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Clinical Commissioning Group Governing Body -  4th December 2019 
 
Governance Meeting Structure 
 

Lead Executive: Ruth Nutbrown – Assistant Chief Officer 
Lead Officer: Alison Hague – Corporate Support Manager 

Lead GP: Jason Page – SCE Vice chair, Governance lead 
 
Purpose:  
To discuss the proposed changes to the Governance Meeting Structure following internal audit 
recommendations 
Background: 
Internal Audit made a number of recommendations in the final report of the Governance and 
Risk Management audit carried out in August 2019, final report is attached as appendix 1. 
These recommendations are discussed in this paper.  
Analysis of key issues and of risks 

1.  Internal Audit have found that not all committees of the Governing body were: 
• Producing an annual report 
• Carrying out an annual audit of effectiveness 
• Using a forward planner to manage the meeting agendas.  

To help with this recommendation the Governance meeting structure attached as 
appendix 2 is suggested for adoption.  
 
This structure differentiates between committees that are decision making and that will 
comply with the 3 bullets above and those that aren’t, re classified as sub-committees, 
that won’t.  
 
If this is agreed the affected (Sub) Committee TOR’s may need updating.  
 
A template forward planner has also been devised to support meeting secretaries and 
chairs with the agenda setting process. Support will also be given with the production of 
the annual report and annual audit of effectiveness by the corporate team.  
 

2.  Reporting lines to GB were also highlighted as possibly incorrect on the previous 
structure, with lines directly from SCE and OE to GB.  These have been changed to 
dotted lines on this structure, acknowledging that the committees are able to report 
direct to GB if required but would normally go through a different governance route.  
 
To strengthen this further and following verbal discussions, a one page meeting 
summary template is being developed to aid Chairs of decision making committees in 
their feedback to GB. 

 

Patient, Public and Stakeholder Involvement: 
N/A 
Equality Impact: 
N/A 
Financial Implications: 



N/A 
Human Resource Implications: 
N/A 
Procurement: 
N/A 
Approval history: 
The Meeting Governance Structure was last approved in February 2019.  
Recommendations: 
For GB to: 

• Ratify the meeting structure approved by AQuA 
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Introduction and Background 
A review has recently been completed in respect of the overarching Governance and 
Risk Management arrangements in place within the CCG. The review examined the 
effectiveness of controls in place and was undertaken in accordance with the Public 
Sector Internal Audit Standards. The review has, therefore, been performed in such a 
manner as to provide an objective and unbiased opinion. 
Effective Governance and Risk Management are essential for ensuring achievement of 
objectives. 
In the NHS Governance Introductory Guide1, the HfMA recognises that governance 
failings which continue to emerge in the NHS and other sectors highlight the importance 
of ‘getting the basics right’ in terms of good governance to enable organisations to face 
future challenges. It is seen as essential that everyone, whatever their role within an 
organisation, understands that they have a part to play in ensuring effective governance 
is in place, and working, and that this is not just something for an organisation’s board 
or governing body. 

Governance is described as being about how an organisation is run, how it structures 
itself, how it is led and how it holds itself to account. Governance arrangements form 
part of an organisation’s internal control systems which also include, amongst other 
things, risk management, monitoring processes and assurance activities. The internal 
control system should provide the board or governing body with reasonable assurance 
that things are running as they should and that the organisation is achieving its 
objectives and meeting its legal and other obligations. 
This work programme is a focused review of the organisation’s governance and risk 
management arrangements to support the organisation in developing strong 
governance and risk arrangements. This review also supports adherence to the Public 
Sector Internal Audit Standards (PSIAS) and the provision of a comprehensive annual 
Head of Internal Audit Opinion. 
We have considered other relevant assurances as part of this work, including areas for 
improvement identified by NHS England through the CCG Improvement and 
Assessment Framework, other areas of scrutiny and oversight by NHS England (NHSE) 
and any relevant reviews we have completed. 

 
Audit Objectives and Scope 
The overall aim of our review was to provide an independent assurance opinion on the 
overarching Governance and Risk Management arrangements in place within the 
Organisation. 
In order to achieve this objective, we have reviewed the following areas: 
Strategic Objectives and Values 

• The Organisation has clearly articulated and documented its strategic objectives and the 
associated measurables. 

• There is a clear implementation plan/separate strategy for each strategic objective (which 
may be included in a strategy). 

 
 

1 HFMA NHS Governance Introductory Guide 
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• There are clear reportable measures linked to each strategic objective to determine 
success/failure. 

