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Meeting of the CCG Governing
Body
A meeting of NHS North Tyneside Clinical Commissioning Group Governing Body is to be held in
Public on Tuesday 27 September 2016 10:15 – 12 noon, at Hedley Court, NE29 7ST
Members of the public are invited to meet members of the Governing Body informally prior to
the meeting, from 10:00am

Agenda
Item
No
1

Item

Lead

Enc/Verbal

Welcome and Introductions

Dr J Matthews

Verbal

2

Apologies for Absence

Dr J Matthews

Verbal

3

Confirmation of Quoracy

Dr J Matthews

Verbal

4

Declarations of Interest

Dr J Matthews / Ms I
Walker

Enclosure

5

Minutes of the Previous Meeting held on 26
July 2016

Dr J Matthews

Enclosure

6

Matters Arising from the Previous Meeting
held on 26 July 2016

Dr J Matthews

7

Action Log

Dr J Matthews

Enclosure

8

Report from Chair and Interim Chief Officer:

Dr J Matthews/Ms J SooChung

Verbal

a) NHS North Tyneside CCG – Application
of Directions by NHS England
b) Accountable Care Organisation
c) Emergency Preparedness Resilience and
Response – Self Assessment 2016/2017
9

Quality & Safety

9.1

Quality and Safety Report August 2016

Dr M Wright/ Dr L YoungMurphy

Enclosure

9.2

Integrated Quality and Performance Report

Dr L Young-Murphy

Enclosure

10

Finance & Contracting

10.1

2016/17 Finance and Contracts Report Month Mr P James
5 – August 2016

Enclosure
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11

Strategic and Commissioning Items

11.1

Special Educational Needs and Disability
Commissioning Arrangements

Dr L Young-Murphy

Enclosure

11.2

Sustainability and Transformation Plan &
Planning Guidance

Mr J Wicks

Enclosure

12

Public and Patient Involvement

12.1

Report from the Patient Forum

Dr L Young-Murphy

Verbal

13

Governance and Assurance

13.1

Managing Conflicts of Interest – revised
statutory guidance

Ms I Walker

Enclosure

13.2

Risk Management:
a) Risk Policy
b) Risk Appetite
c) Risk Assurance Framework

Dr L Young-Murphy / Ms I
Walker

Enclosures

13.3

Constitutional Review – Committees of the
Governing Body

Ms J Soo-Chung / Ms I
Walker

Enclosures

13.4

Information Governance Strategy 2016/17

Ms I Walker

Enclosure

13.5

HR Policies:
a) Change Management Policy
b) Flexible Working Policy
c) Maternity Policy
d) Paternity Leave Policy
e) Travel and Expenses Policy
f) Shared Parental Leave Policy

Dr L Young-Murphy

Enclosures

13.6

PWC Access to Mazars’ Papers

Ms I Walker

Enclosure

14

Date of Next Meeting
Tuesday 22 November 2016, 10:00 to 12:00,
Longsands, Hedley Court, NE29 7ST

Exclusion of the press and members of the public:
To resolve that representatives of the press and other members of the public be excluded
from the remainder of the meeting having regard to the confidential nature of the business to
be transacted, publicity on which would be prejudicial to the public interest.
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North Tyneside CCG Governing Body

Minutes of the North Tyneside CCG Annual Public meeting held on 26 July 2016,
9.30am-10.10am at the Rising Sun Country Park
Present:
Dr John Matthews
Mary Coyle
Janet Soo-Chung
Paul James
Eleanor Hayward
Dr Lesley Young-Murphy

Clinical Chair (Chair)
Deputy Lay Chair
Interim Chief Officer
Interim Chief Finance Officer
Lay Member
Director of Transformation and Executive Nurse

In Attendance:
John Wicks
Irene Walker
Jim Dafter
Cameron Waddell
Michelle Spencer
H.P. Linsell
J.Stirland
A.Carr
Dianne Effard

Interim Chief Operating Officer
Head of Governance
Mazars
Mazars
CHCF
Member of the public
Member of the public
Member of the public
PA (Minutes)

NTGB/16/061

Welcome & Introductions
Dr Matthews welcomed members of the public to the third Annual Public
meeting of North Tyneside CCG. He introduced the members of the CCG
Governing Body and explained their positions.
Apologies were noted from Mr D. Willis, Dr M. Wright and Mr K. Hann.
Dr Matthews advised that the aim of the meeting was to present the CCG’s
annual report and accounts for 2015/16.

NTGB/16/062

Key Features of North Tyneside CCG 2016/16 Annual Report
Ms Soo-Chung stated that the CCG was accountable for the funds it uses to
commission services. The CCG’s most important accountability was to its
patients to improve patient care.
The annual report included numerous examples of the intensive work which
has been done to improve patient care, and Ms Soo-Chung highlighted
some of them. The Patient Forum has been a constant reminder of the
focus of the CCG’s work with partner organisations to serve its patients
better. She thanked the members of the Patient Forum for their hard work.
The New Models of Care work was looking at targeting care better to those
who are most frail and vulnerable. A pilot had been developed, and would
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be rolled out further, to identify frail people within the community and will
ensure that teams who support them are well integrated. Early signs were
that the new service was popular and well-liked by patients.
The Nursing Home sector was an important component pf the CCG’s work
caring for older people. Student nurses have been placed in the homes and
staff were being supported to improve the care they provide.
It was important to get IT infrastructure right and the CCG has developed
the GP IT infrastructure working with practices.
Ms Soo-Chung advised that when CCGs were established they became
subject to annual assessments against a range of indicators. Patients in
North Tyneside enjoy a high quality service, but the CCG’s finances were
particularly challenged at present and likely to remain so for another year or
two. Because of that financial position, the CCG had been assessed as
“inadequate”. North Tyneside was not the only CCG in the country to have
been similarly assessed, and will be subject to formal intervention.
Dr Matthews and the Directors gave a presentation on the Annual Report.
Dr Matthews outlined the CCG’s key partners, providers, GP practices,
community services and local authority. All partners working together will be
much more important in the future to solve the problems the NHS is facing.
One of the CCG’s priorities for this year has been the urgent care
consultation, which was an on-going process. This had been due to be
presented to this meeting, but has been deferred to the next meeting.
Mr James reviewed the financial outturn for 2015/16 and advised that the
Auditors had given the CCG an overall unqualified opinion on the accounts.
The CCG had inherited a deficit from 2014/15 which had not yet been
repaid. The Auditors had given an “except for” rating because the CCG had
not achieved what it had been legally required to in delivering financial
balance.
Mr Wicks summarised the achievements of 2015/16 and the key priorities
for 2016/17.
Dr Young-Murphy highlighted areas of quality and performance around the
NHS constitution where there had been two areas for improvement, and the
NHS outcomes framework.
Ms Soo-Chung invited questions from the floor.
A member of the public advised she had been involved in a protracted
treatment pathway, going in and out of secondary care for different tests,
with numerous interactions. She felt the process could have been
streamlined to reduce treatment and time, and felt that patient’s view should
be considered and how it impacts on them. If pathways were more focused
it could save money and help patients with their time.
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Ms Soo-Chung agreed that looking at the care pathway could help patients
and their families. Dr Young-Murphy confirmed that a lot of work had been
done with over 800 people, including older people and their carers’. The
CCG had process mapped the patient’s journey across a number of different
pathways to look at opportunities for improvement and to remove
unnecessary waste in the system. This had been done as part of the New
Models of Care work and was also being done with some other big pathway
changes that were being worked on. Every time system change was looked
at, the views of patients and their needs was considered.
NTGB/16/063

Concluding Remarks
Ms Soo-Chung thanked members of the public who had come to the
meeting for giving the CCG the opportunity to present its key highlights from
last year and looking ahead.
The meeting closed at 10.10am.
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North Tyneside CCG Governing Body

Minutes of the North Tyneside CCG Governing Body meeting held in public on 26 July
2016, 10.15am-11.30am at the Rising Sun Country Park
Present:
Dr John Matthews
Mary Coyle
Janet Soo-Chung
Paul James
Eleanor Hayward
Dr Lesley Young-Murphy

Clinical Chair (Chair)
Deputy Lay Chair
Interim Chief Officer
Interim Chief Finance Officer
Lay Member
Director of Transformation and Executive Nurse

In Attendance:
Wendy Burke
John Wicks
Irene Walker
Jim Dafter
Cameron Waddell
H.P. Linsell
J.Stirland
A.Carr
Sue Lancaster
Dianne Effard

Director of Public Health
Interim Chief Operating Officer
Head of Governance
Mazars
Mazars
Member of the public
Member of the public
Member of the public
Northumbria Healthcare
PA (Minutes)

NTGB/16/064

Welcome & Introductions (Agenda Item 1)
Dr Matthews welcomed members of the public to the North Tyneside CCG
meeting in public, and also Wendy Burke, Director of Public Health.

NTGB/16/065

Apologies for Absence (Agenda Item 2)
Apologies were noted from Mr D. Willis, Dr M. Wright and Mr K. Hann.

NTGB/16/066

Confirmation of Quoracy (Agenda Item 3)
The meeting was confirmed as quorate.

NTGB/16/067

Declarations of Interest (Agenda Item 4)
There were no additional declarations of interest.

NTGB/16/068

Minutes of the Previous Meeting held on 24 May 2016 (Agenda Item 5)
The minutes were agreed as an accurate record.

NTGB/16/069

Matters Arising from the Previous Meeting held on 24 May 2016
(Agenda Item 6)
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There were no matters arising,
NTGB/16/070

Action Plan from Meeting held on 24 May 2016 (Agenda Item 7)
NTGB/16/042: Quality and Safety Committee report
On agenda for September meeting.
NTGB/16/045: CCG Outcome Indicator Set Report
Update to be provided by Wendy Burke/James Martin for September
meeting. On agenda.

NTGB/16/071

Report from Chair and Interim Chief Officer (Agenda Item 8)
Ms Soo-Chung gave updates on the main challenges faced by the CCG.
Sustainability and Transformation Plan (STP) Development:
Planning guidance requires submission of a five year strategic plan for our
STP area which covers Northumberland, Tyne & Wear, with approximately
1.5m people. The aim of the STP is to address the health and wellbeing
gap, care and quality, and finance and efficiency gap. If nothing was done,
by 2020/21 on our STP footprint, there would be a financial gap of over
£600m.
Representatives from each STP footprint had been invited to meet with
Simon Stevens, NHS Chief Executive, as part of the STP assurance
process. Our area assurance meeting took place on 22 June 2016 and the
lead, Mark Adams, attended the meeting with a small group. No formal
feedback has yet been received from the meeting but will be relayed to the
Governing Body when it is available. However, the assumption is that more
will need to be done on the finances. Further changes to the plan will be
required in August and October, and work will start on plan delivery. Mrs
Burke noted that the report from the Health and Social Care Commission
had been received. There was a link between the two processes and it
would be important to ensure the changes were clearly aligned. Having
more time to develop the STP meant more consideration could be given to
what were the most evidence based actions which could be taken.

Action 1

JS-C - Feedback from the meeting with Simon Stevens, NHS Chief
Executive, to be forwarded to Governing Body members when available.
Revised Governance Arrangements:
Following a review earlier in the year the CCG was required to look at its
governance arrangements to strengthen clinical and lay member input to
decision-making. This had been discussed by Governing Body and the
Council of Practices. Council of Practices agreed that key decisions would
be taken by the Governing Body. The Constitution is currently being
updated to reflect these changes.
Strengthening Financial Performance & Accountability in 2016/17:
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This document seeks to re-emphasise and re-launch the key priorities for
the NHS in the next period and will in turn inform the key priorities which
CCGs will need to work to. The overall aim is to re-stabilise the finances of
the entire NHS and to ensure they are on a sustainable footing.
Formal Publication of the CCG Assurance 15/16:
More information will be given later in the meeting.
Award:
The CCG had been awarded an innovation award for 2016 for the CCG
Patient Forum. Dr Matthews thanked Dr Young-Murphy, Mrs Hayward and
Ms Michelle Spencer for the significant work that had been done on the
Forum.
NTGB/16/072

Annual Audit Letter 2015/16 (Agenda Item 9.1)
Dr Matthews advised the meeting that the CCG’s external auditors, Mazars,
were in attendance at the meeting to present the Annual Audit letter.
Mr Cameron Waddell drew attention to page 5 of the letter which
summarised the key messages from the audit which covered financial
statements, annual report, and remuneration report and assessed value for
money. It was noted that there had been a change in criteria from the
National Audit Office on value for money.
The review of financial statements showed good quality statements and
good quality working papers, all deadlines had been met, and there were no
major errors found.
The position on value for money showed that last year there had been
significant improvement in the final quarter of the year but an “adverse”
conclusion was recorded. This year the conclusion is “except for” which
means that the CCG has in place what auditors would expect to see
regarding decision making and partnership work, but because of the deficit
there was still work to be done on financial sustainability. The PWC report
had also noted the same issue. There had been an improvement over the
previous year notwithstanding the financial challenges.
Mr Waddell noted that they had done more work this year because of the
risks but had not changed their fee from last year and the fee would also be
maintained for 2016/17 also. He thanked the Governing Body, Audit
Committee and NECS for their assistance in completing the report.
Dr Matthews noted that the Governing Body was encouraged by the report
which reflected all the hard work that had been done, and thanked the
Auditors for their work.

NTGB/16/073

Finance Contracting & Performance Report (Agenda Item 9.2)
Mr James presented the finance contracting and performance report,
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advising that the £19.3m deficit forecast was at risk due to emerging risks
and may need to be revisited in the near future.
There was still uncertainty because the contract with Northumbria
Healthcare NHS FT (NHCFT) had not yet been signed.
The CCG had delivered on some savings schemes but was still forecasting
less than the £20.3m savings shown in the plan. Schemes to reduce
demand need to be implemented.
Mr Wicks noted that with regard to the agreement of the NHCFT contract,
work was ongoing.
Ms Coyle expressed concern about the NHCFT contract not being signed at
this stage in the year, which had not happened before. Mr Wicks advised
there were two main areas under discussion relating to block contract
values and planning assumptions for A&E activity. Mr James noted that the
CCG’s underlying position was dependent upon an affordable agreement
with NHCFT.
Ms Soo-Chung advised that the longer term direction of travel for the NHS
was to set financial control totals for the health economy.
With regard to Continuing Healthcare (CHC), Dr Young-Murphy stated that
the case management had been transferred to the local authority. The CCG
continued to hold a statutory responsibility for CHC. A joint board has been
set up with the local authority to discuss performance.
Mr James clarified that the risks were reviewed on an ongoing basis and
more savings probably need to be made in year.Dr Matthews asked that the
Governing Body be kept up-to-date on the additional schemes.
Action 2

JS-C/PJ/JW - Information on additional saving schemes to be provided to
the Governing Body.

NTGB/16/074

CCG Assurance 15/16: Agenda Item 9.3
Ms Soo-Chung reported that the challenge for the NHS was to stabilise
finances and kick-start wider changes in services. Individual organisation
accountability was important but increasingly working on an STP footprint
would mean a wider accountability. Last week it had been announced that
there would be a number of actions which CCGs’ needed to take to put
finances on a safe and more sustainable footing.
Performance ratings for CCGs had been announced. 26 CCGs nationally
were rated as not assured or inadequate, a further 91 required improvement
and 10 were outstanding. North Tyneside CCG will be subject to formal
directions as a result of the assessment, which was mainly the nonrecurrent financial position. The CCG is living within its means, but has a
legacy deficit which had to be repaid. NHS England is monitoring the
CCG’s Financial Recovery Plan (FRP) closely.
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New guidance, Strengthening Financial Performance & Accountability in
2016/17, has been received which emphasises the need for two years’
planning cycle instead of one to ensure CCGs start to deliver on the five
year STP. The planning round for 2016/17 and 2017/18 will be brought
forward. Current indications were that plans would need to be in place and
contracts agreed by the end of December 2016.
Ms Coyle felt it was disappointing to be rated as inadequate, but not a
surprise. It was agreed that it was important to support staff. Ms SooChung advised that the executives were carrying out briefings and drop-in
sessions for staff.
It was agreed that it was important to ensure partner organisations were
kept briefed as much as possible.
NTGB/16/075

Integrated Quality & Performance Report: Agenda Item 10.1
Dr Young-Murphy presented the report which had been produced by James
Martin who had considered new guidance in terms of the constitution and
outcome measures in compiling the report which has been enhanced.
Comments on the revised format were welcomed and also whether it met
the requirements of the Governing Body in terms of assurance.
Dr Young-Murphy highlighted some of the key issues in the report.
Additional information has been included in the report to highlight
ambulance handover delays as it was important to continue to measure
progress in terms of action plans which are in place. A report will be
presented to the Quality & Safety Committee following a deep dive exercise
undertaken by the System Resilience Group and the Quality Surveillance
Group. There has been significant improvement in terms of NEAS
workforce but there was still a long way to go to ensure sickness is
managed and crews are available.
The table on page 11 of the report showed the level of delays in the system
and the pressure was due to a small number of delays. There had been a
lot of pathway changes with the new hospital in response to the action plan.
All actions were not having the desired effect at the expected pace. This
was a cause for concern as winter approaches and it was important to
ensure the system was on top of the issues.
Dr Matthews noted that a meeting chaired by Tim Rideout had been stood
down, which was causing concern as the problems had not been resolved.
The Chair of the QSG was to follow up with Mr Rideout about arranging the
meeting. It was understood that there was still a commitment to work with
Chief Executives across the patch to manage the system and Mr Rideout
has an instrumental role in that. It was noted that there were system issues
in the South of the patch also.
The hidden harm in ambulance delays is also being looked into, but was
difficult to measure. Hidden harm refers to possible negative impact on
patients due to the ambulance handover delays.
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Action 3

LY-M - Further information on the ambulance delay issues to be brought
back to the Governing Body when available.
Newcastle upon Tyne Hospitals FT (NuTHFT) has previously been identified
as an outlier in terms of incidents reporting, but as of June 2016 they are no
longer shown as being an outlier and have improved their reporting
mechanisms.
The Governing Body confirmed they were happy with the new format of the
report, and asked that thanks be passed back to James Martin.

NTGB/16/076

Accountable Care Organisation Update (Agenda Item 11.1)
Janet Soo-Chung gave an update on the Accountable Care Organisation
(ACO). Work on the development of the ACO continues with the four
workstreams. Most of the functions of CCG “lite” have been identified. A
workstream is currently dealing with the agreement for the ACO provider
organisations. Work was also ongoing to look at priority areas of clinical
redesign, also due diligence. Dr Evans was leading on the development of
a comms and engagement plan.
The original timescales were sign-off in September 2016 and going live in
April 2017, but the timescales will be kept under review.

NTGB/16/077

Healthwatch North Tyneside Annual Report 2015/16 (Agenda Item 12.1)
Dr Young-Murphy presented the Healthwatch North Tyneside report for
members to note the contents, and recognise the significant amount of work
that has been done over the year to provide it.
The Governing Body received the report and asked that Healthwatch North
Tyneside be thanked for it.

NTGB/16/078

Patient Forum Newsletter June 2016 (Agenda Item 12.2)
Mrs Hayward presented the Patient Forum newsletter, which was written by
the members of the forum.
Ms Coyle noted that North Tyneside was lucky to have such a good and
hardworking Patient Forum. Ms Michelle Spencer, in a conversation with
Ms Coyle, had paid tribute to NTCCG for having formalised the role of the
Patient Forum as a Committee of the Governing Body, and was the only
CCG in the country to have done so.
Dr Young-Murphy noted that the forum was working on shared decisionmaking and how then CCG works with the public to maximise the use of
resources. Ms Spencer and Mr Wally Charlton were working to engage with
the younger population and schools to get the younger people’s views. In
her community healthcare forum role, Ms Spencer makes sure the CCG is
proactive and listens to a wider voice.
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NTGB/16/079

Date of Next Meeting (Agenda Item No 13)
The next meeting of NHS North Tyneside Clinical Commissioning Group
Governing Body is to be held in public on Tuesday 23 August 2016, 10.15 12:00, at 12 Hedley Court, Orion Business Park, Tyne Tunnel Trading
Estate, North Shields NE29 7ST, to receive the report on the Urgent Care
Review.
Dr Matthews thanked the members of the public for attending the meeting,
which closed at11.30am.
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North Tyneside Governing Body (Public)
Date

Minute

Action
No.

Action

24 May 2016

NTGB/16/042

1

24 May 2016

NTGB/16/045

2

26 July 2016

NTGB/16/071

1

26 July 2016

NTGB/16/073

2

Quality and Safety Committee Report:
Dr Young-Murphy and Dr Wright to prepare a
report such as this for the independent sector
providers. Quality reports to the Governing
Body on NHS providers and other providers to
alternate, so that in the course of the 6
meetings each year, the Governing Body
would receive three of each.
CCG Outcome Indicator Set Report:
Dr Young-Murphy and Dr Wright to get
together with Mrs Burke and James Martin to
consider how to conduct this work and to
provide information on this to the next
Governing Body meeting.
Report from Chair and Interim Chief Officer:
JS-C: Feedback from the STP meeting with
Simon Stevens, NHS Chief Executive, to be
forwarded to Governing Body members when
available.
Finance Contracting & Performance Report:
JS-C/PJ/JW: Information on additional saving
schemes to be provided to the Governing
Body.

Resp. Officer

Target Date

Status
20.09.16

Dr Young-Murphy Sept 2016
and Dr Wright

This is considered in
Quality & Safety
Committee and will
be scheduled
quarterly to the Board
from September 2016

Dr Young-Murphy July 2016
and Dr Wright

Update to be
provided September
2016

Ms Soo-Chung

Sept 2016

Outstanding

Ms Soo-Chung/
Mr P James/Mr J
Wicks

Sept 2016

In progress

1
16.09.16
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26 July 2016

NTGB/16/075

3

Integrated Quality & Performance Report:
LY-M: Further information on the ambulance
delay issues to be brought back to the
Governing Body when available.

Dr L YoungMurphy

Sept 2016

Outstanding

2
16.09.16
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Report to: Governing Body
Date: 27 September 2016

Agenda item: 9.1

Title of report: Quality and Safety Report – August 2016
Sponsor: Dr Lesley Young-Murphy, Executive Director Nursing and Transformation
Author: Julie Bee, Senior Clinical Quality Officer, North of England Commissioning Support
(NECS)

Purpose of the report and action required:
This report provides the Governing Body of North Tyneside Clinical Commissioning Group
(NTCCG) with a summary of activity in April, May (and where available June) 2016 in those
areas of clinical quality not covered by the Quality and Performance Report. A full report is
provided to the Quality and Safety Committee and exceptions are reported here.

