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Agenda 
 
Greater Manchester Audit Committee  
 
Date: 11th September 2024 

 
Time: 11.00am to 1.00pm 
 
Venue: MV19, 5th floor, The Tootal Buildings, 56 Oxford Street, Manchester M1 6EU 

 
Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. 11.00  
 
 
5 mins 
 
 
 
 

Welcome, Introductions and 
Apologies including Attendance 
Matrix 
 

Paper Information Chair 

2. 11.00 Declarations of Interest 
 

Paper Information All 

3. 11.00 Minutes from the last meeting 
and matters arising 
 

Paper Approval Chair 

4. 11.00 Action Log  Paper Information Chair 

Internal Audit 
 
5. 11.05 10 mins 

 
Internal Audit Effectiveness 
Review 

Paper Information  IC 

6. 11.15 5 mins Internal audit progress report 
2024/25 

Paper Discussion   DD 

7. 11.20 5 mins Internal audit follow up report Paper Discussion  DD 

8. 11.25 5 mins NHSE Undertakings – MIAA 
report 

Paper Discussion DD 

Counter Fraud 

9. 11.30 5 mins 
 

Anti- fraud progress report Paper  Information  PB 

10. 11.35 5 mins Counter fraud champion update  Paper Information  IC 

External Audit 

11. 11.40 5 mins Annual Auditors’ Letter Update 
(VFM) 

Paper  Approval KA/CG 
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Corporate Governance 

12. 11.45 10 mins Risk Management update Paper Information  CG 

13. 11.55 5 mins Health and Safety update  Paper Information  CG/SD 

14. 12.00 5 mins Receive assurance on FOI 
arrangements 

Paper Information  CG 

15. 12.05 5 mins Financial Scheme of Delegation Paper Information  IC 

Other Activities 

16. 12.10 5 mins Produce the annual committee 
report 

Paper Discussion  RP 

17. 12.15 5 mins Review whistleblowing 
arrangements 

Paper Information 
 

CG 

18. 12.20 5 mins EPPR Arrangements Paper Information 
 

LN 

19. 12.25 5 mins Corporate policies: 
• Conflict of Interest 
• Health and Safety 
• Policy Framework 

Paper Approval CG 

Standing Items 

20. 12.30 5 mins 
 

Standing Items: 
• Debtors Update 
• Tender Waivers 
• Conflicts of Interest 

Guardian 
• Use of Corporate Seal 
• Board Summary Report 

 
Paper 
Paper 
Verbal 
 
Paper 
Verbal 

 
Information 
Information 
Information 
 
Information 
Discussion 

 
KA 
SM 
RP 
 
CG 
ALL 

21. 12.35 5 mins Audit Committee Workplan  Paper  Information IC 

22. 12.40 5 mins Any Other Business Verbal - All  

23. 12.45 5 mins Reflections on the meeting and 
items for escalation to the Board 

Verbal Discussion Chair 

 Date and Time of Next Meeting: 
 
12 December 2024, 11:00-13:00 

Verbal Information Chair 

 
Part B meeting will follow immediately after the main committee meeting 



Item 1 - Audit Committee Attendance Matrix 2024

Key:
Present
Apologies
Attendance Not Required
No explanation
Member as per Terms of Reference
Attendee of meeting as per TORs
Apologies provided but Substitute 
attended on behalf

Name Title Mar-24 Apr-24 Jun-24
Richard Paver (Chair) Non-Executive Director, Audit Committee Chair
Anthony Hassall Chief Executive, Pennine Care NHS Foundation Trust
Sue Greenhill Independent Member
David Hopewell Independent Partner Member

Sheena McDonnell
Non-Executive Director, Chair of the People & Culture 
Committee

Kaye Abbott ACFO Finance Lead, Financial Control
Izhar Chaudhary ACFO Finance Lead, Financial Governance
Kathy Roe Interim Chief Finance Officer (from March 2024)
Mandy Philbin Chief Nurse
Paul Bell Senior Anti-Fraud Manager, MIAA
Patrick Clark Senior Audit Manager, MIAA
Darrell Davies Regional Assurance Director, MIAA
Louise Cobain Executive Director - Assurance, MIAA
Perminder Sethi Grant Thornton External Auditors
Sarah Ironmonger Grant Thornton External Auditors

Chris Gaffey
Associate Director of Corporate Services
(in attendance on behalf of Mandy Philbin)



NHS GM: Register of Interests - Audit Committee September 2024

First Name Last Name Job Title

Decisio
n Maker 

N/Y

Date 
Declaration 

Made / 
Refresh

Declared Interest (Name of 
organisation and nature of business) Declared Interest Type of Interest

Direct or 
Indirect

Date of 
Interest

End Date 
of Interest

Consent 
to 

Publish 
Y/N Action Taken to Mitigate Risk

Audit 
Committee

Kirstin Susan (Sue) Greenhill Independent Member: Audit Committee Y 23-Aug-23 N/A Nil N/A N/A N/A N/A Y N/A



Anthony Hassall
Chief Executive, Pennine Care NHS Foundation 
Trust

Y 10-Aug-23 PENNINE CARE NHS FOUNDATION TRUST Chief Executive Financial Interest Direct Apr-22 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making 

David Hopewell Independent Partner Member: Audit Committee Y 23-Aug-23 Stockport NHS Foundation Trust Non-Executive Director Non-Financial Professional Intere Direct Jul-23 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making 

Sheena McDonnell NED ICB Y 31-Jan-24 Barnsley Hospital Chair Barnsley Hospital Financial Interest Direct May-22 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making 

Sheena McDonnell NED ICB Y 31-Jan-24 Oldham Active Chair Oldham Active Non-Financial Professional Intere Direct May-18 Apr-24 Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making 

Sheena McDonnell NED ICB Y 31-Jan-24 Sheena McDonnell Consultancy Director Sheena McDonnell Consultancy Financial Interest Direct Sep-17 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making 

Richard Paver Non Executive Director Y 09-Aug-23 N/A Nil N/A N/A N/A N/A Y N/A


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Minutes 
 
Greater Manchester Audit Committee (Part A) 
 
Date:  Thursday 20 June 2024 
 
Time:  11.00pm to 12.30pm 

Venue:   PP3  

 
 

Present 
 
Members: 

Richard Paver  RP Non-Executive Director and Audit Committee Chair, NHS GM 

Sue Greenhill SG Independent Member 

David Hopewell DH Independent Member bringing Partner perspective 

Sheena McDonnell SMc Non-Executive Director and Chair of the People & Culture 
Committee, NHS GM 

Attendees / Participants: 
Lucy Cunliffe LC Governance Manager, NHS GM (minutes) 
Chris Gaffey CG Associate Director of Corporate Services, NHS GM 
Kaye Abbott KA Associate Director of Finance – Financial Control, NHS GM  
Alistair Ross AR Head of Statutory Reporting, NHS GM 
Izhar Chaudhary IC Associate Director of Finance – Financial Assurance, NHS GM  
Jackie Murray JM Corporate Director of Finance, NHS GM  
Sam Evans SE Strategic Finance Lead, NHS GM (deputising for Kathy Roe) 
Patrick Clark PC Senior Audit Manager, MIAA 
Darrell Davies DD Regional Assurance Director, MIAA 
Perminder Sethi PS Senior Manager, Grant Thornton 
Sarah Ironmonger SI Engagement Partner, Grant Thornton  

Stuart Moore  SM Head of Market Management & IT Procurement, NHS GM (for 
item 14) 

Apologies: 
Kathy Roe KR Interim Chief Finance Officer, NHS GM 
David Warhurst DW Deputy CFO, NHS GM 

Mandy Philbin MP Chief Nursing Officer and interim Deputy Chief Executive, NHS 
GM 
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Mark Fisher MF Chief Executive, NHS GM 
Richard Leese RL Chair, NHS GM 
Paul Bell PB Senior Anti-Fraud Manager, MIAA 

Anthony Hassall AH Partner Member bringing the perspective of Mental Health 
Providers, Chief Executive of Pennine Care NHS Foundation Trust 

   
 Topic Action 

1. Welcome, Introductions and Apologies 
 
RP welcomed attendees to the meeting and apologies were noted.  
 
It was explained that the meeting would be held in private in line with the pre-
election guidance, but the majority of papers, excluding those which would 
normally be considered on a private agenda, would be published following the 
conclusion of the election period. 
 

 

2. Declarations of Interest (DOI) 
 
RP reminded Committee members of their obligation to declare any interest 
relating to items on the agenda.   
 
No interests were declared. 
 

 
 

3. 
 

Minutes from the last meeting 
 
The minutes of the Audit Committee Part A meeting on 18 April 2024 were 
approved. 
 
The minutes of the Audit Committee Part B meeting on 18 April 2024 were 
approved. Due to the sensitive nature of some of the content, it was agreed that 
references to the discussion on Cyber Security would be redacted prior to 
publication. 
 
The minutes of the Audit Committee Part C meeting on 18 April 2024 were 
approved. 
 
Matters Arising 
 
It was flagged that the attendance matrix needed to be updated for the next 
meeting. 
 

 
 
 

4. Action Log 
 
The action log was reviewed noting that actions 60, 71, 73 and 74 had been 
completed. 
 
The following updates were provided: 
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• Action 72 was complete following discussion with MP 
• Action 75 was marked as ongoing as work was underway to confirm the 

timelines. Once the outcome of DPST audit had been received a review of 
all of the audit actions in relation to IG and Cyber would be completed. IT / 
IG Teams to bring updated report to committee in September 

• Action 76 was complete as all actions had been clarified 
 
It was noted that RP had queried whether planned funding for cyber was being cut 
by NHSE. MW to provide a response. 
 
ACTION: MW to respond to query 
 
It was agreed that cyber should be considered for inclusion as a risk on the BAF to 
ensure that Board was sighted on the risk and the mitigations in place around this.  
 
ACTION: CG to ensure cyber risk to be considered for addition to the BAF  
 

 
 
 
 
 
 
 
 
 
 
MW 
 
 
 
 
CG 

5. Review internal audit progress report 
 
PC introduced the internal audit progress report, drawing the Committee’s attention 
to the 7 audits that had been finalised as part of the agreed internal audit workplan 
for 2023/24. It was noted that there were 7 additional audits planned for 2024/25 
(covered at item 7 on the agenda).  
 
The Committee heard that the days still needed to be added to the plan, which 
would be reported to the September Audit Committee. 
 
Details of the key findings and associated recommendations arising from the 
completed internal audit reviews were flagged, notably that the following 
assurances were provided following the 2023/24 audits:  

• finance systems deep dive – substantial 
• Risk management – core controls – moderate  
• Assurance framework – summary opinion in the HoIAO report 
• Conflicts of Interest – substantial  
• Workforce planning – substantial 
• Complaints – moderate 

 
ACTION: LC to ensure that various audit reports are included on the relevant 
committee agendas for oversight 
 
There was some discussion regarding the timing of the audit programme for 
2024/25, and it was agreed that following discussions with NHS GM management, 
the times on the plan could be brought forward. It was agreed that it would be 
beneficial for the Budgetary Control audit in particular to be brought earlier in the 
plan. 
 
It was explained that the reason that the Budgetary Control audit had been placed 
at the back end of the financial year was because there had been an expectation 
that the new financial systems would be implemented earlier in the year. It was 
noted that this was unlikely to be the case, and therefore agreed that the audit could 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LC 
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be brought forward in the plan. 
 
DH queried whether the delay to the new system roll out had been placed on the 
risk register, as it was expressed that it should be noted as one of the key 
organisational risks. 
 
ACTION: JM to ensure the delay is added to risk register 
 
A concern was raised regarding the deliverability of the audit plan. PC provided 
assurance that MIAA had delivered against the plan last year with the same 
pressures. The resource profile and discussion with management had raised no 
concerns regarding the capacity to deliver the plan. Furthermore, it was noted that 
the plan had been considered by the Executive who had agreed the 
reasonableness of deliverability. 
 
Assurance was provided that whilst the majority of work was scheduled to be 
completed towards the end of the year, any pressures against the ability to deliver 
would be flagged to Audit Committee at the earliest point and plans would be made 
to address if necessary. 
 
The Committee heard that the patient safety audit timescales were still to be 
confirmed and an updated plan would be brought to the September meeting. It was 
noted that the delay was a result of the national arrangements which had been 
delayed. 
 
There was a discussion about the need for an HR audit which would have 
consideration of organisational culture. DD explained that a meeting was planned 
to discuss the scope of the HR audit with JW and MP on 4 July. It was suggested 
that the audit should consider whether the NHS GM organisational design matched 
the requirements of the operating model. 
 
PC flagged that another people review had been suggested, which had been 
removed from the plan. It was agreed that if Audit Committee members said that a 
people review would be beneficial then it should be scheduled into the plan. It was 
agreed it would be timely following the launch of the NHS GM values and should 
focus more on OD, particularly culture, than processes. 
 
ACTION: PC and DD to pick up in a conversation with JW and MP and to share 
the audit plan following this. This should be shared with NEDs prior to next Audit 
Committee meeting 
 
The Audit Committee noted the update provided in the report  
 

 
 
 
 
 
 
JM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PC/DD 

6. Head of Internal Audit Opinion 
 
Audit Committee noted that the purpose of the Head of Internal Audit (HoIA) 
Opinion was to contribute to the assurances available to the Accountable Officer 
and the Board which underpin the Board’s assessment of the effectiveness of the 
system of internal control. It was heard that the HoIA Opinion was one component 
that the Board could take into account when making its Annual Governance 
Statement (AGS). 
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It was noted that the overall opinion had been given as ‘Moderate Assurance’. It 
was felt that there was an adequate system of internal control, however, in some 
areas weaknesses in design and/or inconsistent application of controls put the 
achievement of some of the organisation’s objectives at risk. 
 
The changes from the draft opinion document were explained. Notably that the draft 
opinion contained three draft reports which had been completed in the Final 
version. The recommendations summary table had been updated accordingly.  
 
It was flagged that the final HoIA opinion would be submitted to NHS GM by 30 
June 2024. 
 
There was some discussion regarding the overall rating, PC explained that the 
moderate assurance was felt to be appropriate based on the individual ratings of 
each audit. It was expressed that moderate was still a positive opinion and showed 
that the direction of travel was going the right way. 
 
It was explained that the NHS GM HoIA opinion had been benchmarked against 
other ICBs audited by MIAA, who all received moderate assurance.  
 
The Audit Committee noted the contents of the paper. 
 

7. Internal Audit Draft Workplan 24-25  
 
The Committee noted that the Internal Audit Workplan 2024/25 set out the 
proposed audit areas to be reviewed during the financial year. The final draft 
presented to the Audit Committee had been reviewed by Executives. 
 
The plan was initially presented to the April 2024 Audit Committee meeting and 
was based upon an initial risk assessment conducted as part of a recent tender for 
audit services. 
 
Following discussions at the Audit Committee regarding the plan coverage, and 
further engagement with NHS GM Executives and committee chairs it was 
proposed to the Committee that an additional 100 days of work would be 
undertaken during 2024/25 as part of the Internal Audit Workplan. 
 
As part of these discussions, the review of Bank and Agency, contained in the 
original plan, had been removed and replaced with a review of commissioning. 
 
The arrangements set out in the paper resulted in a combined plan of 350 days for 
2024/25. 
 
It was agreed that any completed audits would be circulated as soon as they had 
concluded and would be brought to the next scheduled Audit Committee meeting 
for oversight.  
 
There was a suggestion that the different committees should be brought in during 
the audit stage to provide input. It should be shared with the relevant exec as part 
of the management response as well as the responsible committee. 
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ACTION: RP to have a conversation with NEDs to discuss how this should be 
managed 
 
It was flagged that MIAA had not had sight of the draft Undertakings letter. The 
Committee members expressed their desire to see the outline of this work as it was 
noted that it would be key to providing the Board with assurance. It was noted that 
the plan was to take the Undertakings to Board in July. 
 
ACTION: cross reference undertakings against internal audit plan so that there is 
an audit planned to give the necessary assurance  
 
It was flagged that Audit Committee would want to receive assurance of the 
undertakings progress as well as assurance of the processes.  
 
The Audit Committee reviewed and approved, subject to the amendments 
noted in item 5 above, the content of the amended plan. 
 

 
RP 
 
 
 
 
 
 
 
PC/DD 

8. Internal Audit Follow Up Summary Report 2024/25 – Q1 June 2024  
 
This report provided the Audit Committee with an update on the progress of 
implementing outstanding internal audit recommendations made in Internal Audit 
reports since the last follow up report.  
 
The Committee noted that 46 recommendations had been made as a result of the 
audits; 5 were high risk, 3 of which were still outstanding. 
 
The Chair expressed concern that a number of the recommendations had been 
noted as ‘ongoing’ for a long time. Notably, the Serious Incident audit 
recommendations were almost a year out of date. MP had provided a written 
response which explained that even though there had been slow progress in 
onboarding of staff, progress was still being made and the ADQs in place had been 
managing incidents well with support from the corporate team. 
 
ACTION: Continue to work with Executive Team and Lead Officers to ensure audit 
recommendations are completed  
 
It was expressed that it would helpful for Audit Committee to be provided with an 
understanding of which recommendations were of high/moderate risk.  
 
It was queried who was responsible for agreeing any revised deadlines. Members 
heard that any revisions were shared with the responsible exec, but it was 
suggested that Audit Committee should consider whether the proposed extension 
was considered reasonable. 
 
It was suggested that the Executive Director should be named and required to 
provide an update for non-delivery. It was agreed that this could be added as an 
additional column to the follow up tracker for the next meeting. 
 
ACTION: MIAA to add additional column to follow up tracker detailing the Executive 
Director 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PC/DD 
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It was agreed that MIAA should flag any concerns regarding management 
responses and timeliness and that there should be an attempt to align deadline 
dates with Audit Committee meetings. 
 
It was suggested that any high-risk recommendation that was requesting an 
extension to the deadline, should provide a rationale for doing so. It was also 
suggested that a status update should be sought prior to Audit Committee meetings 
to enable the relevant Executives to be invited to provide an explanation. 
 
ACTION: provide an update 3/4 weeks prior to meeting so that AC Is sighted and 
can request additional information  
 
The Audit Committee noted the contents of the paper. 
 

 
 
 
 
 
 
 
 
 
 
LC 

9. Annual Counter Fraud Standard Return (2024)  
 
The Committee was provided with an update on the NHS GM submission for 2024 
in terms of its annual self-assessment against the Government Standard 013 for 
Counter Fraud (NHS Requirements).  
 
Members heard that this was submitted to the Counter Fraud Authority in May 
2024. The following assessment had been made: 
 

• Fraud Champion – green  
• Risk assessment – complete (needs to be added to risk register) 
• Conflict of Interest – green but compliance has dropped year on year 

 
ACTION: MIAA to provide insight into the areas where compliance has dropped  
 
The Audit Committee noted the contents of the paper. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
PC/DD 

10. Counter Fraud Champion recruitment update  
 
IC provided a verbal update regarding the recruitment of the NHS GM Counter 
Fraud Champion. He explained that David Dobson had been recruited into the 
Counter Fraud Champion role. It was agreed that he would be invited to a 
subsequent Audit Committee meeting. 
 
ACTION: LC to ensure that DD is invited to an appropriate Audit Committee 
meeting  
 
It was noted that the Counter Fraud Ambassadors were still in place. 
 
The Audit Committee noted the update provided. 
 

 
 
 
 
 
 
 
LC 

11. NHS GM 2023/24 Annual Report and Accounts  
 
This paper provided an update to the Audit Committee on the amendments to the 
NHS GM 2023/24 Annual Report and Accounts (ARA) since the draft report was 
circulated at the end of April 2024. 
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It was noted that there had been a number of general and typographical 
amendments to the ARA, however material amendments were provided to 
members for clarity.  
 
The Committee heard that the NHS GM 2023/24 ARA were to be approved for 
submission to NHS England by 9am on Friday 28 June 2024, subject to any 
immaterial amendments and presentational adjustments that may be required. 
 
It was confirmed that the Audit Committee had been delegated responsibility for 
signing off the ARA on behalf of the Board. It was noted that the draft presented 
included all of the information set out in the national requirements. 
 
It was noted that the following amends had been made since the Audit Committee 
papers had been circulated:  
 

• Two additional changes had been made to the Remuneration report: the 
removal of notes under the table and a correction to the average staff 
numbers 

• Some agreement of balances had been recategorised 
• The prominence of the statements regarding the 9-month accounts was 

increased. 
 
It was flagged that there may still be adjustments to be made as the team was 
going through final checks with the auditors.  
 
Audit Committee heard that the Letter of Representation had been submitted in 
papers and members had been provided with a management assurance as to its 
accuracy. 
 
It was agreed that the submission of the final documents would wait until Monday 
24 June when KR was back from annual leave. 
 
A comment was made regarding the totals within the ICB level indicator summary 
table which needed to be addressed. 
 
The Audit Committee approved the NHS GM 2023/24 Annual Report and 
Accounts, subject to any minor presentational amendments to be agreed 
with the Chair. 
 
The Audit Committee also approved the letter of representation for signature 
by the organisation.  
 
ACTION: RP to add signature to letter of representation  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RP 

12.  NHS GM Audit Findings Report 2023/24  
 
The report updated the Audit Committee on the key findings from the statutory audit 
of the NHS GM Annual Report and Accounts 2023/24.  
 
It was noted that the auditors had not identified any agreed adjustments that would 
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impact on the outturns of NHS GM. It was confirmed that the outturn position was 
an overspend of £38.1m, and a as result of this there had been a requirement to 
report to the secretary of state. 
 
The Audit Committee heard that because NHS GM’s expenditure had been greater 
than its income, there was a requirement to provide a qualified regularity opinion.  
 
It was explained that there was some work yet to complete, which related to the 
final review by the auditors of the work undertaken, the signed letter of 
representation and the signed accounts. 
 
There was some discussion around the content of the audit report, notably 
regarding the number of individuals who had access to post journals within NHS 
GM. 
 
The Chair queried whether the Finance Committee should have received the 
accounts and auditors report. 
 
ACTION: SI to circulate the Annual Report and Accounts to Finance Committee for 
oversight.  
 
Thanks were extended to the NHS GM finance team for their help with the 
completion of the audit. 
 
The Audit Committee noted the report.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SI 

13. 2023/24 Auditors Annual Report  
 
The Auditors Annual Report provided Audit Committee with a summary of all the 
work undertaken for NHS GM during 2023/24 by the appointed external auditor.  
 
The core element of the report was the commentary on the value for money (VfM) 
arrangements. The Committee’s attention was drawn to the relevant issues, 
recommendations arising and how NHS GM had responded to recommendations 
made in previous years.  
 
Members heard that the report focused on three main criteria: 

• Financial sustainability – significant deficit which was classed as significant 
weakness 

• Governance – the progress made during 23/24 was evident, but there were 
a significant number of recommendations following the reviews, and the 
significance of the issues had resulted in a significant weakness rating  

• Improving efficiency and economy – no significant weaknesses had been 
identified, but there were a series of recommendations 

 
Member’s attention was drawn to the fact that when undertakings were in place, it 
was likely to result in a section 30 referral for 2024/25. 
 
It was commented that the Board were not sighted on the 2022/3 Annual Audit 
letter until January last year, and the need to circulate to Board members as soon 
as it was signed off was agreed. Assurance was provided that the follow up for 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 4th Floor, Piccadilly Place, Manchester  M1 3BN   
Tel: 0161 742 6023  www.gmintegratedcare.org.uk 

 

recommendations for the Board would be scheduled for the July Board meeting. A 
report on progress on recommendations would then be brought to Audit Committee 
in September  
 
ACTION: LC to ensure an invitation is extended to SI and PS to the July Board  
 
There was some discussion about ensuring that the Annual Report reflected the 
content of the report, including governance, risk and overall undertakings. It was 
also queried whether this would have a bearing on the going concern statement 
within the Annual Report. It was confirmed that in line with practice note 10, as the 
services remain to be provided, NHS GM would be considered a going concern. 
 
It was agreed that further context and updates to Board as part of the submission 
should be included within the commentary. 
 
The Audit Committee noted the report. 
 

 
 
 
 
LC 

14. Review changes to standing financial instructions / prime financial policies and 
changes to accounting policies: 
- Anti-Fraud, Bribery and Corruption Policy 
- Procurement Policy  
 
Thanks were extended to Paul Bell for his help with the policy. There was some 
discussion regarding SMc role regarding whistleblowing and the F2SU Guardian. 
It was noted that there was still a need to clarify the process. 
 
It was explained that the procurement policy would be amended to incorporate the 
comments received from RP which would be acted upon. 
 
It was noted that a Sharepoint page had been created containing ‘how-to’ guides 
and links to previous training sessions.  
 
It was highlighted that the procurement policy had reference to Acts which had now 
been passed and it was felt that the reference to grant making being restricted to 
charities was potentially restrictive. 
 
ACTION: IC to incorporate comments and consider policies as approved 
 
The Audit Committee reviewed and ratified both policies for implementation 
across NHS GM and for upload to the organisation’s website pending the 
minor amendments required as per the discussion at the meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
IC 

15. Risk management update (including Board Assurance Framework)  
 
This report was provided at the Chair’s request to provide the Committee with an 
opportunity to discuss the Board Assurance Framework (BAF).  
 
The latest BAF from May 2024 was provided for information, which provided an 
update on the current position on the delivery of the risk management training for 
the organisation. 
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The Chair explained to the Committee that the NHS GM Board had taken part in a 
session on 19 June, however time constraints limited the opportunity for a detailed 
discussion regarding the three lines of defence (management, governance and 
third-party assurance) and the collective understanding of this. It was suggested 
that the BAF should list the assurance as well as its source.  
 
It was commented that there was not yet a collective understanding of the three 
lines of assurance, which had highlighted the need for an enhanced training offer 
to help establish an agreed position. 
 
The Committee heard that MIAA had a dedicated session on the three lines of 
defence which could be shared, along with examples of other responses to this. 
 
ACTION: CG to develop guidance to circulate to managers to standardise what is 
being presented 
 
It was confirmed that the committee focus should be on the organisation’s 
corporate risks as well as the BAF, but the Audit Committee should be sighted on 
all risks. It was highlighted that certain organisational risks would not appear in the 
BAF but would need to be managed and sighted by the execs. Audit Committee 
should receive assurance of the whole risk management process. 
 
It was explained that the MIAA report talked about profile being key to addressing 
the risks. The Board should get the BAF and the committees consider their 
corporate risks as well as the BAF risk(s) relevant to that Committee. It was agreed 
that it would be helpful for the committees to look at the mitigations to the BAF risks. 
 
It was noted that as there was no specific risk committee, an NHS GM management 
meeting to oversee risks was being explored. 
 
ACTION: CG to develop an action plan for how this is going to be progressed and 
taken forward 
 
The Audit Committee considered the May Board Assurance Framework and 
noted the update on the continued roll out of risk management training.    
 

 
 
 
 
 
 
 
 
 
 
 
 
CG 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CG 

16. Self-assess the committee's effectiveness 
 
The Chair updated the Committee on the plans to carry out a self-assessment of 
the Committee’s effectiveness.  
 
It was explained that MIAA had done some work into committee effectiveness, 
which collected the views from committee members and regular attendees through 
a survey; the feedback from which was provided to the Audit Committee for 
discussion. 
 
It was noted that the HFMA survey had been reissued in the revised handbook. 
 
ACTION: bring a proposal from MIAA for the effectiveness  
 
It was agreed that this would be conducted prior to the next meeting and the results 

 
 
 
 
 
 
 
 
 
 
 
 
PC/DD 
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would be brought back to the September Audit Committee. 
 
The Audit Committee noted the update. 
 

17. Standing Items: 
 
Debtors Update – KA updated Audit Committee on the level of debt over 90 days 
at the end of May 2024. It was noted that Audit Committee would require some 
additional information relating to the one of the debtors. 
 
ACTION: KA to provide additional information regarding the home care provider 
overpayments and the plans to mitigate risk of it happening again 
 
The Audit Committee: 

• Noted NHS GM’s debtor position as at Month 2 2024/25 
• Noted ongoing actions by the team to collect outstanding debt. 

 
Tender Waivers – A reduction in the number of waivers had been noted, it was 
explained that this was a result of more scrutiny having been introduced. 
 
SE explained that a piece of work was underway that would review the waiver 
register, the contract register and instances of a time-limited contract agreed at 
STAR. The review would help to facilitate the management of contracts. 
 
ACTION: SM to bring the report to Audit Committee when complete 
 
The Committee heard that work was underway to educate and train the contracting 
team regarding the process and the need to use framework. 
 
An update was provided to members which highlighted the volume of waivers that 
had been completed and submitted for approval in accordance with the Standing 
Financial Instructions & Scheme of Delegation. 
 
The Committee heard that fifteen waiver requests had been submitted for executive 
approval during the two-month period 10th April 2024 to 10th June 2024.  
 
An extract from the register was provided for information, along with the full register 
which included a description of the service and additional comments from 
procurement and the authoriser.  
 
Two sample waivers had been provided to give members assurance of the 
information gathered before a waiver could be approved, noting the restrictions to 
duration and lessons to be learnt following the procurement and senior officer 
review. 
 
The Audit Committee noted the number of waivers that had been submitted 
for authorisation and the sample waivers provided for information. A further 
report was requested covering those time limited waivers which would lead 
to a subsequent procurement exercise to ensure that the latter were being 
progressed to an acceptable timescale  
 

 
 
 
 
 
 
KA 
 
 
 
 
 
 
 
 
 
 
 
 
 
SM 
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Conflicts of Interest Guardian – None this time. 
 
An update was provided regarding the potential Conflict of Interest breach that had 
been identified previously. It was explained that meetings had been conducted with 
the Deputy Place Lead within the locality and it had been agreed that there had 
been a misapplication of the policy as the gift in question was actually staff to staff, 
which was not covered by the policy.  
 
There was discussion regarding whether there needed to be anything brought into 
any HR policies. It was agreed that this would be explored further. 
 
ACTION: LC to liaise with HR regarding HR policies specific to staff to staff gifts 
 
Use of Corporate Seal – None this time. 
 
The Audit Committee noted contents of the report. 
 
Board Summary Report – To be agreed with RP. 
 

 
 
 
 
 
 
 
 
LC 

19. Audit Committee Workplan 
 
The workplan was noted and the addition of the Shanley Report and Specialised 
Commissioning was flagged.  
 
It was agreed that the waiver spotlight should be incorporated into the workplan.  
 

 
 
 

20. Any Other Business 
 
None this time. 
 

 

21. Date and time of next meeting: 
 
11 September 2024, 11am – 1pm, room TBC 
 

 



No Date Section Details of the issue Details of action agreed Action Lead Date to be 
completed Status Further Detail

65 14/09/2024 Standing Items Workplan ICS review of audit findings to be 
added to workplan for 2024/25.

Izhar Chaudhary 01/12/2024 Not yet due

75 18/04/2024 Part B Update on Cyber Report
MW to link with JN/CG to circulate 
updated timelines Malc Whitehouse 20/06/2024

work ongoing on the timelines - awaiting outcome of DSTP audit
will review all actions in totality
CG to bring updated report to committee 

77 20/06/2024 Action Log NHSE funding for Cyber
MW to respond to question regarding the 
NHSE funding for cyber - is this being cut? Malc Whitehouse 11/09/2024

MW in regular correspondence with NHSE (fortnightly) who who 
state that nothing has been cut and  they are unsure when it will 
be issued

78 20/06/2024 Action Log Cyber risk
CG to ensure cyber risk to be considered 
for addition to the BAF Chris Gaffey 11/09/2024

consideration given, agreed not to put into public domain.
Risk noted

79 20/06/2024
Review internal audit 
progress report

Audit reports need to be shared with the relevant 
Committees for oversight and assurance

LC to ensure that various audit reports 
are included on the relevant committee 
agendas for oversight Lucy Cunliffe 11/09/2024

ongoing

80 20/06/2024
Review internal audit 
progress report

New financial system roll out has been delayed - 
needs to be logged as a key organisational risk

JM to add ledger transition to the risk 
register Jackie Murray 11/09/2024

The risk related to the previous 'go live' date of October 2024, but  
confirmation has been received that the go live is now April 2025.

81 20/06/2024
Review internal audit 
progress report

need for an HR audit which would have consideration 
of organisational culture was highlighted

PC and DD to have a conversation with JW
and MP and to share the audit plan once 
updated. This should be shared with NEDs 
prior to next Audit Committee meeting

Patrick / Darrell
11/09/2024

We contacted Mandy Philbin, Janet Wilkinson and John Herring to 
obtain their views on the benefits of undertaking a review of 
Organisational Culture and appropriate timing.  The feedback from 
Janet and John was that there is already an extensive process in 

82 20/06/2024
Internal Audit Draft Workplan 
24-25 

Different committees should be brought in during 
internal audit stage to provide input. 
The reports should be shared with the relevant exec 
as part of the management response as well as the 
responsible committee

RP to have a conversation with NEDs to 
discuss how this should be managed Richard Paver 11/09/2024

83 20/06/2024
Internal Audit Draft Workplan 
24-25 

There was a need to ensure the internal audit 
programme reflects the issues highlighted in the 
undertakings letter

PC/DD to cross reference undertakings 
against internal audit plan so that there is 
an audit planned for each of the points 

Patrick / Darrell
11/09/2024

MIAA has completed a high level cross referencing exercise of the 
Undertakings to the Audit Plan to map coverage and a summary of 
this will be included as an appendix to our Progress Report, as part 
of the Audit Committee papers

84 20/06/2024

Internal Audit Follow Up 
Summary Report 2024/25 – 
Q1 June 2024 

information captured within the audit follow up 
tracker should include the details of exec director

MIAA to add additional column to follow 
up tracker detailing the exec director

Patrick / Darrell
11/09/2024

additional column added

84 20/06/2024

Internal Audit Follow Up 
Summary Report 2024/25 – 
Q1 June 2024 

a number of the recommendations had been noted 
as ‘ongoing’ for a long time

CG to continue to work with Executive 
Team and Lead Officers to ensure audit 
recommendations are completed Chris Gaffey 11/09/2024

Audit Follow up report taken to Exec Committee on 28.08.24

85 20/06/2024

Internal Audit Follow Up 
Summary Report 2024/25 – 
Q1 June 2024 

a number of the recommendations had been noted 
as ‘ongoing’ for a long time

LC to provide an update 3/4 weeks prior 
to meeting so that AC is sighted and can 
request additional information Lucy Cunliffe 11/09/2024

to circulate once received from MIAA

86 20/06/2024
Annual Counter Fraud 
Standard Return (2024) 

The internal Conflict of Interest had received a green 
rating, but it was noted that compliance amongst 
NHS GM has dropped

MIAA to provide insight into the areas 
where compliance has dropped 

Patrick / Darrell
11/09/2024

MIAA relayed the request for additional information, on the fall in 
the COI compliance rates, to Jenny Noble & Lucy Cunliffe who 
agreed to provide an update at the next meeting of the AC in 
September 2024

87 20/06/2024 Counter Fraud Champion
David Dobson has been recruited as NHS GM's 
Counter Fraud Champion

LC to ensure that DD is invited to an 
appropriate Audit Committee meeting Lucy Cunliffe 11/09/2024

to be invited to December meeting -interim report providd to 
September Committee

88 20/06/2024 Annual Reports and Accounts 
Letter of Representation needed to be signed by 
Chair of Audit Committee and NHS GM CEO

RP to add signature to letter of 
representation Richard Paver 11/09/2024

complete

89 20/06/2024
NHS GM Audit Findings 
Report 2023/24 

Finance Committee should have received the 
accounts and auditors report

KA to circulate the Annual Accounts to 
Finance Committee for oversight and LC 
to ensure Auditors Annual Report is 
shared with Finance Committee

Kaye Abbott / Lucy 
Cunliffe 11/09/2024

Annual Accounts shared with Finance Committee
Auditors Annual Report scheduled for September meeting

Actions Log: Audit Committee



90 20/06/2024
2023/24 Auditors Annual 
Report 

Auditors Annual Report and any recommendations to 
be shared with Board as soon as available

LC to ensure an invitation is extended to 
SI and PS to the August Board Lucy Cunliffe 21/08/2024

complete - SI and PS attended August 2024

91 20/06/2024 Policy review Comments provided by RP

IC to incorporate comments to the Anti-
Fraud, Bribery and Corruption Policy and 
the  Procurement Policy  and class as 
approved Izhar Chaudhary 11/09/2024

92 20/06/2024 Risk management update
There was not yet a collective understanding of the 
three lines of assurance within the BAF report

CG to develop guidance to circulate to 
managers to standardise what is being 
presented within the BAF Chris Gaffey 11/09/2024

In progress: Proposed 3 lines of defence sent to RP taken from Risk 
Policy and Risk Training materials. This has not yet been agreed, RP 
looking into this.
In addition, contact has been made with another ICB (Stoke & 
Staffs) to discuss the approach taken and the guidance has been 
cross-referenced with MIAA 

93 20/06/2024 Risk management update Committee/Board oversight of risks
CG to develop an action plan for how this 
is going to be progressed and taken Chris Gaffey 11/09/2024

A proposal is included in the Risk Report on agenda

94 20/06/2024
Self-assess the committee's 
effectiveness

It was agreed that this would be conducted prior to 
the next meeting and the results would be brought 
back to the September Audit Committee.

PC/DDbring a proposal from MIAA for the 
effectiveness 

Patrick / Darrell
11/09/2024

self-assessment questionnaire circulated to members and regular 
attendees - session scheduled for 11/09/2024

95 20/06/2024 Standing Items
Debtor flagged in the Debtors Update - care home 
provider

KA to provide additional information 
regarding the home care provider 
overpayments and the plans to mitigate 
risk of it happening again Kaye Abbott 11/09/2024

On agenda

96 20/06/2024 Standing Items

Work  underway to review the waiver register, the 
contract register and instances of a time-limited 
contract agreed at STAR. 

SM to bring the report to Audit 
Committee when complete Stuart Moore 11/09/2024

On agenda

97 20/06/2024 Standing Items
Conflict of interest - HR policies linked to staff to staff 
gifts

LC to liaise with HR regarding HR policies 
specific to staff to staff gifts Lucy Cunliffe 11/09/2024

Contacted Jane Seddon for advice - not something NHS GM would  
include within an HR policy 
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Required information Details   

Title of report  Internal Audit Effectiveness Review  
Author  

Izhar Chaudhary, Chris Gaffey, Patrick Clark, 
Darrell Davies 

Presented by IC/DD/CG/PC 
Contact for further information Izhar Chaudhary 

Executive summary 

The paper outlines the review of the 
effectiveness of the Internal Audit service, 
which was jointly undertaken between MIAA 
and the ICB.  
 
 
 

The benefits that the population of Greater 
Manchester will experience. 

Ensuring appropriate independent verification 
and assurance around ICB governance 
processes and systems. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Having good governance and appropriate 
independent assurance will assist in 
delivering the organisational strategic 
objectives. 
 
 
 

The decision to be made and/or input 
sought This report is for discussion. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

Ensures appropriate governance, systems 
and processes are in place.  
 
 

Key milestones N/A 

Leadership and governance arrangements 

 
This paper has been discussed and prepared 
by senior ICB and MIAA officers. 
 
 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

Engagement with senior ICB and MIAA 
officers. 
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Introduction 
 
A joint review between NHS GM and Mersey Internal Audit Agency (MIAA) officers was 
undertaken to assess the effectiveness of the Internal Audit service. This review took on board 
the fact that MIAA had successfully been re-appointed through a procurement exercise conducted 
last financial year. 
 
The review focussed on addressing three questions which are outlined below: 
 

1. What has worked well over the last 12 months? 
2. What are the areas that need to improve? 
3. What should be done differently going forward? 

 
 
Findings 
 
Question 1 - What has worked well over the last 12 months? 
 

• Timely delivery of the 2023/24 Internal Audit plan and the production of the Head of Internal 
Audit opinion in line with national deadlines. 

• Positive relationships with client officers leading to openness and constructive challenge. 
• Creation of a plan that provides assurances beyond traditional finance related areas. 
• Use of subject matter experts to undertake technical pieces of work. 
• Responsiveness to client queries and request for support. 
• Further development of monthly monitoring meetings to assess progress on plan and 

escalate any items of concern. 
• MIAA are proactive in initiation of reviews, providing ample opportunity for discussion and 

review of the Terms of Reference. 
• MIAA attendance at Committee (including pre-meets) is exemplar, with senior attendees 

in attendance always. MIAA are also supportive with additional requests, providing support 
on ad-hoc enquiries where they are able to (a good example of this would be the delivery 
of the risk management workshop for the Board in June). 

• Provision of agenda papers is always timely, and reports are usually clear and to a high 
standard. 

• MIAA have regular engagement with ICB officers, from review processes to the creation of 
the Internal Audit plan for the year. 

• MIAA are very flexible with the requests of the ICB. 
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 Question 2 - What are the areas that need to improve? 

• Follow up work, there needs to be a change in focus to evaluation of evidence, rather than 
chasing responses and providing/ justifying explanations from client relating to requests to 
change agreed implementation deadlines. 

• Earlier planning and agreement of individual terms of reference to ensure that reviews can 
be completed in the identified quarter. 

• Ensuring Executive buy in to the content of the annual audit plan to prevent situations of 
challenge, as to the reasons for undertaking an audit when beginning to scope the agreed 
area for review. 

• Certain elements of reporting have been picked up for improvement during the year, in 
particular in relation to days spent and whether MIAA are “on plan” in relation to days spent. 
Further work is needed to develop the reporting information being presented at Audit 
Committee. 

• There have been some transposition errors that were picked up as part of the follow up 
report, where changes to Executive leads were not reflected within the follow up report. 

• All agreed actions should have an assigned Chief Officer/Executive Director and 
operational manager tasked with completing the agreed action along with a clear 
implementation date.  

 
 

Question 3 - What should be done differently going forward? 
 

• Clarity from client for the expected size of the audit plan (i.e. number of days) prior to the 
planning phase. 

• Presentation of the draft plan to the Executive team by a member(s) of the Internal Audit 
team to get Executive buy in, and have a two way dialogue to resolve any queries, 
understand rational etc. 

• Planning schedule to be devised for the scoping and agreement of the terms of reference 
with the client well in advance of the scheduled quarter for delivery. 

• Look at the feasibility of conducting follow up work (client + IA) via an electronic portal. 
• Where appropriate and relevant, consideration should be given to adding some high level 

detail into Progress Reports relating to context with other ICBs in terms of key issues they 
face, trends in audit results etc. 

 
 

Recommendation 

The Audit Committee is asked to note and discuss the findings, subject to no other aspects being 
raised a plan of action will be then developed to address the areas of improvement and any 
development that needs to take place.  
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Required information Details   

Title of report  Internal Audit Progress Report 2024/25  
Author  Darrell Davies/ Patrick Clark 
Presented by Patrick Clark 
Contact for further information Patrick Clark 

Executive summary 
This report provides the Audit Committee with 
a summary of the progress of the 2024/25 
Internal Audit Plan delivery. 

The benefits that the population of Greater 
Manchester will experience. 

Assurance through the Audit Committee that 
improvements in internal control are being 
progressed within the organisation that 
should lead to improved performance and 
thus assist the organisations achieve its 
objectives. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

The Internal Audit Plan aims to address all of 
the key risks of the ICB on a cyclical basis, 
including responding to the quality agenda. 

The decision to be made and/or input 
sought The paper is for information. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

The Internal Audit Plan aims to address all of 
the key risks of the ICB on a cyclical basis.   
 
The BAF is considered as part of the annual 
planning process to ensure that the internal 
audit plan includes appropriate coverage. 
 
Recommendations made by internal audit aim 
to strengthen the internal control environment 
which should contribute towards reduction in 
risk. 

Key milestones N/A 
Leadership and governance arrangements N/A 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

N/A 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Introduction 
1.0 This report provides the Audit Committee with a summary of the progress of the 2024/25 

Internal Audit Plan delivery. 

Executive Summary 
2.0 The report provides the Audit Committee with:  

• An update on the progress being made in delivery of the agreed internal audit 
workplan for 2024/25.  

• Details of the key findings and any associated recommendations arising from 
completed internal audit reviews. 

• Details of client briefings and intelligence issued during the reporting period. 

• Updates on forthcoming MIAA conferences and master class events. 

Recommendations 
3.0 The Audit Committee is asked to: 

• Note the contents of the report. 
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Public Sector Internal Audit Standards 
Our work was completed in accordance with Public Sector Internal Audit Standards and conforms with the International Standards for the Professional 

Practice of Internal Auditing.
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3 Executive Summary 
This report provides an update to the Audit Committee in respect of the progress made in against the Internal Audit Plan for 2024/25 and brings to your 

attention matters relevant to your responsibilities as members of the Audit Committee.  

This progress report provides a summary of Internal Audit activity and complies with the requirements of the Public Sector Internal Audit Standards.   

Comprehensive reports detailing findings, recommendations and agreed actions are provided to the organisation, and are available to Committee Members 

on request. In addition, a consolidated follow up position is reported on a periodic basis to the Audit Committee.   

This progress report covers the period June 2024 to August 2024. 

Since the last meeting of the Audit Committee, there has been the focus on the following areas: 

Audit Reviews 

The following reviews have been finalised 

• NHSE Undertakings (Moderate Assurance) 

• Data Security and Protection Toolkit (Moderate/ Substantial Assurance) – a summary of the review findings is provided in Part B of the committee 

agenda.   

• Q2 Follow Up 

The following reviews are in progress:  

• POD (Draft Report) 

• ICB Commissioning (Fieldwork) 

• Population Health Strategy (Fieldwork) 

• EPRR (Fieldwork) 

• CHC Contract Management (Fieldwork) 

• SEND (Planning) 
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• Performance Management – Data Quality (Planning) 

• Finance Systems (Deep Dive – Budgetary Control) (Planning) 

• Fit and Proper Persons (Planning) 

Refer to Appendix C for details of Key Areas and Actions to be Delivered. 

 

Follow Ups 

Since the previous Audit Committee (June 2024): 

• Q2 Follow Up – There were 54 recommendations reviewed as part of the follow up: 5 High/ 28 Medium/ 14 Low/ 7 N/A.   

• Of the 54 recommendations, 12 recommendations are not due to be followed up, 2 have been superseded and 23 have been fully implemented.  

The remaining 17 recommendations are either in progress, or an update and/ or further supporting evidence has been requested from NHS GM. 

• Of the 17 recommendations not yet fully implemented, 13 have had revised implementation dates set as per the management responses received 

to date.  In 7 cases, revised implementation dates have been requested by management since the previous Audit Committee meeting. 

• There are 2 instances of additional extensions being requested for recommendations where the original deadlines have already been previously 

extended 

 

Audit Plan Changes 

Audit Committee approval will be requested for any amendments to the original plan and highlighted separately below to facilitate the monitoring process. 

• ICB Transformation Review – following discussions with senior executives and the Chair of the Audit Committee during July 2024, it became 

apparent that the purposes of undertaking this review have been superseded by the issue of NHSE Undertakings.  A review of NHSE 

Undertakings was included as part of the additional days agreed within the final 2024/25 Internal Audit Plan in June 2024, therefore the review of 

ICB Transformation is no longer required. 
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• Following discussions with senior executives we have been requested to carry out a review of CHC Contract Management using contingency time 

allocated within the additional planned days.  

 

Added Value 

Our latest briefings/blogs are: 

• TIAN News - Summer 2024 

• Key NHS Publications - July 2024 

• 24/25 MIAA Insight - Assurance Framework Reviews Benchmarking 

• 24/25 MIAA Insight - Quality Committee Benchmarking 

Advisory and Support Role 

We have continued to keep you updated on the latest key guidance through the regular issue of The Internal Audit Network (TIAN) Insight Report and 
News and our Fraud Threats and Advice Briefings. 

Audit Committee Chairs Webinars 

We are continuing to hold sessions with groups of Trust and ICB Audit Committee Chairs focusing upon governance challenges and other key issues. 
The next sessions will be scheduled for September. 

Finance Committee Chairs Webinars 

Following client feedback we have established a Finance Committee Chairs Forum. The Forum is open to all NHS Finance Committee Chairs and the 
first meeting will be held on Microsoft Teams on 13th September 2024. 

Governance Assurance & Risk Network (GARNet) 

We regularly host GARNet sessions for all professionals working in audit, risk and assurance. We have established a separate monthly ICB GARNet Group 
specifically for ICB governance leads.  

MIAA Quality of Services Indicators 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Ftian-news-summer-2024%2F&data=05%7C02%7CZainab.Patel%40miaa.nhs.uk%7C47001147d2b04bc44eba08dcb20816cc%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638580995022036482%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=9DA3qkm2fvUXv6nxvQuLI2noPGJxsmlbMt3R29WjWWM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fkey-nhs-publications-july-2024%2F&data=05%7C02%7CZainab.Patel%40miaa.nhs.uk%7C47001147d2b04bc44eba08dcb20816cc%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638580995022047314%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=5rYw6OWW7hLtPILMoKuprBZU4zrN6llD6pbtCIsmQUI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2F2425-miaa-insight-quality-committee-benchmarking%2F&data=05%7C02%7CZainab.Patel%40miaa.nhs.uk%7C47001147d2b04bc44eba08dcb20816cc%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638580995022056104%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=DtdhfB0SZfJik35orPpgBM9tjb7KaHN%2BXD4Jp%2FBoEPo%3D&reserved=0
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MIAA operate systems to ISO Quality Standards. Since 1992 we have held ISO9001 certification. This certification is the international standard that specifies 

requirements for a quality management system (QMS) and demonstrates our ability to consistently provide products and services that meet customer and 

regulatory requirements. 

External assessments are carried out annually by the British Assessment Bureau (BAB) to confirm ongoing compliance.  

Our external assessment for 23/24 was undertaken in February 2024 and confirmed ongoing compliance with ISO9001 certification requirements. 

Events 

• NHS Impact - Embedding continuous improvement into health and care (12th September 2024): By creating the right conditions for continuous 

improvement and high performance, systems and organisations can respond to today’s challenges, deliver better care for patients and give better 

outcomes for communities – NHS IMPACT. 

• How to Lead in a Hybrid World (16th October 2024): It has been suggested that the number 1 challenge for people working in this way is the 

"Lack of casual conversations. This Masterclass explore the ways in which organisations can help generate team spirit and culture?" support 

leaders to effectively lead a team with people who aren’t in the room? 

• Evidence Based Working (22nd November 2024): How Can a Better Evidence-Based Approach Support Local Government to Meet its Challenges? 

Rob Brinan, a Professor of Organizational Psychology in the School of Business and Management. will be joining us to explore what we know in 

relation to how local government responds to situations, and how a more evidence-based approach may improve practice. 

Appendix A: Contract Performance 
The Public Sector Internal Audit Standards (PSIAS) state that ‘The chief audit executive must deliver an annual internal audit opinion and report that can be 

used by the organisation to inform its governance statement.’   

The days allocated to each review are based on initial discussions during the planning process and are considered to be indicative, based on professional 

judgement, of the days required.  Actual days delivered may be impacted by detailed scoping discussions and experiences during the delivery of the review.  

Focus and priority is placed on ensuring the delivery of outputs in order to provide a robust Head of Internal Audit Opinion.  

Below sets outs the overview of delivery for your Head of Internal Audit Opinion for 2024/25: 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.eventbrite.co.uk%2Fe%2Fnhs-impact-embedding-continuous-improvement-into-health-and-care-tickets-890931970507%3Faff%3Doddtdtcreator&data=05%7C02%7CZainab.Patel%40miaa.nhs.uk%7C47001147d2b04bc44eba08dcb20816cc%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638580995022118531%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=rfw32J420%2FQxhjssW4qhrQbmz2WDpByS%2BBhVyAC%2F1O4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.eventbrite.co.uk%2Fe%2Fhow-to-lead-in-a-hybrid-world-tickets-893649779547%3Faff%3Doddtdtcreator&data=05%7C02%7CZainab.Patel%40miaa.nhs.uk%7C47001147d2b04bc44eba08dcb20816cc%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638580995022124658%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=LaVjOMf%2F8l8LgXVOSZ%2FmnGzXMJns5oGiaWsQ05dsC5s%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.eventbrite.co.uk%2Fe%2Fevidence-based-working-tickets-893702487197%3Faff%3Doddtdtcreator&data=05%7C02%7CZainab.Patel%40miaa.nhs.uk%7C47001147d2b04bc44eba08dcb20816cc%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638580995022130698%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=nEYPocoA6pYv7YDkZVBJWNd6ZIvSORsde9YNZPgXtmI%3D&reserved=0
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HOIA Opinion Area TOR 
Agreed 

Status Executive Lead Assurance 
Level 

Audit 
Comm 
Reporting 

Indicative 
Budget 
Days 

Delivery 
Days as 
at 
31/07/24 

Delivery  
% 

Comment 

Assurance Framework   Mandy Philbin  June 25 10 2 20%  

Governance and Leadership    

Risk Management (Core 
Controls) 

  Mandy Philbin  Jun 25 9 2.5 27.78%  

Primary Care 
Commissioning 
Assurance Framework 
(POD Delegation) 

Yes Draft 

Report 

Rob Bellingham Substantial Dec 24 12 6.05 50.42% Draft Report has been 

issued and will be finalised 

by the end of Q2. 

Finance Performance and Sustainability 

Key Financial 
Transactional Processing 
Controls 

  Kathy Roe  Mar 25 15 0 0  

Finance Systems (Deep 

Dive – Budgetary Control) 

Yes Planning Kathy Roe  Dec 24 16 0 0 TOR agreed and work to 

commence in September. 

Population Health 

Strategy 

Yes Planning Rob Bellingham  Dec 24 14 1.7 12.14% In progress. TOR agreed 

and waiting to start review. 

Performance 

Management – Data 

Quality 

Yes Planning Warren 

Heppolette 

 Dec 24 14 1.6 11.43% TOR agreed. Work starting 

in September. 

Emergency 

Preparedness, Resilience 

and Response (EPRR) 

Yes Fieldwork Warren 

Heppolette 

 Dec 24 13 1.19 9.15% TOR agreed.  Work started 

in August. 

Quality 
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HOIA Opinion Area TOR 
Agreed 

Status Executive Lead Assurance 
Level 

Audit 
Comm 
Reporting 

Indicative 
Budget 
Days 

Delivery 
Days as 
at 
31/07/24 

Delivery  
% 

Comment 

Contract Management    Mandy, Philbin  Mar 25 15 0 0  

Community Pharmacy    Manisha Kumar  Apr/ Jun 25 14 0 0  

ICB Transformation  Cancelled Janet Wilkinson  N/A 12 2.53 21.48% Review was cancelled at 

an advanced planning 

stage during discussion/ 

agreement of the TOR. 

Commissioning  Fieldwork Rob Bellingham  Dec 24 13 2.44 17.43% This is still on target to be 

completed by the end of 

Q2. 

PSIRF - Deferred 23/24   Mandy, Philbin  Dec 24 13 0 0  

People 

Fit and Proper Persons Yes Planning Janet Wilkinson  Mar 25 13 0 0 TOR agreed. 

Information and Technology 

IT Asset Management   Warren 

Heppolette  

 Dec 24 17 0 0  

Data Security and 

Protection Toolkit 

Yes Final 

Report 

Warren 

Heppolette 

Moderate/ 

Substantial 

Sept 24 17 9.62 56.59% Final Report Issued  

Follow Up & Contingency     
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HOIA Opinion Area TOR 
Agreed 

Status Executive Lead Assurance 
Level 

Audit 
Comm 
Reporting 

Indicative 
Budget 
Days 

Delivery 
Days as 
at 
31/07/24 

Delivery  
% 

Comment 

Qtr 1 N/A Complete Kathy Roe N/A June 24 16 5.09 31.81% Final Report Issued 

Qtr 2 N/A Complete Kathy Roe N/A Sept 24 Final Report Issued 

Qtr 3 N/A  Kathy Roe  Dec 24  

Qtr 4  N/A  Kathy Roe  Mar 24  

Contingency N/A  Kathy Roe  N/A 10 0 0  

Planning & Reporting  

Planning, Management, 

Reporting and Meetings 

N/A N/A  N/A N/A 20 8.11 40.55%  

Additional Reviews 

Special Educational 

Needs and/ or Disability 

(SEND) 

Yes Planning Mandy Philbin  Dec 24 15 0.13 0.87% TOR being drafted. Delays 

in agreeing plan has 

impacted on 

commencement of work. 

IT Review – Continuing 

Healthcare Systems 

Review 

Yes Planning Warren 

Heppolette 

 Mar 25 14 0.63 4.5%  

Provider Selection 

Scheme 

  Kathy Roe  Dec 24 10 0 0  
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HOIA Opinion Area TOR 
Agreed 

Status Executive Lead Assurance 
Level 

Audit 
Comm 
Reporting 

Indicative 
Budget 
Days 

Delivery 
Days as 
at 
31/07/24 

Delivery  
% 

Comment 

NHSE Undertakings Yes Final 

Report 

Mandy Philbin Moderate Sept 24 16 0.80 5% This review was brought 

forward from Q3 in place of 

the ICB Transformation 

Review. 

Committee Effectiveness 

Phase III 

  Mandy Philbin N/A Mar 25 16 4.00 25% BAF Session with Board 

AC surveys issued in 

August. 

Specialised 

Commissioning 

  Rob Bellingham  Mar 25 11 0 0  

Health & Safety   Mark Fisher  Dec 24 12 0 0  

Contingency – CHC 

Contracting Review 

Yes Fieldwork Kathy Roe N/A Dec 24 12 4.2 35% Agreed CHC Review – 

Fieldwork in progress 

Added Value / Support & Guidance 

Monthly TIAN Insight 

Report 

N/A Issued 

monthly  

 N/A Every 

meeting 

    

Quarterly TIAN 

Newsletter 

N/A Issued Qtr 

1 -4 

 N/A Every 

meeting 

    

 

If, due to circumstances beyond our control we are unable to achieve sufficient depth or coverage, we may need to caveat opinions and explain the impact 

of this and what will be done to retrieve the position in future. 
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Appendix B: Performance Indicators 
The primary measure of your internal auditor’s performance is the outputs deriving from work undertaken.  The following provides performance indicator 

information to support the Committee in assessing the performance of Internal Audit. 

Element Reporting Regularity Status Summary 

Delivery of the Head of Internal Audit 

Opinion (Progress against Plan) 

Each Audit Committee Green There is ongoing engagement and 

communications regarding delivery of key 

reviews to support the Head of Internal Audit 

Opinion.  

Issue a Client Satisfaction Questionnaire 

following completion of every audit. 

 Green Links to client satisfaction questionnaires are 

included in all reports. 

Percentage of recommendations raised 

which are agreed 

Each Audit Committee Green Trust management have accepted all 

recommendations made to date within final 

reports issued. 

Percentage of recommendations which 

are implemented 

 Green/ Amber Follow Up is reported at each Audit 

Committee – see separate report. 

Qualified Staff Annual Green MIAA have a highly qualified and diverse 

workforce which includes 75% qualified staff.  

