Agenda

Greater Manchester Audit Committee Part A

Date: 11" December 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 15 mins Internal Audit Follow Up Report Paper Discussion Patrick Clark
Counter Fraud
7. 11:40 10 mins Counter-Fraud Progress Report | Paper Information Paul Bell
External Audit
8. 11:50 5 mins Audit Progress and Sector Paper Discussion Grant
Update Thornton
9. 11.55 5 mins Update on VFM Paper Discussion Colin Scales
Recommendations
Governance
10. 12:00 20 mins Risk Register/Management Paper Discussion Chris Gaffey
Update (including deep dives)
11. 12:20 5 mins Corporate Policies: Paper Information / Phil Scott
e Software Control Policy / Approval
Cyber Security - Application
Control
12. 12:25 5 mins Committee Restructure Verbal Discussion Chris Gaffey
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Financial Focus

13. 12:30 5 mins Agree Final Annual Report and Paper Discussion Kaye Abbott
Accounts Timetable and Plans / Chris
Gaffey
14. 12:35 5 mins Greenbury Disclosures Paper Discussion Kaye Abbott
15. 12:40 5 mins Review changes to standing Verbal Discussion Izhar
financial instructions/prime Chaudhary
financial policies and changes to
accounting policies
Standing ltems
16. 12:45 10 mins Standing Items:
e Debtors Update Paper Information Kaye Abbott
e Losses/Special Payments Verbal Information Kaye Abbott
e Tender Waivers and Paper Discussion Izhar
Procurement Report Chaudhary
e Conflicts of Interest Guardian | Verbal Information Chris Gaffey
e Use of Corporate Seal Paper Information Chris Gaffey
e Board Summary Report Information All
17. 12:55 5 mins Audit Committee Workplan Paper Information Izhar
Chaudhary
18. 13:00 5 mins Any Other Business, reflections Verbal Discussion Chair
on the meeting and items for
escalation to the Board
19. Date and Time of Next Meeting: | Verbal Information Chair

19 March 2026, 11:00-13:00
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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 2024

Key:

Present

Apologies

Attendance Not Required

No explanation

Member as per Terms of Reference
Attendee of meeting as per TORs
Apologies provided but Substitute
attended on behalf

Name

Title

Apr-25

Jun-25

Sep-25

Dec-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 11 September 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
Attendees / Participants:
Colin Scales CS Deputy Chief Executive, NHS GM
Sue Hill SH Deputy 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

Corporate Director of Finance — Commissioning & Financial

Sam Evans S8 Assurance, NHS GM

Jackie Gardiner G ﬁc;rrﬁ);)ég';ﬁe?][[rector of Operational Finance — Financial
Patrick Clark PC Senior Audit Manager, MIAA

Darrell Davies DD Regional Assurance Director, MIAA

Paul Bell PB Head of Anti-Crime Services, MIAA

Ross Baxter RB Governance Advisor, NHS GM (minutes)

Apologies:

David Hopewell DH Independent Member bringing Provider Partner perspective
Anthony Hassall | AH | o et Exeautve of Pennine Care NHIS Foundation Trus
Kathy Roe KR Chief Finance Officer, NHS GM

Sarah Ironmonger Si Engagement Partner, Grant Thornton

Perminder Sethi PS Senior Manager, Grant Thornton
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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 on 19 June 2025 were
approved as an accurate record.

Action Log

The action log was reviewed noting that updates had been provided against the
open actions. Actions 111 and 115 were closed, with 123 also closed having been
superseded.

Internal Audit Progress Report

This report provided the committee with a summary of the progress of the
2024/25 and 2025/26 Internal Audit Plan delivery, details of client briefings and
intelligence issued during the reporting period, and updates on forthcoming MIAA
conferences and master class events.

It was noted that an updated position had been circulated to members with some
reports now finalised. It was agreed it would be helpful to have timely sign off of
review Terms of Reference and management responses, as that was where the
delays occur.

Audit Committee noted the contents of the report and that an interim
meeting between MIAA and the Committee Chair would be arranged.

Internal Audit Follow Up Report

This report provided the committee with an update on progress made in
implementing outstanding internal audit recommendations. It noted that 22
recommendations were not due to be implemented and 17 had been fully
implemented or superseded. The remaining 30 were in progress, with 14 having
revised implementation dates as set out in the management responses. It was
further noted that since issuance of the papers, a further 7 actions had been
closed off, and 2 had moved into Partially Implemented.

It was confirmed that if anything needs to be prioritised, there would be a focus on
the high-risk items to make sure these are addressed. There would additionally
be meetings as and when required with the Chair, Chief Finance Officer and
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Deputy Chief Executive Officer between Audit Committee meetings to ensure
focus is in the right place.

Referring to the outstanding recommendation on the Health and Attendance
Poalicy, it was highlighted that the national guidance the team had been waiting on
before its review had now been received, meaning the Policy was scheduled to
go through the governance process as appropriate.

CS highlighted the need for someone to escalate to him if there were any delays,
as he would be able to help get this resolved. The need to be clearer on how
decisions to reschedule implementation were taken and the reasons for them was
highlighted, and CS would pick up how this happens.

Action: CS to bring forward a more detailed narrative explaining the
reasons for reprioritisation of audit recommendations, including the
balance of risk and rationale for delays.

A slip in mandatory training was noted and members agreed that the organisation
needs to ensure it is on top of this, as well as that sufficient progress is being
made on cyber.

Action: Staff to be reminded through appropriate channels to remain
compliant with statutory and mandatory training requirements.

There was a request for it to be highlighted which of those not implemented are
high risk, and it was confirmed that this would be included going forward.

Action: MIAA to highlight which of those areas not implemented are high
risk in future reports.

Audit Committee noted the contents of the report.

Counter-Fraud Progress Report, including a briefing on Failure to Prevent Fraud

This report provided a summary of anti-fraud activities undertaken from 6 June
2025 — 31 August 2025. Additionally, it outlined the requirements of the Economic
Crime and Corporate Transparency Act 2023 (ECCTA). The ECCTA contains a
corporate offence of ‘Failure to Prevent Fraud’, which came into force on 1
September 2025. The measures to be taken by NHS GM to ensure compliance
were outlined in the paper.

Members felt it would be useful to see a lessons learned for ECCTA and how
these had been implemented, as well as information on where Providers currently
sit with this.

Action: IC to provide a lessons learned report in six months on the
implementation and effectiveness of the new legislation and related
training.

Audit Committee noted the contents of the report and its implications for
NHS GM, and highlighted any other additional information, training or
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awareness that may be required to ensure full compliance with the pending
legislation.

An additional paper provided assurance on the current Counter Fraud Champion
arrangements within NHS GM.

Audit Committee supported the continued programme of work of the
counter fraud agenda and the Counter Fraud Champions as detailed within
the report.

Review of the 2024/25 External Audit

This report provided feedback on lessons learnt from the 2024/25 year end
accounts process, and was a joint paper drafted with external audit . It gave an
update on 2023/24 Lessons Learned, 2024/25 Feedback and Key development
areas for 2024/25 and their agreed actions.

The new general ledger was noted, and it was queried whether engagement was
happening at a national level with the relevant firms. It was confirmed that the
information was available to them but there was not any certainty on whether
training had been made available. This would be picked up and confirmed.

Audit Committee noted the contents of the paper and the proposed actions.

Update on 2024/25 Auditor’'s Annual Report Recommendations

This report provided an update on the implementation of key recommendations
and improvement recommendations that had been identified in the 2024/25
Auditor's Annual Report.

It was noted that while some areas were marked as complete, they were ongoing
as they reappear every year. It was additionally highlighted that there were no
areas of specific concern.

Audit Committee discussed and noted the updates on the implementation
of recommendations.

Risk Register/Management Update (including deep dives)

This report provided an update to the committee on the corporate risks across the
ICB, the progress with BAF risks, the progress with implementing Issue
Management, and confirmation on the definitions of Risk Appetite/Risk Tolerance.

Inconsistencies were noted where inherent and current risk scores were identical,
implying ineffective controls. There was a need for training on risk scoring, with a
deeper dive and moderation of scores across the organisation required.

Concerns were raised that key financial risks and their interdependencies with
other risks were not adequately reflected in the register. The committee
discussed the need to distinguish between strategic and operational risks and to
ensure that significant financial and sustainability risks are appropriately
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prioritised.

Members discussed the importance of clarifying the difference between risk
appetite and tolerance, noting that these may shift throughout the year. It was
agreed that ongoing board-level discussion and training were needed to embed
these concepts in risk management processes.

There was a commitment made to reviewing and improving the risk register,
including better communication, training, and the introduction of trend analysis
and graphical summaries to enhance transparency and assurance.

Audit Committee considered the corporate risks included within the report,
noted the ongoing work on the BAF Risks and identification and
management of issues, and noted the expanded definitions and clarity on
Risk Appetite and Risk Tolerance.

Corporate Policies

This report presented four policies for consideration and / or approval by the Audit
Committee in line with the Scheme of Delegation. The Robotic Process
Automation and Artificial Intelligence Policy was a new policy which had 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 were updated NHS GM policies that had been refreshed in
line with any changes to legislation and NHSE guidance.

Whistleblowing Policy

On the Whistleblowing Policy there was an ask to make sure that the terminology
used was consistent, and to remove the reference to “external” from Whistleblowing
Policy as this could be used by internal NHS GM staff also, and it was confirmed
that this would be amended.

Robotic Process Automation and Artificial Intelligence

It was confirmed that there had been engagement with NHSE and government
policy, as well as Trusts and ICBs in the London area. An Al Oversight Group had
been set up with various clinical and IT expertise, and is there to review the policy
against any Al or RPA implementations, including risk assessments on those
products. This was noted as an evolutionary process that would adapt over time.

The need for user-friendly guidance and training was noted, with a simplified user
guide and improved communication necessary to ensure staff understand and
comply with the policy.

Procurement Policy

The Procurement Policy was updated to reflect the Procurement Act 2023, with
ongoing training and user resources provided. The committee discussed the
appropriate use of waivers and the need for clarity on social value expectations,
agreeing that a minimum of 10% was too low and flexibility should be maintained.
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Conflicts of Interest Policy

This reflected minor amendments, including mandatory electronic declarations,
and was to be recommended to Board for approval.

Audit Committee approved the Whistleblowing, Robotic Process Automation
and Artificial Intelligence, and Procurement policies, and recommended the
Conflicts of Interest Policy for approval by the Board.

12. SIRO Annual Report
This report presented the action plan combining the DSPT Improvement Plan and
MIAA Audit Actions from MIAA CAF DSPT report 2.1. It was focused on
governance, assurance, and ownership, and outlined actions, clear
accountability, and deadlines to support the actions that needed to be completed
from NHS GM’s DSPT 2024/2025 submission.
The EPRR risk was noted as needing attention, with the staffing resource
diminishing. CS advised that plans were being developed on how NHS GM would
maintain capacity and resilience to ensure arrangements remain robust within the
context of ongoing NHS Reform.
Audit Committee noted the contents of the SIRO Report and agreed the
updated report in line with the implemented changes.

13. Review changes to standing financial instructions/prime financial policies and
changes to accounting policies
There were no changes to note.

14. Standing Items:

Debtors Update

This paper updated the Committee on the total level of debt due to the
organisation (£28.2m) and specifically the debt values over 90 days (£2.5m). This
also covered the value of the bad debt provision (£0.9m) and had been updated
to include credit notes raised in the period.

A query was raised on how likely the organisation is to recover the debt where a
supplier is going into liquidation, and it was confirmed that an update had been
requested on this and would be provided when available.

Losses/Special Payments

There was one to note of £1.5k that was approved by the CFO.

Tender Waivers and Procurement Report

This report highlighted to Audit Committee the volume of waivers that had been
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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.

Conflicts of Interest Guardian

There were no updates to note.

Use of Corporate Seal

There were no updates to note.

Board Summary Report

This would be completed noting items during the meeting.

Audit Committee noted the updates provided.

15. Audit Committee Workplan
The Audit Committee Workplan for 2025/26 was noted.
16. 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.
17. Date and time of next meeting:

11 December 2025, 11am — 2pm
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NHS GM Audit Committee
11t December 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 made in
completion of the 2024/25 Internal Audit Plan
and delivery of the 2025/26 Internal Audit
Plan.

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 2025/26 Internal Audit Plan.

Executive Summary

2.0 The report provides the Audit Committee with:

An update on the progress being made in completion of the agreed internal audit
workplan for 2024/25 and the 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
50 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 September 2025 to November 2025.

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

2024/25

The following reviews have been finalised:
e IT Asset Management (Moderate Assurance)
« Contract Management — Quality of Care (Moderate Assurance)

This completes delivery for 2024/25.

2025/26

The following reviews have been finalised:
¢ Financial Recovery Programme (Substantial Assurance)
e POD Delegation (Substantial Assurance)
* Mental Health Review (Substantial Assurance)

The following reviews are in progress:
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e Community Pharmacy — Additional Services (Draft Report issued 18/9/25)
e Specialised Commissioning (Draft Report issued 27/11/25)

e Training and Development (Draft Report issued 2/12/25)

e ESR Payroll (Fieldwork)

» Key Financial Transactional Processing Controls (Fieldwork)

» Financial Reporting (Fieldwork)

e Continuing Healthcare (CHC) (Fieldwork)

e Additional IT System Wide Assurance: IT Suppliers (Fieldwork)

» Financial Sustainability and Medium-Term Financial Planning (Planning)

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

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

e There were 58 recommendations reviewed as part of the Q3 follow up exercise: 18 High/ 26 Medium/ 10 Low/ 4 N/A.

e Of the 58 recommendations, 17 recommendations are not due to be implemented, 10 have been fully implemented/ superseded. The remaining
31 recommendations are in progress and partially implemented.

¢ Ofthe 31 recommendations not yet fully implemented, 27 have had revised implementation dates as set out in the management responses received
to date.

¢ In 26 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 further requests for changes since those notified to the Audit Committee in our previous Progress Reports.

DSPT Drop In Sessions

To support our clients with the Data Security and Protection Toolkit (DSPT) requirements for 2026 we are running a number of virtual drop-in sessions.

The sessions will cover DSPT requirements, key timelines, the approach to the audit, preparing for the audit and include undertaking a deeper dive into a
number of DSPT outcome areas.

The dates are as follows (whilst split into regions they are open to all clients as needed to suit diary commitments):
» Cheshire & Merseyside — 2" December at 10am
« Greater Manchester — 28" November at 10am
« Lancashire and South Cumbria — 27" November at 10am
« Shrewsbury, Telford and Wrekin, Staffordshire and other regions — 3 December at 10am
These dates have been shared with your operational leads for DSPT.
MIAA - Assured provider to the NCSC Cyber Resilience Audit Scheme

We are proud to announce that MIAA has been officially recognised as an Assured provider under the National Cyber Security Centre’s
(NCSC) Cyber Assessment Framework (CAF).

This accreditation marks a major milestone for MIAA and reflects our ongoing commitment to helping organisations strengthen their cyber resilience and
safeguard critical systems and services.

Page | 5



This achievement, which is the result of a rigorous assessment process, demonstrates our credentials in auditing against the NCSC’s Cyber Assessment
Framework and, highlights the exceptional skills and experience of our staff as well as our organisational commitment to the highest cyber security
standards. While this recognition is a tremendous achievement for MIAA, its greatest value lies with our clients, who can be confident they are engaging
highly skilled individuals and a trusted, high-quality audit provider.

The Cyber Resilience Audit (CRA) scheme provides assurance for organisations delivering independent cyber audits, with a strong focus on the Cyber
Assessment Framework (CAF). By becoming an NCSC Assured Provider, MIAA has demonstrated:

e Expertise in auditing against the CAF.
¢ Independence and integrity in delivering high-quality assessments.
¢ Dedication to helping organisations manage cyber risks in an ever-changing threat landscape.

This recognition is particularly important for organisations required to have their NHS Data Security and Protection Toolkit submission independently
audited, as NHS England strongly recommends using a CRA scheme-assured auditor. With this recognition, clients can be assured that DSPT audits
are delivered to the highest standards reflecting both the detail of the Cyber Assessment Framework and the NHS’s own DSPT audit guides.

Our latest briefings/blogs/podcasts are:
Salary Overpayments Benchmarking
25/26 MIAA Insight — Data Quality Benchmarking

Jane Pine Blog: Taking Time to Reflect: Why looking back helps us move forward

25/26 MIAA Insight — Duty of Candour Benchmarking
Key NHS Publications - November 2025

Simple Al Booklet Series: Helping the NHS Understand Artificial Intelligence

Key NHS Publications - October 2025

25/26 MIAA Insight - NHS England's National Oversight Framework Capability Self-Assessment

MIAA Insight - 25/26 Checklist Series - Waiting List Management
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fjane-pine-blog-taking-time-to-reflect-why-looking-back-helps-us-move-forward%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654306829%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=1%2Biw7rtIF3bh5aZiQcrmOnrT3gsB3iGg2B52wXDdfoM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fkey-nhs-publications-november%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654331249%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=2ZQ2PjfxxjZ3j7%2BxznTZdJyYNps2B9Mn2kejfU8HixM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fsimple-ai-booklet-series-helping-the-nhs-understand-artificial-intelligence%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654355985%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=D%2FN%2F2KzSGfWFsgdDgsqdZ1251Sgo6EdLPgUQCm2Dlm0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fkey-nhs-publications-october-2025%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654379341%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=0Z%2B9G%2FKQiI214SYwfrxRNCpx5HnnwUa9B%2BKYiE0Qm5g%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2F2526-miaa-insight-nhs-englands-national-oversight-framework-capability-self-assessment%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654403960%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=uYa1ch%2BXgIkDqWq3rQavQC%2FgVOVP70jwJiycdXYbZ7Q%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fmiaa-insight-2526-checklist-series-waiting-list-management%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654429011%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=tiT64afTVaNHTxyfot37H43kAcXGJP%2Bfuc3%2F7cFL%2By4%3D&reserved=0

o 25/26 MIAA Insight — PSIRF Benchmarking
e Key NHS Publications - September 2025

e Claire Hammill Blog: Putting Staff Wellbeing at the Heart of NHS Reform

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

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 — 7" January

» Greater Manchester — 12" December

» Lancashire and South Cumbria — 3" December
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. The next
meeting date will be in January.

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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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fkey-nhs-publications-september-2025%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654454296%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=80D1cd%2B14bZssqSDr5xLSVnHykZjGsFq8fikRRx0wvg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fclaire-hammill-blog-putting-staff-wellbeing-at-the-heart-of-nhs-reform%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654480652%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=WGeWDlR7Hcry9yntI4YInb232HscSW0SEDrgsPMD2MQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fnews-publications%2Fmiaa-news%2Fcelebrating-10-years-of-the-miaa-internship-programme-reflections-from-our-2425-interns%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654506607%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=4JWAhWEJetKmIX3TqseartorMZboEavU8L6rWux%2B2U4%3D&reserved=0

Powerful Allyship: Everyone's Role (21st January 2026): In this masterclass we will share the principles and practices around allyship and showcase
the positive impact allyship has on organisational culture and productivity. We will consider the role we all have as allies, alongside practical tools
to facilitate leaders to create the conditions for allyship to thrive.
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.miaa.nhs.uk%2Fevents%2Fpowerful-allyship-everyones-role%2F&data=05%7C02%7Cpatrick.clark%40miaa.nhs.uk%7C6e9f8bb1a2554222a6fe08de2cdcb803%7C88de16a87a434db4bb50a40cf75a9e95%7C0%7C0%7C638997523654532489%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=%2FMnXjr72TwLF8QNsRlUU%2Bh7sFs1C0bwC7V2B35utu0Q%3D&reserved=0

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 30
November
2025

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 Final 21/7/25 Katherine Substantial Dec 25 12 9.51 79.3% Complete
Commissioning Report Sheerin

Assurance

Framework (POD

Delegation)

Conflicts of Interest No - - Colin Scales - Apr 26 15 0 0% | Planned for Q4
Specialised Yes Dratft 27/11/25 Katherine Substantial Mar 26 11 13.5 122.7% Draft Report
Commissioning Report Sheerin
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HOIA Opinion Area | TOR Status Executive Assurance | Audit Indicative | Delivery Delivery | Comment
Agreed Lead Level Comm Days as %

Reporting at 30
November
2025

(deferred 24/25
audit)

Finance Performance and Sustainability

Key Financial Yes Fieldwork - Kathy Roe - Mar 26 15 4.1 27.3% | Fieldwork

Transactional

Processing Controls

Financial Recovery Yes Final 21/8/25 Kathy Roe Substantial Dec 25 20 13.09 65.5% | Complete

Programme Report

Supplier Due No - - Kathy Roe - Apr 26 18 0 0.0% | Planned for Q4

Diligence

Financial Reporting Yes Fieldwork - Kathy Roe - Mar 26 12 5.21 43.4% | Fieldwork

Mental Health Yes Final 24/9/25 Kathy Roe Substantial Dec 25 12 16.65 138.8% | Complete
Report

Quality

Community Yes Draft 18/9/25 Katherine Moderate Mar 26 13 Draft Report

Pharmacy — Report Sheerin 14.92 114.8%

Additional Services

Continuing Yes Fieldwork - Mandy Philbin | - Mar 26 30 Fieldwork

11.7 39.0%
Healthcare (CHC) ’
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HOIA Opinion Area

Status

Executive
Lead

Assurance
Level

Audit
Comm

Indicative | Delivery
Days as
at 30
November

Reporting

Delivery

%

Comment

People

Training and
Development

ESR

Information and Technology

Additional System
Wide IT Assurance —
IT Suppliers

Data Security and
Protection Toolkit

Phase Il -24/25

Phase | 25/26

Follow Up

Qtr 1

Qtr 2

Page | 11

Yes

Yes

No

Yes

Yes

N/A

N/A

Draft
Report

Fieldwork

Planning

Final
Report

Planning

Final
Report

Final
Report

2/12/25

30/6/25

N/A

N/A

N/A

Charlotte
Bailey

Charlotte
Bailey

Colin Scales

Colin Scales

Colin Scales

Kathy Roe

Kathy Roe

Substantial

High Risk/
High
Confidence

N/A

N/A

2025

Mar 26 15 10.58
Mar 26 12 9.22
Dec 25 15 5.67
Sept 25

17 10.08
Apr 26
June 25

22 16.27
Sept 25

70.5%

76.8%

37.8%

59.29%

74%

Draft Report

Fieldwork

Fieldwork.

Complete

TOR agreed

Complete

Complete



HOIA Opinion Area Status Executive Assurance | Audit Indicative | Delivery Delivery | Comment

Lead Level Comm Days as %
Reporting at 30
November
2025
Qtr 3 N/A Final N/A Kathy Roe N/A Dec 25 Complete
Report
Qtr4 N/A - N/A Kathy Roe N/A Mar 26 Planned for Q4

Planning & Reporting & Contingency

Planning, N/A N/A N/A N/A 25 21.35 85.4%
Management,

Reporting and

Meetings

Contingency N/A N/A - Kathy Roe - - 15 2 13.3%

Additional Reviews from Additional Contingency Days

Financial No Planning - Kathy Roe - Mar 26 18 0 0% | Planning. Scope
Sustainability and being discussed with
Medium-Term Kathy Roe and Kal
Financial Planning Kay.
Data Quality No - - Colin Scales - Mar 26 20 0 0% | Planned for Q4.
Financial System No - - Kathy Roe - Apr 26 20 0 0% | Planned for Q4.
Risk

TOTAL 361 163.85 45.4%

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

Reporting | Days at 30
November
2025

Added Value / Support & Guidance

Monthly TIAN N/A Issued N/A Every
Insight Report monthly meeting
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.

et ettty st ey

Delivery of the Head of Internal Audit | Each Audit Committee Green/ Amber There is ongoing engagement and
Opinion (Progress against Plan) communications regarding delivery of key
reviews to support the Head of Internal Audit
Opinion. There are some delays with progress
to note in terms of one Q2 review still at draft
report stage and one of the Q3 ‘additional’
reviews has not yet started and will now likely
fall into Q4. Some Q3 reviews remain in
fieldwork stage but are expected to reach draft
report stage by the end of Q3.

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

Trust management have accepted all
recommendations made to date within final
reports issued.

Percentage of recommendations which
are implemented

Follow Up is reported at each Audit
Committee — see separate report. A
significant number of recommendations are
only partially implemented and there have
been 26 revisions to deadlines since the
previous follow up exercise.
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Quialified Staff

Quality

Annual
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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.

MIAA operate systems to ISO Quality
Standards. MIAA conforms with the Global
Internal Audit Standards (UK public sector).




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

Report Title

IT Asset Management

Executive Sponsor

Colin Scales, Deputy Chief Executive

Objective The objective of the review was to provide an assurance opinion on the level and effectiveness of IT asset
management controls operated by the IT teams over Greater Manchester Integrated Care Board (ICB)’s
laptops, desktops and mobile phones and identify opportunities for improvement, where appropriate.

Recommendations 0 x Critical 1 x High 3 x Medium 0 x Low

Overall Rating Moderate

Summary

This review focused upon the IT assets being managed by the IT teams located in Great Manchester,
Bolton, Tameside and Trafford over the ICB’s laptops, desktops, and mobile phones. With the growing
demand for IT assets, these teams supported delivery of IT assets across a wide regional footprint.

Legacy contracts / Service Level Agreements (SLAS) required updating to ensure they align with relevant
standard framework terms and conditions, including standard security clauses, legislation such as
General Data Protection Regulation (GDPR), and business requirements. Locality contracts and
contracts with third party providers also required further clarity.

References to key policies / procedures within the contracts to ensure consistency of delivery and to
minimise the risk of key issues / responsibilities being overlooked required enhancement. Also, service /
assurance reviews of these contracts / SLAs should be regularly scheduled and undertaken.

In addition, the ICB would benefit from strengthening asset reconciliation and assurance through regular
reporting of the asset inventory across the entire estate, including end-of-life dates, capital / revenue
costs for licencing, upgrading / maintaining assets through life and tracking of IT equipment when users
changed locality.

Staff across the estate engaged with this review, recognising that the governance arrangements required
review to better understand the controls in place and identify areas where controls / governance could be
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strengthened and enhanced. Going forward new contracts / SLAs afford the ICB an opportunity to
enhance the governance framework and processes to manage these IT assets and reduce risks to a level
deemed appropriate for all.

Recommendations (High and Medium Only)

Recommendation 1 (High)

Update the contracts / SLAs in place for the IT Service Providers / GPs, to ensure they align with
relevant frameworks, include security clauses, the latest legislation, licensing / hardware leasing
/ purchase requirements, key policies, metrics and business requirements.

Schedule and undertaken relevant service reviews as part of a standardised governance
framework.

Confirm and document responsibilities for IT and the disposal companies for the secure
sanitisation of all sensitive data / destruction of IT assets.

Confirm all signed contracts are in place for the ICB and at a locality / supplier level are in place
for:- a. Disposal companies. b. Supporting solutions to track / manage IT assets.

Response & Implementation Date

Responses have not been included in detail as they run across several pages.

Various implementation dates from Dec 25 to June 26.

Recommendation 2 (Medium)

Review and confirm plans / risks around maintaining / upgrading IT assets through life including
the costs around the replacement of end-of-life equipment, deployment of Windows 11,
maintenance of licenses etc.

Identify mechanisms to cross check inventory accuracy across the wider IT Asset Registers.

Implement regular reconciliation reviews across the region for a range of IT asset categories such
as laptops, mobile devices, network devices, etc.
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¢ Review comparable sources to identify, investigate and resolve anomalies in IT Asset Registers
such as users changing localities, devices being repurposed and entries being incomplete.

¢ Consider the use of automation where possible to reduce manual entry and forms and enhance
consistency and accuracy of data.

Response & Implementation Date
¢ Responses have not been included in detail as they run across several pages.
e Various implementation dates from December 25 to September 26.
Recommendation 3 (Medium)

o Ensure consistent / comparable processes are in place across the asset management lifecycle
including for:- a. Regularly performing physical stock checks (random / full), taking into
consideration for instance high-value assets. b. Standard builds for ICB devices. c. Identifying and
remediating dormant/ anomalous devices in a timely manner. d. Distributing, installation,
returning, collecting and investigating incidents for remote workers. e. Managing disposed of
assets through removal and / or movement to an appropriate organisational unit.

