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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

For information only  

 
GOVERNING BODY 

 
28 September 2021 

 
 

Report Title: 

 
Updated CCG Financial Scheme of Delegation 
and All Together Better Scheme of Reservation 

and Delegation  
 

Purpose of report 

To provide the Governing Body with an updated CCG Financial Scheme of Delegation for the CCG 
along with a proposal to revise the All Together Better Scheme of Reservation and Delegation.   

Key points 

The NHS Act 2006 (as amended by the Health and Social Care 2012 Act) provides the CCG with 

powers to delegate the CCG’s functions and those of the Governing Body to certain bodies (such 

as committees) and certain persons (such as the Accountable Officer and other CCG officers).  

These decisions and those delegated are set out in the CCG’s full Scheme of Reservation and 

Delegation.   

 

This paper proposes changes to the following:   

• CCG Financial Scheme of Delegation - Appendix 1 

• All Together Better Scheme of Reservation and Delegation - Appendix 2 

 

Please note there are no changes proposed to the CCG's delegated functions section of the 

Scheme of Reservation and Delegation therefore it has not been included on this occasion.   

 

CCG Financial Scheme of Delegation  

The CCG's Financial Scheme of Delegation further outlines the delegated limited authority the 

Governing Body has made to its formal sub-committees to make decisions on its behalf and the 

Chief Officer has made to officers of the CCG to raise requisitions and process invoices on his 

behalf.  The Scheme forms part of the CCG’s full Scheme of Reservation and Delegation. 

 

The Scheme has been reviewed and the following changes are set out in the attached report but in 

summary are:  

• A continuation of the increased weekly approval limit to £52,000 (£1k per week) for the 
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continuing healthcare clinical leads to reflect the increase in costs for care packages as 

approved via Chairs' action in December 2020; 

• Removal of the Central ICP Acute Commissioning Committee – this was not established 

due to the transition of CCGs to Integrated Care Systems as part of the proposed change in 

health service legislation  

• Removal of J Wilkie as a CHC Clinical Lead due to retirement of the postholder 

• Removal of D Lagun as Deputy Director of Nursing due to the retirement of the postholder 

• Increased limit for the Associate Director of Finance post to £100,000 to ensure timely 

payment of invoices for normal working business and avoid unnecessary escalation to the 

Chief Finance Officer for approval.  

 

All Together Better Scheme of Reservation and Delegation  

As part of the developing place-based arrangements for Sunderland and to support the continued 

responsibility of the ATB, the delegated functions of section of the ATB Scheme of Reservation and 

Delegation has been reviewed and some minor formatting changes made.   

 

The ATB Financial Scheme has also been reviewed and it is proposed to increase the ATB 

Executive Group's delegated authority to £5m.   This would provide the ATB Executive Group with 

the same level of responsibility as the CCG Executive Committee on decision making. 

 

Any proposals constituting a material change in the way a service is provided will still require the 

CCG Governing Body approval regardless of whether the financial impact is within the ATB 

scheme of delegation. The ATB Executive is not proposing any amendments to the financial level 

of decision making to the Programme Groups at this point in time. 

 

In addition, the CCG Executive also agreed to delegate the allocation of resources for decision 

making on (as in line with both the CCG's and ATB's overall Schemes of reservation and 

delegation so no amendment need): 

• Delegation of mental health investment standard growth funding for adult services to 

the ATB Executive Group to determine appropriate investment 

• Delegation of ICS Service Development Funding for adult out of hospital services to 

the ATB Executive Group to determine appropriate investment (e.g. Ageing Well 

funding and Long COVID funding).  

 

The Audit and Risk Committee reviewed the above changes at its meeting on 21 September 2021 

and recommended submission to the Governing Body for formal approval. 

Risks and issues 

If the CCG and/or ATB Schemes of Reservation and Delegation are not up to date it does not 

provide assurance that delegated functions are being discharged appropriately and in line the 

CCG’s governance processes. 
Assurances  
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The attached Financial Schemes have been reviewed and agreed previously by the Audit and Risk 

Committee and Governing Body.   

Mechanisms are in place to ensure officers act in accordance with the CCG’s Financial 
Management Arrangements.  

Recommendation/Action Required 

The Governing Body is asked to: 

• Review and approve the changes to the CCG's Financial Scheme of Delegation; 

• Review and approve the changes to the ATB Scheme of Reservation and Delegation 

(including the Financial Scheme of Delegation). 

Sponsor/approving director   D Chandler, Chief Officer/Chief Finance Officer   

Report authors 
D Cornell, Head of Corporate Affairs, SCCG  
P Foster, Managing Director, ATB 

Governance and Assurance 

Link to CCG corporate objectives  (please tick all that apply) 

CO1: develop and support system transformation and ensure a well-led organisation  

CO2:  Maintain financial control and performance   

CO3: Maintain and improve quality of CCG commissioned services  

CO4:  Identify and deliver the CCG’s strategic priorities  

CO5: Covid-19 Response and Recovery  

Relevant legal/statutory issues 

NHS Act 2006; statutory duties regarding financial management, transparency, co-operation and 
competition under procurement legislation. 

Any potential/actual conflicts 
of interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A  

Key implications 

Are additional resources 
required?   

N/A 

Has there been appropriate 
clinical engagement?  

N/A 

Has there been/or does there 
need to be any patient and 
public involvement? 

N/A  
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Is there an expected impact on 
patient outcomes/experience?  
If yes, has a quality impact 
assessment been undertaken? 

N/A  

Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

N/A  
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Proposal to update CCG Financial Scheme of Delegation and  

and All Together Better Scheme of Reservation and Delegation  
 
 
1. Introduction 
 
1.1 The NHS Act 2006 (as amended by the Health and Social Care 2012 Act) provides 

the CCG with powers to delegate the CCG’s functions and those of the Governing 

Body to certain bodies (such as committees) and certain persons (such as the 

Accountable Officer and other CCG officers).  These decisions and those delegated 

are set out in the CCG’s full Scheme of Reservation and Delegation.   

 

1.2 The following paper and supporting appendices propose changes to the CCG's 

Financial Scheme of Delegation and All Together Better (ATB) Scheme of 

Reservation and Delegation (including the Financial Scheme).  Please note that 

there are no changes to the delegated functions sections of the CCG's full Scheme 

of Reservation and Delegation therefore it has not been included on this occasion.      

 
2. CCG Financial Scheme of Delegation   

 
2.1 The CCG's Financial Scheme of Delegation (attached at Appendix 1) outlines the 

delegated limited authority the Governing Body has made to its formal sub-

committees to make decisions on its behalf and the Chief Officer has made to 

officers of the CCG to raise requisitions and process invoices on his behalf.  The 

Scheme forms part of the CCG’s full Scheme of Reservation and Delegation 

 

2.2 Proposed Changes  

 

2.2.1 The Governing Body approved the CCG's Financial Scheme of Delegation at its 

meeting in November 2020.  However due to increased costs of care home fees and 

Covid-19 additional costs, a further amendment was needed for the continuing 

healthcare (CHC) clinical leads in December 2020.  The change needed was: 

 

• An increase of weekly approval limit to £52,000 (£1k per week) for the 

CHC clinical leads to reflect the increase in costs for care packages and 

Covid-19 additional costs and to provide emergency cover in the absence 

of the CHC Programme Lead. 

 
2.3 Approval was sought via Chairs' action due to the requirement for urgent approval to 

ensure continuation of care for CHC patients.  The above increase was approved 
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via email by the Committee Chair, Chief Officer/Chief Finance Officer and 

Governing Body Clinical Chair with effect from 1 December 2020, with a six- month 

review period following this. 

 
2.4 Following the change described above, the revised limits have since been reviewed 

and it is recommended that it remains at £52,000 (£1k per week) to reflect the 

increase in care home fees.   

 

2.5 In addition to the above, the following amendments have also been made to the 

Financial Scheme: 

• Removal of the Central ICP Acute Commissioning Committee – this was not 

established due to the transition of CCGs to Integrated Care Systems as part 

of the proposed change in health service legislation  

• Removal of J Wilkie as a CHC Clinical Lead due to retirement of the 

postholder 

• Removal of D Lagun as Deputy Director of Nursing due to the retirement of 

the postholder 

• Increased limit for the Associate Director of Finance to £100,000 to ensure 

timely payment of invoices for normal working business and avoid 

unnecessary escalation to the Chief Finance Officer for approval.   

 

2.6 Recommendation  
 
2.6.1 The Governing Body is asked to review and approve the changes to ensure the 

CCG's Financial Scheme of Delegation remains fit for purpose and the appropriate 

controls are in place for robust and transparent decision-making. 

 
 

3. All Together Better Scheme of Reservation and Delegation  
 
3.1 The Governing Body approved the All Together Better (ATB) Scheme of 

Reservation and Delegation (as part of the CCG's overall Scheme of Reservation 

and Delegation) on the 26 March 2019.  It was agreed that as ATB developed 

and began transforming the out of hospital system and introducing new ways of 

operating, it may propose further changes to the Governing Body to amend its 

Scheme of Delegation to reflect any service redesign or new ways of working on 

an ongoing basis.  

 

3.2 In November 2020, the Governing Body ratified amended ATB Executive Group 

terms of reference, reflecting the implementation of a new business model. This 
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included expanding the membership of the ATB Executive Group and amending 

the programme structure establishing a fifth programme group (Integrated health 

and social care).  The delegated functions section of the full ATB scheme of 

delegation has been amended reflect a column for any functions delegated to a 

sub group and allow for the specific group to identified in the scheme if needed.  

 
3.3 Proposed Changes  
 
3.2.1 As part of the developing place-based arrangements for Sunderland and to support 

the continued responsibility of the ATB, the ATB Scheme of Reservation and 

Delegation has been reviewed and some minor formatting changes made as noted 

above.   

 

3.2.2 The ATB Financial Scheme has also been reviewed and it is proposed to increase 

the ATB Executive Group's delegated authority to £5m.   This would provide the 

ATB Executive Group with the same level of responsibility as the CCG Executive 

Committee on decision making.  

 
3.2.3 Any proposals constituting a material change in the way a service is provided will 

require the CCG Governing Body approval regardless of whether the financial 

impact is within the ATB scheme of delegation. The ATB Executive is not proposing 

any amendments to the financial level of decision making to the Programme Groups 

at this time, however further amendments may be proposed following review of 

these which will be brought to the Committee and Governing Body at the 

appropriate time and in line with the CCG's governance arrangements.    

 

3.2  The CCG Executive Committee considered and supported the proposal at its 

meeting on 6 July 2021 to increase the level of delegation for the ATB Executive 

Group to £5m, with a recommendation to seek the view of the Audit and Risk 

Committee and formal approval from the Governing Body.  

 

3.3  In addition, the CCG Executive also agreed to delegate the allocation of resources 

for decision making on (as in line with both the CCG's and ATB's overall Schemes 

of reservation and delegation): 

• Delegation of mental health investment standard growth funding for adult 

services to the ATB Executive Group to determine appropriate investment 

• Delegation of ICS Service Development Funding for adult out of hospital 

services to the ATB Executive Group to determine appropriate investment 

(e.g. Ageing Well funding and Long COVID funding).  
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3.4  The updated ATB Scheme of Reservation and Delegation is attached at Appendix 

2.  

 
4 Recommendations 
 
4.1 The Governing Body is asked to: 

• Review and approve the changes to the CCG's Financial Scheme of Delegation; 

• Review and approve the changes to the ATB Scheem of Reservaiton and 

Delegation, including the Financial Scheme. 

 

 

 

Report authors:  D Cornell 
Head of Corporate Affairs, SCCG 

 
P Foster 
Managing Director, All Together Better 

 
 

 
Sponsoring Director: D Chandler, Chief Officer /Chief Finance Officer, SCCG 
 
 
 
Date:    22 September 2021
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Appendix 1 
 

 
(extract from the CCG’s Scheme of Reservation and Delegation) 

 
4 Financial Scheme of Delegation for the CCG Officers and Functions 

 
4.1 The following are the financial limits up to which officers of the CCG may exercise executive functions: 

 

Administrative Budgets 

Managers (Band 7 to 8a)  Amounts up to £5,000 

Senior managers (Band 8b-d) Amounts up to £25,000 

Associate director(s) Amounts up to £100,000 

Individual directors Amounts up to £200,000 

Accountable Officer plus the Chief Finance Officer Amounts up to £500,000  

Accountable Officer plus the Chief Finance Officer plus the Chair of the CCG Governing Body Amounts up to £1,000,000 

Executive Committee  Amounts up to £1,999,999 

Governing Body Amounts above £2,000,000  

Commissioning Budgets and Functions 

Nominated North East Commissioning Support (NECS) Officers for non-contract activity and individual Amounts up to £1,000 
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funding requests  

Managers (Band 7 to 8a)  Amounts up to £5,000 

Senior managers (Band 8b-d) Amounts up to £25,000 

Associate director Amounts up to £100,000 

Individual directors Amounts up to £200,000 

Accountable Officer plus the Chief Finance Officer Amounts up to £1,000,000 

Accountable Officer plus the Chief Finance Officer plus the Chair of the CCG Governing Body Amounts up to £2,000,000 

Primary Care Commissioning Committee Amounts up to £499,999 

Executive Committee Amounts up to £4,999,999 

Governing Body Amounts above £5,000,000  

 

 
5. Maximum Authorisation Limits for approving invoices in the Oracle Finance Ledger System 
 
5.1 Certain officers within the CCG have the authority to authorise invoices in the Oracle finance system in line with the financial scheme of 

delegation detailed in the above paper.    

 

5.2 In addition the following roles (and therefore officers) have been set up in the Oracle finance system with additional authority to allow 

the processing and authorising of invoices in the finance ledger system.  These exceptions only apply for orders that have been 

approved in line with the financial scheme of delegation.  For the purposes of clarity, the names of the current postholders have been 

included: 

 
 

Position 
 

Officer 
 

Invoice /Purchase orders and 
 

Rationale 
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approved Limits 
 

 
Accountable Officer  
 

 
Dr N O’Brien 

 
£200,000,000 

 
Requires ability to approve large invoices  

 
Chief Officer/Chief 
Finance Officer 
 

 
D Chandler 

 
£200,000,000 

 
Requires ability to approve large invoices  

 
Director of Nursing, 
Quality and Safety 
 

 
A Fox 

 
£200,000,000 

 
Requires ability to approve large invoices  
 

 
Director of Contracting 
and Informatics 
 

 
S Watson 

 
£200,000,000 

 
Requires ability to approve large invoices  

 
Medical Director  
 

 
C Bradford 

 
£200,000,000 

 
Requires ability to approve large invoices 

 
Director of People and 
Primary Care 
 

 
C Nesbit 

 
£200,000,000 

 
Requires ability to approve large invoices 

 
Associate Director of 
Finance 
 

 
T Lake 

 
£200,000,000 

 
Emergency cover for the above officers  

 
Senior Commissioning 
Manager (Mental Health, 
LD & autism)  
 

 
L Reiling 

 
£52,000 

 
To approve standard packages of care, 
invoices/orders 

 
Head of Continuing 
Healthcare and Complex 
Care 
 

 
V McGurk 

 
£79,000 

 
To approve continuing care package 
invoices/orders 
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Programme Manager – 
Continuing Healthcare  
 

 
L Cooper 

 
£52,000 

 
To approve standard continuing care package, 
invoices/orders 

 
Continuing Healthcare 
Clinical Leads  

 

 
J Keith 

P Fishburn 
 

 
£52,000 

 
To approve standard continuing care package, 
invoices/orders and provide emergency cover 
for the Programme Manager – Continuing 
Healthcare 

 
Head of Contracting and 
Performance  
 

 
M Thubron 

 
£50,000 

 

 
Receives a large number of invoices/orders 

 
Contract Manager / 
Accountant  
 

 
C Miller 
R Crowe 

 
£25,000 

 
Receives a large number of invoices/orders 

 
Involvement and 
Engagement Lead 
 

 
L Anderson 

 
£5,000 

 
Requires ability to approve purchase orders and 
larger invoices  

 
Executive Assistant to  
Chief Officer/Chief 
Finance Officer  
  

 
J Leadbitter 

 
£3,000 

 
Requires ability to approve purchase orders and 
invoices 
 

 
Admin Team Manager 
 
 

 
K Jobson 

 
£3,000 

 
Requires ability to approve purchase orders and 
invoices 

 
Engagement Officer 
 

 
A Sharmeen 

 
£1,000 

 
Requires ability to approve purchase orders and 
invoices 
 

 
Personal assistants to 
CCG Executives  
 

 
E Hardy 

J Thwaites 
N Riddle 

 

 
£1,000 

 
Requires ability to approve purchase orders and 
invoices/ cover for PA to Chief Officer  
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                Appendix 2 
 

 

(extract from the CCG's overall Scheme of Resveration and Delegation) 
 

6. All Together Better Executive Group General Duties, Functions, Key Principles and Scheme of Delegation 

 
6.1 General Duties 
 

6.1.1 In February 2018, NHS Sunderland CCG (the CCG) made a decision to secure a multi-specialty community provider 
(MCP) collaboration business model via an alliance approach, supported initially through a compact for collaboration and 
subsequently by an alliance executive, with alliance principles being incorporated into each contract commissioned by the 
CCG. 
 

6.1.2 The All Together Better (ATB) Executive Group will be utilised to achieve the outcomes in the CCG’s MCP prospectus 
and focus on person-centred proactive and coordinated care to support the appropriate use of health and care services, 
improve patient and carer experience and outcomes, ensuring people will live longer with better quality of life. 

 
6.2 Functions 
 

6.2.1 The ATB Executive Group has been established as an independent alliance to undertake and be principally responsible 
for overall integrated delivery, performance, outcomes and system-wide overview of: 

 

6.2.1.1 Primary Care Services 

6.2.1.2 Mental health and wellbeing services 
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6.2.1.3 Community care services 

6.2.1.4 Urgent and emergency  care 

6.2.1.5 Integrated health and social care services to all in Sunderland '"the Services"; 

 
N.B. For the avoidance of doubt the principal responsibilities detailed in 6.2.1 above are not to be construed as replacing the 
co-commissioning contracting and governance arrangements in place between NHS England, the CCG and General Practice. 
 
 
 

6.3 Key Principles 
 

The ATB Executive Group will be expected to adhere to the following principles when undertaking the functions as set out in 
section 2 above: 

 

• Ability to transfer money 

• Being impartial 

• Ability to take a system wide view 

• Ability to set parameters for the four programmes 

• Ability to allocate efficiencies/savings appropriately 

• Support failing contracts 

• Managing contracts (but not varying or ending them) 

• Complying with competition rules 
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6.4 All Together Better (ATB) Executive Group Scheme of Delegation 
 

 

 
Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate Sub 

Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to 
Altogether Better  
Programme Sub 

Group 
REGULATION AND 
CONTROL 

Approve arrangements 
to ensure the ATB 
Executive Group 
properly and fully 
perform all delegated 
functions in accordance 
with the CCG’s scheme 
of reservation and 
delegation. 

 


  

REGULATION AND 
CONTROL 

Consideration and 
approval of the ATB 
Executive Group terms 
of reference and 
scheme of delegation 
(following approval by 
all ATB partner 
boards). 

   

REGULATION AND 
CONTROL 

Make decisions on any 
matters which fall within 
the statutory functions 
of the CCG. 
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Policy Area 

 

 
Decision 

Reserved to 
Governing Body/ 

Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 
Programme Sub 

Group 

PRINCIPLE 
FUNCTIONS 

Approve arrangements 
and be principally 
responsible for the 
overall integrated 
delivery, performance, 
outcomes and system- 
wide overview of 
general practice; 
mental health and 
learning disability and 
autism services; 
enhanced primary and 
community care 
services; intermediate 
and urgent care 
services in Sunderland 
–‘the Services’. 
For the avoidance of 
doubt the principal 
responsibilities detailed 
above are not to be 
construed as replacing 
the co-commissioning 
contracting and 
governance 
arrangements in place 
between NHS England, 
the CCG and General 
Practice. 

 

      

 Oversight and assurance 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

PRINCIPLE 
FUNCTIONS 

Approve arrangements 
to ensure the ATB 

 


 


 

 Executive Group and Oversight and assurance   

 its representatives and   

 members act in a   

 manner which is   

 consistent with and in   

 compliance with the   

 Law, applicable   

 guidance, direction,   

 determination,   

 consents, CCG policies   

 and all other relevant   

 policies, the CCG   

 discharging its statutory   

 duties and other   

 functions, in   

 accordance with Good 
Industry Practice and 
NHS requirements 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

SYSTEM 
TRANSFORMATION 

Approve decisions 
(where necessary and 
required in line with the 
CCG’s statutory 
responsibilities and 
accountabilities) that 
individual CCG 
employees participating 
in partnership 
arrangements on behalf 
the CCG can make. 
Such decisions must be 
in line with the CCG’s 
scheme of reservation 
and delegation. 

 


  

SYSTEM 
TRANSFORMATION 

Approve arrangements 
to establish, resource 
and facilitate four 
programmes within 
which all providers, 
potential providers, a 
CCG representative 
and interested third 
parties can 
appropriately engage, 
discuss and 
recommend the best 
way of delivering, 
contracting, co- 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

 ordinating, ensuring 
performance of the 
healthcare services 
commissioned by the 
CCG in respect of each 
relevant programme. 

   

SYSTEM 
TRANSFORMATION 

Consider and assess 
recommendations and 
dissenting views from 
each programme on an 
impartial, system wide 
basis to ensure best 
care, optimum 
performance of the 
Services, and best use 
of resources, funds and 
budget before either 
making decisions in line 
with the scheme of 
delegation or making 
considered 
recommendations to 
the CCG. 
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Policy Area 

 

 
Decision 

 
Reserved to Governing 

Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

SYSTEM 
TRANSFORMATION 

Approve arrangements 
to undertake 
comprehensive reviews 
to establish new 
methods of working 
which will enhance and 
improve the Services, 
and achieve financial 
efficiency 

  

 

 

SYSTEM 
TRANSFORMATION 

Recommend to the 
CCG on (without 
limitation) service 
models, care pathways 
and improved ways of 
working to encourage 
innovation in the 
delivery of the Services 
to the benefit of the 
CCG, all members of 
the ATB and service 
users. 

  


 

SYSTEM 
TRANSFORMATION 

Approve and review 
plans on an ongoing 
basis to ensure 
optimum performance 
of the Services. 

 
        

Oversight and assurance 
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Policy Area 

 
 

Decision 

 
Reserved to Governing 

Body/ Appropriate 
Sub Committee* 

 
Delegated to All 
Together Better 
Executive Group 

 
Delegated to All Together 

Better Programme 
 Sub Group 

TRANSITION Approve processes to 
ensure transition to the 
ATB model is managed 
effectively, efficiently 
and safely and 
patient/service user 
safety is never 
compromised. 

 
        

Oversight and assurance 

 


 

TRANSITION Approve arrangements 
to provide assurance 
that risks are 
understood and 
managed (including 
provider sustainability) 
effectively. 

  


 

FINANCE Approve the CCG’s 
financial scheme of 
delegation, setting 
appropriate committee 
and ATB Executive 
Group limits. 

   

FINANCE Approve arrangements 
to monitor financial 
performance to ensure 
the Services are 
delivered within the 
CCG’s overall annual 
and recurrent budget 
agreed with the CCG 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

PERFORMANCE Approve new/ improved 
ways of working, 
monitor and provide 
overall management to 
ensure that the 
Services are delivered 
to standards and other 
requirements detailed 
in CCG commissioning 
contracts with all 
relevant providers. 

 
       

 Oversight and assurance 

 


 

OPERATIONS Approve processes to 
monitor performance of 
the Services against 
each commissioning 
contracts’ 
requirements. 
Save in respect of 
General Practice which 
will be subject to existing 
co- commissioning 
arrangements by, 
amongst others NHS 
England and the CCG. 

        

Oversight and assurance 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

OPERATIONS Approve arrangements 
to ensure CCG policies 
and procedures relating 
to the Services are 
complied with. 

        

Oversight and assurance 
 


 

OPERATIONS 
(ENGAGEMENT) 

Approve arrangements 
to ensure 
comprehensive patient, 
service user, 
stakeholder, staff, 
public and wider 
community 
engagement to ensure 
they are fully aware 
engaged and involved 
with the provision of the 
Services. 

 

        

Oversight and assurance 

 


 

OPERATIONS Approve arrangements 
to manage all 
resources delegated or 
appointed to the ATB 
Executive Group in the 
optimum and most 
efficient and effective 
way to ensure all 
principle functions are 
achieved. 

 

 

Oversight and assurance 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

OPERATIONS Determine 
arrangements to 
ensure the 
collaboration and 
constructive working of 
all providers in 
accordance with the 
Compact for 
Collaboration and 
Alliance Principles 
contained in each 
provider's 
commissioning contract 
with the CCG. 

 
       

 Oversight and assurance 

 


 

OPERATIONS Resolve disputes 
between providers as 
appropriate and 
escalate to the CCG 
where appropriate. 

 
        

Oversight and assurance 

 


 

OPERATIONS Approve working 
arrangements to 
enable providers to 
work more 
closely together to 
ensure greater 
standardisation of 
approach, IT and 
systems in the 
delivery 
of the Services. 
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Policy Area 

 

 
Decision 

Reserved to Governing 
Body/ Appropriate 
Sub Committee* 

Delegated to All 
Together Better 
Executive Group 

Delegated to All 
Together Better 

Programme Sub Group 

OPERATIONS 
(QUALITY AND 
SAFETY) 

Approve arrangements 
to comprehensively 
monitor the quality and 
safety of all of the 
Services and to ensure 
that the Services meet 
all contractual and 
other requirements in 
respect of quality and 
safety. 

 


Oversight and assurance 

  

MONITORING Approve arrangements 
to comprehensively and 
regularly monitor all the 
Services to ensure that 
the MCP Prospectus 
outcomes and all of the 
Principle Functions are 
achieved. 

 
     

   Oversight and scrutiny 

  

MONITORING Ensure processes are 
in place to collect and 
provide all necessary 
information to the CCG, 
and one another, to 
ensure accurate and 
timely reports are 
submitted it the 
Department of Health 
and Social Care, NHS 
Improvement, NHS 
England and other 
relevant bodies as 

     
Oversight and assurance 
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required [including 
Integrated Care 
Partnership and Health 
and Wellbeing Boards]. 

 
 

Policy Area 

 
 

Decision 

 
Reserved to Governing Body/ 

Appropriate 
Sub Committee* 

 
Delegated to All 
Together Better 
Executive Group 

 
Delegated to All Together 

Better Programme Sub 
Group 

LEADERSHIP Approve arrangements 
to ensure the interests 
of all providers, 
potential providers [and 
relevant third parties] 
are represented. 

   

CLINICAL 
LEADERSHIP 

Approve arrangements 
to ensure strong clinical 
and operational 
leadership is provided 
for all the Services. 

     
 Oversight and assurance 

  

MEMBERSHIP Consider proposals to 
admit new members, 
representatives and 
other third parties and 
act fairly and 
transparently in 
agreeing new members 
in accordance with 
Alliance Principles and 
the process and 
procedures agreed by 
the members acting 
fairly, reasonably, 
proportionately and in a 
timely manner. 

