NHS UNCLASSIFIED

Meeting of the CCG Board

A meeting of NHS North Tyneside Clinical Commissioning Group Board is to be held in public on
Tuesday 30 April 2013, 10.15 - 12:00, at Hedley Court

Agenda
Item No

Item

Lead

1

Welcome

Dr J Matthews

2

Apologies for Absence

Dr J Matthews

3

Declarations of Interest

Dr J Matthews/ P Fox

4

Report of the previous Meeting

Dr J Matthews

5

Report from Chair and Chief Officer

Dr J Matthews/M Cushlow

6

Quality Items

Time

Verbal
10 minutes
Verbal
5 minutes
Verbal
10 minutes

Verbal
6.1

Report from the meeting of the Quality and
Safety Committee, 23 April 2013

Dr M Wright/L YoungMurphy

6.2

Quality handover document

L Young-Murphy

6.3

Performance Report 2012/13

C Nicholson

6.4

Performance Measures 2013/14

C Nicholson

7
7.1
8
8.1
9
9.1

5 minutes

Enclosure
5 minutes
Enclosure
10 minutes
Enclosure
10 minutes

Finance and Contracting
2013/14 Budget Setting Process and
Approval.

A Thompson

Enclosure
15 minutes

Public and Patient Involvement
Progress report on PPI work

E Hayward

Verbal
5 minutes

Strategic Items
Progress on corporate objectives

M Cushlow

Verbal
5 minutes
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10

Commissioning

10.1

Commissioning Plan, 2013/14:progress
update

P Clow

10.2

Development of 111: progress update

P Clow

11

Committee terms of reference for
ratification

P Fox

11.2

Board calendar and annual cycle of
business

P Fox

11.3

The establishment of the North Tyneside
Health and Wellbeing Board

P Fox

12.1

13

5 minutes
Verbal
5 minutes

Governance and Assurance

11.1

12

Verbal

Enclosure
5 minutes
Enclosure
5 minutes
Enclosure
5 minutes

Items for information
The Functions of a Clinical Commissioning
Group

P Fox

Enclosure
5 minutes

Date of next meeting
Tuesday 25 June 2013, 10.15am
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Report to North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 6.2

Title of report: North of Tyne Quality Handover Document (QHD)
Sponsor: Maurya Cushlow Chief Officer
Author: Lesley Young- Murphy Exec Director Nursing & Transformation
Purpose of the report:
To formally receive the North of Tyne Quality Handover Document (QHD);
an appendix of the North of Tyne Corporate Handover Document which
formed the basis of the formal handovers between NHS North of Tyne and
North Tyneside Clinical Commissioning Group. A paper copy of the report
is available on request.
Executive summary
The QHD was written to facilitate handover from the NHS North of Tyne
statutory Primary Care Organisations – the ‘senders’ to all successor
organisations – the ‘receivers.’ The NHS North of Tyne Corporate
handover document and the QHD appendix formed the basis of the formal
handover between NHS North of Tyne and NHS North Tyneside Clinical
Commissioning Group.
The QHD is a public document which should remain on the NHS North of
Tyne website after April 2013 for a period of 6 months in line with advice
from the Department of Health. The QHD will also be included on the
NTCCG website.
The top 5 quality (risk) issues identified in the QHD are :
• Continuing Health Care – all aspects of this complex work stream (i.e.
to include restitution and out of area placements.
• Handovers between the Ambulance Service and the Accident and
Emergency Services – Work is on-going with NEAS and partner
organisations (commissioning and provider) to reduce the handover
delays and ensure a seamless patient transfer across the emergency
care pathway.
• Emergency Response Times in North East Ambulance Service FT –
work is on-going with NEAS to resolve performance issues.
1
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• Legacy Waits in Newcastle upon Tyne Hospitals NHS FT The report
reflects that there were 10 legacy wait patients, all of which have now
been seen.
• Healthcare Acquired Infections (HCAI) – High priority for Foundation
Trusts. While performance remains within the required trajectories,
this continues to be a challenging area with actions on-going across
the whole system.
In addition it also identified the following key areas:
Report of the Mid Staffordshire NHS Foundation Trust Public Enquiry (5
February 2013). The Francis Report documents ‘appalling suffering’ of
many patients and families, primarily caused by a failure of the Trust Board
and cites a number of other wider system failures. It identifies 290
recommendations and calls for a fundamental change of culture so that
patients are the first and foremost consideration. Patients can expect to
receive consistently high quality, safe care from compassionate staff who
are supported by robust and responsive systems, regardless of
organisation.
Organisational Change – It is well documented that there is a risk with any
organisational change a potential resultant loss of organisational memory.
The corporate closedown and quality handover document and associated
processes will assure business continuity and an oversight of risk during
transition. NHS North of Tyne has worked closely with successor
organisations to ensure business continuity and knowledge transfer.
Links to corporate objectives
This links with the CCG statutory requirement to commission safe high
quality care and is in line with the NHS outcomes framework and the NHS
Constitution.
Actions required by members:
This report is for formal receipt by the board.
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Part 3: Governance and Compliance
1. Consultation and engagement
The report is a public document and will be put on North Tyneside CCG
website
2. Resource implications
None associated with the document

3. Risks
The risks are identified within the document
4. Equality assessment
N/A

5. Environment and sustainability assessment
N/A

Report author:
Report date:

Lesley Young- Murphy
19 April 2013
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Report to North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 6.3

Title of report: Performance Report 2012/13
Sponsor: Alison Thompson – Chief Finance Officer
Author: Carol Nicholson – Head of Strategy, Planning, Performance and Business
Development

Purpose of the report: To provide Board assurance regarding the delivery of a
range of non-financial targets and trajectories.
Executive summary: The North Tyneside PCT was ranked joint second of 51 PCTs
across the North of England. Of the total commissioner indicators:
Of the total commissioner level indicators:
 14 are rated red (>5% outside the trajectory),
 9 are amber (<5% outside trajectory), and
 41 are green.
The actions being taken in relation to the red rated indicators for North Tyneside CCG
and Northumbria Healthcare NHS Foundation Trust are summarised in the attached
report

Links to corporate objectives: This report provides a summary of progress
against targets and trajectories contained in the NHS Constitution and 2012/13
Commissioning Plan.

Actions required by members: The Board is being asked to note the
performance and support the actions necessary to maintain and improve further service
delivery.

1

Part 2: Appendices and further information
1. Appendices
None.

2. Further information relevant to the report
NHS England Planning Guidance, Everyone counts: planning for patients 2012/13.
NHS Constitution 2013.

Part 3: Governance and Compliance
3. Consultation and engagement
North Tyneside PCT and latterly the CCG have been held to account by the NHS
Commissioning Board Area Team against these performance targets in 2012/13. Their
delivery has involved joint working between the commissioning leads, public health,
local authority, practices and provider trusts.

4. Resource implications
The financial impact is planned at the start of the year and embedded in contracts with
providers, although there is the risk of activity targets being exceeded in-year. Elective
activity has exceeded the planned level in 2012/13.

5. Risks
The year end performance relating to delivery of NHS health checks is not yet
available, but it is unlikely that this target will be achieved. The major financial risk
relates to delivery of the contracted activity targets with Foundation Trusts.

6. Equality assessment
Not applicable – the targets have been assessed nationally.

7. Environment and sustainability assessment
There are no environmental, social or economic implications.

Report author:
Report date:

Carol Nicholson – Head of Strategy, Planning, Performance and
Business Development
19 April 2013
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North Tyneside CCG Board Meeting – 30 April 2013
Performance Monthly Update
This report sets out the latest position regarding the key performance indicators and
existing Public Health commitments in relation to NHS North Tyneside Clinical
Commissioning Group (CCG).
NHS North of England Performance Overview – March 2013
NHS North of England produces a monthly overview report summarising the performance
of both primary care organisations (PCO) and acute trusts across the North of England
against a range of key indicators. North Tyneside Primary Care Trust (PCT) was
assessed as amber overall against the 7 national indicators and was ranked joint 2nd of
the 51 PCOs. Action is being taken to recover delivery of the health checks target.

Overall

RTT admitted
90%
Dec 2012

62 day
Cancer Q3
12/13

C-diff
A&E 4 hour
Jan ytd
Ambulance
Cat wait
A QTD
2013
03 Mar 2013

Mixed Sex
accommodation Ambulance
Cat A
Jan 2013
Jan 2013

Health
Checks
Q3 12/13

North Tyneside PCT

The acute trust overview report for the North of England shows our two local acute FTs to
be rated as green, although Northumbria performed below target for VTE assessments
and was ranked joint 10th. Altogether 13 trusts were ranked green, 24 amber and 13 red.

Overall

RTT admitted
90% Dec 12

62 day
Cancer
Q3 12/13

The Newcastle upon Tyne Hospitals NHS
Foundation Trust

C-diff
A&E 4 hour
Jan ytd
Ambulance
Cat Await 03
2013
Mar 13

62 day
Cancer

A

A&E 4
hour wait

Mixed Sex
VTE
accommodation
assessments
Jan 13
Jan 13

6 wk
diagnostic
wait Jan 13

Ambulance
Cat A

Northumbria Healthcare NHS Foundation
Trust

North Tyneside CCG Scorecard
Of the total commissioner level indicators:
 14 are rated red (>5% outside the trajectory),
 9 are amber (<5% outside trajectory), and
 41 are green.
It should be noted that the infection control targets for MRSA and C.difficile in 2012/13
were achieved by North Tyneside CCG. The actions being taken in relation to the red
rated indicators for North Tyneside CCG and Northumbria Healthcare NHS Foundation
Trust are summarised in the attached schedule.
Quality Report for North of England – February 2013
This ranks the 50 acute trusts according to how well each trust is performing across the
quality matrix. Newcastle is ranked 11th (down from 3rd in January) and Northumbria 8th
(down from 6th).
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Integrated Performance Measures 2012/13

As at 19 April 2013
North Tyneside CCG

Ref Measure/definition

Latest Data

Trajectory

Actual

Newcastle
Risk to Year
End

Trajectory

Actual

Northumberland CCG
Risk to Year
End

Trajectory

Actual

Risk to Year
End

NUTHFT

NHCFT

Actual

Actual

7.0%

URGENT CARE - Shaun Lackey/Helen Steadman
1

A&E Quality - unplanned re-attendance rate

Nov-12

<5%

8.6%

2

A&E Quality - time spent in A&E department - 95th percentile

Nov-12

<4 hours

237

232

3

A&E Quality - left dept without being seen rate

Nov-12

<5%

2.8%

1.8%

4

A&E Quality - time to initial assessment - 95th percentile

Nov-12

<15 mins

52

14

5

A&E Quality - time to treatment - median

Nov-12

<60 mins

22

49

6

Cat A response within 8 mins

Feb-13

75%

82.8%

75.0%

91.8%

71.0%

73.3%

7

Cat A response within 19 mins

Feb-13

95%

98.5%

95.0%

99.4%

95.0%

95.1%

8

% of stroke patients with at least 90% of hospital stay on a stroke unit

Q3 2012/13

80%

93.8%

80.0%

93.7%

80.0%

94.3%

9

% of people at high risk of stroke who experience a TIA treated within 24hrs

Q3 2012/13

60%

100.0%

60.0%

100.0%

60.0%

66.7%

10

% patients spending 4 hours or less in A&E or minor injury unit

Q4 2012/13

95%

97.8%

98.0%

11

% patients spending 4 hours or less in major A&E department

Q4 2012/13

95%

96.4%

97.8%

Jan 2013 ytd

TBD

940.2

TBD

701.7

TBD

796.5

Number of emergency admissions for acute conditions that should not usually require hospital
admission
PLANNED CARE - Shaun Lackey/Helen Steadman
12

13

% of patients initial treatment within 18 weeks for admitted pathways

Feb-13

90%

92.4%

90%

92.1%

90%

93.0%

92.7%

91.5%

14

% of patients initial treatment within 18 weeks for non-admitted pathways

Feb-13

95%

96.7%

95%

97.4%

95%

96.5%

96.5%

97.4%

15

% patients waiting for initial treatment on incomplete pathways within 18 weeks

Feb-13

92%

93.4%

92%

93.8%

92%

93.4%

93.2%

93.2%

16

% of direct access audiology referral to hearing aid fitting within 18 weeks

Feb-13

95%

98.0%

95%

96.9%

95%

100.0%

98.9%

n/a

17

% patients waiting more than 6 weeks for the 15 diagnostic tests (including audiology)

Feb-13

<1%

0.80%

<1%

0%

<1%

1.00%

0.0%

1.4%

CANCER - Caroline Sprake/Tom Dunkerton
18

% of patients seen within 2 weeks of an urgent referral for suspected cancer

Feb-13

93%

97.2 (451/464)

93%

97 (591/609)

93%

96.3 (675/701)

97.4 (1163/1194)

95.9 (703/733)

19

% of patients seen within 2 weeks of an urgent referral for breast symptoms

Feb-13

93%

98.7 (76/77)

93%

98.8 (80/81)

93%

96.8 (92/95)

97.7 (128/131)

97.8 (136/139)
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% of patients treated within 62-days of an urgent GP referral for suspected cancer

Feb-13

85%

87 (40/46)

85%

91.4 (32/35)

85%

83.3 (50/60)

85.6 (89.5/104.5)

85.3 (49.5/58)

21

% of patients treated within 62-days of urgent referral from an NHS Cancer Screening Service

Feb-13

90%

100 (6/6)

90%

100 (2/2)

90%

100 (18/18)

98.4 (30/30.5)

100 (1.5/1.5)

22

% of patients treated for cancer within 62-days of consultant decision to upgrade status

Feb-13

n/a

100 (1/1)

n/a

0 (0/0)

n/a

75 (3/4)

50 (1/2)

85.7 (3/3.5)

23

% of patients treated within 31 days of a cancer diagnosis

Feb-13

96%

100 (94/94)

96%

98.8 (81/82)

96%

99.3 (139/140)

98.9 (358/362)

100 (101/101)

24

% of patients receiving subsequent treatment for cancer within 31-days - Surgery

Feb-13

94%

100 (29/29)

94%

100 (20/20)

94%

100 (38/38)

100 (98/98)

100 (14/14)

25

% of patients receiving subsequent treatment for cancer within 31-days - Drugs

Feb-13

98%

100 (34/34)

98%

100 (33/33)

98%

100 (47/47)

100 (107/107)

100 (38/38)

26

% of patients receiving subsequent treatment for cancer within 31-days - Radiotherapy

Feb-13

94%

100 (35/35)

94%

100 (29/29)

94%

100 (56/56)

99.6 (284/285)

0 (0/0)

LONG TERM CONDITIONS - Caroline Sprake/Tom Dunkerton
27

People with long-term conditions feeling independent and in control of their condition

Q2 2011/12

TBD

58.5%

TBD

58.8%

TBD

60.8%

28

Unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults)

Jan 2013 ytd

TBD

1030.1

TBD

808.5

TBD

1085.1

29

Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s

Jan 2013 ytd

TBD

346.9

TBD

353.4

TBD

275.0

30

Number of emergency admissions to hospital for people who have a long term condition

Sept 2012 ytd

TBD

17,645

TBD

19,410

TBD

24,272

Q3 2012/13

37.2%

53.1%

37.3%

44.9%

39.4%

43.4%

Q3 2012/13

90%

88.5%

90%

91.8%

90%

95.3%

END OF LIFE CARE - Kathryn Hall/Tom Dunkerton
31

% deaths at home (including care homes)

CHILDREN & FAMILIES - Ruth Evans/Aileen Fitzgerald
32

% women who have seen a midwife by 12 weeks and 6 days of pregnancy

MENTAL HEALTH - Ruth Evans/Anya Paradis
33

Number of new cases of psychosis served by early intervention teams

Q3 2012/13

20

23

42

54

26

13

34

Number of crisis resolution/home treatment episodes of care

Q3 2012/13

331

184

533

281

466

244

35

% people followed up within 7 days of discharge from psychiatric in-patient care

Q3 2012/13

95.0%

100.0%

95.0%

98.9%

95.0%

96.4%

36

% people with depression +/or anxiety disorders with access to psychological therapies

Q3 2012/13

3.0%

3.0%

3.0%

3.2%

3.0%

5.0%

37

% people referred for psychological therapies who receive psychological therapies

Q3 2012/13

50.1%

51.0%

50.1%

53.3%

50.1%

82.9%

RESOURCES (ACTIVITY & WORKFORCE) - Alison Thompson/Phil Clow
38

Number of non-elective FFCEs

Feb-13

2,709

1,941

2,839

2,529

3,538

2,662

39
40

Number of GP written referrals

Feb-13

3,939

4,062

4,617

5,128

5,541

5,523

Number of other referrals

Feb-13

3,003

3,714

3,989

4,072

3,877

4,372

41

Number of 1st outpatient attendances after GP referral

Feb-13

3,478

3,549

4,126

4,240

5,275

4,821

42

Number of first outpatient attendances

Feb-13

6,585

7,367

8,933

9,549

9,316

9,210

43

Number of elective FFCEs - ordinary adms

Feb-13

661

517

934

702

970

891

44

Number of elective FFCEs - daycases

Feb-13

2,557

2,718

3,059

2,935

3,862

4,245

45

Diagnostic activity - number of endoscopy based tests

Feb-13

609

652

630

695

956

1,056

46

Diagnostic activity - number of non-endoscopy based tests

Feb-13

5,495

5,863

5,464

5,495

7,489

7,768

47

Number of patients waiting for initial treatment on incomplete pathways

Feb-13

12,461

13,184

14,959

16,008

16,856

17,569

48

Number of health visitors (PCT Cluster target)

Dec-12

176.0

179.9

176.0

179.9

176.0

179.9

4
43,094

13,259

REFORM - Martin Wright/Helen Steadman
49

Choice of named consultant-led team

Mar-12

TBD

63.8%

TBD

59.8%

TBD

64.1%

50

Use of Choose and Book

Mar-13

90.0%

67.0%

90.0%

66.0%

90.0%

64.0%

51

Choose and Book - % slot issues

Feb-13

<4%

52

Use of the independent sector

Mar-12

TBD

6.1%

TBD

3.0%

TBD

1.7%

53

% of patients with electronic access to their medical records

Q3 2011/12

TBD

0.0%

TBD

0.0%

TBD

0.0%

<4%

<4%

49.6%

91.4%

3%

7%

0

0

QUALITY - Martin Wright/Lesley Young-Murphy
54

Mixed Sex Accommodation - numbers of unjustified breaches

Mar-13

0

0

0

0

0

0

55

Number of MRSA bacteraemia cases - NTPCT

2012/13

4

2

2

2

3

3

56

Number of MRSA bacteraemia cases - NUTHFT

2012/13

4

4

4

57

Number of MRSA bacteraemia cases - NHCFT

2012/13

2

2

2

58

Number of Clostridium Difficile cases - NTPCT

2012/13

94

59

Number of Clostridium Difficile cases - NUTHFT

2012/13

95

95

95

60

Number of Clostridium Difficile cases - NHCFT

2012/13

81

81

81

83

83

56

109

4
2
94
74
53

PUBLIC HEALTH - Ruth Evans/Anya Paradis
61

Number of smoking quitters

Dec 2012 ytd

1,371

1,310 (95.6%)

1,637

1,452 (88.7%)

2,070

1,693 (81.8%)

62

Prevalence of breastfeeding at 6-8 wks after birth

Q3 2012/13

35.9%

38.7%

44.5%

45.7%

36.5%

35.9%

63

Coverage of breastfeeding at 6-8 wks after birth

Q3 2012/13

95.0%

99.5%

95.0%

100.0%

95.0%

99.8%

64

Extension of breast screening program to women aged 47-49 and 71-73

Q4 2012/13

TBD

36.7%

TBD

25.6%

TBD

30.8%

65

Extension of bowel screening program to men and women aged 70 up to 75 birthday

Q4 2012/13

TBD

98.1%

TBD

97.5%

TBD

98.1%

66

All women to receive results of cervical screening tests within 2 weeks

Mar-13

98.0%

99.7%

98.0%

99.8%

98.0%

99.8%

67

% of eligible people offered diabetic retinopathy screening in the previous twelve months

Q3 2012/13

95.0%

102.5%

95.0%

94.5%

95.0%

100.8%

68

% eligible people ages 40-74 who have been offered a health check

Q3 2012/13 ytd

15.0%

12.2%

15.0%

12.9%

15.0%

15.6%

69

% eligible people ages 40-74 who have received a health check

Q3 2012/13 ytd

8.3%

5.2%

8.3%

6.2%

8.3%

7.0%

119,740

179,012

176,078

187,330

183,958

Public
Health
70 Access to
NHS dentistryExisting Commitments 2012/13

As at 19 April
122,3592013

Sep-12

North Tyneside CCG
Ref Measure/definition

Latest Data

71

% of mothers to initiate breastfeeding

72

% of women known to be smokers at the time of delivery

73

Under 18 conception rate per 1,000 females aged 15-17

74

Trajectory

Actual

Q3 2012/13

TBD

Q3 2012/13

TBD

2011

% of patients supported by peripatetic LARC service who are under 19 years of age

75
76
77
78

% of 15-24 year olds accepting chlamydia screening
% of women aged 53-70 screened for breast cancer in last 3 years
% of women aged 25-64 who have received cervical screening in the last 5 years
Mortality rate per 100,000 population, males, from all causes at all ages

79
80

Jan data

Newcastle
Risk to Year
End

Trajectory

Actual

64.9%

TBD

16.0%

TBD

26.2

32.4

Q2 2011/12

TBD

Q2 2012/13
Mar-12
2011/12
2010

Mortality rate per 100,000 population, females, from all causes at all ages
<75 cancer mortality rate

81

Northumberland CCG
Risk to Year
End

Trajectory

Actual

69.7%

TBD

60.4%

14.6%

TBD

18.7%

23.7

42.9

20.7

32.5

70.5%

TBD

67.7%

0.00

51.5%

12.0%
TBD
TBD
687.0

16.0%
79.3%
81.3%
708.0

12.0%
TBD
TBD
701.0

14.3%
76.1%
77.2%
711.1

12.0%
TBD
TBD
616.0

13.8%
82.5%
82.4%
661.0

2010

502.0

531.0

519.0

519.8

457.0

463.0

2010

126.4

121.5

130.8

141.4

107.0

107.3

<75 CVD mortality rate

2010

69.4

75.1

80.0

84.8

61.0

63.2

82

Suicide & injury of undetermined intent mortality rate

2010

TBD

11.1

TBD

6.08

TBD

8.02

83

% of children in reception with height and weight recorded who are obese

2011/12

10.2%

10.5%

11.0%

14.5%

11.4%

9.5%

84

% of children in year 6 with height and weight recorded who are obese

2011/12

17.4%

22.0%

21.2%

25.0%

18.4%

19.1%

85

% of children in reception with height and weight recorded in the past school year

2011/12

93.0%

97.6%

90.0%

97.1%

90.5%

98.1%

86

2011/12

88.0%

96.5%

91.0%

95.8%

90.0%

93.8%

Q3 2012/13

95.0%

95.0%

95.3%

95.0%

88

% of children in year 6 with height and weight recorded in the past school year
Diphtheria, tetanus, polio, pertussis, haemophilus influenza type b (Hib) - (DTaP/IPV/Hib) children
aged 1
Pneumococcal infection (PCV) immunisation rate for children aged 2

Q3 2012/13

95.0%

95.0%

94.7%

95.0%

89

Haemophilus influenza type b (Hib), meningitis C immunisation rate for children aged 2 (Hib/MenC)

Q3 2012/13

95.0%

95.0%

95.7%

95.0%

90

Measles, mumps and rubella (MMR) immunisation rate for children aged 2

Q3 2012/13

95.0%

96.3%

95.0%

94.7%

95.0%

94.4%

91

Diphtheria, tetanus, polio, pertussis immunisation rate for children aged 5 (DTaP/IPV)

Q3 2012/13

95.0%

95.0%

95.0%

93.3%

95.0%

96.4%

92

Measles, mumps and rubella (MMR) immunisation rate for children aged 5

Q3 2012/13

95.0%

94.7%

95.0%

92.5%

95.0%

95.1%

93

Human papilloma virus vaccine immunisation rate for girls aged 12-13 years (1st, 2nd & 3rd dose)

2011/12

95.0%

93.0%

95.0%

90.2%

95.0%

92.7%

87

98.3%
96.3%
98.2%

Risk to Year
End

97.5%
94.4%
95.7%
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Performance indicators rated as red as at 19 April 2013
Performance Area

Issues and Risks

Key Actions

Commissioner: Integrated Performance Measures
34

Crisis Resolution- Home
treatment episodes

The number of home treatment
episodes is below that expected at
quarter 3.

 NTWFT has recently improved its recording practices from Q1 12/13. Failure to achieve trajectory is
predominately due to changes in reporting ability and improvements to systems, rather than a reduction in
service provision or delivery. In 2011/12 the Trust was unable to accurately disaggregate home based
treatment from other assessments that took place in the home. The measurement process is now more
accurate.

40

No of other referrals

The number of other referrals
exceeds funded contract level.






42

Number of first outpatient
attendances

The number of 1st outpatient
attendances exceeds funded
contract level

 Increase of 782 (12%) for 1 outpatient attendances above trajectory (Feb MAR data).
 An overall increase has been incurred due to pressure to deliver the 18 week targets and reduce long term
waiters.

44

Number of elective FFCEs day cases

The number of day cases exceeds
funded contract level

 Increase of 161 (6%) for day cases above trajectory.
 A corresponding decrease of 144 (22%) ordinary admissions is reported.

45
46

Diagnostic activity

Number of endoscopy based tests
and non-endoscopy based tests
are above contract levels.

 Increase of 43 (7%) for endoscopy based tests above trajectory.
 Increase of 368 (7%) for non-endoscopy based tests above trajectory.
 The focus on reducing the long waiting times along with the impact of the promotion of the cancer screening
campaigns in the media has increased activity in diagnostic tests.

47

Number of patients waiting for
initial treatment on incomplete
pathways

Numbers waiting exceed trajectory
for February.

 Increase of 723 (6%) waiting compared to trajectory. This largely relates to urology, gastroenterology,
cardiology, dermatology and rheumatology at NUTHFT and is being pursued to ensure it does not have a
detrimental impact upon delivery of NHS Constitution targets or contribute to over performance of contracted
elective activity in 2013/14.

50

Use of Choose and Book

NPCT has not reached 90% use of
the Choose and Book system.

 NHS North of Tyne continues to work with practices and providers to improve utilisation rates.

68

NHS Health Checks

NPCT is not achieving the target
level of performance for both
offering and providing health
checks to eligible people within the
40 – 74 age group.






