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Health Scrutiny Committee: Minutes 
 
Date: 3 December 2025     
 
Time: 10.00am – 12.45pm   
 
Venue: Red Kite Room, New Shire Hall, Alconbury Weald PE28 4YE 
 
Present: Councillors S Caine, L Dupré, P Fane and R Howitt (Chair) 
 
 Non-voting co-opted members:  
 Councillors C Garvie - South Cambridgeshire District Council, K Horgan - 

East Cambridgeshire District Council (until 12.15pm) and Dr H Nawaz - 
Fenland District Council, B Pitt – Huntingdonshire District Council  

 
   

8. Change to Committee Membership  
 

The committee noted the appointment of Councillor P Fane on 4 November 2025, 
succeeding Councillor A Bradnam. A new vice chair would be appointed by Council on 
16 December 2025.  

 

9. Apologies for Absence and Declarations of Interest 
 

Apologies for absence were received from Councillors Y Malinowski, R Martin and  
M Todd-Jones.  
 
There were no declarations of interest.  
 

10. Minutes – 14 October 2025 
 

The minutes of the meeting on 14 October 2025 were approved as an accurate record 
and signed by the Chair.  

 

11.  The Provision of NHS Dental Services in Cambridgeshire 
 

The Chief Executive of Healthwatch Cambridgeshire and Peterborough joined the 
committee for the duration of the meeting to share the public voice on the topics being 
discussed. 
 
The Chair placed on record the committee’s thanks to Simon Brignell for the evidence 
which he had submitted on behalf of Toothless in Huntingdon, and to a local dentist and 
practice owner who had shared their perspective on local dental provision with 
members as part of the committee’s preparation. 
 
The committee welcomed Kate Vaughton, the Chief Officer for Partnerships and 
Integration at the Integrated Care Board (ICB) and Jess Bendon, Primary Care 
Contracts Business Partner Dental at the ICB, to the public scrutiny session.  
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The ICB officers explained that the new Central East ICB would cover a broader 
geography than Cambridgeshire and Peterborough and primary care and NHS dental 
provision would sit within that. Pam Green, the new Director of Neighbourhood Health 
and Partnerships for Cambridgeshire and Peterborough, would be the main point of 
contact going forward. Dentistry was a national priority facing widely recognised 
challenges. Since the ICB had taken over responsibility for local NHS dental provision 
there had been a focus on what changes were possible within its remit and what could 
be done to incentivise NHS dental work. A pilot project had been run with some local 
dental providers to create greater flexibility within the contract. This included enhanced 
up-front payments, a wider multi-disciplinary team approach and moving funds within 
year as part of the clawback process. Data on this was currently being collated, but the  
feedback so far had been positive. There were some fantastic dentists within 
Cambridgeshire and the need to prioritise dentistry and draw dentists into 
neighbourhood conversations about health and wellbeing was recognised nationally. 
Provision for additional emergency appointments was highlighted, but it was 
acknowledged that only four of twelve funded placements had been filled so far and the 
ICB was working with practices to see how to utilise that scheme and to make dental 
practice in Cambridgeshire more attractive. The ICB welcomed the input from Toothless 
in Huntingdon. 

 
In preparation for the meeting the committee had identified six key lines of enquiry, 
drawing on the evidence provided by Toothless in Huntingdon, discussions with a local 
dentist and the issues raised in Councillor Bulat's motion to Council on dentistry in 
December 2023  
 
. These were:  
 

1. Accountability 
2. Prevention 
3. National policy 
4. Budget management 
5. Training 
6. Issues raised in Councillor Bulat’s motion to Council 12 December 2023 

 
1. Accountability 

 
Individual members raised the following issues: 
 
- noted that during the previous scrutiny of NHS dental provision in 

Cambridgeshire in March 2024 the ICB had asked to be given time to make an 
impact after it took over responsibility for local dental provision before it was 
judged. However, there was still a perception locally of a chronic inability to 
access dental services by the public. The work described in the report was 
acknowledged, but the member questioned whether the level of ambition had 
been high enough and whether it needed to be higher going forward. Councillors 
had been disappointed last time by the reliance placed on the 111 service which 
should provide a backstop rather than be the primary means of accessing dental 
care. The Chief Officer for Partnerships and Integration acknowledged this as a 
fair challenge, but advised that dental care was provided through a nationally 
controlled contract, so the amount that could be done locally was limited. She 

https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2065/Committee/20/Default.aspx
https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2065/Committee/20/Default.aspx
https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2080/Committee/64/Default.aspx
https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2080/Committee/64/Default.aspx
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highlighted the importance of recognising those local dental practitioners who 
went over and above their contracted services to deliver care to local residents.  
 

