Agenda

Greater Manchester Audit Committee Part A

Date: 11" September 2025
Time: 11.00am to 1.00pm
Venue: MV19, 5th floor, The Tootal Buildings, 56 Oxford Street, Manchester M1 6EU
Iltem | Time Duration | Subject Paper/ For Approval/ | By Whom
No. Verbal Discussion/
Information
1. 11:00 Welcome, Introductions and Paper Information Chair
Apologies including Attendance
Matrix
2. 11:00 Declarations of Interest Paper Information All
10 mins
3. 11:00 Minutes from the last meeting Paper Approval Chair
and matters arising
4, 11:00 Action Log Paper Information Chair
Internal Audit
5. 11:10 15 mins Internal Audit Progress Report Paper Discussion Patrick Clark
6. 11:25 10 mins Internal Audit Follow Up Report Paper Discussion Patrick Clark
Counter Fraud
7. 11:35 20 mins Counter-Fraud Progress Report | Paper Information Paul Bell
including a briefing on Failure to
Prevent Fraud
Management response to Failure | Paper Information Izhar
to Prevent Fraud briefing Chaudhary
Counter Fraud Champion Paper Information Sam Evans
Update
External Audit
8. 11:55 10 mins Review of the 2024/25 External Paper Approval Kaye Abbott
Audit
9. 12:05 10 mins Update of 2024/25 Auditor’s Paper Discussion Kaye Abbott
Annual Report
Recommendations
Governance
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10. 12:15 15 mins Risk Register/Management Paper Discussion Chris Gaffey
Update (including deep dives)
11. 12:30 5 mins Corporate Policies: Paper Information / Chris Gaffey
e Conflicts Of Interest Approval
e  Whistleblowing
e Robotic Process
Automation and Artificial
Intelligence Policy
e Procurement Policy (to
follow)
12. 12.35 5 mins SIRO Annual Report Paper Discussion Colin Scales
Financial Focus
13. 12:40 5 mins Review changes to standing Verbal Discussion Izhar
financial instructions/prime Chaudhary
financial policies and changes to
accounting policies
Standing Items
14. 12:45 5 mins Standing Items:
e Debtors Update Paper Information Kaye Abbott
e Losses/Special Payments Paper Information Kaye Abbott
e Tender Waivers and Paper Discussion Izhar
Procurement Report Chaudhary
« Conflicts of Interest Guardian | Verbal Information Chris Gaffey
e Use of Corporate Seal Verbal Information Chris Gaffey
e Board Summary Report Information All
15. 12:50 5 mins Audit Committee Workplan Paper Information Izhar
Chaudhary
16. 12:55 5 mins Any Other Business, reflections Verbal Discussion Chair
on the meeting and items for
escalation to the Board
17. Date and Time of Next Meeting: | Verbal Information Chair

11 December 2025, 11:00-13:00

Tootal Buildings, 56 Oxford Street, Manchester M1 6EU
www.gmintegratedcare.org.uk




ToR: A ‘Terms of Reference on a page’ has been created for the

committee’s consideration

Key duties

To contribute to the overall * Integrated governance, risk management and

delivery of the NHS GM objectives internal control 1. Independent Non-Executive
by providing oversight and Risk Management (Chair of the Committee)
assurance to the Board on the Internal Audit 2. Independent Non-Executive

adequacy of governance, risk
management and internal control
processes within NHS GM.

On behalf of the Board, in line with
the SoRD, to approve the NHS
GM annual report and financial
statements (including accounting
policies).

The duties of the Committee will
be driven by the organisation’s
objectives and the associated
risks. An annual programme of
business will be agreed before the
start of the financial year; however
this will be flexible to new and
emerging priorities and risks.

The Audit Committee has no
executive powers, other than
those delegated in the SORD and
specified in these terms of
reference.

External Audit

Other Assurance Functions

Counter Fraud

Freedom to Speak Up and Whistleblowing
Information Governance

Financial Reporting

Conflicts of Interest

To request and review reports and assurances
from directors and managers on the overall
arrangements for governance, risk management
and internal control

To co-ordinate and manage communications on
governance, risk management and internal control
with stakeholders internally and externally.

(Vice Chair of the
Committee)

Partner Member
Independent Member
Independent Member
(bringing NHS Provider
perspective)



Item 1 - Audit Committee Attendance Matrix 2025-26

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

No longer a member

Name

Title

Apr-25

Jun-25

Richard Paver (Chair)

Non-Executive Director, Audit Committee Chair

Anthony Hassall

Chief Executive, Pennine Care NHS Foundation Trust

Sue Greenbhill

Independent Member

David Hopewell

Independent Partner Member

Sheena McDonnell (until 31 May 25)

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

Kathy Roe Chief Finance Officer

Colin Scales Deputy Chief Executive Officer
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




Minutes

Greater Manchester Audit Committee (Part A)

Date: Thursday 19 June 2025
Time: 11.00am to 13.00pm
Venue: 5" Floor, Tootal Buildings, Manchester
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 Provider Partner perspective
Attendees / Participants:
Mark Fisher MF | Chief Executive Officer, NHS GM
Kathy Roe KR Chief Finance Officer, NHS GM
Chris Gaffey CG | Associate Director of Corporate Services, NHS GM
Kaye Abbott KA Associate Director of Finance — Financial Control, NHS GM
Izhar Chaudhary IC Associate Director of Finance — Financial Assurance, NHS GM
Sam Evans SE Corporate Director of Finance — Commissioning & Financial
Assurance, NHS GM
Patrick Clark PC Senior Audit Manager, MIAA
Darrell Davies DDa | Regional Assurance Director, MIAA
Paul Bell PB Head of Anti-Crime Services, MIAA
Sarah Ironmonger Sl Engagement Partner, Grant Thornton
Perminder Sethi PS Senior Manager, Grant Thornton
Nicola Hepburn NH ICB Recovery and Improvement Programme Director (item 11)

Warren Heppolette WH | Chief Officer for Strategy, Innovation & Population Health
Malcolm Whitehouse | MW | Chief Digital Information Officer, NHS GM (item 20)

Ross Baxter RB Governance Advisor, NHS GM (minutes)
Apologies:
Partner Member bringing the perspective of Mental Health
Anthony Hassall AH Providers, Chief Executive of Pennine Care NHS Foundation Trust
Colin Scales CS Deputy Chief Executive, NHS GM
Jackie Gardiner G Corporate Director of Operational Finance — Financial
Management
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Topic Action

Welcome, Introductions and Apologies

The Chair welcomed members and attendees to the meeting.

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.

Minutes from the last meeting

The minutes of the last Audit Committee meeting were approved as an accurate
record, subject to JG’s attendance being added.

Point 19 — RP would review the registers.
For the Specialised Commissioning audit review, Cheshire and Mersey ICB were

amenable to bringing this forward to Q2, and confirmation was now just needed
from Lancashire and South Cumbria ICB.

Action Log

The action log was reviewed noting that updates had been provided against the
open actions.

Process for engaging Internal or External Audit to do additional work

This paper outlined the additional work performed by Internal Audit (MIAA) and
External Audit (Grant Thornton). It noted that MIAA have two operational arms to
their business; MIAA Assurance which delivers the internal audit function, and
MIAA Solutions which undertakes additional pieces of work. The paper also
sought agreement to the process for commissioning further work from either party
going forward with the Audit Committee to be informed in advance of any
significant additional work to be assigned to MIAA Solutions. In the case of Grant
Thornton, any work needs to be specifically approved by the committee.

MF asked what practice is in other ICBs or Providers for governing this particular
issue. It was advised that it has not come up as an issue, however there are two
separate teams so no-one in the audit team works on Solutions pieces of work.

Audit Committee noted the contents of the report and endorsed the process
for engaging further work with Internal Audit and External Audit. Audit
Committee agreed that larger pieces of work from MIAA should be approved
by the committee to ensure independence and proper governance (noting
that this would be done in the form of a note from the Chief Executive to
Committee members when further work was commissioned). In the case of
Grant Thornton, specific approval must be sought in advance from Audit
Committee.
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Annual Internal Audit Plan (2025/26)

This item provided the potential audit reviews to be undertaken at NHS GM in the
new financial year. These reviews had been selected following the undertaking of
a detailed risk assessment and discussions with individual Executive Officers,
with potential topics discussed at two meetings of the Executive Officers and
additionally shared with Audit Committee members for feedback. This was
presented for final approval following previous versions at the March and April
2025 meetings.

It was raised that it would be helpful to bring forward the refresh of the
Sustainability Plan and medium-term Budget from 2026/27. There was discussion
of ideas for further work, specifically data quality, localities and neighbourhood
working, financial system risk and knowledge management to ensure critical
knowledge is captured during reorganisation.

Audit Committee considered and approved the Internal Audit plan for
2025/26 with the inclusion of the new areas identified and noted the number
of days (58) unallocated and moved to contingency time to be reviewed on a
regular basis and used to provide any additional assurance as required.

Annual Review of the Effectiveness of the Internal Audit and Counter Fraud

This paper provided an update on the agreed actions identified in relation to the
joint review on the effectiveness of the Internal Audit service. It also provided an
overall assessment of the service provided.

Audit Committee noted the update provided in implementing the agreed
areas for improvement.

Internal Audit Progress Report

This report provided the Audit Committee with a summary of the progress of the
2024/25 and 2025/26 Internal Audit Plan delivery. Reviews were progressing as
planned for 2025/26, and the team have met to discuss the IT Supply &
Management Review as requested by the Audit Committee.

On the IT Asset Management review there had been differences of opinion that
led to the delay. There should have been a process of escalation to capture this
earlier and a process should be identified for this.

On the SEND Review there was a recommendation for oversight of localities, and
existing groups had been superseded by the LAMs process, and this can be
picked up with the CNO to review the response. There should be an element of
risk management due to the sheer number of meetings through POMs and LAMs.
There is however an escalation process that sits externally so there is assurance
on this being managed appropriately.

Action: To clarify the response to the SEND Review with the Chief Nursing
Officer.
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It was noted that there was no rating on the Assurance Framework and confirmed
that this was correct and was the approach from NHS England. It was felt
however that a rating would be useful, so this would be provided in a future
update.

Audit Committee noted the contents of the report.

Internal Audit Follow Up Report

This report provided the Audit Committee with an update on the progress made
by NHS GM implementing outstanding internal audit recommendations. It noted
that 26 recommendations were not due to be implemented, with another 21 fully
implemented and 1 superseded. The remaining 21 recommendations are in
progress and partially implemented, with 8 having revised implementation dates.

MF felt there should have been greater engagement and prioritisation of actions
on specific areas. There are Governance processes now with these going
through Chief Officers to ensure timely and effective implementation of audit
recommendations.

MIAA noted an improvement in addressing follow up actions since further internal
processes had been adopted by the ICB.

Audit Committee noted the contents of the report.

10.

Final Head of Internal Audit Opinion and Annual Report

This report was provided and gave a final opinion for 2024/25 as one of Moderate
Assurance. There were currently two draft reports to finalise which were awaiting
management response, however the draft outcomes from those reports were
included in the opinion as no material changes were anticipated.

MF said that from his perspective there was a gradual and sustained
improvement, but this was the right assessment. It was felt that the outcome of
Moderate Assurance was fair and a positive outcome.

Audit Committee noted the contents of the report.

11.

CHC Update

This report provided an assurance and consolidated update position on CHC
since the Audit Committee meeting in April 2025. It set out the delivery of the
CHC function against the current agreed and embedded operating model.

There was a query on how the finding of the absence of a CHC strategy, policy or
guidance was only High rather than Critical, and it was confirmed that the detail of
the rationale could be provided. There had been specific concerns in the
Manchester locality regarding CHC operations, which had prompted the need for
a broader review, and a consistent approach across all localities was emphasises
to address deep-seated problems in CHC operations. The committee were clear
that it fell to Quality and Performance Committee to obtain sufficient assurance
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before further reports to the Audit Committee.

Audit Committee;

¢ Noted the contents of the report.

¢ Noted and confirmed agreement to receive a further position statement
on CHC to the next meeting in September 2025, which would include a
detailed update on all the applicable actions and milestones and
underpin the MIAA recommendations after consideration by the Quality
and Performance Committee.

12.

Counter-Fraud Progress Report

This report provided a summary of anti-fraud activities undertaken from 1 April
2025 — 6 June 2026.

Audit Committee noted the report.

13.

Counter-Fraud Annual Report

This report provided an update on anti-fraud activities undertaken during 2024/25,
including CFFSR.

Audit Committee noted the report.

14.

Annual Report and Accounts (including Annual Governance Statement) and
Letter of Representation

This report provided details to the Audit Committee of the changes made from the
draft Annual Report and Accounts submitted in April 2025. It also detailed the
Letter of Representation and the CFO submission process in line with the national
deadline of 9am on Monday 23 June 2025.

Assurance was given from KR as CFO that the information provided was
accurate and complete, and that she recommended the Letter of
Recommendation should be signed.

A query was raised on why the impairment of investment was not being written
off, and it was clarified that the justification was that the third sector body is due to
sign contracts that would lead to a sale, so the investment would be recovered.
Specific questions were raised as to the net liabilities held on the balance sheet
and the implications of unavailability of cash at the balance sheet date to settle
creditors.

Audit Committee;

e Approved the NHS GM 2024/25 Annual Report and Accounts for
submission, subject to any minor presentational amendments by the
national deadline of 9am on Monday 23 June 2025.

o Agreed the delegation to the Interim Deputy Chief Finance Officer to
undertake the national submissions required.

o Approved the letter of representation for signature by the Chief
Executive and Chair of the Committee.
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15.

External Audit Audit Findings Report 24/25

This report summarised the year-end audit of NHS GM covering the key
headlines and status of the ongoing audit and confirming the issue of a S30 Letter
to the Secretary of State due to the in-year deficit position report, the materiality
values within the audit process, an overview and conclusion on the potential
significant audit risks, and the audit adjustments made and those identified but
remaining unadjusted within the accounts. A number of details and appendices
were also provided as further information and assurance.

The need for better contract management was emphasised to avoid issues
related to unsigned contracts and contract variations, and data quality issues
were highlighted as a significant concern that need to be addressed to ensure
accurate and reliable information.

There was a query on the paragraph relating to a going concern statement, and it
was confirmed that with ICBs (and some other parts of the public sector) there is
an assumption that services will continue regardless of who does them, so on that
basis a going concern is automatic. There is always a chance that structural
change in the NHS changes this, but as of right now there is nothing that
suggests this needed to be brought back.

Audit Committee approved the report, the recommendations and the
management responses.

16.

Auditors Annual Report 24/25

This report summarised the work undertaken by the external auditors in the
2024/25 financial year and in particular the commentary on Value for Money,
which set out the auditor's commentary on whether NHS GM had in place proper
arrangements for securing Value for Money in its use of resources in respect of
Financial Sustainability, Governance, and Improving economy, efficiency and
effectiveness.

It reviewed the progress on implementation of recommendations made in 2023/24
and identified improvements required going forward. Overall, the ICB was rated
red (indicating a ‘significant weakness’ in arrangements) for financial
sustainability and amber for the governance and efficiency (indicating no
significant weaknesses, but with improvement recommendations made).

The data quality issue was raised and noted that some of these are NHS-wide
issues, however the highlighted issues were GM ones and these were being
worked on. For the CIP targets, these had been made completely clear and
transparent this year following a number of difficult conversations in the previous
year.

Audit Committee approved the report, the recommendations and
management responses.

17.

MHIS Audit 23/24
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This report covered the ICB’s compliance with the requirement to investment in
mental health services in line with the in-year programme allocation growth. The
report covered the external assurance and confirmed the MHIS performance, and
noted any categorisation issues, amendments required and the final agreed
outturn financial position.

Audit Committee noted the achievement of the MHIS Standard in 2023/24.

18.

Risk Register/Management Update (including deep dives and Risk Management
Policy

This report provided an update to the Audit Committee on ongoing BAF
Development, implementation of the new Corporate Records Management
System, and sought feedback on the Risk Management Policy ahead of its
presentation to the NHS GM Board for formal approval.

Audit Committee noted and endorsed the updated Risk Management Policy,
noted the ongoing work on the development of the BAF, and noted the
ongoing work on the implementation of the new corporate records
management system.

19.

Whistleblowing Annual Report

This report provided an annual update to the committee on whistleblowing for
NHS GM and set out the plans for reviewing the Whistleblowing Policy. It was
noted that there had been four concerns raised since the last report in September
2024. There had been no significant changes in legislation or national guidance
since the Policy was last approved, however a new Non-Executive Director (NED)
Whistleblowing and Freedom to Speak Up Lead would need to be assigned
following the departure of Sheena McDonnell, who had previously held this role.

Audit Committee noted the update provided including next steps.

20.

IT/IG/Digital Governance

This report provided a proposed approach to reporting and governance for Digital,
IT and Information Governance. It was noticed that the Board is having
discussions around the structure following NHS Reforms, and this would need an
appropriate committee to sit under.

It was agreed that ensuring better visibility and transparency in IT and Digital
Governance should be a priority for Audit Committee. It was noted that there
remained a gap in terms of formal Committee reporting for these areas, however
this would need to be considered within the context of any changes to the Board
and Committee structure as a result of NHS Reform.

Audit Committee;

o Agreed the recommendation for appointing the Deputy Chief Executive
as the SIRO for NHS GM who is a member of the Board, ensuring they
would regularly brief on governance and risk issues, both current and
emerging.
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e Agreed the recommendations for the ICB Chief Digital and Information
Officer to report on a regular basis to Chief Officers on the performance
of the GM ICB Digital services delivering to Primary Care and the ICB on
the commissions for Digital and IT Services via Tameside, Bolton and
Trafford.

21.

2025/26 Operational Plan Update

The committee received a verbal update in line with the constitution, following the
Board's decision to delegate the final approval and submission and operational
plan for 2025/26 to the Chief Executive and Chairs of the Finance and Quality
Committees, as timelines for submission did not align with the dates of Board
meetings. MF reported that the process for sign-off of the 2025/26 Operational Plan
had been completed within the deadlines and the Plan was reported to Board.

Audit Committee noted the update.

22.

COl Update

This report provided the Committee with information in relation to Conflicts of
Interest arrangements for NHS GM, including current compliance and plans to
improve this. The report stated that Declaration of Interest compliance for the
annual refresh currently sat at 58%, meaning the ICB had been rated as “amber”
for the Counter Fraud Self-Assessment for 2024/25. Progress had been made
with the new digital system, and an action plan was in place to improve
compliance, including enhanced communication and training for staff. The
Associate Director of Corporate Services confirmed verbally at the meeting that
this had since increased to 65%, demonstrating that actions were having a
positive impact.

Audit Committee noted the current position on Conflicts of Interest
arrangements for NHS GM and noted the plans in place to improve
compliances for declarations of interest and to raise awareness of gifts and
hospitality declaration requirements.

23.

Review changes to standing financial instructions/prime financial policies and
changes to accounting policies

There were no changes to note.

24.

Standing ltems:

Debtors Update

This paper updated the Committee on the total level of debt due to the
organisation (£26.9m) and specifically the debt values over 90 days (£1.35m).
This also covered the value of the bad debt provision (£0.9m) and had been
updated to include credit notes raised in the period.

Losses/Special Payments
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There were no updates to note.

Tender Waivers and Procurement Report

This report highlighted to Audit Committee the volume of waivers that had been
completed and submitted for approval in accordance with the Standing Financial
Institutions, Financial Scheme of Delegation and Procurement Policy for the
period April to June 2025.

RP had raised that there were a large number from one locality, and he had
asked what training is being undertaken with that locality to help rectify this. This
was being looked at with that locality. A specific question was raised regarding
the Governance around the appointment of MIAA Solutions to undertake a review
of CHC.

Conflicts of Interest Guardian

There were no updates to note.

Use of Corporate Seal

This report provided the Audit Committee with information relating to the
execution of documents by NHS GM using the corporate seal since the previous
meeting.

Board Summary Report

This would be completed noting items during the meeting.

Audit Committee noted the updates provided.

19. Audit Committee Workplan
The Audit Committee Workplan for 2025/26 was noted.
20. Any Other Business, reflections on the meeting and items for escalation to the
Board
There were no other items of business for consideration.
Reflections on the meeting:
Members felt the discussion had been healthy and productive.
21. Date and time of next meeting:

11 September 2025, 11am — 2pm

The Tootal Buildings, 56 Oxford Street, Manchester M1 6EU
www.gmintegratedcare.org.uk




Actions Log: Audit Committee

No Date Section Details of the issue Details of action agreed Action Lead Date to be
completed
Review internal audit follow |[Comments regarding delays to management LC to invite execs to explain the status of
111 13/03/2025|up report responses/closiing audit recommendation delayed responses Lucy Cunliffe 19/06/2025
Feedback received regarding the strategic risk KR to consider the articulation of the
115 13/03/2025|Review Assurance Framework|around long-term sustainability financial sustainability risks Kathy Roe 19/06/2025
Comments made regarding the articulation of risks |CG to define how risks vs issues will be
116 13/03/2025|Review Assurance Framework|vs issues on BAF handled Chris Gaffey 19/06/2025
RP to check with the North West
Specialised Services Joint Committee that
Review and approve annual |Discussion around bringing forward the Specialised |the Specialised Commissioning review
120 24/04/2025|internal audit plan 25-26 Commissioning Review could be moved forward to Q2. Richard Paver 19/06/2025
On the SEND Review there was a recommendation
Internal Audit Progress for oversight of localities, and existing groups had To clarify the response to the SEND
123 19/06/2025|Report been superseded by the LAMs process Review with the Chief Nursing Officer. Anita Rolfe 11/09/2025

Status

Further Detail

Paper went to COs on 4/6 and CEO attending meeting on 19/6.
Ongoin

BAF and risk discussions ongoing via Chief Officers. Board seminar
in June 2025 with updated BAF to be presented to Board in July
2025. BAF review on AC agenda in Sep 25

Update to be provided as part of risk report in Sep 25 meeting

RP to raise at next Spec Comm meeting. CG has discussed with
MIAA and NW ICB colleagues







NHS GM Audit Committee
11" September 2025

Required information

Details

Title of report

Internal Audit Progress Report 2024/25 &
2025/26

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
and 2025/26 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: N/A
equality, sustainability, financial.

Comments/ approval by groups/

committees.

Financial or Legal Implications N/A




Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N N N N Y

Introduction

1.0 This report provides the Audit Committee with a summary of the progress made in the
delivery of the 2024/25 and 2025/26 Internal Audit Plans.

Executive Summary

2.0 The report provides the Audit Committee with:

An update on the progress being made in completing the agreed internal audit
workplan for 2024/25 and the in delivery of the 2025/26 workplan.

Details of client briefings and intelligence issued during the reporting period.
Updates on forthcoming MIAA conferences and master class events.
System Support and Implementation

3.0 Where applicable and appropriate, the scope of our audits and our audit
recommendations include reference to the ‘system’ and ‘system partners’.

Learning and Innovation

4.0 Our audit recommendations seek to provide appropriate improvements to controls and
processes, as well as considering best practice observed at other providers/ ICBs, to
support shared learning and improvements.

Recommendations

5.0 The Audit Committee is asked to:

Note the contents of the report.
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Introduction

Key Messages for Audit Committee Attention

Appendix A: Contract Performance
Appendix B: Performance Indicators

Appendix C:  Assurance Definitions and Risk Classifications

Global Internal Audit Standards

Our work was completed in accordance with Global Internal Audit Standards (UK public sector).
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3 Executive Summary

This report provides an update to the Audit Committee in respect of the progress made against the Internal Audit Plan for 2024/25 and 2025/26 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 Global 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 2025 to August 2025.

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

2024/25

The following review has been finalised:
» Oversight Arrangements Review (Substantial Assurance)
The following reviews are in progress:
e IT Asset Management (Draft Report issued 12/2/25)
e Contract Management — Quality of Care (Draft Report issued 9/6/25)

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

2025/26

The following review has been finalised:

e 24/25 Cyber Assessment Framework — Aligned Data Security & Protection Toolkit (DSPT) Phase Il — covered in Part B of the agenda.
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The following reviews are in progress:
« Financial Recovery Programme (Draft Report issued 21/8/25)
e POD Delegation (Draft Report issued 21/7/25)
¢ Mental Health (Fieldwork)
e Community Pharmacy — Additional Services (Fieldwork)
e Specialised Commissioning (Fieldwork)
e Additional IT System Wide Assurance: IT Suppliers (Planning)

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

Since the follow up position reported previously at the June 2025 Audit Committee:

e There were 69 recommendations reviewed as part of the Q1 follow up exercise: 16 High/ 30 Medium/ 15 Low/ 8 N/A.

« Of the 69 recommendations, 22 recommendations are not due to be implemented, 16 have been fully implemented and one has been
superseded. The remaining 30 recommendations are in progress and partially implemented/ not yet implemented.

» Ofthe 30 recommendations not yet fully implemented, 14 have had revised implementation dates as set out in the management responses received
to date.

¢ In 10 cases, revised implementation dates have been requested by management since the previous Audit Committee meeting.
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Audit Committee approval will be requested for any amendments to the original plan and highlighted separately below to facilitate the monitoring process.

e There have been no formal requests to change the plan, however, we have been made aware of operational pressures due to reforms which may
impact on scheduled delivery in Quarter 3. We are currently discussing the development of Terms of Reference for these reviews and if there are
any requests to reschedule these, we will make members aware of these outside of the meeting to ensure all are sighted as appropriate.

e Additional reviews have been included following discussion at the previous Audit Committee and we have allocated delivery quarters which need
to be confirmed with management and then the Audit Committee. These are set out in Appendix A below.

Briefings

Our latest briefings/blogs/podcasts are:

e Celebrating 10 Years of the MIAA Internship Programme: Reflections from Our 2024 Interns

e Key NHS Publications - August 2025

e Andy Maloney Blog: Neighbourhoods First: Transforming Local Health and Care Together

e 25/26 MIAA Insight - Al Governance Checklist

e TIAN News - Summer 2025

e Gayle Wells Blog: Unlocking the Value of Staff Engagement in the NHS - A Strateqic Imperative for the 10 Year Plan
e Key NHS Publications - July 2025

e Chris Harrop Blog: Rethinking Consultancy in the NHS
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2F2526-miaa-insight-ai-governance-checklist%2F&data=05%7C02%7CPatrick.Clark%40miaa.nhs.uk%7Cd9ae3bd1f6104db3089008ddd4d4d22b%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638900732720471895%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=AnHsTPgv8cAb3rZbuxDluhMok91jVh60g66%2Br8RIPvU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Ftian-news-summer-2025%2F&data=05%7C02%7CPatrick.Clark%40miaa.nhs.uk%7Cd9ae3bd1f6104db3089008ddd4d4d22b%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638900732720489603%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=BHAjjyzB3Yx66UX33xfcMys8dnVU%2BRk%2F1QwXi6fWKSY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fgayle-wells-blog-unlocking-the-value-of-staff-engagement-a-strategic-imperative-for-the-10-year-plan%2F&data=05%7C02%7CPatrick.Clark%40miaa.nhs.uk%7Cd9ae3bd1f6104db3089008ddd4d4d22b%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638900732720505812%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=WQrYid8oHkGRsE%2B7l7Vk2TFZhoECiJtdwi4wQZJYoyQ%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-2025%2F&data=05%7C02%7CPatrick.Clark%40miaa.nhs.uk%7Cd9ae3bd1f6104db3089008ddd4d4d22b%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638900732720522039%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=XzD7ldr3UM%2FvFoy9RmEBNOidLjzccEUOUbVJpv1NIKg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fchris-harrop-blog-rethinking-consultancy-in-the-nhs-the-case-for-internal-expertise%2F&data=05%7C02%7CPatrick.Clark%40miaa.nhs.uk%7Cd9ae3bd1f6104db3089008ddd4d4d22b%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638900732720537432%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=EsZwHqtd3qsva6YqE6D07ssj%2FwPk%2FYHRy%2F%2F7LcJwTko%3D&reserved=0

e 25/26 MIAA Insight - Local Authority Audit Committee Members Roles and Responsibilities

o MIAA innovation passes national peer review and joins NHS innovation library

e MIAA Blog - How a Strong Partnership is driving efficiency & improving patient experience

e 25/26 MIAA Insight - Board Assurance Frameworks "What keeps you awake at night?"

o 25/26 MIAA Insight — Audit Committee Briefing — Global Internal Audit Standards UK Public Sector
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 meetings will be held on Microsoft Teams on the following dates:

o Cheshire & Merseyside — 23" September

» Greater Manchester — 2" September

» Lancashire and South Cumbria — 29" 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.
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.

Events
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Prevention: How do we shift the focus on tackling the causes of ill health and make prevention a priority? (18th September 2025): This event will

consider the government's shift within the 10 year Plan to focus on preventing ill health and the research underpinning the case for change. We will
showcase how North West colleagues are leading the charge on prevention and the wider determinants of health.

The Value of Storytelling in health and social care (9th October 2025): Storytelling has the power to engage, influence, teach and inspire listeners.
That’s why we argue for organisations to build a storytelling culture and place storytelling at the heart of their learning programs. There’s an art to
telling a good story, and we all know a good story when we hear one. But there’s also a science behind the art of storytelling.

The Kindness Deficit: What Happens When Care Stops Caring (4th November 2025):There is no doubt that we are all living through a time of
collective collapse; our systems, our ecology and what was most familiar, are both fractured and fragile. We all feel this. Fear, survival and self-
importance may be in the driving seat, with kindness and care, relegated to the back of the bus. Whilst we may all acknowledge how important
kindness is, why have we pushed it away and how is it costing us? Our NHS is founded on the principles of care, compassion and kindness. In this
session, we ask how this kindness deficit became our reality and how as a system, have we stopped caring enough.
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Appendix A: Contract Performance

The Global Internal Audit Standards (UK public sector) state that ‘In the UK public sector, a chief audit executive must prepare such an overall conclusion at
least annually in support of wider governance reporting, mindful of any specific sector obligations or processes. This overall conclusion must encompass
governance, risk management and control.’

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 2025/26:

HOIA Opinion Area | TOR Status Executive Assurance | Audit Indicative | Delivery | Delivery | Comment
Agreed Lead Level Comm Days as

Reporting at
31/7/25

Governance and Leadership

Assurance No - - Colin Scales - June 26 12 0 0% | Planned for Q4
Framework
Risk Management No - - Colin Scales - Apr 26 12 0 0% | Planned for Q4

(Core Controls)

Primary Care Yes Dratft 21/7/25 Katherine Substantial TBC 12 7.4 61.7% Draft Report
Commissioning Report Sheerin

Assurance

Framework (POD

Delegation)

Conflicts of Interest No - - Colin Scales - Apr 26 15 0 0% | Planned for Q4
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HOIA Opinion Area | TOR Status Executive Assurance | Audit Indicative | Delivery | Delivery | Comment

Agreed Lead Level Comm Days as | %
Reporting at
31/7/25
Specialised Yes Fieldwork - Katherine - Dec 25 11 1.1 10% @ Fieldwork
Commissioning Sheerin
(deferred 24/25 audit)
Finance Performance and Sustainability
Key Financial No - - Kathy Roe - Mar 26 15 0 0% | Planned for Q3
Transactional
Processing Controls
Financial Recovery Yes Draft 21/8/25 Kathy Roe Substantial Sept 25 20 11.76 58.8% Draft Report
Programme Report
Supplier Due No - - Kathy Roe - Dec 25 18 0 0% @ Planned for Q3
Diligence
Financial Reporting No - - Kathy Roe - Mar 25 12 0 0% | Planned for Q3
Mental Health Yes Fieldwork - Kathy Roe - Dec 25 12 6.09 50.8% | Fieldwork
Quality
Community Yes Fieldwork - Katherine - Dec 25 13 2.95 22.7% @ Fieldwork
Pharmacy — Sheerin
Additional Services
Continuing No - - Mandy Philbin | - Dec 25 30 0 0% @ Planned for Q3

Healthcare (CHC)

People
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HOIA Opinion Area

Status

Executive
Lead

Assurance

Level

Audit
Comm

Reporting

Indicative
Budget
Days

Delivery
Days as

Delivery

%

Comment

Training and No
Development

ESR No

Information and Technology

Additional System No
Wide IT Assurance —

IT Suppliers

Data Security and Yes

Protection Toolkit

Phase |l -24/25

Phase | 25/26 No
Follow Up

Qtrl N/A
Qtr 2 N/A
Qtr 3 N/A
Qtr 4 N/A
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Planning

Final
Report

Not Started

Complete

Complete

30/6/25

N/A

N/A

N/A

N/A

N/A

Charlotte
Bailey

Charlotte
Bailey

Warren
Heppolette

Warren
Heppolette

Warren
Heppolette

Kathy Roe
Kathy Roe
Kathy Roe

Kathy Roe

High Risk/
High
Confidence

N/A
N/A
N/A

N/A

Mar 26

Mar 26

Dec 25

Sept 25

Apr 26

June 25
Sept 25
Dec 25

Mar 26

15

12

15

17

22

31/7/25

8.95

6.51

0%

0%

0%

52.6%

29.6%

Planned for Q3

Planned for Q3

Draft TOR being

agreed.

Phase Il: Final Report

Phase I: Not Started

Final Report
Final Report
Planned for Q3

Planned for Q4



HOIA Opinion Area Status Executive Assurance | Audit Indicative | Delivery | Delivery | Comment
Lead Level Comm Budget Days as | %

Reporting | Days at
31/7/25

Planning & Reporting

Planning, N/A N/A N/A N/A 25 10.04 40.2%
Management,

Reporting and

Meetings

Additional Reviews from Contingency Days

Financial No - - Kathy Roe Moderate Mar 26 18 10 0% | Planned for Q3.
Sustainability and

Medium-Term

Financial Planning

Data Quality No - - Warren N/A Mar 26 20 10 0% @ Planned for Q3.
Heppolette
Financial System No - - Kathy Roe Substantial Apr 26 20 0 0% @ Planned for Q4.
Risk
TOTAL 361 54.8 15.2%
DAYS

Added Value / Support & Guidance

Monthly TIAN N/A Issued N/A Every
Insight Report monthly meeting
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HOIA Opinion Area Status Executive Assurance | Audit Indicative | Delivery | Delivery | Comment

Lead Level Comm Days as
Reporting at
31/7/25
Quarterly TIAN N/A Issued OQtr N/A Every
Newsletter 1-4 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.

Delivery of the Head of Internal Audit | Each Audit Committee
Opinion (Progress against Plan)

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.

Links to client satisfaction questionnaires are
included in all reports.

Percentage of recommendations raised | Each Audit Committee
which are agreed recommendations made to date within final

reports issued.

Percentage of recommendations which Green/ Amber Follow Up is reported at each Audit
are implemented Committee — see separate report.

Trust management have accepted all

Qualified Staff Annual 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 MIAA operate systems to I1SO Quality

Standards. MIAA conforms with the Global
Internal Audit Standards (UK public sector).
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Appendix C: Key Areas from our Work and Actions to be Delivered

Report Title

Oversight Arrangements Review

Executive Sponsor

Colin Scales, Deputy Chief Executive

Objective The overall objective was to review the Standard Operating Procedures (SOPs) in place for Provider
Oversight Meetings (POMs) and Locality Assurance Meetings (LAMs) arrangements to ensure that they
are robust and fit for purpose including a review of the application of the LAMs arrangements at a sample
of 3 localities to assess their effectiveness and compliance with the SOPs for this area.

Recommendations 0 x Critical 0 x High 3 X Medium 0 x Low

Overall Rating Substantial

Summary

Our review confirmed that there is a good system of internal control over the provider/ locality oversight
arrangements, although elements were found to be still embedding in some areas.

The Terms of Reference (TORS) between the localities and NHS GM for LAMs were still referenced as
‘draft ‘and not evidenced as being signed off but there are SOPs dated November 2024 for both LAM and
POM. The POM SOP was also in draft. However, it was noted that the operational guidance within these
governance documents followed good practice in a lot of respects.

There is strong focus on performance oversight with subject matter experts in Finance, Performance,
Quality, Contracts, Clinical, Workforce, and Recovery Programme Management Office (PMO) sharing
and scrutinising data packs and setting the agendas for key lines of enquiry by the POM and the LAM.
There is evidence of senior management oversight of agreed improvement actions with outcome letters
shared between Chief Executive Officers (CEOS) after meetings.

Recommendations (High and Medium Only)

Recommendation 1 (Medium)

The commissioning / governance section of the ICB should update the SOPs for the POM so that they
are aligned to the expectations of the POM’s TOR in order to fulfil their oversight responsibilities. They
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must ensure that roles and responsibilities for matters that should be delivered by the POM are reflected
within the SOPs and that the POM should have an approved annual work programme which informs their
reporting agenda and provides assurance that they have oversight on all aspects of their responsibilities
annually. Issues identified in our report can be used as a starting reference point for such an exercise.

Response & Implementation Date

e Update the TOR for POMs and POSM and have them ratified as appropriate Update the SOPs
for the POM so it is aligned to the expectations of the POM’s TOR Key risk and agenda items
are set monthly but a high-level annual programme to be developed to reflect the contribution of
the meetings when we are in the NHS annual planning phase NOTE: new ways of working in
line with the ICB blueprint will be considered. Therefore, timescales and responsibilities may
change in line with the release of further clarity.

e 30 September 2025
Recommendation 2 (Medium)

The commissioning/ governance section of NHS GM should update the SOPs for the LAM so that they
are aligned to the expectations of the LAM TOR in order to fulfil the delegated responsibilities. They must
ensure that roles and responsibilities for matters that should be delivered by the LAM are reflected within
the SOPs and that the LAM for each locality should have an approved annual work programme, which
informs their reporting agenda and provides assurance that they have oversight on all aspects of their
responsibilities annually. Issues identified in our report can be used as a starting reference point for such
an exercise.

Response & Implementation Date

e Update the TOR for LAMs and have them ratified as appropriate Update the SOPs for the LAMs
so that they are aligned to the expectations of the LAMs TOR. Key risk and agenda items are
set monthly but a high level annual programme to be developed to ensure all areas are covered.
NOTE: new ways of working in line with the ICB blueprint will be considered. Therefore,
timescales and responsibilities may change in line with the release of further clarity.

e 30 September 2025
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Recommendation 3 (Medium)

The governance section of the ICB should update their SOPs for the LAM to ensure that roles and
responsibilities for matters that should be delivered by the LAM are reflected within the SOPs. The LAM
for each locality should have an approved annual work programme which informs their reporting agenda
and provides assurance that they have oversight on all aspects of their responsibilities annually. Issues
identified in our report can be used as a reference point for such an exercise.

Response & Implementation Date

Update the TOR for LAMs and have them ratified as appropriate Update the SOPs for the LAMs
so that they are aligned to the expectations of the LAMs TOR Key risk and agenda items are set
monthly but a high-level annual programme to be developed to ensure all areas are covered.
NOTE: new ways of working in line with the ICB blueprint will be considered. Therefore,
timescales and responsibilities may change in line with the release of further clarity.

30 September 2025
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Appendix D: Assurance Definitions and Risk
Classifications

Level of Description

Assurance Risk Assessment Rationale
Rating I

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:

e the efficient and effective use of resources.

e the safeguarding of assets.

e the preparation of reliable financial and operational

information.

e compliance with laws and regulations.
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

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.

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. impact on the achievement of the overall organisation

There is an inadequate system of internal control as objectives.

weaknesses in control, and/or consistent non- Medium Control weakness that:

compliance with controls could/has resulted in failure to ¢ has a low impact on the achievement of the key

achieve the system objectives. system, function or process objectives.

e 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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Executive summary

This report provides the Audit Committee with
an update on the progress made by NHS GM
implementing outstanding internal audit
recommendations.

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
aspects 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

N/A

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




| Financial or Legal Implications | N/A

Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest 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 follow up position reported previously at the June 2025 Audit Committee:

There were 69 recommendations reviewed as part of the Q2 follow up exercise: 16
High/ 30 Medium/ 15 Low/ 8 N/A.

Of the 69 recommendations, 22 recommendations are not due to be implemented
and 17 have been fully implemented/ superseded. The remaining 30
recommendations are in progress and partially implemented/ not yet implemented.

Of the 30 recommendations partially implemented/ not yet implemented, 14 have
had revised implementation dates as set out in the management responses received
to date.

Since the previous Audit Committee,10 revised implementation dates have been
requested by management.

System Support and Implementation

3.0 Where applicable and appropriate, our audit recommendations include reference to the
‘system’ and ‘system partners’.

Learning and Innovation

4.0 Our audit recommendations seek to provide appropriate improvements to controls and
processes, as well as considering best practice observed at other providers/ ICBs, to
support shared learning and improvements.

Recommendations
50 The Audit Committee is asked to:

Note the contents of the report.
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Introduction

Obijective

Summary

Internal Audit Action Tracker

Outstanding Internal Audit Critical and High Risk Audit Recommendations

Appendix A: Detailed List of Outstanding Recommendations

Appendix B: Assurance Definitions and Risk Classifications
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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:

o Whether implementation has occurred or been superseded by further events; and
e 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.

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 29" August 2025.

Summary
Since the follow up position reported previously at the June 2025 Audit Committee:
There were 69 recommendations reviewed as part of the Q2 follow up exercise: 16 High/ 30 Medium/ 15 Low/ 8 N/A.

Of the 69 recommendations, 22 recommendations are not due to be implemented and 17 have been fully implemented/ superseded. The remaining
30 recommendations are in progress and partially implemented/ not yet implemented.
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Of the 30 recommendations partially implemented/ not yet implemented, 14 have had revised implementation dates as set out in the management
responses received to date.

In 10 cases, a revised implementation date has been requested by management since the previous Audit Committee meeting. The details of the
extended implementation dates are set out in the table below:

1 Health and | The GM Workplace Health & Attendance | 31/03/2024 | 31/12/2025 Dec 24 Update: The current GM Workplace Health &
Wellbeing Policy should be reviewed and updated to 30/06/2025 Attendance Policy is fully legally compliant, meaning there is
include organisational-wide guidance and no immediate impact on the ICS. We are confident that the
harmonised documentation, to support 31/03/2025 policy meets all necessary legal requirements. It is proposed
workplace health and attendance across 31/12/2024 that any amends will be considered after the national policy

the ICS. for Workplace Health & Attendance are released.

May 25 Update: National policy is still pending. In the
meantime, a Workforce Health and Wellbeing policy is being
developed for the organisation. Alongside this, managers
have been coached and guided to carry out Return to Work
(RTW) interviews and record them on ESR.

Aug 25 Update: The new draft of our Wellbeing and
Attendance Management Policy has been developed
collaboratively by our team with line managers and staff side,
we’ve reviewed it against the NHSE framework which is not
yet officially released but has been used to ensure we are
aligned with the new framework. It's an extensive policy and
includes guidance on wellbeing tools and OH referrals

In view of timescales, we are due to circulate a revised draft
for comments across the normal groups that we send to, that
will likely be w/c 25th August. Feedback will then need to be
integrated into this, with the aim to present to PRG in October,
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P&C and PF in November. Slide pack outlining the coaching
for managers has been shared. Please note that this is still in
draft form and will be piloted with a small group before full
implementation. Additionally, it is worth noting that attendance
at other training sessions has been lower than expected, likely
due to the ongoing reform.

Culture
Framework

The ICB should consider introducing a
system where the responses to the three
cultural questions in the appraisal template
are collated to give another strand to
assessing the cultural health of the
organisation and encourage staff to
complete this section in their individual
template.

300/9/2025

31/05/2026

August update: We had initially planned to review the
appraisal process in Q3 following the conclusion of the first
appraisal window, which was set to end in July. However, we
propose deferring this review until after the new organisation
is established on April 1, 2026, for the following reasons:

The current appraisal window has been extended until the end
of September due to low compliance rates, which we attribute
to recent reforms. Consequently, the review must be
postponed until the first appraisal window is completed as a
minimum

Reviewing and implementing changes to this process would
likely extend beyond April 1st, as we depend on ESR to
accurately reflect organisational structures in order to report
on appraisals. Implementing updates to the process, ESR
functionality, and reporting will necessitate resources that we
may not have in the new organisation due to ongoing reforms.
Therefore, any new processes must be aligned with the
resources available to ensure sustainability in the future
organisation.

It is crucial to consider the structure and function of the new
organisation to thoroughly review the appraisal process and
the data we gather. We need to ensure that it aligns with the
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organisation's culture and any new governance processes
and assurances required.

Culture
Framework

As part of the Framework, the ICB should
set out how this has been produced
including the approach and methodology it
is planning to use to set and review values
and behaviours.

30/09/2025

31/05/2026

August Update: We propose deferring this review until after
the new organisation is established on April 1, 2026, including
it as an action on a future focussed OD plan. It is essential that
any values accurately reflect the organisation. Once the new
operating model is in place, we would develop a set of values
that not only mirrors the new organisation but is also co-
designed by the workforce. This approach will ensure cultural
alignment with strategic intent and provide a clear definition of
the strategy, purpose, and function of the ICB as a strategic
commissioner.

Performance
Management
Data Quality

The ICB should continue to develop and
finalise the Community Services Data
Quality Strategy and Policy which sets out
its framework for managing and reporting
on these datasets, including roles and
responsibilities, reporting requirements
internally and externally, as well as data
quality processes and controls.

30/06/2025

31/12/2025

DQ policy has been developed but seeking an appropriate
ratification date. Specific Community Service DQ strategy
paused because of reform activities.

Performance
Management
Data Quality

Alongside the data quality strategy, a data
quality improvement plan should also be
developed which revisits any actions/
solutions not yet addressed from the
Health Innovation Manchester review.

As part of any data quality improvement
plan, a performance framework as part of

30/9/25

31/12/2025

Delayed due to reform activities and staff sickness.
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commissioning requirements should also
be considered.

Performance
Management
Data Quality

The ICB should produce a datamap which
sets out expectations for each provider
against the services they deliver and the
corresponding data fields in CSDS. This
should then be wused to manage
expectations around data completion on an
ongoing basis to identify genuine gaps.

30/9/25

31/12/2025

Delayed due to reform activities and staff sickness.

Performance
Management
Data Quality

The ICB should revisit its contracts with
providers to consider whether, in the
absence of clear national guidance,
separate KPIs could be included which set
clear requirements and parameters on
providers to comply with.

As data submissions are not linked to
financial flows, the ICB needs to consider
how it can enforce and incentivise
providers to submit more comprehensive
data in line with expectations and perhaps
link data submissions to performance
management and reporting at provider
level.

30/09/2025

31/12/2025

Delayed due to reform activities and staff sickness

Performance
Management
Data Quality

As part of the development of a
performance framework, the ICB should
agree a reporting framework for CSDS and
SitRep data to determine how the key data

30/09/2025

31/12/2025

Delayed due to reform activities - there are steps to merge
provider oversight and strategic contracting meetings and so
DQ will become part of these.
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it requires to oversee the effectiveness of
community services provision reporting
and which groups/ committees the reports
should go to.

9 Risk The Risk Management Policy and Risk | 30/09/2025 | 01/01/2026 Partially Implemented
Management | Register should t?e updated _t_o include The implementation of the new Corporate Records system is
Core reference to exploring opportunities as part : . ) .
. in progress. As part of this process there is capability to shape
Controls of the risk assessment process to analyse ) . o
. e . the content and so space for capturing arising opportunities
new opportunities as well as existing risks . . L
. . can be included. The go live date on the new Datix risk system
to determine whether any associated . )
. has been moved to January 2026. This is due to the ongoing
benefits could occur. These should then . . -
be tracked al ide risk NHS reforms that will result in a new organisational structure
€ fracked alongside risks. and the need for the system to align to this.
10 | Health and | Ensure a formal incident reporting and | 31/10/2025 | 31/01/2026 The delivery date for the new Datix system has changed due
Safety management  policy/  procedure s to NHS Reforms and the date has been revised to reflect this.

developed and appropriately
communicated to all staff.

The next formal follow up of previously agreed recommendations will be reported in Q3 2025/26.
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Internal Audit Action Tracker

The following summarises progress against the internal audit recommendations as at 29" August 2025:

Number of Recommendations

. Not
Audit : .
Review Executive Lead Total | Not Yet Fully Partially Implemented/
Year Superseded
Due Implemented | Implemented | No Response
Received
Post Integration IG and Digital Warren Heppolette
2022/23 Governance Review 5 0 0 4 1 0
2023/24 Cyber Organisational Controls Warren Heppolette 6 0 0 0 6 0
2023/24 Health and Wellbeing Charlotte Bailey 1 0 0 0 1 0
2024/25 EPRR Colin Scales 5 1 0 0 4 0
2024/25 Population Health Strategy Warren Heppolette 6 1 0 5 0 0
2024/25 Fit and Proper Person Charlotte Bailey 2 0 0 2 0 0
2024/25 Culture Framework Charlotte Bailey 2 2 0 0 0 0
2024/25 CHC — Contract Management Mandy Philbin 7 0 0 0 7 0
2024/25 Performance Management Data Quality Warren Heppolette 5 5 0 0 0 0
2024/25 Risk Management Core Controls Colin Scales 3 2 0 1 0 0
2024/25 Commissioning Katherine Sheerin 4 0 0 0 1 3
Key Financial Transactional Processing
2024/25 Controls Kathy Roe 5 0 0 3 0 2
Finance Systems Deep Dive — Budgetary
2024/25 Control Kathy Roe 3 2 0 0 0 1
2024/25 SEND Mandy Philbin 4 2 1 1 0 0
2024/25 Provider Selection Regime (PSR) Kathy Roe 4 0 0 0 0 4
2024/25 Health and Safety Colin Scales 4 4 0 0 0 0
2024/25 Assurance Framework Colin Scales 3 3 0 0 0 0
Total 69 22 1 16 20 10
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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 29" August

2025:

2023/24 REVIEWS

Cyber Organisational Controls

Responsible Officer: Various — see
Appendix A

Action Due:

Review the governance arrangements for incident management and confirm
the reporting lines between resiliency / cyber governance groups.

Refresh the job description for the ICB Incident Manager.

Agree a TOR and agenda for the new governance group providing oversight
of cyber. Detail the requirements for the localities to provide assurance for
incident management and threat reporting to the ICB.

Formalise / implement a plan to improve ICB-wide Incident Response Plans
and the overarching Business Continuity Plan (BCP).

Schedule / implement a timetable to test / assure the ICB-wide BCP plan /
playbooks and include Board representation for the testing. Formally capture
lessons learnt.

Publish an approved overarching ICB-wide cyber incident response policy
across all the providers. Include: -

a. adefinition of what a cyber incident is.

b. key contacts for all localities / GPs / third parties

c. service priorities / IAR critical assets agreed by the Board.

d. critical assets and a critical system recovery list based upon service
priorities.

e. escalation routes between Board / Digital for cyber events and sign off
authority/ target groups to make decisions such as the sign off of forensic
costs.

f.  High severity advisories incident distribution list.
g. alignment with High severity advisories processes.

Partially Implemented

Based on the updates received in August
2025, of the 14 individual actions listed for
this recommendation, 6 are closed (2, 3, 8,
10, 11, 13), 5 are partially implemented and
3 are superseded
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h. formalising the link between learning form incidents and the training
needs analysis plan.

7. Review and ensure ICB supplier support arrangements / SLAs provide
appropriate coverage in terms of incident management and security
assurance reporting. Continue to work with Information Asset Owners to
ensure local plans are understood and aligned with the business objectives.
8. Document the ICB-wide minimum logging and monitoring and data retention
requirements. For example, to enable prosecution to be enforceable and / or
to be able to hold suppliers / staff to account. Receive assurance from
localities / document any exceptions to policy at a suitable governance
group.
9. Formalise and publish an ICB plan going forward for solutions / automation /
on call arrangements, etc.
10. Publish an IT Security and Resilience policy.
11. Schedule / implement CIPR training, as appropriate.
12. Continue to evidence regular threat reporting being undertaken by the ICB /
received ICB-wide are being reported to appropriate governance group.
13. Evidence results from the recent ICB penetration testing / scanning / MTI
review and progress against improvement plans.
14. Evidence dashboards being calibrated against one another to ensure they
align and that assurances from the ICB / received ICB-wide are being
reported to appropriate governance group.
Cyber Organisational Controls 1. Formalise / approve / implement plans for an integrated ICB-wide solution to | Partially Implemented
manage / track risks and confirm a contract is in place for a solution. Based on updates received in August 2025,
2. Re-table the cyber risk for consideration as part of the BAF risks. of the 6 individual actions under this
3. Formalise / publish the following: recommendation, 4 have been closed (2, 3,

a. An updated overarching ICB-wide risk management framework /
information risk policy making explicit the digital / cyber elements of the
framework, reporting and escalation routes.

b. A cyber risk framework chart of roles and responsibilities

4, 5) and the other two are in progress
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c. Process / criteria for reporting and reviewing cyber risks impacting the
ICB.

d. An agreed scoring methodology to ensure a consistent approach to risk
scoring third parties.

e. Terms of Reference for IT / Digital governance groups managing cyber
risks.

f. A process for agreeing the top ICT risks.

g. A document matrix for the risk documentation.

Introduce a cyber category within the risk process and evidence that risks
are being consistently escalated, reported on and assured. Going forward
reference the corporate cyber risks to the CAB process rather than the local
IT risk reference.

Report risks to the SIRO and new Deputy SIRO for escalation within the
governance structure to enhance resiliency.

Formalise as part of the training needs analysis the planned training for the
ICB risk team in risk management / cyber and fraud awareness, etc.