69

Increase of 711 (24%) for other referrals above trajectory (Feb MAR data).
Number of consultant to consultant referrals has increased over the past year.
NUTHFT has agreed a threshold for these referrals based on 2010/11 consultant to consultant referrals.
NHCFT has also agreed a threshold which will be revised in year as changes to specialised commissioning
comes into effect.
st

Activity against target is increasing rather than decreasing as the year has progressed.
Additional activity was agreed with practices in the most deprived areas.
Monthly monitoring of data is now available to provide interim information against the quarterly reporting.
Data to the end of January suggests an offered rate of 14.6% and a received rate of 9.2%. However concern
has been expressed by colleagues in Public Health that there is significant under reporting. They believe
about 33% of patients seen for a Health Check do not then re-visit the practice to receive their result, and
consequently are not classified as a completed Health Check.
 Public Health has streamlined the incentive scheme and agreed the new approach with the CCG and the

6

NHS UNCLASSIFIED
LMC for implementation in 2013/14.
Provider
1-4

A&E Quality - NUTHFT &
NHCFT

Patients are not being assessed
within 15 minutes.
Re-attendance rate in excess of
5%.

 Performance continues to improve against this new indicator. Providers are focusing upon measures to
enable the achievement of this target.

Commissioner: Public Health Existing Commitments
73

Under 18 conception rate per
1,000 females aged 15-17

Below trajectory in 2010.

 The under 18 conception rate in North Tyneside for 2010 is 16.1% lower than the rate in 2009. There has
been a 38.4% decline in rates from the 1998 baseline. This decline is greater than the decline seen in
England (24%) and NE region (21.6%). There were 122 conceptions amongst 15 - 17 year olds in 2010
compared to 148 conceptions in 2009 and 204 in 1998.

79

Mortality rate per 100,000
population, females, from all
causes at all ages

Mortality rate for females is above
target

 The figures presented here are final data for 2010 published by the NHS IC. This is an increase from 2009
position.
 A Health Inequalities Action Plan is in place.

81

<75 CVD Mortality Rate

Mortality rate is above target.

 The three year rolling average for CVD mortality rates have seen a decline in the last five years. As per PSA
definition reduction in the mortality gap has surpassed the requirement for 40% reduction when compared to
England, by 2010. It is anticipated that the NHS Health Checks programme for NoT will impact on the
mortality rate which is likely to be seen from 2011/12 onwards.

84

% of children in Year 6 with
height and weight recorded
who are obese.

The target for the number of obese
children in year 6 in NTCCG has
been breached.

 Efforts are being made to invest a small amount of additional fund from the LAA Reward grant to address
obesity in early years and build capacity of front line staff in one targeted area linking early years and
schools activity together. Brief advice / interventions training is being implemented to help front line staff
raise the issue of obesity and signpost families to take positive action.

7
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NHS North Tyneside
Clinical Commissioning Group 2012/13
Vision

Strategic
Principles

Link to
scorecard

 5% reduction in A&E attendances for
participants.

Developing a Sick Child pathway

 Reduction of 7% in all 0-18 admissions,
activity and cost based on 11/12 outturn to
sustain initial reduction seen in Engage
Health pilot.

Referral refinement

 2% reduction in orthopaedics, ENT,
cardiology new outpatient attendances.
 5% reduction in neurology, ophthalmology,
urology, gynaecology new outpatient
attendances.

Enhanced assessment of IntraOcular pressure

 50% avoidance in referrals to glaucoma
outpatient clinics.

Delivering IV Antibiotics at home

 Reduce the average length of stay from
12.22 days for patients diagnosed with an
UTI and 7.8 days for patients diagnosed
with Cellulitis.

Community DVT pathway

 Reduction in the 50% of acute admissions
for DVT that have a 0 day length of stay
assuming a number of these are clinically
avoidable.

38

Single point of access for urgent
care referrals

 2% reduction in unnecessary non-elective
admissions.

31

Advanced Care Planning at end
of life in nursing homes

 Increase in the number of people who die
in a setting of their choice – reduction in
the percentage of people who die in an
acute hospital, which is currently 55%.

Improve the lives of people with
a Long Term Conditions by
developing care plans in the
community

 Increase the number of people who have a
care plan.

Dementia and care of older
people

 Improve diagnosis rates and reduce the
use of antipsychotic medicines.

Carers

 Increase support to carers.

Military and veterans’ health

 Ensure providers meet national
obligations and implement new interface
model to improve MH services for
veterans.

Expanding health visitor
programme and family nurse
partnerships implementation

 Achievement of in year workforce growth
targets.

Rolling out the 111 service

 Implementation of the 111 service from
April 2013.

Increasing choice of provider
through the AQP initiative

 Increased choice for patients in 3 services
lines by September 2012.

39

together to

Delivering care
locally in primary,
community and
home settings by
improving
pathways for
planned and
unplanned care

maximise the
health and
wellbeing of
North Tyneside
communities by
making the best Promoting self
care and care
use of NHS
planning
resources

Delivery of
2012/13 national
priorities – linked
to our 3 principles

Outcomes

Social prescribing

Promoting
wellbeing through
preventative
healthcare

Working

Initiatives

48

8

NHS UNCLASSIFIED

Quality Report for North of England dated February 2013
The High Level Quality Overview ranks the 50 acute trusts according to how well each trust is
performing across the quality matrices (pages 4 and 5). Newcastle is ranked 11th (down from
3rd in January) and Northumbria 8th (down from 6th). Of all the quality indicators that are ragrated the two North of Tyne acute trusts performed as follows:





Green
Blue
Amber
Red

Newcastle
50% (58%)
25% (25%)
8% (8%)
17% (8%)

Northumbria
58% (58%)
17% (17%)
8% (8%)
17% (17%)

performing better than expected
performing as expected
performing marginally worse than expected
performing significantly worse than expected

The Quality Summary Sheet identifies a number of indicators in each of the domains of quality
(clinical effectiveness, patient safety and patient experience) and also in performance. Each
chart on the dashboard identifies by name the trusts that are performing worse than expected.
The two North of Tyne acute trusts are performing worse than expected in the following areas:



Newcastle is worse than expected for MRSA and 52 week waiters. The latest MRSA
data for March indicates 4 cases against a target of 4 for 2012/13, and all 52 week
waiters were treated by the end of March 2012.
Northumbria is worse than expected for Hospital Standard Mortality Rates (HSMR).
This is being investigated.

The Data Matrix of Trusts compares acute trusts by benchmark group i.e. similar/comparator
trusts.
The Quality Dashboard presents the same data with trusts grouped by PCT cluster. In these
two reports:



Newcastle is rated as red for 52 week waiters, Friends and Family Test (Data collection:
planned date 100% coverage) and MRSA. The Trust is on target to achieve the Friend
and Family Test submission.
Northumbria is rated as red for Length of Stay and Overall HSMR. Benchmarking data
is being sought in order to enable identification of the specialties where length of stay is
an issue.
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Report to NHS North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 6.4

Title of report: Performance Measures 2013/14
Sponsor: Alison Thompson, Chief Finance Officer
Author: Carol Nicholson, Head of Strategy, Planning, Performance and
Business Development
Purpose of the report: To appraise the Board of the key performance
measures in place in 2013/14.
Executive summary:
Under the Health and Social Care Act 2012, each CCG has a duty to
continuously improve the quality of services commissioned and the
outcomes achieved. As part of the planning process for 2013/14, the CCG
has been required to provide assurance that it will deliver the NHS
Constitution, NHS Mandate and Quality Premium.
These measures will be taken forward as part of the CCG’s overall
performance management framework and triangulated against a wider
range of quality, workforce, financial, and activity measures to ensure high
quality services are commissioned for the population of North Tyneside.
Links to corporate objectives: These measures will contribute to the
assurance process regarding the commissioning of high quality services in
2013/14. This includes delivery of the NHS Constitution, CCG Outcomes
Framework and Quality Premium.
Actions required by members:
The Board is asked to:
a) Note the key performance measures to support the assurance
processes;
b) Note that the performance report for 2013/14 will be presented to
the next meeting for consideration.
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Performance Measures 2013/14
Part 1
1. Executive summary
Under the Health and Social Care Act 2012, each CCG has a duty to continuously
improve the quality of services commissioned and the outcomes achieved. As part
of the planning process for 2013/14, the CCG has been required to provide
assurance that it will deliver the NHS Constitution, NHS Mandate and Quality
Premium.
These measures will be taken forward as part of the CCG’s overall performance
management framework and triangulated against a wider range of quality,
workforce, financial, and activity measures to ensure high quality and safe services
are commissioned for the population of North Tyneside.

2. Purpose of the report
The purpose of this paper is to identify the key performance measures against which
the performance of the CCG will be assessed by NHS England in 2013/14.

3. Background
The NHS England Planning Guidance for 2013/14 onwards, published in December
2012, requires the CCG to:
•
•
•

continue to meet the rights and pledges set out in the NHS Constitution;
deliver the NHS Mandate requirements by improving performance against the
CCG Outcomes Indicator Set; and
deliver the four national and three local measures of the Quality Premium.

These measures are being incorporated into the CCG’s performance framework and
associated governance arrangements, to ensure that the appropriate reporting of
progress is in place in 2013/14.

4. Performance Measures 2013/14
4.1. NHS Constitution
The rights and pledges are summarised in the NHS England Planning Guidance
and are attached at Appendix A. This specifies the thresholds against which the
CCG’s performance will be assessed by the NHS England Area Team for
Cumbria, Northumberland, Tyne and Wear.
2
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4.2. CCG Outcomes Indicator Set
This forms part of NHS England’s systematic approach to promoting quality
improvement. Its aim is to support CCGs and health and wellbeing partners in
improving health outcomes by providing comparative information on the quality
of health services commissioned and the associated health outcomes. The
indicator set will help CCGs and wellbeing boards to identify priorities for
improvement.
The measures were developed by NHS England following a process of
engagement with voluntary groups, patient representatives, CCGs and
providers. Performance information will be made available to patients and the
public to support transparency and accountability.
The indicators will reflect each of the five domains of the NHS Outcomes
Framework. Of the 48 measures within the dataset, only 20 are measurable
currently. The full indicator set will evolve as the measures become available.
Current benchmarked performance is shown in Appendix B.
North Tyneside CCG is amongst the highest 10% performing CCGs for:
•

Proportion of people supported to manage their condition.

However, performance is in the lowest 10% performing CCGs for:
•
•
•

Emergency admissions for alcohol related liver disease;
Emergency admissions for acute conditions that should not usually
require hospital admission;
Emergency readmissions within 30 days of discharge from hospital.

5.3 Quality Premium
This is intended to reward CCGs for improvements in the quality of services that
they commission and for associated improvements in health outcomes and
reducing inequalities. The quality premium will be paid to CCGs in 2014/15 to
reflect the quality of services commissioned in 2013/14. The total amount
payable for achievement of the quality premium will be £5 per head of population,
which equates to just over £1m for NTCCG.
There are four national (dark blue) and three local (lighter blue) measures (see
overleaf), developed by the CCG and considered by the local Health and
Wellbeing Board. The percentage award for each measure is 12.5%, with a
higher weighting of 25% against the management of emergency admissions.
In order to qualify for a quality premium payment, the CCG must manage within
its total resources envelope and if the following NHS Constitution rights and
pledges on waiting times are not achieved, there will be a reduction in the
payment of 25%:
3
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•
•
•
•

92% of patients on incomplete non-emergency pathways to have waited less
than 18 weeks
95% of patients to be admitted, transferred or discharged within four hours of
their arrival at an A&E department
85% of patients to have waited less than two months (62 days) from an
urgent GP referral to the first definitive treatment for cancer
75% Category A Red 1 ambulance calls resulting in an emergency response
arriving within 8 minutes.

No increase in
avoidable
emergency
admissions
between 2012/13
& 2013/14
(25%)
3.2% reduction in
potential years of
life lost from
amenable
mortality
between 2012
and 2013
(12.5%)

Improvement of
patient
experience of
hospital services
(A&E & acute
inpatient)
between Q1
2013/14 &
2014/15

5% reduction in
emergency
readmissions
within 30 days of
discharge from
hospital
(12.5%)
Prevention of
healthcare
associated
infections
0 MRSA & </= 64
C. difficile cases
(12.5%)

70% of eligible
adults with a
learning disability
to receive a NHS
health check
(12.5%)

51.5% of people
dying in their
usual place of
residence
(12.5%)

5. Next steps
The key actions required to ensure delivery of the priorities and initiatives within the
Commissioning Plan are as follows:
•
•

Development of overall performance framework as part of the CCG’s
assurance and governance arrangements;
Working with the North of England Commissioning Support (NECS),
establishment of quality and performance dashboards to ensure the CCG is
alerted to any under delivery and quality issues;
4
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•

Working with the leads for each service, development of actions plans to
ensure delivery of the Commissioning Plan priorities and initiatives, the NHS
Constitutions rights and pledges, and CCG health outcomes.

6. Recommendations
The Board is asked to:
c) Note the key performance measures to support the assurance processes;
d) Note that the performance report for 2013/14 will be presented to the next
meeting for consideration.

Report author:
Report date:

Carol Nicholson, Head of Strategy, Planning, Performance and
Business Development
19 April 2013
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Part 2: Appendices and further information
7. Appendices
Appendix A – NHS Constitution 2013/14 Rights and Pledges
Appendix B - CCG Outcomes Indicator Set 2013/14

8. Further information relevant to the report
•
•
•

Department of Health – The NHS Constitution for England (March 2013)
NHS England - CCG Outcomes Indicator Set 2013/14 (December 2012)
NHS England – Quality Premium: 2013/14 guidance for CCGs (March 2013)

Part 3: Governance and Compliance
9. Consultation and engagement
The quality premium measures have been considered and agreed by the North
Tyneside Health and Wellbeing Board, and the local Area Team.

10. Resource implications
The total amount payable for achievement of the quality premium will be £5 per head
of population, which if successful equates to just over £1m for NTCCG. The
resource implications have been considered as part of the budget setting process for
the implementation of action plans associated with delivery of the quality premium
initiatives.

11. Risks
A risk assessment of all performance targets will be undertaken at the start of the
year and throughout 2013/14 to inform the risk register, and ensure appropriate
action is taken. Key risks will be delivery of the challenging infection control targets
in 2013/14, and managing provider activity within the levels contracted.

12. Equality assessment
An equality impact assessment of the 2013/14 Commissioning Plan has been
undertaken and found to have a positive impact.

13. Environment and sustainability assessment
There are no environmental or sustainability issues arising from this report.

6
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Appendix A

NHS Constitution 2013/14 Rights and Pledges
Referral To Treatment waiting times for non-urgent consultant-led treatment
Admitted patients to start treatment within a maximum of 18 weeks from referral – 90%
Non-admitted patients to start treatment within a maximum of 18 weeks from referral – 95%
Patients on incomplete non-emergency pathways (yet to start treatment) should have been waiting no more than
18 weeks from referral – 92%
Diagnostic test waiting times
Patients waiting for a diagnostic test should have been waiting less than 6 weeks from referral – 99%
A&E waits
Patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E department – 95%
Cancer waits – 2 week wait
Maximum two-week wait for first outpatient appointment for patients referred urgently with suspected cancer
by a GP – 93%
Maximum two-week wait for first outpatient appointment for patients referred urgently with breast symptoms
(where cancer was not initially suspected) – 93%
Cancer waits – 31 days
Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers – 96%
Maximum 31-day wait for subsequent treatment where that treatment is surgery – 94%
Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug regimen – 98%
Maximum 31-day wait for subsequent treatment where the treatment is a course of radiotherapy – 94%
Cancer waits – 62 days
Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for cancer – 85%
Maximum 62-day wait from referral from an NHS screening service to first definitive treatment for all cancers –
90%
Maximum 62-day wait for first definitive treatment following a consultant’s decision to upgrade the priority of the
patient (all cancers) – no operational standard set
Category A ambulance calls
Category A calls resulting in an emergency response arriving within 8 minutes – 75% (standard to be met for both
Red 1 and Red 2 calls separately)
Category A calls resulting in an ambulance arriving at the scene within 19 minutes – 95%
Mixed Sex Accommodation Breaches
Minimise breaches
Cancelled Operations
All patients who have operations cancelled, on or after the day of admission (including the day of surgery), for
non-clinical reasons to be offered another binding date within 28 days, or the patient’s treatment to be funded at
the time and hospital of the patient’s choice.
Mental health
Care Programme Approach (CPA): The proportion of people under adult mental illness specialties on CPA who
were followed up within 7 days of discharge from psychiatric in-patient care during the period – 95%.
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Appendix B

CCG Outcomes Indicator Set 2013/14
1. Preventing people from dying prematurely
Potential years of life lost (PYLL) from causes considered amendable to healthcare
Under 75 mortality rate from cardiovascular disease
Under 75 mortality rate from respiratory disease
Under 75 mortality rate from liver disease
Under 75 mortality rate from cancer
2. Enhancing quality of life for people with long term conditions
Health-related quality of life for people with long-term conditions
Proportion of people feeling supported to manage their condition
Unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults)1
Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s1
Estimated diagnosis rate for people with dementia
3. Helping people to recover from episodes of ill health or following injury
Emergency admissions for acute conditions that should not usually require hospital admission1
Emergency readmissions within 30 days of discharge from hospital
Total health gain assessed by patients i) Hip replacement ii) Knee replacement iii) Groin hernia iv) Varicose veins
Emergency admissions for children with Lower Respiratory Tract Infections (LRTI)1
4. Ensuring that people have a positive experience of care
Patient experience of primary care i) GP Services ii) GP Out of Hours services
Patient experience of hospital care
Friends and family test
5. Treating and caring for people in a safe environment and protecting them from avoidable harm
Incidence of healthcare associated infection (HCAI)
i) MRSA ii) C.difficile

8
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CCG Outcomes Indicator Set benchmarked against North East CCGs

Potential
years of life
lost (PYLL)
from causes
considered
amenable to
healthcare
Darlington CCG
143
Durham Dales, Easington And Sedgefield CCG
175
North Durham CCG
102
Hartlepool And Stockton-On-Tees CCG
170
South Tees CCG
167
Gateshead CCG
Newcastle North And East CCG
Newcastle West CCG
Northumberland CCG
South Tyneside CCG
Sunderland CCG
North Tyneside CCG
Cumbria CCG

Under 75
mortality
rate from
cardiovascula
r disease
156
199
141
150
183

153
140
161
98
162
188
147
135

189
136
197
91
165
177
151
119

Worst 10%

Worst 25%

Under 75
mortality
rate from
respiratory
disease
129
186
123
167
184
163
187
192
117
154
196
158
133

(proxy
indicator)
Emergency
admissions
for alcohol
related liver
disease
79
179
119
162
142
186
143
158
160
208
209
195
124

Worst 50% Best 50%

Under 75
mortality
rate from
cancer
177
190
170
192
209

Emergency
admissions
for acute
conditions
Health
Unplanned
related
Proportion of hospitalisatio Unplanned that should
quality of life people
n for chronic hospitalisatio not usually
for people
ambulatory n for asthma, require
feeling
with long
diabetes and hospital
supported to sensitive
term
epilepsy in admission
manage their conditions
(adults)
conditions
(adults)
under 19s
condition
161
16
156
192
157
206
59
184
178
189
172
11
158
130
168
184
18
180
79
184
195
14
181
194
201

204
185
177
168
208
165
179
151

200
161
189
127
202
208
175
112

Best 25%

Best 10%

9
29
6
4
12
9
13
76

193
38
68
176
203
182
179
124

148
131
117
74
179
198
150
141

202
61
119
173
207
190
198
65

Patient
reported
Emergency outcome
readmissions measures for
elective
within 30
procedures –
days of
hip
discharge
from hospital replacement
168
176
121
186
110
143
136
189
189
27
136
121
199
161
177
184
199
29

134
129
59
29
77
154
116
27

Patient
reported
outcome
measures for
elective
procedures –
knee
replacement
120
120
143
33
13

Patient
reported
outcome
measures for
elective
procedures –
groin hernia
161
102
18
117
152

91
180
8
85
96
133
88
45

161
38
52
31
91
200
25
181

Emergency
admissions
for children
with lower
respiratory
tract
infections
211
207
163
117
177
195
141
160
97
81
196
174
152

Patient
experience
of GP
services
99
19
87
65
95
48
37
70
54
19
47
37
14

Patient
experience
of GP out of
hours
services
46
37
30
144
87
163
30
161
102
55
128
78
20

Patient
experience
of NHS
dental
services
9
12
98
4
8
5
11
49
16
1
16
38
154

Incidence of
Healthcare
associated
infection
(HCAI): MRSA
48
15
42
155
110

Incidence of
Healthcare
associated
infection
(HCAI): C.
Difficile
78
190
104
210
62

128
74
1
126
167
177
82
50

183
54
80
110
74
176
188
178

9

NHS UNCLASSIFIED

Report to NHS North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 7.1

Title of report: 2013/14 Budget Setting Process and Approval
Sponsor: Alison Thompson, Chief Finance Officer
Author:
Purpose of the report: To approve financial budgets for 2013/14
Executive summary:
In the first year of operation the financial position for the North Tyneside
CCG is very demanding. The budget as presented in this paper enables
the organisation to deliver a balanced position however there are a
number of financial risks associated with it, including over performance
by Foundation Trusts, growth in continuing healthcare costs and
transitional issues caused by the movement of functions within the
commissioning environment (e.g. identifying where the money for a
specific service is).
Building a good relationship with all providers and partners should
enable the CCG to deliver to the budget and the Board are asked to
approve:
• a Commissioning Budget of £281.507m;
• a running costs budget of £ 5.161m.
Links to corporate objectives: To deliver financial balance and ongoing stability to enable delivery of the Commissioning Plan
Actions required by members:
This report is for approval of the 2013/14 commissioning and running
costs budgets
Relevant information relating to resource implications, consultation and
engagement, equality assessment, environment and sustainability
implications and management are set out in the report.
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2013/14 Budget Setting Process and Approval
Part 1
1.

Executive summary
In the first year of operation the financial position for the North Tyneside CCG
is very demanding. The budget, as presented in this paper, enables the
organisation to deliver a balanced position however there are a number of
financial risks associated with it, including over performance by Foundation
Trusts, growth in continuing healthcare costs and transitional issues caused
by the movement of functions within the commissioning environment (e.g.
identifying where the money for a specific service is).
Building a good relationship with all providers and partners should enable the
CCG to deliver to the budget and the Board are asked to approve:
•
•

2.

a Commissioning Budget of £281.507m;
a running costs budget of £ 5.161m.

Purpose of the report
This report is to provide assurance over the budget setting process and for
the Board to approve the 2013/14 commissioning and running costs budgets
for the organisation.

3.

Background / introduction / context
At the beginning of each financial year the Board need to approve the
financial budgets for the CCG and this paper presents North Tyneside CCG’s
2013/14 budgets for approval. These are the first annual budgets for the CCG
since authorisation and are primarily derived from the ‘baseline exercise’
completed by Primary Care Trust staff during 2012/13 and forecast outturn.
The changed structural hierarchy of the NHS has been mirrored financially at
a national and local level. The financial consequences of these changes for
the CCG are shown below:

2
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Following on from the baseline exercise, which was completed in the summer
of 2012, a number of adjustments were made to the bottom line allocation as
follows:

The CCG’s revenue allocation for 2013/14 was issued on 19th December
2012 along with the Operating Framework which provided a number of
assumptions to be built into financial plans. These have previously been
shared with the Clinical Executive, Governing Body and Council of Practices
and include:
•
•
•
•
•

Revenue uplift of 2.3%
Tariff deflator of -1.3%
Minimum surplus of 1% to be sought
Non-recurrent transformational reserve of 2% to be created
A contingency of 0.5% to be established

The finance team has been working with colleagues to build top down (from
allocation) and bottom up budgets (by expenditure line) since December. The
3
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purpose of this paper is to present the CCG Commissioning and Running
Cost budgets, assumptions, next steps and levels of financial risk.

4.

Work undertaken to date
As of 31st March, the financial plan for 2013/14 is as Appendix 1. Financial
outturn for years 2011/12 and 2012/13 is shown on the appendix such that
comparison with previous years is possible and the principle of financial
stability substantiated.
This has been discussed at the Executive meeting on 10 April 2013. Minor
changes have been made since then.
The budgets for 2013/14 show a balanced position but require delivery of
£3.5m of QIPP schemes, assume that minimal surplus will be required and
that all of the 2% transformational funding can be utilised for the bottom line
position. The Area Team has been appraised of these assumptions but
approval is expected following submission of the final plans on 17 April 2013.

5.

Key points

5.1

Contract negotiations with the CCG’s main Providers have concluded with the
majority of risks being addressed. There has been good clinical engagement
in these negotiations and this has supported joined up working and CCG
ownership of the financial strategy. The initial timeframe of contract signature
by the end February was predominately compromised by the complexities of
Specialist Commissioning and the creation of a risk share agreement across
CCGs and the National Commissioning Board. It is anticipated that on-going
review of this risk share and other ‘baseline’ consequences will be required
throughout the financial year. Broadly, contracts have been negotiated on a
no growth basis and with minimal developments. Contract documentation will
be finalised by the end of April, including activity schedules.

5.2

Minimal impact of ongoing restitution has been factored into Continuing
Healthcare but an additional 3.5% has been added to 2012/13 recurrent
outturn. As well as factoring in some growth in this area it will also cover the
1% increase in NHS contribution towards the costs of a place in a care home
with nursing in 2013/14. It is assumed that with proactive management and
close working with our partners, that costs can be contained within this sum.
The 2012/13 outturn position includes a provision of £2.2m for restitution. This
provision will be discussed and agreed within the close down of PCTs and
annual accounts.

5.3

The prescribing budget has been set at 2012/13 outturn. To achieve this, it
will be necessary to work closely with the Medicines Management Team and
continue to support initiatives such as Script switch.

4
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5.4

Running Cost budgets have been set based on the CCGs organisational chart
(including Clinical Directors and Leads), the confirmed Service Level
Agreement value with NECS and estimated costs for on costs such as travel,
training and premises costs. It is assumed that the current GP incentive
scheme will carry forward into 2013/14 at a cost of £250k.

5.5

As described above, the financial plan is broadly one of steady state.
Investments have been assumed to be:
•
•
•

Out Of Hours
£300k
Local Integrated Network
£560k
111 pressure of
£600k
(within North East Ambulance Services contract)

5.6

Contracts have been negotiated with a view to minimising growth. To ensure
that this happens, it will be crucial to have the correct information systems and
resources to track activity and pathways. In this regard, a workshop has been
attended with NECS to clarify roles, responsibilities and information
requirements.

5.7

To achieve financial balance, it will be necessary to deliver a QIPP
programme with net savings in 2013/14 of £3.5m. A range of initiatives have
been developed with estimates of investment needed and potential savings.
These are summarised below and include initiative leads. Business cases
associated with this programme will require development and assessment of
consistency with contracts. There is still £1.5m of expenditure reductions to
be determined and this is the financial priority for the CCG in the first quarter
of the financial year.