- asked what action had been taken as a result of the independent IQVIA report. 
The Chief Officer for Partnerships and Integration advised that it had identified 
geographical areas where there were gaps in provision and investment had been 
made into those areas where funding was available. This included East 
Cambridgeshire and Fenland. The four additional posts which they had so far 
managed to recruit to were located within those areas. The ICB was working with 
50% of dental practices to incentivise them to do more NHS activity and to 
provide a more multidisciplinary approach. This work was currently at the mid-
year point.  

 
- asked whether data was available for the number of people who were not having 

regular dental appointments. The ICB representatives advised that dentists’ 
patient registration was different to GPs so they were reliant on the NHS England 
needs assessment for this type of information, supplemented by anecdotal 
information from local residents. 

 
- commented that it was often said that there was a choice to use private dentists, 

but for many people the only options were to have private treatment, go without 
dental care or to self-treat which masked the level of need. Other people were 
travelling long distances to retain an NHS dentist, so relying on secondary data 
did not identify the reasons behind peoples choices. More robust data was 
needed to understand this better.  

 
- asked whether ICB reconfiguration was a distraction from the focus on delivering 

frontline services.  
 

- commented that the financial incentive of private dental practice needed to be 
recognised as part of the issue, which was no criticism of the dentists concerned. 
The report referred to upskilling other dental professionals and they questioned 
whether this might lead to the same issue. 

 
2. Prevention 

 
- asked what measures were being taken to promote the importance of dental 

health from a preventive perspective and to make the public aware of the links 
between dental health and systemic health. Another member expressed 
particular concern that poor dental health amongst children was storing up long 
term problems. The ICB officers advised that they worked in collaboration with 
the Public Health team to promote preventive dental care and that teaching 
children how to care for their teeth was a key part of this.  
 

- asked what was being done to retain local NHS dentists and dental health 
professionals. The Chief Officer for Partnerships and Integration spoke of the 
importance of offering attractive career prospects. Feedback from dentists 
showed that they enjoyed a broader role which included a preventive element, so 
building that aspect of their role within their local communities was important.  
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- asked whether carers knew how best to support those they cared for to look after 
their teeth, and whether this was embedded in work with carers. The ICB 
representatives advised that part of the work of Cambridge University Hospitals 
NHS Foundation Trust’s special care dental service was to carry out oral health 
promotion, including with specific groups. A lot of work had been done with care 
homes and they offered a briefing note providing more information about this.  

 
3. National Policy 
 

The Chair acknowledged that the ICB did not speak for Government, but it did speak 
with Government so any information which could be provided in response to the 
committee’s questions would be welcome. 
 
- commented that they understood that the national dental contract had not 

changed significantly since 2006 and asked whether the ICB believed the 
contract should be reformed and how it was pressing for this. The Chief Officer 
for Partnerships and Integration advised that work was on-going around dental 
contract reform. A consultation had taken place in the summer and consideration 
was being given to mandating urgent dental care which should help meet that 
need. Enhanced Band 2 payments for more complex treatments were also being 
considered to incentivise that type of care. A big piece of work was also 
expected around prevention and the ICB would work with the Public Health team 
on that.  
 

- asked whether the ICB or Government was looking into why so many NHS 
dental contracts were being handed back and whether this was because they 
were not economically viable once a dental practice’s running costs were taken 
into account. The ICB representatives advised that no contracts had been 
handed back within the Cambridgeshire footprint which they liked to think was 
because local dentists were being offered flexibility on how they operated within 
their contract.  
 

