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Sheet1

						Response Rate		Completed				Median - benchmark group

				UHDB		51%		6825				46%				13933				49%

				EMAS		57%		2236				57				4034				55%

				DCHS		62		2593				61				4352				60%

				DHcFT		62		1703				52				2922				58%

				CRH		61		2450				46				5018				49%



								15807								30259				52%



				National People Plan Metrics				National
Score		Derbyshire
Score		Derbyshire v's National Score

						We are compassionate and inclusive		7.2		7.4

						We are recognised and rewarded		5.9		6.0

						We each have a voice that counts		6.7		6.9

						We are safe and Healthy		6.0		6.1

						We are always learning		5.3		5.4

						We work flexibly		6.0		6.3

						We are a team		6.6		6.8



														Key workforce
Metrics -		Social
Care		Derbyshire
NHS

														Turnover		29.30%		15.40%

														Sickness 		Not Available		6.00%

														Vacancy		9.60%		4.67%

				•JUCD Response Rate = 62% - National Average = 48%

				NHS Staff Survey: -

				Response Rate





Sheet2



				NHS Trusts Only

				Measure		National
average		Midlands
average		UHDB 		UHDB position within Midlands		CRHFT		CRHFT position within Midlands		DHcFT		DHcFT position within Midlands		DCHS		DCHS position within Midlands

				Registered Nurse Turnover  %		13.80%		11.90%		8.60%				9.14%				12.95%														Turnover

				Medical & Dental Turnover  % 		30.30%		33.60%		33.20%				8.15%				12.93%														Vacancy

				Allied Health Professional Turnover  % 		16.10%		14.60%		11.60%				7.05%				14.01%														Sickness

				Midwife Turnover  %  		13.20%		10.90%		8.90%				Included in NM Turnover				-		-												Mandatory Training

				Scientific, therapeutic and technical Turnover  % 		18.70%		18.10%		14.30%				9.80%				15.53%

				Vacancy  %				8%		c				7.53%				4.69%

				Time to hire – average days 		59.4		60		51				61.2				56.5

				Mandatory Training %						86.87%				81.52%				86.62%				96.75%

				Staff Sickness  % 		5.40%		6.40%		6.21%				5.96%				6.74%

				Staff Survey Performance - completeness % 		45.50%				57.81%				59.70%		61.00%		62.00%

				Covid Vaccinations  %						59.10%				59.10%				46.00%				52.20%

				Flu Vaccinations %						59.90%				60.05%				53.40%				60.10%

				Freedom to Speak Up (FTSU) cases  - total reported per 1000 WTE		4.12		5.77		4.11				3.38				-



				Measure		National
average		Midlands
average		UHDB 		UHDB position within Midlands		CRHFT		CRHFT position within Midlands		DHcFT		DHcFT position within Midlands		DCHS				EMAS

				Vacancy  %				8%		7.68%				7.53%				4.69%				3.23%				0.27%

				Turnover %		59.4		60		11.61%				10.28%				13.18%				9.53%				0.92%

				Sickness %						5.62%				5.97%				7.04%				5.62%				7.98%

				Mandatory Training %		5.40%		6.40%		86.87%				81.52%				86.62%				96.75%				79.42%
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NHS DERBY AND DERBYSHIRE ICB BOARD 
 

MEETING IN PUBLIC 
 

19th January 2023 
 

 Item: 078 
  

Report Title Integrated Care Board Risk Register Report – as at 31st December 2022 
  

Author Fran Palmer, Corporate Governance Manager 
  

Sponsor 
(Executive Director) Helen Dillistone, Executive Director of Corporate Affairs 
  

Presenter Helen Dillistone, Executive Director of Corporate Affairs 
  

Paper purpose Decision ☒ Discussion ☐ Assurance ☒ Information ☐ 
  

Appendices Appendix 1 – ICB Risk Register 
Appendix 2 – Movement in risk summary – November and December 2022 

  

Assurance Report 
Signed off by Chair Not Applicable 
  

Which committee 
has the subject 
matter been 
through? 

Integrated Care Board (ICB) Committees – November and December 2022 

 
Recommendations 
The Board are requested to RECEIVE and NOTE: 
• the Risk Register Report; 
• Appendix 1, as a reflection of the risks facing the organisation as at 31st December 2022; 
• Appendix 2, which summarises the movement of all risks in November and December 2022. 
 
The Board are also requested to APPROVE the CLOSURE of risk 10. 
 
Purpose 
The purpose of the Risk Register report is to appraise the ICB Board of the Risk Register.   
 
Background 
The ICB Risk Register is a live management document which enables the organisation to understand its 
comprehensive risk profile and brings an awareness of the wider risk environment. All risks in the Risk 
Register are allocated to a committee who review new and existing risks each month and agree the latest 
position on the risk, advise on any further mitigating actions that might be required, or approve removal 
of fully mitigated risks. 
 
Report Summary  
The report details the ICB's very high operational risks in order to provide assurance that robust 
management actions are being taken to mitigate them. It also summarises any movement in risk scores, 
new risks to the organisation and any closed risks. 
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Identification of Key Risks 
As identified in the report. 
 
Have any conflicts of interest been identified throughout the decision making process? 
None identified. 
Project Dependencies 

Not applicable. 

Completion of Impact Assessments 

Data Protection Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 

Quality Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 

Equality Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 
Has the project been to the Quality and Equality Impact Assessment (QEIA) panel? Include risk 
rating and summary of findings below, if applicable 

Yes ☐ No☐ N/A☒ Risk Rating: Summary: 
Has there been involvement of Patients, Public and other key stakeholders? 
Include summary of findings below, if applicable 

Yes ☐ No☐ N/A☒ Summary: 
Implementation of the Equality Delivery System is a mandated requirement for the ICB, please 
indicate which of the following goals this report supports: 
Better health outcomes ☒ Improved patient access and experience ☒ 

A representative and supported workforce ☒ Inclusive leadership ☒ 
Are there any equality and diversity implications or risks that would affect the ICB's obligations 
under the Public Sector Equality Duty that should be discussed as part of this report? 
There are no implications or risks that would affect the ICB's obligations. 

When developing this project, has consideration been given to the Derbyshire ICS Greener Plan 
targets? 

Carbon reduction ☐ Air Pollution ☐ Waste ☐ 
Details/Findings 
Risk 11 is part of the ICB Risk Register relating to the Greener Plan/Net Zero Carbon targets. 
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CORPORATE RISK REGISTER REPORT 

 INTRODUCTION 

The purpose of this report is to present the ICB Board with the very high (red) operational 
risks from the ICB's Corporate Risk Register in order to provide assurance that robust 
management actions are being taken to mitigate them. 

 VERY HIGH OPERATIONAL RISKS 

The ICB currently has 4 very high (red) 
operational risks in its Corporate Risk 
Register. 

The table to the right shows the profile 
of the current risks scored for all 
operational risks on the Corporate Risk 
Register. Full details for each risk are 
described in Appendix 1. 

A summary of the latest position 
regarding these risks is outlined in 
paragraph 2.1 below. 
 
 
 
 

2.1 Very High (Red) Operational Risks 
 

Risk 
Reference Risk Description Current 

Risk Score 
Responsible 
Committee 

Risk 01 
 

The Acute providers may breach thresholds in respect of 
the A&E operational standards of 95% to be seen, treated, 
admitted or discharged within 4 hours, resulting in the 
failure to meet the ICB constitutional standards and quality 
statutory duties. 
 
Update:  

November 2022 performance: 

• CRH reported 71.5% (YTD 79.8%) and UHDB 
reported 61.3% (YTD 62.2%). 

• CRH: The combined Type 1 & streamed 
attendances remain high, with an average of 105 
Type 1 and 176 streamed attendances per day.  

• UHDB: The volume of attendances remains high, 
with Derby seeing an average of 201 Type 1 adult 
attendances per day, 137 children Type 1s and 141 
co-located UTC. At Burton there was an average of 
198 Type 1 attendances per day and 28 per day 
through Primary Care Streaming.  

Overall score 
20 
 

Very High 
(5 x 4) 

System Quality 
Group 

Risk Matrix 
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5 – Catastrophic      

4 – Major   3 2 2 

3 – Moderate  1 6 1  
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Risk 
Reference Risk Description Current 

Risk Score 
Responsible 
Committee 

• The acuity of the attendances was high, with Derby 
seeing an average of 12 Resuscitation patients & 
185 Major patients per day and Burton seeing 76 
Major/Resus patients per day. 

Risk 03 

There is a risk to the sustainability of the individual GP 
practices across Derby and Derbyshire resulting in failure 
of individual GP Practices to deliver quality Primary 
Medical Care services resulting in negative impact on 
patient care. 
 
Update:  

• Winter Plan complete and agreed. Communication 
sent to all practices. Winter Plan group has been 
established and meeting twice weekly to review the 
OPEL status and actions in relation to the Winter 
Plan. The GP Access Group has been established to 
support practices with inputting of GP Access data. 

Overall score 
16 
 

Very High 
(4 x 4) 

Population 
Health and 
Strategic 

Commissioning 
Committee 

Risk 06 

Risk of the Derbyshire health system being unable to 
manage demand, reduce costs and deliver sufficient 
savings to enable the ICB to move to a sustainable 
financial position. 
 
Update: 

• As of 30 November 2022, the system result is a 
£28.2m deficit, however the JUCD are committed to 
delivering breakeven for the 2022/23 financial year. 
Whilst the system is forecasting a breakeven result 
for this financial year at M8, CEOs and DoFs agreed 
a revised System position, however there continues 
to be a considerable amount of work to address the 
underlying issues in order to achieve this. The 
System likely unmitigated forecast outturn is a 
£30.9m deficit, which will impact not only this year's 
position, but future years also. Though this likely 
case position demonstrates continuing 
improvements from previous months, this trajectory 
must be maintained to achieve the system's 
commitment. There remains a significant challenge 
going into 2023/24 due to recurrent deficits, but also 
the level of transformational efficiencies required. 

• Actions taken for continued improvements: 
o agreed a revised control total with NHSEI 

based on cost pressures recognised in this 
year's financial position that are outside of 
JUCD's control such as cost of living, 
inflationary pressure and Covid; 

o transformation planning process drafted. 
Provider CFOs group in place to support this 
and the Delivery Boards; 

o PCLB is working with the CPLG to engage on 
clinical priorities for transformation for 2023/24 
and beyond; 

o discussed the digital funding at various forums 
to upgrade within CDEL; 

Overall score 
16 
 

Very High 
(4 x 4) 

Finance and 
Estates 

Committee 
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Risk 
Reference Risk Description Current 

Risk Score 
Responsible 
Committee 

o JUCD system planning kick off session held 
on the 5 December. Roles and responsibilities 
and draft timeline were put forward; and 

o CRHFT have applied for PDC, and await 
confirmation. 

• The risk to future years should be noted in that: 
o the majority of efficiencies delivered in the 

current financial year have been non-recurrent 
schemes, 

o there continues to be limited capital resources, 
and restraints on digital system investments. 

NEW 
Risk 19 

Failure to deliver a timely response to patients due to 
excessive handover delays and transfer of patients to the 
appropriate care setting from Acute Hospitals. Risk of 
leading to significant response times for patients whilst 
waiting in the community for an ambulance response, 
resulting in potential significant levels of harm. 
 
Update: 

• New risk approved at November System Quality 
Group. 

• Wording of risk description reviewed and changed at 
December SQG – risk score to remain the same. 

• UEC Handover Summit held on the 19th October 
2022. Systems to decide five key interventions likely 
to provide improvement. 

 

Overall score 
20 
 

Very High 
(5 x 4) 

System Quality 
Group 

 RISK CLOSURES  

One risk is recommended to be closed: 
 

Risk 
Reference Risk Description Current Risk 

Score 
Responsible 
Committee 

Risk 10 

The Royal College of Physicians identified that there is 
a risk to the sustainability of the Hyper Acute Stroke 
Unit at CRHFT and therefore to service provision for the 
population of North Derbyshire. 
 
Update:  

• Medical Support Worker likely to be fast-tracked 
to Consultant by March 23. In addition two ACP's 
are being interviewed this month to further 
strengthen the team and a proposal is in place to 
introduce 7-day CNS service. CRH identified that 
a report is to be submitted to their Quality Board 
to identify that all RCP recommendations have 
now been met. Request for report to be shared 
with ICB Quality Directorate to agree governance 
route. As the above had taken place, it was 
agreed in December to reduce the risk from a 12 
to a 9 (target rating) and close the risk. 

Overall score  
9 
 

High 
(3x3) 

System 
Quality Group 
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 RISK MOVEMENT 

As risk is reported to the ICB Board on a bi-monthly basis, Appendix 2 details the 
movement of risk scores during November and December. In summary: 

November 2022: 

Three risks decreased in score: 

Risk 07: relating to Information Governance breaches and inaccurate personal details due 
to failure of holding accurate staff files securely. This was decreased from a high score of 
9 to a moderate score of 6. 

Risk 09: relating to continuing delays in treatment resulting in increased clinical harm to 
patients. This was decreased from a very high score of 16 to a high score of 12. 

Risk 16: relating to increased anxiety amongst staff due to the uncertainty and the impact 
on well-being. This was decreased from a high score of 12 to a high score of 9. 

December 2022: 

Two risks decreased in score: 

Risk 10: relating to the sustainability of the Hyper Acute Stroke Unit at CRHFT and service 
provision for the population of North Derbyshire. This was decreased from a high score of 
12 to a high score of 9 and recommended for closure. 

Risk 15: relating to having sufficient resource and capacity to service the functions to be 
delegated by NHSEI. This was decreased from a very high score of 16 to a high score 
of 9. 

 NEW RISKS 

November and December 2022: 

One new risk has been approved by the System Quality Group: 

Risk 19: relating to the failure of delivering a timely response to patients due to excessive 
handover delays and transfer of patients to the appropriate care setting from Acute 
Hospitals. Risk of leading to significant response times for patients whilst waiting in the 
community for an ambulance response, resulting in potential significant levels of harm. 
This risk is scored at a very high score of 20. 

 CONCLUSION 

The ICB Board are requested to consider the report and provide any comment they feel 
appropriate. 
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The Acute providers may breach thresholds 
in respect of the A&E operational standards 
of 95% to be seen, treated, admitted or 
discharged within 4 hours, resulting in the 
failure to meet the ICB constitutional 
standards and quality statutory duties.

System
 Q

uality G
roup

 C
onstitutional Standards/ Q

uality  

3 4 12

Governance:
- The ICB are active members of the Derbyshire Urgent and Emergency Critical Care Board (UECC) which has oversight and ownership of the operational standards. The  performance 
dashboard is under further development to allow greater scrutiny of performance and any areas of concern to be highlighted and acted upon accordingly. 

- Providers update the OPEL reporting website daily by 11am and can escalate concerns and requests for support via the ICB urgent care team in hours, or the on-call director out of hours. 

- Providers across the Derbyshire Health and Social Care System meet weekly as part of the System Operational Resilience Group. The purpose of this silver command level group is to co-
ordinate and deliver the actions necessary to respond to significant issues which are affecting, or likely to affect, the functioning of an effective operation at a intra and inter sector level across the 
Health and Social Care System. This group reports into the System Escalation Group (SEC) which represents Gold Command. 

- All providers participate in the System Escalation Calls. These meetings are stood up by exception only.  

 - The 22/23 Surge plan is currently being developed to support the times of escalation and extreme pressure for the remainder of the year (this will include plans for both summer and winter). 
There will be an agreed process in order for this to be monitored and actioned - This will feed into the UECC Board. 

Nov- Work ongoing to establish a System Control Centre known as the Derbyshire Operational Co-ordination Centre (OCC) as described in the winter letters from NHSE. This was established on 
1st of December, operating 7/7 8am- 8pm with on-call cover to support out of hours. System colleagues working collaboratively to design what this looks like for JUCD. Recruitment has 
commenced. First round of recruitment has been completed.

Winter Plan for 22/23 has been approved and initiated. A process has been implemented to monitor this. It is reported and managed through SORG and then reported up into the UECC Board.

Actions taken:
- Review of the Directory of Services to ensure all appropriate patients go to UTCs rather than EDs    
- Identifying other failed pathway referrals that lead to unnecessary ambulance conveyances, forming a plan to remedy these. Use findings 
from the Rapid Improvement Fortnight MDT Hub to identify failed pathways and support future development of a Unscheduled Care 
Coordination Hub (UCCH). Next steps is to re-introduce this for the winter period as a minimum.
- Improving ambulance handover times through increased senior ownership within EDs and applying Releasing Time To Care principles in 
EMAS. The HALO role has been approved (3 x WTE), recruitment processes have commenced.
- Taking a system-wide approach to Same Day Emergency Care working to increase same-day discharges to improve patient flow.                                                                                                                                                 
- Same day emergency care (SDEC) and urgent treatment centre (UTC) pathways have been developed and continue to increase for 
EMAS to access, in order to reduce the number of patients directed to ED.                                                                                                         
- The SORG regularly review the OPEL dashboard to support their operational discussion and to give a full picture on their operational 
resilience, which supports the system to understand where the pressures are, the impact this has and actions required to support.
- Ambulance handover working group has been established which meets fortnightly which looks at improvements to handovers and 
alternative pathways.
- There are daily regional 10am calls.
 - Daily system calls at 11:00am.
- SORG meetings are weekly at 1:30pm with the option to increase as required. 
- Business Case approved to expand and enhance the current Derby & Derbyshire  Integrated Urgent Care Clinical Assessment Service 
(IUC CAS) to support   flow to the most clinically appropriate setting in order to complete the consult and treat model. This will be known as 
the Derby & Derbyshire Clinical Navigation Hub (DDCNH) operating 24/7. Go Live date of first element was 1 December 2022.
- Review taking place of the new UTC standards.

November 2022 performance 
CRH reported 71.5% (YTD 79.8%) and UHDB reported 61.3% (YTD 62.2%).
CRH:
The combined Type 1 & streamed attendances remain high, with an average of 105 Type 1 and 176 streamed attendances per day. 
UHDB:
The volume of attendances remains high, with Derby seeing an average of 201 Type 1 adult attendances per day, 137 children Type 1s and 141 co-located UTC. At Burton there was an average of 198 Type 1 attendances per day and 28 per day through Primary Care Streaming. 
The acuity of the attendances was high, with Derby seeing an average of 12 Resuscitation patients & 185 Major patients per day and Burton seeing 76 Major/Resus patients per day.
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02 22/23

Changes to the interpretation of the Mental 
Capacity Act (MCA) and  Deprivation of 
Liberty (DoLs) safeguards, results in greater 
likelihood of challenge from third parties, 
which will have an effect on clinical, financial 
and reputational risks of the ICB.
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•The implementation date for LPS to replace DoL has been deferred by government, date for implementation not yet confirmed.  The new code of practice is currently in draft and is out for public 
consultation until 07.07.2022 . Midlands and Lancs CSU continue to re-review and identify  care packages that potentially meet the 'Acid Test' and the MCA/DoLS staff members are preparing the 
papers for the CCG to take to the Court of Protection as workload allows.
• ICB DoL policy will be updated when the LPS Code of Practice is available.  
• The ICB is required to submit 100% health funded packages of care that meet the DoL threshold to the Court of Protection (CoP) authorisation, there is an agreement with the LA for the joint 
funded cases which the LA submit on both our behalves and charge the ICB 50% of the submission fee.
There is a reputational risk to the ICB  if found guilty of an unauthorised DoL for someone in receipt of CHC funding with associated compensation costs.
• Due to the delay in the implementation of LPS the CCG will continue to make applications under the existing Re X process.  There is still a backlog of cases that the Court of Protection have not 
yet processed.
• The management oversight of this work is now the responsibility of the MLCSU DoL Lead following agreement between the former CCG and MLCSU.
•The Designated Nurse for Safeguarding Adults sits on the CSU Operational Group where any issues in relation to this work are raised. 

The Re X DoLS Options Paper was agreed by the December Governing Body meeting and is now being implemented.         
A further paper was taken Q & P to seek permission for the Safeguarding Adults Team and the CSU MCA/DoLS worker to submit Re X 
DoLS applications that are 100% funded directly to the CoP. This has been agreed and a framework for this to happen is in place.   

This has been agreed and a framework for this to happen is being developed and an account with the COP has been set up.

August/September- This risk will be reviewed in October following Liberty Protection Safeguards paper being presented at System Quality Group.

October: Government have yet to provide the LPS Code of Practice or the results of their LPS consultation. Situation therefore remains the same. The ICB is sighted on developments. Report provided internally within ICB Governance structures.

Novembe/December: The situation remains as per previous submission.

There is a full review in Jan with attention focussed upon the cost of living pressures and there impact upon risk. 
No change until after that review.
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Designated Nurse 
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03 22/23

There is a risk to the sustainability of the 
individual GP practices across Derby and 
Derbyshire resulting in failure of individual GP 
Practices to deliver quality Primary Medical 
Care services resulting in negative impact on 
patient care.
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Governance processes to enable identification of potential practices requiring support.

Development of Primary Care sub-group to fulfil the ICB delegation requirements in relation to Primary Medical care services.

CQC and ICB summit/routine meetings to review and provide assurance re: individual practices who are due to or have had a CQC inspection resulting in a rating of requires improvement or 
special measures.

Quality Assurance programme.

Clinical Governance Leads network for sharing best practice.

Primary Care Strategy

Refresh of the former CCG's Primary Care Strategy to take place during 2022/23.  The former CCG financially supported the development of the GP Provider Board, who will be the single voice 
for General Practice, supporting the development of Quality Improvement initiatives relating to access and practice resilience.

Primary Care Networks

The Primary Care Networks will provide a way that practices can support each other in smaller groups and deliver services at scale.  Over time this will provide a safe forum for practices to seek 
help from peers and another route for help for struggling practices. 

Establishment of Primary Care Assurance and Delivery Board to oversee the delivery of the Primary Care Transformation programme inclusive of estates, IT, workforce - additional roles, access.

  

Review and refresh of the former Derbyshire wide Primary Care Strategy.

Primary Care Quality and Contracting Team to continue to work closely with practices to understand and respond to early warning signs 
including identification of support/resources available including practice support in discussions around workload transfer from other 
providers.

Establishment of Primary Care sub-group to oversee and ensure compliance with ICB delegation requirements. First meeting to take place 
on 13th September 2022.

October: OPEL dashboard for primary care to be finalised to identify practices at greater risk.
Primary Care Hi-light Report draft to be taken to Primary Care sub group for review and agreement of content - to support early 
identification of practice resilience.

May: General Practice continues to deliver the three priorities: 
Delivery of General Practice;
Recovery and Restoration including reduction in backlogs and improving access;
COVID 19 vaccination programme and managing long COVID.

General Practice continues to experience high levels of absence due to COVID 19 and increasing patient demand.

June: Publication of the Fuller Stocktake - Integrated Primary Care including actions for ICS and ICB. 

July/August: Review of Primary Care governance and reporting arrangements following transition to ICB.

September:  Primary Care sub-group now established. First meeting 13th September.  Terms of Reference approved by PHSCC.  Review of primary care governance arrangements and reporting arrangements underway.
Development of primary care winter plan to support system pressures over the winter period.

October:  Meeting to be arranged with GP Provider Board to review this risk and update in line with the mitigating actions that will be part of the winter plan and on going collaboration with the GP Provider Board.
The risk score remains the same as increasing risk of COVID outbreaks, workforce and winter pressures.  

November/December: Winter Plan complete and agreed.  Communication sent to all practices.  Winter Plan group has been established and meeting twice weekly to review the OPEL status and actions in relation to the Winter Plan.  The GP Access Group has been established to support practices 
with inputting of GP Access data.
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05 22/23

If the ICB does not sufficiently resource 
EPRR and Business Continuity functions and 
strengthen emergency preparedness policies 
and processes it will be unable to effectively 
act as a Category 1 responder which may 
lead to an ineffective response to local and 
national pressures.  
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• ICB active in Local Health Resilience Partnership (LHRP) and relevant sub groups
• On-call staff are required to receive Met Office Weather Alerts. These will be cascaded to relevant teams who manage vulnerable groups 
• Executive attendance at multi agency exercises.
• Internal Audits have evaluated Business Continuity preparedness.
• Derbyshire-wide Incident Plan in existence 
• Joint Emergency Services Interoperability Protocol (JESIP) training made available to on-call staff
• Staff member trained in Business Continuity and member of professional body
• Staff member competent to train Loggists internally and there are sufficient number now trained
• Derby and Derbyshire ICB represented on LHRP and LRF sub-groups including, HEPOG, Training and Exercising sub-group. Risk Assessment Working Group, LRF Tactical, Human Aspects 
and Derbyshire Health Protection Response Group.
• On-call rota being revised to introduce two tier system with improved resilience
• Comprehensive training undertaken for On-call staff to National Standards

• The On Call Forum has met regularly and has provided an opportunity to share experience and knowledge
•The former CCG fully participated in the response to the COVID pandemic and submitted evidence to NHSEI as part of the 2020/21 
EPRR National Core Standards
• Continued collaborative working with Provider organisations and other stakeholders including the LRF and NHSEI Regional teams

October
EPRR National Core Standards Submitted to NHSE by ICB
Derbyshire Providers submitted National Core Standards to NHSE and ICB for initial assessment
Initial assessment of Providers EPRR Core Standards carried out jointly with NHSE and ICB 
Further Principals of Health Command training delivered
Floodex exercise planned for November and COMAH exercise for December
Structured debrief training to be delivered. Dates to be confirmed

December
EPRR Core Standards position for Derbyshire agreed by LHRP. Overall Position Partial. DDICB non compliant 
Head of EPRR commenced in post
Action Plan developed for improvements against EPRR Core Standards
Work undergoing for mamagement of strike action
Preparatory work for possible power outages including exercise Arctic Willow
Review of Derbyshire wide risks by HEPOG on behalf of LHRP
Advertisement to be set up for Band 7 support to EPRR side of programme of work to go through ET by end Jan 23
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06 22/23

Risk of the Derbyshire health system being 
unable to manage demand, reduce costs and 
deliver sufficient savings to enable the ICB to 
move to a sustainable financial position.
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Internal management processes – monthly confirm and challenge by Finance & Estates  Committee, including deep dive reports of key areas of interest.

Monthly reporting to NHSEI

Development of system I&E reporting including underlying positions by organisation and for the system as a whole.

Development of a System Medium Term Financial Plan to consider long-term transformation and hence delivery of a sustainable financial position.

A detailed risk log has been created for Finance and Estates Committee. This log breaks down this overriding risk into smaller mitigations and actions; each with individual risk owners. These 
include a focus on ePMO, decision making architecture, maintenance of estates and digital systems, triangulation of planning, and System risk ownership.

With the risk to the current financial year's outturn position to break even, the System needs to take prompt action to reduce spend. The 
impact of failing to deliver a financial break even position within the first two years of the ICB's existence, will be the need of the ICB to 
recover the deficits from its predecessor CCGs.

December update: A number of actions have been taken, which include:
- JUCD DoFs regularly reviewing and challenging the financial position,
- System wide meetings taking place at various levels to drive forward a triangulated 2023/24 plan
- Comply with requirements for digital maturity, but within funding streams,
- Transformation Group to lead system forums. Commenced discussions surrounding clarity of System Governance to move forward with 
skills, clearer reporting, and system strategy enabling programmes of transformation.
- Discussions have commenced with NHSEI regarding cash support mechanisms for JUCD providers, in addition to the consideration of 
additional PDC drawdown.

As of 30th November 2022, the system result is an £28.2m deficit, however the JUCD are committed to delivering break-even for the 2022/23 financial year. Whilst the system is forecasting a break-even result for this financial year at M8, CEOs and DoFs agreed a revised System position, however 
there continues to be a considerable amount of work to address the underlying issues in order to achieve this. The System likely unmitigated forecast outturn is a £30.9m deficit, which will impact not only this year's position, but future years also. Though this likely case position demonstrates continuing 
improvements from previous months, this trajectory must be maintained to achieve the system's commitment. There remains a significant challenge going into 23/24 due to recurrent deficits, but also the level of transformational efficiencies required.

Actions taken for continued improvements:
- Agreed a revised control total with NHSEI based on cost pressures recognised in this year's financial position that are outside of JUCD's control such as cost of living, inflationary pressure and Covid,
- Transformation planning process drafted. Provider CFOs group in place to support this and the Delivery Boards,
- PCLB is working with the CPLG to engage on clinical priorities for transformation for 2023/24 and beyond,
- Discussed the digital funding at various forums to upgrade within CDEL
- JUCD system planning kick off session held on the 5th December. Roles and responsibilities and draft timeline were put forward
- CRHFT have applied for PDC,and await confirmation.

The risk to future years should be noted in that:
- the majority of efficiencies delivered in the current financial year have been non-recurrent schemes,
- there continues to be limited capital resources, and restraints on digital system investments.
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07 22/23

Failure to hold accurate staff files securely 
may result in Information Governance 
breaches and inaccurate personal details.  
Following the merger to Derby and 
Derbyshire CCG  this data is not held 
consistently across the sites. 
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• Staff files from Scarsdale site are to be moved to a locked room at the TBH site.  This is interim until the new space in Cardinal is available.
There are still staff files at Scarsdale and Cardinal Square they are safely secured.  Due to Covid-19 the work has been placed on hold as staff are all working from home.

• EA’s/PA’s at Cardinal Square have been contacted and a list is being pulled together of names and files (current or leavers) held ensuring that these are all securely saved in locked filing 
cabinets.
Work is being completed at Cardinal Square by staff who do regularly attend site to compile the list and confirm who may be missing. 

• Consider an electronic central document management system (DMS)
This action remains once we are in a position to move the project forward. 

• A project team has been organised to work on the risks, ensuring that a standardised format and tick list is developed of the relevant 
paperwork to keep in HR files.  This piece of work will take a significant amount of time before the ICB can even consider looking at a 
document management system. 
• Information Governance are currently working to secure a contract for archiving, this will ensure that staff leavers files are securely 
archived with the correct paperwork.
• Project team are obtaining guidance with other NHS organisations to consider a document management system. 

September/October : A plan has been articulated but not yet implemented due to current work pressures and subsequent resource availability.

November/December: Project team meeting held. HR files moved to South Floor at Cardinal Square. Scoping exercise commenced to review time/resource commitment required for scanning in HR files onto the HR drive on the network.
Reduced probability to unlikely as resource identified subject to business case to scan in HR paper files onto the network.
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09 22/23

Revised risk description:

There is a risk to patients on Provider waiting 
lists due to the continuing delays in treatment 
resulting in increased clinical harm.
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• Risk stratification of waiting lists as per national guidance
• Work is underway to attempt to control the growth of the waiting lists – via MSK pathways, consultant connect, ophthalmology, reviews of the waiting lists with primary care etc.
• Providers are providing clinical reviews and risk stratification for long waiters and prioritising treatment accordingly.

• An assurance group is in place to monitor actions being undertaken to support these patients which reports to PCDB and SQP
• Providers are capturing and reporting any clinical harm identified as a result of waits as per their quality assurance processes
• An  assurance framework has been developed and completed by all providers the results of which will be reported to PCDB
• A minimum standard in relation to these patients is being considered by PCDB
• Work to control the addition of patients to the waiting lists is ongoing

• Monthly groups are in place with all  4 providers represented
• Completion of assurance framework quarterly is undertaken by all providers and reports to PCDB quarterly, and to SQG
• Identified harm is reported on STEIS and all providers are monitoring this
• A risk stratification tool is being piloted by providers

July: The required reporting is now incorporated in the Quality Schedule so will be a quarterly formal report presented to the Provider Clinical Quality Review Groups (CQRGs).

August: Reporting via the quality schedule (QS13) has now commenced, with Q1 report due this month for presentation to System Quality Group and CQRGs.

September: No Change, quarterly reporting in place

October/November: Risk score decreased due to improved processes are in place for assurance: embedded in Quality Schedule with quarterly reports to SQG, and updates to SQPC.
December: No change to previous month
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10 22/23

The Royal College of Physicians identified 
that there is a risk to the sustainability of the 
Hyper Acute Stroke Unit at CRHFT and 
therefore to service provision for the 
population of North Derbyshire.
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Short term work has been undertaken and assurance re the safety of services has been provided by the Medical and Nursing Director at CRHFT, however the long term sustainability of the 
service now needs to be addressed.

March update: CRH Stroke Service Contingency Plan has been implemented, with sign-off from impacted surrounding trusts (Kings Mill, Hallamshire, UHDB, and Stepping Hill). Short-term 
mitigations in place to support service continuity, reducing the risk of service suspension and patient divert.

July 22- Kings Mill and Nottingham Hospitals have provided consultant support at CRH over the summer period (July- August 22) to cover the period where there is no consultant cover. This is a 
short term intervention.

July 22- Weekly system meetings that includes ICB Execs, CRH Execs, NHSE Clinical Leads, EMAS and Neighbouring Trusts to monitor the current workforce and assure the risk at CRH. A 
Contingency plan is in place to enact a patient divert to neighbouring trusts if required in the future.

Nov 22- Monthly Stroke Delivery Group to drive Critical Services Review and to review service issues, risks and mitigations.

• Locum Consultant cover is in place 
• Clinical Leadership support is being provided by Liverpool Consultant
• Trust to go out for advert to recruit new Stroke Lead consultant & work being done to make advert attractive
• Former CCG , ICB, NHSE  & System working  with Trust Medical Director to contact other organisations and the Stroke Network for 
support.
• Trust reviewing staff daily and escalating as per safer staffing policy as required, including red flag acuity reporting

• CRHFT and Integrated Stroke Delivery Network (ISDN) leads to develop service contingency plan to understand internal measures, 
mutual aid options, and patient divert impact.

• SOP to operationalise the contingency plan.

•  A task and finish group to commence a service review of the HASU, including options appraisal. All options to be reviewed with the aim of 
providing a  sustainable service.

July 22- CRH required to update SOP detail within the Contingency Plan.  ICB have recently refreshed the data within the plan.

Nov 22- Complete Critical Service Review to identify future workforce solutions on a larger geographical footprint.

Sept 22- A Critical Services Review is scheduled for 4th October 2022 to be attended by Executive leads of neighbouring trusts (CRH, UHDB, STH, Kings Mill, Stockport, EMAS), ISDN's, ICB Executive leads and NHSE. Having discussed this situation locally and with NHSE Midlands, a wider discussion is to take place, to 
include partner organisations affected by flows of patients from within our community. It is proposed that this could then lead to the necessary next steps for consideration across the network of patient services.

Oct 22- Decrease risk in score from 16 to 12, agreed at the Stroke Delivery Group. CRH have had staff return from leave and recruited additional staff. Improvements include:  Emergency Department to support thrombolysis and thrombectomy- ongoing.; Additional CNS bank staff opportunities provided; Locum Consultant 
returned from leave on 1st September; Acute Physician to join the Stroke team on a secondment,  and Medical Support Worker commenced contract 22nd Sept – to be fast tracked through the Certificate of Eligibility for Specialist Registration (CESR) route to Consultant by early 2023.

Nov 22 - Medical Support Worker likely to be fast-tracked to Consultant by March 23. In addition two ACP's are being interviewed this month to further strengthen the team and a proposal is in place to introduce 7-day CNS service. CRH identified that a report is to be submitted to their Quality Board to identify that all RCP 
recommendations have now been met. Request for report to be shared with ICB Quality Directorate to agree governance route. Subject to the above taking place, it is proposed to reduce the risk to a 9 (target rating) and close the risk. 

Dec 22 - As the above had taken place, it is proposed to reduce the risk to a 9 and close the risk.
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11 22/23

If the CCG does not  prioritise the importance 
of climate change it will have a negative 
impact on its requirement to  meet the NHS's 
Net Carbon Zero targets and improve health 
and patient care and reducing health 
inequalities and build a more resilient 
healthcare system that understands and 
responds to the direct and indirect threats 
posed by climate change
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Helen Dillistone, Net Zero Executive Lead for Derbyshire ICS
NHSE Memorandum of Understanding in place
NHSE Midlands Greener Board established and meets monthly
Derbyshire ICS Greener Delivery Group established and meets bi monthly
NHSE Midlands regional priorities identified
Derbyshire Provider Trust Green Plans approved by individual Trust Boards and submitted to NHSE
Derbyshire ICS final draft Green Plan has been approved through the Derbyshire Trust Boards during March and May.  The CCG Governing Body approved the Green Plan on the 7th April 2022.
Approved ICS Green Plan submitted to NHSEI end March 2022 and confirmed CEO and GB sign off 7th April 2022.
Derbyshire ICS Green Plan Action Plan in place and priorities identified for 2022/23.
Development of Derbyshire ICS Green Plan Dash Board.
Monthly Highlight Reporting to NHSE in place.
Quarterly review meetings with NHSE Green Director Lead

Helen Dillistone, Net Zero Executive Lead for Derbyshire ICS
NHSE Memorandum of Understanding in place
NHSE Midlands Greener Board established and in place
Derbyshire ICS Greener Delivery Group established and in place
NHSE Midlands regional priorities identified
Derbyshire Provider Trust Green Plans approved by individual Trust Boards and submitted to NHSE
Derbyshire ICS final draft Green Plan will be approved through the Derbyshire Trust Boards during March and approved by the CCG 
Governing Body on the 7th April 2022.
Derbyshire ICS final draft Green Plan has been approved through the Derbyshire Trust Boards during March and May.  The CCG 
Governing Body approved the Green Plan on the 7th April 2022.
Approved ICS Green Plan submitted to NHSEI end March 2022 and confirmed CEO and GB sign off 7th April 2022

Derbyshire Provider Trust Green plans ICS and NHS England February 2022 
Derbyshire ICS Green plan in development and will be approved April 2022.
NHSE Midlands Green Delivery Board Terms of Reference
NHSE Midlands Green Delivery Board Agenda and Minutes
Derbyshire ICS Greener Delivery Board Terms of Reference 
Derbyshire ICS Greener Delivery Board Agenda and Minutes
Communications and Staff Engagement toolkits published by NHSE
Nitrous Oxide Medicine Toolkit published by NHSE

Net Zero – One year on Staff Communication from Helen Dillistone, Net Zero Lead.
Former CCG Team Talk  staff engagement session on the Greener NHS and Derbyshire arrangements in place – November 2021
Derbyshire ICS Green Plan workshop 16th December 2021 and Derbyshire  ICS Green Plan and action plan in development and was approved by the CCG Governing Body on the 7th April and ICB Board 21st July 2022.
Medicines Executive Lead is a member of the Derbyshire ICS Delivery  Group
Medicines Management Lead is a member of the Derbyshire ICS Delivery  Group
Climate Change  National Audit Office best practice risk assessment presented to Audit Committee November 2021

December 2022 - NHSE Funding of £30k received to support he Net Zero delivery and targets to the end of March 2023.
The current risk score 3x3 = high 9, is reasonable this cannot be reduced until the ICS starts to achieve its targets through the action plan for 2022-23. The risk does not require an escalation in risk score.
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13 22/23

Existing human resource in the 
Communications and Engagement 
Team may be insufficient.  This may 
impact on the team's ability to provide 
the necessary advice and oversight 
required to support the system's 
ambitions and duties on citizen 
engagement.  This could result in non-
delivery of the agreed ICS Engagement 
Strategy, lower levels of engagement in 
system transformation and non-
compliance with statutory duties.
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•	Detailed work programme for the engagement team
•	Clearly allocated portfolio leads across team to share programmes
December:  Assessment of transformation programmes in ePMO system underway to quantify engagement workload.