Service Area

Initiative

Investment Gross
Net
Commissioning
NECS
Clinical Lead
£
Savings savings £
Lead
Lead

EOL Programme

Maintaining
people in primary
and community
settings

120,000

798,000

-

678,000

Helen Steadman

Caroline Sprake

TBC

Improving access to
Primary Care

Three practice
pilot

24,704

133,065

-

108,361

Tom Dunkerton

John Matthews

TBC

Urgent Care
Integrated Pathway

Single Point of
Access for Elderly

175,000

1,256,447

- 1,081,447

Helen Steadman

Shaun Lackey

TBC

Referral Refinement

Benchmarking
and review

300,000

450,000

-

Helen Steadman

Shaun Lackey

TBC

Total

5.8

619,704

150,000

2,637,512 - 2,017,808

As per the Operating Framework guidance, a 0.5% of total allocation
(£1.408m) was established as an opening reserve position. As contract
negotiations have progressed and a greater understanding of system risk has
become evident as a consequence of the baseline exercise, it has been
necessary to ring fence £1.229m of this reserve for the following purposes:
•

£756k for specialised commissioning.
This amount represents the
difference between the CCG’s defund in the baseline exercise and latest
5
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estimates of anticipated spend. The defund transfers to the National
Commissioning Board such that it can now commission these services. All
CCGs agreed with the Area Team that the financial consequences of
budget transfers should be risk shared and benefits used to offset
pressures;
•

£473k for property costs. Connected with the baseline exercise, it is
apparent that there is currently a mismatch between some of the previous
PCT property costs and associated revenue. The financial impact for
North Tyneside CCG is estimated at £473k.

5.9

Appendix 2 provides the latest year end position for information. Reserves of
£184k will be carried forward to the CCG.

6.

Implementation plan/next steps
The Finance Team will continue to work through the detail of the budgets in
accordance with this plan and gain approval through the appropriate
governance mechanisms including clarification of accountabilities.
Contract schedules will be concluded by the end of April 2013 and reconciled
with the CCG’s Commissioning Plan. A programme of Finance, Contract and
Performance meetings are being diarised and are based on the current PCT
’14 day review’ mechanism.
The CCG has also determined business intelligence requirements with NECS.
The financial plan will be discussed in detail with the Area Team to ensure
consistency of assumption and maximise any area opportunities which might
present.
Further QIPP initiatives will be commissioned and developed in the monthly
Commissioning Development meetings chaired by Phil Clow and performance
of these projects once approved will be monitored at the monthly Finance,
Contract and Performance meetings chaired by Alison Thompson.
Detailed budgets will be finalised and signed off by budget holders by the
beginning of May 2013.

7.

Recommendations

7.1

The Board are asked to approve the Commissioning Budget of £281.507m;

7.2

The Board are asked to approve the running costs budget of £ 5.161m.

6
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Part 2: Appendices and further information
8.

Appendices
Appendix 1 – 2013/14 Budget allocations for commissioning and running
Appendix 2 – Summary of the 2012/13 financial position

7
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Appendix 1 – Budget Allocation
Line
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27

Services Commissioned
Newcastle UT HFT contract
Northumbria HCFT contract
Acute Contracted Providers
Non Contracted Activity
Independent Treatment Centres
Other Charges re Acute Providers
Drugs excluded from contracts
North East Ambulance Service
Northumbria HCFT Community Provider
Newcastle UT HFT Community
Services
Northumberland Tyne and Wear Trust
Mental Health and Learning Disabilities
Children’s Services
Planned and Urgent Care
Older People, Palliative Care & Long
Term Conditions
Continuing and Funded Nursing Care
Health Maintenance and Inter Agency
Planning
Health and Social Care
Other Commissioned Services
Prescribing
Local Enhanced Services
Out of Hours
Running Costs
Non recurring (2%)
Contingency (0.5%)
Reserve
Surplus

Total commissioning expenditure
28
29
30
31
32
33
34
35
36

Staff Costs
Travel, Subsistence and Training
Organisational Development
Professional Services
Premises Costs
Audit
Incentive Scheme
Other
North of England Commissioning
Support

Total running costs expenditure

2011/12
£000

2012/13
£000

2013/14
£000

58,337
100,960
1,031
2,443
1,770
2,586
3,246
6,739
20,909
1,006

57,888
102,432
868
2,381
2,420
1,499
62
6,709
21,878
1,073

58,556
101,556
843
2,315
1,888
318
0
7,323
22,152
895

17,473
4,972
1,243
762

18,159
4,238
1,040
727

18,732
4,346
940
739

1,552
14,363
861

1,575
20,363
658

1,525
19,246
687

3,949
0
37,023
0
0
8,890
0
0

0
0
35,750
987
1,761
0
0
0

0

0

650
(3,490)
37,087
923
1,765
0
0
1,408
1,004
100

290,115

282,468

281,507
1,969
145
150
62
103
139
250
143
2,200

5,161
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Appendix 2 – Summary of the 2012/13 financial position
North Tyneside PCT
Services Commissioned
Newcastle Upon Tyne Hospitals NHS FT
Northumbria Healthcare NHS FT
Acute Contracted Providers
Non contracted Activity
Independent Treatment Centres
Other charges re acute providers
Drugs Excluded from Contracts
Norscore – Acute
Norscore – Specialist MH commissioning
North East Ambulance Service NHS Trust
Northumbria HCFT Community Services
Newcastle TU HFT Community Services
Residual Community Services
Northumberland Tyne and Wear NHS Trust
Mental Health & Learning Disabilities
Children’s Services
Planned and Urgent Care
Older People, Palliative Care & Long Term Conditions
Continuing Healthcare and Funded Nursing Care
Health Maintenance & Inter Agency Planning
Commissioned Public Health
Other Commissioned Services Budgets
Health & Social Care
Cost Improvement Programme (CIP)
Total Commissioned Services
Primary Care Services
PMS/GMS
Opthalmic
Primary Dental Services
Pharmacy Services
Prescribing
Total Primary Care Services
Others
Running Costs
Reserves & Earmarked Funds
Contingency
Total Other
Income
DOH Income
DOH Anticipated Income
Total Income
Net Position
Total GP Commissioning Budget

Annual Budget
£m
69.7
110.1
1.1
2.4
2.1
1.4
0.2
24.1
7.6
6.7
28.4
1.4
0.1
16.9
4.3
1.3
0.7
1.8
14.2
3
1.9
1.5
2.7
(3.6)
299.9

Actual
£m

70.6
112.2
0.8
1.9
2.4
1.5
0.1
23.7
8
6.7
28.5
1.4
0.1
17.6
4.8
1
0.7
1.9
21.2
3
1.1
2.3
3.3
0
315.1

Variance
%

0.9
2.1
(0.3)
(0.5)
0.3
0.1
(0.1)
(0.4)
0.4
0
0.1
0
0
0.7
0.5
(0.3)
0
0.1
7
0
(0.8)
0.8
0.6
3.6
15.2

28.7
1.7
8
8.6
37.8
84.9

29.9
1.8
7.6
8.7
36.1
84

1.2
(0.1)
(0.4)
0.1
(1.7)
(0.9)

9.6
5.1
6.2
20.9

7.9
-1.6
0
6.3

(1.7)
(6.7)
(6.2)
(14.6)

(405.4)
0
(405.4)
0.3
302.6

(405.4)
0
(405.4)
0.1
316

0
0
0
-0.2
13.4
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9.

Further information relevant to the report
No further information relevant.
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Part 3: Governance and Compliance
10.

Consultation and engagement
Contract negotiations have involved clinical engagement for the main
providers. The Executive Committee have discussed an earlier draft of this
paper and the Accounting Officer, Chair and Clinical Directors have had
detailed discussions on a face to face basis.

11.

Resource implications
This high level budget provides the resource requirements for the CCG,
together with the risks and issues.

12.

Risks
It is apparent that the economy continues to present huge challenges for both
Private and Public Sectors. The modest uplifts in the NHS allocations are a
reflection of this and work will be ongoing with Health and Care partners to
ensure stability of the system and protection of scarce resources.
The key financial risks for the CCG are presented below along with mitigation
approaches:

RISK
Continuing Health
Care
Acute Activity

QIPP

Baseline Exercise

Resources

RATING

DESCRIPTION
Assessments continue
to increase client base
and associated costs
Over performance is
evident as activity is
not managed
Investments are made
but service redesign
not achieved

The CCG is held liable
for expenditure for
which the associated
funding is with another
organisation
Lack of appropriately
qualified/experienced
staff leads to lessened
control of finances

MITIGATION
Good information,
assessment and
partnership working
Clinical involvement in
pathway design and
robust forecasting
Strong contract monitor
and clear
ownership/programme
management of
initiatives
Close working with
colleagues across the
system to clarify total
allocations and PCT
closure
Complete all
recruitment and ensure
that PDPs are evident
including training and
review
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There will also be a watching brief taken over the prescribing budget as the
prices are nationally set and spend is not wholly within the CCG control.

13.

Equality assessment
The impact of this budget is neutral on all equality groups.

14.

Environment and sustainability assessment
There are no environmental or sustainability issues arising from this report.

Report author:
Report date:

Alison Thompson, Chief Finance Officer
30 April 2013
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Report to NHS North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 11.1

Title of report: Terms of reference for committees of the CCG board
Sponsor: John Matthews, Clinical Chair
Author: Pauline Fox, Head of Governance
Purpose of the report: The CCG board is asked to consider and approve
the terms of reference for the three board committees, namely the audit
committee, the remuneration committee and the quality and safety
committee
Executive summary
The CCG has established three committees as committees of the board.
Each CCG is required under the Health and Social Care Act 2102 (section
25) to have an Audit Committee and a Remuneration Committee. North
Tyneside CCG has also established a Quality and Safety Committee.
Draft terms of reference for the three committees were prepared in 2012
and were circulated to member practices along with the other committee
terms of reference as part of consultation on the CCG constitution. Each
committee has considered the proposed terms of reference and confirmed
their workability. This is the first formal opportunity for the CCG board to
review the proposed terms of reference.
Links to corporate objectives: The CCG is required to have an audit
committee and a remuneration committee under section 25 of the Health
and Social Care Act 2012. The CCG constitution (section 6) describes the
roles and functions of the committees of the board.
Actions required by members: This report is for decision. It is
recommended that the CCG board approves draft terms of reference for
the Audit Committee, the Quality and Safety Committee and the
Remuneration Committee.
Relevant information relating to resource implications, consultation and
engagement, equality assessment, environment and sustainability
implications and management are set out in the report.
1
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Terms of reference for committees of the CCG board
Part 1
1. Executive summary
The CCG has established three committees as committees of the board. Each CCG
is required under the Health and Social Care Act 2102 (section 25) to have an Audit
Committee and a Remuneration Committee. North Tyneside CCG has also
established a Quality and Safety Committee.
Draft terms of reference for the three committees were prepared in 2012 and were
circulated to member practices along with the other committee terms of reference as
part of consultation on the CCG constitution. Each committee has considered the
proposed terms of reference and confirmed their workability. This is the first formal
opportunity for the CCG board to review the proposed terms of reference.

2. Purpose of the report
The CCG board is asked to consider and approve the terms of reference for the
three board committees, namely the audit committee, the remuneration committee
and the quality and safety committee.

3. Context
The CCG has two committees of the group, which are the Council of Practices and
the Clinical Executive. The terms of reference for those committees are not subject
to board approval but are attached for reference in the appendix to this report.
Membership of the CCG board is detailed in the CCG constitution. The standing
orders of the CCG include the equivalent of terms of reference for the CCG Board.
The standing orders are appendix C of the CCG constitution. The constitution is on
the CCG website and a copy has been provided to all board members.
The requirement for each CCG to have an audit committee and a remuneration
committee is set out in section 25 of the Health and Social Care Act 2012. Model
terms of reference for those committees were provided by the NHS Commissioning
Board. North Tyneside CCG has also established a Quality and Safety Committee.
The roles of the three committees of the board are summarised in section 6 of the
CCG constitution.
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4. Work undertaken to date
Draft terms of reference for the NHS North Tyneside CCG committees were
prepared in 2012 and were circulated to member practices as part of consultation on
the CCG constitution. The constitution and committee terms of reference were
submitted as part of the evidence for authorisation. Each of the board committees
has had the opportunity to comment on the terms of reference and confirm the
workability of the proposed arrangements. This has been beneficial in accessing the
expertise of the committee members.

5. Key points
The terms of reference are drafted in accordance with the CCG regulations and the
North Tyneside CCG constitution. This is the first formal opportunity for the CCG
board to review the proposed terms of reference.
The draft terms of reference are attached as appendix 1. The terms of reference for
the Council of Practices and for the Clinical Executive are not subject to Board
approval and are given here for information.

6. Options to consider
Committee members are asked to consider the draft terms of reference for the Audit
Committee, the Quality and Safety Committee and the Remuneration Committee.
The committee may:
6.1confirm that they are happy to approve the terms of reference or
6.2 propose and agree changes to the draft and approve the terms of reference
subject to those changes.

7. Implementation plan/next steps
The committee terms of reference will incorporated into the North Tyneside CCG
constitution and become part of the public papers of the CCG. The board
committees will work on behalf of the board in line with the agreed terms of
reference.

8. Recommendations
It is recommended that the CCG board approves draft terms of reference for the
Audit Committee, the Quality and Safety Committee and the Remuneration
Committee.

Part 2: Appendices and further information
9. Appendices
Appendix 1: draft terms of reference for the CCG committees and the committees of
the CCG Board
3
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10. Further information relevant to the report
Model terms of reference as provided by the NHS Commissioning Board are
accessed on the website: http://www.england.nhs.uk/resources/resources-forccgs/ccg-tor/

Part 3: Governance and Compliance
11. Consultation and engagement
Draft terms of reference for the NHS North Tyneside CCG Board committees were
prepared in 2012 and were circulated to member practices along with the other
committee terms of reference as part of consultation on the CCG constitution. The
draft terms of reference formed part of the CCG authorisation submission.

12. Resource implications
There are no additional resources identified.

13. Risks
The CCG is required to have a properly constituted committees. Clear terms of
reference for this committee are a requirement.

14. Equality assessment
This issue has not been subject to an equality assessment.

15. Environment and sustainability assessment
There are no environmental, social and economic implications of the
recommendation.

Report author:
Report date:

Pauline Fox, Head of Governance, North Tyneside CCG
19 April 2013

4

NHS NORTH TYNESIDE
CLINICAL COMMISSIONING GROUP

COMMITTEE TERMS OF REFERENCE

ANNEX TO CONSTITUTION

Final draft 18 04 13

Annex

Committee Terms of Reference

Page

1

Council of Practices

89

2

Clinical Executive

93

3

Audit Committee

97

4

Quality and Safety Committee

103

5

Remuneration Committee

108

1

1- Council of Practices
NHS North Tyneside Clinical Commissioning Group
Council of Practices
Terms of Reference
1. Introduction
The Council of Practices is established as a committee of NHS North
Tyneside Clinical Commissioning Group in accordance with its constitution,
standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements and shall have effect as if incorporated into the
group’s constitution and standing orders.
2. Principal Function
The Council of Practices is the mechanism through which the individual
Member Practice Representatives come together for collective decision
making as a member organisation, ensuring active participation by each
Member Practice in the functions of the group. It will hold to account the CCG
Board and clinical executive through two way communication about the
overall performance of the group and will enable member Practices to
influence the strategic direction and priorities of the group.
3. Membership
The membership will consist of:
•

The GP nominated by each Member Practice to act on its behalf in
dealings with the CCG and to represent that Member Practice at
meetings of the Council of Practices.

The GP representative should not be an officer of the CCG.
The members will select from the membership the Chair of the Council of
Practices. In the absence of the chair, meetings will be chaired by a member
chosen by those present at the meeting.
The Council of Practices will consider and determine who else will join the
Council of Practices. It will be for the Council of Practices to determine the
role and involvement of any such additional members. Practice Managers
may be invited to attend to support the GP representative to fulfil their
responsibilities. Practice Managers cannot deputise for the GP representative.
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Members of the CCG Board, the Clinical Executive or CCG employees may
be invited to attend all or part of meetings to provide advice or support
particular discussion from time to time. Invitations may also be extended to
individuals such as the Director of Public Health or individuals from other
organisations to give advice and support. Those invited to attend will not be
entitled to vote.
4. Roles and responsibilities of Practice Representatives
•
•
•
•
•
•
•
•

To represent their practice’s views and act on behalf of the practice in
matters relating to the Group.
To attend general meetings of the Council of Practices to represent their
practice’s views
To endeavour to secure the effective participation of their practice in
exercising of the Group’s functions
To ensure clinical commissioning business is on the agenda of the
practice meeting
To ensure their practice uses all reasonable endeavours so as to meet the
objectives and assist in the development and delivery of the Group’s
commissioning plans
To ensure that their practice shares lessons learned and adopts good
practice as agreed by the Group
To commit to work collaboratively within the Group
To declare any conflicts of interests of the individual and of other
individuals within their GP Practice which may affect the integrity of the
Group’s decision making process

5. Secretarial support
The CCG Head of Governance will ensure that a minute of the meeting is
taken and provide appropriate support to the Chair and members.
6. Frequency of meetings
A minimum of four meetings will be held during any one year.
Members will be expected to attend each meeting. Where the nominated GP
representative of the practice cannot attend then a GP deputy should attend,
notified to the Chair in advance.
Participation of members in meetings is crucial to the success of the Council
of Practices and the CCG is committed to exploring ways of improving
engagement and participation. Members of the Council of Practices or others
invited to attend may participate in meetings by telephone, by the use of video
conferencing facilities and/or webcam where such facilities are available.
Participation in a meeting in any of these manners shall be deemed to
constitute presence in person at the meeting.

3

7. Extra-ordinary meeting
The Clinical Executive or the CCG Board or at least 30% of the members
may call a general meeting of the Council of Practices by giving all members
at least twenty one days notice
8. Agendas and papers
The agenda for meetings will be set by the chair. The agenda and papers for
the meeting will normally be distributed 5 working days in advance of the
meeting. Items for the agenda should be notified to the chair 10 working days
in advance of each meeting. The setting of agendas for, and minutes of, each
meeting should identify where discussion should rightly be recorded as being
of a confidential or commercially sensitive nature.
9. Quoracy
50% of members, including nominated GP deputies of members, shall be the
quorum.
10. Decision Making
Decision making will generally be by consensus. In any matter put to a vote
the following voting arrangement will apply:
•

Each Practice will have one vote per practice

In the case of an equality of votes the chair of the meeting shall be entitled to
a casting vote.
11. Resolutions in Writing
A resolution in writing signed or approved by 75% of Members shall be as
valid and effectual as if it had been passed at a general meeting held.
12. Remit and responsibilities of the Council of Practices
The remit and responsibilities of the Council of Practices are set out in the
Constitution. It will be responsible for:
• Shaping and defining the culture of the CCG in relation to
commissioning safe high quality services
• Identifying opportunities for improved health care provision and
priorities for inclusion in the group’s annual Commissioning intentions
• Developing the strategic commission priorities to ensure the
Commissioning Plan (incorporating the Financial Plan) will deliver on
the vision, values and overall strategic direction of the CCG
• Consideration and approval of applications to the NHS Commissioning
Board on any matter concerning changes to the group’s constitution.
• Approving the arrangements for the appointment of clinical leaders to
represent the group’s membership on the CCG Board
4

•

Approving the arrangements for identifying the group’s proposed
accountable officer
• Approve decisions that individual members or employees of the group
participating in joint arrangements on behalf of the group can make.
Such delegated decisions will be disclosed in the overarching scheme
of reservation and delegation
• Agreeing any proposals to merge, amalgamate or federate with any
other CCG which will be proposed to the NHS Commissioning Board
for approval
• Holding the board and Clinical Executive to account through two way
communications about the overall performance of the group
• Being consulted upon any changes to commissioned services upon
which service users are being consulted in accordance with the
statutory duty
13. Reporting arrangements
The Council of Practices will be accountable to the Member Practices and will
make its approved minutes available to all Member Practices. The approved
minutes will also be received by the CCG Board. The minutes of all formal
meetings will be a matter of public record unless agreed specifically to the
contrary.
14. Policy and best practice
The Council of Practices will apply best practice in its decision making, and in
particular it will:
• comply with current disclosure requirements for remuneration;
• ensure that decisions are based on clear and transparent criteria
It will have full authority to commission any reports or surveys it deems
necessary to help it fulfil its obligations.
It will establish such sub-groups to assist with the delivery of its delegated
responsibilities and progress its work as it sees fit.
15. Conduct of the Council of Practices
All members of the Council of Members and participants in its meetings will
comply with the Standards of Business Conduct for NHS Staff, the NHS Code
of Conduct, and the CCG’s Policy on Standards of Business Conduct and
Declarations of Interest which incorporate the Nolan Principles.
The Council of Practices will review its performance, membership and these
Terms of Reference at least once per financial year. Any changes to these
Terms of Reference will be subject to approval by the NHS Commissioning
Board.

26 February 2013
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2 – Clinical Executive
NHS North Tyneside Clinical Commissioning Group
Clinical Executive
Terms of Reference
1. Introduction
The Clinical Executive is established as a committee of NHS North Tyneside
Clinical Commissioning Group in accordance with its constitution, standing
orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the Clinical Executive and shall have effect as if
incorporated into the group’s constitution and standing orders.
2. Principal Function
The Clinical Executive established to support the clinical commissioning
group, its board and the accountable officer in the discharge of their functions.
It will assist the board in its duties to promote a comprehensive health
service, reduce inequalities and promote innovation. Its remit includes
development and implementation of strategy, monitoring and delivery of
statutory duties, operational, financial, contractual and clinical performance as
well as ensuring the coordination and monitoring of risks and internal controls.
It is responsible for ensuring effective clinical engagement and promoting the
involvement of all member practices in the work of the CCG in securing
improvements in commissioning of care and services.
3. Membership
The membership of the committee will consist of:
•
•
•
•
•
•
•
•

The Accountable Officer
The Chief Finance Officer
Medical Director
The Associate Director of Commissioning Development
The Associate Director of Transformation and Change
The Commissioning Clinical Directors (x3)
Nominated Practice Manager
Head of Governance

Meetings will be chaired by the Accountable Officer. In the absence of the AO
meetings will be chaired by the Medical Director.
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The Chair has the responsibility to ensure that the Committee obtains
appropriate advice in the exercise of its functions.
Officers, employees, and practice representatives of the CCGs and other
appropriate individuals may be invited to attend all or part of meetings of the
committee to provide advice or support particular discussion. This may
include, for example, nominated practice manager(s) and representatives
from the Commissioning Support service.
4. Secretarial support
Secretarial support to the committee will be provided by the CCG office.
5. Frequency of meetings
Meetings of the clinical executive will normally be held monthly, and not less
than 8 times per financial year. There will be no more than 10 weeks between
meetings.
Members will be expected to attend each meeting.
In addition to the meetings of the clinical executive board described above,
members will normally meet at least monthly, for additional informal business
meetings. The arrangements set out in these terms of reference will apply to
both sets of meetings.
In exceptional circumstances and where agreed in advance by the chair,
members of the clinical executive or others invited to attend may participate in
meetings by telephone, by the use of video conferencing facilities and/or
webcam where such facilities are available. Participation in a meeting in any
of these manners shall be deemed to constitute presence in person at the
meeting.
6. Agendas and papers
The agenda for meetings of the clinical executive will be set by the chair.
The agenda and papers for meetings of the clinical executive will be
distributed 3 working days in advance of the meeting. Items for the agenda
should be notified to the chair 10 days in advance of each meeting. The
setting of agendas for, and minutes of, each meeting should identify where
discussion should rightly be recorded as being of a confidential or
commercially sensitive nature.
7. Quoracy and Decision Making
One third of members are needed for the meeting to be quorate, and:
• At least the Accountable Officer or the Chief Finance Officer must be
present
• At least one clinician (nurse or doctor) must be present.
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Generally it is expected that decisions will be reached by consensus. Should
this not be possible then a view of members will be required. In the case of an
equal vote, the person presiding (ie the Chair of the meeting) will have a
second, and casting vote.
8. Remit and responsibilities of the clinical executive
The clinical executive will be responsible for providing day to day operational
management direction for the successful delivery of the objectives of the
CCG:
8.1 Strategy and Planning
•
•
•

•
•

•

Preparing and recommending the strategy and annual commissioning
plan for the board to consider and approve and overseeing its delivery
Formulating and implementing service change and development
arising out of the strategy
Preparing and recommending to the board the Organisational
Development Plan and enabling strategies including the
Communications and Engagement Strategy, and overseeing their
delivery
Developing CCG input to the Joint Health and Wellbeing Strategy and
contributing to the Joint Strategic Needs Assessment, with a view to
reducing inequalities in health
Establishing links and working arrangements with other CCGs,
Provider Trusts, the local Authority, other health care partners, the
Local Office of the NHS Commissioning Board and the clinical senate
that would support the integration of both health services with other
health services and health services with health-related and social care
services where the group considers that this would improve the quality
of services or reduce inequalities.
Ensuring that the views of patients and the public are properly reflected
in the development and implementation of CCG policies and plans

8.2 Delivery
•
•
•
•
•

Delivering target outcomes and outputs set by the Secretary of State,
NHS Commissioning Board, NICE, CQC and other national/regional
authorised bodies and providing assurance to the board in this respect
Ensuring the co-ordination and monitoring of the Group’s clinical work
programme, in delivery of the Group’s annual commissioning plan
Managing the performance of the CCG against its financial and nonfinancial targets including QIPP
Oversight and detailed scrutiny of implementation of disinvestment
programmes and QIPP delivery
Ensuring the control, co-ordination and monitoring within the
organisation of risk and internal controls, reviewing the corporate risk
register regularly
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•
•
•
•
•
•

Approving business cases and procurement contract awards in line
with the CCG’s financial scheme of delegation and approved budgets
Leading the delivery of the CCG educational programme
Preparing the CCG’s annual report for the audit committee to consider
and approve and recommend to the board
Approving the CCG’s operational policies and procedures
Supporting the development of the business cycle of the CCG’s board
and agenda setting for formal and informal meetings of the board
Overseeing and managing the contract and annual work plan with
NECS