- commented that 14,000 extra urgent appointments had been created within 
Cambridgeshire and Peterborough under the National Additional Urgent Dental 
Care Appointments initiative, but these were not visible to the public. They 
understood the ICB’s reluctance to say where these additional appointments 
were available in order to manage demand, but people did not feel more 
appointments were available locally and there was a need to maintain public 
trust in the system. The Chief Officer for Partnerships and Integration advised 
that this work was building momentum. In Peterborough, the ICB was trialling the 
co-location of GP and dental practices to offer more of a wraparound approach 
to care and also create some savings through shared overhead costs. This had 
attracted interest from other parts of the ICB area and the data would be shared 
nationally. Lots of conversations had taken place with dentists to make sure that 
they were comfortable with delivering the additional capacity for urgent 
appointments. The ICB would make sure it could allocate all the 14,000 extra 
urgent appointments, but this could have a knock-on effect on non-urgent 
provision. It was encouraging that local dentists now seemed more confident in 
communicating where capacity was available.  
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4. Budget Management 
 

- asked whether the ICB was able to unilaterally change the funding levels for 
units of dental activity (UDAs). The Chief Officer for Partnerships and Integration 
advised that UDA rates were set nationally, but as part of its response to the 
IQVIA report it was exploring ways to offer greater flexibility where this was 
within the power of the ICB. This approach was being fed back into the national 
conversation about dental provision. It was helpful to have a collective approach 
with Healthwatch and organisations like Toothless In Huntingdon. There were 
currently 73 high street contracts and each had a specific amount of activity to 
deliver. If they did not deliver this the funding was clawed back the following 
year. Where there was continual under-delivery the ICB tried to have a 
conversation mid-year to re-size the contract where needed. When funding was 
released it was used to prioritise the national urgent care scheme and IQVIA 
actions.  
 

- commented that the committee had been advised that the current national dental 
contract had been in place since 2006, and that this was based on the number 
and types of treatment undertaken during 2004/5. Since then the population had 
increased significantly in many areas including Cambridgeshire and dental 
provision has become more complex, but there had been no increase in UDAs to 
enable NHS dentists to treat more patients. ICB officers advised that the funding 
rates had not changed since 2005. The ICB received its allocation and had to 
live within that.  
 

5. Training 
 

- commented that they had advocated for the establishment of a dental school in 
East Anglia during the scrutiny of the provision of NHS dental services in 
Cambridgeshire in March 2024. Statistics showed that many students continued 
to live in the area where they had studied after graduation, and a dental school in 
East Anglia could lead to more dentists living and practicing locally. They had 
proposed Anglia Ruskin University as potentially the best option as it already had 
a medical school in Chelmsford, and found it discouraging that this idea had not 
been progressed. The Chair confirmed that this reflected his memory of the 
discussion and that a clear commitment had been given then to investigate this, 
but nothing had happened. The Chief Officer for Partnerships and Integration 
advised that conversations about tis had taken place and offered of a briefing 
note on the current position in relation to the establishment of an undergraduate 
dental training school in the East of England. 

 

6. Councillor Bulat's motion to Council on dentistry in December 2023  
 
- asked whether access to dental services in Cambridgeshire was more or less 

unequal than 18 months ago when Councillor Bulat had taken her motion to 
Council. The Chief Officer for Partnerships and Integration advised that the ICB 
had targeted additional appointments and provision to areas where data had 
identified greater need. They would be happy to provide further details outside of 
the meeting.  
 

https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2080/Committee/64/Default.aspx
https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2080/Committee/64/Default.aspx
https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2065/Committee/20/Default.aspx
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- asked what the ICB was doing to bring people with lived experience into the 
conversation. The Chief Officer for Partnerships and Integration advised that the 
ICB was working with the local Healthwatch team both proactively and reactively.  

 
The Chair thanked the Integrated Care Board offices for their candid responses. 
Summing up the discussion, he stated that the committee welcomed the Integrated 
Care Board’s (ICB) decision to maintain its dental leadership team and retain place-
based teams to protect capacity at local level as part of the transition to the new Central 
East ICB. He highlighted the pilot project being run by the ICB which aimed to raise the 
reimbursement of NHS dentists and look more widely at workforce distribution, 
increasing the number of units of dental activity (UDAs) commissioned and incentivising 
prevention. The findings from this were being shared nationally and it was hoped would 
inform national policy discussions and changes to the national dental contract. The 
committee welcomed the ICB’s commitment to continuing to work collaboratively with 
the council’s Public Health team in promoting good oral health and preventive dental 
care, especially among children and young people, and confirmation that the ICB had 
protected capacity in relation to the provision of dental services. 
 
The committee accepted the offer of briefing notes on the oral health promotion work 
being delivered in local care homes, the current position on establishing an 
undergraduate dental training school in the East of England, and whether access to 
dental services in Cambridgeshire was more or less unequal than it was 18 months ago 
when Councillor Bulat took a motion to Council (pages 6-7) on NHS dental provision in 
Cambridgeshire. 
 