 


Oversight and assurance  
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*N.B. This reflects the CCG’s current scheme of reservation and delegation only. This will need to be mapped against each 
provider organisation board to ensure alignment and consistency and a similar scheme developed and approved by each 
provider organisation as part of the ATB. 

 

6.5 ATB Executive Group Financial Scheme of Delegation 
 

6.1 The purpose of the ATB Executive Group financial scheme of delegation is to enable the transfer of 
resources between contracts where this improves efficiency within the system without requiring CCG 
approval in every instance and to an agreed level as specified within this financial scheme of delegation. 

 
6.2 The ATB Executive Group will need to ensure that any monetary transfers comply with procurement law 

and regulations and do not trigger a procurement exercise, in that any monetary transfer cannot be more 
than 50% of the value of the whole provider contract with the CCG. 

 
6.3 The ATB Executive Group is not permitted to approve expenditure above the approved budget as set 

by the CCG’s Governing Body. 
 

6.4 The ATB Executive Group will be responsible for ensuring any budget virements between areas or 
programmes are in relation to a transfer of provision responsibility and agreed by all parties concerned. 
There needs to be a clear rationale and written record of the agreement for any transfer. 

 

6.5 The ATB Executive Group remains a constituent part of the CCG’s statutory financial accounts and must comply with 
the CCG’s Financial Management Arrangements (FMAs) and statutory financial duties. 

 

6.6 Within the ATB Scheme of Delegation, the ATB Director of Finance role is to be fulfilled by the CCG’s Chief 
Officer/ Chief Finance Officer or the Associate Director of Finance. 

 
6.7 In addition, the ATB Director of Finance must be present and in agreement on any expenditure 

commitments made under this Scheme of Delegation. 
 

6.8 The following are the financial limits up to which the ATB Executive Group, supporting groups and 
managing director may exercise the CCG’s commissioning function on its behalf: 
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Commissioning Budgets and Functions 

ATB Programme Group Amounts up to £50,000 

ATB Executive Group (ATB Director of Finance must be present) Amounts up to £5,000,000 

 
Administrative Budgets 

ATB Managing Director Amounts up to £200,000 
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CATEGORY OF PAPER  

Proposes specific action  

Provides assurance   

For information only  

 
GOVERNING BODY 

 
28 September 2021 

Report Title: 

 
Integrated Care System Development- 

Transition to Integrated Care Board and CCG 
Closedown and Interim Governance Process  

 

Purpose of report 

To provide the Governing Body with an update on the transition to the Integrated Care Board and 
CCG Closedown and to seek approval of the Interim Financial Governance Process  

Key points 

In February 2021, the Government published its White Paper “Integration and Innovation: Working 
together to improve integration and innovation for all”. Subsequently, the Health and Care Bill was 
laid before Parliament on 6 July 2021. The key elements of the Bill include: 

• A statutory Integrated Care System (ICS) will be made up of a statutory NHS body – the 
Integrated Care Board (ICB) and a statutory joint committee - the Integrated Care 
Partnership (ICP) - bringing together the NHS, Local Government and partners 

• ICSs will be able to delegate significantly to place level and to provider collaboratives 

• The ICB will be directly accountable for NHS spend and performance within the system  

• The ICP will be a wider group than the ICB and will develop an integrated care strategy to 
address the health, social care and public health needs of their system 

• Place-based arrangements between local authorities, the NHS and providers of health and 
care will be left to local areas to arrange. The statutory ICB will work to support places to 
integrate services and improve outcomes. Health and Wellbeing Boards will continue to 
have an important role in local places. NHS provider organisations will remain separate 
statutory bodies and retain their current structures and governance but will be expected to 
work collaboratively with partners. 

• A duty to co-operate will be introduced to promote collaboration across the healthcare, 
public health and social care system. ICSs, NHS England and Improvement (NHSEI) and 
NHS providers will be required to have regard to the ‘Triple Aim’ of better health and 
wellbeing for everyone, better care for all people, and sustainable use of NHS resources. 

The Bill continues to make its way through Parliament and at the time of writing is soon to be 
considered in Committee stage in the House of Commons. Once through Committee and Report 
stage, the Bill will pass to the House of Lords and will follow a similar process before Royal Assent 
can be granted to allow the new arrangements to take place - planned for 1 April 2022.  

Transition to the Integrated Care Board and CCG Closedown  
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The report attached appendix 1 give a progress update in work to date on the transition to the ICB  
and closedown of CCGs.  This include programme oversight, workstream coordination and next 
steps. 

Appendix 2 and 3 include information on the proposed ICB model Constitution and supporting 
notes for information and appendix 4 provides an overview of the ICS programme management 
approach.   

Interim Decision-Making Process   

The document attached at appendix 5 has been developed by CCG Chief Finance Officers and 
summarises a proposed decision-making process for the ICS during the interim period until the 
shadow ICB is formally established.  The process will be reviewed once the Shadow ICB is in 
place. 

The process is intended to cover business cases or developments that have potential financial 
consequences for the ICS beyond 1 April 2022.  It recognises that CCGs remain statutory bodies 
and responsible commissioners until 31 March 2022 and relevant decisions will continue to be 
made by CCGs and/or NHS England/Improvement as relevant.  The process is not intended to 
cover all operational or business decisions which impact individual CCGs or providers, within 
existing funding. 
 
The proposed process has been considered by ICS Senior Leaders at their meeting on 9 
September 2021 and recommended for agreement by individual CCGs. 

Risks and issues 

There is the potential risk that if the Bill does not receive Royal Assent, this would not enable the 
statutory ICB is not established by the deadline of 1 April 2022. 
There is a risk that due to the uncertainty around the transition arrangements from the CCG current 
organisational form to the ICS, this may impact on the CCG's ability to deliver its statutory duties 
effectively during 2021/22.  This would be as a result of the lack of legislative clarity and unclear 
timescales; failure to achieve effective partnerships and stakeholder working at place/ICS levels; 
and consequently leading to a failure to deliver statutory functions. 
There is a potential risk around the agreement of service changes and financial commitments for 
the ICS in the absence of a clear decision- making process. 

Assurances  

A number of workstreams have been set up at ICS level to progress the areas of work needed as 
part of the transition process and include key CCG representatives.  These workstreams are being 
overseen by the ICS Development and Transition Programme Board for North East and North 
Cumbria.   
The CCG has an established project team and process in place to manage the CCG closedown 
and ensure due diligence is being undertaken as required. 

Recommendation/Action Required 

The Governing Body is asked to: 

• Note the progress to date in developing transition arrangements to the new statutory ICS for 

the North East and North Cumbria.  

• Consider and approve the proposed interim ICS decision-making process. 

Sponsor/approving directors   

Dr N O'Brien, Accountable Officer for Durham, South 
Tyneside and Sunderland CCGs/ 
D Chandler, Chief Officer/Chief Finance Officer 
Sunderland CCG  

Report author ICS Governance and Finance workstreams 

Governance and Assurance 
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Link to CCG corporate objectives  (please tick all that apply) 

CO1: Ensure the CCG meets its public accountability duties  

CO2:  Maintain financial control and performance targets 
 

CO3: Maintain and improve the quality and safety of CCG commissioned services 
 

CO4: Ensure the CCG involves patients and the public in commissioning and reforming  
services  

 

CO5: Identify and deliver the CCG’s strategic priorities 
 

CO6: Develop the CCG localities 
 

CO7: Integrating health and social care services, including the Better Care Fund 
 

CO8:  Develop and deliver primary medical care commissioning 
 

Relevant legal/statutory issues 

Draft Health and Social Care Bill 2021 

Any potential/actual conflicts 
of interest associated with the 
paper? (please tick) 

Yes  No  N/A  

If yes, please specify  

Equality analysis completed 
(please tick)  

Yes  No  N/A 
 

Quality impact assessment 
undertaken  
(please tick) 

Yes  No  N/A 

 

 If no, please specify  yes, please specify  

Key implications 

Are additional resources 
required?   

No direct implications.  The proposed decision-making process 
will ensure the financial implications of any proposed business 
cases/developments are full considered with relevant decisions 
to be agreed by CCGs as required 

Has there been appropriate 
clinical engagement?  

Yes as part of the overall ICS development. 

Has there been/or does there 
need to be any patient and 
public involvement? 

Yes as part of the overall ICS development. 

Is there an expected impact on 
patient outcomes/experience?  
If yes, has a quality impact 
assessment been undertaken? 

This will be addressed as part of the overall ICS development. 

Has there been member 
practice and/or other 
stakeholder engagement if 
needed?   

Yes as part of the overall ICS development. 
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          Appendix 1 

  

Governing Body 

Transition to Integrated Care Board and CCG closedown 

Update report  

Purpose 

1. This report provides a high-level update on transition arrangements for the 

establishment of the Integrated Care Board as a statutory body from 1 April 2022. 

Background and context 

2. In February 2021, the Government published its White Paper “Integration and 

Innovation: Working together to improve integration and innovation for all”. 
Subsequently, the Health and Care Bill was laid before Parliament on 6 July 

2021.  

 

3. The key elements of the Bill: 

• A statutory Integrated Care System (ICS) will be made up of a statutory NHS 

body – the Integrated Care Board (ICB) and a statutory joint committee - the 

Integrated Care Partnership (ICP) - bringing together the NHS, Local 

Government and partners. ICSs will be able to delegate significantly to place 

level and to provider collaboratives. 

• The ICB will be directly accountable for NHS spend and performance within 

the system. As a minimum, the ICB board must include a Chair and 2 non 

executives, the ICB Chief Executive, Director of Finance, Director of Nursing, 

Medical Director and representatives from NHS trusts, primary care and local 

authorities. Others may be determined locally.  

• The ICP will be a wider group than the ICB and will develop an integrated care 

strategy to address the health, social care and public health needs of their 

system. The membership and detailed functions of the ICP will be up to local 

areas to decide. 

• Place-based arrangements between local authorities, the NHS and providers 

of health and care will be left to local areas to arrange. The statutory ICB will 

work to support places to integrate services and improve outcomes. Health 

and Wellbeing Boards will continue to have an important role in local places. 

NHS provider organisations will remain separate statutory bodies and retain 
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their current structures and governance, but will be expected to work 

collaboratively with partners. 

• A duty to co-operate will be introduced to promote collaboration across the 

healthcare, public health and social care system. ICSs, NHS England and 

Improvement (NHSEI) and NHS providers will be required to have regard to 

the ‘Triple Aim’ of better health and wellbeing for everyone, better care for all 

people, and sustainable use of NHS resources. 

4. The Bill continues to make its way through Parliament and at the time of writing is 

soon to be considered in Committee stage in the House of Commons. This is the 

stage where the Bill is considered in detail and allows MPs to propose 

amendments to the Bill for the Government to consider. Once through Committee 

and Report stage, the Bill will pass to the House of Lords and will follow a similar 

process before Royal Assent can be granted to allow the new arrangements to 

take place - planned for 1 April 2022.  

 

Programme oversight 

A dedicated ICS Development and Transition Programme Board has been 

established, which includes CCG Accountable Officers, ICS Executive Lead, Director 

of Strategy Transformation, and NECS Managing Direct supported by a small core 

project team which includes CCG, NHSE/I and NECS representatives with a range 

of workstreams, in place to support the process.  

 

5. NHSE are continuing to release guidance, toolkits and templates for 

consideration and completion as part of the ICS development and the process for 

CCG dissolution. This guidance is in the main relating to the development of the 

new statutory organisation and there will be a requirement for the shadow ICB 

supported by the project team to assure NHSE of its readiness to operate as a 

statutory organisation from April 2022. There is also a requirement to ensure 

appropriate due diligence is undertaken on both CCG dissolution and the ICB 

development. 

 

6. Co-ordinating leads for each of the workstreams met together for the first time in 

September, with progress being made in key areas. A range of CCG staff are 

involved in these workstreams, providing valuable expertise in planning for the 

transition and looking at opportunities for improving ways of working in the future. 

Partners are also linked in where appropriate. Workstreams share the approach 

of building on what is already working well at place. 

 

7. Reporting arrangements and monthly meetings are in place to track progress. 

There is a two-way flow of knowledge between workstreams sharing their 

contributions into the Programme Board and ultimately for consideration as part 

of the ICB developments. Relevant guidance is signposted to individual 

workstreams, flagging key points for action and consideration in their plans. 
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Workstream Co-ordinator 

ICS development Alan Foster 

Informatics BI/ICT/GPIT/Population 

Health Analytics 

Ian Davison 

Finance (including property & 

assets) 

Audrey Pickstock 

Clinical leadership, Clinical 

Networks, PCNs, Nursing Clinical 

Quality & Safeguarding, Medicines 

Optimisation 

Neil O'Brien / Mike Bramble /Gill 

Hunt / CCG DoN 

Communication & Engagement Mary Bewley / Claire Riley 

Human Resources & Org 

Development 

Michelle McGuigan 

Integrated Governance Dan Jackson 

ICS Digital Strategy Graham Evans 

Commissioning & contracts (Spec 
comm, Joint Commissioning, 3rd 
party contracts NECS), 
Procurement 

David Gallagher 

Provider Collaborative 
Development 

Louise Robson 

Research & Innovation Mike Bramble 

System Performance & 
Improvement 

Mark Adams 

ICS Workforce Strategy Ken Bremner 

EPRR Mark Adams / Alison Slater 

 

National guidance  

8. To help guide the transition to the new arrangements, a series of guidance 

documents and templates have been issued centrally to aid system redesign. 

Workstreams are currently reviewing the guidance documents which will help in 

the design of governance and partnership arrangements. The guidance 

documents include: 
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• Thriving places: Guidance on the development of place-based partnerships as 

part of statutory integrated care systems 

• HR Framework for Developing Integrated Care Boards 

• ICS implementation guidance and checklist: Due diligence, transfer of people 

and property from CCGs to ICBs and CCG close down 

• Guidance on the ICB readiness to operate statement (ROS) 

• Integrated Care Board: Model Constitution Template and supporting notes 

• Interim guidance on the functions and governance of the integrated care 

board 

• List of statutory CCG functions to be conferred on ICBs 

• ICS Design Framework - Provides the next level of detail to ICSs about how 

they will operate from April 2022 and the core expectations as part of ICS 

establishment. 

 

9. We anticipate further guidance from NHSEI over the rest of this calendar year, 

which we will reflect as work develops. Publicly available guidance has been 

published here. 

 

Next steps 

Design group 

10. Four ICP engagement events were held in July to gather the views of a range of 

stakeholders, including the chairs and accountable officers of CCGs, on the 

transition to the new ICS and the foundations that our system needs to build upon 

in the North East and North Cumbria.  

 

11. The next stage of this work will comprise a design group of NHS and Local 

Authority executives to consider the feedback from those ICP engagement 

events as well as the recently issued national guidance on ICS development. 

These meetings will be held on 29th September and the 5th and 20th October with 

the purpose of developing proposals for the composition of our ICB and ICP, and 

an operating framework setting out where key decisions are made, and where the 

ICB's statutory functions are discharged. This will include recommendations on 

place-based governance arrangements and delegations, and how they relate to 

the ICB and ICP 

ICS Constitution 

12. On 19 August 2021, NHSEI published a model ICS constitution (see appendix 2) 

and Interim ICS functions and governance guide. The Governance Working 

Group is supporting the development of the ICS constitution, the constitution will 

be required to set out governance arrangements including the detail on key 

issues such as delegation arrangements, ICB board arrangements, ICP and 

Place based governance arrangements (much of which will be guided by the 

design group discussions). 

https://www.england.nhs.uk/publication/integrated-care-systems-guidance/
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13. The Health and Care Bill requires CCGs to both formally propose the ICS 

constitution and 'consult any persons they consider it appropriate to consult' in its 

development, but the development process will be led by the designate ICS Chair 

and Executive Lead, with system partners engaged throughout. It should be 

noted that the process for the development of the constitution will need to be 

finalised, but it is envisaged that this process will be supported by the design 

group as a key contributor, CCG Governing Bodies as proposers, with 

discussions held with other key parties such as the regional overview and 

scrutiny committee,  the regional community and voluntary sector leads and the 

regional Health and Well Being Board Chairs Group. The expectation is that 

these discussions will focus on ensuring the content of the proposed constitution 

is in keeping with the requirements set out within the NHSE model constitution 

template and not on whether ICSs should be established.  

 

14. CCG Governing Bodies will be required to propose the draft ICS constitution to 

NHSE for approval in early 2022 to enable the ICS to operate fully from April 

2022. 

 

Due diligence 

15. NHSEI have produced guidance and checklists concerning the close down of 

CCGs and the establishment of ICBs. The checklists provide a route for CCG 

Accountable Officers and the ICB Chief Executive (when appointed) to provide 

evidence of due diligence on the transition from CCGs to the ICB. 

 

CCG Close Down and ICB Establishment Due Diligence Checklist 

16. CCGs and ICSs must undertake an appropriate level of due diligence and it is 

recommended that this checklist is used as the basis for the exercise. The 

checklist is designed to be a live working document that can be updated as the 

due diligence process progresses.   

 

17. It is essential that a robust and consistent approach to due diligence is 

undertaken and as such a sub group of the Governance workstream is to be set 

up to lead and coordinate this. The sub group will have membership from each 

CCG and will coordinate the work required in order to reduce duplication of effort 

and information requests and will aim to provide the appropriate level of 

assurance to each CCG.  

 

18. CCGs and the existing ICS will be required to provide evidence of due diligence, 

to be passed on to ICBs so that there is a clear picture of the people, property, 

liabilities, risks and issues that they are receiving on legal establishment.   The 

consistent approach agreed will form the basis on which the Accountable Officer 

of each existing CCG will formally confirm that an appropriate level of due 

diligence has been undertaken.  This will support the legal transfer of people and 

property, close down of the CCGs and establishment of the ICB.  
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19. NHSE will expect to see that a plan for the due diligence process is developed to 

guide the process and aid assurance. NHSEI regional system support teams will 

also provide assistance with the due diligence process, including how to use the 

checklist - and they aim to undertake 'light-touch' assurance to ensure that there 

is consistency of approach, for the benefit of CCGs and the new ICB (once 

established)   

 

Guidance on the ICB readiness to operate statement (ROS) 

 

20. In March 2022 each ICB chief executive designate and their relevant NHSEI 

regional director will be asked to co-sign a ‘Readiness to Operate Statement’.  
This will be a high-level statement to confirm that all legally required and 

operationally critical elements are in place ready for the establishment of the ICB 

as a statutory body on 1 April 2022; and, arrangements are in place for the ICB to 

fulfil its role within the wider ICS, including establishing the ICP with the relevant 

local authorities. 

 

21. The ROS checklist will be the key mechanism for reporting and assuring progress 

towards ICB establishment.  The completion of this checklist will be coordinated 

by the core project team in conjunction with the chair and chief executive 

designates on behalf of the shadow ICB  

 

22. There will be a joint review of progress against each element of the checklist 

between systems and the NHSEI regional team throughout the transition 

process.  ICSs will be asked to share their checklist with the regional team at 

designated points.   

 

23. There will be a final progress review in mid-February 2022 and each ICB’s ROS 
will need to be signed off in March 2022 (deadline date to be confirmed). 

 

Appointments 

24. NHSEI have started a recruitment process to appoint a designate Chief Executive 

of the North East and North Cumbria Integrated Care Board, subject to 

legislation. The advert is live on the national microsite supporting the CE 

recruitment process for ICB chief executives, and in national publications. The 

closing date for applications is 26 September 2021 with the expectation that 

interviews will take place in October 

 

25. It is anticipated that once the Chief Executive is in post, recruitment to other ICB 

positions will follow – including the Director of Finance, Medical Director and 

Director of Nursing.  
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Governing Body involvement and decisions 

26. CCG Governing Bodies within the North East and North Cumbria have a key role 

to play in the transition to the new system. Governing Bodies will be required to 

propose the constitution on behalf of the new ICB to NHSE for approval, with the 

CCG responsibilities transferring to the new body on 1 April 2022. 

 

27. Governing Bodies will receive regular formal updates at future meetings on any 

issues including any requirements as sending organisations, processes/ 

decisions for CCG close down, due diligence progress and when required will be 

asked to approve/propose elements required to progress ICS ‘authorisation’ in 
due course. 

 

Recommendation 

28. Governing Bodies are asked to note the progress to date in developing transition 

arrangements to the new statutory ICS for the North East and North Cumbria.  
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         Appendix 2 

Integrated Care Board 

Model Constitution Supporting Notes: 

 Draft V1.0 

This working draft of the Model Integrated Care Board (ICB) Constitution 

supporting notes is based on the Health and Care Bill which was introduced in 

Parliament on 6 July 2021. 

The purpose of the supporting notes to is provide additional information, 

advice, and explanations for systems as they develop the constitution for their 

emerging ICB. They will also provide useful reference for applications to NHS 

England to vary an ICB constitution in future. Introductory notes: 

The Health and Care Bill proposes the establishment of statutory ICS arrangements, 

including new ICBs previously referred to in the ICS Design Framework as ICS NHS 

bodies.  

Each ICB will be required to have a constitution and the Bill sets out proposed 

statutory requirements as to what must be included in the constitution. The legal 

requirements will be similar to the requirements of Clinical Commissioning Group 

(CCG) constitutions. Feedback on the structure, format, style and content of the 

existing CCG model constitution has been positive, and in our engagement with 

systems it was proposed we use a similar approach for ICB constitutions. For these 

reasons, this draft model document is evolved from the constitution currently used 

for CCGs. This should not be interpreted to mean that the new ICBs will be similar 

organisations. ICBs may wish to include a foreword or introduction in their 

constitution to help signal to their local partners the changes that developing the ICB 

brings.  

Content and terminology are subject to the legislation and its parliamentary process. 

This version of the draft model constitution is therefore incomplete and subject to 

change. It is intended to describe what would be required if the current proposals 

were implemented, while recognising that the legislation is subject to Parliament’s 
amendment and approval. Its main purpose is to indicate the likely direction of travel 

and likely requirements, to allow system leaders to prepare for transition. Updates to 

the model will be made as necessary in line with publication of the legislation and 

parliamentary process and any agreed NHS England and NHS Improvement policy. 

Systems may make reasonable preparatory steps in advance of legislation but 

should not act as though the legislation is in place or inevitable.  

 

 
This section could be used to set the context for the new statutory body in an 

introduction or foreword. It may be helpful to set out how the ICB differs 
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from organisations that have preceded it and to create an opportunity to 

introduce the partners taking part in the local arrangements. The section 

might also be used to introduce any local place-based arrangements and 

provider collaboratives if desired.  

Once established, ICBs may also wish to draw out the mutual 

accountability agreed between the partners and make reference to the 

Triple Aim1. Based on expected legislation, none of these details will need 

to be included in the constitution legally but there may be local benefit to 

signal these in a prominent place. Reference might be made here to the 

Integrated Care Partnership (ICP) and arrangements made to align this 

constitution with its terms of reference. 

The name used here must be the exact name used in the establishment order.  

The legal name of the statutory body will be determined by legislation. The Design 

Framework and White paper currently uses ICS NHS body rather than ICB. 

The description of the area must match that on the establishment order. Further 

advice will be prepared regarding suitable descriptors. It should be clear who the 

group of people are for whom the ICB has core responsibility, in accordance with 

rules published by NHS England in this regard (new section 14Z31 of the 2006 Act).  

The Bill proposes amendment of the 2006 Act so as to confer on ICBs the functions 

of commissioning primary care but these provisions may not be in place as of April 

2022. Further amendments to the model will be prepared when necessary. 

NHS England will publish a procedure for making an application to change the 

constitution. Discussion is underway to determine how to make this as streamlined 

as possible within the legal requirements. There is recognition that this needs to 

align with both the legal framework and practical arrangements. Feedback is 

welcome on this as part of current implementation.  

This section should be used to set out the procedure for variations. This should 

include as a minimum: who may propose a change to the constitution and how this is 

done, who will be consulted on any proposed changes and how the decision 

(typically this will be the board) about proposed changes will be taken prior to an 

application being made to NHS England. These arrangements are for local 

determination and the process should comply with the ICB legal duties as a 

minimum.  

 
1 It is a proposed common duty for NHS bodies that plan and commission services (NHS England and ICBs) 

and that provide services (Trusts and Foundation Trusts). 
 
It will oblige these bodies to consider the effects of their decisions on: 

• the health and wellbeing of the people of England 

• the quality of services provided or arranged by both themselves and other relevant bodies 

• the sustainable and efficient use of resources by both themselves and other relevant bodies 
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A model Scheme of Reservation and Delegation (SoRD) is being prepared by NHS 

England with support from with the Healthcare Financial Management Association. 

It will be for each ICB to determine whether, and to which committee or part of the 

system its functions will be delegated. 

There is no reason why an ICB could not call the Governance Handbook by an 

alternative name to suit local arrangements, but it must be clear where things are 

published. 

The terms of reference for committees will need to be published and easily 

accessible. This is to fulfil the requirement for the constitution to specify the 

arrangements made by the ICB to outline the transparency of its decision making. 

Terms of reference can also supplement the Functions and Decision map and work 

together with any delegation arrangements which are part of the arrangements for 

the exercise of the ICB’s functions. 

As a minimum, a summary of the delegation arrangements and the basis on which 

they are agreed should be published. 

ICBs may choose to publish key policies relating to governance arrangements in 

their Governance Handbook or elsewhere. 

ICBs may choose, in line with usual practice, to publish an introduction to their Board 

members on their websites. Details of the individuals are not required within the 

constitution. 

‘Ordinary members’ is the term used in the Bill to describe members who are not the 
Chair and Chief Executive. 

The Bill requires at least one from each sector. ICBs may decide to have more. 

These director roles may be filled in a range of possible ways. For example, different 

job titles may be used and individuals may hold other responsibilities as well as filling 

this role. ICBs can change the wording here to reflect locally-agreed arrangements 

within the agreed NHS England policy.  

A minimum of two independent non-executive members are required. ICBs may 

appoint more. 

ICBs may add further members beyond statutory minimum and NHS England policy 

requirements. All additional members of the Board must be specified in the 

constitution including any additional Partner, Executive or Non-Executive members. 

When designing the board membership, there will be a need to ensure balance of 

perspectives on the Board. This will include, for example, ensuring that the 

perspectives of all sectors and types of provider within the ICB’s area are included 
(e.g. acute, mental health, community and specialist). ICBs will need to ensure that 

the views and perspectives of patients, carers and the public are heard and included 

in the board decision-making process along with those from clinical and professional 

groups, under-represented communities and different geographical perspectives. A 
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board made up from diverse individuals, backgrounds and perspectives will be more 

likely to make the best decisions for its communities. Beyond the composition of the 

Board itself, ICBs should ensure there are mechanisms for how the full range of 

perspectives is included using the decision-making model and structures that the 

ICB employs. ICBs will also be expected to comply with good governance practices 

for example on board size, to allow appropriate decision making to take place. NHS 

England will be required to approve the constitutions, including Board Membership. 

This whole section is entirely optional, and feedback on its application is welcome. 

The clauses are crafted to help systems articulate local arrangements clearly and 

may require some editing. There is only a need to use them if there is local 

discussion proposing the idea of “non-voting” members (which are not permitted). 
The term “non-voting member” should not be used here because an individual is 
either a member and may vote or they are not a member and hence may not vote. 