Cyber Organisational Controls

Publish an improvement plan and report status in particular for non-clinical
system contracts. Ensure systems / suppliers are assessed / assigned a
criticality level etc. Include progress with regards legacy systems and on-
boarding of locality / external services.

Appoint the supplier and business manager, as planned.

Proposed and agree a new contract solution and implement. Review /
confirm the contract register solution security assurance fields align with
business needs.

Ensure contracts with third parties (ICB suppliers) and SLAs are in place and
signed copies of contracts are being maintained centrally.

Make explicit the roles and responsibilities of the localities / IAOs to ensure
collaborative working continues to be matured and embedded.

Publish supplier assurance / procurement / project management policy.
Include an approved supplier management due diligence / assurance

Partially Implemented

Based on updates received in August 2025,
of the 11 individual actions under this
recommendation, 2 have been closed (2, 8,
11) and the others are in progress.
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process. Ensure they include processes for monitoring / managing contracts,
and guidance about solutions.

7. Document a Service Management plan / approach including solutions used
and documentation required, such as Data Protection Impact Assessments
(DPIAS).

8. Review and approve regular audit / assurance schedules for ICT and non-
ICT systems to provide organisational assurance / record any risks.

9. Formalise and publish roles and responsibilities for IAOs / procurement / ICT
/ project management with regards third party management and assurance
and ensure that IAOs are appointed for each supplier.

10. Formalise and publish supplier assurance reports for IAOs to submit to
ensure that suppliers are being assured on a regular basis and processes to
manage a change of IAO.

11. Formalise / schedule cyber training.

2024/25 REVIEWS

EPRR

Responsible Officer:
Bidolak (Head of EPRR)

Action due: 30/11/2025

Andrew

Recommendation 2: Now that the ICB has completed its 2024/25 Self-
Assessment, an action plan should be developed which provides a clear
framework setting out how and when the ICB will achieve a rating of ‘substantial
compliance and the specific actions and resource required to deliver this objective
within clear and realistic timeframes.

Management Response: Since the self-assessment for the 2023/24 EPRR Core
Standards assurance process, NHS GM has increased its overall level of
compliance. However, further work is required to move the organisation from ‘non-
compliant’ to ‘substantial’ compliance. An EPRR Core Standards improvement
plan has been developed and this sits alongside the BCMS Implementation Plan,
as business continuity is the domain within the self-assessment that has the
highest proportion of standards rated as either ‘partially compliant’ or ‘non-
compliant’. Furthermore, a new staff member is expected to join the team in
February 2025 and this appointee brings experience of NHS EPRR and business

Not Yet Due

Page | 13




continuity, which the team anticipates will help with progressing improvement
actions.

EPRR

Responsible Officer:
Bidolak (Head of EPRR)

Action due: 31/03/2025
Revised date: 31/05/2025

Andrew

Recommendation 4: The ICB should review training arrangements for EPRR to
ensure that the following is achieved:

*Training Needs Analysis forms are completed by all relevant staff involved in
EPRR.

*A summary of the forms is provided which informs the training programme offer
for future years.

*A mechanism for recording the formal completion of training is established which
is used to highlight non-completion against the minimum occupational standards.

*Training completion is regularly included on the agenda of an Oversight Group.

Management Response: The EPRR team currently tracks participation by NHS
GM staff in EPRR training through a basic spreadsheet. Although relevant
information is collected, the functionality of the spreadsheet is limited and tracking
of training participation needs to be improved to allow for better forward planning.
The EPRR team will develop an enhanced EPRR training and exercising database
that includes functionality to record a wider range of information and to highlight
gaps and forthcoming requirements for training participation by NHS GM staff.
Furthermore, the EPRR team will undertake regular reporting on training
participation and requirements.

Partially Implemented

No further response. Previous response
as follows:

Action still in progress. Additional workload
associated with the review of NHS GM's on
call arrangements has impacted on the
capacity of the EPRR team to enhance
current records, but the work for the on call
review includes a focus on training and
exercising requirements for colleagues who
will participate in revised arrangements. As
a revised on-call model is still to be
confirmed, the functionality of a database is
being assessed. Therefore, a revised due
date is proposed.

CHC Contract Management

Responsible Officer: Mandy Philbin
(Chief Nursing Officer)

Action due: 30/06/2025

Recommendation 1: To ensure that a policy and guidance documents are
developed and put into place to ensure that there is consistency in the approach
for each of the localities across GM.

Additionally, a CHC strategy should be developed and agreed for CHC
commissioning, operational and contract management to set out overarching
principles of the service and assurance arrangements/ requirements.

Partially Implemented

Embedding of policy and process underway.
This is being monitored via the IPoC CIP
Plan.

Update Aug 25 — actions are complete but
are awaiting confirmation following the MIAA
Solutions work in this area. The draft of the
MIAA report will be shared with NHS GM on
12th September, for agreement and final
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Management Response: A CHC commissioning policy will be developed which
outlines the process for approving and selecting providers along with the
operational clarity outlining the process and segregation of duties. This will be
reviewed by the financial assurance team to ensure this is robust and that all
decisions made have a clear audit trail.

sign off on 26 September. The final report
can be shared ahead of December’s Audit
Committee Meeting and included in the
papers for this meeting.

CHC Contract Management

Responsible Officer: Mandy Philbin
(Chief Nursing Officer)

Action due: 30/06/2025

Recommendation 2: To review the process around the commissioning and
awarding of domiciliary contracts and ensure that there is a transparent and
equitable provider contract allocation process in place which ensures quality of
service standards are being considered and provides clarity in terms of roles and
responsibilities in the process. The process should be consistently applied across
GM which removes the current practice of ‘first come first served’ and considers
quality and capacity, utilising systems such as ‘Datix’ as far as practicable.
Management Response: The process around the commissioning and awarding
of care packages will be reviewed to ensure this process is transparent, equitable
and there is the appropriate segregation of duties. The awarding of care packages
on a first come first basis via email will be ceased with immediate effect.

A CHC commissioning policy will be developed which outlines the process for
approving and selecting providers along with the operational clarity outlining the
process and segregation of duties. This will be reviewed by the financial
assurance team to ensure this is robust and that all decisions made have a clear
audit trail.

The contract management process will be reviewed to ensure all necessary details
and documentation is put in place once the relevant provider has been selected.

To ensure only providers that meet the minimum quality standards are
commissioned to provide CHC services will be outlined in the CHC
Commissioning policy. The quality team will also ensure that providers are
appropriately monitored to provide assurance on the quality of care being provided
in line with the contract agreed and meet the minimum standards as required by
NHSE.

Partially Implemented

Embedding of policy and process underway.
This is being monitored via the IPoC CIP
Plan and will be fully embedded in Q4 when
the NHS GM framework goes live.

Update Aug 25 — actions are complete but
are awaiting confirmation following the MIAA
Solutions work in this area. The draft of the
MIAA report will be shared with NHS GM on
12th September, for agreement and final
sign off on 26" September. The final report
can be shared ahead of December’s Audit
Committee Meeting and included in the
papers for this meeting.
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CHC Contract Management

Responsible Officer: Mandy Philbin
(Chief Nursing Officer)

Action due: 30/06/2025

Recommendation 5: To develop and agree a framework for assessing existing
and new providers which includes consistent, comprehensive due diligence
checks and that evidence is maintained to support this process.

To identify with the Contracting function the requirements they would expect to be
in place for an SLA as part of the roll out to ensure that they are comprehensive
and are rolled out to all remaining providers.

To ensure that nursing and clinical staff are being consulted when allocating
package of care to providers and that this is recorded as part of the process.

Management Response: A CHC commissioning policy will be developed which
outlines the process for approving and selecting providers along with the
operational clarity outlining the process and segregation of duties. This will be
reviewed by the financial assurance team to ensure this is robust and that all
decisions made have a clear audit trail.

The contracting team will ensure for all approved providers the relevant
contracting arrangements and supporting documentation is in place. Compliance
with the contracting arrangements will be in conjunction with the relevant
supporting teams (quality, clinical and commissioning and finance).

Partially Implemented

This is partially complete as the LA
framework has in place for care homes the
framework that is utilised by NHS GM. Staff
via the process of panel approval are
informed and updated on all PoC
admissions and information of the
commissioned service is held on the
Broadcare/ADAM system.

NHS GM are in the process of procuring a
framework that covers all care providers and
will have this in place by Q4.

Update Aug 25 — actions are complete but
are awaiting confirmation following the MIAA
Solutions work in this area. The draft of the
MIAA report will be shared with NHS GM on
12th September, for agreement and final
sign off on 26" September. The final report
can be shared ahead of December’s Audit
Committee Meeting and included in the
papers for this meeting.

Performance Management — Data
Quality

Responsible Officer: Matt
Hennessey (Chief Intelligence and
Analytics Officer)

Action due: 30/09/2025

Recommendation 2: Alongside the data quality strategy, a data quality
improvement plan should also be developed which revisits any actions/ solutions
not yet addressed from the Health Innovation Manchester review.

As part of any data quality improvement plan, a performance framework as part
of commissioning requirements should also be considered.

Management Response: A 2025/26 Data Quality Improvement Plan has been
developed and we’re just about to commence individual meetings with each
provider to agree its content including baselines and timescales for
implementation during 2025/26.

Not Yet Due

Delayed due to reform activities and staff
sickness.
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Commissioning

Responsible  Officer:  Associate
Director of Contract Management

Action due: Ongoing

Recommendation 2: The ICB should review its commissioning activities cycle
and ensure that providers are contracted to offer the services in a timely manner
as close to the beginning of the contract period as possible.

Management Response: NHS GM ICB does issue contracts to providers in a
timely manner however the delay in obtaining signature is often a result of
negotiation with providers, mainly in respect of finance schedules.

Commissioning

Responsible  Officer:  Associate
Director of Contract Management
and Associate Director of Strategic
Commissioning

Action due: 01/07/2025

Recommendation 4: The ICB should ensure that all of their committees/
subcommittees with the responsibility for provider performance oversight have
clearly stated assurance information requirements in their terms of reference, as
well as formally approved annual work programmes so that they have the
necessary capacity and capability to collate and review all of the commissioning
performance data and intelligence, enabling the ICB to discharge their
commissioning responsibilities including reporting externally where necessary, in
a timely manner. This applies to the following governance arrangements:
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Partially Implemented

June 25 update - Over the past 12 months,
the Finance & Contracting function has
delivered workshops and drop-in clinics to
provide support, training and guidance on
internal governance, the new procurement
regulations under the Public Services
(Procurement) Regulations, and related
service reviews. We have also secured
timely confirmation of Commissioning
Intentions for future years, enabling more
efficient navigation of governance routes,
approvals and the subsequent issuing of
provider contracts. Furthermore, in line with
NHS Reform, NHS GM will continue to
design and embed robust processes,
anchored in a clearly defined commissioning
cycle, to underpin a transformational

commissioning strategy and ensure prompt,
evidence-based decisions and contract
arrangements.

Awaiting further evidence to support number
of contracts signed timely for 25/26.




*For Public Health - the Screening and Immunisation Oversight Commissioning
Contracting and Finance Group (SIOCCFG) and the Public Health Advisory Group
which report to the Public Health Committee of the ICB.

*For GPs - the ICB's Direct Commissioning & Contracting Panel (DCCP) which
reports to the GMICB PCCC.

*For Acute, Mental Health and Independent Providers — the Provider Oversight
Subcommittee which reports to the executive Provider Oversight Meeting and the
Quality and Performance Committee of the GMICB.

Management Response: For Acute, Community, Mental Health and Independent
Sector contracts - In addition to the POS, there are monthly formal Contract
Review Meetings, (CRMs) which involve Performance, Commissioning and
Quality. There is a set format with an agenda agreed in advance. The CRM
meetings are formally recorded with a clear action log. Any issues with
commissioned services will have a remedial action plan which is reviewed at
CRMs. The Responsible Officers will review the agendas and with respective
commissioning leads to incorporate a work programme for the year which will
signal key dates / milestones.

Key Financial Transactional
Processing Controls

Responsible Officer: Kaye Abbott/
Alaister Ross

Action due: 30/06/2025

Recommendation 1: The ICB should review all outstanding approval limits and
whilst waiting for formal budget delegation forms to be completed, ensure that
these are amended to align with the Scheme of Delegation. The ICB should also
identify any high value payments made over the last year where the approver’s
approval limit has since been lowered, and review these to assure themselves
that payments have not been inappropriately approved.

Management Response: There has been significant progress to ensure that
Oracle reflects the budget delegation process, which in itself has taken some time
to conclude, as evidenced with the regular reporting of the status of budget sign
off and delegation to Chief Officers and as reported via updates to Audit
Committee. This process is substantially complete with the exception of a small
number of minor queries.
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Finance Systems Deep Dive -
Budgetary Control

Responsible Officer: Jackie
Gardiner — Corporate Director of
Operational Finance

Action due: 31/08/2025

Recommendation 1: The ICB should review the processes and stance taken in
2024/25 in relation to Chief Officer and locality budget sign off and delegation. A
firmer stance should be taken with strict deadlines.

Additionally, the ICB should work with localities to address concerns raised in
2024/25 and put plans in place to prevent them reoccurring in 2025/26 to ensure
that budgets are signed off on time.

Management Response: It is agreed that a firmer stance should be taken in
relation to budget sign-off for 2025/26 and beyond. At the time of the management
response 1 locality budget remains outstanding to be signed off, which has been
escalated again. The approach to planning and budget setting for 2025/26 has
involved Chief Officers and Locality discussions so that the assumptions for
setting budgets for their specific areas are understood and agreed and will
therefore support budget sign-off once planning is finalised and budgets issued.

Not Yet Due

SEND

Responsible Officer: Louise Rule/
Gill Gibson (SEND Oversight
Group) & Deputy Place

based Leads for LAMS

Action due: 30/06/2025

Recommendation 1: The GM SEND Oversight Group agendas and ToR should
be reviewed to ensure the purpose and objectives of the Group, as initially
intended, are being achieved.

The process by which risks to the delivery of the SEND objectives are monitored
by the locality boards should be reviewed to ensure consistency in the
management and escalation arrangements.

Assurance in relation to the mitigations in place and any high-risk areas to the
delivery of SEND objectives in relation to risks reviewed by the GM Oversight
Group should be regularly reported to the GM Quality Performance Committee
and in turn the ICB Board.

Management Response: GM SEND Oversight Group to be stood down. Locality
SEND risks to be monitored via LAMS process. Risks monitored as part of the
LAMS and POSUM process.

Superseded

Health and Safety

Recommendation 1. Ensure a Lone Worker Policy is developed and
implemented as soon as possible. This should be supported by a full risk
assessment, including ensuring the job can be done safely by one person, and

Not Yet Due
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Deakin — H&S Lead
Action due: 31/10/2025

Regulations 1981.

Reporting on completion of training should be included in current training
monitoring mechanisms and reporting routines.

Management Response: A first aid risk assessment to be completed for all work
locations. First aid training provided has been approved; the first aiders are in the
process of being booked on training courses by the end of July 2025. Some
localities have asked if nurses can act as the first aiders, await response from the
localities. Reporting on completion of training will be added onto the current
training monitoring mechanism and reporting routines.

Responsible  Officer: Samantha | the provision of training, supervision and monitoring of lone workers are all in
Deakin — H&S Lead place.
Action due: 31/12/2025
Management Response: A working group on lone working will be stood up in
July 2025 with the aim of producing the policy, a full risk assessment to ensure
that the job can be done safely by one person, and the provision of training,
supervision and monitoring of lone workers are all in place.
Health and Safety Recommendation 2: The ICB should ensure appropriate staff have been first-aid | Not Yet Due
Responsible Officer: Samantha | trained across the organisation, in line with Health and Safety (First-Aid)
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Appendix A: Detailed List of Outstanding Recommendations

wide Incident Response
Plans and the
overarching Business
Continuity Plan (BCP).
5. Schedule / implement a
timetable to test / assure
the ICB-wide BCP plan /
playbooks and include

8. Locality leads
own the SLAs for
their locality, CIO/
IT Business &
Supplier Manager
to own where joint
roles exists.

Year | Ref Risk Recommendation Responsible | Exec Lead | Due Revised | May 25 Update
Rating Officer Date Date
2022/23 | Post N/A IT Service Provision and Malcolm Warren N/A N/A Partially Implemented
Integration Technical Framework x 5 Whitehouse Heppolette, 4 have been closed and one is partially implemented.
Review actions. Chief Officer
for Strategy
and Innovation
2023/24 | Cyber High 1. Review the governance 1. NHS GM Warren 31/12/24 28/2/25 Partially Implemented
Organisational arrangements for Corporate Heppolette, Of the 14 individual actions listed for this recommendation, 6 are
Controls incident management Services — Chief Officer closed (2, 3, 8, 10, 11, 13), 5 are partially implemented and 3 are
and confirm the reporting | Governance. for Strategy superseded based on the updates received in August 2025.
lines between resiliency / | 2. Associate and Innovation
cyber governance Director of EPRR.
groups. 3. NHS GM
2. Refre.sh.the job Corporate
description for the ICB Services —
Incident Manager. COVETERER,
3. Agree aTOR and )
agenda for the new 4'_ FESEERNE
governance group Director 9f EPRR.
providing oversight of S. Associate
cyber. Detail the Director of EPRR.
requirements for the 6. NHS GM IT
localities to provide Security
assurance for incident Manager.
management and threat 7i. CTO.
reporting to the ICB. 7ii. IT Business &
4. Formalise / implement a Supplier
plan to improve ICB- Manager.
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Board representation for
the testing. Formally
capture lessons learnt.
Publish an approved
overarching ICB-wide
cyber incident response
policy across all the
providers. Include: -

a. adefinition of what
a cyber incident is.

b. key contacts for all
localities / GPs / third
parties

c. service priorities /
IAR critical assets
agreed by the Board.

d. critical assets and a
critical system recovery
list based upon service
priorities.

e. escalation routes
between Board / Digital
for cyber events and
sign off authority/ target
groups to make
decisions such as the
sign off of forensic costs.
f.  High severity
advisories incident
distribution list.

g. alignment with High
severity advisories
processes.

h.  formalising the link
between learning form
incidents and the training
needs analysis plan.
Review and ensure ICB
supplier support
arrangements / SLAs
provide appropriate
coverage in terms of

9.NHSGM IT
Security
Manager.

10. NHS GM IT
Security
Manager.

11. NHSGMIT
Security
Manager.

12.
CDIO/Associate
Director Primary
Care and Delivery
(Wigan Locality).
13. NHS GM IT
Security
Manager.

14.
CDIO/Associate
Director Primary
Care and Delivery
(Wigan Locality).
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10.

11.

12.

13.

incident management
and security assurance
reporting. Continue to
work with Information
Asset Owners to ensure
local plans are
understood and aligned
with the business
objectives.

Document the ICB-wide
minimum logging and
monitoring and data
retention requirements.
For example, to enable
prosecution to be
enforceable and / or to
be able to hold suppliers
/ staff to account.
Receive assurance from
localities / document any
exceptions to policy at a
suitable governance
group.

Formalise and publish
an ICB plan going
forward for solutions /
automation / on call
arrangements, etc.
Publish an IT Security
and Resilience policy.
Schedule / implement
CIPR training, as
appropriate.

Continue to evidence
regular threat reporting
being undertaken by the
ICB / received ICB-wide
are being reported to
appropriate governance
group.

Evidence results from
the recent ICB
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14.

penetration testing /
scanning / MTI review
and progress against
improvement plans.
Evidence dashboards
being calibrated against
one another to ensure
they align and that
assurances from the ICB
/ received ICB-wide are
being reported to
appropriate governance

group.

2023/24

Cyber
Organisational
Controls

High

Formalise / approve /
implement plans for an
integrated ICB-wide
solution to manage /
track risks and confirm a
contract is in place for a
solution.

Re-table the cyber risk
for consideration as part
of the BAF risks.
Formalise / publish the
following:

a. Anupdated
overarching ICB-wide
risk management
framework / information
risk policy making
explicit the digital / cyber
elements of the
framework, reporting and
escalation routes.

b. A cyber risk
framework chart of roles
and responsibilities

c. Process/ criteria
for reporting and
reviewing cyber risks
impacting the ICB.

NHS GM
Corporate
Services —
Governance

Warren
Heppolette,
Chief Officer
for Strategy
and Innovation

31/12/24

Partially Implemented

Of the 6 individual actions under this recommendation, 4 have been
closed (2, 3, 4, 5) and the other two are in progress based on
updates received in August 2025.
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d. An agreed scoring
methodology to ensure a
consistent approach to
risk scoring third parties.
e. Terms of Reference
for IT / Digital
governance groups
managing cyber risks.

f. A process for
agreeing the top ICT
risks.

g. A document matrix
for the risk
documentation.
Introduce a cyber
category within the risk
process and evidence
that risks are being
consistently escalated,
reported on and
assured. Going forward
reference the corporate
cyber risks to the CAB
process rather than the
local IT risk reference.
Report risks to the SIRO
and new Deputy SIRO
for escalation within the
governance structure to
enhance resiliency.
Formalise as part of the
training needs analysis
the planned training for
the ICB risk team in risk
management / cyber and
fraud awareness, etc.

2023/24

Cyber
Organisational
Controls

High

Publish an improvement
plan and report status in
particular for non-clinical
system contracts.
Ensure systems /
suppliers are assessed /

1. IT Business &
Supplier Manager
/ Contract
Management.

2. CTO.

Warren
Heppolette,
Chief Officer
for Strategy
and Innovation

31/12/24

Partially Implemented

Of the 11 individual actions under this recommendation, 2 have
been closed (2, 8, 11) and the others are in progress based on
updates received in August 2025.
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assigned a criticality
level etc. Include
progress with regards
legacy systems and on-
boarding of locality /
external services.
Appoint the supplier and
business manager, as
planned.

Proposed and agree a
new contract solution
and implement. Review /
confirm the contract
register solution security
assurance fields align
with business needs.
Ensure contracts with
third parties (ICB
suppliers) and SLAs are
in place and signed
copies of contracts are
being maintained
centrally.

Make explicit the roles
and responsibilities of
the localities / IAOs to
ensure collaborative
working continues to be
matured and embedded.
Publish supplier
assurance / procurement
/ project management
policy. Include an
approved supplier
management due
diligence / assurance
process. Ensure they
include processes for
monitoring / managing
contracts, and guidance
about solutions.

3. Contract
Management
4. Contract
Management
5. Contract
Management
6. Contract
Management
7. Contract
Management
8. Contract
Management
9. Contract
Management
10./11. GMICB
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10.

11.

Document a Service
Management plan /
approach including
solutions used and
documentation required,
such as Data Protection
Impact Assessments
(DPIAS).

Review and approve
regular audit / assurance
schedules for ICT and
non-ICT systems to
provide organisational
assurance / record any
risks.

Formalise and publish
roles and responsibilities
for IAOs / procurement /
ICT / project
management with
regards third party
management and
assurance and ensure
that IAOs are appointed
for each supplier.
Formalise and publish
supplier assurance
reports for IAOs to
submit to ensure that
suppliers are being
assured on a regular
basis and processes to
manage a change of
IAQ.

Formalise / schedule
cyber training.

2023/24

Cyber
Organisational
Controls

Medium

Continue to consolidate
and confirm the IAR /
System Catalogue.
Confirm IAQOs, system
criticality, priorities, and

Information
Governance
Delivery Lead

Warren
Heppolette,
Chief Officer

31/12/24

Partially Implemented

Of the 7 individual actions under this recommendation, 2 have
been closed (6 and 7) and the others are in progress based on
updates received in August 25.
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backup recovery with
IAOs. Publish the IAR
baselines in Feb 24 and
June 24, as planned.
Incorporate the business
objective into the IAR
and supporting contract /
assurance reviews.
Mature and embed the
IAR document pack.
Complete the IAR
solution training as
planned.

Map the data flows
across the business.
Mature and embed
monthly reports to the
SIRO / Deputy SIRO.
Document a high-level
diagram / master index
noting key documents
and data repositories /
owners and review dates
/ approval committees
for policies.

for Strategy
and Innovation

2023/24

Cyber
Organisational
Controls

Medium

Formalise / publish as
part of the ICB-wide ICT
Strategy plans for
certifications / data
storage and retention
strategy (cloud-based,
on-premises or hybrid).
Appoint the new IT
Security Officer (ITSO),
as planned.

Review cloud-based
system contractual
arrangements and seek
assurance for the ICB
cloud-based systems.
For the ICB, risk assess
non-AD linked / generic

1.NHSGMIT
Security
Manager.

2. GMICB

3. Contract
Management.
4. NHS GM IT
Security
Manager.

5. CDIO.

6. NHS GM IT
Security
Manager.

Warren
Heppolette,
Chief Officer
for Strategy
and Innovation

31/12/24

Partially Implemented

Of the 6 individual actions under this recommendation, 4 have
been closed (1-4) and the others are in progress based on
updates received in August 25.

Page | 28




accounts and work with
IAOs to ensure accounts
are understood and
agree and complete the
deep dive of data drives.
Implement as planned
the following ICB
projects and provide
progress against
improvement plans to an
appropriate governance

group for:

a. FAM

b. PAM

c. NAC

d.  MFA.

e. Assurance regimes

for whitelists, access
controls., etc.

f.  Also, seek ICB-
wide assurance for
improvement plans
through the appropriate
governance groups.
Publish a TOR for a new
group to discuss
technology /
architecture, such as
artificial intelligence and
automation.

Document and publish:
a. AnICB-wide
access management /
authentication policy.
Continue to work with
IAOs and third-party
suppliers of applications
to understand where it is
technically feasible for
cloud-based applications
to be strengthened.
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b. an ICB-wide
hardening assurance
schedule.

c. anICB-wide
encryption policy.

d. ICB-wide policy /
processes for managing
change across the ICB
and localities.

2023/24 | Cyber Medium | 1. Publish and approve as 1. CDIO Warren 31/12/24 Partially Implemented
Organisational planned the ICT / Digital | 2. Board Heppolette, Of the 6 individual actions under this recommendation, 3 have
Controls strategy. Secretary / NHS | Chief Officer been closed (1, 2, 6) and the others are in progress based on
2. Complete the cyber GM IT Security for Strategy updates received in August 25.
security training for the Manager. and Innovation
Board, as planned. 2 rermeEdian
3. Co.m.plete the IAO / IAA e a—
.tralmn.g as planned, Delivery Lead.
including members of
4.
the procurement /
contracts team. 5. NHS GMIT
4. Formalise / publish a Security
communications Manager.
engagement strategy for | 6. NHS GM IT
cyber. Security
5. Formalise / publish the Manager.
MFA communications /
MFA policy including for
social media / service
desk training, as
planned.
6. Mature and embed
cyber-related metrics.
2023/24 | Health and Medium | The GM Workplace Health & Kay Wilkes, Charlotte 31/03/2024 | 31/12/25 Partially Implemented
Wellbeing Attendance Policy should be Assistant Director | Bailey, Chief 30/6/25- National policy is still pending. In the meantime, a Workforce
reviewed and updated to of People People Officer 31/3/25 Health and Wellbeing policy is being developed for the
include organisational-wide Services 31/12/24 organisation. Alongside this, managers have been coached and

guidance and harmonised
documentation, to support
workplace health and
attendance across the ICS.

guided to carry out Return to Work (RTW) interviews and record
them on ESR.

Slide pack outlining the coaching for managers has been shared.
Please note that this is still in draft form and will be piloted with a
small group before full implementation.
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Additionally, it is worth noting that attendance at other training
sessions has been lower than expected, likely due to the ongoing
reform.

2024/25 | EPRR Medium | The ICB should formalise its Andrew Bidolak, Colin Scales, 28/02/2025 | 31/05/2025 | Partially Implemented
governance and oversight Head of EPRR Deputy Chief This has been delayed but a new team member joined the EPRR
arrangements over BCP and Executive team in February and one of their objectives is to progress the
EPRR, including setting up an work that underpins the establishment of an oversight group.
Oversight Group, as per the However, due to additional workload associated with the review of
policy, to oversee strategy, NHS GM's on call arrangements, the timeframe for setting up the
risks and compliance with group needs to be extended.
NHSE requirements.
2024/25 | EPRR High Now that the ICB has Andrew Bidolak, Colin Scales, 30/11/2025 Not Yet Due
completed its 2024/25 Self- Head of EPRR Deputy Chief
Assessment, an action plan Executive
should be developed which
provides a clear framework
setting out how and when the
ICB will achieve a rating of
‘substantial’ compliance and
the specific actions and
resource required to deliver
this objective within clear and
realistic timeframes.
2024/25 | EPRR Medium | The ICB should develop a Andrew Bidolak, Colin Scales, 31/03/2025 | 31/05/2025 | Partially Implemented
formal mechanism for the Head of EPRR Deputy Chief Action still in progress. Additional workload associated with the
recording of EPRR exercises, Executive

which will allow the EPRR
team to document the results
and evaluate their success
including identifying and
implementing lessons
learned.

Additionally, EPRR exercises
should be diarised annually
as part of a workplan to
ensure that the ICB complies
with carrying out the range of
exercises as set out in the
Policy.

review of NHS GM's on call arrangements has impacted on the
capacity of the EPRR team to enhance current records, but the
work for the on call review includes a focus on training and
exercising requirements for colleagues who will participate in
revised arrangements. As a revised on-call model is still to be
confirmed, the functionality of a database is being assessed.
Therefore, a revised due date is proposed.
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to reflect this accordingly.

2024/25 | EPRR High The ICB should review Andrew Bidolak, Colin Scales, 31/03/2025 | 31/05/2025 | Partially Implemented
training arrangements for Head of EPRR Deputy Chief Action still in progress. Additional workload associated with the
EPRR to ensure that the Executive review of NHS GM's on call arrangements has impacted on the
following is achieved: capacity of the EPRR team to enhance current records, but the
*Training Needs Analysis work for the on call review includes a focus on training and
forms are completed by all exercising requirements for colleagues who will participate in
relevant staff involved in revised arrangements. As a revised on-call model is still to be
EPRR. confirmed, the functionality of a database is being assessed.
A summary of the forms is Therefore, a revised due date is proposed.
provided which informs the
training programme offer for
future years.
*A mechanism for recording
the formal completion of
training is established which
is used to highlight non-
completion against the
minimum occupational
standards.
*Training completion is
regularly included on the
agenda of an Oversight
Group.

2024/25 | EPRR Medium | As the ICB’s EPRR and BCP | Andrew Bidolak, Colin Scales, 31/03/2025 | 31/05/2025 | Partially Implemented
framework and processes Head of EPRR Deputy Chief Roll out of business impact assessments is underway with a
become more established, Executive number of key functions selected for initial completion before
including setting up a BCP wider implementation. To allow for more considered review of
and EPRR Oversight Group, outputs from the business impact assessment process, additional
a specific BCP and EPRR risk time is required to progress the actions associated with this
register should be established recommendation.
to highlight and monitor the
key risks around these areas.

2024/25 | Population Low The ICB should clarify and David Boulger, Warren 30/09/2025 Not Yet Due

Health agree with the local authority | Associate Heppolette, Review of Terms of Reference has been completed for PH
Strategy the responsible person for Director - Chief Officer Committee for 2025/26. it has been agreed that this

attendance at the PHC and Population Health | strategy & representation is required, but a representative has not yet been
amend the terms of reference Innovation confirmed
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2024/25 | Culture Low The ICB should consider Amber Redding, Charlotte 30/09/2025 | 31/5/26 Not Yet Due
Framework introducing a system where OD Manager Bailey, Chief August update: We had initially planned to review the appraisal
the responses to the three People Officer process in Q3 following the conclusion of the first appraisal
cultural questions in the window, which was set to end in July. However, we propose
appraisal template are deferring this review until after the new organisation is established
collated to give another on April 1, 2026, for the following reasons:
SILENE D EEsEsny (1 . The current appraisal window has been extended
culturgl hgalth ol until the end of September due to low compliance rates, which we
organisation and encourage attribute to recent reforms. Consequently, the review must be
.staff tf) .cor.n;.)lete thisisection postponed until the first appraisal window is completed as a
in their individual template. Tl
- Reviewing and implementing changes to this
process would likely extend beyond April 1st, as we depend on
ESR to accurately reflect organisational structures in order to
report on appraisals. Implementing updates to the process, ESR
functionality, and reporting will necessitate resources that we may
not have in the new organisation due to ongoing reforms.
Therefore, any new processes must be aligned with the resources
available to ensure sustainability in the future organisation.
. It is crucial to consider the structure and function of
the new organisation to thoroughly review the appraisal process
and the data we gather. We need to ensure that it aligns with the
organisation's culture and any new governance processes and
assurances required.
2024/25 | Culture Low As part of the Framework, the | Amber Redding, Charlotte 30/09/2025 | 31/5/26 Not Yet Due
Framework ICB should set out how this OD Manager Bailey, Chief August Update: We propose deferring this review until after the
has been produced including People Officer new organisation is established on April 1, 2026, including it as an
the approach and action on a future focussed OD plan. It is essential that any values
methodology it is planning to accurately reflect the organisation. Once the new operating model
use to set and review values is in place, we would develop a set of values that not only mirrors
and behaviours. the new organisation but is also co-designed by the workforce.
This approach will ensure cultural alignment with strategic intent
and provide a clear definition of the strategy, purpose, and
function of the ICB as a strategic commissioner.
2024/25 | CHC - Contract | High To ensure that a policy and Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented
Management guidance documents are Chief Nursing — Chief Embedding of policy and process underway. This is being
developed and put into place Officer Nursing Officer monitored via the IPoC CIP Plan.
to ensure thgt inEne Update Aug 25 — actions are complete but are awaiting
ersiEEy iz a.p'proach confirmation following the MIAA Solutions work in this area. The
gy eaen alire ez draft of the MIAA report will be shared with NHS GM on 12th

Page | 33




across GM. September, for agreement and final sign off on 26" September.
Additionally, a CHC strategy The final report can be shared ahead of December’s Audit
should be developed and Committee Meeting and included in the papers for this meeting.
agreed for CHC
commissioning, operational
and contract management to
set out overarching principles
of the service and assurance
arrangements/ requirements.
2024/25 | CHC - Contract | High To review the process around | Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented

Management the COmmiSSiOning and Chief NUI’Sing — Chief Embedd|ng of pohcy and process underway. This is being
awarding of domiciliary Officer / Kathy Nursing Officer monitored via the IPoC CIP Plan and will be fully embedded in Q4
contracts and ensure that Roe, Chief when the NHS GM framework goes live.
therg 1S a transparent and Finance Officer Update Aug 25 — actions are complete but are awaiting
eqwtaple provider f:ontract confirmation following the MIAA Solutions work in this area. The
allqcatlon [PROEE '_n place draft of the MIAA report will be shared with NHS GM on 12th
Wh'c_h ensures quality of . September, for agreement and final sign off on 26 September.
semf:e standards arg being The final report can be shared ahead of December’s Audit
conIS|d.ered and provides Committee Meeting and included in the papers for this meeting.
clarity in terms of roles and
responsibilities in the process.
The process should be
consistently applied across
GM which removes the
current practice of ‘first come
first served’ and considers
quality and capacity, utilising
systems such as ‘Datix’ as far
as practicable.
Consideration should also be
given to any opportunities to
centralise and cluster
arrangements across bigger
locality footprints or even pan
GM.

2024/25 | CHC - Contract | Medium To ensure that there is Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented

Management segregation of duty in the Chief Nursing — Chief Embedding of policy and process underway. This is being
process of obtaining Officer Nursing Officer monitored via the IPoC CIP Plan.
eXpreS_S'on of interest to the Update Aug 25 — actions are complete but are awaiting
R 'pac'kage el confirmation following the MIAA Solutions work in this area. The
Rl e el draft of the MIAA report will be shared with NHS GM on 12th
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Consideration should be
given to how segregation of
duties and separate
authorisation is achieved
where timeframes are short
and whether additional layers
of authorisation should be
required when awarding
funding over a certain value.
Additionally, a periodic audit
process should be considered
to review the application of
segregation of duties where
appropriate.

To ensure there is a process
in place which provides an
audit trail or formal record of
responses and
communication.

Additionally, the use of a
single, central email should
be used for the purposes of
contract award processes.

September, for agreement and final sign off on 26" September.
The final report can be shared ahead of December’s Audit
Committee Meeting and included in the papers for this meeting.

2024/25 | CHC - Contract | Medium | To ensure that all localities Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented
Management have an agreed pricing Chief Nursing — Chief From 1 April 25 there is a standard framework for all approved
structure in place ensuring Officer Nursing Officer care homes across GM. This is led by the Las and NHS GM are
consistency of payments able to call down from approved care providers at a standard cost
within the same care home, for all new PoC. NHS GM are also in the process of procuring a
as part of GM wide pan- framework for all providers - from domiciliary to bespoke care
commissioning arrangements. providers and Independent Hospitals. This will be NHS led and to
ensure a standard rate of care across all NHS commissioned
PoC. This will be in place by Q4.
Update Aug 25 — actions are complete but are awaiting
confirmation following the MIAA Solutions work in this area. The
draft of the MIAA report will be shared with NHS GM on 12th
September, for agreement and final sign off on 26" September.
The final report can be shared ahead of December’s Audit
Committee Meeting and included in the papers for this meeting.
2024/25 | CHC - Contract | High To develop and agree a Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented
Management framework for assessing Chief Nursing — Chief

existing and new providers

Officer / Kathy

Nursing Officer

This is partially complete as the LA framework has in place for
care homes the framework that is utilised by NHS GM. Staff via
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which includes consistent,
comprehensive due diligence
checks and that evidence is
maintained to support this
process.

To identify with the
Contracting function the
requirements they would
expect to be in place for an
SLA as part of the roll out to
ensure that they are
comprehensive and are rolled
out to all remaining providers.
To ensure that nursing and
clinical staff are being
consulted when allocating
package of care to providers
and that this is recorded as
part of the process.

Roe, Chief
Finance Officer

the process of panel approval are informed and updated on all
PoC admissions and information of the commissioned service is
held on the Broadcare/ADAM system.

NHS GM are in the process of procuring a framework that covers
all care providers and will have this in place by Q4.

Update Aug 25 — actions are complete but are awaiting
confirmation following the MIAA Solutions work in this area. The
draft of the MIAA report will be shared with NHS GM on 12th
September, for agreement and final sign off on 26" September.
The final report can be shared ahead of December’s Audit
Committee Meeting and included in the papers for this meeting.

2024/25 | CHC - Contract | Medium | To reinforce to the CHC team | Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented
Management the importance and Chief Nursing — Chief Embedding of policy and process underway. This is being
requirement to register all Officer Nursing Officer monitored via the IPoC CIP Plan.
concgrns and issues on the Update Aug 25 — actions are complete but are awaiting
Plrovile Coton s confirmation following the MIAA Solutions work in this area. The
SlaealdliEl e Gl draft of the MIAA report will be shared with NHS GM on 12th
effec_w? recording and September, for agreement and final sign off on 26 September.
monltqung take; placg, The final report can be shared ahead of December’s Audit
LI sl il miellins eir Committee Meeting and included in the papers for this meeting.
closed off, lessons learnt
recorded and that there is
formal escalation and
reporting.
2024/25 | CHC - Contract | Low To ensure that the Individual Mandy Philbin — Mandy Philbin 30/06/2025 Partially Implemented
Management Placement Agreements are Chief Nursing — Chief

retained centrally and
available for review where
required.

Officer / Kathy
Roe, Chief
Finance Officer

Nursing Officer

Embedding of policy and process underway. This is being
monitored via the IPoC CIP Plan.

Update Aug 25 — actions are complete but are awaiting
confirmation following the MIAA Solutions work in this area. The
draft of the MIAA report will be shared with NHS GM on 12th
September, for agreement and final sign off on 26" September.
The final report can be shared ahead of December’s Audit
Committee Meeting and included in the papers for this meeting.

Page | 36




2024/25

Performance
Management
Data Quiality

Medium

The ICB should continue to
develop and finalise the
Community Services Data
Quality Strategy and Policy
which sets out its framework
for managing and reporting
on these datasets, including
roles and responsibilities,
reporting requirements
internally and externally, as
well as data quality processes
and controls.

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Warren
Heppolette,
Chief Officer
Strategy &
Innovation

30/06/2025

31/12/25

Not Yet Due

DQ policy has been developed but seeking an appropriate
ratification date. Specific Community Service DQ strategy paused
because of reform activities.

2024/25

Performance
Management
Data Quality

High

Alongside the data quality
strategy, a data quality
improvement plan should also
be developed which revisits
any actions/ solutions not yet
addressed from the Health
Innovation Manchester
review.

As part of any data quality
improvement plan, a
performance framework as
part of commissioning
requirements should also be
considered.

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Warren
Heppolette,
Chief Officer
Strategy &
Innovation

30/09/2025

31/12/25

Not Yet Due
Delayed due to reform activities and staff sickness.

2024/25

Performance
Management
Data Quality

Medium

The ICB should produce a
datamap which sets out
expectations for each
provider against the services
they deliver and the
corresponding data fields in
CSDS. This should then be
used to manage expectations
around data completion on an
ongoing basis to identify
genuine gaps.

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Warren
Heppolette,
Chief Officer
Strategy &
Innovation

30/09/2025

31/12/25

Not Yet Due
Delayed due to reform activities and staff sickness.

2024/25

Performance
Management
Data Quality

Medium

The ICB should revisit its
contracts with providers to
consider whether, in the
absence of clear national

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Warren
Heppolette,

30/09/2025

31/12/25

Not Yet Due
Delayed due to reform activities and staff sickness.
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guidance, separate KPIs
could be included which set
clear requirements and
parameters on providers to
comply with.

As data submissions are not
linked to financial flows, the
ICB needs to consider how it
can enforce and incentivise
providers to submit more
comprehensive data in line
with expectations and
perhaps link data
submissions to performance
management and reporting at
provider level.

Chief Officer
Strategy &
Innovation

2024/25

Performance
Management
Data Quality

Medium

As part of the development of
a performance framework, the
ICB should agree a reporting
framework for CSDS and
SitRep data to determine how
the key data it requires to
oversee the effectiveness of
community services provision
reporting and which groups/
committees the reports
should go to.

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Warren
Heppolette,
Chief Officer
Strategy &
Innovation

30/09/2025

31/12/25

Not Yet Due

Delayed due to reform activities - there are steps to merge
provider oversight and strategic contracting meetngs and so DQ
will become part of these.

2024/25

Risk
Management
Core Controls

Low

Externally accredited risk
management training should
be agreed and undertaken for
specific staff where they are
leading on risk management
as part of their ongoing
development, particularly for
the Risk Management team,
as well as any other
operational leads where
appropriate.

Chris Gaffey,
Associate
Director of
Corporate
Services

Colin Scales,
Deputy Chief
Executive

31/12/2025

Not Yet Due

2024/25

Risk
Management
Core Controls

Low

The Risk Management Policy
and Risk Register should be
updated to include reference

Rick Thompstone,
Assistant Director
of PMO and Risk

Colin Scales,
Deputy Chief
Executive

30/09/2025

1/1/26

Not Yet Due

The implementation of the new Corporate Records system is in
progress. As part of this process there is capability to shape the
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to exploring opportunities as
part of the risk assessment
process to analyse new
opportunities as well as
existing risks to determine
whether any associated
benefits could occur. These
should then be tracked
alongside risks.

content and so space for capturing arising opportunities can be
included.

The go live date on the new Datix risk system has been moved to
January 2026. This is due to the ongoing NHS reforms that will
result in a new organisational structure and the need for the
system to align to this.

2024/25

Commissioning

Medium

* The Public Health
Committee (PHC) should
ensure that the annual
delegation agreement for S7A
is in place in a timely manner.
» The PHC should ensure that
the role of the Screening and
Immunisation Oversight,
Commissioning, Contracting
and Finance Group is
adequately defined, and
reporting arrangements are
appropriate for providing the
assurances they require to
execute their Public Health
functions as required. The
terms of reference of the
Group should be formally
approved and reviewed
regularly.

» GM PCCC should ensure
that all locality (PCQG
/PCOGs/ PCQAIF) have
standard terms of reference
that are appropriately
approved.

* The Commissioning
Directorate should input into
the development of the ToR
for the POS and POM and
these should be presented to
the Commissioning Oversight
Group and have these

Associate
Director —
Strategic
Commissioning
(to coordinate)

Katherine
Sheerin, Chief
Commissioning
Officer

30/06/2025

Not Implemented
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formally ratified by the Quality
and Performance Committee
of the ICB.
2024/25 | Commissioning | High The ICB should review its Associate Katherine Ongoing Partially Implemented
commissioning activities cycle | Director of Sheerin, Chief June 25 update - Over the past 12 months, the Finance &
and ensure that providers are | Contract Commissioning Contracting function has delivered workshops and drop-in clinics to
contracted to offer the Management Officer provide support, training and guidance on internal governance, the
services in a timely manner new procurement regulations under the Public Services
as close to the beginning of (Procurement) Regulations, and related service reviews. We have
the contract period as also secured timely confirmation of Commissioning Intentions for
possible. future years, enabling more efficient navigation of governance
routes, approvals and the subsequent issuing of provider contracts.
Furthermore, in line with NHS Reform, NHS GM will continue to
design and embed robust processes, anchored in a clearly defined
commissioning cycle, to underpin a transformational
commissioning strategy and ensure prompt, evidence-based
decisions and contract arrangements.
Awaiting further evidence to support number of contracts signed
timely for 25/26.
2024/25 | Commissioning | Medium | The GMICB Provider Associate Katherine 01/06/2025 Not Implemented
Oversight Subcommittee Director of Sheerin, Chief
(POS) should design Contract Commissioning
reporting templates Management and | Officer
containing all of the metrics Associate
which should be considered Director of
at CRMs consistently at all Strategic
providers, including the Commissioning
voluntary sector, so that they
can compare not only service
delivery for escalation, but
also provider performance to
learn and share lessons of
good practice.
2024/25 | Commissioning | High The ICB should ensure that Associate Katherine 01/07/2025 Not Implemented
all of their committees/ Director of Sheerin, Chief
subcommittees with the Contract Commissioning
responsibility for provider Management and | Officer
performance oversight have Associate
clearly stated assurance Director of
information requirements in
their terms of reference, as
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well as formally approved
annual work programmes so
that they have the necessary
capacity and capability to
collate and review all of the
commissioning performance
data and intelligence,
enabling the ICB to discharge
their commissioning
responsibilities including
reporting externally where
necessary, in a timely
manner. This applies to the
following governance
arrangements:

« For Public Health - the
Screening and Immunisation
Oversight Commissioning
Contracting and Finance
Group (SIOCCFG) and the
Public Health Advisory Group
which report to the Public
Health Committee of the ICB.
* For GPs - the ICB's Direct
Commissioning & Contracting
Panel (DCCP) which reports
to the GMICB PCCC.

* For Acute, Mental Health
and Independent Providers —
the Provider Oversight
Subcommittee which reports
to the executive Provider
Oversight Meeting and the
Quality and Performance
Committee of the GMICB.

Strategic
Commissioning

2024/25

Key Financial
Transactional
Processing
Controls

High

The ICB should review all
outstanding approval limits
and whilst waiting for formal
budget delegation forms to be
completed, ensure that these
are amended to align with the
Scheme of Delegation. The

Kaye Abbott/
Alistair Ross

Kathy Roe,
Interim Chief
Finance Officer

30/6/25

Not Implemented
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ICB should also identify any
high value payments made
over the last year where the
approver’s approval limit has
since been lowered, and
review these to assure
themselves that payments
have not been inappropriately
approved.

2024/25

Key Financial
Transactional
Processing
Controls

Medium

The ICB should ensure that
there are additional controls
in place to check that the
approval given for faster
payments is in line with the
Scheme of Delegation. The
ICB should review the
circumstances

around the one instance
identified in our sample
testing and ensure that
revised controls prevent this
from reoccurring.

Kaye Abbott/
Beverley Duff

Kathy Roe,
Interim Chief
Finance Officer

30/6/25

Not Implemented

2024/25

Finance
Systems Deep
Dive —
Budgetary
Control

High

The ICB should review the
processes and stance taken
in 2024/25 in relation to Chief
Officer and locality budget
sign off and delegation. A
firmer stance should be taken
with strict deadlines.

Additionally, the ICB should
work with localities to address
concerns raised in 2024/25
and put plans in place to
prevent them reoccurring in
2025/26 to ensure that
budgets are signed off on
time.

Jackie Gardiner —
Corporate
Director of
Operational
Finance

Kathy Roe,
Interim Chief
Finance Officer

31/8/25

Not Yet Due

2024/25

Finance
Systems Deep
Dive —

Medium

The NHS GM Corporate
Reporting Pack should be
reviewed in future to ensure
that Finance Partners provide

Sandra Davies —
Interim Associate
Director of

Kathy Roe,
Interim Chief
Finance Officer

30/6/25

Not Implemented
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Budgetary

complimentary narrative

Corporate &

Control analysis in all cases in future, Reporting
as opposed to providing
repetitive analysis.
2024/25 | Finance Medium Monthly meetings between Sandra Davies — Kathy Roe, 31/8/25 Not Yet Due
Systems Deep Finance Partners and Chief Interim Associate | Interim Chief
Dive — Officers should be Director of Finance Officer
Budgetary documented following each Corporate &
Control meeting using an agreed Reporting
template with actions outlined
to be discussed and updated
at the next meeting.
2024/25 | SEND Medium It should be ensured that all Locality Deputy Mandy Philbin, | 31/3/26 Not Yet Due
localities have a joint SEND Place Based Chief Nursing
Strategy and Joint Leads Officer
Commissiong Strategies in
place.
2024/25 | SEND Medium | Regular audits of locality level | Associate Mandy Philbin, | 30/9/25 Not Yet Due
processes that underpin the Directors of Chief Nursing
performance reports and Quality/Stephanie | Officer
delivery of action plans Whitelaw
including those relating to
lesson learned should be
undertaken. Findings should
be reported through the
relevant groups/committees.
2024/25 | Provider Medium Review the structure of the Stuart Moore & Kathy Roe, 30/6/25 Not Implemented
Selection reporting of PSR to the Izhar Chaudhary Interim Chief
Regime Finance Committee to ensure Finance Officer

that a focus is placed on
identifying challenges
experienced in respect of
applying PSR from across all
aspects of the process and
focusing where needed on
the assurances to be
provided to the committee
that appropriate action is
being taken to address any
such concerns
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Ensure that reports to the
committee contain reference
to the workings or issues
arising from the meetings of
the Decision-Making Record
Review Group and the
Representation Panel in
accordance with the
requirement of their terms of
reference.

2024/25 | Provider Low Consideration should be Stuart Moore & Kathy Roe, 31/7/25 Not Implemented
Selection given to the development of a | Izhar Chaudhary Interim Chief
Regime formal training needs Finance Officer
assessment to cover those
who are new in role or who
may require periodic refresher
training.
2024/25 | Provider Low The procurement team should | Stuart Moore & Kathy Roe, 31/7/25 Not Implemented
Selection further engage with key Izhar Chaudhary Interim Chief
Regime officers in completing the Finance Officer
DMR to ensure that any
required revisions are
completed in a timely manner
and that all requirements of
the DMR form are complied
with.
2024/25 | Provider Low The draft TORS should be Stuart Moore & Kathy Roe, 30/6/25 Not Implemented
Selection subject to formal consultation Izhar Chaudhary Interim Chief
Regime and approval. These Finance Officer
activities should be recorded
on the cover page of the
TORs along with a stated
future review date.
2024/25 | Health and High Ensure a Lone Worker Policy | Samantha Colin Scales, 31/12/25 Not Yet Due
Safety is developed and Deakin, Health Deputy Chief
implemented as soon as Safety and Executive

possible. This should be
supported by a full risk
assessment, including

Security Lead
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ensuring the job can be done
safely by one person, and the
provision of training,
supervision and monitoring of
lone workers are all in place.

2024/25 | Health and High The ICB should ensure Samantha Colin Scales, 31/10/25 Not Yet Due
Safety appropriate staff have been Deakin, Health Deputy Chief
first-aid trained across the Safety and Executive
organisation, in line with Security Lead
Health and Safety (First-Aid)
Regulations 1981.
Reporting on completion of
training should be included in
current training monitoring
mechanisms and reporting
routines.
2024/25 | Health and Medium | Ensure a formal incident Samantha Colin Scales, 31/10/25 Not Yet Due
Safety reporting and management Deakin, Health Deputy Chief
policy/ procedure is Safety and Executive
developed and appropriately Security Lead
communicated to all staff.
2024/25 | Health and Low Ensure all required fields are Samantha Colin Scales, 31/3/26 Not Yet Due
Safety completed for all risk Deakin, Health Deputy Chief
assessments in future Safety and Executive
through additional checks of Security Lead
completed forms. Where
forms are not completed in
full, a process should be in
place which returns the form
to the person completing
them for the incomplete
information to be added.
2024/25 | Assurance N/A Where target dates for Rick Thompstone | Colin Scales, 30/9/25 Not Yet Due
Framework achievement of risk scores — Assistant Deputy Chief
are set at 12 months or over Director Risk & Executive

there should be clear
narrative to explain the
rationale behind this so that
Committee/Board members
can decide if such a target

PMO

Page | 45




date is acceptable in the
context of the level of risk.

Actions should be linked to
identified gaps in control and
clarity provided as to whether
the achievement of stated
actions has removed the
identified gap or whether
there is a residual risk.