• There is regular assessment at Governing Body of the likelihood of achieving each strategic 
objective, based on assessment of the current performance against defined measurables, 
the current totality of risk to each objective and the mitigating actions being taken. 

• The Organisation has clearly defined values which are disseminated across the 
Organisation. 

Governing Body and Sub-Committee Governance 

• The Governing Body has a work plan/forward agenda to support achievement of its 
strategic objectives. 

• The Governing Body works to its work plan/forward agenda. 
• All Governing Body meetings are quorate and all members attend regularly. 
• Key Organisation documents are up-to-date and readily accessible, i.e. Standing Orders, 

Standing Financial Instructions and Scheme of Delegation. 
• The Organisation has a documented governance structure (covering the Governing Body 

and its principal committees) that shows how the Governing Body defines and 
communicates its assurance requirements to its committees. 

• The Governing Body committees have clearly identified the information they require to 
provide assurance to the Governing Body. 

• The Governing Body committees operate in accordance with their terms of reference and 
current work plan/forward agenda. 

• Committee members attend regularly and all meetings are quorate. 
• There are defined arrangements for regular communication with and escalation (as 

appropriate) to the Governing Body. 
• Governing Body committees undertake a regular review of their effectiveness. 
• Governing Body committees complete an annual report for the Governing Body. NHSE 

Action Plan  

• The NHSE action plan is being appropriately monitored and actions completed in a timely 
way. 

Strategic Risk Management Arrangements 

• The Organisation has a Risk Management Strategy, or equivalent, that clearly 
defines risk management processes and reporting arrangements. 

• Accountability for risk management is clear – principal roles and responsibilities are clearly 
defined at all levels of the Organisation. 

• There are clear processes for risk management and reporting so that issues can be 
escalated appropriately and effectively up to Governing Body level and cascaded from 
Governing Body to operational level. 

• Management information in relation to risk management is regularly produced and 
reviewed to demonstrate risks are being identified, assessed, managed and mitigated. 

• Key Officers have received appropriate training/guidance to fulfil their role and a 
training needs analysis has been undertaken. 

• Risks to strategic objectives arising from partnership working are identified in the 
Governing Body Assurance Framework and are regularly reviewed and updated. 
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Significant Assurance 
As a result of this audit engagement we have concluded that, except for the specific 
weaknesses identified by our audit in the areas examined, the risk management 
activities and controls are suitably designed, and were operating with sufficient 
effectiveness, to provide reasonable assurance that the control environment was 
effectively managed during the period under review. 
Our opinion is limited to the controls examined and samples tested as part of this 
review. 

 
 

Limitations of scope: The scope of our work was limited to the areas identified above. 
As a high-level review, this work has not examined directorate governance and risk 
management arrangements; we will consider this as part of our review for 2020/21. The 
review of Organisational values is high-level and we have not reviewed staff awareness. 
We plan to review this in more detail in 2020/21. 

 
Governance 
Audit Opinion 

 

Summary Findings 
Strategic Objectives and Values 
The CCG has produced a Commissioning Plan for 2018-20 which clearly documents its 
strategic objectives and associated clinical commissioning priorities. On a quarterly 
basis, the CCG produces a performance report on the delivery of its Commissioning 
Plan which depicts the CCG’s performance against a set of deliverable milestones and 
KPIs. The report enables the Governing Body to undertake an assessment of the 
likelihood of achieving each milestone and KPI. The CCG also has a set of clearly 
defined values which are laid out within its Constitution. 
Governing Body and Sub-Committee Governance 
The CCG has a formal governance structure in place which comprises seven 
committees reporting into the Governing Body. Our review of a sample of minutes of 
Governing Body and Committee meetings found the meetings to be quorate and 
members’ attendance to be regular. 
The Governing Body and its sub-committees have forward plans in place, however, 
there is scope for these to more explicitly link back to the responsibilities outlined within 
the terms of reference and for these to drive meeting agendas. 
Key organisational documents, i.e. Standing Orders, Standing Financial Instructions and 
Scheme of Delegation are up to date and readily accessible. 
The CCG’s governance structure indicates that all of the sub-committees report directly 
to the Governing Body and therefore require a standing agenda item to enable 
escalation of issues/risks/items as appropriate. We confirmed that this was the case for 
all of the commitees with the exception of Strategic Clinical Executive and 
Remuneration Committee. 
Annual reports are produced by three of the seven sub-committees. There is further 
scope for annual reports to be produced for all committees and for this to include a 
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Significant Assurance 
As a result of this audit engagement we have concluded that, except for the specific 
weaknesses identified by our audit in the areas examined, the risk management 
activities and controls are suitably designed, and were operating with sufficient 
effectiveness, to provide reasonable assurance that the control environment was 
effectively managed during the period under review. 
Our opinion is limited to the controls examined and samples tested as part of this 
review. 