ICBs that opt to use this section should use the term ‘Participants and Observers’ as 
outlined in Appendix 1. 

Having regular participants recognises that some local partners will attend every 

meeting and while they do not formally take part in decision making, their views are 

sought, listened to and valued. It is recommended to limit the number of participants 

as most parties will play their largest role in the partnership or in operational fora and 

task and finish groups. A distinction is drawn here between participants and 

observers as some organisations have previously had difficulty being clear about 

roles and what behaviours, permissions and privileges are extended to such 

individuals. ICBs can set out the expectations clearly from the outset. 

This is optional. It is not a requirement to list participants and observers in 

constitutions.  

This is not a requirement and suggested wording is offered for those organisations 

who have indicated that it would be helpful to identify specified individuals who are 

invited to meetings and receive papers in advance but not have any speaking or 

participation rights. In practice these individuals have no different status to members 

of the public but some organisations have found this approach useful in developing 

and managing local relationships.  

Regulation 5 of the Health and Social Care 2008 (Regulated Activities) Regulations 

2014 sets out the “fit and proper person test”. We anticipate that regulations 
regarding the “fit and proper person test” will apply to ICBs when established, so 

there is an expectation that designate board member appointments comply with 

these principles.  

Legal disqualification criteria will most likely be prescribed in Regulations, but these 

would be made too late to facilitate designate appointments. Systems should at this 

stage seek to avoid designate appointments of individuals with these characteristics. 

Any additional locally agreed disqualification criteria should be added to the list. 
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In some cases, the Chair of the Board may also be appointed to the role of Chair of 

the Integrated Care Partnership.  

Please note that the appointment of designate chairs is being separately managed 

as part of the ICB establishment process. 

ICBs need to specify the term and number of terms permitted. Good practice would 

be no more 8-9 years in total to ensure ongoing independence. As an example, 3x3 

years or 2x4 years.  

The appointment is made by the Chair of the Board with approval from NHS 

England. (Please note that in the first instance the appointment of designate Chief 

executives is being separately managed as part of the establishment process.) 

NHS England expects to publish a process to describe how Chairs and Chief 

Executives will be appointed and how appointments proposed by ICBs will be 

approved.  

ICBs should add any additional criteria including those required as per NHS England 

guidance. 

This refers to NHS Trusts and Foundation Trusts that provide services within the ICB 

area and are of a description prescribed in the Regulations. 

Please note the Regulations that will define this are not yet available. 

The ICS Design Framework states this will often be the Chief Executive. 

It is a requirement that the constitution sets out who appoints the Ordinary Members. 

All appointments of Ordinary Members must (under the Bill) be subject to the 

approval of the Chair. 

The constitution must set out the appointment process in full. As a minimum, it must 

include two parts (a) an element that is designed to build the confidence of 

stakeholders that the perspective of the individual will contribute to the board 

discussions (the nomination process) and (b) an element that is designed to assess 

that the individual can demonstrate they have the skills, knowledge, experience and 

attributes required to fulfil the role. The process should include who may take part in 

the process, what the procedure to be used entails and what the decision-making 

arrangement is. If appointments are limited to a specific term, any re-appointment 

process should also be specified. The process should reflect any guidance issued by 

NHS England and should be clear and unambiguous.  

ICBs need to specify the term and, if limited, the number of terms permitted (for the 

partner members it is not a requirement to limit the number of terms). The details of 

a re-appointment process should be specified including at what intervals. 

Appointments are always to be subject to the approval of the Chair.  

For example, ICBs might refer to the nature of services provided or to the proportion 

of their services that are provided with in the ICB area. 
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The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB (except the Chief Executive) must by law be 

subject to the approval of the Chair.  

The constitution must set out the appointment process in full. As a minimum, it must 

include two parts: (a) an element that is designed to build the confidence of 

stakeholders that the perspective of the individual will contribute to the board 

discussions (the nomination process) and (b) an element that is designed to assess 

that the individual can demonstrate they have the skills, knowledge, experience and 

attributes required to fulfil the role. The process should include who may take part in 

the process, what the procedure to be used entails and what the decision-making 

arrangement is. If appointments are limited to a specific term, any re-appointment 

process should also be specified. The process should reflect any guidance issued by 

NHS England and should be clear and unambiguous.  

ICBs need to specify the term and, if limited, the number of terms permitted (for the 

partner members it is not a requirement to limit the number of terms). The details of 

a re-appointment process should be specified including at what intervals. 

Appointments are always to be subject to the approval of the Chair.  

The constitution should set out who appoints the Ordinary members. All 

appointments to the Board of the ICB must by law be subject to the approval of the 

Chair. 

The constitution must set out the process in full. As a minimum, it must include two 

parts (a) an element that is designed to build the confidence of stakeholders that the 

perspective of the individual will contribute to the board discussions (the nomination 

process) and (b) an element that is designed to assess that the individual can 

demonstrate they have the skills, knowledge, experience and attributes required to 

fulfil the role. The process should include who may take part in the process, what the 

procedure to be used entails and what the decision-making arrangement is. If 

appointments are limited to a specific term, any re-appointment process should also 

be specified. The process should reflect any guidance issued by NHS England and 

should be clear and unambiguous. 

ICBs need to specify the term and, if limited, the number of terms permitted (for the 

partner members it is not a requirement to limit the number of terms). The details of 

a re-appointment process should be specified including at what intervals. 

Appointments are always to be subject to the approval of the Chair.  

NHS England guidance is that the Board should normally include this role but 

recognise the role may be fulfilled in different ways, for example, they may have a 

different job title or hold other responsibilities with a wider portfolio. 

This does not exclude them from also being an employee of another organisation. 
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The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the approval of the 

Chair. 

NHS England guidance is that the Board should normally include this role but 

recognise the role may be fulfilled in different ways; for example, they may have a 

different job title or hold other responsibilities with a wider portfolio. 

This does not exclude them from also being an employee of another organisation. 

The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the approval of the 

Chair. 

NHS England guidance is that the Board should normally include this role but 

recognise the role may be fulfilled in different ways; for example, they may have a 

different job title or hold other responsibilities with a wider portfolio. 

This does not exclude them from also being an employee of another organisation. 

The constitution should set out who appoints the Ordinary Members. All 

appointments to the Board of the ICB must by law be subject to the approval of the 

Chair. 

NHS England guidance (ICS Design Framework) requires a minimum of two 

independent members (in addition to the Chair) ICBs may choose of they wish to 

appoint more than two independent members. The locally agreed number should be 

inserted into clause 3.11.1. 

It is good practice for an independent member to be appointed as a senior 

independent member. This person would take a role in appraisal of the Chair. This 

role could not be fulfilled by the Chair or the chair of the Audit committee.  

It is a requirement that the constitution sets out who appoints the Ordinary members. 

All appointments to the Board of the ICB must by law be subject to the approval of 

the Chair. 

The ICB may want to add other local criteria such as requiring Non- Executive 

members to have a connection to (such as living or working in) the ICB area. This is 

entirely for local determination. 

ICBs need to specify the term and number of terms permitted. Good practice would 

be no more than about 9 years in total to ensure ongoing independence. For 

example, three terms of three years or two terms of four years would be normal. 

ICBs should also consider whether individuals who have served in equivalent roles 

on the boards of previous and current NHS Bodies locally could be sufficiently 

independent. 

This is optional. The ICB can adopt this clause if they want to reduce the risk of lost 

continuity from mass retirement of board members.  
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Any re-appointment process should be set out along with any associated criteria. 

There is a requirement that all the details of Board appointments should be set out in 

the constitution. For any additional roles (this does not include observers and 

participants) full details should be included as per the required roles. 

The constitution should set out what criteria are to be used. They are for local 

determination. The following are provided as suggestions: 

a) If they fail to attend a minimum of xx% of the meetings to which they are 

invited unless agreed with the Chair in extenuating circumstances 

b) If they are deemed to not meet the expected standards of performance at 

their annual appraisal 

c) If they have behaved in a manner or exhibited conduct which has or is likely to 

be detrimental to the honour and interest of the ICB and is likely to bring the ICB into 

disrepute. This includes but it is not limited to dishonesty; misrepresentation (either 

knowingly or fraudulently); defamation of any member of the ICBS (being slander or 

libel); abuse of position; non-declaration of a known conflict of interest; seeking to 

manipulate a decision of the ICB in a manner that would ultimately be in favour of 

that member whether financially or otherwise 

d) Are deemed to have failed to uphold the Nolan Principles of Public Life 

e) Are subject to disciplinary proceedings by a regulator or professional body 

Remuneration for board members not employed (such as the partner members) by 

the ICB is for the board to determine but the ICB should ensure that no-one will be 

paid twice for the same time. 

This is not a legal requirement, but if an ICB has developed such a code it could be 

referenced here. 

Please note committees and sub-committees may include, or be formed from, 

individuals who are neither employees of nor board members of the ICB. This is one 

of the flexibilities that will enable ICBs to exercise their functions in a collaborative 

way with a wide range of partners from the ICB area. 

Terms of reference for committees will always be agreed by the board. Terms of 

Reference for committees should specify whether or not the board is delegating the 

power to make further delegations to sub-committees and approve their terms of 

reference. 

ICB should describe their own local arrangements. This might include requiring 

regular decision or assurance reports from committees to be submitted to the board, 

requiring attendance at Board meetings of the Chair, compliance with internal audit 

findings and committee effectiveness reviews. All terms of reference should set out 

the arrangements for meetings and these will usually be in line with the standing 

orders or specified alternative arrangements. Best practice is that terms of reference 

should always be approved by the Board (or by the parent committee for sub-

committees when the Board has delegated the power to establish sub-committees) 
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and must always be aligned with the SoRD. Membership of committees should be 

specified by the Board. 

Model Audit Committee terms of reference may be provided by NHS England 

separately. The Audit Committee should be made up of independent people, this 

may include the non-executive members but not the Chair. Not all members of the 

Audit Committee should be members of the Board of the ICB. The Chair of the Audit 

Committee should be independent, and it is not good practice for them to chair any 

other committees.  

Model terms of reference may be provided. The Remuneration Committee should be 

chaired by an independent Non-Executive member other than the Audit Chair. No 

individual should ever be involved in discussions about their own remuneration and 

the terms of reference should set out arrangements for ensuring this. The committee 

should be required to consider advice from a suitably qualified individual (such as a 

Director of HR or equivalent) and to ensure that suitable benchmarking informs their 

decisions.  

ICBs are not required to include the terms of reference in the constitution (as 

previous organisations have been required to) but they must be published. 

ICBs are not required to include the terms of reference for all committees in the 

constitution but must publish them as part of their duty to be transparent. This also 

forms part of specifying the arrangement for exercising the functions. 

Example contents could include:  

a) reporting arrangements to the Board, at appropriate intervals  

engagement events or other review sessions to consider the aims, 

objectives, strategy and progress of the arrangements  

b) progress reporting against identified objectives 

c) specify, the legal basis for such arrangements 

d) identify the roles and responsibilities of all organisations that have 

agreed to work together 

e) specify how performance will be monitored and assurance provided to 

the Board on the discharge of responsibilities, so as to enable 

appropriate oversight as to how strategic intentions are being 

implemented 

f) set out any financial arrangements that have been agreed, including 

identifying any pooled budgets (if applicable) and how these will be 

managed and reported in annual accounts 

g) specify how risks will be managed and apportioned between the 

respective parties 

h) set out how contributions from the parties, including details around 

assets, employees and equipment to be used, will be agreed and 

managed  

i) identify how disputes will be resolved and the steps required to safely 

terminate the working arrangements 
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j) specify how decisions are communicated between the partners 

 

The constitution must specify arrangements for the exercise of the ICB’s functions 
and the procedure for making decisions and for delegation. This is ordinarily set out 

in the Standing Orders (SO). ICBs that opt to not include their full SOs will be 

required to include other clauses that satisfy the full requirements of paragraphs 10 

and 11 of schedule 1B to the 2006 Act.  

A model template for standing orders is provided. ICBs are free to adapt these. 

Please see the NHS-wide guidance on conflicts of interest 

https://www.england.nhs.uk/ourwork/coi/ 

These set out minimum good practice for all NHS Trusts and NHS England. As it 

was issued prior to their inception, ICBs are not specifically included; however, the 

good practice would still apply. NHS England may issue guidance for ICBs in due 

course and this section of the constitution should be updated to align with it as 

appropriate.  

Where independent providers (including the voluntary sector) hold contracts for 

services (for example, community services) it would be appropriate and reasonable 

for the body to involve them in discussions (for example, about pathway design and 

service delivery, particularly at place-level). However, this would be clearly distinct 

from any considerations around contracting and commissioning, from which they 

would be excluded. 

ICBs are legally required to publish the registers of interest and its good practice to 

ensure that members of the public have access on request. 

The ICB should insert the names of their relevant policies. 

This is optional - ICBs are not required to appoint a COI Guardian but may choose to 

do so as it is considered good practice. If an ICB does not appoint a COI guardian 

this clause should be removed. 

The Bill sets out a proposed requirement that ICBs include in their constitution a 

statement of the principles to be followed in implementing the arrangements that 

have been made for conflicts of interest. 

14Z30 requires that ICBs maintain one or more registers of interest in relation to 

these categories of individuals. 

ICBs are legally required to publish the registers of interest. It is good practice to 

ensure that members of the public have access on request. 

We do not expect these two clauses to be a legal requirement but ICBs may include 

them as good practice. 

The ICB may want to include a set of transparency principles. 

https://www.england.nhs.uk/ourwork/coi/
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The Bill proposes it to be a legal requirement to be that ICBs must publish registers 

of interests or make them available to the public on request. 

Some ICBs may have more than one Health and Wellbeing Board. The ICB is 

required to have regard to the local health and wellbeing strategy under section 

116B (1) of the Local Government and Public Involvement in Health Act. 

ICBs will need to ensure that there are decision-making structures within the ICB that 

will allow for decisions around arranging healthcare services to be made in line with 

the NHS Provider Selection Regime. This includes ensuring that there are 

appropriate governance structures that will deal with any challenges that may follow 

decisions about provider selection. ICBs will need to evidence that they have 

properly exercised their responsibilities for arranging healthcare services set out in 

the NHS Provider Selection Regime. This will include publishing their intentions for 

arranging services in advance, publishing contracts awarded and keeping records of 

decision making. ICBs will need to ensure that local audit arrangements will be 

capable of auditing the decisions made under the NHS Provider Selection Regime. 

Additional information will be provided in relation to terms and conditions. Local titles 

may be used; for example Remuneration and HR or Remuneration and Nominations. 

Terms of reference do not need to be included but should be published. 

These should be locally determined; and might include:  

a) Setting the ICB pay policy (or equivalent) and standard terms and 

conditions 

b) Making arrangements to pay employees such remuneration and 

allowances as it may determine 

c) Set remuneration and allowances for members of the board  

d) Set any allowances for members of committees or sub-committees of 

the ICB who are not members of the board 

e) Any other relevant duties 

 

The Bill proposes a requirement for a statement of principles to be followed by the 

ICB in implementing its arrangements regarding public involvement to be included in 

the constitution. The 10 principles are from ICS implementation guidance on working 

with people and communities (to be published). Each ICB should use these 

principles as a basis for developing a system-wide strategy for engaging with people 

and communities, building on the existing relationships, good practice and networks 

across system partners.  

The ICB may want to add any further local principles. 

NHS England policy expectations are set out in the ICS Design Framework and ICS 

implementation guidance on working with people and communities.  

Likely to include local policies and procedures and any commitments to regular 

events or structures for engagement. 
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The text is provided as a sample. ICBs will need to edit what is provided to ensure 

that: 

a) there is consistency with local language (e.g. for the names used for 

the meetings and roles)  

b) local agreements regarding e.g. quorum arrangements and voting 

arrangements are reflected  

c) there is clarity and no room for ambiguity 

 

We do not expect it to be an explicit legal requirement to include the SO in the 

constitution but do expect a legal requirement to include the procedure to be 

followed for making decisions. The drafting of the model constitution template 

assumes that the procedure will be set out in the SO and that they are appended to 

the constitution. ICBs that choose not to append the SO must include additional 

information in their constitution, beyond that indicated in the model.  

In many cases, the SO are incorporated into the constitution document so this will 

not be required. If the ICB decides to publish the SO as a separate document the 

date from which they are effective should be added and maintained up to date. The 

effective date is the date of approval by NHS England. 

The ICB is subject to the Public Bodies (Admission to Meetings) Act 1960.  

It is good practice for a schedule of meetings to be agreed at the start of the year 

and be supported by a cycle of business which sets out which recurring matters are 

handled at specific meetings throughout the year.  

The ICB should publish the times and places for the meetings. 

The experience of managing COVID-19 has shown that it is possible to convene 

virtual meetings with very short notice. 

Add agreed local arrangement. There may be a deputy appointed or there may be 

provision for the assembled members to appoint a deputy.  

It is good practice for the agenda to be agreed by the Chair in discussion with the 

lead executive director.  

There is no requirement to allow deputies. The ICB can consider whether deputies 

will be allowed, for which roles, whether to permit them to vote or count towards the 

quorum.  

Both ICBs and its board members should understand the accountabilities and 

liabilities associated with the role may not be delegated to a deputy. That means that 

the “can is carried” by the office holder, not the deputy.  

The nature of the unitary board means that there are potential implications for all 

board members when other members delegate to a deputy. 
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Ideally deputies should be named in advance and the deputy role should be included 

in their role description. Eligibility / disqualification should also be confirmed.  

Another option could be to allow the substantive office holder to confirm their 

nomination of a deputy in writing to the chair in advance of the meeting. This 

confirmation should also provide assurance to the chair that the nominated individual 

fulfils the requirements of the role and is not disqualified. Ad-hoc deputy 

arrangements should not normally be permitted. 

If an ICB agrees to allow deputies, the following advice will be helpful: 

• Deputy arrangements must be set out in the standing orders 

• It should be made clear which roles may appoint deputies 

• Members of the board or committee should understand the risks and 

associated liabilities 

• Mechanisms should be in place to ensure that any deputy is 

appropriately experienced, fulfils all requirements for the role and it has 

been confirmed that they are not disqualified 

ICBs will want to use the learning of COVID-19 to describe how individuals may 

attend meetings using technology solutions such as telephone and video 

attendance. Provision may be made for circumstances, where whole meetings may 

take place online. Consideration should be given to whether a minimum number 

should be physically present, under what circumstances virtual attendance will be 

permitted and arrangements for transparency, including the requirement for the 

meeting to be held in public.  

ICBs will want to consider the balance of perspectives required for good decision 

making. This is likely to include a specified number of executive directors, a clinical 

perspective, an independent perspective and partner perspective. 

The SO needs to be unambiguous about who is eligible to vote. Proxy could be 

permitted if the ICB chooses, and in such circumstances the full procedures for proxy 

voting must be specified.  

Not all ICBs will have these. 

ICBs may want to add something about consultation with other Board members. A 

balance will be needed between allowing urgent decisions in exceptional 

circumstances. 
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          Appendix 3 

Integrated Care Board 

Model Constitution Template: Draft V 1.0 

 

Notes 

This template is provided as a starting point for emergent ICBs to develop their 

constitution.  It should be completed with reference to the supporting notes (add link) 

and superscript numbers in red indicate which supporting note should be referred to. 

 

Text in black indicates a legal or policy requirement and should be retained unless 

agreed otherwise with NHS England  

 

Text in green indicates a clause which is optional, or which requires local completion.  

Supporting notes will explain more about what is required and may also provide 

examples that could be suitable 
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 [Insert Name in agreed format]  

Integrated Care Board 

 

CONSTITUTION 

[Insert ICB 

logo] 
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1. Introduction  
1.1 Background/ Foreword1 

 

1.2 Name 

1.2.1 The name of this Integrated Care Board is [insert name2] (“the ICB”). 
 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB3 is [insert appropriate description]4. 

 

1.4 Statutory Framework 

1.4.1 The ICB is established by order made by NHS England under powers in the 

2006 Act.  

 

1.4.2 The ICB is a statutory body with the general function of arranging for the 

provision of services for the purposes of the health service in England and is 

an NHS body for the purposes of the 2006 Act.  

 

1.4.3 The main powers and duties of the ICB to commission certain health services 

are set out in sections 3 and 3A of the 2006 Act. These provisions are 

supplemented by other statutory powers and duties that apply to ICBs, as well 

as by regulations and directions (including, but not limited to, those made 

under the 2006 Act).5  

 

1.4.4 In accordance with section 14Z25(5) of, and paragraph 1 of Schedule 1B to, 

the 2006 Act the ICB must have a constitution, which must comply with the 

requirements set out in that Schedule.  The ICB is required to publish its 

constitution (section 14Z29).  This constitution is published at [Add web 

address] 

 

1.4.5 The ICB must act in a way that is consistent with its statutory functions, both 

powers and duties. Many of these statutory functions are set out in the 2006 

Act but there are also other specific pieces of legislation that apply to ICBs.  

Examples include, but are not limited to, the Equality Act 2010 and the 

Children Acts. Some of the statutory functions that apply to ICBs take the form 

of general statutory duties, which the ICB must comply with when exercising 

its functions. These duties include but are not limited to: 

 

a) Having regard to and acting in a way that promotes the NHS 

Constitution (section 2 of the Health Act 1989 and section 14Z32 of the 

2006 Act); 
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b) Exercising its functions effectively, efficiently and economically (section 

14Z33 of the 2006 Act);  

c) Duties in relation children including safeguarding, promoting welfare etc 

(including the Children Acts 1989 and 2004, and the Children and 

Families Act 2014) 

d) Adult safeguarding and carers (the Care Act 2014) 

e) Equality, including the public-sector equality duty (under the Equality 

Act 2010) and the duty as to health inequalities (section 14Z35); and  

f) Information law, (for instance, data protection laws, such as the EU 

General Data Protection Regulation 2016/679 and Data Protection Act 

2018, and the Freedom of Information Act 2000). 

g) Provisions of the Civil Contingencies Act 2004 

 

1.4.6 The ICB is subject to an annual assessment of its performance by NHS 

England which is also required to publish a report containing a summary of 

the results of its assessment. 

 

1.4.7 The performance assessment will assess how well the ICB has discharged its 

functions during that year and will, in particular, include an assessment of how 

well it has discharged its duties under— 

h) section 14Z34 (improvement in quality of services), 

i) section 14Z35 (reducing inequalities),  

j) section 14Z38 (obtaining appropriate advice), 

k) section 14Z43 (duty to have regard to effect of decisions) 

l) section 14Z44 (public involvement and consultation), 

m) sections 223GB to 223N (financial duties), and 

n) section 116B(1) of the Local Government and Public Involvement in 

Health Act 2007 (duty to have regard to assessments and strategies). 

 

1.4.8 NHS England has powers to obtain information from the ICB (section 14Z58 

of the 2006 Act) and to intervene where it is satisfied that the ICB is failing, or 

has failed, to discharge any of its functions or that there is a significant risk 

that it will fail to do so (section 14Z59). 

 

1.5 Status of this Constitution 

1.5.1 The ICB was established on [date] by [name and reference of establishment 

order], which made provision for its constitution by reference to this document. 

 

1.5.2 Changes to this constitution will not be implemented until, and are only 
effective from, the date of approval by NHS England.   
 

1.6 Variation of this Constitution  

1.6.1 In accordance with paragraph 14 of Schedule 1B to the 2006 Act this 

constitution may be varied in accordance with the procedure set out in this 

paragraph.   The constitution can only be varied in two circumstances: 
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a) where the ICB applies to NHS England in accordance with NHS 

England’s published procedure6 and that application is approved; 

and 

 

b) where NHS England varies the constitution of its own initiative, 

(other than on application by the ICB). 

 

1.6.2 The procedure for proposal and agreement of variations to the constitution is 

as follows:7 

a) Add local procedure (To be determined locally in accordance with 

supporting notes) 

b) Proposed amendments to this constitution will not be implemented 

until an application to NHS England for variation has been 

approved.   

 

1.7 Related Documents 

1.7.1 This Constitution is also supported by a number of documents which provide 

further details on how governance arrangements in the ICB will operate.  

 

1.7.2 The following are appended to the constitution and form part of it for the 

purpose of clause 1.6 and the ICB’s legal duty to have a constitution: 
 

a) Standing orders– which set out the arrangements and procedures to 

be used for meetings and the selection and appointment processes 

for the ICB committees. 

 

1.7.3 The following do not form part of the constitution but are required to be 

published.  

 

a) The Scheme of Reservation and Delegation (SoRD)8– sets out 

those decisions that are reserved to the Board of the ICB and those 

decisions that have been delegated in accordance with the powers of 

the ICB and which must be agreed in accordance with and be 

consistent with the constitution. The SoRD identifies where / who 

functions ad decisions have been delegated to. 

 

b) Functions and Decision map9- a high level structural chart that sets 

out which key decisions are delegated and taken by which part or 

parts of the system.  The Functions and Decision map also includes 

decision making responsibilities that are delegated to the ICB (for 

example, from NHS England). 

 

c) Standing Financial Instructions – which set out the arrangements 

for managing the ICB’s financial affairs.  
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d) The ICS Governance Handbook10– which includes: 

• Terms of reference for all committees and sub-committees of the 

Board that exercise ICB functions11. 

• Delegation arrangements12 for all instances where ICB functions 

are delegated, in accordance with section 65Z5 of the 2006 Act, 

to another ICB, NHS England, an NHS trust, NHS foundation 

trust, local authority, combined authority or any other prescribed 

body; or to a joint committee of the ICB and one or those 

organisations in accordance with section 65Z6 of the 2006 Act. 

• Terms of reference of any joint committee of the ICB and another 

ICB, NHS England, an NHS trust, NHS foundation trust, local 

authority, combined authority or any other prescribed body; or to a 

joint committee of the ICB and one or those organisations in 

accordance with section 65Z6 of the 2006 Act. 

• [Add other key contents]. 

 

e) Key policy documents13 - including: 

• Standards of Business Conduct Policy 

• Conflicts of interest policy and procedures 

• Policy for public involvement and engagement 
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2 Composition of The Board of the ICB 

2.1.1 This part of the constitution describes the membership of the Integrated Care 

Board. Further information about the criteria for the roles and how they are 

appointed is in section xxx. 

 

2.1.2 Further information about the individuals who fulfil these roles can be found 

on our website [add link].14 

 

2.1.3 In accordance with paragraph 3 of Schedule 1B to the 2006 Act, the 

membership of the ICB (referred to in this constitution as “the Board” and 
members of the ICB are referred to as “Board Members”) consists of: 
a) a Chair 

b) a Chief Executive  

c) at least three Ordinary members. 

 

2.1.4 The Ordinary15 Members include at least three members who will bringing 

knowledge and a perspective from their sectors.  These members (known as 

Partner Members) are identified and appointed in accordance with the 

procedures set out in Section 3 below: 

• NHS trusts and foundation trusts who provide services within the 

ICB’s area and are of a prescribed description 

• the primary medical services (general practice) providers within the 

area of the ICB and are or a prescribed description 

• the local authorities whose area coincides with or includes the whole 

or any part of the ICB’s area. 
While the Partner Members will bring knowledge and experience from their 

sector and will contribute the perspective of their sector to the decisions of 

the board, they are not to act as delegates of those sectors.  