If actions have been achieved
and the respective gap in
control removed, then both
should be removed from the
BAF (following consideration
and approval by the
respective committee/group)
so that the BAF focuses on
current gaps and actions.

rather than a factor that
impacts on the management
of the risk. Stated actions
should be linked to the control
gap and clearly describe how
its completion will impact on
the control gap.

PMO

2024/25 | Assurance N/A The narrative should clearly Rick Thompstone | Colin Scales, 30/9/25 Not Yet Due
Framework reflect how the risk owner — Assistant Deputy Chief
intends to move the risk to Director Risk & Executive
within the specified tolerance PMO
level and if this not possible
then what actions/mitigations
the ICB intends to put in
place.
2024/25 | Assurance N/A Risk should be reviewed to Rick Thompstone | Colin Scales, 30/9/25 Not Yet Due
Framework ensure that identified gaps in — Assistant Deputy Chief
controls relate to a control Director Risk & Executive
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Appendix B: Risk Classifications

Risk Assessment Rationale
Rating |

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:

o the efficient and effective use of resources.

e the safeguarding of assets.

e the preparation of reliable financial and operational information.

e compliance with laws and regulations.

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 significantimpact on the
achievement of the overall organisation objectives.

Medium Control weakness that:
e has a low impact on the achievement of the key system, function or process objectives.
e 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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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

1 Delivery Dashboard & Counter Fraud Standard Compliance

At a glance, the delivery dashboard identifies whether, in the AFS’s assessment, the agreed anti-fraud work plan is on track; or, whether there have been
delays or corrective actions required. These will have been discussed and agreed with the Executive Lead for Counter Fraud and the AFS will bring to the
attention of the Audit Committee the reasons for any Amber or Red ratings and the agreed remedial actions.

Plan Area

Assure Progressing as planned

Understand & Prevent Progressing as planned

Respond

Progressing as planned

Compliance against GovS 013 Functional Counter Fraud Standard: NHS Requirements

Component
May 2025 Submission 1a Accountable Board Member September 2025
Fraud bribery and corruption strategy

' ‘ Fraud bribery and corruption risk assessment ' ‘
Policy and response plan

' ‘ Annual action plan ' ‘

‘ . Outcome-based metrics ‘ .

1b Accountable individuals

N o o b WD

Reporting routes for staff, contractors and members of
the public

8 Report identified loss

9  Access to trained investigators

10 Undertake detection activity

11 Access to and completion of training

12 Policies and registers for gifts and hospitality and COI
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

Executive Summary (Assure, Understand & Prevent, Respond)

Since the last meeting of the Audit Committee in June, the following activities have been undertaken and outcomes achieved.

Green Progressing as planned

The Anti-Fraud Specialist (AFS) has held various key stakeholder discussions in the reporting period, including regarding the new corporate ‘failure
to prevent fraud’ offence.

In July 2025, MIAA issued a client briefing on the new ‘failure to prevent fraud’ offence (FTPFO) which comes into effect from 1st September 2025.
This was primarily based on the recently published guidance by the NHS Counter Fraud Authority. Subsequent to that briefing paper, MIAA has been
working on several activities which will form part of the ‘reasonable procedures’ arrangements. These activities should both help mitigate the risk of
the new offence occurring, as well as providing a potential defence against liability should an allegation be made.

On 20 August, along with the Counter Fraud Champion, the AFS presented at a Board Development Session on the new offence, as part of a range
of measures which are being undertaken by the AFS to assist the organisation in prepare to comply with the legislative requirements — see below
and attached report.

NHSCFA have provided a paper following the May 2025 submission of the Counter Fraud Functional Return (CFFSR). The document shows the
values for financial redress and sanctions for the last five years in England. This data is taken from the CFFSR, the reviewed financial recovery data
and the national ‘Clue’ case management system. It covers all organisations who send in a CFFSR. The document is provided as part of these audit
papers for information to the Audit Committee and is not for wider dissemination.

NHSCFA have recently adopted a new Fraud Risk Assessment template, in accordance with updated GCFP (Government Counter Fraud Profession)
requirements. This is being rolled out currently and in due course will necessitate a refresh of the existing fraud risks assessments across the NHS.
This will directly impact on Component 3 of the CFFSR. On this basis, the AFS has moved the current self-assessment for that indicator to ‘amber’.
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

Green Progressing as planned

The AFS has issued 5 Fraud Prevention Checks in the period, making a total of 11 in the year to-date, alerting the ICB to new phishing emails and
mandate frauds.

The AFS has also distributed the NHSCFA Fraud Prevention Notice (M-005-25 Payment Diversion Fraud) on the same subject. This was largely a
reminder and follow-up to previous mandate / payment fraud FPNs. No concerns were reported from the ICB in respect of the FPCs / FPN issued.

The AFS issued Fraud Warning 029 in the period; an alert to all primary care providers warning of a vishing call threat.

An alert issued by NHSCFA was sent to the ICB in respect of an individual falsely presenting themselves as another agency worker. Following local
checks, it was confirmed that the subject has not worked at the ICB.

The AFS also issued an IBURN (Intelligence Bulletin) in respect of a named recruitment company who supply healthcare professionals of various
types to the NHS. NHSCFA wanted to establish if the ICB have sourced staff via this organisation. No issues or concerns were reported in respect of
the IBURN.

The ‘Failure to Prevent Fraud’ offence Gap Analysis Local Proactive Exercise (LPE) has commenced. Training and the issuing of communications
has started, along with a review of the anti-fraud policy.

Another LPE review, around Section 12 Mental Health Assessment claims, which is a joint review with Greater Manchester Mental Health NHS
Foundation Trust, is about to commence and the Terms of Reference have been agreed. A further update on this will be provided to the Audit
Committee once the work has been completed.

In July, a Recent Fraud Cases in the Media article was published and circulated which included several successful fraud prosecutions across the
NHS - this included a recent successful MIAA fraud prosecution which resulted in a custodial sentence being applied.

Work has commenced on the clearing of the 2024/25 NF| data matches: Total payroll matches = 48 (41 cleared, 7 remaining); Total creditor matches
= 4,822 (11 cleared, 4,811 remaining). It should be noted that the creditor matches will include numerous ‘false positives’, where recurring payments
for identical amounts from approved suppliers with contractual agreements in place will be flagged. Clearance deadline is 31 March 2026.
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

Green Progressing as planned
Referrals brought forward (from prior period / year) 3
Referrals received in current period 13  Via FCRL, NHSCFA intel reports and staff. (4 referrals related to 2 subjects.)
Referrals closed in current period 13  Not fraud or dealt with via other means, i.e. MURSs (inc. Project Athena ref)
Referrals carried forward to next period 3 Enquiries ongoing
CLUE investigations brought forward (from prior period / year) 1 Enquiries ongoing — awaiting further data from NHSCFA DFU

CLUE investigations added in current period (inc. opened from 0
new referrals above)

CLUE investigations closed in current period 0

CLUE investigations carried forward to next period 1 As above

All sanctions applied in period 0

All redress recovered in period 0 Re: Project Athena - £635 invoice fraud prevented by primary care provider
All SWRs identified from referrals / investigations 0 No system weaknesses identified in period

Referrals — 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’).
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

3 Investigations Log (‘CLUE’ Case Management System)

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

Open  Case Ref: Possible undisclosed Awaiting further
INV/24/01404 interests. email analysis from
Added: NHSCEA Dlgl.tal
Forensics Unit.
31/05/24
Closed:
N/A

Outcomes & Sanctions
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

4 Losses, Preventions & Recoveries

The table below summarises the current status with reported fraud losses, fraud prevented amounts and, where applicable, the recovery of losses / other
financial redress.

Reference Loss, Invoice Actioned Amount Amount Current Status Confirmed Debt
Number Prevention, Raised / Date (i.e. recovered in recovered in
Recovery Salary invoice date) | prior years current year
Deduction

Project Prevention £635 N/A Unknown N/A N/A Closed N/A
Athena Attempted

false invoice

fraud.
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

5 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.

Reference Report | Total Date Overall Date for Actioned ETE! No Action Superseded Comments
Number Type No. Report Implementation

(LPE of Issued C HML CHML|CHML CH ML

or Rec’s
INV)

There are no
outstanding
actions

See Appendix A for Risk Classifications: Critical; High; Medium; Low
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Anti-Fraud Progress Report (11 September 2025)
NHS Greater Manchester

Appendix A: Glossary

CLUE

CFFSR

FPCs

FPNs

FRA

IBURN

IFAW

Page | 10

NHSCFA’s case management system, used for
investigations and LPEs, SWRs, amongst other things.

recording

Counter Fraud Functional Standard Return (annual self-assessment
submission in accordance with the Government Counter Fraud
Standard require, GovS013).

Fraud Prevention Checks (local alerts identified by MIAA and
circulated to all its client to check for possible fraud risks relating to
specific suppliers, organisations and individuals).

Fraud Prevention Notices (issued by NHSCFA periodically, identifying
a specific fraud risk noticed across multiple health bodies, with
recommended local actions to be taken to test for local concerns
and/or introduce additional anti-fraud controls).

Fraud Risk Assessment. A periodic corporate fraud risk assessment,
undertaken as part of the requirements for the annual CFFSR
submission, completed by both the AFS and the health body, identify
potential areas of fraud risk across the organisation and scoring/rating
those risks, often resulting in certain risks being added to risk
registers, in line with the local RM strategy, and helping inform anti-
fraud work priorities.

Intelligence Bulletins usually issued by NHSCFA and relating to a very
specific issue or concern where there is a request for local health body
checks to be undertaken (often linked to an ongoing, national
investigation).

International Fraud Awareness Week (global, annual event, in
November, which the NHS participates in to help keep fraud
awareness on everyone’s agenda).

LCFS

Learning
Reports

LPE

NHSCFA

NFI

RDA

SIA

SWR

ToR

Local Counter Fraud Specialist (alternatively known as ‘AFS’, Anti-
Fraud Specialists).

A ‘deep dive’ report, via NHSCFA, often following a significant or high-
profile investigation where system or control weaknesses were
identified which allowed a fraud to occur, resulting in lessons learnt be
shared for local consideration and action.

Local Proactive Exercise (a forensic review of a particular function,
system, procedure etc to identify fraud or fraud risks).

NHS Counter Fraud Authority for England and Wales (sometimes
abbreviated to NHSCFA or just CFA).

National Fraud Initiative (bi-annual data-matching exercise run by the
Cabinet Office).

Reactive Days Authority (an MIAA form used to agree the purchase
of additional off-plan days for a specific task, i.e. a significant
investigation).

NHSCFA’s annual Strategic Intelligence Assessment which collates
national statistics and trends, numbers of fraud types and values etc.

System Weakness Report. An NHSCFA terminology referring to an
identified fraud risk or weakness at a system level (i.e. for example, in
an organisation there are no checks on whether expense claims are
accurate). SWRs need reporting on CLUE and may rise from an LPE
or from an Investigation.

Terms of Reference (for an LPE, for example)



Anti-Fraud Progress Report (11 September 2025)
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Appendix B: Risk Classifications

Critical

Medium

Low
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If this identified concern and corresponding recommendation is not addressed / implemented, it is anticipated that the likelihood of fraud /
bribery occurrences in this area would increase significantly, and future instances may go undetected.
Any instance of such fraud / bribery occurring would likely have an adverse impact on the ICB, of a financial (potentially material), operational,
criminal, regulatory and / or reputational nature.
In addition, there are control weaknesses that could have a significant adverse impact on the achievement of the organisation’s objectives in
relation to:

¢ the safeguarding of ICB assets and resources.

e compliance with laws and regulations.
If this identified concern and corresponding recommendation is not addressed / implemented, it is anticipated that the likelihood of fraud /
bribery occurrences in this area would increase markedly, and future instances may go undetected.
Any instance of such fraud / bribery occurring may have an adverse impact on the ICB, of a financial, operational, criminal, regulatory and/or
reputational nature.
In addition, there are control weaknesses that could have a marked adverse impact on the achievement of the organisation’s objectives in
relation to:

e the safeguarding of ICB assets and resources.

e compliance with laws and regulations.
If this identified concern and corresponding recommendation is not addressed / implemented, it is anticipated that this will:

¢ fail to reduce the likelihood of fraud occurrences in this area.

o fail to prevent a potentially adverse fraud impact on the achievement of the key system, function or process objectives.

e continue to expose the system, function or process to a potential fraud risk. However, the likelihood of this risk materialising is assessed

as low to moderate.

o potentially undermine the safeguarding of ICB assets and resources.
An identified 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 and reduce the potential for fraud occurrences in this area.



Paul Bell Darrell Davies

Disclaimer



Feedback from the NHSCFA following the May 2025 Counter Fraud
Functional Standard Return (CFFSR) submissions

Significant amounts of data are regularly collected from Health Bodies by NHS regulators such
as NHSE, the DHSC and others. Counter fraud data collation is no different.

At MIAA, we are endeavouring to provide and share more feedback and benchmarking
analysis with our clients, be that as a result of our own analysis of activities we’'ve undertaken
across our client-base, or, as a result of analysis carried out by the NHSCFA nationally.

To that end, the NHSCFA recently shared with us some analysis following the May 2025
CFFSR submissions. We are passing that on for your information and awareness.
The table below shows the values for financial and sanctions for the last five years for England.

This data comes from the Counter Fraud Functional Standard Returns (CFFSR), the reviewed
financial recovery data and the national ‘Clue’ case management system. It covers all
organisations who send in a CFFSR. It should be noted that, at the time of this data publication,
there were a small number of organisations still to submit their returns, so these figures are
not necessarily final.

Year 20/21 21/22 22/23 23/24 24/25
Value of fraud identified £2,224,235 |£1,945,571 |£1,545,684 |£5,228,376 £5,079,598
Value of fraud prevented £0 £0 £7,325,532 |£7,241,024 £8,459,500
Value of fraud recovered £414,776 £425,552 £400,364 £615,415 £1,474,790
% recovered 18.65% 21.87% 25.90% 11.77% 29.03%
Criminal sanctions 19 22 10 17 28
Disciplinary / Civil sanctions (137 118 142 230 352

With the exception of value of fraud identified, where the best performance was last year, the
best performance figures are all from 2025.

These figures demonstrate the effectiveness of joint collaborative working and a collective,
approach from across the NHS counter fraud community, including colleagues at NHSCFA.

Some increases from the previous year are significant:

¢ thevalue of fraud prevented has increased by 17%

¢ thevalue of fraud recovered has increased by 140%

e criminal sanctions have increased by 65%

o disciplinary/civil sanctions have increased by 53%

As/when updated figures become available, we will share these you at the right time. Individual
organisational performance data is available from your own Anti-Fraud Specialist and is

summarised in your annual report and on your own Counter Fraud Return (CFFSR).




Failure to Prevent Fraud Offence
Audit Committee Update (September 2025)

In July 2025, MIAA issued a client briefing on the new ‘failure to prevent fraud’ offence
(FTPFO) which came into effect from 01 September 2025. This was primarily based on the
recently published guidance (June 2025) by the NHS Counter Fraud Authority. The previous
legislative guidance had been generic and published by the Home Office in November 2024.

Subsequent to our briefing paper, MIAA has been working on a range of measures which will
form part of a possible ‘reasonable procedures’ defence. These activities should both help
mitigate the risk of the new offence being committed and provide a potential defence against
liability should an allegation against the ICB be made.

It is not anticipated, across the NHS counter fraud community, that there will be a raft of
allegations relating to this new offence being received following 01 September 2025; and it is
understood by all parties that building up/ enhancing an array of ‘reasonable procedures’ to
mitigate this type of fraud from occurring will take time.

MIAA will provide regular updates to the Audit Committee (and, therefore, to the Board) on
measures that have been implemented, commencing in August 2025, through to year-end
and beyond. In addition to the measures we have identified ourselves, MIAA will monitor any
other actions and best practice adopted by colleagues and health bodies elsewhere in the
counter fraud community; as well as those resulting from any judicial determinations
following prosecutions in other sectors.

Presently, we intend to undertake the following steps across Q2 and Q3, in accordance with
developing a ‘reasonable procedures’ strategy. These are in addition to any supplementary
measures that management may wish to implement themselves.

e Develop and deliver several webinars across our client base, specifically for the Board /
Senior Managers to ask questions.

Update: Two initial webinars are anticipated for late September and early October (dates
to be confirmed imminently). These will be particularly beneficial for any senior / Board
personnel across the MIAA client base who have not had an opportunity to attend an
organisation specific Board / senior management presentation. The webinars will be
hosted and delivered by MIAA but will include representatives from Hill Dickinson legal
advisors to respond to any legislation-specific questions. The webinars will include a
presentation along with a Q&A session. Questions will be able to be submitted ahead of
the webinars, as well as during them.

¢ Design and deliver a specific fraud awareness presentation covering the new legislation
and how it might affect the organisation. These are initially intended to be delivered at
Board / Senior Management level. As these progress, MIAA will collate a FAQ document
for wider distribution.

Update: The initial NHS GM Board presentation was delivered on 20 August, by the Anti-
Fraud Specialist and Counter Fraud Champion. Presentation slides were circulated
following the session. For any Board members who were unable to attend that
presentation, invitations will be extended to attend any of the planned MIAA webinars.



Failure to Prevent Fraud Offence
Audit Committee Update (September 2025)

Update existing fraud awareness presentations to include summarised contents on the
new fraud offence.

Update: Standard fraud awareness presentations have been updated to include slides
on the new FTPFO legislation. In addition, the AFS participated in a working group which
updated the national ESR fraud e-learning package, which is one of the mandatory staff
training packages for many organisations (including NHS GM), to include basic reference
to the new offence. Bespoke presentations to other appropriate NHS GM personnel will
incorporate material around the new offence.

Provide organisation wide communications on the new offence and the expectations on
NHS personnel (of all types).

Update: A reference and link to an initial all-staff bulletin (hosted on the dedicated ‘fraud’
intranet page) has been circulated to NHS GM staff w/c 01 September via the Keep
Connected bulletin.

Conduct a focused fraud risk assessment exercise with the organisation to identify
potential high-risk areas where this fraud might occur. As NHSCFA have pointed out,
compliance with the legislation is a shared responsibility not just a counter fraud task.

Update: To be arranged / undertaken during September 2025.

Review / update relevant organisational policies, including, but not necessarily limited to:
o Anti-Fraud, Bribery and Corruption Policy

Disciplinary Policy

Fit and Proper Person Policy

Codes of Conduct / Conflicts of Interest Policy

Freedom to Speak Up Policy

O O O O

Update: Anti-Fraud Policy currently under review, pending an updated template policy
being provided by NHSCFA due September 2025. Other policies / procedures to be
review during Q2/Q3.

Develop a Chief Executive statement for the website / intranet, showing the top-level
commitment to complying with this fraud, and other fraud and bribery, legislation.

Update: Draft statement prepared for consideration.
Assist in ensuring that the organisation has communicated its expectations in relation to
the new legislation to its suppliers, associates, contractors and other third parties working

with / for the organisation.

Update: Draft communication statement / letter prepared. Third party ‘associated
persons’ to be identified as part of the planned FTPFO risk exercise.



Failure to Prevent Fraud Offence
Audit Committee Update (September 2025)

Undertake a Local Proactive Exercise gap-analysis exercise covering all the above areas
and others, ultimately reporting our findings to the CFO and Audit Committee / Board.

Update: Draft Terms of Reference issued for approval w/c 01 September. The review
exercise is anticipating a number of process ‘gaps’ and, therefore, includes the provision
of a number of prepared documents and guidance (as highlighted in several actions
above) which can be adapted and utilised by NHS GM as the review progresses, rather
than waiting for a report with management recommendations.






Audit Committee

11 September 2025

Required information.

Details.

Title of report.

New Corporate Criminal Offence of ‘Failure to
Prevent Farud® NHS GM Implementation

Approach
Author. Izhar Chaudhary
Presented by. Izhar Chaudhary
Contact for further information. Izhar Chaudhary

Executive summary.

This paper outlines the requirements of the
Economic Crime and Corporate Transparency
Act 2023 (ECCTA). The ECCTA contains a
corporate offence of ‘Failure to Prevent Fraud'.
The offence comes into force on the 1t of
September 2025. The measures to be taken
by NHS GM to ensure compliance are outlined
in the paper.

The benefits that the population of Greater
Manchester will experience.

Ensure compliance with legislation.

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

N/A




The decision to be made and/or input
sought.

Audit Committee is asked to:

¢ Note the contents of the report and its
implications for NHS GM.

e Highlight any other additional
information, training or awareness that
may be required to ensure full

compliance with the pending legislation.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Ensures compliance with legislation and
Financial Resources are utilised efficiently and
effectively, ensuring financial sustainability.

Key milestones.

N/A

Leadership and governance arrangements.

This paper has been prepared by the senior
finance team in-conjunction with MIAA.

Engagement* to date.

*Engagement: public, clinical. Analysis:

equality, sustainability, financial.
Comments/ approval by groups/
committees.

Senior Finance Team

Chief Officers 2/9/25.

Financial or Legal Implications

This paper outlines the legal and financial
implications of non-compliance with the new
legislation.

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No Yes No No Yes

Table 2: Assurance needed about the document.




Introduction

This paper outlines the requirements of the Economic Crime and Corporate Transparency Act
2023 (ECCTA). The ECCTA contains a corporate offence of ‘Failure to Prevent Fraud'. The
offence comes into force on the 15' of September 2025. The measures to be taken by NHS GM
to ensure compliance are outlined in the paper.

Overview of Legislation - Failure to Prevent Fraud

Failure to Prevent Fraud means that organisations have a responsibility to prevent an ‘associated
person’ from committing a fraud offence, on their behalf, that benefits the organisation. The new
offence presents a significant shift in organisational accountability.

NHS bodies must move swiftly to ensure:

» Legal compliance
» Operational resilience
* Protection of public funds

An ‘associated person’ includes employees and volunteers, but also contractors, subsidiaries,
agents and other service providers. This definition is broad and includes any party performing a
service for or on behalf of the organisation. Fraud by these individuals/parties - if intended to
benefit the organisation - can trigger prosecution, even if senior management were unaware of
the actions being taken to commit fraud. This reinforces the need for organisations to ensure
effective anti-fraud controls are in place across the entire supply and delivery chain.

It applies to organisations that meet at least two out of the three criteria outlined below and
covers both private and public organisations.

* More than £36 million net turnover
* More than £18 million in assets
« More than 250 employees

However, it will apply to all NHS Trusts, ICBs and other NHS bodies (as well as any subsidiary
companies or associated charities).

Organisations will need to demonstrate they have ‘reasonable procedures’ in place for the
prevention of fraud. What is ‘reasonable’ depends on the size, structure, and nature of the
organisation. These are explained in the act under six headings:

1. Top level commitment. Active involvement and leadership from senior management, with a
clear anti-fraud culture endorsed from the top.

2. Risk assessment. Regular identification and evaluation of fraud risks across all levels of the
organisation, including third-party and supply chain risks.



3. Proportionate risk-based prevention procedures. Tailored fraud controls that are suitable
for the organisation’s specific fraud risk exposure and complexity.

4. Due diligence. Assessing the background, integrity, and reliability of individuals or entities
performing services for or on behalf of the organisation.

5. Communication (including training). Ensuring staff, contractors, and associates understand
fraud policies through regular awareness training.

6. Monitoring and review. Continual evaluation of the effectiveness of fraud prevention
measures, with regular updates based on new risks or incidents.

NHS organisations will need to:

* Review current anti-fraud frameworks

» Address gaps related to subcontractors and subsidiaries
« Align fraud controls with the six principles above

» Ensure procedures are auditable and robust.

Legal and Operational Implications
Failure to comply may result in:

e Unlimited fines

e Reputational damage

e Regulatory sanctions

o Civil litigation

Importantly, liability applies even if senior management was unaware of the fraud, provided the
organisation lacked adequate prevention measures.

Further details and the implications of the new requirements can be found at Appendix 1.

Next Steps to be Undertaken by NHS GM

The following actions will be undertaken in-conjunction with the MIAA Anti-Fraud Team to ensure
NHS GM complies with the legislation:



Task

Work to be Performed

Completion Date

Gap Analysis — Compare
current procedures against
ECCTA requirements.

e ToR to be issued w/c
25" August

e Fieldwork to
commence within 5
days of approval

10™ October 2025 (at
latest)

Policy Review — Update
fraud policies and
whistleblowing frameworks.

e Anti-Fraud Policy
review already
underway; awaiting
updated template from
NHSCFA (due by
September)

e Other policies will be
reviewed as part of

Gap Analysis work (i.e.

Freedom to Speak Up,
Fit & Proper Person
etc)

10™ October 2025 (at
latest)

Training Rollout — Launch
fraud awareness

programmes across all levels.

(Including engagement and
awareness through the NHS
GM Counter Fraud
Champion).

e Board awareness
session 20" August
2025

e All Staff Briefing
prepared for issuing
w/c 25" August 2025

¢ Initial Partner / Sub-
Contractor notification
prepared for issuing
from 15t September —
process and recipients
to be determined

e Targeted training will
follow-on from risk
assessment process
which should identify
who requires specific
training / engagement
and in what format

20™ August 2025

Other completion
dates TBC




(undertaken as part of
the Gap Analysis)

Board Engagement — Ensure Corporate 31st August 2025
Ensure fraud prevention is a Governance Team is
standing agenda item. fully aware of new
requirements and are
briefed on standing
agenda item.
Legal Review — Seek legal Subject to the gap 31st October 2025

advice to confirm compliance
status and address

analysis legal advice
may be sought if

ambiguities. (If deemed required.
appropriate)
Other Areas Chief Executive To be undertaken as

statement (internal and
external facing)

Failure To Prevent
Fraud Offence risk
assessment
workshops — to be
arranged / participants
to be identified

Webinars including
legal input - TBC

Consider updating
contractual wording for
employees,
associates, agents,
sub-contractors etc,
once identified - TBC

Reviewing the
adequacy of existing
due diligence
arrangements in place
for those identified
above - TBC

part of Gap Analysis
review — 10™" October
2025 completion at
latest.

As above




The above actions are factored into the Anti-Fraud plan for 2025/26, an update will be provided
to the Audit Committee on the 11" of September 2025. As a result of the initial review there may
be further actions that need to be undertaken. A further update will be provided to Chief Officers
of any gaps identified by the end of October 2025.

Recommendation

Audit Committee is requested to:
¢ Note the contents of the report and it is implications for NHS GM.

e Highlight any other additional information, training or awareness that may be required to
ensure full compliance with the pending legislation.
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MIAA Client Briefing Preparing for the New Corporate Criminal Offence of ‘Failure to Prevent
Fraud’— Guidance for NHS Senior Leaders
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Audit Committee

11 September 2025

Required information

Details

Title of report

Counter Fraud Champion (CFC) Update
Report

Author

David Dobson — Head of Business
Management

Presented by

Sam Evans — Corporate Director of Finance —
Commissioning & 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.

To ensure that NHS GM continue to be
compliant with the Counter Fraud Functional
Standard.

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 support the
continued programme of work of the counter
fraud agenda and the Counter Fraud
Champion’s (CFC) as detailed within this
Audit Committee Report.

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

Actions are underway to develop the BAF to
reflect elements of the Transition Programme,
as detailed within this report.

Key milestones

e NHS GM’s CFC widening professional
network and scope.

e The CFC’s programme of work across
NHS GM.

e The CFC’s key messages to the Audit
Committee as of September 2025.

Leadership and governance arrangements

Key duties have been fulfilled:

. NHS GM’s CFC continuing the wider
professional engagement.

. The CFC providing cyclical updates,
narrative and guidance to the Audit
Committee against the guiding principles of
counter fraud, as detailed within this paper.



mailto:daviddobson@nhs.net

. Head of Anit-Crime Services at MIAA
recommends necessary communications for
circulation across NHS GM, which is

underway.
Engagement* to date NHS GM’s CFC is now working and engaging

with the Head of Anti-Crime Services at
*Engagement: public, clinical. Analysis: MIAA, the Senior Finance Team of NHS GM,
equality, sustainability, financial. as well as external subject matter experts
Comments/ approval by groups/ (SMESs). The CFC presented an update to the
committees. Board Development Session in August 2025.
Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N N N N Y

Introduction

This report provides the Audit Committee with assurance on the current CFC arrangements within NHS
Greater Manchester (GM) Integrated Care Board (ICB), as well as wider system and national learning.

Current Position

1.1.

1.2.

1.3.

As reported to September 2024’s Audit Committee, NHS GM’'s CFC completed the
necessary training and is 100% compliant, which ensures that the ICB meets the statutory
requirements of a CFC. The CFC has continued to provide the necessary assurance and
challenge, as detailed within this assurance report to the Audit Committee.

The CFC has made professional connections with colleagues outside of NHS GM and
beyond the GM integrated care system (ICS) footprint, to gain subject matter expert
(SME) input, professional advice and guidance. NHS GM’'s CFC has now connected with
SMEs to provide a check and balance against NHS GM’s current position, as detailed
within the paper.

Part of the CFC role is to enable, facilitate and support the fraud prevention work at a
senior strategic level. Several of the Audit Committee members attended the Board
Development Session in August 2025 and will therefore already be aware of the ‘Failure
to Prevent Fraud’ Offence — Economic Crime & Corporate Transparency Act 2023. The
Board Development Session received a presentation by the Head of Anit-Crime Services
at MIAA, as well as a high-level response from the CFC. The table shared with the Board
Development Session is shown below. The Head of Anit-Crime Services at MIAA will
specifically talk in more detail about the new Failure to Prevent Fraud Offence at the Audit
Committee Meeting.



1.4.

1.5

1.6.

The CFC very much welcomed the openness and approach taken by the Board in inviting
the joint presentation from the CFC and MIAA. Providing this additional fraud fighting
capability at a senior and strategic level, means that the CFC and can support the Head
of Anit-Crime Services at MIAA in delivering their counter fraud work. This approach is
essential to allow the CFC to support and enable the Head of Anit-Crime Services at
MIAA in discharging their respective responsibilities in the counter fraud effort at a Board
level.

As part of the ongoing dialogue and interface, looking beyond the GM system, the CFC
has continued to seek subject matter expert (SME) input from another Integrated Care
Board (ICB). The CFC has confirmed that the SME referred to two key elements which
should be considered as part of the ‘Failure to Prevent Fraud’ Offence — Economic Crime
& Corporate Transparency Act 2023. The SME referred to the first element being the
need for a set of principles being developed and worked towards by the Audit Committee.
The CFC can confirm these are in and development, as detailed within the report shared
by the Head of Anit-Crime Services at MIAA with Audit Committee. The second element
was the need to work through any test case and obtain any learning for NHS GM. This
was in fact discussed at length during the Board Development Session on 20" August
2025.

Since the last CFC update to the Audit Committee in December 2024, the Government
have announced architectural and fundamental changes to the NHS as part of NHS
Reform. The role of the CFC is to provide a senior strategic voice within NHS GM to
champion the counter fraud agenda and to enable and support the counter fraud
programme of work. As such the CFC has added a new element for the programme of

3



1.7.

work in 25/26, specifically in response to NHS Reform. The CFC believes that greater
due diligence should be taken by line managers, peers who are Heads of Services, along
with colleagues at a Director and a Very Senior Manager (VSM) level, due to the potential
level of changes amongst staffing internally to NHS GM. The CFC believes this level of
change could leave not only NHS GM, but wider NHS colleagues vulnerable at a time of
huge upheaval.

This is in keeping with the messages shared by NHS GM’'s CEO during the Board
Development Session, in which he referred to the new risk, as part of the NHS Reform
agenda, which is shown on the Risk Register to the Audit Committee Meeting. Therefore,
it is essential that as part of the counter fraud programme of work, the CFC continues to
promote and embed an awareness of fraud, bribery and corruption across the
organisation during what will likely be a sustained period of organisational change and
drive forward a counter fraud culture across the organisation. It is within the impact
element below, that the CFC believes NHS GM could become more vulnerable to
elements of fraud. In addition to this, the change and transitional fraud risks are included
in the ‘strategic’ thematic areas of the MIAA Updated Fraud Risk Assessment Toolkit,
such as, the ICB restructuring and NHS England dissolution.

Risk: There is a risk that the delivery of key of business as usual (BAU) activities within current
functions may be compromised during the transition period and beyond, as reform and
restructuring efforts are implemented.

Cause: Certain staff members required to commit time towards the work required to ensure
successful delivery of the organisational reform.

Impact: Key business activities may be missed resulting in compromising of business continuity
and quality.

Progress Update Report

2.0

2.1.

One action from December 2024’s CFC Audit Report was to deliver cascaded learning to
the Extended Leadership Team (ELT) on the counter fraud agenda. The CFC can confirm
that himself and the Head of Anit-Crime Services at MIAA delivered a joint presentation
to April's ELT meeting. The presentation prompted positive discussions in the room,
which were very much aided by the examples tabled in the presentation by MIAA. In the
context of current climate, the CFC has referred to the need for a further cascaded
learning session to ELT and the Counter Fraud Ambassadors in Section 2.4 of this report.



2.2.

2.3.

2.4.

2.5.

2.6.

The Audit Committee agreed in December 2024 a need to obtain and agree an action for
commitment by all the members of the ELT to take away and raise awareness of the
counter fraud agenda, by feeding back the impact into their own respective discussions
within functions, directorates and teams. The CFC can confirm that this was delivered as
part of the ELT session. Should members of the Audit Committee wish to receive a copy
of the counter fraud presentation from April’'s ELT, this can be provided upon request.

Following the CFC’s Audit Committee Report in December 2024, there were three specific
areas following the current programme of work. One of which, was a to have a team-
based approach to the counter fraud agenda. The CFC would like to emphasise the
positive engagement during the ELT meeting, which saw very rich discussions on the
counter fraud agenda. There were subsequent one to one follow up meetings requested
by members of the ELT with the Head of Anti-Crime Services at MIAA, which the CFC
duly facilitated.

Another aspect of the current counter fraud programme of work was to have joint working
with staff. Coupled, with comments made in Section 2.3 above, NHS GM continues to
promote the counter fraud agenda through our Keep Connected bulletin to NHS GM.
Members of the Audit Committee may have received these e-mail communications and
will therefore be familiar with what is shared internally, across the organisation. If
members of the Audit Committee have not received what has been shared internally, this
can be shared upon request. Moreover, it was agreed in December 2024 to rollout the
Counter Fraud Ambassadors responsibilities to all the Associate Directors of Finance
across NHS GM. Noting the comments referenced in Section 1.5, it would be timely to
revisit this matter with the Counter Fraud Ambassadors in the context of the current
organisational change programme, as well as the Failure to Prevent Fraud Offence for
wider cascading and learning. This will ensure there is continued knowledge of systems
and processes in place, which is a key duty for the CFC role.

Part of the CFC role is to remove any blocks to the progress of counter fraud work and
driving forward a counter fraud culture across the organisation. The CFC is of the view
that NHS GM could be more vulnerable, as detailed in Section 1.5, therefore, it would be
timely to review the role of Counter Fraud Ambassadors for any new ways of working for
any revisions to the NHS GM operating model.

Noting the comments made in Section 1 about organisational change across the NHS, it
will be essential for the CFC to continue to understand any regulatory and legislate
changes between the role of the a CFC and the role of NHS England, following the
announcements made by both the Prime Minister and his Secretary of State for Health
and Social Care in March 2025 to abolish NHS England. The CFC will duly pay close
attention to any further updates from the Secretary of State and Sir Jim Mackey — CEO
of NHS England, as to the future operating models across NHS, as referenced in the
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2.7.

2.8.

future NHS Operating Model blueprint document in May 2025: NHS England » Update on
the draft Model ICB Blueprint and progress on the future NHS Operating Model

The intention will be for NHS GM CFC'’s to simply align any new ways of working to the
new operating model, which will resemble a composition is line with a slimmed down ICB
and the abolition of NHS England. A further ELT cascaded learning session in two parts
should follow in Q3 or Q4. Firstly, from a Failure to Prevent Fraud perspective, following
Board Development in August and September’s Audit Committee Meeting. The second
part being the general awareness for line managers as NHS GM embarks of the
organisational change programme.

In December 2025, it would be appropriate for the Audit Committee to receive a position
statement and progress report on the following key areas:

An update on the CFC’s programme of work, as detailed within this report.

A position statement on the rollout of work, which has either taken place, or planned with
both the ELT and Counter Fraud Ambassadors following the new Failure to Prevent Fraud
Offence.

Any pertinent updates connected to the counter fraud agenda, following the announcement
of NHS Reform, as detailed in Section 2.6.

Recommendations

3.0

The Audit Committee is asked to:
Note the update report provided by the CFC.

Provide any specific feedback on areas for consideration, or any additional items for
inclusion within the CFC’s December Audit Committee Meeting, as detailed in Section 2.8.


https://www.england.nhs.uk/long-read/update-on-the-draft-model-icb-blueprint-and-progress-on-the-future-nhs-operating-model/
https://www.england.nhs.uk/long-read/update-on-the-draft-model-icb-blueprint-and-progress-on-the-future-nhs-operating-model/
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Executive summary. This paper is presented to Audit Committee to
feedback on lessons learnt from the 2024/25
year end accounts process. This is a joint
paper drafted with external audit colleagues.

The benefits that the population of Greater | Embedding the learning from the 2024/25
Manchester will experience. process is anticipated to result in a smoother
audit process for 2025/26 and future years.

How health inequalities will be reduced in

) . n/a
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The decision to be made and/or input This paper is presented for information.

sought.
The Audit Committee is asked to:

1. Note the contents of the paper and the
proposed actions.

How this supports the delivery of the n/a
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Key milestones. n/a
Leadership and governance This paper has been reviewed and signed off
arrangements. by the Audit Partner at Grant Thornton and the

Corporate Director of Operational Finance —
Financial Management (NHS GM).

Engagement* to date.
This paper has been reviewed and signed off

*Engagement: public, clinical. Analysis: by the Audit Partner at Grant Thornton and the
equality, sustainability, financial. Corporate Director of Operational Finance —
Comments/ approval by groups/ Financial Management (NHS GM).
committees.

There are no specific financial or legal

Financial or Legal Implications implications of this report.

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

N/a N/a N/a N/a N/a N/a Yes

Table 2: Assurance needed about the document.
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Introduction

1.1 The Audit Committee considered the updated 2024/25 draft accounts on 19 June 2025 along
with the Audit Findings Report and the Auditor's Annual Report for 2024/25. The accounts
for NHS GM were given an unqualified audit opinion by Grant Thornton on 20 June 2025
and submitted by NHS GM on 23 June in accordance with the national deadline.

1.2 This paper is presented to Audit Committee to share lessons learnt from this process which
built on the work and experience in the previous financial year.

1.3 The paper has been written jointly with external audit, with NHS GM feedback gathered via
an anonymous survey, in line with the process implemented in 2023/24. The survey
replicated questions from the previous year, and whilst fewer responses were received this
is considered to be an indication of general satisfaction and improvement with the audit
process.

Update on 2023/24 Lessons Learned

2.0 The output of the 2023/24 lessons learnt exercise is included in Appendix A, with the
implementation status updated. There are a number which were not fully implemented, or
where there remains room for improvement, and these have been updated to reflect
progress and further improvements for 2025/26.

2024/25 Feedback

3.0 The overall view from both the internal survey and Grant Thornton (GT) feedback was that
the 2024/25 accounts and audit process went well and ran smoother than the previous year.
This represents a continued improvement on top of the progress that was made since the
initial 2022/23 accounts audit process for NHS GM.

3.1 The key positive outcomes to note were:

e The accounts for NHS GM were completed and submitted by the national deadline.

e No escalation of matters to either the Chief Finance Officer or Audit Partner were
required, indicating the effectiveness of working relationships.

e Routine and regular meetings between the teams and throughout the year, which were
weekly during the audit, ensured issues were resolved and cleared promptly and
ensured no surprises. Further, there were benefits from having consistent team
members within both teams.

e Good working relationships remain between key members of the finance team and the
audit team with a high level of co-operation and timely responses to issues raised.

e Central co-ordination of the audit process through two key NHS GM senior managers
(KA and AR) ensured working papers were of a good quality and queries were directed
to the right managers across the organisation.

¢ Interms of the finance team involvement in the year end process, the majority felt that
this was “about right”.
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3.2 The above is consistent with the findings of the 2023/24 Lessons Learned report, indicating
that the consistent approach continues to deliver an effect auditor/client relationship.

Key development areas for 2024/25
3.3 The key development areas identified from the 2024/25 audit are:

a) Third Party Assurance — In respect of Information Provided by the Entity (IPE) testing,
earlier communication of the requirements of these specific tests would be beneficial.
This would enable NHS GM to communicate with colleagues and staff at counterparty
organisations where additional information or third-party confirmations may be
required, including the requirement to email the auditor directly. The areas most
affected by this were in respect of testing of contract variations and section 75
transactions.

Agreed Action — GT to provide a list of areas of the accounts where IPE testing is
expected to be provided at an early stage and in advance of testing, as well as the
form the IPE testing will take. NHS GM will then use this information to liaise with
relevant contacts, to ensure that information is available to be provided to auditors
when required.

b) Section 75 Testing — As highlighted above, the testing of contract variations and
section 75 information required specific review and monitoring of progress. This
monitoring will be continued for the 2025/26 audit.

Agreed Action — GT to continue to specifically monitor progress against block contract
and section 75 testing to ensure the timely resolution of outstanding testing.

c) National General Ledger Implementation — In respect of interim testing (see
Appendix A), the prospect of reporting from the new ISFE2 ledger from October 2025
creates additional challenges for reporting for the 2025/26 accounts. Therefore, it is
proposed that NHS GM and GT meet early in the audit cycle and post implementation
of ISFE2 to agree the transition process and agree the approach to testing of M1-M6
balances to maximise the assurance gained in advance of the year end.

Agreed Action — NHS GM and GT to meet prior to M9 to discuss and agree a testing
approach in respect of the transfer of balances to ISFE2. This will be in addition to the
regular liaison meetings with GT throughout the year.

3.4 The following areas are additionally highlighted as carried forward from 2023/24 which have
been updated within Appendix A.

e Gaps in the draft annual report
e Level of testing performed (e.g. payroll)
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Recommendations
4.0 The Audit Committee is asked to:

¢ Note the contents of this report and the proposed actions.

Version Number v1.1



Commercial in Confidence

Appendix A Key areas of improvement from 2023/24
The following were noted in the equivalent report from 2023/24
Gaps in the draft Annual Report

a) Gaps inthe Annual Report (c/fwd. from 2022/23) - although the draft annual report was more
complete in 2023/24, there remained some gaps which were not reliant on external
information.

Agreed Action — As for 2023/24, the Associate Director for Corporate Services will put in
place a timetable to ensure the Annual Report is delivered within the required timeframe. As
noted above, improvements were made in 2023/24 from the previous year, but to improve
further for 2024/25, the Corporate Governance Team will communicate the timetable earlier
and liaise even more regularly with those expected to provide information and liaise with
relevant NEDs / Committee Chairs for views earlier, with the aim of providing a full draft
(excluding any information not available at the time that we require from external sources)
in time for the draft submission stage in April 2025. The timetable will include clear dates to
provide feedback to avoid slippage.

Outcome - NHS GM continues to seek to improve the speed of year end reporting, to
maximise the completeness of information included in the draft annual report submitted to
auditors. 2024/25 represented a further improvement on previous years, but it is recognised
that there are still elements of the Annual Report which were compiled after the initial
deadline. The Governance Team will continue to work with relevant Chief Officers and their
teams to provide a complete annual report at the start of the audit (except where information
is not available).

Status — Partially Implemented
Interim Audit Work

4.1 Interim Audit work to relieve pressures during the year end process (c/fwd. from 2022/23).

Agreed Action — Interim audit work was undertaken in 2023/24 which worked well. It has
been agreed to expand the scope of this work further to include non-block payment testing,
contract reconciliations, system walk through testing etc., wherever possible. Regular
meetings are currently being scheduled.

Outcome - Interim audit work was conducted in 2024/25, testing balances up until M9,
before following up testing at M12 to ensure sufficient assurance is gained for the full year.
Interim testing was performed in respect of Continuing Healthcare Expenditure, non-block
payment expenditure, Primary Care Co-Commissioning expenditure, Payroll and Social
Care expenditure. Whilst the interim testing was completed effectively, in some instances,
owing to an audit approach that includes minimum sample sizes, this did not lead to a
reduction in the overall level of testing, as minimum sample sizes were still required at year
end. NHS GM will continue to work with the Grant Thornton team to discuss these areas
and ensure testing is conducted in the most efficient way possible.
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At this stage, it is also necessary to consider the impending change in ledger from 1 October
2025. NHS GM'’s financial system will operate on a new Oracle Fusion platform, known as
ISFE2. As part of this transition, the sum of transactions in ISFE1 will be mapped to new
cost centres in ISFE2, and loaded in aggregate, month-by-month into ISFE2. This means
the accounts for 2025/26 will be produced solely from the new ISFE2 system, but for
transactions in the first half of the year, the detail of the transactions will be contained within
the legacy ISFE1 system.

This needs to be considered in designing an appropriate audit approach with GT including
early testing. Once the ISFE2 system has been successfully implemented, it is proposed
that NHS GM and GT teams meet to discuss and plan an approach to early testing. This
may include performing interim testing on the basis of M1-M6 (rather than M1-M9) but also
performing additional testing on the transfer of YTD balances from ISFE1 to ISFE2. NHS
GM will liaise with GT in the coming months to keep them aware of developments and agree
an appropriate approach.

Status — Implemented, however, to consider further improvements and the implications of
ISFE2 implementation mean the recommendation is rolled forward above.

Level of testing performed (payroll)

4.2 In a small number of areas, the level of testing performed was queried, which included
payroll and income testing, where testing felt high compared to the risk presented in these
areas.

Agreed Action — Audit work around payroll was considered intensive in 2023/24, the
planning work for 2024/25 will consider the potential to reduce the extent and level of payroll
testing if possible.

Outcome - In 2023/24, NHS GM fed back that the level of testing in respect of payroll
balances appeared excessive, given the relatively small proportion of expenditure that
related to pay. The same analytical review approach to testing was taken by GT in 2024/25.
NHS GM will continue to work with GT to consider alternative approaches to the testing of
payroll, more commensurate with the low risk of material misstatement. It should be noted
that following the transfer of Specialised Commissioning services from 1 April 2024, payroll
balances represent a smaller proportion of NHS GM’s expenditure.

Status - Ongoing

Signature of contract variations

4.3 Challenges were faced by the Contracts team in providing signed copies of Contract
Variations (CVs) with NHS providers, due to the impact of late allocations etc. During year
end it was agreed that evidence of agreement of the balances due could be provided by
direct email confirmation between the two counterparties, as well as the Agreement of
Balances (AoB).
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Agreed Action — For 2024/25, NHS GM will make every effort to ensure that all contract
variations are signed, but if they are not, email confirmations will be saved and provided to
auditors earlier in the process.

Outcome - In 2023/24, some yearend contract variations were not signed at the point of
preparing the accounts and audit, and instead assurance had to be sought directly from the
provider. This situation continued into 2024/25, with a number of contract variations
unsigned at the point of the audit.

On a practical basis, it is not always possible to ensure agreement of contract variations by
the year end, particularly where they require data on activity up until the end of March (such
as with the Elective Recovery Fund).

As part of the 2023/24 Lessons Learned, NHS GM agreed to obtain alternative evidence of
agreement, by receiving confirmations from provider counterparties via email, and saving
these down for audit review. However, GT required that these confirmations went sent
directly to the auditor. This required further discussions with the counterparties to assure
them of the new process. As this change in approach came after the start of the audit, NHS
GM was not able to brief counterparties and agree a system wide approach.

As the same approach to third party confirmations will be adopted for 2025/26, NHS GM
will seek to work with Greater Manchester providers in advance, both to minimise the
number of such confirmations required, but to also communicate the new approach with
confirmations also being sent directly to GT.

NHS GM will also liaise with GT to ensure they are made aware in advance of any similar
changes in approach for 2025/26.

Status — Implemented — however, rolled forward into 2025/26 as part of IPE testing
recommendation.

Section 75 Pooled Budget information

4.4 The testing of joint arrangements/S75 agreements was not very efficient for the 2023/24
audit. Signed agreements (in most cases) had been carried forward from prior years and
there was a lot of back-and-forth to provide appropriate supporting evidence for 2023/24.
Going forward, this information should be collated and provided earlier.

Agreed Action — Earlier communications will be undertaken ahead of year end with Locality
Finance leads to liaise with Local Authority colleagues to gather information in advance and
by 30 April 2025 for 2024/25. However, it should be noted that the overall position including
all Local Authorities is contingent upon the year end timetables of each Local Authority.

Outcome - It is noted that the completion of this note relies on information being provided
in a timely basis from local authorities, whose year-end closedown processes work to a
much later deadline that NHS GM.

The testing of 2024/25 pooled budget balances was improved from 2023/24, but there are
still opportunities to improve it. To do this, NHS GM will seek to engage earlier with locality
Version Number v1.1
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colleagues, and with Local Authority colleagues to maximise the amount of information
which can be provided earlier for 2025/26.

Status — Partially Implemented — rolled forward into 2025/26 as part of IPE testing
recommendation.

Testing of CHC balances

4.5 It would be beneficial to reconcile the separate continuing healthcare (CHC) systems for
each locality with the ledger, which took some time with supporting information.

Agreed Action — NHS GM can demonstrate that the accruals included derive from the
relevant CHC system within the working papers produced. The format and consistency will
be reviewed as part of year end planning.

Outcome - Whilst it was highlighted in 2023/24 that a formal reconciliation between locality
finance systems and the ledger would be beneficial, this was not provided for the 2024/25
audit. As a result, GT undertook additional substantive audit procedures to obtain
appropriate assurance. NHS GM will aim to provide this reconciliation for 2025/26 to make
the audit process more efficient.

Status — Implemented with reconciliation to be provided for 2025/26.
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Executive summary.

This paper is produced to update the Audit
Committee on the implementation of key
recommendations (1) and improvement
recommendations (3) identified within the
2024/25 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.

The Committee is asked to:

1. Discuss and note the updates on the
implementation of recommendations.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

N/a.
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Key milestones.

The implementation of the recommendations
is a key milestone for the 2025/26
assessment.

Leadership and governance
arrangements.

The individual leads have provided updates
for the recommendations.

The updates have been agreed with the
Deputy Chief Executive and Chief Officer for
Strategy, Innovation and Population Health.

committees.

Engagement* to date.

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

The individual leads have provided updates
for the recommendations.

The updates have been agreed with the
Deputy Chief Executive and Chief Officer for
Strategy, Innovation and Population Health.

Financial or Legal Implications

There are no financial or legal implications of
this paper.

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No Yes No No Yes

Table 2: Assurance needed about the document.
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Grant Thornton Auditor’s Annual Report 2024/25

Update on Implementation of Key Recommendations

No. Recommendation Initial Management Comments Update September 2025
KR1 | The ICB should ensure its Response: N/a
sustainability plan is on track and Action 1: 2025/26 NHS GM Annual Plan structured

delivers the intended results. As on the five Sustainability Plan pillars with key

part of this it should establish clear | deliverables against each.

routes to report how the specific

interventions that underpin its Due Date: Complete — and signed off by Board in
plans will be funded (including May 2025

risks to the availability of funding);

the assurances it has over the Action 2: Development of Sustainability Plan N/a
effectiveness of proposed Integrated Scorecard to track metrics under each of
interventions (for example, drawing | the five pillars:

on evaluations of the same

interventions elsewhere) and how | pe pate: Complete — part of reporting to Quality

I W'.” evaluat_e the effectiveness of and Performance Committee from January 2025

the interventions, as well as the

plan overall Action 3: Each locality to complete a local version N/a

of the Sustainability Plan for 2025/26 drawing on
local data packs.

Due Date: Complete — each of the localities has a
local delivery plan to be monitored via Locality




No.

Recommendation

Initial Management Comments

Update September 2025

Board reporting structures. This to be reviewed
as part of development of place model in GM
under ICB reforms.

Action 4: Investment required to deliver Pillars 3
and 4 of Sustainability Plan (Reducing Prevalence
and Proactive Care) agreed as part of 2025/26
Annual Plan.

Due Date: Complete — approved by Board in May
2025

N/a

Action 5: Delivery of Provider and ICB CIP Plans
and FSPs under pillars 1 and 2 (Cost Improvement
and System Productivity and Performance).

Due Date: Complete - All providers met the 2024/25
control total. Performance showed significant
improvement in all key indicators. Relative
performance against England ICBs showed
significant improvement. Compliant plans submitted
by all providers and ICB for performance and
finance. Ongoing Monitoring through risk
management, reporting and governance structures.

N/a.




No.

Recommendation

Initial Management Comments

Update September 2025

Action 6: Monitoring of Interventions in
Sustainability Plan. These are tracked through
system governance including system groups (for
example, on UEC, Elective, Mental Health), Locality
Boards and NHS GM Committees. Specific ROIs in
Sustainability Plan subject to evaluation and
monitoring through 2025/26 delivery plans — for
example 2025/26 Population Health Business Plan.
Escalation meetings in place for areas of high risk
(thematically for UEC, Elective, LD and MH) and
providers (MFT, NCA, WWL).

Due Date: Ongoing monitoring through governance

in 2025/26.

Responsible Officer:
Ed Dyson / Paul Lynch

Executive Lead:
Colin Scales

Due Date: As outline above.

Update:
Ongoing monitoring being undertaken
through ICB governance.