In the context of its health scrutiny function, the committee acknowledged the 
challenges which faced the Integrated Care Board (ICB) in relation to NHS dental 
provision, but urged the ICB to be more ambitious in relation to the provision of NHS 
dental services in Cambridgeshire. The committee highlighted a lack of transparency 
locally around the allocation and delivery of extra capacity for urgent dental 
appointments funded by Government and urged greater transparency to build public 
confidence and trust. The committee expressed serious concerns about the distance 
that some Cambridgeshire residents had to travel to access NHS dental services and 
welcomed the commitment given on collecting more data on this. The committee 
encouraged and supported the pilot projects exploring a hub approach to primary care 
provision and requested a briefing note on the outcome of these pilot projects, including 
where and when they would be introduced in Cambridgeshire if successful. The 
committee expressed disappointment at the failure to take concrete steps towards 
establishing an undergraduate dental training school in the East of England following 
the undertakings given at the previous scrutiny of dental provision in March 2024  and 
urged the new Central East Integrated Care Board to champion this as it could offer 
considerable benefits across its geography. The committee offered the good offices of 
Cambridgeshire County Council in support of this. Finally, the committee expressed 
some concern about the level of underspend on dental provision in Cambridgeshire and 
whether the money being clawed back was being used as efficiently and productively 
as possible. 
 
With the consent of the meeting it was resolved to delegate authority to the Democratic 
Services Officer, in consultation with the Chair and Vice Chair, to produce a summary of 
the committee’s  feedback and recommendations and to send these to the relevant 
parties. 

https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2065/Committee/20/Default.aspx
https://cambridgeshire.cmis.uk.com/ccc_live/MeetingsCalendar/tabid/70/ctl/ViewMeetingPublic/mid/397/Meeting/2080/Committee/64/Default.aspx
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12. Integrated Care Board Cost Reductions and Reconfiguration – The 
Implications for Cambridgeshire 

 

The committee welcomed Jan Thomas, the Chief Executive of the Cambridgeshire and 
Peterborough Integrated Care Board (ICB), and Kate Vaughton, the Chief Officer for 
Partnerships and Integration at the ICB to the public scrutiny session.  
 
The Chair stated that the committee recognised that the ICB reconfiguration was still a 
work in progress and that not all questions would have answers at this stage. However, 
it was important that scrutiny should have the opportunity to engage with and influence 
the process as a constructive partner. 
 
The Chief Executive of the ICB welcomed the opportunity to engage with scrutiny. 
Government had announced earlier in the year that ICB’s must cut their running costs 
by 50%. A consultation was now taking place on a significant reduction in workforce 
and this represented a very difficult time for all ICB staff. Much of the ICB’s work related 
to direct patient services rather than administration and involved a large number of 
clinicians. Cambridgeshire and Peterborough was one of the smaller ICBs, so in order 
to make best use of its budget of £19 per head of population it needed to work with 
other ICBs. This would be achieved through the creation of a new Central East ICB in 
April 2026, subject to final approvals.  

 
In preparation for the meeting the committee had identified four key lines of enquiry. 
These were:  
 

1. ICB reconfiguration  
2. Data security  
3. The impact of the 50% reduction in ICB running costs in Cambridgeshire 
4.  Follow-up to scrutiny of the delivery of the NHS 10 Year Plan in Cambridgeshire 

in October  
 

1. ICB reconfiguration 
 

Individual members raised the following issues: 
 

- acknowledged the potential synergies offered by combining existing ICBs into 
larger groups, but asked what assurances could be given that decisions taken by 
the Central East ICB would be right for Cambridgeshire. There were also concerns 
that the demands on senior ICB leaders’ time created by the reconfiguration might 
cause service delivery to suffer.  
 

- noted that a lot of time had been spent looking at system thinking and asked how 
those principles would be upheld in the council’s relationship with the new ICB.  

 
- stated that over 25% of young people had mental health issues, that 53% of 

people diagnosed with mental health related issues had never seen a psychiatrist 
and the leading cause of death in under 50s was suicide. Given these figures they 
asked what extra resources the ICB could make available locally to facilitate the 
Government initiative to get people with health issues back to work.  
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- asked what assurances could be given that the reduction in ICB running costs and 
staffing would not adversely affect the provision of dental services in 
Cambridgeshire.  