2.1.5 The ICB has [3]16 Partner Members. 

 

2.1.6 As per NHS England Policy17, the ICB has appointed the following additional 

Ordinary Members: 

a) three executive members, namely: 

• Director of Finance 

• Medical Director 

• Director of Nursing 

b) Two18 independent non-executive members. 

 

2.1.7 The ICB has also appointed the following further Ordinary Members: to the 

Board19 

a) List locally agreed additional members 

 

2.2 Regular Participants and Observers at Board Meetings20 
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2.2.1 The Board may invite specified individuals to be Participants or Observers at 

its meetings in order to inform its decision-making and the discharge of its 

functions as it sees fit. 

 

2.2.2 Participants21 will receive advanced copies of the notice, agenda and papers 
for Board meetings. They may be invited to attend any or all of the Board 
meetings, or part(s) of a meeting by the Chair.  Any such person may be 
invited, at the discretion of the Chair to ask questions and address the 
meeting but may not vote. 
a) [list invited participants]22 

 
2.2.3 Observers23 will receive advanced copies of the notice, agenda and papers 

for Board meetings. They may be invited to attend any or all of the Board 

meetings, or part(s) of a meeting by the Chair. Any such person may not 

address the meeting and may not vote. 

a) List invited observers] 
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3 Appointments Process for the Board 

3.1 Eligibility Criteria for Board Membership: 

3.1.1 Each member of the ICB must: 

a) Comply with the criteria of the “fit and proper person test”24 

b) Be willing to uphold the Seven Principles of Public Life (known as 

the Nolan Principles) 

c) Fulfil the requirements relating to relevant experience, knowledge, 

skills and attributes set out in a role specification. 

 

3.2 Disqualification Criteria for Board Membership25 

3.2.1 A Member of Parliament, or member of the London Assembly. 

 

3.2.2 A member of a local authority in England and Wales or of an equivalent body 

in Scotland or Northern Ireland. 

  

3.2.3 A person who, within the period of five years immediately preceding the date 

of the proposed appointment, has been convicted— 

a) in the United Kingdom of any offence, or   

b) outside the United Kingdom of an offence which, if committed in any 

part of the United Kingdom, would constitute a criminal offence in 

that part, and, in either case, the final outcome of the proceedings 

was a sentence of imprisonment (whether suspended or not) for a 

period of not less than three months without the option of a fine. 

 

3.2.4 A person who is subject to a bankruptcy restrictions order or an interim 

bankruptcy restrictions order under Schedule 4A to the Insolvency Act 1986, 

sections 56A to 56K of the Bankruptcy (Scotland) Act 1985 or Schedule 2A to 

the Insolvency (Northern Ireland) Orde 1989 (which relate to bankruptcy 

restrictions orders and undertakings). 

 

3.2.5 A person who, has been dismissed within the period of five years immediately 

preceding the date of the proposed appointment, otherwise than because of 

redundancy, from paid employment by any Health Service Body. 

 

3.2.6 A person whose term of appointment as the chair, a member, a director or a 

governor of a health service body, has been terminated on the grounds: 

a) that it was not in the interests of, or conducive to the good 

management of, the health service body or of the health service that 

the person should continue to hold that office 

b) that the person failed, without reasonable cause, to attend any 

meeting of that health service body for three successive meetings, 

c) that the person failed to declare a pecuniary interest or withdraw 

from consideration of any matter in respect of which that person had 

a pecuniary interest, or 
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d) of misbehaviour, misconduct or failure to carry out the person’s 
duties; 

 

3.2.7 A health care professional (within the meaning of section 14N of the 2006 Act) 

or other professional person who has at any time been subject to an 

investigation or proceedings, by any body which regulates or licenses the 

profession concerned (“the regulatory body”), in connection with the person’s 
fitness to practise or any alleged fraud, the final outcome of which was—  

a) the person’s suspension from a register held by the regulatory body, 
where that suspension has not been terminated 

b) the person’s erasure from such a register, where the person has not 

been restored to the register 

c) a decision by the regulatory body which had the effect of preventing 

the person from practising the profession in question, where that 

decision has not been superseded, or 

d) a decision by the regulatory body which had the effect of imposing 

conditions on the person’s practice of the profession in question, 
where those conditions have not been lifted. 

 

3.2.8 A person who is subject to— 

a) a disqualification order or disqualification undertaking under the 

Company Directors Disqualification Act 1986 or the Company 

Directors Disqualification (Northern Ireland) Order 2002, or 

b) an order made under section 429(2) of the Insolvency Act 1986 

(disabilities on revocation of administration order against an 

individual). 

 

3.2.9 A person who has at any time been removed from the office of charity trustee 

or trustee for a charity by an order made by the Charity Commissioners for 

England and Wales, the Charity Commission, the Charity Commission for 

Northern Ireland or the High Court, on the grounds of misconduct or 

mismanagement in the administration of the charity for which the person was 

responsible, to which the person was privy, or which the person by their 

conduct contributed to or facilitated. 

 

3.2.10 A person who has at any time been removed, or is suspended, from the 

management or control of any body under— 

a) section 7 of the Law Reform (Miscellaneous Provisions) (Scotland) 

Act 1990(f) (powers of the Court of Session to deal with the 

management of charities), or 

b) section 34(5) or of the Charities and Trustee Investment (Scotland) 

Act 2005 (powers of the Court of Session to deal with the 

management of charities). 

 

3.3 Chair26 
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3.3.1 The ICB Chair27 is to be appointed by NHS England, with the approval of the 

Secretary of State. 

 

3.3.2 In addition to criteria specified at 3.1, this member must fulfil the following 

additional eligibility criteria 

a) The Chair will be independent. 

b) Add any local criteria 

 

3.3.3 In addition to criteria specified in 3.2, individuals will not be eligible if: 

a) They hold a role in another health and care organisation within the 

ICB area.  

b) Any of the disqualification criteria set out in 3.2 apply 

c) Xxx 

 

3.3.4 The term of office for the Chair will be X years and the total number of terms a 

Chair may serve is X28 terms.  

 

3.4 Chief Executive 

3.4.1 The Chief Executive will be appointed by the Chair of the ICB in accordance 

with any guidance issued by NHS England.29 

 

3.4.2 The appointment will be subject to approval of NHS England in accordance 

with any procedure published by NHS England30 

 

3.4.3 The Chief executive must fulfil the following additional eligibility criteria  

a) Be an employee of the ICB or a person seconded to the ICB who is 

employed in the civil service of the State or by a body referred to in 

paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Specify any further local criteria31 

 

3.4.4 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Subject to clause 3.4.3(a), they hold any other employment or 

executive role  

c) Specify any further local exclusions 

 

3.5 Partner Member(s) - NHS Trusts and Foundation Trusts [add which32 
NHS Trusts and FTs provide services within the ICB area] 

3.5.1 This Partner Member description to be inserted in accordance with the 

regulations33: 

a) [list trusts] 

 

3.5.2 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an Executive Director of one of the NHS Trusts or FTs within the 

ICB’s area34 
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b) Specify any other criteria as may be set out in any NHS England 

guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.5.3 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) add any exclusion criteria set out in NHS E guidance 

c) Add any locally determined exclusion criteria  

 

3.5.4 This member will be appointed by35 [x] subject to the approval of the Chair 

 

3.5.5 The appointment process will be as follows36: 

a) [for local determination and must include both nomination and 

selection elements] 

 

3.5.6 The term of office37 for this Partner Member will be X years and the total 

number of terms they may serve is X terms.  

 

3.6 Partner Member(s) - Providers of Primary Medical Services.  

3.6.1 This Partner Member is description to be inserted in accordance with the 

regulations].   

 

3.6.2 This member must fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Specify any other criteria set out by NHS England’s guidance 

b) Specify any other criteria agreed locally by the ICB38 

 

3.6.3 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Add any criteria set out in NHS E guidance 

c) Add any locally determined criteria 

 

3.6.4 This member will be appointed by39 [x] subject to the approval of the Chair 

 

3.6.5 The appointment process will be as follows40: 

a) [[for local determination and must include both nomination and 

selection elements] 

 

 

3.6.6 The term of office41 for this Partner Member will be x years and the total 

number of terms they may service is X terms.  

3.7 Partner Member(s) - local authorities   

3.7.1 This Partner Member description to be inserted in accordance with the 

regulations from the local authorities whose areas coincide with, or include the 

whole or any part of, the ICB’s area.  Those local authorities are: 
a) [insert list of those LAs] 
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3.7.2 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be the Chief Executive or relevant Executive level role of one of the 

bodies listed at 3.7.1   

b) Specify any other criteria set out by NHS England’s guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.7.3 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) [Add any locally determined criteria  

c) and any criteria set out in NHS E guidance] 

 

3.7.4 This member will be appointed by42 [x] subject to the approval of the Chair 

 

3.7.5 The appointment process will be as follows43: 

a) [for local determination and must include both nomination and 

selection elements] 

 

3.7.6 The term of office44 for this Partner Member will be x years and the total 

number of terms they may service is X terms. 

3.8 Medical Director45 

3.8.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee of the ICB46 or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Medical Practitioner 

c) Specify any other criteria set out by NHS England’s guidance 

d) Specify any other criteria agreed locally by the ICB 

 

3.8.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Add any locally determined criteria  

c) and any criteria set out in NHS E guidance 

 

3.8.3 This member will be appointed by47 [x] subject to the approval of the Chair. 

 

3.9 Director of Nursing48 

3.9.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee49 of the ICB or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Be a registered Nurse or Midwife 
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c) Specify any other criteria set out by NHS England’s guidance 

d) Specify any other criteria agreed locally by the ICB 

 

3.9.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) Add any locally determined criteria  

c) and any criteria set out in NHS E guidance 

 

3.9.3 This member will be appointed by50 [x] subject to the approval of the Chair. 

 

3.10 Director of Finance51 

3.10.1 This member will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Be an employee of the ICB52 or a person seconded to the ICB who 

is employed in the civil service of the State or by a body referred to 

in paragraph 18(4)(b) of Schedule 1B to the 2006 Act 

b) Specify any other criteria set out by NHS England’s guidance 

c) Specify any other criteria agreed locally by the ICB 

 

3.10.2 Individuals will not be eligible if: 

a) Any of the disqualification criteria set out in 3.2 apply 

b) [Add any locally determined criteria  

c) and any criteria set out in NHS E guidance] 

 

3.10.3 This member will be appointed by53 [x] subject to the approval of the Chair 

 

3.11 [Two54 ] Independent Non-Executive Members55 

3.11.1 The ICB will appoint [Add number] independent Non-Executive Members 

 

3.11.2 These members will be appointed by56 [x] subject to the approval of the Chair. 

 

3.11.3 These members will fulfil the eligibility criteria set out at 3.1 and also the   

following additional eligibility criteria  

a) Not be employee of the ICB or a person seconded to the ICB 

b) Not hold a role in another health and care organisation in the ICS 

area 

c) One shall have specific knowledge, skills and experience that 

makes them suitable for appointment to the Chair of the Audit 

Committee 

d) Another should have specific knowledge, skills and experience that 

makes them suitable for appointment to the Chair of the 

Remuneration Committee 

e) Specify any other criteria set out by NHS England’s guidance 

f) Specify any other criteria agreed locally by the ICB57 
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3.11.4 Individuals will not be eligible if 

a) Any of the disqualification criteria set out in 3.2 apply 

b) They hold a role in another health and care organisation within the 

ICB area  

c) add any locally determined criteria  

d) and any criteria set out in NHS E guidance 

 

3.11.5 The term of office for an independent non-executive member will be x years 

and the total number of terms an individual may serve is X58 terms. after 

which they will no longer be eligible for re-appointment. 

 

3.11.6 Initial appointments may be for a shorter period59 in order to avoid all non-

executive members retiring at once. Thereafter, new appointees will ordinarily 

retire on the date that the individual they replaced was due to retire in order to 

provide continuity. 

 

3.11.7 Subject to60 [e.g. satisfactory appraisal] the Chair may approve the re-

appointment of an independent non-executive member up to the maximum 

number of terms permitted for their role. 

 

3.12 Other Board Members61 

Local completion of all details for any/ all other members is required. 

 

3.13 Board Members: Removal from Office.  

3.13.1 Arrangements for the removal from office of Board members is subject to the 

term of appointment, and application of the relevant ICB policies and 

procedures. 

 

3.13.2 With the exception of the Chair Board, members shall be removed from office 

if any of the following occurs:  

3.13.3 :  

a) If they no longer fulfil the requirements of their role or become ineligible 

for their role as set out in this constitution, regulations or guidance 

b) Add further local criteria62 

 

3.13.4 Members may be suspended pending the outcome of an investigation into 

whether any of the matters in 3.13.3 apply. 

 

3.13.5 Executive Directors (including the Chief Executive) will cease to be Board 

members if their employment in their specified role ceases, regardless of the 

reason for termination of the employment. 

 

3.13.6 The Chair of the ICB may be removed by NHS England, subject to the 

approval of the Secretary of State.  
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3.13.7 If NHS England is satisfied that the ICB is failing or has failed to discharge 

any of its functions or that there is a significant risk that the ICB will fail to do 

so, it may: 

 

3.13.7.1 terminate the appointment of the ICB’s chief executive; and  
 

3.13.7.2 direct the chair of the ICB as to which individual to appoint as a 

replacement and on what terms. 

  

 

3.14 Terms of Appointment of Board Members  
3.14.1 With the exception of the Chair, Non-executive members and Chief executive, 

arrangements for remuneration63 and any allowances will be agreed by the 

Remuneration Committee in line with the ICB remuneration policy and any 

other relevant policies published [say where] and any guidance issued by 

NHS England or other relevant body. Remuneration for Chairs, Non 

Executives and chief executives will be set by NHS England. 

 

3.14.2 Other terms of appointment will be determined by the Remuneration 

Committee. 

 

3.14.3 Terms of appointment of the Chair will be determined by NHS England.  
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4 Arrangements for the Exercise of our Functions. 
4.1 Good Governance 

4.1.1 The ICB will, at all times, observe generally accepted principles of good 

governance.  This includes the Nolan Principles of Public Life and any 

governance guidance issued by NHS England. 

 

4.1.2 The ICB has agreed a code of conduct and behaviours64 which sets out the 

expected behaviours that members of the board and its committees will 

uphold whilst undertaking ICB business.  It also includes a set of principles 

that will guide decision making in the ICB.  The ICB code of conduct and 

behaviours is published in the Governance Handbook. 

4.2 General 

4.2.1 The ICB will: 

a) comply with all relevant laws including but not limited to the 2006 Act 

and the duties prescribed within it and any relevant regulations; 

b) comply with directions issued by the Secretary of State for Health and 

Social Care 

c) comply with directions issued by NHS England;  

d) have regard to statutory guidance including that issued by NHS 

England; and 

e) take account, as appropriate, of other documents, advice and 

guidance issued by relevant authorities, including that issued by NHS 

England.  

f) respond to reports and recommendations made by local Healthwatch 

organisations within the ICB area 

 

4.2.2 The ICB will develop and implement the necessary systems and processes to 

comply with (a)-(e) above, documenting them as necessary in this 

constitution, its governance handbook and other relevant policies and 

procedures as appropriate. 

4.3 Authority to Act 

4.3.1 The ICB is accountable for exercising its statutory functions and may grant 

authority to act on its behalf to:  

a) any of its members or employees 

b) a committee or sub-committee of the ICB 

 

4.3.2 Under section 65Z5 of the 2006 Act, the ICB may arrange with another ICB, 

an NHS trust, NHS foundation trust, NHS England, a local authority, 

combined authority or any other body prescribed in Regulations, for the ICB’s 
functions to be exercised by or jointly with that other body or for the functions 

of that other body to be exercised by or jointly with the ICB. Where the ICB 

and other body enters such arrangements, they may also arrange for the 

functions in question to be exercised by a joint committee of theirs and/or for 

the establishment of a pooled fund to fund those functions (section 65Z6).  In 
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addition, under section 75 of the 2006 Act, the ICB may enter partnership 

arrangements with a local authority under which the local authority exercises 

specified ICB functions or the ICB exercises specified local authority 

functions, or the ICB and local authority establish a pooled fund. 

 

4.3.3 Where arrangements are made under section 65Z5 or section 75 of the 2006 

Act the board must authorise the arrangement, which must be described as 

appropriate in the SoRD. 

 

4.4 Scheme of Reservation and Delegation 

4.4.1 The ICB has agreed a scheme of reservation and delegation (SoRD) 

which is published in full [add where] 

 

4.4.2 Only the Board may agree the SoRD and amendments to the SoRD may 

only be approved by the Board 

  

4.4.3 The SoRD sets out: 

 

a) those functions that are reserved to the board; 

b) those functions that have been delegated to an individual or to 

committees and sub committees; 

c) those functions delegated to another body or to be exercised jointly 

with another body, under section 65Z5 and 65Z6 of the 2006 Act  

 

4.4.4 The ICB remains accountable for all of its functions, including those that it 

has delegated. All those with delegated authority are accountable to the 

Board for the exercise of their delegated functions.  

4.5 Functions and Decision Map  

4.5.1 The ICB has prepared a Functions and Decision Map which sets out at a 

high level its key functions and how it exercises them in accordance with 

the SoRD. 

 

4.5.2 The Functions and Decision Map is published [add web address] 

 

4.5.3 The map includes: 

a) Key functions reserved to the Board of the ICB 

b) Commissioning functions delegated to committees and individuals. 

c) Commissioning functions delegated under section 65Z5 and 65Z6 

of the 2006 Act to be exercised by, or with, another ICB, an NHS 

trust, NHS foundation trust, local authority, combined authority or 

any other prescribed body;  

d) functions delegated to the ICB (for example, from NHS England). 

 

4.6 Committees and Sub-Committees65 
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4.6.1 The ICB may appoint committees and arrange for its functions to be exercised 

by such committees.  Each committee may appoint sub-committees and 

arrange for the functions exercisable by the committee to be exercised by 

those sub-committees. 

 

4.6.2 All committees and sub-committees are listed in the SoRD. 

 

4.6.3 Each committee and sub-committee established by the ICB operates under 

terms of reference and membership agreed by the Board66.  All terms of 

reference are published in the Governance Handbook.  

 

4.6.4 The Board remains accountable for all functions, including those that it has 

delegated to committees and subcommittees and therefore, appropriate 

reporting and assurance arrangements are in place and documented in terms 

of reference. All committees and sub committees that fulfil delegated functions 

of the ICB, will be required to: 

a) Add Local arrangements for assurance67   

 

4.6.5 Any committee or sub-committee established in accordance with clause 4.6 

may consist of, or include, persons who are not ICB Members or employees.  

 

4.6.6 All members of committees and sub-committees are required to act in 

accordance with this constitution, including the standing orders as well at the 

SFIs and any other relevant ICB policy. 

 

4.6.7 The following committees will be maintained:  

 

a) Audit Committee68: This committee is accountable to the Board 

and provides an independent and objective view of the ICB’s 
compliance with its statutory responsibilities. The committee is 

responsible for arranging appropriate internal and external audit.  

The Audit Committee will be chaired by an independent non-

executive member (other than the Chair of the ICB) who has the 

qualifications, expertise or experience to enable them to express 

credible opinions on finance and audit matters. 

 

b) Remuneration Committee69: This committee is accountable to the 

Board for matters relating to remuneration, fees and other 

allowances (including pension schemes) for employees and other 

individuals who provide services to the ICB.  

The Remuneration Committee will be chaired by an independent 

non-executive member other than the Chair or the Chair of Audit 

Committee.   

4.6.8 The terms of reference for each of the above committees are published in the 

governance handbook70. 
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4.6.9 The Board has also established a number of other committees to assist it with 

the discharge of its functions. These committees are set out in the SoRD and 

further information about these committees, including terms of reference, are 

published71 in the Governance Handbook. 

 

4.7 Delegations made under section 65Z5 of the 2006 Act  

4.7.1 As per 4.3.2 The ICB may arrange for any functions exercisable by it to be 

exercised by or jointly with any one or more other relevant bodies (another 

ICB, NHS England, an NHS trust, NHS foundation trust, local authority, 

combined authority or any other prescribed body). 

 

4.7.2 All delegations made under these arrangements are set out in the ICB 

Scheme of Reservation and Delegation and included in the Functions and 

Decision Map. 

 

4.7.3 Each delegation made under section 65Z5 of the Act will be set out in a 

delegation arrangement which sets out the terms of the delegation72. This 

may, for joint arrangements, include establishing and maintaining a pooled 

fund.  The power to approve delegation arrangements made under this 

provision will be reserved to the Board.  

 

4.7.4 The Board remains accountable for all the ICB’s functions, including those 
that it has delegated and therefore, appropriate reporting and assurance 

mechanisms are in place as part of agreeing terms of a delegation and these 

are detailed in the delegation arrangements, summaries of which will be 

published [specify where- probably the governance handbook]  

 

4.7.5 In addition to any formal joint working mechanisms, the ICB may enter into 

strategic or other transformation discussions with its partner organisations on 

an informal basis.   
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5 Procedures for Making Decisions73 

5.1 Standing Orders 

5.1.1 The ICB has agreed a set of standing orders which describe the 

processes that are employed to undertake its business.  They include 

procedures for: 

• conducting the business of the ICB 

• the procedures to be followed during meetings; and 

• the process to delegate functions. 

 

5.1.2 The Standing Orders apply to all committees and sub-committees of the 

ICB unless specified otherwise in terms of reference which have been 

agreed by the Board.  

 

5.1.3 A full copy of the Standing Orders74 is included in Appendix 2 and form 

part of this constitution. 

 

5.2 Standing Financial Instructions (SFIs) 

5.2.1 The ICB has agreed a set of SFIs which include the delegated limits of 

financial authority set out in the SoRD. 

 

5.2.2 A copy of the SFIs published specify where 
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6 Arrangements for Conflict of Interest Management 
and Standards of Business Conduct  

6.1 Conflicts of Interest75 

[DN: subject to change in line with NHS England guidance76] 

6.1.1 As required by section 14Z30 of the 2006 Act, the ICB has made 

arrangements to manage any actual and potential conflicts of interest to 

ensure that decisions made by the ICB will be taken and seen to be taken 

without being unduly influenced by external or private interest and do not, 

(and do not risk appearing to) affect the integrity of the ICB’s decision-making 

processes.  

 

6.1.2 The ICB has agreed policies and procedures for the identification and 

management of conflicts of interest which are published on the website77 

 

6.1.3 All Board, committee and sub-committee members, and employees of the 

ICB, will comply with the ICB policy on conflicts of interest in line with their 

terms of office and/ or employment.  This will include but not be limited to 

declaring all interests on a register that will be maintained by the ICB.  

 

6.1.4 All delegation arrangements made by the ICB under Section 65Z5 of the 2006 

Act will include a requirement for transparent identification and management 

of interests and any potential conflicts in accordance with suitable policies and 

procedures comparable with those of the ICB. 

 

6.1.5 Where an individual, including any individual directly involved with the 

business or decision-making of the ICB and not otherwise covered by one of 

the categories above, has an interest, or becomes aware of an interest which 

could lead to a conflict of interests in the event of the ICB considering an 

action or decision in relation to that interest, that must be considered as a 

potential conflict, and is subject to the provisions of this Constitution, the 

Conflicts of interest Policy and the Standards of Business Conduct Policy78. 

 

6.1.6 The ICB has appointed the Audit Chair [edit accordingly] to be the Conflicts of 

Interest Guardian79. In collaboration with the ICB’s governance lead, their role 

is to: 

a) Act as a conduit for members of the public and members of the 

partnership who have any concerns with regards to conflicts of 

interest; 

b) Be a safe point of contact for employees or workers to raise any 

concerns in relation to conflicts of interest; 

c) Support the rigorous application of conflict of interest principles and 

policies; 
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d) Provide independent advice and judgment to staff and members 

where there is any doubt about how to apply conflicts of interest 

policies and principles in an individual situation; 

e) Provide advice on minimising the risks of conflicts of interest. 

6.2 Principles80 

6.2.1 In discharging our functions the ICB will abide by the following principles: 

a) Xxx 

b) xxx 

6.3 Declaring and Registering Interests 

6.3.1 The ICB maintains registers81 of the interests of: 

a) Members of the ICB 

b) Members of the Board’s committees and sub-committees  

c) Its employees  

 

6.3.2 In accordance with section 14Z30(2) of the 2006 Act registers of interest are 

published on the ICB website /add where82. 

 

6.3.3 All relevant persons as per 6.1.3 and 6.1.5 must declare any conflict or 

potential conflict of interest relating to decisions to be made in the exercise of 

the ICB’s commissioning functions. 
 

6.3.4 Declarations should be made as soon as reasonably practicable after the 

person becomes aware of the conflict or potential conflict and in any event 

within 28 days.  This could include interests an individual is pursuing. Interests 

will also be declared on appointment and during relevant discussion in 

meetings. 

 

6.3.5 All declarations will be entered in the registers as per 6.3.1 

 

6.3.6 The ICB will ensure that, as a matter of course, declarations of interest are 

made and confirmed, or updated at least annually.  

 

6.3.7 Interests83 (including gifts and hospitality) of decision-making staff will remain 

on the public register for a minimum of six months.  In addition, the ICB will 

retain a record of historic interests and offers/receipt of gifts and hospitality for 

a minimum of six years after the date on which it expired.  The ICB’s 
published register of interests states that historic interests are retained by the 

ICB for the specified timeframe and details of whom to contact to submit a 

request for this information. 

 

6.3.8 Activities funded in whole or in part by third parties who may have an interest 

in ICB business such as sponsored events, posts and research will be 

managed in accordance with the ICB policy to ensure transparency and that 

any potential for conflicts of interest are well-managed. 

6.4 Standards of Business Conduct  
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6.4.1 Board members, employees, committee and sub-committee members of the 

ICB will at all times comply with this Constitution and be aware of their 

responsibilities as outlined in it.  They should: 

a) act in good faith and in the interests of the ICB; 

 

b) follow the Seven Principles of Public Life; set out by the Committee 

on Standards in Public Life (the Nolan Principles);  

 

c) comply with the ICB Standards of Business Conduct Policy, and 

any requirements set out in the policy for managing conflicts of 

interest. 

 

6.4.2 Individuals contracted to work on behalf of the ICB or otherwise providing 

services or facilities to the ICB will be made aware of their obligation to 

declare conflicts or potential conflicts of interest.  This requirement will be 

written into their contract for services and is also outlined in the ICB’s 
Standards of Business Conduct policy.    
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7 Arrangements for ensuring Accountability and 
Transparency  

7.1.1 The ICB will demonstrate its accountability to local people, stakeholders and 

NHS England in a number of ways, including by upholding the requirement for 

transparency in accordance with paragraph 11(2) of Schedule 1B to the 2006 

Act.  

7.2 Principles84 

7.2.1 Add local principles 

7.3 Meetings and publications 

7.3.1 Board and committee meetings will be held in public except where a 

resolution is agreed to exclude the public on the grounds that it is believed to 

not be in the public interest.  

 

7.3.2 Papers and minutes of all meetings held in public will be published. 

 

7.3.3 Annual accounts will be externally audited and published. 

 

7.3.4 A clear complaints process will be published.  

 

7.3.5 The ICB will comply with the Freedom of Information Act 2000 and with the 

Information Commissioner Office requirements regarding the publication of 

information relating to the ICB. 