The Senior Team delivering the Internal Audit 

Service to the Trust are CCAB/IIA qualified.   

Quality Annual Green MIAA operate systems to ISO Quality 

Standards. The External Quality Assessment, 

undertaken by CIPFA, provides assurance of 
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Element Reporting Regularity Status Summary 

MIAA’s compliance with the Public Sector 

Internal Audit Standards.  MIAA conforms with 

the Public Sector Internal Audit Code of 

Ethics.   
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Appendix C: Key Areas from our Work and Actions to be Delivered 

Report Title NHSE Undertakings 

Executive Sponsor Mandy Philbin, Chief Nursing Officer and Executive Director for Corporate Governance 

Objective The overall objective of the audit was to provide assurance that the ICB is taking positive actions to 

support progress against the Improvement Plan which enables the ICB to meet its statutory duties and 

ultimately, the achievement of the formal Undertakings agreed with NHSE. 

Recommendations 0 x Critical 1 x High 1 x Medium 2 x Low 

Overall Rating Moderate 

Summary 
Overall, we found that the GM ICB’s framework for monitoring and reporting progress against the NHSE 

Undertakings requirements is comprehensive.  Appropriate structures have been established with clearly 

defined roles and responsibilities supported by an accountability and governance framework.The 

Improvement Plan sets out a clear approach as to how the individual actions are being addressed through 

each of the four separate areas. 

Nonetheless, we have identified some areas for improvement.  The first relates to the cross referencing 

of the Improvement Plan to the Undertakings to ensure that the actions map across.  We identified some 

examples where the wording or references to the Undertaking differs in the Improvement Plan and a 

review should be commenced to ensure that the actions are clearly referenced back to the original 

Undertakings document. 

We have also identified a gap in one aspect of the reporting framework whereby some of the actions 

required in the Undertakings in relation to ‘Programme Management’ and ‘Meetings and Reports’ are not 

currently included within the Highlights Report, although it is noted that updates have been provided 

separately to the GM ICB Board and NHSE System Improvement Board meeting with the Regional Office.  
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Further areas for improvement relate to the need to implement some interim measures of success for 

each of the Action Plan pillars that sit complement the final success metrics already included, as well as 

the need to review any missing evidence references and a description of the evidence reviewed for 

actions marked as complete. 

Recommendations (High and Medium Only) Recommendation 1 (High) 

GM ICB should undertake a detailed reconciliation of the specific Undertakings to each of the actions in 

the Improvement Plan, including checking of numerical references, to ensure that where wording 

differs, the ICB is content that the action will deliver against the specific Undertakings. 

Additionally, as some of the Undertakings references are different, a column should be added to the 

‘Undertakings’ worksheet to include the original Undertakings reference number as these are different in 

this worksheet. 

Response & Implementation Date 

The plan will be updated as per the recommendation to support the reconciliation back to the 

enforcement undertakings. This will also support the sign off process for each individual element of the 

plan as appropriate. 

30 September 2024 

Recommendation 2 (Medium) 

The ICB should introduce a formal process/ mechanism to provide information on interim and ongoing 

performance against each of the success metrics including pulse checks. 

Response & Implementation Date 

This recommendation is supported and work is underway to ensure completion of the dashboard with 

regular flows of data that are reported alongside the highlight report. It is noted this will also ensure the 

actions being implemented are having the desired impact. 

30 September 2024 
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Appendix D: Assurance Definitions and Risk 
Classifications 

Level of 
Assurance 

Description 

High There is a strong system of internal control which has 
been effectively designed to meet the system objectives, 
and that controls are consistently applied in all areas 
reviewed. 

Substantial There is a good system of internal control designed to 
meet the system objectives, and that controls are 
generally being applied consistently. 

Moderate There is an adequate system of internal control, 
however, in some areas weaknesses in design and/or 
inconsistent application of controls puts the achievement 
of some aspects of the system objectives at risk. 

Limited There is a compromised system of internal control as 
weaknesses in the design and/or inconsistent application 
of controls puts the achievement of the system objectives 
at risk. 

No There is an inadequate system of internal control as 
weaknesses in control, and/or consistent non- 
compliance with controls could/has resulted in failure to 
achieve the system objectives. 

 

 

 

 

 

 

 

 

 

Risk 
Rating 

Assessment Rationale 

Critical 
Control weakness that could have a significant impact upon, 
not only the system, function or process objectives but also 
the achievement of the organisation’s objectives in relation 
to: 

• the efficient and effective use of resources 

• the safeguarding of assets 

• the preparation of reliable financial and operational 
information 

• compliance with laws and regulations. 

High Control weakness that has or is likely to have a significant 
impact upon the achievement of key system, function or 
process objectives. This weakness, whilst high impact for 
the system, function or process does not have a significant 
impact on the achievement of the overall organisation 
objectives. 

Medium Control weakness that: 

• has a low impact on the achievement of the key 
system, function or process objectives; 

• has exposed the system, function or process to a 
key risk, however the likelihood of this risk occurring 
is low. 

Low Control weakness that does not impact upon the 
achievement of key system, function or process objectives; 
however implementation of the recommendation would 
improve overall control. 
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Limitations 
The matters raised in this report are only those which came to our attention during our internal audit work and are not necessarily a comprehensive statement 

of all the weaknesses that exist, or of all the improvements that may be required. Whilst every care has been taken to ensure that the information in this report 

is as accurate as possible, based on the information provided and documentation reviewed, no complete guarantee or warranty can be given with regards to 

the advice and information contained herein. Our work does not provide absolute assurance that material errors, loss or fraud do not exist.   

Responsibility for a sound system of internal controls and the prevention and detection of fraud and other irregularities rests with management and work 

performed by internal audit should not be relied upon to identify all strengths and weaknesses in internal controls, nor relied upon to identify all circumstances 

of fraud or irregularity. Effective and timely implementation of our recommendations by management is important for the maintenance of a reliable internal 

control system.  

Reports prepared by MIAA are prepared for your sole use and no responsibility is taken by MIAA or the auditors to any director or officer in their individual 

capacity. No responsibility to any third party is accepted as the report has not been prepared for, and is not intended for, any other purpose and a person 

who is not a party to the agreement for the provision of Internal Audit and shall not have any rights under the Contracts (Rights of Third Parties) Act 1999. 
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NHS GM Audit Committee  
11 September 2024 

Required information Details   

Title of report  
Internal Audit Follow Up Report – Quarter 2 
2024/25  

Author  Darrell Davies/ Patrick Clark 
Presented by Patrick Clark 
Contact for further information Patrick Clark 

Executive summary 

This report provides the Audit Committee with 
an update on the progress of implementing 
outstanding internal audit recommendations 
made in Internal Audit reports since the last 
follow up reported. 

The benefits that the population of Greater 
Manchester will experience. 

Assurance through the Audit Committee that 
improvements in internal control are being 
progressed within the organisation that 
should lead to improved performance and 
thus assist the organisations achieve its 
objectives. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

The Internal Audit Plan aims to address all of 
the key risks of the ICB on a cyclical basis, 
including responding to the quality agenda. 

The decision to be made and/or input 
sought The paper is for information. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

The Internal Audit Plan aims to address all of 
the key risks of the ICB on a cyclical basis.   
 
The BAF is considered as part of the annual 
planning process to ensure that the internal 
audit plan includes appropriate coverage. 
 
Recommendations made by internal audit aim 
to strengthen the internal control environment 
which should contribute towards reduction in 
risk. 

Key milestones N/A 
Leadership and governance arrangements N/A 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

N/A 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Introduction 
1.0 This report provides the Audit Committee with an update on the progress of implementing 

outstanding internal audit recommendations made in Internal Audit reports since the last 
follow up reported. 

Executive Summary 
2.0 Since the previous Audit Committee (June 2024): 

• Q2 Follow Up – There were 54 recommendations reviewed as part of the follow up: 
5 High/ 28 Medium/ 14 Low/ 7 N/A.   

• Of the 54 recommendations, 12 recommendations are not due to be followed up, 2 
have been superseded and 23 have been fully implemented.  The remaining 17 
recommendations are either in progress, or an update and/ or supporting evidence 
has been requested from NHS GM. 

• Of the 17 recommendations not yet fully implemented, 13 have had revised 
implementation dates set as per the management responses received to date.   

• In 7 cases, revised implementation dates have been requested by management 
since the previous Audit Committee meeting. Of these management, in respect of 
two recommendations relating to the audit of primary care contracts, are requesting 
further extensions. 

Recommendations 
3.0 The Audit Committee is asked to: 

• Note the contents of the report. 
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Public Sector Internal Audit Standards 
Our work was completed in accordance with Public Sector Internal Audit Standards and conforms with the International Standards for the Professional 

Practice of Internal Auditing.
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1 Introduction and Background 
In making recommendations and agreeing action plans it is intended that improvements may be made to both internal controls and operational effectiveness.  

However, in order to verify that the benefits of the process are achieved, it is necessary to subsequently follow up on the implementation of agreed actions, 

in order to fully assess: 

• Whether implementation has occurred or been superseded by further events; and 

• Whether the actions have produced the intended effect. 

Follow-up is, therefore, a vital aspect of the internal audit process. 

This report provides an update on the progress of implementing previous internal audit recommendations against the last position reported to the Audit 

Committee and on recommendations contained in internal audit reports issued since then.  

Section 3 and 4 summarises the status of previous audit recommendations and Section 5 details the high and critical risk recommendations that are in 

progress/outstanding or are not yet due. 

When all recommendations have been completed, reviews from previous years will be removed from the tracker once presented to Audit Committee. 

To assist the Audit Committee the definitions of risk levels and assurance ratings are included in Appendix A.  

2 Objective 
The objective of this follow-up review was to provide an update on progress made towards the implementation of agreed internal audit recommendations.  

The reported position is at the 29th August 2024.   

3 Summary 
Since the previous Audit Committee (June 2024): 

• Q2 Follow Up – There were 54 recommendations reviewed as part of the follow up exercise: 5 High/ 28 Medium/ 14 Low/ 7 N/A.   

• Of the 54 recommendations, 12 recommendations are not due to be implemented, 2 have been superseded and 23 have been fully implemented.  

The remaining 17 recommendations are either in progress, or an update and/ or supporting evidence has been requested from NHS GM. 
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• Of the 17 recommendations not yet fully implemented, 13 have had revised implementation dates as set out in the management responses received 

to date.  

• In 7 cases (set out below), revised implementation dates have been requested by management since the previous Audit Committee meeting, including 

two recommendations (primary care contracts) which have already received an extension beyond their original implementation date: 

 

Review Recommendation Original 

Date 

Revised 

Date 

Rationale 

Primary Care 

Contracts 

The governance team at GMICB should 

ensure that the committees reporting to the 

GM PCCC have the required membership as 

stated within the approved terms of 

reference to ensure appropriate guidance, 

challenge and scrutiny of their operations. 

Localities PCCC should ensure that they 

have invited and appointed all the committee 

members as required by the approved terms 

of reference from GM ICB. In addition, the 

minutes should indicate the role or interest 

the attendee is representing at the meeting. 

This is more relevant when one considers 

that some roles are non-voting at the 

meetings. 

01/10/2023 31/12/2024 

30/09/2024 

Terms of Reference for GM PCCC reviewed and revised ToRs accepted (February 

2024). There is ongoing work regarding locality PCCC membership, whereby some 

continue to be outstanding primary care provider representation (which is to be 

understood with challenges of capacity for representation from independent 

contractors). Attendance within locality PCC forms part of Highlight reporting to GM 

PCCC (Attendance - Excellent/Acceptable/Unacceptable). 

This matter is subject to ongoing monitoring, with supportive work from GM Primary 

Care Provider Board to support membership attendance at meetings. 

Primary Care 

Contracts 

The GM PCCC and its locality structures 

should ensure that mandated NHS policies 

such as Whistleblowing, Infection Control 

and Complaints Managements are in the 

public domain for their geography, that the 

provisions of such policies are adhered to 

and performance against them reported 

within governance structures at both the 

locality and GM levels as appropriate.  In 

31/03/2024 31/12/2024 

30/06/2024 

Regular reporting from Primary Care Quality Group to GM PCCC established. 

F2SUp arrangements supporting Primary care progressing following survey in Feb 

2024.  Revised date to allow for the ongoing work re F2SUp and provide assurance 

of the Quality Group reporting to PCCC. 
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Review Recommendation Original 

Date 

Revised 

Date 

Rationale 

addition, they should ensure that each 

locality has conducted proactive GP Practice 

premises infection control audits that are 

reported periodically to the Locality PCCC 

for assurance purposes.  Experience 

between localities can then be shared as 

lessons learnt across GM. 

Health and 

Wellbeing 

The GM Workplace Health & Attendance 

Policy should be reviewed and updated to 

include organisational-wide guidance and 

harmonised documentation, to support 

workplace health and attendance across the 

ICS. 

31/03/2024 31/12/2024 Day 1 suite of policies are available which includes the sickness and absence 

policy, this is currently used by the organisation. Work is also being undertaken to 

ensure alignment with NHS England policies for 24/25 - due to be issued in Q3. 

ESR/ VPD 

Merge 

Review and amend access rights 

accordingly for all employees with 

cascading, combined or restricted URPs. 

Remove access from those users who have 

not accessed the system since 2021 or 

earlier. 

Access levels should be reviewed on a 

regular basis to identify any changes 

required. Where access profiles differ from 

the recommended guidance such decisions 

should be documented and approved by a 

senior manager. 

30/06/2024 30/09/2024 All Professional ESR Users have been assessed and access reviewed. 

(Professional users are catergorised by requiring Smart Card Access):                                                                                        

*Legacy users have been cleansed, * The Access Rights Matrix has been updated, 

* Established 9 Applicants who have never accessed the system, these queries are 

being referred to Employment Services Team for confirmation, * Quarterly Review 

due 30th June and then 20th September. 

ESR/ VPD 

Merge 

The ICB should ensure that action is taken 

to reduce the number of data quality errors 

identified within monthly ESR Data Quality 

Reports. 

30/06/2024 30/09/2024 WOVEN reports have continued to be worked on each month (as part of BAU), ESC 

Team have been making amendments to data entries in collaboration with WFI 

Team.  An improvement has been seen month on month.  In June: extract date 



 

Page | 6 

Review Recommendation Original 

Date 

Revised 

Date 

Rationale 

3/6/24 (190 errors), 72% improvement in data quality seen since April 24 (683 

errors). 

ESR/ VPD 

Merge 

ICB should undertake a review of personnel 

files to ensure they are all in the correct 

format and content of the files complies with 

this structure. Where gaps in documentation 

are identified the ICB should take action to 

obtain missing information/data where 

possible. 

The ICB should have processes in place for 

updating files and conducting regular file 

reviews. 

30/06/2024 30/11/2024 Due to staff turnover, there has been no capacity in the team to fully complete this 

task. New date for completion November 2024. 

Managing 

Conflicts of 

Interest 

The ICB should ensure that declarations of 

interest are received as part of new starter 

paperwork and also share the declaration of 

interest form with internal staff changing 

roles, to ensure that staff comply with the 

Policy to make a new declaration within 28 

days. 

31/07/2024 30/09/2024 This has been delayed but roll out will happen as part of the move to ESR for COI 

declaration collection.  Conversations have been held with HR team to arrange for 

periodic (bi-monthly) reports on new starters to be shared with the governance team 

once ESR is being used.  Once the move to ESR for data collection is confirmed, 

comms and training/guidance material will be circulated to all staff. 

The next formal follow up of previously agreed recommendations will be reported in Q3 2024/25.  
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4 Internal Audit Action Tracker  
The following summarises progress against the internal audit recommendations as at 29th August 2024: 

Audit 
Year 

 
Year 

Review 

 
 

Executive Lead Total 

Number of Recommendations 

Not 
Yet 
Due 

Superseded 
Fully 

Implemented 
Partially 

Implemented 

Not 
Implemented/ 
No Response 

Received 

2022/23 Governance Checklist Mandy Philbin 1 0 0 0 1 0 

2022/23 Risk Management Checklist Mandy Philbin 1 0 1 0 0 0 

2022/23 Board Appointments Janet Wilkinson 1 0 0 1 0 0 

2022/23 Quality Governance Checklist Mandy Philbin 1 0 0 0 1 0 

2022/23 Serious Incidents Framework Mandy Philbin 2 0 0 2 0 0 

2022/23 Primary Care Contracts Rob Bellingham 5 0 0 2 3 0 

2023/24 Health and Wellbeing Janet Wilkinson 6 0 0 4 2 0 

2023/24 Safeguarding Mandy Philbin 3 0 0 0 3 0 

2023/24 
Key Financial Transactional Processing 

Controls Kathy Roe 4 0 0 3 1 0 

2023/24 ESR/ VPD Merge Janet Wilkinson 6 0 0 3 3 0 

2023/24 Finance Systems (Deep Dive – CIPP) Kathy Roe 5 1 0 3 1 0 

2023/24 Risk Management Core Controls Mandy Philbin 3 1 1 1 0 0 

2023/24 Assurance Framework Mandy Philbin 4 4 0 0 0 0 

2023/24 Managing Conflicts of Interest Mandy Philbin 6 3 0 1 2 0 

2023/24 Workforce Planning Janet Wilkinson 1 1 0 0 0 0 

2023/24 Complaints Mandy Philbin 5 2 0 3 0 0 

Total 54 12 2 23 17 0 
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5 Internal Audit High Risk Recommendations – MIAA 

The following provides the details of the high risk recommendations that have been implemented/ superseded and those outstanding as at 29th August 

2024: 

REVIEW RECOMMENDATION CURRENT POSITION  

2022/23 REVIEWS 

Board Appointments 

Responsible Officer: Jane Seddon 

(Director of People Services) 

Action due: 30/06/2023 

Revised date: 31/03/2024 

Recommendation 1 (High): To ensure that all directors and non-executive 

directors have been issued with a contract of employment and that they have been 

signed by both parties and retained in the relevant personnel file. Ensure that all 

secondees have fully completed agreements, signed by all relevant parties. 

Identify if there is a requirement to include within the contract of employment, 

adherence to the FPPR. 

Management Response:  

We specifically requested an internal audit to review our executive recruitment 

recognising the volume of appointments which we managed during transition in 

the absence of a recruitment infrastructure for NHS GM. The findings we welcome. 

The employment services team is working through the recommendations and all 

documentation will be held on central files. Since the establishment of NHS GM, 

a full recruitment infrastructure has been established with a  

recruitment team, where internal procedures and processes will ensure consistent 

recruitment practices for board members. 

Fully Implemented 

 

Primary Care Contracts 

Responsible Officer: Ben Squires 

(Director of Primary Care) 

Action due: 31/03/2024 

Revised date: 31/12/2024 

 

 

Recommendation 5 (High):  The GM PCCC and its locality structures should 

ensure that mandated NHS policies such as Whistleblowing, Infection Control and 

Complaints Managements are in public domain for their geography, that the 

provisions of such policies are adhered to and performance against them reported 

within governance structures at both the locality and GM levels as appropriate.  

In addition, they should ensure that each locality has conducted proactive GP 

Practice premises infection control audits that are reported periodically to the 

Locality PCCC for assurance purposes.  

Experience between localities can then be shared as lessons learnt across GM. 

Partially Implemented 

Latest response – revised date to allow for 

the ongoing work re F2SUp and provide 

assurance of the Quality Group reporting to 

PCCC. 
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REVIEW RECOMMENDATION CURRENT POSITION  

Identify and complete all FPPR checks required on directors “slotted in” and 

ensure they are being appropriately retained.  

For directors seconded and slotted into NHS GM ensure that appropriate FPPR 

are being undertaken and retained.  

Document the checks to be applied once the two secondees become NHS GM 

substantive employees on the 1st April 2023.                                                   The 

requirements for FPPR needs to be clarified these staff groups ensuring 

compliance with CQC requirements. 

Management Response: 

Responsibility for the management of primary care complaints transferred to ICBs 

in July 2023. The ICB has published local contact details on the public website. 

Management of complaints is reported to the NHS GM Quality Board. 

Work is ongoing to strengthen the Freedom to Speak Up and Whistleblowing 

support to primary care. 

Primary care (General Practice) contractual compliance framework is in 

development, which will require practices to provide assurance of compliance, 

such as appropriate infection control.  

The GM PCCC will work with colleagues across the organisation, including 

communications, to review and publish policies in accordance with these areas of 

work. 

Key Financial Transactional 

Processing Controls 

Responsible Officer: Kaye Abbott 

(Associate CFO – Financial Control) 

Action due: 30/08/2024 

 

Recommendation 1 (High:  The ICB should review the Scheme of Delegation to 

ensure this is appropriate and do a full review of staff authorisation limits to ensure 

that these are in line with the Scheme of Delegation following restructuring. 

Management Response: 

Recommendation agreed.  To add further context, since the inception of NHS GM 

in July 2022, one of the members of staff has only approved 4 payments, all of 

which are with the Scheme of Delegation limit of £50,000 and the other member 

of staff has approved over 2,200 payments, all of which are within the approval 

limit of £50,000 apart from one payment in July 2023 for £56,000. Please note that 

all expenditure invoiced is either covered by appropriate contract documentation 

and has been through the STAR process, which is undertaken before expenditure 

Not Yet Due 

Latest response - The ICB are currently 

working though with one locality (Salford) as 

a test and then will work with each of the 

teams to ensure that Oracle reflects the SoD 

as per delegations and continues to work for 

the teams on a practical basis. 
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REVIEW RECOMMENDATION CURRENT POSITION  

is committed. The process of authorisation of invoices is an administration function 

with the decision to commit the expenditure completed earlier in the process. 

Oracle users were transferred to NHS GM with their legacy CCG approval limits, 

with a full review and alignment to be actioned during implementation of the 

organisation structures and all staff were in substantive roles.  The consultation 

process was delayed and only now are the majority of staff in substantive roles. 

The work programme to align budget holders, budget delegation and the resultant 

approval limits has commenced, in order to ensure that all staff approval limits are 

in line with the Scheme of Delegation. There are on-going discussions around 

potential amendments to the SOD to ensure that staff approval limits are 

appropriate and enable NHS GM to meet its payment commitments. This process 

will be completed before the transfer of the organisation to the new ledger system. 

Risk Management Core Controls 

Responsible Officer: Jenny Noble 

(Board Secretary) 

Action due: 30/09/2024 

Recommendation 3 (High): Consideration should be given to ensuring that the 

review of the AF/ risk registers takes greater prominence at Board / committee & 

locality meetings respectively.  Whilst this may not be possible at all meetings 

there should be regular opportunity, through effective agenda planning and 

management, for consideration of the content of the AF/ risk registers and review 

of strategic/key risks.  Also, committees should consider having an ‘Escalation to 

the Board’ item on their agenda so formal consideration can be given to any 

matters that require formally reporting to the Board related to AF risks or other 

matters. 

Management Response: 

Recommendation accepted. However, there is already a mechanism for 

escalation to the Board via the Committee Reporting process. Any escalations 

(including of risks) could be done via that mechanism. 

Superseded 

This recommendation has been superseded 

by a similar recommendation in the 

Assurance Framework review and will be 

tracked separately as it falls due. 

Complaints 

Responsible Officer: Mark Palmeria 

(Assistant Director People Services) 

Action due: 31/07/2024 

Recommendation 1 (High):  As part of the recovery plan for primary care 

complaints, GM ICB should ensure that there are sufficient controls in place to 

monitor: 

• acknowledgement of the complaint within national timescales. 

• current status of complaint. 

• highlight any open complaints which haven't had recent updates. 

Fully Implemented 

 



 

Page | 11 

REVIEW RECOMMENDATION CURRENT POSITION  

• date final response shared with complainant.  

• confirmation of implementation of any actions/ learning. 

Management Response: 

There is a detailed recovery plan and recovery tracker in place. This tracks key 

performance measures in line with the NHS complaints regulations and progress 

against plan. Part of the recovery plan tracks complaints at every stage of the 

process. This is fed by a live spreadsheet that’s updated with actions in every 

case. We produce an end of week position and then review early the next week in 

a meeting, part of this is looking at cases in the various stages so any delays in 

QA or final responses (as identified in sample testing) will be picked up here and 

addressed. 
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Appendix A: Detailed List of Outstanding Recommendations 

Year Ref Risk 
Rating 

Recommendation Responsible 
Officer 

Exec Lead Due 
Date 

Revised 
Date 

August 24 Update 

2022/23 Governance 

Checklist 

n/a Collation and alignment of 

corporate policies 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

30/06/2023 30/6/24 

31/03/24 

 

30/11/23 

Partially implemented  

Policy Review Group has continued to meet to develop Policy on 

Policies. Policy approval process is linked to ongoing governance 

review to align the ToR to the SoRD and is expected to be 

completed in May 24, however allocation and alignment of actual 

policies will then take more time and will be an ongoing process 

across the organisation. 

Previous update 

Policy Review Group now established and making good progress. 

Ongoing. Policy Review Group to be established by end of 

November, however work on alignment of policies will follow. 

Expect significant amount of work to be done by the end of the 

financial year. 

Capacity issues and competing priorities means this has not been 

progressed. Completion of functions redesign due in September 

which will allow more focus in this area. 

Some alignment of Policy has happened as part of the ICB’s 

establishment in July 2022, however further work ongoing. 

Mapping exercise to understand current Policy arrangements in 

progress, along with establishment of Policy Review Group. Plans 

and processes on policy approval being strengthened, linked to 

review of governance process (referred to in action two above). 

2022/23 Quality 

Governance 

Checklist 

n/a The development of the 

Clinical and Care professional 

Leadership model should be 

completed and embedded as 

a way of working. 

Dr Manisha 

Kumar and 

Mandy Philbin 

CNO 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

Mar-24  31/07/24 Partially Implemented 

Considerable work has taken place with allocation of all AMD in 

places to a workstream. This sits alongside the ADQ equivalent. 

ICB will be receiving an update at Board in July. It could be 

considered following this if this is classed as embedded and no 

longer reported in this process. Monitoring of this would continue 

to be seen in dedicated leads and utilisation of the clinical voice. 

2022/23 Primary Care 

Contracts 

Medium The governance team at 

GMICB should ensure that 

the committees reporting to 

the GM PCCC have the 

required membership as 

Ben Squires, 

Director of 

Primary Care 

(supported by 

Chairs of each 

Rob 

Bellingham, 

Chief Officer 

for 

Commissioning 

01/10/2023  31/12/24 Partially Implemented 

Terms of Reference for GM PCCC reviewed and revised ToRs 

accepted (February 2024). There is ongoing work regarding 

locality PCCC membership, whereby some continue to be 

outstanding primary care provider representation (which is to be 
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stated within the approved 

terms of reference to ensure 

appropriate guidance, 

challenge and scrutiny of their 

operations. 

Localities PCCC should 

ensure that they have invited 

and appointed all the 

committee members as  

required by the approved 

terms of reference from GM 

ICB. In addition, the minutes 

should indicate the role or 

interest the attendee is 

representing at the meeting. 

This is more relevant when 

one considers that some roles 

are non-voting at the 

meetings. 

respective 

committee) 

and Population 

Health 

 

understood with challenges of capacity for representation from 

independent contractors). Attendance within locality PCC forms 

part of Highlight reporting to GM PCCC (Attendance - 

Excellent/Acceptable/Unacceptable). 

This matter is subject to ongoing monitoring, with supportive work 

from GM Primary Care Provider Board to support membership 

attendance at meetings. 

2022/23 Primary Care 

Contracts 

Medium GM PCCC should ensure that 

all localities have clear 

instructions on how and when 

needs assessments of each 

locality are to be undertaken 

and obtain assurance that the 

processes are in place and 

operating effectively. 

Implementation of 

QEIA – Jackie 

Driver, Strategic 

Lead: Equality 

and Inclusion 

Locality PCCC 

highlight reporting 

– Jonathan Kerry, 

Associate 

Director of 

Primary Care 

(Wigan) 

Rob 

Bellingham, 

Chief Officer 

for 

Commissioning 

and Population 

Health 

 

31/12/2023  31/12/24 Partially Implemented 

NHS GM is renewing the QEIA process following review of the 

initial approach that proved too cumbersome and unwieldly. The 

intention is to return to the original EIA template, and develop a  

panel comprising of colleagues from across our system including 

from the newly established Equality Professionals Network.  This 

will be established in Autumn 2024, followed by developing an 

online platform to record and provide audit for all QEIA s. In the 

meantime, EIA s are ongoing and completed, along with ongoing 

EIA training opportunities for all staff and managers. Data 

strengthening is also underway with the Population Health and BI 

teams to compliment this work. 

2022/23 Primary Care 

Contracts 

High The GM PCCC and its locality 

structures should ensure that 

mandated NHS policies such 

as Whistleblowing, Infection 

Control and Complaints 

Managements are in public 

domain for their geography, 

that the provisions of such 

policies are adhered to and 

performance against them 

Ben Squires, 

Director of 

Primary Care 

Rob 

Bellingham, 

Chief Officer 

for 

Commissioning 

and Population 

Health 

 

31/03/2024 31/12/24 Partially Implemented 

Revised date to allow for the ongoing work re F2Sup and provide 

assurance of the Quality Group reporting to PCCC. 

Regular reporting from Primary Care Quality Group to GM PCCC 

established.  F2SUp arrangements supporting Primary care 

progressing following survey in Feb 2024. 
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reported within governance 

structures at both the locality 

and GM levels as appropriate.  

In addition, they should 

ensure that each locality has 

conducted proactive GP 

Practice premises  

infection control audits that 

are reported periodically to 

the Locality PCCC for 

assurance purposes.  

Experience between localities 

can then be shared as 

lessons learnt across GM. 

2023/24 Health and 

Wellbeing 

Medium The GM Workplace Health &  

Attendance Policy should be 

reviewed and updated to 

include organisational-wide 

guidance and harmonised 

documentation, to support 

workplace health and  

attendance across the ICS. 

Kay Wilkes, 

Assistant Director 

of People 

Services 

Janet 

Wilkinson, 

Chief People 

Officer 

31/03/2024  31/12/24 Partially Implemented 

Day 1 suite of policies are available which includes the sickness 

and absence policy, this is currently used by the organisation. 

Work is also being undertaken to ensure alignment with NHS 

England policies for 24/2 - due to be issued in Q3. 

2023/24 Health and 

Wellbeing 

Low Processes should be 

established to  

identify, as part of the leavers 

process, any staff who leave  

employment because of 

issues with their health & 

wellbeing. This information 

should be analysed to capture 

any weaknesses in the 

provision of support made 

available  

to staff, and potential 

improvements which could be 

made to this provision. 

Kay Wilkes, 

Assistant Director 

of People 

Services 

Janet 

Wilkinson, 

Chief People 

Officer 

31/03/2024 

  

Partially Implemented 

Now undertaking exit interviews across the organisation and 

reviewing data to highlight specific locality and function action 

plans.  The ESR exit interview process was launched April 2024 

however it is too early to identify trends.  More awareness raising 

activity is required to encourage leavers to complete the 

questionnaire.  Completing of exit interviews are reported within 

the workforce compliance report which is provided for assurance 

purposes to the P&C sub-committee. 

2023/24 Safeguarding Low  The ICB should: 

• Review and update the 

interim Policy to ensure that 

this reflects current 

arrangements and to also 

Andrea Patel 

Associate 

Director of 

Safeguarding 

(GM) & Victoria 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

31/10/2023 30/06/24 

30/04/24 

Partially Implemented 

Draft policies being finalised: 

• Safeguarding policy 

• Domestic Violence and Abuse (included sexual safety)  

• Safeguarding supervision 



 

Page | 15 

include a cover sheet with 

relevant information such as 

the committee which 

approved it, the review date 

and the publication date. 

• Ensure that related policies 

such as the Mental Capacity 

Act, Domestic Abuse, and 

Supervision policies are 

finalised and shared with staff 

accordingly 

Leonard  

Assistant Director 

Quality & 

Safeguarding, 

Lead Designated 

Nurse (Tameside) 

• MCA and DoLs 

• Managing Allegations 

The policies were delayed due to complexities of alignment with 

new and emerging national statutory guidance and organisational 

requirements plus linkage with Workforce and Peoples Services 

for organisational procedures.  This work will be completed by end 

of March 24. Policies will progress through ICB governance 

(quality, peoples services, staff side and the ICB policy group 

routes April 24 for formal sign off. Expected completion end April 

24 

2023/24 Safeguarding Medium There should be up to date 

ToR for all governance 

groups/ committees for 

Safeguarding in place, with 

clear membership details and 

information on the date 

approved, by whom and the 

next review date included. 

Gill Gibson 

Deputy Chief 

Nurse Quality & 

Transformation, 

Andrea Patel  

Associate 

Director 

Safeguarding. 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

31/12/2023 

  

Partially Implemented (Awaiting Evidence) 

TOR approved and updated action completed. See attached x 3  

NHS GM Safeguarding Leadership  

NHS GM safeguarding Business 

NHS GM Health Collaborative  

2023/24 Safeguarding Medium NHS GM should clearly 

document the processes for 

identification, reporting, 

escalation and oversight of 

GM Safeguarding risks, 

including reporting 

arrangements within the  

governance structure and 

ToR of groups that have 

responsibility for this. 

Gill Gibson 

Deputy Chief 

Nurse Quality and 

Transformation, 

Andrea Patel  

Associate 

Director 

Safeguarding 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

31/12/2023 30/06/24 

30/04024 

Partially Implemented 

Risk Escalation document provided which shows risk escalation 

route from GM Safeguarding to Q&P Committee then up to ICB. 

Feb 2024 report to QPC shows proposed new risk governance 

and escalation process. 

Next Safeguarding leadership Meeting is April 24 – TOR will be 

updated for this meeting for approval to reflect risk governance 

escalation.   

2023/24 Key Financial 

Transactional 

Processing 

Controls 

High The ICB should review the 

Scheme of Delegation to 

ensure this is appropriate and 

do a full review of staff 

authorisation limits to ensure 

that these are in line with the 

Scheme of Delegation 

following restructuring. 

Kaye Abbott 

Associate 

Director of 

Finance – 

Financial Control 

Kathy Roe, 

Interim Chief 

Finance Officer 

30/8/24 

 

Partially Implemented 

The ICB are currently working though with one locality (Salford) as 

a test and then will work with each of the teams to ensure that 

Oracle reflects the SoD as per delegations and continues to work 

for the teams on a practical basis. 

2023/24 ESR/ VPD 

Merge 

Medium Review and amend access 

rights accordingly for all 

Sarah Crossley 

Workforce 

Information Lead 

Janet 

Wilkinson, 

30/6/24 30/9/24 Partially Implemented 

All Professional ESR Users have been assessed and access 

reviewed. (Professional users are catergorised by requiring Smart 
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employees with cascading, 

combined or restricted URPs. 

Remove access from those 

users who have not accessed 

the system since 2021 or 

earlier. 

Access levels should be 

reviewed on a regular basis to 

identify any changes required. 

Where access profiles differ 

from the recommended 

guidance such decisions 

should be documented and 

approved by a senior 

manager. 

Chief People 

Officer 

Card Access), *Legacy users have been cleansed, * The Access 

Rights Matrix has been updated, * Established 9 Applicants who 

have never accessed the system, these queries are being referred 

to Employment Services Team for confirmation, * Quarterly 

Review due 30th June and then 20th September. 

2023/24 ESR/ VPD 

Merge 

Low The user access levels have 

since been reviewed and 

amendments made in line 

with concerns raised. The ICB 

will ensure that access levels 

are reviewed regularly and 

document approval of 

instances where access 

differs from guidance. 

Sarah Crossley 

Workforce 

Information Lead 

Janet 

Wilkinson, 

Chief People 

Officer 

30/6/24 30/9/24 Partially Implemented 

WOVEN reports have continued to be worked on each month (as 

part of BAU), ESC Team have been making amendments to data 

entries in collaboration with WFI Team.  An improvement has been 

seen month on month.  In June: extract date 3/6/24 (190 errors), 

72% improvement in data quality seen since April 24 (683 errors). 

2023/24 ESR/ VPD 

Merge 

Low The ICB is now starting to 

work through the data quality 

errors identified as a priority 

and taken necessary action 

for these. 

Sarah Crossley 

Workforce 

Information Lead 

Janet 

Wilkinson, 

Chief People 

Officer 

30/6/24 30/11/24 Partially Implemented 

Due to staff turnover, there has been no capacity in the team to 

fully complete this task. New date for completion November 2024. 

2023/24 Finance 

Systems 

(Deep Dive - 

CIPP) 

Medium We recommend that the 

following actions are 

undertaken: 

• Review the EQIA 

template and include the 

impact on changing 

services or moving 

services to different 

locations, considering 

the impact on the access 

Nicola Hepburn   

Chair of CIP 

Delivery Group 

Kathy Roe   

Interim Chief 

Finance Officer 

30/6/24 

 

Partially Implemented 

The CIP Delivery Group is now established. Although no schemes 

have progressed beyond GW 2 yet this is still part of the 

assurance criteria and has to be completed by the SRO/Lead 

associated with the programme. 
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and ability to travel and 

access services. 

• Review the approval 

process of the EQIA 

template to ensure the 

inclusion of appropriate 

stakeholders including 

clinical and medical staff. 

• Consider the 

appropriateness of some 

of the current signatories 

for approval of EQIA and 

their potential conflict 

with their achievement of 

their QIPP objectives. 

2023/24 Managing 

Conflicts of 

Interest 

Medium The ICB should ensure that 

declarations of interest are 

received as part of new 

starter paperwork and also 

share the declaration of 

interest form with internal staff 

changing roles, to ensure that 

staff comply with the Policy to 

make a new declaration 

within 28 days. 

Jenny Noble  

Board Secretary 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

31/7/24 30/9/24 Partially Implemented 

This has been delayed but roll out will happen as part of the move 

to ESR for COI declaration collection.  Conversations have been 

held with HR team to arrange for periodic (bi-monthly) reports on 

new starters to be shared with the governance team once ESR is 

being used.  Once the move to ESR for data collection is 

confirmed, comms and training/guidance material will be circulated 

to all staff. 

2023/24 Managing 

Conflicts of 

Interest 

Medium The ICB should ensure that 

the complete gifts and 

hospitality and procurement 

decisions registers are 

published on the NHS GM 

website. 

Jenny Noble  

Board Secretary 

Mandy Philbin, 

Deputy Chief 

Executive and 

Chief Nursing 

Officer 

30/6/24 

 

Partially Implemented 

The G&H register is published on this page: Governance | Greater 

Manchester Integrated Care Partnership 

(gmintegratedcare.org.uk).  Procurement Register not yet 

published. 
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Appendix B: Risk Classifications 

Risk 
Rating 

Assessment Rationale 

Critical 
Control weakness that could have a significant impact upon, not only the system, function or process objectives but also the 
achievement of the organisation’s objectives in relation to: 

• the efficient and effective use of resources 

• the safeguarding of assets 

• the preparation of reliable financial and operational information 

• compliance with laws and regulations. 
 

High Control weakness that has or is likely to have a significant impact upon the achievement of key system, function or process 
objectives. This weakness, whilst high impact for the system, function or process does not have a significant impact on the 
achievement of the overall organisation objectives. 
 

Medium Control weakness that: 

• has a low impact on the achievement of the key system, function or process objectives; 

• has exposed the system, function or process to a key risk, however the likelihood of this risk occurring is low. 

•  

Low Control weakness that does not impact upon the achievement of key system, function or process objectives; however, 
implementation of the recommendation would improve overall control. 
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Required information Details   

Title of report  NHSE Undertakings – MIAA Final Report 
Author  Darrell Davies/ Patrick Clark 
Presented by Patrick Clark 
Contact for further information Patrick Clark 

Executive summary 
This report summaries the findings from the 
MIAA review of NHSE Undertakings in 
accordance with the Internal Audit Plan 
2024/25. 

The benefits that the population of Greater 
Manchester will experience. 

Assurance through the Audit Committee that 
improvements in internal control are being 
progressed within the organisation that 
should lead to improved performance and 
thus assist the organisations achieve its 
objectives. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

The Internal Audit Plan aims to address all of 
the key risks of the ICB on a cyclical basis, 
including responding to the quality agenda. 

The decision to be made and/or input 
sought The paper is for information. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

The Internal Audit Plan aims to address all of 
the key risks of the ICB on a cyclical basis.   
 
The BAF is considered as part of the annual 
planning process to ensure that the internal 
audit plan includes appropriate coverage. 
 
Recommendations made by internal audit aim 
to strengthen the internal control environment 
which should contribute towards reduction in 
risk. 

Key milestones N/A 
Leadership and governance arrangements N/A 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

N/A 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Introduction 
1.0 This report provides the Audit Committee with a summary of the findings from the MIAA 

review of NHSE Undertakings in accordance with the 2024/25 Internal Audit Plan. 

Executive Summary 
2.0 The overall audit objective of the review was to provide assurance that the ICB is taking 

positive actions to support progress against the Improvement Plan which enables the ICB 
to meet its statutory duties and ultimately, the achievement of the formal Undertakings 
agreed with NHSE. 

3.0 Overall, we found that the GM ICB’s framework for monitoring and reporting progress 
against the NHSE Undertakings requirements is comprehensive. Appropriate structures 
have been established with clearly defined roles and responsibilities and an accountability 
and governance framework. The Improvement Plan sets out a clear approach as to how 
the individual actions are being addressed through each of the four separate areas.  

4.0 Nonetheless, we have identified some areas for improvement which include one high risk 
and one medium risk recommendation, with two low risk recommendations. 

5.0 Management have accepted the recommendations and provided management 
responses indicating the action to be taken. Deadlines have been agreed for each 
recommendation and will be subject to future internal audit follow up. 

Recommendations 
6.0 The Audit Committee is asked to: 

• Consider the contents of the report and to stratify itself that appropriate actions and 
timescales have been provided in response to the recommendations made. 
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Overall Assurance Opinion 

 

There is an adequate system of 

internal control, however, in some 

areas weaknesses in design and/or 

inconsistent application of controls 

puts the achievement of some aspects 

of the system objectives at risk. 
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1 Executive Summary 

Overall Audit Objective: To provide assurance that the ICB is taking positive actions to support progress 

against the Improvement Plan which enables the ICB to meet its statutory duties and ultimately, the 

achievement of the formal Undertakings agreed with NHSE. 

Scope Limitation: This review does not provide assurance that the ICB will deliver against the 

Undertakings.  Nor did the review consider all actions in detail within the Improvement Plan. 

Key Findings/Conclusion 

Overall, we found that the GM ICB’s framework for monitoring and reporting progress against the NHSE 

Undertakings requirements is comprehensive.  Appropriate structures have been established with clearly 

defined roles and responsibilities and an accountability and governance framework. 

The Improvement Plan sets out a clear approach as to how the individual actions are being addressed 

through each of the four separate areas. 

Nonetheless, we have identified some areas for improvement.  The first relates to the cross referencing of 

the Improvement Plan to the Undertakings to ensure that the actions map across.  As set out in the detailed 

findings section of this report, we have identified some examples where the wording or reference to the 

Undertaking differs in the Improvement Plan and a review should be commenced to ensure that the actions 

are clearly referenced back to the original Undertakings document. 

We have also identified a gap in one aspect of the reporting framework whereby some of the actions 

required in the Undertakings in relation to ‘Programme Management’ and ‘Meetings and Reports’ are not 

currently included within either the Highlights Report, although it is noted that updates have been provided 

separately to the GM ICB Board and NHSE System Improvement Board meeting with the Regional Office.  

Further areas for improvement relate to the need to implement some interim measures of success for each 

of the Action Plan pillars that sit complement the final success metrics already included, as well as the 

need to review any missing evidence references and a description of the evidence reviewed for actions 

marked as complete. 

Objectives Reviewed RAG Rating 

Roles and Responsibilities Green 

Improvement Plan Amber 

Progress Measurement Amber 

Risks to Delivery Amber 

Governance Arrangements Green 

Overall Rating Moderate 

 

Recommendations 

Risk Rating Control Design 
Operating 

Effectiveness 

Critical 0 0 

High 0 1 

Medium 1 0 

Low 1 1 

Total 2 2 
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Areas of Good Practice 

• Supporting the System Improvement Board is a separate System 

Improvement Team chaired by the Deputy Chief Executive.  Deputy 

place-based leads and representation from Providers form part of the 

Team.  This Team meets fortnightly and is responsible for 

‘operationalising’ the Improvement Plan. 

• A clear, formal outline of roles and responsibilities has been developed 

which sets out for each pillar (Leadership and Governance, Financial 

Sustainability, Performance and Assurance, Quality), the Executive 

SRO, the Joint Pillar Leads and the Wider Team Members supporting 

delivery and operational oversight. 

• The Improvement Plan sets out a clear approach as to how the individual 

actions are being addressed through each of the four separate pillars.  

The Plan has been shared with the NHSE Regional Team for 

confirmation that it covers all requirements. 

• A process for completing actions and evidence gathering has been 

agreed with NHSE.  When a ‘Pillar Lead’ assesses that there is sufficient 

evidence in place to sign off and close an action, this is passed to the 

‘Executive Lead’ to discuss with their team and approve.  Where 

evidence is insufficient, this is passed back and the process starts again.  

Although we have noted some instances where the evidence reference 

in the Action Plan is not completed. 

• To assess progress, success metrics have been included within each 

pillar, which are a set of detailed, quantifiable measures with clear target 

outputs and implementation dates.  Most of the measures have target 

dates into 2025 and 2026 and performance is based on annual 

measures. 

• The individual pillars of the Improvement Plan provide an assessment of 

the status of each action through the status key.  Those actions at risk 

are classed as ‘off track’ (Action not likely to be delivered by agreed 

deadlines and it is not possible to get this position back on track even 

with additional focus) or ‘behind’ (action is off track but could still be 

delivered within the agreed date with additional focus). 

• The ICB Board received a highlights paper at their meeting in August 

2024.  This provides a summary update of performance for each pillar 

setting out the number of actions completed, ongoing actions of note, 

priority areas of focus and a risk register of areas of concern.  Each of 

the four main pillar summaries provide a status and all are showing as 

‘on track’ currently.  The paper is intended to be reviewed at each Board 

meeting going forward. 

• Robust governance and oversight arrangements have been put into 

place to oversee and monitor delivery of the Improvement Plan.  

Ultimately, the GM ICB Board have overall accountability for delivery and 

providing assurance to NHSE.   

• The System Improvement Board feed into an NHSE regional meeting 

which takes place later in the same week and this is where NHSE hold 

the ICB to account for their progress in achieving the agreed 

undertakings. 

  

Key Findings – Issues Identified 

High 1.1 As part of our review, we have attempted to cross 

reference all of the Undertakings to the individual 

actions in the Improvement Plan. Our exercise 

identified some queries where the wording or 

references require some clarification as set out in 

the detailed findings section below. 

Medium 1.2 To assess progress, success metrics have been 

included within each pillar, which are a set of 

detailed, quantifiable measures with clear target 
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outputs and implementation dates.  Although 

measures are assessed through the new 

dashboard, as well as through existing provider/ 

locality oversight meetings for performance and 

assurance and financial sustainability, the ICB 

should consider how it can bring this together into 

the Improvement Plan and Highlights Report to 

measure interim performance. 

Low 1.3 The ICB Board received a highlights paper at their 

meeting in August 2024.  However, there is no 

coverage of the Infrastructure worksheet containing 

the ‘Programme Management’ and ‘Meetings and 

Reports’ Undertakings, although it is noted that 

updates have been provided separately to the GM 

ICB Board and NHSE Undertakings Regional 

meetings 

1.4 An observation we noted from our review of the 

Improvement Plan and from discussions with Pillar 

Leads around completed actions, is that not all 

actions marked as complete, have an evidence 

reference in the end column of the Action Plan or 

refer to a description of the evidence reviewed. 



 

Page | 6 

2 Findings and Management Action 

1. Improvement Plan and Detailed Undertakings Mapping Risk Rating: High 

Operating Effectiveness 

Key Finding – The Improvement Plan covers all of 

the NHSE Undertakings in a separate worksheet 

which provides cross references to actions set out in 

the four pillars. 

As part of this review, we have attempted to cross 

reference all of the agreed Undertakings to the actions 

stated in the Improvement Plan. Our exercise identified 

the following: 

• Leadership and Governance – all of the Carnell 

Farrar (CF) recommendations are contained in 

the Improvement Plan but some are not copied 

across word for word.  Following discussion 

with the Pillar Lead, we understand that some 

of the differences reflect the movement in 

position and performance since the CF report 

was issued, as well as changes in naming 

conventions. 

• Financial Sustainability – all of the Undertakings 

appear to be listed in the Improvement Plan but 

we found it difficult to follow some of the cross 

references from the Undertakings to the 

Improvement Pillar Financial Sustainability 

Specific Risk – Undertakings do 

not easily reconcile to the actions 

within the Improvement Plan, which 

potentially make it more difficult to 

assess completion of the specific 

Undertakings when signing off 

actions. 

Recommendation – GM ICB should undertake a detailed 

reconciliation of the specific Undertakings to each of the 

actions in the Improvement Plan, including checking of 

numerical references, to ensure that where wording 

differs, the ICB is content that the action will deliver 

against the specific Undertakings. 

Additionally, as some of the Undertakings references are 

different, a column should be added to the ‘Undertakings’ 

worksheet to include the original Undertakings reference 

number as these are different in this worksheet. 
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(IPFS) worksheet e.g. 2.7 of the Undertakings 

(3.8 on the Undertakings worksheet on the 

Improvement Plan) refers to provider oversight/ 

governance arrangements, yet the IFPS 

worksheet reference (rows 11-14) doesn’t 

appear to include this as it covers a centralised 

financial model  and system overview. 

• Performance and Assurance - all of the 

Undertakings appear to be listed in the 

Improvement Plan, however, references within 

the IPPA worksheet don’t always correlate e.g. 

2.2 of the Undertakings worksheet (3.1.1 of the 

Undertakings letter) references elective care 

and refers to 78 and 65 week waits, but then the 

Improvement Pillar Performance & Assurance 

(IPPA) reference 6 doesn’t specifically refer to 

these issues and refers to dermatology. 

• Quality – The Undertakings map across to the 

Undertakings worksheet within the 

Improvement Plan, however, some of the exact 

wording is different which makes it difficult to 

reconcile. 

Management Response – The plan will be updated as per the recommendation to support 

the reconciliation back to the enforcement undertakings. This will also support the sign off 

process for each individual element of the plan as appropriate. 

Responsible Officer – Vicky Sharrock  

Implementation Date – 30 September 2024 

Evidence to confirm implementation – Updated 

Implementation Plan with clarity of referencing back to the 

enforcement undertakings letter 
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2. Success Metrics Risk Rating: Medium 

Control Design 

Key Finding – To assess progress, success metrics 

have been included within each pillar, which are a set 

of detailed, quantifiable measures with clear target 

outputs and implementation dates.  Most of the 

measures have target dates running into 2025 and 

2026 and performance is assessed on annual 

measures.  

Although measures are assessed through the new 

dashboard, as well as through existing provider/ 

locality oversight meetings for performance and 

assurance and financial sustainability, the ICB should 

consider how it can bring this together into the 

Improvement Plan and Highlights Report to measure 

interim performance. 

Specific Risk – Interim 

performance of success metrics is 

not formally measured to gauge 

performance.   

Recommendation – The ICB should introduce a formal 

process/ mechanism to provide information on interim and 

ongoing performance against each of the success metrics 

including pulse checks. 

Management Response – This recommendation is supported and work is underway to 

ensure completion of the dashboard with regular flows of data that are reported alongside 

the highlight report. It is noted this will also ensure the actions being implemented are 

having the desired impact. 

Responsible Officer – Vicky Sharrock  

Implementation Date – 30 September 2024 

Evidence to confirm implementation – Completed 

dashboard  

 

 

3. Undertakings Progress Reporting Risk Rating: Low 
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Control Design 

Key Finding – The ICB Board received a highlights 

paper at their meeting in August 2024.  This provided 

a summary update of performance for each pillar 

setting out the number of actions completed, ongoing 

actions of note, priority areas of focus and a risk 

register of areas of concern.   

Each of the four main pillar summaries provide a 

current status and all are showing as being ‘on track’.  

However, there is no coverage of the Infrastructure 

worksheet containing the ‘Programme Management’ 

and ‘Meetings and Reports’ Undertakings, although it 

is noted that updates have been provided separately 

to the GM ICB Board and NHSE Undertakings 

Regional meetings 

Most of the actions are now complete and we 

understand that these two sets of actions are not 

strictly classed as being formal Undertakings, 

however, the completion and progress against these 

actions should still be formally captured as part of the 

reporting framework for completeness. 

Specific Risk – Formal reporting 

against all the actions within the 

Undertakings letter is not currently 

included within the Highlights 

Report or any other process. 

Recommendation – The ICB should consider how it 

includes formal reporting against progress and completion 

of the actions within the areas of ‘Programme 

Management’ and ‘Meetings and Reports’, either within 

the Highlights Report or another high-level reporting 

mechanism/ template.  

 

Management Response – A formal update on the actions within this section of the plan will 

be taken through the System Improvement Board so that the actions can be formally signed 

off and closed  

Responsible Officer – Vicky Sharrock  

Implementation Date – 30 September 2024 

Evidence to confirm implementation – Paper to System 

Improvement Board  
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4. Evidence References Risk Rating: Low 

Operating Effectiveness 

Key Finding – An observation we noted from our 

review of the Improvement Plan and from discussions 

with Pillar Leads around completed actions, is that not 

all actions marked as complete, have an evidence 

reference in the end column of the Action Plan.  The 

majority of these cases were in the Finance and 

Sustainability Pillar Action Plan. 

Specific Risk – Evidence is not 

referenced to support the closure 

and signing off of actions 

consistently in all cases. 

Recommendation – The ICB should review the Action 

Plans within the Improvement Plan at the System 

Improvement Team meetings to update any missing 

evidence references for completeness.  Where there is no 

supporting evidence due to the nature of the actions, this 

should be made clear in the comments. 

 

Management Response – The evidence library is currently being populated but needs to 

prioritise those actions highlighted as complete in the action plan.  

Responsible Officer – Vicky Sharrock  

Implementation Date – 30 September 2024 

Evidence to confirm implementation – Updated evidence 

library for all completed actions 
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Appendix A: Detailed Findings  

Under the National Health Service Act 2006 (‘the NHS Act 2006’) and the 

Health and Social Care Act 2012 (‘the 2012 Act’), as amended by the new 

Health and Care Act 2022 (‘the 2022 Act’), NHSE has statutory accountability 

for oversight of both integrated care boards (ICBs) and providers of NHS 

services. NHS Improvement (Monitor and the NHS Trust Development 

Authority) has been abolished and NHSE has assumed responsibility for the 

regulation of providers of NHS services, the exercise of provider enforcement 

powers, and producing and revising guidance on those powers. 

ICB undertakings are agreed by NHSE and the ICB and set out the remedial 

actions to be taken to address the specific challenges identified. By offering 

and agreeing undertakings, the ICB gives a commitment that it will comply 

and carry out the relevant actions. ICB undertakings should contain 

monitoring and reporting commitments to ensure progress. As a minimum, 

ICB undertakings are expected to include a commitment that the specified 

suspected failing or failure to discharge one or more of its functions properly, 

if ongoing, is brought to an end within the stipulated timescales and does not 

recur. Where an ICB does not bring the failing to an end within the agreed 

time, NHSE can impose directions. 

Enforcement Undertakings were issued by NHSE on 25th June 2024 with 

acceptance agreed at the ICB Board on 17th July 2024. The undertakings 

are set out across the following areas: 

• Future Operating Model and Governance Arrangements. 

• Financial Planning. 

• Performance. 

• Quality of Care, Access and Outcomes and Leadership and 

Capability. 

• Programme Management. 

• Meetings and Reports.  

The ICB has developed an Improvement Plan which aims to address 

actions in these documents as well set out how the ICB will address the 

Undertakings agreed with NHSE. The Improvement Plan is structured 

across four pillars: 

• Leadership and Governance. 

• Financial Sustainability. 

• Performance and Assurance. 

• Quality. 

Monitoring of the specific Undertakings for ‘Programme Management’ and 

‘Meetings and Reports’ are set out on a combined separate worksheet of 

the Improvement Plan under ‘Infrastructure’. 

Objective 1: Clear roles and responsibilities have been established for 

monitoring and reporting against the Implementation Plan in terms of 

individual accountability and central co-ordination of reporting. 

Supporting the System Improvement Board is a separate System 

Improvement Team chaired by the Deputy Chief Executive and includes 

Deputy place-based leads and representation from Providers.  This Team 

meets fortnightly and is responsible for ‘operationalising’ the Improvement 

Plan. 
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The Improvement Plan is split into four main areas as referred to above with 

each area allocated to accountable lead officers.  There is also a ‘buddying’ 

arrangement in place which provides for a separate ‘non-specialist’ to 

support the lead officers in each area to provide independent challenge. 

A clear, formal outline of roles and responsibilities has been developed which 

sets out for each pillar, the Executive SRO, the Joint Pillar Leads and the 

Wider Team Members supporting delivery and operational oversight.  

Within the Improvement Plan, there are staff assigned to each action 

individually listed who are responsible for operational delivery and 

implementation.  From a review of the Improvement Plan, we confirmed that 

all actions across all four areas included a named assigned person, except 

for three actions (Performance and Assurance IPPA 5.2, 5.3 and 5.4) which 

referred to ‘Programme Directors/ Equivalent’ rather than a named individual.  

This is due, we understand, to the action being the responsibility of multiple 

staff.  Programme Directors meet weekly and these meetings are used to 

monitor progress collectively. 

The ICB has developed a ‘briefing pack’ which has been published for 

partners and wider Boards to provide an update on the ongoing work to 

support improvements and the response to the Undertakings. 

Objective 2: The Improvement Plan covers all the NHSE Undertakings and 

provides a clear approach to the actions required. 

The Improvement Plan covers all of the NHSE Undertakings in a separate 

worksheet which provides cross references to actions set out in the four 

areas. 

As part of this review, we have attempted to cross reference all of the 

Undertakings specifically to the actions in the Improvement Plan. Our 

exercise identified the following: 

• Leadership and Governance – all of the CF recommendations are 

contained in the Improvement Plan, but some are not copied across 

word for word.  Following discussion with the Pillar Lead, we 

understand that some of the differences reflect the movement in 

position and performance since the CF report was issued, as well 

as naming conventions. 

• Financial Sustainability – all of the Undertakings appear to be listed 

in the Improvement Plan but we found it difficult to follow some of 

the cross references from the Undertakings to the IPFS worksheet 

e.g. 2.7 of the Undertakings (3.8 on the Undertakings worksheet on 

the Improvement Plan) refers to provider oversight/ governance 

arrangements, yet the IFPS worksheet reference (rows 11-14) 

doesn’t appear to include this as it covers a centralised financial 

model  and system overview. 