« Continue to send communications to staff that re-iterate the importance of returning equipment,
etc.

Response & Implementation Date
¢ Responses have not been included in detail as they run across several pages.
o December 25 to March 26.

Recommendation 4 (Medium)

e Strengthen assurance reporting metrics across the estate such as in relation to trend / anomaly
reporting, KPIs, patching status, warranty status, risks on risk registers, etc to ensure IT asset
management practices are effective across the region.
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e Track and report improvements plans for upgrading the ICB estate to Windows 11 and report any
exceptions progress against the October 2025 deadline.

¢ Ensure consistent policy is in place across the IT suppliers. Ensure that key common policies
include:- a. Acceptable Usage Policy to ensure appropriate coverage of banners for all staff. b.
Remote and mobile working. c. Decommissioning / disposal policy.

¢ Review alignment to and / or adoption of ITIL 4 framework, IT Asset Management (ITAM) and ISO
Asset Management System — ISO 55001 standard.

¢ Evidence the GM Hardware Asset Management Policy has been reviewed and approved.
Response & Implementation Date
¢ Responses have not been included in detail as they run across several pages.

o December 25 to October 26.

Report Title

Contract Management — Quality of Care

Executive Sponsor

Mandy Philbin, Chief Nursing Officer

Objective The overall objective was to undertake an assessment of the mechanisms in place at NHS GM to ensure
that the organisation receives assurance from health care providers in relation to the quality of services
commissioned.

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

Overall Rating Moderate

Summary

Overall, a moderate assurance rating has been awarded, in that there is an adequate system of internal
control, however, in some areas weaknesses in design and/or inconsistent application of controls puts
the achievement of some aspects of the system objectives at risk.
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There is a governance framework in place for provider quality monitoring and reporting, including
reporting to Locality Quality Groups and the GM-wide System Quality Group. The established Provider
Oversight Sub-Committee (POSC) is responsible for review of acute, mental health & independent sector
provider performance. Whilst the provider oversight framework is designed to capture intelligence and
escalation to the POSC of key issues identified with independent providers, the primary focus to date has
been based on assurance relating to the large Acute & Mental Health providers.

Whilst we identified largely robust quality monitoring processes in place for the sample of contracts tested
for 2024/25, owing to ongoing capacity issues, this process was applicable to the majority of providers
on NHS Short and Long Form contracts and did not apply to Grant Agreements. Notwithstanding this,
there were processes in place to mitigate, including the Safeguarding audit processes established cross-
GM, and due diligence as part of contract award processes.

NHS GM is in the process of reviewing quality monitoring processes to address shortfalls identified for
independent sector providers. We recognise that this is initially focussed on the highest priority providers
of physical & mental health, owing to the volume of contracts in place. Some concerns were raised in
relation to re-alignment of individual contracts, and the potential negative effect on provider relations and
knowledge at locality level. It is important to ensure that the design of these processes, whilst recognising
the need to streamline based on both capacity and ICB reforms, contains robust and agreed escalation
methods, and does not adversely impact oversight of quality issues at locality level. In addition, that a
robust, ICB-wide method of risk assignment is utilised to define the level of oversight of each contract,
supported by a provider self-assessment framework to capture quality performance and clearly
demonstrate improvements for patients.

Recommendations (High and Medium Only)

A formal Risk Stratification exercise should be completed for all Independent Sector contracts,
with evidence of results maintained. (We acknowledge that this is the proposal set out by NHS
GM, with current focus on the arrangements for ‘high’ priority providers).

The format of risk stratification and parameters for future quality monitoring should be agreed with
input from quality teams across all localities, reported to the GM System Quality Group and ratified
by the Quality Committee and the Board.
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As part of the current re-organisation, NHS GM should ensure that robust mechanisms are
established and operating, to enable clear visibility of quality matters by the ADNQs. These should
include a process of clear and regular assurance reporting of contract performance by Quality
Managers. In addition, consideration should be given to any potential negative effect of re-
assignment of ADNQs, and how this can be effectively managed to ensure the continuation of
robust quality monitoring to Locality Boards.

There should be flexibility in allocated monitoring arrangements to account for changes in contract
risk status, identified through utilisation of intelligence relating to performance and a scheduled
(for example annual) repeat of the risk stratification process.

Response & Implementation Date

A Risk Stratification Tool has been developed holistically between the Contract, Quality and
Safeguarding, Performance & Finance functions to enable a full assessment of risk across all
NHS GM contracts. This tool has been finalised and is currently in the process of being tested by
the contracts team. The reform work has slowed this down somewhat, but it is recognised that
this is a necessary tool within the new ICB model and so the work is continuing. Since the Audit
was undertaken several changes have occurred — the centralisation of the Quality Managers with
clear areas of responsibility for independent sector contracts, as well as MDT working across the
Acute & MH Trust contracts, ensures that the ADNQs have resource in place to support their
understanding of quality in the individual localities. This model also provides some resilience and
flexibility as we can redeploy resource where needed when level of risk changes.

31 October 2025

Whilst it is recognised that quality monitoring documentation requires tailoring to suit contract
requirements, NHS GM should utilise the current review of quality monitoring processes, to
support a review of documentation currently in use and provide template documentation,
streamlined across the localities as appropriate.
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This should include the provision of self-assessment reporting by providers on quality
performance; including demonstration of improvements to patients as a result of the service
provided.

Response & Implementation Date

For the contracting round of 2025 — 2026, a single suite of documentation has been produced.
There are necessary variations determined by long and short form contracts and there is flexibility
for local variation where needed and agreed centrally. Safeguarding contractual requirements
have also been joined with the quality contractual requirements with the aim to support effective
joint working and avoidance of duplication. Responses have not been included in detail as they
run across several pages.

30 September 2025

NHS GM should utilise the governance structures already in place to provide clear assurance on
all independent sector contracts.

Whilst recognising the large volume of these contracts and the size and complexity in comparison
with larger provider contracts, reporting should be aligned to the assigned priority and Risk
Stratification outcome for each provider and include both positive assurance and escalation of key
issues.

Response & Implementation Date

This action has been somewhat superseded by the NHS Reform work as the requirements for the
ICB in line with the NHS Model ICB blueprint have changed. A new model of provider oversight
is being worked through. In the interim the assurance and oversight framework remains in place
and the escalation of any independent sector. This includes the initiation of Rapid Quality Review
with reporting through System Quality Group and Quality & Performance Committee. Quality
Oversight of Independent Sector providers also forms part of the Locality Assurance Meeting
(LAM).
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Complete

Report Title

Financial Recovery Programme

Executive Sponsor

Kathy Roe, Chief Finance Officer

Objective The overall objective of this audit was to review and assess the effectiveness of management of the
financial recovery programme through the governance structure.

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

Overall Rating Substantial

Summary

Overall, the governance structure developed to provide oversight of the Financial Recovery Programme
is effective and provides for substantial assurance. The NHS GM Finance Committee provide final
oversight and are supported by underlying structures through the Executive CIP Group and Core CIP
Group, alongside the Locality Assurance Meetings (LAMs) and Provider Oversight Meetings (POMS)
meetings. Specific resource has been provided to manage the Programme through the Finance Recovery
Programme Management Office (PMO) led by the GM Finance Recovery Senior Responsible Owner
(SRO).

CIP schemes are subject to detailed scrutiny with stretch targets set to challenge departments to make
additional savings alongside more robust gateway processes that have been established to monitor the
schemes. Deep dives have been instigated to understand progress and explore opportunities for further
savings. At the time of our review there was a requirement at a system level for a further £282m of
schemes to be identified or defined as part of the £656m CIP target. We have not raised a
recommendation in this regard, as the control mechanisms to monitor this situation are now established.
Financial Grip and Control measures relating to the NHSE Undertakings are largely complete with final
monitoring undertaken by the System Improvement Board.

Areas for improvement identified relate to original plan targets for financial plans and CIPs being clearly
reconciled alongside revised in-year targets to provide greater transparency and accountability to original

Page | 23




plans. Also, there is a need to ensure, consistency of information provided across different reporting
templates throughout the governance structure. It is acknowledged that the ICB has already begun to
address these issues and is in the process of making changes to reporting templates.

Recommendations (High and Medium Only)

Recommendation 1 (Medium)

« NHS GM should ensure that financial reporting across all layers includes clearer reference to
original plan targets, stretch and ambition targets and revised plan targets for clarity to the reader
to avoid confusion and clearly track performance and demonstrate accountability to agreed plans.

Response & Implementation Date

* NHS GM recognised this inconsistency in Q4 of 24/25 when completing the look back and lessons
learnt exercise. Actions have been taken to ensure one consistent report is now shared across
the organisation. Both the PMO team and the lead finance managers now meet on a weekly basis
to ensure robust reporting is in place which is then submitted to the Finance Directors and the
Recovery & Improvement Director for approval ahead of submission into any meetings,
committees and Chief Officers.

e These reports are used as evidence in SIB meetings to demonstrate improvements against the
enforced undertakings rather than duplicating any information.

* Any amendments required to the position in month now has a narrative to update and explain any
changes to avoid confusion. All these amends are taken through the Core CIP Group and
discussed with the CFO & DCEO.

30/6/26
Recommendation 2 (Medium)

 NHS GM should ensure that financial information is consistent across reports and throughout the
various meetings/ groups in the governance structure.

Response & Implementation Date

¢« NHS GM recognised this inconsistency in Q4 of 24/25 when completing the look back and lessons
learnt exercise. Actions have been taken to ensure one consistent report is now shared across

Page | 24




the organisation. Both the PMO team and the lead finance managers now meet on a weekly basis
to ensure robust reporting is in place which is then submitted to the Finance Directors and the
Recovery & Improvement Director for approval ahead of submission into any meetings,
committees and Chief Officers.

30/6/26

Report Title

POD Delegation

Executive Sponsor

Katherine Sheerin, Chief Officer for Commissioning

Objective To review NHS GM's annual self-declaration against the primary care commissioning assurance
framework.

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

Overall Rating Substantial

Summary

NHS England’s (NHSE’s) Primary care commissioning assurance framework (the framework) requires
Integrated Care Boards (ICBs) to complete an ‘annual self-declaration form’ covering its delegated
primary care functions

The self-declaration must be accompanied by ‘evidence and examples of compliance’ and the ICB must
give a red/ amber/ green (RAG) rating to its response to each of the 25 questions. If the rating is red or
amber, the ICB must ‘provide further details’ of the reason for the rating. The framework requires the self-
declaration to ‘be reviewed through the ICB’s internal audit process’.

The ICB’s self-declaration as presented for audit included:
. 24 green-rated responses.

. 1 amber-rated response.
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. 0 red-rated responses.

Overall, MIAA were able to confirm the position as stated in the ICB’s self-declaration.

Recommendations (High and Medium Only)

Recommendation 1 (Medium)

e As best practice, NHS GM should ensure that the 2025/26 self-declaration provides sufficient
detail in response to the questions, Reference should be made, as appropriate, to specific
processes and how they provide assurance. Also, reference should be made to specific examples
and supporting evidence available to support the rating given.

Response & Implementation Date

e GM PCCC has already considered revision to collation of evidence in support of the self-
declaration, collecting additional detail throughout the year, for example to incorporate into the
cover sheet information if and how the report contributes to assurance pertaining to the discharge
of delegated commissioning responsibilities. This shall generate additional detail for responses to
be included within self-declaration for 2025/26.

31/3/26
Recommendation 2 (Medium)

« NHS GM should introduce a formal tracking log of applications to the Pharmaceutical List. This
should be referenced within the response to this question in the 2025/26 self-declaration.

Response & Implementation Date
« Recommendation accepted. Tracker in place, subject to ongoing review.

31/8/25

Report Title

Mental Health Review

Executive Sponsor

Katherine Sheerin, Chief Officer for Commissioning
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Objective

Recommendations
Overall Rating

Summary

Recommendations (High and Medium Only)
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The overall objective of the review was to provide assurance over Mental Health expenditure and controls
for commissioning and delivering savings.

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

The review confirmed that the Mental Health commissioning intentions and the savings targets for
2025/26 were developed and presented as the Mental Health Integrated Fund (MHIF) to the Finance
Committee of NHS GM in July 2025. They were due to be presented to the Boards of both NHS GM and
the main providers Pennine Care NHS Foundation Trust (PCFT) and Greater Manchester Mental Health
NHS Foundation Trust (GMMH) in September 2025 for approval.

There are appropriate governance arrangements in place for monitoring the agreed commissioning
intentions and savings targets at weekly operational and monthly oversight meetings. Contracts with
providers are modelled on national frameworks and signed with key providers. Service specifications
and monitoring arrangements are agreed in a Memorandum of Understanding (MOU), stating the
information required and frequency by the NHS GM for assurance purposes.

The Provider Oversight Meetings (POMs) and GM Mental Health Partnership Board are central to
providing operational means of engagement with locality teams and executives. It was confirmed during
our review that updates on the status of MHIF and quality of service are reported to the Finance
Committee and the Quality and Performance Committee of NHS GM.

The NHS GM governance arrangements should program the timing of the approval of the MHIF
and MOU before the beginning of the financial year to which it relates, to enable the providers to
have systems and processes in place that will provide the necessary performance monitoring and
assurance information required by the NHS GM throughout the year.

Response & Implementation Date



e This has been implemented for the forthcoming financial year, we have implemented this. In
October 25, planning is underway, with a December submission deadline, to Plan for an MHIF
26/27.

31/12/25
Recommendation 2 (Medium)

¢ NHS GM should ensure that there are valid contracts in place and signed with associate
commissioners in a timely manner.

Response & Implementation Date

e The late planning round meant that contracts were late being issued in line with revised end Q1
national timeframes. They were signed between the ICB and the Trusts on time. As a principle,
NHS GM and the Trusts sign before the contract is issued wider to other associates. However,
in advance of the contract being issued as part of the negotiations, we seek each co-
commissioners and Trust agreement on their expected annual contracts values before building
and issuing the final contract to them for signature, which can be evidenced. Inthe case of GMMH
and the council co-commissioner, each organisation has multiple signatories and the council
stamps to be applied which is time consuming. This is a sequencing issue, no more.

1/4/26
Recommendation 3 (Medium)

¢ NHS GM should ensure that in addition to having up-to-date terms of reference of the GM Mental
Health Partnership Board, they also have an annual work programme for the Board to ensure that
they fulfil all their operational, strategic and assurance mandates in a timely manner.

Response & Implementation Date

* NHS GM is working with key partners (including GMMH and PCFT) to revise the Terms of
Reference for the GM Mental Health Partnership Board and the subgroups to the Board. All
subgroups are developing their strategic work plans in line with the national planning requirements
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and the GM Strategic Plan (including the NHS GM Strategic Commissioning Plan). These will be
developed between October — December and implemented from January 2026.

31/1/26
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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 September 2025 Audit Committee:

There were 58 recommendations reviewed as part of the Q3 follow up exercise: 18
High/ 26 Medium/ 10 Low/ 4 N/A.

Of the 58 recommendations, 17 recommendations are not due to be implemented
and 10 have been fully implemented. The remaining 31 recommendations are in
progress and partially implemented.

Of the 31 recommendations partially implemented, 27 have had revised
implementation dates as set out in the management responses received to date.

Since the previous Audit Committee, 26 revised implementation dates have been
requested by management and considered by Chief Officers as part of their regular
meetings.

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:

e 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 15t December 2025.

Summary

Since the follow up position reported previously at the September 2025 Audit Committee:
There were 58 recommendations reviewed as part of the Q3 follow up exercise: 18 High/ 26 Medium/ 10 Low/ 4 N/A.

Of the 58 recommendations, 17 recommendations are not due to be implemented and 10 have been fully implemented/ superseded. The remaining 31
recommendations are in progress and partially implemented.

Of the 31 recommendations partially implemented, 27 have had revised implementation dates as set out in the management responses received to date.

In 26 cases, a revised implementation date has been requested by management and considered by Chief Officers since the previous Audit Committee meeting. The
details of the extended implementation dates are set out in the table below:
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1 Post 1 x recommendation relating to IT service provision and | Various Latest Detailed follow up work undertaken with MIAA in
Integration technical framework. dates revised November 2025 with rationale provided and revised
Review from dates dates for implementation and further follow up work

original provided | early in 2026.
report in | are Jan
22/23. 26.

2-7 | Cyber 6 x recommendations relating to the following themes: | Various Latest Detailed follow up work undertaken with MIAA in
Organisational | incident management, cyber risk regime, 3 party | dates revised November 2025 with rationale provided and revised
Controls management, critical assets, cyber security measures, | from dates dates for implementation and further follow up work

embedding cyber security culture. original provided | early in 2026.
report in | are Jan
23/24 and Mar
26.
8 EPRR The ICB should formalise its governance and oversight | 28/2/25 31/3/26 14.11.25 Update - Lack of team capacity has
arrangements over BCP and EPRR, including setting up an 31/5/25 delayed progress. Supporting arrangements across
Oversight Group, as per the policy, to oversee strategy, NW region now agreed, with new target date of the
risks and compliance with NHSE requirements. end of the financial year to implement these actions.
9 EPRR The ICB should develop a formal mechanism for the | 31/3/25 31/3/26 14.11.25 Update - Lack of team capacity has
recording of EPRR exercises, which will allow the EPRR 31/5/25 delayed progress. Supporting arrangements across
team to document the results and evaluate their success NW region now agreed, with new target date of the
including identifying and implementing lessons learned. end of the financial year to implement these actions.
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.
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10 | EPRR The ICB should review training arrangements for EPRR to | 31/3/25 31/3/26 14.11.25 Update - Lack of team capacity has
ensure that the following is achieved: 31/5/25 delayed progress. Supporting arrangements across
» Training Needs Analysis forms are completed by all NW region now agreed, with new target date of the
relevant staff involved in EPRR. end of the financial year to implement these actions.
* 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.

11 | EPRR As the ICB’s EPRR and BCP framework and processes | 31/3/25 31/3/26 14.11.25 Update - Lack of team capacity has
become more established, including setting up a BCP and 31/5/25 delayed progress. Supporting arrangements across
EPRR Oversight Group, a specific BCP and EPRR risk NW region now agreed, with new target date of the
register should be established to highlight and monitor the end of the financial year to implement these actions.
key risks around these areas.

12 Population The ICB should clarify and agree with the local authority | 30/9/25 31/3/26 Review of Terms of Reference has been completed

Health Strategy

the responsible person for attendance at the PHC and
amend the terms of reference to reflect this accordingly.

for PH Committee for 2025/26. it has been agreed
that this representation is required, but a
representative has not yet been identified.
However, the PHC does have strong links to the
ICB, ICPB, Tackling Inequalities Board, Reform
Board and Health Portfolio Leads, all of which have
CX involvement. The PHC also has strong LA and
Locality representation through a DPH lead and a
DPL. This action may be nullified by the proposed
changes to the ICB governance arrangements.
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13

CHC Contract
Management

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.

Consideration should also be given to any opportunities to
centralise and cluster arrangements across bigger locality
footprints or even pan GM.

30/6/25

31/3/26

10/11/25 Update - Embedding of policy and process
underway. This is being monitored via the IPoC CIP
Plan. All new PoC are being commissioned via the
care home framework where able and any bespoke
PoC are commissioned via the policy off framework
until the NHS framework is available. Advise to
extend due date to Q4 as embedding process is
sustained.

14

CHC Contract
Management

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.

30/6/25

31/3/26

10/11/25 Update - Embedding of policy and process
underway. This is being monitored via the IPoC CIP
Plan. All new PoC are being commissioned via the
care home framework where able and any bespoke
PoC are commissioned via the policy off framework
until the NHS framework available. Advise to extend
due date to Q4 as embedding process is sustained.

15

CHC Contract
Management

To reinforce to the CHC team the importance and
requirement to register all concerns and issues on the
Provider Concerns Spreadsheet to ensure effective
recording and monitoring takes place, including ensuring
actions are closed off, lessons learnt recorded and that
there is formal escalation and reporting.

30/6/25

31/3/26

10/11/25 Update - Embedding of policy and process
underway. This is being monitored via the IPoC CIP
Plan. All new PoC are being commissioned via the
care home framework where able and any bespoke
PoC are commissioned via the policy off framework
until the NHS framework is available. All duties are
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segregated and have a clear audit trail. Advise due
date is Q4 as policy is sustainably embedded.

16

CHC Contract
Management

To ensure that the Individual Placement Agreements are
retained centrally and available for review where required.

30/6/25

31/3/26

10/11/25 Update - Embedding of policy and process
underway. This is being monitored via the IPoC CIP
Plan. All new PoC are being commissioned via the
care home framework where able and any bespoke
PoC are commissioned via the policy off framework
until the NHS framework is available. Advise due
date is Q4 as policy is sustainably embedded.

17

Commissioning

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.

Ongoing

31/12/25

13/11/25 Update - Work continues to progress
contracts through due process and governance as
described in the June update. The schedule of
contracts signed and outstanding will be presented
to December Finance Committee.

18

Commissioning

The GMICB Provider Oversight Subcommittee (POS)
should design reporting templates containing all of the
metrics which should be considered at CRMs consistently
at all providers, including the 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.

1/6/25

31/3/26

13/11/25 Update - The Internal Provider Oversight
Group has now been disbanded due to the imminent
changes in ICB assurance and oversight
responsibilities as per the guidance for the model
ICB. A working group is now established to develop
revised TOR for NHS provider contract governance
as part of the wider assurance and governance
overview which is due to take effect from 1.4.26.

19

Commissioning

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

1/7/25

31/3/26

13/11/25 Update - The Internal Provider Oversight
Group has now been disbanded due to the imminent
changes in ICB assurance and oversight
responsibilities as per the guidance for the model
ICB. A working group is now established to develop
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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.

revised TOR for NHS provider contract governance
as part of the wider assurance and governance
overview which is due to take effect from 1.4.26.

20

SEND

Regular audits of locality level processes that underpin the
performance reports and delivery of action plans including
those relating to lesson learned should be undertaken.
Findings should be reported through the relevant
groups/committees.

30/9/25

31/3/26

Thematic reviews and sharing of learning is well
embedded. The GM audit programme is in
development, each locality undertakes audit within
their SEND partnership, but a GM approach to look
at themes at the same time needs to be developed.
Propose new target date of March 2026 to complete
audit element.
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21 | Health and | The ICB should ensure appropriate staff have been first-aid | 31/10/25 | 31/3/26 Update November 25 - The ICB have strengthened
Safety trained across the organisation, in line with Health and the link between the current risk score, actions and
Safety (First-Aid) Regulations 1981. the agreed tolerance scores. Currently 3 of the 10
Reporting on completion of training should be included in risks have a curren't score higher than the tqlerance
current training monitoring mechanisms and reporting range' The nawaﬂves.to S“Ppon the;e'nsks do
routines. partially reference the link but is not explicit enough,
proposed extended date to allow time to implement

this.
22 | Assurance The narrative should clearly reflect how the risk owner | 30/9/25 31/1/26 Update November 25 - The ICB have strengthened
Framework intends to move the risk to within the specified tolerance the link between the current risk score, actions and
level and if this not possible then what actions/mitigations the agreed tolerance scores. Currently 3 of the 10
the ICB intends to put in place. risks have a current score higher than the tolerance
range. The narratives to support these risks do
partially reference the link but is not explicit enough,
proposed extended date to allow time to implement

this.
23 | Assurance Risk should be reviewed to ensure that identified gaps in | 30/9/25 31/1/26 Update November 25 - BAF template has been
Framework controls relate to a control rather than a factor that impacts updates and gaps in control has its own section,
on the management of the risk. Stated actions should be however some additional work to be done on the
linked to the control gap and clearly describe how its content of gaps in control section to ensure relate
completion will impact on the control gap. specifically to controls rather than factors that

impact on the management of the risk.
24- | CAF aligned | 3 x recommendation relating to IT service provision and | 31/10/25 | Latest Detailed follow up work undertaken with MIAA in
26 | DSPT technical framework. and revised November 2025 with rationale provided and revised
31/12/25 | dates dates for implementation and further follow up work
provided | early in 2026.
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are Jan
26.

The next formal follow up of previously agreed recommendations will be reported in Q4 2025/26.
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Internal Audit Action Tracker

The following summarises progress against the internal audit recommendations as at 1%' December 2025:

Number of Recommendations
ﬁ%gf REUIESY Executive Lead | 10t ﬁg: Superseded il e M Resﬁgnse
Due Implemented | Implemented | Implemented Received
22/23 Post lntegration G and Digital Colin Scales 1 0 0 0 1 0 0
23/24 Cyber Organisational Controls Colin Scales 6 0 0 0 6 0 0
23/24 Health and Wellbeing Charlotte Bailey 1 0 0 0 1 0 0
24/25 EPRR Colin Scales 5 1 0 0 4 0 0
24/25 Population Health Strategy Charlotte Bailey 1 0 0 0 1 0 0
24/25 Culture Framework Charlotte Bailey 2 2 0 0 0 0 0
24/25 CHC - Contract Management Mandy Philbin 7 0 0 0 7 0 0
24/25 Performance Management Data Quality Colin Scales 5 5 0 0 0 0 0
24/25 Risk Management Core Controls Colin Scales 2 2 0 0 0 0 0
24125 Commissioning Kgg;irr'irr‘]e 4 0 0 0 4 0 0
24/25 Key Financial Transactional Processing Kathy Roe 5 0 0 > 0 0 0
Controls
24/25 Finance Systems Deep Dive — Budgetary Kathy Roe 3 0 0 3 0 0 0
Control

24/25 SEND Mandy Philbin 2 1 0 0 1 0 0
24/25 Provider Selection Regime (PSR) Kathy Roe 4 0 0 4 0 0 0
24/25 Health and Safety Colin Scales 4 3 0 0 1 0 0
24/25 Assurance Framework Colin Scales 3 0 0 1 2 0 0
24/25 Oversight Arrangements Colin Scales 3 3 0 0 0 0 0
25/26 CAF aligned DSPT Colin Scales 3 0 0 0 3 0 0

Total 58 17 0 10 31 0 0
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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 1% December

2025:

2023/24 REVIEWS

Cyber Organisational Controls

Responsible Officer: Various — see
Appendix A

Action Due: Various
Revised date: 31/1/26

3 x high risk recommendations relating to incident management, cyber risk
regime and 3 party management.

Partially Implemented

Based on the updates received in November
2025, each of the recommendations are
partially implemented with further follow up
work scheduled for early 2026.

2024/25 REVIEWS

EPRR

Responsible Officer:
Bidolak (Head of EPRR)

Action due: 30/11/25
Revised date: 31/3/26

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

Not Yet Due

14/11/25 Update - Lack of team capacity has
delayed progress. Supporting arrangements
across NW region now agreed, with new
target date of the end of the financial year to
implement these actions.
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EPRR

Responsible Officer:
Bidolak (Head of EPRR)

Action due: 31/3/25
Revised date: 34/5/25; 31/3/26

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

14/11/25 Update - Lack of team capacity has
delayed progress. Supporting arrangements
across NW region now agreed, with new
target date of the end of the financial year to
implement these actions.

CHC Contract Management

Responsible Officer: Mandy Philbin
(Chief Nursing Officer)

Action due: 30/6/25

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.

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

Partially Implemented

10/11/25 Update - Policy currently being
embedded via IPoC PID. Policy has been
supported via Finance Committee and
CPAS. Awaiting evidence.
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reviewed by the financial assurance team to ensure this is robust and that all
decisions made have a clear audit trail.

CHC Contract Management

Responsible Officer: Mandy Philbin
(Chief Nursing Officer)

Action due: 30/6/25
Revised date: 31/3/26

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

10/11/25 Update - Embedding of policy and
process underway. This is being monitored
via the IPoC CIP Plan. All new PoC are
being commissioned via the care home
framework where able and any bespoke
PoC are commissioned via the policy off
framework until the NHS framework is
avaliable. Advise to extend due date to Q4
as embedding process is sustained.

CHC Contract Management

Responsible Officer: Mandy Philbin
(Chief Nursing Officer)

Action due: 30/6/25
Revised date: 31/3/26

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.