 

7.3.6 information will be provided to NHS England as required. 

 

7.3.7 The constitution and governance handbook will be published as well as other 

key documents including but not limited to:  

• Conflicts of interest policy and procedures 

• Registers of interests85 

• Key policies 

• add further documents. 

 

7.3.8 The ICB will publish, with our partner NHS trusts and NHS foundation trusts, a 

plan at the start of each financial year that sets out how the ICB proposes to 

exercise its functions during the next five years.  The plan will explain how the 

ICB proposes to discharge its duties under: 

• section 14Z34 (improvement in quality of services), 

• section 14Z35 (reducing inequalities), 

• section 14Z43 (have regard to effect of decisions) 

• section 14Z44 (public involvement and consultation), and 

• sections 223H and 223J (financial duties). 

And  
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a) proposed steps to implement the XXX joint local health and 

wellbeing strategy(s)86 

7.4 Scrutiny and Decision Making 

7.4.1 At least three independent non-executive members will be appointed to the 

board including the Chair; and all of the board and committee members will 

comply with the Nolan Principles of Public Life and meet the criteria described 

in the Fit and Proper Person Test. 

 

7.4.2 Healthcare services will be arranged in a transparent way, and decisions 

around who provides services will be made in the best interests of patients, 

taxpayers and the population, in line with the rules set out in the NHS Provider 

Selection Regime. 

 

7.4.3 The ICB will comply with the requirements of the NHS Provider Selection 

Regime including: 

a) Add local arrangements to describe87. 

 

7.4.4 The ICB will comply with local authority health overview and scrutiny 

requirements. 

 

7.5 Annual Report 

7.5.1 The ICB will publish an annual report in accordance with any guidance 

published by NHS England and which sets out how it has discharged its 

functions and fulfilled its duties in the previous financial year and in particular 

how it has discharged its duties under sections  

a) 14Z34 (improvement in quality of services), 

b) 14Z35 (reducing inequalities),  

c) 14z43 (have regard to the effect of decisions) 

d) 14Z44 (public involvement and consultation), and 

 

7.5.2 The annual report will also review the extent to which the ICB has exercised 

its functions in accordance with the plans published under section 

a) 14Z50 (Integrated Care System plan), and 

b) 14Z54 (capital resource use plan), and 

 

7.5.3 Review any steps the board has taken to implement any joint health and 

wellbeing strategy to which it was required to have regard under section 

116B(1) of the Local Government and Public Involvement in Health Act 2007. 

 

 

8 Arrangements for Determining the Terms and 
Conditions of Employees. 
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8.1.1 The ICB may appoint employees, pay them remuneration and allowances as 

it determines and appoint staff on such terms and conditions as it determines. 

 

8.1.2 The Board has established a Remuneration Committee88 which is chaired by 

a Non-Executive member other than the Chair or Audit Chair. 

 

8.1.3 The membership of the Remuneration Committee is determined by the Board.  

No employees may be a member of the Remuneration Committee but the 

Board ensures that the Remuneration Committee has access to appropriate 

advice by: 

a) Add local arrangements e.g. HR advisers being in attendance or 

appointment of independent HR advice to the Rem com.   

 

8.1.4 The Board may appoint independent members or advisers to the 

Remuneration Committee are not members of the board. 

8.1.5 The main purpose of the Remuneration Committee is to exercise the functions 

of the ICB relating to paragraphs 17 to 19 of Schedule 1B to the 2006 Act. 

The terms of reference agreed by the board are published say where 

8.1.6 The duties of the Remuneration Committee include89: 

a) Add local points 

 

8.1.7 The ICB may make arrangements for a person to be seconded to serve as a 

member of the ICB’s staff. 
9 Arrangements for Public Involvement  
9.1.1 In line with section 14Z44(2) of the 2006 Act the ICB has made arrangements 

to secure that individuals to whom services which are, or are to be, provided 

pursuant to arrangements made by the ICB in the exercise of its functions, 

and their carers and representatives, are involved (whether by being 

consulted or provided with information or in other ways) in:  
a) the planning of the commissioning arrangements by the Integrated 

Care Board 

b) the development and consideration of proposals by the ICB 

c) for changes in the commissioning arrangements where the 

implementation of the proposals would have an impact on the 

manner in which the services are delivered to the individuals (at 

the point when the service is received by them), or the range of 

health services available to them, and 
d) decisions of the ICB affecting the operation of the commissioning 

arrangements where the implementation of the decisions would (if 
made) have such an impact. 

9.1.2 In line with section 14Z52 of the 2006 Act the ICB has made the following 

arrangements to consult its population on its system plan: 

a) Add local arrangements 

 

9.1.3 The ICB has adopted the ten principles set out by NHS England for working 

with people and communities90.  
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a) Put the voices of people and communities at the centre of decision-

making and governance, at every level of the ICS. 

b) Start engagement early when developing plans and feed back to 
people and communities how it has influenced activities and 
decisions. 

c) Understand your community’s needs, experience and aspirations 
for health and care, using engagement to find out if change is 
working. 

d) Build relationships with excluded groups – especially those affected 
by inequalities. 

e) Work with Healthwatch and the voluntary, community and social 
enterprise sector as key partners. 

f) Provide clear and accessible public information about vision, plans 
and progress to build understanding and trust. 

g) Use community development approaches that empower people and 
communities, making connections to social action. 

h) Use co-production, insight and engagement to achieve accountable 
health and care services. 

i) Co-produce and redesign services and tackle system priorities in 
partnership with people and communities. 

j) Learn from what works and build on the assets of all partners in the 
ICS – networks, relationships, activity in local places. 

 

9.1.4 In addition the ICB has agreed the following:91  

 

9.1.5 These principles will be used when developing and maintaining arrangements 

for engaging with people and communities. 

 

9.1.6 These arrangements, include92: 

a) ICB to specify other local arrangements93 
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Appendix 1: Definitions of Terms Used in This Constitution 

 

2006 Act National Health Service Act 2006, as amended by the 

Health and Social Care Act 2012 and the Health and Care 

Act 2022 

ICB Board Members of the ICB 

Area The geographical area that the ICB has responsibility for, 
as defined in part 2 of this constitution 

Committee A committee created and appointed by the ICB Board.  

Sub-Committee A committee created and appointed by and reporting to a 
committee. 

Integrated Care 

Partnership 

The joint committee for the ICB’s area established by the 
ICB and each responsible local authority whose area 
coincides with or falls wholly or partly within the ICB’s 
area.  

Place-Based 

Partnership 

Place-based partnerships are collaborative arrangements 
responsible for arranging and delivering health and care 
services in a locality or community. They involve the 
Integrated Care Board, local government and providers of 
health and care services, including the voluntary, 
community and social enterprise sector, people and 
communities, as well as primary care provider leadership, 
represented by Primary Care Network clinical directors or 
other relevant primary care leaders. 

Ordinary Member The Board of the ICB will have a Chair and a Chief 

Executive plus other members.  All other members of the 

Board are referred to as Ordinary Members.  

Health Service 

Body 

Health service body as defined by section 9(4) of the NHS 

Act 2006 or (b) NHS Foundation Trusts. 

 ICBs should add local definitions as required and should 

always include any local terms that refer to legally 

prescribed roles or functions. 
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Appendix 2: Standing Orders 

1.  Introduction94 

1.1. These Standing Orders have been drawn up to regulate the proceedings of 

XXX Integrated Care Board so that the ICB can fulfil its obligations as set out 

largely in the 2006 Act (as amended). They form part of the ICB’s 
Constitution95. 

2. Amendment and review 

2.1. The Standing Orders are effective from xx 96 

 

2.2. Standing Orders will be reviewed on an annual basis or sooner if required.  

 

2.3. Amendments to these Standing Orders will be made as per [refer to the 

clause number in the constitution for making amendments]. 

 

2.4. All changes to these Standing Orders will require an application to NHS 

England for variation to the ICB constitution and will not be implemented until 

the constitution has been approved. 

3. Interpretation, application and compliance 

3.1. Except as otherwise provided, words and expressions used in these Standing 

Orders shall have the same meaning as those in the main body of the ICB 

Constitution and as per the definitions in Appendix 1. 

 

3.2. These standing orders apply to all meetings of the Board, including its 

committees and sub-committees unless otherwise stated. All references to 

Board are inclusive of committees and sub-committees unless otherwise 

stated.  

 

3.3. All members of the Board, members of committees and sub-committees and 

all employees, should be aware of the Standing Orders and comply with 

them. Failure to comply may be regarded as a disciplinary matter. 

 

3.4. In the case of conflicting interpretation of the Standing Orders, the Chair, 

supported with advice from [add title for senior governance adviser,] will 

provide a settled view which shall be final.   

 

3.5. All members of the Board, its committees and sub-committees and all 

employees have a duty to disclose any non-compliance with these Standing 

Orders to the Chief Executive as soon as possible. 

 

3.6. If, for any reason, these Standing Orders are not complied with, full details of 

the non-compliance and any justification for non-compliance and the 

circumstances around the non-compliance, shall be reported to the next 

formal meeting of the Board for action or ratification and the Audit Committee 

for review.  
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4. Meetings of the Integrated Care Board 

4.1. Calling Board Meetings97 

4.2. Meetings of the Board of the ICB shall be held at regular intervals98at such 

times and places99 as the ICB may determine. 

 

4.3. In normal circumstances, each member of the Board will be given not less 

than one month’s notice in writing of any meeting to be held. However: 

a) The Chair may call a meeting at any time by giving not less than 

14 calendar days’ notice in writing. 

b) One third of the members of the Board may request the Chair to 

convene a meeting by notice in writing, specifying the matters 

which they wish to be considered at the meeting. If the Chair 

refuses, or fails, to call a meeting within seven calendar days of 

such a request being presented, the Board members signing the 

requisition may call a meeting by giving not less than 14 calendar 

days’ notice in writing to all members of the Board specifying the 

matters to be considered at the meeting. 

c) In emergency situations the Chair may call a meeting with two100 

days’ notice by setting out the reason for the urgency and the 

decision to be taken. 

 

4.3.1. A public notice of the time and place of the meeting and how to 

access the meeting shall be given by posting it at the offices of the 

ICB body and electronically at least three clear days before the 

meeting or, if the meeting is convened at shorter notice, then at the 

time it is convened. 

 

4.3.2. The agenda and papers for meetings will be published electronically 

in advance of the meeting excluding, if thought fit, any item likely to be 

addressed in part of a meeting is not likely to be open to the public. 

4.4. Chair of a meeting 

4.4.1. The Chair of the ICB shall preside over meetings of the Board.  

 

4.4.2. If the Chair is absent, or is disqualified from participating by a conflict 

of interest. [add agreed local arrangement-there may be a deputy 

appointed or there may be provision for the assembled members to 

appoint a deputy101 

 

4.4.3. The Board shall appoint a Chair to all committees and sub-

committees that it has established.  The appointed committee or sub-

committee Chair will preside over the relevant meeting. Terms of 

reference for committees and sub-committees will specify 

arrangements for occasions when the appointed Chair is absent. 
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4.5. Agenda, supporting papers and business to be 
transacted 

4.5.1. The agenda for each meeting will be drawn up and agreed by the 

Chair102 of the meeting. 

 

4.5.2. Except where the emergency provisions apply, supporting papers for 

all items must be submitted at least seven calendar days before the 

meeting takes place. The agenda and supporting papers will be 

circulated to all members of the Board at least five calendar days 

before the meeting. 

 

4.5.3. Agendas and papers for meetings open to the public, including details 

about meeting dates, times and venues, will be published on the ICB’s 
website at [insert link]. 

4.6. Petitions 

4.6.1. Where a petition has been received by the ICB it shall be included as 

an item for the agenda of the next meeting of the Board. 

4.7. Nominated Deputies103 

4.7.1. With the permission of the person presiding over the meeting, the 

Executive Directors and the Partner Members of the Board may 

nominate a deputy to attend a meeting of the Board that they are 

unable to attend.  The deputy may/ may not, speak and vote on their 

behalf. 

 

4.7.2. The decision of person presiding over the meeting regarding 

authorisation of nominated deputies is final. 

4.8. Virtual attendance at meetings104 

4.8.1. The Board of the ICB and its committees and sub-committees may 

meet virtually using telephone, video and other electronic means 

when necessary, unless the terms of reference prohibit this. 
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4.9. Quorum105 

4.9.1. The quorum for meetings of the Board will be [agreed local number or 

proportion] members, including: 

a) Either the Chief Executive or the Director of Finance  

b) Either The Medical Director or the Director of Nursing  

c) At least one independent member  

d) At least one Partner Member 

 

4.9.2. For the sake of clarity: 

a) No person can act in more than one capacity when determining 

the quorum.  

 

b) An individual who has been disqualified from participating in a 

discussion on any matter and/or from voting on any motion by 

reason of a declaration of a conflict of interest, shall no longer 

count towards the quorum. 

 

4.9.3. For all committees and sub-committees, the details of the quorum for 

these meetings and status of deputies are set out in the appropriate 

terms of reference. 

 

4.10. Vacancies 

4.10.1. In the event of vacancy or defect in appointment the following 

temporary arrangement for quorum will apply: 

•  To determine locally 

 

4.11. Decision making 

4.11.1. The ICB has agreed to use a collective model of decision-making that 

seeks to find consensus between system partners and make 

decisions based on unanimity as the norm, including working though 

difficult issues where appropriate. 

 

4.11.2. Generally it is expected that decisions of the ICB will be reached by 

consensus. Should this not be possible then a vote will be required. 

The process for voting, which should be considered a last resort, is 

set out below: 

 

a) All members of the Board who are present at the meeting will be 

eligible to cast one vote each. 

 

b) In no circumstances may an absent member vote by proxy106. 

Absence is defined as being absent at the time of the vote but this 

does not preclude anyone attending by teleconference or other 
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virtual mechanism from participating in the meeting, including 

exercising their right to vote if eligible to do so.  

 

c) For the sake of clarity, any additional Participants and Observers107 

(as detailed within paragraph 5.6. of the Constitution) will not have 

voting rights. 

 

d) A resolution will be passed if more votes are cast for the resolution 

than against it. 

 

e) If an equal number of votes are cast for and against a resolution, 

then the Chair (or in their absence, the person presiding over the 

meeting) will have a second and casting vote. 

 

f) Should a vote be taken, the outcome of the vote, and any 

dissenting views, must be recorded in the minutes of the meeting. 

Disputes 

4.11.3. if consensus cannot be reached, the chair may make decisions on 

behalf of the board where there is disagreement. Where necessary 

boards may draw on third party support such as peer review or 

mediation by NHS England and NHS Improvement. 

 

Urgent decisions 

4.11.4. In the case urgent decisions and extraordinary circumstances, every 

attempt will be made for the Board to meet virtually.  Where this is not 

possible the following will apply. 

 

4.11.5. The powers which are reserved or delegated to the Board, may for an 

urgent decision be exercised by the Chair and Chief Executive (or 

relevant lead director in the case of committees)108 subject to every 

effort having made to consult with as many members as possible in 

the given circumstances. 

 

4.11.6. The exercise of such powers shall be reported to the next formal 

meeting of the Board for formal ratification and the Audit Committee 

for oversight. 

4.12. Minutes 

4.12.1. The names and roles of all members present shall be recorded in the 

minutes of the meetings.  

 

4.12.2. The minutes of a meeting shall be drawn up and submitted for 

agreement at the next meeting where they shall be signed by the 

person presiding at it. 
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4.12.3. No discussion shall take place upon the minutes except upon their 

accuracy or where the person presiding over the meeting considers 

discussion appropriate. 

 

4.12.4. Where providing a record of a meeting held in public, the minutes 

shall be made available to the public. 

 

4.13. Admission of public and the press 

4.13.1. In accordance with Public Bodies (Admission to Meetings) Act 1960 

All meetings of the ICB at which public functions are exercised will be 

open to the public.  

 

4.13.2. The Board may resolve to exclude the public from a meeting or part of 

a meeting where it would be prejudicial to the public interest by 

reason of the confidential nature of the business to be transacted or 

for other special reasons stated in the resolution and arising from the 

nature of that business or of the proceedings or for any other reason 

permitted by the Public Bodies (Admission to Meetings) Act 1960 as 

amended or succeeded from time to time.  

 

4.13.3. The person presiding over the meeting shall give such directions as 

he/she thinks fit with regard to the arrangements for meetings and 

accommodation of the public and representatives of the press such as 

to ensure that the Governing Body’s business shall be conducted 
without interruption and disruption. 

 

4.13.4. As permitted by Section 1(8) Public Bodies (Admissions to Meetings) 

Act 1960 as amended from time to time) the public may be excluded 

from a meeting suppress or prevent disorderly conduct or behaviour.  

 

4.13.5. Matters to be dealt with by a meeting following the exclusion of 

representatives of the press, and other members of the public shall be 

confidential to the members of the Board.  

5. Suspension of Standing Orders 

5.1. In exceptional circumstances, except where it would contravene any statutory 

provision or any direction made by the Secretary of State for Health and 

Social Care or NHS England, any part of these Standing Orders may be 

suspended by the Chair in discussion with at least 2 other members,  

 

5.2. A decision to suspend Standing Orders together with the reasons for doing 

so shall be recorded in the minutes of the meeting.  

 

5.3. A separate record of matters discussed during the suspension shall be kept. 

These records shall be made available to the Audit Committee for review of 

the reasonableness of the decision to suspend Standing Orders. 
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6. Use of seal and authorisation of documents. 
If the organisation has a seal, arrangements made for its safe keeping and 

authorisation of its use should be set out here: 
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                Appendix 4 
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Appendix 5 

 
Interim ICS Decision Making Process 

Draft 07/09/21 
 
It is important that good and clear financial governance is in place during the 
transition period to ICS ways of working. This document summarises the proposed 
decision-making process for the ICS during the interim period until the Shadow ICB 
is formally established.  The process will be reviewed once the Shadow ICB is in 
place. 
 
 
Principles 
 

• The process is intended to cover business cases/developments which have 
potential financial consequences for the ICS beyond 1 April 2022, 

 

• It is expected that any commitment of additional financial resource beyond April 
2022 (over and above existing spend / allocations) will be minimised as far as 
possible at the current time, accepting that certain business critical decisions may 
need to be made, 

 

• All issues/decisions with a potential financial impact for the ICS should be 
considered by the ICS Senior Leaders meeting, 

 

• Business cases must demonstrate value for money and effective use of 
resources but must also consider and be clear on the source of funding.  All 
decision makers will be cognisant of the financial pressures that will face the ICS, 
including existing structural deficits in some places, and potentially limited growth 
funding, 

 

• Business cases will be developed in partnership across relevant commissioner 
and provider organisations, taking into account relevant finance and service lead 
input, 

 

• NHSE and CCG commissioners will make decisions that are in the best interest 
of the populations they represent but will also be cognisant of wider ICS issues.  
No CCG should be making new recurrent financial obligations without being clear 
on how these can be funded without putting pressure on other “places” in the 
future, 

 

• Recognising CCGs are currently the statutory commissioning bodies, any 
decisions would need to be formally approved by CCGs or their representatives 
in the interim period (or NHSE for specialised commissioning).  
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ICS wide business cases / developments 
 
All ICS wide business cases/developments should be considered for 
recommendation by the weekly ICS Senior Leaders Meeting (each Monday). 
 
Recommendations to approve will then be taken to relevant commissioners 
(individual CCGs and/or NHSE) with a request for formal agreement/ratification per 
CCGs scheme of delegation.  Depending on the circumstances/financial impact 
involved, this could be either: 

• Approved by CCG AO's at ICS Senior Leaders Meeting if within delegated 
authority, or 

• Approved by CCG Executive Committees / Governing Bodies as required, or 

• Approved by CCG Joint Committee * 
 
  * if within agreed scope of CCG Joint Committee or equivalent 
 
A record of relevant decisions will be maintained through minutes of the ICS Senior 
Leaders Meeting. 
 
Note - relevant business cases/proposals should include appropriate review/input 
from CFOs to clarify financial implications prior to consideration at ICS Senior 
Leaders Meeting or by CCGs. 
 
 
'Business as usual' decisions within existing funding 
 
The process is not intended to cover all operational or business decisions which 
might impact individual CCGs or providers, within existing funding.   
 
Developments or service changes that are contained within existing funding 
envelopes will continue to be considered/agreed by individual organisations as 
normal (recognising principle above that additional commitments should be 
minimised as far as possible). 
 
Any material commitments impacting beyond April 2022 should be considered at ICS 
Senior Leaders Meeting, even if they are covered within existing funding envelopes.  
In this context material is defined as £500k. 
 
  
Example 
 
Using Community Diagnostic Hubs as an example, this involves a significant 
additional financial commitment across the ICS. 
 
A robust business case should be developed collaboratively across relevant 
organisations to consider value for money and funding implications. 
 
The business case would be considered by ICS Senior Leaders Meeting. 
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If the ICS Senior Leaders Meeting decides to support the business case and related 
recurring financial commitment, the business case will then be presented to 
individual CCGs for approval.  Given the financial values involved, this is likely to 
require Governing Body agreement 
 
Recommendation 
 
The Governing Body is asked to consider and approve the proposed interim ICS 
financial decision-making process. 
 
David Chandler 
Chief Officer/Chief Finance Officer  
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Sunderland CCG Executive Committee 

Minutes of the meeting held at 14:00 p.m., Tuesday 6 July 2021 
 
Present:  Mr David Chandler, Chair (DC) 
   Mrs Joanne Hilton (JH) 
   Dr Saira Malik (SM) 
   Dr Ian Pattison (IP) 
   Mr Eric Harrison (EH) 
   Dr Raj Bethapudi (RB) 
   Dr Tracey Lucas (TL) 
   Ms Gerry Taylor (GT) 
   Dr Fadi Khalil (FK) 
   Mrs Tarryn Lake (TLa) 
    
In attendance: Mrs Clare Nesbit (CN) 
   Mr Matt Thubron (MT) 
   Mrs Kirstie Hesketh (KH) 
   Mr Philip Foster (PF)  for item 7.1 
   Mrs Penny Davison (PD)  for item 7.1 
   Mrs Joanne Leadbitter (minutes) 
 
 
2021/100 Welcome and Introduction 
  

The chair welcomed everyone to the meeting and confirmed the meeting was 
quorate. 

  
 
2021/101 Apologies for Absence 
  

Apologies for absence were received from Mrs Ann Fox, Dr Claire Bradford, 
Mr Scott Watson, and Ms Deb Cornell. 
 
 

2021/102 Declarations of Interest 
 
  Deb Cornell declared that she was Head of Corporate Affairs across both 

South Tyneside and Sunderland CCGs. 
   
  The chair confirmed that if any interests became apparent during the course 

of the meeting they should be raised and would be dealt with accordingly at 
that time. 

  
 
2021/103 Notification of items of any other business 
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There were two items of any other business noted:  diagnostic hubs and 
update on meeting with Sir Liam Donaldson. 

 
 
2021/104 Minutes of the previous meeting held on 1 June 2021 
  

The minutes from the Executive Committee held on 1 June 2021 were 
agreed as an accurate record. 
 

 
2021/105 Matters Arising 
 
 There were no matters arising from the minutes. 
 
  
2021/106 Action Log 
 
 The action log was updated as follows:- 

 
2021/93 – performance report to include projections to highlight any hotspots 
that may result in additional long waiters.  A further meeting would be taking 
place with STSFT later this week and information would be shared following 
the meeting, rather than wait for inclusion in the next performance report. 
 
2021/93 – the terms of reference for the Children's Commissioning Task and 
Finish Group had been circulated to the Executive Committee for information.  
This item was marked as complete and therefore removed from the action 
log. 

 
 
2021/107 Finance Report  
   

Tarryn Lake presented the finance report which provided an update on the 
implications of the financial regime put in place by NHS England and 
Improvement for the period 1 April 2021 to 30 September 2021; a summary 
of the financial position of the CCG as at month 2 and an update on delivery 
of the CCGs productivity plan for 2021/22. 

 
There was a fixed envelope of funding for H1, largely based on historical 
expenditure rolled forward with some tweaks for inflation and growth.  Block 
contracts with the FTs remained in place and the MHIS funding was being 
received. 
 
Emphasis continued on system level planning and delivery with 
arrangements including a requirement to continue to collaborate at ICP level 
and meetings were taking place on a monthly basis to discuss finances. 
 
System funding envelopes were made up of adjusted CCG allocations, 
growth funding, system top-up and COVID-19 fixed allocation based on the 
H2 2020/21 period.  The application of COVID-19 and growth funding 
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continued to be discussed with partners across the ICP to collectively agree 
priorities. 
 
It was noted that through H1, systems had access to additional funding, such 
as an Elective Recovery Fund to incentivise systems to increase elective 
activity and additional CCG hospital discharge programme funding and 
service development funding to enable delivery of long term plan priorities, 
 
The hospital discharge programme would continue to operate during H1, with 
new or additional care needs being funded on discharge from hospital for up 
to 6 weeks for quarter 1 and up to 4 weeks for quarter 2.  NENC ICS were 
allocated a cap of £24.2m for HDP in H1.  Any overspends against this cap 
would need to be met locally by systems and any underspends would be 
retained nationally.  Further work was underway to assess the potential 
financial risk exposure in the ICP and CCG as a result of the cap put in 
place. 
 
It was highlighted that systems would receive further allocations of service 
development funding including significant amounts for primary care, ageing 
well, mental health, cancer, and maternity.  There was also additional 
spending review funding, including the £500m previously announced for 
mental health and £1bn elective recovery funding. 
 
A question was posed in relation ageing well and whether there would be a 
fair allocation of funding and who would be involved in the decision making.  
In response it was confirmed that there was an ICS group in place 
considering this.  A return had been requested where the providers were 
required to estimate the potential financial impact of implementing the 2 hour 
community response target.  A request had been made for fair share of 
allocation and conversations were continuing in this regard. 
 
The financial envelopes announced for delegated general practice services 
in H1 in 2021/22 included the nationally agreed contract inflation rates for 
GMS and PMS, as well as additional commitments made as part of the PCN 
DES such as increases to the additional roles reimbursement scheme and 
PCN care home payments. 
 
It was noted the CCG was delivering against all financial KPIs as at month 2 
and a planned surplus of £190k and a forecasted planned surplus for the end 
of month 6 of £570k against in year expenditure allocations.  This reported 
position assumed additional funding allocations in relation to hospital 
discharge programme costs which were expected to be received from 
regional allocations. 
 
In continuing care there were potential financial risks associated with the cap 
introduced in the HDP guidance, as well as the potential long term impact of 
the COVID pandemic.  The ATB under programme 5 would be considering 
the full year and recurrent forecast for packages of care and any mitigating 
actions which could be put in place to manage financial risk.   

  
In relation to mental health, work was ongoing with the ATB and the 
Children's Integrated Commissioning Group (CICG) to ensure plans were 
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developed and delivered to support delivery against the Mental Health 
Investment Standard requirements for 2021/22.   

 
Prescribing remained an area of high volatility; the current position on 
prescribing was expected to result in significant additional pressures against 
the recurrent budget when the CCG returned to normal financial 
arrangements.  The ATB continued to carry extensive work in this area and 
were progressing system wide plans linked to financial recovery for 
prescribing. 