•	Implementation of planning tool to track and monitor required activity, outputs and capacity
•	Links with e-PMO to embed PPI assessment and EIA processes into programme gateways
•	Distributed leadership across system communications professionals being implemented to understand delivery    board 
and enabler requirements
•Establishment of workstream approach to main programme areas to take place July/August 2022 to ensure prioritisation of 
projects is clear across system.

•	Wrike planning tool in training phase (31.5.22); implementation during July/August 2022
•	Agreement (8.6.22) on positioning of PPI assessment and EIA tools within e-PMO gateway processes, for implementation July 2022. Access to system granted to engagement team; training on system and assessment of activity to start August 2022.
•	Distributed leadership agreement among system communications group; paper to System Leadership Team (8.7.22) to confirm arrangements and flag risks deferred to future meeting.

PPI Guide agreed at Engagement Committee, Senior Leadership Team and presented at Team Talk - will be developed into training programme with the aim of standardising the approach to engagement progression and equipping project teams to progress their own 
schemes with technical expertise provided from the engagement team.
Revision and refresh of Communications and Engagement Team portfolios and priorities undertaken July 2022.

September/October 2022 - Ongoing assessment of activity emerging within ePMO to quantify resource requirements.
September/October 2022 - Resource requirements to support place engagement pilots also being scoped.
The score remains the same this month as there is still delivery required against the mitigating factors before we will see an improvement.

November 2022 - Resourcing review as part of ICB structure discussions in Executive Team.

December 2022 - review of ePMO schemes underway, to be completed January 2023.  Current assessment identifies limited number of schemes for engagement activity.
December 2022 - review of engagement team portfolios to maximise equality of work and efficiency of process.
December 2022 - system discussion ongoing regarding distributed leadership, including Provider Collaborative Leadership Board.  
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Helen Dillistone - 
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Director of 
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Sean Thornton -
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Communications and 
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15 22/23
The ICB may not have sufficient 
resource and capacity to service the 
functions to be delegated by NHSEI

A
udit and G

overnance C
om

m
ittee

 C
orporate 

4 4 16

The former CCG team worked closely with the NHSEI team to understand current and future operating model, the work transferred, the staff required and the governance 
arrangements.
This work enabled understanding of the detail of the transfer and shaped the transfer so that capacity could be ensured or better understand and plan for any gap.  If a gap 
was identified, this would be escalated within the ICB for further discussion.   
Discussing were taking place around the possibility of the existing team remaining as presently - as a centrally managed team.  This would limit the risk that the team 
fragments and any loss of economy of scale. 

Pre-delegation assurance framework process September 2022.
It is likely that the NHSEI East/West Midlands team will be retained but risks remain re potential contractual costs and 
capacity.  Derbyshire is not required to take on delegated functions until 2023.

Sept: Risk description re-worded from TWG register transfer:  'There is a risk that the operating model being developed by NHSEI ready to delegate services and functions to ICBs may not have sufficient staffing and capacity .'

Oct: It has been confirmed that there will be an East/West operating model, with Nottingham and Nottinghamshire ICB being identified as the host organisation for the East Midlands, however the detail of how this will operate and how it might affect individual ICBs is 
not yet worked through.  

Nov: An East/West operating model has been confirmed and work is in progress to identify governance processes.  A number of organisations have volunteered to act as the host organisation for the East Midlands, however the detail of how this will operate and how it 
might affect individual ICBs is not yet worked through.  Risk score remains the same.

Dec: A number of functions in the ICB are working with regional colleagues in NHSE and ICBs and participating in meetings considering the models to be utilised, governance processes etc.  It has has been confirmed that Nottingham & Nottinghamshire ICB will act 
as host for the POD and that Birmingham & Solihull ICB will act as host for Specialised Commissioning.  Further work to identify the impact on DDICB continues, however the hosting arrangements will reduce the resource requirements from DDICB and therefore a 
reduction in score is now appropriate.

4 4 16 3 3 9

tbc

tbc Dec-22 Jan-23

Helen Dillistone - 
Executive 
Director of 

Corporate Affairs

Chrissy Tucker - 
Director of Corporate 

Delivery 

16 22/23
Risk of increased anxiety amongst staff 
due to the uncertainty and the impact on 
well-being.

A
udit and G

overnance C
om

m
ittee

 C
orporate 

4 3 12

Employment Commitment for staff below Board level - publication of FAQs.                                           
Regular communication with staff.
Sharing information with staff as soon as this became available.                                         
Continuation of regular 1 to 1 wellbeing checks throughout the transition process.
Undertake People Impact Assessment to identify staff well-being needs during the transition and share and seek feedback from colleagues.

No significant change in sickness absence. 

September:  Continued promotion of wellbeing offers, including mental health awareness.  There may still be a risk of increased anxiety amongst staff until the alignment under the new Board structure and any resulting structure changes have been concluded. 

October: 1 to 1 wellbeing conversations encouraged, linked to the Hybrid Operating Model and increased on-site working.

November/December: Continued promotion of wellbeing offers. Self care pack developed and reasonable adjustment passport launched with a requirement for all line managers to hold 1 to 1 health and wellbeing conversations, linked to the Hybrid Operating Model 
and increased on-site working. Sickness absence has increased from 2.42% over the 12 months period ending 31 October 2021 to 3.12% in the 12 months to 31 October 2022. FTE days lost due to Anxiety/Stress/Depression/other psychological illness has increased 
by around 75% (From 888.70 to 1558.71 FTE days lost) and FTE days lost due to infectious diseases by around 215% (329.42 to 1037.22 FTE days lost).   
Probability score reduced to 3 as ICB structure review unlikely to result in significant change impacting on job security.

3 3 9 3 3 9 3 2 6

Jul-23

tbc Dec-22 Jan-23

Helen Dillistone - 
Executive 
Director of 

Corporate Affairs

James Lunn,
Head of People and 

Organisational 
Development

17 22/23

Due to the pace of change, building and 
sustaining communication and 
engagement  momentum and pace with 
stakeholders during a significant change 
programme  may be compromised. 

Public Partnerships C
om

m
ittee

 C
orporate 

4 3 12

The system has an agreed Communications & Engagement Strategy which continues to be implemented.  This includes actions supporting broadening our communications 
reach across stakeholders, understanding current and future desired relationships and ensuring we are reaching deeper into the ICB and components parts to understand 
priorities and opportunities for involvement.

The Public Partnership Committee is now established and is identifying its role in assurance of softer community and stakeholder engagement.

Communications and Engagement Team  leaders are linked with the emerging system strategic approach, including the development of place alliances, seeking to 
understand the relationships and deliver an improved narrative of progress. 

*- Continued and accelerated implementation of the Communications and Engagement Strategy actions plan priorities 
across stakeholder management, digital, media, internal communications and public involvement.
*- Continued formation of the remit of the Public Partnership Committee 
*- Key role for C&E Team to play in ICB OD programme
*- Continued links with IC Strategy development programme
*- Continued links with Place Alliances to understand and communicate priorities

November/December:
*- Comprehensive programme of communications and engagement delivered to support ICB transition in July 2022
*- Communications and Engagement Strategy action plans in place 30/9/22
*- Agreed approach to communicate place alliance progress during October 22
*- Links made with proposed ICB OD supplier and HR team
*- Public Partnership Committee Development session on role and function held 20/9/22
*- Programme of 1:1 visits to MPs by CEO
*- Continued alignment of priorities across JUCD C&E Group

The score remains the same this month as there is still delivery required against the mitigating factors before we will see an improvement.

4 3 12 4 3 12 3 2 6

tbc

tbc Dec-22 Jan-23

Helen Dillistone - 
Executive 
Director of 

Corporate Affairs

Sean Thornton -
Deputy Director 

Communications and 
Engagement

18 22/23

There is a risk of patient harm through 
existing safeguarding concerns due to 
patients being able to pro-actively view their 
medical record from 1st November 2022.  
This is a result of national changes to the 
GMS contract required by NHSE/I.

Population H
ealth &

 Strategic C
om

m
issioning C

om
m

itte

 Prim
ary C

are 

4 3 12

Information cascaded to all practices detailing processes needing to be put in place before 1st November.
Signposting to National webinars and hosting of local webinar.
Local Information cascaded including contact details for support through NECS CSU.
Work with Derbyshire LMC & FAQs circulated including a range of options for practices prior to 1st November including the application of a system code which if applied prior to the 1st of 
November can block patient access –  to no records ( practice ready for go live date) /to all records/ to patients were records still need to be reviewed.
Linked with JUCD Communications team and patient facing information developed.

The GMS Contract has included Patient access to medical records since 2019, this has not been enforced, NHSE/I communicated with 
systems during September 2022 to inform that this would go live on1st November 2022.
Nationally, patients registered with practices using System One and EMIS IT Systems will have full access to their prospective medical 
records from the 1st of November 2022 ( Access to retrospective records will be sought through existing processes).
All records where there is a potential for patient harm to occur as a result of viewing the record need to be reviewed before the 1st of 
November 2022, all records where there is an existing safeguarding concern need to be reviewed
There remain a number of uncertainties re; what will be viewable and when including Secondary Care Communications/ Local Authority 
Communications 

A survey has been circulated asking for practices to inform which option they have adopted in order to target support to those practices 
who require support.
To continue to communicate updates to general practice.
Working with communications – circulate information to support patients and practices.

November/December: Surveyed all General Practice and as of 25th November 17 practices have applied the code not to share for over 80% of their patient population.  As part of the survey practices have submitted a plan to support increasing the level of access for their patients.  3 3 9 3 3 9 2 2 4

M
ar-23

tbc Dec-22 Jan-23

Zara Jones 
Executive 
Director of 

Strategy and 
Planning

Hannah Belcher, 
Assistant Director of 
GP Commissioning 
and Development: 

Primary Care

Judy Derricott
Assistant Director of 
Nursing and Quality: 

Primary Care

NEW RISK
19

22/23

There is a risk to both the inflow and outflow 
from the Acute Hospitals due to the  failure to 
deliver a timely response to patients in line 
with commissioned national standards, to 
ensure a safe level of service leading to 
excessive Handover delays and transfer of 
patients to the appropriate care setting and 
significant response times for patients calling 
for an ambulance resulting in potential 
significant levels of harm to patients whilst 
waiting to be triaged at hospital and whilst 
waiting in the community for an ambulance 
response.

Alternative risk description following 
November SQG:

Failure to deliver a timely response to 
patients due to excessive handover delays 
and transfer of patients to the appropriate 
care setting from Acute Hospitals. Risk of 
leading to significant response times for 
patients whilst waiting in the community for an 
ambulance response, resulting in potential 
significant levels of harm.

System
 Q

uality G
roup

 C
linical 

5 5 25

1. Discharge Flow workstream
2. P1 Strategy events
3. POG actions re: Surge beds
4. Focussed work re: Stockport discharges
5. 100 day challenge
6. SEC and SORG interventions.      
7.  EMAS Four pillars of Demand action plan.
8. Implementation of EMAS Hospital Handover Harm Prevention Tool at Acute Trusts.
9.  Ongoing work in commissioning Same Day Emergency Care and direct access to specialties such as surgery, gynaecology and urology and community providers implementing urgent two-hour 
community response to suitable patients, thereby increasing the number of patients who can be safely treated in their own homes.
10. Regular monitoring of Actions and risk by CQRG.
11.  Local system governance structures to manage difficult decisions: Derbyshire System pressures quality review panel. Decisions and discussions held at SORG.

System actions to reduce hospital handover delays. System urgent care improvement action plans.
Pathway 1 work commenced with Chesterfield Locality focusing on LOS & opportunities to integrate health and social care. Roll out to High 
Peak & Dales. 
Pathway 1 'scrums' key system partners working together to unblock delays & focused actions to support with flow.
Application to EMAHSN for funding to review current interagency tool 
Application for non-recurrent funding for IT SME to support with development of interagency tool to support with whole system flow
Strength based Approach to be rolled out at UHDB Medicine ward from November.  
Pathway 3 - D2A pathway for those requiring Nursing care commenced – spot purchased capacity initially with project to block book 
capacity commenced

November: UEC Handover Summit held on the 19th October 2022. Systems to decide five key interventions likely to provide improvement. 

December: alternative risk description agreed following November SQG.

5 4 20 5 4 20 2 5 10

April 2023

tbc Dec-22 Jan-23

Brigid Stacey
Chief Nursing 

Officer & Deputy 
Chief Executive

Jo Hunter 
Director of Quality
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Appendix 2 - ICB Risk Register - Movement - November and December 2022

Probability

Im
pact

R
ating

Probability

Im
pact
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ating

Probability

Im
pact

R
ating

Probability

Im
pact

R
ating

01

The Acute providers may breach thresholds 
in respect of the A&E operational standards 
of 95% to be seen, treated, admitted or 
discharged within 4 hours, resulting in the 
failure to meet the ICB constitutional 
standards and quality statutory duties.

5 4 20 5 4 20 Attendances continue to be high  
- risk score to remain the same 5 4 20 5 4 20

Attendances remain high 
at both CRHFT and UHDB 
- risk score to remain the

same

Zara Jones 
Executive Director 

of Strategy and 
Planning

Catherine 
Bainbridge,

Head of Urgent 
Care

Dan Merrison
Senior 

Performance & 
Assurance 
Manager

02

Changes to the interpretation of the Mental 
Capacity Act (MCA) and  Deprivation of 
Liberty (DoLs) safeguards, results in greater 
likelihood of challenge from third parties, 
which will have an effect on clinical, financial 
and reputational risks of the ICB.

3 4 12 3 4 12
Full review expected in January - 

no change until after that 
review.

3 4 12 3 4 12
Full review expected in 

January - no change until 
after that review.

Brigid Stacey - 
Chief Nursing 

Officer & Deputy 
Chief Executive

Bill Nicol,
 Head of Adult 
Safeguarding

Michelle Grant,
Designated Nurse 

Safeguarding 
Adults/MCA Lead

03

There is a risk to the sustainability of the 
individual GP practices across Derby and 
Derbyshire resulting in failure of individual 
GP Practices to deliver quality Primary 
Medical Care services resulting in negative 
impact on patient care.

4 4 16 4 4 16

The risk score remains the 
same due to increasing risk of 
COVID outbreaks, workforce 

and winter pressures.  

4 4 16 4 4 16

The risk score remains the 
same due to continued 

risk of COVID outbreaks, 
workforce and winter 

pressures.  

Zara Jones 
Executive Director 

of Strategy and 
Planning

Hannah Belcher, 
Assistant Director 

of GP 
Commissioning 

and Development: 
Primary Care

Judy Derricott
Assistant Director 

of Nursing and 
Quality: Primary 

Care

05

If the ICB does not review and update 
existing business continuity contingency 
plans and processes, strengthen its 
emergency preparedness and engage with 
the wider health economy and other key 
stakeholders then this will impact on the 
known and unknown risks to the Derby and 
Derbyshire ICB, which may lead to an 
ineffective response to local and national 
pressures.

3 4 12 3 4 12
Head of EPRR has commnced 
role  - risk score to remain the 

same
3 4 12 3 4 12

EPRR Core Standards 
position for Derbyshire 

agreed by LHRP. Overall 
Position Partial. DDICB 
non compliant, therefore 
risk score to remain the 

same

Helen Dillistone - 
Executive Director 

of Corporate 
Strategy and 

Delivery

Chrissy Tucker - 
Director of 
Corporate 

Delivery / Richard 
Heaton, Business 

Resilience 
Manager

Residual/ 
Current Risk 

Rating 
(September)

Previous Rating 
(September)

Residual/ 
Current Risk 

Rating 
(October)

Graph detailing movementRationale Executive Lead
Movement - 

November

R
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Risk Description Action Owner
Movement - 

December Rationale

Previous Rating 
(August)
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Probability

Im
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R
ating

Probability

Im
pact

R
ating

Probability

Im
pact

R
ating

Probability

Im
pact

R
ating

Residual/ 
Current Risk 

Rating 
(September)

Previous Rating 
(September)

Residual/ 
Current Risk 

Rating 
(October)

Graph detailing movementRationale Executive Lead
Movement - 

November

R
isk R

eference

Risk Description Action Owner
Movement - 

December Rationale

Previous Rating 
(August)

06 

Risk of the Derbyshire health system being 
unable to manage demand, reduce costs 
and deliver sufficient savings to enable the 
ICB to move to a sustainable financial 
position.

4 4 16 4 4 16

There continues to be a 
considerable amount of work to 
address the underlying issues in 

order to achieve breakeven - 
risk score to remain the same 

4 4 16 4 4 16

There continues to be a 
considerable amount of 

work to address the 
underlying issues in order 
to achieve breakeven  - 
risk score to remain the 

same

Keith Griffiths,
 Chief Financial 

Officer

Darran Green,
Acting 

Operational 
Director of 
Finance

07

Failure to hold accurate staff files securely 
may result in Information Governance 
breaches and inaccurate personal details.  
Following the merger to the former Derby 
and Derbyshire CCG this data is not held 
consistently across the sites. 

3 3 9 2 3 6

Score reduced due to a 
resource identified (subject to 
business case) to scan in HR 
paper files onto the network.

2 3 6 2 3 6

Resource identified 
(subject to business case) 
to scan in HR paper files 
onto the network  - risk 

score to remain the same

Beverley Smith, 
Director of 
Corporate 
Strategy & 

Development

James Lunn,
Head of People 

and 
Organisational 
Development

09 

There is a risk to patients on waiting lists as 
a result of their delays to treatment as a 
direct result of the COVID 19 pandemic. 
Provider waiting lists have increased in size 
and it is likely that it will take significant time 
to fully recover the position against these.

4 4 16 3 4 12

Risk score decreased due to 
improved processes: embedded 

in Quality Schedule with 
quarterly reports to SQG, and 

updates to SQPC.

3 4 12 3 4 12
No change to previous 
month -  - risk score to 

remain the same.

Brigid Stacey,
Chief Nursing 

Officer & Deputy 
Chief Executive

Letitia Harris
Clinical Risk 

Manager

10

The Royal College of Physicians identified 
that there is a risk to the sustainability of the 
Hyper Acute Stroke Unit at CRHFT and 
therefore to service provision for the 
population of North Derbyshire.

3 4 12 3 4 12
All RCP recommendations have 
now been met. Posts to be filled 

before reduce risk.
3 4 12 3 3 9

RISK REDUCED IN 
SCORE AND 

RECOMMENDED FOR 
CLOSURE

Now that all actions have 
been complete, the risk is 
recommended for closure.

Dr Chris Weiner - 
Chief Medical 

Officer

Angela Deakin,
Assistant Director 

for Strategic 
Clinical Conditions 

& Pathways / 
Scott Webster

Head of Strategic 
Clinical Conditions 

and Pathways

11

If the ICB does not  prioritise the importance 
of climate change it will have a negative 
impact on its requirement to  meet the NHS's 
Net Carbon Zero targets and improve health 
and patient care and reducing health 
inequalities and build a more resilient 
healthcare system that understands and 
responds to the direct and indirect threats 
posed by climate change

3 3 9 3 3 9

Risk cannot be reduced until the 
ICS starts to achieve its targets 

through the action plan for 
2022/23.

3 3 9 3 3 9

Risk cannot be reduced 
until the ICS starts to 

achieve its targets through 
the action plan for 

2022/23.

Helen Dillistone - 
Executive Director 

of Corporate 
Strategy and 

Delivery

Suzanne 
Pickering
Head of 

Governance
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Probability
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ating

Probability
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pact

R
ating

Probability

Im
pact

R
ating

Probability

Im
pact

R
ating

Residual/ 
Current Risk 

Rating 
(September)

Previous Rating 
(September)

Residual/ 
Current Risk 

Rating 
(October)

Graph detailing movementRationale Executive Lead
Movement - 

November

R
isk R

eference

Risk Description Action Owner
Movement - 

December Rationale

Previous Rating 
(August)

13

Existing human resource in the 
Communications and Engagement Team 
may be insufficient.  This may impact on 
the team's ability to provide the 
necessary advice and oversight required 
to support the system's ambitions and 
duties on citizen engagement.  This could 
result in non-delivery of the agreed ICS 
Engagement Strategy, lower levels of 
engagement in system transformation 
and non-compliance with statutory duties.

3 3 9 3 3 9
Resourcing review still to be 

completed -  risk score to 
remain the same.

3 3 9 3 3 9

Reviews of schemes and 
portfolios still to be 

completed (January 2023) - 
risk score to remain the 

same

Helen Dillistone - 
Executive Director 

of Corporate 
Affairs

Sean Thornton -
Deputy Director 
Communications 
and Engagement

15 The ICB may not have sufficient resource 
and capacity to service the functions to 
be delegated by NHSEI

4 4 16 4 4 16

Process for volunteer host 
organisations to be worked 

through - risk score to remain 
the same.

4 4 16 3 3 9

A reduction in score is 
now appropriate as it has 

been confirmed other ICBs 
are hosting which will 

reduce the likelihood that 
we cannot resource the 
work, albeit we are not 
sure what work remains 
for the ICB to undertake.

Helen Dillistone - 
Executive Director 

of Corporate 
Affairs

Chrissy Tucker - 
Director of 
Corporate 
Delivery 

16 Risk of increased anxiety amongst staff 
due to the uncertainty and the impact on 
well-being.

4 3 12 3 3 9

Probability score reduced to 3 
as ICB structure review unlikely 
to result in significant change 

impacting on job security.

3 3 9 3 3 9

No improvement in staff 
sickness absence levels - 
risk score to remain the 

same

Helen Dillistone - 
Executive Director 

of Corporate 
Affairs

James Lunn,
Head of People 

and 
Organisational 
Development

17

Due to the pace of change, building and 
sustaining communication and 
engagement  momentum and pace with 
stakeholders during a significant change 
programme  may be compromised. 

4 3 12 4 3 12

Score remains the same as 
there is still delivery required 
against the mitigating factors 

before we will see an 
improvement.

4 3 12 4 3 12

Score remains the same 
as there is still delivery 

required against the 
mitigating factors before 

we will see an 
improvement.

Helen Dillistone - 
Executive Director 

of Corporate 
Affairs

Sean Thornton -
Deputy Director 
Communications 
and Engagement
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Residual/ 
Current Risk 

Rating 
(September)

Previous Rating 
(September)

Residual/ 
Current Risk 

Rating 
(October)

Graph detailing movementRationale Executive Lead
Movement - 

November

R
isk R
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Risk Description Action Owner
Movement - 

December Rationale

Previous Rating 
(August)

18

There is a risk of patient harm through 
existing safeguarding concerns due to 
patients being able to pro-actively view their 
medical record from 1st November 2022.  
This is a result of national changes to the 
GMS contract required by NHSE/I.

3 3 9 3 3 9

Plan to support increasing the 
level of action for patients 

submitted - risk score to remain 
the same.

3 3 9 3 3 9

Plan to support increasing 
the level of action for 

patients submitted - risk 
score to remain the same.

Zara Jones 
Executive Director 

of Strategy and 
Planning

Hannah Belcher, 
Assistant Director 

of GP 
Commissioning 

and Development: 
Primary Care

Judy Derricott
Assistant Director 

of Nursing and 
Quality: Primary 

Care

19

Failure to deliver a timely response to 
patients due to excessive handover delays 
and transfer of patients to the appropriate 
care setting from Acute Hospitals. Risk of 
leading to significant response times for 
patients whilst waiting in the community for 
an ambulance response, resulting in 
potential significant levels of harm.

5 4 20 5 4 20 NEW RISK

New risk approved at November 
System Quality Group - risk 

description: There is a risk to 
both the inflow and outflow from 
the Acute Hospitals due to the  

failure to deliver a timely 
response to patients in line with 

commissioned national 
standards, to ensure a safe 
level of service leading to 

excessive Handover delays and 
transfer of patients to the 

appropriate care setting and 
significant response times for 

patients calling for an 
ambulance resulting in potential 

significant levels of harm to 
patients whilst waiting to be 
triaged at hospital and whilst 

waiting in the community for an 
ambulance response.

5 4 20 5 4 20

Wording of risk description 
reviewed and changed - 
risk score to remain the 

same.

Brigid Stacey,
Chief Nursing 

Officer & Deputy 
Chief Executive

Jo Hunter, 
Director of Quality
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NHS DERBY AND DERBYSHIRE ICB BOARD 

 
MEETING IN PUBLIC 

 
19th January 2023 

 
 Item: 079 
  

Report Title ICB Constitution Update 
  

Author Suzanne Pickering, Head of Governance 
Chrissy Tucker, Director of Corporate Delivery 

  

Sponsor 
(Executive Director) Helen Dillistone, Executive Director of Corporate Affairs 
  

Presenter Helen Dillistone, Executive Director of Corporate Affairs 
  

Paper purpose Decision ☐ Discussion ☐ Assurance ☐ Information ☒ 
  

Appendices 
Appendix 1 – NHS England (Midlands) Letter to ICB Chief Executive 
dated 14 December 2022 confirming amendments to ICB Constitution 
Appendix 2 – Updated ICB Constitution 

  

Assurance Report 
Signed off by Chair Not applicable 
  

Which committee 
has the subject 
matter been 
through? 

Not applicable 

 
Recommendations 
The Board are recommended to NOTE the decision by NHS England (Midlands) approving the 
amendments to the ICB's Constitution. 
 
Purpose 
The purpose of the report is to make the Board aware that a letter has been received from NHS 
England (Midlands) confirming the amendments to the ICB Constitution. 
 
Background 
On the 18 August 2022, a summary paper was presented to the ICB Board in relation to amending 
the ICB constitution with the intention of reducing the number of Non-Executive Members by one 
and introducing the role of a Clinical Lead Member. A report was also presented to the Board on 
20 October 2022, in relation to the options available for the replacement of the Board's Mental 
Health Lead. 

On the 1 November 2022, the ICB submitted an application to NHS England to amend the ICB 
Constitution.  

Report Summary 
On the 14 December 2022, the ICB's Chief Executive Officer received a letter from NHS England 
(Midlands) approving the above amendments to the ICB's Constitution. 
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In accordance with section 14Z29 of the National Health Service Act 2006 (as amended by the 
Health and Social Care Act 2022), the ICB published the revised constitution on the ICB's website 
on the 15 December 2022. The updated Constitution has also been provided at Appendix 2. 
 
Identification of Key Risks 
Not applicable. 
Has this report considered the financial impact on the ICB or wider Integrated Care 
System? 

Yes ☐ No☐ N/A☒ 
Details/Findings 
 

Has this been signed off by a 
finance team member? 
Not applicable. 

Have any conflicts of interest been identified throughout the decision-making process? 
Not applicable 
Project Dependencies 

Completion of Impact Assessments 

Data Protection 
Impact Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 

Quality Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 

Equality Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 
Has the project been to the Quality and Equality Impact Assessment (QEIA) panel? 
Include risk rating and summary of findings below, if applicable 
Yes ☐ No☐ N/A☒ Risk Rating: Summary: 
Has there been involvement of Patients, Public and other key stakeholders? 
Include summary of findings below, if applicable 
Yes ☐ No☐ N/A☒ Summary: 
Implementation of the Equality Delivery System is a mandated requirement for the ICB, 
please indicate which of the following goals this report supports: 
Better health outcomes ☒ Improved patient access and 

experience ☒ 

A representative and supported 
workforce ☒ Inclusive leadership ☒ 

Are there any equality and diversity implications or risks that would affect the ICB's 
obligations under the Public Sector Equality Duty that should be discussed as part of this 
report? 
There are no implications that affect the ICB's obligations. 
When developing this project, has consideration been given to the Derbyshire ICS 
Greener Plan targets? 

Carbon reduction ☐ Air Pollution ☐ Waste ☐ 
Details/Findings 
Not applicable. 
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14th December 2022 

Chris Clayton 
Chief Executive 
Derby and Derbyshire ICB 

Sent via e-mail:  
Chris.clayton2@nhs.net 

Dear Chris 

Amendments to Integrated Care Board Constitution  

Thank you for your application to amend your constitution, dated 1st November 2022. 

I am writing to notify you of NHS England’s decision in relation to the application for 
proposed changes to the Constitution of NHS Derby and Derbyshire ICB. 

Decision 

Following our review, NHS England has agreed that the proposed changes to the 
Constitution of NHS Derby and Derbyshire ICB complies with the particular 
requirements of the National Health Service Act 2006 as amended by the Health and 
Social Care Act 2022 and is otherwise appropriate. 

Accordingly, the proposed changes to NHS Derby and Derbyshire ICB constitution 
have been approved.  

What do you need to do next? 

According to section 14Z29 of the National Health Service Act 2006 (as amended by 
the Health and Social Care Act 2022), you will be required to publish the revised 
constitution.  This should be done as soon as reasonably practical after the receipt of 
this decision letter. 

Conclusion 

Should you require any assistance following this decision, please contact James Ilott 
james.ilott@nhs.net. 

From the office of Dale Bywater 
Regional Director – Midlands 

Cardinal Square – 4th Floor 
10 Nottingham Road 

Derby 
DE1 3QT 

T:   0113 539 6979 
E: dale.bywater1@nhs.net 

Appendix 1
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Yours sincerely 
 

 
 
Dale Bywater 
Regional Director – Midlands 

 
cc:  John Macdonald, Chair, Derby and Derbyshire ICB 
 Fran Steele, Director of Strategic Transformation, NHS Midlands 
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2022 
 
Amendment to Section 
1.3.3 - Area Covered by the 
ICB 
 
NHSE amendments in line 
with annex to final guidance 
on preparing ICB 
Constitutions updated by 
legal team. 
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 INTRODUCTION 

1.1 Background/Foreword 

1.1.1 NHS Derby and Derbyshire Integrated Care Board (ICB) is the health statutory 
body for the Derby City and Derbyshire population. The ICB is a new statutory 
organisation and will take over the duties and responsibilities of the NHS Derby 
and Derbyshire Clinical Commissioning Group which will be disestablished on 30th 
June 2022. The ICB will also be responsible for a range of new statutory duties set 
out in the Act. 

1.1.2 ICSs are partnerships of health and care organisations that come together to plan 
and deliver joined-up services and to improve the health of people who live and 
work in their area. Each ICS will comprise of an:  

(a) Integrated Care Board bringing the NHS together locally to improve 
population health and care; and an 

(b) Integrated Care Partnership (ICP): the broad alliance of organisations and 
representatives concerned with improving the care, health and wellbeing of 
the population, jointly convened by local authorities and the NHS.  

1.1.3 NHSE has set out the following as the four core purposes of ICSs: 

(a) improve outcomes in population health and healthcare.  

(b) tackle inequalities in outcomes, experience and access.  

(c) enhance productivity and value for money. 

(d) help the NHS support broader social and economic development. 

The ICB will use its resources and powers to achieve demonstrable progress on 
these aims, collaborating to tackle complex challenges, including: 

• improving the health of children and young people. 

• supporting people to stay well and independent. 

• acting sooner to help those with preventable conditions. 

• supporting those with long-term conditions or mental health issues. 

• caring for those with multiple needs as populations age. 

• getting the best from collective resources so people get care as quickly as 
possible. 

1.1.4 The Derbyshire ICS will have an NHS Body Integrated Care Board which has a 
distinct purpose, with governance and leadership arrangements designed to 
promote greater collaboration across the NHS and with other local partners. 
Adapting to this requires a significant change in the way commissioning activities 
are delivered and functions are carried out to understand population needs, plan 
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services and allocate resources, which address the Derby City and Derbyshire 
population's health outcomes and secure the provision of services collaboratively 
with partners. 

1.1.5 The Derbyshire ICS will also have an ICP at system level, established as equal 
partner members. The ICP will operate as the forum to bring partners e.g. local 
government, NHS and others, together across the Derbyshire ICS area to align 
purpose and ambitions with plans to integrate care and improve health and 
wellbeing outcomes for the population of Derby City and Derbyshire. For a number 
of years there have been local collaborative arrangements at the 'neighbourhood' 
level. These have involved a coalition of commissioners, NHS Trust providers, 
local authorities, primary care, the voluntary and community sector, and the public 
working together to better meet the needs of local people. Two Place Partnerships 
on the local authority footprints have been formed, which retain and further 
strengthen local place alliances. The Place Partnerships will have an ethos of 
equality between partners and be established to deliver a range of functions on 
behalf of the ICB and ICP. These will include: 

(a) co-ordinating and integrating local services built on a mutual understanding 
of the population and a shared vision; 

(b) taking accountability for the delivery of coordinated, high quality care and 
improved outcomes for their populations; and 

(c) the planning, management of resources, delivery, and performance of a 
range of community-based health and care services, in line with the strategic 
requirements of the ICB and ICP. 

The overall approach will be a social model that is outcome driven and strength 
based; focussing on the assets of individuals and communities and developed with 
them through local leadership. There is a collective ambition for delegated 
responsibility and accountability to enable maximum impact from existing and 
enhanced structures. 

1.1.6 Provider collaboratives are partnership arrangements involving two or more trusts 
(foundation trusts or NHS trusts and could also include community interest 
companies providing NHS care), that collectively work across multiple places to 
realise the benefits of mutual aid and working at scale. The purpose of provider 
collaboratives is to better enable their members to work together to continuously 
improve quality, efficiency, and outcomes, including proactively addressing 
unwarranted variation and inequalities in access and experience across different 
providers. 

 
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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1.2 Name 

The name of this Integrated Care Board is NHS Derby and Derbyshire ICB (“the ICB”). 

1.3 Area Covered by the Integrated Care Board 

1.3.1 The area covered by the ICB is approximately 2,495 km2 within Derbyshire and 
Derby City. 

 

1.3.2 As the ICB is fully coterminous with the areas covered by Local Authorities, the 
area covered by the ICB is defined by the Lower Layer Super Output Areas 
(LSOAs) as listed below. 

1.3.3 The following are the District and Borough Councils and the Upper Tier Local 
Authority which the ICB covers, the: 

(a) County Council of Derbyshire 

(b) City Council of Derby 

(c) Borough of Chesterfield 

(d) Borough of High Peak (including Glossop) 

(e) Borough of Amber Valley 

(f) Borough of Erewash 

(g) District of Bolsover 
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(h) District of North East Derbyshire 

(i) District of Derbyshire Dales 

(j) District of South Derbyshire 

(k) Peak District National Park Authority 

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). 

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 www.ddicb.nhs.uk. 

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 2009 and section 14Z32 of the 2006 Act); 

(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); 

(f) information law, (for instance, data protection laws, such as the UK General 
Data Protection Regulation 2016/679 and Data Protection Act 2018, and the 
Freedom of Information Act 2000); and 
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(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: 

(a) section 14Z34 (improvement in quality of services); 

(b) section 14Z35 (reducing inequalities); 

(c) section 14Z38 (obtaining appropriate advice), 

(d)  section 14Z40 (duty in respect of research), 

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

(f) section 14Z45 (public involvement and consultation); 

(g) sections 223GB to 223N (financial duties); and 

(h) 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 14Z60 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 14Z61). 

1.5 Status of this Constitution 

1.5.1 The ICB was established on the 1st of July 2022 by The Integrated Care Boards 
(Establishment) Order 2022’ which made provision for its Constitution by reference 
to this document. 

1.5.2 This Constitution must be reviewed and maintained in line with any agreements 
with, and requirements of, NHS England set out in writing at establishment. 

1.5.3 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 15 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: 

(a) where the ICB applies to NHS England in accordance with NHS England’s 
published procedure and that application is approved; and 
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(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: 

The Chief Executive Officer may periodically propose amendments to the 
Constitution which shall be considered and approved by the ICB Board members 
where:  

(a) changes are thought to have a material impact; 

(b) changes are proposed to the reserved powers of the members;  

(c) at least half (50%) of all the ICB board Members formally request that the 
amendments be put before the full ICB board members for approval. 

Proposed amendments to this Constitution will not be implemented until an 
application to NHS England for variation has been approved.  This is set out in 
Appendix One, Standing Orders Section 4.9 Decision Making.  

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 processes to appoint the ICB committees. 

1.7.3 The following do not form part of the Constitution but are required to be published. 

(a) Scheme of Reservation and Delegation (SoRD) – 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, or to whom, functions and decisions have been 
delegated to. 

(b) Functions and Decision map – 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 ICB Governance Handbook–This brings together all the ICB’s 
governance documents so it is easy for interested people to navigate.  It 
includes: 

(i) The above documents (a) – (c); 

(ii) terms of reference for all committees and sub-committees of the board 
that exercise ICB functions; 

(iii) delegation arrangements 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 of those organisations in accordance 
with section 65Z6 of the 2006 Act; and 

(iv) 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. 