Status: Complete




Update on Implementation of Improvement Recommendations

No. | Recommendation Initial Management Comments Update September 2025
IR1 | The ICB’s CIP reporting needs to Actions: The ICB is committed to delivering 80% Update:
focus on recurrent savings to begin | recurrent CIP in 25/26 and all plans are on track to | A full objective review of the 2025/26 CIP
turning the tide on its deficit. Any deliver this target. We have requested an objective | plans was completed by MIAA. This report
forecast under-delivery needs to review from MIAA to review all CIP plans and to was completed in June.
be recognised as quickly as support up to identify further savings in year. The
possible to support development of | initial report supports our CIP governance and our A high-level review and analysis of the
mitigating actions. expected recurrent target. influenceable spend was also undertaken
which has highlighted several areas that
Responsible Officer: could be explored further to close the
Nicola Hepburn financial gap, and the team are focusing on
these to support delivery of the 2025/26 plan.
Executive Lead:
Colin Scales The process by which the savings plan is
governed has also been assessed as 'highly
Due Date: Quarter 4 2025/26 assured'
Status: On-going
IR2 | The ICB should ensure that it has | Actions: A six month review has been completed Update:

robust arrangements for monitoring
ongoing progress against Single
Improvement Plan (SIP) indicators
once they handed back to
Committees. This should include
clear triggers and protocols for
escalation should performance dip.

and approved by the NHS Greater Manchester
System Improvement Board and the NHS North
West System Improvement Board. Both Boards
approved confirmation of compliance of 28 of the
specific undertakings with transfer across to
specifically described Board sub-committees for
monitoring. Those undertakings that remain are

Robust monitoring processes remain in place.
Since the six-month review, four additional
undertakings have been approved as
compliant by both NHS GM and NHSE SIBs.
Therefore, only four of the initial 36
undertakings remain as non-compliant




No. | Recommendation Initial Management Comments Update September 2025
The ICB should also introduce monitored through a Triple A (advise, assure, alert) | A joint review by NHS GM and NHSE will be
more frequent public reporting on reporting mechanism from sub-committees to the completed in September 2026 to assess the
the SIP via reports to the Board System Improvement Board. opportunity for ceasing/ amending the
undertakings
A full review of all undertakings is scheduled for This review will progress through ICB and
September 2025 SIP updates have been provided to | NHSE governance and considered at NHSE
the Board through the CEO updates on a monthly SDM/ SIB on 3@ November 2025.
basis.
Status: On-going
Responsible Officer:
Gareth Robinson
Executive Lead:
Colin Scales
Due Date: September 2025
IR3 | The ICB needs to ensure its data Action 1. Draft Data Quality Policy to be ratified and | Update:

guality strategy and associated
governance has the necessary
positive impact on data quality. It
should consider developing a
related programme of assessment
and assurance to test the impact of
the policy and embed data quality
in its everyday business and
reporting.

implemented - End of Quarter 3 2025/26.

Policy is complete and key elements are
implemented but it has not yet been ratified
due to staff sickness and reform work
pressures.

Status: Delayed but in progress

Action 2. Data Intelligence and Insight (DII)
Function to document Data Quality Assurance
Process and implement — End June 2025/26

Update:
DQ process is being implemented informally
until formal ratification of the policy. This




No.

Recommendation

Initial Management Comments

Update September 2025

ratification has been delayed by staff sickness
and reform activities

Status: Delayed but in progress

Action 3. Routine update and monitoring of the

Data Quality issues log and associated actions e.g.

Community Health Services Data Quality
Improvement Plans embedded within contracts
where necessary — July 2025 onward

Responsible Officer: Matt Hennessey
Executive Lead: Warren Heppolette
Due Date:

Task 1 End Q3 2025/26

Task 2 End June 2025/26

Task 3 implemented from July 2025.

Due Date: Quarter 4 2025/26

Update:

DQ improvement plans have been produced
and are in the process of being implemented
but changes to the provider oversight and
contract monitoring regime are imminent and
plans will have to find a place within the new
reporting regime.

Status: In Progress
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Executive summary

This report provides an update to the Audit
Committee on:

e The Corporate Risks across the
committees of the ICB

e The progress with BAF Risks

e The progress with implementing Issue
Management

¢ Confirmation on the definitions of Risk
Appetite/Risk Tolerance

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

e Consider the corporate risks included
within the report and confirm any
additional actions required

¢ Note the ongoing work on the BAF Risks

¢ Note the ongoing work on the identification
and management of issues

¢ Note the expanded definitions and clarity
on Risk Appetite and Risk Tolerance

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
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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.

The full set of Corporate risks were also reported
to the Chief Officers on 3" September 2025 for
management oversight.

Engagement* to date

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

Corporate risks are considered by the relevant
Committee, as well as the NHS GM Team for
management oversight

Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N N N N Y

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

1.0 INTRODUCTION

1.1.

This report provides an update to the Audit Committee on the latest position with the Corporate

Risk Registers — these are the consolidated set of Committee Risk Registers that are reported at
the Statutory Committees of the ICB. In addition, the report also includes an update on the
progress with the BAF risks; an update on the approach to issue management and additional
clarity on the definitions of both Risk Appetite and Risk tolerance.




2.0

2.1

2.2.

2.3.

CORPORATE RISK SUMMARY

This report provides an update to the Audit Committee on the latest corporate risks being reported
across the statutory committees of the ICB. All these risks are reported at the relevant committee
and have been included in this report so that the Audit Committee can see the breadth of risks
currently being reported.

NHS Reform Risks have been drafted and discussed at the most NHS Reform Programme Board
in August 25. The risks are currently being finalised and will be included in future reports when
scores and full risk descriptions have been confirmed.

Table 1 provides a summary breakdown of the number of risks at each committee and the small
number of function areas that do not routinely report their risks directly to a committee and would
be considered to be management functions and therefore receive direct oversight from Chief
Officers (with the exception of Digital, which will need formalised governance arrangements
through the Board or appropriate Committee. Please note that current risks relating to Digital have
not been included in this public report, but have been included within the Part B (private) SIRO
Report).

Table 1
Statutory Committees / Programme Area g?:?gg Rliglj_s Risbkesiolvi of
Finance Committee 2 0 2
People & Culture Committee 12 4 8
Quality & Performance Committee 12 11 1
Primary Care Committee 11 4 7
Population and Public Health Committee 6 6 0
Strategy and Innovation 3 1 2
Corporate Services 1 0 1
Communications and Engagement > 1 4
Total 52 27 25




2.4. To support this analysis, a table of risks scoring 20 or above is shown below.
Table 2. Risks scoring 20 or above
. Likeli-
RS Committee and Risk Description hood 'MPact
Ref. score score
Capacity of the pan-Greater Manchester Primary Care Team(s)
PC1 Workforce. There is a risk to the capacity of the pan-GM Primary
0 Care Teams workforce in relation to the move into the GM 5 5
integrated care system and other decisions made at national
level. (Primary Care Committee)
QuP If the fragility of the dermatology service is not resolved, there
will be a detrimental impact on the operational performance
19/0 . . i X 5 4
3/24 metrics. Furthermore, 'Fhere will be an impact to patient
experience and potentially psychological impact. (QPC)
QuP If investment (non-pay) is not available to deliver improvement
53/0 initiatives, thep there is a significant risk to the delivery of the 5 4
5/24 system planning requirements for cancer performance (28-day,
62 day) (QPC)
QUP | There is arisk that the demand for MH inpatient services will
10/0 | outstrip capacity, leading to high levels of Out of Area 5 4
1/23 | Placements (OAPs) and local spot purchases (QPC)
The Clinical Care and Professional Leadership across the GM
system is under intense pressure, with reduced resilience; this
alongside recruitment freezes will impact on retention and
potentially lead to burn out. The implications of changes in
ccp relation to NHS Reform will contribute to this across the system.
LO9A The risk is that this will impact on the ability to ensure that 4 5
decisions about health and social care across GM are clinically
led, clinically challenged, clinically effective which will result in
poorer health outcomes for our population as a whole and
impact on NHS GM being able to deliver its operating model.
(QPC)
The Clinical Care and Professional Leadership across the GM
system is under intense pressure, with reduced resilience; this
alongside recruitment freezes will impact on retention and
potentially lead to burn out. The implications of changes in
ccp relation to NHS Reform and the Model ICB work will contribute
LO9B to this across the system. The risk is that this will impact on the 4 5

ability to ensure that decisions about health and social care
across GM are clinically led, clinically challenged, clinically
effective which will result in poorer health outcomes for our
population as a whole and impact on NHS GM being able to
deliver its operating model. (QPC)

Current
Risk
score

Trend




2.5.

2.6.

2.7.

2.8.

2.9.

The Heat Map below shows the distribution of risk scores in the corporate risk register.

The most significant change is for the primary care risk on the capacity of the pan-GM Primary
Care Teams workforce in relation to the move into the GM integrated care system and other
decisions made at national level, which has increased from 20 to 25.

The rationale for the rise in the score is because the GM and locality teams are already working
with significant vacancy levels without any corresponding reduction in workload. This position has
been sustained for some time already and will be a further significant issue as we progress
through reforms.

The score of 25 represents the genuine risk that the ongoing pressures will have further impact
on sickness and attendance over time with a definite likelihood anticipated and with significant
impact. The GM PCCC noted this risk rating at the meeting on the 11th of August and agreed that
it should be submitted at this score.

The key changes to the Corporate Risks are summarised with the risk scores below.



Finance

One new risk:
Failure to achieve significant increased or optimised utilisation in estate resource. (12)

People and Culture

Five new risks:

System Leadership Collaboration - There is a risk that there will be a reduced level of
co-operation and collaboration between leaders across the system. (12)

Digital Readiness - There is a risk that low digital readiness will prevent successful
implementation of the Transforming People Services Programme. (12)

Organisational Change Impact on P&C Teams - There is a risk that organisational
change will reduce people and culture teams across the NHS. (16)

ICB Workforce Focus Loss - There is a risk that the remodelled ICBs do not retain a
workforce focus. (12)

Loss of Talent Due to Reform - There is a risk that people face unemployment and the
loss of valuable talent and experience. (12)

Risk Score Changes:

Health & Safety arrangements - due to introduction of additional controls: Display
Screen Equipment (DSE), access to work, workplace adjustments, eye care processes
now formally in place for NHS GM (approved 7 Aug 25) (current score reduced from 12
to 9)

Conflict of Interest (COI) - due to introduction of additional control of COl mandatory
training for staff via ESR (current score reduced from 12 to 9)

Primary Care

Risk score changes:

Capacity of the pan-Greater Manchester Primary Care Team(s) Workforce —
Current score increased from 20 to 25 as impact raised from 4 to 5. There is a risk to the
capacity of the pan-GM Primary Care Teams workforce as the GM and locality teams are
already working with significant vacancy levels without any corresponding reduction in
workload. This position has been sustained for some time already and will be a further
significant issue as progression is made with NHS reforms. (25)

Access and availability of data - Limited access to data will hinder evidence-based
decision making — (reduced from 9 to 6)

Two risks removed:

Rollout of Medical Examiners in the Community - this has been removed because the
rollout of the ME in the community as the arrangements have been managed since 2023,
with national implementation from Sept 24. This has now moved to BAU with any issues
being managed through a now established Shared Learning Network. The risk originally
identified has been managed so no longer relevant.

Impact of (potential) Community Pharmacy Collective Action - the impact for potential
CPCA never materialised and was ultimately mitigated through the eventual national
contract announcements during March 25 which set to resolve some of the matters that
contributed to the risk of collective action taking place. There are no longer any current



national indications of collective action for either GP or CP at this time and therefore the
risk was retired.

Population Health

QPC —

QPC -

QPC —

Three new risks:

VCSE Sector fragility could jeopardise the delivery of GM's Population Health ambitions.
(16)

Transformational change via NHS reform will cause short-term disruption to the
delivery of activity. (16)

NHS reform announcement will disrupt the planned formal delegation of
screening and immunisations from NHSE to the ICB (planned for April 2026). (16)

Quality

One new risk:

Limited assurance on the quality of interventions within paediatric audiology
services. (16)

Performance

These eight risks are considered at their relevant system groups and are also reviewed
at each QPC meeting. While the actions for each risk continue to be progressed, there
has been no changes to the risk scores.

Medical (CEG)

Two risks removed:

CCPLO08 (national safety ambition to reduce still births and maternal death
reduction by 50%).

It was agreed at the GM Maternity and Neonatal System Group and the Clinical
Effectiveness and Governance Committee (CEG) in April that the risk will be closed. The
risk was aligned with the Long-Term Plan target of achieving a 50% reduction by March
2025. Although the national ambition has now passed and the target was not fully met,
the timeframe has elapsed, and the risk is no longer considered active in its current
form.

The decision to close the risk reflects a shift in focus toward ongoing improvement
efforts rather than continued monitoring of a time-bound target. The risk has been
managed to the extent possible within the original parameters, and it has been agreed
that there will be a system reset of maternity safety ambitions through Maternity
Governance.

CCPL15 (Insufficient oversight or governance of Patient Group Directives in
relation to NHS GM commissioned services)

Risk Reduction to 12 (approved at CEG and QPC in May). On review of the types of
medications administered under PGDs, accountabilities and responsibilities of
individuals and organisations administering medication under PGDs the inherent risk
impact to NHSGM ICB is proposed to be a 4 (not 5). This reduces the inherent score
from 15 to 12 and the target score from 12 to 8. This risk will continue to be overseen by



2.10.

CEG but will not be presented to QPC as the risk rating has been reduced and it does
not meet the threshold for reporting.

Communications and Engagement

e These five risks have been reviewed by Communications and engagement and there
have been no changes to the risk scores.

Corporate Services incl. governance and H&S

o The risk has been reviewed by Corporate Services and there has been no change to the
risk score.

Strategy
Two new risks:
o Delivery of the Prevention Demonstrator fails to realise the expected outcomes (12)
o Integrated working with VCFSE fails to realise the expected outcomes (9)

Table 3 provides further detail in relation to these risks — headline risk description, current risk
score and the latest trend in score. The full corporate risk register containing details of all the risks
can be found in Appendix A.



TABLE 3. SUMMARY OF CORPORATE RISK REGISTER (SEE APPENDIX 1 FOR FULL REGISTER)

i i ; o Likelihood Impact Clrens
Risk Ref. Committee and Risk Description Risk Trend
score score
score

FINANCE

FIN3 Financial pressures may lead to a failure of NHS GM to meet NICE TA mandatory 3 4 12 >
requirements which is work carried out by GMMMG.

FING Significant increased or optimised utilisation in estate resource not achieved. 4 3 12 >

PEOPLE AND CULTURE

Workforce Integration
PCO001 There is a risk that we do not have the resource or capacity to adequately support the 3 4 12 7
integration of our health and care workforce.

Good Employment

PO There is a risk of being unable to attract and retain our workforce

Workforce Wellbeing
PCO003 There is a significant risk that high levels of sickness absence will reduce workforce 4 4
productivity across health and social care.

Addressing Inequalities

There is a risk that financial challenges and NHS reform could impact on the resource
allocated to ICB and organisation level activity to improve the experience of members of
our workforce with protected characteristics.

PC004

Growing and developing our workforce
PC005 There is a risk that the increasing headcount restrictions across the system could further 4 4
prevent recruitment to key shortage areas.

System Leadership Collaboration
PC006 There is a risk that there will be a reduced level of co-operation and collaboration between 4 3 12 NEW
leaders across the system.

Digital Readiness
There is a risk that low digital readiness will prevent successful implementation of the

PCO007 Transforming People Services Programme.

3 4 12 NEW




Current
Risk Trend
score

Likelihood Impact

Risk Ref. Committee and Risk Description
score score

Organisational Change Impact on P&C Teams
PCO008 There is a risk that organisational change will reduce people and culture teams across the 4 4
NHS.

ICB Workforce Focus Loss
RC003 There is a risk that the remodelled ICBs do not retain a workforce focus. 3 “ 2 NEW

Loss of Talent Due to Reform
PC010 There is a risk that people face unemployment and the loss of valuable talent and 3 4 12 NEW
experience.

Delay in implementing system to manage Conflicts of Interest for NHS GM

CSCOI/11/24 The Cc_)nﬂlct-of-lnte_regt process requires an update_to_enab_le the centrallsat_lon of the 3 3 9 v
recording and publishing of declarations of interest inline with statutory requirements.
There is also a risk arising from the lack of a mandatory training module for staff to
complete.

CS09/02/24 There is a risk in relation to NHS GM's Health and Safety arrangements, as the 3 3 9 v

organisation continues to follow legacy arrangements following the ICBs establishment.

QUALITY AND PERFORMANCE — QUALITY

The current oversight and assurance processes for GMMH are led by NHSE under the
QUP17/10/23 | NHSE System Oversight Framework. This may impact on NHS GM’s ability to fulfil its 3 4 12 >
statutory duties to assure itself that patients are safe.

There is a risk of limited assurance on the quality of interventions within paediatric
QUP25/07/25 | audiology services which may cause delayed harm to the CYP population 4 4




QUP16/11/23

QUALITY AND PERFORMANCE — PERFORMANCE

Committee and Risk Description

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. This includes ongoing
funding of projects to sustain services once the Cancer Alliance funding allocation to
providers and partners in NHS GM ends

Likelihood

Current
Risk
score

QUP19/03/24

If the fragility of the dermatology service is not resolved, there will be a detrimental impact
on the operational performance metrics. Furthermore, there will be an impact to patient
experience and potentially psychological impact.

QUP23/05/24

If investment (non-pay) is not available to deliver improvement initiatives, then there is a
significant risk to the delivery of the system planning requirements for cancer performance
(28-day, 62 day)

QUP7/01/23

GM's current RTT position as well as the ambitious targets for performance and financial
control means GM has a much higher challenge than most other ICB's in the country. If
the finance mechanism remains constrained at either a flat or reduced level (from 24/25),
there is a risk that performance targets are not achieved

QUP10/01/23

There is a risk that the demand for MH inpatient services will outstrip capacity, leading to
high levels of Out of Area Placements (OAPs) and local spot purchases

QUP15/11/23

Demand for neurodevelopmental (ND) services outstrips capacity leading to long waiting
times

QUP21/10/24

IF the GM UEC system does not achieve the 78% 4 hour wait in Emergency Department
(ED) standard of care by end March 2026 THEN there may be a risk to patient safety.

QUP09/01/23

IF the GM UEC System is overwhelmed due to capacity constraints, THEN the possible

consequence of this would be more patients attending an ED, overcrowding of EDs, less

patients being seen within 4 hours, delays to ambulance handover, compromising patient
safety and possibly leading to patient harm.




Risk Ref.

CCPLO9A

QUALITY AND PERFORMANCE - MEDICAL/CEG

Current
Risk Trend
score

Likelihood Impact

Committee and Risk Description
score score

The Clinical Care and Professional Leadership across the GM system is under intense
pressure, with reduced resilience; this alongside recruitment freezes will impact on
retention and potentially lead to burn out. The implications of changes in relation to NHS
Reform will contribute to this across the system. The risk is that this will impact on the
ability to ensure that decisions about health and social care across GM are clinically led,
clinically challenged, clinically effective which will result in poorer health outcomes for our
population as a whole and impact on NHS GM being able to deliver its operating model.

CCPLO09B

The Clinical Care and Professional Leadership across the GM system is under intense
pressure, with reduced resilience; this alongside recruitment freezes will impact on
retention and potentially lead to burn out. The implications of changes in relation to NHS
Reform and the Model ICB work will contribute to this across the system. The risk is that
this will impact on the ability to ensure that decisions about health and social care across
GM are clinically led, clinically challenged, clinically effective which will result in poorer
health outcomes for our population as a whole and impact on NHS GM being able to
deliver its operating model.
PRIMARY CARE

Stability and sustainability of Primary Care

PC1 There is a risk to the continued provision of high-quality primary care. Also, cross
reference with PC3.
Resilience of the primary care workforce

PC2 Health and wellbeing, and resilience of the workforce across primary care providers is

challenging, particularly re recruitment and retention challenges. Staff safety concerns due
to increased incidence of unacceptable patient behaviours.




Risk Ref.

Committee and Risk Description

Likelihood

Sscore

Impact
score

Current
Risk Trend
score

Provision of core community pharmacy services
The expansion of additional service to be delivered under the national community

PC3 pharmacy services framework presents significant challenge to capacity. Failure to 4 4
implement would disadvantage the local population access to services and failings in
delivery present clinical safety concerns.
Variable quality requiring consistent performance management of primary care
across GM

e Timely and safe patient care to ensure that conditions are managed, not missed, and € € 9 >
appropriate referrals are made on time.

PC6 Access and availability of data 2 3 6 v
Limited access to data will hinder evidence-based decision making
Delivery of Primary Care Estates developments

PC7 There is a risk that limited estates capacity will hinder the delivery of core and 3 3 9 > 4
transformational primary care
Delivery of digital transformation in primary care

PC8 Y _ - : . - 3 3 9 >
There is a risk that primary care digital transformation will not progress sufficiently
Health Inequalities

PC9 There is a risk that health inequalities as a result of unwarranted variation of service 2 4 8 >
provision will continue or widen amongst the GM population.
Capacity of the pan-Greater Manchester Primary Care Team(s) Workforce

PC10 There is a risk to the capacity of the pan-GM Primary Care Teams workforce in relation to 5 5 N
the move into the GM integrated care system and other decisions made at national level.
Delivery of procurements

PC11 There is a risk of failing to deliver procurements within the pipeline for direct 4 3 12 >
commissioning




Risk Ref.

PC13

PH1

Committee and Risk Description

Safer Ways of Working
There is a risk that further to GP Collective Action taking place to varying degrees across
GM (24/25), activity continues under the header 'safer ways of working'.

POPULATION HEALTH

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, or a delay in the approval of activities resulting in disruption to
planned activity.

Likelihood
score

Current
Risk
score

3 -

Impact
score

PH2

There is a risk that the financial pressures and organisation change that is facing NHS GM
impact on the ability to recruit staff into key roles, and to retain staff who are currently
in key roles at locality and pan-GM level.

PH3

There is a risk a lack of capacity, funding and prioritisation will mean that NHS GM
will fail deliver the requirements of the GM Green Plan including the required carbon
emissions, and failure to fully prepare for the impacts of climate change.

PH4

There is a risk that the issues relating to financial, operational and workforce sustainability
within the VCFSE sector, associated with both national and local factors, could create a
level of sector fragility that could jeopardise the delivery of GM's Population Health
ambitions, and the wider system Live Well / Neighbourhood Health plans.

PH5

There is a risk that largescale organisational transformation over the next 18 months,
in the context of NHS reform, will cause short-term disruption to the delivery of activity
focussed on improving health, reducing health inequalities, and reducing avoidable
demand and cost.

PH6

There is a risk that the NHS reform announcement will disrupt the planned formal
delegation of screening and immunisations from NHSE to the ICB (planned for April
2026).

STRATEGY

STRP4/2/24

Delivery of the GM Sustainability Plan and Annual Plan 2025/26

STRP

Delivery of the Prevention Demonstrator fails to realise the expected outcomes

12

Trend

STRP

Integrated working with VCFSE fails to realise the expected outcomes

€| €| €




Current
Risk Trend
score

CORPORATE SERVICES

Likelihood Impact
score score

Risk Ref. Committee and Risk Description

There is a risk that NHS GM are operating with policies which are outside of their next
CS08/02/24 | review date, or which have not been harmonised following the transition from CCGs to the 4 3
ICB.

COMMS AND ENGAGEMENT

Bad /negative publicity which could be caused by financial constraints, poor
performance of the organisation/system including failure to meet targets and deliver on

Comms/1 plans. 4 4
Campaigns to support delivery of strategy missions do not go ahead which could be

Comms/2 caused by financial constraints and reduction in team 5 2 10 >

Comms/3 Legal or political challenge on the duty to involve which could be caused by the 3 4 12 v
statutory duty to involve and/or duties under the equality act are not correctly discharged

Comms/4 Reputat!onal risk and/or legal challenge which could be caused by failure to manage 3 3 9 >
expectations around involvement and response to feedback
Reluctance by a significant part of our public to engage with us, particularly groups

Comms/5 which are either marginalised and/or disadvantaged. This could be caused by 2 3 6 v
engagement fatigue, lack of trust and other barriers




3.0

3.1.

3.2.

3.3.

4.0

4.1.

4.2.

4.3.

4.4.

5.0

5.1.

BAF RISK UPDATE

Proposed amendments to the NHS GM BAF were approved by the ICB at the July meeting
(headline descriptions only) and the work to fully populate the newly approved one-page template
has taken place during August with updates going to the relevant committee meetings. The
updated BAF will be reported at the September Board meeting.

Alongside the work on the BAF risks there has also been a focus on refreshing the Risk Appetite
Statements for each of the BAF risks. The intention is for the risk appetite statements to be used
as part of the active consideration of committee reports to ensure that decisions and
recommendations are considered alongside the risk appetite.

The BAF and risk appetite statements for NHS GM will remain as “live documents”, and will be
continually reviewed and updated to reflect circumstances at the time.

RISK / ISSUES

The work to categorise and identify issues separate to risks is developing and the recently
approved NHS GM Risk Management Policy included a new section on the approach and process
to Issue Management. Progress in this area has been delayed due to the prioritisation of work to
update the BAF, maintain the Corporate Risk Register, and ongoing implementation of the new
Risk Management Datix System.

To date, the risk team have worked through all the committee risk registers focusing on those
risks with a likelihood score of 4 or 5 to identify if any of these risks could actually be issues. This
work has been shared with risk leads for each of the areas and the work to separately identify
them is on-going.

To support the Issue Management work a new Issues Module has been built in the Corporate
Records System (Datix). This will allow issues to be recorded and managed in the system with
separate reporting. The system also allows for risks and issues to be “connected” if this is
appropriate which will help to improve the reporting.

The plan is to launch the issues management reporting when the new system goes live and further
updates will be provided to the Audit Committee as the work develops.

RISK APPETITE AND RISK TOLERANCE

Work is ongoing to refresh and update the Risk Appetite Statements for NHS GM to ensure they
reflect the latest position for the organisation as we navigate through the requirements of NHS
Reform. Queries were raised at a recent Quality and Performance Committee meeting as to the
use and understanding of risk appetite and risk tolerance. To ensure full understanding of the



definitions, the following information was provided as part of the Q&P Committee’s risk report
below but is included in this report also for clarity.

5.2. Risk Appetite can be defined as the amount and type of risk that an organisation is willing to take
to meet their strategic objectives. A measurement usually in terms of likelihood and impact by
which NHS GM require categories of risk to be managed within. Risk appetite defines the overall
level and type of risk an organization is willing to accept to achieve its strategic objectives, guiding
high-level decision-making.

5.3. Risk tolerance is subtly different to risk appetite in that it reflects the boundaries within which the
executive management are willing to allow the true day-to-day risk profile of the organisation to
fluctuate while they are executing strategic objectives in accordance with the Board’s strategy
and risk appetite. Risk tolerance translates risk appetite into specific, measurable thresholds for
individual risks, clarifying acceptable variations and when to take action or escalate.

5.4. To support the definitions above (which are taken from the NHS GM Risk Management Policy)
and extended explanation has been provided below.

5.5. In risk management, the terms "risk appetite” and "risk tolerance" are often used interchangeably,
leading to potential confusion and ineffective risk strategies. While related, they represent distinct
aspects of an organization's approach to risk, each serving a critical purpose in effective risk
management.

¢ Risk appetite is the willingness to take risks.

o Risk tolerance defines the boundaries and standards for assessing and responding to
those risks.

Risk appetite

Definition: Risk appetite is the overall amount and type of risk an organisation is willing to accept or pursue
to achieve its strategic objectives. It's a broad, high-level statement reflecting the organisation's
overarching attitude towards risk-taking.

Purpose: Guides strategic decisions and informs the organisation's risk management framework. It sets
the "tone at the top" regarding risk-taking and helps align risk management with the organisation's
objectives.

Characteristics: Often qualitative, describing the desired level of risk in various areas (e.g., high appetite
for innovation, low appetite for regulatory breaches/patient safety/ reputational risk). It can vary depending
on factors like risk domain areas, organisational culture, strategic objectives, and financial strength.

Risk tolerance
Definition: Risk tolerance is the specific, measurable level of risk that an organisation deems acceptable

1



within certain activities or domains, representing the boundaries beyond which risk-taking becomes
unacceptable. It describes the acceptable deviation from the desired risk appetite.

Purpose: Provides operational guidelines for day-to-day decision-making, ensuring actions stay within
acceptable limits. Helps define the specific actions to be taken when risk thresholds are approached or
exceeded.

Characteristics: Typically quantitative, using metrics and thresholds to define limits (e.g., can have
minimum and maximum values set by the organisation’s risk management strategy). It applies to individual
risks and operational specifics.

5.6. Think of risk appetite as the overall speed limit you set for your organisation on the road to
achieving your objectives. Risk tolerance then defines the specific acceptable deviations from that
speed limit in different situations, like allowing a 5-10 mph cushion for minor speeding but taking
severe action for excessive speeds.

o Risk appetite sets the broad direction, while risk tolerance provides the granular controls.

¢ Risk tolerance operationalizes the risk appetite by translating it into concrete,
measurable limits.

o Both are essential for a robust risk management framework and should be clearly
defined, communicated, and aligned with the organisation's strategic goals.

5.7. By understanding and clearly defining both risk appetite and risk tolerance, organisations can
strike a balance between strategic growth and robust risk control, enabling them to make informed
decisions and achieve their objectives more effectively.

6.0 RECOMMENDATIONS

6.1. The Audit Committee is asked to:

e Consider the corporate risks included within the report and confirm any additional actions
required

¢ Note the ongoing work on the BAF Risks
¢ Note the ongoing work on the identification and management of issues

¢ Note the expanded definitions and clarity on Risk Appetite and Risk Tolerance



uly 2025

NHS GM CORPORATE RISK REGISTER

NICE TA mandatoryrecuiements which s work carred ut by
GG,

oo mlemete i s
3scessment by GMMIG and approval by Clical
covnes, oy B ond S o .

Lack of hsitheconamic nalyis

Financial AnalysisHealthEconomic Assessmen of gidance:

pproach oranalss i development with Finance and Medicines
oo bt st v st et e

on oing monthy montoring of

aug/dice developments. Osta

ey e oxend
o . o on Comein ope | ews
vamber | |k e Jr— . o - e | ot
i o ety « o o s o i e s |
< 3 for Closure.
e
o [ e i 1l s I
s i f—— foi e
- perciy P et ke e | S S |
P o e o = = ! P — ! e =

providers- Lack of capital  evenue to undertake capialworks.

Opportunities to mprove ot incresse service flow, incresse
ottt s

inues o b a blocker toefecive quality service
e
allreto maximise effciences and opportuniie forcash
rinin mis or g s
allreto Incress care lser to home an reduce hesth
oo
Pvmzumuzsm\nauk.mssicvhmmhmlvw\"lmenb

PEOPLE AND CULTURE

Workores integrtion
ik There . sk tht we da nothavethe resourc or capadty
o sdequateysupport the intgraton of ur hslthand cre

sttes soltins where requre.

plans which reglal report into the Health and
Group,Sub-Committee and Commitee

Monthly verviewatSrstey Delvery Group

NHSprovidr and Locaiyinvolvement o proity rojects.

eosiend cuur Sy and oporting it

cost)

tobe cstimated.
| Work v s i ogery companies o
evonmont o 63 con o primcly regto et
el buines s for iaion o
- o vl and iplementaton o wer
oty
inance 5V>um incpe 1o be deloped snd sgrsd o ensle
costounership approach and reduce brrers (o

otics moing i povin

01 tise an 0D approach o rete clture of colabortion
002 nable Leaders to workscrosstaditons boundiries to
supportsevice integrion

o organisations
ontnu s bt s v o vkt

e seddon

Committe, Board and NHSE

e
i | st oyt o sty ot st et e ciy . petrmr ot s
B « Lormton g o . - ot sofn v | s oren
+ Lack of process for financial analysis/health economics to. pathuay. Pharmacist horion scanning "
support decision making within NHS GM, mm”m”w
& NICE. horizan scanning process requested. Horizon scanning process to inform prescribing budget pressures | CGM proposal developed anc
[t e
s o e g e
mandaterelatingto medidnes ‘ Clinical priorities determined through Long Term assessment/approval (lune 25).
conions o and i Ecivenes G
S e e
o v sons
oo s - ction vt oy
owne pancy, service delivery, manemnmtv w""‘"‘hm and where n todolony 3 prowya
e et o e e o i o e i o o s
e s dsadrmatonn
s e crons miiwufi,wmw et e
ot ot v ot e, s s e Loty roth o, tonen
o popey oy bosng
removed sulfcientl. - Property packs to be developed and meetings with property
[ et b on ing it opey s b devged st metrs oy o
e Lot 0wk vt g, i ST o
e . oxmonts 2 oo mns e v oy il o | oo oven
. & saom ot |k rot oy s oy A 8 1 ‘ ot o e oo ot s

IMPACT: Tis uil impact on rowing and developing our
lorceas essential roles may remain unfiled,leading o

and operational efcieny.

PRC Governance and supportig TORs

Moy workore reports

¥R, Education and kil

ub-Groups: Localty, Good Emplayment & Welleing, 9O

ed s srtem poronh o ol pareing nd
anstormation - working across an ntegrated heath an care
systemat place and neighbourhood to improvesystem-wide
workforcs inghts

Developing tchnical creer athways o heath and care
007 Suppor llment tand devery f he Long Term
Workoree ian

b0t | racHusnesTeam | GWorkorse | 1. 0nistion ottt | caus: v it rssrsan s et 36 monihs | Omsaton- oty ad sectoreve ians. 12 et s care e o sy vencs and sttt esedion e e commits, s commites 2| e|n a yosanzs omen
[t et e ot e
T S p——— P S s e
R0, Education and skils running costs with a focus on consolidation, mna.mmncn zna
1. vt erktce s ot et s
e mgansie o st s o slam hich ey report ot et e Care i, such 2 adoping Good Employment ot
workloree o Group, Sub-Committee and Committee. v:mmmend:ﬂcm and Real Living Wag
CAUSE: Th ack o a consisent approach o maintaiinggood mprove acas o safbenetts
employment and the inability to pay the Real Living Wage i 002 Imbroue ngolng ensagement and work pace pracices suc
" FACBusness T ks e chitpeopl oter |7 1 "L o s hroughactiviie such asthe GM Chammpion Awards ot Herting Verze Fec committee sub Cor "
AT e iy e sl e e Mooy ko raors et nd pepata o s pentl ol acton
;:;L e and may e patien v de o ok su-roups: sy Good mploymen & welbig €20 oracts scund e 0 wlld o
e " HRD, Education and Skills 007 - Identified as a Committee priority, with focused activity
[rv——
WK hreis 3 sifan sk ht i e f sl s st eyt o e e nd ot gt e o et e v,
s it s ot st s s e o
usiness Team | LSV I | ) o ion Charlotte Balle, |, ., of promoting employee welbeing, providing adequate 03 months | Oreanisation, locality and sector evel plans. v:m.\nwe and proc umve\n( e works Jane seddon Mar-26 P&C Committee, Sub-Committee 3| a2 oM 11/08/2025 Open
e and sy st oy o PG Govermnceandspporing ORs i v oty ,m.m.i,m i andare
leading to a bigger workioad for employees, increasing the fonthly worklorce reports nalyse the staff survey data mm\vmuzmemmenzw
. [ R I o ey, |ttt g v o bk it 2ot e e o m“.,ﬁl".,‘.ikéit;;";:L‘i:’;‘::i::‘:?:::i“"’ e oo s commee ol o s
it o s o o o ol s e
1 o s it e
oo iphante
[ — S oo s i
:g:;‘"::‘v:;:::;‘,‘:;;::‘:;‘:::Z“ﬂ‘::;‘"”:‘:’"s Targeted action on nursing, midwifery and AHPs - including
Peoos. PRC Business Team | Z20Perationsl 3.80th Chmiors Sabe Y| c2use: “"’"‘“‘ Improvement Programmes and NHS Reform 0.3 months, | Organisation, localiy and sector leve plans. To be agreed with leads. rt our People Tea zmmaemop uv zmwvn John Herring. Mar-26. |P&.C Committee, Sub-Committee. ala oM 11/08/2025 Open




Sysem Loadership Cllaborat
e el o ot v e e v

cvratonand alaboraion betweenevdr st the e,
okt e pcne o, st

PRC Commitee and working rouss

001 tisation of system ncelgence/dsta o inform ongoing
ent afers

s
et v, s s o
s oo s vs
[—
e " PRC Committe Project n progress with ApplaudHR to review GM Pollcies in o1 - nugust 2025 b ering crovp
" c oo o | USE iy rsin ditsion s Dt ey smns et e oo s (ot 226 racc s | o
IMPACT: This will impact on NHS organisations being able to Document Rediness Project 003 - Eneagement scross NS GM peaple services teams The Provider Collaborative.
i e i,
O ——
isk: There e\;.H;kmnc'umsmmu\ m:"kw\“ reduce people| [P :: ‘m:::::“’_’u’:":‘;mfx‘:’x;:‘::‘p’;wmmmmm 1 - June 2025 195 Working Group.
workforce challenges [mpactand potential g
[ —
it o [r—"
o o o
G roms.nm..l(m mmunu&mm 003 Enpum:nuna.uxnmmwwmk:vpavtnm cuLTuRe
Jr——
[ s L wew | o3monis Y — o o | syoscs| ovn
I HS and wider public sector reform cutTuRe
oA o oy s v o s
st s i
i i
e i
module fo staff o compl Ol Policy in place.
Couse:the move ta 3 centralsed approach to managing conflcs Dol a standing item on all key Board / Committee meetings Col training modules 2 and 3 now available - to be rolled out to
[~y [— copo
1 g 1 s 19/01/202¢ v for a more robust system. ESR has been identified as the v 03 months. 9 Dec2s. | management oversight ics. 12/08/2025 Open
[ - e [ttt e vt G .
souton ot Decp e review f G dedarations tobe conduced.
a«\.ve/m:nuepcnenu.\ or actual conflicts of interest. wmum bl e datony for ll staf
oo ot et wheh e et
o Many NHS GM staff located in non NHS
vinel ' {rowever currently s recruitment freze i place) [NHs GM m.smammnmup(th.umMmecmm
Caloid tion process, and capacity within tr :(m rate Services Health safet Localty speciic Health anc
csos/o2/20 Marager 1 Orpaisation | 19/01/202¢ orsisons vty i o o 4| o3monns 1 ety war2s reoring e i and e osjosra02s Open
Corporate sences ocaliy atanagements coninue t0be n lac. acions o be delered) e Commitiee ovrsigt snd e e some sty
contractors and visitors to our estate, which could have legal arens, = wel o raming of managers and senior offcers for
e e s
QUALTY AND PERFORMANCE -QUALITY
sz e mprrment e s i nd
st v o
ey oo o s e oo 053 Lae s roveva e
P
Mursing OFFET . otse i G meetings where we would be looking for M::!mlbﬂb“;hm and is belng emt place and dzm:;:j:::‘“m";"“" ‘““‘:‘““““" ‘"’";5 he
| NHSE are leading on the Improvement Plan and we are trying to. wmmu Oversigt m Sub(nmmm:: s now. zsnbhsmd and NHS England as required engagement from the o ‘:L\:z::lqulhw m!!tm::;vz::::;;::\k:
influence the metings o g the assurances we ned but this s ity & afety Asurance Mecting now staished s plore e of ”
not currently happening to the extent we would require. monitoring Trust assurance
mpact: NHS GV canno be assured on patient safety Rapid Quality Review meeting st for 10th uly 2026, System improvement sk Top review which demonstrats increasing.
ks T —
"";:‘p‘;m“:'"““" Claire smith xpertise avallable to
[antisegierton s
oo plans mvmum /03 place to oversee progress. letion of
stondars nd xpectaons regaaing sczedotion and _[210n €5 Imrovemet rogammne Commison natonal aproved serices i newit 59 i e pras of e
ek hor ko e sermcs o the sl f raining o s he vl recommendations " o
interventions within paediatric audiology services Rapid Qualty Review of Stockport FT Pacdlatrc Audiology | °F 21 serices s not yet fully understoor roRram
s | per i |17 S 1 ot P etmestrorosonmamnd |t s ork it il o u v s St ot st and. | Asrc ot s g
e o Subject Matter expert. muzmum s low Jennie
sustainabilty Gammack current risk. relation to future
emone e cunty e S aualy e vt T | programme senice delvery
v P N——
01/07/2025. & "

QUALITY AND PERFORMANCE - PERFORMANCE

contractingof 5
provider o assis ith
the ackiog

vider syt
e v ald




S — v i o0 o et e s G i
T o oo it it oo s ot s ey st ik v Grovp 10890
12.0perational (CollaScales, Duputy YNENM:AHV—( of the NS Cancer Programme priorities and targets wil | works fth the system to understand sugport Fm)n(uhu(h mwumn s ongig and ercsig e prectorof
sz [omcancercroup | 1Z0berene! 0371072023 | et Executive e o o o it s ons o‘:mjm .‘iﬂmffi:fm” m sportne s e ks s ngin o - Commisining . 310312025 [ ——— s s sopzs onen
Officer lhg(m(rv‘“nnﬂeNnﬂml)\bulmnh|vnwn<v\ardnlnnﬂ\m e vded st GM Cancer Boar Monthiy Llrv!vMh)n(rSDF\}em(r/iluky(hﬂrhlmrnl Farly stz  programme - standing ite
e e o e o i e s ) ser g S G s .
mmm,\m_mmm.,wn,“,.,mm et
st on o ot rtomres e, e friees e e
120perstions G ) et e e ovecoror s rennt e
sy amcocercrony | 2 su/032020 | chet et ernd| GG i o iy o o s et | ot srconpin |7 s St oo o] = sooms oo
offc Slmx((mml\hvl/!n)lMEMN(UHL)nH:7V)\ t the largest provider
o The vokme of et o v 1o rnc - et At gt e e
e e delery for Grester anchester and Engand programme to re-commission IS provider in Okdham following removal of
s o s 0 sttt e ot s,
tional Coln Scales, DEPUY| 13 sgnficant sk o th deve 03 months & | Delvery of nor-transformative improvement itistives not reant. Sty e e o Oirector of
o [omcoercony | 220080 e | et e | et of o, srorte oot ron vt e FES—— oot et sy PRI || | - p— o
formance: Officer r«umnxnm(nam\wmwmmenxmvmamnmaemmwanamsnr
e rosuciiy benchmarin o el st i bespore
Wsinise Froductie fo both Non-Adrited snd ooparunties s mplemencatonpans
e ptorsusig GRFTFarter astersnd
ot 17 s sl s s hesre - G heate Dsshboar o come omine o low bespke, g oec2s
oSl Deputy] PEOTENGe 3 financl contro mesns G s 3 much g Productity programme. ithin plans s fxed with limited scope « o |
cuprizs S eeivecoe | d20penton | e | iz | e[l o nostoter G e oy (et 56 monihs | mprove tsionof urgest b capscty and sy, | 254y 25w ey refd on finncsand prtrmance montring sl s | wacae{oven
o {from 24/25), there i a ik tht performance targetsare not optimisation o Surgicl Hubs 35 G system-assets efficiency remains the only viable ity foeony Do
scnevea itgsion
Ensure careful investment of Elective recovery money to o | A&G activity resulting in appropriate deflection back to PC to be. Dec24
aimes 3 cautlent 0 09 1t seendace tr
e s mpact o e st
tier Multi-Agency Discharge Event (MADE) structure. fmentions,
eneer ey i e the 10 mpact Actons, ncuding i ed
e T kot e et for At s sy, Ty . s s e o
: €0 and g ot T ncces et atin
il ot opsty, leding 0 high evesof Out o v Loclyperfomance npravement ars (955) e e o e 00 end s e Tis s siinating i ogramne
Placements (OAPs) and local spot purchases. h el of demand o " e and supporting safer, per red discharge: | Manager,
et rcers for oo ena st |00 25
coue ety o ——— - (o om0 Oversign rowp
+ High level of demand |0APs highlight report (performance and finance) taken pealth units rust ane b monitor for unintended consequences (e | Community 2.78C
R i I o g o 4 ) o e ke e w8 " A
siranens | 1200mons CallSales, Deputy +Dscarge ey ot patints whosr il ready for - Costmproement rogramme (5 ety sogamme  [3.18¢
avrioiouzs 2 syemuace | 0042023 | Gt bxatie [ sscare (701 s o3mants |- oversne Grow e, one s | o] et | @ | s | suovaoee| o
o Fertomnee g e e . improve escaation processes, srengthn housing and st I cion in
oo wontore chatenges doun options,and ensur l priners e woking T ublock el e
Lack of ummmmnx of costs of placements Briefings sent to executives / Quality & Performance dicharge barrers, with 2 focus on high-impact cases and complexc 5.TBC Weekdy Intemal OAPS Meeting
v esuces jren
— ommitee (07) 2 e and gl 0 G i s Jome e nptientQusty Transformton ectng
" o [ ——— S Opetirlethematn o e s s o
when placed away from home and family | 0Ps dashboard updated daily placements rlectores 105, CRFD, O3Ps), and roll ot dashboard o track low, Mental Health
|+ OAPs also generate unplanned costs for the system s s i, e "““‘ and patient grougs.
Manchester Moblisation Plan 6. Translate outputs from the Inpatient uuzuw lnnslmm.unn
orksho nto stem actons sare
npatient Qualty Transformation Plan | Community of Change events, and promate mpmama care
e Ao
options forconsutatonsee, it 3 prefrred
o emites I i s
ik Demand fornuredevlopmentl (D] seies ot Lt Ateton b sty c8 comms
capactyesing o long witng s s s aowo eam
rou. 1. Undertake Public Consultation (dependent on outcome of NHSE Adult ADHD Steering Group
o he g e
R Ao bt yperaciyDiorder ADHD-ther commssionr |1 0125 st ateway process
e (7 P o et v s s e S forrstment. T e ke oo s o sterng raup
Right to Choose (RIC) then expmmvemmmme NHS for NHSE Gateway 1 and 2 process completed currently have no se Commissioner
[ P ol sl Dpu et T e e e e 3. Procremen f Gl Adut ADHO e Team e o mplementtonGroun
s [srsvene | o | g e | son] G| ot o s | 4 o3monns s [r— wore | | #[22] venvn| o | oo | suovane| omen
Oftar | seman o s % it ot o e et pandemic demard s . bty redesned sna mpementea commssionr (0125 a0 Team eeting
by ND patients rather than those needing core MH pathways. wean P Autism v Autism | CYP Autism co6
supported ients rather than the ding 1. Executive Approval 1. Assistant | 1. Feb-25.
ervcessnd s s i gt s 10 i o sty o bl constton e paints rthsthan hose nevdingcore orecor ru——
challenge of CRFD tan of actviy for pub . developed pathuay: 2. Pathway redesigned and implemented [ Mental Health | 2. Apr-26.
significant gaps in adult services and 18 Erecutives
impac: 2 psstant
e il ce ey o s o e o atin ks to s vt patient s P
oo e et
1P 0 pthsy devclopment i 0 it under i of
Sermend s G o
G UEC eform Programm wil pul ogtner sh system,wih e
orimary gl o edcing €0 demand and eadcating 120 s aM ch smenroganme
0, esurin communty capacy g t uppor ow nd
sppropriat cces i th e,
e e rramme wi v 3 sl sysem s, with actions
oms e o e v
e it e e vl
v ey e oot e b
Pt ,mm, sclaon o the UEC e, naed by e
5ecCOR rogran Netwrk
[ r— Lron resmen onrs (U1 mprvements G UEC Sandors ofCre versgh meetings
S— ot o e e st Inegated OFEL ramework Devlprment of S Pt ofAces o ommurity e, i I G ertormance and Asurance Group (PAG)
ooz ot opeions | - | o OV M | L2+ months | e mooring of s prssres -G System e consstent ol n ech th 10 plces s G e rducng - G ystem improvement B 551 e 2 [ o[ - F— oen
Erersrr e e e e e e orsnaton cene fcc) watntor et i s G sty an Pertormance Comite (<)
e ol st Sercs €4S continues 1 upport < Care S (51
e mansement oo e e et e GEC ]
e i S 1 T s oo a5 bt prctce el isciuationa UEC Tier  meeting
e incese i se.of Some Doy Emergency Care SOEC and e rion)UEC Recovery G
et el panne o  posins et n €0 vt Region) and s G Bsterl et
e s STt s et
ental eath improvmentpegamm,spporing e s
Teducion n CHFD and ongwats 1 €05 for M ot nrm,mmmmm.m Contacingmecing
it North et Aridance Senice (WA
Pl Capsiy o At v s 1 oty mecing
e st plannd improvements t stotes, hough the UEC
Copta mesment uding. Tese il b confrms 0 o 2526 Contrst peview Grovn




IF the G UEC system s overwhelmed due

oot UEC sysem Programme
Integated OPEL ramevon

Demand
G UEC Reform Programme wil ul together the system withthel

ducing 0 demand and eradicatin 120 wilt in
iyl g o and
oproprist acess nthe
e A ————
rom a number ofsstem wide programmes and snloroversight.
e bt renoc i o v

s e g ot s

s v!ﬂunn( escalation ino the UEC system, enabled by the

umamnmmm tres (UTCs) improvements

S G taroa operations
wscc

EC System programme.
s s et e
commn b

sy opsnme
o . arar e & rfcsins esceship
roup (ccrt) Gro

i Amince randover Govn

by [l e, gy T TN e e o 1 e b : . s st e, I
Queoajo1/23 mergeney care (PN 3. 80th 0ct 24 et e |2 e blance . 12 + months (‘:mn:“‘c:”c':":v:"‘";"”‘““"‘ stem None “m:‘h:w’:‘ i o the 10 places aress e redudng 31/03/2026 None 2| 4|8 |uec M 0s/07/2025 Open
ue) Groue Offcer han uumwmpmmsm(p:mn:salmznuWssmmnmn.m Jlinical Assessment Service (CAS) continues to support. oirector
Jearss emard mansmrt tpatens wh s e e ¢ s
oo e
ety ey o 1 o) e oo s
s v o o mmm,mmw —
e o St Tamomaion nd s
I ——— v
et A ok w4 o o et oSN ——
it st Ao S (A
o o At s S 11 vty mecing
Ter re pamd mprovemens o st e UEC
el g e e e 56 ot obon s
QUALITY AND PERFORMANCE - MEDICALICEG
- e
s s resions sy s e i
e s e s e o et s oot}
enpide uimen v il ot oeterion [ S ——
v o dtryby the o s e
el sk oo e It g p e e nchtes oot s b o O S et
reltion to RKS Reorm wil contributeto tis acros the ssten. oo the Qualty an tursing Snfr eadership
v s ot s It n e v e v o
Geions st eoh nd i e s ol s Comite. o ot s g g s
L. iy nlng, il s, i wl st e weinguppaing
oo ks s o o pleion s bt R e toquty e
Feout S Gt e o s e e proer . mr s I
(e Tom caus of thesstand,intensnpresir s orecorof ssodte Medlcl iector monthly meetings betueen oo
coousn Nesomces | aualityandsfety [3.Both sanzs|  Manlga K, | muttfctoria 4 612 man | o cinical o 25 [
. e o onal 0
o il demandon i nd v nders
n e et Il
T oian rectores FE—. i
e roortonaf i demand s s e and ; i sttt s s iy e e i 1o -
immediate, as opposed to proactive and planned. teams and shared purpose quality will deteriorate, national 3 year 2 key par  workshe Mh sted by RCY sroue:
i syt et nd gy W tons bosobr o bt
sy nd s, I vt et o ey sy
B abureot o s ot ranpne h o wrk s o s nd o
ot s e s roro dene snd Seie N
e oo st G ertherso e s, T
e s oo O e anled s macnore
st syt i 8w s et et comecin ooy
e ;
o i careandpsesions ety s e S0 5 e s i e Including influencing sils a strategic evels) o support the | 05" 4%
system is under ressure, with iced resilience; this. leadership development, mentorship, and succession ‘cinical voice is e
et et vers i o on et oot}
e o ou e It o s 1 e ——
e s et o b £ i ot g e
s e e ol i
it e o e sy e nd e Coraraes o s o et ol 00
ooy o e o iy e, iy s Comite.
efecive which wilresut in poorer health outcomes fo our 40 contnue to embed clincaland care professional  development, mentorshp and succession planning 03/03/2026 | e wooree Ownershipof delvery by the CMO Senior Leadership
population islmu\eind impact on NHS GM being able to deveiopment and support Team and the Quality and Nursing Senior Leadership.
aeuumscpemm 2 Kate Proven, Team.
e ora o e s, s pree Therefore, 3 s et
[P by [ ot
ey an ’ - ] ot o e ovoras|onne [omen
ccnose wsoces  fauiyand sy |38 s . sazmonis |1 rertores ke anat e s i sepmet e om wons oo
Amplications of move to the Model ICB fectiveness \Dw«\m.meﬂskmnnn‘ e and Culture.
8 continual nee o balance et sfety and qualiy with o alen effectveness, Work is underway with the Royal College of circalandCare o otk ki
(financil afordabilty and sustainabily. Physician Edinburgh, 30/09/2025 Protesions (cCPt s improvement. 0 monty mectings
n increasing pressure to make critical financial decisions at ‘Bi-annual CCPL events F2F, supporting the development of | I—— ADQ meetings.
s o st of ey o [ e ot e st s and et et e e ety o
et ot g s ol pngmg s ecuont and e s 1 ey N Tt s Conniee st
ot s e s roro dene I pes A
s o on bl i o, T —— o g e
e i o ety h G b e updte and ngemen e mat g | i e e g s s
starin syt i 8w s et o o o o K Emr
g complosty ngovervanessrangemens s e o rgnaonl and gt vt NS e, |42 s oo s
it s S oty i v s by o e e i e o
L s e s comme o i
PRIVIARY CARE
iy iy rvim o L ey
e e s e n sy e
re, Also cross reference with 1. Relnvigorate PC sitrep submission data quality and escalation 2. Lind: Reporting vi Blueprint implementation Group, providers,
e —— s o soir [ 1042526 . ot G,
i . [T [I—— 2| a]e o | s oven
= [ [ “ Ld €81® | teractions, demand for dentl sevics. h " oo e function ortinue dental access scherme Programe 2 Inplace commissioning Committee al " s
- Rt e A ‘ 3. Implement GP/CP interface principles. Manager 3. Continuous work to embed. ¥ | Community
e i ety s sy oion e -
vnmm(m Increase in incidents, patient safety and. p erience| Femi, ADfor o
noast et ordorts v o et 9
P —
et s wlbang st f e vk s
s et o e sty e
raenion e e do o et
o wotos e stuvctpan it s o
e o, oo ot onta i it e N e
Chaon ey [ — o wooe sty G v G,
. s v mesre. anfam wattoe oatrgs vire. | 4 56 |G c ke Steing rosnd el s e[ one rowame |20 e a|a]s now | unnions|qazsze [ovn
= [t e chie People ffer | 5" oo deeraes e e 8 roup and pecple and ul 2 Reviewof P WE digtal oot e o1k B W g eprint deivery reporing ntatand | * Al
e i ot alremen ooy he [ - oo
v Wi s i eris vt s nd s -
vt iy e o ndovs oot
s ko oot s g e,
gt et o ks e e
e s i sk s oot s
oot e oty e
et o sont e v e nde e
il ity oy s Famewat e 1 on
e
Sesttoes o ot s 1t nd s ey | 1. o e
in elivery present clinical safety concerns. :_f::::v“‘:;"':f:‘;";:""“ ‘“”:’p‘:‘:r"‘"“‘"‘"“" Primary pC workfor K::subhshmentmvuumww
mogame. | et ot —
rstn . 360 imary e Commisining nd Modines it onetprsent o or o et v s omrece s[5 [ e oren
e e o iy a1 ut oy, o 156 s bt e imary o Commisiring nd edies K Erte e with MO L s v et [ Cotmao ok o empeg |36 GMPCEE 55 K e o0 526
resaurs s ok hallenges s i 5 ot i s 4 crspomant i o proes
s e i o e e [ o
e o ot o s gt ot
el s ok s et o i s,
i o vl e v e
oy ealig vt s maro et
ot ey o
v, o e, v oo o on o
Um‘ " " 1. Embedding and v:\nlmu"lvﬂm.w(.venu.Ht‘{Mﬂnmm.s primary Care ||
ot ooy vl s v s vy e
o G I o vlin howeer e e 0 Sapringnd e
, o mants |ty o, St martomme | 3 |2 e oo iy v i 2orogran 2 U -
= == ez o 4 Commien PG K it S dvles rcauiy (S |comiten e K e auosae|on
oot o, ottty dedton ot i o e clsatn s et sk Lo . e oo
eeoeries el o sty b dcsion maig 4 iman carsrovsr R adein s o
localities and populations. This presents variation in access and Frovder Board




s nd sty f et
et dta il Pinder evidence based decion

s
Causeshere s el of data i pimary v, bowewr

1.0ata protection agrecments signd by al exeept one practce.

inance, rlatonshis, sfety patents and st

There s sk that thefinancil,operatonaland performance.