9. Reporting arrangements
The Clinical Executive reports to the Council of Practices of the NHS North
Tyneside Clinical Commissioning Group. The CCG board will receive
assurance from the Clinical Executive on the delivery of its remit and
responsibilities.
10. Policy and best practice
The executive board will apply best practice in its decision making, and in
particular it will:
• comply with current disclosure requirements for remuneration;
• ensure that decisions are based on clear and transparent criteria
The clinical executive will have full authority to commission any reports or
surveys it deems necessary to help it fulfil its obligations.
The clinical executive will establish such sub-groups to assist with the delivery
of its delegated responsibilities and progress its work as it sees fit.
11. Conduct of the clinical executive
All members of the clinical executive and participants in its meetings will
comply with the Standards of Business Conduct for NHS Staff, the NHS Code
of Conduct, and the CCG’s Policy on Standards of Business Conduct and
Declarations Interest which incorporates the Nolan Principles.
12. Date of Review
The clinical executive will review its performance, membership and these
Terms of Reference at least once per financial year. It will make
recommendations for any resulting changes to these Terms of Reference to
the group for approval.
No changes to these Terms of Reference will be effective unless and until
they are agreed by the CCG.
[Date agreed]
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3 - Audit Committee
NHS North Tyneside Clinical Commissioning Group
Audit Committee
Terms of Reference
1. Introduction
The audit committee of NHS North Tyneside Clinical Commissioning Group is
established as a sub-committee of the CCG Board, in accordance with
constitution, standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the audit committee and shall have effect as if
incorporated into the CCG constitution and standing orders.
2. Principal Function
The committee provides the CCG board with an independent and objective
view of the CCG’s financial systems, financial information and compliance
with laws, regulations and directions governing the CCG in so far as they
relate to finance.
The duties of the committee are driven by the priorities identified by the
clinical commissioning group, and the associated risks and outlined in more
detail in section 9.
3. Membership
The membership of the audit committee will consist of:
• The Lay Member of the NHS North Tyneside Clinical Commissioning
Group who leads on audit and conflict of interest matters
• At least one other Lay Member of the NHS North Tyneside Clinical
Commissioning Group
• One other member with the relevant skills and experience as
nominated by the board
The Chief Finance Officer will be the lead officer for the committee and will be
invited to attend all meetings. The Accountable Officer should attend at least
annually to discuss with the committee the process for assurance that
supports the Annual Governance Statement. He or she should also attend
when the committee considers the draft internal audit plan and the annual
accounts.
The Medical Director will have a standing invitation to the Audit Committee
and will be expected to attend one meeting every six months, and
representatives from NHS Protect may be invited to attend meetings. Any
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other directors (or similar) may be invited to attend, particularly when the
committee is discussing areas of risk or operation that are the responsibility of
that director. Other officers, employees, and practice representatives of the
CCGs may be invited to attend all or part of meetings of the committee to
provide advice or support particular discussion from time to time.
The External Auditor and Internal Audit will attend the committee as
necessary. Regardless of attendance, external audit, internal audit, local
counter fraud and NHS Protect providers will have full and unrestricted rights
of access to the Audit Committee.
At least once a year the Audit Committee will hold part of its meeting with the
external and internal auditors with only the members present.
Those invited to attend will not be entitled to vote.
Lay member audit committee members will serve on the audit committee for a
maximum period of three years, when tenure will be reviewed.
4. Chair
The committee will be chaired by the Lay Member leading on audit and
conflict of interest matters.
The Chair has the responsibility to ensure that the Committee obtains
appropriate advice in the exercise of its functions.
5. Secretarial support
The head of governance will ensure that a minute of the meeting is taken and
provide appropriate support to the Chair and Committee members. This will
include supporting the Audit Committee chair in the management of the
committee’s business and for drawing the committee’s attention to best
practice, national guidance and other relevant documents, as appropriate
6. Quorum and decision making
A quorum shall be two members of the Committee, including at least one lay
member.
In the event of the Chair of the Committee being unable to attend all or part of
the meeting, he/she will nominate a replacement from within the membership
to deputise for that meeting.
Generally it is expected that decisions will be reached by consensus. Should
this not be possible then a vote of members will be required. In the case of an
equal vote, the person presiding (i.e. the Chair of the meeting) will have a
second, and casting vote.
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7. Frequency of meetings
Meetings of the Audit Committee will normally be held bi-monthly, and not
less than 5 times per financial year. There will be no more than 20 weeks
between meetings. The External Auditor or Head of Internal Audit may
request a meeting if they consider one is necessary.
A record of attendance will be kept in the minutes of the meeting. Members
will be expected to attend each meeting and should attend at least 80% of the
meetings in any financial year.
In exceptional circumstances and where agreed in advance by the chair,
members of the committee or others invited to attend may participate in
meetings by telephone, by the use of video conferencing facilities and/or
webcam where such facilities are available. Participation in a meeting in any
of these manners shall be deemed to constitute presence in person at the
meeting.
8. Agendas and papers
The agenda for meetings of the committee will be set by the chair. The
agenda and papers for meetings of the committee will be distributed 5 working
days in advance of the meeting. Items for the agenda should be notified to the
chair 10 days in advance of each meeting.
9. Remit and responsibilities of the committee
The duties of the committee will be driven by the priorities identified by the
clinical commissioning group, and the associated risks. It should operate to a
programme of business, agreed by the clinical commissioning group, and will
be flexible to new and emerging priorities and risks.
The committee shall critically review the clinical commissioning group’s
financial reporting and internal control principles and ensure an appropriate
relationship with both internal and external auditors is maintained.
9.1 Governance, Risk Management and Internal Control:
The Committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and internal
control, across the whole of the organisation’s activities (both clinical and nonclinical), that supports the achievement of the organisation’s objectives.
In particular, the Committee will review the adequacy and effectiveness of:
•

all risk and control related disclosure statements (in particular the
Annual Governance Statement where this is required), together with
any accompanying Head of Internal Audit statement, external audit
opinion or other appropriate independent assurances, prior to
endorsement by the CCG board;
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•

•
•

•

the underlying assurance processes that indicate the degree of the
achievement of corporate objectives, the effectiveness of the
management of principal risks and the appropriateness of the above
disclosure statements;
the policies for ensuring compliance with relevant regulatory, legal
and code of conduct requirements and related reporting and selfcertification;
the policies and procedures for all work related to fraud and
corruption as set out in Secretary of State Directions and as required
by the Counter Fraud and Security Management Service (now
known as NHS protect);
the CCG’s arrangements for effective management of all matters
relating to contractual performance and associated financial
performance

In carrying out this work the Committee will primarily utilise the work of
Internal Audit, External Audit and other assurance functions, but will not be
limited to these sources. It will also seek reports and assurances from
directors and managers as appropriate, concentrating on the over-arching
systems of integrated governance, risk management and internal control,
together with indicators of their effectiveness.
This will be evidenced through the Committee’s use of an effective
Assurance Framework to guide its work and that of the audit and
assurance functions that report to it.
9.2 Internal Audit:
The Committee shall ensure that there is an effective internal audit function
that meets mandatory NHS Internal Audit Standards and provides appropriate
independent assurance to the Audit Committee, Accountable Officer and the
board. This will be achieved by:
•
•

•

•
•

consideration of the provision of the Internal Audit service, the cost
of the audit and any questions of resignation and dismissal;
review and approval of the Internal Audit strategy, operational plan
and more detailed programme of work, ensuring that this is
consistent with the audit needs of the organisation as identified in
the Assurance Framework;
considering the major findings of internal audit work (and
management’s response), and seeking to ensure co-ordination
between the Internal and External Auditors to optimise audit
resources;
ensuring that the Internal Audit function is adequately resourced and
has appropriate standing within the organisation;
annual review of the effectiveness of internal audit.

9.3 External Audit:
The Committee shall review the work and findings of the external auditors and
consider the implications and management’s responses to their work. This will
be achieved by:
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•
•

•
•

consideration of the appointment and performance of the external
auditors, as far as the rules governing the appointment permit;
discussion and agreement with the external audit, before the audit
commences, of the nature and scope of the audit as set out in the
Annual Plan, and seeking to ensure coordination, as appropriate,
with other external auditors in the local health economy;
discussion with the external auditors of their local evaluation of audit
risks and assessment of the PCTs and associated impact on the
audit fee;
review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter
before submission to the board and any work undertaken outside
the annual audit plan, together with the appropriateness of
management responses.

9.4 Other Assurance Functions:
The Audit Committee shall review the findings of other significant assurance
functions, both internal and external to the organisation, and consider the
implications for the governance of the organisation.
These will include, but will not be limited to, any reviews by Department of
Health Arm’s Length Bodies or Regulators/Inspectors (for example the Care
Quality Commission, NHS Litigation Authority etc.) and professional bodies
with responsibility for professional standards, performance and advice (e.g.,
Royal Colleges, accreditation bodies, etc.)
In addition, the Committee will review the work of other committees within the
organisation, whose work can provide relevant assurance to the Audit
Committee’s own scope of work.
9.5 Counter Fraud
The Committee shall satisfy itself that the organisation has adequate
arrangements in place for countering fraud and shall review the outcomes of
counter fraud work.
9.6 Management
The Committee shall request and review reports and positive assurances from
the senior managers of the CCG on the overall arrangements for governance,
risk management and internal control.
They may also request specific reports from individual functions within the
organisation as they may be appropriate to the overall arrangements.
9.7 Financial Reporting
The Audit Committee shall monitor the integrity of the financial statements of
the CCG and any formal announcements relating to the CCG’s financial
performance.

14

The Committee should ensure that the systems for financial reporting to the
board, including those of budgetary control, are subject to review as to
completeness and accuracy of the information provided to the board.
The Audit Committee shall review the Annual Report and Financial
Statements before submission to the board, focusing particularly on:
• the wording in the Annual Governance Statement and other
disclosures relevant to the Terms of Reference of the Committee;
• changes in, and compliance with, accounting policies and practices
and estimation techniques;
• unadjusted misstatements in the financial statements;
• significant judgments in preparation of the financial statements;
• significant adjustments resulting from the audit.
• letter of representation
• qualitative aspects of financial reporting.
10. Reporting arrangements
The committee reports to the CCG board.
The committee will provide a report to the meeting of the CCG board
immediately following each meeting of the committee, unless this meeting is
within 10 working days of the meeting of the committee in which case the
committee will provide a report to the following meeting of the board.
Minutes of the committee will be received formally at the same meeting of the
board as the committee’s report.
The board will hold the committee to account for the delivery of its remit and
responsibilities.
The committee will report to the board annually on its work in support of the
Annual Governance Statement, specifically commenting on the fitness for
purpose of the Assurance Framework, the completeness and embeddedness
of risk management in the organisation and the integration of governance
arrangements.
11. Policy and best practice
The committee will apply best practice in its decision making, and in particular
it will:
• comply with current disclosure requirements for remuneration;
• ensure that decisions are based on clear and transparent criteria
• comply with CCG policy and procedures for the declaration of interests
The committee will have full authority to commission any reports or surveys it
deems necessary to help it fulfil its obligations. To support best practice, the
NT CCFG Audit Committee will undertake a self assessment reviewing its
own performance, membership, terms of reference and its effectiveness each
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December. Any changes will be agreed with the board and then implemented
from the start of the following financial year.
12. Conduct of the committee
All members of the committee and participants in its meetings will comply with
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct,
and the CCG’s Policy on Standards of Business Conduct, Declarations of
Interest which incorporate the Nolan Principles and any standards set out by
their respective professional bodies.
13. Date of Review
The committee will review its performance, membership and these Terms of
Reference at least once per financial year. It will make recommendations for
any resulting changes to these Terms of Reference to the board for approval.
No changes to these Terms of Reference will be effective unless and until
they are agreed by the board.

[Date agreed]
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4 – Quality and Safety Committee
NHS North Tyneside Clinical Commissioning Group
Quality and Safety Committee
Terms of Reference
1.

Introduction
The Quality and Safety Committee (the committee) is established as a
committee of the CCG Board, in accordance with constitution, standing orders
and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the committee and shall have effect as if
incorporated into the CCG constitution and standing orders.

2.

Principal Function
The Quality and Safety Committee is responsible for ensuring the appropriate
governance systems and processes are in place to commission, monitor and
ensure the delivery of high quality safe patient care in commissioned services.
In achieving this, the committee will seek to promote a culture of continuous
improvement and innovation with respect to safety of services, clinical
effectiveness and patient experience, to secure public involvement, to promote
research and the use of research and to provide assurance to the board about
the quality, safety and risks of the services being commissioned, and the
overall risks to the organisation’s strategic and operational plans.
The Committee will, as delegated by the board, provide oversight and scrutiny
of arrangements for supporting the NHS Commissioning Board in relation to
securing continuous improvement in the quality of primary medical services.
The Committee will, as delegated by the board, approve arrangements for
handling complaints, information governance including arrangements for
handling Freedom of Information requests, and provide oversight and scrutiny
on arrangements for business continuity and emergency planning.

3.

Accountability
The Quality and Safety Committee is a Committee of the CCG board.

4.

Membership
Membership of the Committee will include:
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•
•
•
•
•
•
•
•
•

A Lay Member of the Clinical Commissioning Group (Chair of the
Committee)
Medical Director
Secondary Care Specialist Doctor
CCG board Registered Nurse
Accountable Officer
Nominated GP Clinical leads
Nominated Practice manager
Associate Director of Transformation and Change
Head of Governance

The Chair has the responsibility to ensure that the Committee obtains
appropriate advice in the exercise of its functions.
Officers, employees, and practice representatives of the CCGs and other
appropriate individuals may be invited to attend all or part of meetings of the
committee to provide advice or support particular discussion from time to time.
This may include, for example, representatives from the Commissioning
Support service.
5.

Authority

4.1 The CCG board authorises the Committee to pursue any activity within these
Terms of Reference including to:
(i)

Seek any information it requires from CCG employees, in line with its
responsibility under these terms of reference and the Scheme of
Reservation and Delegation;

(ii)

Require all CCG employees to co-operate with any reasonable request
made by the Committee, in line with its responsibility under these terms of
reference and the Scheme of Reservation and Delegation;

(iii)

Review and investigate any matter within its remit and grants freedom of
access to the organization’s records, documentation and employees. The
Committee must have due regard to the Information Policies of the CCG,
regarding personal health information and the CCG’s duty of care to its
employees when exercising its authority.

4.2 In discharging its responsibilities the Committee will comply with the CCG’s
Standing Orders and Prime Financial Policies and Conflicts of Interest Policy.
6.

Roles and responsibilities

6.1 To develop, monitor and review the CCGs vision for commissioning services
are safe, high quality and clinically effective.
6.2 To receive reports on the quality of commissioned services, to review risks
arising and monitor progress in implementing recommendations and action
plans.
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6.3 To receive reports on clinical risks, incident reporting, serious incidents, ‘Never
Events’, complaints, claims and safety alerts; and monitor progress in
implementing recommendations and action plans.
6.4 To oversee development of a Patient Safety Assurance Framework with
systems for monitoring quality and safety of care, with reference to a range of
indicators which might include Care Quality Commission ratings and reviews,
Monitor ratings and any other relevant sources of external assurance.
6.5 To ensure that the views of patients and the public are properly reflected in the
development and implementation of CCG Policies and Plans and to receive
and act upon reports on patient experience.
6.6 To ensure a clear escalation process, including appropriate trigger points, is in
place to enable appropriate engagement of external bodies in relation to areas
of concern, with a view to an external review being carried out.
6.7 To receive and scrutinise independent investigation reports relating to patient
safety issues and agree publication plans.
6.8 To seek assurance on the performance of NHS provider organisations in terms
of the Care Quality Commission, Monitor and any other regulatory bodies.
(Note that the Monitor’s compliance framework relies on assurance from third
parties, including local commissioners of services).
6.9 To receive and review the Quality Accounts of NHS Foundation Trusts which,
as a minimum, will include those relating to the Foundation Trusts which
provide local acute services, community health care services and mental health
and learning disabilities services to the North Tyneside population.
6.10 To receive reports on the management of infection control performance,
especially health care acquired infections.
6.11 To receive a Medicines Management Report, not less than annually.
6.12 To receive a Controlled Drugs monitoring report, not less than annually.
6.13 To ensure that appropriate strategies and training plans are in place for
safeguarding of children and vulnerable adults, receiving appropriate reports
pertaining to the CCG’s safeguarding duties.
6.14 To ensure that all systems are in place and operating effectively for the
identification, assessment and prioritisation of potential risk (including quality
and patient safety, financial risk including regarding QIPP, health and safety,
emergency preparedness, business continuity, information governance and
sustainable development), and to report on any major strategic issues and any
associated financial implications to the board and to other external agencies as
appropriate including the National Reporting and Learning System
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6.15 To ensure the adequacy of the Board Assurance Framework, using it
operationally to guide the work of the committee in gaining assurances on the
principal strategic risks identified within the framework. This will include review
of the content of the Corporate Risk Register and to scrutinise controls and
actions for high and extreme risks.
6.16 To advise and assure the Clinical Commissioning Group on the development of
policy, strategy and practice in respect of equality, diversity and human rights
(supported through the Equality Delivery System), including the Equality
Diversity and Human Rights Annual Report to ensure the statutory and legal
obligations of the CCG are met.
6.17 To ensure that the CCG promotes research and the use of research.
6.18 To ensure that agreements and processes in place with the group’s members
to secure improvements in the quality of primary medical services in terms of
clinical effectiveness, patient safety, risk, safeguarding and patient experience
in GP practices.
7.

Administration
The head of governance will ensure that a minute of the meeting is taken and
provide appropriate support to the Chair and Committee members.

8.

Quorum
The quorum shall be four members of the committee, including at least two
clinical members (doctor or nurse).

9.

Decision Making
Generally it is expected that decisions will be reached by consensus. Should
this not be possible then a view of members will be required. In the case of an
equal vote, the person presiding (ie the Chair of the meeting) will have a
second, and casting vote.

10. Frequency and notice of meetings
Meetings will be held at such interval as the Chair shall judge necessary to
discharge the responsibilities of the Committee, but shall be at least six times
per year.
11. Attendance at meetings
11.1 The members of the Committee are required to provide information to progress
and inform the agreed agenda items.
11.2 The Committee members are required to attend each meeting or if apologies
are made any information they are expected to contribute must be supported
either through a deputy or in writing to the Chair.
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11.3 In addition to the core membership the Committee may co-opt additional
members as appropriate to enable it to undertake its role.
12. Reporting Arrangements
The minutes of the meetings shall be formally recorded and submitted to the
board.
The Chair of the committee shall draw to the attention of the board any issues
that require disclosure to the board, or require executive action. The committee
will report to the board, at least annually on its work.
13. Conduct of the committee
All members of the committee and participants in its meetings will comply with
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct
and the CCG’s Policy on Standards of Business Conduct and Declarations of
Interest which incorporate the Nolan Principles.
14. Date of Review
The committee will review its performance, membership and these Terms of
Reference at least once per financial year. It will make recommendations for
any resulting changes to these Terms of Reference to the board for approval.
No changes to these Terms of Reference will be effective unless and until they
are agreed by the board.

[Date agreed]
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5 – Remuneration committee
NHS North Tyneside Clinical Commissioning Group
Remuneration Committee
Terms of Reference
1. Introduction
The Remuneration Committee (the committee) is established as a committee
of the Board of NHS North Tyneside Clinical Commissioning Group, in
accordance with constitution, standing orders and scheme of delegation.
These terms of reference set out the membership, remit, responsibilities and
reporting arrangements of the committee and shall have effect as if
incorporated into the CCG constitution and standing orders.
2. Principal Function
The remuneration committee is an advisory committee which makes
recommendations to the CCG board on determinations about the
remuneration, fees and other allowances for employees and for people who
provide services to the group and on determinations about allowances under
any pension scheme that the group may establish as an alternative to the
NHS pension scheme.
In addition, the CCG board has conferred or delegated the following
functions, connected with the CCG board’s main function, to its remuneration
committee:
i)

Approving severance payments of the accountable officer, the chief
finance officer and of other staff

3. Membership
The membership of the committee will consist of:
• All of the Lay members of the NHS North Tyneside Clinical
Commissioning Group
The committee will be chaired by the Lay Member of North Tyneside CCG
who is the Deputy Chair.
The Chair has the responsibility to ensure that the Committee obtains
appropriate advice in the exercise of its functions.
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The Accountable Officer will be the lead officer for the committee and will be
invited to attend all meetings; he or she will withdraw for discussions relating
to his or her own remuneration.
Other officers, employees, and practice representatives of the CCG may be
invited to attend all or part of meetings of the committee to provide advice or
support particular discussion from time to time. They will not be in attendance
for discussions about their own remuneration or terms of service.
Those invited to attend will not be entitled to vote.
4. Secretarial support
The Head of Governance will be Secretary to the Committee and shall ensure
that a minute of the meeting is taken and provide appropriate support to the
Chair and Committee members.
5. Frequency of meetings
Meetings will be held as and when required, but not less than once per
financial year. There will be no more than 15 months between meetings.
Members will be expected to attend each meeting.
In exceptional circumstances and where agreed in advance by the chair,
members of the committee or others invited to attend may participate in
meetings by telephone, by the use of video conferencing facilities and/or
webcam where such facilities are available. Participation in a meeting in any
of these manners shall be deemed to constitute presence in person at the
meeting.
6. Agendas and papers
The agenda for meetings of the committee will be set by the chair.
The agenda and papers for meetings of the committee will be distributed at
least 3 working days in advance of the meeting. Items for the agenda should
be notified to the chair 10 days in advance of each meeting. The setting of
agendas for, and minutes of, each meeting should identify where discussion
should rightly be recorded as being of a confidential or commercially sensitive
nature.
7. Quorum and Decision Making
The quorum will be two members.
Generally it is expected that decisions will be reached by consensus. Should
this not be possible then a vote of members will be required. In the case of an
equal vote, the person presiding (ie the Chair of the meeting) will have a
second, and casting vote.
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8. Remit and responsibilities of the committee
The committee will:
8.1 Make recommendations to the CCG Board on the approach to pay and
remuneration for employees of the CCG and people who provide services to
the CCG and allowances under any pension scheme it might establish as an
alternative to the NHS pension scheme
8.2 Specifically, the duties and functions of the Committee are as follows;
a) to provide advice and make recommendation to the CCG board on the
appropriate remuneration and terms and conditions for the Accountable
Officer/Chief Officer and other senior managers paid through the Very Senior
Managers Pay Framework including:
•
•
•

all aspects of salary including any performance-related elements;
provisions for other benefits
arrangements for termination of employment and other contractual
terms.

b) to advise and make recommendation to the CCG board on the appropriate
remuneration for the role of Vice/Deputy Chair and the remuneration and
terms of appointment of any lay members.
c) to ensure that there is proper calculation and scrutiny of termination
payments taking account of such national guidance as appropriate, seeking
HM Treasury approval as appropriate in accordance with the guidance
‘Managing Public Money’ available on the HM Treasury.gov.uk website
8.3 The Committee will also fulfil the role associated with that of a
nominations committee to oversee and where relevant lead the process for
board appointments, ensure the board has the balance of skills and expertise
to discharge its duties and responsibilities, and ensure succession planning
for members of the board
9. Reporting arrangements
The committee reports to the CCG board. The committee will provide a report
to the next meeting of the board and the board will hold the committee to
account for the delivery of its remit and responsibilities.
10. Policy and best practice
The committee will apply best practice in its decision making, and in particular
it will:
• comply with current disclosure requirements for remuneration;
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• seek independent advice about remuneration for individuals where
appropriate to ensure equity and fairness;
• ensure that decisions are based on clear and transparent criteria
• comply with the CCG’s policy and procedures for the declaration of
interests
The committee will have full authority to commission any reports or surveys it
deems necessary to help it fulfil its obligations.
11. Conduct of the committee
All members of the committee and participants in its meetings will comply with
the Standards of Business Conduct for NHS Staff, the NHS Code of Conduct,
and the CCG’s Policy on Standards of Business Conduct and Declarations of
Interest which incorporate the Nolan Principles.
12. Date of review
The committee will review its performance, membership and these Terms of
Reference at least once per financial year. It will make recommendations for
any resulting changes to these Terms of Reference to the CCG board for
approval.
No changes to these Terms of Reference will be effective unless and until
they are agreed by the CCG board.

[Date agreed]
This draft dated 17 04 13
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NHS UNCLASSIFIED

Report to NHS North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 11.2

Title of report: CCG Board calendar and annual cycle of business
Sponsor: John Matthews, Clinical Chair
Author: Pauline Fox, Head of Governance
Purpose of the report: The CCG board is asked to consider and approve
the CCG board calendar and cycle of business for 2013 - 14
Executive summary: This is the first year of the CCG. It is proposed that
the monthly meetings of the CCG board are alternated between formal
board business meetings, held in public and private board development
sessions. The six formal board meetings will enable the board to transact
business reserved to it, in line with the CCG constitution and scheme of
reservation and delegation, including receiving assurances from officers
and board committees of progress against plans. The five development
sessions would provide the opportunity for the board to develop its
effectiveness and give chance to consider issues in detail.
Links to corporate objectives: The duties and functions of the CCG are
set out in the Health and Social Care Act 2012 and associated regulations.
The CCG constitution indicates how the CCG will carry out its functions and
duties and contains important information about the board and matters
reserved to the board.
Actions required by members: This item is for decision. It is
recommended that the CCG board approves the CCG board calendar and
annual cycle of business.
Relevant information relating to resource implications, consultation and
engagement, equality assessment, environment and sustainability
implications and management are set out in the report.
1
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CCG Board calendar and annual cycle of business
Part 1
1. Executive summary
This is the first year of the CCG. It is proposed that the monthly meetings of the
CCG board are alternated between formal board business meetings, held in public
and private board development sessions. The six formal board meetings will enable
the board to transact business reserved to it, in line with the CCG constitution and
scheme of reservation and delegation, including receiving assurances from officers
and board committees of progress against plans. The five development sessions
would provide the opportunity for the board to develop its effectiveness and give
chance to consider issues in detail.

2. Purpose of the report
To propose the board calendar and annual cycle of business to the board for
approval.

3. Context
This is the first year of the CCG as a formal statutory body.

4. Work undertaken to date
The CCG board has been working in shadow form prior to formal authorisation, with
authority delegated from the NHS North of Tyne Joint Board. Board members have
participated in some induction and development activity.

5. Key points
It is proposed that the monthly meetings of the CCG board are alternated between
formal board business meetings, held in public and private board development
sessions. The six formal board meetings will enable the board to transact business
reserved to it, in line with the CCG constitution and scheme of reservation and
delegation, including receiving assurances from officers and board committees of
progress against plans. The five development sessions would provide the
opportunity for the board to develop its effectiveness and give chance to consider
issues in detail. It is proposed that there is no board meeting in August.

6. Implementation plan/next steps
The programme of meetings will be implemented as agreed, with detailed
arrangements for board agenda and board development sessions to ensure
optimism use of time and other resources.
2
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7. Recommendations
It is recommended that the CCG board approves the CCG board calendar and
annual cycle of business.