• Performance and Assurance - all of the Undertakings appear to be 

listed in the Improvement Plan, however, references within the IPPA 

worksheet don’t always correlate e.g. 2.2 of the Undertakings 

worksheet (3.1.1 of the Undertakings letter) references elective care 

and refers to 78 and 65 week waits, but then the IPPA reference 6 

doesn’t specifically refer to these issues and refers to dermatology. 

• Quality – The Undertakings map across to Undertakings worksheet 

within the Improvement Plan, however, some of the exact wording is 

different which makes it difficult to reconcile. 

• Programme Management – all Undertakings and actions are clearly 

cross referenced. 
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• Meetings and Reports – all Undertakings and actions are clearly 

cross referenced. 

The Improvement Plan sets out a clear approach as to how the individual 

actions are being addressed through each of the four separate areas.  A 

number of separate actions are listed with: 

• An action owner; 

• Start date, end date and revised due date; 

• Progress update narrative; 

• A task status; 

• A completion date; and, 

• Confirmation of evidence to support implementation with associated 

hyperlinks. 

Each of the actions is allocated a ‘task status’ which confirms the status of 

the action either as being ‘complete’, ‘on track’, ‘behind’ or ‘off track’.  From 

a review of the four areas of the Improvement Plan, it is noted that two actions 

are classed as ‘on hold’ which is not an option listed in the status key.  

However, these two actions have been discussed with staff and there are 

appropriate reasons for this classification as the actions are reliant on other 

actions being completed first. 

An MS Teams channel has been established for all staff on the System 

Improvement Team to access.  This provides a central store of documents 

and versions of the Improvement Plan itself.  There are only two nominated 

staff from each pillar who have access to amend documents.  The MS 

Team channel is also used to centrally store evidence to support action 

implementation for those in progress or complete with a folder structure.   

A process for completing actions and evidence gathering has been agreed 

with NHSE.  When a ‘Pillar Lead’ assesses that there is sufficient evidence 

in place to sign off and close an action, this is passed to the ‘Executive 

Lead’ to discuss with their team and approve.  Where evidence is 

insufficient, this is passed back and the process starts again. 

Objective 3: Progress is being measured and assessed against clear delivery 

criteria and timeframes. 

Each of the ‘Pillar Leads’ were asked to provide an assessment position of 

where they felt the organisation was currently against each of the 

Undertakings and to provide an analysis of gaps and actions remaining.  

The complete version of the Improvement Plan was then brought to the 

System Improvement Team for review and challenge. 

The ICB also asked third parties to review the Improvement Plan and they 

provided feedback on the content as part of the process.  This included the 

Good Governance Institute (GGI) and Health Innovation Manchester.  The 

ICB have also contacted HealthWatch to ask them their views on the Plan 

but are awaiting a formal response. 

The final version of the Improvement Plan was then taken to the ICB Board 

for the Executive Leads to talk through the content.   

To assess progress, success metrics have been included within each pillar, 

which are a set of detailed, quantifiable measures with clear target outputs 

and implementation dates.  Most of the measures have target dates 

running into 2025 and 2026 and performance is based on annual 

measures.  Although a success metrics dashboard has recently been 

developed, there is no formal process or mechanism in place which 

measures performance in the interim period before the target dates against 

each success metric. 
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As part of the review, we have discussed two of the pillars (Leadership and 

Governance and Finance and Sustainability).and their action plans with the 

relevant Pillar Leads.  

During discussions with the Leadership and Governance Pillar Lead we 

gained assurance over the following: 

• Formation of Pillar Group meetings which include responsible action 

owners and ‘critical friends’ both clinically and operationally. 

• The use of targeted resources including Programme Managers and 

Project Officers. 

• Pillar Group meetings taking place fortnightly initially and now 

monthly. 

• Evidence sign off collectively and receiving updates from 

responsible action owners on upcoming actions which are due. 

• Review of a risk log for areas of concern and capacity issues. 

We also discussed and reviewed with the Pillar Lead five actions marked 

as complete on the Improvement Plan under this pillar to understand the 

work completed and supporting evidence base. 

An observation we noted from our review of the Improvement Plan and 

from discussions with Pillar Leads around completed actions, is that not all 

actions marked as complete, have an evidence reference in the end 

column of the Action Plan. The majority of these cases were in the Finance 

and Sustainability Pillar Action Plan.    During our discussions we reviewed 

some examples of evidence and where evidence might be more difficult to 

obtain/ provide and in these cases, this should ideally be reflected in the 

narrative to state this.  

Objective 4: Risks to delivery against Undertakings and performance are 

identified and managed, including escalation to NHSE where appropriate. 

The individual pillars of the Improvement Plan provide an assessment of 

the status of each action through the key referred to above.  Those actions 

at risk are classed as ‘off track’ (Action not likely to be delivered by agreed 

deadlines and it is not possible to get this position back on track even with 

additional focus) or ‘behind’ (action is off track but could still be delivered 

within the agreed date with additional focus). 

The ICB Board received a highlights paper at their meeting in August 2024, 

as well as a detailed update on the position of the full Improvement Plan, 

including each of the four pillars.  This provided a summary update of 

performance for each pillar setting out the number of actions completed, 

ongoing actions of note, priority areas of focus and a risk register of areas 

of concern.   

Each of the four main pillar summaries provide a status and all are showing 

as currently being ‘on track’.  However, there is no coverage of the 

Infrastructure worksheet containing the ‘Programme Management’ and 

‘Meetings and Reports’ Undertakings.  Most of the actions are now 

complete and we understand that these two sets of actions are not strictly 

classed as formal Undertakings, however, the completion and progress 

against these actions should still be formally captured as part of the 

reporting framework and reported for completeness. 

Objective 5:  Governance arrangements provide effective oversight, 

challenge and direction and actions are escalated where performance 

against target/ milestones is not going to plan. 
Robust governance and oversight arrangements have been put into place to 

oversee and monitor delivery of the Improvement Plan.  Ultimately, the GM 

ICB Board have overall accountability for delivery and providing assurance 

to NHSE.   
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The ICB have established an Improvement Board to oversee the delivery of 

the Improvement Plan which is chaired by the Chief Executive Officer.  The 

Improvement Board includes place-based leads, executives from providers 

and the ICB’s Executive Team, as well as Non-Executive Directors including 

the Chair of the Finance sub-committee.  The Improvement Board meets 

monthly and is accountable to NHSE for delivery.  Three meetings have 

taken place to date and an action log has been produced to provide a record 

of future actions, with assigned leads and implementation dates which we 

evidenced during our review.   

As referred to above, the System Improvement Team supports the 

Improvement Board and meets fortnightly and is responsible for 

‘operationalising’ the Improvement Plan.  An action log is used to record 

outcomes and forward actions from this fortnightly meeting, and we 

evidenced a recent example of this during our review. 

Terms of Reference have been written for both the Improvement Board and 

System Improvement Team and we evidenced these during our review. 

The System Improvement Board feed into an NHSE regional meeting which 

takes place later in the same week and is where NHSE hold the ICB to 

account for their undertakings.  There have been five meetings to date and 

an action log is held for these meetings and owned by NHSE.   We have 

evidenced the latest version of the action log during our review.   Meeting 

packs are issued to attendees ahead of each meeting, including evidence in 

response to specific issues by NHSE at previous meetings. 
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Appendix B: Engagement Scope 
Scope 

The overall objective was to provide assurance that the ICB is taking positive 

actions to support progress against the Improvement Plan which enables the 

ICB to meet its statutory duties and ultimately, the achievement of the formal 

Undertakings agreed with NHSE. 

Our audit took the form of a review of the key documentation that supports 

the current ICB’s progress against the Improvement Plan as per the above 

audit objective, as well as discussions with key stakeholders in relation to the 

sub-objectives identified.  

The following sub-objectives were identified: 

• Clear roles and responsibilities have been established for monitoring 

and reporting against the Implementation Plan in terms of individual 

accountability and central co-ordination of reporting. 

• The Improvement Plan covers all the NHSE Undertakings and 

provides a clear approach to the actions required. 

• Progress is being measured and assessed against clear delivery 

criteria and timeframes. 

• Risks to delivery against Undertakings and performance are 

identified and managed, including escalation to NHSE where 

appropriate. 

• Governance arrangements provide effective oversight, challenge and 

direction and actions are escalated where performance against 

target/ milestones is not going to plan. 

Scope Limitations 

The limitations to scope are as follows: 

The limitations to scope were as follows: 

• Our review did not provide assurance that the ICB will deliver against 

the Undertakings. 

• Our review did not review all actions in detail set out within the 

Improvement Plan. 

Limitations 

The matters raised in this report are only those which came to our attention 

during our internal audit work and are not necessarily a comprehensive 

statement of all the weaknesses that exist, or of all the improvements that 

may be required. Whilst every care has been taken to ensure that the 

information in this report is as accurate as possible, based on the 

information provided and documentation reviewed, no complete guarantee 

or warranty can be given with regards to the advice and information 

contained herein. Our work does not provide absolute assurance that 

material errors, loss or fraud do not exist.   

Responsibility for a sound system of internal controls and the prevention 

and detection of fraud and other irregularities rests with management and 

work performed by internal audit should not be relied upon to identify all 

strengths and weaknesses in internal controls, nor relied upon to identify all 

circumstances of fraud or irregularity. Effective and timely implementation 

of our recommendations by management is important for the maintenance 

of a reliable internal control system
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Appendix B: Assurance Definitions and Risk 
Classifications 

Level of 

Assurance 

Description 

High There is a strong system of internal control which has been 

effectively designed to meet the system objectives, and that 

controls are consistently applied in all areas reviewed. 

Substantial There is a good system of internal control designed to meet 

the system objectives, and that controls are generally being 

applied consistently. 

Moderate There is an adequate system of internal control, however, in 

some areas weaknesses in design and/or inconsistent 

application of controls puts the achievement of some aspects 

of the system objectives at risk. 

Limited There is a compromised system of internal control as 

weaknesses in the design and/or inconsistent application of 

controls puts the achievement of the system objectives at risk. 

No There is an inadequate system of internal control as 

weaknesses in control, and/or consistent non- compliance with 

controls could/has resulted in failure to achieve the system 

objectives. 

 

 

Risk 

Rating 

Assessment Rationale 

Critical Control weakness that could have a significant impact upon, not 

only the system, function or process objectives but also the 

achievement of the organisation’s objectives in relation to: 

• the efficient and effective use of resources 

• the safeguarding of assets 

• the preparation of reliable financial and operational 
information 

• compliance with laws and regulations. 
 

High Control weakness that has or is likely to have a significant impact 

upon the achievement of key system, function or process 

objectives. This weakness, whilst high impact for the system, 

function or process does not have a significant impact on the 

achievement of the overall organisation objectives. 

Medium Control weakness that: 

• has a low impact on the achievement of the key system, 
function or process objectives; 

• has exposed the system, function or process to a key risk, 
however the likelihood of this risk occurring is low. 
 

Low Control weakness that does not impact upon the achievement of 

key system, function or process objectives; however, 

implementation of the recommendation would improve overall 

control. 
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Limitations  

Reports prepared by MIAA are prepared for your sole use and no responsibility is taken 

by MIAA or the auditors to any director or officer in their individual capacity. No 

responsibility to any third party is accepted as the report has not been prepared for, and 

is not intended for, any other purpose and a person who is not a party to the agreement 

for the provision of Internal Audit and shall not have any rights under the Contracts 

(Rights of Third Parties) Act 1999. 

Public Sector Internal Audit Standards  

Our work was completed in accordance with Public Sector Internal Audit Standards and 

conforms with the International Standards for the Professional Practice of Internal 

Auditing. 
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Intro text 

Required information Details   

Title of report  Anti-Fraud Progress Report  
Author  Paul Bell, Senior Anti-Fraud Manager 
Presented by Paul Bell, Senior Anti-Fraud Manager 
Contact for further information paul.bell@miaa.nhs.uk 

Executive summary 

 
Summary of anti-fraud activities undertaken 
from 1st April – 31st August 2024 
 
 

The benefits that the population of Greater 
Manchester will experience. 

Assurance that NHS GM funds are not 
defrauded 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

N/A 
 
 
 

The decision to be made and/or input 
sought 

For noting 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

Part of corporate assurance arrangements 
 
 
 

Key milestones N/A 
Leadership and governance arrangements N/A 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 
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Disclaimer 

This report has been prepared by MIAA’s Anti-Fraud Service solely for the use of the client to which it is addressed and should not be 

disclosed to any unauthorised third party without the express consent of the client’s named Executive Director and the MIAA Regional 

Assurance Director with responsibility for Anti-Fraud Services. While every effort is made to ensure the accuracy of the information or material 

contained in this report, it is provided in good faith on the basis that MIAA and its staff accept no responsibility for the veracity or accuracy of 

the information or material provided and accept no liability for any loss, damage, cost or expense of any kind arising directly or indirectly from 

or in connection with the use by any person, whomsoever, of any information or material herein. 

The quality of the information and material contained in this document is only as good as the information and materials supplied to MIAA.  

Should you hold information, which corroborates, enhances, matches, contradicts or casts doubt upon any content published in this report, 

please contact your MIAA’s Regional Assurance Director (Anti-Fraud), as soon as possible.  Any use by you of the information or any other 

material contained in this document signifies agreement by you to these conditions.
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1 Introduction 

This MIAA Anti-Fraud Progress Report sets out the work undertaken since the start of the current financial year.  This progress report sets out 

the activities undertaken, and outcomes achieved, in accordance with the agreed anti-fraud work plan, compliance with counter fraud standard 

requirements, and in response to any referrals / investigations reported. 

These activities and outcomes are brought to the attention of the Audit Committee for awareness and consideration. High level performance 

indicators can be found in Appendix A and a summary of plan delivery can be found in Appendix B. 

2 Key Messages for Audit Committee (Executive Summary) 

Since the start of the year, the following activities have been undertaken and outcomes achieved. 

Strategic Governance (‘Assure’) 

The Anti-Fraud Specialist (AFS) has had positive meetings with a number of key stakeholders throughout Quarters 1 and 2, including the 

newly appointed Counter Fraud Champion (David Dobson). The AFS had an initial introductory meeting and a subsequent follow-up meeting 

where initial planning arrangements for joint working were discussed. The new CFC was recently waiting on NHSCFA arranging an initial 

training and induction session, after which access to NHSCFA systems would be made available. 

The AFS has also held meetings with NHS England’s Northwest Counter Fraud Team, as part of routine liaison arrangements. There are no 

concerns highlighted to pass on to the Audit Committee. 

NHSCFA have updated the external reporting suite with all the data from last year (2023-24) as well as the content for Q1 of this financial 

year and also issued their latest sector report following the annual Counter Fraud Standard submission. The AFS is in the process of 

reviewing these in order to identify any shared good practices. 

Following the ICB fraud risk assessment exercise, which has been continually developed over the past two years, all thematic fraud risk 

areas have now been allocated to risk owners and the AFS will regularly monitor these going forwards and update the Audit Committee 

accordingly. 
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MIAA have been in discussions recently with the Northwest Police Forces who are, in principle, in agreement to commence administering a 

formal police caution in respect of fraud offences against the NHS. A caution is a formal alternative to prosecution and can be used to 

resolve cases where full prosecution is not seen as the most appropriate or proportionate solution. Accepting a caution requires an 

admission of guilt. A person may refuse to admit guilt and not accept the caution but can then be subject to criminal prosecution. The 

processes have not yet been finalised and further discussions continue. The AFS will update the AC as soon as any further information is 

received. 

 

Counter Fraud Activities (‘Understand’ & ‘Prevent’) 

The NHSCFA-backed 2024 National Procurement Exercise is continuing. Sample testing is underway for the due diligence stage before 

moving onto the contract management phase. Upon completion, an output report will be produced for the ICB and the findings uploaded to 

the NHSCFA database (‘CLUE’), as part of a national data collation exercise on procurement risks. 

A number of fraud-proofing discussions have taken place both with members of the Finance team and also the Continuing Healthcare / 

Personal Health Budget team regarding improving controls and fraud risk mitigation measures around PHB funding. The AFS continues to 

participate in the PHB Group Leads meeting and has made a number of recommendations for improved controls and with regard to a unified 

PHB policy. 

Additional fraud-proofing / risk assessment support has recently been requested by NHS GM colleagues with regard to a new grant-funded 

service offering. This work will be undertaken shortly. 

The ICB Anti-Fraud Policy has been refreshed and approved by the Audit Committee and has now been added to the Fraud Intranet page 

and website. 

The NHSCFA / DHSC Anti-Fraud Unit / Counter Fraud Managers Group have all issued a number of Intelligence Alerts in the year to-date, including a 

cyber-mandate fraud alert, an alert regarding suspicious individuals attempting to work in the NHS, and an alert regarding a former Member of Parliament 

attempting to gain senior NHS employment utilising false employment history details. The ICB has not been affected by any of these concerns.  

The AFS also distributed a Government Counter Fraud Profession Practice Note on Bid-Rigging Risk in Procurement, for information.  
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The AFS has issued 12 Fraud Prevention Checks (FPCs) to the ICB in the current reporting period; these are largely in relation to known active mandate 

frauds in operation in the NHS, as well as phishing alerts, although one related to a data breach and another to a suspicious individual attempting to gain 

employment in the NHS via an agency using fake identification documents. No issues have been identified by the ICB in relation to any of these FPCs.  

The AFS has also issued a MIAA Fraud Newsflash to NHS staff regarding being careful about emails being sent to them that are made to look like they 

come from a colleague, but come from a personal email address, and potentially being used in mandate and invoice frauds.  

The AFS also issued the MIAA Recent Cases document, promoting successful investigations in the NHS, including a MIAA case where a Doctor was 

struck off following enquiries and a subsequent GMC hearing. 

The AFS has issued 2 MIAA Fraud Information Alerts: one with regard to a significant CEO mandate fraud where unsolicited payment requests were 

made; and, a cheque overpayment scam often called the “Dubai scam” regarding an overseas patient, which is a chargeable appointment. The latter is 

not applicable to the ICB, but was shared for information purposes. No issues regarding these alerts have been reported to the AFS. 

Various fraud messages have been / are being added to staff payslips throughout the remainder of the year, including promoting the new 

National Fraud Initiative round for 2024/25. The new NFI round commences in the autumn, with data downloads being obtained by the 

national NFI team for all NHS organisations and data matches being released in the early New Year. The AFS is currently in the process of 

updating NFI contact details and issuing data fair processing notices to NHS staff about how their personal details will be utilised as part of 

the NFI exercise. Further updates will be provided in due course. 

The AFS continues to issue occasional fraud warnings and anti-fraud guidance to the primary care providers across NHS GM. 

 

NFI 2022/23 

Matches Number of Matches Matches cleared Matches outstanding % To Be Cleared Responsibility 

Creditors 10,965 10,958 7 0.06% Trust 

Payroll 66 60 6 9.00% MIAA 
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Total 11,031 11,018 13 0.12%  

MIAA are progressing the clearance of the remaining payroll matches, with 9% outstanding. These are mainly third-party queries where we 

are waiting on response back from other organisations. No fraud issues have been identified thus far. 

 

Hold to Account (‘Respond’) 

Referral Queries 

8 referrals were carried forward from 2023/24. 

6 of these have been closed due to: no fraud being established; no further information being available to progress them; advice and 

guidance being given; or, the matter being referred onwards to the relevant GP practice, police, or NHSE counter fraud. 

Of the 2 other referrals, one remains open pending a decision by the police on whether they wish to progress the matter or transfer it to the 

NHS, and one has been converted to a CLUE investigation. 

21 new referral queries have been received in the reporting period; a mixture arising via NHS GM colleagues, via primary care providers, 

and the majority via NHSCFA intelligence reports. 

Of these, 6 remain open with the remainder closed due to no fraud being established, advice and guidance being given (additional fraud-

proofing controls recommended), or the matter being referred onwards (primarily to GP practices and/or the police). 

Investigations 

1 investigation was carried forward from 23/24 (INV.23.00084) has now been closed and financial redress has been applied / recovered. 

1 new investigation has been opened (INV.24.01404), converted from an initial referral query above, and enquiries are ongoing. 
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3 Investigations & Referrals Summary 

The tables below set out the referrals and investigations recorded / undertaken during the reporting period / year to-date. 

Investigation Activity Summary 

Referral Queries These are queries received which, on analysis, fall outside of the remit of investigation by the AFS (i.e. not 

fraud), have yet to be assessed by the AFS and/or do not meet the requirements to be recorded on the 

NHS CFA case management system. 

Investigations These are only investigations that have been recorded on NHS CFA case management system (‘CLUE’). 

 

Referral Activity Numbers 

Referral Queries brought forward from the previous reporting period 8 

Referral Queries received in the reporting period 21 

Referral Queries converted to Investigations in the reporting period 1 

Referral Queries closed in the reporting period 21 

Referral Queries carried forward 7 

 

Investigation Activity Numbers 
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Investigations brought forward from the previous reporting period 1 

Investigations opened from referral queries above in the reporting period 1 

Investigations opened directly (i.e. NHS CFA or Transfer) in the reporting period 0 

Investigations closed in the reporting period 1 

Cases carried forward 1 

 

Summary details of investigations recorded on the NHS Case Management System can be found in Appendix C. 
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Appendix A: Delivery Dashboard & Contract Performance 

Whilst input and process measures help ensure an effective Anti-Fraud Service is in place, the focus should be on outcomes and impact from 

the service. Our Progress Report provides you with a range of impact and effectiveness measures, as well as confirmation of the 

organisation’s current level of compliance against GovS 013 Function Standard: NHS Requirements. 

Plan Area Status Comment 

Strategic Governance Green No issues identified to date with plan delivery 

Counter Fraud Activities Green No issues identified to date with plan delivery 

Hold to Account Green No issues identified to date with plan delivery 

Key:  Green Progressing as planned; Amber Slippage experienced;  Red Corrective action required 

Key Performance Indicators (within current reporting period) Target Progress 

Agreement of annual Work Plan prior to the start of the year / at first 

Audit Committee of the year (no later than Q1) 

100% Yes 

Completion of annual Work Plan within agreed timetable and budget  100% Yes 

Submission of the Counter Fraud Functional Standard Return by set 

deadline 

100% Yes  

Presentation of the Anti-Fraud Annual Report to the Audit Committee at 

first Audit Committee of the year (no later than Q1) 

100% Yes  
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Key Performance Indicators (within current reporting period) Target Progress 

Terms of reference agreed with management at least 5 working days 

before commencement of a LPE review 

100% Yes 

Draft reports issued within 10 days of completion of fieldwork 100% Yes  

Final reports issued within 10 days of receiving management response  100% Yes  

Final LPE reports are agreed by the nominated executive director, who 

will ensure consultation has taken place with relevant ICB officers  

100% Yes 

Monitor and Follow Up implementation of accepted recommendations by 

due date  

95% 100% completed 

Requests for advice and guidance, AFS will provide an appropriate 

response within 3 working days 

100% Yes 

Case Assessments including initial contacts with Client, will be 

commenced within 5 working days of allocation 

90% 100% compliant 

Open (older) cases to be reviewed on a regular update between the 

AFS and Senior Anti-Fraud Manager / Anti-Fraud Manager 

(Investigations) to aid progression and resolution. 

100% 9th August 2024 

 

The table below sets out the ratings awarded at the time of the last submission of the formal Counter Fraud Functional Standard Return 

(CFFSR), where applicable, followed by the AFS’ view on the current level of compliance against each component: 
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Component CFFSR (31st May 2024) Self-Assessment Current 

Period 

Component 1a: Accountable individuals Green Green 

Component 1b: Accountable individuals Green Green 

Component 2: Counter fraud bribery and corruption strategy Green Green 

Component 3: Fraud bribery and corruption risk assessment Green Green 

Component 4: Policy and response plan Green Green 

Component 5: Annual action plan Green Green 

Component 6: Outcome-based metrics Green Green 

Component 7: Reporting routes for staff, contractors and members of the 

public 

Green Green 

Component 8: Report identified loss Green Green 

Component 9: Access to trained investigators Green Green 

Component 10: Undertake detection activity Green Green 

Component 11: Access to and completion of training Green Green 
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Component CFFSR (31st May 2024) Self-Assessment Current 

Period 

Component 12: Policies and registers for gifts and hospitality and COI Green Green 

 

No improvement actions are required at this time. 
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Appendix B: Summary Plan Delivery 

Anti-Fraud Plan Progress 

Strategic Governance (‘Assure’) 

Counter Fraud Functional Standard Return: Completion and submission of the ICB’s annual return against the 

national CFFSR. 

Complete 

Fraud Risk Assessment: Review and update of the ICB’s fraud, bribery and corruption risks. Complete 

Work Plan: Preparation and approval of the annual Anti-Fraud Work Plan. Complete 

Engagement with key stakeholders: Engagement with the Executive Director of Finance, the Counter Fraud 

Champion and other key personnel to move forward the fraud, bribery and corruption agenda. 

Ongoing 

Planning, management, reporting & meetings: Preparation of Progress Reports / Annual Report, and meeting the 

reporting requirements of the NHSCFA and the Audit Committee. 

Ongoing 

Counter Fraud Activities (‘Understand’ & ‘Prevent’) 

Awareness raising materials: Use of a variety of communications channels to raise awareness of fraud, bribery 

and corruption across the ICB and the wider community, including articles, newsletters and videos 

Ongoing 

Awareness training: Delivery of fraud, bribery and corruption awareness training to individual staff groups, 

including Finance and HR on a cyclical basis 

Ongoing 
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Anti-Fraud Plan Progress 

Awareness events: Conduct of activities to directly engage with staff and the public to raise awareness of fraud 

bribery and corruption, including during International Fraud Awareness Week. 

Ongoing 

Evaluation activities: Conduct of activities to evaluate the effectiveness of the delivery of awareness raising 

activities and training and staff knowledge of the correct routes for reporting fraud, bribery and corruption 

concerns. 

In Progress 

Alerts: Circulation of local (Fraud Prevention Checks) and national (Fraud Prevention Notices and Intelligence 

Bulletins) alerts to key contacts around identified fraud threats flagged regionally (Trust / ICB / MIAA) or nationally 

(by NHSCFA). 

Ongoing 

National Proactive Exercise (NPE): Conduct of local proactive detection exercise focusing on identified high fraud 

risk area –  

In Progress 

National Fraud Initiative: Review and appropriate investigation of payroll matches and engagement with key 

contacts to process creditors’ matches for the National Fraud Initiative 2022-23 Exercise. 

In Progress 

Policy/ Procedure Reviews: Fraud proofing of relevant ICB policies and procedures. Ongoing 

Follow up: Action to follow up awareness raising activities, proactive exercises and investigations undertaken to 

ensure that recommendations are implemented, and outcomes are achieved. 

Ongoing 

Hold to Account - Referrals & Investigations Activity (‘Respond’) 
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Anti-Fraud Plan Progress 

Referral management: Review of all referrals received by the ICB and agreement of suitable courses of action 

(Any additional time that may be required for the conduct of investigations will need to be agreed separately) 

Ongoing 

Investigation Activity: Progress existing investigations and undertake new investigations and enquiries as 

concerns arise (includes consideration of sanction & redress) 

Ongoing 
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Appendix C: Investigations Summary (Case Management System – ‘CLUE’) 

The table below summarises all activity recorded on NHSCFA ‘CLUE’ database, including those that have been closed in the current year 

Open/ 

Closed 

Case Ref. 

(Dates) 

Allegation Current Activity Outcomes System / 

Process 

improvement 

RDA Ref. 

(Agreed Days) 
N Cr Ci D P R 

Closed Case Ref:  

INV/23/00084 

Added: 

10/01/2023 

Closed: 

25/06/2024 

Alleged false provider 

funding claims 

N/A      ✓  Agreed Days: 

N/A 

Open Case Ref:  

INV/24/01404 

Added: 

31/05/2024 

Closed: N/A 

Possible undeclared third-

party interest 

Enquiries 

ongoing 

       Agreed Days: 

N/A 

Outcomes Key: N = No Further Action; Cr = Criminal; Ci = Civil; D = Disciplinary; P = Professional Body; R = Financial Redress;  

RDA = Reactive Days Authority (this is request for approval from the Executive Director of Finance by the AFS, for additional off-plan 

investigation days). 
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Appendix D: Losses & Recoveries 

The table below summarises the current status with the recovery of losses as a result of fraud. 

AFS Case 

Reference 

Number 

Invoice 

Number 

Date 

Invoice 

Issued 

Value or 

Fraud / 

Error 

Value 

Recovered 

in Previous 

Years 

Value 

Recovered 

in 2023/24 

Current Status Confirmed 

Debt Written 

Off 

N/A at 

present 
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Appendix E: Management Action Tracker 

The table below summarises the Anti-Fraud Recommendations made to the organisation which have been followed up periodically and 

outlines the current status in relation to their implementation. 

AFS Case 

Reference 

Number  

Report 

Type 
(LPE or 

INV) 

Total 

No. 

of 

Rec’s 

Date 

Report 

Issued 

Overall Date for 

Implementation 

Actioned Partial No Action Superseded 

Comments C H M L C H M L C H M L C H M L 

                     No outstanding 

recommendations 
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Audit Committee 
11 September 2024 

Required information Details   

Title of report  
Counter Fraud Champion (CFC) Update 
Report  

Author  
David Dobson – Head of Business 
Management 

Presented by Izhar Chaudhary – Associate Director of 
Finance for Financial Assurance 

Contact for further information David Dobson – Head of Business 
Management daviddobson@nhs.net  

Executive summary 
This report provides the Audit Committee with 
assurance on the current CFC arrangements 
within NHS Greater Manchester (GM) 
Integrated Care Board (ICB). 

The benefits that the population of Greater 
Manchester will experience. 

NHS GM are now compliant with the Counter 
Fraud Functional Standard, which has since 
been developed and extended further across 
the public sector and was launched within all 
NHS bodies in January 2021. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Addressing fraud and fraud prevention will 
save the NHS in excess £1B, which in turn 
can be directed to patient care and 
addressing health inequalities. 

The decision to be made and/or input 
sought 

The Audit Committee is asked to commit to, 
and support the further embedding and rollout 
of the counter fraud agenda and emphasis on 
the importance of the Counter Fraud 
Champion’s (CFC) remit across NHS GM. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

Actions are currently underway to develop the 
BAF, in readiness for the BAF’s presentation 
at the September NHS GM Board Meeting. 

Key milestones 
• Appointment of new CFC at NHS GM. 
• CFC has enrolled and is fully compliant 

with the required counter fraud 
training. 

Leadership and governance arrangements 

Key duties have been fulfilled: 
• New CFC appointed. 
• New CFC to routinely update the Audit 
Committee against the guiding principles of 
counter fraud. 
• Senior Anti-Fraud Manager at MIAA 
recommends necessary communications for 

mailto:daviddobson@nhs.net
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Introduction 
This report provides the Audit Committee with assurance on the current CFC arrangements within NHS 
Greater Manchester (GM) Integrated Care Board (ICB). 

 

Current Position 

1.1. NHS GM appointed a new CFC in July being David Dobson – Head of Business 
Management, who works within the pan-GM Corporate Services Team. The CFC has 
complemented the necessary training and is now 100% compliant, which ensures that 
the ICB meets the statutory requirements of a CFC for noting by the Audit Committee. 

1.2. Introduction meetings have already taken place with MIAA, Senior Finance Team 
colleagues, with the intention for the CFC to directly present at a future Audit Committee 
Meeting. 

1.3. Recognising that the appointment of a new CFC allows for a refresh and review of the 
current arrangements. The CFC will work with the Associate Director of Finance for 
Financial Assurance and the Senior Anti-Fraud Manager at MIAA on this particular 
element. 

 

Next Steps  

2.0  

2.1. The CFC is to review the current counter fraud arrangements against the four guiding 
principles and update the next Audit Committee against these areas, being; 

• Inform and involve – how NHS GM can improve their current arrangements. 
• Prevent and deter – what lessons learnt elsewhere can be shared within NHS 

GM and the wider integrated care system (ICS). 

circulation across NHS GM. 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

The newly appointed CFC is now working and 
engaging with the Senior Anti-Fraud Manager 
at MIAA and Senior Finance Team 
colleagues of NHS GM. 



 

  3 

• Seek assurance, that when the incidents of fraud occur, any investigations and 
sanctions are managed and reported through the necessary policies and 
procedures. 

• Continuously review and hold to account – such as how the ICB not only review 
procedures, but also share the learning widely across the organisation to hold 
senior managers to account. 

 
2.2. The CFC, the Senior Anti-Fraud Manager at MIAA and NHS GM’s Senior Finance Team 

are to continue to scope out the necessary communications for sharing through NHS GM 
staff communications. Further work is planned to present updates to other forums, 
including NHS GM’s Extended Leadership Team (ELT), to raise the profile of the counter 
fraud agenda. This aligns to the guiding principles in Point 4 of Section 2.1 above. A 
review will also be taking place on the role of Local Counter Fraud Ambassadors as part 
of this year’s work programme. 

2.3. The Audit Committee are asked to continue their commitment to, and supporting the 
further embedding and rollout of the counter fraud agenda across NHS GM. 

 

Recommendations 

3.0 The Audit Committee is asked to note the update provided by the CFC as well as 
recommend for a further and more detailed update against the counter fraud guiding 
principles, to be provided to the next Audit Committee Meeting. 
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NHS GM Audit Committee 

11 September 2024 

Required information Details   

Title of report  Annual Auditors’ Letter Update 

Author  
Kaye Abbott, Associate Director of Finance – 
Financial Control 

Presented by Kaye Abbott, Associate Director of Finance – 
Financial Control 

Contact for further information Kaye Abbott, Associate Director of Finance – 
Financial Control (kaye.abbott@nhs.net) 

Executive summary 

This paper is produced to update the Audit 
Committee on the implementation of key 
recommendations (2) and improvement 
recommendations (6) identified within the 
2023/24 Auditor’s Annual Report. 
 
 
 

The benefits that the population of Greater 
Manchester will experience. 

Ensure that NHS GM is a fit for purpose 
organisation and delivers Value for Money in 
its operations. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

 
N/a 
 
 

The decision to be made and/or input 
sought 

This paper is an update to Committee and is 
for information. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

The External Audit activity aims to address all 
the key risks of NHS GM. Recommendations 
made by the external auditor aim to 
strengthen NHS GM’s organisational and 
system risk controls and mitigations 

Key milestones 

The implementation of the recommendations 
(2 key and 6 improvement recommendations) 
and the evidence provided to external audit 
are key milestones for the 2024/25 
assessment. 

Leadership and governance arrangements 

The individual leads have provided updates 
for the recommendations.  
The paper has been reviewed by the 
Corporate Director of Operational Finance – 
Financial Management. 
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Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

The paper has been reviewed by the 
Corporate Director of Operational Finance – 
Financial Management, with updates 
provided by the identified lead. 
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Grant Thornton Auditor’s Annual Report 2023/24 
 
Update on Implementation of Key Recommendations 
 
 

No. Recommendation Initial Management Comments  Update September 2024 

KR
1 

The ICB needs to ensure its:  
 

- annual financial plans are 
within its control to deliver 
and take account of all likely 
cost pressure areas, to avoid 
unplanned overspends; and 
 

- medium term financial plan is 
finalised and sets out a clear, 
credible path to financial 
sustainability, including how 
financial objectives align to its 
other strategic plans, 
particularly how the 
investments in prevention it 
has identified as necessary 
will be identified and 
allocated.  

 
 
 
 

Response:  
NHS GM has concluded lengthy discussions 
with regional and national NHSE colleagues, 
and whilst the plan submitted on the 2 May 
2024 was a deficit plan of £11m, this has 
now been resubmitted on 12 June 2024 to a 
breakeven position as part of the overall ICS 
plan for 2024/25. 
 
Actions:  
Monthly reporting will continue to review 
areas of cost pressure and will identify risks 
to the delivery of the financial plan. NHS GM 
will endeavour to provide mitigations to 
offset the cost pressures, which are within 
their control. 
NHS GM will continue to develop the 3 year 
sustainability plan, which will include the 
medium financial plan, with a first draft 
scheduled to be presented to Finance 
Committee and Board in July. 

The system has developed a number of 
actions that are now in progress: 
 
Annual financial plans 
 
1. Assurance process – GM has 

implemented provider oversight and 
Locality Assurance meetings focussed 
on Executive level discussions with 
trusts and Place to quickly identify risks 
and mitigations.  
 

2. Red Lines - The following measures 
have been identified as being the 
appropriate ‘Red Lines’ that should be 
used within this process. These are as 
follows: 

 
• Deterioration in an organisations 

actual run rate. 
• Recurrent CIP delivery 
• Delivery of the agreed capital 

envelopes both CDEL and IFRS16 
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No. Recommendation Initial Management Comments  Update September 2024 

 
 
 
 
 
 
 

 
Responsible Officer:  
Interim Deputy Chief Finance Officer 
 
Executive Lead:  
Interim Chief Finance Officer 
 
Due Date:  
Initial draft July 2024. 

 
If any of the three ‘Red Lines’ are breached, 
an escalation step will be agreed through 
Provider Oversights Meetings, Locality 
Assurance meetings.  
 
 Medium term financial plan 
 
The system, overseen by the ICB has 
developed a medium-term financial plan that 
identifies the size of the challenge as we 
move forward. The first draft went to board 
in July and an updated draft, included 
targeted mitigations that will go to the ICB’s 
Board in September. Throughout the 
development of this document. There has 
been thorough engagement and ownership 
by key GM partners. 
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No. Recommendation Initial Management Comments  Update September 2024 

KR
2 

Cross referencing key 
recommendations from its 
external review of leadership 
and governance to other 
required actions including its 
Undertakings to NHS England, 
to ensure its system leadership 
and governance meet the 
agreed and expected standard; 
and 
Set a clear timeline for full 
implementation of all these 
actions with clearly assigned 
responsibilities at executive 
level. 

The recommendations relate specifically to 
the development of an “Integrated Strategic 
Delivery Plan” to clarify the actions to 
respond to each of the missions of the ICP 
Strategy and the development and 
embedding of the Operational Model. The 
work to develop the Joint Forward Plan and 
Strategic Financial Framework in 2023 
provide clear contributions to that Delivery 
Plan, but the Sustainability Plan must 
complete the task.  
Secondly, the system agreed its Operating 
Model in October 2023 and the actions 
focus on embedding that model. 
 
Actions:  

1. Meet the requirements of an 
Integrated Strategic Delivery Plan 
through the development of a 
Sustainability Plan. 
 

2. Embedding the Operating Model. 
Following agreement of the system 
architecture, governance and roles 
and responsibilities, it remains 
necessary to embed the model and 

An update on the development of the 
Sustainability Plan was provided to the July 
ICB meeting.  
We are on track to present the final version of 
the Sustainability Plan to both Finance 
Committee and Board in September.  
 
Embedding of the operating model is 
currently on track in line with the Single 
Improvement Plan (via Pillar 1, Governance 
and Leadership). Review of System Groups 
ongoing, with recommendations to be 
presented to the System Leadership Event 
scheduled for September 2024. Review of 
Locality Governance and ensuring alignment 
of Provider Collaboratives also ongoing. 
Oversight currently with the Single 
Improvement Board, with scheduled 
completion date of December 2024 as agreed 
when drafting the Single Improvement Plan. 
Embedding of underlying processes identified 
within the Operating Model also progressing, 
and monitored via the Single Improvement 
Plan.This includes quarterly system 
leadership forums focused on embedding the 
model and the completion of a system-wide 
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test through use cases (e.g., CAMHS 
and UEC delivery) and specific 
transition processes (e.g., financial 
flows). 

 
Responsible Officer: 
Director of Strategy & Planning 
Chief Officer for Strategy & Innovation 
 
Executive Lead:  
Chief Officer for Strategy & Innovation 
 
Due Date: 
Initial Engagement draft July 2024, 
substantive draft September 2024. 
Operating model process to be complete by 
October 2024. 

Partnership Assessment Tool – due in 
September.  
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Update on Implementation of Improvement Recommendations 
 

No. Recommendation Initial Management Comments  Update September 2024 

IR2 The ICB’s reporting on 
organisational and system financial 
risks to the Finance Committee 
should include information on the 
pre-mitigation and post-mitigation 
risk score to enable assessment of 
the effectiveness of the mitigations 
in place. 

A review of the financial risks which are 
reported to Finance Committee has 
already taken place. There is an on-going 
review of risk management requirements 
across the organisation to ensure there is 
standardised approach to reporting and 
monitoring risk. 
 
Actions: 
Finance colleagues will work with 
Governance and Risk colleagues to ensure 
that the next update to the Finance 
Committee reflects the impact of the 
mitigations put in place to manage both the 
ICBs and ICSs financial risks. 
 
Responsible Officer: 
Corporate Director of Finance – 
Commissioning and Financial Assurance 
Associate Director of Corporate Services 
 
Executive Lead: 
Interim Chief Finance Officer 
Chief Nursing Officer 
 
Due Date: October 2024 

The financial risks reported to the Finance 
Committee include risk scores as well as updates 
on the mitigating actions taking place to assess 
their effectiveness. This does not include a target 
score which is in line with organisational risk 
reporting. 
Finance Committee have confirmed that they are 
happy with the presentation of strategic risks 
linked to the BAF (which has been signed off). 
This is in accordance  with the organisational 
process, and links to undertakings, system 
improvement plan and risks. 
  
This is alongside the Finance Board Assurance 
Framework risks that cover both the ICB and ICS, 
which is reported to the Finance Committee for 
their review ahead of the BAF risks consideration 
at the ICB in September. 
 
Status: Complete 
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No. Recommendation Initial Management Comments  Update September 2024 

IR3 The ICB should develop its 
oversight of strategic risks across 
the system, including moving 
toward greater alignment of the risk 
view of different organisations 
within the system. 
 

The risk management policy has been 
approved with training for all staff 
underway. We have commissioned the 
Good Governance Institute to support the 
design and understanding of wider system 
risk management. No other ICB has yet 
achieved this. MIAA and the GGI will be 
presenting at June Board development to 
secure the ICB approach.  
 
Actions: 

- Policy sign off 
- Scoping of other ICB delivery for 

system review 
- Training 
- Board Approval 

 
Responsible Officer: 
Associate Director of Corporate Services 
 
Executive Lead: 
Chief Nursing Officer 
 
Due Date: 
December 2024 

NHS GM Risk Management Policy in place 
(since January 2024), and BAF recently 
reviewed – the BAF is drafted with a system 
wide view, with system considerations as part 
of the descriptions, controls and mitigations 
(where possible). Board session delivered to 
the Board with support from Internal Audit 
and GGI. Training materials have been 
developed and delivered across the 
organisation. 
 
Process for further development of system 
view and alignment of risk underway. Meeting 
held with an ICB who has progressed further 
on system risk management held for learning 
and benchmarking, and scoping underway for 
replicating for NHS GM. Request to be made 
for system risk to be discussed at the next 
NHS GM Co Sec network meeting (scheduled 
for November 2024). 
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No. Recommendation Initial Management Comments  Update September 2024 

IR6 The ICB should implement a risk-
based programme of data 
assurance over Key Performance 
Indicators reported in its Quality 
and Performance report. The level 
of assurance available should be 
stated clearly in the report. 

NHS GM is actively monitoring and 
addressing data quality issues as they 
arise. The example cited regarding 
MHSDS data is being proactively 
investigated under the governance of the 
Children and Young People’s Board. NHS 
GM has developed a draft Data Quality 
Policy and is establishing a Data Quality 
Forum which will monitor and log DQ 
issues, produce an annual DQ report. 
 
Actions: 
Data Quality policy agreed and published. 
Data Quality Forum established with 
annual DQ report produced. 
 
Responsible Officer: 
Chief Analytics and Intelligence Officer 
 
Executive Lead: 
Chief Officer for Commissioning and 
Population Health. 
 
Due Date: 
Policy and Forum in place by 1 September 

DQ policy and processes have now been 
drafted (these draft documents will be 
shared with external audit). These are due 
to be tested internally during early 
September and then passed through 
governance for formal organisational sign 
off.  
 
We are scheduling a fortnightly DII Data 
quality meeting to implement DQ testing and 
a bimonthly meeting for a wider group 
pulling in contracts, finance, localities and 
commissioning to provide wider 
assessment. 
 
Status: Complete 
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Recommendations Already Implemented 
 

No. Recommendation Initial Management Comments  Update September 2024 

IR1 The ICB should further develop its 
arrangements to oversee, support 
and challenge provider Trusts with 
regard to delivery of efficiency 
programmes, to drive the delivery 
of increasingly stretching targets 
for recurrent savings across the 
system. 

NHS GM have already introduced Provider 
Oversight Meetings (POMs) which will 
include the review of delivery of efficiency 
programmes. 
 
Action 
There is already an agenda item on the 
monthly POM’s, and so no further action 
required. 
 
Responsible Officer: 
Director of Performance, Improvement and 
Assurance 
 
Executive Lead:  
Chief Operating Officer 
 
Due Date: 
Complete 

Not applicable. 
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No. Recommendation Initial Management Comments Update September 2024 

IR4 The ICB should ensure 
financial forecasts reflect 
accurately its assessment of 
the most likely out-turn position 
continually throughout the year. 

NHS GM will continue to report financial 
information on a monthly basis which 
incorporates an assessment of the most 
likely out-turn, along with supporting 
information in relation to the risks associated 
with delivery. This will be within the 
guidance of NHSE reporting requirements. 
 
Actions: 
Monthly reporting will provide an 
assessment of the forecast position 
alongside risks associated with its delivery. 
 
Responsible Officer: 
Corporate Director of Operational Finance – 
Financial Management 
 
Executive Lead: 
Interim Chief Finance Officer 
 
Due Date: 
Complete 

Not applicable. 
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No. Recommendation Initial Management Comments  Update September 2024 

IR5 The ICB should ensure 
commitments given to its regulators 
to improve system performance 
and quality are realistic and 
achievable, and reflected in the 
plans of provider partners. The ICB 
should both support and challenge 
partners over their contributions to 
improving system performance. 

All plans for 2024/25 are supported by a 
detailed breakdown of the individual 
actions, their impacts and the associated 
trajectories for improvement. These will be 
both challenged and supported by new 
locality and Trust oversight arrangements. 
 
Actions: 
This is an agenda item on both the Locality 
Assurance meetings and Provider 
Oversight meetings. 
 
Responsible Officer: 
Director of Performance, Improvement and 
Assurance. 
 
Executive Lead: 
Interim Chief Operating Officer  
 
Due Date: 
In place from May 2024. 

Not applicable. 
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Audit Committee 
11th September 2024 

Required information Details   

Title of report  Risk Management Update  

Author  
Chris Gaffey, Associate Director of Corporate 
Services 
Rick Thompstone, Assistant Director Risk & PMO 

Presented by Chris Gaffey, Associate Director of Corporate 
Services 

Contact for further information Rick Thompstone, Assistant Director Risk & PMO 
– rick.thompstone@nhs.net  

Executive summary 

This report provides an update to the Audit 
Committee on: 
 
Corporate Risks 
Risks directly reporting to the Audit Committee 
Risk Training 
Process for updating the Board Assurance 
Framework Risks 
Proposed Risk Reporting Framework 
 

The benefits that the population of Greater 
Manchester will experience. 

Effective risk management is essential. The NHS 
GM Risk Policy provides a framework to enable 
risk management to be embedded across all 
activities within the organisation 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

The management of strategic risks will directly 
contribute to the delivery of the ICP strategy. 
 
 

The decision to be made and/or input 
sought 

The purpose of the paper is to update the Audit 
Committee on the breadth of corporate risks 
faced by NHS GM – this is provided for 
information and management oversight 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
 
This report includes a summary of the corporate 
level risks impacting NHS GM together with an 
update on the management of the BAF risks. 
 
 

Key milestones N/A 

Leadership and governance arrangements 

This paper provides an update to the Audit 
Committee on the corporate risks that are 
reported at each of the statutory committees of 
NHS GM. 
 

mailto:rick.thompstone@nhs.net
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Corporate risks were also reported to the 
Chief Officers meeting on 4 September 2024 for 
management oversight.  

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 
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1.0 Introduction 

1.1. This report provides an update to the Audit Committee on the latest progress with 
embedding the risk management approach in NHS GM. The key areas of the report are: 

• Update on the Corporate Risk Registers 
• Risk reporting from functions where the risks report to the Audit Committee 
• Update on the progress with risk training 
• Update on the process for re-framing the Board Assurance Framework risks 

2.0 Corporate Risk Registers  

2.1. The corporate risks from each of the committees of the ICB are included in this report for 
the meeting. All these risks are reported at the relevant committee and have been 
included in this report so that the committee can see the breadth of risks currently being 
reported. 

2.2. Table 1 provides a breakdown of risks at each committee. Table 2 provides further detail 
in relation to these risks. BAF risks have been excluded from this report as they are 
reported through the Board Assurance Framework report. 

 

Committee Number 
of risks 

Risks 
15+ 

Risks 12 
or below 

Finance 2 0 2 

People & Culture 5 5 0 

Quality & Performance 15 11 4 

Primary Care 12 4 8 

Population and Public Health 5 4 1 

Audit Committee (formerly to 
Executive Committee) 

28 6 22 

Total 67 30 37 
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Table 2. 

Committee and Risk Description Likelihood 
score 

Impact 
score 

Current 
Risk 

score 
FINANCE    

Financial pressures may lead to a failure to meet NICE 
requirements relating to GMMMG mandatory work.  

3 4 12 

Implementation of the PCN Estates Toolkit programme 
generates system expectations of significant increased 
investment; and the development of a 5-year estates 
prioritisation plan may be unaffordable within current envelope 
and climate.  

3 4 12 

PEOPLE AND CULTURE    
Workforce Integration  
There is a risk that we do not have the resource or capacity to 
adequately support the integration of our health and care 
workforce. 

4 4 16 

Good Employment 
There is a risk of being unable to attract and retain our workforce  

4 4 16 

Workforce Wellbeing  
There is a significant risk that high levels of sickness absence 
will reduce workforce productivity across health and social care.  

4 4 16 

Addressing Inequalities 
There is a risk that financial challenges could impact on the 
resource allocated to ICB and organisation level activity to 
improve the experience of members of our workforce with 
protected characteristics.   

4 4 16 

Growing and developing our workforce 
There is a risk that the increasing headcount restrictions across 
the system could prevent recruitment to key shortage areas .     

5 4 20 

QUALITY AND PERFORMANCE    
If the Cancer Alliance projects add operational and / or financial 
pressure to the GM system given the underlying operational and 
financial challenges, then the delivery of the NHS Cancer 
Programme priorities and targets will be affected. 

4 4 16 

Achievement of 65-week elective waiting time target by end Sept 
2024  

4 4 16 

Demand for MH inpatient services outstrips capacity, leading to 
high levels of OAPs  

5 4 20 

Right Care, Right Person will create unmanageable increased 
demand on GM MH crisis services  

4 4 16 

Demand for neuro-developmental services outstrips capacity 
leading to long waiting times  

4 4 16 

The current oversight and assurance processes for GMMH are 
led by NHSE under the NHSE System Oversight Framework. 
This may impact on NHS GM’s ability to fulfil its statutory duties 
to assure itself that patients are safe. 

4 4 16 

Systemic issues will delay or prevent achievement of the LTP 
objectives.   

3 3 9 
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Delays in ambulance handovers at ED departments, due to 
overcrowding and lack of flow would affect ambulance response 
times potentially impacting on patient safety. 

2 4 8 

Lack of capacity across primary care, secondary care - hospital, 
community, mental health and social care due to increased 
demand, delayed discharge, lack of patient flow etc would affect 
the number of patients being seen and potentially impact on 
patient safety. 

3 4 12 

After a decision to admit has been made acutely ill patients are 
continuing to receive clinical care in an A&E setting due to 
impaired flow within the hospital potentially impacting on patient 
safety. 

3 4 12 

Unlikely to meet the GM ambition to reduce still births and 
maternal death reduction by 50%.  

4 4 16 

The clinical and care professional workforce across Greater 
Manchester is unable to deliver safe and effective care.   

4 5 20 

Financial risk in relation to NICE guidance (optional) and NICE 
Technology Appraisals  which are approved nationally but do not 
come with additional funding.  

4 4 16 

Women and birthing people may not be able to give birth in their 
preferred place.   

4 4 16 

There is not sufficient oversight or governance of PGDs used 
within NHS GM Independent healthcare providers - some may 
not be known about or authorised by NHS GM, and some may 
have been authorised but passed their expiry date.  Lack of 
awareness from independent healthcare providers re: the 
requirements for commissioner authorisation.  

3 5 15 

PRIMARY CARE    
Stability and sustainability of Primary Care 
There is a risk to the continued provision of high-quality primary 
care.  

4 4 16 

Resilience of the primary care workforce 
Health and wellbeing, and resilience of the workforce across 
primary care providers challenging, with recruitment and 
retention challenges. 
  

4 4 16 

Provision of core community pharmacy services 
The expansion of additional service to be delivered under the 
national community pharmacy services framework presents 
significant challenge to capacity. Failure to implement would 
disadvantage the local population access to services and failings 
in delivery present clinical safety concern.   

4 4 16 

Variable quality requiring consistent performance management 
of primary care across GM 
Timely and safe patient care to ensure that conditions are 
managed, not missed, and appropriate referrals are made on 
time.  

3 3 9 

Access and availability of data 
Limited access to data will hinder evidence-based decision 
making   

2 3 6 

Delivery of Primary Care Estates developments 
There is a risk that limited estates capacity will hinder the 3 3 9 
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delivery of core and transformational primary care  
Delivery of digital transformation in primary care 
There is a risk that primary care digital transformation will not 
progress sufficiently   

3 3 9 

Health Inequalities 
There is a risk that health inequalities as a result of unwarranted 
variation of service provision will continue or widen amongst the 
GM population.    

2 4 8 

Capacity of the Greater Manchester Central Primary Care Team 
Workforce  
There is a risk to the capacity of the GM Primary Care Team 
workforce in relation to the move into the GM integrated care 
system and other decisions made at national level.    

3 4 12 

Delivery of procurements 
There is a risk of failing to deliver procurements within the 
pipeline for direct commissioning   

3 3 9 

Rollout of Medical Examiners in the Community 
There is a risk of worsening inequalities through implementation 
of the national legislation if processes are not adopted and 
embedded across greater Manchester GPs. 

3 4 12 

Impact of GP Collective Action  
The duration and variation of actions taken across GM are not 
defined. There is a risk to the system, including wider primary 
care (in particular Community Pharmacy), in relation to pressures 
emerging as a result of implementation of any/ all of the BMA 10 
impact actions.   

5 5 25 

Population & Public Health Committee    
There is a risk that the financial, operational and performance 
pressures facing NHS GM and the wider Population Health 
system lead to a reduction of funding for Population Health and 
Prevention.   

5 5 25 

There is a risk that the financial pressures facing NHS GM 
impact on the ability to recruit staff into key roles, and to retain 
staff who are currently in key roles.   

5 4 20 

There is a risk that it is not possible to evidence the impact of 
Population Health activity on outcomes, demand and system 
expenditure.   

3 3 9 

There is a risk that the planned £2.6million (3.5%) top slice 
reduction in funding for Section 7A (Screening and 
Immunisation) programmes for 2024/25 will reduce the ability 
within GM to drive uptake across screening and immunisation 
programmes, carry out developmental work, and respond to 
incidents.   

5 4 20 

There is a risk that we will be asked to take on unfunded burdens 
by NHSE relating to Section 7A programmes (such as the recent 
£0.74m allocation shortfall for delivery of the age extension 
programme), and that this will produce further budget pressures, 
and affect our ability to implement new programmes and deliver 
on national asks.  

4 4 16 
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3.0 Risk areas reporting to the Audit Committee  

3.1. In addition to the corporate registers reported above, there are a number of function areas 
that do not routinely report their risks directly to a Committee, and it is therefore proposed 
that the Audit Committee receive these – this is either due to the Audit Committee being 
the most appropriate governance forum or because there is no suitable committee for 
reporting these risks within the current governance structure.  In addition to the 3 areas 
listed below, we also approached the NHS GM Communications Team for their risks, and 
we expect these to be included in future reports.  

3.2. The information in Table 4 excludes details on the Digital risks that have been provided 
by the digital team. These risks will be considered in the Part B Audit Committee meeting 
to ensure that we do not increase our exposure to any cyber/digital threats.  

3.3. The first table (table 3) provides a breakdown of the function areas reporting risks to this 
committee. The second table (table 4) provides further details in relation to these risks.  

 
Table 3. 
 

Function Area Number 
of risks 

Risks 
15+ 

Risks 12 
or below 

Corporate Services  9 5 4 

Digital (detailed risks excluded 
below) 

16 0 16 

Strategy and Innovation  3 1 2 
 
 
 
 
 
 
 
Table 4. 

Committee and Risk Description Likelihood 
score 

Impact 
score 

Current 
Risk 
score 

Corporate Services     
Risk: There is a risk that NHS GM are operating with policies 
which are outside of their next review date, or which have not 
been harmonised following the transition from CCGs to the 
ICB.  

5 3 15 
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Risk: There is a risk in relation to NHS GM's Health and Safety 
arrangements, as the organisation continues to follow legacy 
arrangements following the ICBs establishment. 

4 3 12 

Risk:  This is a risk in relation to NH GM's health and safety 
arrangements, for the ICT warehouse.  No access to health 
and safety risk assessments, maintenance, servicing and 12 
monthly inspections of the forklift truck. 

4 3 12 

Risk: There is a risk that NHS GM are operating without an 
effective accident/incident reporting system.  

3 5 15 

Delay in implementing system to manage Conflicts of Interest 
for NHS GM 5 3 15 
Reduced headcount in resource due to supporting the financial 
challenges on the organisation.  
Impact: The speed at which work progresses is slower and the 
total amount of commitments the team can take on is reduced. 

3 5 15 

Freedom Of Information volumes and resource – Capacity 
within the Patient Services FOI function due to staffing 
changes combined with increased volumes of FOI enquires 
could mean that NHS GM do not meet their statutory duties 
under the FOIN Act, requestors will wait longer for responses 
to their requests, there will be reputational impact on NHS GM 
and there may be increased scrutiny from the regulator 
(Information Commissioners Office, ICO). 

4 3 12 

Delays to the procurement of the proposed new Corporate 
Records and Information Management System will lead to 
extensions to existing systems to ensure essential services are 
able to function 

4 3 12 

RISK AND PMO    

Risk: Risk to delivery of efficient and pro-active Risk & PMO 
function due to reduced capacity in the team 5 3 15 
Strategy and Innovation    
Risk: If the VCSE does not receive sufficient sustainable 
funding it may have to implement service cuts or closure 
 

3 4 12 

Risk: Lack of long-term funding for GM Care Record (GMCR) 
core team 
 

4 4 16 

Risk: Joint Forward Plan (JFP) not used within the ICS as the 
implementation plan for the ICP Strategy 
 

3 3 9 

 
 

4.0 Risk Reporting 

4.1. The table below captures the proposed risk reporting for NHS GM – this has been 
developed to ensure that the reporting is relevant and proportionate to the different 
meetings across the organisation, including management oversight. 
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Meeting Summary Frequency 
ICB Board Meeting Board Assurance Framework Minimum of 4 times per year 
Statutory Committees Committee Risk Register Every meeting 
Audit Committee Function areas reporting directly 

to AC 
Every meeting 

Audit Committee Full set of Corporate Risks from 
each Committee 

Six-monthly 

Chief Officers Full set of Corporate Risks from 
each Committee 

Bi-monthly 

 

5.0 UPDATE ON RISK TRAINING  

5.1. Risk management training has been developed as is being rolled out across the 
organisation. The initial focus has been to offer the training to the staff managing the risk 
registers at the statutory committees and in the localities to improve the quality and 
consistency of the risk reporting across the organisation. The training continues to be 
offered to pan GM workstreams and wider staff.  