Partially Implemented

10/11/25 Update - Embedding of policy and
process underway. This is being monitored
via the IPoC CIP Plan. All new PoC are
being commissioned via the care home
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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).

framework where able and any bespoke
PoC are commissioned via the policy off
framework until the NHS framework
avaliable. Advise to extend due date to Q4
as embedding process is sustained.

Performance Management — Data
Quality

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

Action due: 30/9/25

Revised Date:31/12/25

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.

Commissioning

Responsible  Officer:  Associate
Director of Contract Management

Action due: Ongoing
Revised Date:31/12/25

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.

Partially Implemented

13/11/25 Update - Work continues to
progress contracts through due process and
governance as described in the June
update. The schedule of contracts signed
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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.

and outstanding will be presented to
December Finance Committee.

Commissioning

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

Action due: 1/7/25

Revised Date:31/12/25

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:

*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.

Partially Implemented

13/11/25 Update - The Internal Provider
Oversight Group has now been disbanded
due to the imminent changes in ICB
assurance and oversight responsibilities as
per the guidance for the model ICB. A
working group is now established to develop
revised TOR for NHS provider contract
governance as part of the wider assurance
and governance overview which is due to
take effect from 1.4.26.

Key Financial Transactional
Processing Controls

Recommendation 1: The ICB should review all outstanding approval limits and
whilst waiting for formal budget delegation forms to be completed, ensure that

Fully Implemented
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Responsible Officer: Kaye Abbott/
Alaister Ross

Action due: 30/6/25

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.

Finance Systems Deep Dive -
Budgetary Control
Responsible Officer: Jackie
Gardiner — Corporate Director of
Operational Finance
Action due: 31/8/25

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.

Fully Implemented

Health and Safety

Responsible  Officer:
Deakin — H&S Lead

Action due: 31/12/25

Samantha

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
the provision of training, supervision and monitoring of lone workers are all in
place.

Not Yet Due

All pre-existing documentation collated.
Lone working group to meet in September
2025 to review. Policy scheduled to be
considered by the Policy Review Group in
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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.

January, followed by People and Culture
Sub-Committee in early February.

Health and Safety

Responsible  Officer:
Deakin — H&S Lead

Action due: 31/10/25
Revised Date:31/3/26

Samantha

Recommendation 2: The ICB should ensure appropriate staff have been first-aid
trained across the organisation, in line with Health and Safety (First-Aid)
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.

Not Yet Due

First aid risk assessment outstanding. First
aid training procured. 10 new first aiders - 3
due to be trained in the next month

3 pre-existing first aiders. Trained first aiders
numbers reported to the People and Culture
sub-committee.

2025/26 REVIEWS

CAF aligned DSPT

Responsible Officer: Various
Action due: 31/10/25 and 31/12/25
Revised Date: 31/1/26

3 x high risk recommendations relating to supply chain, identity and access control
and response planning.

Partially Implemented

Based on the updates received in November
2025, each of the recommendations are
partially implemented with further follow up
work scheduled for early 2026.
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Appendix A: Detailed List of Outstanding Recommendations

Year | Ref Risk Recommendation Responsible | Exec Lead | Due Revised | December 25 Update
Rating Officer Date Date
2022/23 | Post N/A IT Service Provision and Malcolm Colin Scales, N/A N/A Partially Implemented
Integration Technical Framework x 5 Whitehouse Deputy Chief 4 have been closed and one is partially implemented.
Review subsidiary actions. Executive
2023/24 | Cyber High x 3 | 3 recommendations made Various Colin Scales, Various 31/1/26 Partially Implemented
Organisational refating to incident Deputy Chief Based on the updates received in November 2025, each of the
Controls management, cyber risk Executive recommendations are partially implemented with further follow up
regime ad 3" party work scheduled for early 2026.
management.
2023/24 | Cyber Medium 3 recommendations made Various Colin Scales, Various 31/1/26 Partially Implemented
Organisational | x 3 relating to critical assets, Deputy Chief Based on the updates received in November 2025, each of the
Controls cyber security measures and Executive recommendations are partially implemented with further follow up
cyber experience. work scheduled for early 2026.
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- The new draft of our Wellbeing and Attendance Management
reviewed and updated to of People People Officer 31/3/25 Policy has been developed collaboratively by our team with line
include organisational-wide Services 31/12/24 managers and staff side, we've reviewed it against the NHSE
guidance and harmonised framework which is not yet officially released but has been used to
documentation, to support ensure we are aligned with the new framework. It's an extensive
workplace health and policy and includes guidance on wellbeing tools and OH referrals
attendance across the ICS. 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,
P&C and PF in November.
On Track for December Implementation.
2024/25 | EPRR Medium | The ICB should formalise its Andrew Bidolak, Colin Scales, 28/02/2025 | 31/3/26 Partially Implemented
governance and oversight Head of EPRR Deputy Chief 31/05/2025 | 14.11.25 Update - Lack of team capacity has delayed progress.
arrangements over BCP and Executive Supporting arrangements across NW region now agreed, with
EPRR, including setting up an new target date of the end of the financial year to implement these
Oversight Group, as per the actions.
policy, to oversee strategy,
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risks and compliance with
NHSE requirements.

2024/25

EPRR

High

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.

Andrew Bidolak,
Head of EPRR

Colin Scales,
Deputy Chief
Executive

30/11/2025

31/3/26

Not Yet Due

14.11.25 Update - Lack of team capacity has delayed progress.
Supporting arrangements across NW region now agreed, with
new target date of the end of the financial year to implement these
actions.

2024/25

EPRR

Medium

The ICB should develop a
formal mechanism for the
recording of EPRR exercises,
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.

Andrew Bidolak,
Head of EPRR

Colin Scales,
Deputy Chief
Executive

31/03/2025

31/3/26
314/05/2025

Partially Implemented

14.11.25 Update - Lack of team capacity has delayed progress.
Supporting arrangements across NW region now agreed, with
new target date of the end of the financial year to implement these
actions.

2024/25

EPRR

High

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

Andrew Bidolak,
Head of EPRR

Colin Scales,
Deputy Chief
Executive

31/03/2025

31/3/26
31/05/2025

Partially Implemented

14.11.25 Update - Lack of team capacity has delayed progress.
Supporting arrangements across NW region now agreed, with
new target date of the end of the financial year to implement these
actions.
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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 | 31/3/26 Partially Implemented
framework and processes Head of EPRR Deputy Chief 31/05/2025 | 14.11.25 Update - Lack of team capacity has delayed progress.
become more established, Executive Supporting arrangements across NW region now agreed, with
including setting up a BCP new target date of the end of the financial year to implement these
and EPRR Oversight Group, actions.
a specific BCP and EPRR risk
register should be established
to highlight and monitor the
key risks around these areas.
2024/25 | Population Low The ICB should clarify and David Boulger, Charlotte 30/09/2025 | 31/3/26 Partially Implemented
Health agree with the local authority Associate Bailey, Chief Review of Terms of Reference has been completed for PH
Strategy the responsible person for Director - People Officer Committee for 2025/26. It has been agreed that this
attendance at the PHC and Population Health representation is required, but a representative has not yet been
amend the terms of reference identified. However, the PHC does have strong links to the ICB,
to reflect this accordingly. ICPB, Tackling Inequalities Board, Reform Board and Health
Portfolio Leads, all of which have CX involvement. The PHC also
has strong LA and Locality representation through a DPH lead
and a DPL. This action may be nullified by the proposed changes
to the ICB governance arrangements.
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 November Update - Work has now begun on the review of the

the responses to the three
cultural questions in the
appraisal template are
collated to give another
strand to assessing the
cultural health of the

People Officer

appraisal process. A core group of individuals from across People
& Culture have been identified as key stakeholders and a task and
finish group has been established. The group are meeting for the
first time on 12.11.25. At the first meeting a project timeline will be
agreed. The proposed plan at the task and finish group includes
all actions required to review all elements of the appraisal
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organisation and encourage
staff to complete this section
in their individual template.

process, including engagement, cultural aspects, data collection,
template revision, recording requirements and policy/governance
assurances. The project will be co-lead across People Services
and Organisational Development with ongoing discussions about
the future BAU leadership of appraisals.

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

Officer / Kathy
Roe, Chief
Finance Officer

Nursing Officer

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 10/11/25 Update - Policy currently being embedded via IPoC PID.
developed and put into place | Officer Nursing Officer Policy has been supported via Finance Committee and CPAS.
to ensure that there is Awaiting evidence.
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.
2024/25 | CHC - Contract | High To review the process around | Mandy Philbin — Mandy Philbin 30/06/2025 | 31/3/26 Partially Implemented
Management the commissioning and Chief Nursing — Chief

10/11/25 Update - Embedding of policy and process underway.
This is being monitored via the IPoC CIP Plan. All new PoC are
being commissioned via the care home framework where able and
any bespoke PoC are commissioned via the policy off.
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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
Management

Medium

To ensure that there is
segregation of duty in the
process of obtaining
expression of interest to the
awarding of the package of
care and authorisation.
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

Mandy Philbin —
Chief Nursing
Officer

Mandy Philbin
— Chief
Nursing Officer

30/06/2025

Partially Implemented

10/11/25 Update - Embedding of policy and process underway.
This is being monitored via the IPoC CIP Plan. All new PoC are
being commissioned via the care home framework where able and
any bespoke PoC are commissioned via the policy off framework
until the NHS framework is available. All duties are segregated
and have a clear audit trail. Awaiting evidence.
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be used for the purposes of
contract award processes.

2024/25

CHC - Contract
Management

Medium

To ensure that all localities
have an agreed pricing
structure in place ensuring
consistency of payments
within the same care home,
as part of GM wide pan-
commissioning arrangements.

Mandy Philbin —
Chief Nursing
Officer

Mandy Philbin
— Chief
Nursing Officer

30/06/2025

Partially Implemented

10/11/25 Update - Policy currently being embedded via IPoC PID.
Policy has been supported via Finance Committee and CPAS.
Awaiting evidence.

2024/25

CHC - Contract
Management

High

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.

Mandy Philbin —
Chief Nursing
Officer / Kathy
Roe, Chief
Finance Officer

Mandy Philbin
— Chief
Nursing Officer

30/06/2025

31/3/26

Partially Implemented

10/11/25 Update - Embedding of policy and process underway.
This is being monitored via the IPoC CIP Plan. All new PoC are
being commissioned via the care home framework where able and
any bespoke PoC are commissioned via the policy off framework
until the NHS framework available. Advise to extend due date to
Q4 as embedding process is sustained.

2024/25

CHC - Contract
Management

Medium

To reinforce to the CHC team
the importance and
requirement to register all
concerns and issues on the
Provider Concerns
Spreadsheet to ensure
effective recording and
monitoring takes place,
including ensuring actions are
closed off, lessons learnt

Mandy Philbin —
Chief Nursing
Officer

Mandy Philbin
— Chief
Nursing Officer

30/06/2025

31/3/26

Partially Implemented

10/11/25 Update - Embedding of policy and process underway.
This is being monitored via the IPoC CIP Plan. All new PoC are
being commissioned via the care home framework where able and
any bespoke PoC are commissioned via the policy off framework
until the NHS framework is available. All duties are segregated
and have a clear audit trail. Advise due date is Q4 as policy is
sustainably embedded.
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recorded and that there is
formal escalation and
reporting.

2024/25 | CHC - Contract

Management

Low

To ensure that the Individual
Placement Agreements are
retained centrally and
available for review where
required.

Mandy Philbin —
Chief Nursing
Officer / Kathy
Roe, Chief
Finance Officer

Mandy Philbin
— Chief
Nursing Officer

30/06/2025

31/3/26

Partially Implemented

10/11/25 Update - Embedding of policy and process underway.
This is being monitored via the IPoC CIP Plan. All new PoC are
being commissioned via the care home framework where able and
any bespoke PoC are commissioned via the policy off framework
until the NHS framework is available. Advise due date is Q4 as
policy is sustainably embedded.

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

Colin Scales,
Deputy Chief
Executive

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 Quiality

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

Colin Scales,
Deputy Chief
Executive

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

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Colin Scales,
Deputy Chief
Executive

30/09/2025

31/12/25

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

2024/25 | Performance
Management

Data Quiality

Medium

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.

Matt Hennessey,
Chief Intelligence
and Analytics
Officer

Colin Scales,
Deputy Chief
Executive

30/09/2025

31/12/25

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

2024/25 | Performance
Management

Data Quiality

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

Colin Scales,
Deputy Chief
Executive

30/09/2025

31/12/25

Not Yet Due

Delayed due to reform activities - there are steps to merge
provider oversight and strategic contracting meetings 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

Chris Gaffey,
Associate
Director of

Colin Scales,
Deputy Chief
Executive

31/12/2025

Not Yet Due
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specific staff where they are Corporate Training application forms have been prepared for the team and
leading on risk management Services will be submitted during November 2025. The announcements
as part of their ongoing regarding NHS Reform have inevitably slowed progress with this.
development, particularly for
the Risk Management team,
as well as any other
operational leads where
appropriate.
2024/25 | Risk Low The Risk Management Policy | Rick Thompstone, | Colin Scales, 30/09/2025 | 1/4/26 Not Yet Due

Management and Risk Register should be Assistant Director | Deputy Chief 11126 The implementation of the new Corporate Records system is in

Core Controls updated to include reference of PMO and Risk | Executive progress. As part of this process there is capability to shape the
to exploring opportunities as content and so space for capturing arising opportunities can be
part of the risk assessment included.
process to analyse new The go live date on the new Datix risk system has been moved to
op.po.rtunl.tles as well as. January 2026. This is due to the ongoing NHS reforms that will
existing risks to det.ermlne result in a new organisational structure and the need for the
whether any associated system to align to this.
benefits could occur. These
should then be tracked
alongside risks.

2024/25 | Commissioning | Medium » The Public Health Associate Katherine 30/06/2025 Partially Implemented

Committee (PHC) should Director — Sheerin, Chief Awaiting evidence
ensure that the annual Strategic Commissioning

delegation agreement for S7TA
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

Commissioning
(to coordinate)

Officer

13/11/25 Update - S7A screening and immunisation programmes
remain within the S7A public health functions agreement between
DHSC and NHSE. Delegation of these services to ICBs has been
deferred until April 2027. The services will be commissioned via
the Office for Pan ICB Commissioning. The SIOCCFG has been
dis-established and all S7A governance is within the GM PCCC,
with updated ToR.
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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
formally ratified by the Quality
and Performance Committee
of the ICB.

responsibility for provider

Management and

Officer

2024/25 | Commissioning | High The ICB should review its Associate Katherine Ongoing 31/12/25 Partially Implemented
commissioning activities cycle | Director of Sheerin, Chief Update 13.11.25 - Work continues to progress contracts through
and ensure that providers are | Contract Commissioning due process and governance as described in the June update. The
contracted to offer the Management Officer schedule of contracts signed and outstanding will be presented to
services in a timely manner December Finance Committee.
as close to the beginning of
the contract period as
possible.

2024/25 | Commissioning | Medium | The GMICB Provider Associate Katherine 01/06/2025 | 31/3/26 Partially Implemented
Oversight Subcommittee Director of Sheerin, Chief Update 13.11.25 - The Internal Provider Oversight Group has now
(POS) should design Contract Commissioning been disbanded due to the imminent changes in ICB assurance
reporting templates Management and | Officer and oversight responsibilities as per the guidance for the model
containing all of the metrics Associate ICB. A working group is now established to develop revised TOR
which should be considered Director of for NHS provider contract governance as part of the wider
at CRMs consistently at all Strategic assurance and governance overview which is due to take effect
providers, including the Commissioning from 1.4.26.
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 | 31/3/26 Partially Implemented
all of their committees/ Director of Sheerin, Chief Update 13.11.25 - The Internal Provider Oversight Group has now
subcommittees with the Contract Commissioning

been disbanded due to the imminent changes in ICB assurance
and oversight responsibilities as per the guidance for the model
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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:

* 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.

Associate
Director of
Strategic
Commissioning

ICB. A working group is now established to develop revised TOR
for NHS provider contract governance as part of the wider
assurance and governance overview which is due to take effect
from 1.4.26.

2024/25

SEND

Medium

It should be ensured that all
localities have a joint SEND
Strategy and Joint

Locality Deputy
Place Based
Leads

Mandy Philbin,
Chief Nursing
Officer

31/3/26

Not Yet Due

SEND Strategies and Joint Commissioning Strategies are a
Statutory duty for SEND Partnership boards. The ICB duty is to
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Commissiong Strategies in
place.

co-operate. Currently PBL hold the delegated duty for SEND. It is
the responsibility of the SEND Local Area Partnership to have
these in place. This will be ongoing as Strategies and Plans need
updated.

2024/25 | SEND Medium Regular audits of locality level | Associate Mandy Philbin, | 30/9/25 31/3/26 Not Yet Due
processes that underpin the Directors of Chief Nursing Thematic reviews and sharing of learning is well embedded. The
performance reports and Quality/Stephanie | Officer GM audit programme is in development, each locality undertakes
delivery of action plans Whitelaw audit within their SEND partnership, but a GM approach to look at
including those relating to themes at the same time needs to be developed. Propose new
lesson learned should be target date of March 2026 to complete audit element.
undertaken. Findings should
be reported through the
relevant groups/committees.
2024/25 | Health and High Ensure a Lone Worker Policy | Samantha Colin Scales, 31/12/25 5/2/26 Not Yet Due
Safety is developed and Deakin, Health Deputy Chief All pre-existing documentation collated. Lone working group to
implemented as soon as Safety and Executive meet in September 2025 to review. Policy scheduled to be
possible. This should be Security Lead considered by the Policy Review Group in January, followed by
supported by a full risk People and Culture Sub-Committee in early February.
assessment, including
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 31/3/26 Partially Implemented
Safety appropriate staff have been Deakin, Health Deputy Chief First aid risk assessment outstanding. First aid training procured
f|rst-a|.d tr.ame.d a.cross. the Safet){ and Executive 10 new first aiders - 3 due to be trained in the next month, 3 pre-
organisation, in line with Security Lead existing first aiders. Trained first aiders numbers reported to the
Health a_md Safety (First-Aid) People and Culture subcommittee.
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 31/3/26 Not Yet Due
Safety reporting and management Deakin, Health Deputy Chief The delivery date for the new Datix system has changed due to
policy/ procedure is Safety and Executive NHS Reforms and the date has been revised to reflect this -

developed and appropriately
communicated to all staff.

Security Lead

unable to establish the system without organisational and staff
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hierarchy, which won't be possible until completion of alignment to
the new operating model.

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 The narrative should clearly Rick Thompstone | Colin Scales, 30/9/25 31/1/26 Partially Implemented
Framework reflect how the risk owner — Assistant Deputy Chief November 25 - The ICB have strengthened the link between the
intends to move the risk to Director Risk & Executive current risk score, actions and the agreed tolerance scores.
within the specified tolerance | PMO Currently 3 of the 10 risks have a current score higher than the
level and if this not possible tolerance range. The narratives to support these risks do partially
then what actions/mitigations reference the link but is not explicit enough, proposed extended
the ICB intends to put in date to allow time to implement this.
place. These actions are progress in line with the ongoing BAF review.
The BAF risks, risk appetite statements and the BAF risk template
have been reviewed in recent months, with final approval
expected at September's ICB board. This review has meant that
the Q1 BAF scores were not reported and so it has not been
possible to demonstrate these actions yet. It's expected that
reporting in September will demonstrate completion.
2024/25 | Assurance N/A Risk should be reviewed to Rick Thompstone | Colin Scales, 30/9/25 31/1/26 Partially Implemented
Framework ensure that identified gaps in — Assistant Deputy Chief November 2025 - BAF template has been updates and gaps in
controls relate to a control Director Risk & Executive control has its own section, however some additional work to be

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

done on the content of gaps in control section to ensure relate
specifically to controls rather than factors that impact on the
management of the risk.

These actions are progress in line with the ongoing BAF review.
The BAF risks, risk appetite statements and the BAF risk template
have been reviewed in recent months, with final approval
expected at September's ICB board. This review has meant that
the Q1 BAF scores were not reported and so it has not been
possible to demonstrate these actions yet. It's expected that
reporting in September will demonstrate completion.

Page | 31




2024/25

Oversight
Arrangements

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 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.

Zoe Mellon,
Performance
Lead

Colin Scales,
Deputy Chief
Executive

30/9/25

31/3/26

Not Yet Due

This action is affected by the agreement and implementation of
the new operating model and cannot be implemented (e.g.
redesign of LAMSs) until we have clarity on the Place Partnership
Agreements.

2024/25

Oversight
Arrangements

Medium

The commissioning/
governance section of the
ICB 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

Zoe Mellon,
Performance
Lead

Colin Scales,
Deputy Chief
Executive

30/9/25

31/3/26

Not Yet Due

This action is affected by the agreement and implementation of
the new operating model and cannot be implemented (e.qg.
redesign of LAMSs) until we have clarity on the Place Partnership
Agreements.
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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.

2024/25

Oversight
Arrangements

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.

Zoe Mellon,
Performance
Lead

Colin Scales,
Deputy Chief
Executive

30/9/25

31/3/26

Not Yet Due

This action is affected by the agreement and implementation of
the new operating model and cannot be implemented (e.g.
redesign of LAMSs) until we have clarity on the Place Partnership
Agreements.

2024/25

CAF aligned
DSPT

3 x High

3 x high risk
recommendations relating to
supply chain, identity and
access control and response
planning.

Various

Colin Scales,
Deputy Chief
Executive

31/10/25
and
31/12/25

31/1/26

Partially Implemented

Based on the updates received in November 2025, each of the
recommendations are partially implemented with further follow up
work scheduled for early 2026.
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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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Appendix C: Analysis of Recommendations

Breakdown of risk rating of open recommendations

Breakdown of open and high-risk recommendations

Risk Rating of Open Recs

Open and High Risk Recs

10
3 2 2
0
Apr-24 Sep-24 Dec-24 Mar-25 Jun-25 Sep-25 Dec-25
—8—High Risk Open Recs ~ ==@=Total Open Recs m Break down of open recs Dec 25 ® High = Medium = lLow = N/A
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Required information

Details

Title of report

Anti-Fraud Progress Report

Author

Paul Bell, Head of Anti-Crime Services

Presented by

Paul Bell, Head of Anti-Crime Services

Contact for further information

paul.bell@miaa.nhs.uk

Executive summary

Summary of anti-fraud activities undertaken
from 01 September — 30 November 2025

The benefits that the population of Greater

Assurance that NHS GM funds are not

sought

Manchester will experience. defrauded
N/A

How health inequalities will be reduced in

Greater Manchester’s communities.

The decision to be made and/or input For noting

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

Part of corporate assurance arrangements

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

Table 1 - core information relating to the content and creation of paper
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Anti-Fraud Progress Report (11 December 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 Status Comment

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 December 2025

1b Accountable individuals
".‘ Fraud bribery and corruption strategy ' 12 .

Fraud bribery and corruption risk assessment ‘

Policy and response plan

Annual action plan
Outcome-based metrics

N o o b WODN

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 December 2025)
NHS Greater Manchester

Executive Summary (Assure, Understand & Prevent, Respond)

Since the last meeting of the Audit Committee on 24™ September 2025, the following activities have been undertaken and outcomes achieved.

Green
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Progressing as planned

Between 30" September and 11" November 2025, MIAA delivered three Webinars on the new ‘failure to prevent fraud’ offence (FTPFO) which
came into effect on 1st September 2025. These were well attended overall, including by several ICB employees. An update on the ICB’s review of
its arrangements in respect of the new offence is provided in the next section.

The AFS has attended two engagement groups on behalf of MIAA held by the NHS Counter Fraud Authority (CFA). The Stakeholder Engagement
Group, about their Ngage communications portal, and the System Weakness Focus Group, regarding their proposed new Fraud Prevention
Platform, where MIAA will be involved in the pilot prior to implantation in April 2026.

Several members of the CFA Fraud Prevention Hub team attended the MIAA Head Office on 23™ October 2025 to discuss Local Proactive Exercises,
System Weakness Reports and forthcoming Risk Management arrangements, including proposed changes. The AFS facilitated this training.

The Fraud Risk Assessment component (Component 3) of the Counter Fraud Standard is currently coded as Amber, as a full re-assessment is
required due to both the introduction of the new fraud offence (pending its own risk assessment) and due to changes in the Government Counter
Fraud Profession risk assessment methodology which is currently being rolled-out via workshops delivered by NHSCFA and which will become
mandatory in 2026/27. The AFS attended a workshop on the new risk methodology on 27 November.

Component 12 relates to compliance with the organisation’s Conflicts of Interest policy. At the CFFSR submission in May, this was rated Amber.
The latest position shows significant progress (at well over 80% compliance) and is, hopefully, on track to achieve a Green rating in May 2026.
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Green
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Progressing as planned

The AFS has issued several more Fraud Prevention Checks, or FPCs, (up to almost 30 in the year to-date) alerting the ICB to new phishing emails
and mandate frauds. No issues have been reported from the ICB in respect of the FPCs issued.

The AFS has distributed two NHSCFA Learning Reports on Gifts and Hospitality, and Personal Health Budgets — Direct Payments. No issues were
reported from the ICB in respect of these, but the PHB guidance has been shared / discussed with the cross GM PHB Working Group. PHB will
also be considered as a Local Proactive Exercise option in 2026/27 planning.

Also, with regard to PHB, the AFS has provided the cross GM Group with wording for the inclusion of a standard anti-fraud declaration to be added
to individual personal PHB agreements, for signing by clients.

The AFS has circulated two Alerts from the NHSCFA regarding a Patient Amazon Gift Card Request Scam, and the Home Office Sponsorship
Management System. No issues or concerns have been identified regarding these alerts.

The AFS has also provided the ICB with updated NHSCFA guidance on both Procurement Quick Guides, as well as Prescriptions Management.
The latter has been shared with the Chief Pharmacist and Director of Primary Care and has been disseminated to the primary care networks.

MIAA Anti-Fraud Service has issued a Fraud Information Alert regarding CQC Inspector imposters, a Fraud Newsflash regarding the ‘Call 159’ bank
account fraud reporting service, and the autumn edition of the ‘Talking Fraud’ newsletter.

The AFS will be issuing a Fraud Staff Survey to the ICB shortly, to try and test counter fraud knowledge and assist in ensuring Component 11 of the
CFFSR remains ‘Green’.

We have circulated one PCN alert to the ICB’s primary care providers in the period, regarding a targeted email scam aimed at GP practices. No
reports have been received of this scam being received / successful across GM.

Work on the Gap Analysis of the organisation’s preparedness for the new ‘Failure to Prevent Fraud’ offence Local Proactive Exercise (LPE) is
continuing, with a slightly delayed risk workshop taking place on 25 November as a means of identifying where this offence might occur across the
ICB. The AFS is currently following up on the outputs from this and assessing the areas identified. Other actions include:

The Fraud Policy update is being finalised (pending new guidance from NHSCFA)
Senior Leaders and All Staff Briefings have been issued
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CEO Statement has been published
Other relevant policies obtained and under review
The fraud risk assessment process in relation to the new offence is being finalised

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

NHSCFA issued the ‘Procurement Local Proactive Exercise (LPE): due diligence and contract management (England), A report on the evaluation
of internal controls’ summary report. A total of 383 LPEs were conducted across England and Wales, covering 192 due diligence exercises and 191
contract management exercises, which represents a 62% participation rate.

As a direct result of this national LPE, organisations identified benefits in terms of strengthening controls around due diligence and contract
management, 573 recommendations for improvement were made at their respective NHS organisations, and as a result 92 policy and process
changes were implemented. System weakness/control failures were reported to the NHSCFA.