Executive summary:
•

A total of 8 serious incidents (SIs) were reported in April relating to North Tyneside CCG
patients, an increase of 5 from March (3). In May, 11 SIs were reported and in June 8
SIs were reported.
• Friend and Family Test (FFT) response rates for NHCFT, NuTHFT and Northumberland,
Tyne and Wear Foundation Trust (NTWFT) continue to fall below the national average,
although improved performance can be seen in recommendation rates.
• In the latest National Reporting and Learning System (NRLS) report, the number of
incidents reported by NTWFT relating to self-harming behaviour is significantly higher
compared to other mental health Trusts. NuTHFT position has improved and they are
now within the middle 50% of reporters. NHCFT continue to perform well, which has been
a contributory factor to their position at the top of the ‘Learning from Mistakes’ league
table.
• NTWFT continues to be a high reporter of restraint incidents, however, it is important to
note that the Trust is a specialist centre and cares for some of the most complex and
challenging patients from all parts of the country. This means that the figures may be
higher when comparing to other areas without specialist services.
• NuTHFT is to be an early implementer of ‘Seven Day Working’ and expects to be fully
compliant with seven day services by March 2017.
• NuTHFT is undertaking a large volume of ongoing work in relation to reducing Healthcare
Acquired Infections (HCAIs) and this will continue to be a key priority in the Trust’s quality
priorities for 2016/17. NHCFT is the only local Trust showing improving C-Difficile rates;
this has been particularly notable since the move to the new hospital.
• NEASFT Emergency Care Performance continues to be extremely challenging and
performance across all of the three national targets has not been met. This may trigger a
concern in line with Monitor’s Risk Assessment Framework, however NEAS has advised
that due to the number of ambulance Trusts this would apply to, recognition that certain
elements are beyond its control i.e. handover delays affecting ‘Red’ performance.
• Workforce continues to be an issue for NEAS FT, however staffing levels continue to
improve and sickness levels have fallen.
Please note this report was prepared for the August Governing Body meeting, future
reports will include later data and quality information relating to Independent
providers.
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √





Consultation and engagement
Not applicable

3.

Resource implications
Not applicable

4.

Risks
Patient safety risks following serious incidents, process in place to undertake
root cause analysis following SI to ensure lessons learned
.

5.

Equality assessment
Not applicable

6.

Environment and sustainability assessment
Not applicable
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Provider Quality Updates
Quality Review Groups
Quality Review Groups (QRGs) are held on a regular basis with Providers to obtain assurance on the quality of services delivered and take place
every two months for Acute Trusts and quarterly for the Mental Health Trust. QRGs were held for the following providers in May 2016 and some of
the issues raised are noted below, along with updates where available:
•
•
•

Northumbria Healthcare FT – 10 May 2016, 12 July 2016
Northumberland, Tyne and Wear FT - 4 May 2016
Newcastle Upon Tyne Hospitals FT – 26 May 2016, 28 July 2016

Northumbria Healthcare NHS Foundation Trust
•

•

•
•

•

•

The CQC inspection report was published on 5 May 2016 and the Trust was graded ‘outstanding’ overall. Improvements are required in the
four acute and two community hospital sites in the area of ‘maternity and gynaecology’ in the ‘well-led’ category, and the Northumbria
Specialist Emergency Care Hospital (NSECH) also requires improvement in the ‘safe’ and ‘overall’ categories.
FFT inpatient and A & E response rates continue to be below the national average, with A&E significantly below the England average at 2.4%
(England average is 12.7%). Inpatient response rates are also below the England average, at 15.8% (England average is 24.9%), with
Alnwick Hospital, North Tyneside General Hospital, NSECH and Wansbeck Hospital all below the average. The percentage recommends
rate for all FFT measures, however, continues to be above the national average.
The Trust have committed to delivering an improvement to 6% in their A&E FFT response rates by the year-end, alongside the already
significant patient experience programme delivered by the organisation.
In the NHS Safety Thermometer, the Trust is showing an increasing trend in both measures of patients who have been catheterised and
those who are subsequently diagnosed with a urinary tract infection. The Trust is performing better than the national average for all other
Safety Thermometer measures.
The NHS England Acute Quality Dashboard published April 2016 highlights the Trust was not an outlier in any of the domains and there were
no evident concerns, however it failed the target in four areas of three domains – ‘preventing people from dying prematurely’, ‘helping people
to recover from episodes of ill health or following injury’ and ‘treating and caring for people in a safe environment and protecting them from
avoidable harm’. In May, the Trust remained below standard in the four areas and also had 2 cases of MRSA.
The Maternity Safety Thermometer is designed to measure commonly occurring harms within maternity care. In April, the Trust scored
exactly on the median (71.4%) for combined harm free care, this increased in May to 78.6% but has dropped significantly to 66.7% in June.
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Provider Quality Updates
Northumberland, Tyne and Wear NHS FT
•

•
•
•

•

•

NTWFT is third highest overall self-reported user of restraint however, it is important to note that the Trust cares for some of the most
complex and challenging patients from all over the country, which means that the figures may be higher when comparing to areas without
such specialist services. The highest reported incidences of restraint within the Trust are primarily from within Learning Disability and Child
Adolescent Mental Health Services with a small number of patients accounting for the majority of incidents. The Trust is an open and
transparent organisation with a strong culture of reporting all episodes of restraint, regardless of type. Restraint is a regular agenda item for
discussion at quality review group (QRG) and the Trust has provided a comprehensive report to explain the high levels of restraint and to
inform the group of actions taken to reduce incidences of restraint.
As a result of a report and analysis of unexpected unnatural deaths, it was agreed a half day review of homicides is to be convened.
The NTWFT CQUIN scheme for 2016/17 was agreed, with locally developed indicators in the areas of Safely Reducing Avoidable Repeat
Detentions under the Mental Health Act, Embedding Clinical Outcomes and Patients and Carers Involvement and Engagement;
FFT recommendation rate continues to remain below the England average in April and May 2016, although there has been some
improvement from previous months. The Trust is reviewing its FFT performance and considering comparisons of methodology with
other mental health trusts. Due to the flexibility organisations have over the degree and frequency of promotion of the FFT in mental
health services there is no response rate. Organisations submit the number of unique patients accessing services in the last month.
In the latest National Reporting and Learning System (NRLS) report, the percentage of incidents reported relating to self-harming behaviour
(37.2%) is significantly higher compared to other Trusts (20.9%). NTWFT reported significantly less no harm incidents (43.9%) compared to
other Trusts (62.1%) and this is a similar position to the previous NRLS data release. However, it should be noted that when combined the
low and no harm figures (93.2%) are about the same in comparison to other Trusts (92.9%).
NTWFT has seen an improvement across both rates of falls with harm and patients diagnosed with VTE in the most recent June 2016 data
in the NHS Safety Thermometer; this taking it below the national averages. It should be noted, however, that the actual number of patients
involved in these measures is comparatively small with any identified issues monitored through the QRG.
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Provider Quality Updates
Newcastle upon Tyne Hospitals FT
•

The Trust was overall awarded ‘outstanding’ status by the CQC in its report published in June. Effective, caring and responsive domains were
rated ‘outstanding’ and safe domain rated as ‘good’. The Trust shared its action plan at the QRG in July and has confirmed that the majority
of identified actions have been undertaken.

•

The Trust is undertaking a large volume of ongoing work in relation to reducing HCAIs. A high level comprehensive strategy document and
action plan has been produced and HCAI will continue to be a key priority in the Trust’s Quality Accounts for 2015/16. There were no
reported MRSA cases in April and May, however in June there were 2 reported MRSA cases.

•

The Trust is to be an early implementer of ‘Seven Day Working’ and therefore there is an expectation that the Trust will be fully compliant with
seven day services by March 2017.

•

The Trust was flagged as an outlier in the North Region Quality Dashboard published April in two areas - NRLS proportion of reported
incidents that are harmful and occurrence of ‘Never Events’ declared in the previous 3 months. In May, the Trust was below the national
standards in cancer 62 day waits and diagnostic waits in excess of 6 weeks. The Trust was also slightly below standard in A&E 4 hour waits.

•

National Reporting Learning System (NRLS) update - the Trust continues to be flagged as an outlier on NHS England Quality Dashboard for
the proportion of incidents that are harmful. The Trust explained that this is due to staff grading incidents incorrectly as they appear reluctant
to say that the patient has suffered no harm; work is ongoing to address this.

•

FFT inpatient and A&E response rates continue to be below the national average, with A&E significantly below the England average at 1.3%
(England average is 12.7%). Inpatient response rates are also below the England average, at 12.6% (England average is 24.9%), with the
Freeman Hospital, the Royal Victoria Infirmary, the Dental Hospital and the Northern Centre for Cancer Care all below the average. The
percentage recommends rate for all FFT measures, however, continues to be above the national average.
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Provider Quality Updates
North East Ambulance Service
•

Target breaches in quarter 4 2015/2016 led to a third consecutive quarter breach which may therefore trigger a governance concern
to the governance rating assessment. There are no other indicators that that would cause concern.

•

Handover delays at the Northumbria Specialist Emergency Care Hospital (NSECH) continue to place significant additional pressures on
NEAS performance levels, with a high number of ‘hours lost’ each day as a result of the delays. CCGs, the Trust and ambulance teams
meet regularly to agree remedial actions. Although all actions have been completed, delays remain an issue.

•

Patient Transfer Services (PTS) - It should be noted that the number of respondents for FFT for both PTS and See and Treat remains low;
this appears to be a national problem across all ambulance services. The satisfaction scores for the latest data released for April 2016
shows that NEAS was in line with the England averages with the following exception of a score of 97% which is lower that the England
average of 91%.

•

Workforce continues to be an issue for the Trust, however staffing levels continue to improve and sickness levels have fallen slightly. The
main reasons for absence continue to be anxiety, stress, depression and musculoskeletal problems. These are the key areas being
targeted by the Sickness Absence Task and Finish Group.
The Trust continues to be a low reporter of incidents with many being reported after a significant number of days had lapsed since the
incident occurred. The Trust is undertaking significant work to resolve issues in relation to incident reporting through the use of electronic
solutions.
Staff from the CCG undertook a commissioner assurance visit on 6 June 2016 to Hawkeys Lane and Backworth ambulance stations. There
was evidence of robust policies and processes specifically around de-contamination of vehicles. Backworth is a hub for stores and this was
seen to be well stocked with equipment. The team leader explained how the Trust has introduced clinical supervision in an attempt to reduce
the incidence of stress related illness.

•

•
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Serious Incidents
Serious incident close down panels were held in April, May and June 2016; 26 cases were presented, with 21 SIs closed. Serious incidents
are closed when the panel is assured that the investigation report and resulting action plan is complete and the provider has demonstrated
that, where appropriate, lessons have been learned from the incident and associated actions have been taken. The graphs below show:
1) A comparison of North Tyneside CCG SIs reported between June 2015 and June 2016 and the number of those SIs that were closed
by North Tyneside CCG in the same time period.
2) The status of ongoing SIs requiring sign off by North Tyneside CCG.
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Serious Incidents

In the year from June 2015 to June 2016, there were 94 SIs reported that required closure by North Tyneside CCG, of these
49 were closed.
There are 30 SIs awaiting closure, including 11 where the reports are not due, 8 where the SI reports are overdue, including
NHCFT (n=7), NuTHFT (n=1), 2 reports are listed for the closure panel and there are 9 where additional information has been
requested prior to closure by the Panel.
The contract negotiations for 2016/17 have included a local quality requirement for each organisation to meet the reporting
timescales of the NHS England Serious Incident Framework. This will enable CCGs to formally monitor and manage
compliance against the organisational standards for reporting SIs within two days of identification, provision of root cause
analysis reports within 60 days and a number of other performance metrics.
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GP Practice Reported Issues (SIRMS)
All 29 GP practices in North Tyneside are now registered on SIRMS to report incidents. In June 2016, 10 North Tyneside practices
reported a total of 38 incidents.
Quarter 4 thematic reports for the main providers were forwarded to the Trusts for review and feedback, the main themes by provider are:
• Northumberland Tyne and Wear: Discharge Issues, Clinical Documentation, Information Governance and Medication
• Newcastle Upon Tyne Foundation Trust: Discharge Issues, Clinical Documentation, Medication and
Access/Admission/Transfer/Referral
• Northumbria Healthcare Foundation Trust: Discharge Issues, Clinical Documentation, Access/Admission/Transfer/Referral and
Medication
• North East Ambulance Service: Access/Admission/Transfer/Referral
A full SIRMS report is produced quarterly with details of themes, trends and feedback which is shared across the CCG, Practices and
Provider Trusts. The next quarterly report is being compiled for quarter 1 2016/17.
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Key Quality Indicators
Provider

Northumbria
Healthcare NHS FT
The Newcastle
upon Tyne
Hospitals NHS FT
Northumberland
Tyne and Wear
NHS FT

Pressure
Ulcers All
June 16

Pressure
Ulcers
New
June 16

Falls
Catheters
VTEs
with
Catheters
FallsUTIs
New
with
harm
with 16new UTIs
June
June
June 16 arm
16
Mar 16
Mar 16

C.Diff* MRSA* FFT
June June 16MRSA*
May FFT
16
Mar 16
16 Feb
16

Key:
Improving/ better than
national average/on target
Performance worse than
national average
Deteriorating performance/
worse than national average

*NTWFT is not required to provide data for the indicators which have not been completed

•
•
•
•
•
•
•
•
•

NHCFT falls with harm rate has significantly decreased in June 2016 and the Trust’s performance is the lowest it has ever
been recorded.
NHCFT’s performance against patients with catheters and a UTI has decreased, bringing them above the national average
for the second consecutive month.
NHCFT continues to underperform on the FFT, as previously described in the provider quality updates section.
NHCFT recorded 2 cases of MRSA in May 2016, however their performance on C.Difficile cases remain strong.
NuTHFT recorded 2 new MRSA cases in June 2016.
NuTHFT has improved C-Diff incident rates over the last two recorded months, with no cases recorded in June 2016.
NuTHFT continues to underperform on the FFT, as described in the provider quality updates section.
NTWFT has seen a decrease in the rate of falls with harm and VTEs, taking them below above the national average.
NTWFT continues to be below the national average in recommendation and response rates for FFT.
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Other Quality Issues
Complaints
In April, there were four formal complaints, three concerns, and three advice queries received by the NECS complaints team from North
Tyneside CCG residents. All cases were acknowledged within 3 working days. One formal complaint was closed, three formal complaints
remained ongoing, four advice queries were completed with advice provided, one concern was closed and two concerns were forwarded to
providers to provide a response.
In May, there were three formal complaints and one advice query received by the NECS complaints team from North Tyneside CCG residents.
All cases were acknowledged within 3 working days. Three cases were closed and one investigation remained ongoing
In June, there was one formal complaint and two concerns received by the NECS complaints team from North Tyneside CCG residents. All
cases were acknowledged within 3 working days. One complaint received prior to June remains ongoing.
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Report to: Governing Body
Date: 27 September 2016

Agenda item: 9.2

Title of report: Integrated Quality and Performance Report
Sponsor: Lesley Young-Murphy, Director of Nursing and Transformation
Author: James Martin, Commissioning & Performance Manager and Clair Carpenter,
Information Analyst
Purpose of the report and action required: To report progress against the CCG
quality and performance measures. Members are asked to note the current progress in
2016/17 against the listed measures.
Executive summary: The 2016/17 Integrated Quality and Performance Report shows
delivery against NHS Constitution, CCG Health Outcomes, Quality Premium, and
Quality measures. The CCG is held to account for the delivery of these measures by
NHS England.
The integrated Quality and Performance report has been reviewed and updated for
2016/17. This will ensure that all new measures for which the CCG will be held to
account for delivery in 2016/17 are included, that all measures that are included are
relevant, and that the design of the report is clear and functional.
This report is based upon data available up to 18th August 2016. Due to the timetable
for publication this is the latest set of monthly performance data that fits with the
timescales for the distribution of Governing body papers.
The performance to note identified in this report is:
NHS Constitution –
→ Newcastle FT has struggled to meet the threshold for diagnostic waits in 2016/17
and is under the standard in June 98.5%. A detailed action plan has been
implemented with both medium and long term solutions. The CCG is still meeting
the 99% threshold YTD.
→ Cancer waiting times – the CCG came under threshold for June for treatment within
62 days of referral from a NHS screening service. 6 out of 7 patients treated on this
pathway were treated within 62 days, the standard was met for quarter one, and
there are no pathway issues identified.
→ The number of ambulance handover delays at Northumbria FT has decreased
significantly following a peak in March (309 delays in June compared to 597 in
March). Although there has been a consistent decrease in the number of handover
delays occurring at NSECH in recent weeks, the CCG remains concerned that this
is symptomatic of the seasonal drop in attendance levels rather than the resolution
of underlying capacity, flow and process issues. North Tyneside and
Northumberland CCGs have therefore formally requested support from the
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Emergency Care Improvement Programme (ECIP), which has been asked to
undertake an independent assessment of the NSECH site and formulate further
recommendations for action. The CCGs are also considering what commissioning
and contracting measures could be employed to reduce the volume of discretionary
category 1 and 2 attendances at NSECH and create a simpler system which actively
directs patients to the most appropriate point of care. This programme of work will
be completed before we enter the winter escalation period.
→ Category ‘Red 2’ response times were below the 75% threshold for June in North
Tyneside (‘Red 2’ 68.5%). Work continues with Northumbria FT to reduce
ambulance handover delays and release ambulance resource sooner. There are
signs of improvement for ‘Red 2’ and the 19 minute transportation time measures
with performance in both measures above the threshold in June.
NHS Outcomes Framework:
→ 17 indicators are currently performing above their thresholds and are rated as green.
→ The rate of emergency admissions for children with lower respiratory tract infections
for June is above that recorded for the same period in 2015/16 at 65.0 (compared to
36.1). This difference to the 2015/16 rate equates to less than 15 admissions. The
measure will be monitored to observe whether this has been due to a round of
respiratory infections between Q1 or whether under-performance continues.
→ IAPT recovery rate in June at 45.5% against a 50% threshold. Due to the
implementation of the Step 3 Waiting List Initiative and a considerable increase in
patients receiving treatment it was expected there would be a dip in performance for
Q1 2016/17. Monitoring will continue to ensure expected improvements come to
fruition.
→ The three GP patient experience indicators are showing under performance and are
rated as amber. Review of survey data at practice level has been completed and
specific practices have been identified for targeted improvement. The latest data
(released July 2016) shows a decrease in satisfaction across all three measures
when compared with the previous release. Further funded work is planned with GP
practices to review current capacity and demand and put in place practice level
plans to improve access.
NHS Quality Premium – of the measures in the Quality Premium currently 4 out of 7
measures are on target, however data for one measure is not currently available. Data
for the majority of indicators for the 2016/17 Quality Premium has just become available
and a process to review this data and put in place improvement plans will now take
place.
Other Quality Measures - The NHS Quality Dashboard for July 2016 is not showing
any issues of concern.
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√

√

Consultation and engagement
Not applicable

3.

Resource implications
Not applicable

4.

Risks
Not applicable

5.

Equality assessment
Not applicable

6.

Environment and sustainability assessment
There are no environmental or sustainability issues arising from this report.
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Quality and Performance Report
July 2016
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Issues to Note on Constitution Measures
Constitution
measure

Synopsis of Issue

Actions taken to resolve issue

Diagnostic Waits

Newcastle FT (98.5%) did not meet the
99% threshold for patients waiting less
than 6 weeks in June.

Newcastle FT: the trust have an action plan outlining both
medium and long term solutions, identifying a number of
specific areas where there are high risks of breaches. The
trust have increased outsourcing to additional scanner sites,
are recruiting additional staff where there are shortages and
providing extended service hours to reduce backlog. The next
qualified cohort of staff will be available in September which
will fill some of the vacant posts. Beds have been identified
and a part time physiologist employed to clear the backlog in
paediatric sleep studies.

This is primarily due to due to MRI
(particularly cardiac MRI) and Paediatric
Sleep Study breaches
The CCG is still meeting the 99%
threshold YTD.

Timeline

Level
of risk

Owner

Q3

Low

JM

Q1

Med

MC/JM

Continue to monitor to ensure CCG threshold is still achieved.
A&E 4 hour
standard

Newcastle FT had failed to meet the 95%
target in 2015/16 and into 2016/17 with
May performance at 94.7%.
The trust performance recovered to meet
the target in June (96.4%) and for Q1
(95.1%)

CCG: A regional SRG group is being established to look into
patient flows across the A&E sites. The CCG is also working
with both the provider and social care colleagues to reduce
delayed discharges which have been flagged as an issue for
North Tyneside patients.
Continue to monitor to ensure the standard is met
consistently.
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Issues to Note on Constitution Measures
Constitution
measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level
of risk

Owner

Cancer waiting
time standards –
treatment within 62
days of urgent
referral from NHS
Screening service

Northumbria FT failed to meet the 90%
standard for June, resulting in the CCG
performance dipping to 85.7%. CCG
performance is 1 patient short of meeting
the standard, with 6 out of 7 patients
treated with 62 days. The standard is
being met YTD.

CCG: Underperformance due to small numbers and casemix
between tumour types. The standard is being achieved year to
date; continue to monitor to ensure underperformance is not
sustained.

Q2

Low

JM

Category Red
ambulance
response times

Category ‘Red 2’ response times below
the 75% threshold for June and YTD in
North Tyneside. Category ‘Red 1’
response times and 19 minute
transportation time recovered to be above
the standard in June in North Tyneside.
NEAS is not meeting any of the standards
at organisation level. The Trust have
flagged paramedic vacancies, the change
in the pattern of demand since embedding
NHS 111, reconfiguration of service
provision and system pressure as issues
behind the reduction in response times.
Additionally financial pressures have
meant a reduction in the use of third party
provision.

CCG: Performance issues have been raised by lead CCGs
with NEAS and a detailed action plan for 2015/16 and 2016/17
is in place focusing on recruitment, reduction of sickness
absence and use of third party providers to cover gaps in nonparamedic resource, demand reduction, establishment of a
clinical hub and increased hear and treat, efficiency
improvements in job cycle time, and a number of
transformational actions.
Work continues with Northumbria FT to reduce ambulance
handover delays and release ambulance resource sooner.
There are signs of improvement with ‘Red 2’ response times
measures when compared to recent months, and the ‘Red 1’
measure and the 19 minute transportation time measures
were met for June.

Q4

High

MC/JM

Cancelled
operations for nonclinical reasons to
be rescheduled
within 28 days

In quarter 1 there were 1 operations
cancelled for non-clinical reasons at
Newcastle FT that wasn’t rescheduled
with the required 28 day timeframe.