Part 2: Appendices and further information
8. Appendices
Appendix 1: The draft calendar of meetings
Appendix 2: the draft cycle of business

9. Further information relevant to the report
The CCG constitution contains important information about the board and matters
reserved to the board

Part 3: Governance and Compliance
10. Consultation and engagement
The dates for board meetings for 2013 have been previously circulated.

11. Resource implications
There are no additional resources identified.

12. Risks
The cycle of business is prepared to enable adequate preparation by board
members and CCG officers to address key business issues at the board.

13. Equality assessment
This issue has not been subject to an equality assessment.

14. Environment and sustainability assessment
There are no environmental, social and economic implications of the
recommendation.

Report author:
Report date:

Pauline Fox, Head of Governance, North Tyneside CCG
19 April 2013
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Appendix 1 - calendar of board meetings 2013/14

North Tyneside CCG – calendar of board meetings 2013/14
Formal Board Meeting
meeting in private (9-10) followed by
meeting in public (10.15 to 12noon)
April

30/04/2013

May
June

Private Board development session

28/05/2013
25/06/2013

July

30/07/2013

August
September

24/09/2013

October
November

29/10/2013
26/11/2013

December

17/12/2013

2014
January

28/01/2014 (proposed)

February
March

25/02/2014 (proposed)
25/03/2014 (proposed)
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Appendix 2 – board cycle of business 2013/14
North Tyneside CCG - Board meetings 2013/14 – cycle of business
Standing agenda items
April

June

September

November

January

Note the closing financial position from 2012/13
Corporate objectives and annual cycle of business
Agree committee terms of reference
Receive report from the remuneration committee

Standing agenda items
Report from audit committee
Review of assurance framework and risk management arrangements

Standing agenda items
Receive any outstanding end of year reports (e.g. complaints, patient experience)
NB: an AGM is not required in 2013, but will be required in subsequent years

Standing agenda items
Consider and approve draft commissioning plan for 2014/15

Standing agenda items
Agree board cycle of business for 2014/15
Review of CCG constitution

Standing agenda items
March

Sign off of 2014/5 budgets
Approve the 2014/15 commissioning plan
Review and sign off the risk register and risk assurance framework

Standing agenda items for formal board meetings:
• Declarations of interest, minutes of previous meeting and matters arising
• Report from chair and chief officer
• Report on patient and public involvement
• Report on quality and safety issues
• To receive assurance re progress against plan – finance and contracting,
performance, commissioning
• Governance and assurance items

North Tyneside CCG - Board development 2013/14
May

Working together to make high quality decisions

July

Statutory and mandatory training for board members, including awareness of the NHS
Constitution

October

Development of draft commissioning plan for 2014/15 - joint session with clinical executive

December

Tbc

5
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February

Review of board effectiveness

Board development activity to be facilitated by external facilitator as required.
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Report to North Tyneside CCG Board
Date: 30 April 2013

Agenda item: 11.3

Title of Report: The establishment of the North Tyneside Health and
Wellbeing Board
Sponsor: John Matthews, Clinical Chair
Author: Pauline Fox, Head of Governance
Purpose of the report: To advise the CCG board of the North Tyneside
council consultation on the arrangements for the health and wellbeing
board; to highlight the importance of the health and wellbeing board in the
governance of the CCG and to identify the CCG representative(s) for the
health and wellbeing board
Executive summary: The CCG is required under the Health and Social
Care Act 2012 to appoint a person to represent the CCG at the health and
wellbeing board. The health and wellbeing board has a statutory role under
the Act in some important aspects of the governance of the CCG, in
relation to the Joint Strategic Needs Assessment, the Joint Health and
Wellbeing Strategy and the CCG’s commissioning plan. North Tyneside
Council is consulting stakeholders on the arrangements for the local health
and wellbeing board to inform Council decision making in May prior to the
first meeting of the health and well being board in June.
Links to corporate objectives: The CCG has a duty under the Health and
Social Care Act 2012 to work with the health and wellbeing board in a
number of important areas. This is reflected in the CCG constitution.
Actions required by members: It is recommended that: The CCG
responds to the North Tyneside council consultation; that the CCG board
notes the importance of the health and wellbeing board in the governance
of the CCG and that the CCG identifies the Clinical Chair and the Chief
Officer as the CCG representatives on the North Tyneside health and
wellbeing board.
Relevant information relating to resource implications, consultation and
engagement, equality assessment, environment and sustainability
implications and risk management are set out in the report.
1
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The establishment of the North Tyneside Health and Wellbeing Board
Part 1
1. Executive summary
The CCG is required under the Health and Social Care Act 2012 to appoint a person
to represent the CCG at the health and wellbeing board. The health and wellbeing
board has a statutory role under the Act in some important aspects of the
governance of the CCG, in relation to the Joint Strategic Needs Assessment, the
Joint Health and Wellbeing Strategy and the CCG’s commissioning plan. North
Tyneside Council is consulting stakeholders on the arrangements for the local health
and wellbeing board to inform Council decision making in May prior to the first
meeting of the health and well being board in June.

2. Purpose of the report
The purpose of the report is three fold:
2.1 To advise the CCG board of the North Tyneside council consultation on the
arrangements for the health and wellbeing board
2.2 To highlight the importance of the health and wellbeing board in the governance
of the CCG
2.3 To identify the CCG representative(s) for the health and wellbeing board in
preparation for the formal request coming to the CCG from the Council

3. Context
With effect from 1 April 2013 each single tier or top tier Council is required to operate
a Health and Wellbeing Board in accordance with the provisions of the Health and
Social Care (HSC) Act 2012. The functions and the minimum membership of the of
the health and wellbeing board are set out in the Act and summarised below:
Functions:
In accordance with the 2012 Act, the Board will be responsible for:- encouraging the commissioners of health and social care services to work in an
integrated manner to improve the health and wellbeing of people in the area, including
the making of joint arrangements under Section 75 of the NHS Act 2006;
- preparing a Joint Strategic Needs Assessment, Joint Health and Wellbeing Strategy
and Pharmaceutical Needs Assessment; and
- encouraging the commissioners of health-related services, such as housing, to work
closely with the Board and the commissioners of health and social care services
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-

providing an opinion on the local authorities and clinical commissioning group’s
commissioning plans and whether they take proper account of the Joint Health and
Wellbeing Strategy.
In addition to these functions the Council and its Cabinet may also delegate to the Board
any additional functions which are exercisable by them if they consider this to be
appropriate
The Membership of the Board must include:at least one councillor and/or the Elected Mayor, to be nominated by the Elected Mayor.
- the director of adult social services;
- the director of children’s services;
- the director of public health;
- a representative of the Local Healthwatch organisation, appointed by Healthwatch;
- a representative of each clinical commissioning group operating in the area. A single
representative can represent more than one group; and
- such other persons or representatives as the Council thinks appropriate.
A representative of the NHS Commissioning Board is also required for the purpose of
participating in the preparation of a Joint Strategic Needs Assessment or a Joint Health
and Wellbeing Strategy.
In addition, the Board may also appoint such additional persons as it thinks appropriate.

4. Work undertaken to date
North Tyneside council has had a shadow health and wellbeing board in place
during 2012/13. Members drawn from the NHS have included representatives from
the shadow North Tyneside CCG, representatives from three NHS Foundation
Trusts (Northumbria Healthcare FT, Newcastle Hospitals FT and Northumberland,
Tyne and Wear FT) and a representative from NHS North of Tyne.
The CCG members on the shadow health and wellbeing board have included the
Clinical Chair, the deputy lay chair and the Chief Officer. Other officers of the CCG
have attended as required.
The Council is consulting stakeholders on how the membership of the shadow board
should be reviewed and ways of working established. The outcome of the
consultation will be fed back to the full Council in May. The date for the first meeting
of the North Tyneside health and well being board is 4 June 2013.

5. Key points
The health and wellbeing board has an important place in the governance
arrangements of the CCG:
5.1 Establishment of the health and wellbeing board and CCG membership:
NHS North Tyneside CCG will be a statutory member of the North Tyneside Health
and Wellbeing Board. Under section 194 of the HSC Act 2012, the CCG must
appoint a person to represent it on the health and wellbeing board. Each CCG has a
duty to cooperate with its HWB in relation to the discharge of the HWB’s functions.
Each CCG has a duty to provide information to the HWB as requested by it.
3
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5.2 Joint strategic needs assessment (JSNA):
- Under Section 192 of the HSC Act 2012 a local authority, and a CCG that has
a boundary within or overlapping or coinciding with that local authority, have a
duty to prepare a joint strategic needs assessment
- CCGs have a duty to cooperate in relation to the preparation of joint strategic
needs assessments
- Under section 196 of the HSC Act 2012, the functions of the local authority
and its partner CCGs [in respect of the JSNA] are to be exercised by the
Health and Wellbeing Board established by the local authority.
5.3 Joint health and wellbeing strategy (JHWS):
- Under Section 193 of the HSC Act 2012, there is a duty on local authorities
and CCGs to produce, and on local authorities to publish, a joint health and
wellbeing strategy for meeting the needs identified in the JSNA.
5.4 CCG commissioning plan:
- The CCG must have regard to the JSNA and JHWS
- Under section 26 of the HSC Act 2012, the CCG must consult the health and
wellbeing board about the preparation of the CCG commissioning plan and
must show how the CCG has taken account of any comments made
- Under section 26 of the HSC Act 2012, the CCG must give a copy of the CCG
commissioning plan to the health and wellbeing board and if the CCG revises
that plan a revised copy must be provided to the health and wellbeing board,
with reasons for the revisions
- Under section 26 of the HSC Act 2012, the CCG has a duty to consult each
relevant Health and Wellbeing Board when reviewing the extent to which the
CCG has contributed to the delivery of any joint health and wellbeing strategy
and this information must be included in the CCG annual report.
5.5 CCG Quality Premium:
- NHS England has indicated that agreeing the CCG’s quality premium for
2104/15 will include consideration with the local Health and Wellbeing Board
and other key stakeholders.
The joint arrangements between the CCG and the health and wellbeing board are
reflected in the CCG constitution.
The health and wellbeing board is a statutory, multi agency board focused on the
needs of North Tyneside. It is essential to the work of the CCG that the close
working relationships established during the shadow phase of both the CCG and the
health and wellbeing board are developed. Given the range of shared
responsibilities between the CCG and the health and wellbeing board, it would be
beneficial if the health and wellbeing board extended an invitation to the CCG to
nominate more than the one statutory CCG representative to enable greater
participation in the work of the health and wellbeing board.
4
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6. The North Tyneside Council consultation on the health and
wellbeing board
The stakeholder consultation gives background information and asks five questions.
These are listed in the table below and the proposed response of the CCG is given.
Question posed
Should the Council delegate any additional
functions to the Board or just review this once
operational and embedded?
With reference to [the council’s ability to
appoint other people to the board], should the
other persons or representatives appointed to
the new Board differ from the membership of
the shadow Board?
Having previously operated without any subcommittees, is there now any need? If so,
what would be there role and membership?
Should all members be entitled to vote?

How do you forsee the Board developing its
structure and ways of working in the future to
support the preparation of the JSNA and
JHWS and encourage integrated working?

Proposed CCG reply
We would suggest that this remains under
review at this time
We would appreciate the opportunity to have
two places for the CCG at the Health and
Wellbeing Board, in view of our shared
responsibilities
We would suggest that this remains under
review at this time
As a statutory member, the CCG would have a
vote. Once the final membership of the HWB
is agreed, we would suggest consideration
should be given to voting rights of members to
ensure fairness and equity. For example, if the
three NHS Foundation Trusts continued to be
members of the HWB, it may not be
proportionate for them (as service providers to
an area much greater than North Tyneside)
each to have a vote and the CCG (as the
health commissioner dedicated to North
Tyneside) to only have one vote.
We look forward to continuing to work together
with the HWB and wider stakeholders to
develop shared ways of working to support the
preparation of the JSNA and JHWS

7. Next steps
The CCG needs to identify a CCG representative for the North Tyneside health and
wellbeing board. That representative should be ready to attend the planned meeting
of the health and wellbeing board on 4 June 2013 and subsequent meetings, to
liaise with other CCG members and officers as required and to keep the CCG board
informed about the work of the health and wellbeing board.
The CCG board should decide if and how it wishes to respond to the consultation.

8. Recommendations
It is recommended that:
8.1 The CCG responds to the North Tyneside council consultation on the health and
wellbeing board by answering the five questions posed as outlined in the report
8.2 That the CCG board notes the importance of the health and wellbeing board in
the governance of the CCG
5
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8.3 That the CCG identifies the Clinical Chair and the Chief Officer as the CCG
representatives on the North Tyneside health and wellbeing board.

Part 2: Appendices and further information
9. Appendices
There are no appendices

10. Further information relevant to the report
Further information about the duties of the CCG in relation to the health and
wellbeing board are outlined in the NHS England guidance in ‘Functions of a Clinical
Commissioning Group’ (March 2013)
http://www.england.nhs.uk/wp-content/uploads/2013/03/a-functions-ccgs.pdf
The CCG constitution contains important information about the duty of the CCG to
work with the North Tyneside health and wellbeing board

Part 3: Governance and Compliance
11. Consultation and engagement
Representatives of the shadow CCG have been active participants in the shadow
health and wellbeing board.

12. Resource implications
There are no additional resources identified.

13. Risks
Active membership by appropriate representatives of the CCG on the health and
wellbeing board is important in delivering the statutory duties of the CCG.

14. Equality assessment
This issue has not been subject to an equality assessment.

15. Environment and sustainability assessment
There are no environmental, social and economic implications of the
recommendation.

Report author:
Report date:

Pauline Fox, Head of Governance, North Tyneside CCG
19 April 2013
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Introduction
This paper sets out the range of core clinical commissioning group (CCG)
functions as set out in legislation. They have been grouped into the following
categories:
•
•
•
•

commissioning functions and duties relating to CCGs
finance
governance, and
cooperation.

It distinguishes between:
•

the key statutory duties of CCGs – the “must dos” that CCGs will be legally
responsible for delivering, and their

•

key statutory powers – ie the things that CCGs have the freedom to do, if
they wish, to help meet these duties.

The duties and powers are those that apply to all CCGs from April 2013 onwards
(subject to any conditions imposed or directions given to individual CCGs by the
NHS Commissioning Board as part of the establishment process).
CCGs will have the flexibility within the legislative framework to decide how far to
carry out these functions themselves, in groups (eg through a lead CCG) or in
collaboration with local authorities, and how far to use external commissioning
support. However, a CCG will always retain legal responsibility for its functions.
This can never be delegated.
This list is intended as a summary and aid for CCGs of their core powers and
duties. It does not claim to include all powers and duties of CCGs, nor is it a
substitute for CCGs considering relevant legislation, directions and guidance and
seeking legal advice where appropriate. It does not include all general statutory
functions that apply to public bodies. CCGs will also be subject to public law duties
that apply to all public bodies.
This document will be updated at least yearly to reflect any additional legislative
requirements.
References to the NHS Act 2006 are to that Act as amended (including as
amended by the Health and Social Care Act 2012). Pending publication of a
consolidated version of the NHS Act 2006 which includes the amendments
inserted into it by the Health and Social Care Act 2012, links to the new NHS Act
2006 provisions are given to those provisions as set out in the Health and Social
Care Act 2012.
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Commissioning functions and
duties relating to clinical
commissioning groups
Function

Power /
Duty

Statutory reference

Link to legislation

Duty to commission
certain specified
health services

Duty

Section 3 NHS Act 2006

Health and Social
Care Act 2012

Under section 3(1), a CCG must arrange for the
provision of certain specified health services to such
extent as it considers necessary to meet the
reasonable requirements of the persons for whom it
has responsibility. This duty does not apply in relation
to a service or facility if the Board has a duty to arrange
for its provision.
The services in question include:
•

hospital accommodation; and

•

medical, ophthalmic, nursing and ambulance
services.

Under section 3(1A), a CCG has responsibility for –
(a) persons who are provided with primary medical
services by a member of the group; and
(b) persons who usually reside in the group’s area and
are not provided with primary medical services by
a member of any CCG.
Regulations may provide that a CCG has responsibility
for additional persons (section 3(1B)) or that section
3(1A) does not apply in relation to certain persons or in
prescribed circumstances.
In exercising its functions under sections 3 and 3A, a
CCG must act consistently with –
(a) the discharge by the Secretary of State and the
Board of their duty under section 1(1);
(b) the objectives and requirements for the time being
specified in the Board mandate published by the
Secretary of State under section 13A.
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Section 13
http://www.legislation.
gov.uk/ukpga/2012/7/
section/13

Function

Power /
Duty

Statutory reference

Link to legislation

Power to
commission certain
health services

Power

Section 3A NHS Act 2006

Health and Social
Care Act 2012

Each CCG has the power to arrange for the provision
of such services or facilities as it considers appropriate
for the purposes of the health service that relate to
securing improvement in –
(a) the physical and mental health of persons for
whom it has responsibility; or

Section 14
http://www.legislation.
gov.uk/ukpga/2012/7/
section/14

(b) the prevention, diagnosis and treatment of illness
in those persons.
A CCG may not arrange for the provision of a service
or facility if the Board has a duty to arrange for its
provision under sections 3B or 4.
Power to make
arrangements for
the provision of
vehicles for
disabled persons

Power

Power to conduct,
commission or
assist the conduct
of research into
specified matters

Power

Section 5 NHS Act 2006
Schedule 1 (paragraph 9)
CCGs may make arrangements for the provision of
vehicles for disabled people or those who appear to
have a physical impairment.

Section 5 NHS Act 2006
Schedule 1 (paragraph 13)
A CCG has the power to conduct, commission or assist
the conduct of research into –
(a) any matters relating to the causation, prevention,
diagnosis or treatment of illness; and

Health and Social
Care Act 2012
Section 17(10)
http://www.legislation.
gov.uk/ukpga/2012/7/
section/17
Health and Social
Care Act 2012
Section 6
http://www.legislation.
gov.uk/ukpga/2012/7/
section/6/enacted

(b) any such other matters connected with any
service provided under the 2006 Act as the CCG
considers appropriate.
CCGs also have related functions under section 5,
including the ability to obtain and analyse data.
Exercise of
specified EU health
functions

Duty

Section 6D NHS Act 2006
If provided for in regulations, a CCG may exercise
specified EU health functions.
Note – the term “EU health function” is defined under
section 6D(2)(a).
The Secretary of State may give directions to a CCG
about the exercise of its functions under any
regulations made.
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Health and Social
Care Act 2012
Section 19, sub section 6D
http://www.legislation.
gov.uk/ukpga/2012/7/
section/19/enacted

Function

Power /
Duty

Statutory reference

Link to legislation

Duty to comply with
Standing Rules

Duty

Section 6E NHS Act 2006

Health and Social
Care Act 2012

Provides that regulations may impose requirements (to
be known as “standing rules”) in accordance with this
section on CCGs.
The regulations may, in relation to the commissioning
functions of CCGs, make provision—
(a) requiring CCGs to arrange for specified treatments
or other specified services to be provided or to be
provided in a specified manner or within a
specified period;
(b) as to the arrangements that CCGs must make for
the purpose of making decisions as to—
(i) the treatments or other services that are to be
provided;

Section 20
http://www.legislation.
gov.uk/ukpga/2012/7/
section/20
Standing Rules
December 2012
https://www.wp.dh.go
v.uk/health/files/2012/
12/Equalitiesoverarchingdocument-standingrules-FINAL-3-1212.pdf

(ii) the manner in which or period within which
specified treatments or other specified services
are to be provided;
(iii) the persons to whom specified treatments or
other specified services are to be provided;
(c) as to the arrangements that CCGs must make for
enabling persons to whom specified treatments or
other specified services are to be provided to
make choices with respect to specified aspects of
them.
Any regulations made under this section cannot impose
a requirement on only one CCG.
Exercise of
Secretary of State’s
public health
functions

Duty

Section 7A NHS Act 2006
The Secretary of State may arrange for a CCG to
exercise any of his public health functions.
If so arranged, a CCG may exercise any of the
Secretary of State’s public health functions as covered
by the arrangement.
Where the Secretary of State arranges for the Board to
exercise such functions, the Board may arrange for a
CCG to exercise that function.

Power to enter into
agreements with
another defined
health service body
that are NHS
contracts

Power

Section 9 NHS Act 2006
A CCG has the ability, as a health service body, to
enter into an NHS contract arrangement under which
one health service body (“the commissioner”) arranges
for it to be provided by another health service body
(“the provider”).

7

Health and Social
Care Act 2012
Schedule 4,
paragraph 5
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4

Health and Social
Care Act 2012
Schedule 4,
paragraph 6
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4

Function

Power /
Duty

Statutory reference

Link to legislation

Power to make
commissioning
arrangements in
relation to the
exercise of certain
functions with any
person or body,
including public
authorities and
voluntary
organisations

Power

Section 12ZA NHS Act 2006

Health and Social
Care Act 2012

Information on
safety of services
provided by the
health service

Duty

CCGs have the power to make commissioning
arrangements in relation to the exercise of certain
functions with any person or body, including public
authorities and voluntary organisations.

Section 13R NHS Act 2006
The Board must give advice and guidance, to such
persons as it considers appropriate, for the purpose of
maintaining and improving the safety of the services
provided by the health service.
A CCG must have regard to any advice or guidance
given to it.

Section 38
http://www.legislation.
gov.uk/ukpga/2012/7/
section/38

Health and Social
Care Act 2012
Section 23
http://www.legislation.
gov.uk/ukpga/2012/7/
section/23

A CCG must have regard to any advice or guidance
given to it by the Board under section 13R(4) (advice or
guidance for the purpose of maintaining and improving
the safety of the services provided by the health
service).
Duty to promote the
NHS Constitution

Duty

Section 14P NHS Act 2006
Under section 14P each CCG has a duty, when
exercising its functions, to –
(a) act with a view to securing that health services are
provided in a way which promotes the NHS
Constitution; and

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

(b) promote awareness of the NHS Constitution
among patients, staff and members of the public.
Duty as to
effectiveness and
efficiency

Duty

Section 14Q NHS Act 2006
Each CCG must exercise its functions effectively,
efficiently and economically.

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26
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Function

Power /
Duty

Statutory reference

Link to legislation

Duty as to the
improvement in
quality of services

Duty

Section 14R NHS Act 2006

Health and Social
Care Act 2012

Each CCG 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.
A CCG must, in particular, act with a view to securing
continuous improvement in the outcomes that are
achieved and, in particular, outcomes which show the
effectiveness of their services, the safety of the
services provided, and the quality of the experience of
the patient.

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

In discharging this duty, the CCG must have regard to
any relevant guidance published by the Board.
Duty in relation to
quality of primary
medical services

Duty as to reducing
inequalities

Duty to promote
involvement of
each patient

Duty

Section 14S NHS Act 2006
Each CCG must assist and support the Board in
discharging its duty, so far as relating to securing
continuous improvement in the quality of primary
medical services.

Duty

Section 14T NHS Act 2006
Each CCG whilst carrying out its functions must have a
regard to the need to reduce inequalities between
patients with respect to their ability to access health
services, and reduce inequalities between patients with
respect to the outcomes achieved for them.

Duty

Section 14U NHS Act 2006
Each CCG must, whilst carrying out its functions,
promote the involvement of patients, and their carers
and representatives, in decisions, which relate to the
prevention or diagnosis of illness in the patient, or their
care or treatment.

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

In discharging this duty, the CCG must have regard to
any relevant guidance published by the Board.
Duty as to patient
choice

Duty

Section 14V NHS Act 2006
Each CCG must, whilst carrying out its functions, act
with a view to enabling patients to make choices in
respect of aspects of health services provided to them.
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26

Function

Power /
Duty

Statutory reference

Link to legislation

Duty to obtain
appropriate advice

Duty

Section 14W NHS Act 2006

Health and Social
Care Act 2012

Each CCG has a duty to obtain advice appropriate for
enabling it effectively to discharge its functions. The
advice must be taken from persons who, when taken
together, have a broad range of professional expertise
in –

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

(a) the prevention, diagnosis or treatment of illness;
and
(b) the protection or improvement of public health.
Each CCG must have regard to any guidance
published by the Board relating to the duty under
section 14W.
Duty to promote
innovation

Duty in respect of
research

Duty as to
promoting
education and
training

Duty

Section 14X NHS Act 2006
Each CCG must, in exercising its functions, promote
innovation in the provision of health services (including
innovation in the arrangements made for their
provision).

Duty

Section 14Y NHS Act 2006
Each CCG has a duty, when exercising its functions, to
promote research and the use of evidence obtained
from research.

Duty

Section 14Z NHS Act 2006
Each CCG has a duty, when exercising its functions, to
have regard to the need to promote education and
training for the persons mentioned in section 1F(1).
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Function

Power /
Duty

Statutory reference

Link to legislation

Duty to promote
integration

Duty

Section 14Z1 NHS Act 2006

Health and Social
Care Act 2012

Each CCG has a duty to exercise its functions with a
view to securing that health services are provided in an
integrated way.
This duty applies when the CCG considers that
integration would –

(c) reduce inequalities in outcomes.
The same duty applies in relation to the provision of
health-related services (note – the term “health-related
services” is defined in section 14Z1(3)).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Section 14Z2 NHS Act 2006

Health and Social
Care Act 2012

(b) reduce inequalities in access;

Duty

http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
See also Schedule 2
Part 1 Constitution of
clinical
commissioning
groups

(a) improve the quality of the health services (including
the outcomes that are achieved);

Duty as to public
involvement and
consultation

Section 26

Under section 14Z2, each CCG has a duty, in relation
to health services provided (or which are to be
provided) under arrangements made by the CCG
exercising its functions, to make arrangements so as to
secure that individuals to whom the services are being
(or may be) provided are involved at various specified
stages, including:
•

in planning commissioning arrangements;

•

in the development and consideration of proposals
for change;

•

in decisions affecting the operation of
commissioning arrangements where
implementation would have an impact on the
manner in which services are delivered or the
range of services available.

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

This involvement can be by way of consultation or
otherwise.
Guidance on
commissioning by
the Board

Duty

Section 14Z8 NHS Act 2006
The Board must publish guidance for CCGs on the
discharge of their commissioning functions.
Each CCG must have regard to guidance under this
section.
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Function

Power /
Duty

Statutory reference

Link to legislation

Power to request
that the Board
exercises its
functions

Power

Section 14Z9 NHS Act 2006

Health and Social
Care Act 2012

Power of Board to
provide assistance
or support

Duty to prepare
and publish a
commissioning plan
(but only to the
extent that the
CCG must plan for
the financial year
ending 31 March
2014)

A CCG has the power to request that the Board
exercise any of its functions under section 3 or 3A (or
any other functions of the CCG which are related to the
exercise of those functions).