5.2. The roll out of training will continue to help improve the information captured in each risk 
and improve the consistency of descriptions, scoring, etc. Risk training has been provided 
across: 

• The ICB Board (via an informal Board Session in June) presented by MIAA  
• The statutory committees 
• The localities 
• Across pan GM teams 

5.3. Training has also been offered to all via staff update, with training material available on 
the NHS GM risk management intranet page. 

5.4. The tables below provide an update on where training has been offered, is scheduled and 
has been delivered, together with an indication of the numbers of staff who have received 
the training. 
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5.5. Training will now be delivered as a business-as-usual function by the Risk Team. 
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6.0 BOARD ASSURANCE FRAMEWORK UPDATE 

 

6.1. The work to refresh and update the Board Assurance Framework (BAF) risks has been 
continuing through July and August. The key steps in the process to update the BAF risks 
are shown below: 

 
• MIAA / Risk Team Session on the BAF at the June Informal Board session – to allow 

Board members to discuss the current BAF risks and agree the best way to direct 
the work to update the risks 
 

• It was agreed that the Chief Officers (CO’s) would conduct a review of the current 
BAF risks (or to agree new BAF risks if these are necessary) in light of current 
circumstances 

 
 

• The development of BAF risks conducted with Chief Officers throughout July and 
August – this was done via the CO meeting where each risk was reviewed, 
challenged, and updated 
 

• Proposals on changes to the BAF risks are being presented through committees for 
consideration and input ahead of proposals being presented to the Board – the 
majority of these risks were being taken to committee meetings  

 
• In September, the refreshed BAF will be collated and presented to the ICB for 

consideration and approval 
 

• The updated BAF risks will be reported back to the Audit Committee following the 
September Board meeting.  

 

7.0 Recommendations 

7.1. The Audit Committee members are asked to: 

• Note the summary of corporate risks and identify any areas where they require 
further information 

• Note the progress with the risk training 
• Support the proposed risk reporting framework (section 4) 
• Note the progress with updating the BAF risks 
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Audit committee 
11 September 2024 
Table 1 - core information relating to the content and creation of paper 

Required information Details   

Title of report  Health and Safety Update  
Author  

Samantha Deakin, Health Safety Health 
Safety and Security Lead 

Presented by Chris Gaffey, Associate Director of Corporate 
Services 

Contact for further information Samantha Deakin, Health Safety and Security 
Lead 

Executive summary 

 
This report provides an update on how we are 
planning on reporting health and safety 
compliance, progress against the health and 
safety action plan and an update on current 
provision in place regarding Health and 
Safety within NHS GM. 
 

The benefits that the population of Greater 
Manchester will experience. 

This paper is to provide an update how we 
are planning on reporting within NHS GM and 
the benefit to staff: keeping our staff safe to 
do their job in the workplace and community 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

 
Not applicable. 
 

The decision to be made and/or input 
sought 

 Audit Committee to note the contents of the 
report and give input as appropriate and 
agree the proposed actions. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
Ensuring NHS GM has robust health and 
safety arrangements will support delivery of 
mitigations in relation to the BAF risk which 
relates to workforce by keeping our staff safe 
to do their job in the workplace and 
community. 
 

Key milestones 

• Appointment of Health, Safety and 
Security Lead (April 2024) 

• Launch of Health and Safety Intranet 
page for all staff 

• Drafting of NHS GM Health and Safety 
Policy (to be considered by the Audit 
Committee in September 2024) 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Work completed to date:  

Following the presentation of the Health and Safety action plan to the Audit Committee in April 
2024, a number of actions have been delivered. The recently appointed Health and Safety lead 
has carried out the following work since starting in post at the end of April 2024:  
 

1.1 Completed health and safety visits to all localities, IT warehouse, St James’ House and 
Tootal. Follow up visits planned for September and October as required. 

1.2 Carrying out reviews of supporting documents, processes, and training – gathered 
documents, need to review, and agree corporate actions. Higher risk areas include lone 
working, work related stress and musculoskeletal disorders. 

1.3 Focus has also been given to display screen equipment assessment, access to work, 
eyecare and eyesight tests and reasonable adjustments in conjunction with People 
Services. 

1.4 Training:  
 

• mandatory training has been reviewed and it is proposed to add a display screen 
equipment eLearning module for relevant staff.   

• Nine fire wardens (located in Tootal Buildings) were trained during August, with a 
follow up session planned for September.   

• Health and safety mandatory compliance figures are below the national target of 
95%, plans are in place to increase compliance.  

• Staff based at Tootal have received a fire safety briefing as part of their building 
induction.  Plans are in place to deliver similar training in the localities and other 
locations as required. 
 

1.5     The Health and safety intranet page is now live and will be publicised in Keep connected 
to alert staff to the site containing key health and safety information and signposts for 
support.   

Leadership and governance arrangements Chief Officers 
Audit Committee 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

Previous report went to Audit Committee 
earlier in 2024. An Equality Impact 
Assessment has been conducted for the 
Health and Safety Policy, which has also 
been reviewed by the Policy Review Group. 
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1.6     Health and safety incident reporting will be managed through Datix using a link on the 
intranet. 

1.7     Health and safety policy has been developed to be considered by the Audit committee for   
ratification in September. 

1.8      Completed Personal Emergency Evacuation Plans (PEEP) for relevant personnel.  
 
Risk 
 
There are three risks in relation to Health and Safety on the corporate risk register: 
 

• There is a risk in relation to NHS GM's Health and Safety arrangements, as the 
organisation continues to follow legacy arrangements following the ICBs 
establishment.   

• This is a risk in relation to NH GM's health and safety arrangements, for the ICT 
warehouse.   

• No access to health and safety risk assessments, maintenance, servicing and 12 
monthly inspections of the forklift truck. There is a risk that NHS GM are operating 
without an effective accident/incident reporting system. 

 
These have been mitigated with the actions delivered so far including the draft Health and 
Safety Policy for approval. 
 
Next Steps: September to December 
 
The corporate governance team will continue to lead on the delivery of the health and safety 
action plan as a matter of urgency, with support from the relevant service areas. The following 
actions are to be implemented in the coming period (further detail in the appended action plan): 
 
2.0 Health and safety group to be established at the request of the trade unions. This will 

involve locality representatives, estates, trade union representatives and executives. 

2.1      Refresh and deliver fire evacuation briefings for locations. 

2.2      Review and formulate the lone working procedures and risk assessments. 

2.3      Risk assessments for typical job roles to be completed. 

2.4      Lone working procedure to be reviewed and communicated. 

2.5      Work with events team on risk assessments. 

2.6      Training needs to be further reviewed. 

2.7      Corporate health and safety induction. 
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2.8 Develop robust compliance reporting to the health and safety group (quarterly) and to Chief 
Officers (bi-annually, and by exception when required). Health and Safety will also remain 
as part of the Audit Committee work plan, with relevant reporting to the People and Culture 
Sub-Committee to take place also. 

Recommendations 

3.0 Audit Committee is asked to: 

• Note the contents of the report and agree the proposed actions. 
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Audit Committee 
11 September 2024 

Required information Details   

Title of report  FOI update  
Author  

Mark Palmeria 
Assistant Director Patient Services 

Presented by Chris Gaffey 
Associate Director of Corporate Services 

Contact for further information Jenny Noble  
jennynoble@nhs.net 

Executive summary 

• FOI requests to NHS GM are 
increasing 

• Performance against statutory 
timescales is strong (98% of FOIs 
were responded to within the 20 wkg. 
days target as of July 2024) 

• The Publication Scheme is on the NHS 
GM website 

• The new FOI Officer commenced with 
the team on 2nd September 2024 

The benefits that the population of Greater 
Manchester will experience. 

• Openness and transparency in our 
information provision. 

• Efficient responses to request for 
information. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

 
As above 
 
 

The decision to be made and/or input 
sought 

For information 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

Ensuring NHS GM has robust whistleblowing 
arrangements will support delivery of 
mitigations in relation to the BAF risk which 
relates to workforce by keeping our staff safe 
to do their job in the workplace and 
community. 
 

Key milestones n/a 
Leadership and governance arrangements Audit Committee 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 

 
 
n/a 
 

mailto:jennynoble@nhs.net
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

  

Comments/ approval by groups/ 
committees. 

Table 1 - core information relating to the content and creation of paper 
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Introduction 

1. This report provides Audit Committee with an update on FOI activity and performance, 
information on the NHS GM Publication Scheme and function developments. 

FOI performance  

2. The number of FOI requests received are increasing. In the first four months of 2024, we 
received and average of 42 FOI requests per month. This is more than double the average 
of the same period in 2023. 

3. The FOI processes implemented are working well.  

4. FOI performance against the statutory requirement to provide response within 20 working 
days is positive, being 98% of all enquiries (at July 2024). 

5. A full breakdown of FOI activity and performance is outlined in Appendix 1. 

Reviews 

6. NHS GM currently has one internal review in process.  

7. The Information Commissioners Office (ICO) – the independent regulator for FOI - has 
received three complaints made by the same requester, two of which have already found 
in NHS GM favour and one where we are awaiting a decision. 

Service development  

8. The FOI team continue to work through the FOI Action Plan. 

9. Feedback from NHS GM teams following the FOI article in Keep Connected in March 
2024 and the development of the FOI page on the NHS GM Intranet has been positive in 
promoting the role of the FOI team and offering to support to colleagues when completing 
requests. 
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Publication Scheme 

10. The publication scheme is available through the NHS GM website. This is a live section 
of the website with new content added when available.   

11. Work will commence on developing the FOI disclosure log and performance reporting 
online once the FOI Officer commences in post in September 2024. 

Recruitment  

12. The FOI Officer commenced with NHS GM and the FOI team on 2nd September 2024. 
level one and the FOI Team now sits within the Corporate Governance Team.  

Training  

13. As part of the Training Needs Analysis (TNA), the FOI team are looking at external training 
and formal qualifications to develop the team. 

Recommendations 

14. Audit Committee is asked to: 

• Note the contents of the report. 
 
 
 

https://gmintegratedcare.org.uk/publication-scheme/


Appendix 1 – FOI performance 
 
 
FOI performance April 2023 – March 2024 
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Answered within 20 
 days 21 29 20 10 19 14 20 36 19 43 46 35 312 

Answered in more than 
20 working days 17 7 12 27 12 15 22 12 8 14 1 2 149 
On-going - 20 working 
day process 0 0 0 0 3 3 1 3 0 0 0 0 10 
Ongoing - Internal 
review 0 0 0 0 0 0 0 0 0 0 0 0 0 
Withdrawn 2 0 1 0 0 4 0 1 0 2 1 1 12 
Total received in period 40 36 33 37 34 36 43 52 27 59 48 38 483 
  
% answered within 20 
working days 55% 81% 63% 27% 56% 44% 47% 71% 70% 75% 98% 95% 66% 
% answered in more 
than 20 working days 43% 19% 36% 73% 35% 42% 51% 23% 30% 24% 2% 5% 31% 
% ongoing 0% 0% 0% 0% 9% 8% 2% 6% 0% 0% 0% 0% 2% 
% withdrawn 10% 0% 5% 0% 0% 29% 0% 3% 0% 100% 200% 300% 4% 
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FOI performance April 2024 – March 2025 
 

Freedom of 
Information 
Requests 
Received A

pr
-2

4 

M
ay

-2
4 

Ju
n-

24
 

Ju
l-2

4 

 

A
ug

-2
4 

Se
p-

24
 

O
ct

-2
4 

N
ov

-2
4 

D
ec

-2
4 

Ja
n-

25
 

Fe
b-

25
 

M
ar

-2
5 

To
ta

l 

Answered within 
20 working days 47 33 38 51                  169 
Answered in more 
than 20 working 
days 

1 1 0 1 
 

            
    3 

On-going - 20 
working day 
process 

0 0 0 0 
 

            
    0 

Ongoing - Internal 
review 0 0 0 0 

 
                0 

Withdrawn 1 0 0 0                  1 
Total received in 
period 49 34 38 52                  173 
   
% answered 
within 20 working 
days 98% 97% 100% 98% 

 

                98% 
% answered in 
more than 20 
working days 2% 3% 0% 2% 

 

                2% 
% ongoing 0% 0% 0% 0%                  0% 
% withdrawn 2% 0% 0% 0%                  1% 

 
 



 

Proposed Changes to the NHS 
GM Financial Scheme of 
Delegation 
 
2024-2025 
 



 

  1 

Audit Committee 
11 September 2024 

Required information Details   

Title of report  
Proposed changes to the NHS GM Financial 
Scheme of Delegation (FSD)  

Author  Izhar Chaudhary 
Presented by Kathy Roe 
Contact for further information Izhar Chaudhary 

Executive summary 

Amendments have been proposed to the FSD 
to distinguish between the ICB Executive 
Director (Statutory Board Member) and Chief 
Officer role, the inclusion of the Deputy Chief 
Executive role. In addition, authorisation for 
the above roles to approve non pay 
expenditure to the value of £50,000. This is to 
ensure governance processes are simplified 
and timely approval is provided. 
 
 
 

The benefits that the population of Greater 
Manchester will experience. Effective and timely approval of expenditure. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

N/A 
 
 

The decision to be made and/or input 
sought 

Endorsement of the proposed amendments 
before seeking approval from the Board. 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
Ensures appropriate financial governance. 
 
 

Key milestones N/A 
 

Leadership and governance arrangements 

Once endorsed by the Chief Officers meeting 
this then can be taken to the Board for formal 
approval. 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N Y N N N 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
 
 

 
  

 
 
 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

Discussed with senior finance colleagues. 
Chief Officers meeting (4/9/24) 
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EXECUTIVE SUMMARY INCLUDING KEY MESSAGES: 
 
  
The NHS GM Financial Scheme of Delegation (FSD) has been amended with the following proposed 
changes: 
 

• A clear distinction has been made between what an ICB Executive Director (Statutory Board 
Member) and Chief Officer can authorise. Terminology in the appropriate tables has been updated 
accordingly. 

 
• The role of Deputy Chief Executive has been added to the FSD for authorisation purposes. 

 
• Approval of non-pay/ request for funding, and contracts (including corporate expenditure) to the 

value of up to £50,000 has been granted to the Place Based Lead, Place Based Delivery Lead, 
ICB Executive Director (Statutory Board Member), Chief Officer and Deputy Chief Executive. This 
approval will only be for budgets which the individual has authority for. 

 
As a result, amendments have been made to the following Tables 7, 8, and 9. Detailed changes are 
outlined below.  
 
In addition to the above proposed amendments terminology has been changed to distinguish between the 
ICB Executive Director (Statutory Board Member) and Chief Officer roles, and the inclusion of the Deputy 
Chief Executive role. The following tables have been amended accordingly: 
 

• Table 2 Individualised Commissioning 
• Table 5 Invoice Payments 
• Table 17 Travel Expenses 

 
As these are minor changes the tables have not been reproduced in this report, but can be found in 
Appendix 1. 
 
 
These changes will ensure governance processes are simplified and timely approval is provided. 
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Introduction 

The NHS GM Financial Scheme of Delegation (FSD) has been amended with the following proposed 
changes: 
 
For ease of reference the current Table in the FSD along with the proposed Table have been presented. 

Key Changes  

Table 7 - Business Case/ Proposals (Including Change in Clinical Policies) 
Table 8 - Procurements 
Table 9 - Non-pay/ Request for Funding and Contracts (Including Corporate Expenditure)   
 
 
A clear distinction has been made between what an ICB Executive Director (Statutory Board Member) 
and Chief Officer can authorise. Terminology in the appropriate Tables has been updated accordingly. 
 
The role of Deputy Chief Executive has been added to the FSD for authorisation purposes. 
 
Approval of non-pay/ request for funding and contracts (including corporate expenditure) to the value of 
up to £50,000 has been granted to the Place Based Lead, Place Based Delivery Lead, ICB Executive 
Director (Statutory Board Member), Chief Officer and Deputy Chief Executive. This approval will only be 
for budgets which the individual has authority for. 
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Current Table 7 

 
 
 
 
 
 
 
 

Committee Name or Post
 To commit resources for commissioned healthcare services  (including decommissioning & 

disinvestment decisions)  

GMICB Board Greater than £100m

Finance Committee £5m and up to £100m
ICB Executive Director 
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£150,000 and up to £5m

Chief Executive
Up to £150,000

(With CFO engagement)

ICB Executive Director 
+ Chief Finance Officer or Chief 
Executive

Up to £150,000

Chief Finance Officer Up to £150,000

ICB Executive Director or Placed 
Based Lead or Place Based Delivery 
Lead

(Only for responsible budget areas 
assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas 
assigned)

Up to £500,000

Locality Committee Full approval of all budgets that have been delegated to the Locality up to the value of £5m.

Business Cases / Proposals
(Including Change in Clinical Policies)

(Financial limits reflect total contract values, if recurrent funding, then 3 times the annual value should be used for the purpose of 
financial approval limits)

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the decision, regardless of which 
financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board members, where limits apply across 
all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.
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Proposed Table 7 

 
 
  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Business Cases / Proposals
(Including Change in Clinical 

Policies)

(Financial limits reflect total 
contract values, if recurrent 

funding, then 3 times the annual 
value should be used for the 
purpose of financial approval 

limits)

Committee Name or Post

 To commit resources for 
commissioned healthcare services  

(including decommissioning & 
disinvestment decisions)  

GMICB Board Greater than £100m

Finance Committee £5m - and up to £100m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£150,000 and up to £5m

Chief Executive
Up to £150,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £150,000

Chief Finance Officer Up to £150,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that 

have been delegated to the Locality 
up to the value of £5m.
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Current Table 8 

 
 
  

Committee Name or Post
To commit resources for healthcare 

services through launching a 
procurement exercise 

To commit resources for healthcare 
services as a result of a 

procurement exercise which has 
already been approved as part of a 

recent business case, which is 
within the agreed funding  levels

GMICB Board Greater than £100m

Finance Committee £5m and up to £100m
ICB Executive Director 
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£500,000 and up to £5m All procurements

Chief Executive
Up to £500,000

(With CFO engagement)
ICB Executive Director 
+ Chief Finance Officer or Chief 
Executive

Up to £500,000

Chief Finance Officer Up to £500,000
ICB Executive Director or Placed 
Based Lead or Place Based Delivery 
Lead

(Only for responsible budget areas 
assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas 
assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that have 
been delegated to the Locality up to 

the value of £5m.

Full approval of all budgets that have 
been delegated to the Locality up to 

the value of £5m.

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the decision, 
regardless of which financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board members, 
where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Procurements***

(Financial limits reflect total contract values, if recurrent funding, then 3 times the annual value should be 
used for the purpose of financial approval limits)
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Proposed Table 8 

 
  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post
To commit resources for 

healthcare services through 
launching a procurement exercise 

To commit resources for healthcare 
services as a result of a procurement 

exercise which has already been 
approved as part of a recent business 

case, which is within the agreed 
funding  levels

GMICB Board Greater than £100m

Finance Committee £5m and up to £100m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£500,000 and up to £5m All procurements

Chief Executive
Up to £500,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £500,000

Chief Finance Officer Up to £500,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that 

have been delegated to the Locality 
up to the value of £5m.

Full approval of all budgets that have 
been delegated to the Locality up to the 

value of £5m.

Procurements***

(Financial limits reflect total contract values, if recurrent funding, then 3 
times the annual value should be used for the purpose of financial 

approval limits)
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Current Table 9 

 
 
 
 

Committee Name or Post
(To commit resources that are NOT service costs or staff 

costs, e.g. non-healthcare contracts)

GMICB Board Greater than £1m

Finance Committee Greater than £500,000 and up to £1m

ICB Executive Director 
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£75,000 and up to £500,000

Chief Executive
Up to £75,000

(With CFO engagement)

ICB Executive Director 
+ Chief Finance Officer or Chief Executive Up to £75,000

Chief Finance Officer Up to £75,000
Finance Officer VSM Up to £5,000

Finance Officer Band 9 Up to £5,000

Finance Officer Band 8D Up to £5,000

Finance Officer Band 8C Up to £5,000

Finance Officer Band 8B Up to £5,000

Finance Officer Band 8A Up to £5,000

Locality Committee Full approval of all budgets that have been delegated to 
the Locality up the value of £500,000.

Non-Pay / Request for Funding and Contracts
(Including Corporate Expenditure)

(Financial limits reflect total contract values, if recurrent funding, then 3 times the annual value should be used 
for the purpose of financial approval limits)

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the decision, 
regardless of which financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board members, where 
limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.
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Proposed Table 9 

 
 
 
 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Non-Pay / Request for 
Funding and Contracts
(Including Corporate 

Expenditure)

(Financial limits reflect total 
contract values, if recurrent 

funding, then 3 times the 
annual value should be used 
for the purpose of financial 

approval limits)

Committee Name or Post

(To commit resources that are 
NOT service costs or staff 
costs, e.g. non-healthcare 

contracts)

GMICB Board Greater than £1m

Finance Committee
Greater than £500,000 and up 

to £1m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£75,000 and up to £500,000

Chief Executive
Up to £75,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £75,000

Chief Finance Officer Up to £75,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £50,000

Finance Officer VSM Up to £5,000

Finance Officer Band 9
Up to £5,000

Finance Officer Band 8D
Up to £5,000

Finance Officer Band 8C Up to £5,000

Finance Officer Band 8B Up to £5,000

Finance Officer Band 8A
Up to £5,000

Locality Committee

Full approval of all budgets that 
have been delegated to the 

Locality up the value of 
£500,000.
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Other Changes  
 
In addition to the above proposed amendments terminology has been changed to distinguish between 
the ICB Executive Director (Statutory Board Member) and Chief Officer roles, and the inclusion of the 
Deputy Chief Executive role. The following Tables have been amended accordingly: 
 

• Table 2 Individualised Commissioning 
• Table 5 Invoice Payments 
• Table 17 Travel Expenses 

 
As these are minor changes the Tables have not been reproduced in the main body of this report, 
however, the complete Financial Scheme of Delegation along with all the proposed changes 
incorporated can be found in Appendix 1.   

Recommendation 

The Audit Committee is requested to: 
 

• Endorse all the proposed changes to the NHS GM Financial Scheme of Delegation. 
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Appendix 1. 
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NHS Greater Manchester Integrated Board 

Financial Scheme of Delegation 
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Revision Date Summary of changes Author(s) Version 
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08/05/24 Approval value increased from £120m to £125m (VSM & 
Band 9), approval value increased from £100m to £125m 
(Band 8D) for the approval of regular contract invoices as 
per Table 4. 
 
EMT/ Senior Management Team financial approval revoked, 
and assigned to CE, CFO and Executive Director(s) or 
nominated deputies, as per Table 7, Table 8 and Table 9. 
 
Remuneration Committee approval for pay and travel 
reflected as per the SORD in Table 16. 
 
 
 

Izhar Chaudhary V13 

06/08/24 Consultancy, and Special Losses & Payments thresholds 
changed as agreed at the 15/05/24 Board meeting.  

Izhar Chaudhary V13.1 

29/08/24 Changes to role names (ICB Executive Director -Statutory 
Board Member), Chief Officer and Deputy Chief Executive) 
and authorisation of Non Pay expenditure up to £50,000. 

Izhar Chaudhary V14.0 

    

 
Approvals 
This document requires approval at the GMIB Board 

Committee Date of Issue Version 
Number 

Board October 2022 V12 
Board 
Board  

15 May 2024 
15 May 2024 

V13 
V13.1 
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GMICB Financial Scheme of Delegation 
 
The table below provides an outline of the different categories of approval along with table reference 
numbers.  
 

 
 
Guidance 
The column on the left indicates the Committee/Officer being granted authority, the column on the right 
indicates the category of expenditure/ authority along with the financial limit where appropriate. 
 
If an officer is in doubt about the appropriate approval level or authority required the GMICB 
Finance directorate should be contacted in the first instance for clarification and guidance. 
  

Table 
Reference Area of Approval

Table 1 Health Service Contracts
Table 2 Individualised Commissioning (LD, MH, CHC, Children's)
Table 3 Individual Funding Requests
Table 4 Cash and Activity
Table 5 Invoice Payment
Table 6 Employee Costs
Table 7 Business Cases/ Proposals (Including Change in Clinical Policies)
Table 8 Procurements
Table 9 Non-Pay / Request for Funding and Contracts (Including Corporate Expenditure)

Table 10 Consultancy Expenditure
Table 11 Raise Sales Invoices
Table 12 All Losses, Special Payments, Consolatory Payments
Table 13 Budget Virements Between Cost Centres
Table 14 Waiver Authorisation
Table 15 NHS Legal Claims 
Table 16 Payroll Financial Approval
Table 17 Travel Expenses
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Table 1 -Health Service Contracts 
 
Notes 
**** This section is associated with the signature on contractual documents.  It assumes appropriate governance has been undertaken in respect of a 
business case, procurement exercise or waiver. 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the 
exception of ICB Board members, where limits apply across all ICB budgets unless 
specified.
 
Individualised commissioning

Committee Name or Post Contract Sign off Value All Contract Variations Non Financial Cntract Values

Chief Executive
All contracts

(With CFO engagement)

Chief Finance Officer All contracts All variations

Finance Officer VSM
All contracts

(As nominated in writing 
by the GMICB CFO)

All contracts

(As nominated in writing 
by the GMICB CFO)

Finance Officer Band 9
All contracts

(As nominated in writing 
by the GMICB CFO)

All contracts

(As nominated in writing 
by the GMICB CFO)

Finance Officer Band 8D
All contracts

(As nominated in writing 
by the GMICB CFO)

All contracts

(As nominated in writing 
by the GMICB CFO)

Other Officer VSM

Primary Care Contracts 
(Medical, Dentistry, Pharmacy, 
Optometry) Community Dental 

and Specialist Dental (As 
nominatied in writing by the 

GMICB CFO

Other Officer Band 9

Primary Care Contracts 
(Medical, Dentistry, Pharmacy, 
Optometry) Community Dental 

and Specialist Dental (As 
nominatied in writing by the 

GMICB CFO

Other Officer Band 8D

Primary Care Contracts 
(Medical, Dentistry, Pharmacy, 
Optometry) Community Dental 

and Specialist Dental (As 
nominatied in writing by the 

GMICB CFO

Health Service Contracts 
(NHS and Non-NHS Providers)****
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Table 2 -Individualised Commissioning 
Notes 
* Any packages of care above this value would need to go through the normal commissioning process. 
** Individualised commissioning limits are only applicable to designated managers / senior managers / executives with responsibility for MH, LD, CHC and 
Children's, including jointly funded packages. Individuals with this responsibility will be recorded (and reviewed periodically). 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post Non Healthcare
(e.g. supported living)

Healthcare Placements/ 
Packages

Finance Committee Report packages greater 
than £300,000

ICB Executive Director (Statutory Board Member)
or Chief Finance Officer 
or Chief Executive

(Two out of three signatures required)

*Package greater than 
£350,000

Chief Executive
Up to *£100,000

(With CFO engagement)

Chief Finance Officer Up to *£100,000
ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

*Package agreed up to 
£350,000

Placed Based Lead or Deputy Place Based Lead
Place Based Delivery Lead/Deputy Place Based Delivery Lead or
Locality Finance Lead

(Two out of three signatures required)

(Only for responsible budget areas assigned)

*Package greater than 
£350,000

Finance Officer VSM *Package agreed up to 
£350,000

Finance Officer Band 9 *Package agreed up to 
£350,000

Finance Officer Band 8D *Package agreed up to 
£300,000

Finance Officer Band 8C *Package agreed up to 
£300,000

Other Officer VSM
Package agreed up to 

£250,000

Other Officer Band 9
Package agreed up to 

£250,000

Other Officer Band 8D
Package agreed up to 

£250,000

Other Officer Band 8C Package agreed up to 
£150,000

Other Officer Band 8B Package agreed up to 
£150,000

Other Officer Band 8A Package agreed up to 
£80,000

Other Officer Band 7 Package agreed up to 
£80,000

 On Call Managers Up to £5,000 Up to £100,000

Individualised Commissioning **
(LD, MH, CHC, Children's)

(Financial limits reflect the expected annual cost of 
the package)
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Table 3 -Individual Funding Requests 
 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Individual Funding 
Requests 

(Financial limits reflect 
the annual cost)

Committee Name or Post

GMICB Board Greater than £250,000

Chief Executive
Up to £250,000

(With CFO engagement)

Chief Finance Officer Up to £150,000

Other Officer VSM Up to £100,000

Other Officer Band 9 Up to £100,000

Other Officer Band 8D Up to £100,000
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Table 4 -Cash and Activity 
 

 
 

 
 
  

Committee Name or Post Sign -Off Regular Contract 
Invoices

Petty Cash Cash Draw Down

Chief Finance Officer Greater than £125m Up to £1,000 Greater than £700m

Finance Officer VSM Up to £125m Up to £1,000 Greater than £700m 

Finance Officer Band 9 Up to £125m Up to £1,000 Up to £700m

Finance Officer Band 8D Up to £125m Up to £1,000 Up to £700m

Finance Officer Band 8C Up to £100m Up to £1,000 Up to £700m

Finance Officer Band 8B Up to £100m Up to £500 Up to £700m

Finance Officer Band 8A Up to £100m Up to £500

Finance Officer  Band 7 Up to £100m Up to £500

Cash and Activity 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the decision, regardless 
of which financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board members, where limits 
apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.



 

  20 

Table 5 -Invoice Payment 
 

 
 

 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post
Invoice Authorisation - 

Non Contract
Conversion of 
Requisitions

Approval of PO 
Variances

Non Contracted Activity 
Approval

Chief Executive
Greater than £600,000

(With CFO engagement)

Chief Finance Officer Greater than £600,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £600,000

Finance Officer VSM
Up to £600,000

Up to £5000

Finance Officer Band 9
Up to £600,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000

Finance Officer Band 8D
Up to £500,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000

Finance Officer Band 8C
Up to £500,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000 Greater than £10,000

Finance Officer Band 8B
Up to £500,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000 Greater than £10,000

Finance Officer Band 8A Up to £50,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £200 Greater than £10,000

Finance Officer  Band 7

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £200 Up to £10,000

Finance Officer Band 6 Up to £200 Up to £10,000

Finance Officer Band 5 Up to £10,000

Other Officer VSM Up to £50,000

Other Officer Band 9 Up to £50,000

Other Officer Band 8D Up to £50,000

Other Officer Band 8C Up to £50,000

Other Officer Band 8B Up to £50,000

Other Officer Band 8A Up to £50,000

Invoice Payment
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Table 6 -Employee Costs 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Employee Costs 

Committee Name or Post
Changes to Payroll 

details 

Chief Executive
Sign of changes to 
employee details 

Chief Finance Officer
Sign of changes to 
employee details 

Finance Officer VSM Sign of changes to 
employee details 

Finance Officer Band 9 Sign of changes to 
employee details 

Finance Officer Band 8D Sign of changes to 
employee details 

Finance Officer Band 8C Sign of changes to 
employee details 

Finance Officer Band 8B Sign of changes to 
employee details 

Finance Officer Band 8A Sign of changes to 
employee details 



 

  22 

Table 7 -Business Cases/ Proposals 
 

 
 
 
 
 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Business Cases / Proposals
(Including Change in Clinical 

Policies)

(Financial limits reflect total 
contract values, if recurrent 

funding, then 3 times the annual 
value should be used for the 
purpose of financial approval 

limits)

Committee Name or Post

 To commit resources for 
commissioned healthcare services  

(including decommissioning & 
disinvestment decisions)  

GMICB Board Greater than £100m

Finance Committee £5m - and up to £100m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£150,000 and up to £5m

Chief Executive
Up to £150,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £150,000

Chief Finance Officer Up to £150,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that 

have been delegated to the Locality 
up to the value of £5m.
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Table 8 -Procurements 
 

Notes 
*** Procurements which do not result in any change of provider, are funded recurrently and there are no material variations do not need to go for approval, 
only information. This assumes that a procurement exercise is undertaken. Or alternatively the waiver process is followed. 
 

 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post
To commit resources for 

healthcare services through 
launching a procurement exercise 

To commit resources for healthcare 
services as a result of a procurement 

exercise which has already been 
approved as part of a recent business 

case, which is within the agreed 
funding  levels

GMICB Board Greater than £100m

Finance Committee £5m and up to £100m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£500,000 and up to £5m All procurements

Chief Executive
Up to £500,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £500,000

Chief Finance Officer Up to £500,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that 

have been delegated to the Locality 
up to the value of £5m.

Full approval of all budgets that have 
been delegated to the Locality up to the 

value of £5m.

Procurements***

(Financial limits reflect total contract values, if recurrent funding, then 3 
times the annual value should be used for the purpose of financial 

approval limits)
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Table 9 -Non-Pay/ Requests for Funding and Contracts 
 

 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Non-Pay / Request for 
Funding and Contracts
(Including Corporate 

Expenditure)

(Financial limits reflect total 
contract values, if recurrent 

funding, then 3 times the 
annual value should be used 
for the purpose of financial 

approval limits)

Committee Name or Post

(To commit resources that are 
NOT service costs or staff 
costs, e.g. non-healthcare 

contracts)

GMICB Board Greater than £1m

Finance Committee
Greater than £500,000 and up 

to £1m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£75,000 and up to £500,000

Chief Executive
Up to £75,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £75,000

Chief Finance Officer Up to £75,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £50,000

Finance Officer VSM Up to £5,000

Finance Officer Band 9
Up to £5,000

Finance Officer Band 8D
Up to £5,000

Finance Officer Band 8C Up to £5,000

Finance Officer Band 8B Up to £5,000

Finance Officer Band 8A
Up to £5,000

Locality Committee

Full approval of all budgets that 
have been delegated to the 

Locality up the value of 
£500,000.
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Table 10 -Consultancy Expenditure 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Consultancy Expenditure

(All expenditure to be 
approved must be in line with 

NHSE guidance)

Committee Name or Post

GMICB Board Greater than £250,000

Finance Committee £50,000 and up to £250,000

Chief Executive
Up to £49,999

(With CFO engagement)

Chief Finance Officer Up to £49,999
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Table 11 -Raise Sales Invoices 
 

 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Raise Sales Invoices

Committee Name or Post

Chief Finance Officer Greater than £250,000

Finance Officer VSM Greater than £250,000

Finance Officer Band 9
Greater than £250,000

Finance Officer Band 8D
Greater than £250,000

Finance Officer Band 8C
Greater than £250,000

Finance Officer Band 8B
£100,000 -£250,000

Finance Officer Band 8A
£100,000 or less
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Table 12 -All Losses, Special Payments, Consolatory Payments 
 

 
  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

All Losses,
Special Payments, Consolatory 

Payments

(All expenditure to be approved 
must be in line with NHSE 

guidance and SFIs)

Committee Name or Post

GMICB Board

All Losses Greater than £100,000
All Special Payments

All Consolatory Payments

(Report All Losses, Special 
Payments, Consolatory Payments)

Audit Committee (Report All Losses, Special 
Payments, Consolatory Payments)

Finance Committee
All Losses up to £100,000 

(Report All Losses)

Chief Finance Officer All Losses up to £50,000 
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Table 13 – Budget Virements Between Cost Centres 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Budget Virements 
Between Cost Centres

Committee Name or Post

Chief Finance Officer Greater than £100m

Finance Officer VSM Up to £50m

Finance Officer Band 9
Up to £50m

Finance Officer Band 8D
Up to £50m

Finance Officer Band 8C
Up to £50m

Finance Officer Band 8B
Up to £50m

Finance Officer Band 8A
Up to £50m
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Table 14 -Waiver Authorisation 
 

 
 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Waiver Authorisation

Committee Name or Post

Audit Committee
All waivers to be 

reported to the Audit 
Committee

Chief Executive All waivers 

Chief Finance Officer All waivers

Finance Officer VSM

All waivers

(As nominated in 
writing by the GMICB 

CFO)

Finance Officer Band 9

All waivers

(As nominated in 
writing by the GMICB 

CFO)

Finance Officer Band 8D

All waivers

(As nominated in 
writing by the GMICB 

CFO)
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Table 15 -NHS Legal Claims 
 

 
  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

NHS Legal Claims 

Committee Name or Post

GMICB Board All Legal Claims
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Table 16 -Payroll Financial Approval 
 

 
 

  

Committee Name or Post HR Forms

Remuneration Committee 
Financial Approval in relation to Chief Executive, 

Directors, Non Executive Directors and other VSM. 
All other duties as outlined in the SORD.

Chief Finance Officer Authorise HR Forms for Financial Approval
Finance Officer VSM Authorise HR Forms for Financial Approval

Finance Officer Band 9 Authorise HR Forms for Financial Approval

Finance Officer Band 8D Authorise HR Forms for Financial Approval

Finance Officer Band 8C Authorise HR Forms for Financial Approval

Finance Officer Band 8B Authorise HR Forms for Financial Approval

Finance Officer Band 8A Authorise HR Forms for Financial Approval

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the 
decision, regardless of which financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board 
members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Payroll Financial Approval
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Table 17 -Travel Expenses 
 

 
 
 
 

 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Travel Expenses

(Financial limit for an 
individual monthly 

claim)

Committee Name or Post

Chief Executive Up to £1,000

Chief Finance Officer Up to £1,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £1,000

Finance Officer VSM
Up to £1,000

Finance Officer Band 9
Up to £1,000

Finance Officer Band 8D Up to £500

Finance Officer Band 8C Up to £500

Finance Officer Band 8B Up to £500

Finance Officer Band 8A Up to £500

Finance Officer  Band 7 Up to £500

Other Officer VSM Up to £1,000

Other Officer Band 9 Up to £1,000

Other Officer Band 8D Up to £500

Other Officer Band 8C Up to £500

Other Officer Band 8B Up to £500

Other Officer Band 8A Up to £500

Other Officer Band 7 Up to £500
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NHS GM Audit Committee  
11 September 2024 
Table 1 - core information relating to the content and creation of paper 

Required information Details   

Title of report  
Annual Report of the Audit Committee 
2023/24  

Author  

Kaye Abbott, Associate Director of Finance – 
Financial Control 
Jackie Murray – Corporate Director of 
Operational Finance – Financial Management 
Jenny Noble, Board Secretary 
 

Presented by Richard Paver – Audit Committee Chair 
 

Contact for further information 
Kaye Abbott 
Jenny Noble 
 

Executive summary 
 
The report summarises the work of the Audit 
Committee in respect of 2023/24. 
 

The benefits that the population of Greater 
Manchester will experience. n/a 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

 
n/a 
 
 

The decision to be made and/or input 
sought 

 
For review and adoption as the Annual 
Report of the Committee 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
The Audit Committee has a key role in 
ensuring that NHS GM has robust risk 
management arrangements in place. This 
annual report sets out how the Committee 
has discharged its duties throughout the year, 
including in relation to risk management, 
which supports the NHS GM BAF process. 
 

Key milestones n/a 
 

Leadership and governance arrangements Review by Interim Chief Finance Officer and 
Senior Finance Leadership Team  
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Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 

 

  

Review by Associate Director of Corporate 
Services and Corporate Governance Team 
 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 
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Annual Report of the Audit Committee 2023/24 
Introduction 

1.0 The purpose of this report is to inform the NHS Greater Manchester Integrated Care 
Board (NHS GM) of the role and activities of the Audit Committee during the financial year 
2023/24, including the approval of the statutory accounts and annual report submission 
in June 2024. 

Summary of Audit Committee Responsibilities  

2.0 The Audit Committee has operated during the year in accordance with its agreed Terms 
of Reference. 

2.1. The roles and responsibilities of the Audit Committee include the review of the 
establishment and maintenance of effective integrated governance, risk management 
and internal control systems across the whole of NHS GM activities, both clinical and non-
clinical, supporting the achievement of the organisation’s objectives.  The Audit 
Committee places reliance on other Committees which oversee governance, quality, and 
control e.g. Finance Committee, Quality & Performance Committee and People & Culture 
Committee. 

2.2. It includes the review and monitoring of internal and external audit functions, counter fraud 
and monitoring the integrity of the financial statements of NHS GM. The Audit Committee 
ensures that there is effective review of the work of the Local Counter Fraud Officer as 
set out by NHS Counter Fraud Authority (NHS CFA). 

2.3. The key areas and risks reviewed by the Audit Committee include: 

• Agreed the 2023/24 Annual Report and Accounts for submission to NHS England, 
under delegated authority from the Board. 

• Considered the Audit Committee work plan for the year. 
• Received Policies for consideration, including the GM FOI Policy, the Information 

Risk Policy and Procurement Policy. 
• Considered risk management arrangements for the organisation, including a 

review of the Risk Management Policy. 
• Agreed and oversaw the delivery of the Internal Audit and Anti-Fraud Plans for 

2023/24, whilst also considering plans for 2024/25. 
• Oversaw the Internal Audit and Counter Fraud procurement and appointment 

process. 
• Commenced the appointment of additional members to the Committee, which 

concluded in August 2023. 
• Received a number of reports relating to corporate governance and other 

processes, including EPRR and Business Continuity, Freedom of Information 
(FOI) requests, Statutory Publication Requirements, Health and Safety, 
Information Technology, and Information Governance. 

• Waivers and elements of the Standing Financial Instructions, such as levels of 
delegation. 
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• Debtors’ levels, in particular debtors over 90 days and scrutiny of any potential bad 
debt write offs; and 

• Any losses and compensations in the period. 
 

2.4. The Audit Committee provides assurance to the Board on the effectiveness of the scrutiny 
undertaken within the Committee. It also highlights any emerging issues which the Board 
needs to be aware. 

Membership of the Audit Committee 

3.0 Membership during the year has comprised: 

Richard Paver (Chair) Non-Executive Director  
Shazad Sarwar Non-Executive Director (until 31 July 2023) 
Sheena McDonnell 
Neil Thwaite 
Anthony Hassall 
Sue Greenhill 
David Hopewell 

Non-Executive Director (from 1 January 2024) 
Partner Member (until 31 July 2023) 
Partner Member (from 1 August 2023) 
Independent Member (from 1 September 2023) 
Independent Member (from 1 September 2023) 

3.1. Invitations to attend Audit Committee meetings are normally provided to: 

• NHS GM Chief Finance Officer. 
• NHS GM Chief Nursing Officer as Executive Lead for Governance. 
• Internal Audit Representatives. 
• Counter Fraud Representatives. 
• External Audit Representatives.    

 

3.2. In addition, other officers from within the organisation have been invited to attend Audit 
Committees, as delegated deputies for those listed in section 3.3, and where it was felt 
that to do so, would assist the Audit Committee to effectively fulfil its responsibilities. This 
included the Chief Executive at the April 2024 meeting.  The Chair and Chief Executive 
were also invited to the June 2024 meeting but were unable to attend. 

3.3. Administrative support has been provided by members of the Corporate Governance 
team. 

3.4. Members training needs are reviewed on a regular basis. During 2023/24 this resulted in 
members undertaking the following training: 

• Data Security  • Oliver McGowan 
• Finance • Fraud 
• Capital  

3.5. Independent and Partner members are expected to undertake their mandatory training in 
line with the requirements of their employing organisation, however, they are invited to 
attend NHS GM specific training where required. 
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3.6. The audit chair has also attended a number of meetings during 2023/24 including: 

• GM Audit Chairs 
• Northern ICB Chairs and Non-Executives meeting 
• CIPFA Assurance and Governance forum 

Meetings during the year 2023/24 

4.0 During the year 8 meetings were held on the following dates, covering the close of the 
2022/23 financial year in addition to 2023/24 financial year. 

• 20 April 2023 
• 7 June 2023 
• 15 June 2023 
• 14 September 2023 
• 14 December 2023 
• 14 March 2024 
• 18 April 2024 
• 20 June 2024 

4.1. These have been held in person and in public in line with the commitment made in the 
NHS GM Constitution, although there have been some additional Part B (private) 
meetings taking place due to the nature of the discussions. 

4.2. The June 2024 meeting was also held in private to adhere to the National pre-election 
guidance. Public papers for this meeting were made available following the conclusion of 
the General Election. 

4.3. The public agendas and associated minutes can be accessed on the website.  

4.4. Members attendance at the Audit Committee meetings are presented in the table below:  
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20 April 2023  Apols  Apols    
7 June 2023    Apols    
15 June 2023    Apols    
14 September 2023        
14 December 2023       Apols 
14 March 2024   Apols     
18 April 2024        
20 June 2024        
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Remuneration of the Audit Committee 

5.0 The fulfilment of the Audit Committee responsibilities by Partner Members is expected as 
part of each individual Partner Member’s contracts with the organisations. 

5.1. Non-Executive Members are remunerated for their role with NHS Greater Manchester as 
a whole rather than specifically for responsibilities with the Audit Committee.  Independent 
Members are remunerated on a basis as agreed by the Remuneration Committee.  
Details of Non Executives’ remuneration is disclosed within the organisation’s Annual 
Report, which can be viewed once published at NHS Greater Manchester Reports | Greater 
Manchester Integrated Care Partnership (gmintegratedcare.org.uk)  

Financial Statements 

6.0 On 18h April 2024, the Audit Committee reviewed the 2023/24 draft Annual Accounts, 
Annual Report, and the Annual Governance Statement for NHS GM, covering the 
2023/24 financial year. 

6.1. The final version of the Annual Report and Accounts was reviewed and approved on 20th 
June 2024. 

6.2. The Audit Committee also reviewed the external audit report on the Annual Report and 
Accounts and approved the content of the 2023/24 Management Representation Letter. 

6.3. The Annual Report and Accounts received an unmodified (“clean”) audit opinion, with a 
qualified regulatory opinion due to the deficit position. 

Internal Control and Risk Management Systems 

7.0 At each meeting the Audit Committee has considered various reports from its Internal and 
External Auditors and the NHS GM Chief Finance Officer or representative.  

7.1. Below is a summary of the internal audit reports within the 2023/24 work plan, relating to 
the work completed by Mersey Internal Audit Agency (MIAA).  

7.2. The overall conclusion of the Health of Internal Audit Opinion was Moderate Assurance. 

7.3. At its meeting in April 2024, the Committee discussed its concerns with the Chief 
Executive around the follow up of Internal Audit recommendations, identified weaknesses 
in Health and Safety arrangements, and the Limited Assurance Internal Audit report in 
respect of Cyber Security. 

  

https://gmintegratedcare.org.uk/nhs-gm/nhs-greater-manchester-reports/
https://gmintegratedcare.org.uk/nhs-gm/nhs-greater-manchester-reports/
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 Review 
Assurance 
Opinion 

Recommendations Raised 

Critical High Medium Low Total 

1 Assurance Framework N/A N/A N/A N/A N/A N/A 

2 Risk Management 
Core Controls 

Moderate 0 1 1 1 3 

3 Risk Framework N/A N/A N/A N/A N/A N/A 

4 Conflicts of Interest Substantial 0 0 4 2 6 

5 Committee 
Effectiveness Phase II 

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

6 Key Financial 
Transactional 
Processing Controls 

Moderate 0 1 0 4 5 

7 Continuing Healthcare Substantial 0 0 4 2 6 

8 Finance Systems 
Deep Dive (CIPP) 

Substantial 0 0 4 1 5 

9 Complaints Moderate 0 1 2 2 5 

10 Safeguarding Moderate 0 0 6 1 7 

11 ESR Payroll and Post 
VPD Merge Personnel 
Files 

Substantial 0 0 4 2 6 

12 Workforce Planning Substantial 0 0 1 0 1 

13 Wellbeing Substantial 0 0 3 3 6 

14 Cyber Organisational 
Controls 

Limited 0 3 4 0 7 

15 DSPT Phase I N/A N/A N/A N/A N/A N/A 

 TOTAL 0 6 33 18 57 
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External Audit 

8.0 Grant Thornton UK LLP are NHS GM’s appointed external auditor. The Audit Committee 
has reviewed the work and findings of External Audit by: 

• Discussing and agreeing the nature and scope of the 2023/24 Audit Plan. 
• Considering the extent of its co-ordination with, and reliance on the work of Internal 

Audit. 
• Receiving and considering reports derived from the Audit Plan including the annual 

Audit Findings Report for NHS GM; and 
• Receiving and considering the Auditor’s Annual Report for NHS GM, before its 

submission to the Board. 

8.1. In addition, Grant Thornton LLP was appointed to undertake the Mental Health 
Investment Standard (MHIS) review for 2022/23 which they completed and reported their 
findings in March 2024. Following their work, Grant Thornton issue an unmodified opinion 
on the 2022/23 MHIS Compliance Statement. 

8.2. The Audit Committee has also met in private with External Audit, to allow discussion of 
matters without the presence of executive officers. 

8.3. An extract from the Audit Findings Report covers the year end statutory audit process 
and what the external auditors are required to report, which is, whether, in their opinion:  

• The ICBs financial statements give a true and fair view of the financial position of 
the ICB and its expenditure for the year. 

• The ICB’s financial statements, including the audited parts of the Remuneration 
Report and the Staff Report have been properly prepared in accordance with 
International Financial Reporting Standards, the Department of Health & Social 
Care Group Accounting manual and the requirements of the Health and Social 
Care Act 2012. 

8.4. The auditors are also required to report whether other information published together with 
the audited financial statements is materially inconsistent with the financial statements or 
the auditor’s knowledge obtained within the audit or otherwise appears to be materially 
misstated and whether the income and expenditure included within the financial 
statements has been applied for the purposes intended by Parliament (the regularity 
opinion). In addition: 

• The Local Audit and Accountability Act 2014 also requires the auditors to report if 
they have applied any of the additional powers and duties described within the Act 
and to certify the closure of the audit. 

• As auditors, it is required that they should “obtain sufficient appropriate audit 
evidence about the appropriateness of the management’s use of the going concern 
assumption in the preparation and presentation of the financial statements and to 
conclude whether there is material uncertainty about the entity’s ability to continue 
as a going concern (ISA (UK) 570). 
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8.5. The auditors need to report on Value for Money, to report whether in their opinion, they 
have been unable to satisfy themselves that the ICB has made proper arrangements for 
securing economy, efficiency, and effectiveness in its use of resources. When reporting 
on these arrangements, the Code requires auditors to structure their commentary on 
arrangements under the three specified reporting criteria (financial sustainability, 
governance and improvements in economy, efficiency, and effectiveness). This report is 
called the Auditor’s Annual Report. 

8.6. The Auditor’s Annual Report was issued in June 2024. It identified two instances where 
the auditor was unable to satisfy themselves with regards to the ICB’s arrangements, 
identifying two significant weakness in respect of the ICB’s arrangements:  

• for financial stability – the ICB did not deliver two of its statutory duties in 2023/24, 
and there are ongoing weaknesses in medium term planning; and 

• Governance – the ICB has agreed a number of undertakings with NHSE relating 
to the ICB’s monitoring and oversight of the system. This indicates inadequate 
system governance arrangements. 

8.7. The report will be circulated to all members of ICB Board, with a presentation of the 
findings taking place in August 2024 as part of a Board development session. The Audit 
Committee will be following up the recommendations made by the Auditor at subsequent 
meetings. 

Summary of External Audit Conclusions 

8.8. External Audit issued the following conclusions: 

• An unqualified audit opinion on the accounts was issued. 
• A qualified regulatory audit opinion was issued due to the £38.1m 2023/24 deficit, 

which breached the requirement of the application of income and expenditure for 
the purposes intended by Parliament and breached the regularity opinion. As a 
result, a Section 30 letter was issued to the Secretary of State under the Local 
Audit and Accountability Act 2014 to confirm this position. This is a statutory 
requirement for an organisation which delivered a deficit financial position. 

• Other information published within the financial statements, which includes the 
Annual Report are consistent with their knowledge of the ICB and the financial 
statements audited, and an unmodified opinion was issued. 

• A significant weakness exists in the ICB’s arrangements to deliver financial 
sustainability due to the deficit incurred in 2023/24 and Governance around the 
monitoring and oversight of the system going into 2024/25. 

• The auditors did not exercise any of their additional statutory powers or duties. 

Internal Audit & Counter Fraud 

9.0 During 2023/24 Mersey Internal Audit Agency (MIAA) has provided both internal audit 
and counter fraud services. 

9.1. The Audit Committee has reviewed and considered the work and findings of Internal Audit 
and Counter Fraud by: 
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• Discussing and agreeing the nature and scope of the Annual Plan. 
• Receiving and considering regular progress reports from the Chief Internal Auditor 

/ Anti-Fraud Specialist at Audit Committee meetings. 
• Receiving and considering reports derived from the Annual Plan. 
• Receiving the 2023/24 Head of Internal Audit’s annual opinion on the systems of 

internal control. 
• Receiving the 2023/24 Internal Audit Report; and 
• Receiving the 2023/24 Counter Fraud Annual Report. 

9.2. The anti-fraud specialist completed NHS GM’s assessment against the Government 
Functional Standard 013 for counter fraud. This overall rating for NHS GM was green in 
all areas in respect of 2023/24, representing an improvement from two amber rated areas 
in respect of 2022/23. The committee were informed that over 82% of NHS GM staff have 
successfully completed the ESR Fraud e-learning module. 

9.3. The Audit Committee has also met in private with Internal Auditors to allow discussion of 
matters in the absence of executive officers. 

9.4. For both Internal and External Audit, the Audit Committee has ensured that management 
actions agreed in response to reported weaknesses, have either been implemented or 
that there has been adequate explanation for delays or non-implementation. 

Head of Internal Audit Opinion (HOIA) 2023/24 

9.5. The following information has been summarised from the Head of Internal Audit Opinion 
confirms the basis for the opinion as outlined of the following assessments: 

• of the design and operation of the underpinning Assurance Framework and 
supporting processes including risk management 

• of the range of individual assurances arising from the risk-based internal audit 
assignments that have been reported through the period. This assessment has 
taken account of the relative materiality of systems reviewed and the 
management’s progress in respect of addressing control weaknesses identified. 
Overall, there were 6 substantial opinions ,4 moderate opinions and 1 limited 
assurance opinion.  

• of the organisation’s response to Internal Audit Recommendations, and the extent 
to which they have been implemented, with reasonable progress made. 

9.6. The overall opinion for 2023/24 was moderate assurance. 

9.7. The full HOIA opinion can be found within the Annual Report when it is published on the 
website NHS Greater Manchester Reports | Greater Manchester Integrated Care Partnership 
(gmintegratedcare.org.uk) 

https://gmintegratedcare.org.uk/nhs-gm/nhs-greater-manchester-reports/
https://gmintegratedcare.org.uk/nhs-gm/nhs-greater-manchester-reports/
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Looking Ahead 

10.0 Internal and External Audit work plans have been agreed, and an Audit Committee work 
plan for 2024/25 has been prepared. 

10.1. During 2023/4 a procurement exercise was carried out covering both Internal Audit and 
Counter Fraud Activity. As a result of this it has been possible for the Committee to add 
a further 100 days of Internal Audit activity to the annual plan whilst still delivering a 
financial saving. The Committee has been proactive in identifying areas where it felt 
additional assurance was required including relating to Undertakings.  

Recommendations 

11.0 The Audit Committee is asked to: 

• Note the contents of the report. 
 



 

Whistleblowing Arrangements 
 
 
11th September 2024 
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Audit Committee  
11th September 2024 

 
Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report 

 

Required information Details   

Title of report  Whistleblowing Arrangements  
Author  Jenny Noble, Board Secretary 

Presented by Chris Gaffey, Associate Director of Corporate 
Services 

Contact for further information jennynoble@nhs.net  

Executive summary 

This report provides an update to the committee on 
whistleblowing arrangements following the 
approval and publication of the Whistleblowing 
Policy. 
 
No concerns have been reported to date. 

The benefits that the population of Greater 
Manchester will experience. 

The policy and arrangements are designed to allow 
people to come forward with information relating to 
any serious allegations of wrongdoing involving the 
actions of NHS GM’s employees, contractors, or 
any aspect of NHS GM’s activities. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Adequate whistleblowing arrangements ensure 
serious allegations of wrongdoing can be raised, 
which could lead to the identification of issues and 
lead to learning and improvements in services. 

The decision to be made and/or input sought 
The purpose of the paper is to update the 
committee following approval of the policy in April 
2024. The Committee are asked to note its 
contents. 

How this supports the delivery of the strategy 
and mitigates the BAF risks  

Ensuring NHS GM has robust whistleblowing 
arrangements will support delivery of mitigations in 
relation to the BAF risk which relates to workforce 
by keeping our staff safe to do their job in the 
workplace and community. 

Key milestones Policy approved in April 2024 
Leadership and governance arrangements Audit Committee 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. Comments/ 
approval by groups/ committees. 

Previous report went to Audit Committee in 
September 2023. 
 
 
 

mailto:jennynoble@nhs.net
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1.0 Introduction 

1.1. This report provides an update to the Audit Committee following approval of the 
Whistleblowing Policy in April 2024.  

1.2. NHS GM is committed to the highest possible standards of honesty, openness and 
accountability and will not tolerate malpractice or wrongdoing. Its newly published 
Whistleblowing Policy is designed to allow people to come forward with information 
relating to any serious allegations of wrongdoing involving the actions of NHS GM’s 
employees, contractors, or any aspect of NHS GM’s activities.  

1.3. The NHS GM Whistleblowing Policy is aimed at non-NHS GM staff (who should refer to 
the Freedom to Speak Up and Raising Concerns Policy) and has been designed to 
protect individuals who make disclosures regarding any instance of malpractice or 
wrongdoing and to investigate them in the public interest. 

2.0 Policy Update 

2.1. Since the policy was formally approved in April 2024, it has been uploaded to the NHS 
GM website: https://gmintegratedcare.org.uk/wp-content/uploads/2024/05/nhs-gm-
external-whistleblowing-policy-final.pdf   

2.2. The Corporate Governance Team have been working with the Digital Team to publicise 
the publication of the Whistleblowing Policy resulting in posts on our website 
https://gmintegratedcare.org.uk/announcement/nhs-greater-manchester-whistleblowing-
policy/ and on LinkedIn 
https://www.linkedin.com/feed/update/urn:li:activity:7232745614185287682 
 

3.0 Reporting a Whistleblowing Concern  

3.1. Anybody who has a whistleblowing concern relating to NHS GM can use our 
whistleblowing reporting procedures. A person who wishes to report a concern or 
suspected serious wrongdoing (a disclosure) should contact NHS GM in one of the 
several ways including raise their concerns directly with NHS GM’s Non-Executive 
Director and Whistleblowing Lead, Sheena McDonnell. 