(v) The up-to-date list of eligible providers of primary medical services  
under clause 3.6.2. 

(e) Corporate Governance Framework – brings together a range of corporate 
statutory documents in one place to assist in building a consistent corporate 
approach and forms part of the corporate memory. 

(f) Governance Structure 

(g) Key policy documents which should also be included in the Governance 
Handbook or linked to it – including: 

(i) Standards of Business Conduct Policy; 

(ii) Conflicts of Interest Policy and Procedures; and 

(iii) Policy for Public Involvement and Engagement. 

 COMPOSITION OF THE BOARD OF THE ICB 

2.1 Background 

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 3. 

2.1.2 Further information about the individuals who fulfil these roles can be found on our 
website www.ddicb.nhs.uk. 
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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 membership of the ICB (the board) shall meet as a unitary board and shall be 
collectively accountable for the performance of the ICB’s functions. 

2.1.5 NHS England Policy, requires the ICB to appoint the following additional Ordinary 
Members: 

(a) three executive members, namely:  

(i) Executive Director of Finance  

(ii) Executive Medical Director; and 

(iii) Executive Director of Nursing and Quality. 

And in addition to the two mandated Non-Executive Members for Audit and 
Remuneration there will be: 

(b) an additional two Non-Executive Members. 

2.1.6 The Ordinary Members include at least three members who will bring knowledge 
and a perspective from their sectors. These members (known as Partner 
Members) are nominated by the following, and appointed in accordance with the 
procedures set out in Section 3 below: 

(a) NHS trusts and foundation trusts who provide services within the ICB’s area 
and are of a prescribed description; 

(b) the primary medical services (general practice) providers within the area of 
the ICB and are of a prescribed description; 

(c) the local authorities which are responsible for social care and 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. 

2.2 Board Membership 

2.2.1 The ICB has five Partner Members  

(a) One NHS Trust and Foundation Trust Partner Member 
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(b) One NHS Trust and Foundation Trust Partner member who shall have 
knowledge and experience in connection with services relating to the 
prevention, diagnosis and treatment of mental illness. 

(c) One Primary Medical Services Partner Member; and 

(d) Two Local Authority Partner Members. 

2.2.2 The ICB has also appointed the following further Ordinary Members to the board: 

(a) Executive Director of People and Culture (Chief People Officer); 

(b) Clinical Lead Member. 

2.2.3 The board is therefore composed of the following sixteen members: 

(a) Chair; 

(b) Chief Executive; 

(c) Two Partner Members NHS and Foundation Trusts  

(d) One Partner Member Primary Medical Services; 

(e) Two Partner Members Local Authorities; 

(f) Four Non-Executive Members; 

(g) One Clinical Lead Member; 

(h) Executive Director of Finance; 

(i) Executive Medical Director; 

(j) Executive Director of Nursing and Quality; and 

(k) Executive Director of People and Culture (Chief People Officer). 

2.2.4 The Chair will exercise their function to approve the appointment of the ordinary 
members with a view to ensuring that at least one of the Ordinary Members will 
have knowledge and experience in connection with services relating to the 
prevention, diagnosis and treatment of mental illness.  

2.2.5 The board will keep under review the skills, knowledge, and experience that it 
considers necessary for members of the board to possess (when taken together) 
in order for the board effectively to carry out its functions and will take such steps 
as it considers necessary to address or mitigate any shortcoming.  

2.3 Regular Participants and Observers at Board Meetings 

2.3.1 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. Participants will be affiliated to the ICB Executive Team but will not 
be a member of the ICB. 
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2.3.2 Participants 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. Regular 
participants will include the following: 

(a) Executive Director of Corporate Affairs (Board Secretary); 

(b) Chair of the Clinical and Professional Advisory Committee; 

(c) Chief Digital Information Officer; 

(d) Other Executives. 

2.3.3 Observers 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. 

2.3.4 Participants and / or Observers may be asked to leave the meeting by the Chair in 
the event that the board passes a resolution to exclude the public as per the 
Standing Orders. 

 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”; 

(b) be willing to uphold the Seven Principles of Public Life (known as the Nolan 
Principles); and 

(c) fulfil the requirements relating to relevant experience, knowledge, skills and 
attributes set out in a role specification. 

3.2 Disqualification Criteria for Board Membership 

3.2.1 A Member of Parliament. 

3.2.2 A person whose appointment as a board member (“the candidate”) is considered 
by the person making the appointment as one which could reasonably be regarded 
as undermining the independence of the health service because of the candidate’s 
involvement with the private healthcare sector or otherwise.  

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 
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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, Part 13 of the 
Bankruptcy (Scotland) Act 2016 or Schedule 2A to the Insolvency (Northern 
Ireland) Order 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 

(d) of misbehaviour, misconduct or failure to carry out the person’s duties. 

3.2.7 A Health Care Professional 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: 
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(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 Chair  

3.3.1 The ICB Chair is to be appointed by NHS England, with the approval of the 
Secretary of State. 

3.3.2 In addition to criteria specified at clause 3.1, this member must fulfil the following 
additional eligibility criteria: 

(a) the Chair will be independent; and 

(b) must meet the core competencies identified for the role of Chair and be 
subject to performance appraisal. 

3.3.3 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 clause 3.2 apply; 

(c) any other exclusion criteria set out in the applicable NHS England guidance 
applies. 

3.3.4 The term of office for the Chair will be up to 2 years for the initial terms and up to 
3 years for subsequent terms and the maximum number of terms a Chair may 
serve is 3 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. 
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3.4.2 The appointment will be subject to approval of NHS England in accordance with 
any procedure published by NHS England. 

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 19(4)(b) 
of Schedule 1B to the 2006 Act; and 

(b) meets the requirements as set out in the Chief Executive role description and 
person specification. 

3.4.4 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) subject to clause 3.4.3(a), they hold any other employment or executive role; 

(c) the process of disqualification is to be overseen by NHS England and 
Improvement and the Independent Non-Executive Member for Audit. 

3.5 Partner Members – NHS Trusts and Foundation Trusts within the ICB area 

3.5.1 The Partner Member (s)  is jointly nominated by the NHS Trusts and/or FTs which 
provide services for the purpose of the health service within the ICB's area and 
meet the forward plan condition or (if the forward plan condition is not met) the 
level of services provided condition.  Those Trusts and Foundation Trusts are: 

(a) Chesterfield Royal Hospital NHS Foundation Trust; 

(b) Derbyshire Healthcare NHS Foundation Trust; 

(c) East Midlands Ambulance Services NHS Trust; 

(d) University Hospitals of Derby and Burton NHS Foundation Trust; and 

(e) Derbyshire Community Health Services NHS Foundation Trust. 

3.5.2 This member(s) must fulfil the eligibility criteria set out at clause 3.1 and also the 
following additional eligibility criteria  

(a) be an Executive Director of one of the NHS Trusts or Foundation Trusts 
within the ICB’s area (from those listed at 3.5.1 above); 

(b) One member will have knowledge and experience in connection with 
services relating to the prevention, diagnosis and treatment of mental illness  

3.5.3 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) any other exclusion criteria set out in the applicable NHS England guidance 
applies; 
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(c) a conflict of interest is evident, as determined by the Chair, which results in 
the individual being unable to fulfil the role. 

3.5.4 These members will be appointed by the Chief Executive subject to the approval 
of the Chair. 

3.5.5 The appointment process will be as follows:  

(a) Joint Nomination 

• When a vacancy arises for the Partner Member (s) from the Trusts or 
Foundation Trusts, including where one of these roles is also the lead 
for mental health, each eligible organisation listed at 3.5.1 will be 
invited to make one nomination per vacancy. 

• Eligible organisations may nominate individuals from their own 
organisation or another organisation. 

• All eligible organisations will be requested to confirm whether they 
jointly agree to nominate the whole list of nominated individuals, with 
a failure to confirm within five working days being deemed to 
constitute agreement.  If they do agree, the list will be put forward to 
step b) below.  If they do not, the nomination process will be re-run 
until majority acceptance is reached on the nominations put forward. 

(b) Assessment, selection, and appointment subject to approval of the Chair 
under 3.5.5(c) 

• The full list of nominees will be considered by a panel convened by 
the Chief Executive. 

• The panel will assess the suitability of the nominees against the 
requirements of the role (published before the nomination process is 
initiated) and will confirm that nominees meet the requirements set 
out in clause 3.5.2 and 3.5.3. 

• In the event that there is more than one suitable nominee, the panel 
will select the most suitable for appointment. 

(c) Chair’s approval 

The Chair will determine whether to approve the appointment of the most 
suitable nominee as identified under 3.5.5(b). 

3.5.6 The term of office for these Partner Members will be 3 years but individual terms 
may change subject to that individual fulfilling their substantive position and the 
total number of terms they may serve is 3 as a maximum. However, after the sixth 
year it may be permissible to extend by a single year at a time up to a total of 9 
years by exception. 
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3.6 Partner Member – Providers of Primary Medical Services 

3.6.1 This Partner Member is jointly nominated by providers of Primary Medical Services 
for the purposes of the health service within the ICB’s area, and are Primary 
Medical Services contract holders responsible for the provision of essential 
services, within core hours to a list of registered persons whom the ICB has core 
responsibility. 

3.6.2 The list of relevant providers of primary medical services for this purpose is 
published as part of the Governance Handbook.  The list will be kept up to date but 
does not form part of this Constitution. 

3.6.3 This member must fulfil the eligibility criteria set out at clause 3.1 and also the 
following additional eligibility criteria: 

(a) be a health care professional from the Primary Medical Services; 

(b) meet the requirements as set out in the Partner Member – Primary Medical 
Services role description and person specification. 

3.6.4 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) any other exclusion criteria set out in the applicable NHS England guidance 
applies; 

(c) a conflict of interest is evident, as determined by the Chair, which results in 
the individual being unable to fulfil the role. 

3.6.5 This member will be appointed by a panel and approved by the Chair and the Chief 
Executive.  

3.6.6 The appointment process will be as follows: 

(a) Joint Nomination 

• When a vacancy arises, each eligible organisation described at 3.6.1 
and listed in the Governance Handbook will be invited to make one 
nomination per vacancy. 

• The nomination of an individual must be seconded by 2 other eligible 
organisations. [seconding is most suitable when there are large 
numbers of nominating organisations]. 

• Eligible organisations may nominate individuals from their own 
organisation or another organisation. 

• All eligible organisations will be requested to confirm whether they 
jointly agree to nominate the whole list of nominated individuals, with 
a failure to confirm within five working days being deemed to 
constitute agreement. If they do agree, the list will be put forward to 
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step b) below. If they do not, the nomination process will be re-run 
until majority acceptance is reached on the nominations put forward.  

(b) Assessment, selection, and appointment subject to approval of the Chair 
under 3.6.6(c) 

• The full list of nominees will be considered by a panel convened by 
the Chief Executive 

• The panel will assess the suitability of the nominees against the 
requirements of the role (published before the nomination process is 
initiated) and will confirm that nominees meet the requirements set 
out in clause 3.6.3 and 3.6.4 

• In the event that there is more than one suitable nominee, the panel 
will select the most suitable for appointment. 

(c) Chair’s approval 

The Chair will determine whether to approve the appointment of the most 
suitable nominee as identified under 3.6.6(b). 

3.6.7 The term of office for this Partner Member will be 3 years and the total number of 
terms they may serve is 3 terms.  

3.7 Partner Members – Local Authorities 

3.7.1 These Partner Members are jointly nominated by the local authorities whose areas 
coincide with, or include the whole or any part of, the ICB’s area. Those local 
authorities are: 

(a) Derby City Council; 

(b) Derbyshire County Council. 

3.7.2 This member will fulfil the eligibility criteria set out at clause 3.1 and also the 
following additional eligibility criteria: 

(a) be the Chief Executive or hold a relevant Executive level role of one of the 
bodies listed at clause 3.7.1; 

(b) meet the requirements as set out in the Partner Member – Local Authority 
role description and person specification. 

(c) one of these members must have knowledge and experience in public health 

(d) one of these members must have knowledge and experience in child and 
adult social care 

3.7.3 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 
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(b) any other exclusion criteria set out in the applicable NHS England guidance 
applies. 

3.7.4 This member will be appointed by the Chief Executive subject to the approval of 
the Chair. 

3.7.5 The appointment process will be as follows: 

(a) Joint Nomination 

• When a vacancy arises, each eligible organisation listed at 3.7.1(a) 
will be invited to make one nomination per vacancy. 

• Eligible organisations may nominate individuals from their own 
organisation or another organisation. 

• All eligible organisations will be requested to confirm whether they 
jointly agree to nominate the whole list of nominated individuals, with 
a failure to confirm within five working days being deemed to 
constitute agreement. If they do agree, the list will be put forward to 
step b) below. If they do not, the nomination process will be re-run 
until majority acceptance is reached on the nominations put forward. 

(b) Assessment, selection, and appointment subject to approval of the Chair 
under 3.7.1(c) 

• The full list of nominees will be considered by a panel convened by 
the Chief Executive. 

• The panel will assess the suitability of the nominees against the 
requirements of the role (published before the nomination process is 
initiated) and will confirm that nominees meet the requirements set 
out in clause 3.7.2 and 3.7.3. 

• In the event that there is more than one suitable nominee, the panel 
will select the most suitable for appointment. 

(c) Chair’s approval 

The Chair will determine whether to approve the appointment of the most 
suitable nominee as identified under 3.7.1(b). 

3.7.6 To support the appointment process for the above, the process for selection for the 
Local Authority Partner Members will be that the ICB will set out the requirements 
of the roles, namely and the upper tier local authorities will consider how best to 
serve the Board of the ICB with senior Officers from adults and children's social 
care and public health. The two Local Authority Members must therefore balance 
membership for each of those functions; 

3.7.7 The term of office for this Partner Member will be 2 years, and the total number of 
terms they may serve is 3 terms.  
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3.8 Executive Medical Director 

3.8.1 This member will fulfil the eligibility criteria set out at clause 3.1 and also 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 19(4)(b) 
of Schedule 1B to the 2006 Act; 

(b) be a registered Medical Practitioner; 

(c) meets the requirements as set out in the Executive Medical Director role 
description and person specification. 

3.8.2 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) any other exclusion criteria set out in the applicable NHS England guidance 
applies. 

3.8.3 This member will be appointed by the Chief Executive, following a competitive 
process, subject to the approval of the Chair. 

3.9 Executive Director of Nursing and Quality 

3.9.1 This member will fulfil the eligibility criteria set out at clause 3.1 and also 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 19(4)(b) 
of Schedule 1B to the 2006 Act; 

(b) be a registered Nurse; 

(c) hold current valid registration with the Nursing and Midwifery Council; 

(d) meet the requirements as set out in the Executive Director of Nursing role 
description person specification. 

3.9.2 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) any other exclusion criteria set out in the applicable NHS England guidance 
applies. 

3.9.3 This member will be appointed by the Chief Executive, following a competitive 
process, subject to the approval of the Chair. 
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3.10 Executive Director of Finance 

3.10.1 This member will fulfil the eligibility criteria set out at clause 3.1 and also 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 19(4)(b) 
of Schedule 1B to the 2006 Act; 

(b) be a qualified Accountant with full membership and evidence of up-to-date 
continuing professional development; 

(c) Meets the requirements as set out in the Executive Director of Finance role 
description and person specification. 

3.10.2 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) any other exclusion criteria set out in the applicable NHS England guidance 
applies. 

3.10.3 This member will be appointed by the Chief Executive subject to the approval of 
the Chair. 

3.11 Four Non-Executive Members  

3.11.1 The ICB will appoint four Non-Executive Members. 

3.11.2 These members will be appointed by the Chair subject to the recruitment and 
selection process. These members will fulfil the eligibility criteria set out at clause 
3.1 and also the following additional eligibility criteria: 

(a) not be an 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) one member should have specific knowledge, skills and experience that 
makes them suitable to take the role of a senior independent member and 
take a lead role in the appraisal of the ICB Chair. This may not be the Chair 
of the Audit Committee.  

3.11.3 Individuals will not be eligible if: 

(a) any of the disqualification criteria set out in clause 3.2 apply; 

(b) they hold a role in another health and care organisation within the ICB area; 
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(c) any other exclusion criteria set out in the applicable NHS England guidance 
applies; 

(d) a conflict of interest is evident, as determined by the Chair, which results in 
the individual being unable to fulfil the role. 

3.11.4 The usual term of office for a Non-Executive Member will be 3 years and the total 
number of terms an individual may serve is 2 terms with the potential to renew 
annually up to a maximum of 3 full terms (9 years).  

3.11.5 In order to avoid a majority of the Non-Executive Member terms ending 
simultaneously, the Chair and Chief Executive will set the length of the initial term 
of office at between 2 and 3 years on a staggered basis across the roles. 

3.11.6 Subject to satisfactory performance assessed through appraisal the ICB Chair may 
approve the re-appointment of a Non-Executive Member up to the maximum 
number of terms permitted for their role. 

3.12 Other Board Members 

3.12.1 Executive Director of People and Culture (Chief People Officer) 

(a) This member will fulfil the eligibility criteria set out at clause 3.1 and also the 
following additional eligibility criteria: 

(i) 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; 

(ii) meets the requirements as set out in the Executive Director of People 
and Culture (Chief People Officer) role description and person 
specification 

(b) Individuals will not be eligible if: 

(i) any of the disqualification criteria set out in clause 3.2 apply; 

(ii) any other exclusion criteria set out in the applicable NHS England 
guidance applies; 

(c)  This member will be appointed by the Chief Executive subject to the 
approval of the Chair. 

3.12.2 Clinical Lead Member (Clinical Chair of Quality and Performance Committee) 

(a) This member will fulfil the eligibility criteria set out at clause 3.1 and also the 
following additional eligibility criteria: 

(i) Will need to meet the requirements as set out in the Clinical Lead role 
description and person specification. 

(b) Individuals will not be eligible if: 

(i) any of the disqualification criteria set out in clause 3.2 apply; 
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(ii) any other exclusion criteria set out in the applicable NHS England 
guidance applies. 

(c) This member will be recruited, selected and appointed on a contract for 
services by the Chief Executive, subject to the approval of the Chair. 

3.12.3 Regular Participants  

(a) These participants will fulfil the eligibility criteria set out at clause 3.1 and also 
the following additional eligibility criteria: 

(i) Executive Director of Corporate Affairs (Board Secretary); 

(ii) Chair of Clinical and Professional Advisory Group (who will be a 
clinician); and 

(iii) Other Executive Directors.  

(b) Individuals will not be eligible if: 

(i) any of the disqualification criteria set out in clause 3.2 apply; any other 
exclusion criteria set out in the applicable NHS England guidance 
applies; 

(c) The above participants will be appointed by the Chief Executive subject to 
the approval of the Chair. 

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:  

(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) if they fail to attend a minimum of 50% of the meetings to which they are 
invited unless agreed with the Chair in extenuating circumstances; 

(c) if they are deemed to not meet the expected standards of performance at 
their annual appraisal; 

(d) 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 ICB (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; 

(e) are deemed to have failed to uphold the Nolan Principles of Public Life; 
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(f) are subject to disciplinary proceedings by a regulator or professional body; 

(g) if the role is no longer required (e.g. restructuring). 

3.13.3 Members may be suspended pending the outcome of an investigation into whether 
any of the matters in clause 3.13.2 apply. 

3.13.4 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. 

3.13.5 The Chair of the ICB may be removed by NHS England, subject to the approval of 
the Secretary of State.  

3.13.6 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: 

(a) terminate the appointment of the ICB’s Chief Executive; and  

(b) 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 and Non-Executive Members, arrangements for 
remuneration and any allowances will be agreed by the Remuneration Committee 
in line with the ICB remuneration policy and any other relevant policies published 
www.ddicb.nhs.uk and any guidance issued by NHS England or other relevant 
body. Remuneration for Chairs will be set by NHS England.  Remuneration for 
Non-Executive Members will be set by the Chief Executive. 

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.  

3.15 Specific arrangements for appointment of Ordinary Members made at 
establishment 

3.15.1 Individuals may be identified as “designate ordinary members” prior to the ICB 
being established. 

3.15.2 Relevant nomination procedures for partner members in advance of establishment 
are deemed to be valid so long as they are undertaken in full and in accordance 
with the provisions of 3.5 to 3.7. 

3.15.3 Any appointment and assessment processes undertaken in advance of 
establishment to identify designate ordinary members should follow, as far as 
possible, the processes set out in section 3.5 to 3.12 of this Constitution. However, 
a modified process, agreed by the Chair, will be considered valid. 

3.15.4 On the day of establishment, a committee consisting of the Chair, Chief Executive 
and [one other] will appoint the ordinary members who are expected to be all 
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individuals who have been identified as designate appointees pre ICB 
establishment and the Chair will approve those appointments. 

3.15.5 For the avoidance of doubt, this clause is valid only in relation to the appointments 
of  the initial ordinary members and all appointments post establishment will be 
made in accordance with clauses 3.5 to 3.12. 

 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 will agree a code of conduct and behaviours 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 will be 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; 

(e) take account, as appropriate, of other documents, advice and guidance 
issued by relevant authorities, including that issued by NHS England; and 

(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 clause 4.2.1(a) – (f) 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; 
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(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 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 Scheme of Reservation and Delegation. 

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 www.ddicb.nhs.uk. 

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 www.ddicb.nhs.uk. 

4.5.3 The map includes: 

(a) key functions reserved to the board of the ICB; 

(b) commissioning functions delegated to committees and individuals; 
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(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; and 

(d) functions delegated to the ICB (for example, from NHS England). 

4.6 Committees and Sub-Committees 

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 agreed by the Board. 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) operate under terms of reference and membership agreed by the ICB as 
relevant. Appropriate reporting and assurance mechanisms must be 
developed as part of agreeing terms of reference for Committees and Sub-
Committees and reported to the board; 

(b) ensure that committee terms of reference are approved by the board and 
aligned with the SoRD; 

(c) ensure membership of the committees are specified by the board; 

(d) provide reports to the board on their activities at agreed intervals; 

(e) attend board Meetings at the invitation of the Chair;  

(f) comply with the outputs of internal audit findings and committee 
effectiveness reviews; 

(g) submit to the ICB board a decision and assurance report following each 
Committee meeting; 

(h) submit their confirmed minutes to the ICB board for assurance;  

(i) comply with agreed internal audit findings and committee effectiveness 
reviews; 
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(j) demonstrate consideration of the equality and diversity implications of 
decisions they make and consider whether any new resource allocation 
achieves positive change around inclusion, equality and diversity; 

(k) ensure that members abide by the ‘Principles of Public Life’ (The Nolan 
Principles) and the NHS Code of Conduct. 

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 that exercise the ICB 
commissioning functions will be approved by the Chair. The Chair will not approve 
an individual to such a committee or sub-committee if they consider that the 
appointment could reasonably be regarded as undermining the independence of 
the health service because of the candidate’s involvement with the private 
healthcare sector or otherwise 

4.6.7 All members of committees and sub-committees are required to act in accordance 
with this Constitution, including the standing orders as well as the SFIs and any 
other relevant ICB policy. 

4.6.8 The following committees will be maintained:  

(a) Audit Committee – 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 a 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 Committee – 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 a Non-Executive Member 
other than the ICB Chair or the Chair of Audit Committee. 

4.6.9 The terms of reference for each of the above committees are published in the 
governance handbook. 

4.6.10 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 published in 
the Governance Handbook. 

4.7 Delegations made under section 65Z5 of the 2006 Act  

4.7.1 As per clause 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, 
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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 delegation. 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 in 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.   

 PROCEDURES FOR MAKING DECISIONS 

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: 

(a) conducting the business of the ICB; 

(b) the procedures to be followed during meetings; and 

(c) 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 Orders is included in Appendix 1 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 in the Governance Handbook available 
www.ddicb.nhs.uk. 
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 ARRANGEMENTS FOR CONFLICT OF INTEREST MANAGEMENT AND 
STANDARDS OF BUSINESS CONDUCT  

6.1 Conflicts of Interest 

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 website www.ddicb.nhs.uk. 

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 Policy. 

6.1.6 The ICB has appointed the Audit Chair to be the Conflicts of Interest Guardian. 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; 

(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. 
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6.2 Principles 

In discharging its functions the ICB will abide by the following principles:  

6.2.1 decision-making will be open and transparent, will be inclusive and incorporate 
diverse views across the system. Decisions will be made in the interests of the 
health of the population and consistent with the statutory responsibilities of the ICB 
and ICS. Any individual involved in decisions relating to the ICB functions must be 
acting in the interests of the people of Derby and Derbyshire rather than furthering 
direct or indirect financial, personal, professional, or organisational interests. 
Decision making will be devolved to Place where appropriate.  

6.2.2 the ICB has been created to give statutory NHS providers, local authority, and 
primary medical services (general practice) nominees a role in decision-making. 
These individuals will be expected to act in accordance with section 6.2.1(a), and 
it should not be assumed that they are personally or professionally conflicted by 
virtue of being an employee, director, partner or otherwise holding a position with 
one of these organisations; 

6.2.3 the personal and professional interests of all ICB board members, ICB committee 
members and ICB staff who are involved in decision taking must to be declared, 
recorded and managed appropriately. Declarations must be made as soon as 
practicable after the person becomes aware of the conflict or potential conflict and, 
in any event, within 28 days of the person becoming aware. This includes being 
clear and specific about the nature of any interest, and about the nature of any 
conflict that may arise regarding a particular decision; 

6.2.4 actions to mitigate conflicts of interests should be proportionate and should seek 
to preserve the spirit of collective decision-making wherever possible. Mitigation 
should take account of a range of factors including the impact that the perception 
of an unsound decision might have, and the risks and benefits of having a particular 
individual involved in making the decision;  

6.2.5 the ICB will clearly distinguish between those individuals who should be involved 
in formal decision taking, and those whose input informs decisions, including 
shaping the ICB’s understanding of how best to meet patients’ needs and deliver 
care for their populations. The way conflicts of interest are managed should reflect 
this distinction. For example, where independent providers (including the VCSE 
sector) hold contracts for 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; 

6.2.6 where decisions are being taken as part of a formal competitive procurement of 
services, any individual who is associated with an organisation that has a vested 
interest in the procurement should excuse themselves from the process; and 

6.2.7 the way conflicts of interest are declared and managed will contribute to a culture 
of transparency about how decisions are made. 
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6.3 Declaring and Registering Interests 

6.3.1 The ICB maintains registers of the interests of: 

(a) Members of the ICB; 

(b) Members of the board’s committees and sub-committees; and 

(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 www.ddicb.nhs.uk. 

6.3.3 All relevant persons as per clauses 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 clause 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 Interests (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  

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. 
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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. 

 ARRANGEMENTS FOR ENSURING ACCOUNTABILITY AND TRANSPARENCY  

7.1 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 12(2) of Schedule 1B to the 2006 Act.  

7.2 Principles 

7.2.1 Subsidiarity: arrangements should be designed to facilitate decisions being taken 
as close to local communities as possible, and at a larger scale where there are 
clear benefits from collaborative approaches and economies of scale. 

7.2.2 Population-focused vision: decisions should be consistent with a clear vision and 
strategy that reflects the four core purposes. 

7.2.3 Shared understanding: partners should have a collective understanding of the 
opportunities available by working together and the impact of individual 
organisational decisions on other parts of the system. 

7.2.4 Co-design and co-production: addressing system challenges and decision-making 
should involve working with people, communities, clinicians, and professionals in 
an equal way, sharing influence, skills and experience to design, deliver and 
monitor services and projects. 

7.2.5 Timely access to information and data: system partners should share accurate and 
complete data (quantitative and qualitative) in an open and timely manner to 
enable effective decision-making. 

7.2.6 Clear and transparent decision-making: system partners should work in an open 
way ensuring that decision-making processes stand up to independent scrutiny. 

7.2.7 Accountability: arrangements should be in line with the accountability framework 
and to each other. 

7.3 Meetings and publications 

7.3.1 Board meetings, and committees composed entirely of board members or which 
include all board members 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.  
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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:  

(a) Conflicts of Interest Policy and procedures; 

(b) Registers of Interests; 

(c) key policies. 

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: 

(a) section 14Z34 to 14Z45 (general duties of integrated care boards); ; 

(b) sections 223H and 223J (financial duties); and 

(c) the proposed steps to implement the Derby City and Derbyshire County joint 
local health and wellbeing strategies. 

7.4 Scrutiny and Decision Making 

7.4.1 At least three 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 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: complying with existing procurement rules until the provider selection 
regime comes into effect. 

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.  An annual report must in particular: 

(a) explain how the ICB has discharged its duties under section 14Z34 to 14Z45 
and 14Z49 (general duties of integrated care boards) 
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(b) review the extent to which the ICB has exercised its functions in accordance 
with the plans published under section 14Z52 (forward plan) and section 
14Z56 (capital resource use plan) 

(c) review the extent to which the ICB has exercised its functions consistently 
with NHS England’s views set out in the latest statement published under 
section 13SA(1) (views about how functions relating to inequalities 
information should be exercised), and 

(d) review any steps that the ICB has taken to implement any joint local 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. 

 ARRANGEMENTS FOR DETERMINING THE TERMS AND CONDITIONS OF 
EMPLOYEES. 

8.1 The ICB may appoint employees, pay them remuneration and allowances as it 
determines and appoint staff on such terms and conditions as it determines. 

8.2 The board has established a Remuneration Committee which is chaired by a Non- 
Executive Member other than the Chair or Audit Chair. 

8.3 The membership of the Remuneration Committee is determined by the board. No 
employees may be a member of the Remuneration Committee but the board will 
ensure that the Remuneration Committee has access to appropriate advice by: 

8.3.1 permitting the Remuneration Committee to obtain legal or other independent 
professional advice and secure the attendance of advisors with relevant expertise 
if it considers this is necessary to fulfil its functions, provided that it follows any 
procedures put in place by the ICB for obtaining legal or professional advice; 

8.3.2 the Human Resources Advisor may act as an attendee to the Remuneration 
Committee. 

8.4 The board may appoint independent members or advisers to the Remuneration 
Committee who are not members of the board. 

8.5 The main purpose of the Remuneration Committee is to exercise the functions of the 
ICB regarding remuneration included in relating to paragraphs 18 to 20 of Schedule 
1B to the 2006 Act. The terms of reference agreed by the board are published in the 
Governance Handbook. 

8.6 The duties of the Remuneration Committee include: 

8.6.1 setting the ICB remuneration policy (or equivalent) and standard terms and 
conditions; 

8.6.2 making arrangements to pay employees such remuneration and allowances as it 
may determine; 

8.6.3 set remuneration and allowances for members of the board; 
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8.6.4 set any allowances for members of committees or sub-committees of the ICB who 
are not members of the board; 

8.6.5 for the Chief Executive, Directors and other Very Senior Managers; determine all 
aspects of remuneration including but not limited to salary (including any 
performance-related elements), bonuses, pensions and cars; 

8.6.6 determine arrangements for termination of employment and other contractual 
terms and non-contractual terms; 

8.6.7 for all staff; determine the ICB remuneration policy (including the adoption of 
remuneration frameworks such as Agenda for Change); 

8.6.8 oversee contractual arrangements; 

8.6.9 determine the arrangements for termination payments and any special payments 
following scrutiny of their proper calculation and taking account of such national 
guidance as appropriate; 

8.6.10 oversee the arrangements for the performance review for Directors/Senior 
Managers; 

8.6.11 receive assurance in relation to ICB statutory duties relating to people such as 
compliance with employment legislation including such as Fit and Proper Person 
Regulation (FPPR); 

8.6.12 setting the ICB remuneration policy (or equivalent) and standard terms and 
conditions; 

8.6.13 set any allowances for members of committees or sub-committees of the ICB who 
are not members of the board; and 

8.6.14 any other relevant duties. 

8.7 The ICB may make arrangements for a person to be seconded to serve as a member 
of the ICB’s staff. 

 ARRANGEMENTS FOR PUBLIC INVOLVEMENT  

9.1 In line with section 14Z45(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:  

9.1.1 the planning of the commissioning arrangements by the Integrated Care Board; 

9.1.2 the development and consideration of proposals by the ICB 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 
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9.1.3 decisions of the ICB affecting the operation of the commissioning arrangements 
where the implementation of the decisions would (if made) have such an impact. 

9.2 In line with section 14Z54 of the 2006 Act the ICB has made the following 
arrangements to consult its population on its system plan: 

9.2.1 use our engagement model to put the voices of people and communities at the 
centre of decision-making and governance, at every level of the ICS to ensure the 
voices of patients, service users, communities and staff are involved and that their 
insights are sought and utilised; 

9.2.2 co-produce and redesign services and tackle system priorities in partnership with 
people and communities; 

9.2.3 engender a culture of continuous engagement with people and communities and 
work with Healthwatch and community leaders as key partners; 

9.2.4 build on the engagement assets of all partners in the ICS – networks, relationships, 
activity in local places; 

9.2.5 start engagement at a formative stage when developing plans and feed back to 
people and communities how it has influenced activities and decisions; 

9.2.6 understand our community’s needs, experience and aspirations for health and 
care, using engagement to find out if change is working; 

9.2.7 build relationships with excluded or harder to reach groups – especially those 
affected by inequalities – and create opportunities to engage where they do not 
currently exist; 

9.2.8 provide clear and accessible public information about vision, plans and progress 
to build understanding and trust; and 

9.2.9 govern our engagement strategy and activities through the relevant committee. 

9.3 The ICB has adopted the ten principles set out by NHS England for working with 
people and communities: 

9.3.1 put the voices of people and communities at the centre of decision-making and 
governance, at every level of the ICS; 

9.3.2 start engagement early when developing plans and feed back to people and 
communities how it has influenced activities and decisions; 

9.3.3 understand the community’s needs, experience and aspirations for health and 
care, using engagement to find out if change is having the desired effect; 

9.3.4 build relationships with excluded groups – especially those affected by inequalities; 

9.3.5 work with Healthwatch and the voluntary, community and social enterprise sector 
as key partners; 

9.3.6 provide clear and accessible public information about vision, plans and progress 
to build understanding and trust; 
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9.3.7 use community development approaches that empower people and communities, 
making connections to social action; 

9.3.8 use co-production, insight and engagement to achieve accountable health and 
care services; 

9.3.9 co-produce and redesign services and tackle system priorities in partnership with 
people and communities; and 

9.3.10 learn from what works and build on the assets of all partners in the ICS – networks, 
relationships, activity in local places. 

9.4 In addition the ICB has agreed the following:  

9.4.1 these principles will be used when developing and maintaining arrangements for 
engaging with people and communities; 

9.4.2 these arrangements, include: 

(a) a Communications and Engagement Strategy that is frequently reviewed by 
the ICB and where delivery is overseen by the relevant committee; 

(b) ensure arrangements are put in place that enable patient and public 
involvement at local Place level, and in the work of Provider Collaboratives; 

(c) appointment of a Non-Executive Member with a specific role to seek 
assurance on the ICB's arrangements for discharging its duties in relation to 
patient and public involvement;  

(d) deployment of our assets to support engagement, including: 

(i) our Citizen's Panel; 

(ii) our Online Engagement Platform; 

(iii) the System Insight Group and insight library; 

(iv) ensuring sufficient expertise, training and resources are available to 
support effective engagement; 

(v) arranging system-wide and place-based events and activities to speak 
to all stakeholders, including the ongoing deployment of our Derbyshire 
Dialogue model of online engagement. 
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Appendix 1 – Standing Orders 

1. INTRODUCTION 

These Standing Orders have been drawn up to regulate the proceedings of NHS Derby 
and Derbyshire 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 Constitution. 

2. AMENDMENT AND REVIEW 

2.1 The Standing Orders are effective from the 1st of July 2022. 

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 section 5.1 of the 
Constitution.  

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 2. 

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 the Executive Director of Corporate Affairs 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 Meetings 

4.1.1 Meetings of the board of the ICB shall be held at regular intervals at such times 
and places as the ICB may determine. 

4.1.2 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; and 

(c) in emergency situations the Chair may call a meeting with two days’ notice 
by setting out the reason for the urgency and the decision to be taken. 

4.1.3 A public notice of the time and place of meetings to be held in public 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. 

4.1.4 The agenda and papers for meetings to be held in public will be published 
electronically in advance of the meeting excluding, if thought fit, any item likely to 
be addressed if part of a meeting is not likely to be open to the public. 

4.2 Chair of a meeting 

4.2.1 The Chair of the ICB shall preside over meetings of the board.  

4.2.2 If the Chair is absent or is disqualified from participating by a conflict of interest, a 
member of the ICB, board, committee or sub-committee respectively shall be 
chosen by the members present, or by a majority of them, and shall preside. 

4.2.3 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. 

4.3 Agenda, supporting papers and business to be transacted 

4.3.1 The agenda for each meeting will be drawn up and agreed by the Chair of the 
meeting. 

4.3.2 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 
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agenda and supporting papers will be circulated to all members of the board at 
least five calendar days before the meeting. 

4.3.3 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 
www.ddicb.nhs.uk. 

4.4 Petitions 

4.4.1  Where a valid petition has been received by the ICB it shall be included as an item for 
the agenda of the next meeting of the board in accordance with the ICB policy as 
published in the Governance Handbook.  

4.5 Nominated Deputies 

4.5.1 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 speak and 
vote on their behalf.  Partner Members and Executive Directors will ensure the 
attendance of a nominated deputy at all meetings where they are unable to attend. 

4.5.2 The decision of the person presiding over the meeting regarding authorisation of 
nominated deputies is final. 

4.6 Virtual attendance at meetings 

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. 

4.7 Quorum 

4.7.1 The quorum for meetings of the Board will be at least 7 members, including: 

(a) ICB Chair; plus 

(b) either the Chief Executive or the Executive Director of Finance; 

(c) either the Executive Medical Director or the Executive Director of Nursing 
and Quality; 

(d) at least two Non-Executive Members; and 

(e) at least two Partner Members. 

4.7.2 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; and 
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(c) 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. 