 
- commented that it seemed that Government had given ICB’s some discretion on 

how Healthwatch’s functions would be delivered following its abolition.  
 

The Chief Executive of the ICB stated that it was important to understand the huge 
and growing demand for NHS services. As a commissioner, the ICB needed to 
understand how people were using health care and what was driving that activity. 
This included looking across Cambridgeshire at the wider determinants of health 
and what could be done to keep people as well as possible. The ICB would 
continue to work to maximise every pound it received, but there would never be 
enough money to keep offering more of everything. The key would be how system 
partners worked together to keep people as well as possible and enjoying the 
highest quality of life, and the neighbourhood health model was critical to that. The 
proposed structures for the new Central East ICB were currently out for 
consultation, but it was proposed to establish a team led by the Chief Officer for 
Partnerships and Integration to look at how services were delivered at a 
neighbourhood level with partners and stakeholders to keep people in their own 
homes for as long as possible. Getting that neighbourhood focus and integration 
right should reduce demand so that services were available when needed. The 
proposed new structures would create systems to work at scale but with a hyper 
local focus. A key part of this would be working on how to help people stop 
smoking, maintain a healthy weight, manage their alcohol consumption and 
address metabolic disease to maintain good health and mitigate risk. This did 
mean that there were things the ICB had done previously which it would no longer 
be able to do, although it was not known yet quite what that would be. It would 
though continue to deliver its statutory functions including around safeguarding. 
The new Director of Neighbourhood Health and Partnerships for Cambridgeshire 
and Peterborough would provide a dedicated point of contact within the new ICB 
structure. The Government’s decision to abolish Healthwatch was disappointing as 
engaging with the local population was fundamental and Healthwatch added value 
to that process.  
 
The Chief Officer for Partnerships and Integration highlighted the importance of 
partnership working to achieve the best outcomes for local people. Since 2024 the 
ICB had been working with partners including the voluntary sector to deliver 
bespoke packages of tailored support which went beyond health care. The 
feedback on this had been very positive and had attracted national attention, with 
Government now looking at how this model might be incorporated into business as 
usual. The Health and Wellbeing Board was instrumental in championing this 
approach. The new ICB structure offered more definition around its role as a 
strategic commissioner and the way the ICB would work with its partners was 
being built into its governance. The council’s Executive Director for Adults, Health 
and Commissioning would sit on the new neighbourhood committee. The Chief 
Officer for Partnerships and Integration advised that the ICB had protected 
capacity around dental provision. 
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2. Data Security  
 

- reported the concerns of local residents and local MP Ian Sollom about the 
security of personal and medical data following a contract to Palantir to create a 
data platform for the NHS. Palantir’s expertise was surveillance software and it 
was said to have received funding from the CIA and been involved in Ukraine and 
other theatres of war. The British Medical Association had stated that it was not an 
appropriate partner. The member asked how confident the local ICB was in its use 
of Palantir.  
 
Another member commented that medical data was becoming more personalised 
and sensitive, especially in relation to genomics, and had the potential to be 
weaponised. This was a matter of national security as well as an ethical concern. 
They understood that some ICBs had chosen not to proceed with Palantir and 
asked whether the local ICB would think again and engage a British based 
company to safeguard this sensitive data. 
 
The Chief Executive of the ICB explained that the system provided by Palantir was 
a federated data platform which had been nationally procured by NHS England. It 
had been through a rigorous procurement process which would have included 
security considerations. She understood that no data could be used for anything 
other than UK health purposes, but would speak to national colleagues and 
provide a response after the meeting.  

 

- welcomed the steps being taken to put data in the hands of the public and the 
advances being made in providing people with access to their own health data. 
However, there was a real risk of personal health data becoming a product being 
sold by companies and used to promote all sorts of agendas. They felt there were 
real dangers of the misuse of this data to classify people into ‘types.’ They 
accepted the positive potential to help people manage their own health better, but 
felt it was important not to ignore this risk.  

 
The Chief Executive of the ICB advised that access to more accurate health data 
enabled care to be tailored to individual need and to mitigate risk. The public 
expected information held by GPs and hospitals to be shared. She felt there was a 
need to change the conversation on data to be clear about the benefits as well as 
the risks to increase public confidence. 