204 proscive care.

oo sk, e f by Fopunn ekt
 committee and 18 8o

Update 19/08/2025:

osteton et
udgo nasbeer
asove, andsvera

planned phased war,
oweer someare ot
approved at present

4 Formal sparoval of NHS GM Annusl Pl 2025/26 by 5

The,

= [ p=n of Primary Care. mq sences: um\M:bH\wmmxk: wmcvmedammn; to ongoing GP collective acti develop dashboards and o & n e 24/ providers ool
o [ P
activties. vm:mu\md\&lmk nv\v w.vm"l w; Issues and * w“”b”"d O el reporting o be algned 3 Jannz Righy
ey sy G e
= 2. System wide 01/07/2022| thy Roe, Chief Mu limit the full roll out of the ARRS, capital lunmnucv estates | 3 03 months | Estates None. ° ; N.Umu\ lunmn‘ s primarily for general practice, as per premise estates None. . 117082025 | 313 Open
e et
by A T
[Fmvames) ese | ovor| vton ot [\ o 56 months | imary Car i ou one 5 [round rc d ’”T:T"" Pt Tacer Vel oo simycore g s e o [Pty |y 1y 10082025 303202 Oven
b = on s TS| etk ot it st i s vt o it oy fshei Ll e tons i B o
share information across the patient pathway will negatively < ol “  reporting Board) Pharmacy
el At
i e
i s | ot ooy i st e
oo rco 2 sotn avjonoza| ML e govermancedecion making aprosches s6mantns om rccca rc s e |y — e At 2425 e e s ponm osaozs| P32 open
oo " | Consequences: inequitabilty of service. Dmv\s\cn and impact on gagement with \Dahwm“ezlub population’ hmm land o °
s o e 0 e e
[ —————
oo
Causes: l«m\zmenzm:“mlo“ueu) mmwmmmnm and timescales for organisational Prmary e :’::‘“Ti":uf:::"
coresponding decsion makin o recnitment 7 vt ot oo, et v rrtion Pt S g
= Primary Care SLT. 1. Organisation 13/05/2022 - of Primary Care & 36 months. Health and wellbeing of staff mor wﬂ"“’;‘ Live and ongoing. P feam and Chief et tepe o 8 GM team 11/08/2025 Sep-25| Open
Katherine Sheerin | financial regime. e e 0 et stes
[l I ———
T 3 e s
s e
[———
] et e i
pc1n Contracting 2. System wide 17/08/2022 ” Causes: capacit m:mnmenM unmawwunmmuehver, 3 03 months_ | Contracting advice and lison. National PSR requirements | 4°C110n makingfor ecruitment Lucy Price, Ongoing. GM pecc None . pan-GM 11/08/2025| Dec-25| Open
o & Commissioning | "V 7P o e « curement capcacity gap preventing. undertaken cenior
Offcer Consequences: Legal challenge and or service failure, patient rogress with key procur Contracts
et o
—
[ ——
pess ey - syemuide |ou/oo202s | Manisha Kumar,|vrying degrees acros G (2425 sty continues e the | 3manths | ontae e /e o soverrance o one tpresent 5| vis o ot i o o s i et s - oo - - P e e 13107202 | 372072025 open
e et tional maters. provide nformal,eguar nformation sharng imary Core: S i ol o et e fececre
Risks associated include shift in demand (urgent and electivel, o ‘ 8 T regularinfr haring " & prescribing.

oo Fopunion
st ol

hece i currenty  tack

expected ovr current
-

2 Confimation of PopstonHeti bt for 20226 by e[ | et o -
lation Healt Chief Officer~ | revention, or a delay in the approval of activties resulting in westoment plos for 2025726 oveloped smd wide cs. Pty bont Strategy, Ongoing - confirmation of | CYETSENE Ofthe risk by the Population Health None dentified 35 Sopulation
P Cousnon bl 3 0th ouosfaons 03 months pln fo 2025/26 developed and widely [ER———— posre " | inovation ana | - 12)-Cneeing - con | commitiee and escaation o ey isues to tegrates e 8| Po panm | 15/0872025 | syo3a028]  open
Commies Pl sata e repredand ot et reurent desried nthe SAF e
andvopiaion 3. pproaof o st vstments st a s, [TAR resreperedan | % CULLT oty e s
Pk i o rsucing bk i nd st PopultionHesth Commitee eview of sk 3 staning Clareidence of contined and timly NS G nvestment | PP5E8 tmelne There | 131 5
outcomes. agenda item, and escalation to IC8 as required. Chair of PH) i o are still some delays
| Committee sits on ICE Population Health and Frevention with allocations for
e cemensof 10
swatin cotimton o s ot opuisonHeti nd ACT du o he
ovetint o 305126 s e fnding.
el
contmed usgt
s
o et s et Gunng 207475 oty
e oo
incan ting
it
e of aancis
o et
catenges i the
rpnition. Th ik
e ikt thefinanc s nd organiston (el i for o
s e St L -
emmotts| et s o et sl e carenty ey s i e o P
e Ofcer - {19511 278 par Gl el The impactof s wil b 0 ey, st (versigh ofth sk by th Popultin Heslth
opuion et . o et 1 e e ety i . 5 mont | Poulton Hesth Coitreviewf ik s oo st norme e | S J— s o | e | s | syoyaos| o
2 Commies po S o e e o s of simta e, motinand Commicee desried nthe SAF e
o improving hmm reducing health \n&w:\mb and vedudn‘ i e
vl deman snd o S R ————— st scing
[ or

7o transterr




There . sk a fack of capciy fonding and proitisation wil

ChiefOffcer -

i ot evew ofoperacing coss,ose
s o heetnton of st (v et

e 313k e scounabiy for

Green lan Oversight Group (P0G, NASE W and 5

NHS GM have commissioned Arp t review and produce &

o requement o sustinsiey mpsce

decarbonisation pipelins,which il produce

ecommendatons for mprovement and an overview of

posrannes, poces sndbusiss cass.

L Senior Leadership refings and Training.
2 Improv seior sponsorship coverage for Green lan ares.

3. Realgning the deliveryplan t eisting stff capaciya

1 currentlyon hod
e tothe NS orm
organisationa design
proces - Aming o
reinstate , dependent|
on thecutcames of the
proces.

2 armionorie

sponsorshin
s, .mm n
e lunchof the next | Chie Officer

i o o

Nodata ansyss

inreporting and

WarrenHeppolete,
for

Risk: Delvry of the GM Sustainbilty Pl and Annual lan
2025726

Cause: ue to the extensive nature of th savings require to be

Extenive work s beng undertaken with key stakeholdes,

1) Rogular updates via

pians.2)

2025726, 35 well 5
frob -

| rontonn - s P e ———r— IR P i sty g st ooyt Tossmiminine e s afn| oo | oo | sz | suosae| o
s s ropinion oniing 0 e o Wi he M el 11001 | 1 ery | roption e o s G o 6] . =
Health. August 25 o for the delivery of the Health No requirement for a
Sonansoiy e
Corinues ke by P 3 706, i e ——
[— comnguain
e it spation i i sroducion, st ot e e e 01 ——
(il e, ey e 35 W sy e ‘e ana mrwors, e
o e i o i [— et e
et
oo o e
o e RS
eics ot o
ren
vt ol
i on 50
e e s,
[——
e S Colsorte it Vs g v ol 70 OMCA
VCFSE sector as both a provider of services and strategic. 1o cstabl sustalmable brvestment
her s ik hatth suesrelating o fnandil, aperaional e 2 o
HePBOlett, | g workforee sustainabilty within the VCFSE sector, associated investments by ICB in VCSFE providers and partners. system which is i Offcer
R P e .| rendrmstionarcs onmistning s oo s S B T p—— vt | 3| 4[| o s | v
- Commitee = 25| sty o e ot gt vy of s Ppston s s ants s vesencs) > Whse o e essrceon e o [aeer e | 20 7 s e [P e
i iy 2 o el i g Bt et i
Neighbourhood Health pians e o o e ambitions in partiular "
perop 4. Ensure transparency of process, intent and communications | Live Well. 2025/26
B P —r—
[ - aneciog s
s on ok
sepningon e
rore e
o manas o oot s et et ot pte s and
maintain business continuity ‘members as and when further NHS Reform Information is released. Chief Officer -
G ffar— [t st 8 mont e o NS o e S, oot i bt ot T —
P e s om s > | sz | oo st commice reewet ks saring ks et e s s ongons [ ovatonns syoynazs e o oo o vy et meged | Mreisentisss | o | g gl ppuston | gy | spomanes | suoszee| o
and Population \mumvm( health, v!ﬂu!‘n(hﬂ\th inequalities, and reducing - \mn\!m!mitmnwl the NHS reform programme to ens Population uv! Bwvﬂ
e ot g ket Shape s ot o eent e oo he resntion 1 e eskh s en . e
orecrion i
E
Waren et Vil srepestion o et enpedte eamn G G-
e Otar— [ Ther skt che st sosncemer il s i g gt o vy ot wes € s et i)
e | Forsatenen 5o rorzs 5 | o owons [ mmovtonsns ooz 506 socenng st s it ) onestenttess |3 afaal romor | e | ssnmans | sy o
and popnion. | VA5 e €3 e o Ao 20 R R—— e ———— oo o it commes
e e formatonis vt . g e

csos/ozyze

comms/s

ansger

sosrs

scommuncions
and engagen

1 organisaton

3.0t

19701202

s Gatfey,

CORPORATE SERVICES

Rk Ther s ris that NHS GV are aperating with policies

e harmonised elowing the ransiion from CCGs to the 5.

thservica'sabiltyto progress colation and alignment of

Corporate Services

Clire connor

s Th argani‘aton coud b fllowing policis with
information whic st ofdae, A leacy arrangements e,
ranstione,her cad s be meomsendes ahere e

harmonise.

COMMS AND ENGAGEMENT
sk B3 negative publicty
fnancal constaints,poor erformanc of the

ca
rminfatem o hr o mc gt dber

impact: public andstakeholde conidence

03 months

oy Framework (ol on Poldes) approec
oy schedule established

5080 reviewsd and agreed, setingout Polcy approval
arrangements.

Polic approva! process map established and agreed by
oy Review Group.

cpendent on sevice sress ceviewing
thiecutstanding poices

Capacity acros the orgaristion
sained, makingpolcy revew difiult.

Potentaredundoey costs s

Polic Schedule to b updated by senic areas

Pianning of utstaning Plicies and mapping trough govemance
ke place.

ower gaps remain n
ntomtion

ot o o Jmene

produred, now inimplementation phase)

Prosctive ransparent communications. Brifings tokey
saerldrsnd wesie onven:

o et e o oson o e S
oo made o e o e

molemema.-uren
e e s
for an 2026,

Assstant

Polcy Reiew Group Mestings

Reguiar reportingon

o comprehensive

potcie in pace at the

hecrnisaton

Governance.

1210812025

oo > i s, o v o S et s e
sTRea/2/20 3‘::"”""’“"’ 85ustainability |2 System wide Nov-24 | strategy, Innovation f“‘:;’:ﬁ b‘:":"_‘;im probablity ofthe levels of saving | o3months |GMm planning & strategy Team :2;”:;:‘:";’2;“&"““' dates Paul lynch 31/03/2026 Regular updates to GM Exec and GM ICB Board 2| 5|10 :“;‘"m‘ oM 04/08/2025 | 15/04/2025 | Open
ar jon | ® Plan - agreement that the Annual Plan for GM ICB should be based [ *© Mitiate the
impact: This wil have a major impact in terms of ensuring the " lars ofth bl P
T
v
- o
e fanning o o e e managed throwgh regular updates lar updates to GM Exec and GM ICB Board an stategy &
see. SEne S 2 Sytemuide | Aug2S | stategy,inovaton 4| 202526 | Planning & srtegy Team paut e su/oap2006 Regulr upd: “ dond 2| s[5 o osfosfaons open
e impact Tis would have  major impact on syse 3 pewlopment of
i epteton sttt o o g o vk:::’;m o
e
e omaon e
Risk: Integrated working with VCFSE fails to realise the expected deivery progress of
[ro—— [cstey
s s i P il Pk el B EOR— rwes s st M e i o 2] fafe o ososrs
e/ bt ek of ey and ok of A | 85 1 o
Impact: This will have a major impact on successfuly progressing. implementation and Programme Delivery Neighbo:
integrated neighbourhood health and 3 left shifts (Hospital to 3) Development of
| Community/Analogue to Digita/Sickness to Prevention) Z::::Z“'"‘:”_m

open




ik Compaignstosupport delvry f sty misions 4o not
o ahead

tions. Cause: finandial contraints and reduction in team T g wre iy pegmma Jststant This is not within the
Comms/2 GMicP strategy | 2COMTUTIRONS |3 gopy 21124 | clare comor fnancial e 9 months 10 directorof endot March 2026 " i th 25 oren
[ o et o eams ot
[R———
T e e o i e
s o sty iy o vl aor s e o , kg i commisoners e o e s s e may o e ot -
mims| 1. Organisation 19/10/2023 ire Connor | equality act are not correctly discharg 36 months | involvement Assurance Group. Commiesoners o roviders nderabine lirector of 30/05/2025 Aug25. ks Open
[ imohe and Engagement |- 7SS o Clie cor iy te dischargd charce witou i s recorof © angoing
o e fe
nosc it o e cans st a0
i et 18 s e e
T ——T—— . s e may o e mace
- hemne || ez g |————, Somants et e T — | ——— Lo, - wpzs | 5 | o
B st et wnoariinogn o ey e o
e fe
nosc it o e cans s st
- sty mrsaain nd s,
=s T Wk Ve s i e S G VS rgerent - e
comns[Gommuntes | scommuntons |, oy | 19102073 |l comar e nppmens ko b [ P e, & |l e nowsprove s b pemenes e dreaoro e e ey e
= ersiaion ot w12k vk, e o

mpace: fallure to scheve ntended autcomes or understand the
s o tnose who exerience thegreated heath nequsities







NHS GM Audit Committee
11 September 2025

Required information

Details

Title of report

Corporate Policies for approval:
e Conflict of Interest
¢ Whistleblowing and
e Robotic Process Automation and
Artificial Intelligence
e Procurement Policy

Author

Jenny Noble, Board Secretary

Presented by

Chris Gaffey, Associate Director of Corporate
Services (Conflict of Interest and
Whistleblowing)

Andrew Rebanks, Head of IT - Manchester
(Robotic Process Automation and Atrtificial
Intelligence)

Izhar Chaudhary, Associate Director of
Finance- Financial Assurance (Procurement)

Contact for further information

Conflict of Interest — Lucy Cunliffe
Whistleblowing — Jenny Noble

Robotic Process Automation and Atrtificial
Intelligence — Shavarnah Purves
Procurement — Stuart Moore

Executive summary

The NHS GM Corporate team presents four
policies for approval by the Audit Committee
in line with the Scheme of Delegation.

The Robotic Process Automation and Atrtificial
Intelligence Policy is a new policy which has
been developed to provide clarity and
oversight over the responsibilities of NHS GM
employees in this area.

The Conflict of Interest Policy, Whistleblowing
Policy and Procurement Policy are updated
NHS GM policies that have been refreshed in
line with any changes to legislation and 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 policies will benefit the population of GM




as it will ensure that NHS business is
conducted to the highest standards.

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

The policies will provide a clear way of
working and managing issues within NHS GM
as a workplace.

The policies will benefit the population of GM
as it will ensure that NHS business is
conducted to the highest standards.

The decision to be made and/or input
sought

Approval of the Whistleblowing Policy,
Robotic Process Automation and Atrtificial
Intelligence Policy and Procurement Policy in
line with the Scheme of Delegation

Endorse and recommend for final approval
the Conflict of Interest Policy by NHS GM
Board for implementation 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

Table 1 - core information relating to the content and creation of

Once ratified by the Audit Committee, the
Conflict of Interest Policy will be
recommended for approval by the NHS GM
Board. The Whistleblowing Policy, Robotic
Process Automation and Atrtificial Intelligence
Policy and Procurement Policy can be
approved by the Audit Committee.

p@ace 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
four 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.

ElAs will be completed for each of the
policies.

Financial or Legal Implications N/A

Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N N N N Y

Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report







Introduction

The NHS Greater Manchester (GM) Corporate Governance team presents four corporate
policies for ratification by the Audit Committee:

e  Conflict of Interest Policy

e  Whistleblowing Policy

e Robotic Process Automation and Atrtificial Intelligence Policy

e  Procurement Policy

All of these policies have been considered by the NHS GM Policy Review Group to ensure
relevant engagement across functions has been conducted, with any views or comments
incorporated into the updated policies.

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 and is
reviewed annually.

1.2  No national guidance has been issued since the last review so only minor factual
amends have been made to accurately reflect the governance arrangements in place
within NHS GM.

2.0 Whistleblowing Policy

2.1 NHS Greater Manchester (NHS GM) is committed to the highest possible standards of
honesty, openness and accountability and will not tolerate malpractice or wrongdoing

2.2 NHS GM'’s External Whistleblowing Policy is a vital element of our governance
arrangements and is designed to allow people to come forward and raise both
disclosures and serious allegations of wrongdoing involving the actions of NHS GM’s
employees, contractors, or any aspect of NHS GM'’s activities.

2.3 This policy is reviewed annually and has been updated to include contact details for the
interim Whistleblowing Lead. No other amends have been made.

3.0Robotic Process Automation and Artificial Intelligence Policy

3.1 NHS Greater Manchester (NHSGM — This includes all functions within the ICB including
Primary Care) is committed to transforming healthcare delivery through Artificial
Intelligence (Al), including Machine Learning (ML), Large Language Models (LLMSs),
Ambient Al, Predictive Analytics, Neural Networks, and Robotic Process Automation
(RPA). These technologies offer significant potential to enhance efficiency, improve
decision support, and streamline patient care while ensuring ethical deployment and

compliance with NHS and regulatory standards.
4



3.2

3.3

3.4

This policy, is to be owned by the Al Oversight Committee, establishes a framework for
the responsible, secure, and effective deployment of Al and RPA in line with NHS GM IT
& 1G policies, aligning with NHS standards, the UK General Data Protection Regulation
(UK GDPR), and the Data Protection Act (DPA) 2018.

The NHS's use of Al and RPA technologies must adhere to the common law duty of
confidentiality, ensuring that patient-identifiable data is only accessed, processed, or
shared with proper legal justification. This obligation is reinforced by GDPR and the Data
Protection Act 2018, which require organizations to demonstrate lawful bases for handling
personal data. Al-driven decision-making must not compromise individuals’ rights to
confidentiality, and any automated processes must be structured to uphold patient privacy
in accordance with legal precedent.

This new policy has been developed in conjunction with the GM Primary Care Digital
Board.

4.0 Procurement Policy

4.1

4.2

4.3

This procurement policy is a corporate policy and applies to all staff and members of NHS
GM and its subcommittees, as well as any third party working in association with, or on
behalf of NHS GM. This includes staff on temporary or honorary contracts, appointed
representatives acting on behalf of NHS GM, staff from member practices and abide by
NHS GM Policies.

This policy applies to all NHS GM expenditure (clinical and non-clinical). However, it is
particularly relevant to the procurement of supplies and services that support the delivery
of healthcare and certain sections only relate to procurement of health and social care
services.

This policy was reviewed last year and a significant amount of amendments were made
at the time, it has been updated to remove references from the PCR2015 regulations and
inserting the new PA2023 regulations.

5.0Recommendations

The Audit Committee is asked to:

5.1

Review the proposed policies

e Approve the Whistleblowing Policy, Robotic Process Automation and Atrtificial
Intelligence Policy and Procurement Policy in line with the Scheme of Delegation

¢ Endorse and recommend for final approval the Conflict of Interest Policy by NHS
GM Board for implementation across NHS GM.






Document Control

Title / Reference: Conflict of Interest Policy

Status: FINAL

Version: V3Vv4

Date Issued / Ratified: 181 September 20245 -TBC

Originator of Document Mark Palmeria, Assistant Director of Patient Services, NHS GM

and Job Role: Chris Gaffey, Associate Director of Corporate Services, NHS
GM
Helen Ferguson, Governance Advisor, NHS GM

File Classification: Official Data

Retention: Life of the organisation plus 6 years (place of deposit)

Target Audience: All NHS Greater Manchester Integrated Care Staff & 3™ party
partners

Links to other e Freedom of Information Act 2000 -

strategies, policies, e ABPI: The Code of Practice for the Pharmaceutical

procedures etc: Industry (2021)

e ABHI Code of Business Practice

e Standards of Business Conduct Policy
NHS GM Freedom to Speak Up Policy (Including
Whistleblowing)

e NHS GM Disciplinary Policy

e NHS GM Procurement Policy ~(lnk-to-fellew—Intranet)

e NHS GM Anti-Fraud, Bribery and Corruption Policy (link to
follow — Intranet)

Change History
Summary of Changes ‘ Name Date ‘ Version

Re-formatted onto correct header and policy | Helen Ferguson June 2024 V2
template. Changes to responsibilities i.e.,
Corporate Governance Team and Executive
responsible for Governance. COIl Declaration
Form and G&H Form updated.

Policy checked against latest NHS England Lucy Cunliffe August 2024/ V3
guidance
Updated following comments from Policy Jenny Noble August 2025 v4

Review Group

Review

Version

Helen Ferguson Governance Advisor June 2024 V2
Lucy Cunliffe Governance Manager



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.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://gmintegratedcare.sharepoint.com/sites/IntranetSite/SitePages/Freedom-to-speak-up.aspx
https://gmintegratedcare.sharepoint.com/sites/IntranetSite/SitePages/Freedom-to-speak-up.aspx
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
https://gmintegratedcare.sharepoint.com/:w:/r/sites/IntranetSite/Shared%20Documents/Contracts%20Management/NHS%20GM%20Procurement%20Policy.docx?d=we135d94d903742d5aeba7911a26f1ef3&csf=1&web=1&e=p9jrhE

Lucy Cunliffe Governance Manager August V3

Stuart Moore Head of Market Management 2024
Approval
Name Role Date ‘ Version
Policy Review Group July 2024 V2
Policy Review Group August V3
2024
Audit Committee Recommendation to Board September V3
2024
NHS GM Board Final approval September V3
2024
Policy Review Group Review [TBC August 2
2025
IAudit Committee Recommendation to Board [TBC] September V4
2025

Distribution

Version

October V3

All Staff
2024

Document Status:
This is a controlled document. Whilst this document may be printed, the electronic version posted

on the intranet is the controlled copy. Any printed copies of the document are not controlled



Contents

Introduction

Status

Purpose and scope

Definitions

Responsibilities

Identification, declaration and review of interests (including gifts and hospitality)
Identification & declaration of interests

Proactive review of interests

. Declarations of interest in meetings

10. Strategic decision-making groups

11.Conflicts of Interest in Meetings: Quoracy

12. Gifts and Hospitality

13.Records and publication

14.Wider transparency initiatives

15.Management of interests — general
16.Management of interests — other common situations
17.Code of Conduct

18. Private Conduct

19.Counter Fraud

20. Whistleblowing

21.Conflicts of Interest and the Commissioning Cycle
22.Dealing with breaches

23.Identifying and reporting breaches

24.Taking action in response to breaches
25.Learning and transparency concerning breaches
26.Training

27.Related documents

28.Monitoring Review and Archiving

29.Review

©CoNoOr~WNE

Appendices

Appendix 1 - Associated documentation
Appendix 2 - Declaration of Interest template
Appendix 3 - Chair's Conflict of Interest Checklist



1. Introduction
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1.4
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1.6

1.7
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NHS Greater Manchester (NHS GM) is the organisation that leads the commissioning of
health, social care and public health services in Greater Manchester.

This policy should be read for guidance and the principles of managing Conflict of
Interest.

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.

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.

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.

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.

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.

In this policy we refer to staff as all NHS GM staff and others who work collaboratively
with or for NHS GM.

2. Status

21

This policy is a Corporate policy.

3. Purpose & Scope

3.1

3.2

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.

This policy will help our staff manage conflicts of interest risks effectively. It:
e Introduces consistent principles and rules;
e Provides simple advice about what to do in common situations;



3.3

3.4

3.5

3.6

e Supports good judgement about how to approach and manage interests.

This policy also briefly addresses issues relating to outside employment and personal

conduct as well as anti-fraud and whistleblowing.

This policy should be considered alongside these other organisational policies:
e NHS GM Freedom to Speak Up Policy
NHS GM External Whistleblowing Policy-{teluding-Whistleblowing)
NHS GM Disciplinary Policy
NHS GM Procurement Policy
NHS GM Local Anti-Fraud, Bribery and Corruption Policy

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:
e 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

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. e Ensure that this policy and

Refer to the guidance for the rationale behind this supporting processes are clear
policy and help staff understand what
https://www.england.nhs.uk/publication/managing- they need to do.

conflicts-of-interest-in-the-nhs-guidance-for-staff- | o |gentify a team or individual with

and-organisations/ responsibility for:

Use your common sense and judgement to o Keeping this policy under review
consider whether the interests you have could to ensure it is in line with the
affect the way taxpayers’ money is spent guidance.

Regularly consider what interests you have and o Providing advice, training and
declare these as they arise. If in doubt, declare. support for staff on how

interests should be managed.



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/

As a member of staff you should...

As an organisation we will...

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

0 Maintaining register(s) of
interests.
¢ Reviewing the Conflicts of
Interest Policy annually.
NOT avoid managing conflicts of
interest.

e NOT interpret this policy in a way

which stifles collaboration and

innovation with our partners

4, Definitions

4.1

4.2

4.3

4.4

4.5

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.”

A conflict of interest may be:
e Actual — there is a material conflict between one or more interests
e Potential — there is the possibility of a material conflict between one or more
interests in the future
e Perceived

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.

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.

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.

e 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



4.6

ways which are not directly linked to their professional career and do not give rise
to a direct financial benefit.

e 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).

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:

o All salaried staff

e Salaried staff who operate in the scope of the single commissioning function

created by NHS GM

e 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

5.2

5.3

54

5.5

5.6

Chief Executive - the Chief Executive is ultimately responsible for ensuring that all
processes in managing conflicts of interest are maintained and followed as appropriate.

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.

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.

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.

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.

The Conflicts of Interest Guardian, in collaboration with the Corporate Governance Team,
will:
e 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;
e Be a safe point of contact for staff or workers of NHS GM to raise any concerns
in relation to this policy;
e Support the rigorous application of conflict of interest principles and policies;



5.7

5.8

5.9

5.10

5.11

5.12

5.13

5.14

e 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
e Provide advice on minimising the risks of conflicts of interest.

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).

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.

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.

Commissioning, Procurement and Project Managers - Conflicts of interest need to be
managed appropriately throughout the whole commissioning, procurement or project
cycle.

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).

NHS GM will maintain and publish a register of procurement decisions.

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.

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:
o Members of committees which contribute to direct or delegated decision making
on the commissioning or provision of taxpayer funded services;
e Those at Agenda for Change band 8d and above;
e Management, administrative and clinical staff who have the power to enter into
contracts on behalf of their organisation; and
e 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:

e 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

Team-and-onthe NHS GM-intranet: All conflicts of interest, gifts or hospitality declarations
will be recorded electronically via ESR: https://my.esr.nhs.uk/

6-56.4 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.

6-66.5 After expiry, an interest will remain on the public register(s) for a minimum of 6


https://my.esr.nhs.uk/

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

8.2

8.3

8.4

8.5

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.

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.

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).

Any interests declared at a meeting will be recorded in the minutes and will record:

*77\,—'[ Formatted: Font: (Default) Arial, 12 pt
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¢ Who has the interest;

e The nature of the interest and why it gives rise to a conflict, including the
magnitude of any interest;

e The items on the agenda to which the interest relates;

e How the conflict was agreed to be managed; and

o 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).

Interests declared at a meeting will be notified to the Corporate Governance Team, who
will add new interests to the register.
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9. Strategic decision-making groups

9.1

9.2

10.

10.1

11.

111

11.2

11.3

11.4

11.5

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.

. «— *{ Formatted: Indent: Left: 2.91 cm, No bullets or numbering

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.

Conflicts of Interest in Meetings: Quoracy

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.

Gifts and Hospitality

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.

Staff should not, in any circumstances, accept gifts that may affect, or be seen to affect,
their professional judgement.

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.

Gifts from suppliers or contractors:
e Gifts from suppliers or contractors doing business (or likely to do business) with
the organisation must be declined, whatever their value.
e 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.

Gifts from other sources (e.qg., patients, families, service users):
e Staff should not ask for any gifts.
o Modest gifts under a value of £560 may be accepted and do not need to be

)




declared;

e 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;

e Multiple gifts from the same source over a 12-month period should be treated
with caution.

11.6 Corporate Donations:
e 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:

o Corporate donations will not be distributed amongst NHS GM staff.

e 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.

o 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:

o offers of business class or first class travel and accommodation (including
domestic travel)
o 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.

11.23If 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.

e 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

e During dealings with sponsors there must be no breach of patient or individual
confidentiality or data protection rules and legislation

e 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

e 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

e The involvement of a sponsor in an event should always be clearly identified in
any papers or publications relating to the event

e 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

e Staff arranging sponsored events must declare this to the Corporate Governance
Team

e 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:
e Publish the interests declared by decision making staff in a register of declared



interests on the NHS GM website
e Publish a register of gifts and hospitality on the NHS GM website
e Publish any Conflict of Interest breaches
o 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:

e 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

e 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 Ifaninterestis 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 applied include:

e restricting staff involvement in associated discussions and excluding them from
decision making

e removing staff from the whole decision making process

e removing staff responsibility for an entire area of work

e 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.
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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
o Staff should declare any existing outside employment on appointment and any
new outside employment when it arises.
e 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
o 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
o 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
e 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



17.

18.

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.

Obijectivity - Holders of public office must act and take decisions impatrtially, 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.

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.

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

18.3

18.4

18.5

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.

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.

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.

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

18.8

18.9

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.

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.

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.

18.10If 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

19.2

20.

20.1

20.2

20.3

20.4

20.5

20.6

20.7

20.8

20.9

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.

Staff and members of the public can refer to the NHS GM Freedom to Speak Up Policy
{neluding-Whistleblewing)and External Whistleblowing Policy on the NHS GM website
for more information and guidance.

Conflicts of Interest and the Commissioning Cycle

NHS GM recognises that conflicts of interest need to be managed appropriately
throughout the whole commissioning, procurement or project cycle.

At the outset and every stage of a commissioning or procurement process, NHS GM wiill
identify and manage the relevant interests of all individuals involved, keeping a clear audit
trail of how this is achieved.

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.

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.

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.

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.

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.

NHS GM will aim to avoid any potential bias towards particular providers by making our
specifications outcome-based rather than specifying processes.

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.

20.12NHS 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.

20.13NHS 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

213

21.4

215

21.6

22.

22.1

22.2

22.3

22.4

22.5

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.

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.

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.

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.

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.

Taking action in response to breaches

Action taken in response to a breach will depend on the severity of that breach.

The Executive responsible for Governance, following investigation, may decide that the
usual actions to manage conflicts of interest outlined in this policy are sufficient.

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.

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.

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.
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24.

24.1
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24.3

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:

o Employment law action against staff;

¢ Informal action (such as reprimand or signposting to training and/or guidance).

e 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.

e Contractual action, such as exercise of remedies or sanctions against the body or
staff which caused the breach.

e Legal action, such as investigation and prosecution under fraud, bribery and
corruption legislation.

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.

Learning and transparency concerning breaches

Reports on breaches, the impact of these, and action taken will be considered at least bi-
annually.

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.

Data Protection Legislation

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.

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

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


https://gmintegratedcare.sharepoint.com/sites/Intranet/App/Page.aspx?pageSource=/sites/IntranetSite/SitePages/Information-governance-and-data-security.aspx&pageName=Information%20governance

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. Module 1 is mandatory for all
staff and NHS GM will identify its decision-making staff and require them to complete
training modules 2 and 3 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 Geverpanee-Intranet-page.

25.3 Staff will receive guidance regarding this document from a number of sources:
e Policies and procedures located on the intranet;
e Line managers;
e Other communication methods (e.g. staff briefings, team meetings, IG
updates).
e 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 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

Guide to the Noatification 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
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29.1
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29.6

29.7

29.8

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.

The Equality Assessment has been completed and any associated documents will be
analysed accordingly.

Monitoring and Review

NHS GM will agree a method for monitoring the dissemination and implementation of this
policy. Monitoring information will be recorded in the policy database.

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.

This will be led by the Corporate Governance Team.

No policy or procedure will remain operational for a period exceeding three years without
a review taking place.

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.

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.

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.

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 20265 or earlier if national guidance is issued.






Appendix 1 - Associated documentation

Freedom of Information Act 2000

ABPI: The Code of Practice for the Pharmaceutical Industry (2021)
ABHI Code of Business Practice

Standards of Business Conduct Policy

NHS GM Freedom to Speak Up Policy (Including Whistleblowing)
NHS GM Disciplinary Policy

NHS GM Procurement Policy —{nk-to-fellow—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


https://www.legislation.gov.uk/ukpga/2000/36/contents/enacted
https://www.pmcpa.org.uk/the-code/
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://gmintegratedcare.sharepoint.com/sites/IntranetSite/SitePages/Freedom-to-speak-up.aspx
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
https://gmintegratedcare.sharepoint.com/:w:/r/sites/IntranetSite/Shared%20Documents/Contracts%20Management/NHS%20GM%20Procurement%20Policy.docx?d=we135d94d903742d5aeba7911a26f1ef3&csf=1&web=1&e=p9jrhE

Declaration of interests for NHS GM

Last name:
First name:
Job Title/Position:

Details of interests held (complete all that are applicable):
Type of Situation* Description of Interest (including for indirect Date interest
Interest* Interests, details of the relationship with the relates
person who has the interest) From & To

*See below *See below
for details for details

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 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

e | confirm that | have read and understood the NHS GM Conflicts of Interest Policy.

¢ | confirm that the information provided above is complete and correct.

¢ | 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.

e | am aware that if | do not make full, accurate and timely declarations then civil,
criminal, professional regulatory, or internal disciplinary action may result.

¢ | am a decision maker as identified within NHS GM Conflicts of Interest Policy
(section 5).

¢ | 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

e Declare in meetings where relevant

¢ Individual leaves the room during conflicted item

e 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.gmich.coi@nhs.net
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Type of Description

Interest
Financial This is where an individual may get direct financial benefits from the
Interests 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
o A provider of clinical private practice
e 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
¢ 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
e 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 | This is where an individual may obtain a non-financial professional benefit from

Professional | the consequences of a commissioning decision, such as increasing their

Interests professional reputation or status or promoting their professional career. This

may, for example, include situations where the individual is:

e 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)

e An advisor for Care Quality Commission (CQC) or National Institute for
Health and Care Excellence (NICE)

o A medical researcher

Non-Financial | This is where an individual may benefit personally in ways which are not directly

Personal linked to their professional career and do not give rise to a direct financial

Interests benefit. This could include, for example, where the individual is:

¢ A voluntary sector champion for a provider

¢ A volunteer for a provider

e A member of a voluntary sector board or has any other position of authority in
or connection with a voluntary sector organisation




Type of
Interest

Description

¢ Suffering from a particular condition requiring individually funded treatment
o 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:

e Spouse / partner

¢ Close relative e.g., parent, grandparent, child, grandchild or sibling

¢ Close friend

o Business partner

Situations

Clinical
Private
Practice

Description

Clinical staff should declare all private practice on appointment, and/or any new
private practice when it arises*
including:

o where they practise (name of private facility)

e what they practise (specialty, major procedures).

* when they practise (identified sessions/time commitment)

*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):
e Seek prior approval of their organisation before taking up private practice.
e 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

quidelines:

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.



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

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.

o 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.

o 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.

o Donations, when received, should be made to a specific charitable fund
(never to an individual) and a receipt should be issued.

o 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:
o Staff should not accept gifts that may affect, or be seen to affect, their
professional judgement.
e Gifts from suppliers or contractors:
e Gifts from suppliers or contractors doing business (or likely to do
business) with an organisation should be declined, whatever their value.
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):

e Gifts of cash and vouchers to individuals should always be declined.

e 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.

e Modest gifts accepted under a value of £50 do not need to be declared.

e 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).

e 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:
o Staff should not ask for or accept hospitality that may affect, or be seen to
affect, their professional judgement.




Situations Description

o Hospitality must only be accepted when there is a legitimate business
reason and it is proportionate to the nature and purpose of the event.

e 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:

e Under a value of £25 - may be accepted and need not be declared.

e Of avalue between £25 and £75* - may be accepted and must be
declared.

e 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.

e 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:
e 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.
o 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.
e A non-exhaustive list of examples includes:
o offers of business class or first class travel and accommodation
(including domestic travel).
o offers of foreign travel and accommodation.
Loyalty Loyalty interests should be declared by staff involved in decision making where
Interests they:

e 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.

e Sit on advisory groups or other paid or unpaid decision making forums
that can influence how their organisation spends taxpayers’ money.

e Are, or could be, involved in the recruitment or management of close
family members and relatives, close friends and associates, and business
partners.




Situations Description

e 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.

e 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 o Staff should declare any existing outside employment on appointment,

Employment and any new outside employment when it arises.

e 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.

e 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 o 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.

o 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.

e 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 o Staff should declare, as a minimum, any shareholdings and other

& other ownership interests in any publicly listed, private or not-for-profit
Ownership company, business, partnership or consultancy which is doing, or might
Interests be reasonably expected to do, business with their organisation.

e There is no need to declare shares or securities held in collective
investment or pension funds or units of authorised unit trusts.

e 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.
Sponsored Sponsorship of events by appropriate external bodies should only be approved if
Events a reasonable person would conclude that the event will result in clear benefit for

the organisation and the NHS.
e During dealings with sponsors there must be no breach of patient or
individual confidentiality or data protection rules and legislation.




Situations

Description

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 1. The agenda to include a standing item on | Meeting Chair and
of the meeting declaration of interests to enable secretariat
individuals to raise any issues and/or
make a declaration at the meeting.

2. An explanation of conflicts of interest Meeting Chair and
requirements should be included on each | secretariat
agenda to provide clarity for all recipients.

3. Agenda to be circulated to all members Meeting Chair and
in advance to enable members to identify | secretariat
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 | Meeting members
soon as an actual or potential conflict is
identified.

Meeting Chair

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. Meeting Chair

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. '\Sﬂeetirt]g _C[lair /
ecretaria




Timing Checklist for Chairs Responsibility

7. Check the meeting will be quorate

During the meeting 8. Check and declare the meeting is Meeting Chair
quorate and ensure that this is noted in
the minutes of the meeting.

9. Chair requests members to declare any | Meeting Chair
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 Meeting Chair and
manage each interest which has been secretariat
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 | Secretariat
should be recorded in the minutes of
the meeting:

e Individual declaring the interest;

e At what point in the agenda the interest
was declared
The nature of the interest

e The Chair’s decision and resulting action
taken

e The point during the meeting at which
any individuals retired from and returned
to the meeting - even if an interest has
not been declared

e 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.




Timing Checklist for Chairs Responsibility

Following the 12.All new interests declared at the Individual(s)
meeting meeting should be promptly added to the | declaring
register. The person making the interest(s)
declaration needs to update their
previously submitted declaration of
interest.

13. All new completed declarations of interest | Designated person
forms should be transferred onto the responsible for
register of interests. 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 Agenda Details of interest declared Action taken

Date register updated
declaring interest Item

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

Details Please complete

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.



| confirm that the information provided above is complete and correct. | 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. | am aware that if | do not make full, accurate and timely declarations then
civil, criminal, professional regulatory or internal disciplinary action may result.

| 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:

Employee Signature:
Employee Print name:

Date:

Line Manager Signature:
Line Manager Print name:

Date:

Please return to Corporate Governance: gmhscp.gmicb.coi@nhs.net
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Introduction

NHS Greater Manchester (NHS GM) is committed to the highest possible standards of
honesty, openness and accountability and will not tolerate malpractice or wrongdoing.
NHS GM’s External Whistleblowing Policy is a vital element of our governance arrangements
and is designed to allow people to come forward and raise both disclosures and serious
allegations of wrongdoing involving the actions of NHS GM’s employees, contractors, or any
aspect of NHS GM'’s activities.
As such NHS GM is committed to a policy which seeks to protect those individuals who make
certain disclosures regarding any instance of malpractice or wrongdoing and to investigate
them in the public interest.
This Policy is aimed at those who are not currently NHS GM members of staff. NHS GM
staff, whether on a permanent, temporary or bank contract, as well as agency workers or
volunteers, and anyone who may previously have been employed by NHS GM, should refer
to our Freedom to Speak Up and Raising Concerns Policy.
Whistleblowing is generally the term used when someone who reports a concern about
suspected wrongdoing, malpractice, illegality, or risk in the workplace.
This can include:
criminal offences.
failure to comply with a legal duty.
miscarriages of justice.
fraud or corruption.
abuse of authority.
serious breaches of NHS GM policy or procedure.
unethical conduct and actions deemed unprofessional or inappropriate; This could
include breaches of regulations requiring employees to ‘act with integrity, objectivity
and honesty and in the best interests of the organisation’ and breaches of the ‘Nolan
Principles’ which are the basis of ethical standards expected of public office holders
(Appendix B);

¢ the health and safety of any individual has been, or is likely to be, endangered.

¢ the environment has been, is being or is likely to be, damaged (because of NHS GM's

actions or inactions); and
¢ information about any of the above has been, is being, or is likely to be, deliberately
concealed.

This policy seeks to set out how NHS GM will manage and respond to serious allegations of
perceived wrongdoing irrespective of whether the individual raising the concern is employed
by NHS GM or not.

Aims and Scope

Our External Whistleblowing Policy seeks to cover all disclosures and allegations
made by an individual who wants to raise an allegation of perceived wrongdoing.
This policy has specific sections to advise of the process to be followed when raising a
disclosure or allegation and how NHS GM will respond.
The policy seeks to:
e provide for a culture of zero tolerance toward fraud and corruption and deter
wrongdoing;
e encourage those with serious concerns about any aspect of NHS GM'’s work to feel
confident to come forward and voice those concerns;
e raise concerns at an early stage and in the right way ensuring that critical information
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gets to the people who need to know and who are able to take action;

e provide safeguards to reassure those who raise concerns in the public interest and
not maliciously or for personal gain, that they can do so without fear of reprisals or
victimisation regardless of whether these are subsequently proven;

e set out how NHS GM will respond to allegations made and enable them to get
feedback on any action taken;

e ensure that those raising concerns know what to do if they are not satisfied with
actions taken.

The External Whistleblowing Policy is not to be used where other more appropriate reporting
procedures are available. There are existing NHS GM procedures which enable members
of the public to make a general complaint or make a Freedom of Information (FOI) request,
which can be found on the NHS GM website.

This External Whistleblowing Policy covers concerns that fall outside the scope of those
existing procedures. Equally, any allegations made through the above procedures, which
raise serious concerns over wrongdoing, NHS GM will investigate under the whistleblowing
process.

Making a disclosure or raising a concern

Once an individual has decided to raise a concern, then wherever possible, it should

be expressed either verbally or in writing. This should set out the background and

history of the concern, giving names, dates and places where possible, and the

reason why the individual is particularly concerned about the situation.

Although individuals raising concerns are not expected to have supporting evidence to prove
the truth of an allegation before reporting, they must reasonably believe that the information
is substantially true to enable the matter to be taken forward.

Details of all reports received will be logged and reported by the Corporate Governance
Team to allow a central record of whistleblowing cases to be maintained.

As stated previously, those who are NHS GM employees, whether on a permanent,
temporary or bank contract, as well as agency workers or volunteers, and anyone who may
previously have been employed by NHS GM, should refer to our Freedom to Speak Up and
Raising Concerns Policy.

How to report a Whistleblowing concern
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 following ways:

E-mail your concerns to NHS GM’s Corporate Governance Team at:
gmhscp.gmicb.corporate@nhs.net

Call NHS GM by telephone, asking to speak to the Corporate Governance Team: 0161 742
6023.

Concerns can also be reported in writing to:
NHS GM Corporate Governance Team

Confidential

1st Floor,

Tootal Buildings,

56 Oxford Road, Manchester
M1 6EU
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Alternatively, you can raise your concerns directly with NHS GM’s Non-Executive Director
and Whistleblowing Lead, Richard Paver by emailing richard.paver@nhs.net

Any person reporting a concern should provide as much information as possible, including:
who the allegations are against;
full details on the nature of the alleged wrongdoing;
provide any evidence they have in support of the allegation;
state if the person making the disclosure is an employee of NHS GM,;
Whether the person a service user or member of the public
¢ name and contact details (unless they wish to remain anonymous).
When calling to raise any concerns, if contact details are provided we may get in touch to
seek further information.
The following can also be contacted should you wish to raise your concerns externally to
NHS GM:

1. Care Quality Commission —
Issues: matters relating to health or social care services.
Care Quality Commission Citygate,
Gallowgate
Newcastle upon Tyne
NE1 4PA
Tel: 03000 616161
Email: enquiries@cgc.org.uk

You can also use the Share Your Experience Form at:
www.cqc.org.uk/content/report concern-if- you-are-member-staff

If you mark the concerns as urgent, your feedback will be prioritised.

2. Controller and Auditor General of the National Audit Office

Issues: the proper conduct of public business, value for money, fraud and corruption in
relation to the provision of centrally funded public services.

The Controller and Auditor General National Audit Office
157-197 Buckingham Palace Road
Victoria
London
SW1W 9SP
Tel: 0207 7987000 Fax: 0207 7987070

3. Financial Services Authority

Issues: the conduct of investment business or of insurance business. The operation of
banks, deposit- taking businesses and wholesale money market regimes. The functioning
of financial markets, investment exchanges and clearing houses. The functioning of other
financial regulators. Money laundering, financial crime and other serious financial
misconduct, in connection with activities regulated by the Financial Services Authority.

Head of Financial Supervision Financial Services Authority 25 The
North Colonnade Canary Wharf
London E14 5HS
Tel: 0207 0661000
Fax: 0207 0661099
Email: consumerhelp@fsa.gov.uk



mailto:richard.paver@nhs.net
mailto:enquiries@cqc.org.uk
http://www.cqc.org.uk/content/report
mailto:consumerhelp@fsa.gov.uk

4. HM Revenue & Customs
Issues: income tax, corporation tax, capital gains tax, petroleum revenue tax,
inheritance tax, stamp duties, National Insurance contributions, Statutory Maternity Pay

and Statutory Sick Pay.

HM Revenue & Customs
Freepost NAT22785
Cardiff

CF14 5GX

5. Health and Safety Executive
Issues: those which may affect the health or safety of any individual at work; matters which

may affect the health and safety of any member of the public arising out of, or in connection
with, the activities of persons at work.

Health and Safety Executive Edgar Allen House
241 Glossop Road Sheffield S10 2GW

Tel: 0845 345 0055 (HSE Infoline)

Fax: 0114 2912379

6. Information Commissioner’s Office
Issues: compliance with data protection legislation (which regulates the processing of

information relating to individuals, including the obtaining, holding, use or disclosure of such

information).

Information Commissioner’s Office
Wycliffe House

Water Lane

Wilmslow

Cheshire

SK9 5AF

Tel: 01625 545700

Fax: 01625 524510

7. Local authorities
Issues: those which may affect the health or safety of any individual at work or the health

and safety of any member of the public arising out of the activities

of people at work.
Contact the appropriate local authority.

8. Public Concern at Work
Issues: concerns about possible wrongdoing or malpractice in the workplace.

Whistleblowing Advice Line

3rd Floor,

Bank Chambers

6-10 Borough High Street
London

SE1 90QQ
Advice Line Tel: 020 7404 6609

Email: whistle@pcaw.org.uk

9. The Occupational Pensions Regulatory Authority
Issues: occupational pension schemes and other private pension arrangements.
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The Occupational Pensions Regulatory Authority
Invicta House

Trafalgar Place

Brighton

BN14DW

Tel: 0870 606 3636

Fax: 0870 241 1144

Email: helpdesk@opra.gov.uk

10. NHS Counter Fraud Authority

Issues: You can report any concerns or suspicions you have about fraud or corruption
within the NHS or wider health group to the NHS Counter Fraud Authority.

Telephone: You can call their free 24hr confidential fraud reporting hotline powered by
Crimestoppers on 0800 028 4060

You can also make a report to the NHSCFA using their online NHS fraud reporting
tool.

How NHS GM will Respond

NHS GM'’s Corporate Governance Team, if contacted directly, will formally respond to you
to acknowledge receipt of a disclosure within 2 working days of the concern being received.
A further acknowledgement will be sent within 10 working days to indicate:

¢ how NHS GM proposes to deal with the matter; and the policy under which it will be
investigated;
whether NHS GM considers it to be a protected disclosure;
contact details for the officer handling the investigation;
arrangements for confidentiality;
an estimate of how long it will take to provide a response on the outcome;
any initial enquiries which may have been made;

e if no action is planned, why not.
All proposed action should be notified and agreed with the Associate Director of Corporate
Services on behalf of the Chief Finance Officer and in consultation with the relevant Chief
Officer (unless any of these officers are a subject of the investigation, where an alternative
independent senior officer will be identified).
All allegations will be handled confidentially and discreetly by those who are directly involved
in the investigating process. The ongoing point of contact for the whistleblower will be given
in the acknowledgement letter. If necessary, further information will be sought from the
whistleblower. This will depend on the nature of the matters raised, the potential difficulties
involved in conducting an investigation and the clarity of the information provided.

Anonymous allegations

NHS GM recognise that there may be circumstances where individuals are worried about
being identified when they report concerns. If you have come to us anonymously and not
provided your contact details, we will treat your allegations just as seriously. However, this
policy encourages individuals to put their name to an allegation wherever possible as we
believe that open or confidential whistleblowing is the best means of addressing the
concerns and protecting individuals.