Duty

Section 14Z10 NHS Act 2006
Under this section the Board has the power to provide
assistance or support. A CCG must comply with any
restrictions imposed under section 14Z10(4) –
restrictions on the use of any financial or other
assistance.

Duty

Section 14Z11 NHS Act 2006
Each CCG must prepare a commissioning plan before
the start of each financial year (as determined by the
Board).
The plan must address in particular how the CCG
proposes to discharge its duties under sections 14R
(improvement in quality of services), 14T (reducing
inequalities), 14Z2 (public involvement and
consultation), and 223H to 223J (financial duties0.

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

The CCG must publish the plan; give a copy to the
Board; and give a copy to each relevant Health and
Wellbeing Board.
CCGs must have regard to any guidance published by
the Board under section 14Z11(7).
Power to revise a
CCG’s
commissioning plan

Power
(and
duty
upon
exercise
of the
power)

Section 14Z12 NHS Act 2006
CCGs have the power to revise their commissioning
plans.
Where the revision is significant, it must re-publish the
revised plan and provide a copy to the Board and each
relevant Health and Wellbeing Board.
Where the plan is revised in any other way, the CCG
must publish a document setting out the changes made
to the plan and give a copy to the Board and each
relevant Health and Wellbeing Board.
This section applies to the extent that it relates to the
plan for the year ending 31 March 2014.
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Function

Power /
Duty

Statutory reference

Link to legislation

Duty to consult
about
commissioning plan
and to publish a
summary of the
expressed views of
the individuals
consulted and how
the CCG has taken
account of those
views

Duty

Section 14Z13 NHS Act 2006

Health and Social
Care Act 2012

Reports by CCGs

Duty

Section 14Z13 imposes various duties on CCGs in
relation to consultation about commissioning plans.
These duties apply where a CCG is preparing a
commissioning plan or significantly revising a
commissioning plan.

Section 14Z15 NHS Act 2006
CCGs have a duty to prepare an annual report for each
financial year (other than the CCG’s first financial year)
setting out how it has discharged its functions in the
previous financial year. Section 14Z15 imposes other
related duties, including a duty on CCGs to consult
each relevant Health and Wellbeing Board when
reviewing the extent to which the CCG has contributed
to the delivery of any joint health and wellbeing
strategy (one of the factors the annual report must
address under section 14Z15(2)).

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

The annual report must be published and presented by
way of a meeting to members of the public.
Circumstances in
which 14Z18 and
14Z19 apply

Duty

Section 14Z17 NHS Act 2006
Section 14Z17 sets out the circumstances when
sections 14Z18 and 14Z19 apply, namely where the
Board has reason to believe:
•

that the area of a CCG is no longer appropriate or

•

that a CCG might have failed, might be failing or
might fail to discharge any of its functions

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
`

For the purposes of section 14Z17, failure to discharge
a function includes failure to discharge it properly, and
failure to discharge properly includes a failure to
discharge consistently with what the Board considers to
be in the interests of the health service.
Providing
documents and
information

Section 14Z18 NHS Act 2006
Section 14Z18 provides the Board with the ability to
require documents and information. If so required, the
CCG must provide the requested information,
documents, or other records if they are in its
possession or control at the time in question. The
request can also be made to any member or employee
of the CCG who has possession or control.
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Function

Power /
Duty

Providing
explanation

Statutory reference

Link to legislation

Section 14Z19 NHS Act 2006

Health and Social
Care Act 2012

Section 14Z19 provides the Board with the ability to
require an explanation. The explanation may be
required orally or in writing.
If required by the Board, the CCG must provide the
requested explanation (as to how the CCG is proposing
to exercise its functions).

Permitted
disclosures of
information

Care Trusts

Power

Section 14Z23 NHS Act 2006
Section 14Z23 sets out the permitted disclosures of
information for CCGs in the exercise of their functions,
including:

Power

•

information that has previously been lawfully
disclosed to the public;

•

disclosures made in accordance with any
enactment or court order;

•

disclosures necessary for the purpose of facilitating
the exercise of any of the CCG’s functions.

Section 77 NHS Act 2006
CCGs have the power to enter into partnership
arrangements with local authorities. This includes the
power to be designated as a Care Trust, in conjunction
with a local authority.
Section 77 (as amended) sets out the steps that must
be taken before a Care Trust is designated and other
related requirements.

Supply of goods
and services to
local authorities

Power
and duty

Section 80 NHS Act 2006
Power to supply to local authorities (and such public
bodies as the Secretary of State may determine) any
goods or materials of a kind used in the health service.
Power to make available to local authorities (and such
public bodies) any facilities the provision of which is
arranged by the CCG, any facilities of the CCG, and
the services of persons employed by the CCG.
Power to arrange for the carrying out of maintenance
work in connection with any land or building for the
maintenance of which a local authority is responsible.
Duty to make available to local authorities any services
or facilities the provision of which is arranged by the
CCG, the services of persons employed by the CCG,
and any facilities of the CCG, so far as is reasonably
necessary to enable local authorities to discharge their
functions relating to social services, education and
public health.
(Schedule 4, paragraph 28.)
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Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Health and Social
Care Act 2012
Section 200
http://www.legislation.
gov.uk/ukpga/2012/7/
section/200

NHS Act 2006
section 80
http://www.legislation.
gov.uk/ukpga/2006/4
1/section/80

Function

Power /
Duty

Statutory reference

Link to legislation

Exercise of
functions if directed

Duty

Section 98A NHS Act 2006

Health and Social
Care Act

This provides (among other things) for the Board to
exercise the Secretary of State’s functions in relation to
the provision of primary medical services. If directed by
the Board, each relevant CCG must comply with the
direction. A CCG exercising a function specified in a
direction must report to the Board on matters arising
out of the exercise of the functions.

Payment for
medical
examinations
before application
for admission to
hospital under
Mental Health Act

Duty

Role of CCGs in
respect of
emergencies

Duty

Role of CCGs in
respect of
emergencies

Section 236 NHS Act 2006
CCGs have a duty to pay medical practitioners in
relation to examinations carried out under Part 2 of the
Mental Health Act 1983

Section 49
http://www.legislation.
gov.uk/ukpga/2012/7/
section/49

Health and Social
Care Act 2012
Schedule 4,
paragraph 123
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4/paragraph
/123

Section 252A NHS Act 2006
Each CCG must take appropriate steps to secure that it
is properly prepared for dealing with relevant
emergencies (as defined in section 252A(10)).

Duty

Section 253 NHS Act 2006
If directed by the Secretary of State, each CCG
covered by the direction must comply with the direction.

Health and Social
Care Act 2012
Section 46
http://www.legislation.
gov.uk/ukpga/2012/7/
section/46
Health and Social
Care Act 2012
Section 47
http://www.legislation.
gov.uk/ukpga/2012/7/
section/47
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Other primary legislation
Updated versions of the legislation including amendments made by the Health and
Social Care Act 2012 are not publicly available yet. The right hand column below
provides a link to both the legislation without Health and Social Care Act 2012
amendments included, and the sections of the Health and Social Care Act 2012
which include the relevant amendments.
Function

Power /
Duty

Statutory reference

Link to legislation

Procurement under
the Public Sector
(Social Value) Act
2012

Duty

Public Sector (Social Value) Act 2012

http://www.legislation.
gov.uk/ukpga/2012/3/
contents

Local authorities
and NHS bodies:
duty to act under
guidance from the
Secretary of State
specific to autism

Duty

Children and young
people: persons
qualifying for
advice and
assistance

Duty

The Act requires all commissioners and procurers at
the pre-procurement stage to consider how what is to
be procured may improve social, environmental and
economic well being of the relevant area, how they
might secure any such improvement and to consider
the need to consult. The Act will only apply to public
services contracts and framework agreements to which
the Public Contracts Regulations 2006 apply.
Sections 2 & 3 Autism Act 2009
Defines the duties of a CCG as a prescribed NHS
body, to follow guidance issued by the Secretary of
State specific to autism.
(Schedule 5, paragraph 171 of Health and Social Care
Act 2012.)
Sections 24 and 24C Children Act 1989
CCGs, among others, have a duty under section 24 to
advise and assist certain young people that have been
accommodated for a period of three months or more.
CCGs may make arrangements for such
accommodation (Schedule 5, paragraph 49 of Health
and Social Care Act 2012).
CCGs are subject to the duty under section 24C to
inform the local authority within whose area the child
proposes to live where a child who is accommodated
under arrangements made by the CCG ceases to be
so accommodated, after reaching the age of sixteen
(Schedule 5, paragraph 50 of Health and Social Care
Act 2012.)

Secure
accommodation
orders

Duty

Section 27 Children Act 1989
As a prescribed authority, a CCG has a duty to comply
with any request from a local authority to help exercise
any of its functions relating to support for children and
families if compatible with its own duties (Schedule 5,
paragraph 51 of Health and Social Care Act 2012).
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http://www.legislation.
gov.uk/ukpga/2009/1
5/section/2
http://www.legislation.
gov.uk/ukpga/2009/1
5/section/3
http://www.legislation.
gov.uk/ukpga/1989/4
1/section/24
http://www.legislation.
gov.uk/ukpga/1989/4
1/section/24C
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/49
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/50
http://www.legislation.
gov.uk/ukpga/1989/4
1/section/27
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/51

Function

Power /
Duty

Statutory reference

Link to legislation

Provision of
accommodation to
children

Duty

Section 85 Children Act 1989

http://www.legislation.
gov.uk/ukpga/1989/4
1/section/80

Children’s services:
arrangements to
safeguard and
promote welfare

CCGs, among others, are a prescribed person for the
purposes of section 80 as they may make
arrangements for provision of accommodation to
children pursuant to the NHS Act 2006. They must,
therefore comply with the duty under section 85 to
notify the responsible authority when they cease to
accommodate a child (Schedule 5, paragraph 55 of
Health and Social Care Act 2012).
Duty

Section 11 Children Act 2004
A CCG must make arrangements for ensuring that—
(a) its functions are discharged having regard to the
need to safeguard and promote the welfare of
children; and
(b) any services provided by another person pursuant
to arrangements made by the person or body in
the discharge of their functions are provided
having regard to that need.

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/54

http://www.legislation.
gov.uk/ukpga/2004/3
1/section/11
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/129

CCGs have a duty to ensure that their functions are
discharged having regard to the need to safeguard and
promote the welfare of children.
(Schedule 5, paragraph 129 of Health and Social Care
Act 2012.)
Copyright

Power

Section 48 Copyright, Designs and Patents Act
1988
CCGs have the ability to issue copies of relevant works
without infringing copyright, provided that the issuing is
done in relation to the CCG’s ‘public business’.
(Schedule 14, paragraph 52 of Health and Social Care
Act 2012.)

http://www.legislation.
gov.uk/ukpga/1988/4
8/section/48
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/44
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/14/paragrap
h/52
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Function

Power /
Duty

Statutory reference

Link to legislation

Emergencies

Duty

Section 6 Corporate Manslaughter and Corporate
Homicide Act 2007

http://www.legislation.
gov.uk/ukpga/2007/1
9/section/6

The duties of care owed under the Act are modified for
“relevant NHS bodies” in respect of the way they
respond to emergency circumstances. A CCG is
included in the definition of “relevant NHS body” and is,
therefore, subject to this modified duty of care
(Schedule 5, paragraph 147 of Health and Social Care
Act 2012).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/147

Note - under section 3 the duty of care owed by a
public authority in respect of a decision as to matters of
public policy (including in particular the allocation of
public resources or the weighing of competing public
interests) is not a “relevant duty of care”.
Needs assessment

Duty

Section 7 Disabled Persons (Services,
Consultation and Representation) Act 1986
A CCG comes within the amended definition of a
“health authority” and is, therefore, subject to the duty
under section 7 to make arrangements for an
assessment of the needs of a person with respect to
the provision of services in relation to the discharge of
a patient from hospital (Schedule 5, paragraph 39 of
Health and Social Care Act 2012).

Establishment and
conduct of
domestic homicide
reviews

Duty

Sections 9(2) & 9(3) Domestic Violence, Crime and
Victims Act 2004
If directed by the Secretary of State, a CCG has a duty
to conduct a domestic homicide review.
If holding or participating in a domestic homicide
review, a CCG has a duty to have regard to any
guidance produced by the Secretary of State.
(Sections 55, 179; Schedule 5, paragraph 126;
Schedule 14, paragraph 95 of Health and Social Care
Act 2012.)
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http://www.legislation.
gov.uk/ukpga/1986/3
3/section/7
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/40

http://www.legislation.
gov.uk/ukpga/2004/2
8/section/9
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/126

Function

Power /
Duty

Statutory reference

Link to legislation

Public sector
equality duty

Duty

Section 149 Equality Act 2010

http://www.legislation.
gov.uk/ukpga/2010/1
5/section/149

A CCG, as a public authority, must, in the exercise of
its functions, have due regard to the need to eliminate
discrimination, harassment, victimisation and any other
conduct that is prohibited by or under this Act.
A CCG must advance equality of opportunity between
persons who share a relevant protected characteristic
and persons who do not share it and foster good
relations between persons who share a relevant
protected characteristic and persons who do not share
it.

http://www.equalityhu
manrights.com/advic
e-andguidance/publicsector-equalityduty/guidance-onthe-equality-duty/

(Schedule 5, paragraph 182 of Health and Social Care
Act 2012.)
Note – the other requirements of the Equality Act 2010
will also apply to CCGs as relevant.
Freedom of
Information

Duty

Freedom of Information Act 2000 Schedule 1 Part 3
A CCG is a “public authority” for the purposes of the
Act and is under a duty to comply with its provisions.
(Section 55; Schedule 5, paragraph 99 of Health and
Social Care Act 2012.)

http://www.legislation.
gov.uk/ukpga/2000/3
6/contents
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/99
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/14/paragrap
h/81

Mayor of London’s
health inequalities
strategy

Duty

Section 309E Greater London Authority Act 1999
CCGs are included among the prescribed relevant
bodies for the purposes of the Mayor of London's
health inequalities strategy (Schedule 5, paragraph 94
of Health and Social Care Act 2012).
No specific duties are set out. However, the Mayor is to
publish a strategy to respond to health inequalities and
this will set out the roles and responsibilities of relevant
bodies in implementing this strategy.

Duty to have regard
to NHS Constitution

Duty

Section 2 Health Act 2009
CCGs must, in performing their NHS functions, have
regard to the NHS Constitution.
(Schedule 5, paragraphs 173, 174 of Health and Social
Care Act 2012.)
Note that there is also a specific duty on CCGs to
promote the NHS Constitution under new section 14P.
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http://www.legislation.
gov.uk/ukpga/1999/2
9/section/390
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/94
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/14/paragrap
h/76
http://www.legislation.
gov.uk/ukpga/2009/2
1/section/2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/175

Function

Power /
Duty

Statutory reference

Link to legislation

General health and
safety duty re
employees

Duty

Section 2 Health and Safety at Work 1974

http://www.legislation.
gov.uk/ukpga/1974/3
7

Duty to persons
affected by CCG’s
undertaking

Duty

General health and
safety duty

Duty

Requirements as to
procurement and
patient choice

Duty

As employers, CCGs are subject to the general duty
under section 2 to ensure, so far as reasonably
practicable, the health and safety and welfare of
employees at work.
Section 3 Health and Safety at Work 1974
Duty on CCGs as employers to ensure, so far as
reasonably practicable, that persons who may be
affected by the CCG’s undertaking are not exposed to
risks to their health and safety.
Section 4 Health and Safety at Work 1974
General duty as an employer to ensure that the CCG’s
premises are safe for visitors etc.
Section 75 Health and Social Care Act 2012
If provided for in regulations, CCGs must comply with
requirements relating to procurement, patient choice
and competition.

http://www.legislation.
gov.uk/ukpga/1974/3
7

http://www.legislation.
gov.uk/ukpga/1974/3
7
http://www.legislation.
gov.uk/ukpga/2012/7/
section/75

(Note – see also sections 76 and 77 which confer
powers on Monitor that can be exercised in relation to
CCGs.)
Continuation of the
provision of
services

Duty

Section 98 Health and Social Care Act 2012
This sets out the conditions relating to the continuation
of the provision of services, dealing with the
requirements on commissioners and licence holders.

http://www.legislation.
gov.uk/ukpga/2012/7/
section/98

A CCG must co-operate with those persons appointed
to assist in the management of a licence holder
(provider)’s affairs, business and property. A CCG
must also have regard to the relevant guidance
published by Monitor.
Duty to provide
information if
request by Monitor

Duty

Duty to have regard
to Monitor
notification

Duty

Section 104 Health and Social Care Act 2012
Duty to provide documents and information if
requested by Monitor under section 104.
Section 126 Health and Social Care Act 2012
Duty to have regard to a notification issued by Monitor
under section 126 when arranging for the provision of
health care services for the purposes of the NHS
(section 126 concerns notification to commissioners
following an application under section 124).
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http://www.legislation.
gov.uk/ukpga/2012/7/
section/104
http://www.legislation.
gov.uk/ukpga/2012/7/
section/126

Function

Power /
Duty

Statutory reference

Link to legislation

Quality in health
care

Duty

Sections 45 and 148 Health and Social Care
(Community Health and Standards) Act 2003

http://www.legislation.
gov.uk/ukpga/2003/4
3/section/45

CCGs have a duty as prescribed NHS bodies to put
and keep in place arrangements for the purpose of
monitoring and improving the quality of health care
provided by and for that body. Health care means
services provided to individuals in the connection with
the prevention, diagnoses, or treatment of an illness
(including mental illness).
(Schedule 5, paragraph 121, and Schedule 14,
paragraph 90 of Health and Social Care Act 2012.)

Staff training

Power

Section 63 Health Services & Public Health Act
1968
CCGs have the power to provide, or make
arrangements for the provision of, training for NHS
staff or persons contemplating employment in the NHS
(Schedule 5, paragraph 12 of Health and Social Care
Act 2012).

Human rights

Duty

Section 6 Human Rights Act 1998
Duty as a public authority to act consistently with the
rights under the European Convention on Human
Rights. Public authority means a person whose
functions are of a public nature.

http://www.legislation.
gov.uk/ukpga/2003/4
3/section/148
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/121
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/14/paragrap
h/90
http://www.legislation.
gov.uk/ukpga/1968/4
6/section/63
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/12
http://www.legislation.
gov.uk/ukpga/1998/4
2/contents

As public authorities CCGs are subject to the Human
Rights Act.
Independent
mental capacity
advocate service

Duty

Sections 37 and 38 Mental Capacity Act 2005
Require a CCG as an NHS body to instruct an
independent mental capacity advocate in certain
circumstances where it proposes –
(a) to provide, or to secure the provision of, serious
medical treatment to a person who lacks capacity
to consent to the treatment (section 37) or
(b) to make arrangements for such a person’s
accommodation (section 38).
(Mental Capacity Act 2005 (Independent Mental
Capacity Advocates) (General) Regulations 2006, as
amended by regulation 16 of the National Health
Service and Public Health (Functions and
Miscellaneous Provisions) Regulations 2013.)
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http://www.legislation.
gov.uk/ukpga/2005/9/
section/37
http://www.legislation.
gov.uk/ukpga/2005/9/
section/38
http://www.legislation.
gov.uk/uksi/2006/183
2/regulation/3/made
http://www.legislation.
gov.uk/uksi/2013/261
/regulation/16/made

Function

Power /
Duty

Statutory reference

Link to legislation

After care of
patients with
mental health
problems

Duty

Section 117 Mental Health Act 1983

http://www.legislation.
gov.uk/ukpga/1983/2
0/section/117

CCGs must, together with relevant voluntary agencies,
arrange for the provision of after care for persons
previously detained under the Mental Health Act, at the
time that they cease to be detained. Such after care
should be provided until the local social services
authority is satisfied that such services are no longer
required.

http://www.legislation.
gov.uk/ukpga/2012/7/
section/40

(Section 40 of Health and Social Care Act 2012.)
Notification of
hospitals having
arrangements for
special cases

Duty

Section 140 Mental Health Act 1983
Duty to notify local social services authorities of the
availability of suitable hospital places for emergency
admissions and for under 18s (section 45 of the Health
and Social Care Act 2012).

http://www.legislation.
gov.uk/ukpga/1983/2
0/section/140
http://www.legislation.
gov.uk/ukpga/2012/7/
section/45

Secondary Legislation
Function

Power /
Duty

Statutory reference

Link to legislation

National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and
Standing Rules) Regulations 2012
These regulations apply to the “relevant body”, defined as the Board or a CCG.
Persons for whom
a CCG has
responsibility

Duty

Circumstances in
which duty may be
imposed on
another CCG

Duty

Regulation 4
Schedule 1 paragraph 2 of the regulations sets out the
persons that a CCG has responsibility for (in addition to
those mentioned in section 3(1A) of the Act), subject to
the limitations set out in sub-paragraphs (2) – (4).
Regulation 14
Sets out the circumstances where the duty imposed
under section 117 of the Mental Health Act 1983 may
be imposed on another CCG.
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http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/4/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/14/made

Function

Power /
Duty

Statutory reference

Link to legislation

Incorporation of
commissioning
contract terms

Duty

Regulation 17

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/17/made

The Board must draft terms and conditions providing for
the matters specified in regulation 16 (Matters to be
included in commissioning contracts) and such other
terms as the Board considers appropriate. A CCG must
incorporate the terms drafted relating to the matters in
regulation 16 and must, if required by the Board,
incorporate the other terms considered appropriate by
the Board.
Pursuant to regulation 18, the Board must consult with
CCGs before drafting the terms and conditions for the
first time, or before revising the terms and conditions or
model commissioning contracts.
The requirements in regulations 16 and 17 apply in
relation to commissioning contracts entered into on or
after 1 February 2013.

NHS Continuing
Healthcare –
assessment and
provision

Duty

NHS Continuing
Healthcare – joint
working with social
services authorities

Duty

NHS Continuing
Health Care review of decisions

Duty

Regulation 21
Sets out the procedure for assessment and provision of
NHS Continuing Healthcare, and imposes duties on
relevant bodies (including CCGs).
Regulation 22
Provides that, insofar as is reasonably practicable, a
CCG should consult and co-operate with the relevant
social services authority before making a decision
about a person’s eligibility for Continuing Healthcare
and in making the arrangements.
Regulation 23
Sets out the Board’s duty in relation to review of
decisions.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/21/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/22/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/23/made

As a relevant body, a CCG must implement the
decision of the review panel as soon as reasonably
practicable, unless it determines in accordance with
paragraph 9 that there are exceptional reasons not to
do so.
NHS Continuing
Health Care appointment of
review panels

Duty

Regulation 24
A CCG member of a review panel must be appointed
by the Board, following nomination by the CCG. A CCG
must, when requested to do so by the Board, provide
the Board with its nomination for the review panel as
soon as reasonably practicable and ensure that CCG
members are, as far as reasonably practicable,
available to participate in review panels.
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http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/24/made

Function

Power /
Duty

Statutory reference

Link to legislation

NHS Continuing
Health Care disqualification for
appointment as
member of review
panel

Duty

Regulation 25

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/25/made

Persons who enter
relevant premises
or who develop a
need for nursing
care

Duty

Flat rate payments
for nursing care in
residential
accommodation

Duty

Sets out the disqualifications for appointment as a CCG
member of the panel.
(See also regulation 26 regarding cessation of
disqualification and regulation 27 regarding termination
of appointment.)
Regulation 28
Where a CCG is responsible for a person who is
resident in relevant premises, or may need to become
resident in such premises, and may need nursing care,
the CCG must carry out an assessment of the need for
nursing care. The CCG must consider whether it needs
to comply with its obligation under regulation 21(2)
before carrying out such an assessment.
Regulation 29
Provides for continuity in relation to flat rate payments
where those payments were being made immediately
before 1 April 2013.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/28/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/29/made

Duty on the relevant body to continue payment.
High band
payments for
nursing care in
residential
accommodation

Duty

Regulation 30
Provides for continuity in relation to high band
payments where those payments were being made
immediately before 1 April 2013.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/30/made

Duty on the relevant body to continue payment.
Urgent need for
nursing care

Power

Revocation and
transitional
provisions (NHS
Continuing Health
Care)

Duty

Funding and
commissioning of
drugs and other
treatments

Duty

Regulation 31
Nothing in regulations 28-30 prevents a CCG, as a
relevant body, from providing temporary nursing care
where there is urgent need for such care.
Regulation 32
Makes various transitional provisions to ensure
continuity from 1 April 2013.

Regulation 34
A CCG must have in place arrangements for making
decisions and adopting policies on whether a particular
health care intervention is to be made available for
persons for whom the CCG (as the relevant body) has
responsibility.
Regulation 35 sets out publishing requirements relating
to the decision made and regulation 36 imposes a duty
in relation to the provision of written information.
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http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/31/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/32/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/34/made

Function

Power /
Duty

Statutory reference

Link to legislation

Transitional
provisions in
relation to
healthcare
intervention

Duty

Regulation 37

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/37/made

Duty to ensure
persons are offered
a choice of health
service provider

Duty

Makes transitional provision in relation to the duties that
apply in relation to healthcare intervention.

Regulation 39
A CCG must make arrangements to ensure that a
person who requires an elective referral and for whom
that CCG has responsibility is given the choice of any
clinically appropriate health service provider with whom
the CCG has a commissioning contract and any
clinically appropriate team led by a named consultant.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/39/made

Where the referral is for elective mental health services,
the choice offered is in respect of the first outpatient
appointment with a health care professional or a
member of a health care professional’s team, or any
clinically appropriate team led by a named health
service provider to whom the patient has been referred.
Regulation 40 and 41

Exceptions to duty
to offer choice

The duty as to choice does not apply to the following
services:
•

cancer services which are subject to the 2 week
maximum waiting time by virtue of Regulation 52;

•

maternity services;

•

mental health services;

•

any service necessary to provide urgent care.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/40/made
http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/41/made

The duty to offer choice does not apply to the following
persons:

Duty to publicise
and promote
information about
choice

Duty

•

those detained under the Mental Health Act;

•

those detained in or on temporary release from
prison;

•

those serving as a member of the armed forces.

Regulation 42
A CCG must ensure that the availability of choice under
regulation 39 arrangements is publicised and promoted.
See also regulation 43 which makes transitional
provision in relation to such arrangements.
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http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/42/made

Function

Power /
Duty

Statutory reference

Link to legislation

Duty to meet
maximum waiting
time standards

Duty

Regulation 45

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/45/made

A CCG must ensure that it makes arrangements so that
persons for whom it has responsibility and who require
elective referral commence appropriate treatment within
the set waiting time limits.
See also regulation 46, which provides for the waiting
time period, and regulation 47 (application of duty to
offer an alternative provider).