4.8 Vacancies and defects in appointments 

4.8.1 The validity of any act of the ICB is not affected by any vacancy among members 
or by any defect in the appointment of any member.   

4.8.2 In the event of vacancy or defect in appointment the following temporary 
arrangement for quorum will apply: 

(a) a representative from the specific category where the vacancy or defect 
exists would attend. 

4.9 Decision making 

4.9.1 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. 

4.9.2 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 proxy. Absence is 
defined as being absent at the time of the vote but this does not preclude 
anyone attending by teleconference or other 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 Observers (as detailed 
within paragraph 2.2 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; and 

(f) should a vote be taken, the outcome of the vote, and any dissenting views, 
must be recorded in the minutes of the meeting. 

4.9.3 Disputes 

Where helpful, the board may draw on third party support to assist them in 
resolving any disputes, such as peer review or mediation by NHS England. 
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4.9.4 Urgent decisions 

(a) In the case of 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. 

(b) The powers which are reserved or delegated to the board, may for an urgent 
decision be exercised by the Chair (or Vice Chair in the Chair's absence) and 
Chief Executive (or Deputy Chief Executive in the Chief Executive's absence) 
subject to every effort having been made to consult with as many board 
members as possible in the given circumstances.  

(c) 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. 

4.10 Minutes  

4.10.1 The names and roles of all members present shall be recorded in the minutes of 
the meetings.  

4.10.2 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. 

4.10.3 No discussion shall take place upon the minutes except upon their accuracy or 
where the person presiding over the meeting considers discussion appropriate. 

4.10.4 Where providing a record of a meeting held in public, the minutes shall be made 
available to the public. 

4.11 Admission of public and the press 

4.11.1 In accordance with Public Bodies (Admission to Meetings) Act 1960 All meetings 
of the board and all meetings of committees which are comprised of entirely board 
members or all board members at which public functions are exercised will be open 
to the public.  

4.11.2 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.  

4.11.3 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 board’s business shall 
be conducted without interruption and disruption. 

4.11.4 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 to suppress 
or prevent disorderly conduct or behaviour.  
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4.11.5 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 two 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. 

6. USE OF SEAL AND AUTHORISATION OF DOCUMENTS. 

6.1 Integrated Care Board’s seal  

The ICB may have a seal for executing documents where necessary. The following 
individuals or officers are authorised to authenticate its use by their signature:  

6.1.1 the Chief Executive; 

6.1.2 the Executive Director of Finance; 

6.1.3 the Executive Director of Corporate Affairs (Board Secretary). 

6.2 Execution of a document by signature 

The following individuals are authorised to execute a document on behalf of the ICB 
by their signature.  

6.2.1 the Chief Executive; 

6.2.2 the Executive Director of Finance; 

6.2.3 the Executive Director of Corporate Affairs (Board Secretary). 
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Appendix 2 – 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 paragraph 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. 

Governance 
Handbook 

The ICB Governance Handbook the contents which are 
described in section 1.7.3 (d) 

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. 

Provider Collaborative NHS Trusts working together to achieve better outcomes for 
people and ensure sustainable services in the future. 

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. 

Partner Members 
Some of the Ordinary Members will also be Partner Members.  
Partner Members bring knowledge and a perspective from their 
sectors and are and appointed in accordance with the procedures 
set out in Section 3 having been nominated by the following: 

• 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 of a prescribed 
description 

the local authorities which are responsible for providing Social 
Care and whose area coincides with or includes the whole or any 
part of the ICB’s area. 
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NHS England expects, so the ICB achieves ongoing compliance, 
that this requirement will be met through appointment against 
appropriate criteria of: a Partner Member (jointly nominated by all 
NHS trusts/foundation trusts, additional to the minimum of one 
partner member of each category required by the Act);or a 
separately appointed board member (i.e. not jointly nominated) 
likewise normally a mental health trust/foundation trust executive 
which could be a Chief Executive; or, where appropriate, an ICB 
executive director for mental health .* 

Health Service Body Health service body as defined by section 9(4) of the NHS Act 
2006 or (b) NHS Foundation Trusts. 

Health Care 
Professional 

An individual who is a member of a profession regulated by a 
body mentioned in section 25(3) of the National Health Service 
Reform and Health Care Professions Act 2002 

 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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Which committee 
has the subject 
matter been 
through? 
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Recommendations 
The Board are recommended to NOTE the Joint Forward Plan and 2023/24 Planning Guidance. 
 
Purpose 
The purpose of the report is to make the Board aware of the Joint Forward Plan and 2023/24 
Planning Guidance. 
Background 
ICBs and their partner trusts have a duty to prepare a first Joint Forward Plan before the start of 
the financial year 2023/24. For this first year, however, NHS England is to specify that the date for 
publishing and sharing the final plan with NHS England, their integrated care partnerships (ICPs) 
and Health and Well-being Boards (HWBs), is 30 June 2023. We therefore expect that the process 
for consulting on a draft (or drafts) of the plan, should be commenced with a view to producing a 
version by 31 March, but recognise that consultation on further iterations may continue after that 
date, prior to the plan being finalised in time for publication and sharing by 30 June. 
 
The 2023/24 Planning Guidance has been developed to assist the ICB in meeting the following 
three national objectives: 
• recover our core services and productivity; 
• as we recover, make progress in delivering the key ambitions in the Long Term Plan (LTP); 

and 
• continue transforming the NHS for the future. 
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Report Summary 
As above, the report is to make the Board aware of the Joint Forward Plan and 2023/24 Planning 
Guidance. 
Identification of Key Risks 
Not applicable. 
Has this report considered the financial impact on the ICB or wider Integrated Care 
System? 

Yes ☐ No☐ N/A☒ 
Details/Findings 
 

Has this been signed off by a 
finance team member? 
Not applicable. 

Have any conflicts of interest been identified throughout the decision-making process? 
Not applicable 
Project Dependencies 

Completion of Impact Assessments 

Data Protection 
Impact Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 

Quality Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 

Equality Impact 
Assessment Yes ☐ No☐ N/A☒ 

Details/Findings 

 
Has the project been to the Quality and Equality Impact Assessment (QEIA) panel? 
Include risk rating and summary of findings below, if applicable 
Yes ☐ No☐ N/A☒ Risk Rating: Summary: 
Has there been involvement of Patients, Public and other key stakeholders? 
Include summary of findings below, if applicable 
Yes ☐ No☐ N/A☒ Summary: 
Implementation of the Equality Delivery System is a mandated requirement for the ICB, 
please indicate which of the following goals this report supports: 
Better health outcomes ☒ Improved patient access and 

experience ☒ 

A representative and supported 
workforce ☒ Inclusive leadership ☒ 

Are there any equality and diversity implications or risks that would affect the ICB's 
obligations under the Public Sector Equality Duty that should be discussed as part of this 
report? 
There are no implications that affect the ICB's obligations. 
When developing this project, has consideration been given to the Derbyshire ICS 
Greener Plan targets? 

Carbon reduction ☐ Air Pollution ☐ Waste ☐ 
Details/Findings 
Not applicable. 
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1. Introduction  

This guidance supports integrated care boards (ICBs) and their partner NHS trusts 

and foundation trusts (referred to collectively in this guidance as partner trusts) to 

develop their first 5-year joint forward plans (JFPs) with system partners. The 

National Health Service Act 2006 (as amended by the Health and Care Act 2022) 

requires ICBs and their partner trusts1 to prepare their JFP before the start of each 

financial year.  

This guidance sets out a flexible framework for JFPs to build on existing system 

and place strategies and plans, in line with the principle of subsidiarity. It also states 

specific statutory requirements that plans must meet.  

It should be read alongside guidance on NHS priorities and operational planning 

which can be found here. Specific JFP supporting resources will be available here. 

1.1 Action required of integrated care boards (ICBs) 
and their partner trusts 

ICBs and their partner trusts have a duty to prepare a first JFP before the start of 

the financial year 2023/23 – i.e. by 1 April. For this first year, however, NHS 

England is to specify that the date for publishing and sharing the final plan with 

NHS England, their integrated care partnerships (ICPs) and Health and Well-being 

Boards (HWBs), is 30 June 2023. We therefore expect that the process for 

consulting on a draft (or drafts) of the plan, should be commenced with a view to 

producing a version by 31 March, but recognise that consultation on further 

iterations may continue after that date, prior to the plan being finalised in time for 

publication and sharing by 30 June. 

ICBs and their partner trusts must consult with those for whom the ICB has core 

responsibility2 and anyone else they consider appropriate. This should include the 

ICP and NHS England (with respect to the commissioning functions that have been 

1 The ICB’s partner NHS trusts and foundation trusts are named in its constitution   
2 People who are registered with a GP practice associated with the ICB, or unregistered patients 
who usually reside in the ICB’s area (as described in the ICB constitution). 
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and will be  delegated to ICBs). A draft JFP should be shared with the relevant ICP 

and NHS England; see section 4.1.  

ICBs and their partner trusts must involve relevant HWBs in preparing or revising 

the JFP. This includes sharing a draft with each relevant HWB, and consulting 

relevant HWB’s on whether the JFP takes proper account of each relevant joint 

local health and wellbeing strategy (JLHWS); see section 4.1. 

ICBs and their partner trusts should agree processes for finalising and signing off 

the JFP. The final version must be published, and ICBs and their partner trusts 

should expect to be held to account for its delivery – including by their population, 

patients and their carers or representatives – and in particular through the ICP, 

Healthwatch and the local authorities’ health overview and scrutiny committees. 

JFPs must be reviewed and, where appropriate, updated before the start of each 

financial year; see section 4.2. 

1.2 Purpose of the joint forward plan 

Systems have significant flexibility to determine their JFP’s scope as well as how it 

is developed and structured. Legal responsibility for developing the JFP lies with 

the ICB and its partner trusts. However, we encourage systems to use the JFP to 

develop a shared delivery plan for the integrated care strategy (developed by the 

ICP) and the JLHWS (developed by local authorities and their partner ICBs, which 

may be through HWBs) that is supported by the whole system, including local 

authorities and voluntary, community and social enterprise partners.  

As a minimum, the JFP should describe how the ICB and its partner trusts intend to 

arrange and/or provide NHS services to meet their population’s physical and mental 

health needs. This should include the delivery of universal NHS commitments3, 

address ICSs’ four core purposes and meet legal requirements4. 

1.3 Relationship with NHS planning 

ICBs and their partner trusts will continue to separately submit specific operational 

and financial information as part of the nationally co-ordinated NHS planning 

3 For the purposes of this guidance, universal NHS commitments are those described in the annual 
NHS priorities and operational planning guidance and NHS Long Term Plan. 
4 This includes the National Health Service Act 2006 and the requirements of the Public Sector 
Equality Duty, section 149 of the Equality Act 2010. 
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process. We will work with systems to avoid duplication and ensure alignment 

between NHS planning submissions and the public-facing JFP. 

2. Principles 

Three principles describing the JFP’s nature and function have been co-developed 

with ICBs, trusts and national organisations representing local authorities and other 

system partners.  

Box 1: JFP principles 

Principle 1: Fully aligned with the wider system partnership’s ambitions. 

Principle 2: Supporting subsidiarity by building on existing local strategies and 

plans as well as reflecting the universal NHS commitments. 

Principle 3: Delivery focused, including specific objectives, trajectories and 

milestones as appropriate. 

 

3. Legislative requirements 

Statute describes the purpose of the JFP, the NHS mandate, the integrated care 

strategy, JLHWSs, joint strategic needs assessments (JSNAs) and system capital 

plans. For the relationship between the various requirements, see Appendix 1. 

Appendix 2, Table 1 describes each statutory requirement the JFP must meet.  
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4. Developing the joint 
forward plan 

4.1 Consultation 

Close engagement with partners will be essential to the development of JFPs5. This 

includes working with: 

• the ICP (ensuring this also provides the perspective of social care 

providers)6 

• primary care providers7 

• local authorities and each relevant HWB 

• other ICBs in respect of providers whose operating boundary spans multiple 

ICSs 

• NHS collaboratives, networks and alliances 

• the voluntary, community and social enterprise sector 

• people and communities that will be affected by specific parts of the 

proposed plan, or who are likely to have a significant interest in any of its 

objectives, in accordance with the requirement to consult described below. 

Where an ICB and its partner trusts are developing their JFP or revising an existing 

plan in a way they consider to be significant (see section 4.2 for revision of plans), 

there is a statutory duty to consult: 

• people for whom the ICB has core responsibility: i.e. those registered with a 

GP practice associated with the ICB or unregistered patients who usually 

reside in the ICB’s area (as described in the ICB constitution) 

5 This relates to the general duty of ICBs to involve the public (s14Z45 of the NHS Act 2006), the 
duty of NHS trusts to involve the public (s242 of the NHS Act 2006) and the ICB duty to consult with 
the public and other relevant persons when developing the JFP (s14Z54 of the NHS Act 2006). 
6 See guidance on adult social care principles for ICPs; this advises on how ICPs and adult social 
care providers should work together. 
7 This includes the full breadth of primary care services, including general practice, community 
pharmacy, optometry and dental services. 
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• anyone else they consider it appropriate to consult: e.g. specific 

organisations with an interest in the plan or whose views it would be useful to 

obtain, and out-of-area patients who receive treatment funded by the ICB.  

The approach should be determined by the ICB and its partner trusts but could 

involve working with people to understand how services can better meet local 

needs, developing priorities for change and gathering feedback on draft JFPs.  

As JFPs will build on and reflect existing JSNAs, JLHWSs and NHS delivery plans, 

we do not anticipate their development will require full formal public consultation, 

unless a significant reconfiguration or major service change is proposed.8 

Previous local patient and public engagement exercises and subsequent action 

should inform the JFP. The ICB and its partners will need to consider how this is 

managed to maximise the benefits from engagement and fulfil these statutory 

duties efficiently. 

The JFP must be reviewed and either updated or confirmed annually before the 

start of each financial year. For consistency and to avoid duplication of effort, we 

recommend ICBs and their partner trusts develop a standard approach to 

consulting on the JFP, while recognising this may need to change over time. 

In developing the JFP, ICBs and their partner trusts should consider other relevant 

duties: e.g. seeking the views of underserved groups (such as inclusion health and 

vulnerable populations) as part of the duty to reduce inequalities. They must also 

show they have discharged their legal duty under the Public Sector Equality Duty 

(s.149, Equality Act 2010). 

ICBs and their partner trusts must include in their JFP a summary of the views 

expressed by anyone they have a duty to consult and explain how they have taken 

them into account. 

Further guidance on public engagement and consultation for ICBs is on our 

website. 

8 See also Cabinet Office guidance on consultation principles and Local authority health scrutiny 
guidance (which provides guidance on service reconfigurations and scrutiny by health overview and 
scrutiny committees). 

213

https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/what-are-healthcare-inequalities/inclusion-health-groups/
https://www.england.nhs.uk/get-involved/involvementguidance/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/691383/Consultation_Principles__1_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/324965/Local_authority_health_scrutiny.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/324965/Local_authority_health_scrutiny.pdf


NHS England’s role 

We will support ICBs and their partner trusts to develop JFPs – please engage 

early with us. This will be of particular importance, for example, in relation to the 

services that we will delegate in future to ICBs. 

We will review and comment on the draft JFP, and we recommend this is done in 

parallel with the review by HWBs (see below). This will not be a formal assurance 

process but an opportunity to support ICBs and their partner trusts to develop their 

plans. 

Separately we will continue to conduct formal assurance of the information 

submitted in operational planning returns. 

Role of health and wellbeing boards 

In preparing or revising their JFPs, ICBs and their partner trusts are subject to a 

general legal duty to involve each HWB whose area coincides with that of the ICB, 

wholly or in part. The plan itself must describe how the ICB proposes to implement 

relevant JLHWSs.9 

ICBs and their partner trusts must send a draft of the JFP to each relevant HWB 

when initially developing it or undertaking significant revisions or updates. They 

must consult those HWBs on whether the draft takes proper account of each 

JLHWS published by the HWB that relates to any part of the period to which the 

JFP relates. A HWB must respond with its opinion and may also send that opinion 

to us, telling the ICB and its partner trusts it has done so (unless it informed them in 

advance that it was planning to do so)10. 

If an ICB and its partner trusts subsequently revises a draft JFP, the updated 

version should be sent to each relevant HWB, and the consultation process 

described above repeated.  

The JFP must include a statement of the final opinion of each HWB consulted. 

9 A joint local health and wellbeing strategy (JLHWS) is defined as a strategy under section 116A of 
the Local Government and Public Involvement in Health Act 2007, as amended by the Health and 
Care Act 2022. 

 
10 We may discuss this opinion with the ICB and its partner NHS trusts and foundation trusts. 
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4.2 Revision of joint forward plans 

Annual updates 

ICBs and their partner trusts should review their JFP before the start of each 

financial year, by updating or confirming that it is being maintained for the next 

financial year. They may also revise the JFP in-year if they consider this necessary. 

We recognise that 2022/23 is a transition year for ICSs and that it will require time 

and extensive engagement to fully develop integrated care strategies. The annual 

refresh of JFPs allows plans to be iterated and provides the opportunity for further 

engagement and collaboration, as well as the opportunity to continue to reflect the 

most appropriate delivery mechanisms and partners’ actions. 

Where an ICB and its partner trusts update the JFP, in a way they consider to be 

significant, the same requirements regarding engagement and consultation apply. 

Available support 
Supporting resources providing further content recommendations will be available 

soon. 

NHS England regional teams can offer support and advice and should be engaged 

early. 

Please direct any technical queries to england.nhs-planning@nhs.net.
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Appendix 1: Legislative 
framework – further detail 

Figure 1 shows the statutory framework relating to the JFP. Please note, it does not 

show interaction with wider system partners. 

Figure 1: Relationship of the JFP with other strategies and plans11 

 

NHS mandate 

The government's mandate to NHS England sets out our objectives, revenue and 

capital resource limits. This informs both our guidance on priorities and planning 

requirements and the integrated care strategy. 

The JFP will address objectives in the government mandate regarding the 

ambitions in the NHS Long Term Plan and NHS planning guidance. It will also 

deliver on the integrated care strategy, which must have regard to the mandate. 

Integrated care strategy 

The Department of Health and Social Care has issued guidance on the 

development of integrated care strategies. 

11 In some systems, HWBs’ geography is coterminous (or nearly coterminous) with the system 
footprint and therefore the relationships may be different. 
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The Local Government and Public Involvement in Health Act 2007, as amended by 

the Health and Care Act 2022, requires the ICP to produce an integrated care 

strategy. This should describe how the local population’s assessed needs will be 

met through the exercise of functions by the ICB, local authorities and NHS 

England. It must address integration of health and social care and should address 

integration with health-related services. 

In addition, the ICP must have regard to the NHS mandate in developing the 

integrated care strategy. As such, it should reflect both NHS priorities described in 

the mandate and the local population’s assessed needs.  

The ICB has a statutory duty to have regard to the relevant integrated care strategy 

in exercising its functions. The JFP is expected to set out steps for delivering the 

integrated care strategy.  

Capital plan 

Before the start of each financial year, ICBs and their partner trusts must set out 

their planned capital resource use. We will publish separate guidance on preparing 

capital plans. 

The content of the JFP should be consistent with this capital plan. 

Joint strategic needs assessments (JSNA) 

JSNAs, developed by each responsible local authority and its partner ICBs, assess 

needs that can be met or be affected by the responsible local authority, its partner 

ICBs or NHS England. These include the local community’s current and future 

health, care and wellbeing needs, as well as the wider determinants of health which 

affect those needs, to inform local decision-making and collaboration on 

development of JLHWSs and the integrated care strategy. 

The ICB has a statutory duty to have regard to JSNAs when exercising any relevant 

functions. The JFP is expected to describe delivery plans to meet the population 

health needs of people in the ICB’s area. 

Joint local health and wellbeing strategies  

Each responsible local authority and its partner ICBs will have produced a JLHWS. 

This is a strategy to meet the needs identified in JSNAs and is unique to each local 

area. The ICP is expected to build on the JLHWS, which may be facilitated by 

shared membership across HWBs and the ICP. 
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Each responsible local authority and its partner ICBs are required to consider 

whether JLHWSs need to be updated in response to any new or updated integrated 

care strategy. 

The ICB has a statutory duty to have regard to JLHWSs in exercising any relevant 

functions. The steps that the ICB proposes to take to implement any JLHWS must 

be described in the JFP.
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Appendix 2: Legislative requirements – 
further detail 

Table 1: Summary of legislative requirements 

Legislative 

requirement 

Description Implications for the JFP 

Describing the health 

services for which the 

ICB proposes to 

make arrangements 

The plan must describe the health services 

for which the ICB proposes to make 

arrangements in the exercise of its functions. 

The plan should set out how the ICB will meet its 

population’s health needs. As a minimum, it should 

describe how the ICB and its partner trusts intend to 

arrange and/or provide NHS services to meet the 

physical and mental health needs of their population. 

Duty to promote 

integration 

Each ICB must exercise its functions with a 

view to ensuring that health services are 

delivered in an integrated way and that their 

provision is integrated with that of health-

related or social care services, where this 

would: 

• improve quality of those services 

• reduce inequalities in access and 

outcomes. 

Plans should describe how ICBs will integrate health 

services, social care and health-related services to 

improve quality and reduce inequalities. This could 

include organisational integration (e.g. provider 

collaboratives), functional integration (e.g. non-clinical 

functions), service or clinical integration (e.g. through 

shared pathways, multidisciplinary teams, clinical 

assessment processes).  

219



Legislative 

requirement 

Description Implications for the JFP 

This must include delivery on the integration 

ambitions described in the relevant integrated care 

strategy and joint local health and wellbeing 

strategies (JLHWSs).  

Duty to have regard 

to wider effect of 

decisions 

In making decisions about the provision of 

healthcare, an ICB must consider the wider 

effects of its decisions, also known as the 

‘triple aim’ of (a) health and wellbeing of the 

people of England (including by reducing 

inequalities with respect to health and 

wellbeing), (b) quality of healthcare services 

for the purposes of the NHS (including by 

reducing inequalities with respect to the 

benefits obtained by individuals from those 

services) and (c) sustainable and efficient use 

of resources by NHS bodies. 

The plan should articulate how the triple aim was 

considered in its development. It should also describe 

approaches to ensure the triple aim is embedded in 

decision-making and evaluation processes. 

Financial duties The plan must explain how the ICB intends to 

discharge its financial duties 

The plan must describe how the financial duties 

under sections 223GB to 223N of the NHS Act 2006 

will be addressed. This includes ensuring that the 

expenditure of each ICB and its partner trusts in a 

financial year (taken together) does not exceed the 

aggregate of any sums received by them in the year, 
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Legislative 

requirement 

Description Implications for the JFP 

and complying with NHS England financial objectives, 

directions and expenditure limits. 

It should also set out how the efficiency and 

productivity of NHS services will be improved in line 

with the core purpose to ‘enhance productivity and 

value for money’.  

This should include the key actions the ICB will take 

to ensure that the collective resources of the health 

system are used effectively and efficiently. This could 

include specific plans to support the effectiveness of 

financial governance and controls; address 

unwarranted variation; strengthen understanding of 

the cost of whole care pathways; maximise 

consolidation and collaboration opportunities across 

corporate services; unlock efficiency through capital 

investment; and improve use of NHS estate. 

Implementing any 

JLHWS 

The plan must set out the steps that the ICB 

proposes to take to implement any JLHWSs 

to which it is required to have regard under 

section 116B(1) of the Local Government and 

Public Involvement in Health Act 2007. 

The plan must set out steps the ICB will take to 

deliver on ambitions described in any relevant 

JLHWSs, including identified local target outcomes, 

approaches and priorities. 
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Legislative 

requirement 

Description Implications for the JFP 

Duty to improve 

quality of services 

Each ICB must exercise its functions with a 

view to securing continuous improvement in:  

• the quality of services provided to 

individuals for or in connection with the 

prevention, diagnosis or treatment of 

illness 

• outcomes including safety and patient 

experience.  

The plan should contain a set of quality objectives 

that reflect system intelligence. It should include 

clearly aligned metrics (on processes and outcomes) 

to evidence ongoing sustainable and equitable 

improvement. Quality priorities should go beyond 

performance metrics and look at outcomes and 

preventing ill-health, and use the Core20PLUS5 

approach to ensure inequalities are considered. Plans 

should align with the National Quality Board 

principles. 

Duty to reduce 

inequalities 

Each ICB must have regard to the need to (a) 

reduce inequalities between persons with 

respect to their ability to access health 

services and (b) reduce inequalities between 

patients with respect to the outcomes 

achieved for them by the provision of health 

services. There is also a duty to have regard 

to the wider effects of decisions on 

inequalities. 

The duty to promote integration requires 

consideration of securing integrated provision 

across health, health-related and social 

The plan should set out how the ICB intends to 

deliver on the national vision to ensure delivery of 

high-quality healthcare for all, through equitable 

access, excellent experience and optimal outcomes. 

ICBs must also be mindful of, and comply with, the 

requirements of the Public Sector Equality Duty, 

section 149 of the Equality Act 2010. 
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Legislative 

requirement 

Description Implications for the JFP 

services where this would reduce inequalities 

in access to services or outcomes achieved. 

Duty to promote 

involvement of each 

patient 

Each ICB must promote the involvement of 

patients, and their carers and representatives 

(if any), in decisions that relate to (a) the 

prevention or diagnosis of illness in the 

patients or (b) their care or treatment. 

The plan should describe actions to implement the 

Comprehensive model of personalised care, which 

promotes the involvement of each patient in decisions 

about prevention, diagnosis and their care or 

treatment. 

Duty to involve the 

public 

ICBs and partner trusts have a duty to involve 

people and communities in decisions about 

the planning, development and operation of 

services commissioned and provided. 

The plans should describe how: 

• the public and communities were engaged in 

the development of the plan 

• the ICB and partner trusts will work together to 

build effective partnerships with people and 

communities, particularly those who face the 

greatest health inequalities, working with wider 

ICS stakeholders to achieve this 

• activity at neighbourhood and place level 

informs decisions by the system and how 

public involvement legal duties are met and 

assured. 
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Legislative 

requirement 

Description Implications for the JFP 

Duty to patient choice Each ICB must act with a view to enabling 

patients to make choices with respect to 

aspects of health services provided to them. 

The plan should describe how ICBs will ensure that 

patient choice is considered when developing and 

implementing commissioning plans and contracting 

arrangements, and delivering services. The plan 

should also describe how legal rights are upheld and 

how choices available to patients are publicised and 

promoted. 

Duty to obtain 

appropriate advice 

Each ICB must obtain appropriate advice to 

enable it to effectively discharge its functions 

from persons who (taken together) have a 

broad range of professional expertise in (a) 

the prevention, diagnosis or treatment of 

illness and (b) the protection or improvement 

of public health. 

The plan should outline the ICB’s strategy for seeking 

any expert advice it requires, including from local 

authority partners and through formal governance 

arrangements and broader engagement. 

Duty to promote 

innovation 

Each ICB must promote innovation in the 

provision of health services (including in the 

arrangements made for their provision). 

The plan should set out how the ICB will promote 

local innovation, build capability for the adoption and 

spread of proven innovation and work with academic 

health science networks and other local partners to 

support the identification and adoption of new 

products and pathways that align with population 

health needs and address health inequalities. 
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Legislative 

requirement 

Description Implications for the JFP 

Duty in respect of 

research 

Each ICB must facilitate or otherwise promote 

(a) research on matters relevant to the health 

service and (b) the use in the health service 

of evidence obtained from research. 

The plan should set out how the ICB will facilitate and 

promote research, and systematically use evidence 

from research when exercising its functions. This 

could include considering research when 

commissioning, encouraging existing providers to 

support and be involved in research delivery, 

recognising the research workforce in workforce 

planning, and supporting collaboration across local 

National Institute for Health and Care Research 

(NIHR) networks. Plans should address the research 

needs of the ICB’s diverse communities. 

Duty to promote 

education and 

training 

Each ICB must have regard to the need to 

promote education and training12 so as to 

assist the Secretary of State and Health 

Education England (HEE)13 in the discharge 

of the duty under that section.  

The plan should describe how the ICB will apply 

education and training as an essential lever of an 

integrated workforce plan that supports the delivery of 

services in the short, medium and long term. 

The plan should articulate the role of education and 

training in securing healthcare staff supply and 

12 This duty relates specifically to persons mentioned in section 1F(1) National Health Service Act 2006. They are “persons who are employed, or who are 
considering becoming employed, in an activity which involves or is connected with the provision of services as part of the health service in England”. 
 
13 Subject to the parliamentary passage of the required Regulations, it is intended that HEE will merge with NHS England in April 2023. 
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Legislative 

requirement 

Description Implications for the JFP 

responding to changing service models, as well as 

the role of trainees in service delivery. 

Duty as to climate 

change, etc 

Each ICB must have regard to the need to (a) 

contribute towards compliance with (i) section 

1 of the Climate Change Act 2008 (UK net 

zero emissions target) and (ii) section 5 of the 

Environment Act 2021 (environmental 

targets), and (b) adapt to any current or 

predicted impacts of climate change identified 

in the most recent report under section 56 of 

the Climate Change Act 2008. 

The plan should describe how the ICB and its partner 

trusts will deliver against the targets and actions in 

Delivering a ‘Net Zero’ NHS , including through 

aligning the JFP with existing green plans. 

Addressing the 

particular needs of 

children and young 

persons 

The plan must set out any steps that the ICB 

proposes to take to address the particular 

needs of children and young persons under 

the age of 25. 

This could include using data and gathering insights 

to ensure the plan identifies and sets steps for 

delivery of the longer-term priorities and ambitions for 

the ICB’s population of children, young people and 

families. 

Addressing the 

particular needs of 

victims of abuse 

The plan must set out any steps that the ICB 

proposes to take to address the particular 

needs of victims of abuse (including domestic 

and sexual abuse, whether children or 

adults). It must have due regard to the 

This should include related health inequalities and 

access to, and outcomes from, services. The plan 

should also cover the needs of staff who are victims 

of abuse. 
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Legislative 

requirement 

Description Implications for the JFP 

provisions of the Domestic Abuse Act 2021 

and accompanying statutory guidance, and 

relevant safeguarding provisions. 

This should include the use of data and lived 

experience to ensure the plan identifies and sets out 

steps for the delivery of longer-term priorities and 

ambitions for supporting victims, tackling perpetrators 

and the prevention of abuse, including through the 

commissioning of services.   
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Other content 

Table 2: Other recommended content 

  

Content Brief description 

Workforce Evidence-based, integrated, inclusive workforce plans that ensure the right workforce with 

the right skills is in the right place to deliver operational priorities aligned to finance and 

activity plans. 

Performance Specific performance ambitions with trajectories and milestones that align with NHS 

operational plan submissions and pay due regard to the ambitions of the NHS Long Term 

Plan, as appropriate. 

Digital/data Steps to increase digital maturity and ensure a core level of infrastructure, digitisation and 

skills. These actions should contribute to meeting the ambition of a digitised, interoperable 

and connected health and care system as a key enabler to deliver more effective, 

integrated care. This could include reducing digital inequity and inequalities and supporting 

net zero objectives. 

Estates Steps to create stronger, greener, smarter, better, fairer health and care infrastructure 

together with efficient use of resources and capital to deliver them. This should align with 

and be incorporated within forthcoming ICS infrastructure strategies. 

Procurement/supply chain Plans to deliver procurement to maximise efficiency and ensure aggregation of spend, 

demonstrating delivery of best value. This could include governance and development of 

supporting technology and data infrastructure to align or ensure interoperability with 

procurement systems throughout the ICS. 
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Content Brief description 

Population health management The approach to supporting implementation of more preventative and personalised care 

models driven through data and analytical techniques such as population segmentation 

and financial demand modelling. This could include: developing approaches to better 

understand and anticipate population needs and outcomes (including health inequalities); 

using population health management approaches to understand future demand and 

financial risk; support redesign of integrated service models based on the needs of different 

groups; and putting in place the underpinning infrastructure and capability to support these 

approaches. 

System development How the system organises itself and develops to support delivery. This could include: 

governance; role of place; role of provider collaboratives; clinical and care professional 

leadership; and leadership and system organisational development. 

Supporting wider social and 

economic development 

How the ICB and NHS providers will support the development and delivery of local 

strategies to influence the social, environmental and economic factors that impact on 

health and wellbeing. This could include their role as strategic partners to local authorities 

and others within their system, as well as their direct contribution as planners, 

commissioners and providers of health services and as ‘anchor institutions’ within their 

communities. 
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Foreword from the NHS CEO 

 

Thank you to you, and to your teams, for your continued extraordinary efforts on 

behalf of our patients – particularly over the past weeks as we have prepared for 

and managed periods of industrial action. There is no denying it has been an 

incredibly challenging year for everyone working in the NHS, and arguably tougher 

than the first years of the pandemic. 

We have already made real progress towards many of our goals for 2022/23 – in 

particular in all but eradicating two year waits for elective care and delivering record 

numbers of urgent cancer checks. This was achieved alongside continuing to 

respond to the build-up of health needs during the pandemic, an ongoing high level 

of COVID-19 infection and capacity constraints in social care, increased costs due 

to inflation and reduced productivity due to the inevitable disruption caused by 

COVID-19.  

2023/24 will also be challenging. Our planning approach therefore reflects both our 

new ways of working, as recently articulated in the NHS Operating Framework, and 

an acknowledgement of the continuing complexity and pressure you face. 

We will support local decision making, empowering local leaders to make the best 

decisions for their local populations and have set out fewer, more focused national 

objectives. These align with our three tasks over the coming year:  

• recover our core services and productivity;  

• as we recover, make progress in delivering the key ambitions in the Long 

Term Plan (LTP), and;  

• continue transforming the NHS for the future. 

To assist you in meeting these objectives, we have set out the most critical, 

evidence-based actions that will support delivery - based on what systems and 

providers have already demonstrated makes the most difference to patient 

outcomes, experience, access and safety. 

I look forward to continuing to work with and support you over the year ahead to 

deliver the highest possible quality of care for patients and the best possible value 

for taxpayers. 

Amanda Pritchard 
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Our priorities for 2023/24 

In 2023/24 we have three key tasks. Our immediate priority is to recover our core 

services and productivity. Second, as we recover, we need to make progress in 

delivering the key ambitions in the NHS Long Term Plan. Third, we need to 

continue transforming the NHS for the future. 

The table below sets out our national objectives for 2023/24. They will form the 

basis for how we assess the performance of the NHS alongside the local priorities 

set by systems. 

Recovering our core services and productivity  

To improve patient safety, outcomes and experience it is imperative that we:  

• improve ambulance response and A&E waiting times  

• reduce elective long waits and cancer backlogs, and improve performance 

against the core diagnostic standard 

• make it easier for people to access primary care services, particularly 

general practice.  

Recovering productivity and improving whole system flow are critical to achieving 

these objectives. Essential actions include: reducing ambulance handovers, bed 

occupancy and outpatient follow-ups relative to first appointments; increasing day 

case rates and theatre utilisation; moving to self-referral for many community 

services where GP intervention is not clinically necessary and increasing use of 

community pharmacies. We must also increase capacity in beds, intermediate care, 

diagnostics, ambulance services and the permanent workforce. These actions are 

supported by specific investments, including those jointly with local authorities to 

improve discharge. 

Our people are the key to delivering these objectives and our immediate collective 

challenge is to improve staff retention and attendance through a systematic focus 

on all elements of the NHS People Promise. 

As we deliver on these objectives we must continue to narrow health inequalities in 

access, outcomes and experience, including across services for children and young 

people. And we must maintain quality and safety in our services, particularly in 

maternity services. 
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The NHS has an important role in supporting the wider economy and our actions to 

support the physical and mental wellbeing of people will support more people return 

to work. 

Delivering the key NHS Long Term Plan ambitions and transforming the 

NHS 

We need to create stronger foundations for the future, with the goals of the NHS 

Long Term Plan our ‘north star’. These include our core commitments to improve 

mental health services and services for people with a learning disability and autistic 

people.  

Prevention and the effective management of long-term conditions are key to 

improving population health and curbing the ever increasing demand for healthcare 

services. NHS England will work with integrated care systems (ICSs) to support 

delivery of the primary and secondary prevention priorities set out in the NHS Long 

Term Plan. 

We need to put the workforce on a sustainable footing for the long term. NHS 

England is leading the development of a NHS Long Term Workforce Plan and 

government has committed to its publication next spring. 

The long-term sustainability of health and social care also depends on having the 

right digital foundations. NHS England will continue to work with systems to level up 

digital infrastructure and drive greater connectivity- this includes development of a 

‘digital first’ option for the public and further development of and integration with the 

NHS App to help patients identify their needs, manage their health and get the right 

care in the right setting. 

Transformation needs to be accompanied by continuous improvement. Successful 

improvement approaches are abundant across the NHS but they are far from 

universal. NHS England will develop the national improvement offer to complement 

local work, using what we have learned from engaging with over 1,000 clinical and 

operational leaders in the summer. 

Local empowerment and accountability 

ICSs are best placed to understand population needs and are expected to agree 

specific local objectives that complement the national NHS objectives set out below. 

They should continue to pay due regard to wider NHS ambitions in determining 
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their local objectives – alongside place-based collaboratives. As set out in the 

recently published Operating Framework, NHS England will continue to support the 

local NHS [integrated care boards (ICBs) and providers] to deliver their objectives 

and publish information on progress against the key objectives set out in the NHS 

Long Term Plan.  

Alongside this greater local determination, greater transparency and assurance will 

strengthen accountability, drawing on the review of ICS oversight and governance 

that the Rt Hon Patricia Hewitt is leading. We welcome the review which NHS 

England has been supporting closely, and we look forward to the next stage of the 

discussions as well as the final report. NHS England will update the NHS Oversight 

Framework and work with ICBs to ensure oversight and performance management 

arrangements within their ICS area are proportionate and streamlined. 

Funding and planning assumptions 

The Autumn Statement 2022 announced an extra £3.3 bn in both 2023/24 and 

2024/25 for the NHS to respond to the significant pressures we are facing.  