Concerns expressed anonymously are more difficult to investigate, and harder to
substantiate, and further liaison with the whistleblower is not possible. Nevertheless,
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anonymous allegations will always be individually considered, and action taken at the
discretion of the responsible Chief Officer, the Associate Director of Corporate Services and
/ or manager depending upon:

e the seriousness of the issues raised;

¢ the credibility of the concern; and

¢ the likelihood of confirming the allegations from attributable sources

Outcomes

NHS GM will, subject to legal constraints, seek to advise the whistleblower on the outcomes
of the investigation in order to assure them that that the matter has been properly addressed.
Some concerns raised may be resolved by agreed action, once the whistleblowers concerns
have been explained, without the need for investigation.

Investigation reports will be required for all cases. These will usually be issued by the
Investigating Officer to the Chief Officer of the department involved and to the Chief Finance
Officer and Chief Executive (unless any of these officers are a subject of the investigation,
where an alternative independent senior officer will be identified). The Associate Director of
Corporate Services will also require confirmation of the outcome of the work and any system
risk issues which arise from it. The Corporate Governance Team may carry out follow up
work as a result of any identified areas of risk.

Safeguards

In order to ensure that allegations are investigated in the right spirit with the right outcome,
the following safeguards or principles should be applied in all cases.

Confidentiality and Anonymity

NHS GM's External Whistleblowing Policy seeks to protect the identity of the individual
making a disclosure, meaning that your name will not be revealed without your explicit
consent. Your name will initially be logged at the outset and will be visible at times when data
monitoring is taking place.

However, in alleged cases of serious wrongdoing, it must be appreciated that NHS GM
cannot guarantee that this will be maintained particularly if external legal action results from
the disclosure. In some cases a concern may require further action and they may have to
act as a witness and/or provide evidence, for example serious criminal offences which are
referred to the Police.

If your disclosure relates to a child at risk or abuse of a vulnerable adult then NHS GM is
required to investigate this under separate procedures and this takes priority over any
request for anonymity. If you have provided your contact details, NHS GM will of course
advise you of the action being taking.

Harassment and Victimisation

NHS GM acknowledges that the decision to report a concern can be a difficult decision for a
person to take, not least because of the fear of reprisal from those responsible for the
malpractice.

Although this Policy does not apply specifically to staff (NHS GM staff, whether on a
permanent, temporary or bank contract, as well as agency workers or volunteers, and
anyone who may previously have been employed by NHS GM, should refer to our Freedom
to Speak Up and Raising Concerns Policy), NHS GM will apply the same principles of the
legal framework that protects staff under the Public Disclosure Act 1998 (which protects staff
who speak up from negative treatment or unfair dismissal) to anyone who raises concerns
through our Whistleblowing Policy.

NHS GM will not tolerate harassment or victimisation against anyone who has raised a
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genuine concern under the Whistleblowing Policy. Any employee who victimises a
whistleblower will be subject to a disciplinary action which may lead to dismissal.

Anyone who believes they have been victimised as a result of making a disclosure or blowing
the whistle should report their concerns to the Corporate Governance Team (or the relevant
external organisation listed within paragraph 3.4 of this policy should you not wish to report
this directly to NHS GM).

False and malicious allegations

While encouraging people to bring forward matters of concern, NHS GM must guard against
claims which are untrue. This is because of the risk of claims made to deliberately damage
the reputation of employees or NHS GM as a whole and not least because the cost of
investigation is high.

If a person makes an allegation, but it is not confirmed by the investigation, no action will be
considered or taken against them. However, if someone makes deliberately false, malicious
or vexatious allegations this will be treated extremely seriously and appropriate action will
be considered.

Misuse of the policy

The External Whistleblowing Policy is designed to promote and encourage reporting genuine
concerns. The policy is not designed to allow:
¢ Individuals who have acted inappropriately to escape punishment by highlighting
any malpractices they were involved in;
o Employment protection in relation a redundancy situation or pre-existing disciplinary
issues as a result of reporting a wrongdoing;
e Anindividual to raise a concern for some private motive and not to prevent or correct
the wrongdoing.

Data Protection and FOI

The Freedom of Information Act 2000 gives a general right of access to all types of recorded
information held by public authorities. As such NHS GM often receives requests for
information under the Freedom of Information Act.
NHS GM has a legal obligation to provide the information unless it falls under one of the
exemptions of the Act.
The Freedom of Information Act contains exemptions which may be applicable to permit the
withholding of information identifying the whistleblower, including:

e Section 40 Personal Data.

e Section 41 Information which, if disclosed, would give rise to an actionable breach of

confidence.

Many people making a disclosure to NHS GM will wish to protect their identity and NHS GM
will always seek to protect the identity of individuals during the course of progressing an
investigation. If NHS GM receives a request for information identifying a whistleblower, NHS
GM will contact the whistleblower to seek their views beforehand and will, wherever possible,
seek to comply with those views.
The principle of maintaining confidentiality should also be applied to the identity of any
individual who may be the subject of a disclosure.
NHS GM will ensure that our handling of concerns meets the requirements of the Data
Protection Act 1998 and the Freedom of Information Act 2000.

Monitoring of Whistleblowing Complaints

NHS GM'’s Corporate Governance Team will maintain a central record of all whistleblowing
referrals made under this policy and monitor the outcome of these cases. The collection,
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monitoring, review and storage of these records will at all times be carried out within the
safeguarding principles set out at part 6 of this policy.

As such, details of any allegation should be reported to NHS GM’s Corporate Governance
Team by the receiving manager on receipt. The Corporate Governance Team will log and
allocate each case a reference number. The outcome of the investigation should be notified
to the Associate Director of Corporate Services by the Investigating officer.

The records held by the Corporate Governance Team will be used to analyse the impact and
effectiveness of the arrangements in place in statistical terms and records held in Corporate
Services sections may be subject to review. The detailed case records form part of the
process of reporting back to NHS GM on the effectiveness and outcomes of the Policy. This
information will be referred to for monitoring purposes and annual assurance reports
provided to the Audit Committee by the Associate Director of Corporate Services as part of
this process.

The Chief Finance Officer and the Chief Executive retain responsibility for monitoring the
effectiveness of NHS GM’s Whistleblowing Policy and process. The review process should
be independently checked for effectiveness on an annual basis.

An External Whistleblowing record sheet (Appendix A) should be used to record a summary
for each case. A copy should be sent to the Corporate Governance Team and one retained
with the investigation paperwork on completion.

Awareness

Chief Officers and Heads of Service are responsible for ensuring the External Whistleblowing
Policy and process is available to the public, and that any training needs are addressed
which may arise from the application of the policy. Raising awareness of NHS GM'’s External
Whistleblowing Policy should form part of the induction training for all employees and should
be addressed as refresher training for all employees.

Employees have a responsibility to ensure that they are aware of and understand NHS GM'’s
policy in relation to Whistleblowing.



Appendix A

CONFIDENTIAL
NHS GM EXTERNAL WHISTLEBLOWING CASE RECORD

Information required. |Your response.

The date the concern /
allegation / disclosure
was received in NHS GM

Directorate Involved

How the report was
received (verbal or
written)

Details of who the
concerns were raised
with?

Name and Job role

Name and job role of
person making
complaint/allegation:
(unless anonymity was
requested).

Was confidentiality
requested / explained or
promised?

A summary of the
concern/ allegation
raised:




Details of any feedback
given and any response
from the person who
has raised concerns

Matter reported to Head
of Internal Audit

(Yes/No)

Date referred:

Has formal
acknowledgement
provided to person who
has raised concerns in
line with the policy?

(Acknowledgement of
receipt within 2 working
days)

(Further
acknowledgement on
sent within 10 working
days).

Chief Officer and Officer
handling the
investigation (must be
independent of the
allegations / investigation
being conducted):

(Names)

Summary outcome of
investigation:

(Proved not proved,
action plans and
recommendations)




Date notification of
outcome given to person
who has raised concerns:

Papers retained
(location), responsible
officer and review date:




Appendix B

SEVEN NOLAN PRINCIPLES

The following are the Seven Nolan Principles underpinning standards for Public Life:

The principles of public life apply to anyone who works as a public office-holder. This includes alll
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 and in the
health, education, social and care services. All public office-holders are both servants of the public
and stewards of public services. The principles also have application to all those in other sectors
delivering public services.

1.

2.

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 impatrtially, 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 admit 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. They
should actively promote and robustly support the principles and be willing to challenge poor
behaviour wherever it occurs.

Source: The Committees on Standards in Public Life website.



http://www.public-standards.gov.uk/
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Introduction

NHS Greater Manchester (NHSGM — This includes all functions within the ICB including
Primary Care) is committed to transforming healthcare delivery through Atrtificial Intelligence
(Al), including Machine Learning (ML), Large Language Models (LLMs), Ambient Al, Predictive
Analytics, Neural Networks, and Robotic Process Automation (RPA). These technologies offer
significant potential to enhance efficiency, improve decision support, and streamline patient
care while ensuring ethical deployment and compliance with NHS and regulatory standards.

This policy, is to be owned by the Al Oversight Committee, establishes a framework for the
responsible, secure, and effective deployment of Al and RPA in line with NHS GM IT & IG
policies, aligning with NHS standards, the UK General Data Protection Regulation (UK GDPR),
and the Data Protection Act (DPA) 2018.

The NHS's use of Al and RPA technologies must adhere to the common law duty of
confidentiality, ensuring that patient-identifiable data is only accessed, processed, or shared
with proper legal justification. This obligation is reinforced by GDPR and the Data Protection
Act 2018, which require organizations to demonstrate lawful bases for handling personal data.
Al-driven decision-making must not compromise individuals’ rights to confidentiality, and any
automated processes must be structured to uphold patient privacy in accordance with legal
precedent.

Purpose

The purpose of this policy is to govern the development, deployment, and use of RPA and Al
technologies within NHS Greater Manchester. It establishes clear guidelines and a risk-based
approach (Low, Medium, High risk tiers) to ensure the assessment of Al systems are able to
establish safety, go through ethical review (See Appendix 2) and are aligned with NHS values,
while enabling innovation and rapid adoption where appropriate. Al should enhance and
support human interaction and the workforce, not replace it, driving full change management
across processes.

Definitions

Al is often accompanied by complex jargon that can be difficult to understand. Below is a
glossary of key terms, explained in simple language to make these concepts more accessible.

Artificial Intelligence: The design and study of machines that can perform tasks that would
previously have required human brainpower to accomplish. Al is a broad field that incorporates
many different aspects of intelligence, such as reasoning, making decisions, learning from
mistakes, communicating and solving problems.

Robotic Process Automation (RPA) is a software technology that automates repetitive, rule-
based processes, such as data entry, data extraction, and data processing. It reduces manual
errors and processing time, better suited for routine and manual tasks. RPA does not require
artificial intelligence or machine learning, as it is designed to follow pre-determined rules and
decision trees.

Machine Learning: A field of artificial intelligence involving computer algorithms that can
‘learn’ by finding patterns in sample data. The algorithms then typically apply these findings to
new data to make predictions or provide other useful outputs, such as translating text or guiding
a robot in a new setting. Medicine is one area of promise: machine learning algorithms can
identify tumours in scans, for example, which doctors might have missed.

Deep Learning: A form of machine learning that uses computational structures known as
‘neural networks’ to automatically recognise patterns in data and provide a suitable output,
such as a prediction or evidence for a decision. Deep learning neural networks are loosely



inspired by the way neurons in animal brains are organised, being composed of multiple layers
of simple computational units (‘neurons’), and they are suited to complex learning tasks such
as picking out features in images and speech. Deep learning thus forms the basis of the voice
control in our phones and smart speakers, and enables driverless cars to identify pedestrians
and stop signs.

Chatbot: A software application that has been designed to mimic human conversation,
allowing it to talk to users via text or speech. Previously used mostly as virtual assistants in
customer service, chatbots are becoming increasingly powerful and can now answer users’
questions across a variety of topics, as well as generating stories, articles, poems and more
(see also ‘generative Al).

Generative Al (e.g. ChatGPT): A subset of artificial intelligence system that generates text,
images, audio, video or other media in response to user prompts. It uses machine learning
techniques to create new data that has similar characteristics to the data it was trained on,
resulting in outputs that are often indistinguishable from human-created media.

Natural Language Processing (NLP): A field of artificial intelligence that uses computer
algorithms to analyse or synthesise human speech and text. The algorithms look for linguistic
patterns in how sentences and paragraphs are constructed, and how the words, context and
structure work together to create meaning. Applications include speech-to-text converters,
chatbots, speech recognition, automatic translation, and sentiment analysis.

Key Obijectives include:

e Automating tasks like data entry and appointment scheduling.
Operational Efficiency: Increase productivity through automated workflows, enabling
staff to focus on high-value tasks.

e Clinical Decision Support: Use predictive analytics and Al-driven insights while
maintaining human oversight.

e Data Privacy and Security: Adhere to UK GDPR, NHS Information Governance, and
Data Protection Act requirements.

e Ethical Compliance: Ensure fairness, transparency, and accountability in Al and RPA
implementations.

e Stakeholder Collaboration: Engage IT, IG, IS, third-party suppliers (e.g., EMIS), and
external Al specialists in the policy development and review process.

¢ Alignment with NHS GM IT & IG Policies: Ensure Al and RPA policies are integrated
with existing NHS GM security and governance framework.

e Ensure alignment with SIRO guidance, requiring consultation before Al deployment.

¢ Mandate Data Protection Impact Assessments (DPIA) and Equality Impact
Assessments (EIA) for all Al use cases, not just tools

e Ensure RPA and Al are governed distinctly, recognizing their unique risks and benefits.

e Promote transparency, fairness, security, and observability in Al decision-making

processes.
e Define compliance standards for data security, privacy, and procurement
processes.
Scope

This policy applies to all NHS Greater Manchester employees of the ICB, contractors, third-
party suppliers, and partners involved in the development, deployment, or oversight of RPA
and Al tools for both internally developed systems and commercial off-the-shelf solutions. It
applies to all functions that utilise Al irrespective of their scale or scope.

Covered areas may include:



Clinical and Administrative Functions:
e Automating tasks like data entry and appointment scheduling.
e Using Al for predictive analytics and secure patient data handling.

Operational Support:
¢ Enhancing scheduling and patient registration.
e Streamlining internal administrative processes.

Stakeholder Communications:
e Improving internal communications and patient engagement with Al tools.

Data Privacy and Security:
e Ensuring compliance with UK GDPR and NHS standards.
o Embedding privacy by design and conducting Data Protection Impact Assessments.

Ethical Compliance:

e Maintaining fairness, bias testing, transparency, and human oversight in Al
applications. The MHRA'’s Al change programme emphasizes transparency and bias
auditing for software-based medical devices, aligning with ethical review needs for Al
triage tools (MHRA, 'Software and Al as a Medical Device', 2025) — See References.

Lifecycle Management:
¢ Defining objectives, selecting solutions, and conducting audits.

Governance Structure:
e Roles for DPO, SIRO, IT, clinical leads, and supplier management to ensure
compliance and safety.

Strategy and Use Cases:
¢ Prioritising tasks for RPA and Al, with exclusions for high-risk applications.
e Business analysis and Identifying opportunities for improvement.

Cyber /IT Security
¢ Enforcing encryption, access controls, and maintaining logs.

Incident Response and Reporting:
o Establishing breach protocols and conducting root cause analysis.

Change Management and Training:
¢ Providing training and engaging stakeholders.

Performance Measurement and Continuous Improvement:
e Measuring KPIs and conducting quarterly reviews.

Policy Review and Updates:
¢ Annual reviews and stakeholder involvement in updates.

Cybersecurity aligns with the Network Access Control Policy (May 2022), deploying defences and
ransomware protocols per Sections 11 and 20. (See References)

Al system security reflects the Information Security Policy (June 2023), enforcing secure operations
management. (See References)
4 Guiding Principles for RPA & Al

Responsible, Secure, and Transparent Use



Data Protection Compliance: All RPA and Al systems must adhere to UK GDPR,
NHS Digital, and Data Protection Act requirements. Privacy by design should be
embedded into all stages. A Data Protection Impact Assessment (DPIA) must be
completed at the start of the procurement stage or at the start of the project and should
be kept under review for the lifecycle of the project, making any changes to the DPIA
when necessary. Contracts must be in place incorporating data privacy, intellectual
property, and all UK GDPR compliance clauses. Contracts and/or terms and conditions
incorporating data privacy, intellectual property and UK GDPR compliance clauses
must also be in place for any pilots and/or free trials.

Transparency and Explainability: Ensure that Al decisions and automated responses
are transparent, with mechanisms for audit and oversight. Provide clear documentation
of processes, training staff on how outputs are generated and used.
Human-in-the-Loop (HITL) Oversight: Require HITL oversight, particularly for
decisions impacting patient health and safety, enabling staff to intervene if outputs are
incorrect or incomplete.

Human Intervention and Oversight :

To safeguard patient outcomes and maintain the integrity of automated decision-
making processes, this policy mandates that a qualified human reviewer must evaluate
and, if necessary, intervene whenever:

e The Al system’s output does not meet predefined confidence thresholds.

e There is a discrepancy between the Al recommendation and established clinical
protocols, or when a system alert indicates a potential error.

e Any decision directly influencing patient care outcomes is generated, ensuring that
clinical judgment is the final determinant.

¢ Intervention Protocol: A standardized protocol will be established that:

¢ Clearly defines safe thresholds and triggers for intervention.

e Provides a documented process for intervention, including logging of the decision,
the clinical rationale, and any subsequent actions.

¢ Includes regular training and updates for staff on the use of these procedures.

e This approach, inspired by best practices outlined in Section 7 of the
https://ico.org.uk/media2/migrated/4022261/how-to-use-ai-and-personal-data.pdf,
ensures that while Al and RPA technologies enhance operational efficiency,
human accountability remains central to quality and safety outcomes.

Sustainability and Environmental Responsibility: Assess and mitigate the
environmental footprint of RPA and Al systems by using energy-efficient infrastructure
and minimising unnecessary computation.

Accountability: Establish clear ownership via the NHS Al Oversight Group and
Primary Care Digital Board

Ethics: Comply with NHS ethical standards and UK law.

Patient Consent: Where Al or RPA processes personal data (including identifiable
patient data), explicit patient consent must be obtained unless another lawful basis
under UK GDPR (e.g., public task, legal obligation) is clearly documented and justified.
Consent processes must be transparent, informed, and documented, with patients
informed of Al use, its purpose, and their rights (e.g., to withdraw consent). This applies
to all patient-facing applications unless anonymised data is used exclusively.
Common Law Duty : Automated systems utilized within the NHS must be designed to
respect patient confidentiality by incorporating robust safeguards against unauthorized
access, data breaches, and inappropriate disclosures. The common law duty of
confidentiality applies to all personally identifiable information processed by Al tools,
requiring staff and systems to ensure explicit patient consent or lawful exceptions
before disclosing sensitive data. Al algorithms must be regularly audited to prevent
risks associated with non-compliant data processing.

The MHRA mandates that all medical devices, including software-based Al tools,
comply with UK MDR 2002 requirements for safety and performance before market


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fico.org.uk%2Fmedia2%2Fmigrated%2F4022261%2Fhow-to-use-ai-and-personal-data.pdf&data=05%7C02%7Ca.rebanks%40nhs.net%7C221749afadcf49513d0b08dd832af8aa%7C37c354b285b047f5b22207b48d774ee3%7C0%7C1%7C638810943479828015%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=khaemmAXa%2F20Ml5oqOpMQ1HHCeWCjCu%2Bb3JCx%2BBIamE%3D&reserved=0

entry (MHRA, 'Regulating Medical Devices in the UK', 2025)." This means seeking all
Al tools are UKCA — marked.

¢ When Using freely, public available Al:

(0}

o0 oo

o O

No personal data or business sensitive data should be used

It must only be used for non-clinical purposes

Be aware of any copyright and intellectual property considerations

Be aware of any potential ethical considerations including the potential to
propagate biased, discriminatory or malicious content

Verify any output to ensure accuracy

Only use Al software that is approved by your host Trust or NHS GM for work
purposes.

¢ When procuring and implementing third party artificial intelligence:

(o}
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Products or system that include Al features ensure business case is approved
by Primary Care Digital Board.

Complete the DPIA,

Complete risk management assessment.

Consult Al Governance Board/ Digital Al team

Complete rigorous testing

Training must be provided

Put in place assurance etc

These principles align with the Data Security, Protection and Confidentiality Policy (Sept
2022), ensuring compliance with UK GDPR and Caldicott standards for ethical Al use.

(see References)

The Information Security Policy (June 2023) underpins these principles by mandating

protection against unauthorized access and data loss. (see References)

The national guidance and principles for the use of Al can be found here :

Artificial Intelligence Playbook for the UK Government (HTML) - GOV.UK

Governance Structure

NHS GM NHS GM has responsibility for setting the strategic context in
which organisational process documents are developed, and for
establishing a scheme of governance for the formal review and
approval of such documents. (This paragraph to be included in all
policies)

NHS GM The NHS GM Chief Executive Officer has overall responsibility for

CEO the strategic direction and operational management, including
ensuring that NHS GM process documents comply with all legal,
statutory and good practice guidance requirements. (This
paragraph to be included in all policies)

Al Oversight Owns policy, maintains whitelist, coordinates reviews and risk

Group assessments of applications.

Al Strategic oversight for high-risk Al, part of the GM Primary Care

Governance Digital Board.

Board

(Primary

Care Digital

Board)

Data Compliance Oversight: Provides advice and guidance and

Protection approval of any DPIAs for RPA and Al projects, ensuring

Officer compliance with UK GDPR and NHS Information Governance

(DPO)

standards.



https://www.gov.uk/government/publications/ai-playbook-for-the-uk-government/artificial-intelligence-playbook-for-the-uk-government-html

Risk Management: Liaise with clinical and IT leads to identify
and mitigate any high risks to patient data and system security

Senior Governance Assurance: Establish risk management protocols,
Information and ensure compliance across technical, clinical, and
Risk Owner administrative teams.
(SIRO) Stakeholder Coordination: Work with IT, information
governance, and procurement teams to ensure alignment with
Greater Manchester NHS's risk framework.
CEG Assess High Risk Al Ethics via Internal CEG — Clinical
Effectiveness Group
IT, PMO, Technical Integrity: Ensure secure configuration and seamless
Data, and integration of RPA and Al within existing NHS infrastructure.
Business Supplier Liaison: Evaluate third-party solutions for compliance
Intelligence with NHS data standards, cybersecurity, and usability.
Teams
Clinical and Clinical Safety: Appoint a Clinical Safety Officer (CSO) to
Operational oversee Al safety, particularly in clinical contexts, and ensure the
Leads HITL approach.
Operational Improvement: Identify and monitor areas for Al and
RPA enhancements, reporting on performance and patient safety
impacts.
Procurement | Supplier Compliance: Ensure that AI/RPA suppliers meet DTAC
and Supplier | standards, conducting security and ethical assessments of all
Management | third-party solutions.
DPIA and Contracts: Complete DPIAs before procurement.
Contracts must be in place incorporating data privacy, intellectual
property, and all UK GDPR compliance clauses
Pilot Testing: Al solutions must undergo proof-of-concept testing
before full deployment.
Legal & Contractual Safeguards: Contracts must address IP
ownership, data protection, and liability.
All All employees, including temporary and agency employees are
employees responsible for:

e Compliance with relevant process documents. Failure to
comply may result in disciplinary action being taken.

o Cooperating with the development and implementation of
policies and procedures and as part of their normal duties
and responsibilities.

e ldentifying the need for a change in policy or procedure as
a result of becoming aware of changes in practice, changes
to statutory requirements, revised professional or clinical
standards and local / national directives, and advising their
line manager accordingly.

o Identifying training needs in respect of policies and
procedures and bringing them to the attention of their line
manager.

e Attending training / awareness sessions when provided.

GP Practice e Ensure Al and RPA implementations align with NHS GM

policies and patient care standards.

e Maintain oversight of Al-assisted decision-making in
clinical and administrative processes.

o Report Al-related issues, risks, or ethical concerns to NHS
GM governance bodies.

e Conduct training for staff on Al and RPA tools to ensure
responsible use and awareness.




e Collaborate with IT and IG teams to ensure compliance
with data security, privacy, and interoperability
requirements.

e Participate in regular reviews and feedback sessions
regarding Al deployment effectiveness and areas for

improvement.
Advisory e For advice and Guidance and escalation for Legal and
Committee on regulatory guidance.
Responsible
Al Adoption at
NHSE
6 Roles and Responsibilities

To ensure robust oversight and seamless integration of Al and RPA within the NHS, it is essential to
delineate clear roles and responsibilities. This framework supports accountability, minimizes
ambiguity, and fosters a collaborative culture among all involved stakeholders.

Integrated Care Boards (ICBs)

Strategic Oversight: ICBs are responsible for aligning Al and RPA initiatives with national and
regional healthcare priorities. They must ensure that all technological deployments adhere to
overarching NHS strategic frameworks and remain consistent with established policy objectives.

Regulatory and Legal Compliance: ICBs ensure that all initiatives comply with GDPR, data protection
principles, and the common law duty of confidentiality. They coordinate with external and internal
regulatory agencies to monitor adherence to safety standards, such as those specified in NHS
Digital’'s DCB 0129 and DCB 0160.

Policy Governance: ICBs provide governance through regular review and auditing of Al
implementations, ensuring that risk assessments and clinical safety evaluations are conducted and
reported on a timely basis.

GP Practices

Local Implementation: GP practices are tasked with the day-to-day integration of Al-assisted tools
that enhance patient care. They must ensure that these systems work within the bounds of local
clinical guidelines and maintain confidentiality in patient interactions.

Training and Support: Practices are responsible for ensuring that staff are adequately trained to use
Al tools. This includes regular updates on system functionalities, potential risks, and the procedures
for raising any clinical or technical issues.

Patient-Focused Outcomes: With a direct role in service delivery, GP practices must keep patient
safety and data protection at the forefront, ensuring that automated systems support and enhance
clinical decision-making without compromising patient rights.

Hospital Trusts

Operational Integration: Hospital Trusts are charged with incorporating Al solutions into clinical
operations, ensuring that technologies integrate seamlessly into existing workflows without
disrupting patient care.

Risk and Safety Management: Trusts must implement comprehensive risk management strategies,
including continuous assessment of operational and clinical risks associated with Al technologies.
This involves close coordination with Clinical Safety Officers to monitor safety performance and
address issues swiftly.



Quiality Assurance: Hospital Trusts need to ensure that all Al processes undergo rigorous testing,
validation, and retraining when necessary, to meet clinical safety standards and assure the highest
level of patient care.

Clinical Safety Officers (CSOs)

Risk Assessment and Auditing: CSOs are the frontline custodians of patient safety in the deployment
of Al systems. They manage clinical safety assessments, audit Al models, and verify compliance
with NHS Digital safety standards.

Incident Response: CSOs establish and maintain risk escalation pathways. They ensure that any
clinical incidents linked to Al or RPA systems are identified, reported, and managed according to
established protocols.

Continuous Improvement: CSOs participate in regular reviews of both Al performance and clinical
outcomes, facilitating iterative improvements in technology use, safety measures, and training
programs.

Information Governance Teams

Data Protection Oversight: These teams are responsible for applying the common law duty of
confidentiality and ensuring that data processing across all levels (ICB, GP practices, Hospital
Trusts) strictly follows legal and regulatory requirements.

Compliance and Auditing: They monitor the adherence to data governance policies, ensuring that
data is handled safely, and that audit trails and record-keeping obligations are met. Their work
reinforces transparency and accountability across the organization.

e All projects register with the NHS GM AI/RPA Register.
¢ SIRO, Caldicott Guardian, and Al Oversight Group approval is mandatory.
¢ Annual governance reviews assess impact; incidents are logged immediately.

What is out of scope

While this policy document provides comprehensive guidelines for the governance and safe
deployment of Al and RPA technologies within the NHS, certain domains fall outside its remit:

o Detailed Technical Specifications and System Architecture: This document outlines strategic,
legal, and operational frameworks rather than the granular technical details required for
implementing or configuring Al systems. In-depth software design, coding parameters, hardware
interfacing, and low-level technical troubleshooting should be addressed in dedicated technical
manuals or system-specific documentation.

e Procurement and Supplier Contracting Processes: Although the document establishes
governance principles for responsible Al use, it does not encompass detailed vendor selection
procedures, contractual negotiations, or procurement-specific guidelines. These processes
should follow separate, procurement-focused policies and frameworks.

e Operational Management and Day-to-Day IT Support: The policy is intended to guide overall
strategy, accountability, and compliance. It does not delve into daily IT operational tasks, routine
maintenance protocols, or specific incident handling methods, which are typically managed by
departmental IT and service management teams.

e Clinical Practice and Direct Patient Care Protocols: While the document emphasizes clinical
safety assessments and roles like the Clinical Safety Officer, it does not specify detailed clinical
protocols or treatment guidelines. Clinical decision-making should remain the purview of
healthcare professionals and relevant clinical governance bodies outside of this technology-
focused framework.
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Research and Development (R&D) or Experimental Uses: The policy targets production
environments and established service delivery systems. Innovative or experimental Al projects,
pilot studies, and academic research initiatives—although valuable—are considered out of scope
and should follow separate guidelines tailored to R&D activities.

International Data Sharing and Jurisdictional Variances: The guidance provided is focused on
the NHS operating within the United Kingdom. Issues related to cross-border data transfers,
international legal compliance, or extraneous data laws are not covered and require additional,
jurisdiction-specific policies.

Detailed Financial, Budgetary, and Change Management Strategies: While governance
structures and accountability measures are highlighted, the document does not include
comprehensive financial planning, budgeting for new technology, or in-depth change
management strategies, as these are better managed within broader NHS financial and
operational planning documents.

Governance Process

e Mandatory Consultation: SIRO, Caldicott Guardian, and Al Oversight Group approval
required.

¢ Project Registration: All Al and RPA projects must be logged in the NHS GM AI/RPA
Register.

e Al Risk & Ethics Review: Al and RPA projects must undergo fairness and bias
assessment. See Appendix 2 — Ethics Process.

¢ Annual Al / RPA Governance Review: Al / RPA deployments undergo an annual impact
review.

¢ Incident Reporting: Any Al / RPA - related risks or errors must be logged.

e All Al and robotic process automation (RPA) implementations within the NHS must
undergo a Clinical Safety Assessment to evaluate potential risks to patient care and
ensure adherence to established safety standards. This process must comply with NHS
Digital's DCB 0129 and DCB 0160 clinical risk management standards, requiring the
identification and mitigation of risks associated with automated decision-making and data
processing.

o A designated Clinical Safety Officer (CSO) should oversee the assessment,
ensuring that Al models:

o Maintain clinical accuracy and patient safety in automated decision-making.

o Are tested against known safety parameters and risk scenarios before
deployment.

o Provide transparent audit trails for accountability in clinical environments.

o Include mechanisms for human oversight and intervention where necessary.

o Where Al or RPA systems interact with patient data or influence clinical outcomes,
safety assessments should be continuously reviewed to address evolving risks
and regulatory changes. A risk escalation pathway must also be established to
ensure prompt response to any safety concerns identified post-implementation.

Governance aligns with the Information Security Policy (June 2023), leveraging SIRO and DPO
oversight for Al accountability. (see references)
The Al Oversight Group builds on the Data Security, Protection and Confidentiality Policy (Sept
2022), integrating Caldicott Guardian input. (See references)

Use Cases

All RPA and Al implementations must begin with a clearly defined use case articulated
through a Problem Statement, including:

o Objective: What specific issue or inefficiency the Al aims to address (e.g., reducing



diagnostic delays, automating administrative tasks).
Context: The clinical, operational, or research setting in which the Al will operate.

Impact: Expected benefits (e.g., improved patient outcomes, cost savings) and
potential risks (e.g., data bias, misdiagnosis).

Stakeholders: Key groups affected (e.g., patients, clinicians, administrators).

Data Requirements: Type and sensitivity of data involved (e.g., anonymised
records, real-time clinical data).

Example: "Primary care aims to deploy an Al tool to transcribe and summarise GP
consultation notes, reducing administrative burden by 10 hours per week per
practice, using audio recordings with patient-identifiable data, with minimal risk of
data leakage."

Process:

o NHS staff or partners identify a challenge and draft a Problem Statement
(Objective, Context, Impact, Stakeholders, Data Needs). This is sent to the Al
Oversight Group.

e Assign risk level via Al Oversight Group. The Al Oversight Group assigns a risk
level based on the criteria below.

e Follow approval workflow:

1. Low Risk: Check against whitelist; deploy if approved.

2. Medium Risk: Submit to Al Oversight Group for review.

3. High Risk: Submit to Primary Care Digital Board and CEG - Clinical
Effectiveness Group.

e All problem and risk assessments are to be logged via the Al Oversight Group.

e Deployment: Roll out with appropriate training, monitoring, and patient
communication.

e Evaluation: Regular performance reviews and updates to risk classification as
needed

Approved (Whitelist Examples):

e Low: Appointment chatbots, staff scheduling tools.
¢ Medium: Non-urgent triage, equipment maintenance prediction.
o High: Radiology Al, real-time monitoring (with HITL).

Excluded:

¢ Autonomous Clinical Decision-Making: Al will support but not replace
human-led medical decisions.

e Unsupervised Patient Interactions: Al cannot operate without human
validation in critical healthcare scenarios.

e Recruitment & Performance Evaluation: Al will not be used for hiring or staff
assessment without human oversight.

Excluded use cases align with the Acceptable Use Policy (June 2023), prohibiting misuse per

Section 4. (See references)

Approved use cases comply with the Data Security, Protection and Confidentiality Policy (Sept

2022), ensuring lawful data use. (See references)



Risk Classification and Governance

(Please note example risk levels are for guidance only, the governance board can only agree
and determine the relevant risk level)

Al use cases are classified into Low, Medium, and High risk categories, each with tailored
governance:

Risk Assessment Criteria;

The following factors determine risk level:
Clinical Impact: Does the Al directly affect diagnosis, treatment, or patient care?
Data Sensitivity: Does it process identifiable or sensitive patient data?
Autonomy: Does the Al operate independently or require human oversight?
Bias Potential: Could the Al perpetuate or exacerbate inequalities?
Failure Consequences: What is the harm if the Al fails (e.g., inconvenience vs. life-
threatening error)?
Further Ethical Questions are asked so the ethical Review is integrated into the initial
project development risk assessment as follows — See Appendix 2 for more detail.
1. Could the system disadvantage specific groups (e.g., non-English speakers)?
2. Are outputs explainable to users and patients?
3. Is patient consent needed and feasible?
4. What happens if the system fails?

arwbdE

o

1. Low Risk

Definition: Al applications with minimal or no direct impact on clinical decision-making,
patient outcomes, or sensitive data.
Examples:

o Transcription of non-clinical meetings (e.g., staff briefings).
o Anonymised workforce scheduling tools.
o Chatbots for general patient inquiries (e.g., appointment booking).
Governance:
o Approval via a pre-established Al Whitelist maintained by the Al Oversight group.

o Whitelisted tools must meet baseline security and ethical standards (e.g., GDPR
compliance).

o Fast-track deployment with quarterly audits to ensure ongoing compliance.
e No individual sign-off required beyond initial whitelist inclusion.

Risk classification follows the Network Access Control Policy (May 2022), adapting its risk
management and audit methodologies (See References)

Risk processes are informed by the Information Security Policy (June 2023), ensuring regular
asset and risk reviews. (See References)

2. Medium Risk

Definition: Al applications that support operational or clinical processes but do not directly
determine patient treatment or outcomes. Moderate data sensitivity or complexity involved.
Examples:



e Al-driven triage tools for non-urgent care prioritisation.

e Predictive maintenance for medical equipment.

e Analysis of anonymised population health data for resource planning.
Governance:

e Submission of a detailed Al Implementation Plan to the Al Oversight Group
including Problem Statement, risk assessment, and mitigation strategies.

e Review and approval by a designated Al Oversight Group within 4 weeks.
e Mandatory staff training for users.
e Annual review and reporting of performance and incidents.

3. High Risk

Definition: Al applications that directly influence clinical decision-making, patient outcomes,
or involve highly sensitive data (e.qg., identifiable patient records).
Examples:

o Al diagnostic tools (e.g., radiology image analysis).

o Personalised treatment recommendation systems.

e Real-time patient monitoring with automated alerts.
Governance:

e Submission of a comprehensive Al Implementation Plan including Problem
Statement, risk-benefit analysis, validation data, and ethical considerations.

e Mandatory review and approval by the Primary Care Digital Board, a multi-
disciplinary body including clinicians, data scientists, and patient representatives.

o Additional sign-off by CEG — Clinical Effectiveness Group to assess impacts on
patient rights, equity, and consent. See Appendix 2 — Ethics Process.

o Pre-deployment testing in a controlled environment (e.g., sandbox) with results
independently audited.

e Ongoing monitoring with quarterly reports to the Primary Care Digital Board and
immediate escalation of adverse events.

Patient Consent Requirements Across Risk Levels:

e Low Risk: Consent is not required if no personal data is processed (e.g., anonymised
scheduling tools). If personal data is involved, patients must be informed via a privacy
notice, with opt-out options where feasible, unless a lawful basis other than consent
applies.

e Medium Risk: Explicit patient consentis required for processing identifiable data unless
a documented lawful basis (e.g., public task) is approved by the Al Oversight Group.
Patients must receive a privacy notice detailing Al use and their rights.

e High Risk: Explicit patient consent is mandatory for processing identifiable data in
clinical contexts (e.g., diagnostics, monitoring), unless an alternative lawful basis is
justified and approved by the CEG — Clinical Effectiveness Group. Consent must be
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obtained via a clear, documented process, with evidence of patient understanding and
agreement. The Primary Care Digital Board must verify consent compliance in its review.

Responsibility

e Al Oversight Group : Oversees policy enforcement, maintains the whitelist, and
coordinates reviews. Reviews medium-risk applications and provides technical
expertise.

e Primary Care Digital Board : Strategic oversight body for high-risk Al, ensuring
alignment with NHS goals, further organisational escalation and decision making.

¢ Internal CEG — Clinical Effectiveness Group : Gives final assurance and governance
oversight when internal IT require clinical decision making.

e All directors, managers and GP Practices are responsible for ensuring that relevant
employees within their own organisations, directorates and departments have read and
understood this document and are competent to carry out their duties in accordance with
the procedures described.

e Staff: Report issues, comply with training, and escalate concerns about Al performance.

Selection and Integration of Technology

There are several NHS guidelines and resources that provide detailed information on
interoperability standards for RPA and Al. Here are some key references:

NHS Transformation Directorate’s RPA Guidance:
This guidance provides comprehensive information on planning, delivering, and sustaining

RPA solutions within the NHS. It includes key considerations for clinical safety, data security,
and compliance requirements

Interoperability Handbook by NHS England:

This handbook offers guidance to aid local organisations in procuring and implementing
interoperable solutions as part of their local digital roadmaps. It covers technical and
compliance requirements essential for ensuring interoperability in healthcare systems

NHS Digital Technology Assessment Criteria (DTAC):

The DTAC provides a framework for assessing digital health technologies, including RPA and
Al, ensuring they meet NHS standards for clinical safety, data protection, technical security,
interoperability, and usability

Home - Al and Digital Requlations Service for health and social care

The website is the home of the Al and Digital Regulations Service for Health and Social Care,
a resource commissioned by NHS England and curated by four key UK regulatory bodies: the
Care Quality Commission (CQC), Health Research Authority (HRA), Medicines and Healthcare
products Regulatory Agency (MHRA), and National Institute for Health and Care Excellence
(NICE). Its purpose is to guide developers and adopters (e.g., NHS staff or organizations
buying tech) through the regulatory landscape for Al and digital technologies in health and
social care.

These resources are designed to help NHS organisations effectively integrate RPA and Al
technologies while maintaining high standards of interoperability, security, and compliance.


https://transform.england.nhs.uk/media/documents/RPA-Guidance-May-22.pdf
https://transform.england.nhs.uk/media/documents/RPA-Guidance-May-22.pdf
https://www.england.nhs.uk/publication/interoperabilty-handbk/
https://www.england.nhs.uk/publication/interoperabilty-handbk/
https://transform.england.nhs.uk/key-tools-and-info/guidance-for-designing-delivering-and-sustaining-rpa-within-the-nhs/
https://transform.england.nhs.uk/key-tools-and-info/guidance-for-designing-delivering-and-sustaining-rpa-within-the-nhs/
https://transform.england.nhs.uk/key-tools-and-info/guidance-for-designing-delivering-and-sustaining-rpa-within-the-nhs/
https://www.digitalregulations.innovation.nhs.uk/

The UK Al Playbook defines 10 principles for Al use in government (Pages 9-15). These align
closely with NHS GM’s objectives and is a god source of guidance on Al implementations.

Avrtificial Intelligence Playbook for the UK Government (HTML) - GOV.UK

12 Data Security, Privacy & Risk
Data Security Protocols

e Encryption: Enforce encryptions for all sensitive data in storage and transit, employing
NHS-approved encryption standards.

e Access Management: Implement strict access controls, with role-based access and
two-factor authentication for all RPA and Al systems.

e Logging and Auditing: Maintain a comprehensive log of data access, usage, and
modifications for auditing purposes.

¢ Risk Management: Risk Assessments must be undertaken following the organisations
Risk Management Policy. Any data protection, security and privacy risks must be
escalated to the DPO.

Compliance and Regulatory Standards

e DPIAs and UK GDPR Compliance: DPIAs for all RPA and Al projects must be
completed at the start of the project, assessing data privacy risks and ensuring
compliance with UK GDPR and the Data Protection Act 2018.

¢ EIA Mandatory: Al must be assessed for equality and bias risks.

e Patient Data Safeguards: Protect patient data through anonymisation, data
minimisation, and secure storage solutions.

¢ Regular Audits: Conduct periodic audits to verify compliance with NHS data protection
standards and Al ethical guidelines.

Incident Response and Reporting

¢ Breach Protocols: Establish a breach response plan with immediate notification to
relevant stakeholders in line with local and national policies

e Root Cause Analysis: Conduct a root cause analysis for any security or privacy
incident, implementing corrective measures promptly in line with local processes.

Data security measures comply with the Network Access Control Policy (May 2022), including
encryption and risk assessments per Sections 11 and 14. (See references)

Al data security aligns with the Information Security Policy (June 2023), incorporating ISO
27001 standards and asset management controls. (See references)

Response protocols adhere to NDG Standard 6 in the Data Security, Protection and
Confidentiality Policy (Sept 2022). (See references)

13 Change Management & Training
Training and Skill Development

¢ Foundational Training: Provide all users with foundational knowledge of RPA and Al
operations, including secure handling, prompt engineering, and data protection
obligations.

e Advanced Skills for Key Personnel: Offer specialised training for data managers,
project managers, and clinical leads on advanced Al topics, such as data ethics, model


https://www.gov.uk/government/publications/ai-playbook-for-the-uk-government/artificial-intelligence-playbook-for-the-uk-government-html

fine-tuning, and regulatory compliance.

Training Program: Al users must complete awareness and compliance training.
Stakeholder Engagement: Regular updates on Al governance developments.
Policy Review: This policy will be reviewed annually or following significant Al
advancements.

Cross-functional Training: Al training must be provided to clinical, IT, governance,
and procurement teams.

Training builds on the Acceptable Use Policy (June 2023), extending annual IG training to Al

competencies. (See references)

Al training aligns with the Information Security Policy (June 2023), reinforcing security
awareness. (See references)

Stakeholder Engagement and Communication

Proactive Communication: Regularly communicate with stakeholders to manage
expectations and provide updates on RPA and Al deployment.

Public Transparency: Disclose the use of Al in patient-facing services where
applicable, fostering trust through clear communication on data use and privacy
protection.

Privacy Statements: All Al and RPA systems processing personal data must be
accompanied by a privacy statement (or notice) provided to affected data subjects,
including patients, staff, or other stakeholders. These statements must clearly outline
the purpose of data processing, the role of Al or RPA, the lawful basis for processing
(e.g., consent, public task), data retention periods, and individuals’ rights under UK
GDPR (e.qg., access, rectification, withdrawal of consent). Privacy statements must be
issued proactively—via patient portals, appointment communications, or staff
intranets—oprior to data collection or processing, and updated if the scope of AI/RPA
use changes. This ensures transparency, fosters trust, and meets legal obligations
under UK GDPR Articles 13 and 14.

Stakeholder communication adheres to Caldicott Principle 8 in the Data Security,
Protection and Confidentiality Policy (Sept 2022), ensuring ‘no surprises’in Al use. (See
references)

Engagement reflects the Information Security Policy (June 2023), coordinating security
updates across stakeholders. (See references)

14 Performance Measurement & Continuous Improvement

Key Performance Indicators (KPIs)

Efficiency and Productivity: Measure the impact on cycle time, cost savings,
accuracy, efficiency and staff workload for RPA projects.

Clinical Outcomes and Accuracy: Track improvements in clinical decision support,
patient outcomes, and Al accuracy rates.

User Satisfaction and Reliability: Gather feedback from end-users, assessing the
usability and reliability of RPA and Al tools.

Continuous Improvement and Adaptation

Feedback Loop: Establish a continuous feedback mechanism to monitor and improve
RPAJ/AI applications, responding to user concerns and performance data.

Quarterly Reviews: Conduct quarterly performance reviews to identify areas for
refinement, aligning with NHS’s evolving requirements and technological
advancements.
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¢ Bias Audits & Algorithm Performance: Regular bias audits are required for all
deployed Al models.

Monitoring aligns with the Network Access Control Policy (May 2022), adopting its review
framework. (See references)
Continuous improvement leverages the Information Security Policy (June 2023), linking to
DSPT evidence. (See references)

Disaster Recovery & Business Continuity in GP Practices Using RPA and Al

Integrating Robotic Process Automation (RPA) and Artificial Intelligence (Al) in General
Practitioner (GP) practices can greatly improve efficiency and patient care. However, robust
disaster recovery and business continuity plans are essential to prevent these technologies
from becoming vulnerabilities.

Disaster Recovery Planning:
e Strategy: Develop a comprehensive plan to restore critical systems and data during
disruptions.
e Backups: Regularly back up patient records, appointment schedules, and workflows,
storing them securely offsite or in the cloud.
e Dirills: Conduct regular disaster recovery drills to ensure staff are prepared and
procedures are effective.

Business Continuity Strategies:
e Essential Services: Ensure patient care and administrative functions continue with
minimal interruption.
¢ Redundancy: Implement redundant systems, such as secondary servers or cloud
solutions, to maintain operations if primary systems fail.
¢ Communication: Establish clear protocols to keep staff and patients informed about
service status and alternative arrangements.

Integration with Existing Protocols:
¢ Alignment: Integrate plans with NHS protocols and guidelines to leverage broader
resources and support.
e Updates: Regularly review and update plans to address new threats and technological
advancements, ensuring resilience and uninterrupted care.
¢ Bias Audits & Algorithm Performance: Regular bias audits are required for all
deployed Al models.

By implementing these measures, GP practices can protect their RPA and Al systems,
ensuring continuous high-quality care even during disruptions.

Data Protection Legislation

NHS GM and its staff, any other third party who works for or on behalf of NHS GM, third-party
suppliers, and partners involved must comply with all Data Security (IG) policies and
procedures to ensure data is confidential, available when needed, and is of high integrity.

All staff, whether permanent, temporary or contracted, third-party suppliers, and partners
involved, 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

NHS GM'’'s Data Security (IG) policies and procedures can be found on the Information
Governance Team’s intranet GM Intranet (sharepoint.com)

If a staff member requires advice and guidance relating to the disclosure of personal


https://gmintegratedcare.sharepoint.com/sites/Intranet/App/Page.aspx?pageSource=/sites/IntranetSite/SitePages/Information-governance-and-data-security.aspx&pageName=Information%20governance
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information, then advice should be sought from NHS GM IG Team gmhscp.icpig@nhs.net

Data Protection Legislation & Guidelines

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

Training implications

The policy sponsor will ensure that the necessary training or education needs, and methods
required to implement the policy or procedure(s) are identified and resourced or built into the
delivery planning process. This may include identification of external training providers or
development of an internal training process.

Related documents

Other related policy documents — Any related policy documents, in alphabetical order using a
modified Harvard System.

Legislation and statutory requirements - Any legislative documents (eg. Acts of Parliament) in
chronological order using a modified Harvard System.

Best practice recommendations — List here any other sources that have influenced the
production of the document in chronological order using a modified Harvard System.

Classification and Retention of Information

NHS GM implement appropriate information classification and retention controls, based upon
the data security legislation.

Further details of the classifications controls can be found in the Information Classification
Policy and the Records Management Policy.

Monitoring, Review and Archiving
Annual Review

e This policy will be reviewed annually or in response to significant technological or
regulatory changes, ensuring continued relevance and alignment with NHS goals and
standards.

e NHS Greater Manchester commits to proactive updates, integrating lessons learned
and industry best practices to enhance the effectiveness and security of RPA and Al
initiatives.

e Stakeholder Involvement: Engage relevant stakeholders, including clinical leads, IT
and IG teams, and external partners, in the review process to ensure the policy reflects
operational realities and emerging needs.

e To ensure that all existing Al and RPA deployments in Primary Care align with NHS
GM’s governance, security, and ethical standards, a retrospective review and
assessment is necessary. Many Al and automation solutions are already in use, and
without structured oversight, there is a risk of non-compliance with UK GDPR, data
security policies, and patient safety requirements. Conducting a systematic review will
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help identify any gaps in data protection, transparency, bias mitigation, and
governance. This process will include evaluating current implementations against NHS
GM policies, performing Data Protection Impact Assessments (DPIAs), and ensuring
appropriate security measures are in place. By bringing all existing deployments into
compliance, NHS GM can enhance trust, accountability, and safety while enabling
continued innovation in Al and automation within Primary Care.

Document Control and Archiving

¢ Maintain a version history of all policy updates, with clear documentation of changes,
to support transparency and accountability.

e 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. (This paragraph to be
included in all policies)

e Archive outdated versions securely to preserve a record of policy evolution for
reference and compliance purposes.

¢ NHS GM will ensure that archived copies of superseded policy documents are retained
in accordance with Records Management: Code of Practice for Health and Social Care
2016. (This paragraph to be included in all policies)

Effective Date: TBC once approved
Next Review Date: TBC once approved

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 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.

The Equality Assessment has been completed and any associated documents will be analysed
accordingly.

Equality Impact Assessment (EIA)

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 is attached at (Appendix
A).

For this policy, the EIA has identified no equality issues and has evidenced where this policy
is taking opportunity to advance equality.

Appendix 1 — References
This policy integrates existing NHS GM frameworks

NHS GM Policies:

e Data Security, Protection & Confidentiality Policy (Sept 2022)

e Information Security Policy (June 2023)

e Network Access Control Policy (May 2022)

e Acceptable Use of IT Policy (June 2023)

¢ Information Classification Policy, Records Management Policy, Risk Management Policy
e Information Governance and Data Security Policies
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External Standards:

e UK GDPR, Data Protection Act 2018

e NHS Digital Technology Assessment Criteria (DTAC)
¢ NHS England Interoperability Handbook

e UKAI Playbook (GOV.UK)

The UK Al Playbook defines 10 principles for Al use in government (Pages 9-15). These align
closely with NHS GM’s objectives and is a god source of guidance on Al implementations.

Avrtificial Intelligence Playbook for the UK Government (HTML) - GOV.UK

"Requlating Medical Devices in the UK" (Updated periodically, latest version accessible via
GOV.UK as of March 2025).

Appendix 2 — Ethical Review Process

Ethical Review Process for RPA and Al Applications

Objectives
o Ensure fairness, transparency, and accountability in RPA/AI deployments.
o Mitigate risks of bias, harm, or inequity to patients, staff, and stakeholders.

o Uphold patient rights, data privacy, and NHS ethical standards (e.g., Caldicott
Principles).

e Support human oversight and informed consent where applicable.

Scope

Applicable to all RPA and Al applications within NHS GM, from low-risk administrative tools
(e.g., scheduling bots) to high-risk clinical systems (e.g., diagnostic Al), whether internally
developed or third-party solutions.

Process Overview

The ethical review process is integrated into the broader governance framework,
occurring alongside risk classification and technical assessments. It operates in three
phases—Preparation, Review, and Monitoring—with specific steps tailored to the risk level
(Low, Medium, High) of the application.

1. Preparation Phase

Objective: Establish the ethical foundation and gather necessary documentation before
formal review.

Steps:
1. Project Registration

o All RPA/AI projects are logged in the NHS GM AI/RPA Register by the project
lead (e.g., IT or clinical team).

o Include a brief description, intended use case, and initial risk self-assessment.
2. Problem Statement Development


https://www.gov.uk/government/publications/ai-playbook-for-the-uk-government/artificial-intelligence-playbook-for-the-uk-government-html

o Draft a concise Problem Statement:

» Objective: What issue does the RPA/AIl address? (e.g., "Reduce GP note-
taking time by 20%")

= Context: Where will it be used? (e.g., "Primary care consultations")

= Impact: Expected benefits and risks? (e.g., "Efficiency gains vs. potential
transcription errors")

= Stakeholders: Who is affected? (e.g., "Patients, GPs, admin staff")

= Data Requirements: What data is processed? (e.g., "Audio recordings,
patient records")

3. Risk Classification
o The Al Oversight Group assigns a risk level (Low, Medium, High) based on:
= Clinical impact (e.g., affects treatment?).
= Data sensitivity (e.g., identifiable data?).
= Autonomy (e.g., independent operation?).
= Bias potential (e.g., demographic disparities?).
= Failure consequences (e.g., harm severity?).
o Outcome informs the depth of ethical review required.
4. Ethical Pre-Assessment Checklist

o Project leads complete a standardized checklist (e.g., via an online form)
addressing:

= Fairness: Could the system disadvantage specific groups (e.g., non-
English speakers)?