Duty to offer an
alternative provider

Duty

Regulation 48
A CCG must, for patients for whom it has responsibility
and where the criteria in regulation 47 are met, take all
reasonable steps to ensure that the patient is offered
an alternative treatment provider where treatment
would commence earlier than the person referred
would have commenced treatment had they continued
to wait for treatment at the original provider.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/48/made

See also regulation 49, which sets out exceptions to the
duty in regulation 48.
Duty to have regard
to guidance

Duty

Duty to notify the
Board

Duty

Duty to arrange to
provide an
appointment

Duty

Regulation 50
Provides that, when carrying out its duties under
regulations 45 and 48, a CCG must have regard to the
document entitled “The Referral to Treatment
Consultant-led Waiting Times Rules Suite” dated
January 2012.
Regulation 51
The CCG is under a duty to notify the Board in writing
where it receives notification from the patient (or a
person acting on their behalf) that they have not, or will
not, commence treatment within 18 weeks.
Regulation 52
A CCG must make arrangements for patients where an
urgent referral for suspected cancer is made by a
general medical practitioner, or general dental
practitioner within the required waiting time limits.

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/50/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/51/made

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/52/made

See also regulation 53, which provides for a duty to
offer an alternative provider where the patient will not
have an appointment within the relevant period.
Duty to provide
advice and
assistance

Duty

Regulation 54
Each CCG must establish a service which provides
advice and assistance to persons who meet the criteria
in regulations 47(2) or (3), or 53(1)(a) to (c), and that
such service is adequately published. The CCG must
also ensure that any health service provider establishes
the same.
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http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/54/made

Function

Power /
Duty

Statutory reference

Link to legislation

Transitional
provisions –
Waiting Times
Directions

Duty

Regulation 55

http://www.legislation.
gov.uk/uksi/2012/299
6/regulation/54/made

Makes transitional provisions in relation to responsibility
for persons under the Waiting Times Directions.

National Health Service (Procurement, Patient Choice and Competition) Regulations 2013
Requirements as to
procurement,
patient choice and
competition

Duty

Regulation 3
Sets out the general requirements that CCGs (as
relevant bodies) must comply with when procuring
health care services for the purposes of the NHS.

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/3/made

(General
requirements)
Advertisements
and expressions of
interest

Duty

Regulation 4
Requires relevant bodies (including CCGs) to publish a
contract notice on the website maintained by the Board
for the purposes of regulation 4.

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/4/made

Sets out the requirements for a contract notice and
related duties on relevant bodies.
Award of a new
contract without a
competition

Power

Conflicts between
interests in
purchasing health
care services and
supplying such
services

Duty

Regulation 5
As relevant bodies, CCGs have the power to award a
new contract without competition where the CCG is
satisfied that the services to which the contract relates
are capable of being provided only by that provider.
Regulation 6
As relevant bodies, CCGs must not award a contract
for the provision of health care services for the
purposes of the NHS where conflicts, or potential
conflicts, between the interests involved in
commissioning such services and the interests involved
in providing them affect, or appear to affect, the
integrity of the award of that contract.
Relevant bodies must also keep a record of how any
conflicts are managed.
Regulation 6(3) defines “interest”.
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http://www.legislation.
gov.uk/uksi/2013/257
/regulation/5/made

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/6/made

Function

Power /
Duty

Statutory reference

Link to legislation

Qualification of
providers

Duty

Regulation 7

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/7/made

(1) For the purpose of taking a decision referred to in
paragraph (2), a relevant body must establish and
apply transparent, proportionate and non-discriminatory
criteria.
(2) The decisions are—
(a)determining which providers qualify to be included
on a list from which a patient is offered a choice of
provider in respect of first outpatient appointment with a
consultant or a member of a consultant’s team,
(b)determining which providers qualify to be included
on a list from which a patient is otherwise offered a
choice of provider,
(c)determining which providers to enter into a
framework agreement with, and
(d)selecting providers to bid for potential future
contracts to provide health care services for the
purposes of the NHS.
(3) When taking a decision referred to in paragraph
(2)(a), a relevant body may not refuse to include a
provider on a list where that provider meets the criteria
established by the relevant body for the purposes of
that decision.
(4) When taking a decision referred to in paragraph
(2)(b), a relevant body may not refuse to include a
provider on a list where that provider meets the criteria
established by the relevant body for the purposes of
that decision, except where to do so would mean
exceeding a limit set by the relevant body on the
number of providers to be included on the list.
(5) When taking a decision referred to in paragraph
(2)(c), a relevant body may not refuse to enter into a
framework agreement with a provider that meets the
criteria established by the relevant body for the
purposes of that decision, except where to do so would
mean exceeding a limit set by the relevant body on the
number of providers who are to enter into the
framework agreement.
(6) When taking a decision referred to in paragraph
(2)(d), a relevant body may not refuse to select a
provider that meets the criteria established by the
relevant body for the purposes of that decision, except
where to do so would mean exceeding a limit set by the
relevant body on the number of selected providers.
(7) In this regulation, a “framework agreement” means
an agreement or other arrangement between one or
more relevant bodies and one or more providers which
establishes the terms under which the provider will
enter into one or more contracts, for the provision of
health care services for the purposes of the NHS, with
a relevant body in the period during which the
framework agreement applies.
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Function

Power /
Duty

Statutory reference

Link to legislation

Assistance or
support for
purchasing
activities

Duty

Regulation 8

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/8/made

Record of contracts
awarded

Duty

Where a CCG (as a relevant body) has arrangements
for a person to assist or support it in the exercise of its
functions (in so far as those functions involve the
commissioning of health care services for the purposes
of the NHS), the CCG must ensure that the person acts
in accordance with specified requirements within the
regulations, in so far as they apply in relation to an
activity performed by that person.
Regulation 9
As a relevant body, a CCG must maintain and publish
on the website maintained by the Board, a record of
each contract it awards for the provision of health care
services for the purposes of the NHS.

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/9/made

Regulation 9 sets out what this record must contain.
Anti-competitive
behaviour

Duty /
power

Regulation 10

Patient choice:
choice of
alternative provider

Duty

Regulation 12

Directions by
Monitor

Duty

Prohibits anti-competitive behaviour except in certain
defined circumstances.

Where regulation 48 of the National Health Service
Commissioning Board and Clinical Commissioning
Groups (Responsibilities and Standing Rules)
Regulations 2012 applies, a CCG as a relevant body
must offer a person a choice of alternative provider in
accordance with regulation 48(4) of those Regulations.
Regulation 15
If directed by Monitor, a CCG must comply.

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/10/made
http://www.legislation.
gov.uk/uksi/2013/257
/regulation/12/made

http://www.legislation.
gov.uk/uksi/2013/257
/regulation/15/made

National Institute for Health and Care Excellence (Constitution and Functions) and the Health and Social
Care Information Centre (Functions) Regulations 2013
NICE technology
appraisal
recommendations

Duty

Regulation 7
Sets out NICE’s ability to make a technology appraisal
recommendation (a) in relation to a health technology
identified in a direction by the Secretary of State; (b)
that recommends that relevant health bodies provide
funding within a specified period to ensure that the
health technology be made available for the purposes
of treatment of patients.
As a relevant body, CCGs must comply with a
technology appraisal recommendation by NICE.
(Regulation 7(b) sets out the circumstances in which a
CCG is a relevant body).
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http://www.legislation.
gov.uk/uksi/2013/259
/regulation/7/made

Function

Power /
Duty

Statutory reference

Link to legislation

National Health Service and Public Health (Functions and Miscellaneous Provisions) Regulations 2013
Prior authorisation
of and
reimbursement of
costs of services
provided in another
EEA state:
provision of
information to the
Board

Duty

Regulation 7
Where a patient for whom the CCG has responsibility
(as defined by regulation 2) makes an application to the
Board for reimbursement or prior authorisation, the
CCG must within seven working days (from receipt of
the request) provide the Board with the information
requested; or inform the Board that it does not have
such information.

http://www.legislation.
gov.uk/uksi/2013/261
/regulation/7/made

Depending upon the outcome of the application, the
CCG may have to reimburse the Board for the amount
that it paid to the patient
Joint exercise of
functions with Local
Health Board

Power

Joint committee of
CCG and Local
Health Board

Power

Regulation 13
The functions of a CCG that are set out in the Schedule
to the Regulations may, subject to restrictions and
conditions considered appropriate by the CCG, be
exercised jointly with a Local Health Board,
Regulation 14
Any function exercisable jointly under regulation 13 may
be exercised by a joint committee of the CCG and Local
Health Board.

http://www.legislation.
gov.uk/uksi/2013/261
/regulation/13/made

http://www.legislation.
gov.uk/uksi/2013/261
/regulation/14/made

National Health Service (Clinical Commissioning Groups – Disapplication of Responsibility) Regulations
2013
Persons for whom
a CCG does not
have responsibility
in relation to its
duty to commission
services

Power /
Duty

Regulation 2
A CCG does not have a duty to commission services for
certain groups of people or persons in specified
circumstances, even if they would otherwise be the
responsibility of the CCG.
Note that CCGs still have duties in relation to accident
and emergency services for all those present in the
CCG’s area.
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http://www.legislation.
gov.uk/uksi/2013/350
/regulation/2/made

Finance
Function

Power /
Duty

Statutory reference

Link to legislation

Raising additional
income

Power

Section 14Z5 NHS Act 2006

Health and Social
Care Act 2012

A CCG has the power to raise additional income in
accordance with section 7(2)(a), (b) and (e) to (h) of the
Health and Medicines Act 1988. This power must only
be exercised to the extent that it does not to any
significant extent interfere with the performance by the
group of its functions.

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Sub-sections 7(2) (a), (b) and (e)-(f) allow for the raising
of additional income through:

Power to make
grants

Power

•

acquiring, producing, manufacturing or supplying
goods;

•

acquiring land by agreement and management of
the land;

•

providing instructions to any person;

•

developing and exploiting with intellectual property;

•

an appropriate action which will facilitate one of the
above; and

•

making appropriate charges relating to any such
power as listed above.

Section 14Z6 NHS Act 2006
A CCG has the power to make payments by way of
grant or loan to a voluntary organisation which provides
or arranges for the provision of services which are
similar to the services in respect of which the CCG has
functions.

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Any payments made under section 14Z6 can be made
subject to such terms and conditions as the CCG
considers appropriate.
Responsibility for
payments to
providers

Duty

Section 14Z7 NHS Act 2006
If the Board has published a document under section
14Z7 (payments to providers), CCGs must make
payments in accordance with that document.
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Function

Power /
Duty

Statutory reference

Link to legislation

Duty to comply with
any restrictions
imposed on the use
of any financial or
other assistance or
support, provided
by the Board under
section 14Z10

Duty

Section 14Z10(5) NHS Act 2006

Health and Social
Care Act 2012

Means of meeting
expenditure of
CCGs out of public
funds

Duty

Financial duties of
CCGs: expenditure

Financial duties of
CCGs: use of
resources

Financial duties of
CCGs: additional
controls on
resource use

Financial duties of
CCGs: payments in
respect of quality –
publication

A CCG must comply with any restrictions imposed on it
by the Board under section 14Z10(4) relating to a
CCG’s use of financial or other advice or assistance.

Section 223G NHS Act 2006
Allows the Board to determine the amount allocated to
each CCG.

Duty

Section 27

Section 223H NHS Act 2006

Health and Social
Care Act 2012

Section 223I NHS Act 2006

Section 223J NHS Act 2006
If directed by the Board in relation to additional controls
on resource use, CCGs must comply with such
directions.

Duty

Health and Social
Care Act 2012

http://www.legislation.
gov.uk/ukpga/2012/7/
section/27

Section 223I imposes various financial duties on CCGs
in relation to resource use. Any capital or revenue
resource use by a CCG must not exceed the amounts
set out by the Board.

Duty

http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

The Board may direct the CCG in relation to the
application of sums paid to it as a new allotment,
increasing a previously made allotment; and the
payment of sums by the CCG to the Board relating to
charges or other sums concerning the valuation of
disposal of assets. If so directed by the Board, the CCG
must comply.

Each CCG has a duty to perform its functions for each
financial year so as to ensure that its expenditure meets
the requirements of section 223H.

Duty

Section 26

Section 223K NHS Act 2006
If the Board makes a payment to a CCG in respect of
quality, the CCG must publish an explanation of how
the group has spent any payment made to it.
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Section 27
http://www.legislation.
gov.uk/ukpga/2012/7/
section/27
Health and Social
Care Act 2012
Section 27
http://www.legislation.
gov.uk/ukpga/2012/7/
section/27
Health and Social
Care Act 2012
Section 27
http://www.legislation.
gov.uk/ukpga/2012/7/
section/27
Health and Social
Care Act 2012
Section 27
http://www.legislation.
gov.uk/ukpga/2012/7/
section/27

Function

Power /
Duty

Statutory reference

Link to legislation

Accounting duties
of CCGs

Duty

NHS Act 2006 Schedule 1A Paragraph 17

Health and Social
Care Act 2012

A CCG must keep proper accounts and records relating
to the accounts.
A CCG must prepare annual accounts for each financial
year.
Annual accounts must be audited in accordance with
the requirements specified in paragraph 17.

Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

A copy of a CCG’s annual audited accounts must be
sent to the Board no later than the date specified by the
Board.
The “financial year” for the purposes of paragraph 17 is
defined (paragraph 17(9)) as beginning on the day the
CCG is established and ending on 31 March.
CCGs must also comply with any additional
requirements, as directed by the Board in accordance
with paragraph 17,
Duty to provide
information

Duty

NHS Act 2006 Schedule 1A Paragraph 18
If directed, a CCG must provide financial information to
the Board

Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Other primary legislation
Updated versions of the legislation including amendments made by the Health and
Social Care Act 2012 are not publicly available yet. The right hand column below
provides a link to both the legislation without Health and Social Care Act 2012
amendments included, and the sections of the Health and Social Care Act 2012
which include the relevant amendments.
Function

Power /
Duty

Statutory reference

Link to legislation

Recovery of
charges

Power

Section 165 Health and Social Care (Community
Health and Standards) Act 2003

http://www.legislation.
gov.uk/ukpga/2003/4
3/section/165

CCGs have the power to apply provisions about
recovery of charges to non-NHS hospitals. Does not
apply to NHS funded hospital treatment unless in
“health service hospital” (Schedule 5, paragraph 123 of
Health and Social Care Act 2012).
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http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/123

Function

Power /
Duty

Statutory reference

Link to legislation

Price payable by
commissioners for
NHS services

Duty

Section 115 Health and Social Care Act 2012

http://www.legislation.
gov.uk/ukpga/2012/7/
section/115/enacted

A CCG must comply with requirements relating to the
price payable for NHS services.
If a health care service is specified in the national tariff,
the price to be paid for the provision of that service is
the price as determined in accordance with the national
tariff.
If the service is not specified in the national tariff, the
price payable is to be determined in accordance with
the rules provided for in the national tariff for that
purpose.

Local modifications
of prices:
agreements

Duty

Section 124 Health and Social Care Act 2012
A CCG has the power to agree that the price payable
to the provider for providing service for the purposes of
the NHS, in such circumstances or areas as may be
determined in accordance with the agreement, is the
price determined in accordance with the national tariff
for that service as modified in accordance with the
agreement.

http://www.legislation.
gov.uk/ukpga/2012/7/
section/124/enacted

(See also section 125: applications for local
modifications of prices by service provider.)
Requirements
relating to Monitor’s
fund in special
administration
cases

Duty

Charges to be paid
to Monitor

Duty

Section 135 Health and Social Care Act 2012
Monitor may establish and maintain a fund for the
purposes of section 134 (financial assistance in special
administration cases). Monitor may impose
requirements on commissioners in order to raise
money for investment in such a fund.
Section 138 Health and Social Care Act 2012
If required by regulations, a CCG may be required to
pay charges to Monitor in the context of Monitor’s
functions relating to securing continued provision of
health care services for the purposes of the NHS.
(Note – the Secretary of State may limit by an order
made under section 138 the maximum amount that
Monitor may raise from charges imposed by virtue of
section 138 for each financial year.)
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http://www.legislation.
gov.uk/ukpga/2012/7/
section/135

http://www.legislation.
gov.uk/ukpga/2012/7/
section/138

Function

Power /
Duty

Statutory reference

Link to legislation

Financial
assistance to
voluntary
organisations

Power

Section 64 Health Services and Public Health Act
1968

http://www.legislation.
gov.uk/ukpga/1968/4
6/section/64

Section 64 confers the power to give financial
assistance to voluntary organisations. The power
applies to specified “relevant services”.
The definition of “relevant service” has been amended
to include services that a CCG has the duty or power to
make arrangements for by virtue of the 2006 Act
(Schedule 5, Paragraph 13 of Health and Social Care
Act 2012).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/13

Secondary Legislation
Function

Power /
Duty

Statutory reference

Link to legislation

Payments in
respect of quality

Duty

National Health Service (Clinical Commissioning
Groups – Payments in Respect of Quality)
Regulations 2013

http://www.legislation.
gov.uk/uksi/2013/474
/contents/made

These regulations apply in respect of the Board’s
power under section 223K to make payments to a CCG
in respect of quality.
Regulation 6 specifies how CCGs may spend
payments made by the Board under section 223K.
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Governance
Function

Power /
Duty

Statutory reference

Link to legislation

Role and general
functions of CCGs

Duty

Section 1I NHS Act 2006

Health and Social
Care Act 2012

Status of CCGs

Each CCG has the function of arranging for the
provision of services for the purposes of the health
service in England in accordance with the 2006 Act.

Power

NHS Act 2006, Schedule 1A, Part 1
A CCG is a body corporate.
A CCG is not to be regarded as a servant or agent of
the crown or as enjoying any status, privilege or
immunity of the crown.
The property of a CCG is not to be regarded as
property held on behalf of the crown.

General powers

Power

Section 2 NHS Act 2006
A CCG may do anything which is calculated to facilitate,
or is conducive to or incidental to, the discharge of any
function conferred on it by the NHS Act 2006.

Schedule 10
http://www.legislation.
gov.uk/ukpga/2012/7/
section/10
Health and Social
Care Act
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Health and Social
Care Act 2012
Section 55
http://www.legislation.
gov.uk/ukpga/2012/7/
section/55
Schedule 4
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4

Power to apply to
the Board to vary
constitution

Power

Section 14E NHS Act 2006
A CCG has the power to apply to the Board to vary its
constitution.

Health and Social
Care Act 2012
Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25

Power to consent
to the Board’s
proposed
amendments to a
CCG constitution

Power

Section 14F NHS Act 2006
A CCG has the ability to consent to a proposal by the
Board to vary its constitution.
Note – the Board must consult with the CCG in question
and any other CCG that the Board thinks might be
affected by the variation before varying the constitution
(section 14F(4)).
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Health and Social
Care Act 2012
Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25

Function

Power /
Duty

Statutory reference

Link to legislation

Power for two or
more CCGs to
apply to the Board
in the context of a
proposed merger

Power

Section 14G NHS Act 2006

Health and Social
Care Act

Two or more CCGs have the ability to apply to the
Board for those groups to be dissolved and another
CCG to be established (ie a merger).
Section 14G sets out the requirements for such an
application and the related ability of the applicant CCGs
to modify the application or the proposed constitution
(with the agreement of the Board) at any time prior to
the Board determining the application.

Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25
See also Schedule 2,
Part 1 Constitution of
clinical
commissioning
groups
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Power to apply to
the Board to be
dissolved.

Duty to publish
constitution that
complies with
statutory
requirements

Power

Section 14H NHS Act 2006
A CCG has the power to apply to the Board to be
dissolved.

Duty

Health and Social
Care Act 2012
Section 25

Regulations may make further provision relating to
dissolution.

http://www.legislation.
gov.uk/ukpga/2012/7/
section/25

Section 14J NHS Act 2006

Health and Social
Care Act 2012

A CCG must publish its constitution and, if the
constitution is varied under section 14E or 14F, the
varied constitution must also be published.
The constitution must meet the requirements set out in
Schedule 1A, Part 1 of the NHS Act 2006.

Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
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Function

Power /
Duty

Statutory reference

Link to legislation

Duty to have a
properly constituted
governing body

Duty

Section 14L NHS Act 2006

Health and Social
Care Act 2012

A CCG must have a governing body. Section 14L sets
out the primary functions of the governing bodies of
CCGs, as follows:
•

ensuring that the CCG has made appropriate
arrangements for ensuring that it complies with its
obligations under section 14Q; and

•

ensuring that it complies with such generally
accepted principles of good governance as are
relevant to it.

Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25

Section 14L also specifies additional functions that the
governing bodies and who may be a member.
Regulations may make further provisions relating to the
role of governing bodies.
Duty for the CCG
governing body to
have a properly
constituted audit
committee and a
remuneration
committee

Duty

Duty to comply with
the register of
interests and
management of
conflict of interest
requirements,
including the duty
to have regard to
guidance issued by
the Board in
relation to this

Duty

Section 14M NHS Act 2006
Section 14M requires that the governing body of a CCG
must have an audit committee and a remuneration
committee.
Section 14M also specifies the functions of each
committee.
Section 14O NHS Act 2006
Section 14O imposes various duties on CCGs in
relation to registers of interests and the management of
conflicts of interest, including:
•

each CCG must maintain one or more register of
interests of the specified persons listed in section
14O, including members of the CCG and members
of the CCG’s governing body;

•

each CCG has a duty to publish the registers;

•

each CCG must make arrangements for managing
conflicts and potential conflicts of interest;

Each CCG must have regard to guidance published by
the Board in relation to registers of interests and the
management of conflicts of interest.
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Health and Social
Care Act
Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25
Health and Social
Care Act 2012
Section 25
http://www.legislation.
gov.uk/ukpga/2012/7/
section/25

Function

Power /
Duty

Statutory reference

Link to legislation

Arrangements with
other CCGs

Power

Section 14Z3 NHS Act 2006

Health and Social
Care Act 2012

Any two or more CCGs have the power to make
arrangements (ie to delegate or exercise functions
jointly).
This section applies in relation to a CCG’s
“commissioning functions”, which is defined in section
14Z3(7) to mean “the functions of [CCGs] in arranging
for the provision of services as part of the health
service…”.

Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

CCGs entering into arrangements under section 14Z3
may establish and maintain a pooled fund.
Joint exercise of
functions with Local
Health Boards

Power

Section 14Z4 NHS Act 2006
If provided for in regulations, a CCG may exercise
prescribed functions jointly with a Local Health Board.

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Co-operation with
Board in relation to
use of intervention
powers

Required details for
a constitution

Arrangements for
discharge of CCG
functions

Duty

Section 14Z21 NHS Act 2006
Where the Board has given a direction that a function of
a CCG is to be exercised by the Board or by another
CCG or the accountable officer of another CCG, the
CCG in question must cooperate with the Board or with
the CCG or the accountable officer of the CCG as
relevant.

Duty

NHS Act 2006 Schedule 1A Paragraph 2
Provides the matters that must be specified in a CCG
constitution, as follows:

Duty

•

the name of the CCG (which must also comply with
any prescribed requirements);

•

members of the CCG; and

•

the area of the CCG.

NHS Act 2006 Schedule 1A Paragraph 3
A CCG constitution must specify the arrangements
made by the CCG for the discharge of its functions
(including employment functions). Paragraph 3 also
sets out related CCG functions .
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Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted
Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Function

Power /
Duty

Statutory reference

Link to legislation

Decision-making
procedure and
transparency in
decision making

Duty

NHS Act 2006 Schedule 1A Paragraph 4

Health and Social
Care Act 2012

Arrangements
regarding conflicts
of interest and
register of interests

Effective member
participation

Arrangements by
the CCG for the
discharge of its
governing body’s
functions

A CCG constitution must specify the procedure to be
followed by CCGs in making decisions and
arrangements for securing transparency about
decisions.

Duty

NHS Act 2006 Schedule 1A Paragraph 5
A CCG constitution must specify the arrangements
made by the CCG to discharge its duties relating to
registers of interest and the management of conflicts of
interest.

Duty

NHS Act 2006 Schedule 1A Paragraph 6
The provision made in a CCG’s constitution to comply
with paragraphs 3 and 4 must ensure that there is
effective participation by each member in the exercise
of the CCG’s functions.

Duty

NHS Act 2006 Schedule 1A Paragraph 7
A CCG constitution must specify the arrangements
made by the CCG for the discharge of the functions of
its governing body.
Paragraph 7 specifies certain other related functions,
including:
•

a requirement that arrangements under paragraph
7 include provision of the audit committee and
remuneration committee of the governing body; and

•

the ability to provide for the appointment of other
committees or sub-committees of the governing
body.

Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Individuals on the audit committee do not have to be
members of the governing body.
Governing body
decision making

Duty

NHS Act 2006 Schedule 1A Paragraph 8
A CCG constitution must specify the procedure to be
followed by the governing body in making decisions.
The constitution must also specify the arrangements
made by the CCG for securing transparency in the
decision making process by governing bodies.
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Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Function

Power /
Duty

Statutory reference

Link to legislation

Other matters
within constitution

Power

NHS Act 2006 Schedule 1A Paragraph 9

Health and Social
Care Act 2012

A CCG may provide for other matters in its constitution.

Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
Ability for CCG to
act as an employer

Power

NHS Act 2006 Schedule 1A Paragraph 11
A CCG has the ability to appoint employees and pay
them according to the requirements of paragraph 11.

Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Accountable officer

Duty

NHS Act 2006 Schedule 1A Paragraph 12
A CCG must have an accountable officer appointed by
the Board. Paragraph 12 specifies further functions that
CCGs have in relation to their accountable officer.
Paragraph 12 also specifies the responsibilities of the
accountable officer, including:

Remuneration and
allowances for
governing body

Payment of
allowances

Power

•

ensuring that the CCG complies with its obligations
relating to its duty to exercise functions effectively,
efficiently and economically (section 14Q);

•

ensuring that the CCG complies with its obligations
under section 14R (duty as to securing continuous
improvement);

•

other matters as specified by the Board.

NHS Act 2006 Schedule 1A Paragraph 13
Paragraph 13 specifies various functions that a CCG
has in relation to its governing body, including that a
CCG may pay members of its governing body
remuneration and travelling or other allowances as it
considers appropriate

Power

NHS Act 2006 Schedule 1A Paragraph 14
Paragraph 14 confers additional powers on CCGs in
relation to the payment of allowances.

Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
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Function

Power /
Duty

Statutory reference

Link to legislation

Externally financed
development
agreements

Power

NHS Act 2006 Schedule 1A Paragraph 16

Health and Social
Care Act 2012

Provision of
information to the
Board

Incidental powers

CCGs have the power to enter into externally financed
development agreements.

Duty

(Note – the phrase “externally financed development
agreement” is defined to mean one that has been
certified as such in writing by the Secretary of State
(paragraph 16(2), (3)).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

NHS Act 2006 Schedule 1A Paragraph 19

Health and Social
Care Act 2012

If required by the Secretary of State, a CCG must
provide the Board with information in accordance with
paragraph 19.