Work has progressed on the clearing of the NFI matches. None of the creditor matches have been cleared by the ICB yet (although these are
usually reviewed in bulk in Q4) and 85% of the payroll matches have been cleared (by MIAA). It is intended that all necessary matches will be
addressed by the deadline date of 31/03/2026.
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Green Progressing as planned
Referrals brought forward (from prior period) 3
Referrals received in current period 20 | Via FCRL, NHSCFA intel reports and ICB staff (some duplicates)
Referrals closed in current period 16 | Transferred to NHSE, or referred to Practice Managers/CD Team
Referrals carried forward to next period 6 These are mainly alleged patient frauds
CLUE investigations brought forward (from prior period / year) 1 INV.24.01404
CLUE investigations added in current period (inc. opened from new referrals 1 Intelligence from primary care provider received as referral
above) shared with NHSCFA and a CLUE investigation (INV.25.03098)
CLUE investigations closed in current period 1 As above (INV.25.03098)
CLUE investigations carried forward to next period 1
All sanctions applied in period 0
All redress recovered in period 0
All SWRs identified from LPEs or Referrals / Investigations 0 None identified

Referral Queries — these are queries received which, on analysis, fall outside of the remit of investigation by the AFS (i.e. not fraud), have yet to be assessed
by the AFS and/or do not meet the requirements to be recorded on the NHS CFA case management system.

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

Case Ref. Allegation Current Activity Outcomes & Sanctions Additional
Comments

(Dates)

: R e B s
J 38 82 23 %3
c = O &h = @
5 = L F o ®
o) Q > 9 _ o
= 2 23 @
o — 7
5
Open Case Ref: Possible undisclosed Awaiting further
INV/24/01404 interests. email analysis from
NHSCFA Digital
Added: Forensics Unit.
31/05/24
Closed: N/A
Closed Case Ref: Phishing email asking for ~ Recorded on CLUE v N/A
INV-25-03098  Payment to bank account  for NHSCFA
intelligence
Added: purposes
21/10/25
Closed:
18/11/25
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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 Write Off

Recovery Salary invoice date) | prior years current year
Deduction

N/A
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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 Partlal No Action Superseded Comments
Number No. Report Implementation

of Issued

Rec’s

No
outstanding
actions at
present

See Appendix A for Risk Classifications: Critical; High; Medium; Low
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Appendix A: Glossary

CLUE

CFFSR

FPCs

FPNs

FRA

IBURN

IFAW
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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 December 2025)
NHS Greater Manchester

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:

o 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:

o 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:

o 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.

¢ 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.

e 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.
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Commercial in Confidence

Introduction

This paper provides the Audit Committee with an update on progress in
delivering our responsibilities as your external auditor at NHS Greater
Manchester Integrated Care Board (GM ICB] for 2025-26.

Your key Grant Thornton

team members are: We have also summarised emerging national issues and developments that may
be relevant to you as an Integrated Care Board

Sarah Ironmonger Members of the Audit Committee can find further useful material on our website
Key Audit Partner where we have a section dedicated to our work in the public sector. Here you
T 0161953 6499 can download copies of our publications.

E Sarah.L.Ironmonger@uk.gt.com

If you would like further information on any items in this briefing or would like to
register with Grant Thornton to receive regular email updates on issues that are

Perminder Sethi of interest to you, please contact either Sarah or Perminder.

Senior Audit Manager . . . .
T 0113 200 2547 More information can be found on our dedicated public sector and healthcare

sections on the Grant Thornton website by clicking on the logo.

Public Sector Healthcare

E Perminder.Sethi@uk.gt.com
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Commercial in Confidence

Progress at 26 November 2025

Financial Statements Audit 2025-26

We expect to commence our initial planning and interim audit work for the
2025-26 audit of NHS Greater Manchester Integrated Care Board from mid
January 2026. Our final accounts audit is scheduled from mid April
through to early June 2026.

Whilst our audit work will begin in 2026, we will:

* continue to have regular discussions with management to inform our
risk assessment for the 2025-26 financial statements and value for
money audits

* review your Board papers and the latest financial and operational
performance reports

* consider any reports from regulators impacting on NHS Greater
Manchester ICB.

We expect to issue our Audit Plan summarising our approach to the key
risks on the audit in early March, prior to presenting the Audit Plan to the
Audit Committee in March 2026.

Value for Money

Under the National Audit Office (NAO] Code of Audit Practice (‘the Code’),
auditors are required to consider whether a body has put in place proper
arrangements to secure economy, efficiency and effectiveness in its use of
resources.

Auditors are expected to report any significant weaknesses in the body’s
arrangements, should they come to their attention. In undertaking their
work, auditors are expected to have regard to three specified reporting
criteria:

* Financial Sustainability

* Governance

* Economy, Efficiency and Effectiveness.

© 2025 Grant Thornton UK LLP.

Our planning work on value for money arrangements at NHS Greater
Manchester ICB is expected to commence during February 2026. The
findings from our work will be summarised in the Auditor’s Annual Report
along with any recommendations identified. We expect to issue our Auditor’s
Annual Report during June 2026.

Other
Meetings

We continue to meet with senior officers including the Chief Executive and
Chief Finance Officer as part of our regular liaison meetings and continue to
be in discussions with finance staff regarding emerging developments and to
ensure the audit process is smooth and effective.

Events

We provide a range of workshops, along with network events and
publications to support NHS Greater Manchester ICB. Our Financial
Reporting Workshops for 2025-26 will be available for finance managers to
attend in February/March 2026 and will help ensure that members of your
Finance Team are up to date with the latest financial reporting requirements
within the NHS.

Feedback on the 2024-25 audit

We have discussed the outcome of the 2024-25 audit process with senior
finance managers to consider what went well and any opportunities to
further develop and improve the arrangements for the current year, 2025-26.
A paper summarising this review was presented to the Audit Committee at its
meeting on 11 September 2025.

Audit Committee Progress Report and Sector Update | November 2025
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Progress at 26 November 2025

Mental Health Investment Standard (MHIS)

NHSE requires ICBs to obtain independent assurance on their 2024-25
Compliance Statement by a local ICB auditor. ICBs are required to publish
their Compliance Statement, which states whether the ICB has, or has not,
met the MHIS, alongside an independent reporting accountant’s assurance
report on this Compliance Statement by 17 April 2026.

Whilst we understand the ICB would like us to undertake the MHIS
independent assurance assignment for 2024-25, this has yet to be formally
confirmed by NHS Greater Manchester ICB. Once confirmed, we will need to
complete our internal take on procedures for this work which need to be
completed and formally approved before any work can commence

2024-25 will be the final year an independent review of MHIS and MHIS
compliance statement will be required. From 2025-26, an annual disclosure
will be required in the ICB’s annual report and accounts, with a note to the
accounts confirming compliance with MHIS.

© 2025 Grant Thornton UK LLP. Audit Committee Progress Report and Sector Update | November 2025 5



Audit Deliverables
External Audit 2025-26

Commercial in Confidence

2025-26 Deliverables Planned Date Status
Audit Plan March 2026 Not yet due
We are required to issue a detailed audit plan to the Audit Committee setting out our proposed

approach in order to give an opinion on the ICB’s 2025-26 financial statements and to issue a

commentary on the ICB’s value for money arrangements in the Auditor's Annual Report.

Audit Findings Report June 2026 Not yet due
The Audit Findings Report will be reported to the Audit Committee scheduled for June 2026.

Auditors Report June 2026 Not yet due
This is the opinion on your financial statements.

Auditor’s Annual Report June 2026 Not yet due

This Report communicates the key issues arising from our Value for Money work.

© 2025 Grant Thornton UK LLP.
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NHS Sector update - Autumn 2025

Commercialin Confidence

Dote Ll formation

Sept The NHS Remuneration & Staff Report summarises executive pay and key workforce metrics, ensuring
2025 transparent, compliant accountability over public money and enabling scrutiny and comparison.

Parts of the Report are subject to audit, and issues which are commonly identified by auditors

include:

* Itis not clear which sections are subject to audit: these should include the single total figure,
CETVs disclosures for each director, payments to past directors/loss of office, fair pay (pay
multiples], exit packages and analysis of staff numbers & cost.

* Incorrect completeness and timing: for example, incorrectly excluding senior managers who
were in post at any time in the year.

* Incorrect cost for shared roles: the note should use the cost to the entity, with a footnote
explaining the individual’s total across employers.

* Incorrect pay for dual role senior managers: clinical pay should be included in the single total
figure, with a footnote explaining the split.

* Missing other fair pay metrics: these must be present and explained, including year on year %
changes (highest paid director vs staff average] 26%/median/75% percentiles for total pay and
salary, and the range of staff remuneration (excluding pension benefits).

Some challenge questions are included below, which Board/Committee Members can ask their

Finance Team:

* What processes and controls have your Finance Team put in place to ensure the Report is
prepared in accordance with reporting requirements for 2025/26?

* Have the Finance Team considered any errors noted by the auditor in previous years, and is there
an action plan in place to prevent these errors occurring again in the 2025/26 accounts?

* Are the Finance Team aware of the common issues above, and have they ensured the reporting is
prepared in accordance with reporting requirements for those areas highlighted?

If you have any questions please speak to your local auditor.

DHSC group
accounting manual

2025 to 2026 - GOV.UK
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Commercial in Confidence

Dote Llme s formation

Sept
2025

Sept
2025

Sept
2025

© 2025 Grant Thornton UK LLP.

This King’s Fund article questions whether the government’s 10-Year Health Plan matches the scale of
current health challenges. Life expectancy in the UK is among the lowest in high-income countries,
and health gaps between rich and poor areas are widening. In deprived areas, people live many
years less than those in wealthier places. Most gains in life expectancy have come from older people,
while death rates for those aged 20 to 64 have improved little or have worsened. The article argues
that the plan’s goals to increase longevity and reduce health inequalities are modest. It says a
stronger focus on prevention is needed, with policies that can show results within five years.

From 9 September 2025, NHS England now publishes new quarterly league tables ranking every NHS
Trust in England. The tables cover urgent and emergency care, planned operations, and mental
health services. Trusts that perform well will gain extra freedoms, such as reinvesting surpluses, while
those that perform less well will receive targeted support.

Planning framework for the NHS in England - previous NHS planning frameworks were issued each
year and focused on the short term. This new framework supports delivery of the 10-year plan and
introduces rolling five-year horizons, starting with 2026/27 to 2030/31. The aim is to give stability and
align planning with long-term priorities. It requires Integrated Care Boards, providers, and partners to
work together on finance, workforce, quality, activity, and population health. In doing so, it provides
a more strategic and sustainable basis for implementing the 10-year plan, encouraging consistency,
collaboration, and stronger links between national and local priorities.

Does The 10 Year Health
Plan Measure Up To The
Current State Of

Population Health | The

King's Fund

Landmark NHS league
tables launched to
drive up standards -
GOV.UK

NHS England »
Planning framework for
the NHS in England
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2025

July
2025

July
2025
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NHS England has published “Fit for the Future: 10 Year Health Plan for England Executive Summary”,
setting out a long-term strategy based on three main shifts, moving care from hospitals to
community services, replacing analogue processes with digital systems, and focusing more on
prevention than treatment. The plan was developed after eight months of engagement and over
250,000 ideas submitted through Change NHS. Proposals include new neighbourhood health
centres, better use of the NHS App with features such as self referral and digital records, and more
investment in early intervention and reducing health inequalities. New operating, workforce,
innovation and financial models will support these changes. While the plan sets out an ambitious
vision, concerns remain about funding, timescales and delivery across health and social care.

This King’s Fund article provides key facts and figures about the NHS, covering funding, workforce,
service costs and demand. In 2023/24 the government spent £188.5 billion on the NHS in England
and is expected to spend £204.9 billion in 2024/25, rising to £246.7 billion by 2028/29 after adjusting
for inflation. Almost half of NHS spending in 2023/24, about £81.7 billion, went on staff pay. To show
what the money buys, the article explains that £1 billion in 2024 would run the NHS in England for just
over two days. It also highlights as of March 2025 there were 145,700 consultant led beds available in
the NHS, about half the number of beds available thirty years ago. The UK has fewer hospital beds
than many similar countries. In response, the NHS has increased use of virtual wards, with 12,700
virtual beds in operation by April 2025. Alongside this, growth in demand continues, with more
patients seeking care and pressure across both urgent and planned services.

In this long read on the King’s Fund website the authors explain that integrated care systems need to
move from treating cardiovascular disease to preventing it. Cardiovascular disease causes about a
quarter of premature deaths in England, nearly 38,000 each year, and up to 80% of these deaths
could be avoided. Although it has been named a national priority, prevention has not kept pace and
health inequalities remain wide. The article argues that integrated care systems should use a whole
system approach, with the NHS, public health teams and local government working together to
reduce risks such as smoking and obesity. Primary care also needs to identify, monitor and treat
high risk patients in a more consistent way. To make this change last, national support is needed
through better data tools, stronger leadership, clear accountability for prevention and changes to
funding.

Commercialin Confidence

10 Year Health Plan for
England: fit for the
future - GOV.UK

NHS: Key Facts And
Figures | The King's
Fund

How Integrated Care
Systems Can Prevent
Cardiovascular Disease
| The King's Fund
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Audit Committee

11 December 2025

Required information.

Details.

Title of report.

Update on the implementation of the Auditor’s
Annual Report Recommendations 2024/25

Author.

Kaye Abbott — Associate Director of Finance
— Financial Control

Presented by.

Kaye Abbott — Associate Director of Finance
— Financial Control

Contact for further information.

Kaye Abbott — Associate Director of Finance
— Financial Control

Executive summary.

This paper is produced to update the Audit
Committee on the implementation of the
2024/25 Auditor's Annual Report. In total
there were one key recommendation and
three improvement recommendations.

The key recommendation was confirmed fully
implemented in the September report to the
Committee.

This update concentrates on the remaining
improvement recommendations (3)
implementation.

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,

Version Number v1.1




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.

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.

Engagement* to date.

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

The individual leads have provided updates
for the recommendations.

The updates have been agreed with the
Deputy Chief Executive.

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 Yes No No Yes

Table 2: Assurance needed about the document.

Version Number v1.1




Grant Thornton Auditor’s Annual Report 2024/25

Update on Implementation of Improvement Recommendations

No.

Recommendation

Initial Management Comments

Implementation Progress Update

IR1

The ICB’s CIP reporting needs to
focus on recurrent savings to begin
turning the tide on its deficit. Any
forecast under-delivery needs to
be recognised as quickly as
possible to support development of
mitigating actions.

Actions: The ICB is committed to delivering 80%
recurrent CIP in 25/26 and all plans are on track to
deliver this target. We have requested an objective
review from MIAA to review all CIP plans and to
support up to identify further savings in year. The
initial report supports our CIP governance and our
expected recurrent target.

Responsible Officer:
Nicola Hepburn

Executive Lead:
Colin Scales

Due Date: Quarter 4 2025/26

September Update:

A full objective review of the 2025/26 CIP
plans was completed by MIAA. This report
was completed in June.

A high-level review and analysis of the
influenceable spend was also undertaken
which has highlighted several areas that
could be explored further to close the
financial gap, and the team are focusing on
these to support delivery of the 2025/26 plan.

The process by which the savings plan is
governed has also been assessed as 'highly
assured.’

Status: On-going

December Update:
As at M7 we are reporting 70% recurrency
with our schemes.

In September we developed 4 recovery plans
including Risk to CIP Delivery, Reduce IS —




No.

Recommendation

Initial Management Comments

Implementation Progress Update

Electives, IPOC and ADHD & Autism
pathways.

Following a programme health check in
November 2025 we put in place accelerated
recovery actions to address under delivery for
25/26 working with all key stakeholders.

Following this work a Critical path highlighting
the key milestones needed to achieve the in-
year target has been developed and
circulated .

Following guidance from the BAF in terms of
risk appetite a list of ‘difficult decisions’ has
been drawn up for review and challenge.

The Recovery team are working closely with
all schemes within the programme to deliver
in full this year and develop plans for
2026/27.

Status: On-going




No.

Recommendation

Initial Management Comments

Implementation Progress Update

IR2

The ICB should ensure that it has
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.
The ICB should also introduce
more frequent public reporting on
the SIP via reports to the Board

Actions: A six-month review has been completed
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
monitored through a Triple A (advise, assure, alert)
reporting mechanism from sub-committees to the
System Improvement Board.

A full review of all undertakings is scheduled for
September 2025 SIP updates have been provided to
the Board through the CEO updates on a monthly
basis.

Responsible Officer:
Gareth Robinson

Executive Lead:
Colin Scales

Due Date: September 2025

September Update:
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.

A joint review by NHS GM and NHSE will be
completed in September 2026 to assess the
opportunity for ceasing/ amending the
undertakings.

This review will progress through ICB and
NHSE governance and considered at NHSE
SDM/ SIB on 3@ November 2025.

Status: On-going

December Update:

A 12-month review of all Undertakings was
completed in September/ October 2025 and
reviewed by NHSE at the monthly System
Delivery Meeting on 3@ November. NHSE
approved the review which recommended
that 36/38 undertakings were compliant with
the requirements of the legal undertakings.
On this basis NHSE will present the current




No.

Recommendation

Initial Management Comments

Implementation Progress Update

position to the RSG (the forum which reviews
national & regional oversight arrangements)
with a recommendation to approve all
compliant undertakings. RSG takes place on
25" November and NHS GM will be informed
of any changes to the Undertakings shortly
after

Part of this review included full demonstration
that Finance and Quality & Performance
Committees have sufficient information
through reporting mechanisms to identify and
escalate to Board any areas of concern
previously within the scope of the
Undertakings. Both committees now
specifically review these areas as part of their
standing agendas.

Status: On-going




No.

Recommendation

Initial Management Comments

Implementation Progress Update

IR3

The ICB needs to ensure its data
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.

Action 1. Draft Data Quality Policy to be ratified and
implemented - End of Quarter 3 2025/26.

September Update:

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

December Update:

Policy is on the agenda to discuss at the 8
December 2025 Policy Review Group.
However, the Data, Intelligence and Insight
function has already implemented the policy
for its Information Assets.

Status: Delayed but in progress

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

September Update:

DQ process is being implemented informally
until formal ratification of the policy. This
ratification has been delayed by staff sickness
and reform activities.

Status: Delayed but in progress

December Update:
DQ process has been implemented.




No.

Recommendation

Initial Management Comments

Implementation Progress Update

Status: Complete

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: Colin Scales

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

September 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

December Update:

DQ Improvement Plans have been discussed
and metrics agreed with all Providers.
However, the plans have not progressed into
contracts due to reform activities and the
need to agreed improvement targets with
some providers.

Status: In progress




Key Recommendation Implemented by September Committee

No. Recommendation Initial Management Comments implementation Progress Update
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 | b6 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
Board reporting structures. This to be reviewed as
part of development of place model in GM under
ICB reforms.




No.

Recommendation

Initial Management Comments

implementation Progress Update

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

implementation Progress Update

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







NHS Greater Manchester

Audit Committee

11" December 2025

Required information

Details

Title of report

Corporate Risk Report and BAF Risk Update

Author

Chris Gaffey, Associate Director of Corporate
Services
Rick Thompstone, Assistant Director Risk & PMO

Presented by

Chris Gaffey, Associate Director of Corporate
Services

Contact for further information

Rick Thompstone, Assistant Director Risk & PMO
— rick.thompstone@nhs.net

Executive summary

This report provides an update to the Audit
Committee on:

e The Corporate Risks across the
committees of the ICB

e The November 2025 BAF Risks

e The progress with implementing Issue
Management

e The progress on the Datix Implementation

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

e Consider the November 2025 BAF risks

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

¢ Note the ongoing work on the
implementation of the Datix system

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 and the latest BAF
risks.

Key milestones

N/A
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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.

Leadership and governance arrangements
The full set of Corporate risks were also reported
to the Chief Officers in November 2025 for
management oversight.

Engagement* to date

*Engagement: public, clinical. Analysis: Corporate risks are considered by the relevant
equality, sustainability, financial. Committee, as well as the NHS GM Team for
Comments/ approval by groups/ management oversight

committees.

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

1.1.

2.0

2.1.

2.2.

2.3.

INTRODUCTION

This report provides an update to the Audit Committee on the latest position with the Corporate
Risk Register — 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 the latest BAF risks that
were presented to November's ICB meeting. The final section of the report provides an update
on the work to implement issue management together with an update on the Datix
implementation, as well as plans on how risk moderation processes will be improved.

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.

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).

Work is ongoing to more clearly identify EPRR related corporate risks following discussions with
EPRR colleagues — these will be further developed and included in future corporate risk reports.

Table 1. Risk Summary

Statutory Committees / Programme Area ':??I]Sbkesr Rligl:s Risbkeslolvi of
Finance Committee 2 0 2
People & Culture Committee 12 3 9
Quality & Performance Committee 13 12 1
Primary Care Committee 11 4 ’
Population and Public Health Committee 6 6 0
Strategy and Innovation 3 1 2
Corporate Services 1 0 1
Communications and Engagement 4 0 4
Data, Insight and Intelligence 2 2 0




Digital

EPRR 1

Total

56

30

26

2.4.

Risk
Ref.

PC1

To support this analysis, a table of risks scoring 20 or above is shown below

Table 2. Risks scoring 20 or above

Committee and Risk Description

Capacity of the pan-Greater Manchester Primary Care Team(s)
Workforce. There is a risk to 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. (Primary Care Committee)

Likeli-
hood
score

Impact
score

QUP
19/0
3/24

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.

QUP
23/0
5/24

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)

CCP
LO9A

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.

CCP
LO9B

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.

EPR
R1

There is a resource risk in the EPRR team, which impacts on the
ability for the organisation to deliver on its statutory duties.

Current
Risk
score

Trend

NEW




2.5.

2.6.

2.7.

2.8.

2.9.

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, remains
the highest scoring risk at 25. Feedback from the discussion at the September 2025 Audit
Committee was provided to the relevant officers and the Primary Care Commissioning
Committee, who still feel that the risk is appropriately scored, with further rationale provided
below.

It is explained that it remains at 25 due to the ongoing organisational flux and uncertainty that is
felt within the team. There remain significant capacity challenges which the Primary Care team
hope to alleviate slightly through business-critical applications that are being submitted
imminently.

The Primary Care team have been working at reduced capacity for a significant period due to
being unable to recruit to vacancies (organisational decision), some retirements and long-term
sickness. The workload is having to be absorbed by the remaining roles and people due to much
of the work being statutory and little able to be paused or stopped; this is not a sustainable position
irrespective of the imminent voluntary redundancy that may see further people applying to leave.

There is a genuine risk of further sickness due to this prolonged status quo position. The risk
rating remains as a signal to the organisation that any further impact on capacity will impact on
ability to deliver, including the timescales to meet statutory requirements and the health and
wellbeing of our team.

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



2.10.

The key changes to the Corporate Risks are summarised below.

Finance

No score changes

There are no changes to risks or scores since previous version in August. For the financial
pressures may lead to a failure of NHS GM to meet NICE TA mandatory requirements risk, it's
noted that significant financial challenges and risks remain.

While on the risk concerning significant increased or optimised utilisation in estate resource not
being achieved it's explained that Intelligence around estates use is not complete and ongoing
financial constraints. There is concern regarding the estates team capacity and intelligence/
information from DH property companies.

Feedback from the previous Audit Committee meeting in September 2025 was provided to
relevant officers relating to the apparent lack of additional finance related corporate risks, and the
risk register has been discussed at subsequent meetings. Other financial risks are listed on the
finance programme risk register (which sits below the corporate risk register) and are managed
through departmental meetings, with any risks requiring escalation then being added to the
corporate risk register.



People and Culture

One risk score reduced

Organisational Change Impact on P&C Teams risk shows the current score reduced from 16 to
12, with likelihood reduced to 3 pending confirmations of the future operating model and
redundancy schemes. This risk score will be considered again due to the announcement last
week concerning redundancies.

No other changes to risks or scores are noted, though rationales are provided for each risk.

Primary Care

No score changes

All risks have been reviewed albeit with no changes to risks or scores since previous version in
August it is explained that this is due to the timeframe since the last review and the related
environmental factors.

The risk regarding the capacity of the pan-Greater Manchester Primary Care Team(s) Workforce
remains at 25 due to the ongoing organisational flux and uncertainty that is felt within the team.
There remain significant capacity challenges which we hope to alleviate slightly through business
critical applications that are being submitted imminently.

Population Health

No score changes

All risks updated, with no changes to scores since previous version noting that the scores has
remained the same due to financial and operational pressures facing GM remaining the same
which means key annual plan deliverables remain unfunded at present and the recruitment
freeze still ongoing with capacity gaps within Population Health. There are more details within
the full register.

QPC - Quality & Performance

UEC

No changes

The two UEC risks have been reviewed with no change in score. It is explained that the current
risk scores remain unchanged since the last review because, although actions are progressing
and some improvements have been observed (e.g., the 4-hour standard performance has
improved to over 70% for three consecutive months), the overall risk environment and
underlying challenges persist. The controls in place are effective in maintaining the current
position but have not yet resulted in a sufficient reduction in risk to justify a lower score.
Ongoing monitoring and further action are required to achieve the target risk score.

Mental Health

One risk closed and one new risk

Following the work to review and refresh Mental Health Programme risks (as described in the
October QPC paper), the risk regarding the Demand for neurodevelopmental (ND) services
outstrips capacity leading to long waiting times has been removed from the register as the risk
score reduced to 12 (as of March 2025) based on significant improvement seen. The only gap in
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assurance is the uncertainty of the stepped down oversight processes under the current reforms
which therefore is prudent to maintain the likelihood at 3 until the robustness of continued
oversight can be assured and replaced with several new risks, with only one making the
corporate risk register. This risk is the potential for commissioned gaps for CYP who meet
thresholds for Autism or Attention Deficit Hyperactivity Disorder (ADHD) assessment but do not
have a co-occurring mental health condition due to a result of the updated CAMHS service
specification. (16)

The remaining risk showed no change in score and includes reasons for the lack of movement.

Cancer

No score changes

The risk score remains unchanged due to ongoing challenges and concerns but Cancer Alliance
colleagues are involved in GM level work to ensure profile of the work programme is sufficient.

Elective
Two new risks
Following a refresh of the Elective Care risk register, the risk concerning non delivery of the
18/52 targets has reduced from 16 to 9 as transformation funding has been received from NHS
E of £3.1 million to support the reduction in non-elective 52 week waiting lists, which in turn will
impact on 18 week waits.
There are two new risks which have been identified for committee consideration. These are:

e The risk of non-delivery of financial control (change in financial regime) (16)

e Therisk that ICB control of its provider landscape and activity is significantly limited (16)

QPC — Medical (CEG)
No changes
There are no changes to risks scores since previous version in August. The decision to keep
these risks at the current levels reflects the ongoing, unresolved pressures and the time
required for new mitigations and strategies to take full effect. The risks will be reviewed as
further actions are implemented and as the system context evolves. Considerations in this
review include:

e Persistent system pressures

e Complexity and conflicting demands

e Impact on strategic and operational delivery

¢ National Guidance and Statutory requirements.

Data, Insight and Intelligence

No change

The two DIl risks on the register have been reviewed with no change to the risk scores, due to
the timeframe since the last review and related environmental factors.

Digital
One new risk added



2.11.

Communications and Engagement

One risk closed; one risk score reduced, while the remaining 3 show no change.

The risk score has reduced for the bad / negativity publicity risk from 16 to 12 ((Likelihood 4x
Impact 4 to Likelihood 3 x Impact 4) as, although financial risk continues to be high, the system
has achieved compliance of the other areas that were included in the undertakings.

The risk regarding campaigns to support delivery of strategy missions do not go ahead has
been closed. This is because campaigns have gone ahead in 25/26 but there is no certainty on
available budget for comms campaigns in 2026/27 however this is a financial risk rather than
communications as budgets are outside the control of the comms team therefore risk closed

Corporate Services

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

Strategy

One risk score reduced
Delivery of the GM Sustainability Plan and Annual Plan 2025/26 the risk score reduced has
to 15 due to the likelihood reduced to 3 due to mitigating actions and timeline.

EPRR

One new risk added

A new risk has been added in relation to resource and capacity within the team, which impacts
on the ability for the organisation to deliver on its statutory duties.

As mentioned earlier in the report, further work is being done to develop the corporate risks related
to EPRR (however it should be noted that this area features prominently on the BAF)

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 One (circulated separately to this report for ease of reading).



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

Risk Number

FC3

Risk Description

FINANCE

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

Likelihood ‘ Impact ‘

Current

Score Trend

7

12

FC6

Significant increased or optimised utilisation in estate resource not achieved.
PEOPLE AND CULTURE

v

12

PCO001

Workforce Integration - There is a risk that we do not have the resource, capacity
or capability to adequately support the integration of our health and care
workforce.