 
 

review of effectiveness. 

 
Risk Management 
Audit Opinion 

 

Summary Findings 
Strategic Risk Management 
The CCG has an up to date Integrated Risk Management Framework (IRMF) – Policy 
and Procedure in place which clearly defines risk management processes and reporting 
arrangements including those relating to the escalation of issues from the risk register to 
the Governing Body Assurance Framework (GBAF). Accountabilities and 
responsibilities for risk management are clearly set out in the IRMF. 
Management information in relation to risk management, which includes the GBAF and 
risk register, is reviewed by the Governing Body and the Strategic Clinical Executive 
Committee on a bi-annual basis and by the Operational Executive Committee on a 
quarterly basis. It is also reviewed by the Audit and Quality Assurance Committee at 
every meeting. 
Mandatory training is provided to all staff annually in respect of health, fire and safety 
including risk assessment and management and information governance via the CCG’s 
mandatory learning and development programme. 
Risks to strategic objectives arising from partnership working have been considered and 
are identified in the GBAF which is subject to regular review and update. 

 
Summary of Recommendations 

 

 High Medium Low Total 

Proposed Actions - 4 1 5 

Agreed - 4 1 5 

 
Follow-Up 
The follow-up of all actions identified within this review will be undertaken via the CCG’s 
“live follow-up” of recommendations, as each individual implementation date is due, we 
will work with the CCG to evaluate progress made in respect of the issues raised. 
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The following sections of the report summarise the findings of our review. Each section highlights areas of good practice identified. Where 
relevant, any control weaknesses identified are outlined, including actions that have been agreed in order to address the associated risks. We 
have used the CCG’s risk matrix used for scoring the identified risks. This risk matrix, along with definitions of different opinion levels, is provided 
at Appendix A. 

1. Strategic Objectives and Values 
Strategic Objectives 

The CCG has produced a Commissioning Plan which covers the period 2018-2020. The plan was refreshed in April 2018 and describes the 
strategic objectives of the CCG as follows: 

To enable the CCG to deliver its vision, it has identified the following 12 clinical commissioning priorities: 

• Maternity and children 
• Clinical referrals 
• Primary care 
• Unscheduled care 
• Community services 
• Yorkshire Ambulance Service/Patient transport services 
• Medicines Management 
• Mental health 
• Learning disabilities 
• Continuing Healthcare and Funded Nursing Care 
• End of life care 
• Cancer 
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Assessment of likelihood of achieving strategic objectives 

The CCG produces a quarterly performance report on the delivery of its Commissioning Plan which is submitted to the Operational Executive, 
Strategic Clinical Executive, GP Members Committee and the Governing Body. The report, which is split into 12 sections (one for each clinical 
commissioning priority), depicts the CCG’s performance against a set of deliverable milestones and KPIs via a RAG rating system. Furthermore, 
risks associated with each clinical commissioning priority as well as achievement against QIPP schemes from a financial and operational point of 
view are also outlined within the report. The performance report enables an assessment of the likelihood of achieving each milestone, KPI and 
QIPP scheme to be undertaken. 

As the Commissioning Plan has not been refreshed since April 2018, it does not currently consider the NHS 10 year plan. We were advised that 
the next review of the Commissioning Plan is scheduled to take place in 2020 pending the first draft of the revised Rotherham Place Plan which is 
due in October 2019. At this point, formal consideration will be given to the NHS 10 year plan as well as any other relevant guidance. 

Values 

The CCG’s Constitution clearly defines the values that lie at the heart of the CCG’s work. These are as follows: 

• Clinical leadership 
• Putting people first, ensuring that patient and public views impact on the decisions we make 
• Working in partnership 
• Continuously improving quality of care whilst ensuring value for money 
• Showing compassion, respect and dignity 
• Listening and learning 
• Taking responsbilitiy and being accountable. 

