amount and type of risk that an organisation is prepared to pursue, retain or take in pursuit of its strategic objectives. It represents risk optimisation - a balance between the potential benefits of innovation and the threats that change inevitably brings. 

1.31.6.2. This should not be confused with risk tolerance, which reflects the boundaries within which the executive management are willing to allow the true day-to-day risk profile of the organisation to fluctuate, while they are executing strategic objectives in accordance with the board’s strategy and risk appetite. It is the level of the current (residual) risk within which the board expects sub-committees to operate and management to manage and escalate. 

1.31.6.3. Put simply, risk appetite is how much risk you want, risk tolerance is how much risk you can live with. The Board should therefore not see each level of risk appetite as being better or worse than any other.

1.32. Risk Identification, Assessment & Control
1.32.1. Every individual within the Cluster is responsible for identifying and managing risk. Risk management is an integral part of day-to-day activities and supports the effective delivery of organisational objectives.

1.32.1.1. Risks can be identified through a range of mechanisms, including:
· Team meetings, operational groups and directorate governance forums
· One-to-one discussions
· Committees, Joint Cluster Board (JCB) and sub-committee discussions
· Horizon scanning and performance monitoring
· Formal risk assessment exercises (e.g. health and safety assessments)
· Lessons learned following incidents, complaints or audits
· Development or review of business cases
· Performance discussions with providers

1.32.1.2. Risk ownership is assigned based on where responsibility exists for managing and mitigating the risk. This means that the individual who identifies a risk (the ‘risk originator’) may not necessarily be the designated ‘risk owner’.

1.32.1.3. All risks must be clearly described, linked to organisational objectives, and recorded using the standard risk template provided by the Governance Team.

1.32.1.4. It is probable, due to the matrix working arrangements in the organisation, that when a risk is described by a directorate, the mitigation or treatment of that risk will require contributions from others from different teams.  In this case, agreement must be obtained for the assignment of the mitigating action along with associated progress updates

1.32.2. Risk Identification, Assessment & Control
1.32.2.1. Once a risk has been identified, it must be assessed to determine its significance. Risk assessment involves evaluating both the likelihood of the risk occurring and the consequence (impact) should it occur. 

1.32.2.2. The Joint Cluster uses a 5x5 risk scoring matrix, where:
· Risk Score = Likelihood × Consequence (Impact)
· This produces a score ranging from 1 to 25.
· The initial score assigned at the point of identification is known as the original (inherent) risk score











The original risk score must not be amended once recorded
	Consequence
	Likelihood

	
	Rare (1)
	Unlikely (2)
	Possible (3)
	Likely (4)
	Almost Certain (5)

	1
	1
	2
	3
	4
	5

	2
	2
	4
	6
	8
	10

	3
	3
	6
	9
	12
	15

	4
	4
	8
	12
	16
	20

	5
	5
	10
	15
	20
	25


Colour grades are used to enable us to quickly identify areas of significant risk:
	Low Risk
	Medium Risk
	High Risk
	Significant Risk

	1 - 4
	5 - 6
	8 – 12
	15 - 25





1.32.3. Risk Control & Mitigation
1.32.3.1.  Following initial assessment, risks must be reviewed to identify existing controls and determine whether further action is required.

1.32.3.2. A risk control is any ongoing or regular activity that reduces the likelihood and/or impact of a risk

1.32.3.3. Controls may include processes, policies, procedures, systems or other mechanisms that manage risk

1.32.3.4. Where controls are already in place, the risk must be reassessed to determine the current risk score, reflecting the impact of those controls.

1.32.3.5. Where risks remain above target levels:
· Additional mitigation actions must be defined
· Each action must have a named owner and completion date
· Progress must be monitored through regular review

1.32.4. Risk Scores
1.32.4.1.   Each risk must include three distinct scores:
· Original (Inherent) Risk Score -  The score at the point the risk is first identified. This must not be changed once recorded.
· Current Risk Score - Reflects the level of risk after current controls have been applied.
· Target Risk Score - The level at which the risk is considered acceptable. This should reflect the anticipated position once all mitigation actions have been completed.  It should also reflect the risk appetite which may lead to acceptance or closure of the risk.

1.32.4.2. Risks must be regularly reviewed to monitor progress towards the target score; this will be done with regard to the timetable published by the Governance Team. A risk should only be considered for closure once:
· The target score has been achieved; and
· All mitigation actions have been completed

1.33. Risk Reporting
1.33.1. Risk reporting within the Cluster is designed to ensure that risks are communicated clearly, consistently and in a timely manner to enable effective oversight, assurance and decision-making. Risk reporting operates across the established governance framework as follows:
· Directorate risk registers are maintained locally and reviewed regularly within directorate governance arrangements
· Risks scored 15 and above are escalated to the Corporate Risk Register
· The Corporate Risk Register is reported to the Audit Committees  which holds the lead responsibility for risk.
· Significant risks are escalated by the Audit Committee to the Joint Cluster Board (JCB) for strategic assurance

1.33.2. The Corporate Risk Register provides a consolidated view of the most significant risks facing the organisation. The register is maintained centrally by the Governance Team.  Directorate updates are submitted on a monthly basis and must be supported by Executive Director approval. The Governance Team collates and validates submissions and produces standardised reports for Committees and the Board. Reports include risk scores, controls, mitigation actions, trends and areas of concern

1.33.3. Risk reports will be produced in line with the committee reporting cycle.  Risks must be regularly reviewed and updated by risk owners to reflect changes in score, controls or mitigation actions.  Emerging risks or significant changes must be escalated outside of routine reporting cycles where required by the relevant executive.