CCG: Issue raised in contract performance meeting with Trust.
Expectation is that these were all one off cases.
Newcastle FT: 1 breaches reported in June, in Neurosurgery
due to consultant leave.
Continue to actively monitor to ensure there are no significant
increases and apply contract penalties

Q2

Low

JM
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Issues to Note on Constitution Measures
Constitution
measure

Synopsis of Issue

Actions taken to resolve issue

Ambulance
handover delays

Following a peak in March 2016,
ambulance handover delays have
reduced significantly at Northumbria FT
(597 delays in March compared to 309 in
June).

CCG: Issue raised with provider and action plan in place; the
situation is being reviewed on a monthly basis. Contract
penalties are being applied. Additional actions have been
undertaken.
Provider: Initial action plan completed but actions did not
result in the expected improvements.
The SRGs have agreed to subject NSECH to a DILON
pathway/service improvement review, and a CrossOrganisation meeting to review measures and implement.
Additional pressures over winter will have eased therefore
performance improvements are to be expected over the
coming months. Further monitoring/detail on this measure is
provided in the ‘Ambulance Handover Delays’ section of this
report.

Newcastle FT reported only 8 30-60
minute delays, with 0 over 60 minute
delays in June.
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Timeline

Level
of risk

Owner

Q2

High

MC/JM

Ambulance Handover Delays
Following the opening of NSECH in June 2015, Ambulance Handover Delays of more than 30 minutes increased exponentially and the emergence of regular
delays over 60 minutes occurred during the winter months. Earlier in 2016 an action plan was agreed between Northumbria FT, NEAS and the CCG to combat
the significant delays and impact on resource capacity for the Ambulance service.
Further actions have been agreed as initial interventions did not generate the expected improvements. Although there has been a consistent decrease in the
number of handover delays occurring at NSECH in recent weeks, the CCG remains concerned that this is symptomatic of the seasonal drop in attendance levels
rather than the resolution of underlying capacity, flow and process issues. North Tyneside and Northumberland CCGs have therefore formally requested support
from the Emergency Care Improvement Programme (ECIP), which has been asked to undertake an independent assessment of the NSECH site and formulate
further recommendations for action.
The CCGs are also considering what commissioning and contracting measures could be employed to reduce the volume of discretionary category 1 and 2
attendances at NSECH and create a simpler system which actively directs patients to the most appropriate point of care. This programme of work will be

Current actions underway/completed:
• GP hub service established at the Village Surgery in Cramlington for triage from NSECH;
• NSECH Senior Clinical Triage to divert patients to more appropriate services and ascertain the appropriateness of GP referrals
• Written handover notes allowing NEAS crews to handover to triage nurses rather than responsible clinician
10
• Revision of Directory of Service profiles for Northumbria FT sites
• NEAS crews given further guidance for transporting patients to Northumbria FT sites

CCG Health Outcomes

Note: QP - Linked to Quality Premium

TBC - To be confirmed

* - North of England Commissioning Support (NECS) calculated data
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Issues to note on CCG Health Outcome Indicators
There are 22 indicators relating to health outcomes. The CCG currently has 17 indicators with a green rating, 5 indicators with an amber rating, 0 with a
red rating.

Outcome Synopsis of Issue
measure

Actions taken to resolve issue

Timeline

Level
of risk

Owner

Children
with lower
respiratory
tract
infections
IAPT
recovery

Weighted number of
admissions is at 65.0 for
June YTD, compared to
36.1 for the same period in
2015/16.
Rolling Quarter Recovery
rate at June 2016 is 45.5%
against a national target of
50%

Improvements on 2014/15 were observed throughout 2015/16 on this measure. Difference to the
2015/16 rate equates to less than 15 admissions. Continue to monitor to observe whether this
has been due to a round of respiratory infections in Q1 or whether under-performance continues.

Q2

Low

JM

The provider is continuing to implement actions detailed in the Action Plan agreed with the CCG.
It is expected that the Movement to Recovery rate will dip a little in Q1 due to a considerable
increase in patients seen and undergoing treatment due to implementation of the Step 3 Waiting
List Initiative. However, it is then expected to increase again when the Initiative has completed. It
is also expected to increase further when all Step 4 Psychology patients are no longer recorded
on IAPTUS. Performance continues to be monitored on a monthly basis.
Although satisfaction has decreased compared to the previous survey period, it is worth
highlighting that all measures are well above the England average.
CCG actions:
Initial scoping analysis to identify the practices that are low scoring for these measures, and look
at correlation of these measures with other questions in the GP patient survey to identify areas for
practices to influence to improve overall satisfaction now completed. The Transformation team
has undertaken improvement actions with identified practices and are working into 7 practices
currently with improvement actions. These include supporting workforce planning, implementation
of a new telephone system, review of appointment and admin systems, and the release of an app
for patients at two practices.

Q2

Medium

AP

GP patients
experience

2.5% below target for the
satisfaction with the overall
care measure,
1.8% below target for the
overall experience of
making an appointment
measure
6 points below the
satisfaction with the quality
of consultation measures

July 2017

Medium

JM

The survey will be conducted on an annual basis going forward, with the survey period becoming
January-March each year, with publication of results in July.
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Safe Environment - Healthcare Associated Infection (C.Difficile)

North Tyneside CCG has a 2016/17 target of 74 C. diff cases. July YTD
the CCG is under the 2016/17 YTD trajectory by 16 infections.
Northumbria FT has a 2016/17 target of 30 C. diff cases. July YTD the
trust is 4 infections below trajectory, but over the 2015/16 comparable
period by 2.
Newcastle FT has a 2016/17 target of 77 C. diff cases. July YTD the
trust is 9 infection below trajectory, and under the 2015/16 comparable
period by 4.

NUTHFT C.Diff vs Trajectory
100
90
80

No of Cases

70
60
50
40
30
20
10
0
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Apr

May

Jun

Jul

NUTHFT Actual

7

13

13

19

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

NUTHFT Trajectory

7

14

21

NUTHFT 15/16 Trend

5

8

14

28

35

41

47

53

59

65

71

77

23

33

40

49

64

72

82

85

94

2016/17 Quality Premium

Note: OF - Linked to CCG Health Outcomes (Outcomes Framework)

NHSE - Linked to Strategic Plan

C - Linked to NHS Constitution
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* - North of England Commissioning Support (NECS) calculated dat

Quality Dashboard – June 2016
The CCG currently has five of the seven Quality Premium indicators with a green rating, one indicator with an amber rating, and one measure with data
not yet available. The total Quality Premium payment for a CCG is reduced if the listed NHS Constitution rights or pledges for patients. Currently four of
the five Constitution measures are being met.

QP
measure

Synopsis of Issue

Actions taken to resolve issue

Timeline

Level
of risk

Owner

Data
availability

One measure doesn’t have data available
for monitoring

Timely data for stage of cancer diagnosis is not yet available for
2015 or 2016.

Sept 2016

Low

JM

Increase in
the number of
GP referrals
made through
e-referral

A 20% increase on the March 2016 level
gives a target of 78% of March 2017.
Performance for May 2016 is 59%

Q4

Medium

SR/JM

Overall
Experience of
making an
appointment

July 2016 data shows the CCG level at
77% against a target of 80%

Q4

Medium

JM

Category Red
1 calls
responded
within 8
minutes

At provider level NEAS are below the 75%
standard for response times to Category
Red 1 patients. This measure is based on
the region wide performance of NEAS
rather than being North Tyneside specific.

For referrals to count for this measure the referral needs to remain
on e-referral for the full pathway. The process for the local Referral
Management System means that the majority of referrals made by
GP practices are made through e-referral at the point of referral.
This suggests that providers are taking referrals off the e-referral
system to process them through local route, leading to them
therefore not counting towards this measure. A meeting is planned
with the local lead from the e-referral system to understand the
data available and then an informed discussion can be held with
local providers on the reasons for low usage of e-referral, the
barriers to its use, and solutions.
Latest patient experience data shows a small decrease in patient
experience of making a GP appointment. A funded initiative has
been put in place with GP practices for 2016/17 to provide each
practice with standardised data on current capacity and demand.
Practices will then review this data and put in place a plan to
improve current access levels supported as necessary by the local
transformation team. This work will also underpin the improving
access section of the North Tyneside Primary Care Strategy.
Underperformance is being raised with the provider through the
regional contract meeting with NEAS as described in the
constitution section.

Q1
2016/17

High

JM/MC
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Area

Quality Dashboard – June 2016
Acute or Specialist Trust

Northumbria Healthcare NHS
Foundation Trust

The Newcastle Upon Tyne
Hospitals NHS Foundation
Trust

Trust Type

Large acute trust

Acute teaching trust

Indicator

Summary Hospital-level Mortality Indicator (SHMI)

Year to Feb-16
Provisional (Last Year)

Hospital Standardised Mortality Ratio (HSMR)

Year to Mar-16
Provisional (Last Year)

Weekend HSMR - Non-Elective

STAFF
CAS

Standard
(Red dot w here below
standard)
Ratio Observed to
Expected
Excludes Specialist

Value - Am ber
if Outlier

Direction of
Travel

Value - Am ber
if Outlier

100.4

97.1

Ratio Observed to
Expected

106.0

100.8

Year to Mar-16
Provisional (Last Year)

Ratio Observed to
Expected

112.8

114.8

Emergency readmissions - Elective

Jan-16 Observed
Provisional (Last Year)

Ratio Observed to
Expected

1.08

0.96

Emergency readmissions - Non-Elective

Jan-16 Observed
Provisional (Last Year)

Ratio Observed to
Expected

0.94

0.95

NRLS - Proportion of reported incidents that are harmful

6 months to May-16
Provisional (Last Year)

Outliers show n for high
proportion of harm

28.6%

38.7%

NRLS - Potential under-reporting of death and severe harm

6 months to May-16
Provisional (Last Year)

Rate/1000 Beddays
Outliers show n for underreporting

0.15

0.15

NRLS - Potential under-reporting

6 months to May-16
Provisional (Last Year)

Rate/1000 Beddays
Outliers show n for underreporting

39.54

30.13

NRLS - Consistency of reporting

6 months to May-16
Provisional (Last Year)

No. mths in last 6 w ith a
report

6

6

0

0

Never events declared - number

Jun-16 Provisional
(Last Year)

Zero
Outlier based on 2+ in last
3 mths

Serious Incidents declared - potential under-reporting

Jun-16 Provisional
(Last Year)

Outlier if under reporting

8

4

Staff Sickness Absence Rate

Feb-16 Public
(Last Year)

%

4.2

4.4

Staff who felt incident reporting procedures fair & effective

2015 Public
(Last 8 Years)

Staff Survey
Score

3.9

3.8

Friends and Family Test - Staff recommendation - Care

Quarter to Mar-16 Public
(Last 3 Years)

Unify
Quarters 1, 2 & 4

87.6%

95.9%

Friends and Family Test - Staff recommendation - Work

Quarter to Mar-16 Public
(Last 3 Years)

Unify
Quarters 1, 2 & 4

77.5%

76.6%

F&F Test Staff Survey - recommendation for work & treatment

2015 Public
(Last 3 Years)

Annual
Staff Survey

93.2%

89.7%

Central Alerting System - Patient safety alerts

Jul-16 Public
(Last Year)

Zero
Alerts not actioned

0

0

SUI

NRLS

Emergency
Readmn

Mortality

Latest data
(sparkline)

16

Direction of
Travel

The quality dashboard
shows performance
indicators for quality
measures that have not
already been included
within the NHS
Constitution, Outcomes
Framework or Quality
Premium.

Glossary:
DTOC – Delayed Transfer
of Care
NRLS – National Reporting
and Learning System
VTE - Venous
Thromboembolism

Other Quality Measures
Quality Dashboard - The quality dashboard is a snapshot of NHS England’s quality dashboard and shows performance indicators for
quality measures that have not already been included within the NHS Constitution, Outcomes Framework or Quality Premium.
The NHS England Quality Dashboard for July 2016 is not showing any issues of concern.
Quality
Synopsis of Issue
Dashboard
measure

Actions taken to resolve issue
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Timeline

Level
of risk

Owner
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Report to: Governing Body - Public
Date: 27 September 2016

Agenda item: 10.1

Title of report: 2016/17 Finance and Contracts Report Month 5 –
August 2016
Sponsor:

Paul James – Interim Chief Finance Officer

Author:

Jeff Goldthorpe – Head of Finance

Purpose of the report and action required:
•

The report details North Tyneside Clinical Commissioning Group’s financial
position as at month 5.

•

The Governing Body is requested to acknowledge and note the specific issues as
set out in the executive summary.
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1. Executive Summary
1.1

1.2

Key Messages
•

The monthly position includes an estimated outturn activity pressure of
£2.0m at Northumbria Hospitals Trust and £2.3 at Newcastle Hospitals
Trust which has been mitigated by the use of reserves and contingencies.
Additional pressures have also emerged within Out of Area LD cases and
Section 117 cases.

•

Month 5 expenditure is in line with the CCG forecast to deliver a £19.3m
deficit. However there are significant emerging risks around QIPP and
over performance that make it difficult to hit plan.

•

There also remains significant uncertainty over the financial outturn
because the contract discussions with Northumbria are not completed.
This has been discussed with the Clinical Executive and NHS England.

•

Of the £20.3m gross QIPP target, a few schemes began at the start of the
year. The CCG is estimated to have a delivered £13.4m to 31 August 16
and is forecast to deliver £16.5m.

•

The CCG will be refreshing its financial plan in response to its legal
directions.

Overview

North Tyneside Clinical Commissioning Group (CCG) is required to deliver against a
number of national and local financial targets as detailed in the Table 1 showing the
forecast delivery against these targets.
Table 1 – Key financial targets
Annual/ Year
To Date Metric
(A/ YTD)

Description of Metric

Mandated
Target £'m

CCG Plan
£'m

Forecast
Delivery
against
plan £'m

Revenue Limit (Forecast)

A

To deliver a minimum of 1% surplus of revenue
limit against expenditure

3.0

(19.3)

(19.3)

Running Costs

A

To operate within the allocated CCG running
cost allowance

4.7

4.7

5.2

1% Non Recurrent Headroom

A

To hold a 1% reserve for non recurrent use

3.0

3.0

3.0

0.5% Contingency

A

To hold a contingency of 0.5%

1.5

1.5

0.0

QIPP/ Financial Recovery Plan

A

To fully deliver against a QIPP target

0.0

(20.3)

(16.5)

Cash Limit

A

The maximum amount to be left in the CCG
bank account on close of play 31 March 2016

0.50

0.50

0.50

YTD

To ensure that 95% of invoices are paid within
30 days of receiving invoice

95%

95%

98.1%

Not applicable

0.0

0.0

0.0

Metric

Better Payment Practice Code

Capital Limit

A

Value of Risks before Mitigations

YTD

Gross risks before mitigations

0.0

0.0

(9.3)

Value of Risks after Mitigations

YTD

Gross risks after mitigations

0.0

0.0

(7.9)

2
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1.3

Context

The CCG reported a deficit position of £19.3m in the 2015/16 financial year resulting
in an equivalent £19.3m allocation reduction in 2016/17. Taking this into account the
CCG planned to deliver a £19.3m deficit, effectively maintaining the same level of
deficit as during 2016/17. To maintain the in-year break-even position the CCG
planned to deliver savings of £20.3m.
1.4

Summary Financial Position

As always the results are based on activity data that is not current. The year-to-date
position has been adjusted to take account of the working capital benefit transferred
from 2015/16 and to date shows a position of £8.7m which is £667k worse than
originally planned.
A more detailed analysis of expenditure is shown below.

2

Detailed financial position

Table 2 – Financial Position
Annual
Budget
£000's

YTD Budget
£000's

YTD Actual
£000's

YTD
Variance
£000's

Forecast
Outturn
£000's

Forecast
Variance
£000's

Resource Limit

293,665

121,270

121,270

0

293,665

0

Healthcare Commissioned Services
Acute Services
Mental Health Services
Community Health Services
Continuing Care Services
Prescribing
Primary Care
Better Care Fund
Other Programme Services
Allocated Reserves
Contingency
Healthcare Commissioned Services Total

176,582
22,889
26,906
21,977
38,432
3,926
9,578
1,207
5,283
1,464
308,243

74,809
9,537
11,211
9,157
16,013
1,636
3,991
503
(122)
610
127,345

76,754
9,851
11,308
9,172
15,866
1,616
4,073
479
(2,754)
0
126,365

1,945
314
97
15
(147)
(20)
82
(24)
(2,632)
(610)
(979)

180,884
23,720
27,099
21,947
38,283
3,879
9,776
1,150
962
0
307,700

4,303
831
193
(31)
(149)
(47)
198
(57)
(4,321)
(1,464)
(543)

4,701

1,958

2,175

217

5,244

543

Total Expenditure

312,944

129,303

128,541

(763)

312,944

0

Total (Surplus)/Deficit

19,279

8,033

7,270

(763)

19,279

0

1516 Benefits variance

0

0

1,430

(1,430)

0

0

Adjusted YTD variance

19,279

8,033

8,700

667

19,279

0

Running Costs Total

2.1

Revenue Resource Limit

The annual revenue resource limits for the CCG are £307.3m for programme
expenditure and £4.7m for running costs. At the end of August 2016 the allocations
available totalled £293.7m. Table 3 details the baseline allocation and the year-todate resource limit adjustments. The deficit of £19.3m that was incurred in 2015/16
has been deducted from the initial allocation. This is in line with NHS CCG
accounting regulations that mandate that this has to be repaid in the following year.
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Table 3 - Revenue Resource Limit
Recurrent

Non Recurrent

Total

£000's

£000's

£000's

307,314

0

307,314

4,701

0

4,701

0

(19,284)

(19,284)

312,015

(19,284)

292,731

123

123

April
Initial CCG Programme Allocation
Initial CCG Running Cost Allocation
Brought Forward Deficit
Total NHS England Allocation April 2016
Eating Disorder Service
RTD - Ambulatory Recoding

71

71

RTD - block drugs disaggregation

721

721

GP Development Programme

19

Total Funding as reported in August 2016

312,826

19
(19,161)

293,665

2.2 Acute Services
The acute services financial position shows an estimated year to date adverse
variance of £1.9m to month 5. Table 4b shows that the financial over performance
against plan relates primarily to A& E, critical care, elective and non-elective care.
The contract for Northumbria has yet to be finalised and signed. The forecast
outturn position for Northumbria has been reported at £2.0m over performance
although recent unvalidated activity from the Trust has indicated that additional overperformance has occurred in the areas of A&E and Non elective admissions. An
activity management review to determine the cause of over-activity and agree a plan
with the Trust to bring activity back to contracted levels, has now commenced.
The Month 5 reported position for Newcastle has been estimated based on Month 3
freeze data reported by the Trust. The Trust is still experiencing problems with
coding data estimates are subject to change. The Trust is currently over performing
on both elective and non-elective activity.
Table 4a & 4b provide month 5 year to date positions against all acute contracts,
covering both activity by the point of delivery and the financial impacts, the
associated contract plan and financial impact.
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Table 4a – 2016/17 Overall Acute Contract Performance to Month 5 year to date
Activity (YTD)
Plan

Actual

Variance
against Plan

POD Summary
AandE
Critical Care
Drugs and Devices
Elective
Emergency Readmissions
Emergency Threshold
Excess Beddays
Maternity Pathways
Non Elective
Other Services
Outpatient Diagnostics
Outpatient First
Outpatient Follow Up
Outpatient Procedures
Penalties
Challenges
CQUIN
NEAS
Large NHS NCAs
Other
Balance to CCG Budget
Month 4 Total

24,076
1,488
0
9,015
0
0
6,364
1,586
11,352
381,470
11,071
24,570
69,742
13,679
0
0
0
22,070
0
0
0
576,484

28,048
1,752
25
10,511
0
0
7,040
1,530
11,484
401,188
10,194
24,796
67,355
13,355
35
0
1
21,919
774
0
0
600,007

3,972
264
25
1,496
0
0
676
(56)
132
19,718
(877)
226
(2,387)
(324)
35
0
1
(151)
774
0
0
23,523

Estimate for Month 5

144,117

149,986

5,869

Reported Month 5 Position

720,601

749,993

29,392

Table 4b – 2016/17 Overall Acute Contract Performance to Month 5 year to date
£000s (YTD)
Plan

Actual

Variance
against Plan

POD Summary
AandE
Critical Care
Drugs and Devices
Elective
Emergency Readmissions
Emergency Threshold
Excess Beddays
Maternity Pathways
Non Elective
Other Services
Outpatient Diagnostics
Outpatient First
Outpatient Follow Up
Outpatient Procedures
Penalties
Challenges
CQUIN
NEAS
Large NHS NCAs
Other
Balance to CCG Budget
Month 4 Total

2,454
1,463
2,490
10,788
-207
0
1,357
1,464
15,650
8,733
1,150
3,149
4,997
2,202
0
0
1,276
2,641
192
417
54
60,270

3,089
1,770
2,719
11,480
-244
0
1,507
1,411
17,021
9,017
1,090
3,112
4,859
2,148
(93)
(555)
1,348
2,653
179
506
0
63,017

635
307
229
692
(36)
0
150
(53)
1,371
285
(60)
(37)
(138)
(55)
(93)
(555)
72
11
(14)
89
(54)
2,747

Estimate for Month 5

14,539

13,737

(802)

Reported Month 5 Position

74,809

76,754

1,945
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2.3 Mental Health
The contract with Northumberland Tyne and Wear Foundation Trust has historically
been a block arrangement. Currently the budget shows a small overspend mitigated
slightly by the contractual cap benefit.
Table 5 - Northumberland, Tyne and Wear NHS FT Finance & Activity
Activity (YTD)

POD Summary
Adolescent Bipolar Service
Affective Disorders - Inpatients
Tyne - Villa 19
Other
CQUIN
Contract Total
0.1% contract variance cap
Month 4 Total

Variance

Actual

Plan

£000s (YTD)
Plan

Actual

Variance

0
0
386
7,102
0
7,488
0
7,488

2
43
265
25,988
0
26,298
11
26,309

2
43
(121)
18,886
0
18,810
11
18,821

0
0
139
6,089
156
6,384
0
6,384

14
22
112
6,093
156
6,397
(7)
6,390

14
22
(27)
4
0
13
(7)
6

0

0

0
0

1,596
7,980

1,599
7,989

3
9

Estimate for Month 5
Reported Month 5 Position

Non-NHS mental health spend predominately relates to jointly commissioned
arrangements with North Tyneside Local Authority. These arrangements cover those
patients that have been sectioned under Section 117 of the Mental Health Act (1983)
and LD patients who require care to be provided out of area (OOA). Both areas are
showing year to date and forecast overspends.
2.4 Community Services
The majority of community services are provided by Northumbria Healthcare
Foundation Trust and Newcastle upon Tyne Foundation Trust, and have traditionally
been block contract arrangements although from 1 October 2016 elements of the
Newcastle community contract will be charged based on actual usage.
The non-NHS community contracts are showing an overall forecast outturn
overspend position of £193k. This relates primarily to palliative care at St Oswalds
and In-health and Tynehealth who provide MRI services.
2.5 Continuing Health Care
The year-to-date and the forecast position for continuing health care (CHC) (which
includes funded nursing care) shows a slight underspend of £31k. It should be noted
however that the management of CHC cases was transferred to North Tyneside
Council from 1 May 2016 and the CCG has not yet been provided with robust outturn
information. The position has therefore been estimated by reference to budgets and
previous period outturn.
2.6 Primary Care Prescribing
The GP prescribing outturn position has been estimated by using the year to date
position for June 2016 which has been extrapolated using the 2016/17 actual PPA
phasing profile. The current position shows a favourable outturn variance of £149k.
This results from the over-delivery of the Medicines Optimisation schemes, and the
impact of previous years FRP schemes.
6
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2.7 Primary Care
Primary care budgets include local enhanced services, out of hours, oxygen services
and GP IT costs. These budgets are forecasting an overall underspend of £47K.
2.8 Better Care Fund
Of the total BCF of £16.6m the CCG contributes £9.6m towards social care. This
includes re-ablement services, carer’s breaks and the implementation of the Care
Act. The health elements of the BCF remain within other CCG budgets.
The Better Care Fund is forecasting a £198k overspend position due to the
additional investment agreed for Intermediate Care.
The Section 75 agreement between North Tyneside Council and the CCG which
governs the operation of the Better Care Fund has yet to be signed for 2016/17.
2.9 Reserves and Contingency
The CCG holds minimal reserves and these are already fully committed. In line with
NHSE requirements a 0.5% contingency was held which is now being used to
support the current outturn position. Other reserves relate to specific areas of
expenditure and are also fully committed.
2.10 CCG Running costs
The CCG has an annual running cost allowance of £4.7m. The year to date position
shows an overspend of £217k. This is mainly due to the full year cost of interim staff
covering key vacant substantive posts and costs of support for project management
and financial recovery. NECS (North East Commissioning Support Services) have
also provided additional services to the CCG to support the delivery of the FRP. The
forecast position shows an overspend of £543k.