PC002

Good Employment - There is a risk of being unable to uphold good employment
practices across health and social care.

PCO003

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

PC004

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.

PC005

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

PC006

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 >

12 >

PCO007

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

12 >

PCO008

Organisational Change Impact on P&C Teams - There is a risk that ongoing
organisational change across NHS Greater Manchester driven by NHS Reform
and financial pressures will lead to a reduction in the capacity and expertise of
People and Culture teams.
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Risk Number

Risk Description

Likelihood ‘ Impact ‘

Current

Trend

PCO009

ICB Workforce Focus Loss - There is a risk that the remodelled ICBs may not
retain a sufficient workforce focus, particularly in relation to People and Culture
priorities.

Score

12

PCO010

Loss of Talent Due to Reform, There is a risk that NHS and wider public sector
reform will result in the displacement of staff, leading to the loss of valuable talent,
experience, and knowledge across the GM health and care system. This risk is
heightened by delays in national redundancy schemes, financial constraints, and
ongoing organisational uncertainty.

12

CSCOIl/11/24

Delay in implementing system to manage Conflicts of Interest for NHS GM. The
Conflict of Interest process requires an update to enable the centralisation of the
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

QUP25/07/25

There is a risk in relation to NHS GM's Health and Safety arrangements, as the
organisation continues to follow legacy arrangements following the ICBs
establishment.

QUALITY AND PERFORMANCE — QUALITY

There is a risk of limited assurance on the quality of interventions within paediatric
audiology services which may cause delayed harm to the CYP population

QUALITY AND PERFORMANCE — PERFORMANCE

IF the Cancer Alliance projects add operational and / or financial pressure to the
GM system given the underlying operational and financial challenges THEN the

QUP16/11/23 | delivery of the NHS Cancer Programme priorities and targets will be affected. 4
This includes ongoing funding of projects to sustain services once the Cancer
Alliance funding allocation to providers and partners in NHS GM ends
If the fragility of the dermatology service is not resolved, there will be a detrimental
QUP19/03/24 | impact on the operational performance metrics. Furthermore there will be an 5

impact to patient experience and potentially psychological impact.




Risk Number

QUP23/05/24

Risk Description

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)

Current

Likelihood ‘ Impact‘ Score

ERR 2

There is a risk of non-delivery of 18/ 52 week waiting targets

ERR 3

There is a risk of non-delivery of financial control (change in financial regime)

ERR 16

There is a risk that ICB control of its provider landscape and activity is significantly
limited

GMMHPGR7

There is a recognised risk that the updated CAMHS specification will lead to
commissioned gaps for CYP who meet thresholds for Autism or Attention Deficit
Hyperactivity Disorder (ADHD) assessment but do not have a co-occurring mental
health condition. These CYP will fall outside the scope of CAMHS, potentially
leaving them without a clear referral pathway for diagnostic assessment unless
alternative commissioning arrangements are made

GMMHPGR14

There is a risk that demand on GM MH Crisis and GM Urgent & Emergency Care
(UEC) services will exceed capacity

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.

Trend

NEW

NEW

NEW

NEW




Risk Number

CCPLO9A

Risk Description

QUALITY AND PERFORMANCE - MEDICAL/CEG

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.

Likelihood ‘ Impact ‘

CCPLO09B

PC1

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
There is a risk to the continued provision of high quality primary care.

Resilience of the primary care workforce
Health and wellbeing, and resilience of the workforce across primary care

e providers is challenging, particularly re recruitment and retention challenges. Staff 4 4
safety concerns due to increased incidence of unacceptable patient behaviours.
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.

Current
Score

Trend




Risk Number

Risk Description

Current

Trend

Likelihood ‘ Impact ‘

Score

Variable quality requiring consistent performance management of primary
care across GM
P Timely and safe patient care to ensure that conditions are managed, not missed, e e E >
and appropriate referrals are made on time.
Access and availability of data
Fes Limited access to data will hinder evidence based decision making 2 e g >
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 ->
transformational primary care
PC8 Delivery of digital transformation in primary care 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 2 4 8 >
service 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 5 5 >
relation to 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
Safer Ways of Working
There is a risk that further to GP Collective Action taking place to varying degrees
PC13 across GM (24/25), activity continues under the header 'safer ways of working'. 3 3 9 >
Risks associated include shift in demand (urgent and elective), finance,
relationships, safety (patients and staff).
CORPORATE SERVICES ‘ ‘
There is a risk that NHS GM are operating with policies which are outside of their
CS08/02/24 next review date, or which have not been harmonised following the transition from 4 3 12 > 4
CCGs to the ICB.
COMMUNICATIONS AND ENGAGEMENT ‘ ‘
Bad /negative publicity which could be caused by financial constraints, poor
Comms/1 performance of the organisation/system including failure to meet targets and 3 4 12 >
deliver on plans.




Current

Risk Number Risk Description Likelihood ‘ Impact ‘ S Trend
core

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

Reputational risk and/or legal challenge which could be caused by failure to

Comms/4 . 4 3 3 9 >
manage expectations around involvement and response to feedback
Reluctance by a significant part of our public to engage with us, particularly

Comms/5 marginalised and disadvantaged, particularly groups which are either marginalised 2 3 6 >

and/or disadvantaged. This could be caused by engagement fatigue, lack of trust
and other barriers

DATA, INSIGHT & INTELLIGENCE

Sustainability of New Commissioned Services
DIIO58 There is a risk that ongoing maintenance of newly commissioned services cannot 4 4
be sustained. E.g. Safeguarding / Medicines Optimisation Platform
NHS Reform Threatening Continuity of CSU Support
DII068 NHS reforms may lead to the dissolution or restructuring of Commissioning
Support Units (CSUs), including Arden & GEM, threatening continuity of critical
support services.

POPULATION HEALTH

NEW

NEW

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.

PH1

There is a risk that the financial pressures and organisation change that is facing
PH2 NHS GM impact on the ability to recruit staff into key roles, and to retain staff 4 4
who are currently in key roles at locality and pan-GM level.

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.

PH3




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 large scale 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

STRP4/2/24

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).

R A

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

STRP/6/8/25

Delivery of the Prevention Demonstrator fails to realise the expected outcomes

12

STRP/7/8/25

Integrated working with VCFSE fails to realise the expected outcomes

There is a resource risk in the EPRR team, which impacts on the ability for the
organisation to deliver on its statutory duties.




3.0

3.1.

3.2.

BAF RISK UPDATE

The November 2025 BAF risks have been included in this report as requested at the September
Audit Committee meeting.

The table below shows the agreed strategic risks, aligned to the strategic objectives as well as
the current risk score (some risk leads have provided provisional Q3 scores, these will be
confirmed in the January 2026 update). Appendix Two contains the details for each of the risks
for the Committee’s consideration.






4.0 ISSUE MANAGEMENT

4.1. 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.

4.2. Function areas are starting to return issues back to the risk team whilst we wait for the Datix
implementation to go-live. This is a work in progress across the different teams and the monitoring
will be more comprehensive when the system is in use. Issues have been reported from Mental
Health and the Data, Insight and Intelligence function.

4.3. The table below shows the issues that have been identified at the time of writing — we have only
included those issues with a score of 4 or 5 (those scored as High and Critical) below.

Issue | Score
Data, Insight and Intelligence

DIl is unable to fulfil stakeholder requirements because of ongoing capacity limitations and unfilled
staff positions.

The DIl Data Governance team is experiencing capacity shortfalls, impacting its ability to deliver key
functions.

There is insufficient capacity to support the refresh of the Health & Care Intelligence Strategy, as
required by NHS GM and ICP colleagues for the System Improvement Plan.

Rapidly shifting ICB priorities have led to uncertainty regarding programme and locality priorities.
NHS England has confirmed that NHS GM is at risk of not meeting DPST standards and has failed to
deliver the required improvement plan.

The NHS GM DIl team lacks sufficient capacity across PMO, Data Governance, and Technical roles
to support the BETA SDE programme.

DIl is required to deliver a £9 million service with only a £6 million budget.

If the National Data Opt-Out service is hot maintained in NHS GM, there is a risk of unlawfully
processing GP data, breaching confidentiality requirements and undermining Section 2.51
exceptions.

There is currently no dedicated support for the Diagnostics programme, as the Hospital Care
Intelligence team is fully committed to Urgent & Emergency Care and Elective workstreams, leaving
insufficient capacity for additional analytical or programme support.

Mental Health

System interoperability / lack of shared data across Community MH Services — Primary Care,
Secondary Care, and Voluntary Care Faith & Social Enterprise (VCFSE), is impeding on our ability to
deliver safe, effective, and coordinated care

Funding/Workforce issues is impacting our ability to implement and/or transform Community Mental
Health initiatives e.g. scaling up of the Neighbourhood Mental Health Teams, and replacement of the
Care Programme Approach (CPA)

The lack of Primary Care Additional Roles Reimbursement Scheme (ARRS) match funding for Mental
Health Practitioners (MHPs) has left the Mental Health Trusts at significant financial risk and the
Neighbourhood Mental Health model unsustainable and fragile

Delays in issuing contracts due to confusion, misinterpretation and bottlenecks in relation to
associated finance governance processes

Sustainability of individual organisations and across wider Voluntary Care Faith & Social Enterprise
(VCESE) sector (including micro, small, and medium local charities)




5.0

5.1.

5.2.

5.3.

6.0

6.1.

6.2.

7.0

7.1.

DATIX IMPLEMENTATION

The work continues to implement the Datix system with all the modules nearing the final stages.
A project decision has been taken to delay the go-live date for the system until 15 April 2026 —
this has been taken due to continued uncertainty over the organisational structure for NHS GM
due to NHS Reform. The structure is a fundamental part of the system that allows the information
to flow in the right ways and ensures that people are alerted by the system for the right information,
and needs to be finalised before the system can go live (which will be determined by the
completion of the organisational change process).

The planned go-live date of 1% April 2026 is dependent upon the Datix project team getting the
required structure information in January 2026 as there is further project work to do when this is
available to complete the system set up.

A key benefit of the Datix system will be the increased connectivity between the risks — having all
the risks in one system will ensure that dependencies will be easier to identify and monitor. The
new system will also incorporate the MIAA recommendation on identifying “opportunities” that
may arise from the work to record risks.

RISK MODERATION

Following feedback from the September Audit Committee meeting there have been ongoing
discussions about how to ensure risk scores are made more consistent across the committees of
the organisation. The most effective way to do this is through the Risk Training that has been
delivered across the organisation over the last 18 months — this training is ongoing and will
continue to be delivered and updated.

To support the moderation process, the Operational Leadership Group (OLG) will take on a key
role in considering the Corporate Risk Register, providing the relevant challenge and scrutiny
from a management perspective. OLG consists of senior officers from across all NHS GM
directorates and includes DPBLs, which will ensure a breadth of views. The aim will be to help
improve the consistency of approach to scoring, description, etc., which can be fed back directly
to relevant risk owners for discussions within the respective Committees. Individual committees
will still retain responsibility for the risk scores with recommendations for further review being
made by OLG, and specific risk escalations will still be reported directly to Chief Officers where
appropriate.

RECOMMENDATIONS

The Audit Committee is asked to:

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

e Consider the November 2025 BAF risks
Note the ongoing work on the identification and management of issues

¢ Note the ongoing work on the implementation of the Datix system



APPENDIX TWO. STRATEGIC RISK UPDATES

SECENE N There is a risk that the health of the population will worsen due to wider economic and social
conditions deteriorating. This could include societal challenges and structural inequalities that
SR1 relate to poverty / socio-economic disadvantage, housing and local infrastructure, early years
experiences and educational attainment, access to good employment, crime and safety, air
quality and transport. This will result in poorer health, unsustainable demand on health and

care services and will impede economic growth.

Strategic
Objective
Chief Officer /
Committee
Risk Appetite Level

Strengthen our communities
Charlotte Bailey Population Health Committee

Risk Tolerance R

(e.g. 5to 10)

Rationale for Risk Score and Progress made in the quarter

The health of the population is primarily determined by the wider, social and commercial determinants of health
(“building blocks of health”) and structural inequalities / discrimination. This includes determinants such as
housing, poverty, educational attainment, air quality, good employment, transport. Building upon significant
progress over recent years in areas such as growth, early years and transport, the ambitions set out within the
new Greater Manchester Strategy 2025-35 provide the framework upon which the system will take action to
influence these risk factors and improve health outcomes, including through Live Well.

Key Controls

The Greater Manchester Strategy is the main control measure and the deliverability of the strategy including the
extent to which the ICB can act as a system influencer and strategic investor is key to mitigating this risk. In the
current landscape of NHS reform, it is crucial that the ICB retains the capacity, expertise and ability to act as a
collaborative system influencer and co-investor in relation to the building blocks of health which the strategy
covers.

Alongside the GMS, another key control is the development of a comprehensive strategic approach to NHS ‘left
shift” which builds upon our GM Population Health Model and comprehensive Prevention and Early Intervention
Framework and underpins ICB reform and future transformational operating model.

An evidence-based, co-produced and fully costed NHS GM Annual Plan for 2025/26 includes a series of actions
relating to reducing the prevalence of poor health and scaling up proactive care.

A Fairer Health for All Framework has been agreed by the Integrated Care Board and there are significant
implementation plans in place for 2025/26 which will seek to embed tacking inequalities as a focus of the system.
The GM Housing Tripartite Agreement ensures a collaborative approach to healthy homes across NHS GM, GMCA
and Housing Providers.

Gaps in Control or Assurance

Current reforms have and likely will continue to significantly impact any proactive NHS system involvement in
delivery of the various strategic ambitions. Continuation of this will mean programmes develop without relevant
health system influence and opportunities are missed to improve the health of the population. The NHS Reform
could impact on the capability of the ICB to provide the resource, skills, expert knowledge and capacity to
effectively work across multiple systems in order to fulfil our role in driving the delivery of the GMS.

The delay in organisational ‘left shift’ activity and investment will impact progress of prevention and early
intervention opportunities and transformation propositions.

Risk Scoring and Tolerance

Inherent Ql Q2 Q3 Q4 In year Long Term Long Term Target
risk score Target Target Date

2 1

5 5 2028

10
Number of Linked Risks on Corporate Risk Register

0 0 6
Lines of Sources of Assurance Assurance Level
Defence

1t Line ICB twice weekly Chief Officers meetings; Strategy, Innovation and
Population Health directorate SLT meetings; Weekly Population Health
function SMT; Strategy, Innovation and Population Health Chief Officer is a
member of NHS GM Chief Officers Group; GM Tripartite Agreement Core
Group; GM Housing First Board

Population Health Committee governance processes followed. PH Advisory
Group that supports the PH Committee and contains representation from
each of the 10 Locality Committees. PHC Chair sits on ICB and regularly
reports from PH Committee and PH function to ICB and ICP Board.
Maintenance of Strategic Risk Register and collation of the strategic risks
into the Board Assurance Framework.

GM Public Health Leadership Group which consists of 10xLocal Authority
Directors of Public Health, NHS GM, OHID, UKHSA and NHSE NW; NW
Population Health Board; GMCA and Health Scrutiny - includes an

articulation of key risks and issues.

Delayed

Action Required Progress BRAG
Date

Delivery of GMS under a new delivery March Delivery Plan and associated

5

High (15 — 25)

31 Line

Action

framework 2026 governance is under development
2 Development of refreshed Tripartite October  Under development. Final draft of
Agreement document and delivery plan to 2025 refreshed framework is nearing

continue best practice work across NHS
GM and GMCA re: housing
3 Ensure the NHS Reform programme March
maintains the “left shift” priority and can 2026
provide the capability required from NHS
GM to continue as a system influencer and
strategic investor across the GMS building
blocks for health, including through greater
collaboration with key partners such as the
GM Directors of Public Health and the
GMCA.

completion.

Programme of ICB Reform is
ongoing but has faced significant
disruption. However, the focus on
left shift has remained a priority



There is a risk that key health and care services become unsafe and unstable due to growing
and changing demand, pressures faced by other sectors and workforce, estates and
technology gaps.

This will result in poorer health outcomes for the GM population and a reduction in quality of
care and patient safety and an inability to deliver operational delivery standards.

Strategic Risk

SR2

Strategic Recover core health and care services
Objective

Chief Officer
/ Committee

Risk Appetite Level

Colin Scales Quality and Performance Committee

Cautious to Open Risk Tolerance Range

(e.g. 5to 10)

Rationale for Risk Score and Progress made in the quarter

All organisations remain committed to the plans they submitted. Areas highlighted as high risk are considered such
because of the scale of the 25/26 challenge or historical non-achievement. Current plans include significant levels of
mitigations and NHS GM is committed to meet its planning objectives. This risk is currently outside of the risk appetite
of the organisation. The target risk score moves within risk appetite by March ’28. It is important to note that national
guidance will require a continued incremental improvement back toward constitutional standards over several years
which will mean a continued pressure against these standards. Aug data published in Oct shows high risk areas
continue to be A&E 4 hour waits; Long waits for elective care; Waiting times for Children’s and adolescent mental
health services including ADHD/ASD and reducing mental health inpatient LOS; Learning disability and autism
inpatients. Further development of the function is required to respond to the ICB reform requirements including
oversight arrangements. Financial constraints is a contributory factor.

Key Controls

Weekly, and daily as required, tracking of activity and operational planning objectives and/or constitutional standards.
Mutual aid for elective, cancer and diagnostic care is in place.

Use of independent sector support for elective care, where this is within budget.

Daily monitoring of A&E activity and breaches.

GM system control centre meets no less than weekly to oversee operational activities and escalation. Other
operational groups meeting no less than weekly to oversee activities, including patient level coordination. Operational
Delivery Meetings (ODMs) in place oversee implementation and impact of performance improvement plans.
Improvement plans refreshed for all high-risk areas, including individual Trust and/or locality level where needed. (UEC,
elective, cancer, mental health, diagnostics and inpatients for people with a learning disability). Provider oversight and
Locality assurance meetings in place to gain assurance regarding delivery. Escalation meetings in place for Trusts which
provider clearer tracking of action plans at senior level

Gaps in Control or Assurance

Limited scope for additional investment in mitigating actions, such as investing to support additional activity. Specific
challenges within specialties/sub-specialities which have limiting factors such as available workforce. Some specialty
areas where there are workforce shortages nationally. Limited supply of materials for corneal grafts. The prioritisation
of these materials is coordinated nationally and cause breaches of waiting times. These are accepted exceptions to
ICB Performance management by NHSE.

Likelihood

2

Lines of Sources of Assurance
Defence

Risk Scoring and Tolerance

Inherent risk Ql Q2 Q3 Q4 In year Long Term Long Term
score Target Target Target Date
5 4 4 4 4 2

March 2028

25
Assurance Level

Weekly review of key metrics Executive Committee / Chief Officers review key
metrics weekly

121s with programme directors (elective, cancer, urgent care, mental health,
diagnostics)

System Group meetings to review operational performance for their respective
thematic area; provider contract meetings; provider oversight meetings; Locality
assurance meetings; GM monthly ODMs; Quality & Performance Committee.
Monthly report and scrutiny from Committee.

NHS GM is part of various NHSE (regional and national) oversight relating to elective;
urgent and emergency care; and cancer care. Provides access to various external

support offers including GIRFT and ECIST

Action

Delayed

-_ Action Required | Due Date | Progress

Refresh the TOR for Locality and Provider Sept 2025 Teams across the organisation

Oversight arrangements in line with the are working on new oversight

new operating model and implementation arrangements in line with the

thereafter refreshed operation model. As
the timelines for implementation
of the model have been delayed
it is recommended the due date
is changed to April 2026.

Trusts behind plan to submit revised plans December New action

and trajectories for Q3 (elective and UEC) 2025

and implement monitoring in line with

these.

Full implementation of the elective care March 2026  New action

transformation fund.

Q3 and Q4 LAM agendas will focus on the ~ March 2026  New action

most significant challenges including locality
contribution to reducing elective waiting
times, delivering urgent care standards and
reducing LOS for patients in mental health
beds.



Strategic There is a risk that the quality of care, patient safety and care experience will decline if the ICB fail
Risk to comply with our statutory duties for quality assurance in Quality and Patient Safety within the

NHS GM system.
SR3 This may lead to poorer health outcomes

Strategic Recover core health and care services
Objective

for the GM population.

(o [[E¥0Jiil<T88 Mandy Philbin Quality and Performance Committee

/ Committee

Risk Appetite Cautious to Open Risk Tolerance
Level Range (e.g. 5 to 10)

Rationale for Risk Score and Progress made in the quarter

® NHS trust provider oversight (POM) in place and well
established with plans to further develop and further
strengthen. ¢ Exec to exec meetings now a regular
occurrence, with Quality KLOES identified.  ICB Provider
Oversight Framework established in line with National
Guidance. e Locality Assurance Mechanism (LAM) is
established with oversight of locality approach to the
statutory quality duties. e Quality Assurance Framework
established/aligned to meet the National Quality Board
Standards. ® Provider Oversight Sub Committee meetings
(POSOM) in place to identify segmentation and KLOES for
the POMs.

Significant progress has been made against the NHS GM Single Improvement Plan with NHSE with key milestones and
deliverables being met. The ICB have received positive feedback especially with regard to the governance of quality
oversight, and a full robust action plan is in place. The NHS GM provider oversight model is now well embedded with regular
review of providers in line with NHS England guidance outcomes of which are regularly fed into Quality and Performance
Committee, current models are being reviewed in light of model ICB and model region guidance. Improvements have been
seen within GMMH and formal exit from the National Recovery Support Programme (RSP) was agreed in October 2025. An
Independent Assurance review is being carried out by Niche and Oliver Shanley to monitor progress made against the
recommendations within the Shanley report published in January 2024. The ICB submitted a summary of actions taken in
July and follow up interviews have taken place in August. There is a possibility that the NHS Reforms may impact on the
delivery of our statutory duties with unknowns around the future presence of professional voice within the ICB. In addition,
we are yet to develop robust processes that include Quality Impact Assessments that need to be carried out against proposed
changes in each statutory function. Engagement work is in progress to develop the new organisational/operating model for
the ICB which includes review of oversight of quality and patient safety as a Strategic Commissioner.

Key Controls

e Quality Impact Assessment processes established —
guidance approved by QPC ¢ GM System Quality Group in
place supporting the good governance from place/localities
to ICB to region (Terms of Reference align to assurance
process). ® Reporting, audits and actions in place for
safeguarding assurance (aligns to Safeguarding Policy).
Patient Safety Policy approved at QPC.e Annual reports
(Quality Accounts / Safeguarding Report /Complaints annual
report). ® Assurance meetings with NHSE. e Submission to
RSQG with escalations as part of business as usual. ¢ External
audits. ¢ External inspections by regulators e.g. SEND.

Risk Scoring and Tolerance

Inherent Ql
risk
score
Likelihood 4 3

Impact 5

5 5 5 5
Risktevel [ | ] [ ] s

Number of Linked Risks on Corporate Risk Register

Low (1 - 4)

Lines of Sources of Assurance
Defence

Impact Assessment Process;

15t Line Quality
arrangements;  Self-assessment  process;
Quality meeting

31 Line Regional SQG; Single Improvement Plan responding to Enforced Undertakings
Assurance meetings with NHSE; Internal Audit

Q2 Q3

3

3

10

/Safeguarding Report); Statutory functions oversight group; Reporting into locality

Quality and Performance Committee; Greater Manchester System Quality Group
Provider Oversight Sub-committee; Reporting into locality board; External assurance via
statutory bodies; ICB System improvement board

Reporting via
Annual reports (Quality Accounts

Q4 In year Long Term Long Term
Target Target Target Date
3 2
5 March 2028
10

High (15 - 25)
1

appropriate  governance

Delayed

Action Required Progress
1

Co-Design of a future
Clinical Leadership Model
and Strategy across GM

2 Develop Robust structure
and alignment of
resources to support
delivery
DPBL and ADQ are
required to confirm

. locality resource alignment
Gaps in Control or Assurance t0 CNO.

Direct reporting of locality ADQs into non-clinical locality DPBL rather than professional nursing lead. Potential disruption of
the professional line of the reporting to the CNO due to competing priorities set by the locality. Depletion in workforce
capability and capacity due to organisational changes and organisational vacancies. Disruption to compliance to QA process
to meet safeguarding, CHC, SEND and QA due to indirect reporting relationship between ADQs and CNO.

Gaps in Assurance whilst organisational structures are being confirmed.

Compliance with the statutory assurance frameworks, MIAA Audit finding

March 2026

December 2025
(Extended as the
implications of
NHS reforms are
understood

in place

Partially meets but there is still variation
whilst the nursing and quality structure is
being finalised. Good progress but slippage in
final product with date for Executive
Committee in February 25. The model will
continue with line management of ADQ in
place will be implemented through new ways
of working think this can be closed

Underway with a series of codesign workshops

Assurance

Level




Strategic Risk There is a risk that the GM position on good employment will deteriorate
without an increased emphasis on tackling the health barriers to employment
and improving the quality of employment that is available. This will lead to an
increase in poor health attributable to economic inactivity or poor-quality
employment (driving up health service utilization and cost), have an adverse
impact on the NHS as a major employer in GM, and inhibit city-regional growth

and productivity.

SR4

Strategic Objective Help people get into, and stay in, good work
Chief Officer / Committee

Risk Appetite
Level

Charlotte Bailey Population Health Committee

Risk Tolerance Range 10-20

(e.g. 5to 10)

Rationale for Risk Score and Progress made in the quarter

The health impact of economic inactivity or poor quality of employment is widely recognised and as such is one of the key
building blocks of health which is outlined as a priority in the GM strategy (Greater Manchester Strategy). Reciprocally, poor
health is a contributor to economic inactivity and low productivity. There are several opportunities across the ICB and
partners to positively address good employment and increase economic activity, primarily driven through the Get GM
Working Plan, Working Well and as part of Live Well. Effective collaboration and integration are key to the delivery of the Get
GM Working Plan with a strong connectivity and joint working between several NHS GM’s partners, notably GMCA, DWP, LA’s
and VCSFE sector. The scale up of Health and Growth Accelerators has been included in the 10 Year Plan and GM could be a
health and growth accelerator site Phase 2 (April 2026), as well as further extension for the successful WorkWell partnership
Vanguard which is currently being jointly led by NHS GM and GMCA.

Key Controls

There are key drivers within the Get GM Working Strategy which will have a significant impact on employment as a
determinant of health and poor health as a contributor to economic inactivity. During the NHS Reform process, NHS GM will
need to ensure that the ICB can continue to be a strategic investor and system influencer to reduce economic inactivity and
improve health outcomes by supporting people in work and to be in good employment. The Get GM Working Collaborative
has oversight of Get GM working Plan which is nationally required and currently in the process of sign off by DWP. Examples
of these key activities where the ICB has a specific involvement are:

o WorkWell Partnership

¢ Additional funding for Primary Care innovation funding — sick note reform

o Adults Skills and Employment thematic panel — examine themes, share good practice

e Collaborative Work ongoing between NHS GM & GMCA, DWB to integrate and share work, health and skills data

GM has an existing and mature Good Employment Charter to drive up employment standards in GM and ensure that
employment is conducive to good health.

Gaps in Control or Assurance

The Get GM working Strategy has not yet been finalised or approved. The ICB transformation and response to the
NHS reform needs to ensure NHS GM has the capacity, expertise and ability to influence the wider determinants of
health and create opportunities to improve the building blocks of health in partnership with other key partners. The
NHS reform could also have a potential negative impact on NHSE colleagues to shape the GM approach to the Health
and Growth accelerator site Phase 2. Delays in Treasury confirmation of WorkWell future funding could cause financial
difficulties for VCSFE partners and other short term staffing groups within the programme. Trailblazer funding is
required to be utilized and evaluations by April 2026

Risk Scoring and Tolerance
Inherent risk In year Long Term

- score Target Target

Likelihood 4 4 4 3 2
_ 4

12
Low (1 -4)
0 3

Number of Linked Risks on Corporate Risk Register
Lines of Sources of Assurance
Defence

High (15 - 25)
1t Line Employment, Work and Skills Executive Group with LA CX leadership; Workwell
steering group, Get GM Working Collaborative Weekly; ICB twice weekly Chief

Officers meetings; Strategy, Innovation and Population Health directorate SLT
31 Line

Long Term
Target Date

March 2029

Assurance Level

Delayed _

III_ BRAG

Completion and launch of Get December Currently in draft form, needs to be
GM  Working Plan  with 2025 approved and formalised.
accompanying implementation
plan.