 
Delegated general practice budgets reported a breakeven position at month 
2 and a forecast breakeven position for month 6 within delegated co-
commissioning, demonstrating full distribution of all funding available to 
support general practice and primary care networks during this period.  A 
review of the 2021 accruals vs the actuals was being undertaken. 

 
It was reported that plans in relation to Covid expenditure were being 
developed for the ICP planning group to consider and approve.  Further 
updates would be provided when these plans had been finalised. 
 
The report highlighted the financial risks around prescribing and packages of 
care and it was noted that there was support in the Central ICP to manage 
financial risks that may materialise. 

 
As part of the 2021/22 budget setting paper the CCG identified £1.3m of 
productivity requirements in relation to prescribing expenditure. SDG met on 
the 15 June 2021 to gain assurance from the ATB on development and 
delivery of those plans. 

 
A question was raised in relation to community mental health transformation 
funding potential slippage and who was leading on this.  It was advised that a 
MHIS allocation group had been established which included representatives 
from ATB and the Children's Integrated Commissioning Group.  The group 
was meeting to discuss this years plan, and phasing of the plan.  All 
elements of the MHIS plan had a group identified to focus on that area of the 
plan, including timelines from a financial plan perspective to deploy resource.  
A decision tree had been developed around the use of non-recurrent 
slippage. 

 
The Executive Committee NOTED the update in relation to the CCG financial 
regime for the period 1 April 2021 to 30 September 2021; NOTED the 
2021/22 financial position update; NOTED the financial risks outlined within 
the report in relation to the financial regime; NOTED the update with regard 
the delivery of the CCGs productivity plan for 2021/22. 

 
 
2021/108 Performance Report 
 

Matt Thubron presented the performance report and highlighted the key 
points. 
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The 2020/21 annual assessment process for CCGs was released in May 
2021 and the CCG was required to complete a self-assessment against a set 
number of key lines of enquiry in June 2021.  Meeting would be taking place 
between NHSE/I and the ICP to review the self-assessment and to look 
forward at place-based risks and issues as part of the assessment process. 

 
Referral to treatment performance remained in a positive position with 
Sunderland CCG the highest in the ICS.  Performance remained at 83% in 
April 2021 and further improvements were expected based on provisional 
data.  The total number of patients on an incomplete pathway continued to 
increase and was now at pre-pandemic levels.   
 
The number of over 52-week waiters was 559 for April 2021, a reduction of 
119 on the previous month.  The specialties with the highest long waiters 
was consistent with previous reports with orthopaedics the largest proportion 
of the waiters.   

 
Diagnostic waiting times performance for April 2021 deteriorated by 2% to 
39% of patients waiting more than six weeks for a diagnostic.  
Echocardiography remained the main challenge around long waiters and a 
working group had been established to review pathways across Sunderland 
for cardiology diagnostics.  It was noted that MRI and CT challenges were 
starting to subside.  South Tyneside and Sunderland NHS Foundation Trust 
were recruiting in this area due to workforce pressures. 
 
There were significant concerns regarding the x-ray provision in Sunderland 
and discussions were taking place in relation to safety concerns around 
chest x-ray.  Further work would be progressed on capacity and demand, kit 
replacements and provision for routine x-rays.  
 
The comment was made that GPs and patients had been raising concerns 
about access times to community x-ray and in particular chest x-ray.  It was 
noted that a meeting had taken place, as a result of patient safety concerns, 
where it had been agreed that for chest x-ray the same day access would be 
put back in, although it was unclear when this would take effect from.  
Members of the committee agreed that this should be reinstated with 
immediate effect. 
 
Cancer performance deteriorated in April 2021 for all main cancer standards 
and cancer performance remained volatile locally and nationally.  Treatment 
volumes remained consistent with previous months but referral volumes for 
some pathways remained significantly lower, particularly in breast 
symptomatic pathways.  Assurance had been provided that the vast majority 
of breast referrals are seen within 16 days (compared to the 14 day 
standard).  Additional clinics had been put in place across breast services 
and the new Managed Clinical Network would be meeting to take forward the 
recommendations from the ICS. 

 
A&E four hour wait performance for South Tyneside and Sunderland NHS 
Foundation Trust continued to deteriorate due to increased demand, 
particularly in June 2021 where volumes into the UTC had increased 
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significantly.  A meeting between STSFT and ATB had taken place to look at 
actions that could be taken across the system to help alleviate the pressures. 
 
Children’s mental health waiting times remained in a positive position with 
waiting times being maintained at a low level despite sustained increases in 
demand.  A children's commissioning task and finish group had been 
established with a key work stream around improved information and 
outcomes for children's physical and mental health services. 

 
The Executive Committee NOTED the position and progress against each 
indicator in the NHS Single Oversight Framework; NOTED the impact on the 
NHS Constitution and national requirements because of the C19 pandemic. 

 
 
2021/109 Planning Guidance Local Delivery Plan Update Report 
 

Matt Thubron presented the planning guidance local delivery plan update 
report which provided assurance on delivery of the national requirements, set 
for the NHS by NHS England/Improvement (NHSE/I) for the first six months 
of 2021/22.  The report also provided information regarding the final ICS 
submissions in response to the national planning requirements as well as a 
summary of the submissions that were made as part of the ICS submissions. 
 
The key focus of the planning guidance was around six key priorities for the 
NHS in the coming months with a significant number of deliverables within 
those priorities.  The local delivery plan provided an overview of the status of 
the national priority actions described in the planning guidance and 
dashboards were aligned to historical reporting around BRAG ratings for 
each area.   
 
The delivery plan for Sunderland would inform delivery and assurance to the 
CICP and to the ICS as the template had been adopted across the ICS.   
 
It was reported that national guidance was not available for all national 
priorities and where this was the case, this has been flagged on the 
dashboard and further work was underway to address those gaps.  Further 
work was required where ICS groups were responsible for delivery of the 
national priorities to ensure the impact at place was known and assurance 
was provided. 
 
Health inequalities was highlighted as a key requirement within the planning 
guidance.  A number of gaps had been identified and leads across 
Sunderland had been contacted to agree how this will be taken forward.  
Further updates would be provided to the Executive Committee going 
forward. 
 
It was noted that a number of requirements were currently rated as red or 
amber.  This reflected the current position and also the work required in 
several areas linked to transformation priorities across ATB and STSFT and 
areas linked to national funding where clarity was required around 
distribution to local systems for implementation of national requirements.   
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The Executive Committee NOTED the assurance provided by the report 
regarding the delivery of the national planning requirements for 2021/22 (H1); 
NOTED that the delivery plan continues to be evolve and develop as national 
guidance is released and transformation is undertaken; NOTED the 
requirement for further work to be undertaken regarding health inequalities 
with further updates to the committee in the future; NOTED the planning 
submissions made by Sunderland for 2021/22 (H1) and receive the final ICS 
narrative for information. 
 
 

2021/110 ATB Assurance Report 
 

Philip Foster presented the ATB Assurance report which provided assurance   
on the development and delivery of the ATB Operational Plan for 2021-22, 
including the consideration of the operational planning guidance set for the 
NHS by NHS England/Improvement and other areas of ATB business/ 
corporate development. 
 
As part of the report, a presentation was provided which focused on the 
following areas:- 
 

• Surge update 

• ATB key issues/risks 

• Local Sunderland MHIS principles 
 

Concern was expressed in relation to the increasing levels of staff sickness 
across the system and across general practice and whether there was 
information available in relation to any impact this was having on service 
delivery.  It was noted that Sunderland had the highest rate of coronavirus 
ever recorded throughout the pandemic, with 620 cases per 100,000 of the 
population.  A lot of this was attributed to young people i.e. school age and 
young adults.  Surge dashboards were being monitored to identify any 
trends. 
 
A discussion took place on how GP practices were using Opel and how 
some practices might be hesitant in giving their true Opel status, as it might 
be perceived as a failure on the practice's part.  Discussions would take 
place through Surge on measures that could be put in place over the six 
month (winter period) to help manage demand in the system, support primary 
care and by doing so support the whole system. 
 
Action: PF to pull together a meeting to consider winter primary 

care planning and whether primary care Opel reporting 
could be improved upon 

 
The Executive Committee NOTED the assurance provided by the report 
regarding the development and delivery of the ATB Operational Plan for 
2021-22, including the Operational Guidance and other areas of ATB 
Business/Corporate development; NOTED the appended reports; NOTED 
the revised assurance reporting content in line with the development and 
delivery of the ATB Operational Plan for 2021-22. 
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2021/111 Cancer Quarterly Update Report   
 

Raj Bethapudi presented the cancer quarterly update report and highlighted 
the key points. 

 
The joint South Tyneside and Sunderland cancer group continued to meet on 
a monthly basis and there were a number of key areas of priority including 
Covid-19 recovery, performance, NCA funding, prostate SFU and 
personalised care. 
 
The National Cancer Alliance funding allocation for CICP had been 
confirmed for a number of new posts for STSFT to aim to improve cancer 
performance. 
 
It was reported that the Central ICP workplan for 2021/22 was being 
developed.  It was acknowledged that there were limited pathways that were 
delivered between the providers in the ICP and that the majority of tertiary 
services were provided outside of Central ICP.  The ICP workplan would 
need to reflect this and may contain support of individual organisation's 
needs, sharing good practice and collaborative working. 
 
Five applications for cancer were submitted to the primary care team to be 
considered for inclusion in the QP scheme for 2021/22 and the panel had 
confirmed that low dose CT scan for lung cancer and the Rapid Diagnostic 
Centre had been successful. 

 
It was highlighted that on October 2014, Gateshead Health Foundation Trust 
was commissioned to provide breast services for Sunderland patients.  The 
contract was issued for 5 years; however the service was now included in the 
main contract for GHFT.  The service that was commissioned included 
Clinical Nurse Specialist support for patients with curative breast cancer 
patients but did not include CNS support for metastatic breast cancer 
patients. 

 
Sunderland patients do not have dedicated metastatic CNS, whereas South 
Tyneside patients have access to a small amount of time of 0.2 WTE CNS. 
Durham provide this service within their CNS breast team.  Therefore, this 
was a gap and an inequality for Sunderland patients and a business case to 
fund metastatic CNS provision for Sunderland and South Tyneside patients 
would be submitted to the Executive Committee in due course. 
 

The early awareness funding from the NCA had been awarded and work was 
progressing.  Health Works delivered Cancer Awareness Sessions and 
Cancer Champion Training to the community and voluntary sector, with 
particular focus on at risk groups.  A number of organisations within the 5 
area partnerships had attended Cancer Champion Training, they will then 
deliver cancer awareness session to their community groups and contacts.  
A cancer module had been added to the Sunderland Health Champions 
programme, which was coordinated by the Public Health ‘Live Life Well’ 
function and delivered by Cancer Research UK.  The purpose was to 
increase the early awareness of cancer in a structured way.  It was 
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highlighted that the training was also aimed at promoting screening, to 
improve the screening uptake. 

 
In relation to stratified follow up, NCA had been asked by national team to roll 
out 3 further tumour groups: gynaecology, haematology, and thyroid.  It was 
expected that national protocols would be developed but would require some 
amendments in order to ensure the appropriateness for Sunderland and 
South Tyneside.  
 
There were a number of ongoing areas of concern in relation to performance.  
In April 2021 both the 2ww (86%) and 62 (79.2%) day targets were failed, 
there had been two week wait breaches in breast, LGI, UGI, urology and 
skin.  62 day breaches were in gynaecology, UGI, LGI, haematology and 
head and neck.  The 2 week wait for breast remained a concern for GHFT 
and CDDFT. 

 
The Executive Committee NOTED the content of the report; APPROVED the 
development of the business case for metastatic breast patients; 
APPROVED the continuation of the cancer work programme for as outlined 
in the report. 

 
 
2021/112 Children's Preventative Care and Improving Commissioning Initiatives 

Partnership Agreement 
 
 Kimm Lawson presented the Children's Preventative Care and Improving 

Commissioning Initiatives Partnership Agreement Report and highlighted the 
key points. 

 
 It was reported the S75 agreement would continue to support the improved 

chances and health and well-being of children and young people through 
earlier intervention and partnership working. 

 
The S75 would also support the continued development of an integrated 
commissioning function for children and young people within Sunderland. 

 
The Executive Committee APPROVED the Children’s preventative care and 
improving commissioning initiatives S75 Agreement. 

 
 
2021/113 Minutes from SDG meeting held 20 April 2021 
 
 The minutes from the meeting of the SDG held on 20 April 2021 were 

RECEIVED. 
 
 
2021/114 Any Other Business 
 
2021/115 SEND Inspection Update 
 
 The SEND inspection had taken place between 23 and 25 June 2021 

between Ofsted and the CQC.  There had been a number of meetings and 
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focus groups with parents and carers, children's and providers across the 
system.  A full inspection report was due to be published on 11 August 2021, 
however it was anticipated that written statements of action would be 
received and a number of key areas from a health perspective that would 
require work. 

 
 It was clear that there was a gap between the lived experience compared to 

what the providers were saying.  An action plan would be developed to 
improve the services across SEND, particularly for health. 

 
 The Executive Committee RECEIVED the update. 
 
 
2021/116 Diagnostic Hubs 
 
 Due to shortness of time it was agreed that this item would be progressed off 

line. 
 
 
2021/117 Update on Meeting with Sir Liam Donaldson 
 
 A meeting had taken place with Sir Liam Donaldson and Alan Foster recently 

where the CCG had been able to showcase some of its achievements over 
the past few years as well take part in a Q&A session. 

 
 Following the meeting the consensus was that further clarity was required on 

how the system would work and there was still more work to do on structures 
and the operating model.   

 
 
2021/118 Date and Time of Next Meeting 
 
 Tuesday 3 August 2021, 14:00 – 16:00 p.m., via MS Teams. 
 
 
 
Signed:  
 
Date: 3 August 2021 
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Sunderland CCG Executive Committee 

Minutes of the meeting held at 14:00 p.m., Tuesday 3 August 2021 
 
Present:  Mr David Chandler, Chair (DC) 
   Dr Claire Bradford (CB) 
   Mrs Ann Fox (AF) 
   Ms Gerry Taylor (GT) 
   Dr Saira Malik (SM) 
   Dr Raj Bethapudi (RB) 
   Ms Deb Cornell (DCo) 
    
In attendance: Mr Scott Watson (SW) 
   Mrs Clare Nesbit (CN) 
   Mr Mark Speer (MS) 
   Mr Philip Foster (PF)  for item 7.1 
   Mrs Penny Davison (PD)  for item 7.1 
   Mr Lee Cooper (LC)   for item 7.2 
   Mrs Rebecca Crowe (RC)  for item 7.4 and 7.11 
   Ms Lynda Hutchinson (LH)  for item 7.6 
   Mrs Joanne Leadbitter (minutes) 
 
 
2021/119 Welcome and Introduction 
  

The chair welcomed everyone to the meeting and confirmed the meeting was 
quorate. 

  
 
2021/120 Apologies for Absence 
  

Apologies for absence were received from Mrs Tarryn Lake, Dr Tracey Lucas 
and Dr Ian Pattison. 
 
 

2021/121 Declarations of Interest 
 
  Deb Cornell declared that she was Head of Corporate Affairs across both 

South Tyneside and Sunderland CCGs. 
   
  The chair confirmed that if any further interests became apparent during the 

course of the meeting they should be raised and would be dealt with 
accordingly at that time. 

  
 
2021/122 Notification of items of any other business 
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 There were no items of any other business noted. 
 
 
2021/123 Minutes of the previous meeting held on 6 July 2021 
  

The minutes from the meeting held on 6 July 2021 were agreed as an 
accurate record. 
 

 
2021/124 Matters Arising 
 
 There were no matters arising from the minutes. 
 
  
2021/125 Action Log 
 
 The action log was updated as follows:- 
 
 2021/110 – ATB Assurance Report 
 A meeting had been arranged to take place on Wednesday 3 August, where 

these issues would be considered as part of the current response to the 
surge in demand across the Sunderland system.  This item was marked as 
complete and removed from the action log. 

 
 2021/93 – Performance Report 
 No change in relation to risk of long waiters however the forecasting was still 

required to be incorporated into the performance report. 
  
 2021/58 – APC Recommendation - Galcanezumab  
 This issue had been resolved through discussions with the relevant finance 

departments.  This item was marked as complete and removed from the 
action log. 

 
 
2021/126 Business Case for AQP Audiology (Adult Hearing Service – Age Related 

Hearing Loss) Re-Procurement 
 
 Rebecca Crowe presented the business case for AQP Audiology which was 

required to re-procure the current AQP contract for community audiology 
services in South Tyneside and Sunderland CCGs as the contracts for 
existing service were due to end on 31 March 2022.  The business case 
detailed the proposed patient pathway, projected activity, and the benefits to 
be realised both operationally and financially across South Tyneside and 
Sunderland localities. 

  
 The aim of the AQP audiology service was to provide a comprehensive 

patient-centred community adult hearing service for hearing loss in line with 
national guidance and local requirements.  The vision is that people with 
hearing problems will receive high quality, efficient services delivered closer 
to home, with short waiting times and high responsiveness to the needs of 
local communities, free at the point of access.  
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 NHS South Tyneside CCG and NHS Sunderland CCG had undertaken a joint 

service review of the AQP audiology service across both localities to ensure 
the best quality care was being provided for patients living with hearing loss.  

 
 The main aim of the review was to co-design a service that promoted person-

centred, coordinated care that enabled individuals to make informed 
decisions, which were right for them, and empowered them to self-care. 

 
 Significant engagement had been held with commissioners, clinicians, 

providers, and service users to co-produce a service model in accordance 
with current best practice and guidelines.  The service specification would be 
the blueprint for how providers to ensured they delivered a comprehensive 
patient centred community service.  Key themes from the engagement 
activity were detailed within the report and the themes were also included in 
the new specification. 

 
 Currently adult age-related hearing loss services are commissioned under an 

Any Qualified Provider (AQP) model across South Tyneside and Sunderland 
on a tariff basis.  Patients can choose from a list of providers, based on their 
own preference and the reputation of the provider offering the service.  The 
current contract value is approximately £1m. 

 
The current service includes a hearing needs assessment, provision and 
fitting of hearing aids, follow up assessments and annual aftercare for up to 3 
years, at the end of the pathway.  Complex audiology services for patients 
with contra indications and services for adults under the age of 55 are 
delivered by the non AQP service provider by STSFT. 
 
It was highlighted that although spend has increased year on year, activity 
does not necessarily follow the same trend as tariffs differ for each 
procedure. 
 
The vision for people with age related hearing problems was for them to 
receive, high quality, efficient services delivered closer to home, with short 
waiting times and high responsiveness to the needs of local communities, 
funded by the NHS at the point of access. The service would be provided 
from various community locations or a hospital setting within South Tyneside 
and Sunderland. 
 
In relation to direct referral to ENT due to contraindications it was noted that 
providers would be able to send referrals electronically directly to ENT 
service rather than introducing extra steps in the process.  This should 
reduce the time spent reviewing and processing referrals in both primary and 
secondary care. 
 
The proposed option for this procurement was option 2 – procurement under 
AQP multiple provider model, which is what exists currently.  The proposed 
financial envelope would be £3,108,602.61 for Sunderland CCG AQP 
contract over the 36-month period from 1 April 2022. 
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 Discussion took place around the current AQP assessment tariff of £52 and 
whether this was value for money.  

 
 A comment was made around the quality of hearing aids for patients.  It was 

confirmed that there was a national framework for hearing aids, however 
there was still a choice for the provider.  It was agreed that a conversation 
would take place with STSFT to discuss the range of hearing aids being 
offered. 

 
 Action: SW/RC to discuss range of hearing aids being offered with 

STSFT 
  
 A question was raised as to how the social value would be scored.  It was 

advised that this would go out to the market and would be scored based on 
responses received. 

 
 A further question was posed in relation to whether it was expected that 

proposals would consider the needs of the population and whether there was 
a process for bidders for to address those needs.  It was confirmed that there 
was something but being led by South Tyneside CCG. 

 
 The Executive Committee NOTED the content of the business case;  

APPROVED the preferred model option 2;   APPROVED the proposed 
approach to procurement; NOTED the risks identified; APPROVED the 
proposed financial envelope of £3,108,602.61 for the Sunderland CCG AQP 
contract over a 36-month period from 1 April 2022, with the requested 
financial envelope split over 21/22, 22/23 and 23/24 (equating to 
£1,036,200.87 per annum). 

 
 
2021/127 Procurement and Evaluation Strategy for NECS357 Audiology (Adult 

Hearing Service – Age Related Hearing Loss) 
 
 Rebecca Crowe presented the Procurement and Evaluation Strategy for 

Audiology which detailed the proposed strategy to be used in the 
procurement of Audiology (Adult Hearing Service – Age Related Hearing 
Loss) service across South Tyneside and Sunderland. 

 
 The current audiology service was being delivered under an AQP model by 

Specsavers, Scrivens, The Outside Clinic and NHS South Tyneside and 
Sunderland Foundation Trust with the contracts due to expire on 31 March 
2022.  The current contract value for the CCG was £1,010,205 for NHS 
Sunderland CCG and £544,000 for NHS South Tyneside CCG. 

 
 Sunderland and South Tyneside CCGs will work collaboratively to 

commission this service going forward and the service would be procured 
under lots for each CCG locality. 

 
 The contract would be an activity driven contract, with no one provider 

guaranteed activity, for which the tariff to be applied to activity within both lots 
of this procurement and had been determined collectively by both NHS South 
Tyneside CCG and NHS Sunderland CCG.  The contract term was for a 
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period of 3 years with an option to extend for a further 24 months at the 
discretion of the CCGs. 

 
 The evaluation question had been set and each question would be assessed 

and given a score as per the assessment criteria.  The qualification report 
would come to the Executive Committee meeting for approval in December 
2021. 

 
 Following discussion it was agreed the following amendments would be 

made to the strategy:- 
 
 Page 19 question CG01 language to be amended to "clinical 

governance/quality and patient safety lead" and we also need to know they 
have got a safeguarding lead. 

 
 Page 20 CG02, "describe your infection processes" should be amended to 

"describe your infection prevention and control processes". 
 
 "Overview of safeguarding adults arrangements" to be amended to 

"safeguarding arrangements". 
 

The Executive Committee APPROVED the proposed PES subject to the 
amendments above; APPROVED the evaluation quality questions (Appendix 
1), FTS and CF Advert (Appendix 2), Procurement timetable (Table 1), 
Financial tariff (Table 5), and contract term (point 12); NOTED the Market 
Engagement Report (Appendix 3), NOTED any risks identified; APPROVED 
the opening of the tenders by the authorised representative of NECS; 
NOTED the date for the qualification report approval in December 2021. 
 

 
2021/128 Extension of Sunderland APMS Contracts  
 
 Clare Nesbit presented the extension of Sunderland APMS Contracts report.   
 It was noted that this paper had been approved virtually by non-conflicted 

members of the Executive Committee and was on the agenda to formally 
record the decision to approve the extension of the 2 GP Alliance APMS 
contracts for a further 2 years. 

 
A report had been presented to Primary Care Commissioning Committee on 
24 June 2021 to consider a request to extend the APMS contracts for 
Monument Surgeries and New Silksworth Medical Centre for 2 years, at 
which the Committee recommended that the Executive Committee approve 
the extension. 
 
It was highlighted that during the process for virtual approval, a number of 
executive colleagues had queried the rationale for extending the two 
contracts now.  In response it was advised that the process of reviewing the 
2 APMS contracts needed to be undertaken approximately 2 years prior to 
expiry so that any decision to re-procure or disperse could be enacted to fit 
with the contract end date. It had been agreed by the PCCC that due to the 
closedown of the CCG, organisational memory could be lost and therefore 
the decision had been made that it would be appropriate to extend 2 APMS 
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contracts now so that the review did not need to be taken during the first year 
of the ICS. 
 
Furthermore, discussions had been taking place with the GPA in relation to 
all of their contracts, prior to the abolition of the CCG.  It was advised that 
this would not be a one off arrangement, this was taking place in line with a 
review of a number of contracts. 
 
A robust discussion had taken place at the PCCC around recruitment and 
retention of staff for APMS contracts to address a number of concerns that 
had been raised around staffing and in particular the Pennywell Practice.  It 
was felt that it would help with long term planning and securing recruitment of 
additional GPs to provide consistency and stability for patients. 
 

 The Executive Committee APPROVED option 1: extend the existing 
contracts up to the maximum of 2 years. 

 
 
2021/129 SCCG Closedown Assurance Report 
 

Clare Nesbit presented the SCCG Closedown Assurance Report which 
provided assurance on the planning, delivery and reporting processes of the 
activities associated with the closedown of NHS Sunderland Clinical 
Commissioning Group on 31 March 2022. 
 
Subject to the passing of legislation, all current statutory duties, and functions 
of SCCG would transfer to a new NHS statutory body on 1 April 2022. 
 
A task and finish group had been established to scope and undertake the 
work associated with closing down the existing CCG statutory body and 
preparing for the safe transition of duties and functions to the newly 
established statutory body for the North East and North Cumbria ICS. 
 
National guidance was awaited, however in the interim internal SCCG 
expertise had been used to resource and inform the approach to managing 
the closedown.  The CCGs approach had focused on the use of its existing 
and robust project management toolkit and methodology to plan and deliver 
this programme of work. 
 
In conjunction with advice from the head of planning, performance, and 
assurance it was proposed the assurance process for this work would be 
captured in a regular quarterly assurance report to Executive Committee. 
 
The senior project manager would work with heads of service to update the 
action plan and risk log for each programme of work and this would inform a 
monthly update report for the director team.  The senior project manager 
would also be working closely with the head of governance. 
 
The report highlighted areas of work to be included in the project scope and 
those areas acknowledged as out of scope. 
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Further work was ongoing to provide guidance to heads of service and a 
Q&A session had been arranged to take place during August.  Advice and 
guidance would be provided on the distinction between the closedown 
activities of a statutory organisation against the ongoing work that was 
expected to continue to be undertaken at place under any new ICB/ICS 
arrangements. 
 
A comment was made in relation to the closedown programme, joint 
commissioning and place based arrangements and the need to understand 
the areas of work in the closedown piece and how they would link to the new 
state.  It was acknowledged that this would be undertaken off line working 
collaboratively. 
 
The Executive Committee APPROVED the proposed assurance process for 
the closedown of SCCG and transition of functions to the new ICS/ICB; 
SUPPORTED monthly reporting to the director team, quarterly reporting to 
the Executive Committee via the existing assurance report process, with the 
inclusion of exception reporting where appropriate, and quarterly reporting to 
the Governing Body for information and assurance; NOTED the draft terms 
of reference of the closedown task and finish group with the final version to 
be included in September 2021 report. 
 

 
2021/130 HR Policies Report 
 
 Clare Nesbit presented the HR Policies Report which set out the changes to 

three human resource employment policies that had been reviewed in line 
with the three-year review timeframe or because of changes in legislation / 
best practice. 

 
 It was noted that all three policies had been through established procedures 

via the HR Policy Working Group and CCG Partnership Forum and an 
equality impact assessment had been completed for each. 

 
 The Executive Committee APPROVED the HR06 Change Management 

Policy, HR 11 Grievance Policy and HR 29 Retirement Policy. 
 