3. Cash
Table 5 outlines the CCG’s cash drawings and payments for April 2016 to August
2016.
Table 5 – Cash position to date
Actual
April
£000's
Income
Balance bfwd
DOH Income
Supplementary /Cash Return
Prescribing/Home Oxygen Therapy Charge to Cash Limit
CHC Risk Pool
Better Care Fund
Other Income
Total Income
Expenditure
Pay
NHS Payments including contracts
Other Payments - BACS/CHAPS/CHQS
Prescribing/Home Oxygen Therapy
CHC Risk Pool
Better Care Fund
Other
Total Expenditure
BALANCE CFWD

Actual
May
£000's

Actual
June
£000's

Actual
July
£000's

Actual
August
£000's

Forecast
September
£000's

Forecast
October
£000's

Forecast
November
£000's

Forecast
December
£000's

Forecast
January
£000's

Forecast
February
£000's

Forecast
March
£000's

90
21,500
2,100
2,900
327
0
544
27,461

180
23,100
0
3,153
0
0
283
26,716

98
22,900
0
3,244
0
0
141
26,383

156
23,400
0
3,075
0
0
156
26,787

74
23,600
0
3,247
0
0
284
27,205

86
21,200
0
3,322
0
0
50
24,658

73
21,500
0
3,075
0
0
50
24,698

96
23,500
0
3,230
0
0
50
26,876

83
21,000
0
3,231
0
0
50
24,364

45
21,300
0
3,115
0
0
50
24,510

88
23,500
0
3,495
0
0
50
27,133

117
25,227
0
3,147
0
0
50
28,541

(203)
(19,916)
(3,279)
(2,900)
(327)
(501)
(155)
(27,281)

(201)
(17,547)
(5,061)
(3,153)
0
(501)
(155)
(26,618)

(187)
(16,687)
(3,420)
(3,244)
0
(2,395)
(294)
(26,227)

(175)
(17,776)
(5,031)
(3,075)
0
(501)
(155)
(26,713)

(183)
(17,889)
(2,905)
(3,247)
0
(2,895)
(27,119)

(182)
(17,470)
(2,750)
(3,322)
0
(501)
(360)
(24,585)

(182)
(17,639)
(3,000)
(3,075)
0
(501)
(205)
(24,602)

(182)
(17,660)
(2,650)
(3,230)
0
(2,866)
(205)
(26,793)

(182)
(17,625)
(2,575)
(3,231)
0
(501)
(205)
(24,319)

(182)
(17,619)
(2,800)
(3,115)
0
(501)
(205)
(24,422)

(182)
(17,668)
(2,600)
(3,495)
0
(2,866)
(205)
(27,016)

(182)
(19,811)
(4,645)
(3,147)
0
(501)
(205)
(28,491)

180

98

156

74

86

73

96

83

45

88

117

50

At the end of August 2016 the CCG holds a cash balance of £86k. At year end it is
expected the CCG will meet the NHSE cash target of a minimum of £50k excess
cash over expenditure.
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4. Better payments practice code
The better payments practice code stipulates that it is good practice to pay 95% of all
invoices within 30 days of receipt of the invoice or goods, whichever is later. Table 6
details the number and value of invoices paid from 1 April to 31 July 2016 for both
non NHS and NHS suppliers. The CCG has paid 98.15% of the total number of
invoices which equates to 99.65% of the total value of invoices.
Table 6 – Better payments practice code
Better Payment Practice Code - 30 Days

NUMBER

£000's

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year
Total Non-NHS Trade Invoices Paid Within 30 Day Target
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target

3,623
3,546
97.87%

24,870
24,469
98.39%

NHS
Total NHS Trade Invoices Paid in the Year
Total NHS Trade Invoices Paid Within 30 Day Target
Percentage of NHS Trade Invoices Paid Within 30 Day Target

803
798
99.38%

92,458
92,447
99.99%

Total
Total Trade Invoices Paid in the Year
Total Trade Invoices Paid Within 30 Day Target
Percentage of NHS Trade Invoices Paid Within 30 Day Target

4,426
4,344
98.15%

117,327
116,916
99.65%

5. Statement of financial position
Table 7 shows the month 5 financial position of the CCG.
Table 7 – Statement of Financial Position
Aug-16
£000's

Jul-16
£000's

Movement
£000's

0
0
0
0

0
0
0
0

0
0
0
0

Total Current Assets

509
4,543
86
5,138

624
1,210
74
1,908

(115)
3,333
12
3,230

Total Assets

5,138

1,908

3,230

(2,459)
(13,722)
0
0
0
(16,181)

(4,096)
(9,451)
0
0
0
(13,547)

1,637
(4,271)
0
0
0
(2,634)

(11,043)

(11,639)

596

0
0
0
0

0
0
0
0

0
0
0
0

(11,043)

(11,639)

596

(11,043)
0
0

(11,639)
0
0

596
0
0

(11,043)

(11,639)

596

Non Current Assets

Property, plant and equipment
Intangible Assets
Other Financial Assets

Total Non Current Assets
Current Assets

Current Liabilities

Trade and other Receivables
Prepayments & Accrued Income
Cash and cash equivalents

Trade and other payables
Accruals
Other liabilities
Provisions
Borrowings

Total Current Liabilities
Non-Current Assets plus/less Net Current Assets/Liabilities
Non-Current liabilities

Other liabilities
Provisions
Borrowings

Total Non-Current Liabilities

TOTAL ASSETS EMPLOYED
Financed by Taxpayers Equity
Capital & Reserves

General Fund
Revaluation Reserve
Other reserves

TOTAL TAXPAYERS EQUITY
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6. Financial Recovery Plan (FRP)
The financial plan for the year is based on the revised deficit control total of £19.3m.
This control total is predicated on delivering £20.3m gross savings.
At month 5 the total estimated FRP savings are £13.4m. It is forecast that £16.5m
will be delivered during the financial year.

7. Risks and mitigation strategies
Table 8 lays out potential risks and mitigations.
Table 8 - Financial risks
Risk Value
£'m
Risks
FRP Risk & Mitigations
Contract Risk & Mitigations
16/17 Performance Risk & Mitigations
15/16 Outturn Risk & Mitigations
Other Risks & Mitigations

(1.0)
0.0
(5.5)
(1.5)
(1.3)

Total Mitigations

(9.3)

Mitigations
16/17 Performance Risk & Mitigations
15/16 Outturn Risk & Mitigations
Other Risks & Mitigations
Total Mitigations

0.2
0.5
0.8
1.5

Net Risk

(7.8)

The risks are additional to the forecast position and further risks may arise against
the delivery of QIPP in the remainder of the financial year. To offset these risks the
CCG will need to develop additional QIPP schemes and has assumed that additional
allocations from NHS England to support the costs of interim staff will be received.

8. Recommendations
The Governing Body are asked to acknowledge the contents of this report, and to
take into account the update on risks and mitigations, and the delivery of the FRP.

Report authors:

Paul James - Interim CFO, North Tyneside CCG
Jeff Goldthorpe – Head of Finance

Report date:

19 September 2016
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution.
2. Develop and grow North Tyneside CCG as a patient
focused, clinically led commissioning organisation.
3. Deliver year 2 of the Financial Recovery Plan, leading to
sustainable financial balance and delivery of the CCG’s
statutory financial duties.
4. Work collaboratively with partners and stakeholders to be
responsive to the population of North Tyneside.
5. Lead and influence the development of health and social
care fit for the future.

2.

Item links to
objectives √
√
√
√
√
√

Consultation and engagement
Not applicable

3.

Resource implications
The CCG has a revenue resource limit, and expenditure needs to be managed
within this, however the CCG is reporting a £19.3m deficit.

4.

Risks
Refer to section 7.

5.

Equality assessment
Not applicable.

6.

Environment and sustainability assessment
Not applicable.
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Report to: Governing Body
Date: 27 September 2016

Agenda item: 11.1

Title of report: Special Educational Needs and Disability
Commissioning Arrangements
Sponsor: Lesley Young-Murphy, Executive Director of Nursing and Transformation
Author: Steve Rundle, Commissioning Manager
Purpose of the report and action required: This report sets out lead
responsibilities within the CCG for Special Educational Needs and Disability (SEND)
commissioning arrangements, for information. Members are asked to note the
contents.
Executive summary:
• New duties on local areas regarding provision of support for children and
young people with special educational needs and/or disabilities are contained
in the Children and Families Act 2014 (the Act), and regulations made under
the Act. 1 The duties are amplified in the statutory guidance ‘Special
educational needs and disability code of practice: 0 to 25 years’ (the Code of
Practice) published jointly by the Department for Education (DfE) and the
Department of Health (DoH). 2 These duties came into force in September
2014.
• Local areas are now subject to a regime of joint inspection by CQC and
Ofsted, with each local area due to be inspected between May 2016 and May
2021. These inspections occur in term time, last for five days and are called
with five days’ notice. Preparation for the joint inspection of the North
Tyneside local area is underway, in close collaboration with North Tyneside
Council.
• The CCG has completed several returns to NHS England as part of the
region-wide preparation, and received assurance.
• Within the CCG, the following individuals have oversight of this area of work:
o Lesley Young-Murphy, Executive Director of Nursing and
Transformation;
o Dr Ruth Evans, Clinical Director;
o Steve Rundle, Commissioning Manager;
o Mrs Sam Barron, Designated Clinical Officer (Mrs Barron is a Speech
and Language Therapy Clinical Lead at Northumbria Healthcare NHS
Foundation Trust, who works one session per week for the CCG as
Designated Clinical Officer, a role identified in the Code of Practice.

1

The local area includes the local authority, clinical commissioning groups (CCGs), public health, NHS
England for specialist services, early years settings, schools and further education providers.
2
‘Special educational needs and disability code of practice: 0 to 25 years’, (DFE-00205-2013)
Department for Education and Department of Health, 2015;
www.gov.uk/government/publications/send-code-of-practice-0-to-25.
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√

√
√

Consultation and engagement
Not applicable

3.

Resource implications
There are increasing numbers of children and young people with complex
needs which places pressure on systems, services and budgets.

4.

Risks
In common with many other local areas, work is ongoing to formalise the joint
commissioning arrangements which are in place.

5.

Equality assessment
Not applicable

6.

Environment and sustainability assessment
There are no environmental or sustainability issues arising from this report.
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Report to: Governing Body Meeting
Date: 27 September 2016

Agenda item: 11.2a

Title of report: Sustainability and Transformation Plan and Planning Guidance
2017/18
Author: John Wicks, Interim Chief Operating Officer, North Tyneside CCG
Purpose of the report and action required: To update members on the development of the
Northumberland Tyne & Wear Sustainability and Transformation Plan and the expected
content of NHS Planning Guidance 2017/18 - 2018/19. Members are asked to note the
content of this report.
Sustainability and Transformation Plan
Sustainability and Transformation Plans (STPs) provide us with a significant opportunity to
bring together organisations across a geographical footprint to develop shared plans and
priorities to ensure sustainable health and care services for the future by closing the three
gaps as identified within the 5 Year forward View:
•
•
•

Health and Well being
Care and Quality
Finance and Efficiency

The Northumberland Tyne and Wear (NTW) footprint (which covers a population of 1.5
million) has recently been expanded to include the North of County Durham with specific
details supporting this currently being discussed and agreed between relevant stakeholders.
The NTW(ND) Sustainability and Transformation Plan will not replace existing plans to
improve services in local areas. Instead it will act as an ‘umbrella’ plan holding underneath
it a number of different specific plans to address the challenges.
Early drafts of the STP plan have been submitted to NHS England in April and again in June
2016. These iterations of the plan were developed with representatives from each of the
three Local Health Economy Areas to ensure they reflected the key priorities, transformation
and reform work underway at a local level. Following submission of the draft plan to NHS
England in June 2016 further work has been identified and a new submission date has been
scheduled for the 21st October 2016.
We anticipate that the draft plan currently in development for the October 2016 submission
will be shared with stakeholders to gather their views and inform the next stages. It is
critical to recognise that there will be no changes to services people currently receive
without engagement and where required consultation.
Page 1 of 4
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A slide pack setting out the key components of the draft STP is attached for your
information.
NHS Planning Guidance 2017/18 – 2018/19
NHS Planning guidance is due for publication week beginning 19th September 2016. This is
approximately 3 months early than usual annual planning guidance and is reflective of a
tightening of timescales to agree plans / contracts in readiness for 2017/18. The expected
planning timetable is summarised below:
Submissions

Anticipated Date

Submission of STP finance template

16 September

Submission of full STP plans – refreshed narrative, delivery plan, 21 October
revised finance template and statement of the degree of local
consensus among organisations
Feedback on STP plans

End October
November

STP standard contract published

11 November

Submission of draft Operational Plans

24 November

Submission of final Operational Plans

23 December

Contract Sign-Off

23 December

/

STPSs will be assessed according to the following 5 themes:
Evidence required
Quality of the delivery
plan

Clear and credible delivery plan including milestones,
outcomes, risks and mitigations – aligned and consistent
with the narrative and the finance / activity template

STP capacity and
capability to deliver

Adequate governance and PMO arrangements to support
the delivery phase

State of delivery

Track record of delivery todate within footprint, degree of
engagement in developing the plan and extent of local
consensus among organisations

Level of challenge

Level of ambition and size of change proposed

Support requirements

Support / decisions required by whom to deliver plan

Page 2 of 4
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STPs will be supported by annual Organisational Plans to connect STPs with the
organisations charged with delivering them.
Expectations for Operational Plans include the following:
•
•

•

•
•

•
•
•
•
•
•
•

Delivery of system-wide transformation of care that demonstrably improves quality,
access and patient experience
Production of high quality CCG and provider plans that are sustainable in terms of
activity, finance and quality, that deliver the requirements of NHS Planning Guidance
2017/18, and that are integrated with local partners
Shared system of monitoring, review and assurance in place that supports CCGs,
providers and Arms Length Bodies (ALBs) in reporting progress, identifying issues
and mitigating actions
Operational plans that are connected to STPs and vice versa
Progress on the nine “must dos” from 2016/17: an STP plan, achieve financial
balance, improve GP services, Urgent and Emergency Care waits, elective waits,
cancer waits, Mental Health access, improve Learning Disability services, improve
quality and safety – note proposed additions being organisational development and
maternity access
Expectation of firm 2 year contracts between commissioners and providers and set
within local context of the STP
New planning process
Increased challenge of a tightening financial position and non-delivery of Constitution
standards
Ability to disaggregate system wide STP plans into organisational Operations Plans
and then translate into agreed finance and activity assumptions
Contracts agreed by 23 December and signed-off – tracking
Joint process with NHS I to establish an integrated approach to assuring
commissioner and provider plans
Note : learning from 15/16 planning round and national expectation / alignment re
activity growth assumptions.

Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

Item links to
objectives √
x
x

x

x
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2.

Consultation and engagement
Any proposed service changes will require engagement and where appropriate
consultation.

3.

Resource implications
The resource implications are to bring NHS expenditure within the
parliamentary-approved resource limits and avoid a potential funding gap
across all NTW NHS organisation of £707m by 2020/21.

4.

Risks
There is a risk register supporting the activities of the CCG.

5.

Equality assessment
There are no equalities and diversity implications directly arising from this
report.

6.

Environment and sustainability assessment
There are no environmental or sustainability issues arising from this report.
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Northumberland, Tyne and
Wear and North Durham
Sustainability and
Transformation Plan (NTW ND STP)

DRAFT

The Northumberland, Tyne and Wear and
North Durham STP footprint is a new
collaboration covering in excess of 1.5 million
residents*
Across four Local Health Economies
(LHEs):
• Newcastle Gateshead
• North Tyneside and Northumberland
• South Tyneside and Sunderland
• North Durham (tbc)
North Durham CCG

Organisations delivering Health and Social
Care within the STP footprint are detailed on
the map.

*It has now been agreed that the North of
County Durham will move into the NTW
footprint owing to patient flows and ensuring
consistency with the NECA footprint

N.B The map above will be amended to include the North of
County Durham organisations and boundaries as
appropriate.
1

What are Sustainability & Transformation
Plans?
• Part of the NHS planning requirements – NHSE/NHSI
• Designed to support the delivery the NHS 5 year forward
view by 2020/21
• Planned on a bigger spatial footprint
• Focused on place and population not organisation
boundaries
• 44 STPs nationally - transformation/evolution
• Transformation and sustainability funding
will be dependent on the quality of the plan
• Plan submission in October 2016 –
narrative plan and financial templates

A reminder of what does the STP needs
to address?
10 Key lines of enquiry
TRIPLE AIM

Health &
wellbeing
The
‘three
gaps’
Care and
quality

Funding
&
efficiency

1. How are we going to prevent ill health
and moderate demand for healthcare
2. How are we engaging patients,
communities and NHS staff
3. How will we support, invest in and
improve general practice
4. How will we implement new care
models that address local challenges
5. How will we achieve and maintain
performance against core standards
6. How will we achieve our 2020
ambitions on key clinical priorities
7. How will we improve quality and
safety
8. How will we deploy technology to
accelerate change eg LDR
9. How will we develop the workforce
you need to deliver change
10.How will we achieve and maintain
financial balance

Opportunity
• Sustainability and Transformation Plans (STPs) are an opportunity
to develop a route map to an improved, more sustainable, health
and care system by:
– Bringing organisations together to work much more closely, beyond organisation
boundaries
– Sharing of good practice and expertise
– Identifying those areas where a single or small group of organisations would, or
is, having difficulty transforming services
– Identifying areas where the common agenda suggests we can do something
once well rather than several times less effectively
– Alignment with the work of the NECA Commission for Health and Social Care
Integration

4

Northumberland, Tyne and Wear and North
Durham STP
5 year forward view three gaps

STP areas of transformation

STP delivery priorities

1. Scaling up prevention, health •
and wellbeing
•
Health and Wellbeing
•
2. Out of Hospital collaboration

Funding and Efficiency

•
•
•

Care and Quality

•
•
3. Optimal use of the acute
sector

•

•

General Practice
Community and Social
Care (incl intermediate
care)
Urgent and Emergency
care
Mental Health
Learning Disabilities
Acute hospital / service
collaboration
Maternity

Underpinned by areas for collaborative work including system enablers:
–

•

•

Best start in life
Radical upgrade in our
approach to ill health ,
prevention and secondary
prevention
Cancer

IT, estates, workforce, payment and contract mechanisms etc

Whole system focus – commissioners and providers across
health and social care for example accountable care systems

Closing the gaps

Health &
wellbeing
The
‘three
gaps’
Care and
quality

Funding &
efficiency
6

Improving the health of people in our area - NTW STP level

7

The gaps

1. Higher incidence of children living in poverty (under 16s) – NTW STP average of 22.3% against the England
average of 18.6%
2. High prevalence of risk factors and potentially preventable illness – for example, average 68.3% of adults in the NTW
STP footprint area classified as obese or overweight compared to an England average of 64.6% and with over 30% of our
10 and 11 year olds having excess weight ( overweight and obese)
3. Excess premature mortality from Cancer, Cardiovascular and Respiratory disease – -3% to 35% variance against
the England average for potential years of life lost across the NTW STP footprint
4. A growing elderly population with age associated frailty and increasing ethnic diversity – 8.4% of the NTW
population is over the age of 75 years compared to the England average of 7.8%

Our aim

We will improve the physical and mental health of people across the life course and reduce inequity by prioritising
positive development from early childhood, embedding health improvement interventions in all contacts, and enabling
healthier behaviours through individual support and engineering environments that positively promote health,
wellbeing and independence. We will adopt asset-based and community centred approaches that give more control to
the citizen. These approaches will increase individual and community resilience, support the prevention of ill health
through earlier diagnosis, intervention and improved self management of illnesses.