2 Confirmation of future funding December Awaiting feedback from DWP
for WWP, Primary Care 2025
Innovation Fund and Health
and Growth Accelerator

3 Delivery of GMS under a new March 2026 Delivery of GMS under a new delivery

meetings; Weekly Population Health function SMT; Strategy, Innovation and
Population Health Chief Officer is a member of NHS GM Chief Officers Group.

Population Health Committee governance processes followed. PH Advisory Group
that supports the PH Committee and contains representation from each of the 10
Locality Committees. PHC Chair sits on ICB and regularly reports from PH Committee
and PH function to ICB and ICP Board. Maintenance of Strategic Risk Register and
collation of the strategic risks into the Board Assurance Framework.

GM Public Health Leadership Group which consists of 10xLocal Authority Directors
of Public Health, NHS GM, OHID, UKHSA and NHSE NW; NW Population Health
Board; GMCA and Health Scrutiny

Action

delivery framework framework



Strategic Risk

There is a risk that health inequalities are widened, and health outcomes are reduced to due
to a lack of sustained investment in preventive, proactive and evidence-based services. This
will result in increased demand and cost of health and care services and impede economic
growth.

Help people to stay well and detect illness earlier

SR5

Strategic
Objective

Chief Officer /
Committee

Risk Appetite Level

Charlotte Bailey Population Health Committee

Risk Tolerance Range 10-20
(e.g. 5to 10)

Rationale for Risk Score and Progress made in the quarter
The GM system has a strong track record of building upon existing strengths to expand on relationships between partners
such as GMCA, DPH'’s, other system infrastructure. Integration and collaboration will be key to driving forwards
prevention and early intervention work in order to effectively address health inequalities across the GM footprint. Whilst
there are several key controls in place to mitigate this risk, there remains a high degree of uncertainty about the extent
to which these controls can be fully realised and of the impact this will have. There are challenges at present in relation
to: translating planned investment into actual expenditure against agreed priorities in the context of the sustained
financial challenges facing the system; agreeing an overarching and comprehensive left shift strategy; the impact of NHS
reform (including the model ICB blueprint).

Key Controls

Development of a comprehensive strategic approach to NHS ‘left shift’ which underpins ICB reform and future operating
model. Inclusion of ‘left shift’ investments in the annual plan and budget for 2025/26.

Strong oversight of the risk and mitigations through the Population Health Committee (chaired by an NHS GM NED) which
has a risk register in place which is reviewed as a standing item at every committee meeting. An evidence-based, co-
produced and fully costed NHS GM Annual Plan for 2025/26 includes a series of actions relating to reducing the
prevalence of poor health and scaling up proactive care.

A Fairer Health for All Framework has been agreed by the Integrated Care Board and there are significant implementation
plans in place for 2025/26 which will seek to embed tacking inequalities as a focus of the system. The ICP Strategy and
NHS GM Sustainability Plan both have a strong emphasis on improving health and reducing inequalities through
prevention. NHS GM has agreed a comprehensive, whole system model for improving health and reducing inequalities
in the form of the GM Prevention and Early Intervention Framework and co-produced GM Population Health Model.
Refresh of the GM Strategy which has a significant impact on the wider determinants of health.

Gaps in Control or Assurance

Whilst the organisation has committed to a “left-shift” approach, the exact detail of the approach and how it will
strategically develop and lead on a more preventative and early intervention approach across NHS GM is still
under development.

The uncertainty relating to funding for 2025/26 due to the potential for further financial challenges in future
years, prevents the delivery of flagship programmes of work included in the Annual Plan which in turn diminishes
the likely impact of activity and creates uncertainty amongst providers (particularly those within the VCFSE
sector). The NHS reform could have a significant impact on the resource, capacity, expertise and knowledge across
the building blocks of health programme areas which may impact the delivery of the organisational left shift.
There continues to be a significant uncertainty around the NHS Reform which will undoubtedly impact on delivery
of key programmes.

Risk Scoring and Tolerance

Inherent risk In year Long Term

- score Target Target

Likelihood 5 4 4 3 1

_ 4
12
Number of Linked Risks on Corporate Risk Register

High (15 — 25)

Low (1 - 4)
0 5

Lines of Sources of Assurance
Defence

1t Line ICB twice weekly Chief Officers meetings; Strategy, Innovation and Population Health
directorate SLT meetings; Weekly Population Health function SMT; Strategy,

Innovation and Population Health Chief Officer is a member of NHS GM Chief Officers
31 Line

Long Term
Target Date

March 2027

Assurance
Level

Group.

Population Health Committee governance processes followed. PH Advisory Group
that supports the PH Committee and contains representation from each of the 10
Locality Committees. PHC Chair sits on ICB and regularly reports from PH Committee
and PH function to ICB and ICP Board. Maintenance of Strategic Risk Register and
collation of the strategic risks into the Board Assurance Framework.

GM Public Health Leadership Group which consists of 10xLocal Authority Directors of
Public Health, NHS GM, OHID, UKHSA and NHSE NW; NW Population Health Board;
GMCA and Health Scrutiny - includes an articulation of key risks and issues.

Delayed

Action Required Progress
Date

Development and approval of an ICB Left Shift Strategy June Engagement draft produced
2025 and being socialised. To be
included as an appendix to
the Syear strategic
commissioning plan
3 Confirmation of 2025/26 budget aligned to Annual Plan, June Budget approved at ICB on
followed by STAR and FSOD agreement to spend as per Plan 2025 21/5/25. Some STAR and
and subsequent delivery of key deliverables set out in the FSOD approvals gained but
ICP Strategy, Annual Plan and Sustainability Plan several still delayed
4 Model ICB Transformation that incorporates Left Shift focus March Ongoing
and ensures capacity, expertise and ability to influence is 2026

retained to effectively deliver strategic aims and objectives
designed to improve the health of the population and
reduce inequalities



Strategic Risk There is a risk that existing workforce challenges are exacerbated due to the requirement for Risk Scoring and Tolerance

financial savings and the impact of NHS reforms. Inherent Q1 Q2 Q3 Q4 In year Long Term Target Long Term
SR6 This will result in recruitment challenges to key areas, reduced staff wellbeing, lower morale and risk Target Target Date

inequality of opportunity. This will further impact on service delivery and leadership capacity to score

manage change. Likelihood 4
4 March 2028

Risk Level [ 16 |
Strategic Support our workforce and carers Low (1 - 4) High (15 - 25)

Objective 0

Chief Officer / Charlotte Bailey People and Culture Committee Lines of Sources of Assurance Assurance
Committee Defence Level

Risk Appetite Open Risk Tolerance Range 10 to 20 1 Line Bi-monthly workplan completed which aligns to priorities for the remainder | Partial
of the financial year reported to SLT.

Level .g. 510 10)

Regular reports provided to the GM People & Culture Committee and P&C | Partial
Sub-Committee, ensuring oversight of progress against workforce priorities &
delivery of agreed objectives. Contributions also feed into the ICB assurance
process to demonstrate compliance & effective governance
Internal Audit Plans developed and delivered to provide evaluation of control | Partial
effectiveness and management across key workforce areas

financial position; NHS Reform; latest industrial action. -
_

Delayed

Rationale for Risk Score and Progress made in the quarter

The current risk score of 12 reflects the urgent need for a strategic response aligned with the delivery plan. This includes
workforce planning, staff wellbeing and initiatives to improve efficiency and retain staff. It also reflects the increased
risk created by NHS Reform and the challenges in reducing pay bills to achieve long term sustainability.

The current risk score reflects the existing and emerging factors and continues to reflect the pressures in the following 39 Une
areas: Ongoing workforce gaps, much of which is difficult to influence locally, single improvement plan/undertakings; -

KeviGoniioh: - - N : No Action Required Due Progress BRAG
GM People & Culture Strategy and supporting delivery plans which regularly report to P&C Committee. Date
P&CG d ting TOR:
?Vemance.an e N = . . . 1 Development of a Leadership Development Dec Board Development
Committee working groups, focus on workforce efficiency, Transforming People Services, Leadership Culture & EDI K . .
approach including Board development and 2025 remains paused due to
Monthly workforce reports . )
. K . . . . . . 360 feedback upcoming leadership
Operational planning rounds and provider oversight meetings, supporting pay bill reduction to support long term changes
financial sustainability. fresh of the P& . h E |
Regular review of the P&C risk register 2 Refres oht eOP ¢ St:’atefgy P:)r 2I5h-28 ;o '\gggcs Sngalgem:nt p ar'1 .
Leadership, Culture and EDI; System-level equality impact assessment (EIA) risks noted at P&C; mitigation through suppc.\rt tde L ylearlp an o(r:l il ?n ; feve ope .Ptr)lorlty actlo(?s
electronic systems to increase visibility and assurance CERs EL gLl p an- ‘-fm extfengon °_ or 25/26, to be approve
current strategy, with refined priority actions by Cttee in November.
_ e 25/26
Gaps in Control or Assurance 3 Implementation of digital EIA approach to Nov Equality Impact
Some of the causes of this risks are outside of the control of our ICB e.g. national workforce shortages, training, social increase system visibility. 2025  Assessment online
care rates of pay etc but mitigating actions put in place will help reduce the risk score. platform is progressing
Increased requirements for the ICB to focus resources and capacity on statutory duties and leading NHS Provider and well, with a test bed
lack of full data sets for the entire health and care system is also a current gap that limits the ability to fully expected imminently and
understand the position and impact of actions we are taking implementation planned
Lack of additional funding such as HEE workforce development funding which previously supported transformation by the end of the year
projects. 4 Enhance individual and collective focus on ~ March  the ICB has introduced a
Timelines and quality of workforce data are variable, limiting visibility. Improvement actions are underway to address workforce efficiency; reporting at POMs and 2026 more robust process of
this gap. HRDs, sharing good practice, improving quality individualised provider
of workforce data. workforce deep dives,

enabling direct assurance-




level discussions and
promoting best practice
sharing, with meeting
frequency increasing in
response to monthly
performance trends and
escalation needs.

Support all system boards to adopt and Oct Collaborate with system

implement workforce delivery plans 2025 programme leads to
identify workforce
challenges and develop
responsive action plans,
offering expert guidance,
sharing best practice, and
fostering peer support.
Some plans are developed
- some still emerging and
meet quarterly to ensure
progress.

To widen the scope of Transforming people = March  Highlight reports to

services beyond occupational health and 2026 Committee

policy, with an initial focus on recruitment




Strategic Risk

There is a risk that the ICS does not achieve in-year and medium-term financial
sustainability due to continued growth in demand such that financial resources do not
SR7 meet system needs. This will result in the inability to deliver on the ICP Strategy,
reducing our ability to invest in preventative care which will drive demand, and
continued inequalities and variation in health and care.

Strategic Objective Achieve financial sustainability

Chief Officer / Kathy Roe Finance Committee
Committee
Risk Appetite Level Level 3 - Open

Risk Tolerance Range (e.g. 5 to 10) 10-20

Rationale for Risk Score and Progress made in the quarter

term (2 to 5 years) which is rated as high, as there is a significant amount of work to do as an organisation and system

help ensure the ICS can move to an affordable and sustainable financial position within the overall financial resources
available to it.

The sustainability plan is developed upon 5 pillars (cost improvement, system productivity, reducing prevalence,
proactive care, and optimising care). The financials were developed through a review of all organisations financial
sustainability plans to ensure consistency of assumptions and a system approach.
Key Controls

e The enhanced levels of grip and control and financial assurance established during 2024/25 continue across the
GM system, including CIP, Provider Oversight and Locality Assurance meetings.

e  Comparison of the centralised ICB model and Trust Financial Recovery Plans is being undertaken to ensure
agreement on underlying assumptions to bridge material differences.

e The medium-term financial plan and financial strategy will be developed during Q2 & Q3 (In line with NHSE
requirements) to identify key principles to support financial sustainability; this will be reviewed by Chief Officers,
Finance Committee and GM Board.

e NHS GM led Capital Prioritisation group supported the submission in 2025/26 of a compliant capital plan.

e ICB has revised the reporting pack with a focus on run rate to allow identification of potential issues so a 1
mitigation plan can be implemented to address the risks on in year delivery. Run rates will become a focus within
the finance item of LAMs from July.

Gaps in Control or Assurance

e  Areas of overspend/performance may not be picked up in a timely manner due to a time lag in information.

e Time lag in financial / performance (Acute activity and prescribing) information may lead to ineffective or
delayed decision making.

e  Savings plans are not fully developed in a timely manner or do not realise the necessary savings or on a recurrent
basis.

e  Planning does not adequately reflect growth and/or impact of strategic decisions, and prevention investments
on all parts of the system or budgets.

e Impact of NHS Reforms may delay development of new control measures.

e  Recovery plans once agreed take time to implement and provide evidence of success.

2" Line

31 Line

_ Risk Scoring and Tolerance

risk
score

Likelihood 5 5 5 5
s a
(Roktevel ] | |

Inherent Q1 Q2

4 4
20 20 12 12

In year
Target

Long Term
Target

Long Term
Target Date

4 4

3 3 31/03/26

Number of Linked Risks on Corporate Risk Register

The risk score is based on the financial plan submitted to NHSE for 2025/26, taking on board the financial grip and EeIAN = o= Sources of Assurance Assurance
control measures currently in place and the financial risk associated with delivering financial balance over the medium Level

High (15 - 25)

Executive Management Team (Weekly)
Internal Finance and Governance meetings (Weekly)

1t Line Contract meeting (Monthly)
to develop robust savings plans that deliver savings on a recurrent basis. A considerable amount of work has already
been undertaken, savings plans are being further developed across the whole GM ICS over a medium-term basis to

Finance Committee (Monthly)
Executive CIP Group (Weekly)
NHS GM Board (Bi-Monthly)
Audit Committee (Quarterly)

Locality Assurance meetings (Quarterly) these move to monthly for those

localities which are challenged.

Provider Oversight Meetings (Monthly)

Internal Audit Reports
NHSE (Monthly)

Action

m Action Required Progress

Recovery plans have been developed for the 4
key areas of overspend:

3 CIP

3 Independent Sector
3 IPoC

3 ADHD/Autism

Each recovery plan has SMART actions in place
which will be monitored through the Financial
Recovery Group with Committee and Board
scrutiny.

The ICB Recovery plan is now being accelerated
to evaluate and approve new options to mitigate
the current risk level with appropriate Board
governance.

Delayed

31/03/26  Regular updates will be provided

to Finance Committee



CIP plans are further being developed and
implemented to realise efficiencies along with
commissioning intentions that will deliver
efficiencies while improving services. Work
ongoing through PMO. All CIPs are subject to a
quarterly deep dive to ensure they remain on
track and determine if there is any opportunity
for stretch.

ICB to develop an integrated financial model to
inform discussions with Providers during Q2 this
work has been delayed from its original date of
July 2025 as a consequence of the impact of the
NHS reforms.

Medium and long-term financial plans will be
approved by the Board in Q4 to ensure
expenditure is within the funding allocated to
NHS GM.

Localities and system Boards fully engaged in the
process and  developing  commissioning
intentions that may also include service redesign
and decommissioning of services.

Providers are in a collaborative arrangement to
deliver sustainable services across GM.

30/09/25

30/09/25

31/03/26

Ongoing

Ongoing

Regular updates will be
provided to Finance Committee.

As a consequence of continuous
challenge and risk to full
delivery some schemes may
require a review of their
original target. The

schemes on the opportunities
and

difficult decisions list also need
progressing at pace.

Financial reporting will
continue, including cash
management and progress
against system targets within
NHS Reforms.

Updates will be provided to
Finance Committee.

Updates will be provided to
Finance Committee and Board.

Updates will be provided to
Finance Committee.

Updates will be provided to
Finance Committee.




Strategic Risk

Significant systemic service disruption occurs as a result of cyber-attack moving quickly
across the GM health and care IT estate

Strategic Meet our statutory obligations

Chief Officer /
Committee

Risk Appetite Level

Colin Scales Executive / Audit Committee

Risk Tolerance Range 5-10

(e.g. 5to 10)
Rationale for Risk Score and Progress made in the quarter
NHS GM do not have a defined approach to dealing with a significant cross-system cyber incident — though there is
a Cyber Special Interest Group - but no defined path to identify the impact of a cyber incident and act as a system
to report and manage the incident through initial containment and eventual resolution.
Every NHS organisation has its own business continuity plan. As these are not consistent across the system, this
leads to variation and inhibits swift movement to enable continuity of operation as a system.
An NHS GM ICS cyber incident exercise was performed on the 9th of January with representative from the ICS
member organisations, the exercise went well and identified a need to develop a high-level response plan. The aim
of the plan will be to coordinate activities across the system to ensure a swift region wide response to a cyber
incident. Work has started to develop the plan but is not in place currently.
Key Controls
Each part of the system (ICS) has their own security and protection measures in place.
There is a GM NHS Cyber Security Special Interest Group in place.
The results of the cyber maturity assessment conducted across all NHS GM ICS member organisations highlighted
areas for improvement within each organisation. NHS England risk reduction funds are being utilised to address
improvements including business continuity arrangements, system vulnerability management, Privileged access
management, supply chain risk assessment and management
NHS GM Cyber Security Strategy has been developed with an associated improvement plan and is progressing
through the appropriate governance.

Cautious

Gaps in Control or Assurance

Commitment to creating a single ICS oversight group for cyber security controls and management which can be
linked to the EPRR process in the event of an incident with well-defined management and escalation processes in
place —and a Business Continuity Plan that is regularly tested.

Risk Scoring a

Inherent risk Q4 In year Long Term Long Term
- score Target Target Target Date
4 4 3 3 3 2
4 44 4 4

March 2028

Risk Level 12 12 12 8

Number of Linked Risks on Corporate Risk Register

Low (1 -4)

0 0 1
Lines of Sources of Assurance
Defence

1t Line Monthly digital IT assurance group for ICB

High (15 — 25)

Assurance Level

Partial

Cyber security maturity assessments considered at monthly Special Interest
Group attended by all heads of security across the ICS

Trust CIO’s weekly meeting (includes CIO for NHS GM and NHS E)

GM ICS secure GM communication group that is not reliant on NHS Mail or
Microsoft Teams which shares risks and issues across trusts, NHS E and GMCA
and LA’s and CIOs.

Regular Regional and National communication with NHSE and other NHS
organisations.

Annual Data Security Protection Toolkit (DSPT) carried out by each care setting,
which is reviewed by NHS E.

DSPT is carried out annually between January and June. Will more stringently
review in 2025, based on national cyber security centre cyber assessment

Delayed

31 Line

Action

Action Required D Progress
Date
1

To develop the Cyber Security Strategy and Dec Cyber

BRAG
d

Security  Strategy an

implementation plan 2025 improvement plan has  been
developed and is progressing through

the approval processes
2 An ICS system wide cyber incident response March ~ Working group has been setup
plan is being produced. 2026 representing ICS member

organisation to produce a
coordinated response plan
3 Utilise NHS England risk reduction funds to ~ March  NHS England funds have been applied
address areas for improvement identified 2026 for addressing areas for
during the cyber maturity assessment improvement in NHS GM ICS member
organisations. Currently waiting for
funds to be approved by NHS E



4

Implement system to address identified arras
of weakness utilising approved NHSE funding.

March
2026

NHSE funds have been approved
waiting for the transfer of funds to
NHS GM ICS organisation.
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SICICENE @ There is a risk that the ICS system is significantly disrupted due to an emergency e.g. pandemic,
major incident, etc.
SR9 This could result in health services becoming overwhelmed.

Strategic Meet our statutory obligations
Objective

(OLEHOliiI@A Colin Scales Quality & Performance Committee
Committee
Risk Appetite Level Cautious to Open

Rationale for Risk Score and Progress made in the quarter

The risk score for Q3 25/26 reflects a Likelihood of 4 that is related to the EPRR team staffing position. Although an
EPRR Manager joined the team in Q4 24/25, two team members are now expected to leave the organisation in Q3/Q4.
This puts the team in a vulnerable position with only one team member remaining in post. The team has longstanding
gaps in it’s structure and these together with new and ongoing workloads mean the team’s delivery of training and
exercising for NHS GM staff with a potential incident response role remains subject to limitations. Furthermore, the
announcement of ICB reform in Q3 24/25 has disrupted the process for recruiting to structures going forward. The
reform announcement has also prompted a pause to implementation of revised on-call arrangements for NHS GM, as
the requirement to make significant cuts to organisation head count means there is uncertainty about the future
cohort of staff that may be involved with incident response. Notwithstanding the position for the ICB’s EPRR team,
the wider ICS continues to plan, train and exercise for emergencies, which provides a level of mitigation for the risk
to the GM system of disruption due to an incident.

In Q2 of 25/26 a major incident did occur in Greater Manchester that required a response from NHS GM as a Category
2 responder. Although NHS GM where able to fulfil their duties with regard to the incident, learning has been
identified and a detailed recovery process is underway.

Key Controls

 In light of the EPRR team’s staffing position, support for NHS GM’s EPRR work has been sought from Lancashire and
South Cumbria ICB EPRR team. The intention is to establish joint arrangements for a period until the future model
for ICB EPRR is confirmed. A 2 day a week secondment is currency being processes.

¢ In addition to the above, recruitment is now progressing to 2 band 7 posts for the team, which if successful will
regain sufficient capacity in the team to carry out the statutory duties of the organisation.

* Existing training delivery and ongoing exercise participation for NHS GM staff with an incident response role.

¢ Ongoing liaison with key stakeholders and partners to ensure NHS GM is linked in with multi-agency planning for
major incidents, including liaison with GM NHS providers, GM Category 1 responders, other ICBs in the Northwest
and NHS England Northwest EPRR team.

Gaps in Control or Assurance

¢ Reporting on progress with delivery of EPRR training and exercising.

Risk Scoring and Tolerance

|

Inherent Q1 Q2 Q3
- risk score
4 3 4
4 4 4

[ Risktevel |  [NEPISISPRN |

Number of Linked Risks on Corporate Risk Register

0

0

response role.

Lines of Sources of Assurance
Defence

1st Line Meetings within the EPRR team and with the NHS GM Accountable | Partial
Emergency Officer.

Meetings and workshops with NHS GM staff with a potential incident | Partial

In year

Long Term

High (15 - 25)

Level

d Line Meetings and collaboration with NHS EPRR colleagues across GM and from | Partial

Action

Ongoing review of team staffing and
workload to ensure optimal use of
team capacity for mitigation of
identified risk

2 Delivery of EPRR training and
exercising for NHS GM staff with a
potential incident response role (more
trained staff provides increased
organisation resilience in the face of
intense and/or prolonged emergencies
requiring GM heath system incident
coordination)

3 Maintain oversight of the ICB transition
process so that impacts for EPRR are
assessed and factored into team
activities

December
2025

March 2026

December
2025

neighbouring ICBs as well as NHS England North West

Delayed

- Action Required Progress

Progress is delayed due to the
staffing Gaps in the team

Progress is delayed due to the
staffing Gaps in the team

Work being led by L&SC ICB
through the “Do it Once
Group” — Gill Baker engaged
as GM interim lead.

Long Term
Target Target Target Date
TBC

Assurance

BRAG
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There is a risk that the NHS Reform Programme could disrupt delivery of core ICB business due
to restructure and staffing reductions.

SR10 This will result in core ICB business being disrupted during the transition.

Strategic Meet our statutory obligations

Objective | |
(OIS N0Jiile I Mark Fisher Reform Programme Board

Committee

Strategic Risk

Likelihood TBC

—timings
still being
agreed

Risk Level

Risk Appetite Level Cautious to Open i 5to 15 Level
‘ 1t Line Transition Programme Team- The team oversees management and updates of
- . the risks for all component programme areas.
it elie o il Sgaie e Aeigiess buiils (i Transition Operational Delivery Group - This group holds oversight on all the
. The risk score remains at 16 following a recommendation to reduce the score to 12 as new instructions risks within the transition programme and component workstreams.
have been received from NHS which has confirmed the reduction target of £19 p/h as described in the model ICB Transition Risk Group — New group creates within the transition programme

blueprint to be achieved by April 26. This has also resulted in Voluntary Redundancy being approved for

implementation by the ICBs. This means the pace of the reform work will now increase at pace in order to achieve

the targets set with high likelihood and impact to the disruption of core ICB business.

Key progress made this quarter:

¢ Finalising of the design phase of the reform programme.

¢ Finalisation of the Operating model for readiness for wider engagement with staff and stakeholders.

¢ Comms and engagement strategy refresh conducted including a full month of engagement and involvement
on the new operating model with staff and partners.

¢ New reform programme structure and governance reducing frequency of meetings and streamlining our
intentions to focus on key workstreams which are, transfers, place partnership, portfolio mobilisation and
provider partnership collaborations.

¢ Transfers workstream has been established looking at the potential transfers of functions such as IFR, Digital,
Public Health Network, Medicines Optimisation.

¢ Portfolio mobilisation workstream has commenced with work well under way to define and scope the process
of aligning to the new operating model.

¢ Place Mobilisation workstream has commenced with subgroups focusing on place partnership, place funding
and place team.

Key Controls

¢ Programme dedicated resource in place (with additional resource recently agreed) in order to minimise

governance to have a grip and oversight over all programme risks. This group
will monitor controls, actions and ensure that all work is being done to lower
the risk

2" Line Chief Officers meeting - Exec level assurance and approval of BAF risks and
other high-level risks within the transition needed to be escalated. They will be
provided periodic updates to ensure progress on mitigations.

Executive Committee - - Exec level assurance and approval of BAF risks and
other high-level risks within the transition needed to be escalated. They will be
provided periodic updates to ensure progress on mitigations.

NEDs/Execs Meeting — Assurance of the high level risks within the transition
programme with monitoring to ensure the risks are correctly being mitigated
periodically.

NHSE Oversight Meetings — Reporting on progress of the reform and any risks
that need to be escalated.

Delayed

Action Required Progress

o . 1 Continue to appl rogramme Ongoin Utilising programme plan, risk
capacity issues within current BAU programmes. PRl prog Eoing X & prog P .
) o . management framework to support register, programme meetings
¢ External (consultancy) provided support has been sourced to ensure core ICB capacity is not compromised. . .
R . e . R . X ) delivery of the Reform programme - (Board and Operational) to ensure
¢ Risks being escalated to Transition Operational Delivery Group from potential areas which the highest . .
- . K X . X o provides the necessary structure and we have an affective programme
likelihood of impact to resource reductions with scenarios to be tested to ensure the programme is considering R .
o . control to ensure we are meeting the key structure in place.
how to manage and mitigate the reductions. . . .
o . L e deliverables within the required
¢ Re-prioritisation of the reform programme to ensure resources are distributed on our key priorities within the timeframe
programme which is alignment, portfolio mobilisation and place partnerships. o : . .
Work closely with NHSE to ensure we Ongoing GM CPO liaising closely with NHSE
have clear sight of the process and Reform team — both regionally and
timeline by which sign off of VR scheme nationally
and consultation can be approved.
Organisational  change  management March 2026 Alignment definition and process

Risk Scoring and Tolerance

Inherent Q1 Q2 Q3 Inyear Long Term

Target

Long Term
Target Date

risk Target
score

process to align the organisation to the
new operating model.

has been developed and socialised
with ELT and Partnership Forum.
An alignment working group is now
meeting regularly to complete the

12



alignment exercise. Consultation
on the outcome of alignment will
be conducted in January 2026.
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NHS GM Audit Committee
11 December 2025

Required information

Details

Title of report

Corporate Policies for approval:
e Software Control Policy

Author

Jenny Noble, Board Secretary

Presented by

Phil Scott, IT Security Manager

Contact for further information

Software Control Policy — Phil Scott

Executive summary

The NHS GM IT team presents the Software
Control Policy for approval by the Audit
Committee in line with the Scheme of
Delegation.