 
2021/131 HR Quarterly Performance Report Q1 
 

Clare Nesbit presented the HR Quarterly Performance Q1 Report and 
highlighted the key points. 

 
Trends remained similar in the first quarter of 2021-22, with a slight increase 
in staff turnover and a slight decrease in sickness absence.  The most 
frequent cause of absence was noted as anxiety/stress/depression. 
 
The CCG continued to monitor staff wellbeing through pulse staff surveys 
and the report highlighted a number of positive results from the most recent 
survey; staff were feeling very supported by their line managers and 
communication was felt to have been good. 
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The Better Health at Work Framework was continuing to be utilised to 
consider the health of the CCGs workforce, with Health Advocates planning 
this year's campaigns in response to a recent health needs assessment 
completed by staff. 
 
The CCG continued to be supported by the NECS HR Business Partner and 
there were a number of activities detailed in the report. 
 
It was acknowledged that the absence of the HR Framework would not be 
helping the stress and anxiety levels of staff and there would be very little the 
CCG could do to mitigate this.  The CCG were committed to communicating 
any key messages very quickly with staff and provide the opportunity for 
questions and answers to try to alleviate any concerns. 

 
The Executive Committee NOTED the HR performance information; 
RECEIVED assurance that the appropriate measures are in place to monitor, 
identify and mitigate the organisational HR risks and issues. 
 

 
2021/132 Finance Report  
   

Mark Speer presented the Finance Report which provided an update on the 
implications of the financial regime put in place by NHS England and 
Improvement (NHSE/I) for the period 1 April 2021 to 30 September 2021; a 
summary of the financial position of the CCG as at month 3 and an update 
on the delivery of the CCGs productivity plan for 2021/22. 

 
The guidance on finance and contracting arrangements for H1 2021/22 was 
published on 25 March 2021 and subsequent financial envelopes for this 
period were released.  The interim financial arrangements for H1 were based 
on the arrangements put in place for the final six months of 2020/21.  
Information is yet to be received for H2. 

 
For H1 the CCG was expected to achieve a balanced financial position and 
will manage within the confirmed system envelope for H2.  The CCG was 
delivering against all key financial performance indicators. 
 
The CCG reported a surplus at month 3 of £285k and a forecasted planned 
surplus for months 1 to 6 of £570k against in year expenditure allocations 
which was in line with the plan submitted to NHSE/I.  
  
Prescribing was reported as being slightly ahead of plan for H1, however 
remained an area of high volatility with considerable overspends against 
recurrent budgets. 
 
The continuing care reporting area was forecasting an overspend of £250k. 
This was an area of concern within the CCGs financial position in 2021/22 
and also recurrently.  The ATB under programme 5 would be considering the 
full year and recurrent forecast for packages of care and any mitigating 
actions which could be put in place to manage financial risk.  
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The CCG was forecasting to incur around £3m on the separately funded 
national Hospital Discharge Programme.  This spending was an area of high 
volatility due to the pandemic and the complexity of the scheme.  The ICS 
received a cap for the costs associated with the arrangement which posed a 
potential financial risk to the CCG however, current forecasts for the ICS 
indicate expenditure should be contained within that cap 
 
The financial risks facing the CCG in H1 had been assessed at £1,500k in 
the worst case scenario.  The Central ICP had identified funding within its 
envelope to support financial risk across the ICP however, these may not be 
sufficient to cover all risks in the ICP and therefore the CCG was identifying 
additional mitigating actions which could be made to manage financial risks 
for H1.  Risks would need to be monitored closely in H1 to ensure the CCG 
and ICP can effectively deploy mitigations and manage residual risks. 

  
It was highlighted that within the CCGs Scheme of Delegation the Executive 
Committee was required to approve transfers up to £5,000,000.   Amounts 
less than £1,000,000 would have been approved already by the Chief Officer 
and Chief Financial Officer.  This month there were no budget virements that 
required Executive Committee approval. 

  
As mental health prescribing was forecasting a reduction between financial 
years the CCG had to reinvest this reduction back into mental health services 
as a pre-commitment due to the nature of the MHIS metric.  It was noted that 
41% of the overall funding had been committed and agreed which 
highlighted a risk of delivery against each of the mental health funding 
streams.  To help mitigate against this risk a system wide mental health 
allocation group had been set up with the dual purpose of unblocking issues 
in the delivery against the 2021/22 Mental Health plan objectives, and where 
slippage of additional resource became available, developing additional 
plans to ensure good use of the available funding. 

   
The Executive Committee NOTED the update in relation to the CCG financial 
regime for the period 1 April 2021 to 30 September 2021; NOTED the 
2021/22 financial position update; NOTED the financial risks outlined within 
the report in relation to the financial regime; NOTED the update with regard 
the delivery of the CCGs productivity plan for 2021/22. 

 
 
2021/133 Performance Report 
 

Scott Watson presented the Performance Report and advised that there had 
been no change to the report that had been presented at the Governing 
Body meeting on 27 August 2021. 
 
It was noted that an issue was emerging around elective performance and 
whether this was being impacted as a consequence of the pressures at 
STSFT.  The hospital had recently entered a period of black escalation for a 
short period of time due to a shortage of medicine beds.  There had been a 
significant amount of pressure over the last few days which had resulted in 
some cancellation of elective procedures, some cancer, and urgent 
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procedures.  The hospital were committed to getting those patients rebooked 
within days rather than weeks. 
 
A question was posed as to whether the hospital was now seeing a reduction 
in pressure since last week or whether it remained in a similar position.  The 
up to date position was not yet available however it was reported that COVID 
admissions were reducing steadily but it was understood that the pressures 
were not necessarily around COVID admissions, more a general increase in 
admissions exacerbated by staff absence.  It was felt that the pressures were 
still there, albeit de-escalating slowly. 
 
ATB colleagues confirmed that feedback from the surge meeting on 2 August 
indicated the hospital was in a slightly better position, with a number of care 
home beds being spot purchased to help with flow out of hospital and mutual 
aid taking place. 
 
The Executive Committee NOTED the position and progress against each 
indicator in the NHS Single Oversight Framework; NOTED the impact on the 
NHS Constitution and national requirements because of the C19 pandemic. 
 
 

2021/134 ATB Assurance Report  
 

Philip Foster presented the ATB assurance report which provided assurance 
on the development and delivery of the ATB Operational Plan for 2021-22, 
and other areas of ATB business/corporate development. 

  
As part of the report, a presentation was provided which focused on the 
following areas:- 

 

• Surge Update 

• Month 3 Headlines 

• Month 3 Efficiency Delivery 

• Operational and Assurance Issues 

• Current Scheme of Delegation 

• Scheme of Delegation Proposals 
 
It was noted that the Urgent Treatment Centre Business Case had been 
considered by the ATB Executive Group.  The proposal was for the 
relocation of the UTC currently at Pallion into the hospital site, and continued 
extension of UTC opening hours to midnight to end of March 2022.  It was 
confirmed that the CCG's Executive Director of Nursing had provided some 
advice from the Consultation Institute that patient and public engagement/ 
involvement should be taking place around the proposed move.  The Head of 
Communications for ATB and the Trust was leading on the engagement and 
feedback would be provided to the CCG with regard to the patient and public 
involvement plan. 
 
Action: PF to ensure CCG receive feedback from engagement on 

the patient and public involvement plan 
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Clarification was requested on the proposed model to be used for the Urgent 
Treatment Centre to understand planned flow on the site.  It was 
acknowledged that there was still work to do but heading towards some of 
the principles of the big front door approach. 
 
Reference was made to the holding paragraph in the report in relation to 
having quality assurance information from a system perspective for ATB and 
whether this was on track for the CCG to start seeing some of this 
information coming through.  It was confirmed that work was continuing on 
the Quality Assurance Framework that was agreed in March 2021, 
particularly working to programme group level around the quality indicators 
that could be used for programme group dashboards and how this could be 
used to inform quality reporting, whilst addressing the gaps previously 
identified via the community elements of the information.  It was reported that 
colleagues were working collaboratively on that level of information at 
programme group. 
 
It was felt there was a gap in information on quality to the CCG on the view 
of the programme groups and collective view of quality as a system.  It was 
confirmed that this was being worked on with the programme groups during 
quarter 1 and an update on progress and/or quality assurance information 
would be included in the next ATB report. 
 
Action: PF to include an update on progress and/or quality 

assurance information in the next ATB report 
 
A comment was made in relation to the number of papers received for the 
ATB assurance report and the fact that there were some areas of duplication 
and overlap with the CCG's performance report.  In response it was 
acknowledged that there was a lot of information and cross over with the 
performance report.  Work was underway with a number of colleagues to try 
to streamline the information and it was expected that this would improve 
going forward. 
 
The ATB Operation Plan 2021/2022 was well received; however, concern 
was expressed around the omission of any reference to inequalities within it.  
It was confirmed that the number one priority as a principle for ATB was to 
improve health inequalities.  Every business case and project must 
proactively demonstrate how it would impact on improving health 
inequalities. 
 
A question was posed in relation to Section 117 and the progress of the work 
stream.  In response it was advised that good progress was being made in 
this area with significant challenge to CNTW colleagues around the 
application of Section 117.  Legal advice had confirmed Section 117 could be 
discharged under certain circumstances.  

 
The Executive Committee NOTED the assurance provided by the report 
regarding the development and delivery of the ATB Operational Plan for 
2021-22, and other areas of ATB Business/ Corporate development; NOTED 
receipt of the Quarter 1 Planning Submission made to the ICS for information 
and the request for participation of ATB programme groups in providing 
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regular updates as required; SUPPORTED the proposal to increase the ATB 
Executive Group delegated authority to £5m with the same level of 
responsibility as the CCG Executive Committee on decision making; NOTED 
and AGREED to the proposal of requesting amendment to the allocation of 
resources for decision making; RECEIVED the appended reports; NOTED 
the revised assurance reporting content in line with the development and 
delivery of the ATB Operational Plan for 2021-22. 

 
 
2021/135 Policy for Continuing Healthcare and Funded Nursing Care Appeal 

Procedure 
 
 Ann Fox presented the Policy for Continuing Healthcare and Funded Nurse 

Care Appeal Procedure. 
 
 The suggestion was made for the letter of acknowledgement and consent 

form to be easily accessible for both non-digitally enabled people as well as 
digitally enabled people and the policy would be amended accordingly. 

 
 Clarity was requested in relation to the exceptionality criteria and whether 

this was about the appeals or the timeframe.  It was advised that under 
standard NHS complaints there was a six-month time limit following 
notification of an eligibility decision and this was being adhered to.  The 
wording of this would be amended within the policy document. 

 
A comment was made about the importance of the ICS having a similar 
policy in place from April 2022 and whether this was being picked up. 
 
Clarification was sought in relation to whether the policy would still apply for 
appeal if a patient's clinical situation changed from the time the decision was 
made and there was rapid clinical deterioration.  In response it was 
confirmed that there would be different process if there was a clear change in 
need. 
 
In relation to section 6.1 of the policy, it was suggested the wording should 
be amended to "it should be made clear by the appellant to the Funded Care 
Team who the primary contact should be through all stages of the process." 
 
Action: AF/LC to amend the wording in 6.1 of the policy document 

  
The Executive Committee APPROVED the Policy for Continuing Healthcare 
and Funded Nursing Care Appeal Procedure for published on the Continuing 
Healthcare page of the CCG website, subject to the slight amendments 
referred to above. 

 
 
2021/136 Clarity TeamNet – Sunderland CSI (Clinical Support Information) 

Pathways 
 
 Claire Bradford presented the Clarity TeamNet Sunderland CSI Pathways 

report which detailed 4 pathways that had been reviewed by the local 
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Sunderland GP Alliance clinical reference group for sign-off by the Executive 
Committee. 

 
The Executive Committee APPROVED the pathways, so they could be 
uploaded to the CSI portal to share with general practice in Sunderland. 
 
 

2021/137 Governance Assurance Report 
 
 Deb Cornell presented the Governance Assurance Report for quarter 1 

2021-22 which provided an update and assurance on corporate affairs and 
governance activity during the period 1 April to 30 June 2021. 

 
The Executive Committee RECEIVED the report for assurance purposes. 

 
 
2021/138 Research and Evidence Annual Report 
 
 Ann Fox presented the Research and Evidence Annual Report which 

provided information on the research and evidence activity during 2020-21 
and plans that were in place for the coming year. 

 
The Executive Committee RECEIVED the report; NOTED the activities, 
subsequent progress being made and assurance provided. 
 
 

2021/139 Any Other Business 
 
 There were no items of any other business. 
 
 
2021/140 Date and Time of Next Meeting 
 
 Tuesday, 7 September 2021, 14:00 – 16:00 p.m., via MS Teams. 
 
 
 
Signed:  
 
Date: 7 September 2021 
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 Patient and Public Involvement Committee 

13 July 2021, 2pm – 3pm 
Via Teams  

 
Present:  

Mrs Debbie Burnicle, Lay Member for PPI, SCCG (Chair) 
Ms Lisa Anderson, Involvement Officer. SCCG and STCCG 
Amanda Brown, Chief Executive Officer, Sunderland Carers Centre 

  Ms Deborah Cornell, Head of Corporate Affairs, SCCG and STCCG 
Mrs Liz Davies, Director of Communications, South Tyneside and Sunderland 
Foundation Trust 
Mr Lee Hansom, Communications Officer, NECS 
Mrs Janette Hilton, Chief Officer, VCAS, Sunderland 
Mrs Jessica May, Sunderland Council 

  Miss Anisah Sharmeen, Engagement Officer SCCG and STCCG 
 
In Attendance: 
 Mr Paul Clitheroe, Programme Manager: Mental Health, Learning Disabilities 

& Autism, ATB 
 Mr Lee Milburn, Sunderland University, Representative for Patient with lived 

experience  
Ms Eleanor Hardy, PA (minutes)   
 
As Ms Anderson and Mrs Davies had other meeting priorities the Chair asked 
that their items were presented at the front of the agenda.  
 
 

2021/56  All Together Better (ATB) Update 
 
  Mrs Davies provided a verbal update to the committee.  
 
  ATB had been working with Health Watch around engagement and how 

people had found hospital services over the past year and focusing in 
particular on the Recovery at Home service in Sunderland. This was one of 
the priority areas that ATB would be looking to improve over the next year.  
There had been over 400 responses to the survey and 50 one to one patient 
interviews. That engagement work would be completed this week so Mrs 
Davies would be able to present an update to the PPI Committee at its 
meeting on 14 September. 

 
 Action: Mrs Davies to present an update on the engagement work 

around ATB community services including recovery at home 
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2021/57       Sunderland Eye Infirmary Engagement Update 
 
 Engagement on the new Sunderland Eye infirmary had taken place with the 

public between March to May this year which involved different mechanisms 
for people to provide feedback for example online engagement sessions and 
focus groups.  Work had been held with the RNIB and sight loss groups to get 
their feedback on the design of the hospital to ensure it was right and what 
needed to be considered going forward. Feedback from this engagement had 
been provided as part of the planning application to Sunderland Council. 

 
A planning application with proposed designs had now been submitted and 
was expected to be reviewed by Sunderland City Council’s planning 
committee at its September meeting. In the meantime, work would continue 
with the clinical teams and ongoing dialogue with the patient representatives 
from the Eye Infirmary and RNIB partners as the development progresses.  
 
The Chair queried what Mrs Davies personal experience was of the people 
that wanted to be involved and the benefits of this involvement.  Mrs Davies 
advised she had not been involved in the focus group directly however, the 
project manager had been really enthused by the responses and a genuine 
appreciation that the public had been involved at an early stage to ensure the 
design was right.  
 
The Chair noted this was robust engagement and good to know it  built on the 
views of the 2,000 people used in the business case. It was also helpful to see 
how the team had used the feedback to make differences to the scheme as 
described in the report. 
 
Mrs Davies advised there were two or three patient representatives directly 
involved with the clinical design teams, and via the engagement work carried 
out, links had been developed with other groups.  A direct letter and a copy of 
an easy read version of some of the materials within the engagement report 
would be sent to those groups to keep the dialogue open. As it got closer to 
the building being open, some walk throughs with patients would be carried 
out to understand their point of view for when the building was open.  
 
The PPI Committee RECEIVED the report for assurance  
 
  
ITEM FOR DISCUSSION  

 
 
2021/58 Draft Involvement Action Plan 
 

Following extensive engagement and research, an Involvement Strategy had 
been produced for South Tyneside and Sunderland CCGs.  The research for 
the strategy also identified the actions needed to meet each of the five key 
principles which were: 

1) Reach out to people to involve them in the right way to increase 

participation. 
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2) Promote equality and diversity and encourage and respect different 

beliefs and opinions. 

3) Take time to plan for involvement, including how we can work with 

partners, and feeding back. 

4) Continue to build on our partnership relationships, to ensure knowledge 

and capability is shared for the future. 

5) Use a range of best practice involvement methods including both online 

and offline methods. 

 
Miss Anderson advised a lot of the actions were around what the CCGs 
needed to regularly adopt as day to day practice, rather than specific tasks..  
 
One of the actions was to develop the profile of South Tyneside and 
Sunderland residents and Miss Anderson already had this information from 
the Office of National Statistics.  In 2023, access would be available to the 
census statistics.  
 
One key item was to develop a Citizens Panel which was a data base of 
people who would like to be involved in the CCGs involvement activities 
across Sunderland and South Tyneside and identify the ways they would like 
to be involved.  
 
Mr Clitheroe queried why this was being created when there were already 
well-developed assets in the city that could be used.  Miss Anderson advised 
the Citizens Panel would be free and would be used at the end of every 
involvement activity or survey carried out.  This was more a communication 
method where people could choose what to take part in.  The feedback 
received from people taking part would close the loop to understand  
the views from different communities. Asset based methods were also used 
across Sunderland and South Tyneside and this was just another tool to 
encourage people to be involved. The database would make maintenance 
and management much easier. 

 
Mr Clitheroe noted that health was a difficult sell, and a lot of other 
stakeholders were already engaging with citizens around the things they 
want/needed to do.  The council had housing organisations that were dealing 
with older aged people which included a lot of high users of health and care 
services.  This was about letting go of control and working with partners and 
using their assets. 
 
Ms Cornell advised that the Citizens panel was just one way of involving 
people and the CCGs were aware there were experts out there and would link 
in with them.  The Sunderland Involvement Partnership  had been established 
with representation from key partners, to share what was going on across the 
city in terms of engagement. Its key aim was to prevent duplication and 
encourage collaboration when engaging local people.   

 
Mrs May noted that the Partnership was working really well, and people were 
sharing their engagement strategies and groups. 
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The Chair noted she supported all the 5 principles and particularly principle 3 
"Take the time to plan for involvement, including how we can work with 
partners, and feeding back" . Developing individual engagement plans for 
each project was a very transparent way of sense checking the best way to 
involved people and would encourage people to contribute and get involved.  
 
The Chair referred to principle 4 and noted that people would not know what 
SIP meant.  Miss Anderson also advised this was Sunderland Involvement 
Partnership but would need to be changed to reflect South Tyneside.  Miss 
Anderson would edit this and use the word partners instead.  
 
Miss Anderson updated the committee that the Executive summary for Adult 
Mental Health Strategy Research report as BSL and the link, had gone live 
last night.  Miss Sharleen would share the link with the committee.  
 
Action: Miss Sharmeen 
 
The PPI Committee RECEIVED the action plan for information and 
assurance.  
 
 

2021/59 Welcome and Introductions 
 
The Chair welcomed everyone present to the meeting and a round of 
introductions was made. 
 
The report presenters were asked to assume all reports had been read and to 
draw any recent updates to the attention of the committee.  
 
The Chair confirmed that the meeting was quorate. 

 
 
2021/60 Apologies for Absence 

  
Mrs Ann Fox, Executive Director of Nursing Quality and Safety 
Mrs Jackie Spencer, Senior Commissioning Manager  

 
 

2021/61  Declarations of Interest 
 
There were no declarations of interest. 
 
 

2021/62 Minutes of the meeting held on 11 May 2021 
 

The minutes of the meeting held on 11 May 2021 were agreed as a true and 
accurate record of the meeting.  

 
 
2021/63 Matters arising 
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There were no matters arising from the previous minutes.  
 
  
 
 
2021/64 Action Log 
 

The action log was discussed and updated and actions 4 and 9 were 
 closed.   

 
Mrs May provided a verbal update on action 4 "to consider how best to seek 
representative from the 5 Localities on the Committee."  Mrs May queried 
whether the committee wanted someone from each locality or one person that 
would represent the five areas.  
 
The Chair replied the committee would take Mrs May's advice around this.  
The committee was trying to be transparent and inclusive and the terms of 
reference  noted this was about the people of Sunderland and the 5 areas and 
how we could be reminded about what the population would think and 
capturing the view at ground level.  
 
Ms Cornell referred to the Voluntary Sector Alliance Group and asked if there 
was an opportunity to have a representative from that group.  The Chair noted 
that the PPI Committee  had representatives from the voluntary sector and 
clarified that it was a neighbourhood representatives that were needed.  

 
Mrs May confirmed she had posed the question again to the neighbourhoods' 
team and would follow this up with Helen Peverley. 
 
Mr Clitheroe noted the challenge health and care services have is we are 
good at engaging with service users, but we need to be future planning to get 
into dialogue with citizens on what their expectations are of services moving 
forward.   
 
Miss Sharmeen noted that she attended the Voluntary Sector Alliance Group 
and was happy to be a link from there to this committee. There was a new 
Chair of the meeting going forward and he/she may be the correct person to 
communicate with the PPI Committee.  

 
Mrs Hilton updated the committee there may be someone within a set locality 
that could represent the community and also the BAME community or mental 
health so there may be cross fertilisation as well. 
 
Mrs Hilton noted she had shared two consultation documents with the Chair, 
Evaluation of the Hive (High Impact Voluntary Engagement) project May 2021 
and a report on the Hive Projects, Sector Needs and Opportunities for future 
Interventions May 2021. One outcome from the evaluation was it was 
requested there was a more front face profile for smaller organisations within 
the city so they could reach their communities better.  Most organisations 
within Sunderland were on a £50,000 turnover and a lot even less.  These 
organisations were reaching some of the most vulnerable in the community.  
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The Chair requested that the two documents and the link to the portal site 
were shared with Miss Sharmeen and Miss Anderson to think about those 
engagement opportunities and also to the committee for information.  
 
Action: Ms Hardy  
 

 
ITEMS FOR DISCUSSION 
 

2021/65 NHS Duty to Involve:  Integration and Innovation: Working together to 
improve health and social care 

 
 The report provided the committee with a briefing note on the implications of 

the proposed white paper for health and social care for patient and public 
involvement. The briefing paper, appendix 1, gave an overview of the 
proposed changes from a patient and public involvement perspective for 
information. 

 
 Ms Cornell provided assurance that the patient and public involvement (PPI) 

duties would not change and would lift and shift into the new place-based 
organisation.  The Health Care Bill had been published last week and included 
an additional duty placed on PPI around a duty to take care of carers or care 
representatives which would help and add strength to the PPI agenda.  

 
 Mrs May noted that it had been mentioned at the Sunderland City Board 

meeting there would be more emphasis on place-based activity which was a 
good thing.  Ms Cornell advised this had come from an ICP engagement 
event across Durham, South Tyneside and Sunderland.  Sir Liam Donaldson 
(current chair of the NE and Cumbria ICS) had said it was important that as 
many as possible PPI activities were delivered at place-based level and he 
was a l strong advocate of Place. This needed to be backed up in the 
Operating Framework. 

 
 The PPI Committee RECEIVED the report for information.  
 
 At this point in the meeting the Chair requested that item 6.3 Co-producing 

Community Mental Health Transformation in Sunderland, was presented next.  
 
 

ITEMS FOR ASSURANCE 
 

2021/66 Co-producing Community Mental Health Transformation in Sunderland 
 

The report provided assurance to the committee that community mental health 
transformation in Sunderland was being co-produced with people who had 
recent experience of services and/or their families as well as staff and wider 
stakeholders).   
 
Mr Clitheroe highlighted that whilst co-production of mental health 
transformation was hard wired into the policy drivers, talking to colleagues 
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across the North East ICS it seemed to be that Sunderland was in a good 
position to move this forward in a practical way.   
The Community Mental Health Transformation Group had searched and 
reached out to the excellent existing assists in Sunderland, and this was how 
Mr Milburn had become involved.  Mr Milburn by trade was a designer and 
this had significantly helped and his experiences had been very useful.  
 
Mr Milburn advised that his role was to keep Mr Clitheroe on track with 
direction and keep things as patient centred and patient focused as possible.  
His experience in management was quite different to Mr Clitheroe's which 
may make him think of things in a different way.  
 
The Chair noted, personally she had attended the training course the report 
referred to and she had found it reassuring there was a great intent, and a 
good understanding of how important co- production was and what it 
was/wasn’t  compared to communication and engagement. There was an 
honesty with the people involved that while the intent was there, it was going 
to be a challenge, but they wanted to do it and were getting behind it. The 
Chair said she was also interested in Mr Clitheroe's view that this could be a 
game changer for the patch, and she hoped it was as this would be good for 
Sunderland and the North East. 
 
Mr Clitheroe updated that 5 co production sessions had been delivered to 
date and had covered 85% of the core community mental health 
transformation group. What had been challenging was trying to get our 
diverse partners and stakeholders to understand what co production was 
about, but things were looking better.  If the evidence base was built that co-
production worked, this could be a real exemplar with lift and shift to other 
areas in the city then across the ICS. Income could be generated on the back 
of this, and small businesses could do this, not just for co-production but for 
how things were being done in Sunderland.  
 
The Chair referred to the paper and wanting 6 more co-producers and 
queriedwhether this has happened.  Mr Milburn confirmed there were 
currently 8 co-producers and they were starting to cover some ground.  Mr 
Clitheroe added that after 6 months the group was in the place where it 
wanted to be.  
 
The Chair noted that the group had the PPI Committee's support around the 
principles and the need to do it. Ms Cornell commented that this work was 
very impressive and did have the opportunity to be an exemplar and could be 
adopted as a model not just for Sunderland but wider.  
 
The PPI Committee RECEIVED the report for assurance.  

 
 
2021/67 Path to Excellence Update 
 

The report provided the Committee with updates on the communications and 
involvement planning and delivery activities for the Path to Excellence 
Programme up until July 2021.  This included an update in relation to the on-
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going pre-consultation process the Path to Excellence programme was 
following in order to involve NHS staff, patients and stakeholders in 
developing options/proposal for change which would be subject to a wider 
public consultation later in the year. 
 
Ms Cornell advised that activity was ongoing and was on track to start 
delivering phase 2.  

 
  The PPI Committee RECEIVED the report for assurance. 
 
 
2021/68 CCG Involvement Update (including communications)  
 
 The PPI Committee RECEIVED the report for assurance.  
 
 
 
 ITEMS FOR INFORMATION 
 
2021/69 Regional and National updates/issues 
 

Ms Cornell advised there was no further information available regarding 
changes to statutory responsibilities and the new legislation and guidance was 
still awaited.  

 
 
2021/70 Quality issues to raise/share with the Quality and safety Committee? 
 

The Chair would reflect the committee's interest in Co-producing Community 
Mental Health Transformation in Sunderland. 
 