3.2. No concerns have been reported to date. 

4.0 Next Steps 

4.1. Next steps include continuing to work with the Digital Team to publicise the policy which 
will be reviewed annually. This will continue to be an item on the Committee’s forward 

https://gmintegratedcare.org.uk/wp-content/uploads/2024/05/nhs-gm-external-whistleblowing-policy-final.pdf
https://gmintegratedcare.org.uk/wp-content/uploads/2024/05/nhs-gm-external-whistleblowing-policy-final.pdf
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fannouncement%2Fnhs-greater-manchester-whistleblowing-policy%2F&data=05%7C02%7Cjennynoble%40nhs.net%7C535b9d7c76e1499320ab08dcc6bac15c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638603752605290586%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=S4xyYu804gvz2L66wU3KTURzxUidMJoHdBcQe3oevd4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fannouncement%2Fnhs-greater-manchester-whistleblowing-policy%2F&data=05%7C02%7Cjennynoble%40nhs.net%7C535b9d7c76e1499320ab08dcc6bac15c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638603752605290586%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=S4xyYu804gvz2L66wU3KTURzxUidMJoHdBcQe3oevd4%3D&reserved=0
https://www.linkedin.com/feed/update/urn:li:activity:7232745614185287682
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plan and members will receive a report at least annually (with any serious concerns 
reported separately by exception). 

5.0 Recommendations 

5.1. The Audit Committee is asked to: 

• Note the update provided including next steps. 
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NHS GM Audit Committee  
11 September 2024 

 
Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Required information Details   

Title of report  
Update on NHS GM Emergency 
Preparedness, Resilience and Response 
(EPRR) Arrangements  

Author  Andrew Bidolak, Head of EPRR 
Presented by TBC 
Contact for further information andrewbidolak@nhs.net 

Executive summary 

This report provides an update on NHS GM’s 
current EPRR arrangements and highlights 
EPRR priorities and projects that are being 
progressed by the organisation. The report 
also gives an outline of recent incidents and 
exercises that have involved NHS GM staff. 

The benefits that the population of Greater 
Manchester will experience. 

Effective coordination of the health system 
response to emergencies. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Incident response coordination to take 
account of the needs of diverse communities. 

The decision to be made and/or input 
sought 

Audit Committee is asked to approve the 
NHS GM Incident Response Plan. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

Approval of the Incident Response Plan, 
together with the associated training, 
exercising and maintaining of resources, will 
help to mitigate risk SR7i:  An emergency 
could overwhelm NHS GM’s ability to respond 
effectively. 

Key milestones Implementation of revised 1st on-call 
arrangements by April 2025. 

Leadership and governance arrangements 
Key information contained within this update 
has been shared with NHS GM Chief 
Officers. 

Engagement* to date 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

 
The draft Incident Response Plan has been 
shared with senior NHS GM managers and 
Trust EPRR leads. Table 1 - core information relating to the content and creation of paper 
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Introduction 
NHS Greater Manchester (NHS GM) is designated as a Category 1 responder under the Civil 
Contingencies Act (2024).  Category 1 responders are those organisations at the core of an 
emergency, such as the emergency services, NHS Trusts and local authorities. Category 1 
responder status places a legal obligation on NHS GM to be properly prepared for dealing with 
emergencies. 
 
NHS GM is also expected to follow the principles of health service emergency preparedness 
and response as set out in the NHS Emergency Preparedness, Resilience and Response 
(EPRR) Framework. This framework describes a requirement for integrated care boards to 
provide strategic and tactical leadership during emergencies and other times of pressure.  
 
The minimum requirements for emergency preparedness that NHS organisations must meet are 
set out in the NHS Core Standards for EPRR. These standards provide the basis on which NHS 
organisations are held to account and an assurance process identifies the levels of compliance 
against these standards. 
 
This report provides an update on NHS GM’s current EPRR arrangements and highlights EPRR 
priorities and projects that are being progressed by the organisation. The report also gives an 
outline of recent incidents and exercises that have involved NHS GM staff. 

Plans, Groups and Assurance 

1.0 The NHS needs to plan for, respond to and recover from a wide range of incidents, 
emergencies or disruptive challenges that could impact on health or patient care. These 
range from extreme weather conditions to an outbreak of an infectious disease, or a major 
transport incident.  

1.1. In line with the organisation’s EPRR policy, NHS GM has developed an incident response 
plan that describes processes and structures NHS GM staff will implement in the event 
of the organisation being part of an incident that requires coordination of the GM health 
response. The plan is informed by the NHS EPRR Framework and includes information 
about incident definitions and levels, command and control, coordination, communication 
and stand down. The plan identifies arrangements for health ‘strategic’ (GM) and ‘tactical’ 
(locality) incident coordination, and it identifies the role of NHS GM in multi-agency 
coordinating groups. In addition, the plan includes several appendices and action cards 
that are intended to support staff in the event of an incident. The plan supersedes previous 
versions that included arrangements from legacy organisations. 

1.2. So that NHS GM staff are familiar with the arrangements described within the incident 
response plan, an ongoing programme of training, testing and exercising underpins the 
revised document. 

1.3. Local Health Resilience Partnerships (LHRPs) provide a strategic forum for joint EPRR 
planning across a geographical area and support the health sector’s contribution to multi-
agency planning through the Local Resilience Forum (LRF). GM LHRP last convened on 
16 May 2024, when the main focus of the meeting was a review of the group’s 
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membership and terms of reference. Whereas GM LHRP was previously attended by 
nominated representatives for particular sectors, such as a representative for acute trusts 
and a representative for mental health trusts, the revised terms of reference require 
attendance by each NHS trust’s Accountable Emergency Officer (AEO) or an executive 
level deputy.  

1.4. GM LHRP is co-chaired by NHS GM’s Accountable Emergency Officer together with the 
nominated Director of Public Health. GM LHRP meets quarterly, and the next meeting is 
scheduled for 12 September 2024. 

1.5. At the meeting of GM LHRP on 16 May, the membership discussed LHRP sub-groups 
and it was agreed that consideration should be given to establishing a practitioner/EPRR 
leads group to serve as an ‘engine room’ or ‘tactical forum’ to support the strategic 
intentions agreed by GM LHRP. A draft terms of reference for this sub-group – currently 
titled ‘Health Emergency Planning Group’ (HEPG) – have been prepared and these will 
be reviewed at the GM LHRP meeting on 12 September. 

1.6. All NHS-funded organisations are required to complete an annual EPRR assurance 
process to formally document their current level of organisational readiness for 
responding to emergencies and to record their compliance against the NHS England Core 
Standards for EPRR. As in previous years, organisations are expected to undertake self-
assessment against applicable standards and submit a statement of compliance together 
with an action plan for any standards that are rated as ‘Partially compliant’ or ‘Non 
compliant’. 

 
1.7. For the 2024/25 EPRR assurance process, NHS GM will be collating self-assessments 

from NHS organisations in Greater Manchester and a summary report will be presented 
at the meeting of GM LHRP on 14 November 2024. Following review of the compliance 
report, LHRP will report the GM position to NHS England North West who will, in turn, 
report the North West position to the national EPRR team. Action plans arising from this 
year’s assurance process will be monitored and any areas for joint improvement will be 
considered at either GM LHRP or HEPG. 

Current Priorities and Projects 

2.0 In addition to the annual assurance process, a review of NHS GM’s EPRR arrangements 
is being conducted in accordance with the requirements of the 2024/25 Internal Audit 
Plan, as approved by Audit Committee. The audit will take the form of a review of key 
documentation that supports current corporate and NHS GM-wide EPRR and business 
continuity processes. The overall objective of the audit is to review and evaluate EPRR 
arrangements, and several sub-objectives have been identified. It is anticipated the 
evidence collated for the annual assurance process will carry over to the evidence 
collation for the internal audit. The audit report is expected to by early October 2024.  

2.1. A project is underway to reconfigure NHS GM’s 1st on-call arrangements. At present, NHS 
GM operates a two-tier on-call system: a 1st on-call tier comprising ten locality (‘tactical’) 
rotas based on legacy arrangements operated by the former clinical commissioning 
groups; and a 2nd on-call tier that provides executive (‘strategic’) cover, which is staffed 
by Chief Officers and other senior leads. 
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2.2. The reconfiguration of 1st on-call seeks to achieve a consistent approach to rota 
participation across NHS GM’s tactical tier, and the proposed changes also offer the 
potential for cost savings. The intention is to transition from the ten locality rotas to a 
model based upon four ‘sectors’ that mostly match the footprints of GM’s main providers 
of secondary care. A project group has been established and the implementation plan 
includes consulting with in-scope staff, developing an NHS GM on-call policy and taking 
the necessary steps to prepare rota participants. The current timeline for implementing 
changes to 1st on-call is by April 2025. 

Incidents and Exercises 

3.0 Thus far over the course of 2024, NHS GM staff have been involved in several incidents 
or situations that have prompted the stand up of incident management arrangements. 
These situations include further rounds of industrial action by junior doctors; disruption 
arising from the impacts of the global CloudStrike digital outage that affected several 
healthcare information systems; the disorder and community tensions that followed a 
mass stabbing in Southport; a rise in the number of measles cases; and localised IT 
outages, severe weather and incidents involving hazardous materials within GM. 

3.1. NHS GM staff have also taken part in several exercises, including a national 
communications cascade (Exercise Toucan), a national exercise for RAAC (reinforced 
autoclaved aerated concrete), hospital evacuation exercises (Exercise Dynamo – 
Northern Care Alliance), CoMAH (control of major accident hazards) exercises (Exercise 
Alamo, Exercise Knights of Ni, Exercise Big Rock) and a GM flooding exercise. 

Recommendations 

4.0 The Audit Committee is asked to: 

• Note the contents of the report. 
• Approve the NHS GM Incident Response Plan 

 
 



item 18 - NHS GM Incident Response Plan (OFFICIAL SENSITIVE) DRAFT.02 

Page | 0  
 

 

NHS Greater Manchester 
Incident Response Plan 
 
 
OFFICIAL SENSITIVE 
 
 
VERSION: DRAFT.02 



item 18 - NHS GM Incident Response Plan (OFFICIAL SENSITIVE) DRAFT.02 

Page | 1  
 

 
DOCUMENT CONTROL 
 
Title: NHS Greater Manchester (NHS GM) Incident Response Plan 

Owner: NHS GM Accountable Emergency Officer 

Author: Senior Emergency Preparedness, Resilience and Response Manager 

Approved by:  

Date approved: dd Month 2024 

Review date: dd Month 2025 

Audience: 

• NHS GM Strategic and Tactical Commanders 
• NHS EPRR team 
• NHS GM Communications team 
• Relevant NHS GM staff 
• GM System Coordination Centre staff 

Copy to: 

• NHS GM Intranet 
• NHS GM Governance Team 
• Greater Manchester Local Health Resilience Partnership 
• North West Integrated Care Boards 
• NHS England Regional EPRR Team 

Description: 

This plan sets out the incident response arrangements that NHS GM will 
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1. Introduction 

 
The NHS needs to plan for, respond to and recover from a wide range of incidents, emergencies 

or disruptive challenges that could impact on health or patient care. These range from extreme 

weather conditions to an outbreak of an infectious disease, or a major transport incident. The Civil 

Contingencies Act 2004 (CCA 2004), the NHS Act 2006 and the Health and Care Act 2022 require 

NHS England and NHS-funded organisations to demonstrate that they can deal with such 

incidents while maintaining services to patients. This programme of work is referred to in the health 

community as emergency preparedness, resilience and response (EPRR).  

 

During times of pressure and in response to incidents, NHS-funded organisations require a 

structured approach to support effective decision-making. This structure provides a clear 

leadership pathway with accountable decision-making in response to information about the 

incident. This approach to leadership is commonly known as ‘Command and Control’. 

 

NHS Greater Manchester (NHS GM) is a Category 1 Responder under the CCA. Category 1 

responders are those organisations at the core of emergency response and are subject to the full 

set of civil protection duties: 

• assess the risk of emergencies occurring and use this to inform contingency planning; 

• put in place emergency plans; 

• put in place business continuity management arrangements; 

• put in place arrangements to make information available to the public about civil 

protection matters and maintain arrangements to warn, inform and advise the public in 

the event of an emergency; 

• share information with other local responders to enhance co-ordination; and 

• co-operate with other local responders to enhance co-ordination and efficiency. 

NHS GM Commanders have access to multi-agency plans which may assist during the response 

and recovery phases of an incident. The full range of multi-agency plans are available on 

Resilience Direct and a selection of the plans most relevant to NHS GM Commanders can be 

accessed within folders on the EPRR Teams repository. 

 
2. Aim and Objectives 
 

The aim of the NHS Greater Manchester Incident Response Plan is to set out the process to be 

followed by NHS Greater Manchester Commanders and staff with functional roles when 

responding to and recovering from an incident.  
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The objectives of this plan are as follows:  

• ensure that NHS Greater Manchester complies with the statutory duties under the Civil 

Contingencies Act (2004) as a Category 1 responder;  

• provide clear guidance on roles and responsibilities in the event of an incident; 

• reduce, control, or mitigate as far as is practicably possible the effects of an incident on 

NHS Greater Manchester and the Greater Manchester health system; 

• ensure that staff are aware of the notification, activation, command and control structure, 

communication and recovery processes that will be implemented to manage the incident 

response; 

• provide information to staff to allow them to respond to and recover from an incident 

safely and effectively. 

In line with the NHS GM EPRR policy (section 4.6), this plan will be underpinned by applicable training 

needs analysis and relevant training and exercising for staff with a potential incident response role.  

 

3. NHS Incidents 
 

For the NHS, incidents are classed as either a Business Continuity, Critical or Major Incident. 

 

3.1 Incident Definitions 
 
Business Continuity A business continuity incident is an event or occurrence that 

disrupts, or might disrupt, an organisation’s normal service 

delivery, below acceptable predefined levels, where special 

arrangements are required to be implemented until services can 

return to an acceptable level. 

Critical Incident A critical incident is any localised incident where the level of 

disruption results in the organisation temporarily or permanently 

losing its ability to deliver critical services, patients may have 

been harmed or the environment is not safe requiring special 

measures and support from other agencies, to restore normal 

operating functions. 

Major Incident A major incident is any occurrence that presents a serious threat 

to the health of the community or causes such numbers or types 

of casualties, as to require special arrangements to be 

implemented. 
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Each type of incident listed above has the potential to impact upon service delivery within the NHS 

and / or may undermine public confidence and require contingency plans to be implemented. NHS 

organisations should seek to assess the severity of a situation before the declaration of a business 

continuity, critical or major incident. Based on this assessment, the person making the decision to 

declare an incident should be clear on what the declaration will achieve. 

 

3.2 Incident Levels 
 

The NHS England EPRR Framework identifies four levels of incident for the NHS, as described 

below. NHS incident levels are used to identify the extent of an incident as well as the respective 

roles for tiers within the NHS command structure. As an incident evolves, it may shift between 

incident levels. 

Incident 
Levels 

Description Coordinating 
Organisation 

Level 1  An incident that can be responded to and managed by an NHS-

funded organisation within its respective business as usual 

capabilities and business continuity plans 

Led by affected  

organisation with 

support from ICB  

(place) 

Level 2 An incident that requires the response of a number of NHS-funded 

organisations within an integrated care system (ICS) and NHS co-

ordination by the integrated care.  

Led by ICB with support 

from the NHS England 

Regional EPRR Team 

Level 3 An incident that requires a number of NHS-funded organisations 

within an NHS England region to respond.  NHS England to co-

ordinate the NHS response in collaboration with the ICB.  Support 

may be provided by the NHS England Incident Management 

Team  

(National). 

Led by NHS England 

North West Regional 

Team 

Level 4 An incident that requires NHS England national command and 

control to lead the NHS response. NHS England Incident 

Management Team (National) to co-ordinate the NHS response 

at the strategic level.  NHS England (Region) to co-ordinate the 

NHS response, in collaboration with the  

ICB, at the tactical level. 

Led by NHS England 

National Team 

 

 

NOTE: NHS England will take the lead on any incident which is terrorism related. NHS GM will 

support NHS England accordingly. 
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4. Notification and Activation 
 

In the event of an incident, it is possible that NHS GM may be notified by various stakeholders 

such as North West Ambulance Service (NWAS), NHS provider organisations, NHS England, NHS 

GM colleagues, multi-agency partners or media outlets. 

 

The primary route for notifying NHS GM Commanders of an incident is through the GM System 

Coordination Centre (SCC) Hub. The number for the GM SCC Hub is available in the Greater 

Manchester Major Incident Contacts Directory. 

 

Some agencies may utilise Resilience Direct to notify partner agencies of an incident. Please see 

section 7.2 Resilience Direct for more information.  

 

Activation: This plan may be activated in several ways to a potential or actual emergency: 

• in response to internal disruption or localised patient safety concerns resulting in declaration 

of a business continuity incident or a critical incident within a GM NHS-funded organisation 

that requires system coordination by NHS GM; 

• in order to establish coordination of the GM health and care system response to situations that 

negatively affect the delivery of critical services and patient care;  

• external alert of a major incident being declared that requires health representation at a multi-

agency Strategic Coordinating Group and/or a Tactical Coordinating Group; 

• external alert to a named operational response by Greater Manchester Police or NWAS that 

requires NHS GM involvement; 

• in response to a national or regional NHS England direction. 

NHS organisations, as well as the emergency services and partners such as local authorities, 

utilise standard messages when communicating information in relation to an incident, ensuring 

shared situational awareness and joint understanding of risk.  

 

The M/ETHANE model is an established reporting framework from the Joint Emergency Services 

Interoperability Principles (JESIP), which provides a common structure for responders and their 

Incident Coordination Centres to share incident information, typically major incidents. 
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Figure 1: METHANE model for shared situational awareness 
 

For incidents falling below the major incident threshold, ‘METHANE’ then becomes an ‘ETHANE’ 

message. During the decision-making process using the Joint Decision Model (section 5.4), there 

should be period consideration of the ‘M’ (representing ‘major incident’) by responders to establish 

whether a developing incident goes above the major incident threshold.  
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Major Incident standard notification messages to NHS organisations can be found below: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Information received regarding an incident will need to be assessed utilising the JESIP risk 

assessment tool (section 5.4.2) by NHS GM Commanders, and a decision made as to whether to 

activate this plan. This plan can be activated by an NHS Greater Manchester Chief Officer, 

Strategic Commander, Tactical Commander or the Accountable Emergency Officer (AEO). The 

decision, rationale and any subsequent actions must be logged within a Decision Log Book.  

 

Some emergencies may arise from sudden onset events with alerts to NHS organisations usually 

being cascaded by NWAS. Other incidents for the NHS, such as infectious disease outbreaks, 

may be declared without NWAS issuing an alert. 

Major incident – standby 
This alerts the NHS that a major incident may need to be declared 

Major incident standby is likely to involve the participating NHS 
organisations in making preparatory arrangements appropriate to 

the incident, whether it is a ‘big bang’ a ‘rising tide’ or a pre-planned 
event 

Major incident Declared – activate plan 
This alerts NHS organisations that they need to activate their plan 

and mobilise additional resources 
 

Major incident – cancelled 
This message cancels either 
of the first two messages at 

any time 

Major incident stand down 
All receiving hospitals are alerted as 
soon as all live casualties have been 

removed from the site. Where 
possible, the Ambulance Incident 

Commander will make it clear whether 
any casualties are still en-route.  

While ambulance services will notify 
the receiving hospitals(s) that the 

scene is clear of live casualties, it is 
the responsibility of each NHS 

organisation to assess when it is 
appropriate for them to stand down 

their own response 
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In the event of such an incident, the communication cascade mechanism should be via GM 

System Coordination Centre (SCC) Hub to the NHS GM Strategic/Tactical Commander who will 

ensure they notify, as required, GM NHS providers and/or NHS England North West. 

 

If appropriate, NHS England North West may assist NHS GM in implementing command and 

control mechanisms as well as the deployment of appropriate NHS resources should the response 

extend beyond the operational area of the Greater Manchester integrated care system. 

 

The incident response level may need to be escalated or de-escalated for several reasons, 

dependent on the type and duration of the incident. This decision must be made by the Strategic 

Commander, in conjunction with the relevant partner agencies to ensure a coordinated response.  

 

It should be recognised that following the de-escalation and stand down of an incident, both the 

incident consequences and the recovery period may continue for a protracted period, potentially 

extending to several years in the case of psychosocial support from NHS services to those affected 

by an incident. 
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A summary of the incident declaration, escalation and coordination processes for NHS GM is 

provided at Figure 2. 

 

 
Figure 2: Summary of incident declaration, escalation and coordination 
 

5. Command and Control 
 

The management of emergency response and recovery is undertaken at one or more of three 

ascending levels: Operational, Tactical and Strategic. The levels are defined by their functions 

rather than specific rank or grade. 
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5.1 Strategic 
The strategic level is to consider the incident in its wider context; determine longer term and wider 

impacts and risks with strategic implications; define and communicate the overarching strategy 

and objectives for the response; establish the framework, policy and parameters for the tactical 

level; and monitor the context, risks, impacts and progress towards defined objectives, utilising 

the Joint Decision Model (JDM). 

 

Please see section 5.4. Joint Decision Model for more information.  

 

NHS GM will have a Strategic Commander available 24/7. Strategic Commanders will be 

contactable via GM System Coordination Centre (SCC) Hub. Action Card 1 - Strategic 
Commander can be found in Appendix C. 
 

The Strategic Commander is responsible for agreeing the strategic aim and objectives of NHS 

GM’s response. Example objectives are listed below:  

• saving of life / lives; 

• maintenance of safe clinical practice and critical service provision across GM ICS; 

• protection of staff, assets and finances; 

• co-operation with other responders under the Civil Contingencies Act (2004) as a 

Category 1 responder; 

• provide command, control, and coordination as a health system leader across GM; 

• warn and inform the public. 

Once the aim and objectives have been agreed, this can be recorded as part of the strategy. 

Please see Appendix K for setting a strategy aid memoire.  
 

Note: The Strategic Commander will be the senior officer who represents the NHS during incidents 

that affect GM ICS. For example, the NHS GM Strategic Commander will attend the multi-agency 

Strategic Coordinating Group on behalf of the NHS and will also be responsible for liaising with 

NHS England North West. There should be liaison and information sharing, as appropriate, 

between NHS GM Strategic and Tactical roles. 

 

5.2 Tactical 
The tactical level ensure that the actions taken by the operational level are coordinated, coherent 

and integrated in order to achieve maximum effectiveness, efficiency and desired outcomes.  
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NHS GM will have Tactical Commanders available 24/7 covering GM localities. Tactical 

Commanders will be contactable via the GM System Coordination Centre (SCC) Hub.   

Action Card 2 – Tactical Commander can be found in Appendix D.  
 

The Tactical Commander is responsible for coordinating NHS GM response to incidents, including 

recovery, at a locality level. Tactical Commanders will utilise the Joint Decision Model (section 5.4) 

and will seek to deliver the strategy set by the Strategic Commander through development and 

implementation of tactical/locality actions. A template is available in Appendix D.  
 

Note: The Tactical Commander will represent NHS GM at locality level during incidents. For 

example, the NHS GM Tactical Commander will attend the multi-agency Tactical Coordinating 

Group on behalf of the NHS. The Tactical Commander will also liaise, as required, with locality 

partners. There should be liaison and information sharing, as appropriate, between NHS GM 

Strategic and Tactical roles. 

 

5.3 Operational 
 
Operational is the level at which the management of immediate ‘hands on’ work is undertaken.  

Operational Commanders will concentrate their effort and resources on the specific tasks within 

their geographical or functional area of responsibility. 

 

In the context of this plan, the operational element of incident response generally relates to the 

actions undertaken by GM NHS-funded organisations/providers. These organisations will 

implement internal command and control structures as appropriate to the incident. NHS GM liaison 

with providers will usually be undertaken by NHS GM Tactical Commanders. 

 
5.4 Joint Decision Model 
Commanders should use the JESIP Joint Decision Making (JDM) Model to help bring together the 

available information, reconcile objectives and make effective decisions. See Figure x. 
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Figure 3. JESIP Joint Decision Model 
 

5.4.1. Gather Information and Intelligence  
This element of the Joint Decision Model involves gathering and sharing information / intelligence 

to establish shared situational awareness. In any incident, no single responding organisation can 

appreciate the full dimensions of an emergency straight away. M/ETHANE alerts (section 4) are a 

structured and consistent method to collate and pass information between responding 

organisations. Sensitive data must be carefully considered before being shared with partner 

organisations. The Joint Decision Model can be used as a tool to guide decision making on what 

information can be released and who can receive it. 
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5.4.2. Assess threats and risks and develop a working strategy  
 

This element of the Joint Decision Model involves responders jointly assessing the situation, 

including any specific threats, hazards, and the risk of harm.  

 
Figure 4: JESIP risk assessment tool 
 
 
5.4.3. Consider powers, policies and procedures 
This element of the Joint Decision Model relates to any relevant laws, procedures or policies that 

may impact upon the response and the capabilities available to be deployed. Each organisation 

involved needs to be aware of resources (policies, powers, or procedures) that they have at their 

disposal which may be useful to assist during an incident. 

 

 

 



item 18 - NHS GM Incident Response Plan (OFFICIAL SENSITIVE) DRAFT.02 

Page | 16  
 

 

5.4.4. Identify options and contingencies 
There will almost always be more than one way to achieve the desired outcomes and responding 

organisations should work together to evaluate the range of options and contingencies. All options 

should be evaluated considering the following: 

Suitability Does it fit with the strategic direction? 

Feasibility  Can it be done with the available resources? 

Acceptability  Is it legal, morally defensible, and justifiable? 

 

5.4.5. Take action and review what happened  
Actions and the subsequent outcomes should be reviewed regularly. As information or intelligence 

becomes available or changes during the incident, responders should use the Joint Decision 

Model to inform their decision-making until the incident is resolved. Commanders should consider 

decision controls (see Figure x) to support and validate the decision-making process. 

 
Figure 5: JESIP decision controls aide memoire 
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6. Coordination 
 

In the event of an incident, there are a range groups that may established to support the 

coordination of incident response and recovery. 

 

6.1 NHS GM Incident Management Teams 
 
When an incident requires system (strategic) or locality (tactical) coordination, NHS GM will 

establish an Incident Management Team (IMT) to coordinate an effective response to the incident 

and to liaise with relevant stakeholders. Depending on the type, nature, complexity and duration 

of an incident, the IMT will include appropriate partners and those with functional roles for incident 

response. 

  

6.1.1 GM (Strategic) Health Coordination 
 

In the event of an incident requiring a coordinated NHS response across GM, the NHS GM 

Strategic Commander may convene a GM/strategic incident management team. If established, 

the NHS GM Strategic Commander will ensure relevant health partners and stakeholders are 

invited to participate to ensure an effective GM response and recovery to the incident. The GM 

IMT can be held virtually on Microsoft Team or in-person at NHS GM’s Incident Coordination 

Centre.  

 

Communication about a GM IMT can also be circulated to relevant stakeholders via the GM 

System Coordination Centre (SCC) Hub.  The NHS GM Strategic Commander (a Chief Officer or 

Director) is responsible for chairing the meeting and ensuring all decisions, actions and rationale 

are recorded as part of the group. During working hours, NHS GM EPRR Team are available to 

support the Commander with the coordination of the response.  

 

A suggested GM IMT membership and meeting agenda can be found at Appendix J. 
 

Note: If the incident is health-specific and goes beyond the geographical area of Greater 

Manchester (e.g. a Level 3 or Level 4 incident), NHS England will take a lead on coordinating the 

regional response. Any regional IMT will be in addition to incident coordination within Greater 

Manchester, and the NHS GM Strategic commander will be expected to represent NHS GM on 

regional meetings. 
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6.1.2 Locality (Tactical) Health Coordination 
 

In the event of an incident requiring a coordinated NHS response across a locality, or localities, 

the NHS GM Tactical Commander(s) may convene a locality/tactical incident management team. 

If established, the NHS GM Tactical Commander(s) will ensure relevant health partners and 

stakeholders are invited to participate to ensure an effective locality response and recovery to the 

incident. The locality IMT can be held virtually on Microsoft Teams or in-person at an appropriate 

location as agreed by the locality team. 

 

Communication about a locality IMT can also be circulated to relevant stakeholders via the GM 

System Coordination Centre (SCC) Hub.  The NHS GM Tactical Commander(s) is responsible for 

chairing the meeting and ensuring all decisions, actions and rationale are recorded as part of the 

group. During working hours, NHS GM EPRR Team are available to support the Commander with 

the coordination of the response. A suggested Locality IMT membership and meeting agenda can 

be found at Appendix J. 
 

6.2 Strategic Coordinating Group 
In the event of an incident having a significant impact, substantial resource implications or the 

potential to be a prolonged incident, it may be necessary for a Greater Manchester Strategic 

Coordinating Group (SCG) to be established, which will bring together the Strategic Commanders 

from relevant organisations across GM.  

 

NHS GM’s Strategic Commander is responsible for representing NHS GM at the SCG and will be 

empowered to make executive decisions on behalf of NHS GM.  

 

The SCG will take overall responsibility for the multi-agency incident management and establish 

a strategic framework. The SCG Chair, usually a senior police commander, will ensure a separate 

decision log and action tracker is maintained. The NHS GM Strategic Commander will record their 

own decisions, actions and rationale. 

 

Note: The SCG does not have the collective authority to issue commands to individual 

organisations and each organisation will maintain their own command and control arrangements. 

 

6.3 Tactical Coordinating Groups 
 

In the event of an incident requiring formal coordination at a tactical level, a Tactical Coordinating 

Group (TCG) will be established, bringing together the Tactical Commanders from the relevant 
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organisations. TCG meetings will normally be chaired by Greater Manchester Police or the 

designated lead agency e.g. Greater Manchester Fire and Rescue Service. 

 

The TCG will determine priorities for allocating resources, obtaining additional resources as 

required, assessing risk, planning and coordinating how and when tasks will be undertaken, and 

ensuring the health and safety of staff, patients and the public. The NHS GM Tactical Commander 

will represent NHS GM at TCG meetings and will establish if Operational Commanders (i.e. leads 

for NHS-funded organisations) have the capability and capacity to deliver effective incident 

response. To understand this, it may be necessary to convene a health locality incident 

management team (see section 6.1.2). 

 

Note: If the incident extends beyond a single locality, or if additional resources, expertise or 

coordination is required beyond the capability/capacity of the locality, escalation to the strategic 

level can made to explore options for additional support. 
 

6.4 Mutual Aid 
 

GM mutual aid 
When a GM NHS organisation experiences an emergency or incident that is beyond their 

capability or capacity to adequately respond, they may request assistance from other GM NHS 

organisations to meet incident demands. Requests for mutual aid can be made directly between 

a ‘receiving organisation’ and ‘supporting organisation(s)’ as described within the ‘Mutual Aid 

Agreement for EPRR between NHS GM and NHS organisations within Greater Manchester’. A 

summary of the process for requesting mutual aid between GM NHS organisations is provided at 

Appendix M. 
 

Cross-border mutual aid 
If mutual aid is required from a neighbouring ICB, the NHS Greater Manchester Strategic 

Commander may contact their counterpart in the neighbouring ICB or they can request mutual aid 

as part of regional coordination calls/meetings, if established. 

 

Military Aid to the Civil Authorities (MACA) 
When the NHS capacity to respond to an emergency has been exceeded, or if the NHS does not 

have the specific capability to deliver an appropriate response, requests for military support may 

be considered. These requests are referred to as Military Aid to the Civilian Authorities. (MACA). 
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In the event of NHS Greater Manchester requiring military aid to support incident response or 

recovery arrangements, the process for requesting MACA can be initiated by the NHS Greater 

Manchester Strategic Commander in liaison with the GM Strategic Coordinating Group and NHS 

England North West. Military aid could include staffing, equipment, technical support or supplies.  

 

MACA support is not guaranteed and may incur a charge. MACA requests for the NHS are made 

by NHS England (National) through the Department of Health and Social Care (DHSC) and require 

authorisation from a Health Minister prior to submission to the Ministry of Defence (MoD). If the 

NHS Greater Manchester Strategic Commander needs to place a MACA request, this must be 

done via NHS England Regional Team  

 

7. Communication 
 

Clear and consistent communication is an essential part of incident response. This involves 

communication internally within NHS GM, communication between NHS GM and health sector 

colleagues as well as communication between NHS GM and multi-agency partners and the public.  

 

NHS GM has a communications team who provide specialist communications and engagement 

support to the organisations. In-hours, this support is delivered by the wider communications team 

and out-of-hours there is a dedicated communications on-call rota to manage any urgent issues 

or enquiries, see details below: 

 

In hours  
Monday – Friday 09:00-17:00hrs  

Tel: 07815 655212  

email gmhscp.media@nhs.net 

Out of hours  
17:00-09:00hrs / Weekends  

Tel: 07815 655213  

email gmhscp.media@nhs.net 

 

The NHS GM communications lead (Communications Lead Action Card 4 – Appendix F) is 

responsible for coordinating the communications response to the incident and representing health 

at relevant coordination groups. The NHS GM communications lead will support the 

Strategic/Tactical Commander(s) to agree communications internally and externally. 

 

In the event of a multi-agency incident, communications will be managed jointly by responder 

agencies to ensure consistency. It is essential that the NHS GM communications lead is involved, 

as appropriate, with the multi-agency response and works collaboratively with relevant partners, 

including the regional NHS England communications team.  

 

mailto:gmhscp.media@nhs.net
mailto:gmhscp.media@nhs.net
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Note: In the event of an incident being terrorism-related, the Police will take the lead on the media 

response on behalf of multi-agency partners. NHS England will lead on behalf of health, supported 

by NHS GM. 

 

7.1 Single Point of Contact 
 
NHS GM has dedicated shared mailboxes which are accessible by NHS GM Commanders and 

the EPRR Team for use during an incident as the single point of contact (SPOC). This will support 

the changeover of staff responding to the incident and avoid any single points of failure / 

information being missed.  

 

These mailboxes will be utilised in the event of a Business Continuity, Critical or Major Incident 

being declared. 

 

7.2 Resilience Direct 
Resilience Direct is a communication tool which is security cleared to ‘Official Sensitive’ and is 

hosted by the Cabinet Office. It allows Category 1 and 2 responders, under the Civil Contingencies 

Act (2004), the ability to store and share information across multi-agency partners and 

geographical areas during the preparedness, response, and recovery phases.  

 

NHS GM Commanders and those with functional roles for incident response require Resilience 

Direct accounts to gain access to multi-agency plans as well as the ability to receive notifications 

via email, in the event of an incident, allowing for real time information sharing. Resilience Direct 

can be accessed by any device connected to the internet.  

 

7.3 Information Sharing 
NHS Greater Manchester, as a Category 1 responder under the Civil Contingencies Act (2004) 

has a duty to share information with other local responders to enhance coordination.  

 

Key documents relating to incident response can be accessed within the folders of a dedicated 

NHS GM EPRR channel on Microsoft Teams, which NHS GM Commanders have access to.  

 

7.4. Briefings / SITREPs 
NHS GM Commanders and those with functional roles for incident response must relay the 

decisions and actions required in a structured way. This ensures it is understood by those who 

are tasked with completing actions as part of the handover to another Commander.  
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There are two briefing tools which can be used: SBAR and IIMARCH. SBAR which covers 

Situation, Background, Assessment and Recommendation is a structured method for 

communicating critical information that requires immediate action contributing to effective, 

escalated, and increased patient safety (Appendix B).  
 

For handovers, Commanders should utilise IIMARCH covering Information, Intent, Method, 
Administration, Risk Assessment, Communications and Humanitarian Issues as it is a more 

detailed briefing tool (Appendix F).  

 

 
Figure 6: IIMARCH briefing model 
 

When using IIMARCH, it is helpful to consider the following:  

• Brevity is important - if it is not relevant, leave it out  

• Communicate using unambiguous language free from jargon and in terms people will 

understand 

• Check that others understand and explain if necessary  

• Consider whether an agreed information assessment tool or framework has been used 
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8. Record Keeping and Decision Logging 
 

Commanders are responsible for recording their decisions, actions and rationale in relation to the 

incident within a Decision Log Book, which can be accessed from the dedicated NHS GM EPRR 

channel on Microsoft Teams. 

 

Decision Log Books must be clear, intelligible, accurate and follow best practice, which is no 

‘ELBOW’: 

• No Erasures 

• No Leaves torn out 

• No Blank Spaces 

• No Overwriting 

• No Writing between lines 

During a business continuity, critical or major incident, Commanders may consider appointing a 

Loggist to assist with the accurate and contemporaneous recording of key decisions and actions 

and the rationale for them. NHS Greater Manchester will seek to establish a cadre of trained 

Loggists available on a best endeavours basis only.  

 

A Commander is responsible for maintaining their own decision log. Failure to keep a decision log 

could legally jeopardise the organisation’s ability to justify its actions in response to the incident.   

When maintaining a record of key decisions, Commanders should bear in mind the question, ‘Did 

the decision maker reach a reasonable decision at the time with information they had?’ rather than 

‘Did they make the right decision?’. This emphasises the importance of documenting the rationale 

for decisions. 

  

A written or electronic record is more reliable than memory alone. The following elements, if 

present, are likely to make a decision defensible: 

• all available information has been collected, recorded, and thoroughly evaluated; 

• policies and procedures have been followed; 

• reliable assessment methods have been used where available; 

• all reasonable steps have been taken and any information acted on; 

• practitioners and their managers have communicated with each other and with other 

agencies, been effective and proactive, and have adopted an investigative approach; 

and 

• decisions have been recorded (and subsequently carried out) 
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9. Incident Coordination Centre 
 

The Incident Coordination Centre (ICC) supports the Incident Management Team (IMT) to provide 

an enhanced level of operational support. It is widely recognised that the efficiency and 

effectiveness of an ICC is greatly improved through the utilisation of a formal structure. Benefits 

of this include: 

 

Unity of effort  All team members operate under a common list of objectives 

Accountability Everyone has a specific role for which they are 

Eliminates redundancy 
Clearly established division of labour eliminates duplication of 

effort. 

 

 

Depending on the nature of the incident, the ICC might be a physical location or remote. This will 

be a dynamic decision made by the NHS Greater Manchester Commanders. The primary and 

secondary ICCs for NHS Greater Manchester can be found below: 

 

Primary ICC 3 Piccadilly Place, 4th Floor, Rothay, Manchester, M1 3BN 

Secondary ICC Parkway 3, Ground Floor, Princess Road (A5103), M14 7LU 

 

In the event of a multi-agency response, a Tactical Coordinating Group (TCG) or Strategic 

Coordinating Group (SCG) may be stood up. The default location for in-person incident 

coordination for a multi-agency response in Greater Manchester will be the Force Command 

Module at Greater Manchester Police Headquarters, Northampton Road, Manchester M40 5BP. 

 
10. Stand Down 
 

The stand-down of a business continuity, critical or major incident response should prompt review 

of the incident response and impacts. 

 

10.1 Debriefs and Reports 
 

On stand down of a business continuity, critical or major incident, the debriefing process must be 

commenced to allow for lessons identified, notable practice and recommendations to be recorded 

and acted upon.  

 

NHS England EPRR Framework (2022) states that debriefs should be held as follows: 
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Hot Debrief  Immediately after the incident or period of duty, but within 48 

hours of stand down 

Structured Debrief  Within 28 days post incident 

Multi-Agency Debrief  Within eight weeks of the close of the incident (timing will be set 

by the lead organisation for the response) 

Post-Incident Reports  Within four weeks of the debrief  

 

 

Note: Debriefs should be facilitated by an appropriately trained member of staff who was not 

involved in the incident.  

 

Debriefs should be facilitated in a safe working environment and be attended by relevant staff 

involved in the response. The debrief process must provide support and identify employee health 

and wellbeing needs.   

 

Each organisation within the Integrated Care System should ensure local debriefing is undertaken 

in line with good practice and report back, as applicable, to the Local Health Resilience Partnership 

(LHRP) with the Post Incident-Reports which includes the subsequent learning, recommendations, 

and actions. Multi-agency lessons identified will be monitored as part of the LHRP governance 

structure and fed into an appropriate group of Greater Manchester Resilience Forum.  

 

10.2. Documentary Evidence and Retention  
 

Following an incident there may be internal investigations, external scrutiny and / or legal 

challenges made. These may include coroners’ inquests, public inquiries, criminal investigations, 

and civil action.  

 

When responding to an incident, all decisions made, actions taken and the rationale must be 

recorded and stored in a way that can be retrieved later to provide evidence. 

 

Decision Log Books and supporting evidence must be returned to the EPRR Team 

(gmss.eprr@nhs.net) as soon as practicable after the incident stand down. On receipt, the EPRR 

Team will store and record all documentation as is deemed appropriate.  

 

The NHS England EPRR Framework (2022) states that for declared business continuity, critical 

or major incidents, the minimum retention period is 30 years and there must be both paper and 
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electronic records. This includes Decision Log Books, incident related documentation including 

plans and organisational structures. 

 

10.3 Lessons Identified 
Throughout the incident, at whatever level, there will need to be an agreed process in place to 

evaluate the response and recovery effort and identify lessons. The Accountable Emergency 

Officer is responsible for activating the lessons identified process. The lessons identified process 

will be implemented at the start of the response and continue during and after the incident until all 

actions are completed.  

 

A separate lessons identified report will focus on areas where response improvements can be 

made in future. This report will include:  

• observations  

• action plan – recommendations, actions, timescales, owner. 

 

11. Recovery 
 

Following the stand-down of a business continuity, critical or major incident response, the 

command and control structures established will consider the impact that the incident has had on 

routine business across the Integrated Care System and as a result, may activate the NHS Greater 

Manchester business continuity arrangements to manage and monitor the post incident recovery 

phase.  

 

Recovery should be managed with adequate funding which is approved by the Strategic 

Commander, Accountable Emergency Officer or NHS Greater Manchester Board.  

 

The recovery phase stand down will not be declared until all disruption has been rectified, 

demands on services across the Integrated Care System have returned to business as usual and 

employee health and wellbeing support has been offered to all those affected.  

 

11.1 Staff Wellbeing 
 
Early consideration of the health and wellbeing of employees is essential. This includes ensuring 

adequate staffing resources are available to respond to the incident and staffing schedules are 

scheduled for pro-longed incidents. NHS Greater Manchester Occupational Health and Wellbeing 
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is provided by Stockport Foundation Trust.  Stockport Foundation trust provides access to early 

intervention advice and support from qualified Occupational Health Specialists.  

 

More information can be found on the staff intranet and referrals can be made by contacting 

People Services gmhscp.peopleservices@nhs.net  In addition, NHS Greater Manchester have 

Mental Health First Aiders (MHFA) who are trained to deliver Mental Health First Aid at times of 

crisis, focusing on psychological safety, providing information and emotional support.  

 

NICE Guidance on Post-Traumatic Stress Disorder indicates that in the first four weeks following 

a traumatic event, practical support, and information about how to cope over the following weeks 

is the most appropriate intervention.  

 
12. Equality and Health Inequality Considerations 
 

Promoting equality and addressing health inequalities are at the heart of NHS Greater 

Manchester’s values. The development NHS Greater Manchester’s EPRR policy and the 

processes described within this plan have been informed by the completion of a equality impact 

assessment. As part of this assessment we have:  

• given due regard to the need to eliminate discrimination, harassment and victimisation, 

to advance equality of opportunity and to foster good relations between people who 

share a relevant protected characteristic (as cited under the Equality Act 2010) and those 

who do not share it; and  

• given regard to the need to reduce inequalities between patients in access to, and 

outcomes from healthcare services and to ensure services are provided in an integrated 

way where this might reduce health inequalities.  

All supporting documentation developed under the EPRR policy and this plan has given due 

regard to health inequality and equality considerations of local populations during times of 

preparing for and responding to incidents.  

 

Health inequalities during an incident  
 

The impact and consequences of an incident will differ across society and its population groups. 

These differences can stem from a range of single factors, protected characteristic or 

combinations of these: for example, geographical locations, poverty, health status, age, ethnicity, 

disability and homelessness. It is vital to explicitly take these and other inequalities into account 

during a major incident.  

 

mailto:gmhscp.peopleservices@nhs.net
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Throughout the planning and implementation phase, the Accountable Emergency Officer will 

ensure inequalities and the needs of communities by protected characteristics, health 

requirements and the overall socio-economic and welfare conditions of its populations is 

considered when preparing for a range of incidents.  

 

Additionally, the Incident Commanders, as part of their role leading the response to an incident, 

will consider the impact of their decisions on health inequalities either within the existing population 

or on the community as a result of an incident. This, along with other decisions, should be 

appropriately recorded in incident logs along with the rationale underpinning the decision being 

made.  
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Appendix A: Incident Declaration and Coordination Summary 
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Appendix B: SBAR Reporting Template 
 

INCIDENT DECLARATION 

ORGANISATION: Organisation name DATE: DD-MMM-20XX TIME: HH:MM 

INCIDENT TYPE: 
Business Continuity Incident / Critical Incident / Major Incident 
(delete) 

LOCATION: Incident site(s) 

DECLARED BY: Name of Executive declaring incident, Job Title of declaring executive 

COMPLETED BY: Name of staff member completing declaration, Job Title of staff member completing declaration 

 
SBAR REPORT 

REPORT NUMBER: 00x 
If this SBAR follows a previous report, state date & time 
of this report 

DATE: DD-MMM-20XX TIME: HH:MM 

SITUATION 
 

BACKGROUND 
 

ASSESSMENT 
 

RECOMMENDATION 
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Appendix C: Strategic Commander Action Card 
Action Card 01 

NHS GM STRATEGIC COMMANDER 
Accountable to: NHS Greater Manchester Chief Executive 
Responsibilities 

• Provide strategic command for the NHS GM response to incidents and emergencies 

• Perform a dynamic risk assessment depending on the context of the overall situation 

• Oversee the operation of an NHS GM incident management team, if established 

• Receive assurance that required resources are secured 

• Agree aims and objectives for the incident and set a strategy 

• Approve situation reports, briefings, media and communications statements 

Initial actions 

• Start and maintain a personal log 

• Ensure NHS GM incident log is initiated 

• Decide or review the appropriate level and scale of the response 

• Attend applicable incident coordinating groups e.g. Strategic Coordinating Group (SCG) 

• If appropriate, establish an GM NHS incident management team (confirm location/time) 

• Appoint a Loggist to ensure key decisions are recorded 

• Chair the initial GM NHS incident management team meeting 

• Confirm an appropriate cadence of further GM coordination meetings 

• Seek to achieve coordination across GM localities and providers of NHS-funded services. 

• Liaise with the Tactical Commander(s), Communications Lead/team and/or System 

Coordination Centre (SCC) to agree regular briefings/SITREPs/updates 

• Ensure NHS England North West is informed, as appropriate 

Post incident 

• Agree NHS incident stand down and ensure this is communicated to key staff and 

stakeholders 

• Close incident log 

• Ensure post-incident debriefs are carried out and action log created from lessons identified 

• Ensure any post-incident recovery or remediation issues are addressed 

• Ensure post-incident report completed 

• Participate in applicable debriefs 
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Appendix D: Tactical Commander Action Card 
Action Card 02 

NHS GM TACTICAL COMMANDER 
Accountable to: NHS GM STRATEGIC COMMANDER 
Responsibilities 

• Provide tactical command for the locality NHS response to incidents and emergencies 

• Provide support to the strategic commander in response to a GM-wide incident 

• Perform a dynamic risk assessment depending on the context of the overall situation 

• Set up a locality incident management team and oversee its operation, if appropriate  

• Maintain regular dialogue with NHS GM Strategic Commander regarding progress of the 

incident and agree appropriate briefings/SITREPs/updates 

• Receive assurance that required resources are secured 

• Liaise with providers to complete situation reports, as required 

Initial actions 

• Start and maintain a personal log 

• Ensure a locality incident log is initiated 

• Decide or review the appropriate level and scale of the response 

• Set up the Locality IMT and confirm its location or via TEAMS 

• Chair the first incident locality NHS coordination meeting 

• Establish an appropriate cadence of locality coordination meetings 

• Liaise with NHS GM Strategic Commander regarding the progress of the incident and agree 

regular briefings/SITREPs/updates 

Post incident 

• Close incident log 

• Ensure post-incident debriefs are carried out and action log created from lessons identified 

• Ensure any post-incident recovery or remediation issues are addressed 

• Ensure post-incident report completed 

• Attend and contribute towards any debriefs that are held 
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Appendix E: Loggist Action Card 
Action Card 03 

NHS GM LOGGIST 
Accountable to: NHS GM STRATEGIC COMMANDER 
Responsibilities 

• Provide Loggist support to the NHS GM response to incidents and emergencies 

• Log key decisions, actions and rationale, as directed by the assigned Commander. 

• Follow best practice for decision logging, ‘No ELBOW’: 

• No Erasures 

• No Leaves torn out 

• No Blank spaces 

• No Overwriting 

• No Writing between lines 

Initial actions 

• Locate the decision log book 

• Start and maintain the decison log book 

• Log key decisions, actions, and rationale, as directed by the Commander. 

• Ensure the decision log is Clear, Intelligible and Accurate 

• Seek clarity for any entries that are not factual or clearly understandable i.e. the use of jargon 

• Review each entry with the Commander at a convenient time and add any additional 

information / missing information at the next available entry 

• Agree the entries on each page are a true and accurate record by both signing at the bottom 

of the page 

• Attach any supporting information which supports the decisions, actions and rationale as an 

appendix to the back of Decision Log Book 

• Prior to handover to another trained Loggist or closure of the Decision Log Book, ensure all 

entries logged are dated, timed and initialled as well as signed as a true record of events by 

the Commander and yourself 

• Return the Decision Log Book to the EPRR Team as soon as practicable 

Post incident 

• Attend and contribute towards any debriefs that are held, at the request of the Commander or 

EPRR Team 
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Appendix F: Comms Action Card 
Action Card 04 

NHS GM COMMUNICATIONS LEAD 
Accountable to: NHS GM STRATEGIC COMMANDER 
Responsibilities 

• Provide communications support for the NHS GM response to incidents and emergencies 

• Develop briefings, media and communications statements 

• Liaise with communications leads from relevant partner agencies and stakeholders 

Initial actions 

• Follow applicable actions described within the GM Communications Emergency Plan 

• Attend GM NHS incident management team meetings on behalf of Communications and 

Engagement function 

• Liaise with Communication Leads across the Greater Manchester health system to share 

situational awareness 

• Convene a Health Communications Cell for Greater Manchester, if required 

• Participate in multi-agency or regional communication cells, as appropriate 

• Ensure the press are briefed to direct all requests for interviews and photographs through the 

Communications Lead 

• Monitor social media reaction and advise the NHS GM Commanders accordingly 

• Liaise with NHS GM Strategic Commanders and Chief Officers regarding initial and 

subsequent media / press statements 

• Ensure all decisions, actions and rationale are recorded and submitted to the EPRR Team as 

soon as practicable after incident stand down 

Post incident 

• Attend and contribute towards any debriefs that are held, at the request of the Commander or 

EPRR Team 

  



item 18 - NHS GM Incident Response Plan (OFFICIAL SENSITIVE) DRAFT.02 

Page | 35  
 

Appendix G: NHS GM System Coordination Centre (SCC) Action Card 
Action Card 05 

NHS GM System Coordination Centre (SCC) 
Accountable to: NHS GM STRATEGIC COMMANDER 
Responsibilities 

• Provide updates and insights about the GM health system to NHS GM Strategic Commander 

in response to incidents and emergencies 

• Establish lines of communications with NHS providers to understand operational pressures, 

challenges or matters for escalation arising from the incident impacts 

• Support collation and coordination of SITREPs for the NHS GM localities and providers 

• Chair routine system calls with NHS providers to establish any wider system issues or 

concerns associated with the impacts of an incident 

Initial actions 

• Liaise with relevant NHS GM colleagues to help with the process of gaining situational 

awareness 

• Attend GM NHS incident management team meetings on behalf of GM System Coordination 

Centre function 

• Liaise with NHS providers across the Greater Manchester health system to contribute to the 

building of situational awareness 

Post incident 

• Attend and contribute towards any debriefs that are held, at the request of the NHS GM 

Strategic  Commander or EPRR Team 
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Appendix H: Situation Report (SitRep) Template 
 

NHS GM SitRep: page 1 of 2 
 

Note: Please complete all fields. If there is nothing to report, or the information request is not 
applicable, please insert NIL or N/A. 

Reporting organisation:  Date: 
(dd-mm-yy)  

Reporting officer:  
(Name )  Time: 

(hh:mm)  

Title & telephone number: 
(Reporting officer )  

Email address:  
Authorised for release by: 
(Name & title)  

 

Exact location of incident  

Type of incident (Name)  

Resources deployed1                  
(e.g. Ambulance, Air 
Ambulance, HART) 

 

Incident casualties2 Location P1 P2 P3 P4 Disch’d Dead 

Pre-Hospital:        

List of Receiving Hospitals            Location P1 P2 P3 P4 Disch’d Dead3 

Hospital # 1:        

Hospital # 2:        

Hospital # 3:        

Hospital # 4:        

Total at Receiving Hospitals                     

Impact on Critical Functions4   
 
 
 
 

Capacity Issues5a  
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Capability Issues5b (e.g. major 
trauma, burns) 

 
 
 
 
 

Impact on business as normal6  
 
 
 
 

Mutual Aid Request Made (Y/N) 7  
 
 
 

Current / Potential Media 
Messages8 
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Appendix I: IIMARCH Briefing Template 
The IIMARCH template below may help commanders in preparing a brief. When using IIMARCH, 

it is helpful to consider the following: 

• Brevity is important - if it is not relevant, leave it out 

• Communicate using unambiguous language free from jargon and in terms people will 

understand 

• Check that others understand and explain if necessary 

• Consider whether an agreed information assessment tool or framework has been used 

Element Key questions and considerations Action 

I 

Information 
What, where, when, how, how 
many, so what, what might? 
Timeline and history (if applicable), 
key facts reported using M/ETHANE 

 

I 

Intent 
Why are we here, what are we 
trying to achieve? 
Strategic aim and objectives, joint 
working strategy 

 

M 

Method 
How are we going to do it? 
Command, control and co-ordination 
arrangements, tactical and operational 
policy and plans, contingency plans 
 

 

A 

Administration 
What is required for effective, 
efficient and safe implementation? 
Identification of commanders, tasking, 
timing, decision logs, equipment, 
dress code, PPE, welfare, food, 
logistics 
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Element Key questions and considerations Action 

R 

Risk assessment 
What are the relevant risks, and 
what measures are required to 
mitigate them? 
Risk assessments (dynamic and 
analytical) should be shared to 
establish a joint understanding of risk.  
Risks should be reduced to the lowest 
reasonably practicable level by taking 
preventative measures, in order of 
priority. Consider the hierarchy of 
controls. 
Consider Decision Controls 

 

C 
 
 

Communications 
How are we going to initiate and 
maintain communications with all 
partners and interested parties? 
Radio call signs, other means of 
communication, understanding of 
inter-agency communications, 
information assessment, media 
handling and joint media strategy 
 

 

H 

Humanitarian issues 
What humanitarian assistance and 
human rights issues arise or may 
arise from this event and the 
response to it? 
Requirement for humanitarian 
assistance, information sharing and 
disclosure, potential impacts on 
individuals’ human rights 
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Appendix J: Incident Management Team (IMT) membership and agenda 
 

IMT Membership 
 

Membership of an NHS GM Incident Management Team will be determined by the responsible 
NHS GM Strategic Commander (Chief Officer or appropriate Director).  

 
Suggested (Core) Membership  

• NHS GM (Strategic/Tactical Commander) 
• NHS GM Locality (on Call) 
• Acute Trusts 
• Community services 
• Mental health services 
• Primary care (General Practice, pharmacy, optometry, GP out-of-hours) 
• Local Authority social care  
• Communications Lead 

 
Additional Members 

• NHS GM EPRR Manager 
• Health Protection Lead 
• Human Resources 
• Finance 
• Other partners (GM Police, NWAS, GMFRS, Voluntary Organisations) 

 
Objectives of the Incident Management Team (IMT)   
 
 The IMT’s primary objectives are:  
 

• Saving and protecting human life  
• Containing the scale and nature of the incident  
• Relieving suffering  
• Establishing effective local incident management arrangements for NHS organisations 
• Identifying and supporting vulnerable people  
• Maintaining critical healthcare services 
• As far as is reasonably practicable, protecting NHS property  
• Assist in providing the public with clear, accurate and timely information relevant to public 

health and safety  
• Considering business continuity issues with an impact upon NHS services 
• Promoting self-help and recovery  
• Facilitating a return to business as usual as soon as is reasonable practicable  
• Evaluating the incident and the NHS response to it 
• Capturing and identifying lessons to be learnt and actioning these across the health 

economy 
 
IMT Roles and Responsibilities  
 
 The IMT will have the following roles and responsibilities: 
 

• Advise healthcare responders of the emergency, major incident or critical incident as 
necessary 

• Assess the scale of the incident or emergency and the impact on the local health economy 
• Establish the health incident management and coordination structure  
• Ratify and review progress of other response plans, if in use  
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• Establish its own incident management level within a wider coordination framework (e.g. 
Operational, Tactical or Strategic).  

• Ensure adequate audit trails are in place for the recording of the incident strategy, 
objectives and all decisions as appropriate 

• Ensure accurate logging is maintained at incident level and at personal level, if required  
• Assess resource implications and consider mobilisation issues  
• Ensure appropriate financial controls are in place  
• Provide updates and liaise with NHS England, as required 
• Consider requesting formation of GM Strategic Coordinating Group, if appropriate  
• Consider potential recovery issues  
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Appendix J (continued): Incident Management Team (IMT) membership and agenda 

 
IMT Meeting Agenda 

Time/Date 
Venue/TEAMS details 

 
1. Current situation overview 

 
2. Impacts on patients, NHS services, staff welfare 

 
3. Current wider NHS / multi-agency command arrangements 
 
4. Communications 

• Reporting arrangements (NHSE / DHSC / SCG)  

• Public information and media strategy  

• Internal NHS GM communications and staff briefings 

• Liaison with partners and other responders 

 

5. Staff and resources required, including authorisation of expenditure 
 

6. Horizon scanning 
 

7. AGREE 

• NHS COMMAND ARRANGEMENTS 

• NHS STRATEGY AND/OR OBJECTIVES (depending on level of incident) 

• NHS ACTIONS 

• Cadence of IMT meetings (linked to SCG and/or regional cadence if established) 

 

8. Next meeting 
 

Note: Ensure an attendance sheet is completed for every meeting detailing who was present 

and which role they performed. 
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Appendix K: Setting Strategy Aide Memoire 
 

S Strategy What is the plan for now and next few hours / days? 

 

T Tactical Have you got all you need in place to achieve your objectives? 

Any gaps? 

R Resources Do you have everything you need now and in the near future? 

(People, assets, mutual aid)  

A Anticipate What is the extent or length of the incident? When will you 

transition to recovery? 