» Transparency: Are outputs explainable to users and patients?
= Consent: Is patient consent needed and feasible?
» Safety: What happens if the system fails?
» Equity: Does it align with NHS equality goals?

o Responses flag potential ethical concerns for review.

5. Documentation Submission

o Submit to the Al Oversight Group:
* Problem Statement.
» Pre-Assessment Checklist.
= Data Protection Impact Assessment (DPIA).
= Equality Impact Assessment (EIA).

= Technical specs (e.g., model accuracy, data sources).

2. Review Phase

Objective: Conduct a formal ethical evaluation based on risk level, involving appropriate
stakeholders.

Steps by Risk Level:

1. Low Risk (e.g., Appointment Chatbots, Non-Clinical Transcription)
o Reviewer: Al Oversight Group (10 — 15 members: IT, IG, clinical reps).
o Process:



= Check against the Al Whitelist (pre-approved tools meeting ethical/security
standards).

= Verify checklist responses show no red flags (e.g., no personal data
misuse).

= Ensure privacy notice is provided if personal data is processed.
o Timeline: 1-2 weeks.

o Outcome: Approve for deployment or escalate to Medium Risk review if concerns
arise (e.g., unexpected bias risk).

2. Medium Risk (e.g., Triage Tools, Population Analytics)
o Reviewer: Al Oversight Group (subset of Governance Team, meets monthly).
o Process:
= Review documentation for ethical alignment:
= Bias: Assess training data for diversity (e.g., age, ethnicity).
= Transparency: Confirm outputs are auditable (e.qg., triage logs).

» Consent: Validate lawful basis or explicit consent for identifiable
data.

= Consult clinical leads for operational impact (e.g., does triage prioritize
fairly?).

» Recommend mitigations (e.g., staff training, bias testing).
o Timeline: 4 weeks.
o Outcome: Approve with conditions, reject, or escalate to High Risk review.
3. High Risk (e.g., Diagnostic Al, Treatment Recommendations)

o Reviewer: Al Oversight Group and CEG — Clinical Effectiveness Group (multi-
disciplinary: clinicians, data scientists, patient reps).

o Process:
= Detailed Evaluation:

= Bias: Conduct formal bias audit (e.g., test model on diverse patient
cohorts).

» Explainability: Require documented decision pathways (e.g.,
“Why was this diagnosis suggested?”).

= Consent: Verify explicit patient consent process (e.g., signed
forms, portal opt-in).

= Safety: Assess HITL implementation (e.g., clinician override
protocols).

= Equity: Ensure no disproportionate harm to vulnerable groups (per
EIA).

= Sandbox Testing: Deploy in a controlled environment; audit results
independently. Also follow MHRA guidelines, clinical investigations of Al
medical devices require a 60-day notification and ethical oversight to
ensure patient safety during testing (MHRA, 'Clinical Investigations', 2022).
See references.

» Patient Engagement: Solicit feedback from patient reps on trust and
acceptability.

o Timeline: 6-8 weeks (plus testing period).

o Outcome: Approve, reject, or require redesign with specific conditions (e.g.,
enhanced monitoring).



Review Criteria
o Fairness: Does the system avoid bias or discrimination?
e Transparency: Are processes and outputs clear to users and auditable?
e Accountability: Is responsibility assigned for errors or misuse?
e Patient Autonomy: Are consent and opt-out rights respected?
o Safety: Does HITL mitigate risks of harm?

e Equity: Does it advance NHS equality goals (e.g., no exclusion of underserved
groups)?

Decision Outputs
e Approval: Proceed with deployment and monitoring plan.
e Conditional Approval: Implement mitigations (e.g., bias correction, staff training).

¢ Rejection: Specify reasons (e.g., unresolvable bias, lack of transparency).

3. Monitoring Phase
Objective: Ensure ongoing ethical compliance post-deployment.
Steps:
1. Deployment Kickoff
o Train users on ethical use (e.qg., spotting bias, overriding Al).
o Issue privacy statements to affected stakeholders (e.g., patients, staff).
2. Performance Tracking
o KPIs:
» Efficiency (e.g., time saved).
» Accuracy (e.g., error rates).
= User satisfaction (e.g., staff/patient feedback).
» Bias incidents (e.g., disparities in outcomes).
o Collect data via logs, surveys, and audits.
3. Continuous Monitoring
o Low Risk: Quarterly audits by Al Oversight Group.
o Medium Risk: Annual reviews with incident reporting to Oversight Team.

o High Risk: Quarterly reports to Primary Care Digital Board; immediate escalation
of adverse events (e.g., misdiagnosis).

o Use real-time monitoring tools (e.g., drift detection) for Al outputs.
4. Feedback Loop
o Staff and patients report ethical concerns (e.g., via NHS GM incident system).

o Al Oversight Group investigates and adjusts (e.g., retrains model, updates
consent).

5. Annual Review

o Assess all deployments against ethical criteria; update whitelist or risk levels as
needed.

Roles and Responsibilities
e Al Oversight Group : Coordinates process, reviews Low/Medium Risk, maintains



whitelist.
e Primary Care Digital Board : Oversees High Risk, ensures strategic alignment.
e CEG - Clinical Effectiveness Group : Evaluates High Risk for patient rights and equity.
o Clinical Safety Officer (CSO): Validates HITL and safety measures.
e DPO: Ensures GDPR compliance in consent and data use.
e SIRO: Signs off on risk mitigations.

o Staff: Report issues and adhere to ethical guidelines.

Example Workflow: High-Risk Diagnostic Al
1. Preparation:

o Problem Statement: “Al to assist radiologists in detecting lung cancer from X-rays,
reducing diagnostic delays by 15%, using patient imaging data.”

o Checkilist flags identifiable data and clinical impact; classified as High Risk.
o DPIA/EIA submitted.
2. Review:
o Al Oversight Group :
* Bias audit shows 5% lower accuracy for older patients; mitigation required.
= Consent form developed for patients.
» Sandbox test achieves 95% accuracy with HITL.

o CEG - Clinical Effectiveness Group approves with conditions (e.g., bias
retraining).

3. Monitoring:
o Deployed with quarterly bias audits; clinicians report 98% satisfaction.

o Patient feedback confirms trust in process.

Key Features

o Risk-Based: Scales scrutiny with potential impact (Low: lightweight, High: rigorous).
e Multi-Stakeholder: Involves clinicians, patients, and experts for diverse perspectives.
o Proactive: Identifies issues pre-deployment via checklists and testing.

e Continuous: Ensures ethics evolve with use via monitoring and feedback.

e Transparent: Documents decisions and communicates to stakeholders.

Alignment with NHS GM Policy

This process integrates with the revised policy:

e Guiding Principles: Embeds HITL, transparency, and consent (Section 4).
e Risk Management: Mirrors Low/Medium/High tiers (Section 6).

e Governance: Leverages Al Oversight Group/Board (Section 5).

e Monitoring: Aligns with KPIs and reviews (Section 10).
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1. Definitions, Terms and Abbreviations

AQP Any Qualified Provider
AO Accountable Officer

Bl Business Intelligence
CE Chief Executive

CFO Chief Finance Officer
COl Conflict Of Interest

Contract start date

The date when the contract is signed by all parties

Contracting Authority

GM ICB

CpPV

Common procurement vocabulary

CSu

Clinical Support Unit

Direct Award

The process of awarding a contract without competition

DoHSC Department of Health and Social Care
EIA Equality Impact Assessment

EQIA Equality and Quality Impact Assessment
EU European Union

Existing contract

The contract already in place with an incumbent that is
already delivering the services or goods

FOI Freedom of Information

FTS Find a Tender Service
GC17 General Condition 17

GM Greater Manchester

GP General Practice

HCP Health and Care Partnership
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ICB Integrated Care Board

ICS Integrated Care System

ITT Invitation to Tender

Modification @ggln;;a}scéggrlncehna;nge in value or service delivery requiring
MOU Memorandum of Understanding

N/A Not Applicable

NAC Non-Acute Contracts

NHS National Health Service

NHS GM National Health Service Greater Manchester

NHS GM ICB NHS Greater Manchester Integrated Care Board
NHSE NHS England

OJEU Official Journal of the European Union

PA23 Procurement Act 2023

PCC Primary Care Committee

PCR2015 The Public Contract Regulations 2015 (as amended)

Primary Care
Commissioning
Committees

Healthcare Services Commissioning Group with approval
power

Locality Primary Care
Commissioning

Reporting to Locality Boards and GM Primary Care
Commissioning Committee.

Committees

Principles such as Transparency and Non-Discrimination
Procurement : : L .

o required to be considered when delivering public sector

Principles

procurement
Provider The contractual supplier delivering the services or goods
PSR Healthcare services (Provider Selection Regime)

Regulations 2023
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Relevant Authority

Name The Contracting Authority name

Sustainability and

Transformation Plan The ICB plan addressing national Sustainability and

Transformation requirements

(STP)
Threshold The_ relevant legally stipulated limit at which something
begins to take effect
2. Introduction

The NHS in Greater Manchester is working on a long-term plan to transform local health
services for both emergency and planned hospital care, primary and community services,
cancer, and mental health.

The Greater Manchester Integrated Care System has an ambitious agenda for improving
health services and is implementing one of the largest sustainability and transformation
programmes in the NHS, which includes a significant reconfiguration of services across
multiple organisations.

The vision for health in Greater Manchester (GM), as described in the Sustainability and
Transformation Plan (STP) is:

‘People live longer, healthier lives. They are supported by looking after themselves
and those they care for. They have access to high quality, joined up health and care
services when they need them that deliver better health outcomes and at a lower
cost of provision to the system.’

To support this vision, NHS Greater Manchester Integrated Care Board (NHS GM) has
been formed to commission high quality, effective and joined up health care for the
population of the 10 Greater Manchester boroughs (Bolton, Bury, Oldham, Rochdale,
Stockport, Tameside, Trafford, Wigan, Salford, and Manchester).

NHS GM will retain a strong local presence and focus within each of the boroughs, whilst
working together in key areas across GM to deliver transformed and sustainable services.

NHS GM has a clear responsibility to ensure procurement and commissioning decisions
meet the needs of its population. Services must be affordable, sustainable and within the
limits of the available resources. As such NHS GM has a responsibility to ensure that they
have a consistent, transparent, and effective approach to procurement.

3. Status, Purpose & Scope of Policy

The Procurement and Market Management function within NHS GM is responsible for the
strategic and operational management of the Procurement and Market Management
service offered by NHS Shared Business Services, supporting the organisation to meet its
statutory obligations under public procurement law and national guidance relating to the
procurement of healthcare and non-healthcare services and providing support, advice and
guidance to all staff.
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This procurement policy is a corporate policy and applies to all staff and members of NHS
GM and its subcommittees, as well as any third party working in association with, or on
behalf of NHS GM. This includes staff on temporary or honorary contracts, appointed
representatives acting on behalf of NHS GM, staff from member practices and abide by
NHS GM Policies.

This policy applies to all NHS GM expenditure (clinical and non-clinical). However, it is
particularly relevant to the procurement of supplies and services that support the delivery
of healthcare and certain sections only relate to procurement of health and social care
services.

It applies to all commissioning processes and procurement activity and decision making
related to the delivery of healthcare services, including but not limited to:

e development and approval of specifications for services
e determination of which organisations should provide services
e determination of whether a service should be decommissioned

Procurement decisions relating to core services provided by GP practices shall be
reviewed by Locality Primary Care Commissioning Committees and submitted to the
Primary Care Commissioning Committees for approval. Where NHS GM are seeking to
directly award a contract to GP practices, safeguards must be in place to ensure
transparency of decision making and management of conflict of interest, in accordance
with the NHS GM Conflicts of Interest Policy.

Arrangements under which NHS GM collaborates with other public bodies, for example
under non legally binding memoranda of understanding (MOU), will not ordinarily constitute
public contracts for the purposes of procurement law, but will be subject to the internal
approval processes for non-competed expenditure set out in the Standing Financial
Instructions and this policy.

The core processes that need to be followed for healthcare and non-healthcare services
are as follows:

Healthcare Services: Provider Selection Regime

The following processes apply to procurement of any value of healthcare
services for the purpose of the NHS, as defined in Schedule 1 of the Healthcare
Services (Provider Selection Regime) Regulations 2023.

PSR Processes Summary

Direct Award A Direct award process A must be used when all of the following
apply:
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there is an existing provider of the health care services to
which the proposed contracting arrangements relate.

the relevant authority is satisfied that the health care
services to which the proposed contracting arrangements
relate can only be provided by the existing provider (or
group of providers) due to the nature of the health care
services.

Direct Award B

Direct
apply:

award process B must be used when all of the following

the proposed contracting arrangements relate to health
care services where patients are offered a choice of
provider.

the number of providers is not restricted by the relevant
authority.

the relevant authority will offer contracts to all providers to
whom an award can be made because they meet all
requirements in relation to the provision of the health care
services to patients.

the relevant authority has arrangements in place to
enable providers to express an interest in providing the
health care services.

Direct Award C

Direct
apply:

award process C may be used when all of the following

the relevant authority is not required to follow direct award
processes A or B.

the term of an existing contract is due to expire, and the
relevant authority proposes a new contract to replace the
existing contract at the end of its term.

the proposed contracting arrangements are not changing
considerably.

the relevant authority is of the view that the existing
provider (or group of providers) is satisfying the existing
contract and will likely satisfy the proposed contract to a
sufficient standard.
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The Most Suitable
Provider Process

This involves awarding a contract to providers without running a
competitive process, because the relevant authority can identify
the most suitable provider.

This provider selection process may be used when all of the
following apply:

« the relevant authority is not required to follow direct award
processes A or B.

« the relevant authority cannot or does not wish to follow
direct award process C.

o the relevant authority is of the view, taking into account
likely providers and all relevant information available to
the relevant authority at the time, that it is likely to be able
to identify the most suitable provider (without running a
competitive process).

The Competitive
Process

This involves running a competitive process to award a contract.
This provider selection process must be used when all of the
following apply:

o the relevant authority is not required to follow direct award
processes A or B.

« the relevant authority cannot or does not wish to follow
direct award process C, and cannot or does not wish to
follow the most suitable provider process.

The competitive process must be used if the relevant authority
wishes to conclude a framework agreement.

Further detail on each process is contained in The Provider_Selection Regime:
statutory guidance with accompanying toolkit. The toolkit contains non-mandatory
templates and process maps produced by NHS England, and may be used to provide
additional support alongside the PSR Regulations and statutory guidance.

Non-Healthcare Services: NHS GM Standing Financial Instructions/
Procurement Act 2023 Thresholds.

S2 - Official
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https://gbr01.safelinks.protection.outlook.com/?url=https://www.england.nhs.uk/long-read/the-provider-selection-regime-statutory-guidance/%23urgent-awards-or-contract-modifications&data=05%7c02%7cmel.billington%40nhs.net%7c17e30672c8b64be2b75508dc16a38676%7c37c354b285b047f5b22207b48d774ee3%7c0%7c0%7c638410139128028560%7cUnknown%7cTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7c3000%7c%7c%7c&sdata=ampLn1zQa5XuQBQPDz9ZquERgmFeNZ9J8UJ4JRdwSho%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https://www.england.nhs.uk/long-read/the-provider-selection-regime-statutory-guidance/%23urgent-awards-or-contract-modifications&data=05%7c02%7cmel.billington%40nhs.net%7c17e30672c8b64be2b75508dc16a38676%7c37c354b285b047f5b22207b48d774ee3%7c0%7c0%7c638410139128028560%7cUnknown%7cTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7c3000%7c%7c%7c&sdata=ampLn1zQa5XuQBQPDz9ZquERgmFeNZ9J8UJ4JRdwSho%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https://www.england.nhs.uk/publication/provider-selection-regime-toolkit-products/&data=05%7c02%7cmel.billington%40nhs.net%7c17e30672c8b64be2b75508dc16a38676%7c37c354b285b047f5b22207b48d774ee3%7c0%7c0%7c638410139128028560%7cUnknown%7cTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7c3000%7c%7c%7c&sdata=iIMOJhRjc1h3HcIUqtWo%2B5KkvgqEMKNwuw1zgqj%2BlpI%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https://www.legislation.gov.uk/uksi/2023/1348/contents/made&data=05%7c02%7cmel.billington%40nhs.net%7c17e30672c8b64be2b75508dc16a38676%7c37c354b285b047f5b22207b48d774ee3%7c0%7c0%7c638410139128028560%7cUnknown%7cTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7c3000%7c%7c%7c&sdata=ILwU1NLBfav2AKq6fQzo69j/rTheQkxKC0j11FA6/hQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https://www.england.nhs.uk/publication/the-provider-selection-regime-statutory-guidance/&data=05%7c02%7cmel.billington%40nhs.net%7c17e30672c8b64be2b75508dc16a38676%7c37c354b285b047f5b22207b48d774ee3%7c0%7c0%7c638410139128028560%7cUnknown%7cTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7c3000%7c%7c%7c&sdata=EA022pTIFIv2ci%2BSM4dUFjypQR9lyo6fO929Yvt0jHs%3D&reserved=0

Contract Value (over
the full term of the
contract)

Quote/tender requirement

Less than £20,000

e 2 verbal quotes (should be followed up by written
confirmation to those supplying quotes)

e No formal process is required, although best value for
money should be sought at all times and purchases should
be from a reputable source.

e NHS GM to have oversight with advice sought from the
Procurement Team & confirmation of budget from the
relevant financial leads in line with the Scheme of
Delegation (SoD).

Between £20,000 and
£75,000

¢ A minimum of three quotations must be sought.

e Quotations should be in writing but not subject to formal
receipt process and can be posted or emailed.

e NHS GM to have oversight with advice sought from the
Procurement Team & confirmation of budget from the
relevant financial leads in line with the SoD.

Between £75,000 and
the PA23 threshold,
applicable at the
time.

e Opportunities must be advertised using the Central Digital
Platform Find a Tender Procurement Portal.

e Tender process to be conducted using an e-tendering
platform.
e Prior approval must be sought in line with the SoD

Equal to or above the
PA23 threshold,
applicable at the
time.

e Compliance with the PA23. This includes Competitive
tendering process via Find a Tender Service

e Prior approval must be sought in line with the SoD
beforehand.

Any contract value
where a relevant and
appropriate
Framework
Agreement /
Framework or
Dynamic System /
Dynamic Market
exists

4. Policy Statement

The purpose of this policy is to provide overarching contracting and procurement principles
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e Direct award or further competition according to the terms
of each Framework Agreement / Framework

e Further competition according to the terms of a Dynamic
Purchasing System established under PCR2015

e Further competition in accordance with the Competitive
Flexible Procedure where using a Dynamic Market
established under PA23

Prior approval must be sought in line with the SoD

beforehand.
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that support the development of NHS GM, whilst still addressing all areas of NHS GM
spend, development and management of contracts for healthcare services and for the
procurement of goods and non-healthcare services.

The policy also provides guidance on the process for entering, documenting, reviewing,
and exiting contractual arrangements.

The policy seeks to:

Set out a clear purpose and scope.

Outline key principles and considerations to be considered throughout both the
procurement/commissioning and contract cycles.

Confirm responsibilities and how capability will be assured.
Ensure use of robust and consistent contractual terms and conditions.

Outline the basis of decision making and the processes associated with the
awarding of contracts.

Outline the operating model for the NHS GM acute and non-acute; contracting team
to support principal implementation and adherence to the policy.

Outline the responsibilities and terms of reference for the NHS GM that ensure this
policy is being followed.

Provides contracting and procurement procedures, templates, and tools to support
the NHS GM officers.

Details on how the policy will be reviewed; and

Reference other relevant and interlinking policies of NHS GM.

The NHS and wider public sector procurement are subject to rules, principles, regulations,
and guidance. In procuring services and goods, NHS GM will comply with the legislation
that governs the award of contracts by public bodies. This includes adherence to:

S2 - Official

Procurement Act 2023

Public Contracts Regulations 2015 (as amended)

Healthcare Services (Provider Selection Regime Regulations) 2023
Health & Social Care Act 2012

Accessible Information Standard

Principles of socio-economic Duty

The Public Services (Social Value Act) 2012

The NHS Act 2006 (as amended)
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e Managing Conflicts of Interest: Revised Statutory Guidance for CCGs (NHS
England, June 2017)

e Transfer of Undertakings and Protection of Employment Regulations (TUPE)
2006

e The Equality Act 2010
e The Fraud Act 2006
e The Bribery Act 2010

e Cabinet Office Public-sector procurement guidance from 1 January 2021 (in
relation to Brexit)

e Freedom of Information Act 2000
e |nsurance Act 2015

In addition to the legislation set out above, where defined as an ‘in-scope’ organisation
within a Procurement Policy Note (PPN) issued by the Cabinet Office, NHS GM will adhere
to any relevant PPN when undertaking procurement. Where new PPNs are published NHS
GM will implement these where required in accordance with the timescales set out within
the PPN.

The Procurement Act 2023 replaced the Public Contracts Regulations 2015 (as amended)
and came into force on 24 February 2025 and applies to contracts other than healthcare
services within the scope of the PSR. The Procurement Act 2023 applies to contracts that
were procured on or after 24 February 2025.

The Public Contracts Regulations 2015 still apply to contracts that were either awarded
before that date or where the procurement of the contract commenced before that date.
This includes call off agreements made under a Framework Agreement that was
established under PCR2015, or call off agreements awarded under a Dynamic Purchasing
System established under PCR2015.

The table below outlines the relevant procurement legislation for different contracts:

Not call offs from a Framework | Call offs from a Framework
Agreement or DPS Agreement or DPS
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Existing
contract
awarded or
procurement
commenced
before Go-Live
date:

New contract
awarded where
procurement
commenced
after Go-Live
date:

Framework
agreement
where
procurement
commenced or
was awarded
before Go-Live
date

Framework
agreement
procured under
PA23, i.e.
Framework
procurement
commenced
after Go-Live
date

outside of the
scope of PSR

Healthcare

services in the | PSR PSR PSR PSR
scope of PSR

Goods, works

and services | bopoggg PA23 PCR2015 PA23

The Sourcing Playbook?! is the Government guidance on Service delivery, including
outsourcing, insourcing, mixed economy and contracting aimed at commercial, finance,
project delivery, policy, and any professionals across the public sector who are responsible
for the planning and delivery on insourcing and outsourcing services. It sets out how we
make insourcing and outsourcing decisions and deliver services in partnership with the
private and third sectors. The Playbook sets out 11 key polices.

e Publication of commercial pipelines

e Market health and capability assessments

e Project Validation Review (PVR)

e Requirement for pilots

e Key Performance Indicators (KPIs)

e Risk allocation

1 The Sourcing Playbook — May 2021 (publishing.service.gov.uk)
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e Delivery model assessment

e Cost Modelling

e Pricing and payment mechanisms

e Assessing the economic and financial standing of suppliers

e Resolution planning.

In addition to this policy NHS GM will follow and comply with the guidance set out in the
Sourcing and Consultancy Playbooks and PPN 03/212 and seek to embed the key polices
and best practice guidance for both insourcing and outsourcing projects.

The application of this policy will align with the requirements of GM NHS in its role as
Strategic Commissioner to develop the desired health and care outcomes for the system.

NHS GM will oversee the strategic priorities across the Greater Manchester system,
including an approach to “best value”, whilst respecting the requirements of NHS GM to
comply with procurement legislation.

This policy recognises and seeks to support the key objectives of NHS GM including
commissioning a sustainable, affordable, and high-quality NHS. When procuring health
care services, NHS GM will be required to act with a view to:

e Securing the needs of the people who use the services

e Addressing Health inequalities

e Improving the quality of the services

e Improving efficiency in the provision of the services
This will be supported by:

e Ensuring that service specifications will include best practice principles
related to economic, social, equality and environmental factors.

e Working with all partners in the system collaboratively to improve health and
care for all patients in line with the principles underpinning Integrated care
systems.

This policy will outline how decisions to award contracts will be approached, reflecting
current regulatory obligations, national policy, and statutory guidance. Furthermore, the
principles for contract management will be driven by a policy that adopts good practice,
collaboration, maximises financial and operational performance and reduces unwarranted

2 Procurement_Policy Note 03 21- The Sourcing and Consultancy Playbooks.pdf (publishing.service.gov.uk)
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variation whilst minimising risk.

This policy operates alongside and should be read in accordance with the following:

NHS GM Constitution, which includes Standing Orders, Standing Financial
Instructions, Schemes of Reservation and Delegation and Prime Financial
Policies;

NHS GM Policy on the Management of Conflicts of Interest.
NHS GM Anti-Fraud and Anti-Bribery Policy.

NHS North West Black Asian and Minority Ethnic Assembly Anti Racist
Framework

NHS GM Raising Concerns (Whistle Blowing) Policy.

NHS GM Communication and Engagement Strategy.

NHS GM Equality Objectives

NHS GM Fairer Health for All Framework

NHS GM People and Communities - Participation Strategy
NHS GM Modern Slavery and Human Trafficking Statement
NHS GM Disciplinary Policy.

NHS GM Gifts, Hospitality & Sponsorship Policy.

NHS England Standing Financial Instructions in so far as they impact on the
procurement of primary care services, including GP, Community Pharmacy,
Dental and Optometric services, under full delegation of the co-
commissioning provisions.

HM Government the Sourcing Playbook

5. Application of this Policy

This policy sets out the guiding principles that all staff will follow where they are selecting
a supplier to deliver a service, where they are involved in and/or entering into a contract,
where they are committing NHS GM to any expenditure or where they are monitoring the
contract following its award; they must do so in accordance with this policy and any of

NHS GM'’s applicable policies.

The principles below are also considered in the context of NHS GM'’s strategic priorities
and evolving national guidance, in that NHS GM will develop and implement

arrangements to enable the contestability and procurement of services:

Principle 1: In making its commissioning decisions it will determine how it will comply
with its obligations under the relevant procurement legislation in the given factual

circumstances.
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Principle 2: Where procurement or failure to award a contract to a preferred provider
would place other core services at significant risk by impacting on their viability and long-
term sustainability, an alternative route to procurement will be sought.

Principle 3: Any decision not to undertake a competitive process in respect of a service
award should be supported by clear and transparent evidence to demonstrate which of
the “qualifying conditions” have been met in an individual case.

Principle 4. NHS GM recognises its leadership role in the development of the local
provider market and will work towards supporting the development of a more integrated
provider delivery model while preserving local access and patient choice to a sustainable
and expanding range of services appropriate to meet the needs of the local population.

Principle 5: NHS GM will develop approaches that promote and support personalisation
and choice for patients. NHS GM will collaborate with other agencies to specify and
procure services that address health inequalities in delivering joint health and care needs
where appropriate. NHS GM will utilise patient experience feedback to influence the
ongoing performance management of service providers and procurement decisions.

Principle 6: NHS GM recognises the model of Patient Choice as offering potential benefit
for patients and NHS GM. NHS GM will consider the appropriateness of the most suitable
provider process or Direct Award B under the PSR, assessing the relative benefits to both
patients and NHS GM in line with PSR regulations, in comparison with other contracting
models to determine which may deliver optimum benefit.

Principle 7: NHS GM will recognise its contractual obligations and ensure all expenditure
is supported with the appropriate contractual documentation put in place. Once a
contractual agreement is in place, NHS GM will continually monitor and work with the
provider or supplier to ensure high quality, equality and value for money is being achieved
and that the arrangements for service delivery continue to be satisfactory to both parties,
ensuring this can be evidenced if requested.

Principle 8: As a strategic commissioner, NHS GM will ensure supply chain diversity and
inclusive procurement practices in line with the Equality Act 2010, the Public Sector
Equality Duty, and its voluntary consideration of the Socio-Economic Duty. This includes
fair opportunities for SMEs, the VCFSE sector, and diverse or underrepresented
suppliers. By widening participation and reflecting the diversity of the communities it
serves, NHS GM will strengthen market resilience, drive innovation, and maintain a
sustainable and equitable supply chain

i) Integrated Care System (ICS) Principles

In conjunction with the above, NHS GM will follow the ICS principles and work towards
achieving the system maturity matrix in order to build a strong health and care system
across GM:

System leadership, partnerships and change capability: When it comes to
contracting and procurement activities, this will be done with strong collaboration of all
partners across the system in a proactive and transparent manner.

System architecture and strong financial management and planning: Ensuring there
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is value for money and appropriate incentives to support commissioning and health
objectives across the system.

Integrated care models: Integration of services and teams will be considered for service
models and transformation projects.

Track record of delivery: Robust contract management and engagement to ensure
services are being delivered as needed and are demonstrating positive impact on
population health outcomes.

Coherent and Target population: Developing services that address health inequalities
whilst respecting patient flows across GM as a system and promoting patient choice and
standard availability.

i) Review Of Principles

As the NHS GM landscape develops, the principles set out under this policy will be
reviewed every 12 months and amended, as necessary. These will go to the Audit
Committee to obtain assurance and to the Executive meeting, policy governance group.
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6. Duties and Responsibilities

NHS GM has a responsibility for setting the strategic context
in which organisational process documents are developed,

L and for establishing a scheme of governance for the formal
review and approval of such documents.
NHS GM Chief The NHS (_SM _Chle_f Executive Offlcer has overall resp_onS|b|_I|ty
. for strategic direction and operational management, including
Executive . .
Officer ensuring that NHS GM process documents comply with all

legal, statutory and good practice guidance requirements.

The Head of Market Management has the responsibility to
ensure this policy remains up to date and in line with current
Procurement policy and legislation.

Head of Market
Management

All employees of NHS GM, including temporary and agency
employees are responsible for:

e Compliance with relevant process documents. Failure to
comply may result in disciplinary action being taken.

e Cooperating with the development and implementation of
policies and procedures and as part of their normal duties
and responsibilities.

¢ |dentifying the need for a change in policy or procedure as

a result of becoming aware of changes in practice,
All Employees changes to statutory requirements, revised professional or
clinical standards and local / national directives, and
advising their line manager accordingly.

e Engaging with the procurement team during the
commissioning process and when seeking to identify a
suitable supplier.

e Identifying training needs in respect of policies and
procedures and bringing them to the attention of their line
manager.

e Attending training / awareness sessions when provided.

i) NHS GM Board

NHS GM Board, and all Committees of the Board, are responsible for setting the approach
for facilitating open, transparent, and fair, proportionate procurement processes and
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ensuring procurement decisions and procurement processes are in accordance with this
policy.

i) Primary Care Commissioning Committee

The Primary Care Commissioning Committee is responsible for recommending
procurement decisions where GP practices are providers and for both Pharmacy, Dentistry
& Ophthalmology in line with the Financial Scheme of Delegation for financial decision
making.

iii) Audit Committee

The Audit Committee is responsible for integrated governance, audit, risk management
and internal control. This includes ensuring compliance with competition waiver processes.

iv) Finance Committee

The Finance Committee oversees the arrangements in place for the allocation of resources
and the scrutiny of all expenditure.

v) Head of Market Management
The procurement lead is responsible for:

e Ensuring that the principles of good procurement practice are embedded
within NHS GM.

e Monitoring legislation and incorporating any significant policy or procedural
developments, or as required by statutory or mandatory requirements.

e Reviewing and updating the policy as a minimum on an annual basis
following an approved change control process.

e Identification of risks associated with direct award of contracts without
competition.

vi) NHS GM Staff

All NHS GM officers are responsible for complying with this procurement policy and
associated procedures. All NHS GM staff shall:

e Only procure goods, services, and works on behalf of NHS GM.

e Only procure goods, services, and works in accordance with NHS GM'’s
Scheme of Financial Delegation and Standing Financial Instructions. In
instances where staff are unsure about a course of action, then they should
seek advice and guidance from The Head of Market Management.

vii)Authority

NHS GM is accountable for the purchase of goods and services in relation to any
commissioned health services and non-healthcare for which it is responsible and its own
operation and management needs; specifically:
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e Any proposed market intervention and any associated procurement route.

e The approval of any specifications or service models directly affecting its
respective requirements or that of the local population.

e The evaluation criteria used for the procurement of goods or services.
e Signing off decisions on which providers are invited to tender; and.
e Making final decisions on the selection of the provider.

e Arrangements for delegation of authority to officers are set out in the relevant
Scheme of Reservation and Delegation, Financial Scheme of Delegation,
and Prime Financial Policies / Detailed Financial Policies.

In the event of any discrepancy between this policy and the relevant Scheme of
Reservation and Delegation, Financial Scheme of Delegation, and Prime Financial
Policies / Detailed Financial Policies, the Scheme of Reservation and Delegation,
Financial Scheme of Delegation, and Prime Financial Policies / Detailed Financial
Policies will take precedence.
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7. Practical Implementation and Process for Procurements

The commissioning cycle and contract life cycle management is the strategic roadmap that
needs to be followed to support the delivery of an on-going programme of procurement
and contract management activity.

As demonstrated below, NHS GM will follow several processes and undertake a range of
measures to enable practical

implementation. /
Procurement

Pre-Contract Award:

Contract
Negotiation

Contract

Awarding and
Creation

Identify Commissioning Need

Contract
Mobilisation
and Execution

Contract

Develop Specification Review

Contract
Management

i) Service Review, Design, and Identification of Need

There will be an ongoing programme of service review and development to ensure the
commissioned services meets the health needs of the population. This will be done in line
with the NHS Long-Term Plan which sets out the ambition for regions to work as ICSs.

Therefore, when developing service requirements, the principle will be that NHS GM will
work in collaboration with relevant organisations in the GM health and care system, so they
are better able to improve the health of their populations and offer well-coordinated efficient
services to those who need them.

It is good practice to engage relevant providers, especially clinicians, in confirming that the
design of service specifications will meet patient needs. However, conflicts of interest can
occur if a commissioner engages selectively with only certain providers (be they incumbent
or potential new providers) in developing a service specification for a contract for which
they may later bid.

Commissioners should seek, as far as possible, to specify the outcomes that they wish to
see delivered through a new service, rather than the process by which these outcomes are
to be achieved. As well as supporting innovation, this helps prevent bias towards providers
in the specification of services.
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Such engagement should follow the main principles of procurement law, namely the public
good, value for money, transparency, integrity, fair treatment of suppliers and non-
discrimination, ensuring that the same information is given to all.

Other steps include:

e Advertising via an appropriate sourcing platform is the fact that a service
design/re-design exercise is taking place widely and inviting comments from
potential providers and other interested parties (ensuring a record is kept of
all interactions).

e As the service design develops, we engage with a wide range of providers
on an ongoing basis to seek comments on the proposed design, e.g., via the
commissioner’s website or via workshops with interested parties.

e Use engagement to help shape the requirement to meet patient needs but
take care not to gear the requirement in favour of any particular provider(s).

e If appropriate, engage the advice of an independent clinical adviser on the
design of the service.

e Being transparent about procedures.

e Ensuring at all stages that potential providers are aware of how the service
will be commissioned.

e Assessing the deliverability of the specification in relation to the proposed
contract value.

e Seek to obtain the level of likely interest in interested providers taking part in
a procurement competition.

e Ensure that timescales for mobilisation and implementation are deliverable;
and

e Maintain commercial confidentiality of information received from providers.

When engaging providers on service design, NHS GM have ultimate responsibility for
service design and the selection of appropriate provider(s). NHS England has issued
guidance on the use of provider boards in service design.

NHS GM must ensure that systems are in place for managing conflicts of interest on an
ongoing basis, throughout the contract lifecycle.

i) Pilot Projects

The HM Government Sourcing Playbook?3 offers guidance on pilot projects. A key policy
within the Playbook describes when to test and pilot and the options for consideration. In

3 The Sourcing Playbook — May 2021 (publishing.service.gov.uk)
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addition, the Government Commercial Function (GCF) have published a guidance Note,
Testing and Piloting Services*. When considering a pilot project, NHS GM will review the
available guidance and ensure that any procurement complies with the relevant
procurement rules.

iii) Investment Review and Sign-Off

All requests for investment must be supported by a business case. The authorisation of
the investment recommendation is subject to the following approval route in accordance
with NHS GMs’ Financial Scheme of Delegation and Standing Financial Instructions

iv) Procurement Approach

For all operation and management needs and to ensure the delivery of goods and services,
NHS GM shall adopt a procurement approach in compliance with their obligations under
relevant procurement legislation and any other applicable legislation.

This will be facilitated by the procurement team who will consider, risk assess and
recommend the most appropriate route of procurement and processes. This will have
regard to the principled-based approach set out in procurement regulations with a view to
improving the quality and efficiency in the provision of NHS health care services and with
a view to:

e Where appropriate, providing services in an integrated way
e Enabling providers to compete to provide the services

e Allowing patients to have a choice of provider of the services
e Encouraging innovation and development.

e Promoting quality and best value

NHS GM must consider their right to reject bids or disqualify a Bidder and/or its Bidder
Members where a bid is submitted late, is completed incorrectly, is materially incomplete
or fails to meet the submission requirements, including adherence to response maximum
word limits.

v) Market Assessment

In order to support on-going procurement and contestability activities, NHS GM will hold a
comprehensive knowledge of the current configuration, capacity, and competence of the
existing provider market such information will be kept on file if previous market engagement
sessions have been held, areas where change is required, either because of an absence
of service provision, poor performance or limited choice for patients, will be identified and
proactively addressed.

4 Testing and Piloting Services (publishing.service.gov.uk)
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vi) Stakeholder Engagement

NHS GM recognises that effective engagement with stakeholders is an essential
requirement for all NHS organisations and will offer benefits to the generation of outcome-
based service specifications. NHS GM will engage with stakeholders at appropriate times
during the commissioning and procurement process. This includes working with
communities to identify local needs and gaps in services, and co-producing service
specifications where appropriate. Stakeholder engagement with new and existing
providers, members of the public, clinicians and other service users will occur at key points
in the service review and procurement process. Any potential conflict of interest issues that
arise during the engagement process need to be managed in accordance with NHS GM'’s
Conflict of Interest policy.

vii)Where stakeholder involvement is required, consideration will be given as to what is fair
and proportionate in relation to the circumstances of the procurement. For the benefits
of this policy and in line with NHS GM'’s guidance, the terms 'involve’, and 'involvement'
are used interchangeably with ‘engagement’, 'participation’, '‘consultation' and ‘patient
and public voice'. It is recognised that there are many ways to involve patients and
different approaches will be assessed as appropriate depending on the nature of the
procurement activity. Engagement will actively seek to capture the perspectives of local
communities to ensure that procurement decisions are responsive, equitable, and
reflective of the needs of those the services are intended to serve.

viii)  Transparency

NHS GM shall ensure that its commissioning intentions are based on local health needs
and reflect evidence of best practice — securing ‘buy in’ from local stakeholders to the
clinical case for change.

Its documentation shall support transparency by detailing the approach to be taken at every
stage in the commissioning cycle so that a clear audit trail is evident.

NHS GM will secure expert advice and engage with providers, when necessary, by
facilitating early engagement with both incumbent and potential new providers over
potential changes to the services commissioned for a local population. NHS GM will invite
engagement using the lawfully mandated national online portal, Find a Tender Service
(FTS).

iX) Communications

Where undertaking a procurement for services that are not in the scope of the
communications

NHS GM will develop and implement a communications plan to explain any new
arrangements, such as changes to legislation and structures that could impact service
delivery to the health market as well as local public forums and organisations.

X) The Health Care Services (Provider Selection Regime) Regulations 2023
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To apply the PSR regime NHS GM must assess if the Services to be contracted are in
scope of the PSR as per Schedule 1 of The Health Care Services (Provider Selection
Regime) Regulations 2023 and NHS GM must decide the specific process to be followed
during procurement. Prior to conducting a service assessment the authority should
familiarise itself with the Provider Selection Regime toolkit available here. NHS GM must
also complete the Decision Making Record (DMR) document that can be located at
Appendix B for any process within PSR to ensure that all requirements/evidence is
recorded and evidenced as appropriate.

xi) Overview of PSR Available Processes (PSR Regulation 6):
Direct Award Process A (Regulation 6 and 7) must be followed where:

e Type 1 and 2 urgent and emergency services and associated emergency
inpatient services are being commissioned,

e 999 emergency ambulance services are being commissioned,
e NHS urgent mental health crisis services are being commissioned,

e there is an existing provider of the relevant health care services to which the
proposed contracting arrangements relate,

e NHS GM is satisfied that the relevant health care services to which the
proposed contracting arrangements relate are capable of being provided only
by the existing provider due to the nature of the relevant health care services,
and

e the procurement is not to conclude a framework agreement.
Direct Award Process B (Regulation 6 and 8) must be followed where:

e the proposed contracting arrangements relate to relevant health care services in
respect of which a patient is offered a choice of provider,

e the number of providers is not restricted by NHS GM,

e NHS GM will offer contracts to all providers to whom an award can be made
because they meet all requirements in relation to the provision of the relevant
health care services to patients,

¢ NHS GM has arrangements in place to enable providers to express an interest in
providing the relevant health care services, and

e The procurement is not to conclude a framework agreement.
Direct Award Process C (Regulation 6 and 9) must be followed where:
e NHS GM is not required to follow direct award processes A or B

e The term of an existing contract is due to expire, and NHS GM proposes a new
contract to replace the existing contract at the end of its term
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e the proposed contracting arrangements are not changing considerably

e NHS GM is of the view that the existing provider (or group of providers) is satisfied
with the existing contract and will likely satisfy the proposed contract to a sufficient
standard using the required Basic and Key Criteria.

e Direct award process C must not be used to conclude a framework agreement.

The Most Suitable Provider Process (Regulation 6 and 10) may be used when all
of the following applications are applied:

e NHS GM is not required to follow direct award processes A or B
e NHS GM cannot or does not wish to follow direct award process C
e A new service is being arranged

e NHS GM is of the point of view, considering likely providers and all relevant
information available to the NHS GM at the time, that it is likely to be able to identify
the most suitable provider (without running a competitive process).

e The relevant authority is changing an existing contracting arrangement
considerably (such that it must not be continued under direct award process C)

e The most suitable provider process must not be used to conclude a framework
agreement

Five Key Criteria must be used to consider when applying the most suitable provider route.
The criteria are as follows and all must be used, however relative importance must be
determined on a project-by-project basis.

¢ Quality and innovation, value, integration, collaboration and service sustainability,
improving access, reducing health inequalities and facilitating choice & social
value

The Competitive Process (Regulation 6 and 11) may be used when all of the following
apply:

e NHS GM is not required to follow direct award processes A or B

e NHS GM cannot or does not wish to follow direct award process C and cannot or
does not wish to follow the most suitable provider process.

e NHS GM is required to use the required Basic and Key Criteria

¢ Quality and innovation, value, integration, collaboration and service sustainability,
improving access, reducing health inequalities and facilitating choice & social
value

e The competitive process must be used if the NHS GM wishes to conclude a
framework agreement
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Standstill Period

A Standstill period of eight working days must be applied when using Direct Award C, Most
Suitable Provider or Competitive Process to allow providers to seek a review of the decision
made, to determine whether NHS GM has applied the PSR regime correctly and made an
appropriate provider selection decision. Including if using a Competitive Process to either
conclude a framework or award a contract based on a framework.

Transparency in respect of PSR Processes

NHS GM are required to evidence that they have properly exercised the responsibilities
and flexibilities conferred on them by the PSR, to ensure that there is proper scrutiny and
accountability of decisions made about health care services.

There are several elements to the transparency process under PSR — these apply
differently according to which decision-making process is being applied. In all
circumstances, NHS GM must keep internal records of their decision-making processes
and must publish notices confirming their decision to award a contract.

All transparency notices must be published using the UK e-notification service, the Find a
Tender Service (FTS). NHS GM can publish information on their decision-making in other
places as well if they wish, such as Contracts Finder.

In addition to the transparency notices required under the various provider selection
processes, NHS GM must publish transparency notices when they are abandoning a
provider selection process, when making an urgent award or contract modification or when
undertaking certain non-urgent contract modifications.

Annual Summary and Monitoring

NHS GM must publish a summary of their application of the PSR annually online (e.g.,
via NHS GM's annual reports or annual governance statement). This must include, in the
year to which the summary relates, the:

e number of contracts directly awarded under direct award processes A, B or C
e number of contracts awarded under the most suitable provider process

e number of contracts awarded under the competitive process

e number of framework agreements concluded

e number of contracts awarded based on a framework agreement

e number of urgent contracts awarded and urgent modifications (in line with the
urgent awards or contract modifications section)

e number of new providers awarded contracts
e number of providers who ceased to hold any contracts with NHS GM

e (etails of representations received, including:
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o the number of representations received in writing and during the standstill
period.

o summary of the outcome of all representations received and of the nature
and impact of those representations.

In addition, NHS GM are expected to publish:
e The total number of providers NHS GM is currently contracted with
e (etails of any PSR review panel reviews:
e number of requests for consideration received by the PSR review panel

e number of requests accepted and rejected by the PSR review panel for
consideration

e number of times where the PSR review panel advised NHS GM to re-run or go back
to an earlier step in a provider selection process under the PSR, and the number of
times the advice was followed.

NHS GM must monitor their compliance with PSR. The results of the monitoring must be
published online annually (and may be integrated into other annual reporting requirements)
and include processes, decisions made under the PSR, contract modifications, and
declaration and management of conflicts of interests.

For full and detailed information relating to the PSR Governance and Approval
requirements alongside the process for NHS GM PSR Representations please refer
to Appendix C.

xii)  The Public Services (Social Value) Act 2012 (The “Social Value Act”)

The Public Services (Social Value) Act 2012 (the “Social Value Act”) applies to all
procurements for public service contracts and where practical, considering clinical need
and urgency, NHS GM must consider the following questions prior to procurement:

e how the services to be procured may improve the social, environmental, and
economic wellbeing of its area; and

xiii)  how in conducting a procurement process NHS GM might act with a view to securing
that improvement, including whether to undertake a consultation on these matters.Social
Value and Sustainability Model

Social Value is underpinned by the Public Services (Social Value) Act 2012, which imposes
an obligation on all public sector bodies to consider Social Value in the procurement of
goods, services and works.

NHS GM aims to provide sustainable and impactful Social Value through all of our
procurement contracts by practicing the Procurement Policy Note (PPN) 06/20 from the
1st April 2022, taking account of Social Value in the award of central government contracts
to the commissioning and purchase of goods and services. This PPN intended originally
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for central government has been adapted by NHS England on behalf of the NHS.
Scope/Commitments

The scope of this policy is to incorporate the UK Public Services (social Value) Act 2012
Public Procurement Note (PPN) 06/20 with a minimum weighted value of 10% from the 1st
April 2022.

This Social Value Policy sets out key commitments to fulfil the following objectives
Integrating Sustainability & Social Value into Procurement by:

e Incorporating Social Value questions into all procurement which is in alignment to
the 5 set out themes (COVID-19 recovery, tackling economic inequality, Fighting
Climate Change, Equal opportunity and wellbeing)

e Ensuring a Fighting Climate Change question is incorporated in all NHS contracts

e Ensuring additional social value is achieved- apart from the standard service being
delivered

e Itis aligned to the social value theme selected and the contract being delivered.

e Social Value commitments will include key data measurables such as inputs,
outputs and expected impact with a project timeline.

e Integrating Social Value reports and KPI's into contract management for regular
reporting on social value commitments and progress.

Social Value Principles:

The principle of Social Value focuses on what underpins an account of social value, and
on the questions that need to be addressed so the information can be used to better inform
decisions. Social value should include qualitative, quantitative and comparative
information, including environmental changes in relation to how they will affect people’s
lives.

Involve Stakeholders

Stakeholders refer to the people or the organisation that will experience change because
of the activity. By involving stakeholders, you can identify the true changes that need to
take place, based on the need, and set key measurables in place.

Articulate and understand what changes

This step will ensure you are evaluating what change will take place by this activity and
understand if there is different types of change taking place, both positive and negative.
The information about what changes will come from your stakeholders. Focus on the
changes because of the activity undertaken by the contribution of the stakeholders. These
changes need to be measured.

Only claim what is relevant to the activity taking place by contract.
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Ensure key data measurables are included in responses such as baselines to measure
accurate reporting.

Value the outcome

Set clear evaluation metrics in place to evaluate fairly. The outcome articulated should form
part of your KPI contract management.

Only include what is material

Be clear on what outcome you are looking to achieve. There will be many possible
outcomes as a result of an activity but focus on the main desired outcome.

Be transparent
Ensure clear reporting will take place, which includes monitoring and evaluations of impact.
Verify the Result

Ensure the project is taking place with the reported outcomes stated. This should form part
of contract management, where regular site visits or independent audits are taking place.

Sustainability

NHS GM is committed to fulfilling its sustainability objectives by incorporating

NHS England has also, on behalf of the NHS, adopted the requirements of PPN 06/21.
NHS GM will apply PPN 06/21 proportionately when procuring goods and/or services
and/or works with any value.

NHS GM will therefore require all in scope organisations to provide a Carbon Reduction
Plan using the Cabinet Office Template confirming the supplier's commitment to achieving
Net Zero by 2050 in the UK, and setting out the environmental management measures that
they have in place and which will be in effect and utilised during the performance of the
contract.

NHS GM requires the Carbon Reduction Plan to include the following:

e Confirm the bidding supplier's commitment to achieving Net Zero by 2050 for their
UK operations

e Provide the suppliers current emissions for the sources included in Scope 1 and 2
of the GHG Protocol, and a defined subset of Scope 3 emissions

e Provide emissions reporting in C02e for the six greenhouse gases covered by the
Kyoto Protocol

e Setting out the environmental management measures in effect, including
certification schemes or specific carbon reduction measures you have adopted,
and that you will be able to apply when performing the contract and that support
achieving Net Zero by 2050

e Publication on the CRP on the supplier’'s website
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The Science Based Targets Initiative or Race to Net Zero will not be considered a
replacement for a carbon reduction plan, although detailing membership of schemes such
as these are a suitable example of the environmental management measures the supplier
has in place.

NHS GM will incorporate appropriate additional sustainability measures in the Specification
of procurements and may increase sustainability requirements for contracts that have a
higher environmental impact such as waste management, construction and transport just
to name a few.

Modern Slavery

The government is expected to bring forward legislation in 2024 to provide some statutory
duties for the NHS to tackle modern slavery. Until the legislation is live, NHS GM will apply
PPN 03/23 ‘Tackling Modern Slavery in Government Supply Chains’.

The PPN expects that NHS GM:
e Makes an assessment of the Modern Slavery Risks relevant to the Procurement’
e Takes appropriate steps to mitigate those risks
e Manages modern slavery risks in existing contracts

xiv)Counter Fraud and Bribery

On 1st July 2011 the Bribery Act 2010 came into force and applies to all commercial and
NHS organisations, providing a new consolidated scheme for bribery offences.

All staff should be aware of the ‘Bribery Act 2010, its definition of corruption, and the
conduct expected from those involved in the purchasing process.

NHS GM is against any form of bribery and is committed to the terms and obligations
imposed by the Bribery Act. Any concerns related to Fraud, bribery or corruption in respect
of NHS GM procurement activity will be reported to the NHS GM'’s Anti-Fraud Team for
further consideration and, where appropriate, investigation.

xv) Procurement Route

The quote/tender requirement for each contract shall be determined by the total contract
value. The contract value of each contracting opportunity must be a genuine pre-estimate
of the total contract value, inclusive of VAT (i.e., three-year contract of £50,000 per year =
total contract value of £150,000). Contract values should include any optional extension
period. Contract values must not be deliberately split/disaggregated to avoid the need to
consider competition. If this is done intentionally this could constitute a disciplinary offence
and possibly criminal charges.

To comply with the procurement regulations, and to ensure equity to all sectors, NHS GM
will ensure full compliance with NHS GM Financial Scheme of Delegation and Standing
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Financial Instructions

Procurement Act 2023 thresholds from 24 February 2025 (INCLUSIVE OF VAT)

Type of contact Threshold inclusive of VAT
Service Contracts Supply of Goods Contracts £214,904

Works (including subsidised works contracts) £5,372,609

Light touch Regime £663,540

Concession contracts £5,372,609

Provider Selection Regime (Healthcare Services) No Threshold

There should be consultation with the Finance team to confirm the applicability of VAT
when calculating the expected value of a contract and with the procurement team to
validate assumptions as to which threshold applies.

Wherever possible NHS GM should procure supplies and services through NHS and public
sector framework agreements. Such frameworks can offer a compliant procurement route
to direct award or a pre-qualified supply base through which further competition may be
conducted, in accordance with the framework terms of use.

NHS GM must adhere to NHS England Policy and Guidance for procurement of
Management Consultancy Services and Agency Staff. All procurement processes must
have the relevant governance process sign off before commencement and the contract
award must be authorised in accordance with NHS GM'’s Financial Scheme of Delegation.

The below table does not apply to the commissioning of healthcare services as there is no
threshold value and NHS GM must assess if the Services to be contracted are in scope of
the PSR and the authority must decide the specific PSR process to be followed during
procurement.

xvi) Financial Systems & Processes - Scheme of Delegation and Standing Financial
Instructions

NHS GM has an approved Scheme of Delegation (which can be viewed as a separate
document) which includes delegated limits of financial authority for procurement, the SFls
are included below for completeness.
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Contract Value (over
the full term of the
contract)

Quote/tender requirement

Less than £20,000

e 2 verbal quotes (should be followed up by written
confirmation to those supplying quotes)

e No formal process is required, although best value for
money should be sought at all times and purchases should
be from a reputable source.

e NHS GM to have oversight with advice sought from the
Procurement Team & confirmation of budget from the
relevant financial leads in line with the Scheme of
Delegation (SoD).