1.33.4. The risk reporting process ensures that risks are escalated appropriately in line with their severity and potential impact. Committees and the Board receive sufficient information to provide assurance and challenge and  actions are monitored, and risks are actively managed until reduced to an acceptable level.

1.34. Risk Closure
1.34.1. Risk closure is a formal process to ensure that risks are only removed from active management once they have been effectively mitigated and no longer represent a significant threat to the achievement of organisational objectives.

1.34.2. Criteria for Risk Closure
1.34.2.1. A risk may be considered for closure when:
· All mitigation actions and controls have been fully implemented and are operating effectively; and
· The current risk score has been reduced to the target risk score; or
· The risk is no longer relevant or appropriate due to changes in the internal or external environment
· The appetite for risk is revised and agreed.

1.34.3. The decision to close a risk must take into account the organisation’s risk appetite, ensuring that any residual risk remaining is within the level of risk that the Joint Cluster is prepared to accept.

1.34.4. Risks identified as meeting closure criteria must be clearly marked within the risk register as “Closure Requested”

1.34.5. A rationale for closure must be documented, including confirmation that actions have been completed and the target score has been achieved

1.34.6. All requests for risks listed on the corporate risk register that are recommended for  closure must be submitted to the Audit Committee for formal review and approval

1.34.7. No risk may be closed without Audit Committee approval, regardless of the risk score

1.34.8. The Audit Committee is responsible for:
· Reviewing all risks on the Corporate Risk Register proposed for closure
· Confirming that appropriate controls and mitigation actions have been implemented
· Ensuring that closure is consistent with the organisation’s risk appetite and governance requirements

1.34.9. Where the Audit Committee determines that a risk has not been sufficiently mitigated, it may require further action before closure is approved.

1.34.10. Once approved, risks will be formally removed from the active risk register and transferred to a closed risks register. Closed risks will be retained for audit purposes and organisational learning. The closed risks register will be maintained by the Governance Team
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1.35. This policy applies to all staff working within or on behalf of the Joint Cluster arrangements, including NHS Gloucestershire ICB and NHS Bristol, North Somerset and South Gloucestershire ICB.

1.36. This policy applies to all individuals involved in the management, oversight or reporting of risk, including but not limited to:
· Board members and committee members
· Executive Directors and senior managers
· Risk Leads and the Governance Team
· All employees, including those in temporary, agency, honorary or contracted roles
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9.1   This policy will be communicated to staff through publication on the intranet websites, policy repository, via internal channels such as staff briefings, newsletters and team meetings to ensure awareness and accessibility.
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1.37. All staff are expected to be aware of this policy and adhere to its requirements. The policy will be made available via the Joint Cluster intranet and document repository, supported by communication through established internal channels. Formal training is not mandated for this policy. However:
· Advice, guidance and support on risk management processes will be available through the Governance Team and Risk Leads
· Targeted training and awareness sessions may be provided where required to support specific roles, including Risk Leads and managers

1.38. Where training is identified as necessary, it will be delivered through existing organisational learning and development arrangements. The requirement for any additional training and associated resource implications will be considered and agreed by the appropriate Executive Director prior to implementation.
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1.39. The Equality Impact Assessment for this policy document will be completed during 2026 following agreement of this framework.
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1.40. The Joint Cluster is committed to maintaining the highest standards of integrity, transparency and accountability in all its activities. This includes ensuring that robust arrangements are in place to prevent, detect and respond to fraud, bribery and corruption. Risk management processes set out within this policy support this objective by ensuring that risks relating to financial control, governance and misuse of resources are appropriately identified, assessed and managed.

1.41. The Cluster is committed to reducing and preventing fraud, bribery and corruption in the NHS and ensuring that funds stolen by these means are put back into patient care. During the development of this policy document, we have given consideration to how fraud, bribery or corruption may occur in this area. We have ensured that our processes will assist in preventing, detecting and deterring fraud, bribery and corruption and considered what our responses to allegation of incidents of any such acts would be.

1.42. In the event that fraud, bribery or corruption is reasonably suspected, and in accordance with the Local Counter Fraud, Bribery and Corruption Policy, the individual will refer the matter to the ICB’s Local Counter Fraud Specialist for investigation and reserve the right to prosecute where fraud, bribery or corruption is suspected to have taken place. In cases involving any type of loss (financial or other), the ICB will take action to recover those losses by working with law enforcement agencies and investigators in both criminal and/or civil courts.
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