T Truth Be honest about any issues encountered and identify solutions 

E Experts Have access to knowledgeable staff/ organisations to support 

G Geography Be cognisant of geographical boundaries 

 

I Information Establish key facts for situational awareness 

 

C Costs and  
Communication 
 

Record costs 

Identify what needs communicating to responders, staff, the public 

and NHS England Regional / National 
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Appendix L: Strategic / Tactical Plan Template 
 

STRATEGIC / TACTICAL PLAN  
Date: Time: Strategic/Tactical: 
 
 
 
 
 
 
 
 

Item Topic Notes Lead 
1 Welcome & Introductions 

(Confirm attendees. note 
absences and any required follow 
ups) 

  

2 Gather Information & Intelligence 
Situational Awareness - current intelligence from notifying organisation and 
position 

M Major Incident?  

Standby or Declared? 
 
 

E Exact Location  
T Type of Incident  
H Hazards  
A Access & Egress  
N Number& Type of  

Casualties 

 

E Emergency Services  

present, required 

 

Additional information and  
intelligence available? 
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3 Assess Risks & Develop a working strategy 

Identify risks: 
 
 
 

 

Agreed an aim: 
 
 
 

 

Agree supporting objectives: 
 
 
 

 

4 Powers, Policies & Procedures 
Consider Legal and 

Regulatory Requirements? 

 

What emergency plans, 

procedures or SOPS are we  

working to?  

 

What else is available for us to 

use? 

 

5 Identify Options & Contingencies 
Identify and confirm immediate 

actions to be taken. 

 

Identify what you expect to happen 

as a result of those actions and by 

when (to allow you to review 

effectiveness) 

 

Confirm and document who is  

responsible for undertaking those 

actions and in what timeframe. 

 

If activating full plan – confirm  

expectations and ask of tactical 

group 
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6 Take Action & Review What Happened 

Set meetings cadence – Confirm 

time and date of next call – this will 

vary depending on the nature of an 

incident, may be as soon as an 

hour post this call. Do we need to 

establish a reporting timescale with 

wider partners? 

 

ACTION Action Agreed  
 

Rationale Action 
owner 

Timescale  
for 
completion 

1     
2     
3     
4     
5     
6     
7     
8     
9     

10     
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Appendix M: Summary of Mutual Aid Process for Greater Manchester (GM) NHS 
Organisations 
Process Outline 

 
Process Steps 

 
 

 
 

Consider A.I.D. Request & 
Notify

Liaise & 
Update

1. Consider A.I.D. [in response to a major incident or critical incident or business continuity 
incident] 

A Assess the impacts, actual or potential, of the situation 

giving rise to a need for external support Note: Pressures and operational difficulties that 

do not require external support should be 

managed as part of organisational business as 

usual using business continuity management 

rather than through mutual aid  

I Identify the specific resource requirements for external 

support  

D Decide which signatory organisation(s) may be able to 

offer the identified support 

2. Request & Notify [Receiving organisation] 

Request 

a) Receiving organisation (RO) Director contacts Director(s) in potential supporting organisation(s) to request 
formal mutual aid 

b) If agreement for support is reached, RO Director submits Mutual Aid Request form to supporting 
organisation(s) – if agreement is not reached, the RO Director should liaise with other signatory 
organisations, as appropriate  

Notify 
c) RO Director notifies relevant NHS GM Locality* or NHS GM** of the mutual aid request 
**  for incidents impacting upon a single health economy / critical incident 
**  for incidents affecting more than a single health economy / major incident 

3. Liaise & Update [Receiving and supporting organisations] 

Liaise 

a) RO Director and Director(s) in potential supporting organisation(s) liaise to identify and deploy resources, 

appointing ‘Resource Officers’ in their respective organisations and agreeing a ‘focal point’ (designated 

location/point of contact) within the receiving organisation 

b) Resource Officers monitor the situation and the deployment of resources with a view to continuing, 

reducing or terminating aid, as appropriate 

Update 
c) Resource Officers update their respective Directors 

d) Host Resource Officer updates NHS GM Locality or NHS GM, as required  
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Executive summary 

The NHS GM Corporate team presents three 
policies for approval by the Audit Committee 
in line with the Scheme of Delegation. 
 
The Health and Safety Policy and the Policy 
Framework are new policies which have been 
developed to provide clarity and oversight 
over the responsibilities of NHS GM 
employees in the respective areas. 
 
The Conflict of Interest Policy is an updated 
NHS GM policy that has been refreshed in 
line with national NHS E guidance. 
 

The benefits that the population of Greater 
Manchester will experience. 

The policies will provide a clear way of 
working and managing issues within NHS GM 
as a workplace. 
 
The COI policy will benefit the population of 
GM as it will ensure that NHS business is 
conducted to the highest standards. 
 
The H&S policy seeks to protect the health, 
safety, and welfare of staff and partners whilst 
working for the NHS. This will benefit the 
population as the majority of NHS GM staff 
are also residents. 
 

How health inequalities will be reduced in  
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
  

Greater Manchester’s communities.  
 
 

The decision to be made and/or input 
sought 

Approval of the three policies, which can then 
be implemented across NHS GM 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

These policies can improve the quality of 
work, increase the successful achievement of 
objectives and support patient safety, quality 
and experience 

Key milestones 

Once ratified by the Audit Committee, the 
Conflicts of Interest Policy will be 
recommended for approval by the NHS GM 
Board. The Health and Safety Policy and 
Policy Framework can be approved by the 
Audit Committee. 
 
Once approved, they will be published on the 
NHS GM website/intranet and rolled out to all 
staff for implementation.  

Leadership and governance arrangements 
The Policy Review Group has reviewed the 
three policies and recommended them for 
approval by the Audit Committee 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

 
 
EIAs will be completed for each of the 
policies. 
 

Table 1 - core information relating to the content and creation of paper 
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Introduction 
The NHS Greater Manchester (GM) Corporate Governance team presents three corporate 
policies for ratification by the Audit Committee:  

• Conflict of Interest Policy 
• Health and Safety Policy and 
• Policy Framework 
 

Equality Impact Assessments will be completed for each of the above. 

1.0  Conflict of Interest 

1.1 The Conflict of Interest Policy was initially drafted at the launch of NHS GM.  

1.2 NHS England has produced national updated Governance Guidance which included 
some minor amends and updates to the Conflict of Interest Policy. These have been 
enacted in the Conflict of Interest Policy presented to the Audit Committee for 
ratification. 

1.3 By way of a short summary, the changes to the policy are noted below: 

• Section 4.5 – added specific reference to directorships 

• Section 5.11 – added The Health Care Services (Provider Selection Regime) 
Regulations 2023 and up to October 2024 the Public Contracts Regulations 2015 
(PCR 2015) 

• Section 20.9 – added The Health Care Services (Provider Selection Regime) 
Regulations 2023 and up to October 2024 the Public Contracts Regulations 2015 
(PCR 2015) 

• Section 20.13 (and 20.13.1/2) added specific wording re: managing conflicts of 
interest amongst non-NHS GM staff when making direct awards  

• Section 25.1 – added reference to committee/board members and the monitoring 
of mandatory training compliance via internal audit 

1.4 Other minor factual amends have been made to accurately reflect the governance 
arrangements in place within NHS GM. 

2.0  Health and Safety Policy  

2.1 Under the Health and Safety at Work Act 1974, NHS GM has a legal duty to ensure, so 
far as is reasonably practicable, the health, safety, and welfare of all its employees and 
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has the same duty towards patients, members of the public, contractors, and other 
persons affected by its activities. 

2.2 The Health and Safety Policy is applicable to all staff and partners whilst working for 
NHS GM, including working from home, using NHS GM premises and working within 
other partner premises. It has been established to protect their health, safety, and 
welfare. 

2.3 This new policy has been developed in conjunction with the Health, Safety and Security 
Lead, Trade Union Representatives, People Services and Corporate Services. 

3.0  Policy Framework 

3.1 The Policy Framework was established to ensure robust governance and allow NHS GM 
to lead on good practice regarding the drafting and implementation of formal policies.  

3.2 It is recognised that policies are required to communicate standard ways of working and 
help to clarify strategic and operational requirements and ensure consistency within day-
to-day actions. Furthermore, when appropriately developed and adopted, policies can 
improve the quality of work, increase the successful achievement of objectives and 
support patient safety, quality and experience.  

3.3 A common policy format and approval structure will help to ensure that policies and 
related procedures are kept current and reflect an organisational approach. It will also 
avoid confusion and assist employees to readily access information within the document 
in a consistent manner.  

Recommendations 

4.0 The Audit Committee is asked to: 

• Review the proposed policies 
• Approve the Health and Safety Policy and Policy Framework in line with the 

Scheme of Delegation 
• Ratify and recommend for final approval the Conflicts of Interest Policy by NHS 

GM Board for implementation across NHS GM. 
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1. Introduction 
 

1.1 NHS Greater Manchester (NHS GM) is the organisation that leads the commissioning of health, 
social care and public health services in Greater Manchester.  

 
1.2 This policy should be read for guidance and the principles of managing Conflict of Interest.  

 
1.3 NHS GM, and the people who work with and for us, collaborate closely with other organisations 

in commissioning and delivering high quality services for Greater Manchester residents.  
 

1.4 These partnerships have many benefits and should help ensure that public money is spent 
efficiently and wisely. But there is a risk that conflicts of interest may arise. 

 
1.5 Providing best value for taxpayers and ensuring that decisions are taken transparently and 

clearly, are both key principles in the NHS Constitution.  We are committed to maximising our 
resources for the benefit of the whole community.  As an organisation and as individuals, we 
have a duty to ensure that all our dealings are conducted to the highest standards of integrity 
and that NHS monies are used wisely so that we are using our finite resources in the best 
interests of residents. 

 
1.6 NHS GM will, at all times, observe accepted principles of good governance in the way it conducts 

its business, including the highest standards of propriety involving impartiality, integrity and 
objectivity in relation to the joint stewardship of public funds, the management of the organisation 
and the conduct of its business.  

 
1.7 Not all conflicts of interest are financial, and having a conflict does not mean that an individual 

will not act appropriately; however, there is a responsibility to prevent the occurrence of conflicts 
of interest and to minimise their impact when they do occur.  

 
1.8 In this policy we refer to staff as all NHS GM staff and others who work collaboratively with or for 

NHS GM. 
 

2. Status 
 

2.1 This policy is a Corporate policy. 
 

 
3. Purpose & Scope 

 
3.1 This policy addresses perceived and actual conflicts of interest relating to NHS GM staff. It sets 

out how these conflicts should be prevented and managed when they do occur, in addition to how 
offers of gifts, hospitality and commercial sponsorship should be managed.  

 
3.2 This policy will help our staff manage conflicts of interest risks effectively. It: 

• Introduces consistent principles and rules;  
• Provides simple advice about what to do in common situations; 
• Supports good judgement about how to approach and manage interests.  

 
3.3 This policy also briefly addresses issues relating to outside employment and personal conduct as 

well as anti-fraud and whistleblowing. 
 

3.4 This policy should be considered alongside these other organisational policies: 
• NHS GM Freedom to Speak Up Policy (Including Whistleblowing) 



 

• NHS GM Disciplinary Policy 
• NHS GM Procurement Policy 
• NHS GM Local Anti-Fraud, Bribery and Corruption Policy 

 
3.5 Those who make decisions where they are acting on behalf of the public or spending public money 

should observe the principles of good governance in the way they do business. The policy applies 
principles of good governance and includes those set out in the following: 

• The Seven Principles of Public Life (known as the Nolan Principles) 
• The Good Governance Standards of Public Services 
• The Seven Key Principles of the NHS Constitution  
• The Equality Act 2010 
• The UK Corporate Governance Code 
• Standards for members of NHS Boards  
• NHS GM Constitution 

 
3.6 Adhering to this policy will help to ensure that we use NHS money wisely, providing best value for 

taxpayers and accountability to our patients for the decisions we take. 
 

As a member of staff you should… As an organisation we will… 
• Familiarise yourself with this policy and follow it.  

Refer to the guidance for the rationale behind this 

policy 

https://www.england.nhs.uk/publication/managing-

conflicts-of-interest-in-the-nhs-guidance-for-staff-

and-organisations/  

• Use your common sense and judgement to 

consider whether the interests you have could 

affect the way taxpayers’ money is spent 

• Regularly consider what interests you have and 

declare these as they arise. If in doubt, declare. 

• NOT misuse your position to further your own 

interests or those close to you 

• NOT be influenced, or give the impression that 

you have been influenced, by outside interests 

• NOT allow outside interests you have to 

inappropriately affect the decisions you make 

when using taxpayers’ money 

• Ensure that this policy and supporting 

processes are clear and help staff 

understand what they need to do. 

• Identify a team or individual with 

responsibility for: 

o Keeping this policy under review to 

ensure it is in line with the guidance. 

o Providing advice, training and support 

for staff on how interests should be 

managed. 

o Maintaining register(s) of interests. 

• Reviewing the Conflicts of Interest Policy 

annually. 

NOT avoid managing conflicts of interest. 

• NOT interpret this policy in a way which 

stifles collaboration and innovation with 

our partners 

 
 
 
 
 

https://www.england.nhs.uk/publication/managing-conflicts-of-interest-in-the-nhs-guidance-for-staff-and-organisations/
https://www.england.nhs.uk/publication/managing-conflicts-of-interest-in-the-nhs-guidance-for-staff-and-organisations/
https://www.england.nhs.uk/publication/managing-conflicts-of-interest-in-the-nhs-guidance-for-staff-and-organisations/


 

4. Definitions 
 
 

4.1 A ‘conflict of interest’ is: “A set of circumstances by which a reasonable person would consider 
that an individual’s ability to apply judgement or act, in the context of delivering, commissioning, 
or assuring taxpayer funded health and care services is, or could be, impaired or influenced by 
another interest they hold.” 

 
4.2 A conflict of interest may be: 

• Actual – there is a material conflict between one or more interests 
• Potential – there is the possibility of a material conflict between one or more interests in 

the future  
• Perceived 

 
4.3 Staff may hold interests for which they cannot see potential conflict. However, caution is always 

advisable because others may see it differently and perceived conflicts of interest can be 
damaging. All interests should be declared where there is a risk of perceived improper conduct. 

 
4.4 Conflicts of interest can arise in many situations and environment throughout the commissioning 

and delivery of health and care services. environments and forms of commissioning. 
 

4.5 Interests fall into the following categories: 
• Financial interests - Where an individual may get direct financial benefit from the 

consequences of a decision, they are involved in making. 
• Non-financial professional interests - Where an individual may obtain a non-financial 

professional benefit from the consequences of a decision they are involved in making, 
such as increasing their professional reputation or status or promoting their professional 
career. This includes directorships. 

• Non-financial personal interests - Where an individual may benefit personally in ways 
which are not directly linked to their professional career and do not give rise to a direct 
financial benefit. 

• Indirect interests - Where an individual has a close association  with another individual 
who has a financial interest, a non-financial professional interest or a non-financial 
personal interest in a commissioning decision (as those categories are described above). 

 
4.6 At NHS GM we use the skills of many different people, all of whom are vital to our work. This 

includes people on differing employment terms, who for the purposes of this policy we refer to as 
‘staff’ and are listed below: 

• All salaried staff 
• Salaried staff who operate in the scope of the single commissioning function created by 

NHS GM 
• Prospective staff – who are part-way through recruitment to the single commissioning 

function 
• Contractors and sub-contractors 
• Agency staff 
• Board Members 
• Committee, sub-committee and advisory group members (who may not be directly 

employed or engaged by the organisation). 
 

5. Responsibility 
 

5.1 Chief Executive - the Chief Executive is ultimately responsible for ensuring that all processes in 



 

managing conflicts of interest are maintained and followed as appropriate. 
 

5.2 Lay and “Non-Executive” Members - such members of Boards and Committees play a critical role 
in NHS GM, providing scrutiny, challenge and an independent voice in support of robust and 
transparent decision-making and management of conflicts of interest. 

 
5.3 Conflicts of Interest Guardian in line with the Statutory Guidance, NHS GM will also designate the 

Chair of its Audit Committee as a Conflict of Interest Guardian. 
 

5.4 The Conflicts of Interest Guardian is responsible for supporting the rigorous application of conflict 
of interest policies and principles and to provide independent judgement where there are any 
queries about conflicts of interest. 

 
5.5 The Conflicts of Interest Guardian will be supported by the Executive responsible for Governance 

and Corporate Governance Team regarding the day-to-day management of conflicts of interest 
matters and queries. 

 
5.6 The Conflicts of Interest Guardian, in collaboration with the Corporate Governance Team, will: 

• Act as a conduit for GP practice staff, members of the public, and healthcare 
professionals who have any concerns with regards to conflicts of interest; 

• Be a safe point of contact for staff or workers of NHS GM to raise any concerns in relation 
to this policy; 

• Support the rigorous application of conflict of interest principles and policies; 
• Provide independent advice and judgement where there is any doubt about how to apply 

conflicts of interest policies and principles in an individual situation; and 
• Provide advice on minimising the risks of conflicts of interest. 

 
5.7 Committee Chairs - the Chairs of the Board, its committees, sub-committees or groups, have 

ultimate responsibility in meetings for deciding whether there is a conflict of interest and for taking 
the appropriate course of action in order to manage the conflict of interest.  They should ensure 
that meetings are conducted with due consideration of conflicts of interests, and that declaration 
of any occurs at the outset of all meetings. They are further responsible for ensuring that conflicts 
they are made aware of are managed in that meeting and appropriately recorded. (see section 
83 below). 

 
5.8 Corporate Governance Team will provide a “Declaration of Interest Checklist” for Chairs, with the 

support of the relevant Lead Officer and Corporate Governance colleague, to have a register of 
declared interests in advance of the meeting and follow the process for declaring interests in the 
meeting. 

 
5.9 Lead Officer for each Committee - each Committee/ sub-committee will have a lead officer who 

will work with the Chair to ensure Conflicts of Interest are appropriately managed within the 
business of the Committee. 

 
5.10 Commissioning, Procurement and Project Managers - Conflicts of interest need to be managed 

appropriately throughout the whole commissioning, procurement or project cycle.   
 

5.11 NHS GM will comply with two regimes of procurement law and regulation when commissioning 
healthcare and Non-Healthcare services: The Health Care Services (Provider Selection Regime) 
Regulations 2023 and up to October 2024 the Public Contracts Regulations 2015 (PCR 2015). 

 
5.12 NHS GM will maintain and publish a register of procurement decisions. 

 



 

5.13 Corporate Governance Team - under the guidance of the and governance lead,  the Corporate 
Governance Team will provide general advice and support relating to this policy to Members, 
Chairs and members of Boards and Committees, the Conflicts of Interest Champions, managers 
and staff and Conflict of Interest Guardian. The Team will ensure declarations of interest and gifts 
and hospitality are made and regularly confirmed or updated. They will also maintain, and publish 
as appropriate, registers of interests, and gifts, hospitality or sponsorship. 

 
5.14 Staff - everyone in NHS GM has responsibility to appropriately manage conflicts of interest. All 

staff must comply with this policy, declaring all interests as they arise, and ensuring the public 
good is placed ahead of private gain at all times. All members of staff are responsible for ensuring 
conflicts of interests arising in their work are recorded and managed in accordance with this policy. 
This responsibility extends to those working for other organisations on behalf of the single 
commissioning function. 

 

Decision Making Staff 

5.15 Some staff are more likely than others to have a decision-making influence on the use of 
taxpayers’ money, because of the requirements of their role. For the purposes of this policy these 
people are referred to as ‘decision making staff.’ 

 
5.16 Decision making staff in this organisation are:  

Directors and lay members and equivalent roles who have decision making roles which involve 
the spending of taxpayers’ money: 

• Members of committees which contribute to direct or delegated decision making on the 
commissioning or provision of taxpayer funded services; 

• Those at Agenda for Change band 8d and above; 
• Management, administrative and clinical staff who have the power to enter into contracts 

on behalf of their organisation; and 
• Management, administrative and clinical staff involved in decision making concerning 

the commissioning of services, purchasing of good, medicines, medical devices or 
equipment, and formulary decisions.  

 
 

6. Identification, declaration and review of interests (including gifts and hospitality)  
 

Identification & declaration of interests  

6.1 All staff should identify and declare material interests at the earliest opportunity, and in any event 
within 28 days.  The Corporate Governance Team will record the interest in the registers as soon 
as they become aware of any interests. If staff are in any doubt as to whether an interest is 
material, then they should declare it, so that it can be considered. Declarations should be made: 

• On appointment with the organisation 
• At meetings – declarations of interests will be a standing agenda item  
• When prompted by the organisation 
• When staff move to a new role, or their responsibilities change significantly; 
• At the beginning of a new project/piece of work; 
• As soon as circumstances change and new interests arise (for instance, in a meeting 

when interests staff hold are relevant to the matters in discussion). 
 

6.2 Committee members who declare a new interest as it arises should share this information at the 
next committee meeting. 

 



 

6.3 The NHS GM declaration of interest(s) form is available from the Corporate Governance Team 
and on the NHS GM intranet. 

 
6.4 Declarations should be made to the Corporate Governance Team.  

 
6.5 If an individual is unsure as to whether an interest should be declared then that individual should 

seek advice from a Conflicts of Interest Guardian, the Corporate Governance Team or from the 
Committee Chair as appropriate. 

 
6.6 After expiry, an interest will remain on the public register(s) for a minimum of 6 months from the 

date of expiry or until the end of the financial year (whichever is longer) and on the privately held 
(unpublished) register of historic interests for a minimum of 6 years. 

 
7.  Proactive review of interests 

 
7.1 We will prompt staff annually to review declarations they have made and, as appropriate, update 

them or make a nil return. This process will be led by the Corporate Governance Team.   
 

8. Declarations of interest in meetings 
 

8.1 The Chair should consider ahead of meetings which conflicts are likely to arise and how they 
should be managed, including taking steps to ensure that supporting papers for the particular 
agenda items are not sent to the conflicted individuals in advance of the meeting. The Chair will 
have access to the declarations of conflicts checklist prior to the meeting which includes details 
of any declarations which have already been made by members of NHS GM. 

 
8.2 The Chair will ask at the beginning of each meeting if there any declarations of interest to be 

made, regardless of whether they have been previously declared.  It is the responsibility of each 
individual member of the meeting to declare, at the earliest opportunity, any relevant interests 
which they may have, detailing which, if any, of the agenda items the conflict of interest relates 
to. 

 
8.3 The Chair will have responsibility for deciding how to address any conflicts that arise. Courses of 

action can range from the affected individual being required to not attend the meeting to being 
allowed to take part in the discussion on the relevant item but being asked to leave the meeting 
when the decision is taken. If the Chair is the affected individual, the Vice-Chair will be responsible 
for deciding the appropriate course of action in order to manage the conflict of interest. If the Vice-
Chair is also conflicted then the remaining non-conflicted voting members of the meeting will 
agree between themselves how to manage the conflict(s). 

 
8.4 Any interests declared at a meeting will be recorded in the minutes and will record:  

Who has the interest; 
• The nature of the interest and why it gives rise to a conflict, including the magnitude of 

any interest; 
• The items on the agenda to which the interest relates; 
• How the conflict was agreed to be managed; and 
• Evidence that the conflict was managed as intended (for example recording the points 

during the meeting when particular individuals left or returned to the meeting). 
 

8.5 Interests declared at a meeting will be notified to the Corporate Governance Team, who will add 
new interests to the register. 

 
9. Strategic decision-making groups 



 

 

9.1 In common with other NHS bodies, NHS GM uses a variety of different groups to make key 
strategic decisions about things such as:  

• Entering into (or renewing) large scale contracts 
• Awarding grants 
• Making procurement decisions 
• Selection of medicines, equipment, and devices. 
•  

9.2 The interests of those who are involved in these groups should be well known so that they can be 
managed effectively, and the meetings of such groups should follow the principles detailed above. 

 
 

10. Conflicts of Interest in Meetings: Quoracy 
 

10.1 It can occur that the suspension of committee members’ voting rights on agenda items causes 
the committee to lose quoracy. Where this occurs, it is the responsibility of the remaining members 
of the committee to determine where the agenda item should be resolved. This may require 
transfer to another committee or the Board or suspension until a subsequent meeting when 
additional (or replacement) committee members are present. This decision should be taken during 
the meeting and recorded in the minutes.  

 
11. Gifts and Hospitality 

 
11.1 A gift is defined as any item of cash or goods, or any services, which is provided for personal 

benefit, free of charge or at less than its commercial value. 
 

11.2 Staff should not, in any circumstances, accept gifts that may affect, or be seen to affect, their 
professional judgement. 

 
11.3 Any personal gift of cash or cash equivalents (e.g. vouchers, tokens, offers of remuneration to 

attend meetings whilst in a capacity working for or representing NHS GM) must always be 
declined, whatever their value and whatever their source.  The offer which has been declined 
must be declared to the Corporate Governance Team and recorded on the register. 

 
11.4 Gifts from suppliers or contractors: 

• Gifts from suppliers or contractors doing business (or likely to do business) with the 
organisation must be declined, whatever their value. 

• Low cost branded promotional aids such as pens or post-it notes may, however, be 
accepted where they are under the value of £6 in total and need not be declared. 

 
11.5 Gifts from other sources (e.g., patients, families, service users): 

• Staff should not ask for any gifts. 
• Modest gifts under a value of £50 may be accepted and do not need to be declared; 
• Gifts valued at over £50 should be treated with caution and only be accepted on behalf 

of the organisation (i.e., to the organisation’s charitable funds), not in a personal capacity. 
These must be declared by staff; 

• Multiple gifts from the same source over a 12-month period should be treated with 
caution. 

 
11.6 Corporate Donations: 

• Offers of gifts or donations to NHS GM as an organisation (and not to an individual) will 
be considered an offer of a ‘corporate donation’. 



 

 
11.7 When an offer is received, the donor must be informed of the following: 

• Corporate donations will not be distributed amongst NHS GM staff. 
• Where a corporate donor indicates a preferred charity or organisation, they would like to 

see the donation passed onto, they should inform NHS GM and the process of onward 
donation will be facilitated. 

• Where the corporate donor indicates only a preferred sector or no preference, NHS GM 
will consult with its commissioned voluntary, community and social enterprise (VCSE) 
infrastructure provider to agree where the donation would be most appropriately passed 
onto and will facilitate the process. 

 
11.8 All offers of corporate donations, whatever their value, should be referred directly to the Executive 

responsible for Governance for review in consultation with the Conflicts of Interest Guardian(s). 
 

11.9 Offers of corporate donations from suppliers or contractors doing business (or likely to do 
business) with the organisation must be declined, whatever their value, in line with this Policy. 

 
11.10 The acceptance of any equipment should be accompanied by the relevant warranties and proof 

of PAT testing certificates (where applicable). 
 

11.11 Offers of corporate donations will be recorded on the NHS GM Register of Gifts and Hospitality. 
 

Hospitality 
 

11.12 Hospitality covers any event where attendance is funded by a third party. These often include 
conferences or networking events, and receipt of modest hospitality is recognised as an accepted 
courtesy of business or professional relationships. NHS GM staff and members should be able to 
demonstrate that the acceptance or provision of hospitality would benefit the NHS or NHS GM. 

 
11.13 Staff should not ask for or accept hospitality that may affect, or be seen to affect, their professional 

judgement. 
 

11.14 Hospitality must only be accepted when there is a legitimate business reason and it is 
proportionate to the nature and purpose of the event. 

 
11.15 Particular caution should be exercised when hospitality is offered by actual or potential suppliers 

or contractors.  This can be accepted, if modest and reasonable.  However, senior management 
approval must be obtained and the hospitality must be declared. 

 
Meals and refreshments 

 
11.16 Hospitality arising from NHS sources or organisational training events of the value of £25 and 

under does not need to be declared. 
 

11.17 Other hospitality up to the value of £25 except tea and coffee, which is not modest or that which 
NHS GM may offer, must be declared. 

 
11.18 Any hospitality over the value of £25 must be approved by a senior individual and must be 

declared. A clear reason, as to why it was permissible to accept, should be recorded on the 
individual’s declaration and will be included on NHS GM’s register(s) of interest. 

 
11.19 A commonsense approach should be applied to the valuing of meals and refreshments (using an 

actual amount, if known, or a reasonable estimate). 



 

 
Travel and accommodation 

 
11.20 Modest offers to pay some or all of the travel and accommodation costs related to attendance at 

events may be accepted and must be declared. 
 

11.21 Offers which go beyond modest or are of a type that the organisation itself might not usually offer, 
need approval by senior staff, should only be accepted in exceptional circumstances, and must 
be declared. A clear reason, as to why it was permissible to accept travel and accommodation of 
this type, should be recorded on the individual’s declaration and will be included on NHS GM’s 
register(s) of interest.  A non-exhaustive list of examples includes: 

• offers of business class or first class travel and accommodation (including domestic 
travel) 

• offers of foreign travel and accommodation 
 

11.22 The frequency with which hospitality is accepted, and the scale of such events should not be 
significantly greater than NHS GM would be likely to provide in return, e.g., tea, coffee, light 
refreshments at meetings. 

 
11.23 If any individual is unsure as to whether a gift or hospitality can be accepted, then that individual 

should seek advice from the Conflicts of Interest Guardian or the Corporate Governance Team. 
 

Sponsorship 

 
11.24 Commercial sponsorship is defined as funding from a non-NHS company or organisation to meet 

some or all costs involved in providing staff, courses, conferences, medicines/equipment, meeting 
infrastructure needs such as meeting rooms or travel costs or conducting research. 

• Sponsorship of events by appropriate external bodies will only be approved if a 
reasonable person would conclude that the event will result in clear benefit to NHS GM 
and the NHS 

• During dealings with sponsors there must be no breach of patient or individual 
confidentiality or data protection rules and legislation 

• No information should be supplied to the sponsor from which they could gain a 
commercial advantage, and information which is not in the public domain should not 
normally be supplied 

• At NHS GM’s discretion, sponsors or their representatives may attend or take part in the 
event but they should not have a dominant influence over the content or the main 
purpose of the event 

• The involvement of a sponsor in an event should always be clearly identified in any 
papers or publications relating to the event 

• NHS GM staff involved in securing sponsorship of events should make it clear that 
sponsorship does not equate to endorsement of a company or its products and this 
should be made visibly clear on any promotional or other materials relating to the event 

• Staff arranging sponsored events must declare this to the Corporate Governance Team 
• Management of sponsorship of research or posts will follow the principles of this policy 

and individuals involved in such policy should declare such involvement and any 
interests arising from it. 

 
11.25 All offers of sponsorship must be declared to the Corporate Governance Team to be recorded on 

the register of interests. The Conflicts of Interest Guardian and Corporate Governance Team will 
provide advice on whether or not it would be appropriate to accept any offers in accordance with 
statutory guidance. 



 

 
11.26 Where NHS GM members or staff have benefitted from commercial sponsorship in outside 

interests (such as in private practice), this should be declared in the Register of Interests. 
 
 

12. Records and publication 
 

Maintenance 
 

12.1 The organisation will maintain a register of declared interests and a register of gifts and hospitality.  
NHS GM will use the template declaration and register of interests, gifts and hospitality as 
provided in the NHS guidance document. 

 
Publication 

 
12.2 We will: 

• Publish the interests declared by decision making staff in a register of declared interests 
on the NHS GM website 

• Publish a register of gifts and hospitality on the NHS GM website 
• Publish any Conflict of Interest breaches  
• Refresh this information at least annually 

 
12.3 If an individual believes that substantial damage or distress may be caused to them, or somebody 

else, by the publication of information about them, they can request that the information is not 
published. 

 
12.4 The Conflict of Interest Guardian will make the decision not to publish information.  The Corporate 

Governance Team will retain a confidential un-redacted version of the register(s). 
 

13. Wider transparency initiatives 
 

13.1 NHS GM fully supports wider transparency initiatives in healthcare, and we encourage staff to 
engage actively with these. 

 
13.2 Relevant staff are strongly encouraged to give their consent for payments they receive from the 

pharmaceutical industry to be disclosed as part of the Association of British Pharmaceutical 
Industry (ABPI) Disclosure UK initiative.  These “transfers of value” include payments relating to:  

• Speaking at and chairing meetings 
• Training services 
• Advisory board meetings 
• Fees and expenses paid to healthcare professionals  
• Sponsorship of attendance at meetings, which includes registration fees and the costs 

of accommodation and travel, both inside and outside the UK 
• Donations, grants and benefits in kind provided to healthcare organisations 

 
13.3 Further information about the scheme can be found on the ABPI website: 

https://www.abpi.org.uk/our-ethics/disclosure-uk/about-disclosure-uk/#6954c18c  
 

14. Management of interests – General 
 

14.1 If an interest is declared but there is no risk of a conflict arising then no action is warranted. 
However, if a material interest is declared then the general management actions that could be 

https://www.abpi.org.uk/our-ethics/disclosure-uk/about-disclosure-uk/#6954c18c


 

applied include:  
• restricting staff involvement in associated discussions and excluding them from decision 

making 
• removing staff from the whole decision making process 
• removing staff responsibility for an entire area of work 
• removing staff from their role altogether if they are unable to operate effectively in it 

because the conflict is so significant 
 

14.2 Each case will be different and context-specific, and the organisation will always clarify the 
circumstances and issues with the individuals involved. Staff should maintain a written audit trail 
of information considered and actions taken. 

 
14.3 Staff who declare material interests should make their line manager or the person(s) they are 

working to aware of their existence. 
 

15. Management of interests – other common situations 
 

15.1 This section summarises some other common situations where conflicts of interest may arise and 
the basic principles of what NHS GM staff and members should do. 

 
15.2 Outside Employment 

• Staff should declare any existing outside employment on appointment and any new 
outside employment when it arises. 

• Where contracts of employment or terms and conditions of engagement permit, staff 
may be required to seek prior approval from NHS GM to engage in outside employment. 

 
15.3 Shareholdings and other ownership issues 

• Staff should declare, as a minimum, any shareholdings and other ownership interests in 
any publicly listed, private or not-for-profit company, business, partnership or 
consultancy which is doing, or might be reasonably expected to do, business with NHS 
GM. 
  

15.4 Patents 
• Staff should declare patents and other intellectual property rights they hold and seek 

prior permission from NHS GM before entering into any agreement with bodies regarding 
product development, research, work on pathways etc., where this impacts on the 
organisation’s own time, or uses its equipment, resources or intellectual property. 
 

15.5 Donations 
• Donations made by suppliers or bodies seeking to do business with NHS GM should be 

treated with caution and not routinely accepted. 
 

15.6 Individuals should contact the Corporate Governance Team or Conflicts of Interest Guardians for 
advice. 

 
16. Code of Conduct 

 
16.1 This section of the policy provides guidance on staff conduct. It should be read in conjunction with 

the NHS GM Code of Conduct Policy. 
 

16.2 The Seven Principles of Public Life (also known as the Nolan Principles) apply to anyone who 
works as a public officeholder.  



 

 
16.3 This includes all those who are elected or appointed to public office, nationally and locally, and all 

people appointed to work in the Civil Service, local government, the police, courts and probation 
services, non-departmental public bodies (NDPBs), and in the health, education, social and care 
services. All public officeholders are both servants of the public and stewards of public resources. 
The principles also apply to all those in other sectors delivering public services. 

 
16.4 The Nolan Principles are: 

• Selflessness - Holders of public office should act solely in terms of the public interest 
• Integrity - Holders of public office must avoid placing themselves under any obligation to 

people or organisations that might try inappropriately to influence them in their work. They 
should not act or take decisions in order to gain financial or other material benefits for 
themselves, their family, or their friends. They must declare and resolve any interests and 
relationships. 

• Objectivity - Holders of public office must act and take decisions impartially, fairly and on 
merit, using the best evidence and without discrimination or bias. 

• Accountability - Holders of public office are accountable to the public for their decisions 
and actions and must submit themselves to the scrutiny necessary to ensure this. 

• Openness - Holders of public office should act and take decisions in an open and 
transparent manner. Information should not be withheld from the public unless there are 
clear and lawful reasons for so doing. 

• Honesty - Holders of public office should be truthful. 
• Leadership - Holders of public office should exhibit these principles in their own behaviour 

and treat others with respect. They should actively promote and robustly support the 
principles and challenge poor behaviour wherever it occurs. 

 
17. Private Conduct 

 
17.1 Staff and members of NHS GM are expected to adhere to a number of Human Resources policies, 

and to meet the highest standards of probity. The Anti-Fraud and Disciplinary policies cover these 
issues in more depth. However, it is important to note that staff and members: 

• Are not permitted to bet or gamble using NHS GM resources, or against other staff or 
members while on NHS GM premises (barring small stakes as part of lottery syndicates, 
or sweepstakes for major sporting events); 

• Cannot, in the event of personal bankruptcy or insolvency, be employed in posts which 
involve the handling of money, or which could enable the misappropriation of public funds; 

• Must notify their line manager and HR in the event of their arrest or their conviction of a 
criminal offence. 

 
18. Counter Fraud 

 
18.1 NHS GM is committed to reducing the level of fraud, corruption and bribery within the NHS to an 

absolute minimum and keeping it at this level, freeing up public resources for better patient care. 
NHS GM has adopted a Local Anti-Fraud, Bribery and Corruption Policy which is accessible to 
view on NHS GM’s website and individuals should refer and adhere to this policy in full. 
 

The Bribery Act 
 

18.2 Under the Bribery Act 2010 (‘the Act’), it is a criminal offence for employees to give promise or 
offer a bribe, and to request, or receive any bribes, gifts, or consideration as an inducement or 
reward. 
 



 

18.3 Bribery is offering an incentive to someone to do something which they would not normally do. 
For example, someone advertising a job might be offered tickets to an event by one of the 
candidates or someone linked to them in an attempt to influence a decision. 
 

18.4 A bribe may take the form of payment, gifts, hospitality, promise of contracts or employment, or 
some other form of benefit or gain. The individuals engaged in the actual bribery activity do not 
have to be those who instigate the offence(s), or ultimately benefit from it. All parties involved are 
potentially subject to prosecution. The bribe may take place prior or after, the corrupt act or 
improper function. 
 

18.5 All staff have a personal responsibility to ensure they are not placed in a position which risks, or 
appears to risk, a conflict between their private interests and their NHS duty. 
 

Raising Concerns  
  

18.6 It is the duty of every member of staff to speak up about genuine concerns in relation to criminal 
activity, breach of a legal obligation (including negligence, breach of contract or breach of 
administrative law), miscarriage of justice, danger to health and safety or the environment, and 
the cover up of any of these in the workplace. NHS GM has adopted a Whistleblowing and 
Freedom to Speak Up Policy which sets out the arrangements for raising and handling staff 
concerns. 
 

Counter Fraud Measures  
 

18.7 No individual must use their position to gain financial advantage. NHS GM will encourage 
individuals with concerns or reasonably held suspicions about potentially fraudulent activity or 
practice, to report these.  
 

18.8 Any individual who has concerns or information about actual or suspected fraud should contact 
either the Local Anti-Fraud Specialist (LAFS) or Chief Finance Officer (CFO). In the event that 
either the LAFS or CFO is implicated, the individual should instead report to the Chair of the Audit 
Committee or the Chief Executive who will liaise with the LAFS on the appropriate action. 
 

18.9 Another option, if contacting these staff members is unsuitable or insufficient, is to call the NHS 
Fraud and Corruption Reporting Line on 0800 028 4060. This is a national service, is confidential 
and callers can remain anonymous.  It provides easily accessible and confidential routes for the 
reporting of genuine suspicions of fraud within or affecting the NHS. All contacts are dealt with by 
experienced trained staff. 
 

18.10 If NHS GM receives any anonymous correspondence alleging fraud within NHS GM or elsewhere 
in the NHS, this will be passed to the LAFS. 

 
 

19. Whistleblowing 
 

19.1 NHS GM will investigate any concerns raised about malpractice or malfeasance within the 
organisation and under the Public Interest Disclosure Act 1998 it has a legal responsibility to 
ensure that staff disclosing these concerns do not receive detrimental treatment as a result. 
 

19.2 Staff can refer to the NHS GM Freedom to Speak Up Policy (Including Whistleblowing) on the 
NHS GM website for more information and guidance. 
 

 



 

20. Conflicts of Interest and the Commissioning Cycle 
 

20.1 NHS GM recognises that conflicts of interest need to be managed appropriately throughout the 
whole commissioning, procurement or project cycle. 
 

20.2 At the outset and every stage of a commissioning or procurement process, NHS GM will identify 
and manage the relevant interests of all individuals involved, keeping a clear audit trail of how this 
is achieved. 
 

20.3 NHS GM will put in place clear arrangements to manage any conflicts of interest.  This includes 
consideration as to which stages of the process a conflicted individual should not participate in, 
and, in some circumstances, whether that individual should be involved in the process at all. 
 

20.4 NHS GM will identify as soon as possible where staff might transfer to a provider (or their role 
may materially change) following the award of a contract.  We will treat this as a relevant interest 
and ensure that the potential conflict is managed. 
 

20.5 In designing services, NHS GM recognises that public and patient involvement supports 
transparent and credible commissioning decisions and will aim to ensure it happens at every 
stage of the commissioning cycle. 
 

20.6 NHS GM also understands that engagement of relevant providers, especially clinicians, will 
support confirmation that the design of service specifications will meet patient needs.  However, 
conflicts of interest, as well as challenges to the fairness of the procurement process, can arise 
in this engagement.  We will follow the three main principles of procurement law, namely equal 
treatment, non-discrimination and transparency. 
 

20.7 We will do this by providing the same information at the same time to all involved in the 
commissioning exercise, by being transparent and by observing our obligations to document our 
decisions. 
 

20.8 NHS GM will aim to avoid any potential bias towards particular providers by making our 
specifications outcome-based rather than specifying processes. 

 
20.9 NHS GM will comply with two regimes of procurement law and regulation when commissioning 

healthcare and Non-Healthcare services The Health Care Services (Provider Selection Regime) 
Regulations 2023 and up to October 2024 the Public Contracts Regulations 2015 (PCR 2015). 
We will avoid any actions or processes that might constitute discrimination or anti-competitive 
behaviour. 
 

20.10 Where a member or employee of the organisation is in a lead role for commissioning or are part 
of projects that may result in procurement, that individual is ineligible to apply to be a provider of 
that service. If an individual has interests that will be affected by the outcome of a procurement 
exercise (or are likely to have interests as a result, such as a potential job offer should a service 
be commissioned), this should be declared, and their involvement should be restricted to advising 
on the decision. 
 

20.11 Contract management meetings will follow the same principles in relation to conflicts of interest 
as NHS GM committee meetings do, with there being the opportunity for attendees to declare 
interests and any declarations (and how they are managed) being recorded in the minutes. 

 
20.12 NHS GM will maintain and publish a register of decisions made in the whole commissioning or 

procurement cycle.  We will use the templates for recording decisions made in the cycle as 



 

provided by NHS in their statutory guidance. 
 

20.13 NHS GM will ensure that those who are members of NHS GM sub-/joint-/committees of the Board 
(or an individual given delegated decision-making authority by the ICB board) in relation to direct 
awards have registered their interests as well as comply with the NHS GM conflicts of interest 
policy more broadly – this must include those employed by other organisations. Where this is the 
case, the individuals should take into account both the NHS GM and their employing 
organisation’s policies on conflicts of interest and declare requirements accordingly. 

 
20.13.1 NHS GM will ensure that such individuals fully understand the ICB’s policy and in particular 

the importance of fully registering and updating their interests, even if they serve relatively 
briefly on sub-/committees. The NHS GM Chair should give staff sufficient support to impress 
upon such appointees the seriousness of complying with these requirements. 
 

20.13.2 Vigilance must be applied when there is a proposed direct award to a private business, 
which would result in a personal gain for an NHS GM board or sub-/committee member, 
employee, or their associates. In those circumstances, NHS GM should ensure that the 
individual is recused from the decision-making process, and that record-keeping is especially 
clear and thorough. Where the provider selection regime (PSR) permits discretion as to 
which procurement process to follow, NHS GM should follow the competitive process. 

 
 

21. Dealing with breaches 
 

21.1 There will be situations when interests will not be identified, declared or managed appropriately 
and effectively. This may happen innocently, accidentally, or because of the deliberate actions of 
staff or other organisations. For the purposes of this policy these situations are referred to as 
‘breaches’. 
 
Identifying and reporting breaches 
 

21.2 Staff who are aware about actual breaches of this policy, or who are concerned that there has 
been, or may be, a breach, should report these concerns to the Corporate Governance Team 
who will inform the Conflict of Interest Guardian and Local Anti-Fraud Specialist.  
 

21.3 To ensure that interests are effectively managed staff are encouraged to speak up about actual 
or suspected breaches.  Every individual has a responsibility to do this.  For further information 
about how concerns should be raised please see the NHS GM Freedom to Speak Up Policy. 
Anyone, who wishes to report a suspected or known breach of the policy, who is not an employee 
or worker of NHS GM, should also ensure that they comply with their own organisation’s 
whistleblowing policy. 
 

21.4 The organisation will investigate each reported breach according to its own specific facts and 
merits and give relevant parties the opportunity to explain and clarify any relevant circumstances. 
 

21.5 In the first instance, the investigation will be carried out by the Executive responsible for 
Governance, whose responsibility will be to decide if there has been, or is, potential for a breach 
and, if so, what the severity of the breach is. 
 

21.6 The Executive responsible for Governance assess whether further action is required in response, 
consider who else, inside or outside NHS GM, should be made aware and take appropriate action. 
 
 



 

22. Taking action in response to breaches 
 

22.1 Action taken in response to a breach will depend on the severity of that breach. 
 

22.2 The Executive responsible for Governance, following investigation, may decide that the usual 
actions to manage conflicts of interest outlined in this policy are sufficient. 
 

22.3 However, the breach of this policy may be considered as a breach of conduct and, consequently, 
the action taken may be in accordance with NHS GM’s Disciplinary Policy. 
 

22.4 If an employee or contractor suspects, or the investigation by the Executive responsible for 
Governance indicates, that there has been fraud or corruption in the breach of this policy, the 
matter will be managed through the Local Anti-Fraud Policy. 
 

22.5 Inappropriate or ineffective management of interests can have serious implications for the 
organisation and staff.  There may be occasions where it is necessary to consider the imposition 
of sanctions for breaches.   
 

22.6 NHS GM will not consider sanctions until the circumstances surrounding breaches have been 
properly investigated.  However, if such investigations establish wrong-doing or fault then we will 
consider the range of possible sanctions that are available, in a manner which is proportionate to 
the breach.  This may include: 

• Employment law action against staff; 
• Informal action (such as reprimand or signposting to training and/or guidance). 
• Formal disciplinary action (such as formal warning, the requirement for additional training, 

re-arrangement of duties, re-deployment, demotion, or dismissal). 
 

• Reporting incidents to the external parties, such as external auditors, NHS Counter Fraud 
Authority, the police or statutory health bodies, for them to consider what further 
investigations or sanctions might be. 

• Contractual action, such as exercise of remedies or sanctions against the body or staff 
which caused the breach. 

• Legal action, such as investigation and prosecution under fraud, bribery and corruption 
legislation. 

 
22.7 In conducting an investigation and taking any relevant action, the Executive responsible for 

Governance will keep the Conflict of Interest Guardians informed and seek agreement on the 
progress of the investigation and/or actions. 
 
 

23. Learning and transparency concerning breaches 
 

23.1 Reports on breaches, the impact of these, and action taken will be considered at least bi-annually. 
 

23.2 To ensure that lessons are learnt, and management of interests can continually improve, 
anonymised information on breaches, the impact of these, and action taken will be prepared and 
published on the NHS GM website as appropriate or made available for inspection by the public 
upon request.  
 
 

24. Data Protection Legislation 
 

24.1 NHS GM and its staff and any other third party who works for or on behalf of NHS GM must 



 

comply with all Data Security (IG) policies and procedures to ensure data is confidential, available 
when needed, and is of high integrity. 
 

24.2 All staff, whether permanent, temporary or contracted, working in a clinical or non-clinical 
environment, are responsible for ensuring that they are aware of the Data Security & Protection 
requirements incumbent upon them and for ensuring that they comply with these on a day-to-day 
basis 
 

24.3 NHS GM’s Data Security (IG) policies and procedures can be found on the Information 
Governance Team’s intranet GM Intranet (sharepoint.com) 
 

24.4 If a staff member requires advice and guidance relating to the disclosure of personal information, 
then advice should be sought from NHS GM IG Team gmhscp.icpig@nhs.net 
 
 

25. Training and Awareness 
 

25.1 NHS GM will provide training to all staff and Board/Committee members on those matters relevant 
to conflicts of interest identified in the guidance.  NHS GM will identify its decision-making staff 
and require them to complete training annually. Compliance rates of this training will be made 
available to internal auditors on request to examine uptake amongst staff and Board/Committee 
members.  
 

25.2 This document will be made available to all staff via Keep Connected and published on NHS 
Greater Manchester Integrated Care Website and on the Governance Intranet page.  
 

25.3 Staff will receive guidance regarding this document from a number of sources: 
• Policies and procedure located on the intranet;  
• Line manager; 
• Other communication methods (e.g. staff briefings, team meetings, IG updates). 
• The Corporate Governance Team. 

 
26. Classification and Retention of Information 

 
26.1 NHS GM implement appropriate information classification and retention controls, based upon the 

data security legislation. 
26.2  
26.3 Further details of the classifications controls can be found in the Information Classification Policy 

and the Records Management Policy. 
 

27. Legislation & Guidelines  
 

27.1 A set of procedural documents will be made available via the IG intranet page. 
 

• UK General Data Protection Regulations  
• Data Protection Act 2018 
• The National Data Guardian Data Security Standards 
• Confidentiality: NHS Code of Practice 
• Common Law Duty of Confidence 
• Human Rights Act 1998 
• Computer Misuse 1998 
• Electronic Communications Act 2000 

https://gmintegratedcare.sharepoint.com/sites/Intranet/App/Page.aspx?pageSource=/sites/IntranetSite/SitePages/Information-governance-and-data-security.aspx&pageName=Information%20governance
mailto:gmhscp.icpig@nhs.net


 

• Guide to the Notification of Data Security and Protection Incidents. 
 

28. Equality Statement 
 

28.1 NHS GM aims to design and implement services, policies and measures that are fair and 
equitable. As part of its development, this document and its impact on staff, patients and the public 
have been reviewed in line with the NHS GM’s legal equality duties. The purpose of the 
assessment is to improve service delivery by minimising and if possible, removing any 
disproportionate adverse impact on employees, patients and the public on the grounds of race, 
socially excluded groups, gender, disability, age, sexual orientation or religion/belief. 
 

28.2 The Equality Assessment has been completed and any associated documents will be analysed 
accordingly. 

 
29. Monitoring and Review 

 
29.1 NHS GM will agree a method for monitoring the dissemination and implementation of this policy. 

Monitoring information will be recorded in the policy database. 
 

29.2 This policy will be reviewed annually and in accordance with the following as and when required: 
• Legislative changes;  
• Good practice guidance; 
• Case law; 
• Significant incidents reported; 
• New vulnerabilities; and 
• Changes to organisational infrastructure. 

 
29.3 This will be led by the Corporate Governance Team. 

 
29.4 No policy or procedure will remain operational for a period exceeding three years without a review 

taking place. 
 

29.5 Employees who become aware of any change which may affect a policy should advise their line 
manager as soon as possible. NHS GM will then consider the need to review the policy or 
procedure outside of the agreed timescale for revision.  
 

29.6 For ease of reference for reviewers or approval bodies, changes should be noted in the ‘document 
history’ table on the front page of this document.  

 
29.7 If the review consists of a change to an appendix or procedural document, approval may be given 

by the policy sponsor and a revised document may be issued. Review to the main body of the 
policy must always follow the original approval process.  
 

29.8 NHS GM will ensure that archived copies of superseded policy documents are retained in 
accordance with relevant information governance legislation.  

 
 

The next review is scheduled for July 2025 or earlier if national guidance is issued. 
 
 
 

 
 



 

Appendix 1 - Associated documentation 
 

• Freedom of Information Act 2000 - Freedom of Informa�on Act 2000 (legisla�on.gov.uk) 
• ABPI: The Code of Practice for the Pharmaceutical Industry (2021) Code (pmcpa.org.uk) 
• ABHI Code of Business Practice abhi-code-of-business-prac�ce-july-2019-final.pdf 
• Standards of Business Conduct Policy Standards-of-business-conduct-policy-April-2024.pdf 

(england.nhs.uk) 
• NHS GM Freedom to Speak Up Policy (Including Whistleblowing)  (link to follow – Intranet) 
• NHS GM Disciplinary Policy -   Intranet CMS - Disciplinary policy.pdf - Main view - �les (sharepoint.com) 
• NHS GM Procurement Policy - (link to follow – Intranet) 
• NHS GM Anti-Fraud, Bribery and Corruption Policy (link to follow – Intranet) 

 
 
Appendix 2 – Declaration of Interest template  
 
 
Appendix 3 – Chair’s Conflict of Interest Checklist 
 
 
Appendix 4 – Gifts & Hospitality Declaration template 
 
  
 
 
 
 
 
 
Declaration of interests for NHS GM  
 
Last Name:  First Name:  

Job Title / Position:  

Detail of interests held (complete all that are applicable): 

Type of 
Interest* 
 
*See below 
for details 

Situation* 
 
 
*See below 
for details 

Description of Interest (including for indirect 
Interests, details of the relationship with the 
person who has the interest) 

Date interest 
relates 
From & To 

   
 

  

     

     

 
The information submitted will be held by NHS GM for personnel or other reasons specified on this form 
and to comply with the organisation’s policies. This information may be held in both manual and electronic 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fukpga%2F2000%2F36%2Fcontents%2Fenacted&data=05%7C02%7Chelen.ferguson3%40nhs.net%7C9ef6816d74184c8c573508dc95012c8a%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549079468290399%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=sW7eRWNu37khEU30XF59S%2BI2mCtq6Rq7yJDrLOG5gS4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.pmcpa.org.uk%2Fthe-code%2F&data=05%7C02%7Chelen.ferguson3%40nhs.net%7C9ef6816d74184c8c573508dc95012c8a%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549079468302492%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=EEFgOfD2f3NLeURbfat6rypKjXVsoRNfxDmNkywundk%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.abhi.org.uk%2Fmedia%2F0y3fmw2s%2Fabhi-code-of-business-practice-july-2019-final.pdf&data=05%7C02%7Chelen.ferguson3%40nhs.net%7C9ef6816d74184c8c573508dc95012c8a%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549079468309818%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=ITpXEaOFxF%2BjkWNwBnLR0%2Fh5%2FEoGXk9prDrVr%2FxJgLY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2017%2F07%2FStandards-of-business-conduct-policy-April-2024.pdf&data=05%7C02%7Chelen.ferguson3%40nhs.net%7C9ef6816d74184c8c573508dc95012c8a%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549079468318680%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=EFhqbRU8qJYu2j95WUtKk06BfxbRALw5bhNomgiIZDg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2017%2F07%2FStandards-of-business-conduct-policy-April-2024.pdf&data=05%7C02%7Chelen.ferguson3%40nhs.net%7C9ef6816d74184c8c573508dc95012c8a%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549079468318680%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=EFhqbRU8qJYu2j95WUtKk06BfxbRALw5bhNomgiIZDg%3D&reserved=0
https://gmintegratedcare.sharepoint.com/sites/IntranetSite/Shared%20Documents/Forms/Main%20view%20%20tiles.aspx?id=%2Fsites%2FIntranetSite%2FShared%20Documents%2FEmployment%2FMy%20Employment%2FHR%20Policies%2FDisciplinary%20policy%2Epdf&parent=%2Fsites%2FIntranetSite%2FShared%20Documents%2FEmployment%2FMy%20Employment%2FHR%20Policies


 

form in accordance with the General Data Protection Regulation (GDPR) and Data Protection Act 2018.  
Information may be disclosed to third parties in accordance with the Freedom of Information Act 2000 
and, published in registers that NHS GM holds. 
 
Please confirm the following points by indicating Yes / No  
 

Y/N 

• I confirm that I have read and understood the NHS GM Conflicts of Interest Policy.   
• I confirm that the information provided above is complete and correct.  
• I acknowledge that any changes in these declarations must be notified to NHS GM 

as soon as practical and no later than 28 days after the interest arises. 
 

• I am aware that if I do not make full, accurate and timely declarations then civil, 
criminal, professional regulatory, or internal disciplinary action may result. 

 

• I am a decision maker as identified within NHS GM Conflicts of Interest Policy 
(section 37). 

 

• I give my consent for this information to be published on registers that NHS GM 
holds. 

 
Please note in line with NHS GM Conflicts of Interest Policy decisions not to 
publish information will be made by the Conflicts of Interest Guardian.  Please 
provide further detail for non-consent below. 

 

 
Please give your reason for non-consent (if applicable): 
 
 
 
 

 
Please note that any nil response must be made using this proforma. 

 
Management Plan / Mitigating Actions:  
 
To be completed by the individual with their line manager 
 
Is there a requirement for management plan?  Yes / No 
 

If Yes please complete actions to be taken below:  

Actions to be taken 
 

Y/N 

• Declare in meetings where relevant  
• Individual leaves the room during conflicted item  
• Individual remains in room but withdraws from discussion  
• Individual participates in discussion, but not decision / voting  
• Individual is not sent relevant papers and receives redacted minutes  

 
 

 
Any further action(s) will be determined by the chair of the relevant meeting 
 
Additional actions agreed:  
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Member / Employee signature:    Date:  
 
 
 
Signed by Line Manager:     Date: 
 
 
 
 
Please return to gmhscp.gmicb.coi@nhs.net 
Type of 
Interest 

Description 

Financial 
Interests 

This is where an individual may get direct financial benefits from the 
consequences of a commissioning decision. This could, for example, include 
being: 
• A director, including a non-executive director, or senior employee in a private 

company or public limited company or other organisation which is doing, or 
which is likely, or possibly seeking to do, business with health or social care 
organisations 

• A shareholder (or similar owner interests), a partner or owner of a private or 
not-for-profit company, business, partnership or consultancy which is doing, 
or which is likely, or possibly seeking to do, business with health or social 
care organisations 

• A management consultant for a provider 
• A provider of clinical private practice  
• This could also include an individual being: 

• In secondary employment outside of NHS Greater Manchester 
• In receipt of secondary income from a provider 
• In receipt of a grant from a provider 
• In receipt of any payments (for example honoraria, one off payments, 

day allowances or travel or subsistence) from a provider  

mailto:gmhscp.gmicb.coi@nhs.net


 

Type of 
Interest 

Description 

• In receipt of research funding, including grants that may be received by 
the individual or any organisation in which they have an interest or role, 
and  

• Having a pension that is funded by a provider (where the value of this 
might be affected by the success or failure of the provider)  

Non-Financial 
Professional 
Interests  

This is where an individual may obtain a non-financial professional benefit from 
the consequences of a commissioning decision, such as increasing their 
professional reputation or status or promoting their professional career. This 
may, for example, include situations where the individual is: 
• An advocate for a particular group of patients 
• A health and care professional with special interests e.g., in dermatology, 

acupuncture etc. 
• An active member of a particular specialist professional body (although 

routine membership of the RCGP, BMA or a medical defence organisation 
would not usually by itself amount to an interest which needed to be 
declared) 

• An advisor for Care Quality Commission (CQC) or National Institute for 
Health and Care Excellence (NICE) 

• A medical researcher 
Non-Financial 
Personal 
Interests 

This is where an individual may benefit personally in ways which are not directly 
linked to their professional career and do not give rise to a direct financial 
benefit.  This could include, for example, where the individual is: 
• A voluntary sector champion for a provider 
• A volunteer for a provider 
• A member of a voluntary sector board or has any other position of authority in 

or connection with a voluntary sector organisation 
• Suffering from a particular condition requiring individually funded treatment 
• A member of a lobby or pressure groups with an interest in health 

Indirect 
Interests 

This is where an individual has a close association with an individual who has a 
financial interest, a non-financial professional interest or a non-financial personal 
interest in a commissioning decision (as those categories are described above). For 
example, this should include: 
• Spouse / partner 
• Close relative e.g., parent, grandparent, child, grandchild or sibling 
• Close friend 
• Business partner 

 
 
Situations Description 

Clinical Private 
Practice 

Clinical staff should declare all private practice on appointment, and/or any new private 
practice when it arises*  
including: 

• where they practise (name of private facility) 
• what they practise (specialty, major procedures). 
• when they practise (identified sessions/time commitment) 



 

Situations Description 

 
*Hospital Consultants are already required to provide their employer with this 
information by virtue of Para.3 Sch. 9 of the Terms and Conditions – Consultants 
(England) 2003. 
 