 
In June 2018, the CCG was assessed for the Investors in Excellence (IIE) accreditation, the outcome was that the CCG met the IIE standard in 
full. The IIE Feedback Report confirmed that the values of the CCG are cascaded through the organisation via the organisation’s performance 
management process (PDR). The report also confirmed that the CCG values and behaviours are clearly defined and communicated to the 
workforce and that the values and behaviours are central to how people perform their role. 
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Governing Body 

 

2. Governing Body and Sub-Committee Governance 
The formal governance structure of the CCG comprising the Governing Body and each of its committees is shown below: 

 
 
 
 
 
 
 

Strategic Audit & GP Members Remuneration Primary Patient & Public Operational 
Clinical Quality Committee Committee Care Engagement Executive 

Executive Assurance (GPMC)  Committee (PPE) and (OE) 
(SCE) (AQuA)   (PCC) Communications Committee 

Committee     Sub Committee  

 
The CCG’s Constitution was last updated in January 2018 and remains up to date. It is readily accessible to all CCG staff via the CCG’s website. 
The Standing Orders, Standing Financial Instructions and Scheme of Reservation and Delegation are appended to the Constitution. In September 
2018 NHSE published the new model constitution for CCGs. Further to this, the CCG’s Constitution is currently in the process of being reviewed 
and is due to be presented to OE in August 2019. 

We reviewed the minutes of a sample of meetings of the Governing Body and its Committees to ascertain whether the meetings were quorate 
and whether members attend regularly. We found each of the meetings to be quorate and members’ attendance to be regular. 

In July 2019, an exercise was undertaken by the Assistant Chief Officer to demonstrate how each of the responsibilities set out in the Terms of 
Reference of the AQuA Committee had been fulfilled in the previous 12 months. This identified some areas for further consideration which will be 
brought back to a future meeting of the Committee. As such, we have not sought to reperform this work as part of this review. 

Areas requiring further action are outlined in the table below: 
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No. Findings Risk and Score 
(Impact x Likelihood) 

Agreed Action 

1. Governing Body Forward Planner 
The CCG has a governance forward planner which has a separate tab for 
each financial year covering the period 2018/19 to 2022/23. Our review of 
a sample of agendas of public Governing Body meetings held during the 
period April to June 2019 found a lack of evidence to demonstrate full 
application of the forward planner. For example, the April 2019 agenda did 
not include the CCG Annual Report, which was reported to a later meeting. 
Also the forward planner did not refer to the annual reports of the Audit 
and Quality Assurance Committee or the Primary Care Committee. 

The Governing Body may 
not be in receipt of the 
requisite information to 
enable it to fulfil all of its 
responsibilities. 

Medium (3x2) 

The governance forward 
planner to be updated to 
include a Governing Body 
section to clarify the items that 
are expected to be on the 
agendas of Governing Body 
meetings to fulfil its 
responsibilities. 

 We have been informed that the CCG uses the forward planner as an aide 
memoire rather than as a formal work plan which drives agendas for 
meetings. As such, there is scope for the process in place to be 
strengthened to ensure that the Governing Body will be able to discharge 
its responsibilites throughout the year. 

 Responsible officer: Ruth 
Nutbrown, Assistant Chief 
Officer 
Implementation date: 
February 2020 

  Management Response: Agreed. 

2. Committee Forward Planners and Agendas 
We reviewed the forward planner of each Committee of the Governing 
Body to ascertain whether it enables the Committee to fulfil the 
responsibilities outlined within their terms of reference and the extent to 
which these are reflected in meeting agendas. 
We found that whilst the forward planners, on the whole, contained items 
that enabled some of the responsibilities outlined within the terms of 
reference to be fulfilled, there were other responsibilities outlined in the 
terms of reference for which no corresponding items appeared on the 
forward planners. For example, the PPE and Communications Sub 
Committee’s terms of reference include the following responsibilities for 
which there are no corresponding items on the forward planner: 
• Monitor delivery against a range of standards relating to engagement, 

Committees of the 
Governing Body may not be 
fulfilling all of their 
responsibilities which may 
ultimately result in a lack of 
achievement of the CCG’s 
strategic objectives. 

Medium (3x2) 

The forward plan for each 
Committee of the Governing 
Body to more explicitly link 
back to the responsibilities 
outlined within the Committee 
terms of reference. 
The forward plan to be used for 
setting the agendas of 
Committee meetings. 

 
Responsible officer: Ruth 
Nutbrown, Assistant Chief 
Officer 
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No. Findings Risk and Score 
(Impact x Likelihood) 

Agreed Action 

 communications and consultation 
• Consider trends of complaints and MP enquiries relating to services 

commissioned 
 
In addition we found that the linkages between the forward planners and 
the agendas could be strengthened to ensure that Committees are able to 
discharge the responsibilities set out in their terms of reference effectively 
throughout the year. 