Between £20,000 and
£75,000

¢ A minimum of three quotations must be sought.

e Quotations should be in writing but not subject to formal
receipt process and can be posted or emailed.

e NHS GM to have oversight with advice sought from the
Procurement Team & confirmation of budget from the
relevant financial leads in line with the SoD.

Between £75,000 and
the PA23 threshold,
applicable at the
time.

e Opportunities must be advertised using the Central Digital
Platform Find a Tender Procurement Portal.

e Tender process to be conducted using an e-tendering
platform.
e Prior approval must be sought in line with the SoD

Equal to or above the
PA23 threshold,
applicable at the
time.

e Compliance with the PA23. This includes Competitive
tendering process via Find a Tender Service

e Prior approval must be sought in line with the SoD
beforehand.

Any contract value
where a relevant and
appropriate
Framework
Agreement /
Framework or
Dynamic System /
Dynamic Market
exists

xvii) Waivers
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e Direct award or further competition according to the terms
of each Framework Agreement / Framework

e Further competition according to the terms of a Dynamic
Purchasing System established under PCR2015

e Further competition in accordance with the Competitive
Flexible Procedure where using a Dynamic Market
established under PA23

Prior approval must be sought in line with the SoD

beforehand.
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Waivers could be applied to the purchase of goods, the direct award of a contract for a new
service and the extension of an existing contract where there is no provision for extension.
Rules for approval of waivers on NHS GM contracts must follow financial regulations.

The waiving of competitive tendering procedures should be done in a timely manner and
not be used to deliberately avoid competition, or for administrative convenience, or to
award further work to a provider originally appointed through a competitive procedure
where this would breach the procurement regulations. In the event that NHS GM officers
have a requirement to consider a direct award they should seek advice and guidance from
the NHS GM Procurement team before committing NHS GM to enter into a contract
arrangement or to commit NHS GM to expenditure.

Where an NHS GM officer wishes to apply for an exemption, they shall do so in accordance
with NHS GM'’s Financial Scheme of Delegation and Standing Financial Instructions.

All decisions arising from an approved Competition Waiver will be approved by the NHS
GM Procurement team.

In some circumstances (outlined below) the procurement route specified in NHS GM'’s
procurement policy might not be appropriate. In these circumstances a procurement waiver
may be requested and authorised by the appropriate committee, Chief Executive or Chief
Finance Officer under the NHS GM Financial Scheme of Delegation:

e In very exceptional circumstances where the Chief Executive or Chief
Finance Officer decides that formal tendering procedures would not be
practicable or the estimated expenditure or income would not warrant formal
tendering procedures, and the circumstances are detailed in an appropriate
record.

e Specialist expertise/product is required and is available from only one source.

e The task is essential to complete the project and arises because of a recently
completed assignment and engaging a different provider for the new task
would be inappropriate.

e There is a clear benefit to be gained from maintaining continuity with an
earlier project. However, in such cases the benefits of such continuity must
outweigh any potential financial advantage to be gained by competitive
tendering.

e The provision of legal advice and services providing that any legal firm or
partnership commissioned by NHS GM is regulated by the Law Society for
England and Wales for the conduct of their business (or by the Bar Council
for England and Wales in relation to the obtaining of Counsel’s opinion) and
are generally recognised as having sufficient expertise in the area of work for
which they are commissioned.

e A consortium arrangement is in place and a lead organisation has been
appointed to carry out tendering activity on behalf of the consortium
members.
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e The timescale genuinely precludes competitive tendering but failure to plan
the work properly would not be regarded as justification for a single tender.

e Allowed and provided for in the Capital Investment Manual.

e A detailed review of the provision of local services has identified one capable
provider of the service/s.

e Competition is not appropriate, e.g., where partnership funding is in place.

e Benefits in terms of choice, quality, efficiency, or responsiveness are not
apparent.

e Where it is decided that competitive tendering is not applicable and should
be waived, the fact of the waiver and the reasons should be documented and
recorded in an appropriate record and reported to the Audit Committee at
each meeting.

The waiving of competitive tendering procedures should not be used to:
e avoid competition or;
e for administrative convenience or;

e to award further work to a consultant originally appointed through a
competitive procedure.

Where a request for a waiver is made relating to a proof of concept or pilot project, the
waiver request must include details of the process and timeline for the proof-of-concept
evaluation including exit plan if service does not continue.

NHS GM will require assurance about potential providers and are required to undertake
a due diligence process proportionate to the nature and value of the contract. Where this
applies to a direct award or material contract variation, financial and quality assurance
checks of suppliers and providers will be expected to be undertaken before entering into
a contract which will assess the suitability of the provider using the following non-
exhaustive criteria:

e Financial viability
e Economic standing
e Corporate social responsibility
e Clinical capacity and capability (where applicable)
¢ Clinical governance (where applicable)
e Quality/accreditation
e Compliance with the Public Sector Equality Duty
It is a condition of approval for waiver forms to be read in conjunction with the Procurement
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Policy and the Financial Scheme of Delegation.

For further details please refer to the Standard Operating Procedure (SOP) for the Waiver
Process.

xviii)Collaborative Procurement

Where there is clinical, quality, financial or process benefits to be obtained, NHS GM
should consider the option of joint commissioning with other health or local authority
commissioners.

Where procurement is the subject of joint commissioning between several
commissioners, or with local authority partners, decision-making must be consistent with
the contents of this policy and any other applicable policies.

When a procurement process is the subject of joint commissioning with the Local
Authority, Local Authorities are subject to the same legislative Frameworks (Public
Contract Regulations and European Union Procurement Directives) but may not be
required to comply with NHS specific guidance and regulations: this will be considered
and any issues arising from any differences will be clearly articulated in any joint
procurement decision.

xix) Grant Agreements

Grants can be used to provide financial support to a voluntary organisation which provides
or arranges for the provision of services which are like those in respect of which NHS GM
has statutory functions.

An ICB may make payments:
(a) by way of a grant to any of its partner NHS Trusts or FTs;

(b) by way of grant or loan to a voluntary organisation ((this means a non-profit-making
body but does not include any public or local authority) which provides or arranges
for the provision of services which are like the services in respect of which the ICB
has functions (Section 14748 of the NHS Act 2006)

An NHS Trust or FT will be a partner if it:
provides services for the purposes of the health service within the ICB’s area; and

(a) has the function under the ICB’s Constitution of participating in the nomination of
members because of falling within a prescribed description.

Usually, grants will have the following features:

e The grant funds organisations for a particular project or supports an area of an
organisation’s work/activity.

e The grant may be given as a contribution to the cost of a project or activity or to fund
the project or activity in its entirety.
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The grant agreement will specify the objectives to be achieved from the expenditure
of the grant rather than stipulating how the objectives are to be achieved.

The objectives may be proposed by the recipient of the grant rather than the ICB.

The project/ activity will be managed by the grant recipient, which will report back to
the ICB as required. The ICB will be able to monitor/ influence the project/ activity
but will not have the control that is inherent in a contract.

The grant agreement should not impose an obligation to provide any services, but
it can provide a requirement on the recipient to use the funds towards a particular
project or service and set out other terms on which the grant is made.

Sometimes, grant agreements may require the recipient to pay back the grant, or
part of it, in some circumstances — for example, if the funding is not used for the
purposes for which it was given, or the project is completed at a lower cost.

If the ICB wishes to support the activities of an organisation because they
complement the services that the ICB commissions then this would be considered
grant funding, as the ICB is supporting the activities of that organisation as opposed
to commissioning services from the organisation.

Where the ICB is giving a grant to a voluntary organisation, it may wish to use the
NHS model grant agreement. It will need to use the NHS Standard Contract for
commissioning clinical services or another appropriate contract for commissioning
other services.

If the ICB purported to give grant funding to an organisation when in fact it should have
awarded a contract for services in compliance with its obligations under the PSR or PCR
(as appropriate), then there may be the following implications —

VAT is not usually charged on grants. VAT is usually payable for a contract of goods,
services or works.

Breaching procurement obligations/ obligations under the PSR, with the resulting
risk of challenge.

NHS GM will only enter into a Grant Arrangement if the following conditions are met:
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The organisation is a voluntary sector organisation with charitable status

The organisation is a voluntary sector organisation without charitable status
but is being awarded a grant up to a maximum £5000 limit.

The organisation has made or intends to make a formal application for grant
funding.

The service being provided is not part of the services that NHS GM is
statutorily required to commission.

The service being provided either complements or is similar to the services
that NHS GM is statutorily required to commission.
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e NHS GM does not require the delivery of a service and is only contributing
towards funding for the activities of a voluntary organisation.

e The grant funding is an economic and effective use of resources.

Grant arrangements will not be used as a mechanism to avoid competitive tendering or
providing justification for a single tender and will be approved in accordance with NHS
GM'’s Financial Scheme of Delegation.

xX) Grant Applications

Grant agreements should include an appropriate application by the voluntary organisation
which covers the following:

e The benefits on patients and/or staff
e A clear plan to make it happen
e Originality, innovation, and inventiveness

e Plans and commitment to making the project sustainable beyond Grant
funding and/or lead to a lasting change

e Plans to monitor and evaluate the impact and share findings and outcomes
(both locally and in the wider healthcare sector, if appropriate)

e Why the project should be supported by grant funding
e How the idea aligns with NHS GM plans.

xxi) Procurement Support

NHS GM should consider the range of collaborative procurement support services
available where they offer potential financial and efficiency benefits to NHS GM.

xxii) Sustainable Procurement

The NHS is a major employer and economic force across the region; therefore, NHS GM
must recognise the impact of its purchasing and procurement decisions on the regional
economy and the positive contribution it can make to economic and social regeneration.

NHS GM is committed to the development of innovative and diverse local and regional
solutions and will deliver a range of activities to support this commitment.

Wherever it is possible and does not contradict or contravene NHS GM’s legal obligations,
NHS GM will work to develop and support a sustainable local health economy.

xxiii)Equality and Quality Impact Assessment

All public bodies have statutory duties under the Equality Act 2010. NHS GM aims to

design and implement services, policies and measures that meet the diverse needs of
their service users, population, and workforce, ensuring that none are placed at a
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disadvantage over others. When any change to services is to take place a full Equality
and Quality Impact Assessment (EQIA) must be carried out prior to the change within the
service.

All Business Cases relating to commissioning investment/disinvestment decisions will
include an EQIA.

xxiv)Conflicts of Interest

Throughout the procurement process, NHS GM will ensure that potential conflicts of
interest are effectively managed as part of procurement activity in accordance with NHS
GM'’s Conflict of Interest Policy.

Specifically (but not limited), around:
e Legal, Statutory, Mandatory, and Best Practice Requirements
e Managing Conflicts of Interest with contractors
e Transparency in Procuring Services

e Conflicts or potential conflicts of interest that may arise in relation to
procurement

e When commissioning services from all providers participating including
provider consortia or organisations in which primary care providers, including
GPs, have a financial interest

e Decision-making when a conflict of interest arises in relation to primary
medical care services

NHS GM notes the publication by NHSE on 16 June 2017 (updated 15 August 2018) of
updated Statutory Guidance on Managing Conflicts of Interest for ICBs as well as the
Procurement Policy Note 04/21 Applying Exclusions in Public Procurement, Managing
Conflicts of Interest and Whistleblowing. NHS GM will both implement and adhere to this
guidance and any updates to said guidance.

8. Practical Implementation and Process for Contracts and Monitoring

Upon completion of any procurement activity, NHS GM will follow the contract life cycle
management process and principles as set out below:

i) Contract Negotiation

NHS GM will enter negotiations with other potential suppliers or partner organisations in
a collaborative and transparent manner regardless of the procurement route taken. This
will be done pre and/or post-contract award, depending on the procurement route taken.

Where a formal procurement route is undertaken, all discussions will be consistent and
equitable in line with the relevant procurement legislation and processes set out in the
invitation to tender (ITT).
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i) Contract Forms

All NHS GM officers must understand the terms and conditions that apply to a particular
contract prior to award. In all instances NHS GM officers involved in procurement or
market intervention must develop the contract in accordance with any technical guidance
relevant to the contract. Additionally for contract awards under Framework Agreements
where there are often optional contract provisions, NHS GM officers involved should
clearly state the applicable optional contract provision to prospective bidders prior to the
launch of any competition under that Framework Agreement to avoid the risk of any
potential renegotiations post tender.

Contracts for Supply and Services and Purchase of Goods: All commitments (with
exception of Framework agreements) must be on NHS standard terms and conditions for
the purchase of goods/services, or any other standard format defined by Crown
Commercial Services or other similar organisations, as applicable. Any deviation must be
reviewed and recommended by NHS GM prior to executive approval. For the services
awarded from an approved Framework provider, the relevant call-off order is to be used
that references the agreed Framework terms and conditions.

Contracts for Healthcare Services: The NHS Standard Contract is mandated by NHS
England for use by commissioners for all contracts for healthcare services other than
primary care. In this context, NHS GM officers must ensure that:

e In all instances the use of the NHS Standard Contract in any procurement or
market intervention should be in accordance with the NHS Standard Contract
Technical Guidance relevant in the year of use.

e Consideration is given to the use of the NHS England, a shorter form version of
the Standard Contract, for use in defined circumstances.

Primary Care Contracts: NHS GM officers shall ensure they use standard contracts
derived from the national primary care regulations for primary care services.

Section 75 and 76/256 Agreements: Section 75 of the NHS Act 2006 allows NHS
Bodies and Public Bodies to establish joint agreements for the provision of healthcare-
related services. Section 256 of the NHS Act 2006 allows Public Bodies to commission
healthcare-related services on behalf of the NHS.

These arrangements must be supported by the relevant section 75/256 agreement and
where possible, the NHS Standard Contract must be used by the lead Public Body hosting
the contract.

Other Contracts: Other forms of contracts, such as verbal, implied, agreements via
email, supplier led SLA agreements etc. are not recommended and not supported by this

policy.
iii) Modification of Existing Contracts Modification of Existing Contracts
Contracts outside the scope of PSR

For Contracts that fall outside PSR regarding making variations to existing contracts,
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advice must be sought from NHS GM Procurement Team to determine whether a proposed
variation constitutes a material change which may require the contract to be subject to
competition regulations.

Healthcare contracts under the scope of PSR
For Contracts that fall within PSR, some modifications are permitted.
Modifications to contracts originally awarded under direct award process A or B

Where the original contract was awarded under direct award process A or B and the
modification does not materially alter the character of the contract, then the modification is
permitted.

If that modification is attributable to a decision of the NHS GM and the cumulative change
in the lifetime value of the contract since it was entered into is £500,000 or more, the
modification is still permitted, but the NHS GM must publish a transparency notice.

Modifications to contracts originally awarded under direct award process C, the
most suitable provider process, or the competitive process

Where the original contract was awarded under direct award process C, the most suitable
provider process, or the competitive process (including framework agreements), then
modifications are permitted in the following instances:

e The maodification is clearly and unambiguously provided for in the contract or
framework agreement documents (i.e., the scope and nature of the potential
change has been described in detail in the existing contract).

e The modification is solely a change in the identity of the provider due to succession
into the position of provider following corporate changes (e.g., as the result of a
corporate takeover, merger, acquisition or insolvency), and where the NHS GM is
satisfied that the provider meets the basic selection criteria.

e The modification is made in response to external factors beyond the control of the
NHS GM and the provider, including but not limited to changes in:

O patient or service user volume

0 prices in accordance with a formula provided for in the contract
documents (e.g., uplifts in prices published in the NHS Payment
Scheme or index linking) which do not render the contract or
framework agreement materially different in character.

e The modification is attributable to a decision of the NHS GM and does not
materially alter the character of the contract or framework agreement, and the
cumulative change in the lifetime value of the contract or framework agreement,
compared to its value when it was entered into, is under £500,000 or under 25%.

If the NHS GM makes a permitted modification (to a contract that was originally
awarded under direct award process C, the most suitable provider process, and the
competitive process), it must publish a transparency notice where all the below apply:
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e that modification is attributable to a decision of the NHS GM

e the cumulative change in the lifetime value of the contract or framework
agreement is £500,000 or more and this represents less than 25% of the
lifetime value of the original contract or framework agreement since it
was entered into or concluded.

e To note contracts entered into before the commencement of the PSR
must be modified in line with this section.

There will be situations where contracts or framework agreements need to be modified to
reflect/account for changes to services/circumstances during their term. Depending on
circumstance, permitted modifications can be made without following a new provider
selection process, but in some cases will require the publication of transparency notices.

Modifications, which make an existing contract or framework agreement materially different
in character are not permitted under the PSR regime and require a new provider selection
process to be undertaken. NHS GM are expected to consider modifications in conjunction
with the modifications (variations) provisions of the relevant contract or sub-contract (for
example, the General Conditions of the NHS Standard Contract).

Modifications that are not permitted under PSR

Modifications that make the existing contract or framework agreement materially different
in character are not permitted under PSR without undertaking a new provider selection
process. Modifications are also not permitted where:

e the decision to make the modification is attributable to NHS GM and it
represents (i) a cumulative change of 25% or more in the lifetime value of the
original contract or framework agreement and (ii) £500,000 or more
compared to the lifetime value of the original contract or framework
agreement (when it was entered into).

In these cases, NHS GM must follow the appropriate decision-making process to select a
provider (or group of providers) for the substantially changed service.

Contract modifications in urgent situations under PSR

Contract modifications may need to be made urgently. In these circumstances NHS GM
must still be transparent about their decision-making. Where NHS GM may need to act
urgently and award or modify contracts to address immediate risks to patient or public safety.

These circumstances include where:

e anew service needs to be arranged rapidly in an unforeseen emergency or local,
regional or national crisis, e.g., to deal with a pandemic

e urgent quality/equity/safety concerns pose risks to patients or the public and
necessitate rapid changes

e an existing provider is suddenly unable to provide services under an existing
contract (for example, a provider becomes insolvent or experiences a sudden lack
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of critical workforce) and a new provider needs to be found.

In urgent situations, NHS GM may make the following decisions:

re-award contracts held by the existing provider(s)
award contract(s) for new services
award contract(s) for considerably changed services

make contract modifications (without limitation).

An urgent award or modification must only be made by NHS GM when all the below

apply:

the award or modification must be made urgently

the reason for the urgency was not foreseeable by and is not attributable to
NHS GM, poor planning is not an acceptable reason

delaying the award of the contract to conduct a full application of the PSR
would be likely to pose a risk to patient or public safety.

NHS GM must not use the urgent award or contract modification provisions in PSR
if the urgency is attributable to NHS GM not leaving sufficient time to make
procurement decisions and run a provider selection process. In these urgent
circumstances, NHS GM:
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Are expected to limit the contract term or contract modification term to that
which is strictly necessary. This is advised to be long enough to address the
urgent situation and to conduct a full application of the PSR for that service
at the earliest feasible opportunity. It is anticipated that contracts awarded
under Regulation 14 will have a duration of no longer than 12 months. If the
duration is to be longer, NHS GM must justify and record this decision.

Must keep records of their decision-making, including a justification for using
an urgent award

Must be transparent about their decision through issuing an urgent award
notice and publish the relevant Transparency notice detailing the below:-

justification for using the urgent circumstances exemption

name of the provider(s) to which the contract has been awarded and the
address of its registered office or principal place of business

the approach taken to select a provider and the process followed (i.e., urgent
circumstance)

details of the individual/individuals making the decision

any declared or potential conflicts of interest of individuals making the
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decision (not including individual names) and how these were managed.

NHS GM may also make specific urgent modifications to extend the length of an existing
contract during the standstill period if advice is being sought from the PSR review panel.

iv) Recording of Decision Making

NHS GM will maintain a register of procurement decisions taken, either for the procurement
of a new service or any extension or material variation of a current contract, including:

e The details of the decision.

e Who was involved in making the decision (i.e. Approval Boards or committee
members and others with decision-making responsibility); and

e A summary of any conflicts of interest in relation to the decision and how this
was managed by NHS GM.

In the interests of transparency, the register of interests and the register of decisions will
be publicly available and easily accessible to patients and the public, including by:

e ensuring that both registers are available in a prominent place on NHS GM'’s
website;

e NHS GM making both registers available upon request for inspection at their
headquarters; and

ensuring contract awards are published in accordance with the relevant procurement
legislation NHS GM will also consider any access needs that their stakeholders have. For
example, individuals without internet access could be directed to the local library or invited
to view the register(s) at NHS GM’s headquarters.

The Audit of Conflict of interest is a key part of the annual governance statement in the
Annual Report and Accounts and as such receives scrutiny from Auditors. Public
procurement ethics must be observed to avoid accusations of impropriety, and it is,
therefore, essential to maintain a complete audit trail. The basic test is “could | defend this
action in public?”

v) Signature of Contracts

The signature of contracts must be done in line with NHS GM'’s Financial Scheme of
Delegation and the Standing Financial Instructions, by those granted authority to do so on
behalf of NHS GM.

vi) Recording of Contracts

NHS GM will maintain a register of all contracts in date and those expired in accordance
with the NHS Records Retention Schedule.

NHS GM will also maintain a register of Transparency Notices.

vii)Contract Exit
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10.

11.

NHS GM will follow the process to terminate or expire a contract in line with the Contract
as per the applicable terms in the contract.

NHS GM will ensure the service is reviewed at the appropriate time before the end of the
existing contract and not seek to roll over contracts or let them continue indefinitely.

When evaluating options upon termination or expiry of an existing contract, the
decision-making process, and key factors to be considered will be broadly similar
to scenarios where NHS GM is seeking to secure new service models or significant
additional capacity. Finance Committee

The NHS GM Finance Committee is established to provide operational management of
procurement activity within NHS GM in line with this policy.

The Finance Committee shall be provided regular review and monitoring report of NHS
GM’s Procurement Workplan to ensure that appropriate and timely procurement plans are
developed in advance of contracts reaching their respective termination / expiry dates. The
Market Management Team are working closely with CoG Subgroup to develop capacity
plans that align with CIPs. This plan will be reported accordingly.

The Finance Committee will provide oversight to ensure appropriate processes have been
followed and VFM achieved.

Freedom of Information

Section 1 of the Freedom of Information (FOI) Act 2000 gives a general right of access
from 1 January 2005 to recorded information held by NHS GM, subject to certain conditions
and exemptions. This information may be held in both manual and electronic form in
accordance with the Data Protection Act 2018 and may be disclosed to third parties in
accordance with the Act.

When preparing to enter into contracts, NHS GM must carefully consider their obligations
under FOI and ensure any bidders/contractors are aware these will contain terms relating
to the disclosure of information by them. NHS GM may be asked to accept confidentiality
clauses, for example to the effect that information relating to the terms of the contract, its
value and performance will not be disclosed.

FOI recognises that there will be circumstances and respects in which the preservation of
confidentiality between public authority and contractor is appropriate, and must be
maintained, in the public interest. However, it is important that NHS GM makes the
contractor aware of the limits placed by FOI on the enforceability of such confidentiality
clauses relating to the disclosure of information.

Communication, Monitoring and Review (Including Staff Training)

NHS GM has established effective arrangements for communicating the requirements of
this policy. This will include all new starters to the organisation being briefed on the
requirements of this policy as part of their induction to NHS GM.

NHS GM will establish formal training and updates for all staff. Mandatory training will be
provided to all staff who undertake a commissioning, procurement or contracting role.
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12.

The implementation of this policy, and the effectiveness of the arrangements detailed
within it, will be monitored by NHS GM Audit Committee

NHS GM will agree to a method for monitoring the dissemination and implementation of
this policy. Monitoring information will be recorded in the policy database.

NHS GM will ensure that this policy document is reviewed in accordance with the timescale
specified at the time of approval. No policy or procedure will remain operational for a period
exceeding three years without a review taking place

Equality and Diversity Statement

NHS GM commits to integrate equality and inclusion considerations into all stages of the
procurement process. The NHS procurement policy aligns with the Equality Act 2010 and
actively identifies and addresses any inequalities in procurement practices and outcomes.
This includes ensuring that specifications, selection criteria, contract conditions, products
services procured are accessible and inclusive not unfairly disadvantage any group.

Equality Act 2010

The ICB will, in the process of its procurement functions, have due regard to the need to:
(a) eliminate discrimination, harassment, victimisation and any other conduct
that is prohibited by or under this Act.
(b) advance equality of opportunity between people who share a relevant
protected characteristics and people who do not share it;
(c) foster good relations between people who share a relevant protected
characteristics and people who do not share it.

Due regard’ in the context of procurement means consciously considering the relevance of
the three aims of the duty to the individual procurement and ensuring that where equality
issues are incorporated into the procurement process, it is done in a proportionate way (i.e.
the actions taken are proportionate to the degree of relevance of the equality issue to the
individual procurement). It is important that the issues approached in substance and with
rigour substantively and with an open mind, it is not enough to just note that there will be
no negative impact, as there are parts of the duty which look at whether positive
improvements can be made.

In doing so, due consideration will be given to other disadvantaged groups such as people
experiencing economic and social deprivation, carers, refugees and asylum seekers,
people who are homeless, workers in stigmatised occupations, people may be
geographically isolated, for example gypsy, Roma, and traveller communities.

The Relevance of Equality to Particular Contracts

At the beginning of any procurement exercise there are three key equality issues to
consider.
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Relevance

o

Equality is more relevant to some contracts than others

o Equality is particularly relevant where there is interaction between providers and
members of the public or NHS employees.Proportionality

(0]

(0]

o
(0}

The more relevant equalities issues are, the more they need to be considered at
each stage of the procurement process.

Look at the nature and purpose of each contract and the effect it could have on
different groups of the community.

The size, value and length of the contract are also key considerations.

It may be appropriate to consider simpler procedures and requirements for some
small, low value, one-off or short-term contracts.

Core requirements

o
o

(0]

A “core requirement” is an essential part of the contract.

It is most likely when procuring services which are provided directly to the public or
where there is direct contact between the providers staff and NHS employees.
Equality is more likely to be relevant to contracts for services but may also be a core
requirement for contracts for goods or works.

This duty cannot be transferred to external suppliers, but NHS GM will consider its
responsibilities and where appropriate it seek to include relevant contractual provisions
into contracts with suppliers. We will seek to do this through all stages of our procurement
process as appropriate.

Appendices A, B & C — can all be found on the Procurement SharePoint page
and are subject to regular reviews and updates according with changes in
legislation and policy.

S2 - Official

The Documents mentioned below can also be found on the Procurement Team SharePoint
page: Procurement Team Page or for further information you can contact the Procurement
Team via nhsgm.procurement@nhs.netProvider Selection Regime — Decision Making
Record

Key Criteria Examples
NHS GM Commissioning Checklist
Procurement Review Group Template

Transparency Requirements
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Audit Committee

11 September 2025

Report information.

Required information.

Details.

Title of report.

SIRO Briefing Report

Consolidated DSPT 2024/2025 Improvement
Plan & MIAA Actions

Author.

Shavarnah Purves

Presented by.

Colin Scales

Contact for further information.

Shavarnah Purves

Executive summary.

In September 2024 the Data Security
Protection Toolkit (DSPT) changed to adopt
the National Cyber Security Centre’'s Cyber
Assessment Framework (CAF) as its basis for
cyber security and IG assurance.

As we were one of the organisations that
were not yet able to meet the required
achievement levels for each outcome, we had
to submit an improvement plan setting out
how we plan to meet the required
achievement levels.

This document presents our action plan
combining the DSPT Improvement Plan and
MIAA Audit Actions from MIAA CAF DSPT
report 2.1. Itis focused on governance,
assurance, and ownership. The plan outlines
actions, clear accountability, and deadlines to
support the actions that need to be completed
from NHS GM’s DSPT 2024/2025
submission.

Version Number v1.1




The benefits that the population of Greater
Manchester will experience.

All organisations that have access to NHS
patient data and systems must use the DSPT
to provide assurance that they are practising
good data security and that personal
information is handled correctly.

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

By ensuring that NHS GM meet DSPT
standards, we strengthen our capacity to
secure trustworthy, continuous, and high-
quality data.

The decision to be made and/or input
sought.

The Board / Committee is asked to:

1. Note the contents of the SIRO Report;
2. Agree the updated report in line with the
implemented changes.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

NHS GM IG team provides an enabling
service for delivery of the strategy and
mitigations of BAF risks.

Key milestones.

N/A

Leadership and governance
arrangements.

The progress on each area of the DSPT is
reported to the Information Governance
Operational Group (IGOG)

Engagement* to date.

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

N/A

Financial or Legal Implications

Failure to provide sufficient assurance to the
ICO can leave organisations open to the
higher level of administrative fines under the
GDPR: €20 million or up to 4% of annual
global turnover — whichever is greater.

Table 1: Information needed about the document and its purpose.
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Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No Yes

Table 2: Assurance needed about the document.
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Executive Summary

In 2024 the Data Security Protection Toolkit (DSPT) changed to adopt the National Cyber
Security Centre’s Cyber Assessment Framework (CAF) as its basis for cyber security and
IG assurance.

The DSPT 2024/2025 submission was published on 30th June, initially reporting
‘Standards Not Met’ due to multiple outstanding outcomes. Following this, a
comprehensive DSPT Improvement Plan had been drafted and submitted to the NHS
England DSPT Cyber Team. The Cyber Team have since approved the plan and
confirmed that our status is now ‘Approaching Standards’.

It is important to note that this year's new CAF DSPT introduced significant changes,
including more complex processes and tighter deadlines. With less than six months to
collate and submit the toolkit, the Central IG Team faced considerable pressure. These
complexities introduced new ways of working that will continue to evolve, including the
incorporation of the newly introduced ‘Essential Functions’.

This document combines the DSPT Improvement Plan with the actions from the MIAA
CAF DSPT Report 2.1 (“Management Response”), creating a consolidated action plan
tailored for SIRO review. It focuses on governance, assurance, and clear ownership,
detailing specific actions, accountabilities, and deadlines to support completion of the NHS
GM DSPT 2024/2025 submission requirements.

There were 4 areas requiring further work, the fourth will be presented within Part B of the
Audit Committee.

Governance and Oversight

Work completed:
The DSPT Improvement Plan has been integrated with the MIAA audit actions into this
single, consolidated improvement plan.

Colin Scales has taken up the role as SIRO whilst Malcolm Whitehouse will be the Deputy
SIRO. This change will guarantee that a Board member regularly represents both
Information Governance and Cyber Security. Shavarnah Purves is now the Data
Protection Officer (DPO) due to the retirement of Caroline Cross.

Actions:
e Present updates to the Audit Committee on a quarterly basis.

Owner:
SIRO / DPO / IT Security Manager

Deadline:
September 2025



Asset Management (A3)

Work completed:
The Information Asset Registers (IARS) are in progress, with Phase 1 currently being
implemented.

A total of 1,206 information assets across the entire organisation have been identified. Of
these, 426 information assets contain personal or special category information.

All finalized IARs containing patient or personal information assets have undergone Data
Flow Mapping (DFM) with no issues reported.

As at July 2025, 20 teams had not yet completed their IAR. Each team have been
engaging with the IG Team and will be submitted by the deadline of 315t August.

Actions:

e Complete all Service/Team IARs.

Implement all phases (1-6) of the IA Plan.

Ensure ongoing organisational adherence to the IA Plan.

Align Service/Team IARs with the Contract Repository.

Once defined, integrate Essential Functions into the Service/Team IARs.

Owner:
Chief Officers / IAOs / SIRO / DPO

Deadline:
November 2025

Note: This outcome was not audited by MIAA and is not included in the CAF DSPT report.

Supplier Management (A4)

Work completed:
The IG Team have reviewed and refined the DPIA triage and screening process including
the GDPR Due Diligence Checklist.

The DSPT Working Group is in the process of being set up and the initial meeting will be
planned for September.

Actions:

e Further assurance is needed to confirm that all contracts, including subcontractors and
legacy agreements, are fully captured and aligned with current standards.

e Conduct a comprehensive gap analysis of the supply chain, including subcontractors.

e Define Essential Functions (July—September) and align them with the Contract
Repository.



e The DSPT Working Group will lead this work with participation from Contracts and IT
Supplier Management leads.

e Align the Contract Repository with the Service/Team IARs, incorporating DFMs and
risk assessments.

e Review and plan the integration of legacy contracts into current frameworks with
defined timeframes.

e Confirm and evidence secure data disposal processes.

Owner:
Chief Finance Officer / Head of Non-Healthcare Contracts / Head of Procurement

Deadline:
December 2025

Incident Response

Work completed:
A Datix System Implementation Group is underway. Roll out of the system has been
delayed and is due in Jan 2026.

A draft of NHS GMs Business Continuity Plan (BCP) has commenced but work has been
put on hold due to NHS Reform.

The DSPT Working Group is in the process of being set up and the initial meeting will be
planned for September.

Service/Team-level BCPs with supporting action plans have commenced for those
baseline services, but work is on hold due to NHS Reform.

Work had commenced on establishing an ICS wide major incident plan for information
security.

An ICB Digital Function and Assurance Group TOR has been approved and published.

Actions:

e Finalise and approve the overarching BCP.

e Collaborate with NHS GM ICS member organisations to develop, approve, and test a
unified major incident plan for information security.

e Review and publish the updated Incident Response Plan, including coverage for cyber

incidents, power/estates, cloud-based systems, third parties, and defined Essential

Functions.

Define Data Controller/Processor obligations within the plan.

Establish BCP Groups aligned to the DSPT Working Group.

Complete Service/Team-level BCPs with supporting action plans.

Facilitate cross-organisational collaboration to strengthen key operational relationships,

led by the DSPT Working Group.



e Implement and operationalise the Datix Incident Management System.

Owner:
Chief Officers / EPRR Lead / IS Manager / DPO

Deadline:
December 2025



Risk Table: Consolidated DSPT Improvement Plan & MIAA Audit
Actions 2024/2025

Risk Area

Governance &

Oversight

Asset
Management

A3 - DSPT
Outcome

Supplier
Management

A4 — DSPT
Outcome

Description

Fragmented
DSPT
Improvement
Plan with
MIAA Actions
into this plan
for reporting
to Audit
Committee.

NHS GM
IARs not
complete and
the IA Plan
still on Phase
1of6
phases.

NHS GM not
assured that
all contracts
including
subcontracts
have been
identified and
Legacy
Contracts
need to be
actioned with
timeframes.

Likelihood

Medium

High

High

Impact

High

High

High

Mitigation Strategy

Merge DSPT
Improvement Plan and
MIAA actions into this
plan.

SIRO review and
approval

Completion of the IA
Plan within the
timeframes.

Aligning the
Service/Teams IARs to
the Contract
Repository. Essential
Functions List once
defined to be included
in Service/Teams IARs

Conduct a full gap
analysis of the supply
chain, including
subcontractors.

Essential Functions
List completed July —
September to align to
the Contract
Repository.

Legacy Contracts need
to be reviewed with
timeframes of
completion and an
action plan produced
so these can align with
the current processes.

Confirm disposal
processes and
evidence of secure
data handling

Owner

DPO/
SIRO

IT Security
Manager

Chief Officer
IAOs
SIRO/DPO

Chief
Finance
Officer

Head of Non-
Healthcare
Contracts
Head of
Procurement



Incident
Response

Incomplete
incident
response
planning
could hinder
timely
recovery from
cyber
incidents.

High

High

Finalise and approve Chief Officer

the overarching EPRR Lead
Business Continuity IAOs
Plan (BCP) DPO

IG Lead
Work with NHS GM 1S Manager

ICS member
organisations to
develop, approve and
test a unified
Information security
major incident plan.

Incident Response
Plan will be reviewed
and publish, which
include Essential
Functions once
defined, cyber, power /
estates and cloud-
based systems, third
parties, etc.

Data
Controller/Processor
obligations will be
defined in the plan.

BCP Groups to be set
up aligning to the
DSPTWG.

Service/Teams BCPs

to be completed within
a set timeframe with a
detailed action plan



RACI Matrix

Action Area

Governance &
Oversight

Asset Management
A3 - DSPT Outcome

Supply Management
A4 — DSPT Outcome

Incident Response

Responsible

DPO

IAOs

Head of Non-
Healthcare
Contracts

Head of
Procurement

Associate
Director of EPRR

IAOs

Accountable

SIRO

Chief Officer

Chief Finance
Officer

Chief Officer

Consulted Informed

SIRO Audit Committee
SIRO/DPO Audit Committee
SIRO/DPO Audit Committee
Cyber Audit Committee
Governance

Group

SIRO

DPO

IS Manager






Audit Committee

11 September 2025

Report information.

Required information.

Details.

Title of report.

Losses and Special Payments 2025/26 —
September 2025 update

Author.

Alistair Ross, Head of Statutory Reporting

Presented by.

Kaye Abbott — Associate Director of Finance
— Financial Control

Contact for further information.

Kaye Abbott — Associate Director of Finance
— Financial Control

Executive summary.

The report presents the Losses and Special
Payments incurred by NHS GM to date. The
reported loss of £1.5k has been agreed by
the Chief Finance Officer in line with the
scheme of delegation.

The benefits that the population of Greater
Manchester will experience.

Losses and Special Payment reporting is an
important part of NHS GM’s governance, as it
represents reporting on costs incurred which
are non-standard and would not have been
part Parliament’s expectation when allocating
funding.

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

N/a
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sought.

The decision to be made and/or input

This report is provided for information only.
The Audit Committee is asked to:

1. Note the contents of the report

How this supports the delivery of the

strategy and mitigates the Board N/a.
Assurance Framework (BAF) risks.
Key milestones. N/a.

Leadership and governance
arrangements.

The expenditure contained within the report
has been authorised in line with the Scheme
of Delegation by the Chief Finance Officer.

committees.

Engagement* to date.

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

This paper has been agreed with the
Associate Director of Corporate Services and
the Corporate Director of Operational Finance
— Financial Management.

Financial or Legal Implications

The financial impact of this loss is £1.5k.

Table 1: Information needed about the document and its purpose.

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

N/a N/a N/a Yes No Yes

Table 2: Assurance needed about the document.

Version Number v1.1




Introduction

1.1.

1.2.

Losses and Special Payments are transactions which public bodies are not expected to
incur, and therefore, under the principles of Managing Public Money, are subject to
increased scrutiny. These represent transactions which would not have been intended by
Parliament when voting funds to public bodies.

This paper updates the Committee on the current position, with details of the individual
cases considered to be exempt from disclosure in public meetings, as they relate to
specific circumstances of individuals or individual cases.

Losses and Special Payments incurred

1.3.

1.4.

This report covers the only loss or special payment to the end of August, totalling £1.5k.

If subsequent losses and special payments are incurred, updates will be provided to the
Audit Committee.

Case ref LSP 2526 - 001

1.5

1.6.

1.7.

1.8.

1.9

A Special Payment totalling £1.5k has been recorded as NHS GM has agreed to make a
compensation payment to an individual. This is considered to be a Special Payment
because, as a settlement payment, there was no legal obligation (e.g. as the result of a
judgement against NHS GM) for NHS GM to make the payment. However, on discussion
with legal advisors, settlement was concluded to be in the best interests of the
organisation.

The incident was around access to patient treatment, with separate claims against both
NHS GM and the provider under the Equality Act. NHS GM understands that both claims
have been settled.

As the claim relates to an incident at a provider, NHS GM was not able to influence the
events, it is considered that there is no specific learning for NHS GM from this case.

The payment and option to settle the case was agreed with the Deputy Chief Executive
and the Chief Finance Officer, in line with the Scheme of Delegation, which permits the
Chief Finance Officer to agree Special Payments up to £50,000.

As the case was neither novel, contentious or repercussive, and the settlement payment
was of low value, the case did not require referral to or approval from NHS England or
HM Treasury.

Recommendations

1.10.

The Audit Committee is asked to:

e Note the contents of this report

Version Number v1.1






NHS GM Audit Committee

11 September 2025

Required information

Details

Title of report

Debtors Position Update Month 4 (July 2025)

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
(£28.2m) and specifically the debt values over
90 days (£2.5m). The paper also covers the
value of the bad debt provision (£0.9m) and
includes credit notes raised in the period.

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

The Audit Committee is asked to:

1. Note NHS GM'’s debtor position at the end
of July 2025.

2. Note the in-month activity and the ongoing
actions by the finance team to collect
outstanding debt.

3. Note the information presented relating to
credit notes.

How this supports the delivery of the N/A
strategy and mitigates the BAF risks
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.

Financial or Legal Implications

The report presents the current level of debt




and the provision value to cover the risk of
non-NHS debtors not being recovered.
There are no specific legal implications of the

report.
Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N N N N Y

Table 1 - core information relating to the content and creation of paper

Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report




Introduction

1.0 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 July 2025, the level of the existing bad
debt provision and the value of credit notes raised in the period.

Debt Detalil

2.0 The total value of debtors outstanding is £28.2m, of which £2.5m (8.9%) has been
outstanding over 90 days. The overall debt has increased by £1.3m and the 90 days
overdue debt has increased by £1.2m from the previous position reported to the
Committee (May 2025).

2.1. The current total debtor is summarised in Table 1 and consists of:

e £26.3m relating to non-NHS organisations
e £2.0m relating to NHS bodies

Table 1: Total Debt Summary

Debtors Debtors Debtors Debtors Debtors Debtors Debtors Debtors Debtors
Not Yet 1-30 31-60 61-90 91-120 121180 181-360 361+ Total
Due Days Days Days Days Days Days Days
£000 £'000 £'000 £000 £000 £'000 £'000 £000 £'000
NHS bodies 1,318 542 6 29 -24 30 65 2 1,968
Non-NHS bodies 23,120 -51 334 430 323 1,183 183 742 26,264
Total 24,438 491 340 459 299 1,213 248 744 28,232

Non-NHS-debt

2.2. The total non-NHS debt is £26.3m, of which £2.4m is over 90 days due and is analysed
in Table 2.

Table 2: Summary of Non-NHS Debt by debtor category

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 22,509 (248) 36 259 281 1,183 2 (6) 24,016
Non NHS Health Bodies 9 93 0 47 1 0 1 59 210
Non-NHS Companies 602 103 298 124 41 0 180 674 2,022
Individuals 0 1 0 0 0 0 0 15 16
Total 23,120 (51) 334 430 323 1,183 183 742 26,264

2.3. The main elements of the £2.4m over 90-day debt are as follows:

e Non-NHS Companies debt accounts £0.9m of the £2.4m outstanding debt.



2.4.

2.5.

2.6.

2.7.

o £0.6m relates to dental contractual payments where activity is below contract, the
main elements are:

= A dental debt of £0.4m, previously reported to Audit Committee, where the
dentist has been declared insolvent, with ongoing liquidation procedures.

= £0.2m relates to a dental practice previously reported to the Audit Committee,
with an agreed 30-month repayment plan in place which is being adhered to.

o £0.2m relates to a home care provider previously reported to Audit Committee.

o £0.1mis accounted for over 9 organisations and ranges from £64k to less than £1k.
NHS GM continues to discuss with the counterparties to recover the outstanding
debts.

Local Authority debt accounts for £1.5m of the £2.4m overdue debt.

o £1.0m relates to an invoice raised against Manchester City Council which was
incorrectly paid to another NHS provider. This debt has been settled during August.

0 As reported at the June Audit Committee, Bury Council are disputing invoices from
NHS GM, the value of which has now risen to £0.5m. The locality is liaising with the
Council to resolve.

Non-NHS Health bodies debt accounts for £61k of the total debt, which relates to
GPs. The largest element relates to one practice (E37k), with the remaining balance
accounted for across 13 practices. NHS GM continues to engage with these GP
practices to secure recovery.

Allowance for Bad Debt

The opening bad debt provision for 2025/26 is £0.9m, which is in line with the value in
2024/25.

The provision is calculated based on the following assumptions:

Debts that are over 12 months old and not subject to a payment plan are provided in
full.

The proportion of debts from the previous year end which have not been recovered is
calculated for each category of debtors and then applied to the outstanding balance.
Specific adjustments are then made to increase the provision for specific cases
utilising the Financial Control team's knowledge of debtors' situations.

The provision will be monitored for adequacy during the financial year.

NHS Debt

A breakdown of the over 90-day NHS debt totalling £0.073m is detailed in Table 3, which
is in line with the position reported to the June Committee.
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2.8.

2.9.

2.10.

2.11.

Table 3: Summary of NHS Debt over 90 Days

Total Debtors
over 90 Days

NHS Body £'000

NHS England 95
Others (22)
Total 73

The £95k debt relating to NHS England, has increased by 30k from the May position, due
to an ongoing dispute regarding staff recharges for ICB staff who provide support to NHS
England. ICB management are in discussion with NHS England to resolve this.

The negative £22k in the table, is largely due to a £24k credit note raised to an NHS
provider which will be taken when other outstanding invoices are settled.

Activity

During June and July 2025, 168 invoices and credit notes were raised, totalling £54.1m
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.

Credit Notes

Table 4 summarises the credit notes raised during the period, of which £0.7m were
replaced by revised values. The remaining credit notes raised (£0.2m) did not impact on
the month end reported position as they were adjusted during the month end reporting in
advance of the credit note being raised, or the debt was recovered through offsetting
charges in the Accounts Payable system.

Table 4: Summary of Credit Notes

Replacement
Number of Invoice raised
Reason for Credit Note Credit Notes Amount £ @ if applicable
Incorrect Value 8 (678,084) Yes
Duplicate Invoice 1 (128,369) No
Contra Agreement 6 (12,056) No
Service/Goods not provided 2 (459) No
Recovered through Accounts Payable 5 (126,413) N/A
Other 2 (32,849) No
24 (978,231)




Recommendations

3.0 The Audit Committee is asked to:

e Note NHS GM'’s debtor position at the end of July 2025.

¢ Note the in-month activity and the ongoing actions by the finance team to collect
outstanding debt.

¢ Note the information presented relating to credit notes.
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Required information.

Details.

Title of report.

Waivers Update — September 2025

Author.

Stuart Moore — Head of Market Management

Presented by.

Sam Evans - Corporate Director of Finance —
Commissioning & Financial Assurance

Izhar Chaudhary - Associate Director of
Finance- Financial Assurance

Contact for further information.

Stuart Moore — Head of Market Management

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, Financial
Scheme of Delegation and Procurement
Policy. For the period June to August 2025.

The benefits that the population of Greater
Manchester will experience.

No oversight and challenge of 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.
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The decision to be made and/or input
sought.

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.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Helps deliver Healthcare & Non-Healthcare
services compliantly and the delivery of CIP
targets.

Key milestones.

N/A

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 & |.Chaudhary

Financial or Legal Implications

Adherence to NHS GM'’s Standing Financial

Instructions (SFIs) and Financial Scheme of

Delegation (FSOD) is paramount in ensuring
appropriate governance and accountability in
the waiver approval process.

Waivers must be authorised strictly in line
with these frameworks, requiring appropriate
sign-off by designated budget holders,
financial officers, the Head of Procurement,
and the Executive, as applicable.

This structured approach safeguards financial
integrity, ensures transparency, and upholds
the principles of value for money and
regulatory compliance across NHS GM
operations.

Table 1: Information needed about the document and its purpose.




Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No Yes No Yes Yes

Table 2: Assurance needed about the document.




Purpose of Report
The purpose of this report is to:

e Highlight to the Audit Committee the volume of waivers that have been completed and
submitted for approval in accordance with the Standing Financial Instructions, Financial
Scheme of Delegation and the Procurement policy.

Waivers

1.0 Fifteen (15) waiver requests have been submitted for Executive approval during the
period June 2025 to the end of August 2025. An extract from the register can be found
below. A separate appendix has been provided to members which includes a description
of the service, additional comments from the procurement team and the authoriser.

Key Points to Note

2.0 We have seen a decrease of 29 waivers from the previous reporting period. This is largely
due to the expected decrease in volume because of the summer holidays and a spike in
volume during the previous period as a consequence of the need to finalise contracts.
The appendix 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 Executive authorised signatories.

3.0 Total number of waivers: 15
Financial Val A
Reference Provider Name Start Date End Date e BN s R
Impact Yes / No
NHSGM-WR413 AN Security 01.04.2025 31.03.2026 £48,752
NHSGM-WR414 AGE UK 01.04.2025 31.03.2026 £404,398
NHSGM-WR415 Outplacement First 01.10.2025 31.03.2026 £36,000
NHSGM-WR416 Career Evolution 01.10.2025 31.03.2026 £168,000
NHSGM-WR417 IRIS 01.04.2025 31.03.2026 £11,016
NHSGM-WR418 JIGSAW 01.04.2025 31.03.2026 £59,538
NHSGM-WR419 The Pankhurst Trust 01.04.2025 31.03.2026 £141,108
NHSGM-WR420 SWA 01.04.2025 31.03.2026 £59,538
NHSGM-WRa21 | |afford Domestic Abuse 01.04.2025 31.03.2026 £59,538
Service
NHSGM-WR422  |Primary Eye Care Services 01.04.2025 31.03.2027 £606,496
NHSGM-WR423 Converge Technology 01.08.2025 31.08.2025 £603,910
Solutions
NHSGM-WR424 Enliven Digital 31.07.2025 30.11.2025 £24,000
NHSGM-WRa2s | EncomPpass Psychological 01.04.2025 31.03.2028 £302,400
Services
NHSGM-WR426 Emis Health 01.04.2025 31.03.2026 £46,615
NHSGM-WR427 Beyond Empower 01.01.2026 31.12.2028 267,972
Total Value of Waivers Processed £2,571,309

NHSGM-WR425 — Encompass Psychological Services was not approved as the waiver is asking for 3 years
contractual length and whilst the STAR form referenced that the scheme was recurrent, the STAR form itself was
only asking for approval of funding for 25/6 and therefore a waiver can only be signed for 1 year based on this
STAR approval. This waiver is being reviewed by the service lead and will be resubmitted.



Recommendations

4.0 The Audit Committee is asked:

e 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
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[Audit Committee Workplan 2025/26

Internal Audit

Review and approve annual internal audit plan (2025/26 Kathy Roe Izhar Chaudhary X X
Review and approve annual internal audit plan (2026/27 Kathy Roe Izhar Chaudhary X
Annual review of the effectiveness of internal audit Kathy Roe Izhar Chaudhary X X
Receipt of Internal Audit Charter Kathy Roe Izhar Chaudhary X X
Receive internal audit progress reports Kathy Roe Izhar Chaudhary X X X X X X X
Receive internal audit follow up reports Kathy Roe Izhar Chaudhary X X X X X
Draft Head of Internal Audit Opinion and Annual Repori Kathy Roe Izhar Chaudhary X X X
Final Head of Internal Audit Opinion and Annual Report Kathy Roe Izhar Chaudhary X X
External Audit
Agree external audit plans and fees Kathy Roe Kaye Abbott X X
Review the effectiveness of external audit Kathy Roe Kaye Abbott X
Review external audit progress reports Kathy Roe Kaye Abbott 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
Review counter fraud progress reports Kathy Roe Izhar Chaudhary X X X X X
Review the effectiveness of those carrying out counter fraud activity Kathy Roe Izhar Chaudhary X X
Receive the counter fraud annual report, including the self assessment against the fraud standards Kathy Roe Izhar Chaudhary X X
Governance
Review and approve the Committee's Terms of Reference Colin Scales Chris Gaffey X X
Review the Board Assurance Framework (BAF) Colin Scales Chris Gaffey X
Risk register / management update (Including deep dives) Colin Scales Chris Gaffey X X X X X
Review the draft annual report (including Annual Governance Statement’ Colin Scales Chris Gaffey X X
Approve the annual report (including Annual Governance Statement, Colin Scales Chris Gaffey X X
Self-assess the committee's effectiveness Chair Chris Gaffey / Izhar Chaudhary X
Annual Report of the Audit Committee Chair Chris Gaffey / Izhar Chaudhary X
Whistleblowing Annual Report Colin Scales Chris Gaffey X X
SIRO Report Update Warren Heppolette Malcolm Whitehouse X
SIRO Annual Report Warren Heppolette Malcolm Whitehouse X X
Corporate Policies Relevant Exec Relevant Lead Officer X X X X X X X
Conflicts of Interest Annual Report Colin Scales Chris Gaffey X
Financial Focus
Internal / External Audit Providion beyond 2025/2¢ Kathy Roe Izhar Chaudhary X
Agree final annual report and accounts timetable and plans Kathy Roe Chris Gaffey / Kaye Abbott X
Review annual accounts progress Kathy Roe Kaye Abbott X
Review the draft annual accounts and financial statements Kathy Roe Kaye Abbott X X
Approve the audited annual accounts and financial statements (including the external audit opinion Kathy Roe Kaye Abbott X X
Review changes to standing financial instructions / prime financial policies and changes to accounting policie: Kathy Roe Izhar Chaudhary X X X X X X X
Procurement Lessons Learned Report Kathy Roe Izhar Chaudhary X

ding Items
Debtors update Kathy Roe Kaye Abbott X X X X X
Losses/ special payments Kathy Roe Kaye Abbott X X X X X
Tender Waivers and Procurement Report Kathy Roe Stuart Moore X X X X X
Use of corporate seal Colin Scales 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
Reflections on the meeting Chair N/A X X X X X X X
Private Meetings for Scheduli
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 X
Private discussions with external auditors Chair N/A X X X
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