Clinical staff should (unless existing contractual provisions require otherwise or unless 
emergency treatment for private patients is needed): 

• Seek prior approval of their organisation before taking up private practice. 
• Ensure that, where there would otherwise be a conflict or potential conflict of 

interest, NHS commitments take precedence over private work.** 
• Not accept direct or indirect financial incentives from private providers other than 

those allowed by Competition and Markets Authority guidelines: 
https://assets.publishing.service.gov.uk/media/542c1543e5274a1314000c56/No
n-Divestment_Order_amended.pdf 

 
Hospital Consultants should not initiate discussions about providing their Private 
Professional Services for NHS patients, nor should they ask other staff to initiate such 
discussions on his or her behalf.** 
 
** These provisions already apply to Hospital Consultants by virtue of Paras.5 and 20, 
Sch. 9 of the Terms and Conditions – Consultants (England) 2003. 
 
Where clinical private practice gives rise to a conflict of interest then the general 
management actions outlined in this guidance should be considered and applied to 
mitigate risks. 

Donations Acceptance of donations made by suppliers or bodies seeking to do business with an 
organisation should be treated with caution and not routinely accepted. In exceptional 
circumstances a donation from a supplier may be accepted but should always be 
declared. A clear reason should be recorded as to why it was deemed acceptable, 
alongside the actual or estimated value. 

• Staff should not actively solicit charitable donations unless this is a prescribed or 
expected part of their duties for an organisation or is being pursued on behalf of 
that organisation’s registered charity (if it has one) or other charitable body and 
is not for their own personal gain. 

• Staff must obtain permission from their organisation if in their professional role 
they intend to undertake fundraising activities on behalf of a pre-approved 
charitable campaign. 

• Donations, when received, should be made to a specific charitable fund (never 
to an individual) and a receipt should be issued. 

• Staff wishing to make a donation to a charitable fund in lieu of a professional fee 
they receive may do so, subject to ensuring that they take personal responsibility 
for ensuring that any tax liabilities related to such donations are properly 
discharged and accounted for. 

Gifts Overarching principle applying in all circumstances:  
• Staff should not accept gifts that may affect, or be seen to affect, their 

professional judgement. 
• Gifts from suppliers or contractors: 
• Gifts from suppliers or contractors doing business (or likely to do business) with 

an organisation should be declined, whatever their value. 

https://assets.publishing.service.gov.uk/media/542c1543e5274a1314000c56/Non-Divestment_Order_amended.pdf
https://assets.publishing.service.gov.uk/media/542c1543e5274a1314000c56/Non-Divestment_Order_amended.pdf


 

Situations Description 

Subject to this, low cost branded promotional aids may be accepted where they are 
under the value of a common industry standard of £6* in total and need not be declared. 
 
*The £6 value has been selected with reference to existing industry guidance issued by 
the ABPI. 
 
Gifts from others sources (e.g., patients, families, service users): 

• Gifts of cash and vouchers to individuals should always be declined. 
• Staff should not ask for any gifts. 
• Gifts valued at over £50 should be treated with caution and only be accepted on 

behalf of an organisation (i.e. to an organisation’s charitable funds), not in a 
personal capacity. These should be declared by staff. 

• Modest gifts accepted under a value of £50 do not need to be declared. 
• A common sense approach should be applied to the valuing of gifts (using an 

actual amount, if known, or an estimate that a reasonable person would make as 
to its value). 

• Multiple gifts from the same source over a 12 month period should be treated in 
the same way as single gifts over £50 where the cumulative value exceeds £50. 

Hospitality Overarching principles applying in all circumstances:  
• Staff should not ask for or accept hospitality that may affect, or be seen to affect, 

their professional judgement. 
• Hospitality must only be accepted when there is a legitimate business reason 

and it is proportionate to the nature and purpose of the event. 
• Particular caution should be exercised when hospitality is offered by actual or 

potential suppliers or contractors – these can be accepted if modest and 
reasonable but individuals should always obtain senior approval and declare 
these. 

 
Meals and refreshments: 

• Under a value of £25 - may be accepted and need not be declared. 
• Of a value between £25 and £75* - may be accepted and must be declared. 
• Over a value of £75* - should be refused unless (in exceptional circumstances) 

senior approval is given. A clear reason should be recorded on an organisation’s 
register(s) of interest as to why it was permissible to accept. 

• A common sense approach should be applied to the valuing of meals and 
refreshments (using an actual amount, if known, or an estimate that a 
reasonable person would make as to its value). 
1  

*The £75 value has been selected with reference to existing industry guidance issued 
by the ABPI. 
 
Travel and accommodation: 

• Modest offers to pay some or all of the travel and accommodation costs related 
to attendance at events may be accepted and must be declared. 

• Offers which go beyond modest or are of a type that the organisation itself might 
not usually offer, need approval by senior staff, should only be accepted in 
exceptional circumstances, and must be declared. A clear reason should be 
recorded on an organisation’s register(s) of interest as to why it was permissible 
to accept travel and accommodation of this type.  

• A non-exhaustive list of examples includes: 



 

Situations Description 

ο offers of business class or first class travel and accommodation (including 
domestic travel). 

ο offers of foreign travel and accommodation. 
Loyalty 
Interests 

Loyalty interests should be declared by staff involved in decision making where they: 
 

• Hold a position of authority in another NHS organisation or commercial, charity, 
voluntary, professional, statutory or other body which could be seen to influence 
decisions they take in their NHS role. 

• Sit on advisory groups or other paid or unpaid decision making forums that can 
influence how their organisation spends taxpayers’ money. 

• Are, or could be, involved in the recruitment or management of close family 
members and relatives, close friends and associates, and business partners. 

• Are aware that their organisation does business with an organisation with whom 
close family members and relatives, close friends and associates, and business 
partners have decision making responsibilities. 

• Where holding loyalty interests gives rise to a conflict of interest then the general 
management actions outlined in this guidance should be considered and applied 
to mitigate risks. 

Outside 
Employment 

• Staff should declare any existing outside employment on appointment, and any 
new outside employment when it arises. 

• Where a risk of conflict of interest is identified, the general management actions 
outlined in this guidance should be considered and applied to mitigate risks. 

• Where contracts of employment or terms and conditions of engagement permit, 
staff may be required to seek prior approval from an organisation to engage in 
outside employment. 

• Organisations may also have legitimate reasons within employment law for 
knowing about outside employment of staff, even this does not give rise to risk of 
a conflict. Nothing in this guidance prevents such enquiries being made. 

Patents • Staff should declare patents and other intellectual property rights they hold 
(either individually, or by virtue of their association with a commercial or other 
organisation), including where applications to protect have started or are 
ongoing, which are, or might be reasonably expected to be, related to items to 
be procured or used by their organisation. 

• Staff should seek prior permission from their organisation before entering into 
any agreement with bodies regarding product development, research, work on 
pathways, etc, where this impacts on the organisation’s own time, or uses its 
equipment, resources or intellectual property. 

• Where holding of patents and other intellectual property rights give rise to a 
conflict of interest then the general management actions outlined in this 
guidance should be considered and applied to mitigate risks. 

Shareholding & 
other 
Ownership 
Interests 

• Staff should declare, as a minimum, any shareholdings and other ownership 
interests in any publicly listed, private or not-for-profit company, business, 
partnership or consultancy which is doing, or might be reasonably expected to 
do, business with their organisation. 

• There is no need to declare shares or securities held in collective investment or 
pension funds or units of authorised unit trusts.  

• Where shareholdings or other ownership interests are declared and give rise to 
risk of conflicts of interest then the general management actions outlined in this 
guidance should be considered and applied to mitigate risks. 



 

Situations Description 

Sponsored 
Events 

Sponsorship of events by appropriate external bodies should only be approved if a 
reasonable person would conclude that the event will result in clear benefit for the 
organisation and the NHS. 

• During dealings with sponsors there must be no breach of patient or individual 
confidentiality or data protection rules and legislation. 

• No information should be supplied to the sponsor from which they could gain a 
commercial advantage, and information which is not in the public domain should 
not normally be supplied. 

• At an organisation’s discretion, sponsors or their representatives may attend or 
take part in the event but they should not have a dominant influence over the 
content or the main purpose of the event. 

• The involvement of a sponsor in an event should always be clearly identified in 
the interest of transparency. 

• Organisations should make it clear that sponsorship does not equate to 
endorsement of a company or its products and this should be made visibly clear 
on any promotional or other materials relating to the event. 

• Staff should declare involvement with arranging sponsored events to their 
organisation. 

Sponsored 
Posts 

Staff who are establishing the external sponsorship of a post should seek formal prior 
approval from their organisation. 

• Rolling sponsorship of posts should be avoided unless appropriate checkpoints 
are put in place to review and confirm the appropriateness of arrangements 
continuing. 

• Sponsorship of a post should only happen where there is written confirmation 
that the arrangements will have no effect on purchasing decisions or prescribing 
and dispensing habits. For the duration of the sponsorship, auditing 
arrangements should be established to ensure this is the case. Written 
agreements should detail the circumstances under which organisations have the 
ability to exit sponsorship arrangements if conflicts of interest which cannot be 
managed arise. 

• Sponsored post holders must not promote or favour the sponsor’s specific 
products, and information about alternative products and suppliers should be 
provided. 

• Sponsors should not have any undue influence over the duties of the post or 
have any preferential access to services, materials or intellectual property 
relating to or developed in connection with the sponsored posts. 

Sponsored 
Research 

Funding sources for research purposes must be transparent. 
• Any proposed research must go through the relevant health research authority 

or other approvals process. 
• There must be a written protocol and written contract between staff, the 

organisation, and/or institutes at which the study will take place and the 
sponsoring organisation, which specifies the nature of the services to be 
provided and the payment for those services. 

• The study must not constitute an inducement to prescribe, supply, administer, 
recommend, buy or sell any medicine, medical device, equipment or service. 

• Staff should declare involvement with sponsored research to their organisation. 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX 3 - Chair’s declarations of interest checklist  
 

Under the Health and Social Care Act 2012, there is a legal obligation to manage conflicts of interest 
appropriately. It is essential that declarations of interest and actions arising from the declarations are 
recorded formally and consistently across NHS GM for all board, committee and sub-committee meetings. 
This checklist has been developed with the intention of providing support in conflicts of interest 
management to the Chair of the meeting prior to, during and following the meeting. It does not cover the 
requirements for declaring interests outside of the committee process. 

 
Timing Checklist for Chairs Responsibility 

In advance  
of the meeting 

1. The agenda to include a standing item on 
declaration of interests to enable individuals to 
raise any issues and/or make a declaration at 
the meeting. 

 
2. An explanation of conflicts of interest 

requirements should be included on each 
agenda to provide clarity for all recipients. 
 

3. Agenda to be circulated to all members in 
advance to enable members to identify any 
interests relating specifically to the agenda 
items being considered which they will then 
raise with the Chair. 
 

4. Members should contact the Chair as soon 
as an actual or potential conflict is identified. 

Meeting Chair and 
secretariat 
 
 
 
Meeting Chair and 
secretariat 
 
 
Meeting Chair and 
secretariat 
 
 
 
 
Meeting members 
 



 

Timing Checklist for Chairs Responsibility 

 
5. Chair to review a summary report from 

preceding meetings i.e., sub-committee, 
working group, etc., detailing any conflicts of 
interest declared and how this was managed. 

 
A template for a summary report to present 
discussions at preceding meetings is detailed 
below.  

 
6. A copy of the members’ declared interests 

is checked against the agenda and meeting 
papers to establish any actual or potential 
conflicts of interest that may occur during the 
meeting. 
 

7. Check the meeting will be quorate 
 

 
Meeting Chair  
 
 
 
 
 
 
 
 
Meeting Chair  
 
 
 
 
 
Meeting Chair / 
Secretariat 
 

During the meeting 8. Check and declare the meeting is quorate 
and ensure that this is noted in the minutes of 
the meeting.  
 

9. Chair requests members to declare any 
interests in agenda items which have not 
already been declared, including the nature 
of the conflict. 
 

10. Chair makes a decision as to how to 
manage each interest which has been 
declared, including whether / to what extent 
the individual member should continue to 
participate in the meeting, on a case-by-case 
basis, and this decision is recorded within the 
minutes and, if a new interest on the template 
below. 
 

11. As minimum requirement, the following 
should be recorded in the minutes of the 
meeting: 

 
• Individual declaring the interest; 
• At what point in the agenda the interest was 

declared 
• The nature of the interest 
• The Chair’s decision and resulting action 

taken 
• The point during the meeting at which any 

individuals retired from and returned to the 
meeting - even if an interest has not been 
declared 

Meeting Chair  
 
 
 
Meeting Chair 
 
 
 
 
Meeting Chair and 
secretariat 
 
 
 
 
 
 
 
Secretariat 
 



 

Timing Checklist for Chairs Responsibility 

 
• Visitors in attendance who participate in the 

meeting must also follow the meeting 
protocol and declare any interests in a timely 
manner. 

 
            A template for recording any      
            interests during meetings is  
            provided below.   
 

Following the 
meeting 

12. All new interests declared at the meeting 
should be promptly added to the register. The 
person making the declaration needs to  
update their previously submitted declaration 
of interest.  
 

13. All new completed declarations of interest 
forms should be transferred onto the 
register of interests. 

Individual(s)  
declaring interest(s) 
 
 
 
 
Designated person 
responsible for 
registers of interest 

  



 
 

 
Template to record interests raised during the meeting that are not already recorded on the register of interests  
 

Meeting;      Date of Meeting;    Chair Name:  
 

Secretariat Name:  
 

Name of person 
declaring interest 

Agenda 
Item 

Details of interest declared Action taken 
 

Date register updated  

 
 
 

    

 
 
 

    

 
 
 

    

 
 
 

    

 
 
 

    

 
 
 

    

  

Anything recorded above should be captured in the minutes.  

Once completed, the form should be sent to the designated person responsible for register of interests to progress the updating of the 
individual’s declaration.   



 
 

Appendix 4: Gifts, Hospitality and Sponsorship Declaration for NHS GM 
 

Recipient Name  

Position within, or relationship with, the 
ICB (or other organisation) 

 

Date of Offer 
 

 

Date of Receipt (if applicable) 
 

 

Details of Gift / Hospitality/Sponsorship 
 

 
 
 
 
 

Estimated Value (£) 
 

 

Supplier / Offeror Name and Nature of 
Business  
 

 

Details of any previous offers or 
acceptance by this person / company 
 

 

Name of Officer reviewing and approving 
the declaration made and date 

 

Was the Gift / Hospitality/Sponsorship 
Accepted or Declined? 

 

Reason for 
accepting  
or declining 

 

Other 
Comments 
 
 

 

 
NHS GM is required to take steps to manage conflicts of interest that may arise; we collect this information to 
ensure that we are able to comply with the statutory guidance on this subject and with the organisation’s policies. 
The information collected in this form will be held securely and used for the purposes of identifying and managing 
conflicts of interest.  Personal information will be managed in line with the General Data Protection Regulation 
and Data Protection Act 2018. Details of gifts, hospitality and sponsorship are published online and available on 
our website. Information may be disclosed to third parties in accordance with the Freedom of Information Act 
2000 and published in registers that NHS GM holds. 

I confirm that the information provided above is complete and correct.  I acknowledge that any changes in these 
declarations must be notified to NHS GM as soon as practicable as and no later than 28 days after the interest 
arises.  I am aware that if I do not make full, accurate and timely declarations then civil, criminal, professional 
regulatory or internal disciplinary action may result. 

I do / do not (cross out as applicable) give my consent for this information to be published on registers that 
the NHS GM holds.  If consent is NOT given, please give reasons below: 



 
 

36 
 
 

 

 

Employee Signature:       

Employee Print name:       

Date: 

 

Line Manager Signature:  

Line Manager Print name:   

Date:  

 
Please return to Corporate Governance: gmhscp.gmicb.coi@nhs.net 

 
 
 
 
 
 
 
 
 

mailto:gmhscp.gmicb.coi@nhs.net
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1. Introduction   
 

NHS Greater Manchester (NHS GM) is fully committed to meeting its legal obligations to 
protect health, safety, and welfare of  staff and partners whilst working, including working from 
home, that of all others using NHS GM premises and to staff working within our partner 
premises. 
 
This policy has been developed in accordance with the Health and Safety at Work Act 
etc.,1974 (HASWA) and associated Acts, Regulations, and guidance to address the main 
health and safety risks and issues that have been identified as being relevant to the NHS GM’s 
business and will be updated should additional issues be identified. 
 
This policy includes a Statement of Intent setting out the NHS GM’s commitment to managing 
health and safety; defines the main functions and responsibilities of those involved in 
implementing policy; and the main arrangements for managing health, safety, and welfare. 
 
This policy will be supplemented with guidance, processes, risk assessment forms and other 
documentation which will be reviewed and updated as required. 

• Collaboration: We work together to achieve our goals and ambitions.  
• Compassion: We are caring and considerate in our words and actions. 
• Inclusion: We are a community where everyone is welcome and belongs.  
• Integrity: We are open and honest in our words and actions. 

 
 
 
 
2.  Statement of Intent 

 
The Chief Executive and the Board recognise the need to implement effective health, safety, 
and welfare arrangements. 
 
NHS GM recognises and accepts that under the Health and Safety at Work etc. Act 1974, it 
has a legal duty, to ensure, so far as is reasonably practicable, the health, safety, and welfare 
of all its employees and that it has the same duty towards patients, members of the public, 
contractors, and other persons affected by its activities and is therefore committed to this 
duty. 
 
NHS GM will establish and maintain appropriate systems to meet the requirements under the 
Organisation and Arrangements sections of this Policy, thereby ensuring that the above 
duties are fulfilled and will establish a proactive system of risk management for identifying, 
assessing, and managing risks.   
 
 
NHS GM is committed to: 

 
• Ensuring the progressive improvement of health and safety performance with the aim of 

creating safe working practices and safe working environments that prevent accidents 
and cases of work-related ill health and provide adequate controls of health and safety 
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risks arising from work activities. 
• Providing the financial and physical resources necessary to ensure that a high standard 

of health, safety and welfare is achieved. 
• Providing adequate training to ensure employees are competent to do their work. 
• Engaging and consulting with employees on day-to-day health and safety conditions and 

provide advice on occupational health. 
• Ensuring that control measures and emergency procedures are in place, effective, 

properly used, monitored, and maintained. 
• Maintaining safe and healthy working conditions, provide and maintain plant, equipment, 

and machinery, and ensure safe storage / use of substances. 
• Establishing and maintaining arrangements for the co-operation and co-ordination of 

health and safety measures between any employers who share workplaces with NHS 
GM. 

 
We will actively consult our workforce and nurture an open attitude to health and safety 
issues, encouraging staff to identify and report hazards.  

 
 

This policy and other associated policies, guidance, and procedures, will be brought to the 
attention of all employees, including upon recruitment, and made available to contractors, the 
general public and regulatory authorities via the NHS GM’s intranet and website. 

 
 
 
 
 
 
 
 
 

Mark Fisher 
Chief Executive          
 Date: 
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3. Purpose & Scope 
 

The purpose of this policy is to:  
 

• Ensure, as far as is reasonably practicable, the health, safety, and welfare of NHS GM 
staff.  

• Ensure, as far as is reasonably practicable, the health, safety, and welfare of other 
persons, for example, contractors, visitors, general public who may be affected by NHS 
GM’s activities including travelling on NHS GM’s business and at non-NHS sites.  

• Satisfy the requirements of the relevant regulations as they apply, and any other 
associated, relevant regulations.  

• To supplement and enhance associated, and appropriate internal policies. 
 
 

This policy applies to: 
 

• Members of staff directly employed by NHS GM and for whom NHS GM has legal 
responsibility. 

• Staff covered by a letter of authority / or work experience.  
• All third parties and others authorised to undertake work / process. 

 
This policy applies to all areas of NHS GM’s business and activities, all NHS GM premises, 
equipment, and other assets, as well as the NHS GM’s responsibilities towards staff who 
work in line with the hybrid working guidelines and staff who work at our partner premises.  
 
Managers at all levels are expected to take an active lead to ensure that health safety and 
wellbeing and the systems of control are integral to the operation of the organisation.  
Managers should seek advice and guidance from the organisation’s competent persons, 
should it be required.  

 
 
 
4. Responsibilities & Definitions 
 

Responsibilities  
 
 

Chief Executive 
 

The Chief Executive of NHS GM has overall accountability and responsibility for effective 
health, safety, welfare, and fire management within the NHS GM in line with relevant 
legislation and guidance issued by the Health and Safety Executive and other enforcing 
authorities.  

 
Deputy Chief Executive 

 
The Deputy Chief Executive has delegated responsibility for the implementation of this policy 
and ensuring that the Board is regularly kept fully informed on health and safety issues that 
arise as and when appropriate; provide a highly visible leadership role for the management 
of health and safety; And monitoring the effectiveness of the Health and Safety Policy. The 
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Deputy Chief Executive will ensure that NHS GM complies with statutory obligations relating 
to health and safety. 

 
Chief Financial Officer 

 
The Chief Financial Officer will be responsible for ensuring adequate resources are available 
to implement the Health and Safety Policy. 

 
 

NHS GM Board 
 

The NHS GM Board is accountable and responsible for ensuring that the NHS GM has 
effective arrangements for managing health, safety and welfare of its staff and others affected 
by its activities. The Board will lead by example and seek regular assurance from its 
committees, and other sources regarding the effectiveness of health, safety and welfare 
controls and will ensure further mitigating action is taken where necessary and ensure that 
sufficient resources are made available to enable managers of the NHS GM to fulfil their legal 
obligations.  NHS GM will ensure that Health and Safety Performance Indicators are set and 
monitored. 

 
 

Audit committee  
 

The Audit Committee has responsibility for monitoring NHS GM’s compliance with this policy 
and is the ‘sponsoring committee’ referred to below. 
 
The Audit Committee will seek assurance that health, safety, and welfare arrangements and 
any associated risk are being appropriately and robustly managed and will escalate any area 
of significant concern to the NHS GM Board. 

 
People and Culture Committee 

 
The People and Culture Committee will seek assurance that health, safety, and welfare and 
are robustly managed via receipt of regular reports of mandatory training compliance, or ad 
hoc reports on specific issues requested by the committee and will escalate any area of 
significant concern to the NHS GM Board. 

 
Health and Safety Committee / Staff engagement Group  
 

NHS GM acknowledges that if two or more union-appointed health and safety representatives 
request in writing that a Health and Safety Committee is set up, that this must be done within 
three months of request.  This Sub-Committee will report to the People and Culture 
Committee and / or the Audit Committee as appropriate. 
 
In the absence of a Health and Safety Committee, oversight of health and safety 
arrangements will be overseen by the Audit Committee and the NHS GM staff will be 
consulted on health and safety matters via the intranet, Staff Engagement Group.    
 
This Committee with management, staff side and trade union representatives will consider 
and consult on matters pertaining to health, safety, and welfare of all staff within the NHS 
GM. 

 
 

Executive Directors and Chief Officers 
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The Executive Directors and Chief Officers are accountable to the Chief Executive.  The 
Executive Directors and Chief Officers are responsible for assuring the Deputy Chief 
Executive (as the Lead Executive responsible for Health, Safety and Welfare) and the Chief 
Executive that satisfactory systems of health and safety management are in place within their 
areas and are responsible for reporting on any areas of concern to the Deputy Chief 
Executive and the Chief Executive. They will do all that is reasonably practicable to establish 
and maintain high standards of health, safety, and welfare in their areas of control. 
 
Executives and Chief Officer will support the Chief Executive and Deputy Chief Executive 
and carry direct responsibility for the implementation of Health and Safety related policies 
within their areas of control. They will do all that is reasonably practicable to establish and 
maintain high standards of health, safety, and welfare in their areas of control. 

 
 

Associate Director Corporate Services, Board Secretary and Health Safety and Security 
Lead 
 
Associate Director of Corporate Services  
 

The Associate Director of Corporate Services has been nominated as the person responsible 
for the overall co–ordination and monitoring of the implementation of this policy in the NHS 
GM. Particular responsibilities include ensuring:  

 
• Provide a highly visible leadership role for the management of health and safety. 
• Reviewing the implementation of the Health and Safety Policy.  
• Demonstrating commitment to the promotion of Health and Safety within the NHS GM.  
• Ensure sufficient resources are allocated to implement the Health and Safety Policy and 

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

resources are available to meet those training needs. 
• Ensure corporate, generic risk assessments are completed and communicated to staff 

as appropriate. 
• Retain copies of superseded policies and policy documents in accordance with The 

Records management: NHS Code if Practice 2021. 
• Ensure effective communication of health and safety matters throughout the 

organisation. 
• Ensure all liability is covered by adequate insurance. 
• Ensure a management system exists for reporting and investigation accidents and near 

misses. 
• Seek suitable specialist health and safety advice where appropriate. 
• Ensuring sufficient resources are allocated for Health and Safety Policy and procedures. 

 
 

 
The health, safety and security lead will act as the competent person on matters in relation 
to health and safety (except where other competent persons exist), and shall as far as is 
reasonably practicable ensure that: 
 
• Provide a highly visible leadership role for the management of health and safety. 
• Provide a health and safety advisory service. 
• Assist in the investigation of serious accidents, then ensure they are recorded and if 

necessary reported. 
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• Review information relating to incidents and accidents and compile reports as required. 
• Act as a liaison with any enforcement agencies, Health and Safety Executive, Fire and 

Rescue Service etc. 
• Advise Executives, Board Members, Senior Managers on health and safety 

arrangements or amendments to current policy. 
• Ensure that additional health and safety policies, procedures and guidance are produced 

and regularly reviewed as necessary. 
• Make arrangements to ensure that the policies are brought to the attention of all 

employee’s and that they receive notification of policies. 
• Carry out any audits and inspections of NHS GM workplaces or activities to assess the 

performance of the organisation and its managers. 
• Advise on the process of carrying out risk assessments when required. 
• Liaise with People Services and Occupational Health Service to identify and investigate 

working practices and conditions that may cause stress, sickness, and injury. 
• Build and maintain a good working relationship with health and safety representatives 

and ensure that meaningful consultation takes place. 
• Assist in the delivery or procurement of health and safety training. 
• Monitor compliance of mandatory training. 
 

 
Line Managers 

 
It is the responsibility of all Managers to manage Health and Safety issues within their 
functional areas. 
 
Managers are accountable to their own line manager for the implementation of the NHS GM 
Health and Safety Policy and associated guidance within there are, so far as is reasonably 
practicable with specific responsibility for: 
• Providing a first point of contact for safety representatives, trade union officials and 

others who wish to make representation on health and safety matters. 
• Ensuring compliance with statutory obligations by ensuring adequate information, 

instruction, training, and supervision is provided for staff and carrying out regular 
monitoring and review of health and safety performance in their area. 

• Ensuring health and safety policies and procedures are implemented and observed and 
safe systems of work are produced, implemented, and observed. 

• Ensuring that all staff they are responsible for, know and accept their responsibility under 
this policy, the Health and Safety at Work etc. Act 1974 and other health and safety 
regulations. 

• Assessing the needs of employees in relation to health and safety and fire safety training, 
including induction and allowing sufficient time for those employees to attend training 
courses. 

• Ensuring that all employees under their control, have received suitable and appropriate 
training, both induction and specific, together with the knowledge and understanding of 
their responsibilities. 

• Ensuring that risk assessments are undertaken for work activities and periodically 
reviewed, as required by the Management of Health and Safety at Work Regulations. 

• Ensuring that all accidents, injuries, near misses, and dangerous occurrences are 
reported in accordance with the Accident and Incident Reporting Policy. 

• Ensuring the appropriate investigation of all accidents and incidents ensuring the 
appropriate action is taken. 

• Fully consulting with and involving staff in matters relating to health and safety. 
• Completing any additional health and safety training required for their role. 
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• Ensuring that when staff are working from home, they receive regular contacts to check 
their welfare and review their agile working assessment with them regularly.  

• Making sure the control measures in place are at all times operable and not interfered 
with and that personal protective clothing, where appropriate, is available and is used. 

• Co-operating with Health safety and Security Lead as necessary. 
• Reviewing operating and work instructions and specific related hazards to staff 

transferred into the department and/or new staff.  
• Ensuring all staff are aware of Health and Safety procedures.  
• And encouraging the good behaviours required by staff by setting a good example with 

respect to Health and Safety. 
 

Employees 
 

All employees must take reasonable care of their own health and safety and that of other 
persons and must co-operate with their line Manager(s) to enable them to meet their 
responsibilities under health and safety law. 
 
All employees, by law, should not intentionally or recklessly interfere with or misuse anything 
provided in the interests of health and safety and must act accordance with their health and 
safety training and bring any known hazards or shortfalls in health and safety matters to the 
attention of their line manager immediately. 
 
All employees must co-operate fully with the arrangements made by management to meet 
its legal responsibilities for Health and Safety in Section 7 of the Health and Safety at Work 
etc., Act 1974. 
 
Note: any breaches of these provisions could lead to disciplinary action and` will be treated 
as a breach of the employee’s conditions of service, i.e., misconduct or gross misconduct, 
according to the circumstances. 
 
Specific staff responsibilities are to: - 
• Comply with local Fire arrangements procedures. 
• Comply with local First Aid procedures. 
• Being aware of the location of the first aid equipment and the identity and location of the 

first aiders. 
• Share any information necessary to enable first aid and fire evacuation duties to be 

carried out. 
• Report any accidents, incidents, near misses, dangerous occurrences or acts of violence 

and aggression to their line manager as soon as possible. 
• Attend any health and safety related training as required by their manager. 
• Practice good housekeeping, including keeping work areas tidy and free from 

obstructions. 
• Report any building and / or equipment defects and / or shortfalls in cleanliness to the 

local competent person. 
• Fully co-operating with and abide by risk assessments. 
• Advise their line manager if they become aware of any change which may affect risk 

assessment or health and safety procedures as soon as possible. 
• Undertake a dynamic risk assessment, where appropriate, when working in a service 

users’ home. 
• Following any local / site specific health and safety policy when not working on a site 

controlled by NHS GM. 
• And set a good personal example with respect to Health and Safety. 
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Definitions  
 
Accident An unexpected event, typically sudden in nature and associated 

with injury, loss, or harm. 
Competent person The Management of Health and Safety at Work Regulations 1999, 

Regulation 7 requires every employer to appoint one or more 
competent persons to assist with putting measures in place to 
ensure legal compliance. The Competent Person can be either an 
individual or a company providing these services. The person is 
regarded as competent if they have “sufficient training and 
experience or knowledge and other qualities to properly assist the 
employer to meet their safety obligations.” 

Controls Measures implemented in a hierarchical way to eradicate or 
reduce risk and prevent harm.  These include design of systems 
and structures, processes, policies, guidelines, professional 
practice, equipment, training and personal protective equipment. 

CoSHH Control of Substances Hazardous to Health Regulations 2002 
CMCHA Corporate Manslaughter and Corporate Homicide Act 2007 (CMCHA) - 

The Act clarifies the criminal liabilities of companies including large 
organisations where serious failures in management of health and safety 
result in a fatality. Companies and organisations should keep their health 
and safety management systems under review, in particular, in the way 
in which their activities are managed and organised by senior 
management. 

Dangerous Occurrence Certain specified near-miss events, as defined by the Reporting of 
Injuries, Diseases and Dangerous Occurrences Regulations 
(RIDDOR) 2013. 

DSE Display Screen Equipment (DSE) – devices or equipment that 
have an alphanumeric or graphic display screen, including display 
screens, laptops, tablets, smart phones, touch screens and other 
similar devices. 

DSE User The Health and Safety (Display Screen Equipment) Regulations 
1992 apply to workers who use DSE daily, for continuous periods 
of an hour or more (the regulations do not apply to workers who 
use DSE infrequently or for a short time). The Health & Safety 
Executive describes these workers as 'DSE users'. For the 
purposes of this policy, all NHS GM employees are DSE Users, 
unless there is a reason why this definition should not apply. 

Enforcing Authority 
The two main agencies in the United Kingdom with responsibility 
for enforcing, regulating, and encouraging businesses to follow 
health and safety legislation are the Health and Safety Executive 
(HSE) and Local Authorities. 

The Care Quality Commission (CQC) is also an enforcing authority 
in relation to the care of patients and users of health and care 
services as well as the General Medical Council (GMC) and 
Nursing and Midwifery Council regarding concerns about patient 
safety involving doctors and nurses respectively.   
 
Other enforcing authorities have specific responsibilities 

https://www.hse.gov.uk/
https://www.hse.gov.uk/
https://www.cqc.org.uk/
https://www.gmc-uk.org/
http://www.nmc.org.uk/
https://www.hse.gov.uk/contact/authority.htm
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depending on the nature of the work being undertaken. 
Fire marshals 

Members of staff appointed to assist in the evacuation of NHS 
GM premises in the event of the fire alarm sounding.  They also 
help to identify potential fire safety hazards and assist in the 
lockdown of NHS GM premises as set out in the NHS GM 
Security and Lockdown Policy.   Their role is set out in more 
detail in section 7  

HASWA Health and safety at Work etc. Act 1974. (HASWA) 
Hazard Something which has the potential to cause harm. 
Health, Safety and Welfare 

A term generally used to describe arrangements implemented to 
prevent accidents and ill-health to employees and others who 
may be affected by the activities of an organisation.   

Incident An occurrence or situation arising in the course of work that 
resulted in, or could have resulted in, injury, illness, damage to 
health, dangerous occurrence. 

Load When referred to in relation to manual handling operations, a load 
is an object, person, or animal.  Although the weight of a load is 
important, the law does not set specific weight limits. 

Manual handling Any transporting or supporting of a load (including the lifting, 
putting down, pushing, pulling, carrying, or moving thereof) by 
hand or bodily force. 

Near Miss An event not causing harm but has the potential to cause injury or 
ill health. 

PEEP Personal Emergency Evacuation Plan (PEEP) is a plan for a 
person who may need assistance (e.g., a person whose mobility 
is affected by a disability, pregnancy, or health condition) to 
evacuate a building or reach a place of safety in the event of an 
emergency.   

PPE Personal protective Equipment (PPE) 
Refuge area A place identified within a building where individuals should remain 

during a fire safety incident if they are unable to leave the building 
(e.g., due to mobility issues or because fire/smoke/debris is 
impeding their exit) whilst they await rescue.  These areas will be 
identified due to their location and ability to provide greater/longer 
fire protection and noted within fire risk assessments, fire safety 
procedures, PEEPs and notified to staff during induction and other 
training. 

Risk 
The potential of a situation or event to impact on the achievement 
of specific objectives.  Risks can arise in many ways and include 
clinical, non-clinical, financial, environmental, workforce, equality 
and diversity and reputational risks.  The Orange Book: 
Management of Risk – Principles and Concepts (2020) defines 
risk as the “uncertainty of outcome, whether positive opportunity 
or negative threat, of actions and events”.   

Risk is characterised by two factors, being a combination of the  

• consequences/impact of a hazard and the 
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• associated likelihood of occurrence.    

NHS GM will use a 5 x 5 risk rating matrix and impact assessment 
table to assess the level of risk. This will be set out in the Risk 
Management Policy. 
 

Risk Assessment Overall process of risk identification, risk analysis and risk 
evaluation. 

Risk Management A proactive and integral approach to the management of those 
risks that might affect the achievement of an organisation’s 
objectives. 

Safety Representatives NHS GM employees who are designated and appointed by a 
Trade Union in accordance with their respective membership 
regulations and the Safety Representatives and Safety 
Committees Regulations (SRSCR) 1977. 

Safety Representatives NHS GM employees who are not Union appointed but are 
designated to represent staff regarding Health & Safety issues in 
accordance with the Health & Safety (Consultation with 
Employees) Regulations (HSCER) 1996 

Serious Incident  An incident which involves serious /lasting injury or death to aa 
member of staff, a patient or a member of the public, or which 
leads to a major disruption in service provision or reputational 
damage to NHS GM. 

So far as is reasonably 
practicable 

The degree of risk in a particular situation can be balanced against 
the time, trouble, cost and physical difficulty of taking measures to 
avoid the risk. If these resources are so disproportionate to the risk 
that it would be unreasonable to expect any employer to have to 
incur them to prevent it, the employer is not obliged to do so unless 
there is a specific requirement that he or she does so. 

 
 

 
5. Arrangements for Delivering the Policy 
 

This policy will be delivered by: 
 

• The development of procedures, protocols and guidance that meet the requirements of 
health and safety law as applicable.  These shall be made available to staff via the NHS 
GM intranet. 

• Ensuring management conduct suitable and sufficient risk assessments and controls for 
their areas of responsibility. 

• The provision of appropriate health and safety training such as Health and Safety 
Awareness, Display Screen Equipment Assessment etc. via on online learning 
management system. 

• The promotion of health, safety, and welfare of all colleagues through campaigns, 
communications, seminars and questionnaires. 

• Engaging with nominated staff side colleagues in effective consultation via Health and 
Safety Committee and actively supporting Safety Representatives and Representatives 
of Employee Safety in the fulfillment of their role. 

•  
 

6. Monitoring compliance 
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The Associate Director of Corporate Services with the support from the Health Safety and 
Security Lead is responsible for monitoring the ongoing compliance with this policy and 
ensuring that an appropriate health, safety, and welfare culture is embedded across the NHS 
GM. 
 
The Audit Committee is accountable to the Board for ensuring that health, safety, and welfare 
arrangements are effective and will receive regular reports of action taken to implement this 
policy. 

 
 
7. Staff Training 
 

Health and Safety training is a statutory requirement of legislation and therefore is mandatory 
for all staff of NHS GM.  
 
All staff will be made aware of this policy as part of their local induction by their line manager 
including their role and the forms of support available to them.  Line managers will be 
responsible for ensuring that employees’ health and safety training needs are assessed 
during induction and reviewed annually via the staff appraisal process. 
 
The health, safety and security lead will arrange training to supplement mandatory training 
or other training provided vie the e-learning portal where appropriate. 

 
8. Arrangements for Review  
 

This policy will be reviewed annually.  An earlier review will be carried out in the event of any 
relevant changes in legislation, national or local policy/guidance, organisational change or 
other circumstances which means the policy needs to be reviewed. 
 
If only minor, immaterial changes are required (for example, changes to contact details or 
typographical changes), these changes will be reviewed and agreed by NHS GM’s Policy 
Review Group before being communicated to the Audit Committee.  If material changes are 
required, the policy will need to be ratified by the Audit Committee before final approval by 
the Board. 

 
9. Training and Awareness 
 

This document will be made available to all staff via Keep Connected and published on NHS 
GM website and on the NHS GM Health and Safety Intranet page. 
 
All staff are mandated to undertake training on an annual basis. 
 
Staff will receive guidance regarding this document from a number of sources: 

 
• Policies and procedure located on the intranet;  
• Line manager; 
• Other communication methods (e.g., staff briefings, team meetings, Health and Safety 

updates). 
 

 
10. Classification and Retention of Information 
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NHS GM retention periods 
  
Accident records 3 years  
Accident records for under 18 year olds. Until they are 21 years and 3 

months. 
Individual employee medical reports  40 years 
Management of health and safety where it relates to staff e.g., H&S 
Policy, H&S Training, Monitoring H&S arrangements / Risk 
assessments 

Archive after 3 years. 

 
 
11. Legislation & Guidelines  
 

A set of procedural documents will be made available via the Health and Safety intranet page. 
 

• The Health and Safety at Work Etc. Act 1974. London. HMSO.  
• The Corporate Manslaughter and Homicide Act 2007.  London.  HMSO 
• The Management of Health and Safety at Work Regulations 1999 
• The Workplace (Health, Safety & Welfare) Regulations 1992. 
• Provision and Use of Work Equipment Regulations 1998.  
• The Health and Safety (Display Screen Equipment) Regulations 1992.  
• Manual Handling Operations Regulations 1992  
• The Reporting of Incidents, Diseases and Dangerous Occurrences Regulations 2013 

(RIDDOR)  
• Health and Safety (First Aid) Regulations 1981  
• The Regulatory Reform (Fire Safety) Order 2005 
• Electricity at Work Regulations 1989 
• The Control of Substances Hazardous to Health Regulations 2002. 
• The Health and Safety (Miscellaneous Amendments) Regulations 2002  
• The Health and Safety Information for Employees Regulations 1989  
• The Safety Representatives and Safety Committees Regulations 1977 (as amended)  
• The Health and Safety (Consultation with Employees) Regulations 1996 (as amended  
• Equalities Act 2010  

 
 
12. Equality Statement 

 
NHS GM aims to design and implement services, policies and measures that are fair and 
equitable. As part of its development, this document and its impact on staff, patients and the 
public have been reviewed in line with the NHS GM legal equality duties. The purpose of the 
assessment is to improve service delivery by minimising and if possible, removing any 
disproportionate adverse impact on employees, patients, and the public on the grounds of 
race, socially excluded groups, gender, disability, age, sexual orientation, or religion/belief. 
 
The Equality Assessment has been completed and any associated documents will be 
analysed accordingly.  

 
13. Monitoring and Review 
 

This document will be monitored through the audit committee, health and safety committee, 
staff engagement, staff awareness and supporting evidence. 

 
This policy will be reviewed on an annual basis and in accordance with the following as and 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fukpga%2F1974%2F37%2Fcontents&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026399501%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=Z5KKUaBB6wNfkZNep5cae0VDFUj%2BG2awEA5y%2B1Z4YN0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fukpga%2F2007%2F19%2Fcontents&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026414288%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=ZNjOMYmtIjFKxTmGYrB1tOcWjubAu0B5X6OGqz7bM70%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1999%2F3242%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026425407%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=RmxZiAXGHQRgv%2FqAFNxJ5QJ8LDX8IVEDJsLjoh%2FrDWw%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1992%2F3004%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026434019%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=6%2FPX5AVEgAbpd4yLpbjDmYP1XfUYLXDXQ%2BvYKcSjmMo%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1998%2F2306%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026441380%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=5wYaCDhjw3Y4X0gihsMpOP12QKMy61OBqp0MiOXQxeg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1992%2F2792%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026448414%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=R0Vmmb982mG2DsZ1nd8ONbKalZwukd3C4iAftIo%2F7EI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1992%2F2793%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026455903%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=a%2F3AGTkelMIXhUFkQ7R6hjn8u6EDBhpi0T3go7JTba8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hse.gov.uk%2Friddor%2F&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026462694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=kZxJKJsxurF1MVuDWItVDWaJvn0DJv0OfbBf9ucEs%2B8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hse.gov.uk%2Friddor%2F&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026462694%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=kZxJKJsxurF1MVuDWItVDWaJvn0DJv0OfbBf9ucEs%2B8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1981%2F917%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026469171%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=ILAeJlsN91qcja0PFA0t7r7%2B2PgfjCZGgLibpia8yNk%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F2005%2F1541%2Fcontents&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026475563%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=a%2Flv7V2OqgOQAp0BAMzkpQmio4vpZU1IE3sGpoSE%2FEY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hse.gov.uk%2Fpubns%2Fbooks%2Fhsr25.htm&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026481886%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=jyt2b%2BbV%2FCY2Ex00TwIrxAFjlxUgyKIBQSECy2k%2FiHU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F2002%2F2677%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026488083%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=qThgspVMrDkDLhNDpHdzydeRQwBY5AsQP%2FgF3hj6uvM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F2002%2F2174%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026494219%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=0Q49sKEpA%2F61oV6OgiykjZZ%2BXSA%2Bi3gkbruyhKrOYGc%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1989%2F682%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026525703%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=B0jWy0k0IgNzTl99EH%2FxzTAI%2F6OmYbDe3me5BZp1mkE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1977%2F500%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026549944%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=5nKnnQq6fPoaC1gkebJ8Wkyh9NFTNgIo0ha6AnbCZPI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fuksi%2F1996%2F1513%2Fcontents%2Fmade&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026560602%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=Ojtn4mS6D%2FYQJqL%2FdsjJJkozVOAQKTxwo2JUBCwezD0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.legislation.gov.uk%2Fukpga%2F2010%2F15%2Fcontents&data=05%7C02%7Csamantha.deakin7%40nhs.net%7C10e7f639a5184f1870e308dca268fe4b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638563819026584912%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=sNecOgjRrUv%2BKaR%2BxlIBQguIbDPfDVOH999cAcTWZSI%3D&reserved=0
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when required: 
 

• Legislative changes:  
• Good practice guidance. 
• Case law. 
• Lessoned learnt from significant incidents reported and 
• Changes to organisational infrastructure. 

 
The next review is scheduled for 12 months. 
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1 Introduction 
 

1.1 To ensure robust governance and allow the new organisation to lead on good practice, NHS 
Greater Manchester (NHS GM) needs formal policies, which communicate standard ways of 
working. These policies help clarify strategic and operational requirements and ensure 
consistency within day-to-day actions. 
 

1.2 In addition, these policies can improve the quality of work, increase the successful 
achievement of objectives and support patient safety, quality and experience. It is recognised 
that systems need to be in place to ensure policies are user friendly up-to-date and easily 
accessible. 

 
1.3 A common policy format and approval structure will reinforce NHS GM’s identity. More 

importantly, this will help to ensure that policies and related procedures are current and reflect 
an organisational approach. It will also avoid confusion and assist employees to readily 
access information within the document in a consistent manner. 

 
1.4 It is recognised that in the main policies fall into several groups: 

 Quality & Commissioning 
 Safeguarding 
 Performance 
 Clinical / Medical 
 Estates 
 Human Resources 
 OD & Culture 
 Pay Related 
 Primary Care 
 Finance 
 Corporate (including IT and IG). 

 
2 Purpose / policy statement 

 
2.1 NHS GM intends that its organisational policies should provide a clear understanding of 

what is expected of employees. 
 
2.2 Whilst this document is particularly relevant to NHS GM employees who are responsible 

for writing or reviewing policies it is equally important that all NHS GM employees 
understand the relevance of having these policies in place as described in the Nolan 
Principles contained in the NHS GM Constitution. 

 
2.3 Occasionally policies will be developed through partnership working and may have a 

different format than that described here. In these instances, the policy itself will be adopted 
but will still be quality-assured against the criteria of this document to ensure that when 
presented for final approval it meets NHS GM’s requirements. 

 
2.4 This document outlines the process for policy development from inception through to 

ratification, implementation and monitoring / evaluation. 
 

2.5 The aim is to ensure that NHS GM has high quality, accessible policies that meet statutory 
and legislative requirements. 

 
2.6 NHS GM policies will establish working principles and minimum requirements / data sets. 
  
2.7 NHS GM has a legal requirement to evidence that each policy has had an Equality Impact 

Assessment (EIA) undertaken to ensure that the policy does not cause detriment to any 
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protected group of people and that equality is advanced where possible.  EIA Documents 
are contained in (Appendix A) and must be ratified by the Policy Sponsor before the policy 
can be approved and implemented. 

 
2.8 Although not a legal requirement, some policies may require a Quality Impact Assessment 

(which is in addition to the EIA). This can be completed as one process as a QEIA. Policy 
Leads should consider whether Quality should be considered as part of their impact 
assessment(s). For confirmation of the current QEIA process, please contact (insert 
contact details here).  

 
2.9 A flow chart detailing the Policy approval process is contained in (Appendix B). 
 
3 Definitions 
 
3.1 The following terms are used in this document (definitions of terms used in the 

document).  Each document will differ, but must include abbreviations, technical 
terms and acronyms. 

 
 

Policy An organisation wide policy is a ratified plan of action 
which applies to all relevant employees as a ‘must do’ 
requirement. 

Formal contractual policies (where stated) are legally 
binding between NHS GM and its employees. 

The purpose, definitions and responsibilities contained 
within the policy must be upheld in order that they may be 
used to support an individual or NHS GM during legal 
action. 

‘It says what you must know or do.’ 

 

It can also be a statement or policy statement. 
Procedure An organisation wide procedure is a standardised series of 

actions taken to achieve a task in an agreed and consistent 
manner to attain a safe and effective outcome. A procedure 
is a formal document that must be complied with as it may 
be used to support an individual or NHS GM during legal 
action. 

‘It tells you how it must be done.’ 

In most instances NHS GM requires that any procedural 
elements required are contained within the actual policy 
but there is no requirement to follow the same process. 

Strategy A Strategy is a document that defines a process of moving 
towards an ideal situation by implementing actions and or 
complying with a policy.  The Strategy should define the 
current performance, explain how NHS GM wants to 
perform in the future and the describe how this new 
performance level will be achieved. 
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Ratify / Ratification A process undertaken on completion of a policy to ensure 
that all the necessary steps have been completed and that 
it complies with the Policy Framework (Policy on Policies). 

Approval A process which confirms the final status of a policy and 
provides for the authority for the issue and use of a policy. 

Guideline A detailed plan or explanation to guide you in setting 
standards or determining a course of action. 

Equality Impact 
Assessment (EIA) An Equality Impact Assessment (EIA) is an evidence-

based approach designed to help NHS GM ensure that its 
policies, practices, events and decision-making processes 
are fair and do not present barriers to participation or 
disadvantage any protected groups from participation. 

Quality and Equality 
Impact Assessment 
(QEIA) 

A Quality and Equality Impact Assessment (QEIA) is an 
evidence-based approach designed to help NHS GM 
ensure that its policies, practices, events and decision-
making processes are fair and do not present barriers to 
participation or disadvantage any protected groups from 
participation and includes consideration of impacts on 
quality. 

 
 

4 Policy Detail 
 

4.1 Style and Format 
 
4.1.1 All policies and any related procedures will be developed using the NHS GM Policy 

Template held by the Corporate Governance Team and contained in (Appendix D). 
Requirements in respect of style and format are detailed on the template itself, in line with 
NHS GM branding guidelines. All completed NHS GM policy templates must have a 
completed EIA (or QEIA) attached before it can be submitted for approval. 

 
4.2 Key Features of a well-written Policy 
 
4.2.1 Each policy must be compliant with all current legal and statutory requirements that are 

relevant to their development. The policy must also be compliant with NHS policies and 
guidance (including those from the National Institute for Health and Clinical Excellence 
(NICE) and National Service Frameworks (NSFs). 

 
4.2.2 All polices should evidence where an opportunity to reduce existing inequalities and 

advance new equalities has been taken. 
 
4.2.3 At their core, policies should demonstrate clarity and openness and be written in a form / 

format and using language that is accessible by all NHS GM employees and the wider GM 
population. Plain English principles should always be followed. Policies should also adhere 
to accessibility standards. For further advice or guidance, please contact 
gmhscp.digital@nhs.net 

 
4.2.4 The process will complement the key operating principles as outlined in the NHS GM 

Constitution. 
 
4.2.5 A well written policy should: 

• be clear, concise, jargon and acronym free / minimised and written in straightforward 

mailto:gmhscp.digital@nhs.net
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language 
• take account of the relevant views of stakeholders where appropriate 
• be sound / evidence based 
• have clear objectives 
• specify how it will be implemented, monitored and audited 
• describe a consequence of any breaches 

 
 

Do’s Don’ts 

write in plain language use more words than are needed 
to say what you mean 

avoid using excessive amounts of text use long words 

make use of subheadings and bullet 
points to help readers find what they 
want 

use jargon 

construct single sentences over complicate policies  

avoid subjective concepts such as 
‘good’ and ‘bad’ 

assume you can do an EIA at 
some later date – EIA’s must 
inform the design of the policy 

avoid adverbs such as ‘hopefully’, 
‘frankly’ or ‘happily’ as they are laden 
with opinion 

overuse acronyms 

ensure factual accuracy in everything 
that you write 

use names of staff in policies 

Include a glossary of acronyms  
Use of visual images and flow charts to 
enable users to quickly understand the 
processes described. 

 

When referring to staff, always use job 
titles and not names 

 

 
 
4.3 Development of new and revised policies 
 
4.3.1 It is important that the development of policies and related procedures are linked to service 

priorities and that they do not duplicate other work either nationally or locally. Therefore, 
the author must ensure that they have researched the background and available evidence 
prior to consultation and ratification. 

 
4.3.2 New Policy: An author may be requested to develop a new policy based on NHS GM 

needs, changes in legislation or national requirements.  The author will also be responsible 
for undertaking a new EAI (or QEIA). 

 
4.3.3 Revising a Policy: An author who is reviewing an existing policy is expected to review the 

contents of the current version for its continued relevance and ensure that NHS GM history 
(where necessary) is carried forward to the new policy. The author will also be responsible 
for undertaking a new EIA (or QEIA). 

 
4.4 Consultation 

 
4.4.1 Consultation should be undertaken to secure the support and experience from all relevant 

individuals and groups. 
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4.4.2 It is vital to the success of the implementation of any policy that the expertise and 

experience of all relevant parties has been considered, particularly those who will be 
expected to implement the requirements. 

 
4.4.3 The consultation process is an opportunity to influence the policy content and should not 

be considered only as an exercise to satisfy the checklist requirements. 
 
4.4.4 People and Culture policies will require Trade Union involvement and engagement as part 

of the development process. 
 
4.4.5 A draft policy sent out to stakeholders should be as near to the ‘final’ draft version as 

possible and include all relevant references with details of associated documentation. This 
will help to ensure that the stakeholders are able to review and make appropriately 
informed comments. A list of all employees and stakeholders consulted during the policy 
development should be included in the review section of the policy, which is part of the 
Policy Template (Appendix D). 

 
4.4.5 Policy authors should give consideration to any potential conflicts of interest as part of 

policy development, especially when consulting with stakeholders. Any potential conflicts 
of interest should be discussed with the Associate Director of Corporate Services and 
noted in the Policy Assurance Checklist (Appendix C).  

 
4.5 Preparation for approval 

 
4.5.1 Once the policy has been fully consulted upon and comments considered it is ready for 

formal agreement and ratification. 
 
4.5.2 The author will then formally complete the Policy Assurance Checklist (Appendix C) which 

is required to be submitted to the Policy Review Group with the policy. 
 
4.5.3 Once the Policy Review Group grants approval, the Corporate Governance Team will 

arrange for the policy to be added the agenda of the next most convenient and appropriate 
meeting of the relevant Committee (or the Board). 

 
4.5.4 The author may be invited to the relevant meeting to present the policy and respond to any 

queries the Committee or the Board may have in relation to the policy. 
 

4.5.5 If the policy is not deemed to be ready for formal ratification, the Policy Review Group will 
agree with the author where amendment or clarification is required. The author will then 
re-submit to the next meeting if appropriate. If the policy is deemed ready for final approval 
(with or without minor amendments), then it will referred to the relevant Committee or the 
Board for final approval.  See approval flow chart (Appendix B). 

 
4.6 Fast-Track Policy Approval Process 

 
4.6.1 There will be occasions due to an urgency or immediacy where the process of formal 

ratification needs to be accelerated, but this should be on an exceptional basis only.  
 

4.7 Dissemination and Communication to Employees 
 
4.7.1 The Corporate Governance Team will arrange for all ratified policies to be added to the 

employee’s intranet page or the NHS GM website, and employees will be notified of all 
policy activity through NHS GM’s internal communications. The Policy Author will be 
required to provide any accompanying narrative when policies are communicated to staff. 
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4.7.2 Where required, alternative formats will be made available on request as part of the NHS 
GM’s legal duty to provide reasonable adjustments. 

 
4.8 Control Including Archiving Arrangements 

 
4.8.1 The Corporate Governance Team will hold a central database of all current policy  

documents together with a master file of electronic copies, including archived documents. 
 
4.9 Implementation Plans 

 
4.9.1 It is imperative that each policy has a considered plan for its implementation. Authors will 

therefore be required to identify the steps that will be taken to ensure the policy is 
meaningfully implemented. 

 
 

5  Duties & Responsibilities  
 

5.1 All NHS GM Employees 
 
5.1.1 All NHS GM employees need to ensure they are aware of the Policy Framework (Policy 

on Policies) requirements, including the requirement to undertake an Equality Impact 
Assessment (or QEIA where appropriate). 

 
5.1.2 This includes a requirement on receipt of new policies to review their contents and assess 

the relevance to their role. 
 
5.1.3 All employees are required to follow the agreed organisational policies, failure to follow 

these policies may result in disciplinary action. 
 

5.2 The Board 
 
5.2.1 The Board has overall responsibility for ensuring that NHS GM has a robust system in 

place for the development, approval and regular review of policies covering all activities. 
 
5.2.2 The Board will receive formal notification from its Committees when changes to Policies 

are approved. 
 
5.2.3 The responsibility for the approval of some policies is reserved to the Board as described 

within the Scheme of Reservation and Delegation (SORD). 
 
5.2.4 NHS GM is indirectly liable for the actions carried out by all employees during the normal 

course of their employment. It is therefore essential that NHS GM has a clear 
understanding that employees are being consulted with and made aware of all new and 
changed policies. The business processes which are required within NHS GM and the 
robust management of policy development support this principle. 