 
 ANY OTHER BUSINESS 
 
2021/71 There was no other business discussed.  
 
 
2021/72 Date and time of next meeting 

 
 Tuesday 14 September 2021, 2pm - 3pm via Microsoft Teams 

 
  

  Signed:    
 
   
 
  Date: 14 September 2021 
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    Audit and Risk Committee 
Tuesday 25 May 2021 

10.00 – 12.00 via Teams 
 
 

Present:  Mr Chris Macklin, Lay Member – Chair 
   Mrs Pat Harle, Lay Member 
   Mr Neil Weddle, Independent Audit Support 
 
In Attendance: Mr Carl Best, Director of Audit, AuditOne 

Mr David Chandler, Deputy Chief Officer/ Chief Finance Officer  
Ms Deborah Cornell, Head of Corporate Affairs   

  Ms Diane Harold, Senior Manager, Mazars LLP 
    Dr Ian Pattison, Clinical Chair 
   Mrs Gillian Robson, Audit Manager, AuditOne 
   Mr Martyn Tait, Counter Fraud Specialist, AuditOne for item 2021/36 
   Mr Cameron Waddell, Office Managing Partner, Mazars LLP   
   Mrs Jan Thwaites, EA (minutes) 
 
2021/38  Welcome and Introductions 
 
 The Chair welcomed everyone to the meeting. 
  
2021/39  Apologies for Absence 

  
Mrs Tarryn Lake, Associate Director of Finance and Dr Neil O'Brien, 
Accountable Officer 
    

2021/40 Declarations of Interest 
 

Mrs Harle declared an interest in that she was also the lay member for South 
Tyneside CCG.   
 
Ms Cornell declared an interest in that she was Head of Corporate Affairs 
across both South Tyneside and Sunderland CCGs. 
 

Mr Macklin reminded members should any declarations of interest become 
apparent during the meeting they should be raised at the appropriate point. It 
would then be determined how the conflict would be managed and recorded 
appropriately. 
 
The Chair declared the meeting was quorate and that the Chairs checklist had 
been completed. 
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2021/41 Minutes of the previous committee held on 6 April  2021 
 

Amend the job title of Mr Best to Director of Audit, AuditOne. 
 
Subject to the above amendment the minutes of the meeting held on 6 April 
2021 were RECEIVED as an accurate record. 

   
2021/42 Matters Arising from the minutes and Action log  
 
  There were no matters arising 
 

Action log:  
 
All actions were discussed and updated on the action log and closed.  

 
2021/43        Annual Accounts 2020/21 
 The purpose of the report was to gain agreement to recommend the Annual 

Accounts for 2020/21 for approval and adoption by the Governing Body. 
 
 The Chair assured the committee that the annual accounts had been 

scrutinised in detail on various occasions by himself and the Governing Body 
members, most recently with the  inclusion of a succinct briefing note supplied 
by the finance team. 

  
 The deadline for submission of the accounts was15 June, the date had been 

extended due to the onset of the Covid pandemic. There was a possibility that 
up until the submission date there could be further national guidance issued 
by NHS England (NHSE). In the event of this occurring the report requested 
that the Governing Body gave approval to the Accountable Officer and the 
Chair of the Audit Committee to approve and revise the annual accounts if 
required. 

 
 The accounts had been produced on a going concern basis, a statement had 

been included in the accounts that the CCGs  functions were  to transfer to an 
Integrated Care System (ICS)  to continue provision of services. 

 
 Note 17 in the accounts detailed the CCGs achievement of its statutory duties. 
  
 A couple of minor wording areas had been identified, these would be named in 

the audit report rather than amend the accounts. 
 
 The content of the management process letters previously presented to 

Mazars remained accurate. 
 
 Thanks were given to all involved in the annual accounts preparation. 
 
 The Audit and Risk Committee  

▪ CONSIDERED the Annual Accounts for 2020/21.  
 

▪ RECOMMEND the Governing Body approve and adopt the Annual 
Accounts for 2020/21.  
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▪ RECOMMEND the Governing Body authorise the Accountable Officer 

and Chief Finance Officer to sign the relevant certificates relating to the 
Annual Accounts.  

 
▪ RECOMMEND the Governing Body authorise the Accountable Officer 

and Chair of the Audit and Risk Committee to approve reasonable 
adjustments to the Annual Accounts in respect of any revised guidance 
issued from NHS England prior to the final submission date. 

 
2021/44 Annual Report including Annual Governance Statement 
 
 An overview of the annual report and annual governance statement was 

given. 
  
 The annual report had been structured in line with the Department of Health's 

manual for accounts covering performance, accountability and financial 
statements. 

 
Due to the  impact of Covid  guidance had been given that not as much 
content was required in regards to performance. In regard to the accountability 
report this included the Annual Governance Statement and the risk 
management arrangements and other key areas. 
 
It was reassuring that despite the pandemic the amount of work that the CCG 
had  managed to achieve in year both from a from public involvement view 
and a governance perspective. 
 

 A  caveat was included on the front sheet of the report that subject to receipt 
of the final statement from external audit any changes would be taken into 
account and approved by the Audit Chair, Accountable Officer and Chief 
Officer. 

 
It was noted that the Lay member for PPI had been asked to review and 
comment on the report.  NHSE had stated that CCGs still needed to continue 
to undertake good governance during the pandemic, this was reflected in the 
annual report.  
 
Thanks were given to the  team for producing the report, a summary version 
of the report would be produced and put on the CCG web site. 

 
The Audit and Risk Committee APPROVED the annual report, including the 
governance statement;  
NOTED the Accountable Officer is required to sign and date the annual report 
as highlighted above; 

 AGREED for the report to be submitted to NHS England by the required 
deadline 
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2021/45 Management Letter of Representation 
 
 The purpose of the report was to provide a letter from the Accountable Officer 

to be send to the Director of Mazars. 
 
 An un-adjusted mis-statement had been included in the accounts relating to 

prescribing for month 12 of £499k lower than the accrual. There may need to 
be a minor adjustment before the final letter was sent. 

 
 The Audit and Risk Committee CONSIDERED the letter. 
 
2021/46 Annual Report 2020/21 including Head of Internal Audit Opinion 
 The report provided assurance around the adequacy of the internal audit 

function and the assurance arising from individual audits included within the 
internal audit plan. 

 
 The team had reflected on the impact of Covid and the reduced programme in 

year – removed core work to manage the step down in the servicing and 
believe done enough to support the head of audit opinion. 

 
 The phase 3 response was in draft form but showed substantial assurance. 

The DSPT  toolkit was at  interim stage, a  plan was in place to look at the 
opinion given, working on submission for 30 June.  
 

 There were no concerns around the KPIs, the workflow and feedback had 
been managed. 

 
 Overall this was a positive report and opinion. 
 It was acknowledged that there were gaps around the IG and IT controls from 

NECS in relation to the DSPT toolkit. The NHS Digital framework required a 
higher level of information than previously required. 

 
 A meeting had been held with the CCG and NECS to agree next steps, 

receive further evidence and re-validate. 
 
 Concerns were raised in relation to the draft DSPT reported, there were some 

frustrations in regard to NECS sharing information. An action plan had been 
produced to enable a significant level of assurance to be gained. 

 
 The Audit and Risk Committee NOTED the internal audit annual report. 
 
2021/47 Internal Audit Progress Report 
 
 The purpose of the report was to provide an update on progress against the 

2020/21 annual internal audit plan. 
 
 Changes since the previous Audit Committee meeting were highlighted, these 

included the following: 

• Conflict of Interest (COI) report and findings was embedded as 
appendix 2 and included an action plan. 
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• Discussions had taken place with the directors around the audit plan – 
an updated plan would be produced and circulated virtually for 
agreement prior to the September Audit and Risk Committee meeting. 

• There were no outstanding actions at the end of the year. 
  
 It was confirmed that any COI would be handled by the Chair  in the meeting 

at the time of the declaration and the actions required were to be minuted. An 
annual review of conflicts of interest came to the ARC and anything that came 
to light would be looked at as part of that process. 

    
 The Audit and Risk Committee NOTED the progress. 
 
2021/48 External Audit Completion Report 
 
 The report summarised the external auditor's work on the statutory financial 

statements and annual report. 
 
 It was reported that Mazars were on track to complete by the deadline, there 

was a difference between the actual prescribing figure for March although this 
was noted as not material, some disclosure points to be amended and were 
on track to issue an unqualified opinion. 

 
 In relation to the ledger this would be completed when re-opened on 10 June, 

the certificate stated work was not complete at the minute. 
 In regard to Value for Money (VFM) assurance was given that there was no 

significant weakness. A conclusion had been reached that until the VFM 
commentary had been issued Mazars had not discharged its duties under the 
national audit office code. It was noted that Mazars would ensure that the 
CCG had significant time to look at commentary. This would be completed and 
agreed by the end of July by the Governing Body. 

 
 The committees attention was drawn to the following points: 
 

• more narrative had been included in respect of service organisations all 
of which were qualified this year. It was noted that all bar one had 
qualified last year. Mazars discussed with the CCG  all the individual 
control sections and ensured that the CCG had mitigating controls in 
place where appropriate. 

• In regard to significant matters discussed with management, key areas 
included the  impact of the revised financial regime, contracts and 
integrated care partnership and how the funding had flowed via the host 
CCG and the accounting for this. 

• In regard to the summary of misstatements section of the report nothing 
material to note in respect of these amendments. The CCG template 
included more detail than needs to, this was not a major issue.  

  
 The Audit and Risk Committee NOTED the report and the recommendation for 

approval by the Governing Body. 
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2021/49 Approval of Annual Report and Accounts 
 
 The Chair asked the committee if they were willing to recommend the CCG’s 

annual report and accounts to the Governing Body for approval. 
 

The committee has had an opportunity to consider the accounts and the 
annual report, has now seen and had updates relating to the key letters of 
representation which give management assurances around the CCG’s 
systems and approach to internal control.  It has heard the head of internal 
audit opinion offering significant assurance for the year and, also heard from 
external audit who have given their unqualified opinion and that there were no 
significant matters to raise in relation to the CCG’s value for money position.   

 
On that basis, the committee members were asked if they were in agreement 
to recommend approval of both the annual accounts and annual report to the 
governing body; for authority to be delegated to Dr O’Brien as accountable 
officer and Mr Chandler as chief finance officer to sign the necessary 
statements; and, subject to formal approval from the governing body, 
recommend onward submission to NHS England in line with the national 
deadline. 

 
2021/50 Finance Update 
 
 Key highlights from the report were given, these included the following: 
 

The budget paper would be presented to the Governing Body which set out 
the budget for the 1st 6 months of year of £280m and the agreement for a 
Mental Health Investment Standard plan for 12 months. The funding  for the 
1st 6 months of the year would be issued at ICP level. This included 
allocations for CCGs for Covid top ups, system top ups and hospital discharge 
indicative fund which equated to approximately £24m. 
 

 Other funding sources would be available to support the like of primary care, 
mental health and cancer. 

 
 Funding for prescribing was £4m more than the previous year this was 

covered off and had increased the budget by 2%. A similar situation would be 
for packages of care, with an expectation that this would increase. 

 
 Covid monies would come to the  CCG of approximately £3m, this would be 

spent on diagnostics, CHC and autism waiting lists. 
 
 The ICP had agreed to support a £5m financial pressure in Cumbria, this 

would mean a bigger surplus of £2m. There was a commitment to get this 
funding back in the future. 

  
 In terms of risk these were related to the hospital discharge programme and 

the elective recovery fund. 
   
 The Audit and Risk Committee RECEIVED the report. 
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2021/51 Service Auditor Report 
 
  
 The auditor report for North East Commissioning Support (NECS) and the 

Electronic Staff Record (ESR) system outlined weaknesses although it was 
noted that internal controls were in place. 

  
 It was proposed that from September a report would be produced with more 

detail and how these risks would be mitigated. 
 
 
2021/52 Risk Register 
 
 The report provided the latest version of the corporate risk register and a 

summary of movements during the period 31 March to 11 May 2021. 
 
 There were some minor changes in the report that were highlighted.  
 

There had been 3 additional corporate risks added in relation to children's 
following an  in depth review. One of these risks was in relation to the 
transition to ICS as the CCG were not fully aware of how this would happen.  

 
 There was a proposal to change the CCGs current risk rating matrix to bring 

this into line with other CCGs in the North East and Cumbria and NHS 
England. This would ensure a standard approach to risks during the 
transitional period and ensure if was easier to map re organisational changes. 

 
Feedback had been received around assurance how the old matrix was 
mapped across to the new matrix. Each head of service had been asked to 
review and ensure their risk matrix was correct. 
 

 This was in line with the CCGs Risk Management Policy and Standard 
Operating Procedures (SOPs). NECS IG team had been asked to update and 
align these procedures with the new matrix proposal. 

 
 At a recent Risk Management Group (RMG) meeting the group discussed the 

proposed changes, all were comfortable with these changes. The corporate 
governance risks were discussed as part of the deep dive into each 
directorate at this meeting. 

  
 It was noted that it was good to see a fresh view from new staff in regard to 

quality and safeguarding risks and how this would be applied, reviewed and 
monitored going forward. 

  
  
 It was explained that NECS were to work with all CCG leads to review the 

risks and the RMG would re-visit this to ensure consistency across the CCG. 
  
 The Audit and Risk Committee REVIEWED the corporate risk register for 

assurance and NOTED the profile and the actions being taken to address 
these. 
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 Mr Martyn Tait  joined the meeting at this point 11.32am. 
 
2021/53 Governing Body Assurance Framework 
 
 An updated version of the Governing Body Assurance Framework was 

provided. 
 
 A new updated format had been included in the report, this made the paper a 

more easier, simpler read. Thanks were given for the update in regard to the 
review of the gaps column in the report. 

 
 It was explained that this process had been incorporated into the RMG. The 

GBAF would be taken there for a wider view before coming to this committee 
for review. 

 
 The Audit and Risk Committee REVIEWED the framework prior to submission 

to the Governing Body for assurance. 
 
2021/54 Sustainability Delivery Group minutes 
 
 Minutes of the Sustainability Delivery Group from November 2020 to March 

2021 were provided for information.  
 
2021/55 Cycle of Business 
 
 An item to be added to the COB in regard to transition for the agenda in 

September  - what are the risks and how intend to manage them. 
 
 Action: Mrs Thwaites to add transition agenda item to September meeting. 
 
 The cycle of business had been updated and RECEIVED for information.  

   
2021/56 Any other business 
 
  Counter Fraud Annual Work plan 2021/22 
 

It was explained that there were new functional standards for 2021/22 which 
this committee were required to sign off. 
 
There were 12 requirements for 2021/22 – 2 had been selected, these were: 
  

• personal health budgets – there were 2 active cases in the local area of  
high value. NHSE were reporting a spike in referrals for PHB. 

• Antibribery management systems – 60 days work in relation to this. 
   

The fraud awareness cycle would recommence giving presentations to staff. It 
was noted that there had been a dip in referrals, possibly due to the Covid 
pandemic. 
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The Audit and Risk Committee APPROVED the Counter Fraud Annual work 
plan. 
 
The Chair gave his thanks to all internal and external audit and CCG teams 
for the work undertaken to get to this point. 

 
2021/57 Date and time of next meeting 

 
  21 September  2021, 10.00-12.00 via MS Teams 

 

  Signed:    
 
   
 
 
  Date: 21.09.21 
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Accountable Officer’s Report 
 

Purpose of report 

To provide the Governing Body with an update from the Accountable Officer on key issues 

affecting Sunderland. 

Key points 

The attached report provides a general update on both regional and local activities 

undertaken by the Accountable Officer and covers the following areas: 

 

Regional and national updates: 

• Integrated Care Systems (ICSs) Update 

• NHS Recovery 

• Covid-19 vaccination programme  

• Urgent and emergency care pressure  

Local updates: 

• Sunderland Covid-19 vaccination programme/primary care update 

• Development of place- based arrangements  

• Safeguarding 

• Leadership Development 

• TiTO Programme 

• Health and Wellbeing Board summary 

• Health and Wellbeing Overview and Scrutiny Committee summary 

Risks and issues 

There are no specific risks associated with the report.  It is intended to provide an overview 

of the activities and key issues facing the Accountable Officer and Executive Team.  Where 

necessary, more detailed reports on specific issues will be prepared for future Governing 

Body meetings or will be considered at a development session.   

Assurances  

None specifically 
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CO2:  Maintain financial control and performance targets  

CO3: Maintain and improve the quality and safety of CCG commissioned services  

CO4: Ensure the CCG involves patients and the public in commissioning and 

reforming  services  
 

CO5: Identify and deliver the CCG’s strategic priorities  

CO6: Develop the CCG localities  

CO7: Integrating health and social care services, including the Better Care Fund  

CO8:  Develop and deliver primary medical care commissioning  
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Equality analysis completed 

(please tick)  
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Key implications 
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required?   
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stakeholder engagement if 

needed?   
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Accountable Officer’s Report 

 

Regional and national update 

 

1. Introduction 

 

1.1 Welcome to my Accountable Officer’s report for Sunderland Governing Body 
members, covering the period of August and September 2021.  I hope members 

find my update useful.   

 

2.  Integrated Care Systems (ICSs) Update 

 
2.1 Professor Sir Liam Donaldson has been confirmed as the chair of our ICS and 

the process for appointing the Chief Executive of the ICS commences early in 

September with appointments being made in October.  Details of the 

appointment process are still being finalised however I believe the decision will 

be made following national and regional appointments processes. 

 

2.2 Other appointments to the ICB will be made after October these include a Chief 

Finance Officer, Director of Nursing, Medical Director, Non-executive Directors 

and members from Local Authority, Primary care, and the Foundation Trusts.  

Additional appointments to the board are for local discretion and have not yet 

been decided. 

 

2.3 There has been significant delay in national guidance relating to the 

establishment of the ICS and the HR framework, this continues to hamper local 

progress.  Senior leaders from the ICS have engaged with each ICP to hear 

from local places this will result in several design meetings in September 

involving the NHS and local government to produce a set of recommendations 

relating to the operating model and governance of the ICS.  At the time of 

writing this report all of the guidance available to date can be found by following 

this hyperlink NHS England Integrated Care Systems: Design framework. 

 

 

3 NHS Recovery 

 

3.1 The recovery of elective services continues across the patch, with both County 

Durham and Darlington NHS Foundation Trust and South Tyneside and 

Sunderland NHS Foundation Trust making headway into elective backlogs 

(South Tyneside CCG and Sunderland CCG having the strongest position 

within the ICS).  As of writing this update, both main acute providers had 

experienced some pressures due to Covid-19, which have resulted in short 

notice cancellations of planned procedures.  To mitigate further impact, a range 

https://www.england.nhs.uk/publication/integrated-care-systems-design-framework/
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of initiatives have been put in place (e.g. implementation of weekly elective 

recovery meetings, elective recovery groups, additional capacity insourced, 

implementation of 'Waiting Well'). 

 

3.2 Work is continuing on the development of diagnostic business cases to support 

access to central funding.  A broad range of cases are in development that, if 

approved, will increase capacity across the Durham, South Tyneside and 

Sunderland area.  The cases include increased provision of CT (computerized 

tomography), MRI (magnetic resonance imaging), Endoscopy and Echo, CCGs' 

leads are meeting with Foundation Trusts' colleagues in the coming weeks to 

look at how this may be progressed. 

  

4 Covid-19 Vaccination Programme  

 

4.1 The Covid-19 vaccination programme continues to deliver thanks to the hard 

work of everyone involved.  As Chair of the ICS Vaccination Board our attention 

has moved to planning for the Phase 3 booster programme, the flu programme 

and immunising the 16-18 years old population and those 12-15 years old in 

high-risk groups.  

 

4.2 We have held several planning and stress testing sessions to plan for a 

coordinated vaccination programme this coming autumn. 

 

4.3 The flu programme has also been extended this year to include more school 

aged children and an offer to everyone over the age of 50 in addition to the 

normal flu programme.  I am confident we have robust plans to deliver this 

extended immunisation programme efficiently over the months to come. 

 

5 Urgent and Emergency Care pressure 

 

5.1 There have been significant pressures across the whole health system in the 

last few weeks/months.  We believe this is due to a combination of factors such 

as ongoing Covid admissions and the necessary infection prevention control 

measures in place.  Staff sickness and holidays, unmet demand from the Covid 

pandemic and a push to recover elective waiting lists. 

 

5.2 North East Ambulance Service (NEAS) has been under pressure reporting 

REAP level 4 which is the highest level of escalation, the military assisted 

NEAS in August to try and improve response times, this picture is replicated 

nationally. 

 
5.3 Appointment data from primary care demonstrates a higher consultation rate 

when compared with pre-Covid levels, this in addition to staffing issues has 
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resulted in significant pressures which are being managed by CCGs and 

Primary Care Networks (PCNs). 

 

5.4 Helen Reay, Chief Executive of NEAS and Chair of the Urgent and Emergency 

Care Network (UECN) is reviewing the network and the membership to better 

coordinate the UEC pressure now and through the winter. 

 

 

Local update 

 
6 Sunderland Covid-19 Vaccination Programme/Primary Care Update 
 
6.1 General Practice continues to experience pressure resulting from an increase in 

appointment requests.  The CCG is undertaking a General Practice Access 

project designed to look at different aspects of access (patient and practice 

staff) so that we can support transformation and address any capacity issues 

that arise. 

 

6.2 Over 84.4% of the population of Sunderland have now had a first dose and 

91.5% of those who have had a 1st dose have also had their second dose.  We 

are continuing to invite those who have not yet had a vaccine and our clinics are 

a mixture of booked appointments and walk-in slots.  We have held a number of 

roving clinics over recent months, designed to target areas of lower uptake 

and/or specific age groups and we continue to send tailored comms to those not 

already vaccinated. 

 

6.3 The vaccination programme is now moving to phase 3 (booster programme) 

and all practices are signed up to deliver phase 3 of the programme.  Our 

STSFT community nursing team are supporting vaccination of the care home 

and housebound patients. We are also working with our School Immunisations 

service to support vaccination of healthy 12-15 year olds. 

  

6.4 Flu plans are underway in practices and within our pharmacies and we have a 

new Winter Vaccine Board which focuses on Covid-19 and Flu vaccine 

administration across the city. 

 

 

7  Development of place- based arrangements in Sunderland  
 

7.1 We continue to work with our key partners across Sunderland, both in health 

and care, to develop our place-based arrangements as we work towards the 

new Integrated Care Board for North East and North Cumbria. 
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7.2 The Sunderland Integrated Care Executive (the Executive) has been 

established to oversee the transition to the new place-based working in 

Sunderland and will provide a forum for key partners across the Sunderland 

system to work collaboratively to establish an integrated commissioning 

approach to the commissioning and provision of health and care services to 

help improve the health and wellbeing and reduce inequalities of the people of 

Sunderland.   

 
7.3 The Executive has agreed terms of reference with clear integration principles 

and is now meeting on a monthly basis.  

 
7.4 In addition, a Transition Steering Group has also been established to support 

and advise the Executive in establishing Sunderland's partnership working 

arrangements.  Membership of the Steering Group consists of key 

representatives from across the CCG, All Together Better, Sunderland City 

Council, Together for Children, South Tyneside and Sunderland NHS 

Foundation Trust and the Voluntary and Community Sector Alliance.  

 
7.5 A number of workstreams have also been established as part of the Steering 

Group to focus on governance, finance, commissioning development (including 

business intelligence), provider collaboratives/partnerships and leadership 

(clinical and professional) and people.   The Steering Group held its first 

meeting this month and will provide regular updates to the Executive on how 

the workstreams are progressing. 

 
 

8 Safeguarding 

 
8.1   Domestic Abuse Health Advocate Project 

 

8.1.1 This project, facilitated by Wearside Women in Need and supported by the CCG 

safeguarding team within Sunderland practices, is now engaged with 16 

surgeries offering support to GP's and practitioners for routine enquiry for 

domestic abuse. This also includes training in domestic abuse, support and 

advice for referrals to MARAC and also early interventions for victims of 

domestic abuse. NHS England and Improvement (NHSEI) has offered support 

for this project and awarded safeguarding badges to all engaged practices 

which will be awarded in September. There is a lot of ongoing work to further 

embed the service in all practices and the project has been presented at both 

regional and national GP networks with the support and inclusion of NHS 

England.  

 

10.2  Regional ICS Health Passport App for Children Leaving Care  
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As part of the ICS safeguarding network group, the CCG has developed a bid for 

Children's services for a Health Passport App for children leaving care and has 

been successful in a 10k bid from NHSEI. The new App is focused on improving 

health outcomes for young people as regionally we have a high number of cared 

for children who tend to have complex health needs. Young people tend to have 

poor awareness of their family history and their own health needs. A regional 

fully tailored health passport will provide an up-to-date technological regional 

approach to benefit young people and improve access to information and health. 

There are ongoing regional actions to ensure that this new App will be available 

for all young people leaving care with an added bonus of portability if the young 

person moves to another area. 

 

9 Leadership Development 

 

9.1 A bespoke leadership development programme has been secured to support 

staff who are at the beginning of their leadership development journey, this 

programme is aimed at band 6 to 8a, the programme begins in September and 

runs through to January 2022.  We have been able to support 16 staff to 

participate in this programme, which includes an introduction to system 

leadership.   

 

10 Time In Time Out Programme (TiTO) for General Practice  

 
10.1 The TiTO Programme has continued to run in a virtual format since last year, 

with a specific focus on the provision of clinical education.  The TiTO Steering 

Group has recently reviewed this arrangement and in October there will be 

opportunity to offer some flexibility to practices who wish to arrange a time in 

session to follow on from the clinical content.  Current NHS 111 cover will be 

extended to enable this additional in-house training/development for the wider 

practice staff.   

 

 
11 Health and Wellbeing Overview and Scrutiny Committee 

 

11.1 The Committee met in person on 8 September 2021 and the main items 

covered on the agenda were:  

• Sunderland Safeguarding Adults Board annual report  

• An update on Covid-19 in Sunderland 

• An update from South Tyneside and Sunderland NHS 

Foundation Trust on the new Integrated Diagnostic centre 

in South Tyneside  

• Annual scrutiny work programme development of the 

Sunderland Eye Infirmary 
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12.2 The papers for the meeting can be found on the following link:   

https://committees.sunderland.gov.uk/committees/cmis5/Meetings/tabid/73/c

tl/ViewMeetingPublic/mid/410/Meeting/10585/Committee/1979/Default.aspx  

 

12 Health and Wellbeing Board 

 

13.1 The Board met remotely on 18 September and the main items covered on the 

agenda were:   

• An update on Covid-19 in Sunderland 

• Sunderland Covid-19 Health Inequalities Strategy 

• Mid-Year review of the Joint Strategic Needs assessment and Health 

and Wellbeing Board Priorities 

• An update on the Age friendly City and Ageing Well  

• NHS Planning update  

 

13.2 The papers for the meeting can be found on the following link: 

https://committees.sunderland.gov.uk/committees/cmis5/Meetings/tabid/73/c

tl/ViewMeetingPublic/mid/410/Meeting/10244/Committee/1973/Default.aspx  

 

 

 

Dr Neil O’Brien 

Accountable Officer 

 

20 September 2021 
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