The benefits that the population of Greater
Manchester will experience.

This policy establishes a clear framework for
managing software-related issues within NHS
Greater Manchester, promoting consistency
and accountability in the workplace. By
ensuring that NHS operations are conducted
to the highest standards, the policy
strengthens the organization’s cybersecurity
posture and ultimately benefits the Greater
Manchester population by safeguarding
service integrity and patient trust.

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

This policy provides alignment with
cybersecurity best practices. By safeguarding
digital systems and maintaining high
standards in NHS operations, the policy
supports the delivery of safe, reliable, and
efficient services. .

The policy will benefit the population of GM
by Improving access and equity: Secure and
well-managed systems enable consistent,
high-quality care delivery across all localities,
ensuring that vulnerable and underserved
populations receive the same level of service
as others.

The decision to be made and/or input
sought

Approval of the Software Control Policy in line
with the Scheme of Delegation

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

This policy strengthens the organization’s
overall cybersecurity posture, enhancing work
quality, driving the successful achievement of
strategic objectives, and safeguarding patient
safety, care quality, and experience




Key milestones

The Software Control Policy can be approved
by the Audit Committee.

Once approved, this 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
policy and recommended it 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 the policy.

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

Table 1 - core information relating to the content and creation of paper




Introduction

The NHS Greater Manchester (GM) IT team presents the Software Control Policy for ratification
by the Audit Committee.

This policy has 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.

An Equality Impact Assessment will be completed for the policy above.

1.0 Software Control

1.1 The Software Control Policy for NHS Greater Manchester establishes a structured
framework for the secure, compliant, and efficient management of software assets across
the organisation. As part of our commitment to safeguarding information systems and
aligning with national standards such as 1SO27001 and the Data Security & Protection
Framework, this policy outlines the principles and responsibilities that govern software
acquisition, deployment, maintenance, and decommissioning.

1.2  This policy applies to all NHS GM staff, GP Practices and third-party customers. Only
approved software and applications are allowed to be installed or executed on NHS GM
devices. All software must be patched and maintained by NHS GM IT & Digital.
Customers installing their own software must have paid support and maintenance
agreements in place, which will be reviewed quarterly. NHS GM reserves the right to block
or remove any software deemed risky or unsupported, ensuring that software usage
supports operational integrity, minimises risk, and complies with legal and regulatory
obligations. It is designed to integrate with related policies—including the Information
Security Policy, Software Asset Management Policy, and Confidentiality Policy—to form
a cohesive approach to digital governance.

1.3 By implementing this policy, NHS GM aims to enhance visibility and control over
software assets, reduce vulnerabilities, and support strategic planning and service
delivery across the organisation.

2.0Recommendations
The Audit Committee is asked to:

2.1 Approve the Software Control Policy in line with the Scheme of Delegation



NHS Greater Manchester

Software Control Policy

Version 0.4



Document Control

Title / Reference: Software Control Policy

Status: Draft

Version: V0.4

Date Issued / Ratified:

Originator of Document Phil Scott — IT Security Manager
and Job Role:

File Classification: Official Data

Retention: Life of the organisation plus 6 years (place of deposit)

Target Audience: All NHS GM staff, GP Practices & 3" Party customers

Links to other strategies, e [SO27001 Information security management system (ISMS)
policies, procedures etc: e Data Security & Protection (IG) Framework

e Data Security Protection & Confidentiality Policy

¢ Information Security Policy

e Software Asset Management Policy
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Change History
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3.

1. Introduction

The Software Control Policy for NHS Greater Manchester establishes a structured framework
for the secure, compliant, and efficient management of software assets across the organisation.
As part of our commitment to safeguarding information systems and aligning with national
standards such as 1SO27001 and the Data Security & Protection Framework, this policy outlines
the principles and responsibilities that govern software acquisition, deployment, maintenance,
and decommissioning.

This policy applies to all NHS GM staff, GP Practices and third-party customers. Only approved
software and applications are allowed to be installed or executed on NHS GM devices. All
software must be patched and maintained by NHS GM IT & Digital. Customers installing their
own software must have paid support and maintenance agreements in place, which will be
reviewed quarterly. NHS GM reserves the right to block or remove any software deemed risky or
unsupported, ensuring that software usage supports operational integrity, minimises risk, and
complies with legal and regulatory obligations. It is designed to integrate with related policies—
including the Information Security Policy, Software Asset Management Policy, and
Confidentiality Policy—to form a cohesive approach to digital governance.

By implementing this policy, NHS GM aims to enhance visibility and control over software
assets, reduce vulnerabilities, and support strategic planning and service delivery across the
organisation.

2. Purpose

The purpose of this Software Control Policy is to define the principles and processes for managing
third-party software within NHS Greater Manchester. It aims to ensure that all software used
across the organisation maintains system integrity, supports robust security practices, and
complies with relevant legal and regulatory standards.

By establishing clear guidelines for software acquisition, deployment, maintenance, and
decommissioning, this policy helps mitigate risks associated with unauthorised or unsupported
software. It also supports the organisation’s broader objectives in information governance,
operational resilience, and digital transformation.

Third Party software refers to any software developed by a different company than the one that
developed the computers operating system.

In Scope

This policy applies to all software installed on devices connected to the NHS Greater
Manchester network, including but not limited to:

Desktops

Laptops

Servers

All third party devices e.g. check in screens connected to the NHS GM network.

These devices must be managed by NHS GM IT & Digital or in the case of third-party devices
monitored by NHS GM IT & Digital with the ability to view software installed and the version of
that software. The policy encompasses both internally developed and third-party software
solutions. The scope ensures that software usage across the organisation is governed by
consistent standards for security, compliance, and operational integrity.



4. Responsibilities

To ensure effective governance and compliance with the Software Control Policy, responsibilities
are distributed across various roles within NHS Greater Manchester:

End Users

Must acquire or seek prior approval for all software through NHS GM IT & Digital, following
the procedures outlined in the Software Asset Management Policy.

Are required to follow NHS GM instructions related to software patching, including updates
and system reboots.

Must not bypass the software approval process or install unauthorised software on NHS GM
devices.

Must prevent third parties from installing or modifying software on NHS GM equipment.
Should be aware that NHS GM reserves the right to monitor and block unapproved or
unsupported software. Outdated software must be replaced with supported versions or
removed.

Line Managers

Must ensure that all staff have read and comply with this policy.

Senior Information Risk Owner (SIRO)

Holds ultimate responsibility for information security under the Data Handling Review (2008).
Is supported by Information Asset Owners (IAOs) and Information Asset Administrators
(IAAS).

Information Governance Manager

Oversees the security of information and manages the development and implementation of
operational procedures.
Supports IT Services and Line Managers in policy enforcement.

Chief Digital Information Officer (CDIO)

Responsible for the oversight, development, and timely revision of this policy.

Software Asset Manager

Reports to the IT Security Manager on software-related compliancy matters.
Implements the policy daily and ensures staff awareness and compliance.
Advises on policy development in response to technical changes.

Serves as the central contact for software systems.

IT Security Manager

Acts as the central contact for IT security within NHS GM.

Develops and maintains the IT security framework and related policies.

Advises on IT security programme content and implementation.

Supports SIRO and consults with external organisations on security matters.

Ensures compliance with the Data Protection Act and promotes user awareness of their
responsibilities.



IT Security Compliance Manager

e Ensures all software in place follows this policy, provides repots on software compliance ensuring
any necessary actions are implemented.

e Ensures cyber essentials plus certification requirements are met.

e Facilitates the Cyber Essentials plus certification audit.

5. Software Compliance Requirements

To maintain a secure and resilient digital environment NHS GM operate a zero-tolerance policy
regarding software installed on devices connected to the NHS GM network: all software
deployed within NHS Greater Manchester must adhere to the following compliance standards:

Patch Management

o All deployed software is subject to regular updates and patching, critical and security
patches will be applied within 14 days of being released by the vendor.

o All software patches released by vendors will be deployed in accordance with NHS GM IT
& Digital's established patching processes.

Vendor Support

e Only software actively supported by its vendor may be used.
e Systems that have reached end-of-life or are no longer receiving security updates must be:

o Replaced with supported alternatives.

e Upgraded to a supported version.

o« Removed from the network if replacement or upgrade is not feasible. These
systems will be isolated using application control systems and removed through a
managed process to avoid disruption to clinical services.

Change Approval

o All actions related to unsupported software must be documented and approved by the
Change Approval Board (CAB).

o Devices found to be out-of-support and connected without authorisation will be
disconnected. Software found to be unsupported or non-compliant will be blocked using
Application Control until compliance is restored.

Monitoring and Remediation

e NHS GM will monitor patch compliance and identify unsupported systems and software.
Non-compliant software will be blocked by default using Application Control and added to a
blocked list until it is replaced, upgraded, or brought back into compliance.

o Device owners are responsible for ensuring compliance and must collaborate with NHS
GM IT & Digital to implement remediation plans. For third-party software and devices,
compliance requires passing a code of connection (CoC) and being actively maintained.
Failure to meet these requirements will result in blocking or removal of the software.



Software on third party managed devices.

¢ All the above compliance requirements apply to software installed on devices managed by
third parties that are connected to the NHS GM network e.g. check-in screens.

e Third party devices must be fully enrolled on Microsoft Defender to enable NHS GM to
monitor the software status.

¢ NHS GM reserve the right to block and remove devices identified as having uncompliant
software installed.

6. Risk Management

NHS Greater Manchester will conduct security risk assessments in relation to the business
processes governed by this Software Control Policy. These assessments will form part of the
organisation’s broader risk management framework and will be used to:

o Identify potential vulnerabilities and threats associated with software usage.
o Evaluate the likelihood and impact of software-related breaches.
o Determine appropriate security countermeasures to mitigate identified risks.

Where appropriate, penetration testing of installed software will be conducted by an authorised
independent expert. The decision to initiate such testing will be made by the Head of IT
Technical Support, based on risk assessment outcomes or emerging threats.

This proactive approach ensures that NHS GM maintains a robust security posture and can
respond effectively to evolving risks in the software environment.

7. Policy Exception Process

Exceptions to this policy will be approved only in exceptional circumstances, the decision to
permit software that is not in compliance will be risk based and follow the below process:

o Formal Request: Any request for an exception must be formally documented with a detailed
business or clinical justification.

* Mandatory Risk Assessment: Each request must trigger a full risk assessment, conducted
and documented by the IT Security Manager.

e Senior Approval: Final approval must come from the Senior Information Risk Owner
(SIRO), who holds ultimate responsibility for organisational risks.

o Time-Bound Approval: Exceptions cannot be indefinite. They must be valid only for a
defined period (e.g., 1-2 months) and subject to a mandatory review before renewal.

e Compensating Controls: Any approved exception must have mandatory mitigating
measures in place (e.g., isolating the host device from the main network) to contain the
accepted risk.

8. Security Audits

To ensure the integrity and security of software systems across NHS Greater Manchester,
ongoing and targeted security audits will be conducted continuously to ensure compliance.
Application Control will be implemented to block unapproved software by default. These audits
are essential for identifying vulnerabilities, verifying compliance, and supporting continuous
improvement in software governance.



Audit Triggers
Security audits will be initiated under the following circumstances:

e Post-implementation: Following the go-live of new software systems, integrations, or
network reconfigurations.

e Scheduled reviews: As part of a predefined audit timetable aligned with NHS GM'’s
Information Security Management System (ISMS).

e Incident response: In response to reported issues, suspected breaches, or inappropriate
activity.

e Investigations: To support internal or external investigations into software-related incidents.

e Information Security audits: As part of broader organisational audits conducted by the
Information Governance or Audit Committee.

Audit Scope
Audits will assess:

Compliance with approved software usage and patching protocols.

Adherence to vendor support requirements and change control procedures.

Effectiveness of monitoring and remediation processes.

Alignment with 1ISO27001, Cyber Essentials Plus and NHS GM'’s Data Security & Protection
Toolkit Framework.

Reporting and Follow-up

Findings from security audits will be documented and shared with relevant stakeholders,
including the IT Security Manager, Software Asset Manager, and the Senior Information Risk
Owner (SIRO). Where non-compliance or risks are identified, corrective actions will be tracked
and reviewed through the Change Approval Board (CAB) and the IT Service Desk system.

9. Awareness and Training

NHS GM will ensure that all end users are provided with the necessary security guidance,
awareness, and training to discharge their security responsibilities.

e Awareness / user training requirements are:
- Al NHS GM policies and Human Resources (HR) procedures.
- Annual data security training.
- Security updates and communications circulated via The Bulletin or as an urgent
communication by the IT Service Desk or NHS GM Communications Team.
- Line managers should complete the Key Skills for Managers training courses.
e All end users must be made aware of the contents and implications of the Software
Control Policy.

e The IT Service may undertake spot check activities such as Simulated Phishing Attacks.
Users may be required to undertake additional training because of vulnerabilities found.

10.Disciplinary

¢ Managers are required to ensure that their staff have been made aware of this policy.

e Failure to comply with this policy will be reported and investigated and may lead to
disciplinary procedures. In extreme cases of abuse, this may to investigation by an
external regulatory body (e.g. the Information Commissioner) or the civil police, leading
to civil or criminal proceedings against the individual or the organisation
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11.Equality Statement

NHS GM aims to design and implement services, policies and measures that are fair and
equitable. As part of its development, this policy and its impact on staff, patients and the public
have been reviewed in line with the NHS GM legal equality duties. The purpose of the assessment
is to improve service delivery by minimising and if possible, removing any disproportionate
adverse impact on employees, patients and the public on the grounds of race, socially excluded
groups, gender, transgender, non-binary, disability, age, sexual orientation, pregnancy/maternity
or religion/belief.

The Equality Analysis has been completed, and any associated policies and procedures will be
analysed accordingly.

12. Monitoring and Review

This policy will be monitored through staff awareness and supporting evidence to the Data
Security & Protection Toolkit.

This policy will be reviewed on a two-year basis and in accordance with the following as and when
required:

Legislative changes.

Good practice guidance.

Case law.

Significant incidents reported.

New vulnerabilities; and

Changes to organisational infrastructure, systems or processes.
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Appendices:

A. Relevant Laws
B. Relevant Security Standards



Appendix A
Software Control Policy

Relevant Laws

Title

Theft Act (1968 and 1978)

Police and Criminal Evidence Act 1984 (PACE)

Copyright, Designs and Patents Act (1988

Computer Misuse Act (1990)

Trademarks Act (1994)

Data Protection Act (2018) and GDPR

Regulation of Investigatory Powers Act (2000)

Freedom of Information Act (2000)
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Relevant security Standards

Appendix B
Software Control Policy

Title

1ISO27001:2022 Information security management Standard

Cyber Essentials Plus

Data Security and Protection Toolkit

13
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1.0 Introduction

1.1 This paper is presented to update Audit Committee on the approach to month 9 and year
end annual report and accounts submissions for 2025/26.

1.2 The draft timelines for submissions to NHS England (NHSE) are:

Draft Month 9 Governance statement — date to be confirmed.

Draft Month 9 Accounts — Friday 23 January 2026, 9am.

Draft Month 12 Head of Internal Audit Opinion — Monday 27 April 2026, 9am.

Draft Month 12 unaudited Annual Report & Accounts — Monday 27 April 2026, 9am.
Final Month 12 audited Annual Report & Accounts (including final Head of Internal
Audit Opinion) — Friday 19 June 2026, 9am.

2.0 Background

2.1 NHS GM is expecting to deliver all high-level duties in 2025/26, with the exception of a
breakeven financial position as NHS GM has a financial plan to deliver a £7.5m deficit in
2025/26. The remaining duties are:

Deliver the Mental Health Investment Standard.

Deliver the Better Payment Practice Code.

Running costs expenditure remains within the allocation; and
Effective management of the year end cash position.

2.2 There are no new accounting standards to be adopted in year and the national guidance
remains largely in line with the 2024/25 Annual Report and Accounts submitted in June
2025.

2.3 Therefore, NHS GM has prepared draft accounting policies based on those adopted in
2024/25, updated to reflect 2025/26, which can be found in Appendix A to this report. It is
noted however, that NHSE will issue updated group accounting policies in March 2026,
which the organisation shall review and incorporate as necessary, with any significant
differences brought to the attention of the Committee within the month 12 draft submission
report.

2.4 Within the draft policies shared, the following are reflected, which are in line with the final
agreed policies for 2024/25:

e that it has no specific areas where a critical judgement is made in the application of its
accounting policies. This will be reviewed again in preparation of the year end
accounts.

e In terms of estimation uncertainty, the largest estimates are prescribing, with a two-
month time lag in receiving actual data. In line with previous years, whilst it is
anticipated that the accrual will be material in terms of value, it is not anticipated to be
material in relation to the level of estimation uncertainty.
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2.5

2.6

2.7

2.8

2.9

2.10

2.11

2.12

3.0

3.1

There will be redundancy packages disclosed in year for the recently confirmed national
voluntary redundancy scheme alongside the Chief Officer review, which was originally
announced in March 2025. The impact will be reviewed in line with the accounting standards,
plus the situation at the reporting date, which will determine the accounting treatment (e.g.
accrual/provision) in the year end accounts for 2025/26.

The 2025/26 accounts will be prepared within the new integrated ledger system (ISFE2)
Although this was implemented mid financial year, the balances for the first six months have
been migrated from the previous ledger platform, which means that all the data required to
produce the accounts is within the ISFE2 ledger. This will be discussed with Grant Thornton
to provide the necessary assurance over the data migrated.

As the accounts submission is after the December Audit Committee, with the next
Committee meeting on 19 March 2026, it is proposed that the month 9 draft accounts are
circulated to Audit Committee members for review and comment at the end of January, so
that any feedback from members can be reflected within the April 2026 draft submission.

The finance team will complete all the notes and tables within the accounts as far as
information available enable them to be completed, as a best practice exercise ahead of
year end.

Support from the ten localities will inform disclosures in respect of the pooled budget
arrangements within NHS GM, with a plan to update disclosures from the prior year to reflect
any changes in working arrangements, as well as contributions to pooled budgets under
Section 75 of the NHS Act.

Further updates will be made to the accounts as matters arise and require them. The
Financial Control team is ensuring it is aware of arising accounting issues, through
attendance at NHS England roadshow events, the Healthcare Financial Managers’
Association Virtual Pre-Accounts Planning conference and the GT Accounts Planning
sessions and will incorporate new disclosures as required.

A paper will be presented to the March 2026 Audit Committee on any updated approach to
the month 12 process.

Appendix B highlights a high-level timetable for the month 9 accounts production to
submission.

Month 9 Governance Return

The month 9 governance return requires NHS GM to highlight any potentially significant
control issues for the reporting period as at 31 December 2025, examples may include:
e Organisational performance
Failure to discharge statutory duties.
Lapses in control (breaches of conflicts of interest, fraud etc.)
Information Governance Breaches
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e Any Other serious concerns

3.2 The completion of this return is being led by the Associate Director of Corporate Services,

in consultation with the NHS GM Chief Officers.

3.3 It is proposed to share the return with Audit Committee members with the month 9 draft

accounts at the end of January 2026.

4.0 Annual Report Approach

4.1

4.2

4.3

The 2025/26 GAM provides a summary of changes from the previous year’'s manual, with
minimal changes from 2024/25 (which will be reviewed to consider any implications as part
of the planning process). The formal NHSE Annual Report and Accounts template for
2025/26 is yet to be published, however, based on the minimal changes to the GAM for this
year, it is envisaged that the template will follow a similar format to previous years.

The GAM sets out the Annual Report and Accounts requirements, and confirms that DHSC
group bodies (which includes ICBs) are required to publish, as a single document, a three-
part annual report, and accounts (ARA):

1. The Performance Report, which must include:

e an overview
e a performance analysis.

2. The Accountability Report, which must include:

e a Corporate Governance Report
¢ a Remuneration and Staff Report
e a Parliamentary Accountability and Audit Report.

3. The Financial Statements (as detailed earlier in this report).

Part of the Year End 2024/25 Lessons Learnt exercise highlighted that whilst the draft
Annual Report was prepared by the April deadline, some gaps remained which required on-
going updating. This was an improved position from 2023/24. All efforts will be made to
improve this further in 2025/26, with the aim of ensuring the planning process for the Annual
Report will start early for the April 2026 draft submission, with a formal report with a detailed
plan, including a timetable and identified lead officers and deadlines, to be presented to
Chief Officers, with ongoing regular updates on progress ahead of the draft submission.
However, it should be acknowledged that there is a heightened risk for delivery this year as
the organisation will face significant disruption due to the ongoing redundancy schemes and
wholesale organisational change programme. Not only will this result in a significant loss of
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capacity before the end of the financial year, but will also likely lead to the loss of some
corporate memory which is integral to the completion of the annual report and accounts.

4.4 A final Draft Annual Report will be presented to the Audit Committee in April 2026, along
with the draft accounts. It should be noted that some minor gaps may remain as some year-
end data (e.g., sickness absence information, service auditor reports) are awaited.

5.0 Recommendations
51 The NHS GM Audit Committee is asked to:

¢ Note the approach to ensure delivery of the statutory year end returns required for
2025/26.
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Appendix A — Draft Accounting Policies 2025/26

The draft accounting policies for 2025/26 have not yet been issued by NHS England
and whilst no significant changes are expected (and no new accounting standards
have been identified which would have a significant impact on NHS GM’s accounts),
the policies presented below are subject to change in the draft version expected to be
issued by NHS England in March 2026.

These are indicative at this point in time.

Notes to the financial statements

1

11

1.2

Accounting Policies

NHS England has directed that the financial statements of Integrated Care
Boards (ICBs) shall meet the accounting requirements of the Group
Accounting Manual issued by the Department of Health and Social Care.
Consequently, the following financial statements have been prepared in
accordance with the Group Accounting Manual 2025-26 issued by the
Department of Health and Social Care. The accounting policies contained in
the Group Accounting Manual follow International Financial Reporting
Standards to the extent that they are meaningful and appropriate to Integrated
Care Boards, as determined by HM Treasury, which is advised by the
Financial Reporting Advisory Board. Where the Group Accounting Manual
permits a choice of accounting policy, the accounting policy which is judged to
be most appropriate to the particular circumstances of the ICB for the purpose
of giving a true and fair view has been selected. The particular policies
adopted by the ICB are described below. They have been applied consistently
in dealing with items considered material in relation to the accounts.

Going Concern

These accounts have been prepared on a going concern basis despite the

2025-26 deficit position;and-the-issue-of-areportto-the Secretary-of State for
_‘6 .i.. = - -"-‘3‘ = =. .. = =5 A ‘-3 -"3‘ ev.ie'

Aet2014.

Public sector bodies are assumed to be a going concern where the
continuation of the provision of a service in the future is anticipated, as
evidenced by inclusion of financial provision for that service in published
documents.

The financial statements for ICBs are prepared on a Going Concern basis as
the organisation will continue to provide services in the future.

Accounting Convention

These accounts have been prepared under the historical cost convention
modified to account for the revaluation of property, plant and equipment,
intangible assets, inventories and certain financial assets and financial
liabilities.



1.3

Group

1.4

1.5

Movement of Assets within the Department of Health and Social Care

As Public Sector Bodies are deemed to operate under common control,
business reconfigurations within the Department of Health and Social Care
Group are outside the scope of IFRS 3 Business Combinations. Where
functions transfer between two public sector bodies, the Department of Health
and Social Care GAM requires the application of absorption accounting.
Absorption accounting requires that entities account for their transactions in
the period in which they took place, with no restatement of performance
required when functions transfer within the public sector. Where assets and
liabilities transfer, the gain or loss resulting is recognised in the Statement of
Comprehensive Net Expenditure and is disclosed separately from operating
costs.

From 1st April 2025, NHS GM gained commissioning responsibility for certain
additional Specialised Commissioning services, previously commissioned by
NHS England, in addition to those which had transferred in previous years.
Whilst commissioning responsibility transferred, no assets or liabilities
associated with the services transferred, therefore no restatement of
performance is required. The additional expenditure in 2025-26 is reflected in
note 5.

Pooled Budgets

NHS GM has entered into pooled budget arrangements with each of the 10
local authorities in Greater Manchester, in accordance with Section 75 of the
NHS Act 2006. Under these arrangements, funds are pooled for the purpose
of improving the commissioning of health and social care and note 15 to the
accounts provides details of the income and expenditure. The operating
arrangements relating to each pooled budget are specific to that arrangement
and are further discussed in note 15 to these accounts.

Revenue

The main source of funding for NHS GM is from NHS England. This is drawn
down and credited to the general fund. Funding is recognised in the period in
which it is received.

Revenue in respect of services provided is recognised when (or as)
performance obligations are satisfied by transferring promised services to the
customer and is measured at the amount of the transaction price allocated to
that performance obligation.

Where income is received for a specific performance obligation that is to be
satisfied in the following year, that income is deferred.

Payment terms are standard reflecting cross government principles.

The value of the benefit received when NHS GM accesses funds from the
Government’s apprenticeship service are recognised as income in



1.6
16.1

1.6.2

1.7

1.8

accordance with IAS 20, Accounting for Government Grants. Where these
funds are paid directly to an accredited training provider, non-cash income
and a corresponding non-cash training expense are recognised, both equal to
the cost of the training funded.

Employee Benefits
Short-term Employee Benefits

Salaries, wages and employment-related payments, including payments
arising from the apprenticeship levy, are recognised in the period in which the
service is received from employees, including bonuses earned but not yet
taken.

The cost of leave earned but not taken by employees at the end of the period
is recognised in the financial statements to the extent that employees are
permitted to carry forward leave into the following period.

Retirement Benefit Costs

Past and present employees are covered by the provisions of the two NHS
Pension Schemes. Details of the benefits payable and rules of the Schemes
can be found on the NHS Pensions website at www.nhsbsa.nhs.uk/pensions.
Both are unfunded defined benefit schemes that cover NHS employers, GP
practices and other bodies, allowed under the direction of the Secretary of
State for Health and Social Care in England and Wales. They are not
designed to be run in a way that would enable NHS bodies to identify their
share of the underlying scheme assets and liabilities. Therefore, each scheme
is accounted for as if it were a defined contribution scheme: the cost to the
NHS body of participating in each scheme is taken as equal to the
contributions payable to that scheme for the accounting period.

For early retirements other than those due to ill health the additional pension
liabilities are not funded by the scheme. The full amount of the liability for the
additional costs is charged to expenditure at the time the ICB commiits itself to
the retirement, regardless of the method of payment.

The schemes are subject to a full actuarial valuation every four years and an
accounting valuation every year.

Other Expenses

Expenditure on goods and services is recognised when, and to the extent that
they have been received, and is measured at the fair value of those goods
and services. Expenditure is recognised in operating expenses except where
it results in the creation of a non-current asset such as property, plant and
equipment.

Leases

A lease is a contract, or part of a contract, that conveys the right to control the
use of an asset for a period of time in exchange for consideration.
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1.9

1.10

NHS GM assesses whether a contract is or contains a lease, at inception of
the contract.

NHS GM as Lessee

A right-of-use asset and a corresponding lease liability are recognised at
commencement of the lease.

The lease liability is initially measured at the present value of the future lease
payments, discounted by using the rate implicit in the lease. If this rate cannot
be readily determined, the prescribed HM Treasury discount rates are used as
the incremental borrowing rate to discount future lease payments.

The lease liability is subsequently measured by increasing the carrying
amount for interest incurred using the effective interest method and
decreasing the carrying amount to reflect the lease payments made. The
lease liability is remeasured, with a corresponding adjustment to the right-of-
use asset, to reflect any reassessment of or modification made to the lease.

The right-of-use asset is initially measured at an amount equal to the initial
lease liability adjusted for any lease prepayments or incentives, initial direct
costs or an estimate of any dismantling, removal or restoring costs relating to
either restoring the location of the asset or restoring the underlying asset
itself, unless costs are incurred to produce inventories.

The subsequent measurement of the right-of-use asset is consistent with the
principles for subsequent measurement of property, plant and equipment.
Accordingly, right-of-use assets that are held for their service potential and
are in use are subsequently measured at their current value in existing use.