 
5.3 NHS GM Committees 
 
5.3.1 Policy coverage is reflected in the Terms of Reference for each NHS GM Committee and 

is as follows: 
 

Committee 
 

Policy Approval Coverage 

Quality and Performance 
Committee 

• Quality & Commissioning Policies 
• Safeguarding Policies 
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• Performance Policies 
Clinical Effectiveness Group 
(CEG) – Under delegation from the 
Quality and Performance 
Committee 

• Clinical / Medical Policies 

Finance Committee • Estates Policies 
People and Culture Sub-
Committee 

• Human Resources Policies 
• OD & Culture Policies 

Remuneration Committee • Pay Related Policies 
Primary Care Commissioning 
Committee 

• Primary Care Policies 

Audit Committee • Finance Policies 
• Corporate Policies (including IT and IG) 

Reserved to the Board (with a 
recommended course of action to 
be made by the Audit Committee) 

• EPRR 
• Risk Management  
• Conflict of Interest 

 
 

5.4 Audit Committee 
 

5.4.1 It is the responsibility of the Audit Committee to review and ratify, new Corporate policies 
and those which have been subject to substantive revisions since the previous version, to 
ensure that they have been through the correct development process. It is the responsibility 
of the Audit Committee to make recommendations to the Board for approval of EPRR, Risk 
Management and Conflict of Interest Policies. 

 
5.4.2 Provided the Audit Committee is satisfied with the content and presentation of the policy, 

they will ratify it and recommend it for final approval by the Board. The Audit Committee 
will receive reassurance that appropriate equality impact mitigations have been completed 
or are in process where appropriate. This reassurance will be delegated to the Policy 
Review Group.  

 
5.5 Policy Review Group 
 
5.5.1 The Policy Review Group (PRG) is responsible for reviewing policies and recommending 

to the approving Committee or the Board. 
 
5.5.2 Membership of the PRG is set out in its Terms of Reference. 
 
5.5.3 The purpose of the PRG is to provide appropriate check and challenge by bringing the 

perspectives of Quality, Corporate Services, EDI, Workforce, Organisational Development 
and System Leadership, Finance, Clinical, Information Governance (IG) and Information 
Technology (IT), and any other relevant areas not listed here, to ensure policies are robust 
and fit for purpose and impact assessed for reporting to the relevant Committee and / or 
on to the Board for approval.  

 
5.5.4 The PRG sits within the Corporate Services function and is supported by the Corporate 

Governance Team. 
 
5.6 NHS GM Policy Sponsor 
 
5.6.1 Every policy must have a named sponsor who will usually be an NHS GM Chief Officer. 

The sponsor must ensure that an appropriate author is nominated to develop a policy within 
the requirements of the Policy Framework (Policy on Policies). 
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5.7 NHS GM Chief Executive 
 
5.7.1 The NHS GM Chief Executive must ensure that, through management lines, all employees 

have an awareness of all policies. Emphasis needs to be given to those policies which are 
specifically relevant to their area of work. 

 
5.8 Policy Authors 
 
5.8.1 Authors are responsible for ensuring that policies they develop are in line with this policy 

and the Policy Assurance Checklist which is contained in (Appendix C) gives a guide to 
what is required. 

 
5.9 Associate Director of Corporate Services 
 
5.9.1 The Associate Director of Corporate Services provides support in the development of 

policies, ensuring a co-ordinated approach to policy development which avoids duplication.  
Employees wishing to develop a policy should notify the Associate Director of Corporate 
Services who is responsible for: 
 Offering support and advice (as appropriate) 
 Testing the rationale for the need for an NHS GM policy 
 Logging the intention to develop a policy on the relevant policy database 
 Identifying possible overlap / conflict with another policy that has been ratified or is 

in development 
 Identifying the document is a policy rather than a local procedure or guidance 
 Identifying and confirming the correct ratification route 
 Ensuring appropriate Equality Impact Assessment (or Quality and Equality Impact 

Assessment) documentation accompanies the proposed new policy or changed 
policy.  

 Ensuring that ratified policies are uploaded to the intranet and NHS GM website 
 Maintaining the database of active policies 
 Archiving old policies 
 Informing NHS GM Policy Sponsors of upcoming review dates and offering support 

during the review process 
 Liaising with third party providers as needed. 

 
 
6 Data Protection Legislation 

 
6.1 NHS GM and its staff and any other third party who works for or on behalf of NHS 

GM must comply with all Data Security (IG) policies and procedures to ensure data 
is confidential, available when needed, and is of high integrity. 

 
6.2    All staff, whether permanent, temporary or contracted, working in a clinical or non-clinical 

environment, are responsible for ensuring that they are aware of the Data Security & 
Protection requirements incumbent upon them and for ensuring that they comply with these 
on a day-to-day basis 

 
6.3 NHS GM’s Data Security (IG) policies and procedures can be found on the Information 

Governance Team’s intranet GM Intranet (sharepoint.com) 
 

6.4    If a staff member requires advice and guidance relating to the disclosure of personal 
information, then advice should be sought from NHS GM IG Team 
gmhscp.icpig@nhs.net 

 
 
 

https://gmintegratedcare.sharepoint.com/sites/Intranet/App/Page.aspx?pageSource=/sites/IntranetSite/SitePages/Information-governance-and-data-security.aspx&pageName=Information%20governance
mailto:gmhscp.icpig@nhs.net


\ 

11  

7 Training and Awareness 
 

7.1 This document will be made available to all staff via Keep Connected and published on 
NHS Greater Manchester Integrated Care Website and on the Governance Intranet 
page. 

 
 Staff will receive guidance regarding this document from a number of sources: 

 
Policies and procedure located on the intranet;  
Line manager; 
Other communication methods (e.g. staff briefings, team meetings, Corporate 
Governance updates); 
 The Corporate Governance Team; 

 
7.2 Employee training 

 
There is a requirement as part of local induction to ensure that employees are made aware 
of the importance of policies and procedures and their adherence to them. 

 
All policies must identify the training requirements associated with them and the frequency of 
which that training is required. 

 
Identification and delivery of EIA (or QEIA) training forms part of the overall employee training 
requirement when developing and implementing policies.  This is particularly relevant for 
Committee members. 

 
 

8 Related Documents 
 

8.1 The author is required to provide details of supporting or linked strategy, policy, procedural 
or other documents within NHS GM that may need to be read in conjunction with the policy 
or for employees to be aware of their existence. 

 
9 Classification and Retention of Information 

 
9.1 NHS GM implement appropriate information classification and retention controls, based 

upon the data security legislation. 
 
9.2 Further details of the classifications controls can be found in the Information 

Classification Policy and the Records Management Policy. 
 
 

10 Legislation & Guidelines  
 
A set of procedural documents will be made available via the IG intranet page. 

 
UK General Data Protection Regulations  
Data Protection Act 2018 
The National Data Guardian Data Security Standards 
Confidentiality: NHS Code of Practice 
Common Law Duty of Confidence 
Human Rights Act 1998 
Computer Misuse 1998 
Electronic Communications Act 2000 
Guide to the Notification of Data Security and Protection Incidents 
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11 Monitoring, Review and Archiving 
 

11.2         Policy 
 

11.1.1 Policies (and EIAs / QEIAs) will be reviewed no less frequently than every two years, 
however, an earlier review will be carried out in the event of any relevant changes in 
legislation, national or local policy / guidance. 

 
11.1.2 This policy will be reviewed on a two-yearly basis and in accordance with the following as 

and when required: 
• Legislative changes;  
• Good practice guidance; 
• Case law; 
• Significant incidents reported; 
• New vulnerabilities; and 
• Changes to organisational infrastructure 

 
11.1.3 If only minor policy changes are required, the Policy Review Group has authority to make 

these changes without referral to the relevant Committee or the Board NHS GM, however 
any minor changes will always be reported to the relevant Committee or the Board for 
completeness. If substantive revisions are required, the policy will need to be ratified by 
the relevant Committee or the Board before final approval. 

 
11.2   Performance Indicators 
 
11.2.1 Performance indicators will be used to monitor effectiveness of this policy. These will 

include complaints, claims and incidents to identify where failure to follow policy may have 
impacted on commissioning, service delivery, regulatory compliance or corporate 
governance. 

 
11.3 Compliance 
 
11.3.1 The PRG will be responsible for ensuring that policy development is compliant with this 

Policy Framework (Policy on Policies) through monitoring of the author’s completed 
checklist. 

 
11.4 NHS GM Chief Officers 
  
11.4.1 Individual NHS GM Executive Policy Sponsors will take responsibility for overseeing the 

implementation of policies within their areas of responsibility / special interest. 
 
11.5 Managers 
 
11.5.1 Managers are expected, as part of their management role, to refer regularly to policies and 

related procedures through their local induction processes, communication lines, 
employee meetings and appraisal processes, ensuring their direct line reports are familiar 
with policies relevant to their area of work. 

 
 
The next review is scheduled for July 2026. 
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12 Equality Statement 
 
12.1 NHS GM aims to design and implement services, policies and measures that are fair and 

equitable. As part of its development, this document and its impact on staff, patients and the 
public have been reviewed in line with the NHS Greater Manchester Integrated Care legal 
equality duties. The purpose of the assessment is to improve service delivery by minimising 
and if possible, removing any disproportionate adverse impact on employees, patients and 
the public on the grounds of race, socially excluded groups, gender, disability, age, sexual 
orientation or religion/belief. 

 
12.2 The Equality Assessment has been completed and any associated documents will be 

analysed accordingly. 
 
 
13 Equality Impact Assessment (EIA) 
 
 
13.1 The EIA template and guidance is designed to help check that NHS GM is not unfairly 

discriminating against groups or individuals and that it is doing all it can to achieve specific and 
identifiable improvements in people’s life chances.   The EIA for this policy will be attached at 
(Appendix A). 

13.2 For this policy, the Equality Assessment has been completed and any associated 
documents will be analysed accordingly. 
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NHS GM Audit Committee  
11 September 2024 

 
Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Required information Details   

Title of report  
Debtors Position Update Month 5 (August 
2024)  

Author  Tony Crossland – Finance Advisor 

Presented by Kaye Abbott – Associate Director of Finance 
– Financial Control 

Contact for further information Kaye Abbott -  Associate Director of Finance 
– Financial Control 

Executive summary 

This paper updates the Audit Committee on 
the total level of debt due to the organisation 
(£27.7m) and specifically the debt values over 
90 days (£1.2m). The paper also covers the 
value of the bad debt provision (£0.9m). 
 

The benefits that the population of Greater 
Manchester will experience. n/a 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

n/a 
 
 

The decision to be made and/or input 
sought 

This paper is for information and discussion. 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

n/a 
 
 
 

Key milestones n/a 

Leadership and governance arrangements 
The paper has been agreed by the Corporate 
Director of Operational Finance – Financial 
Management. 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

The paper has been agreed by the Corporate 
Director of Operational Finance – Financial 
Management. 
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1.0 Introduction 
1.1 The paper is presented to update the Audit Committee on the level of debtors for NHS 

Greater Manchester (NHS GM) as at the end of August 2024 and the level of the existing 
bad debt provision. 

 
2.0 Debt Detail 
2.1 The total value of debtors outstanding is £27.7m, of which £1.2m (4.3%) has been 

outstanding over 90 days.   

2.2 The last report to Committee at the end of May 2024, reported a total debtor of £6.9m, with 
over 90 days at £1.3m. The total debt position was lower due to a delay in raising the Salford 
Council monthly invoice, which would have increased the total debt to £24.1m. 

2.3 The current total debtor split is £26.1m relating to non-NHS organisations and £1.6m relating 
to NHS bodies as demonstrated in Table 1. 

Table 1: Total Debt Summary 

 
 

 Non-NHS Debt 
2.4 The total non-NHS debt is £26.1m, of which £1.17m is over 90 days due, is analysed in Table 

2. 

 Table 2: Summary of Non-NHS Debt by debtor category 

 
 
2.5 The main elements of the £1.17m over 90-day debt are: 

• £0.13m relates to local authority pooled budget expenditure, continuing healthcare and 
personal health budgets. Due to the nature of the local authority sector, the risk of non-
recovery is low. 

• £0.88m of debt relates to Non-NHS Companies, of which the main elements are: 
o £0.12m relates to a care home where existing care costs will be offset against this 

debt. To date £40k has been recovered, leaving a debt of £81k outstanding. The 

Debtors Debtors Debtors Debtors Debtors Debtors Debtors Debtors Debtors
Not Yet 1-30 31-60 61-90 91-120 121-180 181-360 361+ Total

Due Days Days Days Days Days Days Days
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

NHS bodies 764 467 286 75 0 0 0 26 1,618
Non-NHS bodies 22,631 1,455 828 15 12 423 533 198 26,095
Total 23,395 1,922 1,114 90 12 423 533 224 27,713

Debtors Debtors Debtors Debtors Debtors Debtors Debtors Debtors Debtors
Not Yet 1-30 31-60 61-90 91-120 121-180 181-360 361+ Total

Due Days Days Days Days Days Days Days
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Local Authorities 22,395 434 438 5 0 6 134 (12) 23,400
Non NHS Health Bodies 74 300 164 0 5 31 36 71 681
Non-NHS Companies 162 721 226 10 7 380 363 124 1,993
Individuals 0 0 0 0 0 6 0 15 21
Total 22,631 1,455 828 15 12 423 533 198 26,095
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gross debt is reflected in the current debtors report, with the team to action the 
£40k recovery on the system during September. 

o £0.60m relates to a 2022/23 dental under-performance involving two practices. 
£0.2m of this is in dispute and continues to progress through the NHS GM appeals 
process.  The team continues to pursue the recovery of the debt.  

o £0.16m relates to 14 individual debts to ranging from £61k to less that £0.1k. These 
balances are being reviewed to secure payment or if all channels are exhausted 
will be proposed to be written off against the existing bad debt provision. 

• £0.143m of debt relates to Non-NHS Health Bodies, which are 40 invoices ranging from 
£37k to less than £100. The team continues to pursue the recovery of the debts. 

  Allowance for Bad Debt 
2.6 The value of the bad debt provision is £0.9m, which is consistent with the closing 2023/24 

value. The provision will continue to be monitored for adequacy as the financial year 
progresses and ahead of the financial year end. 
 

 NHS Debt 
2.7 A breakdown of the over 90-day NHS debt totalling £26k is detailed in Table 3.  
 Table 3: Summary of NHS Debt over 90 Days 

 
 

2.8 £25k relates to a debt transferred over to NHS GM from a predecessor organisation, where 
payment has now been agreed. 
 

2.9 The previous reported debt position with NHS England (£0.5m) in respect of 2022/23 and 
2023/24 flu and other recharges has now been settled. 
 

 Activity 
2.10 During months 3 to 5, 304 invoices and credit notes were raised totalling £95.3m of net debt. 

It should be noted that much of this relates to recharge elements and therefore does not 
feature as income in NHS GM’s accounts, but instead as credits to offset expenditure. 

 
3.0 Recommendations 
 
3.1 The Audit Committee is asked to:  

• Note NHS GM’s debtor position at the end of August 2024/25. 
• Note ongoing actions by the team to collect outstanding debt. 

Debtors
90+

Days
NHS Body £'000
Pennine Care NHS Foundation Trust 25
The Northern Care Alliance NHS Foundation Trust 1
Total 26
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Audit Committee  
11th September 2024 

Required information Details   

Title of report  Waivers Update  
Author  Stuart Moore 
Presented by Stuart Moore 
Contact for further information Stuart.moore2@nhs.net 

Executive summary 

Highlight to Audit Committee the volume of 
waivers that have been completed and 
submitted for approval in accordance with the 
Standing Financial Instructions & Scheme of 
Delegation. 
 

The benefits that the population of Greater 
Manchester will experience. 

No oversight and challenging the use of 
waivers could lead to inappropriate decisions 
being taken which could result in challenges 
from existing or potential suppliers of goods 
and services. This would also result in poor 
value for money for the organisation 
alongside reputational damage and 
inappropriate governance. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Compliant Contracts that have been through 
appropriate legislative Procurement 
Processes that deliver against quality service 
specifications and provide VFM will provide 
better health outcomes to all persons across 
all communities. 
 

The decision to be made and/or input 
sought 

Discussion / Information 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
Helps deliver Healthcare & Non-Healthcare 
services compliantly and against CIPs 
 
 

Key milestones July – September 2024 Reporting Period 
Leadership and governance arrangements Audit Committee 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

 
Reviewed by S.Evans &  I.Chaudhary  
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Purpose of Report 
The purpose of this report is to: 

• Highlight to Audit Committee the volume of waivers that have been completed and submitted for 
approval in accordance with the Standing Financial Instructions & Scheme of Delegation.  

Waivers 

1.0 Twenty waiver requests have been submitted for executive approval during the three-
month period 5thth June 2024 to 31st August 2024.  An extract from the register can be 
found below.  A separate Appendix has been provided which includes a description of the 
service and additional comments from procurement and the authoriser. 

Please note that at the point of drafting this report 2 waivers are still awaiting approval. 

Key Points to Note 

2.0 We have seen an increase of 5 waivers from the previous reporting period, however this 
period is just less than 3 months rather than 2 months, in the previous reporting period. 
The attached report has been amended as per the request of the Audit Committee to 
provide an edited version of the register that provides key areas of focus and additional 
comments from Procurement Leads & NHS GM Exec Authorised Signatories. 

Total Number of Waivers: 20 (up from 15 in the last reporting period). 
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Waivers, Contracts and STAR Approvals  

3.0 A further piece of work has been undertaken and a report written for Chief Officers which 
identifies the number of waivers and STAR approvals that have been progressed in the 
last 6 months and also the number of healthcare contracts with an end date on or before 
the 31st March 2025.  This is to highlight the work that is required to commence now to 

Reference Provider Name Start Date End Date
Financial Value / 

Impact
Approved 
Yes / No 

NHSGM-WR287 Call Plus / Being There 01.04.2024 31.03.2025 247,992.00 Yes

NHSGM-WR288 Jigsaw 01.07.2024 31.03.2025 42,420.00 Yes

NHSGM-WR289 TDAS 01.07.2024 31.03.2025 42,420.00 Yes

NHSGM-WR290 MWA 01.07.2024 31.03.2025 106,892.00 Yes

NHSGM-WR291 IRISi 01.07.2024 31.03.2025 7,378.00 Yes

NHSGM-WR292 SWA 01.07.2024 31.03.2025 42,420.00 Yes

NHSGM-WR293 Civica Ltd 01.07.2024 30.06.2027 44,442.00 Yes

NHSGM-WR294 Ulysses 06.02.2024 19.06.2024 4,618.98 Yes

NHSGM-WR295 EE 01.04.2024 31.03.2024 18,288.00 Yes

NHSGM-WR296 Ernst & Young 15.07.2024 31.12.204 186,000.00 Yes

NHSGM-WR297 Turning Point - 
Independent Sector 

01.04.2024 31.03.2025 984,420.00 Awaiting Approval

NHSGM-WR298 On Site Scanning Ltd 01.07.2024 31.07.2024 9,864.00 Yes

NHSGM-WR299 Perspicacity Analysis 
Services Ltd

01.08.2024 31.01.2024 32,760.00 Yes

NHSGM-WR300 AN Security 01.06.2024 31.05.2025 39,305.48 Yes

NHSGM-WR301 Microcare Technologies 01.10.2024 31.09.2026 6,600.00 Yes

NHSGM-WR302 EMIS 29.01.2024 28.01.2025 8,036.98 Yes

NHSGM-WR303 Gov.Pay 01.04.2025 31.03.2028 10,500.00 Yes

NHSGM-WR304 Primary Eyecare Services 01.02.2024 31.03.2025 469,280.00 Yes

NHSGM-WR305 Skin Analytics 28.08.2024 27.08.2025 25,200.00 Awaiting Approval

NHSGM-WR306 Virgin Media 16.10.2024 16.10.2026 3,120.00 Yes

2,331,957.44Total Value of Waivers Processed
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reprocure and consolidate contracts in order to follow proper procurement practices or 
where there may be opportunities for service reviews. 

Additional Information to Note 

4.0 The service receives numerous requests for waivers without prior engagement of the 
team – on occasion a waiver may not be necessary if we can run a compliant Direct 
Award Process utilising a compliant Framework, this has   recently been the case  for a 
Maternity Services Review Request. 

In this instance rather than the service lead submitting a waiver for c£40k we were able to 
run a Direct Award Process utilising a compliant framework. The high-level details of this 
service and resolution are noted below: 

North East Commissioning Service (NECS) will be undertaking:  

o Programme management and Leadership support for the implementation of the 
maternity workforce strategy and E&E plan. 

o Project management – including engagement, collaboration, and stakeholder 
mapping of the workforce plan. 

o Project management and PMO to oversee delivery of the existing E&E plan. 
o Oversight of the delivery group 
o Facilitation of relevant meetings and subgroups 
o Close working with clinical leads 
o Risk management. 
o Linking E&E work to CORE20+5  

This fits in with Lot 1 and 2 of the framework identified below: 

o Consultancy and Advisory Services for Health Framework 
o NHS Shared Business Services Framework in place until 17/03/2026. 

 
o Lot 1: Business, leadership, management, governance, structure, and strategy 
o Lot 2: Integrated care, healthcare, and community care 

Recommendations 

5.0 The Audit Committee is asked to: 

• To note the number of waivers that have been submitted for authorisation and the ongoing work 
of the service to advise and support alternative procurement solutions when a waiver may not be 
required. 

 
CONTACT OFFICER 
 
Stuart Moore – Head of Market Management  
 
Stuart.moore2@nhs.net 

mailto:Stuart.moore2@nhs.net
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Reference
Date Request 

Received in Inbox
Service Overview Provider Name Commissioner(s) / Localities Start Date End Date

Financial Value / 
Impact

Business Case / 
Governance Process 

Evidenced

Approved 
Yes / No 

Additional Comments From Procurement & NHS GM Exec Authorised Signatories

NHSGM-WR287 22.05.2024

To provide a practical and emotional support service to 
people with cancer and other life-limiting illnesses and their 
carers, which enables them to cope better and reduce crisis 
situations and crisis interventions and admissions: includes 

listening line, counselling services, hospital transport, social & 
practical support, carer respite and night sitting service for the 
patients of North, Central and South Manchester, Salford and 

Trafford

Call Plus / Being There GMICB - Manchester 01.04.2024 31.03.2025 247,992.00 Yes Yes

Processed to ensure continuity of support to vulnerable patients, due to the value of this service 
we need to look at how we commission this service going forward via a procurement exercise. 
This is retrospective as the contract has been in place for all of 23/4 and is due to expire 
31/3/25.  The commissioning review needs to start now and a decision made as to whether the 
service will be recommissioned 

NHSGM-WR288 05.06.2024
Implementing domestic violence training and advocacy in 

sexual health clinics
Jigsaw GMICB - H&J 01.07.2024 31.03.2025 42,420.00 Yes Yes

Processed to ensure this service continues to deliver to patients, however this would be the last 
time that a waiver should be submitted for this provider as this service will be subject to a 
future procurement exercise following a service review conducted by commissioning leads.

NHSGM-WR289 05.06.2024
Implementing domestic violence training and advocacy in 

sexual health clinics
TDAS GMICB - H&J 01.07.2024 31.03.2025 42,420.00 Yes Yes

Processed to ensure this service continues to deliver to patients, however this would be the last 
time that a waiver should be submitted for this provider as this service will be subject to a 
future procurement exercise following a service review conducted by commissioning leads.

NHSGM-WR290 05.06.2024
Implementing domestic violence training and advocacy in 

sexual health clinics
MWA GMICB - H&J 01.07.2024 31.03.2025 106,892.00 Yes Yes

Processed to ensure this service continues to deliver to patients, however this would be the last 
time that a waiver should be submitted for this provider as this service will be subject to a 
future procurement exercise following a service review conducted by commissioning leads.

NHSGM-WR291 05.06.2024
Implementing domestic violence training and advocacy in 

sexual health clinics
IRISi GMICB - H&J 01.07.2024 31.03.2025 7,378.00 Yes Yes

Processed to ensure this service continues to deliver to patients, however this would be the last 
time that a waiver should be submitted for this provider as this service will be subject to a 
future procurement exercise following a service review conducted by commissioning leads.

NHSGM-WR292 05.06.2024
Implementing domestic violence training and advocacy in 

sexual health clinics
SWA GMICB - H&J 01.07.2024 31.03.2025 42,420.00 Yes Yes

Processed to ensure this service continues to deliver to patients, however this would be the last 
time that a waiver should be submitted for this provider as this service will be subject to a 
future procurement exercise following a service review conducted by commissioning leads.

NHSGM-WR293 13.06.2024

Recruitment & Applicant Tracking System that allows 
advertising , shortlisting and pre-employment checks to all be 

completed through 1 system. The system also allows 
embedded electronic forms

Civica Ltd GMICB - HR 01.07.2024 30.06.2027 44,442.00 Yes Yes

Due to timescales and the lack of engagement with the procurement team resulted in the need 
to complete the waiver. Lessons must be learnt from this and procurement will direct officers to 
procedures and documentation on sharepoint and offer specific training to the service for 
future procurements 

NHSGM-WR294 10.06.2024
Contract extension for Ulysses support for risk management 

system to 19/06/24
Ulysses GMICB - Corp Governance 06.02.2024 19.06.2024 4,618.98 Yes Yes

Processed to ensure contractual coverage whilst a procurement exercise is currently being 
conducted. I advised the service lead to put all of the waivers requests onto 1 waiver as this 
covers 3 localities with 1 provider rather than submitting 3 separate waivers. 

NHSGM-WR295
21.04.2024 / 
21.06.2024

In line with GM ICB strategy this project is aimed at delivering 
savings across all mobile telephony contracts (EE), we as the 
ICB would like to target a 20% reduction in physical devices 

along with cessation of associated numbers. 

EE GMICB - IT - Oldham 01.04.2024 31.03.2024 18,288.00 Yes Yes
Framework was incorrectly utilised and therefore a waiver is required – This has been processed 
to ensure that cost savings are realised. Approved to support delivery of savings but correct use 
of framework must be used in future

NHSGM-WR296 25.06.2024
VAT service associated with VAT reclaim for Home Oxygen 

service made on behalf of NHS GM  through Baywater (Home 
Oxygen Service provider)

EY GMICB - Financial Control 15.07.2024 31.12.2024 186,000.00 Yes Yes Processed to ensure VAT recovery monies and to be compliant through governance.

NHSGM-WR297 09.07.2024

Independent Hospital Mental Health Rehabilitation Unit 
10 bedded purpose-built independent hospital, meeting the 

needs of Salford people with severe and enduring mental 
health needs who require complex, individualised 

rehabilitation programmes to support their journey towards 
increased independence

Turning Point - 
Independent Sector 

Hospital (Mental Health)
GMICB - Salford 01.04.2024 31.03.2025 984,420.00 Yes

Awaiting Approval 
from J.Murray 

•            The STAR request was submitted / approved prior to PSR becoming into force and 
despite the delay in getting to this point we have taken a pragmatic viewpoint and getting a 
waiver in place for this one instance to bank the savings considering the system wide pressures.
  

NHSGM-WR298 04.07.2024 Document Scanning Service On Site Scanning Ltd GMICB - Estates 01.07.2024 31.07.2024 9,864.00 Yes Yes
No procurement Advice sought prior to submission – processed to ensure continuity of service 
and not to incur additional costs.

NHSGM-WR299 10.07.2024 Demand and Capacity Modelling 
Perspicacity Analysis 

Services Ltd
GMICB - Elective Care 01.08.2024 31.01.2024 32,760.00 Yes Yes

Ring-fenced funding dedicated to this purpose, with an identified individual who is known to be 
able to provide the expertise and pace required. Would not suit a framework company as this 
work will require a degree of flexibility, development of models and on-the-job training for ECRR 
programme team and DII team members meaning scope would drive up budget beyond 
available funds. No procurement advice sought prior to submission – Processed due to rational 
provided around ringfenced funding and impact on undertakings target.



NHSGM-WR300 16.07.2024
LogRhythm 1 year support – This is to extend the support on 
our current solution this is a LogRhythm product so only one 

supplier can provide this service
AN Security GMICB - IT 01.06.2024 31.05.2025 39,305.48 Yes Yes

No procurement advice sought prior to submission – processed to ensure continuity of supply, 
this should be the last waiver that we process for this product as we need to run a compliant 
process if this service continues post the expiry of this current agreement.

NHSGM-WR301 17.07.2024
IJES – System on which we log an manage all AfC Job Matching 

panels and outcomes
Microcare Technologies GMICB- People & Culture 01.10.2024 31.09.2026 6,600.00 Yes Yes

No procurement advice sought prior to submission – processed to ensure that the service is 
provided.

NHSGM-WR302 26.07.2024

Providing a dummy clinical system to enable the Data Quality 
Team to build clinical system tools for testing and 

implementation across Greater Manchester as well as 
demonstrating tools to commissioners / primary care staff.

Access to the tool is required to help the DQ Team build 
clinical resources used by GPs to support effective direct 

patient care.

EMIS GMICB - Data Quality 29.01.2024 28.01.2025 8,036.98 Yes Yes
Processed to ensure that the EMIS invoice gets paid. Its hugely disappointing that if this has 
been in place since before the ICB and runs from January every year why this waiver is only just 
being prepared for the current years contract which commenced in January

NHSGM-WR303 31.07.2024

A payment mechanism that will enable customers to pay for 
goods and services provided by NHS GM, with either a debit 
or credit card via an online portal up to a value of £5k. This 
has been mandated by NHS England as part of the ISFE 2 

Finance system implementation.

Gov.Pay GMICB - Financial Control 01.04.2025 31.03.2028 10,500.00 Yes Yes
Processed as this is mandated from NHSE with no option to run a ICB level procurement. 

NHSGM-WR304 14.08.2024
OPERA Electronic Eye Referral System (for Optometrists to 

refer to Secondary Care or the Independent Sector)
Primary Eyecare Services

GMICB - Elective Recovery & 
Reform

01.02.2024 31.03.2025 469,280.00 Yes Yes
Processed to ensure continuity of service delivery so no impact on end users and to realise 
savings that have been identified following a service and financial review. The service has also 
been in operation since 01.02.2024. 

NHSGM-WR305 15.08.2024
Skin Analytics is a solutions partner that uses Artificial 

Intelligence to enable innovative Dermatology pathways 
within the NHS.

Skin Analytics GMICB - SDT HMR 28.08.2024 27.08.2025 25,200.00 Yes
Awaiting Approval 

from S.Evans

This waiver was challenged back on the budget elements presented - we are awaiting on the 
Place Based Financial Lead to respond to the questions asked in order to progress this to final 
signature.

NHSGM-WR306 28.08.2024 Primary and Secondary Business Broadband Connection Virgin Media GMICB - IT PMO 16.10.2024 16.10.2026 3,120.00 Yes Yes

Processed as a Pilot – The service lead has requested 2 years to ensure that the Pilot has a one-
year period to gather results with a second year where a full review of effectiveness can be 
undertaken whilst providing enough time to undertake a procurement exercise before the end 
of the pilot phase has been reached. No secondary waiver should be authorised on the basis 
presented within this request.  

Number of Waiver Proc 20 2,331,957.44Total Value of Waivers Processed
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

Required information Details   

Title of report  Use of Corporate Seal  
Author  Jenny Noble, Board Secretary 

Presented by Chris Gaffey, Associate Director of Corporate 
Services 

Contact for further information jennynoble@nhs.net  

Executive summary 

This report provides the Audit Committee with 
information relating to the execution of documents 
by NHS GM using the corporate seal since the 
previous meeting. 
 
NHS GM has a seal for executing documents 
where necessary, with the requirements to seal set 
out in the NHS GM Constitution. 
 
The Use of the Corporate Seal is a standing item 
on the Audit Committee agenda, and this report 
provides the Committee with information on the 
use of the corporate seal for the execution of 
documents since the previous meeting 

The benefits that the population of Greater 
Manchester will experience. 

The policy and arrangements are designed to allow 
people to come forward with information relating to 
any serious allegations of wrongdoing involving the 
actions of NHS GM’s employees, contractors, or 
any aspect of NHS GM’s activities. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Adequate whistleblowing arrangements ensure 
serious allegations of wrongdoing can be raised, 
which could lead to the identification of issues and 
lead to learning and improvements in services. 

The decision to be made and/or input sought The Committee are asked to note its contents. 

How this supports the delivery of the strategy 
and mitigates the BAF risks  

Ensuring NHS GM has robust whistleblowing 
arrangements will support delivery of mitigations in 
relation to the BAF risk which relates to workforce 
by keeping our staff safe to do their job in the 
workplace and community. 

Key milestones Policy approved in April 2024 
Leadership and governance arrangements Audit Committee 
Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. Comments/ 
approval by groups/ committees. 

Previous report went to Audit Committee in June 
2024. 
 
 
 

mailto:jennynoble@nhs.net
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Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report 



NHS Greater Manchester Integrated Care

REGISTER OF SEALED DOCUMENTS

Date Lead Officer Document Number of 
Copies Between Parties ICB Signatories (to 

'use of the seal')

1

15/02/2023 Lyn Brankin Shaw Crompton Scheme 2 NHS GM and the Partners of Oak 
Gables Practice

Sam Simpson/Mark 
Fisher

2

15/02/2023 Jo Larkin Werneth PCC - ICB Subsidy 
Agreement Kapur Practice 2 NHS GM and the Partners of the Kapur 

Family Care
Sam Simpson/Mark 
Fisher

3

15/02/2023 Jo Larkin Werneth PCC - ICB Subsidy 
Agreement Danson Practice 2 NHS GM and the Partners of the 

Danson Family Practice
Sam Simpson/Mark 
Fisher

4

11/12/2023 Jo Larkin
Deed of Accension - Manchester, 
Salford and Trafford NHS Lift Strategic 
Partnering Agreement

1 NHS GM and Foundation for Life 
Limited

Sam Simpson / Mark 
Fisher

5
11/12/2023 Jo Larkin

Deed of Accension - Bury, Tameside 
and Glossop NHS Lift Strategic 
Partnering Agreement

1 NHS GM and Foundation for Life 
Limited

Sam Simpson / Mark 
Fisher

6
11/12/2023 Jo Larkin

Deed of Accension - Ashton, Leigh and 
Wigan NHS Lift Strategic Partnering 
Agreement

1 NHS GM and Foundation for Life 
Limited

Sam Simpson / Mark 
Fisher

7
26/06/2024 Clare Postlewaite / 

Izhar Chaudhary LIFT SPA agreement 1
The SPA, NHS GM and Manchester, 
salford and Trafford LIFT Company 
Limited

Kathy Roe / Mark 
Fisher

8
18/07/2024 Warren Heppolette Shaw Crompton Scheme 2 NHS GM and the Partners for the Time 

Being of Oak Gables Partnership
Kathy Roe / Mark 
Fisher

9
18/07/2024 Warren Heppolette Shaw Crompton Scheme 2 NHS GM and Hope Citidel Healthcare 

Community Interest Company
Kathy Roe / Mark 
Fisher

10
14/08/2024 Alistair Ross North West EHealth Third 

Supplemental Investment Agreement 1 The Shareholders of North West 
Ehealth

Kathy Roe / Mark 
Fisher

11
14/08/2024 Alistair Ross

North West EHealth Amended and 
Restated Investment Agreement 1 The Shareholders of North West 

Ehealth
Kathy Roe / Mark 
Fisher

12
14/08/2024 Alistair Ross North West EHealth Power of Attorney 1 ICB granting power of attorney to the 

Chair of North West EHealth
Kathy Roe / Mark 
Fisher



Audit Committee Workplan 2024/25

Executive Lead Officer 18/04/2024 20/06/2024 11/09/2024 12/12/2024 Mar-25 Apr-25 Jun-25
Governance
Review the assurance framework Mandy Philbin Chris Gaffey X X
Risk management update (Including deep dives) Mandy Philbin Chris Gaffey X X X X X
Review annual governance statement Mandy Philbin Chris Gaffey X X X X
Review the annual report Mandy Philbin/ Kathy Roe Chris Gaffey/ Kaye Abbott X X X X
Health & Safety Mandy Philbin Chris Gaffey X X
Statutory Publication Scheme Mandy Philbin Chris Gaffey X
Receive assurance on FOI arrangements (including FOI Publication Scheme) Mandy Philbin Chris Gaffey X

Financial Focus
Agree final annual report and accounts timetable and plans Mandy Philbin/ Kathy Roe Chris Gaffey/ Kaye Abbott X X X
Review annual accounts progress Mandy Philbin/ Kathy Roe Chris Gaffey/ Kaye Abbott X X
Review audited annual accounts and financial statements (including the external audit opinion) Kathy Roe Kaye Abbott X X
Review risks and controls around financial management Kathy Roe Izhar Chaudhary x deferred from 11/9 X
Review changes to standing financial instructions / prime financial policies and changes to accounting policies Kathy Roe Izhar Chaudhary X X X X
Agree final annual report and accounts timetable and plans Mandy Philbin/ Kathy Roe Chris Gaffey/ Kaye Abbott X X X

Internal Audit
Review and approve annual internal audit plan Kathy Roe Izhar Chaudhary X X
Review and approve internal audit terms of reference Kathy Roe Izhar Chaudhary X X
Annual review of the effectiveness of internal audit Kathy Roe Izhar Chaudhary X
Receipt of Internal Audit Charter Kathy Roe Izhar Chaudhary X X
Review internal audit progress reports Kathy Roe Izhar Chaudhary X X X X X X X
Receive annual internal audit report. Interim opinion in March and final opinion in June. Kathy Roe Izhar Chaudhary X X X

External Audit
Agree external audit plans and fees Kathy Roe Kaye Abbott X
Review the effectiveness of external audit Kathy Roe Kaye Abbott X
Review external audit progress reports Kathy Roe Kaye Abbott X X X X X X X
Receive the external auditor's report to those charged with governance Kathy Roe Kaye Abbott X X
Receive / consider the external auditor's annual report Kathy Roe Kaye Abbott X

Counter Fraud
Review and approve the annual work plan for counter fraud activity Kathy Roe Izhar Chaudhary X X
Review counter fraud progress reports Kathy Roe Izhar Chaudhary X X X X X X X
Review the effectiveness of those carrying out counter fraud activity Kathy Roe Izhar Chaudhary X
Receiving the counter fraud annual report, including the self assessment against the fraud standards Kathy Roe Izhar Chaudhary X X

Other Activities
Plan how to discharge the committee's duties Mandy Philbin/ Kathy Roe Chris Gaffey/ Izhar Chaudhary X
Self-assess the committee's effectiveness Chair Chris Gaffey/ Izhar Chaudhary X X
Review the committee's terms of reference Chair Chris Gaffey/ Izhar Chaudhary  xmoved from Dec following review 
Produce the annual committee report Chair Chris Gaffey/ Kaye Abbott X
Private meeting Audit Committee members only Chair N/A X X X X X X X
Private discussions with internal and counter fraud specialists Chair N/A X X X
Private discussions with external auditors Chair N/A X X X
ICB Running Cost Allowance assurance Kathy Roe Jackie Murray X
Review whistleblowing arrangements Mandy Philbin Chris Gaffey X
Information Governance (including compliance and data breaches) Warren Heppolette Malcolm Whitehouse X
SIRO annual report Warren Heppolette Malcolm Whitehouse X
IT Security/ Resilience Warren Heppolette Malcolm Whitehouse X
EPPR Arrangements Warren Heppolette Andrew Bidolack X
Corporate policies Mandy Philbin Chris Gaffey X X X X X X X
Communications & engagement Warren Heppolette Claire Connor X
Procurement report Kathy Roe Stuart Moore X
Shanley Report Mandy Philbin Chris Gaffey X

Standing Items
Debtors update Kathy Roe Kaye Abbott X X X X X X X
Losses/ special payments Kathy Roe Kaye Abbott X X X X X X X
Tender waivers Kathy Roe Stuart Moore X X X X X X X
Use of corporate seal Mandy Philbin Chris Gaffey X X X X X X X
Conflicts of interest Guardian Chair Chris Gaffey X X X X X X X
Board summary report (verbal) Chair Chris Gaffey X X X X X X X



Additional Items and Actions from Previous Meetings
Report on Home Care debtor X
Update on audit recommendation follow up X
Invite Counter Fraud Champion to attend AC - mtg TBC X X
Self-assess the committee's effectiveness - separate agenda/session X
Waiver report (focusing on waiver register, contract register and instances of time-limited contracts agreed at STAR) X
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	Required information
	Introduction
	This report provides the Audit Committee with assurance on the current CFC arrangements within NHS Greater Manchester (GM) Integrated Care Board (ICB).
	Current Position
	1.1. NHS GM appointed a new CFC in July being David Dobson – Head of Business Management, who works within the pan-GM Corporate Services Team. The CFC has complemented the necessary training and is now 100% compliant, which ensures that the ICB meets ...
	1.2. Introduction meetings have already taken place with MIAA, Senior Finance Team colleagues, with the intention for the CFC to directly present at a future Audit Committee Meeting.
	1.3. Recognising that the appointment of a new CFC allows for a refresh and review of the current arrangements. The CFC will work with the Associate Director of Finance for Financial Assurance and the Senior Anti-Fraud Manager at MIAA on this particul...
	Next Steps
	2.1. The CFC is to review the current counter fraud arrangements against the four guiding principles and update the next Audit Committee against these areas, being;
	 Inform and involve – how NHS GM can improve their current arrangements.
	 Prevent and deter – what lessons learnt elsewhere can be shared within NHS GM and the wider integrated care system (ICS).
	 Seek assurance, that when the incidents of fraud occur, any investigations and sanctions are managed and reported through the necessary policies and procedures.
	 Continuously review and hold to account – such as how the ICB not only review procedures, but also share the learning widely across the organisation to hold senior managers to account.
	2.2. The CFC, the Senior Anti-Fraud Manager at MIAA and NHS GM’s Senior Finance Team are to continue to scope out the necessary communications for sharing through NHS GM staff communications. Further work is planned to present updates to other forums,...
	2.3. The Audit Committee are asked to continue their commitment to, and supporting the further embedding and rollout of the counter fraud agenda across NHS GM.
	Recommendations


	item 11.1 - Committee Cover Sheet Follow Up Report (002)
	NHS GM Audit Committee
	11 September 2024
	Details  
	Required information

	item 11.2 - Annual Auditors Report Follow Up September 2024 Final
	item 12 - AC Risk Report - September 24 Final V2
	Audit Committee
	11th September 2024
	1.1. This report provides an update to the Audit Committee on the latest progress with embedding the risk management approach in NHS GM. The key areas of the report are:
	2.1. The corporate risks from each of the committees of the ICB are included in this report for the meeting. All these risks are reported at the relevant committee and have been included in this report so that the committee can see the breadth of risk...
	2.2. Table 1 provides a breakdown of risks at each committee. Table 2 provides further detail in relation to these risks. BAF risks have been excluded from this report as they are reported through the Board Assurance Framework report.
	3.1. In addition to the corporate registers reported above, there are a number of function areas that do not routinely report their risks directly to a Committee, and it is therefore proposed that the Audit Committee receive these – this is either due...
	3.2. The information in Table 4 excludes details on the Digital risks that have been provided by the digital team. These risks will be considered in the Part B Audit Committee meeting to ensure that we do not increase our exposure to any cyber/digital...
	3.3. The first table (table 3) provides a breakdown of the function areas reporting risks to this committee. The second table (table 4) provides further details in relation to these risks.
	Table 3.
	Table 4.
	4.1. The table below captures the proposed risk reporting for NHS GM – this has been developed to ensure that the reporting is relevant and proportionate to the different meetings across the organisation, including management oversight.
	5.1. Risk management training has been developed as is being rolled out across the organisation. The initial focus has been to offer the training to the staff managing the risk registers at the statutory committees and in the localities to improve the...
	5.2. The roll out of training will continue to help improve the information captured in each risk and improve the consistency of descriptions, scoring, etc. Risk training has been provided across:
	• The ICB Board (via an informal Board Session in June) presented by MIAA
	• The statutory committees
	• The localities
	• Across pan GM teams
	5.3. Training has also been offered to all via staff update, with training material available on the NHS GM risk management intranet page.
	5.4. The tables below provide an update on where training has been offered, is scheduled and has been delivered, together with an indication of the numbers of staff who have received the training.
	5.5. Training will now be delivered as a business-as-usual function by the Risk Team.
	6.1. The work to refresh and update the Board Assurance Framework (BAF) risks has been continuing through July and August. The key steps in the process to update the BAF risks are shown below:
	7.1. The Audit Committee members are asked to:

	Details  
	Required information

	item 13 - Health and Safety Update August 2024 v2
	Audit committee
	11 September 2024
	Work completed to date:
	1.1 Completed health and safety visits to all localities, IT warehouse, St James’ House and Tootal. Follow up visits planned for September and October as required.
	1.2 Carrying out reviews of supporting documents, processes, and training – gathered documents, need to review, and agree corporate actions. Higher risk areas include lone working, work related stress and musculoskeletal disorders.
	1.5     The Health and safety intranet page is now live and will be publicised in Keep connected to alert staff to the site containing key health and safety information and signposts for support.
	1.6     Health and safety incident reporting will be managed through Datix using a link on the intranet.
	1.7     Health and safety policy has been developed to be considered by the Audit committee for   ratification in September.
	1.8      Completed Personal Emergency Evacuation Plans (PEEP) for relevant personnel.
	Risk
	Next Steps: September to December
	Recommendations

	Details  
	Required information

	item 14 - Aud Comm FOI update Sept 24 v2
	Audit Committee
	11 September 2024

	Details  
	Required information
	Introduction
	FOI performance
	Reviews
	Service development
	Publication Scheme
	Recruitment
	Training
	Recommendations


	item 15 - Audit Committee September 2024- Proposed Financial Scheme of Delegation Changes 29-8-24
	Audit Committee
	11 September 2024

	Details  
	Required information
	NHS Greater Manchester Integrated Board
	DOCUMENT CONTROL SHEET

	item 16 - AC - Annual Report of Audit Committee 23-24 final draft
	NHS GM Audit Committee
	11 September 2024

	Details  
	Required information
	Annual Report of the Audit Committee 2023/24
	Introduction
	Summary of Audit Committee Responsibilities
	2.1. The roles and responsibilities of the Audit Committee include the review of the establishment and maintenance of effective integrated governance, risk management and internal control systems across the whole of NHS GM activities, both clinical an...
	2.2. It includes the review and monitoring of internal and external audit functions, counter fraud and monitoring the integrity of the financial statements of NHS GM. The Audit Committee ensures that there is effective review of the work of the Local ...
	2.3. The key areas and risks reviewed by the Audit Committee include:
	2.4. The Audit Committee provides assurance to the Board on the effectiveness of the scrutiny undertaken within the Committee. It also highlights any emerging issues which the Board needs to be aware.
	Membership of the Audit Committee
	3.1. Invitations to attend Audit Committee meetings are normally provided to:
	3.2. In addition, other officers from within the organisation have been invited to attend Audit Committees, as delegated deputies for those listed in section 3.3, and where it was felt that to do so, would assist the Audit Committee to effectively ful...
	3.3. Administrative support has been provided by members of the Corporate Governance team.
	3.4. Members training needs are reviewed on a regular basis. During 2023/24 this resulted in members undertaking the following training:
	3.5. Independent and Partner members are expected to undertake their mandatory training in line with the requirements of their employing organisation, however, they are invited to attend NHS GM specific training where required.
	3.6. The audit chair has also attended a number of meetings during 2023/24 including:
	Meetings during the year 2023/24
	4.1. These have been held in person and in public in line with the commitment made in the NHS GM Constitution, although there have been some additional Part B (private) meetings taking place due to the nature of the discussions.
	4.2. The June 2024 meeting was also held in private to adhere to the National pre-election guidance. Public papers for this meeting were made available following the conclusion of the General Election.
	4.3. The public agendas and associated minutes can be accessed on the website.
	4.4. Members attendance at the Audit Committee meetings are presented in the table below:
	Remuneration of the Audit Committee
	5.1. Non-Executive Members are remunerated for their role with NHS Greater Manchester as a whole rather than specifically for responsibilities with the Audit Committee.  Independent Members are remunerated on a basis as agreed by the Remuneration Comm...
	Financial Statements
	6.1. The final version of the Annual Report and Accounts was reviewed and approved on 20th June 2024.
	6.2. The Audit Committee also reviewed the external audit report on the Annual Report and Accounts and approved the content of the 2023/24 Management Representation Letter.
	6.3. The Annual Report and Accounts received an unmodified (“clean”) audit opinion, with a qualified regulatory opinion due to the deficit position.
	Internal Control and Risk Management Systems
	7.1. Below is a summary of the internal audit reports within the 2023/24 work plan, relating to the work completed by Mersey Internal Audit Agency (MIAA).
	7.2. The overall conclusion of the Health of Internal Audit Opinion was Moderate Assurance.
	7.3. At its meeting in April 2024, the Committee discussed its concerns with the Chief Executive around the follow up of Internal Audit recommendations, identified weaknesses in Health and Safety arrangements, and the Limited Assurance Internal Audit ...
	External Audit
	8.1. In addition, Grant Thornton LLP was appointed to undertake the Mental Health Investment Standard (MHIS) review for 2022/23 which they completed and reported their findings in March 2024. Following their work, Grant Thornton issue an unmodified op...
	8.2. The Audit Committee has also met in private with External Audit, to allow discussion of matters without the presence of executive officers.
	8.3. An extract from the Audit Findings Report covers the year end statutory audit process and what the external auditors are required to report, which is, whether, in their opinion:
	8.4. The auditors are also required to report whether other information published together with the audited financial statements is materially inconsistent with the financial statements or the auditor’s knowledge obtained within the audit or otherwise...
	8.5. The auditors need to report on Value for Money, to report whether in their opinion, they have been unable to satisfy themselves that the ICB has made proper arrangements for securing economy, efficiency, and effectiveness in its use of resources....
	8.6. The Auditor’s Annual Report was issued in June 2024. It identified two instances where the auditor was unable to satisfy themselves with regards to the ICB’s arrangements, identifying two significant weakness in respect of the ICB’s arrangements:
	8.7. The report will be circulated to all members of ICB Board, with a presentation of the findings taking place in August 2024 as part of a Board development session. The Audit Committee will be following up the recommendations made by the Auditor at...
	8.8. External Audit issued the following conclusions:
	Internal Audit & Counter Fraud
	9.1. The Audit Committee has reviewed and considered the work and findings of Internal Audit and Counter Fraud by:
	9.2. The anti-fraud specialist completed NHS GM’s assessment against the Government Functional Standard 013 for counter fraud. This overall rating for NHS GM was green in all areas in respect of 2023/24, representing an improvement from two amber rate...
	9.3. The Audit Committee has also met in private with Internal Auditors to allow discussion of matters in the absence of executive officers.
	9.4. For both Internal and External Audit, the Audit Committee has ensured that management actions agreed in response to reported weaknesses, have either been implemented or that there has been adequate explanation for delays or non-implementation.
	9.5. The following information has been summarised from the Head of Internal Audit Opinion confirms the basis for the opinion as outlined of the following assessments:
	9.6. The overall opinion for 2023/24 was moderate assurance.
	9.7. The full HOIA opinion can be found within the Annual Report when it is published on the website NHS Greater Manchester Reports | Greater Manchester Integrated Care Partnership (gmintegratedcare.org.uk)
	Looking Ahead
	10.1. During 2023/4 a procurement exercise was carried out covering both Internal Audit and Counter Fraud Activity. As a result of this it has been possible for the Committee to add a further 100 days of Internal Audit activity to the annual plan whil...
	Recommendations


	item 17 - AC Whistleblowing Arrangements - September 2024 v2
	Audit Committee
	11th September 2024
	1.1. This report provides an update to the Audit Committee following approval of the Whistleblowing Policy in April 2024.
	1.2. NHS GM is committed to the highest possible standards of honesty, openness and accountability and will not tolerate malpractice or wrongdoing. Its newly published Whistleblowing Policy is designed to allow people to come forward with information ...
	1.3. The NHS GM Whistleblowing Policy is aimed at non-NHS GM staff (who should refer to the Freedom to Speak Up and Raising Concerns Policy) and has been designed to protect individuals who make disclosures regarding any instance of malpractice or wro...
	2.1. Since the policy was formally approved in April 2024, it has been uploaded to the NHS GM website: https://gmintegratedcare.org.uk/wp-content/uploads/2024/05/nhs-gm-external-whistleblowing-policy-final.pdf
	3.2. No concerns have been reported to date.
	4.1. Next steps include continuing to work with the Digital Team to publicise the policy which will be reviewed annually. This will continue to be an item on the Committee’s forward plan and members will receive a report at least annually (with any se...
	5.1. The Audit Committee is asked to:

	Details  
	Required information

	item 18.1 - EPRR Update for Audit Committee on 11-Sep-2024 v.01
	NHS GM Audit Committee
	11 September 2024

	Details  
	Required information
	Introduction
	Plans, Groups and Assurance
	1.1. In line with the organisation’s EPRR policy, NHS GM has developed an incident response plan that describes processes and structures NHS GM staff will implement in the event of the organisation being part of an incident that requires coordination ...
	1.2. So that NHS GM staff are familiar with the arrangements described within the incident response plan, an ongoing programme of training, testing and exercising underpins the revised document.
	1.3. Local Health Resilience Partnerships (LHRPs) provide a strategic forum for joint EPRR planning across a geographical area and support the health sector’s contribution to multi-agency planning through the Local Resilience Forum (LRF). GM LHRP last...
	1.4. GM LHRP is co-chaired by NHS GM’s Accountable Emergency Officer together with the nominated Director of Public Health. GM LHRP meets quarterly, and the next meeting is scheduled for 12 September 2024.
	1.5. At the meeting of GM LHRP on 16 May, the membership discussed LHRP sub-groups and it was agreed that consideration should be given to establishing a practitioner/EPRR leads group to serve as an ‘engine room’ or ‘tactical forum’ to support the str...
	1.6. All NHS-funded organisations are required to complete an annual EPRR assurance process to formally document their current level of organisational readiness for responding to emergencies and to record their compliance against the NHS England Core ...
	1.7. For the 2024/25 EPRR assurance process, NHS GM will be collating self-assessments from NHS organisations in Greater Manchester and a summary report will be presented at the meeting of GM LHRP on 14 November 2024. Following review of the complianc...
	Current Priorities and Projects
	2.1. A project is underway to reconfigure NHS GM’s 1st on-call arrangements. At present, NHS GM operates a two-tier on-call system: a 1st on-call tier comprising ten locality (‘tactical’) rotas based on legacy arrangements operated by the former clini...
	2.2. The reconfiguration of 1st on-call seeks to achieve a consistent approach to rota participation across NHS GM’s tactical tier, and the proposed changes also offer the potential for cost savings. The intention is to transition from the ten localit...
	Incidents and Exercises
	3.1. NHS GM staff have also taken part in several exercises, including a national communications cascade (Exercise Toucan), a national exercise for RAAC (reinforced autoclaved aerated concrete), hospital evacuation exercises (Exercise Dynamo – Norther...
	Recommendations


	item 18.2 - NHS GM Incident Response Plan (OFFICIAL SENSITIVE) DRAFT.02
	item 19 - Audit Committee - Policies for approval - cover sheet v2
	NHS GM Audit Committee
	11 September 2024

	Details  
	Required information
	Introduction
	1.0  Conflict of Interest
	2.0  Health and Safety Policy
	3.0  Policy Framework
	3.1 The Policy Framework was established to ensure robust governance and allow NHS GM to lead on good practice regarding the drafting and implementation of formal policies.
	3.2 It is recognised that policies are required to communicate standard ways of working and help to clarify strategic and operational requirements and ensure consistency within day-to-day actions. Furthermore, when appropriately developed and adopted,...
	3.3 A common policy format and approval structure will help to ensure that policies and related procedures are kept current and reflect an organisational approach. It will also avoid confusion and assist employees to readily access information within ...
	Recommendations


	item 19.1 - NHS GM Conflict of Interest Policy v3 (1)
	Document Control
	Change History

	1. Introduction
	2. Status
	3. Purpose & Scope
	4. Definitions
	5. Responsibility
	6. Identification, declaration and review of interests (including gifts and hospitality)
	7.  Proactive review of interests
	8. Declarations of interest in meetings
	9. Strategic decision-making groups
	10. Conflicts of Interest in Meetings: Quoracy
	11. Gifts and Hospitality
	12. Records and publication
	13. Wider transparency initiatives
	14. Management of interests – General
	15. Management of interests – other common situations
	16. Code of Conduct
	17. Private Conduct
	18. Counter Fraud
	The Bribery Act
	Raising Concerns
	Counter Fraud Measures
	19. Whistleblowing
	20. Conflicts of Interest and the Commissioning Cycle
	21. Dealing with breaches
	22. Taking action in response to breaches
	23. Learning and transparency concerning breaches
	24. Data Protection Legislation
	25. Training and Awareness
	26. Classification and Retention of Information
	27. Legislation & Guidelines
	28. Equality Statement
	29. Monitoring and Review
	Declaration of interests for NHS GM
	APPENDIX 3 - Chair’s declarations of interest checklist
	Template to record interests raised during the meeting that are not already recorded on the register of interests


	item 19.2 - H&S Policy
	Document Control
	Change History

	1. Introduction
	2.  Statement of Intent
	3. Purpose & Scope
	4. Responsibilities & Definitions
	5. Arrangements for Delivering the Policy
	6. Monitoring compliance
	7. Staff Training
	8. Arrangements for Review
	9. Training and Awareness
	10. Classification and Retention of Information
	11. Legislation & Guidelines
	12. Equality Statement
	13. Monitoring and Review

	item 19.3 - NHS GM - Policy Framework - v 2.1 31-07-2024
	Document Control
	Change History

	1 Introduction
	2 Purpose / policy statement
	3 Definitions
	4 Policy Detail
	5  Duties & Responsibilities
	6 Data Protection Legislation
	7 Training and Awareness
	8 Related Documents
	9 Classification and Retention of Information
	10 Legislation & Guidelines
	11 Monitoring, Review and Archiving
	12 Equality Statement
	13 Equality Impact Assessment (EIA)

	item 20.1 - Debtor Update August Audit Committee 2024 Final
	NHS GM Audit Committee
	11 September 2024

	Details  
	Required information

	item 20.2 - Waivers Report - Audit Committee September 11th 2024 Final
	Audit Committee
	11th September 2024

	Details  
	Required information
	Purpose of Report
	The purpose of this report is to:
	 Highlight to Audit Committee the volume of waivers that have been completed and submitted for approval in accordance with the Standing Financial Instructions & Scheme of Delegation.
	Waivers
	Please note that at the point of drafting this report 2 waivers are still awaiting approval.
	Key Points to Note
	Total Number of Waivers: 20 (up from 15 in the last reporting period).
	Waivers, Contracts and STAR Approvals
	Additional Information to Note
	In this instance rather than the service lead submitting a waiver for c£40k we were able to run a Direct Award Process utilising a compliant framework. The high-level details of this service and resolution are noted below:
	North East Commissioning Service (NECS) will be undertaking:
	This fits in with Lot 1 and 2 of the framework identified below:
	Recommendations


	item 20.2 - Waivers Report 27082024 - Audit Committee September 2024 Meeting v1 SE
	item 20.4 - Audit Committee - Use of Corporate Seal Report (18 September 2024)
	Audit Committee
	11th September 2024

	Details  
	Required information

	item 20.4 - Appendix One - Register of Sealing - NHS GM 240718
	item 21 - Audit Committee Workplan 2024-25 V6