NHS England is issuing two-year revenue allocations for 2023/24 and 2024/25. At 

national level, total ICB allocations [including COVID-19 and Elective Recovery 

Funding (ERF)] are flat in real terms with additional funding available to expand 

capacity.  

Core ICB capital allocations for 2022/23 to 2024/25 have already been published 

and remain the foundation of capital planning for future years. Capital allocations 

will be topped-up by £300 million nationally, with this funding prioritised for systems 

that deliver agreed budgets in 2022/23.  

The contract default between ICBs and providers for most planned elective care 

(ordinary, day and outpatient procedures and first appointments but not follow-ups) 

will be to pay unit prices for activity delivered. System and provider activity targets 

will be agreed through planning as part of allocating ERF on a fair shares basis to 

systems. NHS England will cover additional costs where systems exceed agreed 

activity levels.  

ICBs and NHS primary and secondary care providers are expected to work together 

to plan and deliver a balanced net system financial position in collaboration with 

other ICS partners. Further details will be set out in the revenue finance and 

contracting guidance for 2023/24. 
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Next steps 

ICBs are asked to work with their system partners to develop plans to meet the 

national objectives set out in this guidance and the local priorities set by systems. To 

assist them in this, the annex identifies the most critical, evidence based actions that 

systems and NHS providers are asked to take to deliver these objectives. These are 

based on what systems and providers have already demonstrated makes the most 

difference to patient outcomes, experience, access and safety. 

System plans should be triangulated across activity, workforce and finance, and 

signed off by ICB and partner trust and foundation trust boards before the end of 

March 2023. NHS England will separately set out the requirements for plan 

submission. 
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National NHS objectives 2023/24 

 Area Objective 
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Urgent and 
emergency 
care* 

Improve A&E waiting times so that no less than 76% of patients are seen within 4 hours by March 
2024 with further improvement in 2024/25 

Improve category 2 ambulance response times to an average of 30 minutes across 2023/24, with 
further improvement towards pre-pandemic levels in 2024/25 

Reduce adult general and acute (G&A) bed occupancy to 92% or below 

Community 
health 
services 

Consistently meet or exceed the 70% 2-hour urgent community response (UCR) standard 

Reduce unnecessary GP appointments and improve patient experience by streamlining direct 
access and setting up local pathways for direct referrals 

Primary 
care* 

Make it easier for people to contact a GP practice, including by supporting general practice to 
ensure  that everyone who needs an appointment with their GP practice gets one within two weeks 
and those who contact their practice urgently are assessed the same or next day according to 
clinical need 

Continue on the trajectory to deliver 50 million more appointments in general practice by the end of 
March 2024 

Continue to recruit 26,000 Additional Roles Reimbursement Scheme (ARRS) roles by the end of 
March 2024 

Recover dental activity, improving units of dental activity (UDAs) towards pre-pandemic levels 

Elective  
care 

Eliminate waits of over 65 weeks for elective care by March 2024 (except where patients choose to 
wait longer or in specific specialties) 

Deliver the system- specific activity target (agreed through the operational planning process) 

Cancer 

Continue to reduce the number of patients waiting over 62 days 

Meet the cancer faster diagnosis standard by March 2024 so that 75% of patients who have been 
urgently referred by their GP for suspected cancer are diagnosed or have cancer ruled out within 28 days 

Increase the percentage of cancers diagnosed at stages 1 and 2 in line with the 75% early 
diagnosis ambition by 2028 

Diagnostics 

Increase the percentage of patients that receive a diagnostic test within six weeks in line with the 
March 2025 ambition of 95% 

Deliver diagnostic activity levels that support plans to address elective and cancer backlogs and 
the diagnostic waiting time ambition 

Maternity* 

Make progress towards the national safety ambition to reduce stillbirth, neonatal mortality, maternal 
mortality and serious intrapartum brain injury 

Increase fill rates against funded establishment for maternity staff 

Use of 
resources 

Deliver a balanced net system financial position for 2023/24 

Workforce 
Improve retention and staff attendance through a systematic focus on all elements of the NHS 
People Promise 

Mental 
health 

Improve access to mental health support for children and young people in line with the national 
ambition for 345,000 additional individuals aged 0-25 accessing NHS funded services (compared 
to 2019) 

Increase the number of adults and older adults accessing IAPT treatment  

Achieve a 5% year on year increase in the number of adults and older adults supported by 
community mental health services 

Work towards eliminating inappropriate adult acute out of area placements 

Recover the dementia diagnosis rate to 66.7% 

Improve access to perinatal mental health services 

People with 
a learning 
disability 
and autistic 
people 

Ensure 75% of people aged over 14 on GP learning disability registers receive an annual health 
check and health action plan by March 2024 

Reduce reliance on inpatient care, while improving the quality of inpatient care, so that by March 
2024 no more than 30 adults with a learning disability and/or who are autistic per million adults and 
no more than 12–15 under 18s with a learning disability and/or who are autistic per million under 
18s are cared for in an inpatient unit 

Prevention 
and health 
inequalities 

Increase percentage of patients with hypertension treated to NICE guidance to 77% by March 2024 

Increase the percentage of patients aged between 25 and 84 years with a CVD risk score greater 
than 20 percent on lipid lowering therapies to 60% 

Continue to address health inequalities and deliver on the Core20PLUS5 approach  

*ICBs and providers should review the UEC and general practice access recovery plans, and the single maternity 

delivery plan for further detail when published; 
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Annex 

This annex sets out the key evidence based actions that will help deliver the 

objectives set out above and the resources being made available to support this. All 

systems are asked to develop plans to implement these. To assist systems in 

developing their plans a summary of other guidance, best practice, toolkits and 

support available from NHS England is available on the planning pages of 

FutureNHS.  

1. Recovering our core services and productivity 

1A. Urgent and emergency care (UEC) 

Key actions: 

• Increase physical capacity and permanently sustain the equivalent of the 

7,000 beds of capacity that was funded through winter 2022/23 

• Reduce the number of medically fit to discharge patients in our hospitals, 

addressing NHS causes as well as working in partnership with Local 

Authorities. 

• Increase ambulance capacity. 

• Reduce handover delays to support the management of clinical risk across 

the system in line with the November 2022 letter. 

• Maintain clinically led System Control Centres (SCCs) to effectively manage 

risk. 

In order to improve patient flow, we all agree we need to reduce bed occupancy to 

at least 92% (NHS review of winter), increase physical capacity in inpatient settlings 

to reflect changes in demographics and health demand [Projections: General and 

acute hospital beds in England (2018–2030)], as well as improve support for 

patients in the community. NHS England [working with the Department of Health 

and Social Care (DHSC) and the Department for Levelling Up, Housing and 

Communities (DLHUC)] will develop a UEC recovery plan with further detail and 

this will be published in the new year. Delivery of this plan and the objectives set 

out in this guidance are supported by:  

• £1bn of funding through system allocations to increase capacity based on 

agreed system plans. NHS England anticipates that capacity will be focused 

on increasing G&A capacity, intermediate and step-down care, and 

community beds with an expectation that utilisation of virtual wards is 
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increased towards 80% by the end of September 2023. NHS England will 

continue share best practice across a range of conditions to support this. 

• £600m provided equally through NHS England and Local Authorities and 

made available through the Better Care Fund in 2023/34 (and £1bn in 

2024/25) to support timely discharge. In addition, a £400m ring-fenced local 

authority grant for adult social care will support discharge among other goals. 

Further detail will be set out in the revenue finance and contracting guidance 

for 2023/24. 

• An increase in allocations for systems that host ambulance services to 

increase ambulance capacity. 

1B. Community health services 

Key actions: 

• Increase referrals into urgent community response (UCR) from all key 

routes, with a focus on maximising referrals from 111 and 999, and creating 

a single point of access where not already in place 

• Expand direct access and self-referral where GP involvement is not clinically 

necessary. By September 2023, systems are asked to put in place: 

o direct referral pathways from community optometrists to 

ophthalmology services for all urgent and elective eye consultations 

o self-referral routes to falls response services, musculo-skeletal 

physiotherapy services, audiology-including hearing aid provision, 

weight management services, community podiatry, and wheelchair 

and community equipment services. 

Expanding direct access and self-referrals empowers patients to take control of 

their healthcare, streamlines access to services and reduces unnecessary burden 

on GP appointments. 

NHS England will allocate core funding growth for community health services as part 

of the overall ICB allocation growth, with £77m of Service Development Funding 

maintained in 2023/24. 

1C. Primary care 

Key actions: 

• Ensure people can more easily contact their GP practice (by phone, NHS 

App, NHS111 or online). 
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• Transfer lower acuity care away from both general practice and NHS 111 by 

increasing pharmacy participation in the Community Pharmacist Consultation 

Service. 

NHS England will publish the General Practice Access Recovery Plan in the new 

year which will provide details of the actions needed to achieve the goals above. In 

addition, once the 2023/24 contract negotiations have concluded, we will also 

publish the themes we are looking to engage with the profession on that could take 

a significant step towards making general practice more attractive and sustainable 

and able to deliver the vision outlined in the Fuller Stocktake, including continuity of 

care for those who need it. The output from this engagement will then inform the 

negotiations for the 2024/25 contract.  

Delivery of this plan and the objectives set out in this guidance is supported by 

funding for general practice as part of the five year GP contract, including funding 

for 26,000 additional primary care staff through the Additional Roles 

Reimbursement Scheme (ARRS). ICB primary medical allocations are being 

uplifted by 5.6% to reflect the increases in GP contractual entitlements agreed in 

the five-year deal, and the increased ARRS entitlements. Data on general practice 

appointments is being published, including at practice-level, and work is ongoing to 

improve the quality and use of the data. 

1D. Elective care 

Key actions: 

• Deliver an appropriate reduction in outpatient follow-up (OPFU) in line with 

the national ambition to reduce OPFU activity by 25% against the 2019/20 

baseline by March 2024 

• Increase productivity and meet the 85% day case and 85% theatre utilisation 

expectations, using GIRFT and moving procedures to the most appropriate 

settings 

• Offer meaningful choice at point of referral and at subsequent points in the 

pathway, and use alternative providers if people have been waiting a long 

time for treatment including through the Digital Mutual Aid System (DMAS) 

The goals for elective recovery are set out in the ‘Delivery plan for tackling the 

COVID-19 backlog of elective care’. These include delivery of around 30% more 

elective activity by 2024/25 than before the pandemic, after accounting for the 

impact of an improved care offer through system transformation, and advice and 
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guidance. Meeting this goal of course still depends on returning to and maintaining 

low levels of COVID-19, enabling the NHS to restore normalised operating 

conditions and reduce high levels of staff absence. We will agree targets with 

systems for 2023/24 through the planning round towards that goal on the basis that 

COVID-19 demand will be similar to that in the last 12 months. The contract default 

will be to pay for most elective activity (including ordinary, day and outpatient 

procedures and first appointments but excluding follow-ups) at unit prices for 

activity delivered.  

ICBs and trusts are asked to update their local system plans, actively including 

independent sector providers, setting out the activity, workforce, financial plans and 

transformation goals that will support delivery of these objectives.  

NHS England will allocate £3bn of ERF to ICBs and regional commissioners on a 

fair shares basis and continue to work with systems and providers to maximise the 

impact of the three-year capital Targeted Investment Fund put in place in 2022. 

Further details will be set out in the Revenue finance and contracting guidance for 

2023/24 and Capital guidance update 2023/24. 

1E. Cancer 

Key actions: 

• Implement and maintain priority pathway changes for lower GI (at least 80% 

of FDS lower GI referrals are accompanied by a FIT result), skin 

(teledermatology) and prostate cancer (best practice timed pathway) 

• Increase and prioritise diagnostic and treatment capacity, including ensuring 

that new diagnostic capacity, particularly via community diagnostic centres 

(CDCs), is prioritised for urgent suspected cancer. Nationally, we expect 

current growth levels to translate into a requirement for a 25% increase in 

diagnostic capacity required for cancer and a 13% increase in treatment 

capacity. 

• Expand the Targeted Lung Health Checks (TLHC) programme and ensure 

sufficient diagnostic and treatment service capacity to meet this new 

demand. 

• Commission key services which will underpin progress on early diagnosis, 

including non-specific symptoms pathways (to provide 100% population 

coverage by March 2024), surveillance services for Lynch syndrome, BRCA 

and liver; and work with regional public health commissioners to increase 
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colonoscopy capacity to accommodate the extension of the NHS bowel 

screening programme to 54 year olds. 

The NHS is implementing one of the most comprehensive strategies on early 

diagnosis anywhere in the world. Cancer Alliances and the ICBs they serve will lead 

the local delivery of this NHS-wide strategy. NHS England is providing over £390m 

in cancer service development funding to Cancer Alliances in each of the next two 

years to support delivery of this strategy and the operational priorities for cancer set 

out above. As in previous years, the Cancer Alliance planning pack will provide 

further information to support the development of cancer plans by alliances and 

these, subject to ICB agreement, are expected to form part of wider local system 

plans. 

1F. Diagnostics 

Key actions: 

• Maximise the pace of roll-out of additional diagnostic capacity, delivering the 

second year of the three-year investment plan for establishing Community 

Diagnostic Centres (CDCs) and ensuring timely implementation of new CDC 

locations and upgrades to existing CDCs 

• Deliver a minimum 10% improvement in pathology and imaging networks 

productivity by 2024/25 through digital diagnostic investments and meeting 

optimal rates for test throughput 

• Increase GP direct access in line with the national rollout ambition and 

develop plans for further expansion in 2023/24 (NHS England will publish 

separate guidance to support the increase GP direct access) 

Timely access to diagnostics is critical to providing responsive, high quality services 

and supporting elective recovery and early cancer diagnosis. NHS England has 

provided funding to support the development of pathology and imaging networks 

and the development and rollout of CDCs. £2.3bn of capital funding to 2025 has 

also been allocated to support diagnostic service transformation, including to 

implement CDCs, endoscopy, imaging equipment and digital diagnostics.  
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1G. Maternity and neonatal services 

Key actions: 

• Continue to deliver the actions from the final Ockenden report as set out in 

the April 2022 letter as well as those that will be set out in the single delivery 

plan for maternity and neonatal services . 

• Ensure all women have personalised and safe care through every woman 

receiving a personalised care plan and being supported to make informed 

choices 

• Implement the local equity action plans that every local maternity and 

neonatal system (LMNS)/ICB has in place to reduce inequalities in access 

and outcomes for the groups that experience the greatest inequalities (Black, 

Asian and Mixed ethnic groups and those living in the most deprived areas). 

NHS England will publish a single delivery plan for maternity and neonatal services 

in early 2023. This will consolidate the improvement actions committed to in Better 

Births, the NHS Long Term Plan, the Neonatal Critical Care Review, and reports of 

the independent investigation at Shrewsbury and Telford Hospital NHS Trust and 

the independent investigation into maternity and neonatal services in East Kent. 

To support delivery including addressing the actions highlighted in the Ockenden 

report NHS England has invested a further £165m through the maternity 

programme for 2023/24. This is £72m above the £93m baselined in system 

allocations to support the maternity and neonatal workforce. That investment has 

increased the number of established midwifery posts by more than 1;500 compared 

to 2021. 

1H. Use of resources 

To deliver a balanced net system financial position for 2023/24 and achieve our core 

service recovery objectives, we must meet the 2.2% efficiency target agreed with 

government and improve levels of productivity. 

ICBs and providers should work together to: 

• Develop robust plans that deliver specific efficiency savings and raise 

productivity consistent with the goals set out in this guidance to increase activity 

and improve outcomes within allocated resources. 

• Put in place strong oversight and governance arrangements to drive delivery, 

supported by clear financial control and monitoring processes. 
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Plans should include systematic approaches to understand where productivity has 

been lost and the actions needed to restore underlying productivity, including, but not 

be limited to, measures to:  

• Support a productive workforce taking advantage of opportunities to deploy 

staff more flexibly. Systems should review workforce growth by staff group and 

identify expected productivity increases in line with the growth seen. 

• Increase theatre productivity using the Model Hospital System theatre 

dashboard and associated GIRFT training and guidance, and other pathway 

and service specific opportunities.  

Plans should also set out measures to release efficiency savings, including actions to:  

• Reduce agency spending across the NHS to 3.7% of the total pay bill in 

2023/24 which is consistent with the system agency expenditure limits for 

2023/24 that are set out separately. NHS England has published toolkits to 

support this. 

• Reduce corporate running costs with a focus on consolidation, 

standardisation and automation to deliver services at scale across ICS 

footprints. NHS England has published annual cost data benchmarking and a 

corporate service improvement toolkit . 

• Reduce procurement and supply chain costs by realising the opportunities 

for specific products and services. Systems should work to the operating model 

and commercial standards and the consolidated supplier frameworks agreed 

with suppliers through Supply Chain Coordination Limited (SCCL). Systems 

should engage with the Specialised Services Devices Programme to leverage 

the benefits across all device areas. 

• Improve inventory management. NHS Supply Chain will lead the 

implementation of an inventory management and point of care solution. 

National funding will support providers that do not have effective inventory 

management systems.  

• Purchase medicines at the most effective price point by realising the 

opportunities for price efficiency identified by the Commercial Medicines Unit, 

and ensure we get the best value from the NHS medicines bill. National support 

to deliver efficiencies will continue to be available for systems through the 

National Medicines Value Programme.  
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2. Delivering the key NHS Long Term Plan ambitions 
and transforming the NHS 

2A. Mental health 

Key actions:  

• Continue to achieve the Mental Health Investment Standard by increasing 

expenditure on mental health services by more than allocations growth. 

• Develop a workforce plan that supports delivery of the system’s mental 

health delivery ambition, working closely with ICS partners including provider 

collaboratives and the voluntary, community and social enterprise (VCSE) 

sectors. 

• Improve mental health data to evidence the expansion and transformation of 

mental health services, and the impact on population health, with a focus on 

activity, timeliness of access, equality, quality and outcomes data. 

As systems update their local plans, they are also asked to set out how the wider 

commitments in the NHS Mental Health Implementation Plan 2019/20–2023/24 will 

be taken forward to improve the quality of local mental healthcare across all ages in 

line with population need.  

NHS England has allocated funding to grow the workforce and expand services to 

support delivery of the mental health NHS Long Term Plan commitments. In 

particular, NHS England will continue to support the growth in IAPT workforce by 

providing 60% salary support for new trainees in 2023/24. We will also support 

ICBs to co-produce a plan by 31 March 2024 to localise and realign mental health 

and learning disability inpatient services over a three year period as part of a new 

quality transformation programme. 

2B. People with a learning disability and autistic people 

Key actions: 

• Continue to improve the accuracy and increase size of GP Learning 

Disability registers.  

• Develop integrated, workforce plans for the learning disability and autism 

workforce to support delivery of the objectives set out in this guidance. (The 

workforce baselining exercise completed during 2022/23 will assist in the 

development of local, integrated, workforce plans to support delivery.) 
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• Test and implement improvement in autism diagnostic assessment pathways 

including actions to reduce waiting times. 

NHS England has allocated funding of £120m to support system delivery against 

the objectives and will publish guidance on models of mental health inpatient care 

to support a continued focus on admission avoidance and improving quality. 

2C. Embedding measures to improve health and reduce inequalities 

Key actions: 

• Update plans for the prevention of ill-health and incorporate them in joint 

forward plans, paying due regard to the NHS Long Term Plan primary and 

secondary prevention priorities, including a continued focus on CVD 

prevention, diabetes and smoking cessation. Plans should: 

o build on the successful innovation and partnership working that 

characterised the COVID vaccination programme and consider how 

best to utilise new technology such as home testing. NHS England will 

publish a tool summarising the highest impact interventions that can 

be – and are already being – implemented by the NHS. 

o have due regard to the government’s Women’s Health Strategy. 

• Continue to deliver against the five strategic priorities for tackling health 

inequalities and: 

o take a quality improvement approach to addressing health inequalities 

and reflect the Core20PLUS5 approach in plans 

o consider the specific needs of children and young people and reflect 

the Core20PLUS5 – An approach to reducing health inequalities for 

children and young people in plans 

o establish High Intensity Use services to support demand management 

in UEC. 

Funding is provided through core ICB allocations to support the delivery of system 

plans developed with public health, local authority, VCSE and other partners. The 

formula includes an adjustment to weight resources to areas with higher avoidable 

mortality and the £200m of additional funding allocated for health inequalities in 

2022/23 is also being made recurrent in 2023/24. 
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2D. Investing in our workforce 

In 2022/23 systems were asked to develop whole system workforce plans. These 

should be refreshed to support: 

• Improved staff experience and retention through systematic focus on all 

elements of the NHS People Promise and implementation of the Growing 

Occupational Health Strategy, improving attendance toolkit and Stay and Thrive 

Programme. 

• Increased productivity by fully using existing skills, adapting skills mix and 

accelerating the introduction of new roles (e.g. anaesthesia associates, AHP 

support workers, pharmacy technicians and assistants, first contact 

practitioners, and advanced clinical practitioners). 

• Flexible working practices and flexible deployment of staff across organisational 

boundaries using digital solutions (e-rostering, e-job planning, Digital Staff 

Passport). 

• Regional multi professional education and training investment plans (METIP) 

and ensure sufficient clinical placement capacity, including educator/trainer 

capacity, to enable all NHS England- funded trainees and students to maintain 

education and training pipelines.  

• implementation of the Kark recommendations and Fit and Proper Persons 

(FPP) test. 

NHS England is increasing investment in workforce education and training in real 

terms in each of the next two years. 

2E. Digital 

Key actions: 

• Use forthcoming digital maturity assessments to measure progress towards 

the core capabilities set out in What Good Looks Like (WGLL) and identify 

the areas that need to be prioritised in the development of plans. Specific 

expectations will be set out in the refreshed WGLL in early 2023. 

• Put the right data architecture in place for population health management 

(PHM).  

• Put digital tools in place so patients can be supported with high quality 

information that equips them to take greater control over their health and 

care. 
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DHSC recently published strategic plans for digital, data and technology. Data 

saves lives and A plan for digital health and social care set out how digitised 

services can support integration and service transformation. NHS England will: 

• Provide funding to help ICSs meet minimum digital foundations, especially 

electronic records in accordance with WGLL. 

• Procure a Federated Data Platform, available to all ICSs, with nationally 

developed functionality including tools to help maximise capacity, reduce 

waiting lists and co-ordinate care. 

• Roll out new functionality for the NHS App, to help people take greater 

control over their health and their interactions with the NHS, including better 

support to get to the right in-person or digital service more quickly, access to 

their patient records, improved functionality for prescriptions and improved 

support for hospital appointments and choice ahead of next winter. 

• Accelerate the ambition of reducing the reporting burden on providers and 

addressing the need for more timely automated data through the Faster Data 

Flows (FDF) Programme. 

Funding is allocated to meet minimum digital foundations (especially electronic 

patient records) and scale up use of digital social care records in accordance with 

WGLL.  

2F. System working 

2023/24 is the first full year for ICSs in their new form with the establishment of 

statutory ICBs and integrated care partnerships (ICPs). Key priorities for their 

development in 2023/24 include: 

• Developing ICP integrated care strategies and ICB joint forward plans. 

• Maturing ways of working across the system including provider 

collaboratives and place-based partnership arrangements. 

Improving NHS patient care, outcomes and experience can only be achieved by 

embedding innovation and research in everyday practice. ICBs have a statutory 

duty to facilitate or otherwise promote research and the use of evidence obtained 

from research and to promote innovation, for example AI and machine learning 

which is driving efficiency and enabling earlier diagnosis.  

NHS England will continue to support ICSs to draw on national best practice and 

peer insight to inform future development. 
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Joint forward plans 

The National Health Service Act 2006 (as amended by the Health and Care Act 

2022) requires ICBs and their partner trusts (the ICB’s partner NHS trusts and 

foundation trusts are named in its constitution) to prepare five-year JFPs before the 

start of each financial year.  

NHS England has developed guidance to support the development of JFPs with 

input from all 42 ICBs, trusts and national organisations representing local 

authorities and other system partners, including VCSE sector leaders. 

Systems have significant flexibility to determine their JFP’s scope as well as how it 

is developed and structured. Legal responsibility for developing the JFP lies with 

the ICB and its partner trusts. However, we encourage systems to use the JFP to 

develop a shared delivery plan for the integrated care strategy (developed by the 

ICP) and the joint local health and wellbeing strategy (JLHWS) (developed by local 

authorities and their partner ICBs, which may be through health and wellbeing 

boards) that is supported by the whole system, including local authorities and VCSE 

partners. 

Delegated budgets 

We are moving towards ICBs taking on population healthcare budgets, with pharmacy, 

ophthalmology and dentistry (POD) services fully delegated by April 2023 and 

appropriate specialised services delegated from April 2024. This will enable local 

systems to design and deliver more joined-up care for their patients and communities. 

NHS England will support ICBs as they take on commissioning responsibility across 

POD services from April 2023, supporting the integration of services. 

Subject to NHS England Board approval, statutory joint committees of ICBs and NHS 

England will oversee commissioning of appropriate specialised services across multi-

ICB populations from April 2023, ahead of ICBs taking on this delegated responsibility 

in April 2024.  

ICBs are expected to work with NHS England through their joint commissioning 

arrangements to develop delivery plans. These should identify at least three key 

priority pathways for transformation, where integrated commissioning can support the 

triple aim of improving quality of care, reducing inequalities across communities and 

delivering best value. NHS England will provide ICBs with tools and resources to 

support transformation, and to further develop their understanding of specialised 

services and enable them to realise the benefits of integration. 
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MINUTES OF THE AUDIT AND GOVERNANCE COMMITTEE  

HELD ON 27 OCTOBER 2022 VIA MS TEAMS AT 2.00PM 

 
Present:  
Sue Sunderland SS Non-Executive Director/Audit Chair 
Dr Buk Dhadda BD GP 
In Attendance:  
Lisa Butler LB Complaints Manager (part) 
Andrew Cardoza AC Audit Director, KPMG  
Debbie Donaldson DD EA to Chief Finance Officer (note taker) 
Chloe Foreman CM Acting Senior Finance Manager 
Darran Green DG Acting Operational Director of Finance 
Keith Griffiths KG Chief Finance Officer 
James Lunn JL Head of Human Resources and Organisational 

Development (part) 
Suzanne Pickering SP Head of Governance 
Chrissy Tucker CT Director of Corporate Delivery  
Apologies: 
Helen Dillistone HD Executive Director of Corporate Affairs 
Fran Palmer FP Corporate Governance Manager 
Kevin Watkins KW Business Associate, 360 Assurance 
Richard Wright RW Non-Executive Director 

 
 

Item No. Item Action 
AG/2223/062 Welcome, introductions and apologies 

 
Sue Sunderland as Chair welcomed all members to the meeting. 
 
Apologies were received from Richard Wright, Kevin Watkins, Fran 
Palmer and Helen Dillistone.  
 

 

AG/2223/063 Confirmation of quoracy 
 
The Chair declared the meeting quorate. 
 

 

AG/2223/064 Declarations of Interest 
 
The Chair reminded committee members of their obligation to 
declare any interest they may have on any issues arising at 
committee meetings which might conflict with the business of the 
Integrated Care Board (ICB). 
 
Declarations declared by members of the Audit and Governance 
Committee are listed in the ICB’s Register of Interests and included 
with the meeting papers. The Register is also available either via 
the Executive Assistant to the Board or the ICB website at the 
following link:  www.derbyandderbyshire.icb.nhs.uk 
 
No declarations of interest were made at today's meeting. 
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FOR DECISION 
AG/2223/065 Human Resources Policies 

 
James Lunn presented 6 policies for review by the Committee:  
 
Annual Leave Policy:  

 
Audit and Governance Committee APPROVED the Annual 
Leave Policy. 
 
Long Service Award Policy: Committee were advised there were 
no significant material changes to this Policy, only minor 
amendments/inclusions in terms of ICB branding and a ‘lift and 
shift’ from the CCG to NHS Derby and Derbyshire ICB. 
 
Audit and Governance Committee APPROVED the Long 
Service Award Policy. 
 
Organisational Change and Redundancy Policy: Committee 
were advised there were no significant material changes to this 
Policy, only minor amendments/inclusions in terms of ICB branding 
and a ‘lift and shift’ from the CCG to NHS Derby and Derbyshire 
ICB. 
 
Audit and Governance Committee APPROVED the 
Organisational Change and Redundancy Policy. 
 
Professional Registration Policy: Committee were advised there 
were no significant material changes to this Policy, only minor 
amendments/inclusions in terms of ICB branding and a ‘lift and 
shift’ from the CCG to NHS Derby and Derbyshire ICB. 
 
Darran Green reported that this policy appeared to relate only to 
Clinicians. Finance Directorate staff in some instances were 
required to be professionally qualified and maintain Continuous 
Professional Development (CPD).  James Lunn agreed to review 
this policy to include those employees who were required to keep 
up a professional registration. 
 
Audit and Governance Committee APPROVED the 
Professional Registration Policy for the Clinicians. 
 
Recruitment and Selection Policy: Committee were advised 
there were no significant material changes to this Policy, only minor 
amendments/inclusions in terms of ICB branding and a ‘lift and 
shift’ from the CCG to NHS Derby and Derbyshire ICB. 
 
Audit and Governance Committee APPROVED the 
Recruitment and Selection Policy. 
 
Retirement Policy:  The Retirement Policy was largely a 'lift and 
shift' with the removal of the requirement for a two weeks' break in 
service when an employee retires and subsequently returns to the 
organisation. This revision, agreed by the Executive Team, was to 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JL 
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align with our NHS system partners within JUCD and to support 
retention of employees within the ICB. 

It was noted that there would still be the 24-hour break which would 
break the continuity of service for the NHS pension scheme and for 
the NHS enhanced occupational redundancy scheme. NHS 
organisations within the system were similarly looking to make this 
change as we try to align some of our HR policies. 
 
Audit and Governance Committee APPROVED the Retirement 
Policy. 
 
James Lunn left the meeting at this point. 
 

FOR CORPORATE ASSURANCE 
AG/2223/066 Aged Receivables and Payable Credit Notes 

Chloe Foreman informed Committee that this report identified the 
total outstanding debt owed to the ICB in accounts receivables and 
payables as at 30 September 2022. The ICB policy was to chase 
outstanding debt from organisations when it exceeded a 90-day 
period. The report contains a detailed table which was split by NHS 
and Non-NHS, supported by detail regarding any write-offs and at-
risk Debt.  
 
Aged receivables had increased in the quarter by £379,000, mainly 
driven by amounts owed to the CCG from North of England CSU 
totalling £350,000. However, as at 19th October 2022 (time of 
writing this report), £175,000 of this balance had been received. 
There was no risk to this balance.  
 
It was noted that a risk associated with a GP overpayment by the 
CCG had been identified. The individual had been contacted 
multiple times during this calendar year regarding the overpayment 
totalling £366.54, to which no response or payment had been 
received. 
  
No write-offs had been identified in the period to 30 September 
2022. Credit notes had also decreased in month. 
 
The aged debt position was reviewed monthly by the Financial 
Control team to ensure appropriate management of ICB assets.  
 
The Audit and Governance Committee NOTED the report 
contents regarding the level of aged debt at 30 September 
2022. 
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AG/2223/067 Report of Single Tender Waivers 
 
Chloe Foreman reported that as per the ICB's Scheme of 
Delegation, Single Tender Waivers were reviewed and approved 
by the Director of Finance and subsequently reported to the Audit 
and Governance Committee for oversight. 
 
This report informed the Committee of Single Tender Waivers 
approved from 1 July 2022 – 30 September 2022. 
 
Keith Griffiths reported that there had been a lot of STWs, which in 
the past had been raised as a default, and not by exception.  
Discussions with Helen Dillistone had taken place about re-
emphasising the need for due governance and discipline around 
procurement rules and not automatically defaulting to STWs. It was 
noted that processes were to be tightened in the ICB regarding the 
need to go to market. 
 
Keith Griffiths reported that he did not want to give committee the 
impression that what we had previously done with STWs had not 
been appropriate, but that we would be more disciplined around 
what we did in the future. 
 
The Audit and Governance Committee NOTED the report of 
Single Tender Waivers approved by the Chief Finance Officer. 
 

 

AG/2223/068 Financial Sustainability Assessment 
 
Chloe Foreman reported that the ICB was instructed by NHSE to 
engage its internal auditors to commission a review of the 
Healthcare Financial Management Association (HFMA) checklist – 
Improving NHS financial sustainability: are you getting the basics 
right? 
 
The ICB (along with all ICBs, NHS Trusts and Foundation Trusts) 
had completed a self-assessment checklist covering the following 
areas: 
 
• Business and financial planning 
• Budget setting 
• Budget reporting and monitoring 
• Forecasting 
• Cost improvement / efficiency plans 
• Board reporting 
• Financial governance framework 
• Culture, training, and development. 
 
An initial assessment was made for each of these areas, grading 
between 1 and 5 (1 being never achieved, 5 being always 
achieved). A detailed assessment was then completed covering 72 
questions across each of the areas. Where a grading of 1-3 was 
concluded, an action plan would be produced. 
 
It was noted that a self-assessment of the Financial Sustainability 
basics had been carried out, which had concluded a number of key 
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actions. The assessment had been submitted to NHSE and would 
be audited by the ICB's Internal Auditors. The Committee would 
monitor the process and outcome of the audit. 
 
The results of the self-assessment were attached as an appendix 
to this report. The Chair queried whether the self-assessment had 
been a bit harsh, and she understood from initial comparative data 
from other ICBs that it looked like the ICB might have underscored 
itself. 
 
A summary of the derived actions was noted below: 
 
• Develop a triangulated operational and finance five-year plan, 

identifying business cases and cost improvements during the 
planning process. 

• Budget managers should attend annual training for financial 
management, governance, and be able to refer to the Budget 
Holders Guide policy. Financial management and training of 
such should form part of the Annual Review/Appraisal process. 

• Budget managers should maintain an action plan, to be updated 
on at least a monthly basis to ensure spend is managed within 
their allocation. 

• Budget managers should be the driver in forecasting the year 
end position, reflecting the actions identified alongside other 
factors. 

• Cost improvements (CIPs) must be developed from both bottom-
up and top-down. These should be identified imminently to 
deliver the current financial year, and in advance of the next 
financial year as part of the planning process. 

• Staff at all levels should be empowered to suggest savings ideas 
and be aware of the process to do so. 

• The ePMO project must manage all stages from ideas to the 
monitoring of KPIs and hence delivery. 

 
It was noted that the details were shared with the Executive Team 
on 5th October 2022 and submitted to NHS England. 
 
Developments were already underway to move to delivering the 
above actions, which included the production of the system five-
year plan, redesign of the budget holder reporting, engagement of 
CIPs through the Joined-Up Improvement Exchange, and budget 
holder training would be rolled out before the end of the year. 
 
Throughout October and November, 360 Assurance were 
completing their internal audit of the self-assessment. They 
planned to revisit the above actions to understand the progress 
made in early 2023. 
 
It was noted that 360 Assurance would collate this information and 
benchmark between organisations in order that we could share and 
learn from other Providers and ICBs. 
The Audit and Governance Committee NOTED the Financial 
Sustainability Assessment. 
 

AG/2223/069 M6 ICB Financial Position Review  
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Darran Green reported that this paper presented the financial 
position of Derby and Derbyshire ICB for period end 30th 
September 2022. It highlighted the key areas where we had 
particular I&E challenges, as well as summarising the efficiencies 
position for Derby and Derbyshire ICB. 

As of 30th September 2022, the ICB had a forecast break-even 
position and was committed to delivering break-even for the 
2022/23 financial year. Whilst forecasting a break-even result for 
this financial year, work continued to address the underlying issues 
in order to achieve the additional savings challenge of £6.95m. 

The financial position as of 30th September 2022, was a year-to-
date deficit of £4.1m and with current run rates the likely, 
unmitigated projected deficit by 31 March 2023 would be £7m. The 
repatriation of the £5m community future fund from Derbyshire 
County Council in 2021/22 had been agreed.   

The following was highlighted: 

• The table in Section 2 of the report showed the ICB was not 
forecasting to meet one of its statutory duties. This was around 
delegated co-commissioning, where we were forecasting to 
spend around £.5m more than allocated. This was because of 
practices being eligible to be paid for more additional roles 
reimbursements and investment impact fund enhanced 
services.  The practices were eligible to be paid more than the 
ICB could reclaim.   It was noted that we had received 6% of the 
money up front, and we could claim the other 40% up to the level 
of delivery.  However, that level of delivery would take us above 
the 100% that we could claim.  

• The ICB had notified this to NHSEI; their response was that there 
was a national reserve to cover instances like these and should 
those practices claim that, then we should in effect be eligible to 
reclaim more, but NHSEI had not confirmed what that process 
was yet. 

• The ICB had an unmitigated forecast outturn of £7m, and this 
was an improvement from the £13.3m that we had in M5. 

• Table 3.2 highlighted the efficiencies that the ICB were 
forecasting to deliver. The ICB was doing more analysis on 
efficiencies both within the ICB as a statutory body, but also 
across the system.  It was noted that we were trying to analyse 
delivery against the original plan, and understanding the level of 
non-recurrent as opposed to recurrent delivery, and the level of 
unplanned non-recurrent benefit that had been classed as 
efficiency as opposed to genuine transformation.  

• Section 3 of the report described the pressures that were 
currently being seen around CHC fast tracks, mental health 
Section 117 and prescribing. 

• Unfortunately, the latest prescribing information we had since 
writing this report demonstrated that the prescribing position was 
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likely to get worse. This was mainly to do with inflationary 
pressures and drugs that had to be bought from overseas.  

• Section 5 of the report described the JUCD position.  It was 
acknowledged that this Committee was only responsible for the 
statutory position of the ICB, but it was felt useful to give some 
headlines in terms of the system position.  

• There was a commitment to break even.  
• There was an unmitigated forecast outturn of £39.8m. This was 

an improvement from M5 which had been £55.6m, largely driven 
by improvements in the ICB position.  