 

- commented that their personal preference would be to be asked once for all time 
whether their personal health data could be shared with all NHS service providers. 
However, they might not want that data shared with private sector providers.  

 
3. The impact of the 50% reduction in ICB running costs in Cambridgeshire 

 
-  asked how the budget for the Central East ICB compared to the current budgets 

for its constituent ICBs prior to the required 50% running cost reduction. The 
Chief Executive of the ICB explained that the ICB was still required to meet its 
statutory duties with 50% less funding so it needed to achieve economies of 
scale in its running costs. Unless the NHS worked in a new and modern way it 
would never be able to afford to meet the volume of demand for services. 
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Currently more money was spent on out-patient appointments than was spent on 
primary care and this could not be right. Switching to patient initiated follow-ups 
would focus resources on those people needing to see clinicians and avoid 
unnecessary appointments. Over 80% of waiting lists were for out-patients 
appointments. By being bolder the ICB could still provide services to those who 
needed them, but it needed the support of committees like this to help make that 
change and help people understand the risk profile of not changing. 

 
-  asked whether the Central East ICB’s funding would be spread equitably across 

its geographical footprint or if some areas would be given priority. The committee 
learned that the budget allocation would be made into a single pot. Budget 
planning would take account of health inequalities across the new geography, 
but the new ICB would not be radically moving money between areas at this time 

 
The Chair welcomed the ICB’s acknowledgement that it could not do everything and 
that this could mean changes to services or some services being discontinued. It would 
though be important to be open with the public and with partners and stakeholders 
where this was happening. It would also be important that the ICB continued to reflect 
with partners on how Healthwatch’s functions would be maintained following its 
abolition. 
 
4. Follow-up to the scrutiny of the delivery of the NHS 10 Year Plan in Cambridgeshire 

on 14 October 2025 
 

-  advised that the committee had raised the lack of in-patient female only mental 
health beds in Cambridgeshire during the October scrutiny session and asked 
what could be said about how this was being addressed. The Chief Executive of 
the ICB stated that mental health provision was top of the ICB’s recently 
published commissioning intentions for the next three years to make sure there 
was a sustainable model for mental health provision going forward. There was 
little discussion about acute inpatient beds, and that was not ok as these 
provided care to the most vulnerable individuals.  

  
-  commented that they had not seen any reference to addressing health 

inequalities in the ICB’s report or to the men’s health strategy and asked if these 
could be incorporated and prioritised. The committee learned that that the 
Government’s Men’s Health Strategy had been released a couple of week 
previously. The ICB was currently digesting this, but recognised the need to 
maximise the number of men accessing screening programmes. Public Health 
was accountable for primary prevention, but the ICB was looking at how to draw 
that in. The Director of Public Health described a partnership approach, with the 
Public Health team commissioning and undertaking a lot of work on prevention 
working with ICB colleagues. 

 
-  welcomed the ICB’s focus on prevention. They described a community health 

and wellbeing initiative at Huntingdonshire District Council which created 
opportunities to be quite innovative around prevention and asked how that could 
be brought together with other prevention work. The Chief Officer for 
Partnerships and Integration described this initiative as an important piece of 
work. The ICB was being mandated to pull together plans at a neighbourhood 
level with oversight by the Health and Wellbeing Board (HWB). It would be 
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important to understand what different partners had to offer where there were 
gaps in provision.  

 
 The Chair commented that whilst not perfect the committee in common approach 

taken by the two local HWBs and the Integrated Care Partnership (ICP) was 
motivated by putting people first. He worried that some of that might be lost in 
the new set-up. The Government wanted HWBs to have more power, but there 
had been a gap between the decisions taken by the HWBs and the decisions 
taken by the ICP which he was concerned would grow larger rather than smaller. 

 
 The Chief Executive of the ICB stated that the ICB was absolutely committed to 

continuing to work in a joint way and its proposed structure reflected this. The 
translation between policy and delivery was a critical one as there must be more 
time spent on delivery than policy to make progress. A commitment was needed  
from all partners to approach key health issues like obesity and metabolic 
disease in a strategic way and to bring all their collective assets to the table. She 
would do that for the ICB and needed other partners to do the same. 