 Implementation date: 
February 2020 

Management Response: Agreed. 

3. Terms of Reference of Committees 
We found that the terms of reference of the PPE and Communications Sub 
Committee has not been reviewed since February 2018. As per the review 
date on the terms of reference, it was due to be reviewed in February 
2019. 

The terms of reference of 
Governing Body 
Committees may not 
accurately reflect all of the 
responsibilities of the 
Committees. 

Low (2x2) 

The terms of reference of the 
PPE and Communications Sub 
Committee to be subject to a 
formal review in line with the 
scheduled review date. 

 
Responsible officer: Ruth 
Nutbrown, Assistant Chief 
Officer 
Implementation date: 
February 2020 

Management Response: Agreed. 

4. Governing Body Committee Annual Reports 
The following Committees of the Governing Body produce an annual 
report: 
• Audit and Quality Assurance (AQuA) Committee 
• GP Members Committee (GPMC) 
• Primary Care Committee (PCC) 

Committees may not 
undertake a regular review 
of their effectiveness which 
may result in them not 
being able to demonstrate 
that they have discharged 
their responsibilities 

Each Committee of the 
Governing Body to produce an 
appropriate summary, 
commensurate with its 
responsibilities, at the end of 
each year to demonstrate how 
it has discharged the 
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No. Findings Risk and Score 
(Impact x Likelihood) 

Agreed Action 

 Our review of the latest available annual report for the GPMC (2017/18) 
found further scope for the report to consider the effectiveness of the 
Committee. 
With regard to the PCC, as per its forward planner, the Committee should 
produce its annual report in May. However, the 2018/19 annual report for 
the Committee was presented to the Committee’s meeting on 14th August 
2019 for approval. 
There is currently no requirement for other sub-committees of the 
Governing Body to produce an annual report or to undertake an annual 
review of its effectiveness. 

effectively. 
Medium (2x3) 

responsibilities set out in its 
terms of reference. 
Where appropriate, i.e. for 
decision making Committees, 
this will include an annual 
review of effectiveness. 

 
Responsible officer: Ruth 
Nutbrown, Assistant Chief 
Officer 
Implementation date: 
February 2020 

Management Response: Discussion required as to 
committees of the GB who are decision making groups who 
need to produce an annual report and those that aren’t that 
don’t. 
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3. NHSE Action Plan 
In July 2019, the CCG received its annual assessment against the Improvement and Assessment Framework. The CCG was assessed as 
‘Outstanding’ by NHS England, an improvement on the previous year rating of ‘Good’. 

 
4. Strategic Risk Management Arrangements 
Risk Management Strategy 

The CCG has an Integrated Risk Management Framework (IRMF) – Policy and Procedure which was approved by the Governing Body on 5th 
September 2018 and has a review date of September 2021. The IRMF clearly defines risk management processes and reporting arrangements. 

Accountabilities and responsibilities in relation to risk management are set out in the IRMF. The Deputy Chief Officer is the executive lead for risk 
management and this responsibility has been delegated to the Assistant Chief Officer. The section on accountability for risk management also 
identifies the following individuals/groups: 

• Governing Body 
• Audit & Quality Assurance Committee 
• Strategic Clinical Executive and GP Members Committee 
• Chief Officer 
• Chief Finance Officer 
• Chief Nurse 
• Head of Digital 
• Project Support Officer 
• All senior and line managers 
• All staff 
• Contractors, agency and locum staff 

We noted some minor inconsistencies between the IRMF and the approach adopted in practice and these have been highlighted to the Assistant 
Chief Officer for amendment as part of the Stage 1 Head of Internal Audit Opinion Work Programme. An action has been agreed for the IRMF to 
be updated to address these inconsistencies. 

Escalation of issues 

The IRMF sets out the process for identifying issues on the risk register that should be considered for escalation to the Governing Body 
Assurance Framework (GBAF). The Framework sets out that those risks with a score of 11 or below are considered to be an acceptable level of 
risk for toleration by the CCG. The appropriateness of current risk scores are considered and agreed by the Operational Executive. 
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Management Information 

In accordance with the CCG’s IRMF – risk process and reporting timetable, the GBAF, associated risk register and issues log have been 
presented at each meeting of the AQuA Committee in the year to date and quarterly to the Operational Executive Committee. In addition, the 
documents are also reviewed by risk owners on a monthly basis. The Governing Body receives the risk register alongside the GBAF and issues 
log bi-annually. These documents are due to be reported to the Governing Body in October 2019. 