• The JUCD position at M6 also included a £4.5m contingency that 
had been developed to support winter pressures that may arise 
and on top of a £5.5m allocation we had received from NHSEI. 
It was believed we had got a good level of cover for any 
pressures that may come throughout winter.  

• Dr Dhadda reported that with regards to the prescribing position, 
this was a national issue.  Many drugs were now termed as 'out 
of stock' and alternative more expensive drugs were being used 
by clinicians.  He asked whether national support would be 
available to offset those additional cost pressures?  

• Darran Green reported that the ICB had lobbied NHSEI 
regarding this, and a response was awaited. 

• Keith Griffiths reported that when the plan had been agreed back 
in May/June there had been a £65m gap for the System, and the 
ICB had a share of that gap.  

• There had been a lot of work done resulting in asking the 
providers to take on a fair shares basis to resolve the £10m 
problem that had previously sat on the ICBs books.  This had 
now been shared out across the organisations and system.  The 
figures in this report included our portion of that £10m as part of 
our challenge this year. 

• There had also been an arrangement in place to provide cash 
support for organisations, which effectively meant that 
organisations had to take on a further pressure in the planning 
round; one organisation had refused to do that (the others did), 
and as a result this risk now sits on the books of the ICB, this 
was intrinsic within the £7m shortfall.  This conversation had not 
been lost and if we were talking about system working and good 
equity, we could not have 3-4 organisations participating in an 
agreement and 1 refusing – we all needed to stand together.  
There was a need to work through this in a mature way to ensure 
that everybody felt that they were doing their fair share. 

• Currently the ICB was carrying that liability of £1.1m. 
• Looking forwards there would need to be different arrangements 

in place for 2022-23, we were no longer on PBR arrangements.  
The allocation that comes into the ICB was the allocation we 
could share out between primary and secondary care, and not a 
penny more.  The approach described in relation to that 1 
organisation would therefore not be acceptable anymore.  The 
process would be more open and transparent. 
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• It was noted that there were still a lot of people within the system 
that still thought and worked in the logic of the CCG, in that if 
there was a pressure their first port of call was the ICB to ask for 
additional funding; the reality was that we were not a 
commissioner in that sense.  Those pressures had to be covered 
and met by the provider organisations. We had to stop the 
expectation that the ICB could write cheques during this 
transition process; we did not have the headroom to do it. 

• It was noted that the ICB had received requests from primary 
care to help meet the costs of energy bills and a request from a 
local hospice because their income had plummeted on the back 
of Covid and austerity.  Although we had a degree of sympathy 
and empathy with these requests, we were also £7m adrift of 
where we needed to be. 

• Keith Griffiths and Dave Stevens had offered to go out to one of 
the hospices to meet with their Finance Director to discuss their 
finances and review operational business plans to help 
maximise income from other sources; this had been well 
received. 

• Dr Dhadda reported that regards primary care, this was a 
national issue and we needed to be consistent with our 
response.  If the ICB received national funding to help with 
energy then we would pass this through, but currently there was 
no new funding.  He felt the issue with the hospice was more 
complicated.   If we were to support the hospice, what would we 
get for it, and if we were not to support, what would the cost to 
the system be?  We needed this information to enable us to 
make an informed decision.   

• It was noted that we had 2 provider organisations within the 
system that were currently forecasting a surplus, with a further 
organisation that was currently unwilling to commit due to 
tactical and political reasons. 

• It was noted that the ICB also needed to make efficiency 
savings.  This year was tough but next year would be worse as 
we would not be able to use non-recurrent money to bridge the 
gap, as we had been able to do this year.  The ICB still had a 
substantial gap to close before the end of the year. 

• Keith Griffiths reported that national funding was received 
regarding the Glossop boundary change.  The income received 
exceeded the cost of care by about £2m.  Tameside and 
Glossop had requested that some of that be transferred back to 
them this year.  It was noted that originally, we did have provision 
in our accounts to make such a payment, but this had now been 
used in its entirety to help us get towards breakeven.  There had 
been several discussions between Dr Clayton and Tameside, 
and a view had been taken that we could only pay them if we 
were in surplus at the end of the year as a one-off goodwill 
payment; it was noted that currently this was not likely.  
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The Audit and Governance Committee NOTED the M6 ICB 
Financial Position. 
 

G/2223/070 Complaints Report Quarter 2 2022/23 
 
Lisa Butler presented the Quarterly Complaints Report which 
summarised activity and performance in Quarter 2 2022/23 (1st July 
to 30th September). 
 
It was noted that during Quarter 2, the ICB received 33 formal 
complaints from its resident population, of which 2 related to the 
ICB’s statutory functions.  Overall, this was a slight increase in the 
total number of formal complaints received in Quarter 1, and an 
increase on the total numbers received for the same period last 
year.  
 
Complaints attributed to the Nursing & Quality and Commissioning 
Directorates were the focus of the complaints received in quarter 2 
and were consistent with previous reporting periods. 

The complaint relating to the Continuing Healthcare (CHC) service 
was around the handling of an assessment and communication 
with next of kin. These were all recurring themes. 

The complaints relating to the Medical Directorate were around the 
difficulties experienced accessing the Medicines Order Line (MOL). 
This was a recurring theme. 

Ten cases were closed this quarter, 70% were either fully or 
partially upheld.  The report detailed the learning we had taken on 
those closed complaints. 
 
The Audit and Governance Committee NOTED the content of 
the ICB Complaints Report - Quarter 2 (2022/23). 
 

 

AG/2223/071 Freedom of Information Performance Report Quarter 2 
 
Suzanne Pickering presented this report, which provided details of 
Derby and Derbyshire ICB’s compliance under the Freedom of 
Information Act (2000) in Quarter 2 of 2022/23.  
 
Requests made under the Freedom of Information Act were 
handled by the ICB’s Communications Team.   
 
During July - September 2022: 
 
• FOI numbers greatly increased, with 64 FOI requests received 

compared to 47 in Quarter 4 of 2022/23. This is in line with 
previous years where August has often seen a high number of 
requests received.  

• No requests were responded to during this quarter outside the 
statutory timescale of within 20 working days of receipt.  

• 62 responses were sent.  
• 5 responses included exemptions under the Freedom of 

Information Act.  
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• 1 request for internal review was received and responded to. 
 
The Audit and Governance Committee RECEIVED the 
quarterly report on the ICB’s performance in meeting our 
statutory duties in responding to requests made under the 
Freedom of Information Act. 
 

AG/2223/072 Internal Audit Recommendations Report 
 
Suzanne Pickering reported that the Internal Audit 
Recommendations Tracker detailed the recommendations required 
from the outcome of the individual audit reports. Responsible leads 
were required to upload evidence to demonstrate the completion of 
the required recommendations and actions. The online tracker also 
identified those that were outstanding, and the Corporate Delivery 
Team were required to monitor and request updates on these to 
ensure that the ICB meets its aim of a 100% completion on all 
actions. This percentage was a key area of the Head of Internal 
Audit Opinion. 
 
It was noted that as at September's Audit & Governance 
Committee, the Internal Audit Recommendations Tracker identified 
one outstanding action, all the other recommendations were 
complete.   
 
This one action was in relation to the key financial systems 
regarding the position of the Service Auditor Reports (SARs). In the 
Appendix to the report there was an update stating there was no 
SAR within the contractual agreements for HR transactional 
services, we needed to agree this recommendation with Internal 
Audit, and if they were happy that we could report by exception to 
this Committee, then we could agree and complete that action. 
 
The Chair felt this was a reasonable way forward to report by 
exception; she added that she did not find SAR particularly helpful, 
they only partially gave assurance.  It was far better to have 
management information coming through on a regular basis; this 
gives assurance that they were managing the processes as you 
would expect, and she was not aware that we had any problems 
with the management information coming through. The Chair 
asked Suzanne Pickering to feed that back into her discussions 
with Internal Audit, that the proposed way forward seemed 
reasonable. 
 
The Audit and Governance Committee NOTED the Internal 
Audit Recommendations Tracker. 
 

 

AG/2223/073 ICB Estates Update 
 
Chrissy Tucker reported the following: 
 
• The organisation had moved to green phase 2 of our Rag Rated 

model at the end of September. 
• Staff no longer had to wear masks on site and social distancing 

was no longer applicable. 
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• Desks on both sites had still been kept spaced apart for staff 
comfort rather than infection risk. 

• Staff had been asked to work on site for an average of 2 days 
week either at our bases or other provider locations as 
appropriate to their roles. 

• As part of the process, we had looked at how much estate we 
needed to accommodate staff.  It had been agreed that we could 
release one of our spaces at Cardinal Square either on the 
ground floor or in the east wing. 

• Discussions were being undertaken with the landlord now 
regarding this. 

• Staff had been issued with a survey asking what was important 
to them in using our office space. 

• The estate review would be ongoing as hybrid working beds in. 
• The review would also include Scarsdale accommodation. 

Accommodation at Scarsdale was also shared with clinical 
teams, NECs and Arden and Gem CSU. 

• The ICB was responsible for void costs at Scarsdale, so we 
would need to find another organisation to take any space 
available. 

• Keith Griffiths reminded Committee that we had 258 properties 
on our patch which included administrative buildings, clinical 
spaces, hospitals, and primary care; we had an awful lot of 
estate.  When we looked at future models of agile working, we 
also needed to look at local authority buildings. 

• There was potential for releasing estate resources which needed 
to be explored fully. 

 
Audit and Governance Committee NOTED the ICB Estates 
verbal update. 
 

AG/2223/074 Confidential Conflicts of Interests 
 
The Chair reported that the purpose of this paper was to assure the 
Audit and Governance Committee, of the confidential register of 
interests.  
 
The confidential register of interests detailed those individuals who 
did not wish for their information to be in the public domain. All 
individuals were decision makers – either through being a member 
at decision-making meetings, or in their role for the ICB. This would 
mean that their information would be published on the decision-
makers register of interests, which was published on the ICB's 
website.  
 
All entries had been approved by the Conflicts of Interest Guardian 
(Sue Sunderland). 
 
The Audit and Governance Committee RECEIVED the 
confidential register of interests for the ICB. 
 

 

FOR INFORMATION 
AG/2223/075 Pre-Delegation Assurance Framework Moderation Panel 

Outcome 
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Chrissy Tucker explained that the Pre-Delegation Assessment 
Framework for the Pharmacy, Optom and Dental work delegated 
to the ICB, had been received.  The Pre-Delegation assessment 
had been jointly completed by the regional teams working on this. 
 
The following was highlighted: 
 
• The assessment framework was circulated through all the 

relevant functions of the ICB; changes required were made and 
then sent back in. 

• The moderation panel had now been held and it was deemed 
that all ICBs in the region were ready to proceed from April next 
year to take on those delegated functions. 

• Work was now underway to undertake all the actions.  In addition 
there was a safe delegation checklist that went with it, which was 
similar to the one that the ICB received regarding the readiness 
to operate statement. 

• The checklist would come to this Committee for us to process, 
and through to the Population Health and Strategic 
Commissioning Committee where it related to parts of the 
service that may change. 

• It was noted that we had recently received another PDAF which 
related to specialised commissioning, and we were doing the 
same process on that; again, there would be a moderation panel 
to say whether we were OK to proceed. 

• The PDAF for specialist commissioning was being sent in today. 
• Darran Green reported that he had been informed that specialist 

commissioning had been put back 12 months. 
 
Audit and Governance Committee NOTED this verbal update. 
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AG/2223/076 ICB Committee Meeting Log 
 
Chrissy Tucker reported the purpose of this paper was to inform 
the Audit and Governance Committee of the discussions and 
decisions made at the following NHS Derby and Derbyshire ICB 
committees: 
• Finance & Estates – August and September 2022 
• Population Health & Strategic Commissioning – September 

2022 
• Public Partnerships – July to September 2022 
• Quality & Performance – August 2022 
 
At the time of reporting, the discussions and decisions which took 
place at the September People & Culture Committee were 
unavailable. 
 
The Audit and Governance Committee NOTED the Committee 
Meeting Log. 
 

 

AG/2223/077 Non-Clinical Adverse Incidents 
 
Chrissy Tucker reported that there were no non-clinical adverse 
incidents to report. 
 
It was noted however, that the ICB were doing some resilience and 
preparedness work across the system relating to energy supply 
and the possibility of backouts etc.  There had been a meeting with 
EPRR leads across the system and we would be linking into the 
LRF. 
 
Chrissy Tucker reported that MIDSROC had been sending through 
the SOC, questionnaires about generators in respective 
organisations.  There was a need to do some work around patients 
at home who relied on electricity for their equipment to keep them 
safe and what they needed to do if there was an electricity failure. 
 
This work would be collated with the EPPR leads and be available 
in a single report for assurance and incorporated into business 
continuity plans. 
 

 

AG/2223/078 KPMG Update on 3 Month Accounts 
 
Andrew Cardoza highlighted the following: 
 
• After discussions with Donna Johnson and Chloe Foreman it 

had been agreed that KPMG would start the audit in December. 
• The Audit Plan would be brought to November Committee for 

approval. 
• The Audit would be done as quickly and efficiently as possible; 

it was noted that KPMG did not have to do a VFM and would be 
completed by end of January 2023. 

• The nine-month Audit Plan would be brought to Committee in 
the New Year.  An engagement letter was still to be agreed and 
signed for this. 

 
 
 
 
 
 
 
AC 
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• KPMG had won the joint tender procurement exercise for 
External Audit services for the system. This was being 
processed by KPMG and procurement currently. 

• KPMG had agreed to do the Mental Health Investment Standard 
Audit 2021-22; Richard Walton would lead on this work. A 
timetable, engagement letter and fee would be agreed for this 
work in due course. 

• Keith Griffiths requested KPMGs views/soft 
intelligence/thoughts on the NHS landscape for next year.  Andy 
Cardoza agreed to provide this at the next meeting in November.  

 
Audit and Governance Committee NOTED this verbal update. 
 

 
 
 
 
 
 
 
AC 

MINUTES AND MATTERS ARISING 
AG/2223/079 Minutes from the Audit and Governance Committee meeting 

held on 13 September 2022 
 
The minutes from the meeting held on 13 September 2022 were 
agreed as a true and accurate record of the meeting. 
 

 

AG/2223/080 Action Log from the Audit Committee meeting held on 13 
September 2022. 
 
The action log was reviewed and updated during the meeting. 
 

 

CLOSING ITEMS 
AG/2223/081 Forward Planner 

 
The Audit and Governance Committee ACCEPTED the 
Forward Planner. 
 
It was noted that going forwards (New Year) Audit and Governance 
Committee's would move to bi-monthly meetings. 
 

 

AG/2223/082 Any Other Business 
 
There was no further business. 
 

 

AG/2223/083 Assurance Questions 
 
• Has the Committee been attended by all relevant Executive 

Directors and Senior Managers for assurance purposes? 
Yes. 
 

• Were the papers presented to the Committee of an appropriate 
professional standard, did they incorporate detailed reports with 
sufficient factual information and clear recommendations? 
Yes. 
 

• Were papers that have already been reported on at another 
committee presented to you in a summary form? Yes. 
 

• Was the content of the papers suitable and appropriate for the 
public domain? Yes 
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• Were the papers sent to Committee members at least 5 working 
days in advance of the meeting to allow for the review of papers 
for assurance purposes? Yes. 
 

• Does the Committee wish to deep dive any area on the agenda, 
in more detail at the next meeting, or through a separate meeting 
with an Executive Director in advance of the next scheduled 
meeting? No. 
 

• What recommendations do the Committee want to make to the 
ICB Board following the assurance process at today’s 
Committee meeting?  None. 
 

 
 
 
 
 
 
 

DATE AND TIME OF NEXT MEETING 
Date: Thursday 24 November 2022 
Time: 2.00PM 
Venue: MS Teams 

 
 
Signed: ………………………………………………………  Dated: …………………………….. 
  (Chair) 
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MINUTES OF THE AUDIT AND GOVERNANCE COMMITTEE  

HELD ON 24 NOVEMBER 2022 VIA MS TEAMS AT 2.30PM 

 
Present:  
Sue Sunderland SS Non-Executive Director/Audit Chair 
Dr Buk Dhadda BD GP 
Richard Wright RW Non-Executive Director 
In Attendance:  
Andrew Cardoza AC Audit Director, KPMG  
Ged Connolly-Thompson GCT Head of Digital Development 

& Digital Health Skills Development Network Lead 
Helen Dillistone HD Executive Director of Corporate Affairs 
Debbie Donaldson DD EA to Chief Finance Officer (note taker) 
Darran Green DG Acting Operational Director of Finance 
Keith Griffiths KG Chief Finance Officer 
Donna Johnson DJ Acting Assistant Chief Finance Officer 
Chris Leach CL Head of EPRR 
James Lunn JL Head of Human Resources and Organisational 

Development  
Usman Niazi UN Client Manager, 360 Assurance 
Suzanne Pickering SP Head of Governance 
Chrissy Tucker CT Director of Corporate Delivery  
Kevin Watkins KW Business Associate, 360 Assurance 
Apologies: 
   
   

 
 

Item No. Item Action 

AG/2223/084 Welcome, introductions and apologies 
 
Sue Sunderland as Chair welcomed all members to the meeting. 
 
No apologies were received.  
 

 

AG/2223/085 Confirmation of quoracy 
 
The Chair declared the meeting quorate. 
 

 

AG/2223/086 Declarations of Interest 
 
The Chair reminded committee members of their obligation to 
declare any interest they may have on any issues arising at 
committee meetings which might conflict with the business of the 
Integrated Care Board (ICB). 
 
Declarations declared by members of the Audit and Governance 
Committee are listed in the ICB’s Register of Interests and included 
with the meeting papers. The Register is also available either via 
the Executive Assistant to the Board or the ICB website at the 
following link:  www.derbyandderbyshire.icb.nhs.uk 
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No declarations of interest were made at today's meeting. 
 

FOR DECISION 
AG/2223/087 Human Resources Policies 

 
James Lunn presented 6 policies for review by the Committee:  
 
Career Break Policy: Committee were advised there were no 
significant material changes to this Policy, only minor 
amendments/inclusions in terms of ICB branding and a ‘lift and 
shift’ from the CCG to NHS Derby and Derbyshire ICB. 
 
Audit and Governance Committee APPROVED the Career 
Break Policy. 
 
Disability & Long-Term Conditions Policy: Committee were 
advised that this was a new policy for the ICB.  The policy builds 
on best practice, was in line with the NHS People Plan, and had 
been developed with the Diversity Inclusion network.  This policy 
was looking to align with our system partners and sets out the 
approach for the organisation to support colleagues with disabilities 
and long-term health conditions. It introduces a reasonable 
adjustment passport to help support colleagues with the 
adjustments that they needed and paid disability leave, which again 
was something that our partners had in place. This policy would 
help colleagues with disabilities and long-term health conditions to 
manage their conditions at work. 

Richard Wright reported that there may be times where certain 
disabilities would preclude from certain roles on safety grounds, he 
asked how we would deal with that; we did not want to expose 
people to unreasonable risks? 

James Lunn reported that the primary aim of this policy was to look 
to make the adjustments to retain the person in the role that they 
were currently working to. He added that there were probably very 
few roles within the ICB where there would be risk and a person 
would not be able to fulfil their role. If, however, we could not adjust 
their duties, we would then look at whether there was an alternative 
role within the organisation that would meet their needs and comply 
with safety requirements. This was a low risk for the ICB given the 
nature of the work that we did, as compared to maybe the 
operational roles that Providers had. 
 
Audit and Governance Committee APPROVED the Disability 
& Long-Term Conditions Policy. 
 
Disciplinary Policy: Committee were advised there were no 
significant material changes to this Policy, only minor 
amendments/inclusions in terms of ICB branding and a ‘lift and 
shift’ from the CCG to NHS Derby and Derbyshire ICB. 
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Audit and Governance Committee APPROVED the 
Disciplinary Policy. 
 
Maternity, Paternity, Adoption, Shared Parental and Parental 
Leave Policy: Committee were advised there were no significant 
material changes to this Policy, only minor amendments/inclusions 
in terms of ICB branding and a ‘lift and shift’ from the CCG to NHS 
Derby and Derbyshire ICB. 
 
Audit and Governance Committee APPROVED the Maternity, 
Paternity, Adoption, Shared Parental and Parental Leave 
Policy. 
 
Secondary Employment Policy: Committee were advised there 
were no significant material changes to this Policy, only minor 
amendments/inclusions in terms of ICB branding and a ‘lift and 
shift’ from the CCG to NHS Derby and Derbyshire ICB. 
 
Audit and Governance Committee APPROVED the Secondary 
Employment Policy. 
 
Secondment Guidance and Procedure: Committee were advised 
the Secondment Guidance and Procedure was largely a 'lift and 
shift' with the removal of the restriction on secondments only being 
within JUCD.  This had been a temporary change made in April 
2021 to provide a level of stability within the former CCG during the 
period leading up to the establishment of the ICB.  The 
Secondment Guidance and Procedure had also been updated to 
provide a more robust process in place for agreeing and reviewing 
secondments. 

Audit and Governance Committee APPROVED the 
Secondment Guidance and Procedure Policy. 
 

FOR CORPORATE ASSURANCE 
AG/2223/088 External Audit 

 
External Audit Plan - Month 3 Audit 
 
Andrew Cardoza reported that KPMG were not able to bring the 
three-month External Audit Plan to this meeting. However, the Plan 
had been discussed with Darran Green and his team. He explained 
that it was a timing issue, and that KPMG could not bring the Plan 
before completing the risk assessments on the file. 
 
Andrew Cardoza explained that KPMG were on target to complete 
the three-month audit, the main nine-month audit, and the MHIS 
work. 
 
Andrew Cardoza referred to an action from the last meeting from 
Keith Griffiths who had requested KPMGs views/soft 
intelligence/thoughts on the NHS landscape for next year. A set of 
slides were produced, and the following was highlighted:  
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• Digital and technology – this was not being adopted fast 
enough from their point of view. 

• Looking across the Health and Social Care landscape, there 
was much investment needed – this challenge would go on for 
many years. 

• The long-term finance and productivity targets – this needed 
more creative thinking. The consultants were working with 
several organisations regarding transformation and efficiency. 

• Demand would continue to grow and attracting, retaining, and 
training of the NHS workforce would be ongoing. 

• Integrated Care and population health management was one 
step to providing the longer-term solution – this required 
complete and radical different models of governance to make 
it work properly. 

• Regarding the pandemic, this had caused significant backlogs 
and the government wanted to push the elective care by 30% 
to pre pandemic levels with the continuing emergency demand.  
The consultants had no idea how this could be addressed at 
this moment in time, as the demand was going up so fast.  The 
providers within the system had not got the staff in place to 
deliver that.  It was also unclear whether funding would be 
available to facilitate this. 

• There was a scarcity of skills particularly at leadership level; 
there were not enough quality managers in the NHS. 

• The PLACE-based budget care puts greater focus on wrapping 
services around individuals.  This required forward and 
different thinking to ensure that happened at pace to make it 
work and more meaningful for people. 

• Prevention – how would you make this work in a system where 
people were currently fighting fires, never mind being able to 
look at the horizon. 

• Whole citizen required citizen centric approach – this was 
about outcomes and socioeconomic groups and required the 
system to improve the access and equity for healthcare. 

• Key areas were digital and technology, finance and 
productivity, attracting and retaining staff.  

• In terms of digital and technology - it was about optimising 
technology.   Using Robotic Process Automation (RPA) to do 
manual work was being reviewed, but this may also bring about 
security issues.  

• Finance and productivity - the move away from the traditional 
cost improvement model, which was not sustainable.  There 
was a need to find a different and more effective method.   

• As the ICB moved away from strategic alignment, and NHSEI 
handed down more responsibility from a governance point of 
view, how would the ICB ensure that was working across 
system partners. 

• In terms of retaining staff, strategic workforce planning was 
key. Consultants were working across several organisations to 
help with this. 

• The Population Health Management (PHM) piece was intrinsic 
to making it work.  It was about challenging and changing the 
population health needs to make it much more financially 
sustainable.  There needed to be brave and really hard 
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decisions made about where money was spent to make that 
work into the future. 

• Significant backlogs and emergency demand would be an 
issue. 

 
Keith Griffiths thanked Andrew Cardoza for this update. He 
highlighted the problem-solving culture that was needed to 
generate transformation and reported that the ICB had 4-5 
Programme Delivery Boards; he wondered whether we had done 
any OD with those colleagues around what was needed now, given 
the scale of the challenge, compared to when those people were 
put into those roles. He felt there needed to be a different lens now 
and reported that he would speak with Amanda Rawlings to see 
what we could do help support those colleagues regarding 
transformation work to help them rethink their approach to give 
better results and quicker clarity. 
 
Audit and Governance Committee thanked Andrew Cardoza 
for his update and looked forward to seeing the External Audit 
Plan at the next meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
KG 

AG/2223/089 Internal Audit 
 
Progress Report from 360 Assurance 
 
Usman Niazi presented the progress report from 360 Assurance 
and highlighted that since the last Audit and Governance 
Committee they had:  
 
• Completed the fieldwork for the NHSE mandated work on 

financial sustainability and were preparing the draft report.  
• Completed the fieldwork for Stage 1 of the work programme 

supporting the Head of Internal Audit Opinion. A draft report 
was currently being prepared.  

• Commenced the fieldwork on the Transformation and 
Efficiency audit.  

• Agreed the Terms of Reference and timing of the Governance 
and Risk Management audit.  

• Held ongoing discussions with the Executive Director of 
Corporate Affairs regarding utilisation of the allocation in the 
22/23 Internal Audit Plan for risk management workshops.  

• Monitored the Management’s response to recommendations 
made to the ICB’s predecessor organisation which remained 
relevant. 360 Assurance were pleased to report that all 
recommendations due had been implemented in a timely 
basis.  

Usman Niazi reported that following discussions with External Audit 
colleagues across its ICB client base, they were proposing to 
supplement the Financial Sustainability checklist review in the Plan 
with an audit of General Ledger and Financial Reporting controls. 
It was proposed that this review take place in Q4 and would require 
8 days to complete.  The reason for completing this work was to 
give 360 Assurance the opportunity to test controls at a slightly 
earlier stage in the process. Any issues could then be brought to 
the attention of External Audit colleagues in a timely manner.  Audit 

 

269



and Governance Committee were requested to approve this 
additional work. 
 
The Chair reported that she did not have a problem with this 
additional work. 
 
Richard Wright was interested in the transformation and efficiency 
report and asked when this would be ready.  In addition, he asked 
whether issues were raised on an ongoing basis with Keith Griffiths 
and his team during the exercise and prior to the final report?  He 
felt we had some real challenges as an ICB in this area.  He went 
on to ask whether 360 Assurance compared us with other Systems 
in their client base and whether they could highlight areas where 
we might fill in any gaps. 

Kevin Watkins responded that on the first point, 360 Assurance 
were hoping to complete the work as soon as they could, but it was 
hoped a draft report would be prepared in the next 2-3 weeks. 

It was noted that in terms of the issues that the exercise had 
identified, the ICB's finance team were aware of these from the 
discussions that had been undertaken, as was Maria Riley. 
Regarding comparison with other areas, it was noted that 360 
Assurance had done a piece of work last year looking at emerging 
transformation arrangements comparing Nottinghamshire with 
Derbyshire and highlighting differences between the two. This 
piece of work would be undertaken in other communities in the next 
year and 360 Assurance agreed to bring any shared learning from 
those reviews. 

Keith Griffiths referred to the transformation work that 360 
Assurance were doing and highlighted that the Provider 
Collaborative was now developing itself and Tamsin Hooton, who 
was MD of that group, had overall responsibility through Maria Riley 
for the Programme Delivery Boards.  He felt it would be well worth 
360 Assurance having a conversation with her as she would be 
leading on this on behalf of the System through the Provider 
Collaborative. 

Keith Griffiths reported that he was getting soft intelligence from 
people within those teams regarding what they saw their priorities 
as being, which may not be well rounded in terms of recognising all 
the ICB's challenges.  He felt it would be worthwhile getting 360 
Assurances independent view on what people on the ground 
thought about what they were doing and what their priorities were. 
That way we could have a clear script as to what we needed to 
work on; this would add more value to the report when it was finally 
produced. 

The Chair referred to the risk management workshop and asked 
Helen Dillistone for further clarity on the thinking behind this and 
where it fitted with the risk management side of things. 
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Helen Dillistone reported that the workshop was born out of a 
conversation with 360 Assurance over the last couple of weeks. It 
would form part of the programme to tie in the work that we were 
now undertaking with all the Committees regarding strategic risks 
having been agreed by the ICB Board last week.  The risks had 
now been assigned to lead Executives and Committees.  Work was 
being undertaken to populate the new BAF ready for presentation 
to the ICB Board in January. 

It was noted that we had been developing a new BAF template  
that was more intuitive and reflective of the approach that we now 
needed to take, recognising the complexity of the system and the 
importance of reflecting system assurance in that.  This was now 
ready to be issued, and one to one work with individuals was being 
undertaken ready for Committee meetings.  In support of its 
development, it was noted that 360 Assurance would have a slot 
on each of the respective Committee meetings to help position risk 
appetite and risk tolerance.  

Helen Dillistone reported that after discussions with John 
MacDonald, he might still want to work with Deloittes on the BAF, 
to help keep continuity.  In terms of the technical piece around risk 
management at Committee level, she felt the expertise that 360 
Assurance had, could help to assist conversations to develop the 
BAF.   It was noted that a schedule was to be drawn up for 360 
Assurance to attend Committee meetings over the next couple of 
months in order to do that. It was noted that members felt this would 
be useful and agreed that the timing for this was right. 

Keith Griffiths reported on a conversation at Finance and Estates 
Committee earlier this week about the risk register.  We needed to 
recognise the distinction between a risk register for a single 
organisation and a risk register for the system.  Whilst this work 
was progressing, he welcomed 360 Assurances thoughts about 
whether what we were designing was tailored to system working or 
organisational challenge.   We had some difficult things to land in 
terms of owners of risk. It was noted that people who were not part 
of the ICB, were being asked to take on the risk lead whilst being 
employed by other individual organisations.  We were finding that 
this was a psychological and accountability challenge for those 
colleagues; they were being expected to accept responsibility for 
something which was boarder than their current organisational 
remit. 

Helen Dillistone wanted to support that critical point, in essence 
what the new BAF needed to demonstrate was not to just look 
through the lens of an ICB.  The 9 strategic risks agreed at Board 
last week were to support the System. It was noted that Kevin 
Watkins, Usman Niazi and Helen Dillistone may have to regroup to 
ensure that time in the Committees was given to reflect on some of 
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the points raised to help support and drive some of those 
discussions to help with that boarder understanding of the System. 

Environmental and Sustainability Event – 6 December 2022 

Usman Niazi reported that there was to be an environmental and 
sustainability event on 6 December via MS Teams.  The event was 
aimed at Board members as well as environmental sustainability 
and climate leads across organisations.  Unfortunately, the Chair 
was unable to attend, but Richard Wright agreed to try and join for 
part of the event. 

The Chair thanked 360 Assurance for sharing the initial comparison 
of the financial sustainability responses.  She reported that it was 
interesting to see that the ICB came up with higher scores around 
Board reporting but more negative lower scores around cost 
reduction areas. She felt that this was probably a reflection of the 
work we knew we had to do around the cost reduction side of 
things. The Chair reported that she would be interested to see the 
detail of this audit when it was completed. 
 
The Audit and Governance Committee:  
 
• NOTED the Progress Report 
• APPROVED the proposed adjustment to the 2022/23 

Internal Audit Plan so that it included a separate review of 
General Ledger and Financial Reporting controls. 

 
AG/2223/090 ICB Financial Position Review – M7 

Darran Green presented the ICB financial position review for M7 
and highlighted the following: 

• This report was discussed at length at the Finance and Estates 
Committee earlier this week. 

• This paper covers the ICB as a statutory body and the ICB 
remained committed to deliver a breakeven position as at 31 
March 2023. 

• The paper sets out the YTD reported position of a £1.2m deficit 
with an unmitigated forecast outturn of £4.4m deficit. This 
forecast outturn deficit was a continued improvement from £7m 
deficit seen at M6 and £13.3m deficit seen at M5. 

• The table in Section 3 sets out the movement between M6 and 
M7.  This was a result of the ICB team reviewing assumptions 
behind the forecast outturn with budget holders.  The 
challenging of those assumptions continued. 

• Table 3.2 identified the ICB was forecasting to over deliver 
against its planned level of efficiencies for this year. However, 
as reported to SFEC earlier this week, £20m of that delivery was 
non-recurrent and the over delivery was also part of that £20m 
non-recurrent element. This was going to impact on the 
recurrent position of the ICB.  
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• This section went on to describe the pressures we were seeing 
against the plan we initially set, which were around CHC fast 
tracks, mental health and S117, and prescribing.  

• Section 4 identified the risks that we had got to the position. The 
usual challenges were around spend against CHC and 
prescribing.  

• It was noted that the running costs also reflected the increasing 
energy costs and the difficulty with recruitment. 

• It was noted that the unfunded investments line was still holding 
elements that ought to be sat within some of the providers. The 
intention was that the risks of those things would sit with 
individual organisations next year and not be held centrally. 

• Darran Green reported that we would be doing a much more 
robust planning process and distribution of resources which 
would meant the ICB would not hold anything like that going into 
next year. 

• Keith Griffiths reported that when we achieved breakeven, we 
would not have only balanced the ICB's books, but we would 
also have contributed towards the system shortfall, and we 
would continue to do everything we could to ensure the ICB was 
in the best possible position to support the broader system 
challenges.   

• Keith Griffiths reported on the consequences of the current 
economic environment. Healthcare organisations, including 
hospices were coming to the ICB looking for financial support so 
they could remain viable. When organisations providing frontline 
care like hospices were asking for financial support, it was a very 
difficult, ethical, and commercial complex set of values and 
issues that were having to work with.  The last thing we wanted 
was hospices to close, because they provided a massive 
amount of support to the families and provided help with 
discharges from hospitals.  Hospices were seeing their costs 
spiral because of energy and seeing their income fall because 
people did not have to cash to spend in their charity shops or to 
support and donate.  

• It was noted that people felt the ICB and/or NHS were the 
organisations to seek help from for some of the national 
problems that we were currently seeing across the country. We 
did not hold any reserves to deal with those kinds of things and 
neither could we walk away. We needed to be diplomatic around 
how we find solutions to some of those things. It was felt this was 
going to be a continuing challenge for the next couple of years.  

• It was not just hospices; other partners were facing significant 
financial challenges that needed to stay solvent to provide the 
care that we needed for our citizens.  It was noted, unfortunately, 
we did not have the money to support them. 

• Dr Dhadda asked how we encapsulate the risk around the cost 
of inflation and the impact it was going to have on our System.  
With inflation running at around 11% this would add cost 
pressure to all service providers.  The risk was that some 
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providers may have to start cutting back on services to meet that 
cost. 

• Darran Green responded that we reported on a regular basis to 
NHSEI as a System on the impact of inflation and how that was 
changing on a monthly basis, and details of this were contained 
within the report that went to SFEC. 

• Dr Dhadda reported from a primary care perspective, practices 
were looking at £50-70k of cost pressures, it would not be long 
before practices would need to start cutting back on services at 
a time when we needed full engagement from System partners.  
If we had 1-2 years of this, that could do significant damage in 
terms of engagement with our System partners and the ability to 
deliver the agenda over the next 12-18 months. 

• Keith Griffiths explained that we reported openly on what the 
cost of inflation was doing in our reports. We may need to add in 
the risk that was bubbling away behind the scenes, that we could 
not quantify, but recognising that it could come from other 
sectors. 

• It was noted that there had been a discussion on Monday 
evening with Amanda Pritchard and Julian Kelly, and the 
inference from that was that we were to plan for a 4.1% inflation 
for 2023-24. That was a lot less than the 11% we were currently 
experiencing.  

• Even if we get funded for the 4%, which was more than what we 
had received in the past, there would still potentially be a 
significant problem throughout 2023-24.  We needed to wait and 
see what the formal allocation told us around additional support 
in year if inflation continued. Keith Griffiths reported that he 
needed to be calling this out now publicly, as it might impact on 
the decisions that we had to make collegiately to stand still. 

• Darran Green reported that the System was reporting a £35m 
challenge between now and the end of the year to deliver 
breakeven.  We were clear that an element of that was unfunded 
inflation, unfunded Covid and a more technical issue regarding 
funding to one of our providers.  It was noted that we were 
making it clear to NHSEI that there were things behind our 
position that we were trying to mitigate, but that none of those 
cost pressures were in our initial plan and we were trying as best 
as we could to mitigate them and deliver a breakeven position. 

 
The Audit Committee NOTED the M7 ICB Financial Position. 
 

AG/2223/091 Board Assurance Framework Update 
 
Helen Dillistone reported that on 17th November the Board 
approved the ICB’s proposed strategic risks, work would 
commence with the Executive risk owners and relevant 
Committees to develop and populate the Board Assurance 
Framework. This would also involve engaging with key system 
leads and system groups who would also have an important role to 
play to support the management of the strategic risks.   
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A fully populated BAF would be reported to the public ICB Board 
on the 19th January 2023. The BAF would be reported quarterly to 
the ICB board thereafter, and as work continued to develop on the 
strategy, the strategic objectives may therefore be further refined 
to reflect any changes.  
 
It was noted earlier in this meeting, that 360 Assurance would be 
offering support to Committees to help with risk registers.  Linked 
to that, but separately presented, was the ICB Operational Risk 
Register, where we had a number of risks that were ICB focused 
as an organisation in its own right, which accompanied and 
complemented the BAF.  
 
The Audit and Governance Committee NOTED the process of 
the development, future monitoring, and reporting 
arrangements of the Board Assurance Framework. 
 