Our
collective
response

We will:
• Build upon the priorities within each of our Health and Well Being Strategies and use existing approaches and new powers
to reduce prevalence of smoking (Fresh NE), obesity and the impact of alcohol (Balance) and drug misuse and to
develop person centred community led approaches that support people to live well and make positive lifestyle
choices
• Work collaboratively to ensure a radical upgrade in our approach to prevention, focusing not only on physical factors
and emotional wellbeing but also on the wider determinants of health.
• Focus on our out of hospital care system with intermediate care as an early priority in order to increase individual
independence and resilience and to alleviate service pressure
• Collaborate across the system to ensure the best start in life for children e.g. use of Baby Clear as our approach to
reduce incidence of maternity smoking
• Enhance people’s ability to self-care to increase their independence, self-esteem, and improve outcomes, using the
opportunities facilitated through personalisation to reduce their requirement for specialist intervention
• Roll out Making Every Contact Count (MECC) across the public and third sector workforce locally and support the NHS
England Healthy Workplace initiative
• Work with Strategic Clinical Networks and Health Education North East to look at good practice, achieve waiting
times and scale up our response to prevention, early intervention and access to diagnostics in priority areas.
• Align STP and NECA Health and Social Care Commission priorities to ensure we are able to respond collectively to
deliver prevention at pace and scale

Closing the gaps

Health &
wellbeing
The
‘three
gaps’
Care and
quality

Funding
&
efficiency
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Improving care and quality of services – NTW STP level

9

The gaps

1. Unwarranted Variation – Cancer, Mental Health, Learning Disabilities, Maternity Services, Dementia Care, MSK,
Urgent and Emergency Care, Provision of Specialised Services
2. Variation in quality, safety and experience of people using health and care services
3. Increasing demand for hospital and bed based services
4. Clinically sustainable services whilst maintaining high levels of care and quality
5. Capacity and resilience of Primary Care
6. Infrastructure and workforce required to deliver fully integrated health and care services outside of hospital
7. Availability of seven day services

Our aim

Working together as health and care systems will allow us to build upon transformation and sustainability plans
underway in each LHE, to shape services based on need and opportunity and to reduce organisational silos and
barriers to ensure we are well placed to deliver personalised and high quality care.

Our
collective
response

Explore and develop alternative service models that improve productivity and reduce the demand burden
We will:
Integrate Health and Social Care provision
• Maximise the opportunities within each LHE to integrate Health and Social Care - aligning with the emerging NECA
Health and Social Care Commission, National Network and Health and Wellbeing priorities.
Transform General Practice across the STP
• Develop and implement general practice strategies to ensure a vibrant and sustainable sector including clustering
and workforce development
Redesigning urgent and emergency care through the North East UECN Vanguard
• Implementation of a leading edge approach to configuring urgent care services in line with the national blueprint
Improving access to high quality care
• Working collaboratively across the system to support all our providers to achieve CQC rating of good or outstanding
by 2020
• Continue to make best use of the Regional Value Based Commissioning process (IFRs)
Transforming care for people with learning disabilities
• As an early adopter the North East and Cumbria Learning Disability Transformation plan aims to reduce reliance
on inpatient admissions, developing community support approaches whilst promoting prevention and early intervention.
Transforming mental health services
• Complete the transformation and reconfiguration of mental health inpatient and community services across the
STP
Develop optimum health pathways and reduce variation
• Using analytical and modelling tools such as Right Care to help identify the further opportunities for more efficient
service delivery

Improving care and quality of services – NTW STP level
Our
collective
response

Ensure new models of care improve experience and quality
• Implement approaches to hospital collaboration within the LHE areas
• Work with people and partners across health and social care, voluntary sector, housing, education and
employment to develop place based solutions
• Optimise productivity and efficiency of in-hospital treatment across physical and mental health
• Formalise learning and sharing of best practice from new models of care programmes including the 7
Vanguards and Pioneer sites
• Harness research and innovation working with AHSN to address the challenges we are facing – combining
regional innovation and learning
• Work in partnership with Specialised Commissioning to develop whole system, pathway led approaches
to provision and commissioning of services
• We will adopt best practice from current and planned programmes of work operating at various levels
including:
• LHE – Stroke, Trauma & Injuries, Mental Health Transformation Programmes.
• Regional – Mental Health, Local Digital Care (LDR plan), Learning Disabilities Transformation Plan,
North East Urgent Care Network.
• National – Maternity Taskforce, Cancer Task force, Dementia Strategy and Diabetes Prevention
Programme.
Enablers
• Develop recruitment, retention and redesign workforce strategies in collaboration with HENE that ensure
healthy and capable individuals and teams.
• Design and implement technology to assist communication and information sharing, to manage access
and demand and to support self-care e.g. interoperability, MIG
• Deliver estate solutions that enable collaboration and integration of ‘out of hospital’ teams e.g. ‘One public
estate’
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Closing the gaps

Health &
wellbeing
The
‘three
gaps’
Care and
quality

Funding
&
efficiency
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Systems efficiency and finance challenges
• In June 2016 the STP submission outlined the NTW financial
challenge in 2020/21 at c.£635m. The inclusion of North
Durham & subsequent analysis increases this challenge to
circa £707m.
• Ongoing work with support from Deloitte continues to assess
and refresh the financial challenge and solutions required to
close the financial gap
• The impact of the inclusion of the North of County Durham into
the NTW footprint is currently being finalised
• Solutions may include:
• Efficiencies across all organisations
• Prevention and well being strategies
• Development of new models of care for out of hospital
• Acute hospital / service collaboration
• Working across the whole footprint (and wider) will support us
to realise the greatest efficiencies

Governance
• A draft Governance structure to support
implementation of the STP aligned to NECA
and local LHE Governance arrangements is in
development
• This draft structure is being shared for
discussion, amendments and final approval

Next steps
• The Plan continues to be a point in time/work in progress
• The next submission is scheduled for the 21st October 2016 with
finance submission due 16th September 2016
• Ongoing conversations with NHS England and NHS Improvement
• The plan will inform decisions about the geographical targeting of
financial growth in the intervening years to 2020
• No formal approval or consultation from organisational boards
has been stipulated however we recognise the need involve and
engage all key stakeholders
• Awaiting guidance on formal consultation, transformation at local
areas will continue to follow standard consultation procedures
• Plans need to reflect a shared view from systems leaders, based
upon the needs of patients and the public.
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Report to: Governing Body
Date: 27 September 2016

Agenda item: 13.1

Title of report: Managing Conflicts of Interest – Revised Statutory
Guidance
Author: Irene Walker, Head of Governance
Purpose of the report and action required:
I.
To note that NHSE has recently (June 2016) updated its statutory guidance for CCGs on
Managing Conflicts of Interest; and
II.
To note the action plan for the implementation of this revised guidance (Appendix 1);
Key points to note are:
1. The recommendation for CCGs to have a minimum of three lay
members on the Governing Body, in order to support with conflicts of
interest management;
2. The introduction of a conflicts of interest guardian in CCGs. NHSE
expect that CCG audit chairs will assume this role, which will be an
important point of contact for any conflicts of interest queries or issues;
3. The requirement for CCGs to include a robust process for managing
any breaches within their conflict of interest policy and for anonymised
details of the breach to be published on the CCG’s website for the
purpose of learning and development;
4. Strengthened provisions around decision-making when a member of
the governing body, or committee or sub-committee is conflicted;
5. Strengthened provisions around the management of gifts and
hospitality, including the need for prompt declarations and a publicly
accessible register of gifts and hospitality;
6. A requirement for CCGs to include an annual audit of conflicts of
interest management within their internal audit plans and to include the
findings of this audit within their annual end-of-year governance
statement;
7. A requirement for all CCG employees, governing body members,
members of committees and sub-committees and practice staff with
involvement in CCG business, to complete mandatory online conflicts
of interest training, this will be provided by NHS England. The online
training will be supplemented by a series of face-to-face training
sessions for CCG leads in key decision-making roles.
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√

Consultation and engagement
Governing Body appraised of statutory guidance through this paper. Members and
employees to be appraised through online training (see Appendix 1).

3.

Resource implications
Managing conflicts of interest is already a requirement and is resourced through
existing appointments within the CCG.

4.

Risks
Risk of non-compliance with statutory requirements in relation to managing conflicts of
interest, leading to legal challenge against decision/s and/or reputational damage.

5.

Equality assessment
N/A

6.

Environment and sustainability assessment
N/A
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Appendix 1
NTCCG ACTION PLAN v1-0
Managing Conflicts of Interest: Revised Statutory Guidance for CCGs

Subject/Action
1

2

3

By Who

i.

Guidance
Reference
Page
26/paras
64-66

Audit
Committee

16/9/16

i.

Page 27,
paras 6769

i.

NECS to update Standards
of Business Conduct &
Declarations of Interest
Policy.

Page 44
paras 132135

NECS

End July
2016

ii.

Approval of updated policy
by Governing Body

Head of
Governance

27/9/16

Head of
Governance

31/10/16

Lay Members
Recommendation for
Governing Bodies to have a
minimum of 3 Lay Members
on Governing Body
Conflicts of Interest Guardian
Audit Chair to be Conflicts of
Interest Guardian
Raising Concerns & breaches

Status
Already in
Place

Completed

iii.

4

5

Establish procedures for
managing breaches of the
Standards of Business
Conduct & Declarations of
Interest Policy, section 11.
Strengthened provisions around
decision-making when a member of
the governing body, or committee
or sub-committee is conflicted:

By When

Page 29
paras 72121

i.

Update of policy – see
action 3i and ii

NECS

End of July
2016

Completed

ii.

Update Constitution section
8

Head of
Governance

31/8/2016

Completed

Completed

Strengthened provisions around the
management of gifts and
Hospitality:

P20
Paras 3950

i.

Update Policy (see action 3i
and ii)

NECS

July 2016

ii.

Training (see action 7i)

Head of
Governance

Autumn
2016
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Subject/Action

6

By When

Status

Introduce new Register of
Gifts & Hospitality

Head of
Governance

1/10/2016

iv.

Publish gifts & hospitality
register

Head of
Governance

31/10/2016

Head of
Governance

Q3
2016/17

Internal Audit
of aware of
this
requirement
as discussed
at Audit
Committee
15/7/16 and
are awaiting
NHSE
guidance.

Page 48
paras 150153

Head of
Governance

Autumn
2016

Await NHSE
online
training
package

P31
Paras 8292

Primary Care
Committee

29
September
2016

P35
Paras 95 121

Deputy Lay
October
Chair/Head of 2016
Governance

A requirement for CCGs to include
an annual audit of conflicts of
interest management within their
internal audit plans:

P43
Paras 127
to 130

Head of Governance to
ensure that internal audit of
Conflicts of Interest is
undertaken

Mandatory Training
i.

8

By Who

iii.

i.

7

Guidance
Reference

Employees, Governing Body
members, and CCG
Committee/Sub Committee
members to undertake
conflicts of interest training
(currently being developed
by NHSE) sessions.
Primary Care Commissioning
Committee
i.

9

Review arrangements for
compliance with guidance
Managing Conflicts of Interest
throughout the commissioning cycle
i.

Convene a working group of
commissioners, NECS
procurement, committee
chairs etc. to review
arrangements for
compliance with guidance
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Subject/Action
10 Update of registers and templates
i.

Establish new registers of
declarations of interest for
members and non-members

ii.

iii.

By Who

By When

Head of
Governance

1/10/16

Update registers 6 monthly
commencing 1/9/16

Head of
Governance

1/10/16 to
31/10/16

Publish registers

Head of
Governance

31/10/16

11 Appointments & roles and
responsibilities in the CCG
i.

Guidance
Reference
P17
Paras 3138

Review declarations relation
to: secondary employment;
governing body or
committee members and
senior employees, Lay
members; Conflicts of
Interest; and PCC Chair for
compliance with guidance

Page 25
Paras 5571

Deputy Lay
September
Chair/Head of 2016
Governance

Status
Registers
already
being
updated for
16/17 using
existing
templates
and register
formats (i.e.
started
before new
guidance
was
published).
As the
requirement
is to update
registers at 6
monthly
intervals,
declarations
will be
sought on
1/10/16
using new
templates
and
registers.
To note
declarations
of interest on
appointment
of staff are
identified
and actioned
through the
induction
process.
Declarations
are regularly
reviewed
each quarter
by the
Deputy Chair
and Head of
Governance.
Action 11i is
specifically
aimed at
ensuring
compliance
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Subject/Action

Guidance
Reference

By Who

By When

Status
with
guidance
(paras 5571)

12 Improvement & Assessment
Framework
i.

P41
Paras 122
-126

Review arrangements for
compliance with guidance

Head of
Governance/
James
Martin/
Lesley Young
Murphy

October
2016

13 Communications
i.

Notify member practices,
Governing Body, and
employees of revised
guidance and key changes

ii.

Advise Chairs of
Committees and
administration staff of
requirements for seeking,
managing and recording
declarations at meetings

Page 29
Para 72-81
and 93-94

Head of
Governance

21/9/16

Head of
Governance

25/10/16

Leaflet
produced
and to be
distributed to
staff by email
and to be
distributed at
Council of
Practices on
21
September
2016.

To be
covered in
the
Governing
Body
Development
session.
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Report to: Governing Body
Date: 27 September 2016

Agenda item: 13.2

Title of report: Risk Policy
Sponsor: Lesley Young-Murphy
Author: Irene Walker, Head of Governance
Purpose of the report and action required:
Governing Body is asked to approve the Risk Policy v4.1
Executive summary:
The risk policy, approved in May 2015, has been updated to:
1. Include the requirement to assign target scores to risks (as agreed by Audit
Committee);
2. Clarify committee responsibilities for ensuring effective risk management
arrangements; and
3. Specify the cycle of updating the corporate risk register.
The policy has been recommended by Quality & Safety Committee to Governing
Body for approval on 27th September 2016. Audit Committee 16 September 2016
also agreed the updated Risk Policy v4.1.
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√
√
√
√

Consultation and engagement
The Risk Assurance Framework is presented bi monthly to Finance Committee,
Quality & Safety Committee, Clinical Executive Committee and Audit
Committee for consideration ahead of submission to Governing Body

3.

Resource implications
The management of risk is continuous and does not usually require additional
resource.

4.

Risks
The risk of not identifying and managing risk effectively is failure to deliver
statutory requirements and the CCG’s corporate objectives.

5.

Equality assessment
Consideration of equalities issues is inherent as part of the CCG assessing its
risks.

6.

Environment and sustainability assessment
Consideration of environmental issues is inherent as part of the CCG assessing
its risks.
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1.

Introduction
North Tyneside Clinical Commissioning Group (the CCG) vision is to ‘work
together to maximise the health and wellbeing of North Tyneside communities
by making the best use of resources’. As part of the vision, the CCG aims for
better integration of services across health and social care which will be
underpinned by more effective clinical decision making. In order to achieve
the vision, the CCG has a duty to limit the potential impact of any clinical and
non-clinical risks.
This policy aims to set out the CCG’s approach to risk and the management of
risk in fulfilment of its overall objective to commission high quality and safe
services. In addition, the adoption and embedding within the organisation of
an effective risk management policy and processes will ensure that the
reputation of the CCG is maintained and enhanced, and its resources are
used effectively to reform services through innovation, large-scale prevention,
improved quality and greater productivity.

1.1

Status
This policy is a corporate policy.

1.2

Purpose and scope
The purpose of this policy is to provide a support document to enable staff to
undertake effective identification, assessment, control and action to mitigate
or manage the risks affecting the normal business. The policy will:
•

Set out an organisation wide approach to managing risk, in a simple,
straightforward and clear manner the intentions of the CCG for timely,
efficient and cost-effective management of risk at all levels within the
organisation.

The aims of the Policy are summarised as follows:
•
•

•
•

to ensure that risks to the achievement of the CCG’s objectives are
understood and effectively managed;
to ensure that the risks to the quality of services that the organisation
commissions from healthcare providers are understood and effectively
managed;
to assure the public, patients, staff and partner organisations that the
CCG is committed to managing risk appropriately;
to protect the services, staff, reputation and finances of the CCG through
the process of early identification of risk, risk assessment, risk control and
mitigation.

To achieve these aims the CCG is committed to ensure that:
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•
•
•
•
•

risk management is embedded as an integral part of the management
approach to the achievement of our objectives;
the management of risk is seen as a collective and individual
responsibility, managed through the agreed committee and
management structure;
through a supportive culture where staff are encouraged to report
adverse incidents and ‘near misses’ with a view to individuals and the
organisation learning the lessons;
complaints, claims, patient and staff feedback are used as part of or
approach to risk management in terms of feedback on the patient
experience;
appropriate training and development is provided to all staff in the
application of this policy and the approach to risk management.

This policy applies to all employees and contractors of the CCG. All staff at
every level of the organisation are required to recognise that risk management
is their personal responsibility.

2.

Definitions
The following terms are used in this document:
•

•
•

•
•

Risk refers to the chance that something will happen that will have an
impact on the achievement of CCGs Corporate Objectives. It is
measured in terms of likelihood (frequency or probability of the risk
occurring) and severity (impact or magnitude of the effect of the risk
occurring).
Risk Appetite the organisation’s unique attitude towards risk taking
that in turn dictates the amount of risk that it considers is acceptable.
Risk Management is the culture, processes and structures that are
directed towards the effective management of potential opportunities
and adverse effects.
Risk Assessment is the process for identifying, analysing, evaluating,
controlling, monitoring and communicating risk.
Residual Risk the risk remaining after the risk response has been
applied.

Examples of the types of risk that the CCGs might encounter and need to
mitigate against include:
•

Corporate risks – operating within powers, fulfilling responsibilities,
ensuring accountability to the public, governance issues;

•

Clinical risks – associated with our commissioning responsibilities and
including service standards, competencies, complications, equipment,
medicines, staffing, patient information;

•

Reputational risks – associated with quality of services,
communication with public and staff, patient experience;
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•

Financial – associated with achievement of financial targets,
commissioning decisions, statutory issues and delivery of the QIPP
programme; and

•

Environmental including health and safety – ensuring the well-being
of staff and visitors whilst using our premises.

3.

Risk Management Framework

3.1

Whenever a risk to the achievement of the CCG’s objectives has been
identified, it is important to assess the risk so that appropriate controls are put
in place to eliminate the risk or mitigate its effect. To do this, a standard risk
matrix is used, details of which are provided at Appendix 1. The matrix is
based on current national guidance provided by the National Patient Safety
Agency.

3.2

Use of this standardised tool will ensure that risk assessments are undertaken
in a consistent manner using agreed definitions and evaluation criteria. This
will allow for comparisons to be made between different risk types and for
decisions to be made on the resources needed to mitigate the risk.

3.3

Risks are assessed initially using the risk matrix to assess the likelihood of
occurrence/re-occurrence and the consequences of it happening. A target risk
score is assigned to each risk taking into account the risk appetite of the
CCG. Controls are then identified to reduce the likelihood of the risk occurring.
An assessment is then made as to the strength of the controls i.e. whether
they are considered to be satisfactory, have some weaknesses or to be weak
to arrive at the rating of the residual risk. Once the residual risk rating is
determined an action plan identifying further mitigating action to achieve the
target risk score is put in place. The four levels of risk:
•

•

•

•

Extreme – the consequence of these risks could seriously impact upon
the achievement of the organisation’s objectives, its financial stability
and its reputation. Examples include loss of life, extended cessation or
closure of a service, significant harm to a patient(s), loss of stakeholder
confidence, failure to meet national targets and loss of financial
stability;
High – these risks require being brought to the attention of the
Responsible Director and the responsible committee to ensure robust
mitigating action is initiated as soon as the risks are identified. With a
concerted effort and a challenging action plan, the risks could be
reduced within a realistic timescale;
Moderate – these risks can be reduced through practical measures,
such as reviewing working arrangements, purchase of small pieces of
new equipment, raising staff/patient awareness etc. These risks should
be managed through the existing line management arrangements; and
Low – these risks are deemed to be low level or minor risks which can
be managed and monitored within the individual department.
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3.4

Once the level of risk has been identified, this then needs to be entered
onto the CCG’s risk register. Please refer to section 3.7 below for further
guidance on risk registers.

3.5

Any risk that is identified through the risk assessment process or the incident
reporting system and which the CCG is required legally to report will be
reported accordingly to the appropriate statutory body, e.g. Health and Safety
Executive or Information Commissioner.

3.6

Risk Appetite

3.6.1 The CCG endeavours to reduce risks to the lowest possible level reasonably
practicable. Where risks cannot reasonably be avoided, every effort will be
made to mitigate the remaining risk. However an understanding of the
organisation’s ‘risk appetite’ will ensure the CCG supports a varied and
diverse approach to commissioning, to work proactively to improve efficiency
and value.
3.6.2 Risk appetite is the organisation’s unique attitude towards risk taking that in
turn dictates the amount of risk it considers acceptable. It is the amount of
risk that the organisation is prepared to accept, tolerate or be exposed to at
any point in time. It can be influenced by personal experience, political factors
and external events. Risks need to be considered in terms of both
opportunities and threats and should not be confined to money. They will
also invariably impact on the capability of the CCG, its performance and its
reputation.
3.6.3 The Governing Body will set boundaries to guide staff on the limits of risk
they are able accept in the pursuit of achieving its organisational objectives.
The Governing Body will set these limits annually and review them as
appropriate.
3.6.3 The Governing Body will set these limits based on whether the risk is:

3.7

•

A threat: the level of exposure which is considered acceptable; or

•

An opportunity: what the Governing Body is prepared to put ‘at risk’ in
order to encourage innovation in creating changes.

Risk Register

3.7.1 Current and potential risks are captured in CCG’s Risk Register and include
actions and timescales identified to minimise such risks. The risk register is a
log of risks that threaten the organisation’s success in achieving its aims and
objectives and is populated through the risk assessment and evaluation
process.
3.7.2 The register contains a local record of all current and potential risks for each
area or function that the CCG is accountable for, as identified by the
responsible director. The Risk Register is updated on a bi monthly basis by
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the Head of Governance in conjunction with the risk owner and/or the Lead
Director. In addition it is updated immediately new risks arise or, for existing
risks, where residual risk scores increase to high or extreme. Risks are
reviewed on a regular basis by the relevant committee (see Appendix 1 Assurance flows).
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4.

Duties and Responsibilities

4.1

Council of Practices
The council of practices has delegated responsibility to the governing body
(GB) for setting the strategic context in which organisational process
documents are developed, and for establishing a scheme of governance for
the formal review and approval of such documents.

4.2

Chief Officer
As the Accountable Officer the Chief Officer has overall responsibility for the
strategic direction and operational management, including ensuring that CCG
process documents comply with all legal, statutory and good practice
guidance requirements

4.3

Medical Director, Director of Nursing and Transformation and Clinical
Directors
The Medical Director, Executive Director of Nursing and Transformation and
the Clinical Directors will promote risk management processes with all the
CCG’s member practices. This ensures that the CCG is aware of all risks to
the achievement of the Corporate Objectives and able to assess and mitigate
as appropriate

4.4

Chief Finance Officer
The Chief Finance Officer has a responsibility to;
• provide professional advice to the CCG Governing Body on the
effective, efficient and economic use of the CCG’s allocation to remain
within the allocation and identify risks to the delivery of required
financial targets and duties;
• ensure robust risk management and audit arrangements are in place
to make appropriate use of the CCGs financial resources;
• ensure appropriate arrangements are in place to identify risks and
mitigating actions to the delivery of QIPP and Resource Releasing
Initiatives;
• incorporating risk management as a management technique within the
financial performance management arrangements for the organisation.