 
-  The Chair highlighted a difference between a local infrastructure which provided 

space to talk and a space where decisions were actually taken. A structural 
problem with the old ICB had been that hospital trusts had the most powerful 
voice. He questioned what needed to happen to ensure that HWBs truly had the 
power the Government wanted them to have and how to make sure locally that 
the structure genuinely impacted services 

 
-  the Healthwatch representative noted the discussion at the previous meeting 

around accountability in relation to changes made to Arthur Rank Hospice’s 
funding by Cambridge University Hospital’s NHS Foundation Trust. They asked if 
there would be mechanisms going forward for the ICB and partners to hold 
individual providers to account around service provision decisions.  

 
The Chair thanked the Chief Executive and Chief Officer for Partnerships and 
Integration at the ICB for attending the scrutiny session in person and for their 
responses to questioning. Summing up the discussion, the Chair stated that the 
committee was reassured by the Chief Executive’s expressed wish to continue the local 
partnership approach and her agreement that the shift to a local prevention agenda was 
both wanted and needed. The establishment of a team within the new Central East 
Integrated Care Board’s governance structure to facilitate interaction with partners in 
Cambridgeshire and the provision of dedicated contact points was welcomed, and the 
County Council was committed to continuing to work constructively with this team and 
the wider Central East ICB network. The committee welcomed confirmation that the ICB 
had protected capacity around the provision of dental services and its stated 
commitment to continued meaningful public engagement and consultation following the 
abolition of Healthwatch. However, it highlighted that Healthwatch’s functions went 
beyond this role and included providing an independent check on the system. The 
committee welcomed the work planned around patient initiated follow-up as a way of 
making best use of available NHS resources while providing patients with increased 
agency and appropriate support. It also welcomed and endorsed the ICB’s decision to 
make mental health the first priority in the Central East ICB’s new draft commissioning 
plan. Committee members welcomed the commitment given to continued joint working 
between the Integrated Care Board with the Health and Wellbeing Board. 
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The committee welcomed and accepted the Chief Executive of the ICB’s offer to liaise 
with national colleagues and provide a response to concerns from some committee 
members about the security of personal and medical data following a contract award to 
Palantir to create a data platform for the NHS, given that Palantir’s expertise was 
surveillance software. 
 
In the context of its statutory health scrutiny function, the committee expressed concern 
that structural issues and changes at the ICB were in danger of crowding out some  
service improvements and urged Central East Integrated Care Board members to guard 
against this. The committee acknowledged the assertion that the ICB would focus 
resources on the areas of most need. In return, the public and its elected 
representatives wanted to see openness and transparency when services would be 
changed, reduced or no longer provided, even though this might lead to some difficult 
conversations. The committee invited the ICB to continue to reflect with partners 
including the County Council about how the independent check on health care services 
and systems currently provided by Healthwatch would be maintained following 
Healthwatch’s abolition. The committee welcomed and endorsed the comments made 
about the advantages of the digitisation of health services and how this could help 
target services and resources more effectively. However, they hoped the concerns 
raised about data privacy and security during this scrutiny session and during the 
meeting in October 2025 would be taken into account. The committee acknowledged 
the proper challenge issued by the Integrated Care Board to its partners to bring all of 
their assets to the table as a test to all system partners. The committee welcomed the 
opportunity to maintain the constructive working relationships which already existed 
with those members of the Central East Integrated Care Board’s leadership team who 
worked previously for the Cambridgeshire and Peterborough Integrated Care Board and 
looked forward to building new and positive relationships with other members of the 
Central East Integrated Care Board and its constituent authorities. The committee 
welcomed the Chief Executive of ICB’s agreement to attend a further public scrutiny 
session in 12 months’ time. 
 
With the consent of the meeting it was resolved to delegate authority to the Democratic 
Services Officer, in consultation with the Chair and Vice Chair, to produce a summary of 
the committee’s  feedback and recommendations and to send these to the relevant 
parties. 
 

 

13. Health Scrutiny Work Programme  
 

The Chair advised that he would discuss the topics to be scrutinised in March with the 
new vice chair after their appointment by Council later in the month. He agreed to a 
request to allow some time at the next committee pre-meet to discuss the future work 
programme.  
 
The Chief Executive of Healthwatch advised that concerns were growing about the 
provision on non-urgent transport across the county and asked for this to be added to 
the list of potential scrutiny topics.  

 
The report was noted. 
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14. Health Scrutiny Recommendations Tracker 
 

The health scrutiny recommendations tracker was noted.  
 
 
 
 

 
  

(Chair) 