AG/2223/092 ICB Risk Register Report – October 2022 
 
Chrissy Tucker presented the ICB Risk Register Report to October 
2022 and highlighted the following: 
 
• The report this month had been streamlined and simplified.  
• The report described three risks No 04, 12 and 14 that were 

approved virtually for closure on 9 November 2022. 
• This Committee was now responsible for 5 risks on the ICB 

corporate risk register. 
• There was one high scoring risk, No 15, which was about the 

capacity to manage workload arising from the delegation of 
functions to the ICB.  That score remained at 16 as the work was 
still in progress to understand what impact this was going to have 
on the ICB.  

• To add to this risk, since this paper was written, we had become 
aware that other ICB's had also volunteered to act as hosts as 
well as Nottingham. It was noted that we intended to amend the 
wording of that risk for next time. It was noted that there had 
been a CEO discussion in December, and we may have a 
confirmed host by the time this Committee met again.  

• We had 4 remaining risks that were the responsibility of this 
Committee none of which had changed this month.  

• Risk 5 was around EPRR capacity and preparedness for CAT1 
responsibilities, this remained at a score of 12. The new head of 
EPRR had joined us this month, Chris Leach, and he would be 
putting together a programme of work to get us exactly in the 
right position for CAT1. As a result, we were not ready to reduce 
this score yet.  

• Risk 7 related to the secure and consistent storage of staff files, 
this had been on the register for a while. It was noted that we 
had a plan developed and were trying to work out how we could 
get the capacity together to implement that plan.  

• Risk 11 related to sustainability, this remained at a score of 9.  It 
was noted that we should start to see a reduction in this risk once 
we made some headway towards the targets in our green plan 
for 2022-23. 
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• Risk 16 related to potential staff anxiety and wellbeing relating 
to the transition into an ICB. There was continued promotion of 
supporting mental health and staff looking after themselves and 
various well-being activities.  It was noted that structures were 
being reviewed and that could cause some uncertainty for staff, 
as a result that score would not be reduced yet.  

• The Chair reported that she was happy with the style of this 
report but had a query on Risk 11 about the green plan.  She 
had reviewed the forward plan for this Committee but could not 
see anything which indicated that the green plan was being 
scheduled for discussion.  She asked whether the green plan 
could be added as one of our deep dives to see how we were 
progressing. Chrissy Tucker agreed to get this scheduled on the 
planner. 

• The Chair was happy to close the risks that had been identified 
for closure. 

 
The Audit and Governance Committee: 
 
• RECEIVED the risks responsible to the Committee 
• NOTED the virtual approval received for the CLOSURE of 

Risks 04, 12 and 14. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
CT 

AG/2223/093 Emergency Planning Resilience & Response (EPRR) Update 
 
EPRR Core Standards Self- Assessment 2022 

Chris Leach presented EPRR Core Standards Self-Assessment 
2022 report and highlighted the following: 

• This had been a slightly longer process than in previous years. 
• There had been a lot more challenge from NHSE regarding the 

information and data we needed to provide, not only from us but 
also our providers. 

• Derby and Derbyshire ICB would come out as being non-
compliant this year against the core standards.  We needed to 
become compliant on 6 more standards to move up to partial 
compliant status. 

• We would work with NHSE over the next year to make sure our 
own resilience could be upgraded. 

• Some of our providers status had also changed and they had 
dropped down standards where normally they would have 
achieved green status.  

• Providers would be taking part in a piece of work as a System 
over the next 12 months to get them to the status they needed 
to be. 

• Chris Leach would be working closely with one of our providers 
who was, unfortunately, going to attain non-compliant for the 
second year running.  This would be managed by the Local 
Health Resilience Partnership (LHRP) chaired by Dr Weiner, the 
Accountable Emergency Officer, to help improve their status. 

• The Chair asked whether this ICB was an outlier for being non-
compliant on this self-assessment. 
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• Chris Leach reported that it was a fairly standard position across 
the board for most ICBs.  Some were non-compliant or only 
partially compliant. 

• Chris Leach reported that there were 6 standards that he felt 
would be quick wins for the ICB, but the other standards may 
take slightly longer.   

• It was noted that the entire work plan for this year would be very 
holistic in its nature. There were also other pieces of work that 
were not necessarily linked into the core standards that were 
critical for us to tie into the CAT1 status.  

• Chris Leach reported that he would bring the work plan to the 
next Committee meeting, which would show very clear time 
scales.  He added that theoretically we would have done them 
all by the next time core standards comes round, but he wanted 
to err on the side of caution stating that there were some which 
would take a little bit longer to embed in the organisation and the 
System. 

 
Business Continuity – Power Outage and Industrial Action 

Chris Leach highlighted the following: 

• There had been extensive work done nationally regarding 
preparations for power outages. 

• Providers had now submitted information requested by NHSE, 
and the ICB had also assessed this information. It was noted that 
a few actions were still open, and these were being worked on 
in relation to community resilience eg patients on dialysis 
machines at home.  We needed to ensure that these patients 
were known and that we could keep these patients at home in 
the event of power outages. 

• The ICB were meeting weekly with providers and an action log 
was being kept open to manage these potential events. 

• We had done a deep dive into our resilience for electrical outage 
for the ICB.  It was important to ensure that the IT servers were 
running so that staff could access what they needed.  NECs had 
a very resilient plan for this, and it was noted that we had multiple 
servers in multiple areas of the country, and it was unlikely that 
we would be affected by the loss of service due to power outages 
and we would be able to continue working as an ICB. 

• Regarding possible industrial action, weekly meetings had been 
arranged to review preparation for industrial action across 
Derbyshire.  A submission was due to NHSE and the ICB next 
Monday detailing our preparedness. 

 
Operational (System) Control Centres 
Chris Leach highlighted the following: 
 
• We were currently working with the UEC team to ensure we had 

an Operational Control Centre from 1 December. 

277



• This was to ensure that we could manage escalated activity, and 
if need be, understand whether we needed to escalate into a 
critical and/or a major incident. 

• We were working with the UEC team to ensure that we could 
respond to an EPRR incident with this system in place. 

• The control centre would work 8am-8pm 365 days a year with 
very senior oversight. 

• It was noted that this approach had come about from the learning 
during Covid. 

 
Operation Arctic Willow 
 
Chris Leach highlighted the following: 
• Arctic Willow was briefly linked to industrial action and utility 

disruption and was a facilitated tabletop exercise across the UK. 
• We were expected to have delivered on this a couple of weeks 

ago, but due to a national flooding exercise, region have had to 
rethink how we deliver it. 

• Next Wednesday, Thursday and Friday we would be holding 1½ 
hour sessions with each of the providers, in a facilitated session, 
the exercise pack sent to ICBs and then feeding back to NHSE. 

• It was noted that the scenarios were useful from a business 
continuity perspective. Learning that we get from our providers 
would be used to dictate our health emergency system planning 
approach to build what we do with our emergency planning 
officers across the patch and to deliver the business continuity 
piece of work. 

 
Incident Response Plan 
Chris Leach reported that the Incident Response Plan was meant 
to come to this Committee for sign off. However, following 
reassessment there were several aspects that were still missing 
out of it for the CAT1 status.   The Plan had now gone out for 
comment today across the on-call team that would be using it, and 
to the provider emergency planning officers, as it was also a system 
plan. The Plan would be brought to the next Committee meeting for 
sign off, as it would have gone through the consultation by that 
point. 
 
Audit and Governance Committee thanked Chris Leach for his 
comprehensive update. 

AG/2223/094 Information Governance Assurance Report 

Ged Connolly-Thompson presented the Information Governance 
Assurance report and highlighted the following: 

• The purpose of this report was to provide assurance to 
Committee that the IG function of the organisation operated 
effectively regarding communication of key decisions/reporting 
of issues. 

• Decisions made at the recent Information Governance 
Assurance Forum were to review and revise the role of 
Information Asset Owners, and Information Asset Administrators 
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within the organisation.  The IG team was currently pulling an 
SOP together and once agreed would be presented to SLT for 
approval.  

• It was noted that training courses would be reviewed, and we 
were looking to outsource to supplement some in-house training 
to ensure that appropriate support was in place. 

• This would also pick up some of the assurance role by Helen 
Dillistone as SIRO, around the leavers/joiner's process, together 
with things around shared mailboxes, and access to resources. 

• In the more complex world of NHS mail and Office 365 there was 
a lot of work needed to be done in relation to understanding the 
risks around that.  

• Some of our data was stored on NECs infrastructure, but some 
was now held in the cloud and in other organisations.  Work was 
being done to ensure that appropriate access was given, and 
inappropriate access removed as people moved roles within the 
System or left the organisation.  

• This work tied in closely with the ICB's responsibility under the 
data security protection toolkit, as a result IG teams would be 
supporting data mapping exercises, access to shared resources, 
etc. 

• The IG team would also be supporting the new Data Protection 
Officer and the Deputy Data Protection Officer.  

• As with the CCG, the IG team would undertake the investigation. 
and do a lot of the background work and present a case to Keith 
Griffiths as DPO and to Darren Green as Deputy DPO 
respectively and ensure that the DPO, SIRO and Caldicott 
Guardian had oversight in line with their responsibilities within 
the organisation.  

• We were also linking in with the DSPT; the audit criteria had 
been released and the team had contacted 360 Assurance to 
start those initial conversations.  

• We were assured that our NECs IT provider were able to meet 
the CAT1 requirements.  We had reviewed those with them, and 
we were assured that there should be no outstanding issues 
from that respect.  

• It was noted that the team continued to be involved in ICS work, 
regional and national meetings.  They were there to represent 
the ICB, horizon scan and feed information back to the 
appropriate people within the ICB and the wider system. 

• Local Authority Data Access:  It was noted that the forum 
discussed the recent communications from NHSEI regarding 
Local Authorities having the same rights of access as the ICB to 
data from the NECS DSCRO service. Rather than having a 
separate agreement with NECS, the ICB would look to support 
an extension of their existing contract to incorporate Local 
Authorities, as this would be more cost effective for the System 
and remove duplication of effort. 
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• The forum agreed the ICB would seek to extend their contract, 
pending discussions with the ICS data group and identification 
of data requirements from Local Authorities. 

• Regarding mandatory training, Data Security Awareness (Level 
1) Training fulfils the requirements in relation to the Data Security 
Protection Toolkit and gives a level of understanding of 
responsibilities relating to data security. The ICB was required 
to meet the percentage of 95% of all staff trained for the period 
1st July 2022 to 30th June 2023. 

• The IG Team received a monthly training report from ESR so 
that training compliance could be monitored throughout the year.   

• Keith Griffiths reported that he thought from memory we were 
about 75% met, but that meant one in four of our colleagues 
were not compliant with mandatory training.  The definition of 
mandatory was everyone. 

• We required some polite messaging to staff from HR regarding 
the importance of mandatory training. 

• Keith Griffiths reported that there would be some financial 
training coming out in due course which would also be branded 
as mandatory training. 

 
The Audit and Governance Committee NOTED the Information 
Governance update for August to October 2022.     

AG/2223/095 Digital and Cyber Security Report 

Ged Connolly-Thompson presented the Digital and Cyber Security 
report and highlighted the following: 

• The ICB remained assured on the quality of services that NECs 
were providing to primary care and corporate services. 

• At the Contract Management Board yesterday, NECs had 
achieved all but one of their 12 KPIs with reasonable 
justification presented, which was a much-improved picture 
than 12-18 months ago. 

• The network and connected services remained stable.  
October saw a marked increase in attempts of web downloads. 
There had some issues with Microsoft Edge Web browser 
trying to download executables. But it was reassuring to know 
that this was addressed, and no one was able to install 
executable applications onto our devices.  

• Previously ICB's deployed Cisco ICE which was used to look 
for ghost equipment on the network. We had a very extensive 
wide network across our primary care and that was linked into 
our corporate network.  This gives us numerous attack vectors 
where people could put devices on the network and could use 
those for malevolent purposes.  

• Cisco ICE was looking across the network and identifying any 
kind of items that should not be there and that would then start 
a conversation with primary care, PCNs and corporate 
colleagues if anything was found. 
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• The team has sought assurance from NECs that no services 
would be affected because of this, and Communications 
Directorate would inform people what we were doing. We 
needed people to understand, that they were part of our cyber 
defence.  

• It was noted that there was an ongoing programme of work 
across corporate and primary care to address legacy issues 
with access to NHS mail accounts. There was an increasing 
number of cloud-based services attached to NHS mail, it was 
no longer simply a mail account, there was all kinds of Office 
365 and other access on the back of that. These could present 
additional attack vectors into the organisation.  

• The teams were working with HR, NECs, ICB and GP practices 
to move accounts into NHS mail containers to close accounts 
or to support organisations setting up their own containers 
within NHS mail.  

• Assurances had been given that this would not affect any 
service delivery. But there were timescales to manage this 
process, it was something like six weeks to three months for 
organisations to move, with a multiple of 7-9 contacts on the 
NECs service desk to ensure what was expected of them. 

• Any accounts that did not respond would be closed and put 
through the levers process.  

• It was noted that we had received two complaints so far from 
primary care, that was predominantly around the literature and 
having to redo their literature. They had been an extension of 
between 3-6 months, so they had time to update all their 
information. We would then make sure their current account 
still worked as we transitioned across into the amended one.  

• This work had seen the release of a number of Office licenses 
back into the pool, which had given an £11k saving.  

• From an estates perspective the team were supporting hybrid 
working and working from home together with occupational 
health issues. We were in the process of procuring more 
equipment to make more desks usable at HQ sites and we 
were also responding to occupational health requests for 
people with adaptive devices and other things that helped them 
to either work at home or in the office.  

• From a transformation perspective, the team continued to work 
on projects at a local and regional level.  We were collaborating 
with Notts County Council and Department of Culture, Media, 
and Sport on the Gigabit broadband programme.  We were 
looking to deliver improved access speeds to 25 of our rural 
GP practices and this should save us around £30k per site, an 
investment of £750k, which the ICB did not have to find 
because the money was coming from other areas.  

• It was noted that about a quarter of our estate that was already 
up to speed.  That did not mean to say that those in urban areas 
were going to be going to be left out. The ICB had committed 
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to install Gigabit ethernet in all our sites and we would continue 
to increase bandwidth as and when required.  

• GP IT resilience funding would use to make sure that there was 
appropriate connectivity into practice sites. 

• An update regarding the Derbyshire Pathfinder application was 
given. It was noted that the investment that had been made in 
the core infrastructure would give us opportunities in other 
areas.  

• The notable one was Lister House Surgery.  The contact from 
the community there had reported that online consultation (the 
submission of forms to Lister House Surgery in the PCN), did 
not work for 40% of the community.  English was not their first 
language, and even for those for whom English was their first 
language, the literacy, and the complications together with the 
complexity of the system did not work.  

• It was noted that we had been asked by the community to enter 
into a co- development opportunity, and we had done that. 

• We had spoken to the developers of Derbyshire Pathfinder, 
and they were putting a couple of project managers and a 
business analysist in to sit down with the community to see how 
we could work with them. 

• It was not only about investment in technology, but also about 
looking at other applications and where we could start to 
maximise the return and utilise what we already had. 

• A conversation had taken place yesterday with primary care 
leadership group around budgetary constraints, we were not 
looking to remove functionality and would ensure they had the 
same access experienced during the pandemic, but we would 
need to look at scale across primary care.  

• It was expected that there would be some potential issues with 
that, and we were going through a quality impact assessment 
on all the options that we were presenting, and they would be 
taken through appropriate Boards and Committees to reach a 
consensus, and in line with LMC and the ICB working together. 

• Dr Dhadda asked whether we had any PCN level data in terms 
of uptake and usage of the Derbyshire Pathfinder.  He 
understood some practices used it very sparingly, but he found 
it to be a very useful clinical tool, which he enjoyed using. 

• Ged Connolly-Thompson reported that we did not have any 
data on this unfortunately. 

• Dr Dhadda felt that practices did not realise the potential of 
Derbyshire Pathfinder.  He found it very easy to use and was 
time effective. 

• The Chair asked whether we had links into practice training 
time through the PCNs to make sure that they were fully aware 
of potential benefits of using all the systems that were 
available. 

• It was noted that we were starting to move into training needs 
analysis work, and we were trying to reach out to practices to 
give them an idea of what could be provided. 
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• The ICB continued to document additional uses for this 
application and component elements, it was the intention to 
present to the ICS Data & Digital Board and ICS Design 
Authority to share learning and gather further use cases. 

 
The Audit and Governance Committee NOTED the Digital and 
Cyber Security Report. 

FOR INFORMATION 
AG/2223/096 ICB Estates Update 

 
Chrissy Tucker highlighted the following: 
• As stated, at the last meeting, the ICB had now moved to Green 

Phase 2 of the hybrid working model. 
• Members of staff had been asked to come onto site on average 

2 days per week. 
• The review of estate was underway. 
• A staff survey had been undertaken with a view to obtain views 

of what staff thought were important factors in the working 
environment with a view to looking at potential savings. 

• It had been agreed that notice would be given on 1st floor east 
space at Cardinal Square.  This space was divided into office 
space and meeting rooms.  Notice would be given on this space 
next week. 

• There were two safe-haven offices on that 1st floor east, and we 
would be looking to re-provide these two offices on either 1st floor 
north or the ground floor. 

• There had been no formal review of the accommodation at 
Scarsdale yet.  Desk bookings via the booking app were being 
reviewed to see if there were any specific rooms that we 
currently occupied that could potentially be released to other 
tenants in the building. 

Audit and Governance Committee thanked Chrissy Tucker for 
the ICB Estates update. 

 

AG/2223/097 Non-Clinical Adverse Incidents 
 
Chrissy Tucker reported that there had been no non-clinical 
adverse incidents to report.  However, we were preparing for a 
variety of potential events that may happen in the future such as 
strikes, or adverse winter weather events etc. 
 
Audit and Governance Committee thanked Chrissy Tucker 
for this update.  

 

MINUTES AND MATTERS ARISING 
AG/2223/098 Minutes from the Audit and Governance Committee meeting 

held on 27 October 2022 
 
The minutes from the meeting held on 27 October 2022 were 
agreed as a true and accurate record of the meeting. 

 

AG/2223/099 Action Log from the Audit Committee meeting held on 27 
October 2022. 
 
The action log was reviewed and updated during the meeting. 

 

CLOSING ITEMS 
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AG/2223/100 Forward Planner 
 
Deep Dive - Derbyshire Green Plan to be scheduled on the planner. 
 
The Audit and Governance Committee ACCEPTED the 
Forward Planner. 

 
 
CT 

AG/2223/102 Any Other Business 
 
There was no further business. 

 

AG/2223/103 Assurance Questions 
 
• Has the Committee been attended by all relevant Executive 

Directors and Senior Managers for assurance purposes? 
Yes. 

 
• Were the papers presented to the Committee of an appropriate 

professional standard, did they incorporate detailed reports with 
sufficient factual information and clear recommendations? 
Yes. 

 
• Were papers that have already been reported on at another 

committee presented to you in a summary form? Yes. 
 
• Was the content of the papers suitable and appropriate for the 

public domain? Yes 
 
• Were the papers sent to Committee members at least 5 working 

days in advance of the meeting to allow for the review of papers 
for assurance purposes? Yes. 

 
• Does the Committee wish to deep dive any area on the 

agenda, in more detail at the next meeting, or through a 
separate meeting with an Executive Director in advance of the 
next scheduled meeting? Yes, Green Plan to be scheduled. 

 
• What recommendations do the Committee want to make to the 

ICB Board following the assurance process at today’s 
Committee meeting?   
 
HR policies were approved. 
Change in Audit Plan 
Expected EPPR self-assessment to be non-compliant, but 
there were plans in place to move this forward. 
Assurances received regarding IG and digital 
Mandatory training – importance to be flagged to staff. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DATE AND TIME OF NEXT MEETING 
Date: Thursday 22 December 2022 
Time: 2.00PM 
Venue: MS Teams 

 
Signed: ………………………………………………………  Dated: …………………………….. 
  (Chair) 
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RATIFIED MINUTES OF THE ICB PEOPLE & CULTURE COMMITTEE (ICB PCC) 

HELD ON WEDNESDAY 07 SEPTEMBER 2022, VIA MICROSOFT TEAMS, 0900-1100 

 
Present: 
Gildea, Margaret MG ICB Non-Executive Manager and Chair of ICB PCC and 

Non-Executive Director DCHS 
Bayley, Susie SB General Practice Taskforce Derbyshire – Medical 

Director 
Blackwell, Penelope PB Place Board Chair and NHS Derby and Derbyshire CCG 

Governing Body GP 
Burnett, Kaye KB DCHS Non-Executive Director and Chair of PCC 
Dawson, Janet  NED DCHS and Chair of PCC 
Garnett, Linda LG Programme Director, People Services Collaborative 
Knibbs, Ralph RK DHFT Non-Executive Director and Chair of PCC 
Lowe, Jaki JL DHFT Director of People & Inclusion 
Moore, Liz LM Derby City Council, Head of HR 
Rawlings, Amanda AR ICB and UHDB Chief People Officer  
Sharma, Vijay VS EMAS, Non-Executive Director 
In Attendance: 
Booth, Lorraine LB Derbyshire County Council Head of HR Operations – on 

behalf of Emma Crapper / Jen Skila 
Bradley, Faye FB CRH Interim Deputy Director of HR & OD – on behalf of 

Caroline Wade 
Cooke, Nancy NC ICB System Workforce Planning Lead 
Cooper, Helen HC DCHS Deputy Director of People Services and 

Organisational Effectiveness – on behalf of Darren 
Tidmarsh 

Spray, Susan  JUCD Programme Lead – on behalf of Beverley Smith  
Thompson, Helen HT Executive Assistant to Amanda Rawlings 
Apologies: 
Crapper, Emma EC Derbyshire County Council, Director of OD and Policy 
Dhadda, Bukhtawar BD NHS Derby and Derbyshire CCG, Non-Executive 

Director and ICB Non-Executive Member Quality & 
Performance 

Gulliver, Kerry KG EMAS, Director of Human Resources & Organisational 
Development 

Smith, Beverley BS NHS Derby and Derbyshire CCG, Director of Corporate 
Strategy & Development 

Street, Joy JS UHDB Non-Executive Director and Chair of PCC 
Tidmarsh, Darren DT DCHS Chief People Officer / Deputy Chief Executive 
Wade, Caroline CW CRH Director of HR & OD 
Wight, Jeremy JW CRH Non-Executive Director and Chair of PCC 

  

Item No. Item Action 
PCC/2223/14 Welcome, introductions and apologies 

Attendees were welcomed to the meeting, introductions were made 
and apologies were noted as above. 
 

 

PCC/2223/15 Confirmation of quoracy 
The meeting was confirmed as quorate. 
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PCC/2223/16 Declarations of Interest 

MG reminded committee members of their obligation to declare any 
interest they may have on any issues arising at committee 
meetings which might conflict with the business of the ICB. 
 
No declarations were made at this meeting. 
 

 

FOR DECISION 
PCC/2223/17 ICB People & Culture Committee Terms of Reference (ToR) 

ICB PCC noted that draft ToR had been submitted to the inaugural 
ICB PCC meeting held on 17 June 2022.  Committee members 
provided very helpful and comprehensive feedback and with the 
help of the ICB governance team, the ToR were refreshed and 
circulated via email on 21 August 2022 for further comments.   
 
RK suggested that it would be helpful to list the 10 people functions 
for the ICS within the ToR to show the clear boundaries of the 
committee.  AR agreed to amend. 
 
Subject to the amendment above, the ICB PCC APPROVED the 
terms of reference.  
 

 
 
 
 
 
 
 
 
 
AR 

PEOPLE PERFORMANCE 
PCC/2223/18 Workforce Oversight, including annual plan and agency spend 

target 
ICB PCC received the report which provided a summary of the 
Derbyshire workforce position along with agency staffing targets, 
including detailed information to describe the current trajectory 
against the plan and the associated challenges with achieving the 
plan.  
 
ICB PCC was informed that each NHS provider has been required 
to submit a workforce plan on an annual basis. In previous years 
there has been little focus on this plan whereas this year there is 
an expectation to triangulate the system workforce plan with 
finances and activity. This approach is good practice that we strive 
to achieve. However, it is proving difficult to deliver this year due to 
the financial cost envelope associated with the ICB submitting a 
plan to achieve a balanced budget.   
 
ICB PCC were informed that with regard to agency spend, ICBs 
are expected to achieve a cost saving of at least 10% on their 
agency spend from the previous year.  JUCDs target equates to a 
32% reduction on the previous year’s figures. 
 
ICB PCC were asked to receive the workforce plan for JUCD and 
month 4 agency expenditure/annual target, understand the current 
pressures and associated actions being undertaken within 
individual providers and the wider system partners and discuss the 
role of the PCC in overseeing the workforce plan. 
 
ICB PCC discussed strategic objectives of retention and growing 
establishments and noted that extensive recruitment will be 
required.  AR confirmed that following a recent regional meeting, 
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the Midlands region is short of what submitted, retention is a big 
issue, and the supply gap is enormous.  Vacancies nationally sit at 
around 13,000 which does not include local authorities or social 
care.  AR advised that there is huge expectation that will not meet 
targets by the end of the year due to workforce supply.  This is why 
a national workforce strategy is required around workforce supply 
is required and hopefully underway. 
 
ICB PCC were advised that will be appointing a system recruitment 
lead, as have been given national funding to employ someone for 
a year to assist on retention strategies. The retention strategy will 
be across all professions, pathways and organisational boundaries 
etc.  A suggestion was made to utilise multidisciplinary leads across 
the system to obtain information and to assist understanding on 
what needs to be done and what they can do to help.  
 
FB noted that it is the hard to recruit posts rather than the retention 
side that is creating most of the issues. For example, there are 
some really key medical posts where they are considered a 
shortage occupation which are the ongoing challenge in certain 
areas, e.g. ED, Urology, Microbiology. 
 
HC highlighted that one of the important things to note is that are 
not recruiting to attrition as a system, and so regardless of broader 
targets to grow our own workforce in the plan, the fact that there 
are more people leaving than people coming in is a real challenge.  
This is one of the first things that needs to be addressed through 
recruitment campaigns. 
 
AR confirmed that there is a national steer on what the retention 
leads need to do, but would also look at this as being a co-creation 
and co-involvement across the whole system around what works, 
what doesn’t work and what works in different settings, different 
professions etc. and needs to be clinically led.  The post will be 
advertised amongst our own system in the first instance. ICB PCC 
were informed that due to the time it will take to recruit the system 
lead and then for the lead to commence engagement, may 
potentially not see much in the ways of results this year.  A 
suggestion was made to obtain feedback from the multidisciplinary 
leads prior to the retention lead commencing in post. 
 
JL noted that the retention lead will be helpful, but also noted that 
alignment of recruitment and retention work is already underway, 
led by Beverley Smith and assured ICB PCC that are not waiting 
for the retention lead post before anything is done.  Examples were 
given of opportunities where roles and be created that can be used 
across the system, and also not thinking about issues with 
workforce on just an organisational level but as a system challenge 
and focussing on those things which will make the biggest impact 
on the bottom line position here this year. 
 
JD noted that in some cases the workforce is there, but is working 
for agencies or on various banks.  The challenge should be on how 
creative is the NHS being about trying to take people out of 
agencies and is enough being done to make the NHS a competitor 
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with agencies by offering the flexibility that agencies can offer.  AR 
agreed this was a good suggestion, e.g. how do we look at the 
different categories of workforce and what might need to be done 
differently.  AR agreed to take away to review.   MG noted that does 
go back to third strategic aim of trying to move people from agency 
to bank, if not into permanent roles.   
 
KB noted the opportunities to work as a system and really focussing 
on hotspot areas and sharing best practice. KB also noted the age 
profile of organisations and the significant numbers of people who 
are looking to retire or go part time and noted the need to ensure 
the right ‘stay’ conversations are taking place across the board.  
The quality of conversations that managers are having with their 
staff is critical, and so equipping people with the skills to have really 
person centred conversations to understand what is happening and 
the link into leadership development is key. 
 
MG noted items from the meeting chat as follows :- 
 

• Reflection on the bank versus substantive and how valuable 
that might be looking at different rotas for portfolio careers 
which feeds into the flexibility point.   

• Idea that if we look at how much of our agency spend on 
medical staff could come from bringing them in, that would 
spark some fresh thinking and then a lot about sharing.   

• Retention is the key and working as a system offers great 
opportunities to make this work. There are key areas of 
focus in terms of specific professions/specialties, and also 
less than 2 years' service and the age profile of our 
workforce. Link to health and wellbeing is critical! 

 Would be useful to track the results of the retention 
framework, and to see how the interventions make a 
difference 

 
In respect of improving agency spend, HC confirmed that all ICS 
were written to at start of the year indicating that there was a 
national expectation to reduce agency expenditure by at least 10% 
with a stretch target of 30% on the previous year.  As a system, 
Derbyshire were given a target of 32%.  HC advised that 
unfortunately are unable to change that target now and that 
equates to a target for the system of £22.4m.  HC explained that at 
the end of month, have spent £12,000 and coming up to £13,000, 
so over half before reached the winter period, so obviously this is a 
real cause for concern.  However, are tracking positively against 
expenditure last year, so would be on trend to come in similarly to 
spend of last year.  HC advised will continue to review and track at 
both the 10% and 32% to review progress. 
 
KB queried what the implications would be for the ICB if targets are 
not met and to achieve the target what would be implications be for 
the system and for the sovereign organisations.  MG noted that are 
not clear what implications would be for the system.  MB advised 
would need to escalate the people element of this to the ICB. 
 
MG summaried discussions as follows :- 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MG 
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 There appears to be a good handle on data which is 

encouraging, particularly the health part of the system. 
 There is a genuine willingness for people across the system 

to think we could do more by working together as a system. 
 There are already examples of good practice and it must be 

quicker to build on things that already doing than it is to start 
rethinking and reinventing. 

 
AR advised of a System Planning Time Out taking place on 
16/09/22 involving system CFOs, COOs, CPOs and Strategy 
Leads to look at what can do between now and year end with this 
submission, and also the relationship between our finance and 
activity plans to see what can recover and do differently and then 
to revamp the process of how this is done in short term and long 
term as will be asked to do another annual plan. 
 
AR also advised that HEE and NHSE are going through an 
integration process.  There are around 5000 people in HEE and 
approximately 800 in the People Directorate and have indicated 
approximately 30-40% less staff through this process.  AR 
explained that are working on something called an operating 
model, which will be what is done at centre, region, ICB and trust 
level and are consulting on that.  Consultation sessions are also 
taking place with CEOs and CPOs, 
 
AR explained that running in parallel to the whole restructure and 
operating framework is also the development of a workforce plan 
at national level.  Was called a strategy but will now be a plan.  It is 
out for 10 years but it is all around strategic intent.  Will possibly not 
have numbers attached to it in the first round.  The plan will have 
four sections; transforming roles; workforce supply; education 
reform, and staff experience including pay terms and conditions.  
AR noted that the plan should come out in early October and will 
then start to think of our system response and system plan.  AR 
advised that at present it is health centric but believe the ICB plan 
must be much broader around who we are as an ICS and that 
includes in our future workforce planning and submissions.  There 
is a broader supply issue for all of our parterns and how we work 
jointly together.  AR noted intention to take what comes out 
nationally and work with all colleagues to understand that and what 
that means for Derbyshire.  Will also expand that to include what it 
means for our system and all partners and beyond just the health 
remit. 
 
ICB PCC noted the report and actions as above. 
 

WORK PROGRAMMES UPDATES 
PCC/2223/19 People Services Collaborative 7x5 Work Programme Update 

ICB PCC were reminded that NHS HRDs had agreed to focus on 
seven areas of focus with five priorities to support ‘One Workforce’.  
The seven focus areas included:- 
 Workforce Intelligence & Planning 
 Resourcing & Recruitment 
 Workforce Development & Transformation 
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 Digital & Data / Information 
 Leadership / Management Development & Talent 

Management 
 Equality, Diversity & Inclusion 
 Health & Wellbeing 

 
ICB PCC were reminded of the 5 top priorities for 2022:- 
 Develop a collaborative recruitment and resourcing hub. 
 Develop a JUCD induction programme – local 

organisational inductions to continue. 
 System wide aligned mandatory training (embedded into 

passport) include the training required for the care sector. 
 Commence HR / people management policy alignment. 
 Envolve our MOU to enable effective movement of people 

across the system. 
 
ICB PCC received updates update as at September 2022 on 
progress with the workstreams, as outlined in the papers. 
 
In response to a query, JL confirmed that work on ICS networks will 
be led by the networks themselves and EDI objectives have been 
embedded into all of the 7 focus areas.   
 
AR confirmed assurance that colleagues are working as hard as 
can on the focus areas. 
 
ICB PCC noted the report. 
 

PCC/2223/20 Project Derbyshire – Digital Work Programme 
ICB PCC were advised that as a member of the National Workforce 
solutions programme (replacement for ESR by 2025), AR 
confirmed that following a request, supported has been agreed for 
Derbyshire to develop digital road map and to help Derbyshire to 
be ready for the replacement ESR system.  Expert support has 
been secured from the NHS Business Authority, for two years, to 
develop the ‘as is’ and a road map to transform the people digital 
space across the Derbyshire ICS. 
 
ICB PCC received slides which presented; introduction, strategic 
context, drivers, outputs, scope, resources – technical, resources 
– project plus and next steps. 
 
In response to a query, AR confirmed that the system will be 
procured nationally and will be a brand new system, which is 
currently out for tender. Further information will be provided as and 
when known.  Unfortunately AR confirmed that the rostering system 
will be a separate system and in addition there is a risk due to 
separate finance and people systems which may not talk to each 
other. 
 
ICB PCC noted the report. 
 

 

SYSTEM PARTNERS UPDATE 
PCC/2223/21 Workforce Priorities in Local Authorities / Social Care  
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ICB PCC received an update from both Derby City and Derbyshire 
County Councils on their workforce priorities as follows:- 
 
 Still have focus on all key points discussed by NHS partners 

– mainly recruitment and retention challenges and in 
particular home first services.  

 Continuing to work with colleagues in terms of recruitment 
approach. 

 Need a fresh look at talent management. 
 Need to reflect on workforce planning, not only in relation to 

social care but more broadly across organisation. 
 Need to review and introduce remain and new starter 

conversations. 
 City and County Councils very much wish to be included in 

this space but recognising internal discussions happening 
first. 

 Note recognition that pandemic has left lots of workforce 
challenges with a significant number of vacancies and still 
losing employees to other organisations.   

 Have transformation programme underway, with priorities 
to refocus, realign, drive and shape services so can be well 
equipped to deliver, review actions and activity to drive that 
culture of continuous improvement.   

 Risk flagged earlier regarding availability of home care 
services.   

 Take system wide approach to health and social care.  
 
ICB PCC discussed leadership, management development and 
talent management and examples were provided of the importance 
of the quality of the conversations between managers and staff; the 
need for a personalised conversations and flexible doable jobs.  
The heart of what our leadership development should focus on, so 
all leaders see their job primarily as motivating, empowering and 
supporting people, not managing money and services.  AR asked 
LG to build the quality conversations into our leadership induction 
as soon as possible 
 
ICB PCC noted the update and thanked LM/LB for their input. 
 

MINUTES AND MATTERS ARISING 
PCC/2223/22 Minutes from the ICB PCC Meeting held on 17 June 2022 

The minutes of the meeting held on 17 June 2022 were accepted 
as a true record. 
 

 

PCC/2223/23 Action Log 
The action log was noted and KB suggested including a deadline 
for items. 
 

 

CLOSING ITEMS 
PCC/2223/24 Any Other Business 

Potential Industrial Action – FB advised that the only ballot out at 
present is from the RCN, to commence mid-September.  The 
earliest date that strike could potentially take place is 28 October 
and could then strike again at any point within six months.  FB 
advised that the RCN are only voting on strike action and not action 
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short of strike or work to rule.  Organisations will be notified as soon 
as possible after the ballot has closed and will be given 14-days 
notice of strike action.  Each organisation will be working very 
closely with union colleagues to discuss exception of services and 
lists are available that have been used previously. FB advised that 
the expectation is that will be managed through ICB’s and ICB’s will 
have a good overview of action being voted, responses and sitrep 
returns.  Further information will be available at the end of 
September.  FB advised that UNISON will be going out to ballot in 
October.  The deputies network will be working very closely 
together on this. 
 
Meeting Effectiveness – agreed that the meeting had been 
effective, but if anyone has any comments, please let MG know. 
 
Future Meeting Dates – MG noted that it had previously been 
agreed that ICB PCC meetings would be quarterly, however 
queried whether this would be sufficient. 
 

DATE AND TIME OF NEXT MEETING 
Wednesday 07 December 2022, 0900-1100, via Microsoft Teams 
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MINUTES OF THE PUBLIC PARTNERSHIPS COMMITTEE 

DEVELOPMENT SESSION 
HELD ON 20 SEPTEMBER 2022, 10:00 – 12:00 

VIA MS TEAMS 

 

Present:  
Julian Corner JC Non-Executive Member DDICB (Chair) 
Steven Bramley SB Lay Representative  
Michelle Butler MB Senior Engagement & Community Officer, Healthwatch 

Derby 
Helen Dillistone  HD Executive Director of Corporate Affairs DDICB 
Karen Lloyd KL Head of Engagement DDICB 
Jill Kendrick JK Deputy Lead Governor Derbyshire Community Health 

Services NHS Foundation Trust 
Harriet Nicol HN Engagement & Involvement Manager, Healthwatch 

Derbyshire 
Tim Peacock TP Lay Representative 
Margaret Rotchell MR Lead Governor Chesterfield Royal Hospital 
Jocelyn Street JS Lay Representative  
Sean Thornton ST Deputy Director Communications and Engagement 

DDICB and Joined Up Care Derbyshire 
In Attendance:  
Lucinda Frearson LF Executive Assistant DDICB (Admin) 
Apologies: 
Beth Fletcher BF Strategy and Engagement Manager, Healthwatch Derby 
Kim Harper KH Chief Officer, Community Action Derby 
Chris Mitchell CM Public Governor Derbyshire Dales and High Peak 

Derbyshire Healthcare NHS Foundation Trust 
Beverley Smith BS Director of Corporate Strategy and Development, DDICB 
Sue Sunderland SS Non-Executive Member ICB 
Lynn Walshaw 
 

LW Deputy Lead Governor Derbyshire Community Health 
Services NHS Foundation Trust 

   
 
 

Item No. Item Action 
PPC/2223/15 Welcome, Introductions and Apologies 

 
Julian Corner (JC) as Chair welcomed members to what was to be 
the first Development Session of the Committee. 
 