4.5

Head of Governance
The Head of Governance is the CCG’s lead for risk management and has a
responsibility for;
• ensuring risk management systems are in place throughout the CCG,
co-ordinating risk management in accordance with this Policy;
• ensuring the Risk Assurance Framework is regularly reviewed and
updated;
• ensuring that an external review of the CCG’s risk management
systems takes place and that the results of this are reported to the
Governing Body;
• overseeing the management of risks, ensuring risks actions plans are
in place, regularly monitored and implemented;
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•
•
•

incorporating risk management as a management technique within
the performance management arrangements for the organisation;
ensuring that quality systems are in place for assuring high quality
and safe services, and the on-going monitoring of the same;
ensuring incidents, claims and complaints are managed via the
appropriate procedures.

4.6

Senior Leads
All Senior Leads have a responsibility to incorporate risk management within
all aspects of their work and are responsible for ensuring the implementation
of this policy by:
• Demonstrating personal involvement and support for the promotion of
risk management;
• Ensuring staff under their management are aware of their risk
management responsibilities in relation to this policy;
• Setting personal objectives for risk management and monitoring their
achievement;
• Ensuring risks are identified, managed and mitigating actions are
implemented in functions for which they are accountable, and ensuring
risks are escalated to the Responsible Director where they are of a
strategic nature;

4.7

All Staff
All staff, including temporary and agency staff, are responsible for:
• Compliance with relevant process documents. Failure to comply may
result in disciplinary action being taken.
• Co-operating with the development and implementation of policies and
procedures and as part of their normal duties and responsibilities.
• Identifying the need for a change in policy or procedure as a result of
becoming aware of changes in practice, changes to statutory
requirements, revised professional or clinical standards and
local/national directives, and advising their line manager accordingly.
• Identifying training needs in respect of policies and procedures and
bringing them to the attention of their line manager.
• Attending training / awareness sessions when provided.

4.8

Risk Management Process as a Commissioner
As the CCG focuses on its role as a commissioner of safe and high quality
services, it seeks to embed the principles and practice of risk management
into its commissioning function. As a commissioner, the CCG seeks to
ensure that all services commissioned meet nationally identified standards
which are managed through the contracting process. Risk management
within commissioning is regularly reported through the quality processes on
behalf of the CCG Governing Body.

4.9

Partnership working
The CCG has a duty to work with partners to improve the health of the local
population. It will ensure that any work carried out across the health and
social care economy adheres to the CCGs principles of robust risk
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management. Partnerships can involve high levels of risk because of their
complexity and potential lack of clarity in the roles and responsibilities of those
involved (See CCG CO12 Policy and Framework for Partnership
Management). Sources of assurance from partner organisations will appear
in the Risk Assurance Framework.

5.

Implementation

5.1

This policy will be available to all staff for use and be available through the
intranet and public websites for the CCG. It will also be available from the
Governance lead.

5.2

The CCG has adopted a standardised framework for the assessment and
analysis of all risks encountered in the organisation and which is set out in this
policy. The implementation of this policy is achieved through the completion of
the risk register. It is also supported by a detailed reporting structure through
its various committees and which are described in the policy (Appendix 1).
Directors and senior leads will be responsible for ensuring the policy is
implemented in their areas of responsibility and compliance with this policy
may be monitored through a process of auditing as set out by the Governing
Body.

5.3

The Governing Body has overall responsibility for governance, assurance and
management of risk. The Governing Body has a duty to assure itself that the
organisation has properly identified the risks it faces and that it has processes
and controls in place to mitigate those risks and the impact they have on the
organisation and its stakeholders. The Governing Body discharges this duty
as follows:
•
Receiving recommendations from the Quality & Safety Committee
(who has oversight of corporate governance) on the
arrangements (policy/strategies) to ensure effective risk
management;
•

Identifies risks to achievement of its corporate objectives;

•

Each NHS organisation is required to produce and maintain an
Assurance Framework. The Governing Body monitors risks via
the Risk Assurance Framework (RAF);

•

Ensures that there is a structure in place for the effective
management of risk through the CCG;

•

Annually approves and reviews the policy for risk management on
the recommendation of the Quality & Safety Committee;

•

Receives regular reports from the quality and safety committee,
clinical executive and finance committee identifying significant
risks and mitigating actions to the achievement of corporate
objectives;
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6.

•

Receives regular reports from the Audit Committee providing
assurance that significant risks to the delivery of corporate
objectives are being managed effectively; and

•

Demonstrates leadership, active involvement and support risk
management.

Training Implications
The training required to comply with this policy is key to the successful
implementation of this policy and embedding a culture of risk management in
the organisation. Through a training and education programme staff will have
the opportunity to develop more detailed knowledge and appreciation of the
role of risk management. Training and education in risk management will be
offered through regular staff induction programmes, annual mandatory training
sessions and a rolling programme of risk management and training
programmes.

7.

Documentation

7.1

Other related policy documents.
Incident Reporting and Management Policy

7.2

Legislation and statutory requirements
This Risk Management policy is developed with reference to Department of
Health publications and publications of expert bodies on governance and risk
management:
•
•
•
•

7.3

Data Protection Act 1998
Principles and framework contained in the legislation including:
Health and Safety at Work Act 1974
Principles contained within the Information Governance toolkit
Risk Management Matrix for Risk Managers National Patient Safety
Agency, (NPSA) (2008) ISO 31000 -2009

Best practice recommendations
•
•

NHS Audit Committee Handbook (2011)
Building the Assurance Framework: A practical Guide for NHS Boards
March 2003. Gate log Reference1054
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•
•
•
•
•
•

Integrated Governance Handbook 2006
Intelligent Commissioning Board (2006 & 2009)
Making a Difference – Review of Controls Assurance Gateway Ref. No.
4222
NHS Litigation Authority – CNST Risk Management Standards Governing
the NHS: A guide for NHS Boards (2003)
Taking it on Trust – Audit Commission (2009) Institute of Risk
Management
The Healthy NHS Board: Principles for Good Governance (2010)

8.

Monitoring, Review and Archiving

8.1

Monitoring
The Governing Body will agree a method for monitoring the dissemination and
implementation of this policy. Monitoring information will be recorded in the
policy database.

8.2

Review

8.2.1 The Governing Body will ensure that this policy document is reviewed in
accordance with the timescale specified at the time of approval. No policy or
procedure will remain operational for a period exceeding three years without a
review taking place.
8.2.2 Staff who become aware of any change which may affect a policy should
advise their line manager as soon as possible. The governing body will then
consider the need to review the policy or procedure outside of the agreed
timescale for revision.
8.2.3 For ease of reference for reviewers or approval bodies, changes should be
noted in the ‘document history’ table on the front page of this document.
NB: If the review consists of a change to an appendix or procedure document,
approval may be given by the sponsor director and a revised document may
be issued. Review to the main body of the policy must always follow the
original approval process.
8.3

Archiving
The governing body will ensure that archived copies of superseded policy
documents are retained in accordance with Records Management: NHS Code
of Practice 2009.
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9.

Equality Analysis

Equality Analysis Screening Template (Abridged)
Title of Policy:

CCG CO14 Risk Management Policy V4

Short description of Policy (e.g.
aims and objectives):

This policy aims to set out the CCG approach
to risk and the management of risk in
fulfilment of its overall objective to commission
high quality and safe services. In addition, the
adoption and embedding within the
organisation of an effective risk management
policy and processes will ensure that the
reputation of the CCGs is maintained and
enhanced, and its resources are used
effectively to reform services through
innovation, large-scale prevention, improved
quality and greater productivity.

Directorate Lead:

Irene Walker, Head of Governance

Is this a new or existing policy?

Revised

Equality Group

Does this policy have a positive, neutral or negative
impact on any of the equality groups?
Please state which for each group.

Age

Neutral

Disability

Neutral

Gender Reassignment

Neutral

Marriage And Civil
Partnership

Neutral

Pregnancy And
Maternity

Neutral

Race

Neutral

Religion Or Belief

Neutral

Sex

Neutral
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Sexual Orientation

Neutral

Carers

Neutral

Screening
Completed By

Job Title and
Directorate

Organisation

Date completed

Irene Walker

Governance Lead

NHS North Tyneside
CCG

31 August 2016

Director’s Name
Lesley YoungMurphy

Director’s Signature

Organisation

Date

North Tyneside
CCG

31 August
2016
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Appendix1 CCG Risk Management System
1.

Introduction

It is recommended that the CCG uses the guidance provided by ISO 31000:2009 (formerly
AZ/NZ Standard 4360:2004) and the NPSA in developing its approach to risk management
and particularly in carrying out risk assessments.
2.

Risk Matrix: Carrying out a Risk Assessment

Step 1: Determine the Consequence Score
Choose the most appropriate domain for the identified risk from the left hand side of the
table. Then work along the columns in same row to assess the severity of the risk on the
scale of 1 to 5 to determine the consequence score, which is the number given at the top of
the column. Note impacts will either be negligible, minor, moderate, major or catastrophic.
This is offered as guidance when completing a risk assessment, either when an incident has
occurred or if the impacts of potential risks are being considered.
Table 1:
Impact
scores

Consequence score (severity levels) and examples of descriptors
1

2

3

4

5

Domains

Negligible

Minor

Moderate

Severe

Catastrophic

Impact on the
safety of patients,
staff or public
(physical/psychol
ogical harm)

Minimal injury
requiring
no/minimal
intervention or
treatment.

Minor injury or
illness, requiring
minor intervention

Moderate injury
requiring professional
intervention

Major injury leading
to long-term
incapacity/disability

Incident leading to
death

Requiring time off
work for >3 days

Requiring time off
work for 4-14 days

Requiring time off
work for >14 days

Increase in length of
hospital stay by 1-3
days

Increase in length of
hospital stay by 4-15
days

Increase in length of
hospital stay by >15
days

RIDDOR/agency
reportable incident

Mismanagement of
patient care with
long-term effects

No time off work

Multiple permanent
injuries or
irreversible health
effects
An event which
impacts on a large
number of patients

An event which
impacts on a small
number of patients

Quality/
complaints/
audit

Peripheral
element of
treatment or
service
suboptimal

Overall treatment or
service suboptimal

Informal
complaint/inquiry

Local resolution

Formal complaint
(stage 1)

Single failure to meet
internal standards
Minor implications for
patient safety if
unresolved
Reduced
performance rating if
unresolved

Treatment or service
has significantly
reduced
effectiveness
Formal complaint
(stage 2) complaint
Local resolution (with
potential to go to
independent review)
Repeated failure to
meet internal
standards

Non-compliance
with national
standards with
significant risk to
patients if
unresolved

Totally
unacceptable level
or quality of
treatment/service

Multiple complaints/
independent review

Gross failure of
patient safety if
findings not acted
on

Low performance
rating

Inquest/ombudsman
inquiry

Critical report

Gross failure to
meet national
standards

Major patient safety
implications if
findings are not acted
on
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Table 1:
Impact
scores

Consequence score (severity levels) and examples of descriptors

Human resources/
organisational
development/
staffing/
competence

Short-term low
staffing level that
temporarily
reduces service
quality (< 1 day)

Low staffing level that
reduces the service
quality

Late delivery of key
objective/ service
due to lack of staff
Unsafe staffing level
or competence (>1
day)

Uncertain delivery
of key
objective/service
due to lack of staff
Unsafe staffing level
or competence (>5
days)

Low staff morale
Loss of key staff
Poor staff attendance
for mandatory/key
training

Very low staff
morale
No staff attending
mandatory/ key
training

Statutory duty/
inspections

Adverse publicity/
reputation

No or minimal
impact or breech
of guidance/
statutory duty

Rumours
Potential for public
concern

Breech of statutory
legislation

Single breech in
statutory duty

Reduced
performance rating if
unresolved

Challenging external
recommendations/
improvement notice

Local media
coverage –
short-term reduction
in public confidence

Local media
coverage –
long-term reduction
in public confidence

Enforcement action

Non-delivery of key
objective/service
due to lack of staff
Ongoing unsafe
staffing levels or
competence
Loss of several key
staff
No staff attending
mandatory training
/key training on an
ongoing basis

Multiple breeches in
statutory duty

Multiple breeches in
statutory duty

Prosecution

Improvement
notices

Complete systems
change required

Low performance
rating

Zero performance
rating

Critical report

Severely critical
report

National media
coverage with <3
days service well
below reasonable
public expectation

National media
coverage with >3
days service well
below reasonable
public expectation.
MP concerned
(questions in the
House)

Elements of public
expectation not being
met

Total loss of public
confidence
Business
objectives/
projects

Insignificant cost
increase/
schedule slippage

<5 per cent over
project budget

5–10 per cent over
project budget

Schedule slippage

Schedule slippage

Non-compliance
with national 10–25
per cent over
project budget

Incident leading >25
per cent over
project budget
Schedule slippage

Schedule slippage
Key objectives not
met
Finance including
claims

Small loss Risk of
claim remote

Loss of 0.1–0.25 per
cent of budget

Loss of 0.25–0.5 per
cent of budget

Claim less than
£10,000

Claim(s) between
£10,000 and
£100,000

Uncertain delivery
of key
objective/Loss of
0.5–1.0 per cent of
budget
Claim(s) between
£100,000 and £1
million
Purchasers failing
to pay on time

Key objectives not
met

Non-delivery of key
objective/ Loss of
>1 per cent of
budget
Failure to meet
specification/
slippage
Loss of contract /
payment by results
Claim(s) >£1 million

Service/
business

Loss/interruption
of >1 hour

Loss/interruption of
>8 hours

Loss/interruption of
>1 day

CCG CO14 Risk Management Policy

Loss/interruption of
>1 week

Permanent loss of
service or facility
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Table 1:
Impact
scores
interruption/
Environmental
impact

Consequence score (severity levels) and examples of descriptors

Minimal or no
impact on the
environment

Minor impact on
environment

Moderate impact on
environment

Major impact on
environment

Catastrophic impact
on environment

Step 2 Determine the likelihood
Now determine what is the likelihood of the impact occurring?
The frequency-based score is appropriate in most circumstances and is easier to identify. It
should be used whenever it is possible to identify a frequency. The frequency-based score
will either be classed as rare, unlikely, possible, likely or almost certain.
Table 2 Likelihood score (L)
Likelihood score

1

2

3

4

5

Descriptor

Rare

Unlikely

Possible

Likely

Almost certain

Frequency
How often might
it/does it happen

This will probably
never happen/recur

Do not expect it to
happen/recur but it
is possible it may do
so

Might happen or
recur occasionally

Will probably
happen/recur but it
is not a persisting
issue

Will undoubtedly
happen/recur
possibly frequently

Step 3 Assigning a Risk Rating
Now apply the consequence and likelihood ratings to give you a risk rating for each of the
risks you have identified. Calculate the risk score by risk multiplying the consequence by the
likelihood: C (consequence) x L (likelihood) = R (risk score)
Table 3 Risk scoring = impact x likelihood ( I x L )
Impact score
Likelihood

1

2

3

4

5

Negligible

Minor

Moderate

Major

Catastrophic

5 Almost Certain

5

10

15

20

25

4 Likely

4

8

12

16

20

3 Possible

3

6

9

12

15

2 Unlikely

2

4

6

8

10

1 Rare

1

2

3

4

5

For grading risk, the scores obtained from the risk matrix are assigned grades as follows

1-3
4-6
8 - 12
15 - 25

Low risk
Medium risk
High risk
Extreme risk

Step 4 Determine Risk Target
CCG CO14 Risk Management Policy
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Determine the target risk score by reference to the CCG’s risk appetite.
Step 5 Assessing the effectiveness of the control(s)
For each of the risks (and especially high risks) identify the controls that are in place. For
example, in an operational setting and where an incident may have occurred the controls
may take the form of a policy, guideline, procedure or process, etc. For risks that have been
identified as preventing achievement of organisational objectives then the control is likely to
be a management action plan.
Review the control(s) for each of the risks and apply the following criteria;
Satisfactory:

Controls are strong and operating properly, providing a reasonable
level of assurance that objectives are being delivered.

Some Weaknesses:

Some control weaknesses/inefficiencies have been identified.
Although these are not considered to present a serious risk
exposure, improvements are required to provide reasonable
assurance that objectives will be delivered.

Weak:

Controls do not meet any acceptable standard, as many
weaknesses/inefficiencies exist. Controls do not provide reasonable
assurance that objectives will be achieved.

Step 6 Determining the residual risk
Reassess the risk using steps one to 3 taking into account the robustness of the controls.
Step 7 Developing an action plan
Once the residual risk is known then a detailed action plan of improved controls should be
developed. This plan should include a description of risk, actions to be taken, responsible
person and appropriate timescales.
Step 8 Risk Prioritisation and Action
Where risks have been identified and scored, more likely as a consequence of an incident,
then the following management / escalation arrangements should be used.
3. Risk Management
Extreme
High
Medium
Low

Proactive review by Governing Body and active management by Executive
Team
Proactive review and management by Executive Team and oversight by
Governing Body
Proactive review and management by the Directorate/ senior teams
Ongoing review and management at operational level

4. Assurance Flows
All risks are grouped on the Risk Assurance Framework (RAF) by corporate objective.

CCG CO14 Risk Management Policy
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On a bi monthly basis (or the next available committee where a bi monthly review is out of
cycle) each nominated committee of the Governing Body reviews the risks relevant to their
assigned corporate objective, as follows:
Quality and Safety Committee
Clinical Executive
Finance Committee

Corporate objective 1 (16/17) – see below
Corporate objectives 3 and 4 (16/17) – see below
Corporate objective 2 (16/17) – see below

The Audit Committee will receive the full Corporate Risk Register for review every other
cycle (i.e. 3 times yearly) and to enable it to provide assurance to the Governing Body.
The RAF is reported to the Governing Body a minimum 3 times each year to provide
assurance to them that risks are being managed effectively. The Governing Body will have a
particular focus on extreme and high risks.
Corporate Objectives 16/17
1. Commission high quality care for patients, that is safe, value for money and in line
with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the achievement of the CCG’s
statutory financial duties and future sustainability
3. Work collaboratively with partners and stakeholders to develop health and social care
fit for the future in North Tyneside
4. Continue to develop North Tyneside CCG as a patient focused, clinically led
commissioning organisation with a continuous learning culture

CCG CO14 Risk Management Policy
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OFFICIAL

Report to: Governing Body
Date: 27September 2016

Agenda item: 13.2b

Title of report: Risk Appetite
Author: Irene Walker, Head of Governance
Purpose of the report and action required:
The risk appetite statement has been updated and is recommended to Governing
Body for approval by Quality and Safety Committee (6 September 2016) and has
been reviewed and agreed with Audit Committee on 16 September 2016.
Governing Body is asked to agree the Risk Appetite Statement for the CCG.
Executive summary:
The Governing Body has responsibility for considering and setting the risk appetite for the
organisation, as set out in the CCG risk management policy. Risk appetite is ‘the amount of
risk that an organisation is prepared to accept, tolerate or be exposed to at any point in time.’
The Governing Body last considered risk appetite at a governing body development session
in May 2015 assessing its risk appetite as ‘moderate’ (cautious).
The CCG’s risk appetite has been reassessed by (8/9) Governing Body members in August
2016, in accordance with the risk policy. It assessed the CCG’s overall risk appetite as
‘open’ with a score of 3.4/5.

NHS North Tyneside Clinical Commissioning Group
Risk Appetite statement – August 2016
NHS North Tyneside Clinical Commissioning Group Governing Body has assessed
the risk appetite of the CCG as ‘open’, notwithstanding that in certain areas there is
no appetite to tolerate unmitigated risks.
The CCG may take considered risks where the long term benefits outweigh any
short-term loss. The CCG supports well managed risk taking where there are skills,
ability and knowledge in place to support innovation and maximise opportunities to
further improve services. The CCG Governing Body is committed to keeping the
CCG risk appetite under review.
The CCG has limited appetite for risk in safeguarding, patient safety, data protection,
fraud and regulatory breaches.

I:\CCGs\NT\Corporate\Governing Body and committees\Governing Body\2016-17\06 - September\Public\Agenda, Reports\13.2b Risk
Appetite.docx
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√
√
√
√

Consultation and engagement
Quality and Safety Committee and Audit Committee have been consulted on
the risk appetite statement and recommend it to Governing Body.

3.

Resource implications
N/A

4.

Risks
The risk of not identifying and managing risk effectively is failure to deliver
statutory requirements and the CCG’s corporate objectives.

5.

Equality assessment
Consideration of equalities issues is inherent as part of the CCG assessing its
risks.

6.

Environment and sustainability assessment
Consideration of environmental issues is inherent as part of the CCG assessing
its risks.
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Report to: Governing Body
Date: 27 September 2016

Agenda item: 13.2ci

Title of report: Risk Assurance Framework
Author: Irene Walker, Head of Governance
Purpose of the report and action required: Governing Body is asked to review and
receive the Risk Assurance Framework (RAF), with a particular focus on extreme and
high risks.
Executive summary: The Governing Body has overall responsibility for governance,
assurance and management of risk. The Governing Body has a duty to assure itself
that the organisation has properly identified the risks it faces and that it has controls
in place to mitigate those risks to a level consistent with the CCG’s risk appetite.
The Corporate Risk Register is reviewing by the responsible committees (i.e. Finance
Committee, Quality & Safety Committee and Clinical Executive Committee). Audit
Committee then receives the Corporate Risk Register for review to enable it to
provide assurance to Governing Body that risks are properly identified, assessed and
effectively managed.
The Corporate Risk Register underpins the Risk Assurance Framework. The RAF
presents the corporate risks aligned to the corporate objectives – see Appendix 1
Action
Governing Body is asked to review and receive the RAF with a particular focus
on extreme and high risks (see the heat map on page 2).

Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe, value for
money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and future
sustainability
3. Work collaboratively with partners and stakeholders to develop
health and social care fit for the future in North Tyneside
4. Continue to develop North Tyneside CCG as a patient focused,
clinically led commissioning organisation with a continuous
learning culture

Item links to
objectives √
√
√
√
√

I:\CCGs\NT\Corporate\Governing Body and committees\Governing Body\2016-17\06 - September\Public\Agenda, Reports\13.2ci
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2.

Consultation and engagement
The Risk Assurance Framework is presented bi monthly to Finance Committee,
Quality & Safety Committee, Clinical Executive Committee and 4 monthly to
Audit Committee for consideration ahead of submission to Governing Body

3.

Resource implications
The management of risk is continuous and may or may not require additional
resource.

4.

Risks
The risk of not identifying and managing risk effectively is failure to deliver
statutory requirements and the CCG’s corporate objectives.

5.

Equality assessment
Consideration of equalities issues is inherent as part of the CCG assessing its
risks.

6.

Environment and sustainability assessment
Consideration of environmental issues is inherent as part of the CCG assessing
its risks.