Cash & Cash Equivalents

Cash is cash in hand and deposits with any financial institution repayable
without penalty on notice of not more than 24 hours. Cash equivalents are
investments that mature in 3 months or less from the date of acquisition and
that are readily convertible to known amounts of cash with insignificant risk of
change in value.

Cash, bank and overdraft balances are recorded at current values.

In the Statement of Cash Flows, cash and cash equivalents are shown net of
bank overdrafts that are repayable on demand and that form an integral part
of NHS GM'’s cash management.

Provisions

Provisions are recognised when NHS GM has a present legal or constructive
obligation as a result of a past event, it is probable that NHS GM will be
required to settle the obligation, and a reliable estimate can be made of the
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amount of the obligation. The amount recognised as a provision is the best
estimate of the expenditure required to settle the obligation at the end of the
reporting period, taking into account the risks and uncertainties.

Clinical Negligence Costs

NHS Resolution operates a risk pooling scheme under which NHS GM pays
an annual contribution to NHS Resolution, which in return settles all clinical
negligence claims. The contribution is charged to expenditure. Although NHS
Resolution is administratively responsible for all clinical negligence cases, the
legal liability remains with NHS GM.

Contingent Liabilities and Contingent Assets

1.12.1 Contingent Liabilities

A contingent liability is a possible obligation that arises from past events and
whose existence will be confirmed only by the occurrence or non-occurrence
of one or more uncertain future events not wholly within the control of NHS
GM, or a present obligation that is not recognised because it is not probable
that a payment will be required to settle the obligation, or the amount of the
obligation cannot be measured sufficiently reliably. A contingent liability is
disclosed unless the possibility of a payment is remote.

1.12.2 Contingent Assets

1.13

A contingent asset is a possible asset that arises from past events and whose
existence will be confirmed by the occurrence or non-occurrence of one or
more uncertain future events not wholly within the control of NHS GM. A
contingent asset is disclosed where an inflow of economic benefits is
probable.

Where the time value of money is material, contingent liabilities and
contingent assets are disclosed at their present value.

Financial Assets

Financial assets are recognised when NHS GM becomes party to the financial
instrument contract or, in the case of trade receivables, when the goods or
services have been delivered. Financial assets are derecognised when the
contractual rights have expired, or the asset has been transferred.

Financial assets are classified into the following categories:

e Financial assets at amortised cost;

e Financial assets at fair value through other comprehensive income
and;

¢ Financial assets at fair value through profit and loss.

The classification is determined by the cash flow and business model
characteristics of the financial assets, as set out in IFRS 9, and is determined
at the time of initial recognition.



1.13.1 Financial Assets at Amortised cost

Financial assets measured at amortised cost are those held within a business
model whose objective is achieved by collecting contractual cash flows and
where the cash flows are solely payments of principal and interest. This
includes most trade receivables and other similar debt instruments. After initial
recognition these financial assets are measured at amortised cost using the
effective interest method less any impairment. The effective interest rate is
the rate that exactly discounts estimated future cash receipts through the life
of the financial asset to the gross carrying amount of the financial asset.

1.13.2 Impairment of financial assets

1.14

For all financial assets measured at amortised cost or at fair value through
other comprehensive income (except equity instruments designated at fair
value through other comprehensive income), lease receivables and contract
assets or assets measured at fair value through other comprehensive income,
NHS GM recognises a loss allowance representing the expected credit losses
on the financial asset.

NHS GM adopts the simplified approach to impairment in accordance with
IFRS 9, and measures the loss allowance for trade receivables, lease
receivables and contract assets at an amount equal to lifetime expected credit
losses. For other financial assets, the loss allowance is measured at an
amount equal to lifetime expected credit losses if the credit risk on the
financial instrument has increased significantly since initial recognition (stage
2) and otherwise at an amount equal to 12 month expected credit losses
(stage 1).

HM Treasury has ruled that central government bodies may not recognise
stage 1 or stage 2 impairments against other government departments, their
executive agencies, the Bank of England, Exchequer Funds and Exchequer
Funds assets where repayment is ensured by primary legislation. NHS GM
therefore does not recognise loss allowances for stage 1 or stage 2
impairments against these bodies. Additionally, the Department of Health and
Social Care provides a guarantee of last resort against the debts of its arm's
lengths bodies and NHS bodies and NHS GM does not recognise allowances
for stage 1 or stage 2 impairments against these bodies.

For financial assets that have become credit impaired since initial recognition
(stage 3), expected credit losses at the reporting date are measured as the
difference between the asset's gross carrying amount and the present value
of the estimated future cash flows discounted at the financial asset's original
effective interest rate. Any adjustment is recognised in profit or loss as an
impairment gain or loss.

Financial Liabilities

Financial liabilities are recognised on the statement of financial position when
NHS GM becomes party to the contractual provisions of the financial
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1.18

instrument or, in the case of trade payables, when the goods or services have
been received. Financial liabilities are de-recognised when the liability has
been discharged, that is, the liability has been paid or has expired.

After initial recognition, all other financial liabilities are measured at amortised
cost using the effective interest method, except for loans from Department of
Health and Social Care, which are carried at historic cost. The effective
interest rate is the rate that exactly discounts estimated future cash payments
through the life of the asset, to the net carrying amount of the financial liability.
Interest is recognised using the effective interest method.

Value Added Tax

Most of the activities of NHS GM are outside the scope of VAT and, in
general, output tax does not apply and input tax on purchases is not
recoverable. Irrecoverable VAT is charged to the relevant expenditure
category or included in the capitalised purchase cost of fixed assets. Where
output tax is charged or input VAT is recoverable, the amounts are stated net
of VAT.

Foreign Currencies

NHS GM'’s functional currency and presentational currency is pounds sterling
and amounts are presented in thousands of pounds unless expressly stated
otherwise. Transactions denominated in a foreign currency are translated into
sterling at the spot exchange rate ruling on the dates of the transactions. At
the end of the reporting period, monetary items denominated in foreign
currencies are retranslated at the spot exchange rate on 31 March. Resulting
exchange gains and losses for either of these are recognised in the ICB’s
surplus/deficit in the period in which they arise.

Third Party Assets

Assets belonging to third parties (such as money held on behalf of patients)
are not recognised in the accounts since the ICB has no beneficial interest in
them.

Losses & Special Payments

Losses and special payments are items that Parliament would not have
contemplated when it agreed funds for the health service or passed
legislation. By their nature they are items that ideally should not arise. They
are therefore subject to special control procedures compared with the
generality of payments. They are divided into different categories, which
govern the way that individual cases are handled.

Losses and special payments are charged to the relevant functional headings
in expenditure on an accruals basis, including losses which would have been
made good through insurance cover had NHS GM not been bearing its own
risks (with insurance premiums then being included as normal revenue
expenditure).



1.19 Critical accounting judgements and key sources of estimation

uncertainty

In the application of NHS GM's accounting policies, management is required
to make various judgements, estimates and assumptions. These are
regularly reviewed.

1.19.1 Critical accounting judgements in applying accounting policies

NHS GM has reviewed the judgements that management has made in the
process of applying its accounting policies and concluded that there are no
critical accounting judgements made which have a material impact on these
financial statements.

1.19.2 Sources of estimation uncertainty

NHS GM has considered the areas where it makes significant estimates in
preparing these accounts. On review of the estimates, NHS GM has
concluded that there are no estimates made which are subject to material
uncertainty.

1.20 New and revised IFRS Standards in issue but not yet effective

IFRS 17 Insurance Contracts — Application required for accounting
periods beginning on or after 1 January 2021. Standard is not yet
adopted by the FReM which is expected to be April 2025: early
adoption is not therefore permitted.

IFRS 18 Presentation and Disclosure in Financial Statements - The
Standard is effective for accounting periods beginning on or after 1
January 2027. The Standard is not yet UK endorsed and not yet
adopted by the FReM. Early adoption is not permitted

IFRS 19 Subsidiaries without Public Accountability: Disclosures - The
Standard is effective for accounting periods beginning on or after 1
January 2027. The Standard is not yet UK endorsed and not yet
adopted by the FReM. Early adoption is not permitted.

NHS GM has considered the potential impact of the above new standards on
its accounts and concluded that it does not expect them to have a material
impact on NHS GM's financial statements.






NHS GM Audit Committee
11 December 2025

Required information

Details

Title of report

Proposals for 2025/2026 Remuneration
Report Disclosure.

Author

Chris Buckley — Finance Manager — Financial
Control.

Presented by

Kaye Abbott — Associate Director of Finance
— Financial Control.

Contact for further information

Kaye Abbott - Associate Director of Finance —
Financial Control.

Executive summary

To agree and recommend to the Accountable
Officer the posts covered by NHS GM’s
Remuneration Report disclosure.

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 are asked to:

e Agree the posts included within the
disclosure in Section 3.8 within the
NHS GM Annual Report for 2025/26.

e Recommend the posts for inclusion in
the disclosure to the Accountable
Officer.
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How this supports the delivery of the
strategy and mitigates the BAF risks

n/a

Key milestones

n/a

Leadership and governance arrangements

The paper has been agreed by:

e Corporate Director of Operational
Finance — Financial Management
e Associate Director of Corporate

Services.

Engagement* to date

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

The paper has been agreed by:

e Corporate Director of Operational
Finance — Financial Management
e Associate Director of Corporate

committees. Services

Public Clinical Sustainability | Financial Legal Conflicts Report
engagement | engagement | impact advice advice of 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
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1.0 Introduction

1.1 This paper is presented to update the Audit Committee on the proposed pay and pension
(“Greenbury") disclosures within NHS Greater Manchester’'s Annual Report for 2025/26.

2.0 Background

2.1 The disclosure requirements for the remuneration report are set out in the Department of
Health and Social Care Group Accounting Manual 2025/26, which has been reviewed in the
production of this paper.

2.2 NHS GMis required to prepare a remuneration report providing information relating to senior
managers employed within the organisation. The disclosure covers:

e Salaries and Allowances table for each senior officer of the organisation (as defined
below), which details salaries in bands of £5k,

e expenses payments,

e any performance related pay and bonuses, and

e all pension related benefits.

2.3 In terms of the pension related benefits values disclosed, these are provided by the NHS
Pensions Agency and there are a number of caveats with the interpretation of this data
including:

¢ There is no reflection of any time when the individual may not have paid into the pension
scheme i.e., any breaks in service;

e They are all calculated on a notional full-time basis, regardless of staff working patterns;
and

e |t assumes that the individual is in receipt of their pension for 20 years after they have
retired.

2.4 Additional pensions disclosures (where an individual benefits for the employer’s contribution
to the NHS Pensions Scheme on their behalf) are required to cover:

e Accrued pension.
e Lump sum
e Cash equivalent transfer value (CETV)

2.5 There is also a requirement to disclose audited prior year comparators (2024/25).
2.6 Pension Benefits (also known as the Greenbury disclosure) covers those individuals who

have held office as a senior manager of NHS GM during the reporting period, with data
requested in advance of the year-end to be received in early April each year. Data for the
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prior year will also be requested, as it is necessary to calculate the gain in certain pension
benefits during the period.

3.0 Scope of Remuneration Report Disclosures

3.1 The required disclosure is defined by the NHS Group Accounting Manual, which has been
published by the Department for 2025/26.

3.2 The NHS Group Accounting Manual (paras 3.71-3.72) defines the scope of the disclosure
as being required to cover:

“The remuneration report must disclose information on those persons in senior positions
having authority or responsibility for directing or controlling major activities within the group
body. This means those who influence the decisions of the entity as a whole rather than
the decisions of individual directorates or departments.”

3.3 The disclosure is additionally required to include interim holders of the above posts. If an
individual has multiple roles within the organisation, (such as an Interim Executive role, and
a separate substantive role), the organisation is required to disclose in narrative the
remuneration for both roles in aggregate, in order to provide a user of the annual report with
a full picture of remuneration of senior officers.

3.4 The guidance also requires that the Accountable Officer confirms whether this disclosure
covers more than the executive and non-executive directors. On this basis, the Audit
Committee is being asked to recommend the posts to be included in the disclosure for the
Accountable Officer to confirm.

3.5 The 2024/25 disclosure covered both the Chief Officers, and the Place Based Leads for
each of the 10 localities, due to the Executive Committee having collective decision-making
authority on behalf of the organisation for the first part of the financial year. The Place Based
Leads were only disclosed for the period until 15 May 2024 when the Executive Committee
ceased to make decisions on behalf of the organisation.

3.6 Due to the differing financial arrangements for each of the Place Based Leads, there were
differential disclosures as outlined below:

e 2 place-based leads who are directly employed by NHS GM were disclosed in full.

e In relation to the remaining 8 place-based leads, as the individuals were not directly
remunerated by NHS GM for the role, the disclosure confirmed whether a contribution
was made to the host organisation or not and directed to the host accounts for the
disclosure information.
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3.7

3.8

3.9

In line with the 2024/25 agreed disclosure, it is proposed that System lead roles i.e., ICS
Collaborative Group Chairs etc., would be excluded as they do not meet the definition
outlined in 3.2. Partner members where remunerated by NHS GM will be disclosed in the
table. Partner members not remunerated by NHS GM for this role are included within the
supporting notes, with their financial disclosure being included within their employing
organisation as applicable.

Noting the change in Chief Officer structures, the posts to be included for 2025/26 are:

e Chief Executive (Accountable Officer)
e Chalir

e Deputy Chief Executive

e Chief Finance Officer

e Chief Medical Officer

e Chief Nurse

e Chief Commissioning Officer

e Chief Officer for Strategy, Innovation and Population Heath
e Chief People Officer

e Chief Office for System Improvement
e Non-Executive Directors

e Partner Representatives

NHS England advise that the data contained within the Remuneration Report is subject to
the provisions of the General Data Protection Regulation (GDPR), with individuals included
in the disclosure provided with an opportunity to review and correct information prior to
disclosure. Individuals are to be asked to agree to the proposed disclosure, and if any
objections are received, NHS GM will consider whether non-disclosure is appropriate. There
were no requests for non-disclosure received in 2024/25.

3.10 To assist with planning for a year end disclosure, the Financial Control team will prepare

draft information as at Month 9 to be shared with the Accountable Officer and the individuals
covered by the draft disclosure, to minimise queries around the year end data.

4.0 Recommendation

4.1

The Audit Committee are asked to:

e Agree the posts included within the disclosure in Section 3.8 within the NHS GM Annual
Report for 2025/26.

e Recommend the posts for inclusion in the disclosure to the Accountable Officer.
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Audit Committee

11 December 2025

Required information.

Details.

Title of report.

Debtors Position Update Month 7 (Oct 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. kayeabbott@nhs.net

Executive summary.

This paper updates the Audit Committee on
the total level of debt due to the organisation
(£26.8.m) and specifically the debt values
over 90 days (£1.8m). The paper also covers
the value of the bad debt provision (£0.9m)
and has been updated to include 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 October 2025.

2. Note the ongoing actions by the finance
team to collect outstanding debt.

3. Note the information presented relating to
credit notes.
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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 paper has been agreed by the Corporate
Director of Operational Finance — Financial
Management.

committees.

Engagement* to date.

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

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.

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 No No Yes

Table 2: Assurance needed about the document.
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Introduction

1.1 The paper is presented to update the Audit Committee on the level of debtors for NHS
Greater Manchester (NHS GM) as at the end of October 2025, the level of the existing
bad debt provision and the value of credit notes raised in the period

Debt Detall

1.2. The total value of debtors outstanding is £26.8m, of which £1.8 (6.7%) has been
outstanding over 90 days. Since the last audit committee report (September 2025), the
overall debt has decreased by £1.4m and the 90 days overdue debt has decreased by
£0.7m .

1.3. The current total debtor is summarised in Table 1 and consists of:

. £26.0m relating to non-NHS organisations
. £0.8m relating to NHS bodies

Table 1: Total Debt Summary

Non-NHS Debt

1.4. The total non-NHS debt is £26.0m, of which £1.7m is over 90 days overdue 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 91120 121180 181-360 361+ Total
Due Days Days Days Days Days Days Days
£000 £000 £000 £000 £'000 £000 £000 £000 £'000

Local Authorities 21,847 1,664 309 144 0 76 286 (6) 24,320
Non NHS Health Bodies 73 0 21 9 28 0 0 49 180
Non-NHS Companies 112 79 35 6 33 323 218 645 1,451
Individuals 35 2 1 0 0 0 0 15 53
Total 22,067 1,745 366 159 61 399 504 703 26,004

1.5. The main elements of the non-NHS £1.7m over 90-day debt are as follows:

e Non-NHS Companies debt accounts for £1.2m of the £1.7m outstanding debt, of
which:
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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 liquidation procedures on-

going.

= £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 the Audit
Committee.

0 £0.3m relates to an optician who is under investigation by the NHS Counter
Fraud.

o0 The remaining balance of £0.1m is accounted for over 19 organisations and
ranges from £64k to less than £1k. NHS GM continues to discuss with the
counterparties to recover the outstanding debts.

e Local Authority debt accounts for £0.35m of the £1.7m overdue debt. As reported at
the September Audit Committee, Bury Council are disputing invoices from NHS GM,
the value of which has now decreased to £0.35m. The locality is liaising with the
Council to resolve.

e Non-NHS Health Bodies overdue debt accounts for £77k of the total debt, which
relates to GPs. The largest element relates to one practice (E37k), with the remaining
balance accounted for across 6 practices. NHS GM continues to engage with these
GP practices to secure recovery.

Allowance for Bad Debt

1.6. The current bad debt provision for 2025/26 is £0.9m, which is in line with the value in
2024/25.

1.7. The provision is calculated based on the following assumptions:

e Debts that are over 12 months old and not subject to a payment plan are provided
in full

e 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.

e Specific adjustments are then made to increase the provision for specific cases
utilising the Financial Control team's knowledge of debtors’ situations

1.8. The provision will be monitored for adequacy as the financial year progresses.
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NHS Debt
1.9 A breakdown of the over 90-day NHS debt totalling £0.11m is detailed in Table 3.

Table 3: Summary of NHS Debt over 90 Days

Total Debtors
over 90 Days

NHS Body £'000

NHS England 98
Others 13
Total 111

1.10. The £98k debt relating to NHS England is due to a dispute regarding staff recharges for
ICB staff who provide support to NHS England. ICB management have escalated the
discussions with NHS England to resolve this.

Activity

1.11. During August to October 2025, 348 invoices and credit notes were raised, totalling
£70.0m 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

1.12. Table 4 summarises the credit notes raised during the period. These 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.

Table 4: Summary of Credit Notes

Replacement
Number of Invoice raised if
Reason for Credit Note Credit Notes Amount £ applicable
Incorrect Value 3 (177,234) Yes
Duplicate Invoice 2 (1,109) No
Service/Goods not provided 8 (31,477) No
Recovered through Accounts Payable 2 (44,166) No
Incorrect Customer 2 (3,215) Yes
17 (257,201)

Recommendations

1.13. The NHS GM Audit Committee is asked to:
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e Note NHS GM'’s debtor position at the end of October 2025.
e Note ongoing actions by the finance team to collect outstanding debt.
¢ Note the information presented relating to credit notes.
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Audit Committee

December 2025

Required information.

Details.

Title of report.

Waivers Update — December 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 September to
November 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.



mailto:stuart.moore2@nhs.net

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

Compliant contracts that have been through
appropriate legislative procurement
processes that deliver against quality service
specifications and provide VFM will provide
better health outcomes to all persons across
all communities.

The decision to be made and/or input
sought.

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,
finance 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 Fourteen (14) waiver requests have been submitted for Executive approval during the
period September 2025 to the end of November 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.

2.0 Key Points to Note
We have seen a decrease of 1 waiver from the previous June 2025 to the end of August

2025 reporting period. 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: 14

Financial Val A

Reference Provider Name Start Date End Date Iree Bl U pproved
Impact Yes / No

NHSGM-WR428 PA Consulting 08.09.2025 10.10.2025 54,480

NHSGM-WR429 | "ennine WestCitizens 01.04.2025 31.03.2026 121,281

Advice
NHSGM-WR430 National FASD. 01.11.2025 31.09.2026 48,000
NHSGM-WR431 Trafford Council 01.04.2025 31.03.2026 248,923

Various Listed - Locality

NHSGM-WR432 01.04.2025 31.03.2026 177,086
Based
NHSGM-WR433 NHS Professionals 27.10.2025 31.03.2026 276,000
NHSGM-WR434  |University Of Manchester 01.04.2025 31.03.2026 49,999
NHSGM-WR43s | -PCM Hea('g;i"’;re Limited 01.04.2025 31.03.2026 70,000
NHSGM-WR436 Optum (EMIS) 02.10.2025 01.10.2026 36,969
NHSGM-WR437 One Education Limited 01.09.2025 31.08.2026 169,575
NHSGM-WR438 | National Autistic Society 01.04.2025 31.03.2025 101,500
NHSGM-WR439 North West Training 01.04.2025 31.03.2025 60,000
Development Team
NHSGM-WR440 IMPACT 01.04.2025 31.03.2025 91,240
NHSGM-WR441 Interworks 01.04.2025 31.03.2025 50,040
Total Value of Waivers Processed £1,555,093

Please note that nine retrospective waivers have been recorded with an effective start date of 1st April
2025. Several of these were required to facilitate payments for services that had already commenced
and were being delivered prior to the completion of the appropriate procurement processes.

The Procurement Team has delivered targeted training sessions to Localities and operational teams to
ensure that this practice does not continue. We have reiterated the requirement to utilise approved
Frameworks where applicable and to undertake full procurement exercises in accordance with the NHS
Greater Manchester Standing Financial Instructions (SFIs).

We have also reinforced the need for Service Leads to have a clearer understanding of the relevant
governance processes (STAR / FSOD) and to build these requirements into all future service delivery
timelines.



This message will be further reinforced with Chief Officers to ensure they take appropriate accountability
and responsibility for avoiding unnecessary waiver requests. We continue to run regular procurement
clinics, where we emphasise that waivers are not a default option and should only be used in exceptional
circumstances.

---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

11 December 2025

Report information.

Required information.

Details.

Title of report.

Use of Corporate Seal

Author.

Jenny Noble, Board Secretary

Presented by.

Chris Gaffey, Associate Director of Corporate
Services

Contact for further information.

Jenny Noble, Board Secretary

jenny.noble@nhs.net

Executive summary.

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

NHS GM has a seal for executing documents
where necessary, with the requirements to
seal set out in the NHS GM Constitution.

The Use of the Corporate Seal is a standing
item on the Audit Committee agenda, and this
report provides the Committee with
information on the use of the corporate seal
for the execution of documents since the
previous meeting.

The benefits that the population of Greater
Manchester will experience.

Ensuring robust governance arrangements
are in place will ensure decisions are made
with integrity, with the aim of benefiting the
GM population.
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How health inequalities will be reduced in
Greater Manchester’s communities.

Ensuring robust governance arrangements
are in place will ensure decisions are made
with integrity, with the aim of benefiting the
GM population.

The decision to be made and/or input
sought.

The Committee is asked to:

1. Note the contents of the report.

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

Ensuring robust governance arrangements

are in place will ensure decisions are made
with integrity, which will support the delivery
of the ICP strategy.

Key milestones.

The corporate seal was last used for the
execution of documents in November 2025.

Leadership and governance
arrangements.

Audit Committee

Engagement* to date.

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

Not applicable.

Financial or Legal Implications

The legal requirements to seal are set out in
section two 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

No No No No No No Yes

Table 2: Assurance needed about the document.
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Introduction
1.1  NHS GM has a seal for executing documents where necessary.

1.2  As per the NHS GM Constitution, the following individuals or officers are authorised
to authenticate its use by their signature:
a) the Chief Executive
b) the Chair
c) the Chief Finance Officer

1.3  The following individuals are authorised to execute a document on behalf of the
group by their signature:

a) the Chief Executive

b) the Chair

c) the Chief Finance Officer

d) other managers as per the Delegated Financial Limits

1.4  This report provides the Audit Committee with information relating to the execution
of documents by NHS GM since its last meeting.

Requirement to Seal

1.5. It is a legal requirement to place any property transactions, e.g., purchase, sale, lease,
under seal. Other contracts/ documentation should be approved by an authorised
signatory 'under hand' i.e., signed.

1.6. Before any building, engineering, property or capital document is sealed it must be
approved and signed by the Chief Finance Officer and authorised and countersigned by
the Chief Operating Officer, or an officer nominated by them who shall not be within the
originating directorate.

1.7. As a general guide, the following should be placed under seal:
e All contracts for the purchase/lease of land and/or building
e All contracts for capital works exceeding £100,000

o All lease agreements where the annual lease charge exceeds £10,000 per
annum and the period of the lease exceeds beyond five years

e Any other lease agreement where the total payable under the lease exceeds
£100,000

e Any contract or agreement with organisations other than NHS or other

government bodies including local authorities where the annual costs exceed
or are expected to exceed £100,000
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1.8. The Accountable Officer or nominated representative shall keep a register, an entry of
every sealing shall be made and numbered consecutively in a register provided for that
purpose, and shall be signed by the persons who shall have approved and authorised the
document and those who attested the seal. The digital register is maintained by the
Corporate Services Team.

Use of Corporate Seal
1.9. The corporate seal was used to execute two documents since the previous Audit

Committee meeting. The information relating to these are set out in Appendix A (entries
15 and 16) of this report for the Committee’s information.

Recommendations
1.10. The Audit Committee is asked to:

¢ Note the contents of the report including next steps.

Version Number v1.1



NHS Greater Manchester Integrated Care

REGISTER OF SEALED DOCUMENTS

Lead Officer

Document

Between Parties

ICB Signatories (to

'use of the seal’)

15/02/2023

15/02/2023

15/02/2023

11/12/2023

11/12/2023

11/12/2023

26/06/2024

18/07/2024

18/07/2024

14/08/2024

14/08/2024

14/08/2024

30/04/2025

30/04/2025

22/10/2025

26/11/2025

Lyn Brankin

Jo Larkin

Jo Larkin

Jo Larkin

Jo Larkin

Jo Larkin

Clare Postlewaite /
Izhar Chaudhary

Warren Heppolette

Warren Heppolette

Alistair Ross

Alistair Ross

Alistair Ross

Julie Powell

Julie Powell

Clare Postlewaite

Karen Wonnacott

Shaw Crompton Scheme

Werneth PCC - ICB Subsidy
Agreement Kapur Practice

Werneth PCC - ICB Subsidy
Agreement Danson Practice

Deed of Accension - Manchester,
Salford and Trafford NHS Lift Strategic
Partnering Agreement

Deed of Accension - Bury, Tameside
and Glossop NHS Lift Strategic
Partnering Agreement

Deed of Accension - Ashton, Leigh
and Wigan NHS Lift Strategic
Partnerina Aareement

LIFT SPA agreement

Shaw Crompton Scheme

Shaw Crompton Scheme

North West EHealth Third
Supplemental Investment Agreement

North West EHealth Amended and
Restated Investment Agreement

North West EHealth Power of Attorney

Grant Agreement Hawthorn GM

Whitefields Grant Agreement

Nye Bevan House

Tootal Building Lease agreement

NHS GM and the Partners of Oak
Gables Practice

NHS GM and the Partners of the Kapur
Family Care

NHS GM and the Partners of the
Danson Family Practice

NHS GM and Foundation for Life
Limited

NHS GM and Foundation for Life
Limited

NHS GM and Foundation for Life
Limited

The SPA, NHS GM and Manchester,
salford and Trafford LIFT Company
Limited

NHS GM and the Partners for the Time
Being of Oak Gables Partnership

NHS GM and Hope Citidel Healthcare
Community Interest Company

The Shareholders of North West
Ehealth

The Shareholders of North West
Ehealth

ICB granting power of attorney to the
Chair of North West EHealth

GM ICB, NHS England and Hope
Citadel Healthcare CIC

GM ICB, NHS England and Ifat Hussain

Community Health Partnerhsip Ltd and
NHS GM ICB

Greater Manchester Combined
Authority

Sam Simpson/Mark
Fisher

Sam Simpson/Mark
Fisher

Sam Simpson/Mark
Fisher

Sam Simpson / Mark
Fisher

Sam Simpson / Mark
Fisher

Sam Simpson / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher

Kathy Roe / Mark
Fisher
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