Apologies were received from Sue Sunderland, Beth Fletcher, 
Kim Harper, Chris Mitchell, Beverley Smith and Lynn Walshaw. 
 

 

PPC/2223/16 Confirmation of Quoracy 
 
The meeting was confirmed as quorate.  
 

 

293



PPC/2223/17 Declarations of Interest 
 
JC reminded committee members of their obligation to declare any 
interest they may have on any issues arising at committee 
meetings which might conflict with the business of the 
Integrated Care Board (ICB). 
 
Declarations declared by members of the 
Public Partnerships Committee are listed in the ICB’s Register of 
Interests and included with the meeting papers. The Register is 
also available either via the Executive Assistant to the Board or the 
ICB website at the following link: www.derbyandderbyshire.icb.nhs.uk  
 
Declarations of interest from today’s meeting: 
No declarations of interest were made.  
 

 

FOR DISCUSSION 
PPC/2223/18 Discussion around the Development, Role and Purpose of the 

ICB Public Partnerships Committee  

The point of today's meeting is for the Committee to think through 
what it is they are here to do and how. This was now the Public 
Partnerships Committee not the Engagement Committee with a 
whole new regime and system, new prioritises and ambitions and 
there was a need to think afresh without losing the good things from 
the system being moved away from. 
 
The Committee is here to serve the goals of the ICS and these are:  
 
• To improve outcomes for population health and healthcare. 
• Tackle inequalities in outcomes, experience, and access. 
• Enhance productively and value for money 
• Assist the NHS in supporting broader and economic 

developments. 
 
How will public engagement support those goals? There are 2 
functions: - 

• To take assurance that necessary public engagement is 
occurring to support those goals. Some are clearly statutory but 
there is a wider assurance needed – Reactive 
 

• To promote, develop, and sustain a system of engagement 
across the ICS and that we create the conditions across the 
ICS for that engagement to happen in the first place - Proactive  

 
JC highlighted the relevance of Karen Lloyd's (KL) Governance 
Guide to today's discussion which outlines what is required of the 
committee and which KL was asked to take members through. 
Following which a discussion would take place around what was 
required for things to happen. 
 
JC outlined 3 possible stages: - 
 

 

294

http://www.derbyandderbyshire.icb.nhs.uk/


Stage 1 – We understand what is required of us in terms of public 
engagement. 
Stage 2 – We work out what we need to do to develop a system to 
deliver that. 
Stage 3 – We work out what form this Committee needs to take in 
order to achieve that. 
 
Steven Bramley (SB) pointed out that himself and other lay 
members had stated previously that a complete list of projects with 
public involvement would be most helpful in understanding what 
was happening within Derby and Derbyshire – which fitted into 
stage 2 of the above. 
 
Jocelyn Street (JS) commented that the best ways to get a feel 
around how you achieve what you want to achieve is achieved 
through practical examples whilst looking at the theories. 
 

PPC/2223/19 Governance Guide Testing (KL) 
 
KL felt the Engagement Model to be the heart of the Governance 
Guide. The guide explains how engagement should take place 
within the ICB and in the wider system therefore a good foundation 
for the Public Partnerships Committee to seek assurance on. It was 
felt important that everyone on the Committee was aware of the 
contents. 
 
The main stages of the model being: 
 

• Planning and Preparing for Change 
• Building a 'Case for Change' – The Why? 
• Pre-Engagement – The What? 
• Options Development and Appraisal – The How? 
• Formal Public Consultation 
• Decision Making Process – how it considers the feedback. 

 
Planning and Preparing for Change: Highlights the legal and moral 
requirement to public engagement. Not all the stages of the 
engagement model are needed for every service change. Our legal 
duty requires us to inform, involve or formally consult. Not all 
changes need formal consultation, but we have a duty to look at 
them. It is the role of the Public Partnerships Committee to then 
assure the level of involvement. The first step is the Patient and 
Public Involvement Assessment and Planning Form (PPI Form) 
which is used to start to assess the level of involvement required in 
the change process. 
 
Building the Case for Change: This section is about the evidence, 
why are we thinking of making that change, and helps build a 
consensus around the key issues. It is important to note at this 
stage these are not proposals but why services need to change. At 
this stage the Public Partnerships Committee needs to start to have 
sight of the service change. The case for change is the most 
important section to get across to all decision makers and it is 
important the engagement team and Public Partnerships 
Committee get to know about projects at this stage. 
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Pre- Engagement Stage: This is about testing that case for change 
and developing plans to solve those issues. This is where 
proposals for possible changes are pulled together and should 
include stakeholders including patients and members of the public 
and is about checking the evidence gathered, encouraging ideas 
around possible solutions and information who may be impacted 
and how.  
 
Options Development and Appraisal Stage: The pre-engagement 
insight needs to feed into this process. It's about deciding between 
different options to identify which are viable and which will address 
the issues identified in the original case for change. There is little 
patient and public involvement in this stage at the moment. 
 
Decision Making Process:  
All the information is fed into the pre-consultation business case 
stage, and this is where assurance should then again be gained 
particularly if moving towards formal consultation. There is a need 
to be transparent how decisions have been made and show how 
the decisions have been influenced. 
 
Comments and questions raised: - 
 

• Margaret Rotchell (MR) asked if the Trust internally was 
considering a service change to how the Trust delivers a 
particular service would there be a need to go through this 
process, as not wanting to stifle the processes already in 
place. KL advised that through the guide it is being advised 
that all follow this process but not all changes will be 
required to go through the whole process. 

 
• MR highlighted the need for cultural change with all service 

providers being required to follow the process if there is to 
be a change to service.  

 
• Tim Peacock (TP) asked regarding GPs, KL advised the 

guides had been sent to all GP practices as they provide 
NHS services so are subject to the same law. The duty has 
always been there, but it has not always been applied. 

 
• SB asked around a mechanism to follow through post 

change. Once the service has changed was there process 
to see what the impact to the service has been. KL replied 
that at the end of the engagement model there is a 
requirement to assess impact but could not actually answer 
where that assurance may sit. 

 
• JS asked if there was a legal duty to act on the results of 

the consultation as there did not use to be. 
 

• JS agreed it was a change of ethos across the board and if 
achieved the outcome would be great asking regarding the 
Local Authority. KL was promoting across all partners but 
the law in the Governance Guide relates to NHS.  
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There were 2 elements emerging from the discussion:  
 

• Question of what should we be taking assurance on? 
 

• How do we create the conditions for public engagement?  
 
Members went into breakout rooms to discuss the above 2 
questions. 
 
Feedback from Room 2: 
 
• Recognition of how vast and complex the agenda is. 
• Wish to make the Committee meaningful but conscious of the 

size of the task. 
• Where does the Committee come in, part or whole of the 

process? 
• Touched on the importance of looking forward as well as back, 

historically it has been about what has happened before. 
• What level of complexity does the Committee get involved in. 
• Importance of the log which informs the work of the committee, 

which was complex in set up and difficult to follow. Could be 
used to enable deep dives and be used to shape business and 
forward plan. 

• Subgroups – where colleagues may be more interested in 
particular aspects of the task and perhaps having an assurance 
committee which takes an overarching responsibility. 
- 3 sub-groups: approach to continuous engagement working 

with delivery boards and across the system. 
- Infrastructure – online engagement platform and citizen's 

panel. 
- Legal duties process. 
- Maybe 4th – system items  

 
Feedback from Room 1:  
 
• Key question – is there a good process in place – Yes  
• Already have risk around this – is the process resourced ok 
• Will the providers have the resources? 
• The general public, what enthusiasm is there for all the 

engagement.  
• Are all the changes going through the process – the log will be 

the starting point. 
• Do we know if a process of engagement is any good, and what 

represents good engagement?  
• How can we measure this engagement, we need something in 

place and again the log seems a good start?  
• Should there be targets 
• What sort of progress and review mechanisms will there be?  
• If we can do all these things than we shall be fulfilling our remit.  
 
Action: A proposal to be developed for the next development 
meeting. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HD/ST/
JC 
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CLOSING ITEMS 
PPC/2223/20 Any Other Business 

 
No further business was raised. 
 

 

DATE AND TIME OF NEXT MEETING 
Date: Tuesday 18 October 2022 

Time: 10:00 – 12:00 

Venue: MS Teams 
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MINUTES OF THE PUBLIC PARTNERSHIPS COMMITTEE 

HELD ON 18 OCTOBER 2022, 10:00 – 12:00 

VIA MS TEAMS 

Present:  
Julian Corner JC Non-Executive Member ICB (Chair) 
Michelle Butler MB Strategy and Engagement Manager, Healthwatch Derby 
Helen Dillistone  HD Executive Director of Corporate Affairs DDICB 
Karen Lloyd KL Head of Engagement Joined Up Care Derbyshire 
John MacDonald JMc Chair Designate, JUCD 
Chris Mitchell CM Public Governor Derbyshire Dales and High Peak 

Derbyshire Healthcare NHS Foundation Trust 
Harriet Nicol HN Engagement & Involvement Manager, Healthwatch 

Derbyshire 
Tim Peacock TP Lay Representative 
Margaret Rotchell MR Lead Governor Chesterfield Royal Hospital 
Jocelyn Street JS Lay Representative  
Sue Sunderland SS Non-Executive Member ICB 
Sean Thornton ST Deputy Director Communications and Engagement 

DDICB and Joined Up Care Derbyshire 
Lynn Walshaw 
 

LW Deputy Lead Governor Derbyshire Community Health 
Services NHS Foundation Trust 

In Attendance:  
Beth Fletcher BF Involvement Manager, DDICB 
Lucinda Frearson LF Executive Assistant DDICB (Admin) 
Sue Higginson SH Patient Experience Manager, DDICB 
Hannah Morton HM Engagement Specialist, DDICB 
Victoria Whittaker-Stokes VSW Senior TCP Case Manager, DDICB 
Apologies: 
Steven Bramley SB Lay Representative  
Beverley Smith BS Director of Corporate Strategy and Development, DDICB 
Peter Steedman PS Governor University Hospitals of Derby and Burton NHS 

Foundation Trust       
Maura Teager MT Lead Governor University Hospitals of Derby and Burton 

NHS Foundation Trust       
 
 

Item No. Item Action 
PPC/2223/21 Welcome, Introductions and Apologies 

 
Julian Corner (JC) as Chair welcomed all to the meeting, 
introductions were made around the virtual room.  
John MacDonald, (JMc), ICB Chair, also attended the meeting. 
 
Apologies were noted as above. 
 

 

PPC/2223/22 Confirmation of Quoracy 
 
The Chair confirmed the meeting as quorate.  
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PPC/2223/23 Declarations of Interest 
 
JC reminded committee members of their obligation to declare any 
interest they may have on any issues arising at committee 
meetings which might conflict with the business of the 
Integrated Care Board (ICB). 
 
Declarations declared by members of the 
Public Partnerships Committee are listed in the ICB’s Register of 
Interests and included with the meeting papers. The Register is 
also available either via the Executive Assistant to the Board or the 
ICB website at the following link:  www.derbyandderbyshire.icb.nhs.uk 
 
Declarations of interest from today’s meeting:  
Victoria Whittaker-Stokes (VWS) presenting item PPC/2223/28 LD 
Short Breaks wished to make members aware that as an autistic 
person with autistic family members received these services. The 
item was for information only and VWS was presenting from an 
expertise perspective. 
 
The Public Partnerships Committee ACCEPTED VWS was making 
members aware. 
 

 

FOR DECISION 
PPC/2223/24 End of Life (EoL) Strategy 

 
The Public Partnerships Committee are recommended to NOTE 
the JUCD End of Life Care, Patient Experience Report and AGREE 
proposals for continuation of the work. 
 
Sue Higginson (SH) presented the report which set out the findings 
of engagement work carried out as part of the JUCD End of Life 
Delivery Plan, and which makes recommendations for continuation 
of the work to build on good practice, improve services and develop 
a Single Point of Access (SPA) for end-of-life patients and their 
families and carers. Funding to the sum of £3k had been provided 
by NHS England for the work. 
 
It was found locally that care was disjointed with some lack of 
understanding from patients not knowing what was available with a 
lot of scope for improvement, this was not necessarily around the 
quality of the care. It was found that there were a number of 
different workstreams that were not talking to each other. The 
findings will be taken to the EoL Programme Board in November to 
facility some joint reporting. 
 
The Committee offered the following questions and comments: - 
  

• Jocelyn Street (JS) felt this to be a really good report adding 
that the SPA was a brilliant idea. 
 

• Lynn Walshaw (LW) commented on the good overview and 
how the report resonates what was being heard from local 
communities, they were not bad experiences, but the 
experiences could be better.  
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• Sean Thornton (ST) highlighted the understanding of the 

interrelation with the patient experience work and the 
direction of it. 
 

• JMc advised he was currently looking at strategic objectives 
and trying to integrate more across health and agreed this 
was something that should be taken forward. 

 
• JC pointed out these surveys provide an impressive amount 

of data but when it comes to ethnicities, people may have 
different needs depending on their background and they 
could potentially get lost in the overall picture. SH advised 
that she had been working with the compassionate 
communities' workstream, there were also other ways to 
target but the workstream had received some funding to 
produce a leaflet and information for people whose English 
was not their first language.  

 
• Helen Dillistone (HD) commented on the good report 

highlighting that peoples' experiences pre, during and post 
Covid could be very different and could lead to some 
interesting feedback. SH emphasised that the report had 
been done at a specific point in time. 
 

The Public Partnerships Committee SUPPORTED the report 
requesting an update following Programme Board. 
 

PPC/2223/25 Glossop Services Engagement Approach – Update  
 
ST verbally updated Committee advising regular engagement 
sessions were still taking place with the Glossop community and 
were very popular as people wish to know what was happening. 
 
A piece of work was undertaken to compare service lines and on 
using that information differences had been found. The Scrutiny 
Committee have requested further checks take place to ensure the 
position is correct. Work is underway with commissioning to get a 
complete and accurate list of what the services are and then to look 
at governance and support with a full engagement approach. A 
commitment had been made not to make any changes in Glossop 
for 12 months but there is a need now to start looking due to 
timescales.  
 
The Committee offered the following questions and comments: - 
 

• JS believed one of the difficulties was getting the 
information as Glossop's systems did not align to ours and 
asked if we were now getting the accurate information to be 
able to make the correct decisions.  HD verified that we did 
now have information to the questions which had not always 
been clear.  
 

• HD also commented that the ICB was one of 10 areas in 
total were boundaries were changed and at the time it was 
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not considered there would be risks as outlined. It was not 
just about the Glossop population but also about the 
Derbyshire population and could be more complicated than 
thought. It was believed to be an area of risk that we need 
to be cognitive on. 

 
The Public Partnerships Committee NOTED the verbal update. 
 

FOR DISCUSSION 
PPC/2223/26 Eating Disorders – Briefing on the procurement Process  

 
Hannah Morton (HM) presented the report to Committee for 
information only following a previous presentation to Committee in 
August 2022.  
 
With no option to extend the contracts there was a need to go to 
procurement. HM emphasised the new contract was an opportunity 
to build upon what we already have in Derby and Derbyshire and 
ensure that the service specification includes the thoughts and 
views of previous, current, and future users of the services.  
 
People have been offered various ways to get involved including 
an online survey, a workshop, an online engagement platform, a 
project contact and as standard, a contact by email and telephone. 
It was felt information should be made available in as many places 
as possible as well as talks in schools and with families and carers. 
 
Next steps will be to let those know that provided feedback what 
information was gathered and what was being used. The report will 
be shared alongside the procurement document as it has 
influenced and developed a number of the questions within the 
process. 
 
The Committee offered the following questions and comments: - 
 

• Tim Peacock (TP) asked around the numbers of people 
who use the engagement platform, emails and telephones 
and when will the information be fed back to those that took 
part as there were some really good ideas, and it would be 
good for those people to know what influence they have 
made. HM was unsure of the figures but would check and 
feed this back. Feedback had been sent to those that had 
requested a copy. Those that attended focus groups were 
explained to that their feedback had informed the service 
specification. 
Action: HM send figures to LF for circulation. 

 
• Sue Sunderland (SS) queried whether this type of 

information could be built into a common part of any report 
where consultation has been used as it gave an 
understanding around what would influence the 
specifications and where we cannot, due to lack of 
resource, etc, and that could also be fed in. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HM/LF 
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• JS commented on a really good piece of work and the 
terrific way of looking at influencing, JS also asked around 
lay representation during the tendering process. 
Action: HM to follow up and provide a reply. 

• JC asked around ethnic diversity and how it is being catered 
for in the process. HM explained in terms of engagement 
they had linked into the BAME Forum in the County and 
various links within the City. Although not huge numbers 
there was a small number in the feedback who commented 
on cultural differences and information around how some in 
different communities will hold back and not reach out and 
do not understand what an eating disorder is but there is 
not a wealth of responses from diverse backgrounds, but 
the aim is to reach as many as possible. 

 
The Public Partnerships Committee DISCUSSED and NOTED the 
report. 
 

 
 
 

HM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PPC/2223/27 Insight Framework 
 
This item was discussed after item PPC/2223/28 on the agenda. 
 
The ICB Public Partnerships Committee are recommended to 
DISCUSS the framework as a way forward for more effective and 
systematic involvement of people and communities in ICS decision 
making and offer ASSURANCE to the author that this framework 
should be pursued, and next steps agreed, including adequate 
resourcing.   
 
Karen Lloyd (KL) presented explaining that the Place Partnerships 
Committee wished to have a new and innovative approach to 
working with people and communities and wished to access those 
voices that were not normally heard during the engagement 
process.  
 
In the first instance a framework was produced that contained 
5 phases, set out below: - 
 

1. Put the voice and lived experience of people and 
communities at the heart of what we do in Place.  

2. Enable local people to take action to promote good health 
and wellbeing in their place. 

3. Promote a culture of listening, learning, and taking action 
on that voice together.  

4. Create a long-term and continuous process, not a one-off 
conversation.  

5. Create an approach that is seen as a 'must have' not a 'nice 
to have'.  

 
Next step is to look for resources to carry out a proof-of-concept 
project. There are projects out there that already have certain 
phases in place but are struggling with the sense making process 
in the middle, so KL believed it would be good to do some work 
with them. 
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MINUTES OF NHS DERBY AND DERBYSHIRE ICB BOARD PUBLIC MEETING 

Thursday 17th November 2022 

via Microsoft Teams 
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Helen Dillistone HD Executive Director of Corporate Affairs 
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Keith Griffiths KG ICB Executive Director of Finance 
Carolyn Green 
(representing Ifti 
Majid) 
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Deputy Chief Executive  

Ellie Houlston EH Director of Public Health – Derbyshire County Council (Partner 
Member for Local Authorities) 

Zara Jones ZJ Executive Director of Strategy & Planning  
Dr Andrew Mott AM GP Amber Valley (Partner Member for Primary Medical 

Services) 
Amanda Rawlings AR Chief People Officer  
Brigid Stacey  BS Chief Nursing Officer & Deputy Chief Executive Officer 
Sue Sunderland SS ICB Non-Executive Member 
Dr Chris Weiner CW ICB Chief Medical Officer 
Richard Wright RW ICB Non-Executive Member 
In Attendance: 
Chlinder Jandu CJ Corporate Administration Manager 
Suzanne Pickering SP Head of Governance 
Fraser Holmes FH Interpreter 
Sam Waters SW Interpreter 
Sean Thornton ST Deputy Director Communications and Engagement 
Apologies: 
Andy Smith AS Strategic Director of People Services, Derbyshire County 
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Dr Buk Dhadda BD ICB Non-Executive Member / Vice Chair of the ICB Board 
Ifti Majid IM Chief Executive DHcFT & Provider Collaborative at Scale (NHS 

Trust & FT Partner Member for Mental Health) 
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Item No. Item Action 
Introductory Items 

ICBP/2223/036 
 

Welcome and apologies  

John MacDonald (JM) welcomed Jim Austin, Chief Information 
and Transformation Officer to the meeting. 

JM thanked Ifti Majid (IM) who will be leaving at the end of this 
month to take up his new post at Nottingham Healthcare. JM 
thanked IM both personally and on behalf of the Board. The 
Mental Health Trust is in the process of recruiting a new Chief 
Executive, interviews are due in December with a start date in 
the new year. 
 
Apologies were noted as above.  
 

 

ICBP/2223/037 
 

Confirmation of quoracy 
 
It was confirmed that the meeting was quorate. 
 

 

ICBP/2223/038 
 

Declarations of Interest 
 
The Chair reminded committee members of their obligation to 
declare any interests they may have on issues arising at 
committee meetings which might conflict with the business of 
the ICB. 
 
Declarations made by members of the Board are listed in the 
ICB’s Register of Interests and included with the meeting 
papers. The Register is also available either via the ICB Board 
Secretary or the ICB website at the following link: 
https://joinedupcarederbyshire.co.uk/derbyshire-integrated-
care-board/integrated-care-board-meetings/ 
 
No declarations of interest were noted. 
 

 

ICBP/2223/039 
 

Questions received from members of the public 
 
No questions were received from members of the public. 
 

 

Strategy and Leadership 
ICBP/2223/040 Chair's Report 

 
JM made the following comments on his report: 
• with the new government coming into place we have 

received the announcements of the autumn statement 
that will set out some important parts of the financial 
outlook for the NHS; 

• we are seeing a continued drive nationally on elective 
recovery on ambulance waits and the financial position 
as we move towards the end of this year; 

• in regards to the Operating Framework, the new 
restrictions on finance and the increase in details 
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Item No. Item Action 
required about elective recovery have been identified. It 
is important to work in partnership, in collaboration, and 
support each other and replicate this when talking to 
regional and national colleagues, and the general public; 

• the Board held a development session towards the end 
of October to begin to outline the strategic framework as 
part of our organisational development. The first version 
will be brought to Board in December with further work 
before March. JM aims to bring to the Board a high level 
overview of how the system is operating and how 
effective it is. This is important in terms of the Board 
being able to discharge their responsibilities, particular 
around the strategy and performance aspects. 

 
JM thanked everyone right across the NHS and social care for 
the huge amount work that has been carried out on planning 
for winter, for putting in contingency plans in place in the event 
of a strike, problems with power and energy and delivering on 
the ground on a day-to-day basis  JM did not underestimate 
the time, effort and resilience that is needed in what is a very 
difficult time. 
 
The Board NOTED the Chair's report. 
 

ICBP/2223/041 Chief Executive's Report 
 
Chris Clayton (CC) provided an update on the key messages 
and developments relating to work across NHS Derby and 
Derbyshire Integrated Care Board (ICB) and the Integrated 
Care System (ICS). 
 
CC covered different sections of the report as follows: 
 
• Section One - taken as read; 
• Section Two - provides information on the work CC 

carries out on behalf of the ICB. CC will be looking at 
making the report more bespoke and welcomed 
feedback; and 

• Section Three - CC highlighted items that were not 
mentioned in the report, such as industrial action and 
how the ICB support the system during this time. 

 
CC made the Board aware of the following changes in staff: 
• Mark Cuban, NHS England will be moving on in the new 

year to be Chief Executive of Manchester University; 
• Sarah Jane Marsh, Midlands Chief Executive will be 

taking over from Dame Pauline Phillip as the Urgent 
Emergency Care National Director and Lead; 

• Berenice Groves, Chief Operating Officer will be leaving 
Chesterfield Royal Hospital in December and will be 
replaced by Michelle Veitch; and 

• Jim Austin, Chief Digital and Information Officer is 
working in an integrated post for the ICB and DCHS. 
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Item No. Item Action 
Comments 
 
Richard Wright (RW) raised a question relating to High Street 
Pharmacists treating thousands more people for minor 
illnesses, which signifies a real change in the way that people 
access the NHS and how we can offer community support to 
people in primary care.  
 
CC explained that this was not a new approach. When working 
in general practice the value of community pharmacies is well 
understood. Over the past decade the prominence of 
pharmacies has increased in many ways. 
 
The Board NOTED the Chief Executive's Report 
 

ICBP/2223/042 
 

NHS Derby and Derbyshire Clinical Commissioning Group 
Annual Report – April 2021 to March 2022 
 
Link to report:  
https://joinedupcarederbyshire.co.uk/publications/annual-
reports/ 
 
Avi Bhatia (AB) reflected on the past and the intelligence 
gained working initially with the four Derbyshire Clinical 
Commissioning Groups (CCG) and then as a single CCG. The 
introduction of Primary Care Networks (PCNs) helped with the 
integration of care and joined up care. AB thanked all 
staff/colleagues working on the ground and the CCG for all 
their hard work. 
 
CC gave his appreciation to AB for remaining on the Board 
following his previous role as CCG and Governing Body Chair, 
as this has aided with the continuity of work for the ICB.  
 
With regards to the report CC wanted to highlight that whilst 
this is looking back, it is also in the context of looking forward 
and stated that although the statutory functions of the CCG 
have now moved into the ICB, other duties have arisen which 
the ICB has a definite view on wanting to work differently on. It 
also sets out the opinion of the work and what the CCG had 
been engaged in. CC assured the Board that the accounts are 
fully audited internally and externally, and the audit opinion 
gave assurance that the report was reviewed by the CCG and 
the governance and audit committees. 
 
Comments 
JM thanked AB and CC and stated that this has provided a 
good basis for moving forward and is very much a part of 
shaping the system.  
 
The Board NOTED and APPROVED the NHS Derby and 
Derbyshire Clinical Commissioning Group Annual Report 
– April 2021 to March 2022. 
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Item No. Item Action 
Items for Decision 

ICBP/2223/043 
 

Confirmation of the Chairing Arrangements for the 
Commissioning for Individuals (CFI) Panel 
 
Brigid Stacey (BS) presented the paper and set out the 
background. Back in 2019 BS's team undertook a review of the 
CCG funding decision pathways around ensuring the CCG had 
the appropriate governance in place for the commissioning, 
funding and review of packages for individuals for which the 
CCG had statutory responsibility for. As a result of that review, 
the 'commissioning for individuals panel' was established 
which looked at high risk, high cost and complex patients' 
individual packages. 
 
This was a weekly panel which was chaired by one of the CCG 
Lay Members to ensure requests were fair and transparent and 
the decisions made were based on best evidence and 
commissioning principles. In 2021/22 the panel considered a 
total of 459 cases, 256 were high cost, high risk CHC cases 
and 203 were very complex cases, which were the ones 
reviewed by the panel.  
 
Following the transition to the ICB, a further review was 
requested on the chairing of the panel. The outcome provided 
several options which were presented to the Executive Team, 
who made the recommendation to continue with the 
established Lay Chairs on the CFI Panel. BS requested 
approval from the Board on this recommendation. 
 
Comments 
CC acknowledged the work that the Lay Members did for the 
CCG and highlighted the spectrum of commissioning that the 
ICB does and supported BS's proposal. 
 
RW stated this is an example of how we can examine our back-
office functions and streamline.  
  
The Board APPROVED the continuation of the Lay Chairs 
to Chair the Commissioning for Individuals Panel. 
 

 

ICBP/2223/044 
 

Derby and Derbyshire Integrated Care Partnership Joint 
Committee Terms of Reference  
 
Helen Dillistone (HD) presented the Joint Committee Terms of 
Reference for the Integrated Care Partnership (ICP) for formal 
approval by the Board. 
 
The ICP has an important role in that it will work alongside 
other organisations and members of the voluntary sector, as 
well as the two Derbyshire Health and Wellbeing Boards. In 
terms of the primary focus, the committee is there to act in the 
best interest of the communities across Derby and Derbyshire 
and across the system.  
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The Terms of Reference set out what the function is to 
establish the ICP, and the additional actions that the ICP will 
undertake. These terms of reference have already been 
agreed and approved through Derbyshire County Council and 
Derby City Council, and has received Cabinet approval from 
both local authorities. The ICP meeting will be led by the Chairs 
respectively on a rotating basis of the two health and wellbeing 
boards and the ICB Chair, JM will act as the Vice Chair. 
 
The Board NOTED and APPROVED Derby and Derbyshire 
Integrated Care Partnership Joint Committee Terms of 
Reference. 

Items for Discussion 
ICBP/2223/045  ICB Winter Plan: November 2022 – March 2023 

 
Zara Jones (ZJ) confirmed that this paper is presented to the 
Board for assurance, and to seek the Board's support to deliver 
the plan. A number of the actions will give some headroom into  
the 2023/24 financial year and how we manage our operations 
collectively. 
 
ZJ discussed the following: 
• winter plan – how the ICB is to mitigate some of the risks 

we expect to experience over the next few weeks and 
months; 

• system pressures: 
o our emergency departments and the flow through 

our hospitals out into the Community; 
o support to people with mental health issues, 

learning difficulties and thinking about how support 
is given to people in crisis; and 

o particular challenges in primary care and general 
practice; 

• prevention – particularly some of the secondary 
prevention and initiatives that need to be considered and 
actioned over winter. There has been some targeted 
work, for example COPD, on how can we support people 
in the community, to ensure they say as well as possible 
at home and do not exacerbate in terms of their 
conditions. 

 
ZJ highlighted the following areas of focus: 
• Derbyshire is making good progress on the flu and 

Covid-19 vaccination front; 
• supporting people in their own homes; 
• mental health;  
• urgent response. 
• online appointments; 
• transformation work on delayed discharges from 

hospital; 
• delayed referral to treatment and surgery times, 

especially in regards to cancer. 
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Item No. Item Action 
Comments 
 
Carolyn Green (CG) commented on the clarity of the papers in 
terms of what we are doing and the impact, and will take it back 
to her organisation and partners to make them aware of the 
outcomes. CG thanked colleagues for the work that has been 
carried out. 
 
Tracy Allen (TA) commented that we need to be keep a focus 
on the very high levels of risk that remain whilst recognising 
this is a much more comprehensive integrated winter plan than 
our systems ever managed to produce before. It does not 
completely mitigate the risks, but it is a significant step forward. 
 
CC stated to the Board to recognise this is the winter plan. This 
is what is we are going to deliver and is an important position 
statement for the next six months and by agreeing to it we are 
setting what we will endeavour to achieve and the support for 
it is very much appreciated. 
 
The Board DISCUSSED the ICB Winter Plan: November 
2022 – March 2023. 
 

ICBP/2223/046  Summary of the Independent Investigation into East Kent 
Maternity and Neonatal Services (The Kirkup Report, 
October 2022)  
 
Chris Weiner (CW) presented the national report stating that it 
is saddening and one which should challenge the way we think 
about our maternity and neonatal services going forward. I 
should drive improvement in the way we operate these 
services across the entire country.  
 
The key findings of the report were: 
• the services lack compassion and kindness to service 

users; 
• a multitude of opportunities were missed to deliver high 

quality services that were safe for their local community. 
 
The report will be picked up in November through the Local 
Maternity Neonatal System Board (LMNS), who will work with 
partners and overall organisations delivering our maternity 
services across Derby and Derbyshire to ensure there is a key 
focus on: 
 
• gaining assurance that safety and performance is being 

monitored across Derbyshire; 
• good standards of clinical behaviours; 
• effective teamworking; 
• good organisational behaviours to help drive quality 

services going forward; 
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It was noted that the national report is also being presented 
across the Derby and Derbyshire system this month in other 
Boards, as an initial opening briefing document. 
 
Comments 
 
BS informed the Board that hopefully in the spring of next year 
there will be a national agreement. The Board noted that BS 
has reported previously on Ockendon 1 and Ockenden 2 with 
seven recommendations and further recommendations 
following the Kirkup report. The national team will bring the 
three reports together and this will be a maternity 
transformation assurance piece which we will work to as a 
system. 
 
BS confirmed that there is an audit trail of all the outstanding 
actions from each of the maternity reviews and they will be 
incorporated into the national and local framework. CW also 
provided reassurance that outstanding actions will be picked 
up through the LMNS Board. CW informed the Board that the 
individual organisations do have responsibility and 
accountability for the quality of services that they deliver.  
 
CG commented on the four key areas of focus above are 
applicable to all service areas, and queried whether the Clinical 
Professional Reference Group will look at how they can be 
applied to all. CG also mentioned that a lot of the papers 
discussed today talk about receiving feedback but do not 
indicate how this feedback is responded to. CG asked whether 
a 'you said' 'we did' mechanism could be looked into in some 
of those areas.  
 
BS responded that in terms of the assurance for the Board, all 
these reports have been presented to System Quality Group 
where they are considered by the Executive and then reported 
to the System Quality and Performance Committee for 
assurance.  
 
CW commented that CG is correct and there is a need to 
ensure the triangulation of information to help us drive real 
quality improvement from our communities and in our services. 
 
The Board NOTED the Summary of the Independent 
Investigation into East Kent Maternity and Neonatal 
Services (The Kirkup Report, October 2022). 
 

Corporate Assurance 
ICB/2223/047  Month 6 System Financial Position Review  

 
Keith Griffiths (KG) presented the financial position of the ICS 
for the period ending 30 September 2022, and reminded the 
Board that when the financial plan was set at the beginning of 
2022/23 there was a 3% efficiency ask that every organisation 
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committed to. Assuming this was delivered, there was still a 
residual £65m gap to achieve financial breakeven for 2022/23.  
 
KG reported that at the end of month 5 the £65m gap 
reduced to £55m, and has reduced further to £39.8m during 
month 6. The month 7 position has improved by a further 
£4m, and the commitment to achieve breakeven remains. 
Boards across Derbyshire have committed to delivering the 
breakeven target and also a surplus, whilst acknowledging 
the fact that there are significant underlying issues in a few of 
our providers.  
 
KG emphasised the connection to the national priorities and 
immense challenge in driving financial efficiency and 
transforming care when the system is under significant 
pressure, both culturally and from a leadership perspective.  
 
Comments 
 
RW commented on the five year plan and that ensuring we 
are in the right position this year to enter those five years is 
just as important as how we achieve this year. 
 
JM thanked colleagues for all the work that is being done and 
reiterated the messages he has heard not only from the 
Board but also from the Financial Non-Executives in the 
Trusts, as they feel there is some really good collaboration 
work developing. 
 
The Board NOTED the Month 6 System Financial Position 
Review. 
 

ICB/2223/048  Audit and Governance Committee Assurance Report – 
July to October  
 
Sue Sunderland (SS) summarised the report as follows: 
• a vast amount of policies were reviewed and approved 

to ensure the ICB has policies in place as a new 
organisation; 

• assurance on control in a number of areas was received, 
and the committee were happy that the general controls 
and governance are working well. Risk management is 
an area seen as a work in progress, and work is 
underway with Executives to move this forward; and  

• an opportunity was identified to review the use of estates, 
particularly given the hybrid working position. 

 
Comments 
JM thanked the Chairs of all ICB corporate committees and 
stated that they are the engine room of the Board. The 
volume of work which is going through these committees 
should not be underestimated and the transition from the 
CCG to the ICB has involved a huge amount of work.  
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The Board NOTED the Audit and Governance Committee 
Assurance Report – July to October. 
 

ICB/2223/049  Derbyshire Public Partnership Committee Assurance 
Report – August and October  
 
Julian Corner (JC) reported that the committee continues to 
deliver positive work on scrutinising public engagement in 
new initiatives and service changes, whilst balancing and 
utilising the experience of long standing and highly 
experienced members. The committee are currently 
developing their role to look at wider duties and 
responsibilities under the ICB through: 
 
• engagement governance –building on best practice 

across the whole system and ensuring there is a clearer 
understanding of how public engagement is improved 
throughout the ICP's work; 

• coproduction – ensuring community insight to improve 
services and the insight framework that is currently being 
researched and developed is utilised. 

 
Taking on board the new context of the ICB, many of the things 
the committee focuses on overlap with social care, therefore 
the committee need to look at how the public is integrated with 
the ICB, local authority public engagement work and querying 
whether the committee should have a stronger relationship 
with the ICP.  
 
The Board NOTED the Derbyshire Public Partnership 
Committee Assurance Report – August and October. 
 

 

ICB/2223/050  People and Culture Committee Assurance Report – June 
 
Margaret Gildea (MG) highlighted the importance of the 
workforce and that one of the risks is not having enough 
people in all the right places because of a combination of: 
• retention issues; 
• people moving out of the NHS and the local authority 

sectors into private sector; 
• people retiring completely; or 
• difficulty in recruiting into some key roles.   

 
MG reported that Amanda Rawlings (AR) has established a 
group for Chief People Officers of the Trusts with local 
authority involvement. A program has been developed which 
includes seven work streams to develop one system 
workforce which will focus on:  
 
1. workforce intelligence and planning; 
2. resourcing and recruitment and retention; 
3. workforce development and transformation; 
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ICB Key Areas 
2022/23 2023/24 

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May 

Population Health and Strategic Commissioning Committee Assurance 
Report x  x  x  x  x  x 

Public Partnerships Committee Assurance Committee x  x  x  x  x  x 

Quality and Performance Committee Assurance Report x  x  x  x  x  x 

ICB Corporate Risk Register Report x  x  x  x  x  x 

Strategic Objectives and Strategic Risks     x      x 

New Board Assurance Framework and Updates       x    x 

Corporate Committees' Annual Reports            x 

Update and review of Committee TORs         x   

Derbyshire ICS Green Plan x        x   

For Information  

Clinical Pathway Model         x   

Ratified Minutes of ICB Corporate Committees x  x  x  x  x  x 

Minutes of the previous meeting x  x  x  x  x  x 

Action Log x  x  x  x  x  x 

Forward Planner x  x  x  x  x  x 
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