Training 

The IRMF states that all staff will receive mandatory training annually in health, fire and safety including risk assessment and management and 
information governance via the CCG’s mandatory learning and development programme. There is no statutory requirement for specific risk 
management training to be provided to any members of staff within the organisation. Consequently, the CCG does not provide specific risk 
management training to its staff. 

Areas requiring action are outlined in the table below: 
 

No. Findings Risk and Score 
(Impact x Likelihood) 

Agreed Action 

5. Reporting lines to Governing Body 
Each Committee of the Governing Body has a standing item on its agenda 
to enable it to escalate issues/risks/items to the Governing Body where 
appropriate with the exception of the Strategic Clinical Executive 
Committee and the Remuneration Committee (which is considered 
reasonable given it’s remit). 

Reporting lines between 
Governing Body and its 
sub-committees may be 
unclear resulting in a 
potential lack of oversight of 
sub-committee business. 

The CCG to update its 
governance structure to 
accurately reflect the reporting 
lines for Strategic Clinical 
Executive Committee. 

 Discussions with the Assistant Chief Officer confirmed that the Strategic 
Clinical Executive Committee does not, in practice, report directly to the 
Governing Body which is inconsistent with the CCG’s governance 
structure. 

Medium (3x2) Responsible officer: Ruth 
Nutbrown, Assistant Chief 
Officer 
Implementation date: 

   February 2020 
  Management Response: Discussion required as to 

committees of the GB who are decision making groups who 
need to produce an annual report and those that aren’t that 
don’t. 
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Calculate the risk score by multiplying the consequence score by the likelihood score. 
 

 
Risk Matrix 

Likelihood 

(1) 
Rare 

(2) 
Unlikely 

(3) 
Possible 

(4) 
Likely 

(5) 
Almost 
certain 

C
on

se
qu

en
ce

 

(1) 
Negligible 1 2 3 4 5 

(2) 
Minor 2 4 6 8 10 

(3) 
Moderate 3 6 9 12 15 

(4) 
Major 4 8 12 16 20 

(5) 
Extreme 5 10 15 20 25 

 
1-5 Low 

6-11 Medium 
12-15 High 
16-20 Very High 

25 Extreme 
 
 

The audit opinion has been determined in relation to the objectives of the system 
being reviewed. It takes into consideration the volume and classification of the 
risks identified during the review. 

 
 

Audit Engagement Opinions 

 
Substantial 
Assurance 

As a result of this audit engagement we have concluded that, in the areas 
examined, the risk management activities and controls are suitably designed, 
and were operating with sufficient effectiveness, to provide reasonable 
assurance that the control environment was effectively managed during the 
period under review. 

 
Significant 
Assurance 

As a result of this audit engagement we have concluded that, except for the 
specific weaknesses identified by our audit in the areas examined, the risk 
management activities and controls are suitably designed, and were operating 
with sufficient effectiveness, to provide reasonable assurance that the control 
environment was effectively managed during the period under review. 

 
Limited 
Assurance 

As a result of this audit engagement we have concluded that, in the areas 
examined, the risk management activities and controls are not suitably 
designed, or were not operating with sufficient effectiveness, to provide 
reasonable assurance that the control environment was effectively managed 
during the period under review. 

Appendix A – Risk Matrix & Opinion Levels 
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Weak 
Assurance 

As a result of this audit engagement we have concluded that, in the areas 
examined, there are fundamental weaknesses in the design and operation of 
risk management activities and controls such that it is inadequate and likely to 
fail. 

Appendix 2 – Proposed meeting Governance Structure  



NHS Rotherham Clinical Commissioning Group – Meeting Governance Structure 
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Key:           CCG Statutory Decision Making Committees;          CCG Non Decision Making Committees 
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Operational 
Executive  

Sub-Committee  

Operational Groups incl: 
Medicines Management, IT Inter-operability, 
Clinical Referrals, A&E Delivery Board, End 

of Life Care, Equality and Diversity, 
Information Governance, Serious Incident 

Committee etc   

Children 
& Young 
People  

Urgent & 
Communit

y  

Mental 
Health & 
Learning 
Disability  

Rotherham 
Integrated 

Care 
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Joint 
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Committee of CCGs 
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Executive  
Sub-Committee  
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