Powers

NHS Act 2006 Schedule 1A Paragraph 20
Paragraph 20 further specifies the incidental powers
conferred on CCGs by section 2 to include:

Authentication of
CCG’s seal

Duty

Schedule 2

•

the power to enter into agreements;

•

the power to acquire and dispose of property;

•

the power to accept gifts.

NHS Act 2006 Schedule 1A Paragraph 21
Paragraph 21 imposes a requirement that the
application of a CCG’s seal must be authenticated by
the signature of any person who has been authorised
for that purpose

Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2
Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Health and Social
Care Act 2012
Schedule 2
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/2

Secondary Legislation
Function

Power /
Duty

Statutory reference

Link to legislation

National Health Service (Clinical Commissioning Groups) Regulations 2012
These Regulations make further provision for a range of matters relating to CCGs, including:
•

membership and naming requirements;

•

governance;

•

variation of a CCG’s constitution;

•

merger and dissolution of CCGs.
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Function

Power /
Duty

Statutory reference

Link to legislation

Prescribed
descriptions of
primary medical
services

Duty

Regulation 2

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/2/made

CCG naming
requirements

Duty

CCG naming
requirements

Duty

CCG naming
requirements

Duty

CCG naming
requirements

Duty

CCG’s governing
body

Duty

Regulation 2 sets out further provisions relating to
sections 14A(3) and (4) of the 2006 Act, including the
prescribed description of primary medical services and
related definitions.
Regulation 3
Regulation 3 sets out the basic requirements in relation
to CCG names, including that the name must not be so
similar to an existing CCG that the two could be
confused. CCG names must also comply with the
requirements set out in Regulations 4, 5 and 6.
Regulation 4
The name of a CCG must begin with “NHS” in capital
letters.
Regulation 5
The name of a CCG must include a geographical
reference directly after the “NHS” suffix. Regulation 5
makes further provision for the meaning of
“geographical reference”
Regulation 6
The name of a CCG must end with the words “Clinical
Commissioning Group”.
Regulation 11
Regulation 11 sets out further requirements in relation
to a CCG’s governing body, including that the governing
body must have at least six members and that the
governing body must include at least one of the
following:
•

an employee of the CCG who has a professional
qualification in accountancy and the expertise or
experience to lead the financial management of the
CCG;

•

a registered nurse (but not one who falls within the
definition provided in Regulation 12(1));

•

an individual who is a secondary care specialist
(but not one who falls within the definition provided
in Regulation 12(1));

•

a lay person qualified for membership by virtue of
Regulation 12(3); and

•

another lay person qualified for membership by
virtue of Regulation 12(4).
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http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/3/made

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/4/made
http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/5/made

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/6/made
http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/11/made

Function

Power /
Duty

Statutory reference

Link to legislation

Membership
requirements

Duty

Regulation 12

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/12/made

Governance
requirements

Duty

Audit committee
requirements

Duty

Remuneration
committee
requirements

Duty

Transparency

Duty

Regulation 12 sets out further requirements in relation
to membership, including the limitations noted above in
relation to “registered nurse” and “secondary care
specialist” but also the requirements in relation to lay
persons.
Regulation 13
Regulation 13 requires that a CCG’s governing body
must have a chair and a deputy chair. It also
disqualifies certain persons from such positions
(including the CCG’s accountable officer).
Regulation 14
Under Regulation 14, the audit committee of a CCG’s
governing body must have a chair. The chair must be a
lay person with qualifications, expertise or experience
such as to enable the person to express informed views
about financial management and audit matters. Certain
persons are also disqualified from holding this position
(Regulation 14(3)).
Regulation 15
Regulation 15 requires that the remuneration committee
of a CCG’s governing body must have a chair. All
members of the governing body apart from lay
members are disqualified from being chair.
Regulation 16
Regulation 16 sets out certain requirements in relation
to transparency, including that a CCG’s governing body
must publish papers considered at meetings of its
governing body, except where the governing body
considers that it would not be in the public interest to do
so in relation to a particular paper or part of a paper.

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/13/made

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/14/made

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/15/made

http://www.legislation.
gov.uk/uksi/2012/163
1/regulation/16/made

Regulation 16 also requires the publication of certain
remuneration related information.
Exclusions that
apply to members
of governing bodies

Duty

Schedules 4 and 5
Set out the exclusions that apply in relation to members
of CCG governing bodies.
Note that from 1 April 2013 Schedule 4 has been
amended – see the National Treatment Agency
(Abolition) and the Health and Social Care Act 2012
(Consequential, Transitional and Savings Provisions)
Order 2013.
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http://www.legislation.
gov.uk/uksi/2012/299
6/contents/made
http://www.legislation.
gov.uk/uksi/2013/235
/pdfs/uksi_20130235
_en.pdf

Cooperation
Function

Power /
Duty

Statutory reference

Link to legislation

Performance of
functions outside
England

Power

Section 6(1A) NHS Act 2006

Health and Social
Care Act 2012

A CCG’s functions may be performed outside England
and Wales, in so far as they relate to:
(a) holidays for patients,
(b) the transfer of patients to or from Scotland,
Northern Ireland, the Isle of Man or the Channel
Islands, or

Section 14
http://www.legislation.
gov.uk/ukpga/2012/7/
section/14

(c) the return of patients who have received treatment
in England and Wales, to countries or territories
outside the British Islands (including the Republic
of Ireland).
Joint exercise of
functions with Local
Health Boards

Power

Section 14Z4 NHS Act 2006
If provided for in regulations, a CCG may exercise any
prescribed functions jointly with a Local Health Board.

Health and Social
Care Act 2012
Section 26
http://www.legislation.
gov.uk/ukpga/2012/7/
section/26/enacted

Arrangements
between NHS
bodies and local
authorities

Co-operation with
local authorities

Power

Section 75 NHS Act 2006
The Secretary of State may by regulations make
provision for or in connection with enabling prescribed
NHS bodies (on the one hand) and prescribed local
authorities (on the other) to enter into prescribed
arrangements in relation to the exercise of prescribed
functions of the NHS bodies, and prescribed healthrelated functions of the local authorities.

Duty

Section 82 NHS Act 2006
CCGs as defined NHS bodies have a duty to cooperate with local authorities.

Health and Social
Care Act 2012
Schedule 4,
paragraph 138
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4
Health and Social
Care Act 2012
Schedule 4,
paragraph 138
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4
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Function

Power /
Duty

Statutory reference

Link to legislation

Exercise of
functions in relation
to the provision of
primary ophthalmic
services

Duty

Section 125A NHS Act 2006

Health and Social
Care Act 2012

Review and
scrutiny by local
authorities

If directed by the Board, the CCG must exercise the
directed function(s) relating to the provision of primary
ophthalmic services. If directed, the relevant CCG(s)
must report to the Board on matters arising out of the
exercise of the function to which the direction relates.

Duty

Section 244 NHS Act 2006
Section 244 applies to CCGs, as relevant NHS bodies.
If provided in regulations, a local authority may require
any member or employee of a relevant NHS body to
attend before it and answer questions. This includes a
member of a committee or sub-committee of a CCG
(section 244(3A)).

Co-operation in
relation to public
health functions

Duty

Section 247B NHS Act 2006
Section 247B applies to a CCG as a body that
exercises functions similar to those of the Secretary of
State under section 2A.
Accordingly, CCGs have a duty to cooperate with the
Secretary of State in the exercise by the Secretary of
State of functions under section 2A.

Schedule 4,
paragraph 62
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/4
Health and Social
Care Act 2012
Section 190
http://www.legislation.
gov.uk/ukpga/2012/7/
section/190

Health and Social
Care Act 2012
Section 60
http://www.legislation.
gov.uk/ukpga/2012/7/
section/60

Other primary legislation
Updated versions of the legislation including amendments made by the Health and
Social Care Act 2012 are not publicly available yet. The right hand column below
provides a link to both the legislation without Health and Social Care Act 2012
amendments included, and the sections of the Health and Social Care Act 2012
which include the relevant amendments.
Function

Power /
Duty

Statutory reference

Link to legislation

Assessments etc
for adoption
support services

Duty

Section 4 Adoption and Children Act 2002

http://www.legislation.
gov.uk/ukpga/2002/3
8/section/4

CCGs have a duty to work with local authorities in
respect of the need to maintain adoption services via
the provision of facilities for this purpose (Schedule 5,
paragraph 105 of Health and Social Care Act 2012).

46

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/105

Function

Power /
Duty

Statutory reference

Link to legislation

Co-operation
between authorities
– services for
carers

Duty

Section 3 Carers (Equal Opportunities) Act 2004

http://www.legislation.
gov.uk/ukpga/2004/1
5/section/3

Co-operation to
reduce child
poverty in local
area

Duty

As a relevant authority, each CCG has a duty to
consider requests from local authorities for assistance
in the planning of services for carers (Schedule 5,
paragraph 125 of Health and Social Care Act 2012).

Section 20 and 21(3) Child Poverty Act 2010
Specified “partner authorities” have a duty under
section 21 to cooperate with the local authority in
making arrangements with a view to reducing, and
mitigating the effects of, child poverty in the responsible
local authority's area.
There is also a duty to have regard to guidance from
the Secretary of State (section 23(4)). Sections 24-26
specify the nature of the arrangements that must be
made.

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/125
http://www.legislation.
gov.uk/ukpga/2010/9/
section/20
http://www.legislation.
gov.uk/ukpga/2010/9/
section/21
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/183

The definition of partner authority includes CCGs
(Schedule 5, paragraph 183 of Health and Social Care
Act 2012).
Joint child poverty
strategy for local
area

Duty

Co-operation to
improve well-being
of children

Duty

Local Safeguarding
Children Board

Providing
information to local
authority when
child ceases to be
accommodated

Section 23 Child Poverty Act 2010
CCGs have a duty to have regard to guidance.
Section 10 Children Act 2004
CCGs for their area have a duty to co-operate with local
authorities and each other to improve well-being of
children (Schedule 5, paragraph 128 of Health and
Social Care Act 2012).

Duty

Section 13 Children Act 2004
CCGs have a duty to be a Board Partner of a Local
Safeguarding Children Board. Each Partner must
cooperate with the Local Authority in the establishment
and operation of the Board (Schedule 5, paragraph 131
of Health and Social Care Act 2012).

Duty

Section 24C Children Act 1989
CCGs are subject to the duty to inform the local
authority within whose area the child proposes to live
where a child who is accommodated under
arrangements made by the CCG ceases to be so
accommodated, after reaching the age of sixteen
(Schedule 5, paragraph 50 of Health and Social Care
Act 2012).
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http://www.legislation.
gov.uk/ukpga/2010/9/
section/23
http://www.legislation.
gov.uk/ukpga/2004/3
1/section/10
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/128
http://www.legislation.
gov.uk/ukpga/2004/3
1/section/13
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/131
http://www.legislation.
gov.uk/ukpga/1989/4
1/section/24C
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/50

Function

Power /
Duty

Statutory reference

Link to legislation

Assisting local
authority
investigations
under Children Act

Duty

Section 47 Children Act 1989

http://www.legislation.
gov.uk/ukpga/1989/4
1/section/47

Children
accommodated by
CCG

Duty

Duty to work with
local authority to
improve well-being
of young children

Where a local authority is conducting enquiries under
this section, CCGs have a duty, as a prescribed person,
to assist the local authority in its investigations (where it
is reasonable to provide such assistance) (Schedule 5,
paragraph 53 of Health and Social Care Act 2012).

Section 85 Children Act 1989
CCGs have a duty to notify the appropriate officer of the
responsible local authority where a child is provided
with accommodation under arrangements made by the
CCG for a consecutive period of at least three months
or with the intention of accommodating him for that
period (Schedule 5, paragraph 55 of Health and Social
Care Act 2012).

Duty

Section 4 Childcare Act 2006
Specified “relevant partners” have a duty to work with
the local authority in connection with the authority’s
arrangements for improving well-being etc. of young
children.
CCGs are included in the definition of “relevant partner”
(Schedule 5, paragraph 137 of Health and Social Care
Act 2012).

Category 2
responders

Co-operation with
Category 1
responders

Duty

Schedule 1 Civil Contingencies Act 2004
CCGs have been designated as Category 2 responders
(Schedule 5, paragraph 132 of Health and Social Care
Act 2012)

Duty

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/53
http://www.legislation.
gov.uk/ukpga/1989/4
1/section/85
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/55

http://www.legislation.
gov.uk/ukpga/2006/2
1/section/4
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/137

http://www.legislation.
gov.uk/ukpga/2004/3
6/schedule/1
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/132

Civil Contingencies Act 2004 and Regulation 4(5)
Civil Contingencies (Contingency Planning)
Regulations 2005

http://www.legislation.
gov.uk/uksi/2005/204
2/regulation/4/made

As a Category 2 responder, each CCG is subject to this
duty, which requires the CCG to co-operate with
general Category 1 responders within its area in
connection with the performance by that general
Category 1 responder of its duties to assess risk and
prepare plans (Schedule 5, paragraph 132 of Health
and Social Care Act 2012).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/132
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Function

Power /
Duty

Statutory reference

Link to legislation

Attendance at local
resilience forum
meetings

Duty

Civil Contingencies Act 2004 and Regulation 4(6) of
the Civil Contingencies (Contingency Planning)
Regulations 2005

http://www.legislation.
gov.uk/uksi/2005/204
2/regulation/4/made

Each CCG is subject to the duty on Category 2
responders to attend, so far as reasonably practicable,
meetings of the “local resilience forum” for its area or be
effectively represented at that meeting if it is invited to
do so by all of the relevant general Category 1
responders, or if not invited, the CCG must decide
whether it is appropriate for it to attend or be
represented at such a forum (Schedule 5, paragraph
132 of Health and Social Care Act 2012).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/132

Section 5 Crime and Disorder Act 1998

http://www.legislation.
gov.uk/ukpga/1998/3
7/section/5

Cooperation with
police

Local provision of
youth justice
services

Youth offending
teams

Providing
information to the
Youth Justice
Board

Duty

As amended by the Police Reform Act 2002, section 5
of the Crime and Disorder Act 1998 provides that CCGs
have a duty to work in co-operation with the police to
formulate and implement a strategy to reduce the use of
drugs, alcohol and other substances reduce reoffending
and reduce crime and disorder (Schedule 5, paragraph
84 of Health and Social Care Act 2012).
Duty

Section 38 Crime and Disorder Act 1998
CCGs have a duty to co-operate with local authorities in
the exercise of their duties in relation to the provision of
youth justice services (Schedule 5, paragraph 85 of
Health and Social Care Act 2012).

Duty

Section 39 Crime and Disorder Act 1998
CCGs have a duty to cooperate with local authorities
establishing a youth offending team (Schedule 5,
paragraph 86 of Health and Social Care Act 2012).

Duty

Section 41 Crime and Disorder Act 1998
CCGs have a duty to furnish information to the Youth
Justice Board or submit a report when required by the
Board (Schedule 5, paragraph 88 of Health and Social
Care Act 2012).
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http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/84

http://www.legislation.
gov.uk/ukpga/1998/3
7/section/38
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/85
http://www.legislation.
gov.uk/ukpga/1998/3
7/section/39
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/86
http://www.legislation.
gov.uk/ukpga/1998/3
7/section/41
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/88

Function

Power /
Duty

Statutory reference

Link to legislation

Acting in
accordance with
Secretary of State
guidance – Youth
Justice Board

Duty

Section 42 Crime and Disorder Act 1998

http://www.legislation.
gov.uk/ukpga/1998/3
7/section/42

Cooperation with
police, probation
and prison services

Duty

Duty to assist local
authority - Special
Educational Needs

CCGs have a duty to act in accordance with any
guidance given by the Secretary of State (Schedule 5,
paragraph 89 of Health and Social Care Act 2012).

As a “specified person” for the purposes of section 325,
each CCG has a duty to co-operate with the police,
probation and prison services in relation to
arrangements for assessing risks of violent or sexual
offenders (Schedule 5, paragraph 124 of Health and
Social Care Act 2012).
Duty

Section 322 Education Act 1996
CCGs have a duty to assist a local authority in the
discharge of its functions under Part IV (Special
Educational Needs) of the Education Act 1996 at the
request of the local authority (Schedule 5, paragraph 78
of Health and Social Care Act 2012).

Power to supply
information about
young person or
young adult

Power

Supply of
information to local
authority

Power

Supply of
information about a
young person/
relevant young
adult

Section 325 Criminal Justice Act 2003

Section 332 Education Act 1996
As prescribed public bodies, CCGs have the power to
supply information about a young person or relevant
young adult to any person or body providing support to
that person (Schedule 5, paragraph 170 of Health and
Social Care Act 2012).

Section 16 Education & Skills Act 2008
CCGs have the power to supply information to a local
authority to assist it in its functions under part 1 of the
Education and Skills Act 2008 (amended by section 55;
Schedule 5, paragraphs 168, 169 of Health and Social
Care Act 2012).

Power

Section 77 Education & Skills Act 2008
CCGs have the power to supply information about a
young person or relevant young adult to any person or
body involved in the provision of services in pursuance
of section 68 or 70(1)(b) for the purpose of the provision
of those services (amended by section 55; Schedule 5,
paragraphs 168, 170 of Health and Social Care Act
2012).
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http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/89
http://www.legislation.
gov.uk/ukpga/2003/4
4/section/325
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/124
http://www.legislation.
gov.uk/ukpga/1996/5
6/section/322
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/78
http://www.legislation.
gov.uk/ukpga/1996/5
6/section/332
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/79
http://www.legislation.
gov.uk/ukpga/2008/2
5/section/16
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/169
http://www.legislation.
gov.uk/ukpga/2008/2
5/section/77
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/170

Function

Power /
Duty

Statutory reference

Link to legislation

Supply of
information –
employment
medical advisers

Duty

Section 60 Health & Safety at Work Act 1974

http://www.legislation.
gov.uk/ukpga/1974/3
7/section/60

Providing
information to CQC

Duty

Responses to
consultation on
proposals for the
national tariff

Section 60 concerns making arrangements for a
medical practitioner to provide the medical records of
persons under 18 to employment medical advisers, and
applies to CCGs (Schedule 5, paragraph 19 of Health
and Social Care Act 2012).

Section 64 Health & Social Care Act 2008
CCGs have a duty to provide the CQC with documents
and information that it considers necessary or expedient
to carry out its regulatory functions (Schedule 5,
paragraph 162 of Health and Social Care Act 2012).

Power

Section 120 Health and Social Care Act 2012
Provides that CCGs may object to methods proposed
by Monitor under section 118, in respect of the national
tariff.

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/19
http://www.legislation.
gov.uk/ukpga/2008/1
4/section/64
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/162
http://www.legislation.
gov.uk/ukpga/2012/7/
section/120/enacted

(Note – Monitor is required to consult with CCGs,
among others, under section 118.)
Joint strategic
needs
assessments

Duty

Section 192 Health and Social Care Act 2012
A local authority, and a CCG that has a boundary within
or overlapping or coinciding with that local authority,
have a duty to prepare a joint strategic needs
assessment
Relates to section 116 of the Local Government and
Involvement in Health Act 2007

http://www.legislation.
gov.uk/ukpga/2012/7/
section/192
http://www.legislation.
gov.uk/ukpga/2007/2
8/section/116

CCGs have a duty to cooperate in relation to the
preparation of joint strategic needs assessments.
Note that, under section 196 of the Health and Social
Care Act 2012, the functions of the local authority and
its partner CCGs under sections 116 and 116A are to
be exercised by the Health and Wellbeing Board
established by the local authority.
Joint health and
wellbeing strategies

Duty

Section 193 Health and Social Care Act 2012
Relates to section 116 of the Local Government and
Involvement in Health Act 2007
Imposes a duty on local authorities and CCGs to
produce, and on local authorities to publish, a joint
health and wellbeing strategy for meeting the needs
identified in the JSNA.
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http://www.legislation.
gov.uk/ukpga/2012/7/
section/193

Function

Power /
Duty

Statutory reference

Link to legislation

Establishment of
Health and
Wellbeing Boards

Duty

Section 194 Health and Social Care Act 2012

http://www.legislation.
gov.uk/ukpga/2012/7/
section/194/enacted

Each CCG must appoint a person to represent it on its
relevant Health and Wellbeing Board (with the
agreement of the HWB this may be a joint
appointment).
Each CCG has a duty to cooperate with its HWB in
relation to the discharge of the HWB’s functions.

Supplying
information to
Health and
Wellbeing Boards

Duty

Advice or
assistance to public
authorities in the
Isle of Man or the
Channel Isles

Power

Furthering
sustainable
development
outside UK

Power

Power to be
partnership
organisations

Power

Section 199 Health and Social Care Act 2012
The representative of a CCG must supply information to
Health and Wellbeing Boards as requested.
Section 298 Health and Social Care Act 2012
Enables CCGs to provide advice to public authorities in
the Isle of Man or the Channel Isles, and covers terms
such as payments (see also Schedule 21 of the Act).

Section 9 International Development Act 2002
Each CCG has the power, as a relevant public body, to
make arrangements for the purposes of furthering
sustainable development in countries outside the United
Kingdom, improving the welfare of the population of one
or more such countries, or alleviating the effects of a
natural or man-made disaster or other emergency on
the population of one or more such countries (Schedule
5, paragraph 10 of Health and Social Care Act 2012).
Section 113(1A) Local Government Act 1972
CCGs have the power to be partnership organisations
of local authorities and are able to receive the services
of local authorities officers (Schedule 5, paragraph 17 of
Health and Social Care Act 2012).
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http://www.legislation.
gov.uk/ukpga/2012/7/
section/199

http://www.legislation.
gov.uk/ukpga/2012/7/
section/298
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/21

http://www.legislation.
gov.uk/ukpga/2002/1/
section/9
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5

http://www.legislation.
gov.uk/ukpga/1972/7
0/section/113
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/17

Function

Power /
Duty

Statutory reference

Link to legislation

Duty of cooperation with local
authority – targets

Duty

Section 106(3) and Section 111 Local Government
and Public Involvement in Health Act 2007

http://www.legislation.
gov.uk/ukpga/2007/2
8/section/106

As partner authorities, CCGs have a duty to co-operate
with the responsible local authority in determining local
improvement targets, additional targets, or changes to
or removal of existing targets, in local area agreements
relating to it. CCGs also have a related duty to have
regard to Secretary of State guidance.

http://www.legislation.
gov.uk/ukpga/2007/2
8/section/111

Under section 111, as partner authorities, CCGs have a
duty, in determining changes to or the removal of
designated targets, or additional local improvement
targets, relating to the partner authority, to co-operate
and have regard to guidance.
Local improvement
targets

Duty

Section 108 Local Government and Public
Involvement in Health Act 2007
Where there is a local area agreement, both the
responsible local authority and each partner authority
(including CCGs) must, in exercising their functions,
have regard to every local improvement target specified
in the local area agreement which relates to it.
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http://www.legislation.
gov.uk/ukpga/2007/2
8/section/108

Function

Power /
Duty

Statutory reference

Link to legislation

Joint health and
wellbeing strategy

Duty

Section 116A Local Government and Public
Involvement in Health Act 2007

http://www.legislation.
gov.uk/ukpga/2012/7/
section/193

Where an assessment of the relevant needs has been
prepared under section 116, the responsible local
authority and each of its CCG partners must prepare a
strategy for meeting the needs included in the
assessment by the exercise of the functions of the local
authority, the Board or the CCGs (“a joint health and
wellbeing strategy”).
When preparing the strategy, the local authority and
each of its CCG partners must consider whether the
needs could be met more effectively by making the
arrangements under section 75 of the 2006 Act.
The local authority and its partner CCGs must have
regard to the mandate published by the Secretary of
State under section 13A of the 2006 Act and any
guidance issued by the Secretary of State .
The local authority and its partner CCGs must also
involve the Local Healthwatch organisation for the area
of the responsible local authority and the people who
live or work in that area.
A statement of the local authority and its partner CCGs’
views on how arrangements could be better integrated
can be included in the strategy.
Note that, under section 196 of the Health and Social
Care Act 2012, the functions of the local authority and
its partner CCGs under sections 116 and 116A are to
be exercised by the Health and Wellbeing Board
established by the local authority.
Duty to have regard
to JSNAs and joint
health and
wellbeing strategies

Duty to provide
information to the
Court

Duty

Section 116B(1) Local Government and Public
Involvement in Health Act 2007
In exercising any functions, the responsible local
authority and its partner CCG must have regard to the
following:

Duty

•

any relevant needs assessment prepared under
section 116; and

•

any relevant joint health and wellbeing strategy
prepared under section 116A.

Section 39 Mental Health Act 1983
Under section 39, CCGs have a duty to provide the
Court on request with information about availability of
hospital places in order to admit a person in pursuance
of a hospital order or interim hospital order (paragraph
28, Schedule 5).
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http://www.legislation.
gov.uk/ukpga/2012/7/
section/193

http://www.legislation.
gov.uk/ukpga/1983/2
0/section/39
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/28

Function

Power /
Duty

Statutory reference

Link to legislation

Provision of
accommodation in
premises
maintained by
voluntary
organisations

Power

Section 24 and 26(1C) National Assistance Act 1948

http://www.legislation.
gov.uk/ukpga/Geo6/1
1-12/29/section/26

Community care
assessment

Section 24 sets out the circumstances of local authority
liability for the provision of accommodation. CCGs have
the power to give consent to the provision of
accommodation in premises maintained by voluntary
organisations. No arrangements may be made without
the CCG’s prior consent (Schedule 5, paragraphs 3 and
4 of Health and Social Care Act 2012).

Power

Section 47 National Health Service and Community
Care Act 1990
If, in the course of a community care assessment, a
local authority believes a person is in need of an NHS
assessment, the relevant CCG will be invited to assist
with the assessment (Schedule 5, paragraph 59 of
Health and Social Care Act 2012).

http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/3
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/4
http://www.legislation.
gov.uk/ukpga/1990/1
9/section/47
http://www.legislation.
gov.uk/ukpga/2012/7/
schedule/5/paragraph
/59

Secondary Legislation
Function

Power /
Duty

Statutory reference

Link to legislation

Controlled drugs

Duty

Controlled Drugs (Supervision of Management and
Use) Regulations 2013

http://www.legislation.
gov.uk/uksi/2013/373
/contents/made

Provides for arrangements regarding the safe
management and use of controlled drugs.
Makes provision for the establishment of designated
bodies and controlled drugs accountable officers
(CDAO). Also makes provision for the establishment of
local intelligence networks, with membership drawn
from responsible bodies (defined to include CCGs).
CCGs have a duty to assist the relevant CDAO of the
Board in certain specified circumstances – regulation
13.
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