Heat Map
Impact score
Likelihood

1

2

3

4

5

Negligible

Minor

Moderate

Major

Catastrophic

5 Almost Certain

5

10

15

20

25

4 Likely

4

8

12

16

20

3 Possible

3

6

9

12

15

2 Unlikely

2

4

6

8

10

1 Rare

1

2

3

4

5

For grading risk, the scores obtained from the risk matrix are assigned grades as follows

1-3
4-6
8 - 12
15 - 25

Low risk
Medium risk
High risk
Extreme risk
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APPENDIX 1

NORTH TYNESIDE CCG RISK ASSURANCE FRAMEWORK:

1.7.16 to 31.8.16
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Corporate Objective 1: Commission high quality care for patients, that is safe, value for money and in line with the NHS Constitution

02/05/2013

21/05/2013

20/05/2013

75

544

189

1.1

1.2

1.3

Risk of failure to clearly
Chief Finance demonstrate compliance
Officer
with NHS Constitution
rights and pledges

Risk of adult or child
Lesley Young- safeguarding incident or
Murphy
other significant quality
failure incident

Risk of commissioning
Lesley Youngservices that are not of
Murphy
sufficiently high quality.

3

4

4

2

4

4

6

• CCG Constitution reflects NHS Constitution
• Regular Provider performance management meetings
• Monthly performance reporting to Clinical Executive, with corrective
actions identified and followed up
• Regular performance reports to Governing Body
• Annual report of year-end performance against NHS Constitution
targets
• Monthly performance reports to Commissioning, Performance and
Finance Committee, to align performance issues with contracting
discussion
• NHS constitution measures included in the penalty schedule within
provider contracts

16

• Adult Safeguarding Board and Local Children Safeguarding Boards
in place; CCG an active member
• Regular performance reports to the CCG from NHS Providers to
confirm and evidence that they have robust safeguarding
arrangements in place
• Expertise of designated health professionals - 2 named GPs
• Child and Adult Safeguarding Policies in place (revised November
2015); CCG staff up to date with Safeguarding training
• Governing Body provided with Prevent and Safeguarding training
• Serious Incident Management system in place, compliant with NHS
England framework
• Quality and Safety Committee receive regular reports on Serious
Incidents and safeguarding issues
• Governing Body receive regular reports on safeguarding issues

16

• Standard NHS Contracts in place with NHS Providers - joint contract
with local authority for domiciliary services & nursing homes
• Regular Provider performance management meetings
• CCG is an active member of the Quality Review Groups (QRG)
• Specific quality issues are actively performance managed (e.g.
ambulance handover delays) and reported to QRG and CCG Quality
and Safety Committee, escalated as appropriate
• Regular quality reports to Quality and Safety Committee and to
Governing Body
• Quality issues in Nursing Homes and other CHC care settings are
actively monitored and reported to Quality and Safety Committee
• CCG sign off annual FT Quality Accounts
• Working in partnership with Local Authority to monitor and improve
quality of care in Nursing Homes
• Working in partnership with Local Authority to monitor and improve
quality of services to people with learning disabilities, including
implementing the national programme of work on 'transforming
services'
• Structured approach to capturing and acting on soft intelligence
• Programme of announced and unannounced visits to all providers
arranged.

0

• CCG Constitution on CCG website, subject to regular review
• Notes of Provider performance management meetings
• Performance reporting to Clinical Executive and minutes of those meetings
• Performance reports to Governing Body and minutes of those meetings
• CCG Annual Report and Annual Public Meeting
• Internal Audit review of Performance Management NTC 1516/08 gave significant
assurance (Jan 16)
• Notes of Commissioning, Performance and Finance Meetings
• Penalty schedule - monthly

0

• Minutes of Adult & children Safeguarding Board; Minutes of LSCB
• Designated Professionals Job Descriptions and work plans
• Policies in place, on the CCG website and reviewed as appropriate
• CCG annual report and Governing Body records
• SI policy documents and notes of SI closedown panels
• Verbal report to Governing Body
• Monthly report to Quality and Safety Committee.
• Internal Audit review of Safeguarding resulted in significant assurance with no
issues of note (2013/14) NTC 3804.
• CCG has been rated as fully compliant with all KLOE/Standards set out in the
NHS benchmarking/assurance tool 06/04/2016

0

• Contract documentation - 2016/17 contracts are currently in the process of being
signed, and include quality standards
• Notes of contract monitoring meetings
• notes of Quality Review Groups, received by Quality and Safety Committee
• quality and performance reports to Quality and Safety Committee
• Minutes of Quality and Safety Committee and Governing Body
• FT Quality Accounts are published and include CCG comments
• Quality of care in Nursing Homes subject of regular reports to Quality and Safety
Committee
• Quality of care for people with learning disabilities subject of regular reports to
• Internal Audit
• All information
Quality and Safety Committee, Clinical Executive and Governing Body, including
undertaking S.I. audit requested sent to
progress on 'transforming services'
(August 2016)
Internal Audit
• Systematic approach to capturing soft intelligence includes the patient forum
(minute and reported to Governing Body), SIRMS (information collated and reported
to Q&S committee), Practice nurse forum (notes), feedback from complaints and
MP letters (reported to Q&S committee)
• Internal Audit review re Quality Monitoring NTC4812 gave significant assurance
with one issue of note (2014/15)
• Internal Audit review re Quality Improvement NTC 1516/13 gave significant
assurance (March 16)
• CQC inspection reports.
• Serious Incident (SI) review panels.
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0

0

• Internal Audit of
Safeguarding
• Report awaited from
Children and Adults
Internal audit (August
is currently
2016)
underway.
29/06/2016

3

1

3

31/10/2016

3

4

2

8

31/10/2016

8

4

2

8

31/10/2016

8
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• Transition plans in place
• Model previously signed off by CCG, NHCFT and LA
• Part of older people's board
• Operational team

e
nc

16

• NHS England has issued a SOP to all practices
• Minutes of Primary Care Committee

a
ur

12

• CCG employs professional staff with knowledge of DoL regulations
and developing DoL case law
• CCG staff aware of patient group who are the responsibility of the
CCG who may require a DoL assessment
• Process for checking which patients have had or who need a DoL
assessment and who have or who need a court of protection order
(including Orders that have expired or are about to expire)
• Detailed plans being put in place to ensure relevant court
applications are made
• The financial impact on the CCG (e.g. the cost of the Court
application and associated legal fees) is being calculated
• Staff attended MCA/DoLs seminar on 24/5/16 at Ward Hadaway to
clarify CCG responsibilities
• CCG staff have requested a list of CHC patients living at home from
NECs - now received (updated 6/7/16)
• Partners who require DoLS identified at panel from 6.7.16

16

s
As

16

• NTCCG is an active member of the formal control of infection
partnership, covering Gateshead and North of the Tyne
• HCAI is a standard agenda item for Quality Review Groups
• Robust arrangements evidenced in FTs including FT Infection
Protection and Prevention Control meetings and HCAI Action Plans
• CCG has received and reviewed FT HCAI action plans; HCAI is
included in provider contract monitoring meetings
• CCG HCAI action plan in place, approved by Quality and Safety
Committee, refreshed as required
• HCAI regularly reported to CCG Quality and Safety Committee,
escalated to Governing Body as required
• HCAI included in quality and performance reports to Clinical
Executive and Governing Body
• NECS producing weekly update reports
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1.8

Intermediate Care - level
of system resilience,
Lesley Young- delayed discharges, and
Murphy
not realising their
potential for
rehabilitation.

4

4

s
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1.7

Delay in Primary Care
Support England
Services:
Lesley Young- - Primary care records
Murphy
delayed transfer
- Delay in receiving
medical supplies
NEW

3

4

l
ai

Risk of inadequate
implementation of
'Deprivation of Liberty'
Lesley Young(DoL) criteria leading to
Murphy
the required Court
Orders not being in
place as required

4

4
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Risk of inadequate
procedures for Health
Care Acquired Infection
Lesley Young- (HCAI) resulting in a
Murphy
patients contracting an
avoidable infection
which could prove fatal
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16/11/2015

Risk of unexpected and
unacceptable decline in
Lesley Youngquality of services due
Murphy
to focus on Financial
Recovery Plan

• Quality and Safety Committee has a robust programme of work to
maintain a focus on quality of services
• Q&S committee provide regular reports to the Governing Body,
providing assurance on quality matters
• CCG is an active participant in Quality Review Groups, Safeguarding
Boards and other formal and informal quality fora, continuing to give
this work a high priority
• Director of Nursing and Transformation and Medical Director have a
continuing commitment to maintaining and where possible improving
quality of services
• In the FRP, QIPP schemes are subject to a Quality Impact
Assessment, with an escalation process in place where concerns are
raised about quality issues
• Completion of a Quality Impact Assessment (QIA) for every QIPP
Project.

0

• Q&S cycle of business, agenda, papers and minutes of Q&S meetings
• Q&S written and verbal reports to Governing Body meetings
• Minutes of QRGs, Safeguarding Boards, CHC panels, Health Care Acquired
Infection committee, Medicines Optimisation committee
• Role descriptions in CCG Constitution and Job Descriptions for Director of Nursing
and Transformation and Medical Director
• Completed Quality Impact Assessments for QIPP schemes and follow up actions
• Internal Audit of Quality Improvement (NTC 1516/13) gave significant assurance.
(March 16)
• QIAs to be reviewed and agreed by tow of following; Head of Quality and Patient
Safety, Executive Director of Nursing and Transformation, Medical Director.

0

0

4

2

8

31/10/2016

8

0

• agenda and notes of the control of infection partnership
• agenda and notes of Quality Review Groups
• CCG records of FT Infection Protection and Prevention Control meetings and
HCAI Action Plans
• agenda and notes of CCG Quality and Safety Committee and Governing Body
• Quality and performance reports to Clinical Executive and Governing Body
• Internal Audit review re Quality Monitoring NTC4809 provided Significant
Assurance with one issue of note. Actions complete.
• Performance remains within trajectory.

0

0

4

3

12

31/10/2016

12

• Safeguarding Teams have briefed the Head of Patient Safety and the Executive
Nurse
• Reports to Safeguarding Committee and to Quality and Safety Committee
• Local action plans
• Process for identifying need for DoLs assessor, job description, recruitment and
selection process
• DoL Assessments included in new CHC specification with Local Authority

0

Prioritisation of
assessments in
progress based on
individual's capacity

3

3

9

31/10/2016

9

4

4

16

31/10/2016

3

4

4

16

31/10/2016

9

The actions outlined
in the controls are
not yet complete.
The scale of the
work (numbers of
patients) has yet to
be finalised.
List of patients
living at home
requested from
NECs but response
not yet received
(update as 2/6/16).

0

0
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•Updates from NHS England
•Reduction in negative reports from GPs

• Operational meeting minutes

Process is not
working as
anticipated following
delays

• Signed off system
and clinical
operational model
• System risk
registers

Ongoing dialogue
with NHS England
and practices

• Operational
meeting scheduled
for September 2016
• Partners reviewing
risk register &
identifying
mitigations - tbc at
September 2016
meeting
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04/08/2016

• Regular director level meetings with NHCFT and NEAS
• Action plans developed and implemented
• ECIST (national expert team for urgent care) appointed to review
NSECH process and recommend improvements
• CCG working collaboratively with Northumberland CCG to reduce
walk in activity at NSECH to increase capacity for ambulance
conveyed patients.

0

• Daily updates on delays and diverts from NESCH
• Daily updates fed up to director level meetings and NHSE
• Regular reports to Quality & Safety Committee

0

• Escalated to
Emergency Care
Improvement
Programme (ECIP)
for additional
support
• CCG considering
financial options to
reduce discretionary
attendance at
NESECH

4

4

16

31/10/2016

3

4

5

20

31/10/2016

12

4

4

16

31/10/2016

12

Corporate Objective 2: Deliver the Financial Recovery Plan, leading to the achievement of the CCG's statutory financial duties and future sustainability.

30/11/2015

02/12/2015

545

546

2.1

2.2

Risk of activity
increasing over
Chief Finance contracted or formally
Officer
planned levels, bringing
additional, unplanned
financial pressures

John Wicks

Work required to
determine QIPP
schemes to support
FRP 16/17 is delayed,
inadequate or not fully
implemented resulting in
an inadequate or
unrealistic plan and
savings targets not
being achieved.

4

4

5

4

20

• Contract management meetings with variances against planned
contract activity scrutinised forecast out turn summaries updated
• Finance Committee to oversee investigation into priority areas,
supported by QIPP Programme Assurance Committee (QPAC)
• Detailed finance and contract report and quality and performance
report presented to Clinical Executive, Finance Committee and
Governing Body to enable triangulation of information
• Medicines Optimisation Services purchased from NECS - Medicines
Optimisation Committee in place
• Robust CHC assessment processes in place, benchmarked against
other CCGs nationally, robust CHC decision making processes and
budget forecasts
• High cost CHC packages remain under close scrutiny
• CHC Policy approved by Clinical Executive February 2015, to set out
CCG's role in commissioning CHC
• BCF s75 partnership agreement signed
• Metrics and KPIs agreed for each scheme in the BCF
• BCF Board in place to oversee monitoring against plan and initiate
corrective action if required
• Referral Management System in place (X specialties)
• Discussions with NHCFT regarding risk mitigation of specific activity
increases in Accident and Emergency

16

•Appointment of COO March 2016 with specific objective to deliver the
QIPP scheme
• Clinical and non-clinical workshops to review the 16/17 QIPP
opportunities have taken place.
• 23 February 2016 'RightCare' schemes added to QIPP list.
•QIPP Projects developed with support of Business Intelligence and
Finance to test the robustness of assumptions made.
• Submission of Final FRP 16/17 to NHSE 24/3/16.
•PMO assurance of QIPP projects
•PMO fortnightly monitoring, reporting and escalation of QIPP
progress
•QPAC receives QIPP monitoring reports and directs remedial actions
(where appropriate)
•Finance Committee receives regular reports of QIPP and challenges
underperformance
• NHCFT contract
•Each QIPP project has a project plan, savings target, KPIs, Quality
not yet signed
and Equality Impact Assessments
•Fortnightly monitoring of CCG FRP implementation by NHS England
Area Team
•Revised Integrated finance, performance and quality reporting tool
developed (IFRR), as management of acute activity is key to financial
recovery
•Monthly contract management meetings
• Contracts with Acute Trusts include QIPP within value.
•Systemwide STP (Sustainable Transformation Plan) being developed
that includes N CCG, NT CCG and NHCFT to identify joint QIPP
programme - 5 year plan.
• NTW contract signed.
• NUTH contract agreed
• £risks and mitigations being tracked on an ongoing basis to inform

0
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• Notes of contract management meetings and 14 Day reviews and actions arising
from those
• Minutes of Finance Committee and QIPP Programme Assurance Committee
(QPAC), including deep dives
• Finance and contract reports and quality and performance reports to Clinical
Executive, Finance Committee and Governing Body with exceptions highlighted and
actions reported
• Minutes of Medicines Optimisation Committee, medicine optimisation SLA with
NECS and medicine optimisation QIPP schemes
• CHC assessment processes and reports to Clinical Executive and Finance
Committee
• CHC Policy
• BCF s75 agreement; signing reported to Governing Body
• BCF Board ToR and meeting papers
• Review by Internal Audit NTC4807 Medicines Management provided limited
assurance (2014/15)
• Review by Internal Audit NTC4811 Monitoring of Performance against contract provided limited assurance (2014/15)
• Internal Audit report of BCF, NTC 4810 (2014/15) and Internal Audit Report NTC
1516/06 both gave significant assurance with no issues of note
• Review by Internal Audit NTC 1516/03 QIPP Assurance gave significant
assurance with no issues of note (December 2015)
• Review by Internal Audit NTC 1516/08 Performance Management and Board
reporting gave significant assurance with no issues of note (January 2016)
• Reduction in elective activity.
• Contractual agreement with NHCFT.

• QIPP list rationalised and agreed by Clinical Executive 13/01/2016.
• QIPP plan monitored by the QIPP Programme Assurance Committee; QPAC
formally reports to Clinical Executive and provides updates to the Finance
Committee.
• Signed contract with NUTH
• Refreshed QIPP agreed at Clinical Executive 27/04/16

0

• Activity
management
schemes will be
developed but
unlikely to address
the full problem
• Reflect activity
better in future plans

Ongoing identification
of new QIPP
• Arbitration 2/9/16
schemes by director
team and staff
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• Financial expenditure controls
• QIPP schemes (including block contracts)
• Revised FRP and revised deficit control total
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• SLA with Local Authority
• Daily transition calls
• CHC Policy in place
•Head of Quality and Patient Safety on CHC Panel.
•Robust governance process.
• Gainshare arrangement in place to assist in achievement of financial
target.
• NECS Transition Plan
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Risk that the transfer of
the CHC financial
assurance process to
Lesley Youngthe Local Authority
Murphy
results in a breach of
targets.
NEW
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04/04/2016

Risk that the lack of a
long term QIPP plan for
the CCG will result in
subsequent
unsustainable growth in
expenditure in North
Tyneside.

•Systemwide STP (Sustainable Transformation Plan) being developed
that includes N CCG, NT CCG and NHCFT to identify joint QIPP
programme.
•External consultant secured to support development of STP to
ensure capacity to deliver.
•Northumberland Tyne and Wear STP first draft is complete, it
describes how the 3 gaps (financial, quality and health inequalities)
will be bridged.
• RightCare plan has been mobilised across the Northumberland,
North Tyneside footprint.

0

• Fortnightly meeting with NHS England Area Team to scrutinise and validate
credibility of QIPP across NCCG and NTCCG.
• 2017/18 QIPP - will have £2.9m recurrent from 16/17 and the ongoing impact of
15/16 schemes in 16/17.

0

• Contract monitoring meetings
• Regular reports to Quality & Safety Committee
• Monthly finance reports re trajectory
• Monthly CHC performance monitoring meeting

0

• Reports to Finance Committee and Clinical Executive Committee
• QPAC Tracker

• Further work on
STP to determine
how plan will be
delivered.
• Early planning of
17/18 QIPP to set
targets e.g. for Right
Care, Urgent Care,
MSK2

4

3

12

31/10/2016

3

CCG to hold NECS
to account for the
delivery against plan

4

2

8

31/10/2016

8

0

0

4

3

12

31/10/2016

12

0

• North Tyneside Health and Wellbeing Board and Overview and Scrutiny
Committee meeting papers and minutes
• Minutes and papers of committees of the Health and Wellbeing Board, Integration
Board, Turnaround Board, Urgent Care Board, Primary Care Commissioning
Committee and meetings with MPs
• Communications and engagement strategy
• Communications and engagement plan for key pieces of work including for
example, FRP, commissioning plan, urgent care
• Reports to CCG Governing Body on plans to consult and outcome of consultation,
including, for example, maternity services and urgent care
• Formal agreement with the Community Health Care Forum
• Internal Audit review of Strategic Planning NTC 1516/02 provided significant
assurance with no issues of note (2015/16)
• Internal Audit review of Partnership Governance NTC 1516/04 provided significant
assurance with issues of note (2015/16)
• Sustainable Transformation Plan (STP) under development.
• Operational Plan 16/17 signed off by Clinical Executive, Governing Body and
Council of Practices, available on CCG website.

0

0

3

2

6

31/10/2016

6

0

• Commissioning Plans developed and published
• Regular integrated quality and performance reports to Clinical Executive and
Governing Body; minutes of those meetings and results of 'deep dives'
• Notes of Quarterly Performance Reviews with the NHS England Area Team
• Public Health work plan
• CCG Annual Report against CCG health outcomes data set
• Review by Internal Audit of Performance Management (NTC 1516/08) gave
significant assurance with no issues of note (Jan 16).

0

0

4

2

8

31/10/2016

8

0

Outstanding legacy
issues with NECS

Corporate Objective 3: Work collaboratively with partners and stakeholders to develop health and social care fit for the future in North Tyneside.

20/05/2013

07/05/2013

193

138

3.1

3.2

John Wicks

Risk of failure to engage
with partners and
stakeholders in line with
CCG statutory duties,
resulting in misalignment
of plans across the
health economy

Risk of the work of the
CCG and its partners
Chief Operating
not improving the health
Officer
of the population in line
with statutory duties

3

4

4

3

12

• CCG an active partner in the North Tyneside Health and Wellbeing
Board
• CCG attends the Overview and Scrutiny Committee, as required, to
present and discuss the work of the CCG
• CCG has regular formal and informal meetings with North Tyneside
Council, local NHS Foundation Trusts, HealthWatch, local MPs
• Stakeholder engagement plan in place, as part of communications
and engagement strategy, with specific targeted plans for identified
initiatives
• CCG complies with formal duty to consult
• CCG actively engages with stakeholders, public and patients,
including commissioning the Community Health Care Forum to
facilitate the patient forum
• There are regular communication channels between CCG and
Voluntary Sector.
• Process designed for the development of Commissioning Intentions.
• Operational Plan 16/17 complete and available of CCG website.
• ACO vehicle for closer working & understanding.

12

• Commissioning Plans informed by JSNA to ensure focus on health
needs and health improvement
• Regular reports to Clinical Executive and Governing Body on
progress against health outcomes data set
• Regular Performance Reviews with the NHS England Area Team
• Joint working with CCG and Local Authority Public Health
department, including Consultant Public Health (Medical) working
within the CCG 2 days per week
• Progress on health improvement reported year-on-year in CCG
Annual Report
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Risk of CHC Restitution
processes failing to
Lesley Young- meet national standards,
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Risk of CCG joint
working arrangements
with the Local Authority
failing to be effective
Lesley Youngand transparent,
Murphy
resulting in less than
optimum use of public
funds
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13/08/2014

Risk of inadequate
operational resilience, or
organisational capacity
and infrastructure,
leading to a failure to
respond to local
healthcare needs

16

• Robust organisation processes in place, including suitably qualified
and trained staff, a range of policies and procedures, clear work plans,
agreed HR processes and agreed IG processes
• CCG Constitution in place, with Scheme of Delegation and clear
governance structures
• Service Level Agreement with Commissioning Support Unit in place
• CCG capacity to deliver FRP and maintain all other essential
business reviewed and staff team strengthened and adjusted
• CCG Major Incident & Business Continuity Management Plan in
place
• CCG complies with Emergency Planning, Resilience and Response
(EPRR) requirements under Civil Contingencies Act
• Urgent Care Working Group/System Resilience Group in place to
monitor capacity and direct investment as required.
• Membership of Urgent Care Group includes all relevant
Commissioners and Providers
• Winter plans in place
• Clinical Executive reviews capacity plans as necessary; plans also
subject to review by partners and by NHS England
• System to monitor capacity and pressure in place.
• Daily teleconference between Commissioners, Acute Providers and
NEAS to manage pressures over winter period

16

• Formal arrangements documented in relevant legal agreements,
including s75 and s256 agreements
• Formal joint working relationships documented and reported
Including Health and Wellbeing Board, integration Board and Better
Care Fund Partnership Board
• Integration Board and supporting committees fully supported by all
partners, including through the role of joint appointments
• Partnership governance policy in place - refreshed and approved by
Clinical Executive 25 February 2015.
• Informal working relationships accorded a high priority by both
partners, with regular dialogue
• BCF 16/17 reviewed by Clinical Executive April 16.

15

• CHC restitution team and processes reviewed in line with 2015
'Previously Unassessed Periods of Care' (PUPoC) guidance
• Action plan in place to close gap between current and required
monthly trajectory to ensure national timetable met
• Plans made to transfer responsibility for CHC restitution back to
neighbouring CCGs to enable NTCCG to concentrate on own cases
• CHC Restitution allocation tracker and progress monitoring process
in place to report on progress and to track this against national
timetable requirements
• Benchmarking against national figures from other CCGs
• CHC restitution costs calculated and accounted for in CCG financial
plans
• National risk share in place to manage the financial impact of
restitution claims
• Agreed process in place to deal effectively with complaints that may
arise from CHC restitution cases

12

• TCI review of consultation process
• Recommended competitive tender
• Recommend legal advice prior to any decision to vary contracts /
single tender action
• Executive
• Recommend external clinical involvement in procurement process
approval of
• Provider engagement in service specification
recommendations
• COO providing exec-level input into development of business case.
• Process in place to secure business case assurance by Clinical
Senate and NHS England within planned timescales for final business
case approval.

0

• Clear staff reporting arrangements; job descriptions, appraisal processes,
objectives and work plans, Staff statutory and mandatory training up to date,
monitoring arrangements for the SLA with NECS including HR and IG
• CCG Constitution is current and on CCG website; committee ToR regularly
reviewed and reported in Annual Governance Statement
• CSU service user reports received by Audit Committee and referenced in the CCG
Annual Report
• IG toolkit level 2 attained in 2013/14, 2014/15 and 15/16 reported to Q&S
committee.
• Internal Audit review NTC3816 Emergency Planning and NTC3817 Business
Continuity Plans gave significant assurance
• 2015/16 EPRR self assessment completed
• Urgent Care Working Group/System Resilience Group meeting papers and
minutes
• Clinical Executive papers and minutes
• Comments of partners and NHS England on draft and final plans
• Winter plans including documented system to monitor capacity and pressure
• Notes of Daily teleconference over the winter period
• Draft Head of Internal Audit Opinion for 2015/16 gave significant assurance.

0

Report results of
EPRR self
assessment to
Governing Body on
27/9/16 (full
compliance)

4

2

8

31/10/2016

8

0

• Better Care Fund s75 signed June 2015
• Health and Wellbeing Board, integration Board and Better Care Fund Partnership
Board Terms of Reference and minutes
• Audit of Partnership Governance (ref NTC 1516/04) gave 'significant assurance'
with two issues of note. Actions of note have been addressed.
• Audit of Better Care Fund (BCF) (ref NTC 1516/06) gave significant assurance
with two issues of note. The two issues have been addressed and have been
reported to the Audit Committee
• Regular updates to the Clinical Executive and Quality and Safety Committee
include reference to informal working and regular dialogue with LA

0

0

4

2

8

31/10/2016

8

0

• Report to Q&S committee, Clinical Executive and Governing Body on
requirements of 2015 'Previously Unassessed Periods of Care' (PuPoC) guidance
and CCG action taken
• PuPoC Action plan
• Report to Q&S committee, Clinical Executive regarding transfer CHC restitution
work back to neighbouring CCGs to enable NTCCG to concentrate on own cases transfer complete
• CHC Restitution progress reports to Clinical Executive, including benchmarking,
included in quarterly CHC report
• Monthly reports from Restitution team to Finance Committee
• CHC restitution budget and continuing national risk share
• Monthly returns to Area Team

0

• Continue with
controls to achieve
target risk score of 4
by due date

3

4

12

31/10/2016

4

• TCI audits completed. Confirmation of working towards best practice
• NECS procurement lead sitting on project board
• Project plan includes sufficient time to engage providers on development of
service specification
• Verbal assurance feedback from NHSE - full assurance anticipated

0

• Executive approval
of recommendations

3

3

9

31/10/2016

6
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Objective 4: Continue to develop North Tyneside CCG as a patient focused, clinically led commissioning organisation with a continuous learning culture.

16/11/2015

12/09/2014

16/11/2015

540

536

539

4.1

4.2

4.3

Risk that the CCG fails
to focus on the needs
Lesley Young- of patients and fails to
Murphy
commission the right,
cost effective services
to meet those needs

Risk of not being able to
implement New Models
of Care, with the
Lesley Youngconsequent risk of
Murphy
services not being fit to
meet the needs of the
ageing population

Chief Officer

Risk of insufficient
clinical input into the
work of the CCG if
clinical leaders and
member practices CCG
are not effectively
engaged

3

4

3

4

4

4

12

16

12

• Lay Member for Patient and Public Involvement in post
• Active Patient Forum, Chaired by Lay Member and facilitated by
CHCF, with programme of work and effective sub groups; Patient
Forum reports to Governing Body
• Communications and engagement services from NECS to support
the work of the CCG
• CCG planning predicated on Joint Strategic Needs Analysis, which
documents the health needs of North Tyneside CCG population
• Active public and patient engagement in planning, commissioning
and service review
• Clinical Leaders bring direct experience of patient contact to CCG
decision making
• Mechanisms in place for patients to contact the CCG formally and
informally
• North Tyneside Health and Wellbeing Board priorities inform CCG
plans
• Quality Review Groups in place, joint with other CCGs, to support
the delivery of high quality healthcare services
• Service planning and service redesign, including QIPP plans, based
on clinical evidence
• Referral Management System being implemented to support
adherence to good clinical practice.
• Communication and Engagement group within Patient Forum which
provides a direct link with Governing Body.
• CCG Patient Forum Comms & Engagement Group working with
Save the Children to engage with children and young people and their
parents to develop healthcare fit for the future.

• Key stakeholders engaged in the planning and delivery of New
Models of Care, including Foundation Trusts, LA, Healthwatch, Patient
Forum and LMC
• Council of Practices, as key clinical decision making CCG
committee, committed to this development and the clinical benefits its
will bring
• Clinical Blueprint clearly set out and articulated
• Programme of work to included phased implementation, to enable
continuous learning and improvement
• Expected benefits of New Models of Care clearly articulated and
implementation monitored against KPIs

• CCG Committee membership includes Clinicians - Council of
Practices
, Quality and Safety Committee, Clinical Executive, Audit Committee,
Finance Committee
• CCG Chair is a GP, supported by Medical Director (GP), 2 Clinical
Directors (GPs) and a range of Clinical Leads
• CCG Governing Body members include an experience executive
nurse and secondary care specialist doctor
• Practice Managers are members of Quality and Safety Committee
and the Clinical Executive
• CCG Constitution sets out matters reserved to Members, enacted
through a structured programme of meetings of the Council of
Practices
• Practice Nurse Forum facilitated by CCG Quality team
• Monthly newsletter to all practices highlighting commissioning issues
• Development of locality working actively supported by CCG
• Clinical Chair and Chief Officer programme of joint practice visits
• Practice facilitators in post, working into Practices to support local
implementation of FRP
• Changes to constitution and remit of Council of Practices and Clinical
Executive Committee, resulting in improved clinical insight

0

• Role of Lay Member for Patient and Public Involvement set out in CCG
Constitution and evidenced in her work in the CCG
• Patient Forum work programme, meeting notes and reports to CCG Governing
Body
• Communications and engagement strategy in place, supported by specific plans
for identified work streams
• CCG operational plan and Commissioning Plans prepared, approved by the
Council of Practices and published
• Value Based Commissioning Policy on CCG website; Medical Director identified
as CCG decision maker; reported at Clinical Executive
• Reports from public and patient engagement in major service reviews (e.g.
maternity services review, urgent care review)
• Committee reports and minutes show that Clinical Leaders - nurses and GPs are involved in all aspects of CCG decision making,
• CCG website shows a number of ways to contact the CCG including 'contact us' ,
complaints and compliments, opportunity to meet Governing Body members
informally prior to meetings
• Internal Audit review of Patient Experience NTC4805 provided significant
Assurance with no issues of note (2014/15)
• Minutes of Quality Review Groups and reports to Quality and Safety Committee
• Plans for service redesign, including QIPP plans, maternity services, urgent care,
include reference to available clinical evidence
• Advice of Clinical Senate sought on paediatric care pathway and on urgent care
plans
• Internal Audit review of Strategic Planning NTC 1516/02 provided significant
Assurance with no issues of note (2015/16)
• External assurance from Andy Mills, Consultation Institute on urgent care process
(at Governing Body 28.6.16)

0

• New Models of Care Project Board in place, inclusive of key stakeholders, reports
to North Tyneside Integration Board.
• Patient Forum involved in design of New Models of Care, informing its
development and enhancing understanding of and commitment to
• Council of Practices briefed and involved; this discussion minuted
• Clinical Blueprint facilitated by NHS IQ complete
• 4 localities signed up as pilot sites and Whitley Bay implementation work streams
in place
• New Models of Care programme part of QIPP work, with supporting documents in
place, including KPIs
• Project Plan and finances signed off by QPAC 27/06/2016.
• New Models of Care Project Board monitors performance.

0

• Governing Body and Committee Terms of Reference, meeting papers and minutes
• CCG Constitution and papers and minutes of the meetings of the Council of
Practices
• CCG annual report
• Practice Nurse Forum notes
• Monthly newsletters
• Locality Group meeting notes and reports to the Clinical Executive
• Clinical Chair and Chief Officer programme of joint practice visits, with follow up
actions
• Practice facilitators work programme and achievements
• Internal Audit review of Clinical Engagement NTC4806 provided Significant
Assurance with one issue of note (2014/15). Issue of note has been addressed.
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0

The outputs from
these controls will
support
achievement of the
target risk score:
• Quality Review
Groups in place,
joint with other
CCGs, to support
the delivery of high
quality healthcare
services
• Service planning
and service
redesign, including
QIPP plans, based
on clinical evidence

3

3

9

31/10/2016

3

• Service requires
agreement with key
partner regarding
Geriatrician sessions
delivery
• Lower than
anticipated referrals
for Whitley Bay

• Agreement with
key partner re
Geriatrician
sessions - Care
Plus
•Roll out to North
Shields to increase
referrals for pilot (in
current budget)

4

3

12

31/10/2016

6

0

0

3

3

9

31/10/2016

9
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• CCG Governing Body, Clinical Executive and other key committees
balance the imperative to deliver financial recovery alongside longer
term sustainable health and social care services
• ACO Programme Board established to formally engage key
stakeholders in CCG financial recovery and looking ahead to longer
term solutions
• CCG meetings with NHS England Area Team consider both
immediate issues, forecast end of year position and development of
medium term plans
• CCG programme of work focused on service transformation, with
QIPP projects contributing to enhanced quality as well as financial
recovery
• CCG continues to develop commissioning plans that extend beyond
2015/16
• Collaborative working underway to create a reviewed Intermediate
Care Model, sustainable within a reduced financial envelope.
• Intermediate Care Model signed off.

ls

16

• Standards of Business Conduct policy in place, with clear conflict of
Interest management arrangements in line with current guidance and
good practice
• Robust contracting and procurement process in place
• CCG has access to legal advice
• NHS England actively supporting the CCG to consider and develop
sustainable options for the future
• Robust consultation and engagement processes
• Proactive media relations to promote openness and transparency on
financial position and actions being taken
• ACO Programme Board work-stream on engagement and
consultation re ACO being established
• Council of Practices approved changes to constitution on 6/7/16.

tro
on
C

16

• Governing Body members maintain both an external and internal
focus, working with key stakeholders and partners
• CCG Directors and Senior Managers participate in region wide
groups and fora
• CCG Chairs and leads meetings, acting as system wide leader
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16/11/2015

Risk of the CCG lacking
capacity to provide
system wide leadership

• Minutes of Health and Wellbeing Board, CCG Accountable Officers and Chairs
meeting, Primary Care Commissioning Committee, Integration Board
• Terms of Reference, papers and minutes of Professional meetings e.g. health
• Lack of continuity care acquired infection partnership
due to interim posts • Terms of reference for Urgent Care working group, practice nurse forum, QRGs,
Medicines Optimisation
• NHS England CCG assurance process

0

0
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• Standards of Business Conduct policy, quarterly review of conflict of interest
declarations, over seen by Audit Committee
• Minutes of Clinical Executive where procurement decisions made and recorded
• Reference to legal advice in committee reports
• Governing Body Meetings held in public, with papers posted in advance of the
meeting
• Internal Audit reports on Governance in 2015/16 gave Significant Assurance
• CCG Annual Reports and Annual Governance Statements published for 2013/14
and 2014/15 and drafted for 2015/16
• Internal Audit report on Primary Care Co-Commissioning NTC 1516/05 gave
Significant Assurance (2015/16)
• Accountable Care Organisation (ACO) Memorandum of Understanding (MoU)
signed 31.03.16.
• Minutes and papers for ACO Programme Board and workstreams

• Agenda, papers and minutes of CCG Governing Body, Clinical Executive and
other key committees
• ToR and minutes of ACO Programme Board
• Notes and action plans from CCG weekly meetings with NHS England Area Team
• CCG work programme and QIPP project plans
• CCG commissioning plans
• Agreement of Intermediate Care Model though Clinical Executive and Older
People's Board

0

0

• CCG substantive
staff provide
continuity and
substantial system
leadership working
with interim staff

Await NHSE to
approve revised
constitution
(approved by
Council of Practices
6/7/16)

4

2

8

31/10/2016

6

3

3

9

31/10/2016

9

4

4

16

31/10/2016

12

Sscores to be
reviewed on
September register
following legal
directions

0

Outcome of
arbitration with
NHCFT will not be
known until 2/9/16.

Official

Report to: Governing Body
Date: 27 September 2016

Agenda item: 13.3

Title of report: Constitutional Review - Committees of the Governing Body
Sponsor: Janet Soo-Chung, Chief Officer
Author: Irene Walker, Head of Governance
Purpose of the report and action required:
On 6th July 2016, Council of Practices approved a revision to the CCG’s constitution.
This was submitted to NHS England (NHSE) on 1 September 2016 for authorisation
with a view to the new arrangements coming into force on 1st October 2016.
The governance structure is shown at Appendix 1.
The key changes to the governance arrangements are:
•

The Council of Practices will act as a forum for clinical engagement, and provide
an area for members to give input and insight into the development of ongoing
clinical transformation, new models of care and primary. It retains responsibility
for approving changes to the constitution and endorsing strategy.

•

The role of Clinical Executive is to make recommendations to the Governing
Body on issues of strategy, clinical need, clinical pathways, commissioning
intentions and procurements; it is responsible for providing day to day operational
management for the successful delivery of the objectives of the CCGs and has
the authority to make decisions of an operational nature.

•

The Governing Body will develop, implement and ensure delivery of the strategic
priorities of the Group, working with the Council of Practices, and the
accountable officer. The Governing Body has delegated authority for all decisions
of the CCG, except those explicitly reserved to the Council of Practices in the
scheme of delegation. It is accountable to the CCG for all decisions which it
makes and is held to account by the CCG through its representative committee,
the Council of Practices.

The Council of Practices is a committee of the CCG (the Group). For information, the
terms of reference (TOR) for the Council of Practices is shown at Appendix 2.
The Governing Body has seven committees (already in existence). The TORs for each
of these committees have been reviewed to ensure consistency with the revised
constitution and governance arrangements. These TORs are as follows:
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Appendix 3 – Primary Care Committee
Appendix 4 – Audit Committee
Appendix 5 – Remuneration Committee
Appendix 6 – Clinical Executive Committee
Appendix 7 – Quality & Safety Committee
Appendix 8 – Patient Forum Committee
Appendix 9 – Finance Committee
Governing Body is asked to approve the Terms of Reference of their Committees
(Appendices 3 to 9).
1.

Links to corporate objectives

2016/17 corporate objectives

Item links to
objectives √

1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties
and future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with
a continuous learning culture
2.

Consultation and engagement
The draft Terms of Reference of the committees of the Governing Body have been shared
with Governing Body members and updated as appropriate.

3.

Resource implications

Clinical input from localities will be required to support the revised governance
arrangements, particularly to support the Clinical Executive Committee. Options are
currently being explored on how to fulfil this requirement.
4.

Risks
A failure to set out clear Terms of Reference for the committees of the Governing Body could
lead to lack of clarity around governance and decision making resulting in inappropriate
decisions, inefficiency and uncertainty.

5.

Equality assessment
Not applicable – this report is about improving governance arrangements.

6.

Environment and sustainability assessment
Not applicable – this report is about improving governance arrangements.
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Appendix 1
North Tyneside CCG Governance Structure – September 2016

Council of Practices
(CCG Members)

Primary Care
Committee

(Joint Committee
with NHSE)

North Tyneside CCG Governing Body

Audit
Committee

Remuneration
Committee

Clinical
Executive
Committee

Quality &
Safety
Committee

Patient
Forum
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Finance
Committee

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 CCG
constitution and standing orders.
2. Principal Function
The Council of Practices comprises a clinical representative of each member
practice whose role is to represent their practice’s views and to act on its
behalf in its dealings between the practice and the Group.
The Council of Practices acts as a forum for clinical engagement, and
provides an area for members to give input and insight into the development
of ongoing clinical transformation, new models of care and primary care.
On behalf of the CCG, the Council of Practices will hold to account the
Governing Body through two way communication about the overall
performance of the Group.
3. Membership
The Council of Practices is chaired by the Clinical Chair, who is chair of the
Governing Body.
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. The Council of Practices may identify a Vice Chair. In the absence
of the chair, meetings will be chaired by the Vice Chair, if one has been
appointed or 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.
Members of the CCG Governing Body, 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 Local Authority 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 CCG;
To attend general meetings of the Council of Practices to represent their
practice’s views;
To endeavor to secure the effective participation of their practice in
exercising of the CCG’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
CCG objectives and to assist in the delivery of the CCG’s commissioning
plans;
To ensure that their practice shares lessons learned and adopts good
practice as agreed by the CCG;
To commit to work collaboratively within the CCG; and
To declare any conflicts of interests of the individual and of other
individuals within their GP Practice which may affect the integrity of the
CCG’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.
7. Extra-ordinary meeting
The CCG Governing Body 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
day’s 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 10 days before the meeting and not
less than 5 working days in advance of the meeting. Items for the agenda
should be notified to the chair 15 working days in advance of each meeting.
The setting of the agenda 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, 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, Scheme of Delegation. It is responsible for:
a) Determining the arrangements by which the members of the Group
approve those decisions that are reserved for the membership;
b) Consideration and approval of applications to the NHS Commissioning
Board on any matter concerning changes to the Group’s constitution,
including terms of reference for the Group’s governing body, its

c)
d)
e)
f)
g)

h)
i)
j)

committees, membership of committees, the overarching scheme of
reservation and delegated powers, arrangements for taking urgent
decisions, standing orders and prime financial policies;
Approving the Constitution;
Approving the Group’s overarching scheme of reservation and delegation;
Approving prime financial policies;
In approving Standing Orders, setting out who can execute a document by
signature / use of the seal;
Approving the arrangements for identifying practice members to represent
practices in matters concerning the work of the Group; and appointing
clinical leaders to represent the Group’s membership on the Group’s
governing body;
Approving the appointment of governing body members;
Endorsing the vision, values and overall strategic direction of the Group;
and
In approving the Constitution, approving actions in relation to the cocommissioning of primary care services in partnership with NHS England.

In addition, the Council of Practices:
•
•

Will be consulted upon any changes to commissioned services upon which
service users are being consulted in accordance with the statutory duty;
and
Is responsible for agreeing any proposals to merge, amalgamate or
federate with any other CCG which will be proposed to NHS England for
approval.

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 Governing Body. 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.
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 notified to the CCG Governing Body and thereby
become a matter of public record.

Date agreed: 23 September 2014
Date reviewed: 23 June 2014; agreed 30 July 2014
Date to be approved by Council of Practices: 21 September 2016
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North Tyneside Primary Care Committee
Terms of reference
1. Introduction
The North Tyneside primary care committee is a joint committee of NHS England
and NHS North Tyneside Clinical Commissioning Group formed with the primary
purpose of jointly commissioning primary medical services for the people of
North Tyneside.
2. Statutory Framework
The National Health Service Act 2006 (as amended) (“NHS Act”) provides, at
section 13Z, that NHS England’s functions may be exercised jointly with a CCG,
and that functions exercised jointly in accordance with that section may be
exercised by a joint committee of NHS England and the CCG. Section 13Z of
the NHS Act further provides that arrangements made under that section may be
on such terms and conditions as may be agreed between NHS England and the
CCG.
3. Role of the North Tyneside primary care committee
The role of the North Tyneside primary care committee shall be to carry out the
functions relating to the commissioning of primary medical services under
section 83 of the NHS Act (except those relating to individual GP performance
management, which have been reserved to NHS England) and such CCG
functions under sections 3 and 3A of the NHS Act as have been delegated to the
joint committee.
4. This includes the following activities:
•

General Medical Services (GMS), Personal Medical Services (PMS) and
Alternative Providers of Medical Services (APMS) contracts (including the
design of PMS and APMS contracts, monitoring of contracts, taking
contractual action such as issuing branch/remedial notices, and removing a
contract);

•

Newly designed enhanced services (“Local Enhanced Services” and “Directed
Enhanced Services”);

•

Design of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);

•

Primary Care needs assessments;
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•

Commissioning new GP practices in an area;

•

Planning new primary care estate;

•

Approving practice mergers; and

•

Making decisions on ‘discretionary’ payment (e.g. returner/retainer schemes).

5. In performing its role the North Tyneside primary care committee will exercise its
management of the functions in accordance with the agreement entered into
between NHS England and NHS North Tyneside CCG, as appended, which sit
alongside the delegation and terms of reference.
6. Geographical coverage
The North Tyneside primary care committee will comprise NHS England
(Cumbria and North East) and NHS North Tyneside CCG. It will undertake the
function of jointly commissioning primary medical services for North Tyneside.
7. Membership
The Committee shall consist of:
a) CCG Deputy Lay Chair (or a lay member nominated by him/her) (Chair of the
committee)
b) One other CCG Lay member (vice chair of the committee)
c) A Director from North Tyneside CCG or deputy
d) A Director from NHS England Cumbria and North East Area Team or deputy
e) A nominated GP (non-voting member)
To ensure effective management of actual or potential conflicts of interest, the
GP member will not have voting rights on the primary care commissioning
committee. These arrangements do not preclude GP participation in strategic
discussions on primary care issues, subject to appropriate management of
conflicts of interest. They apply to decision-making on procurement issues and
the deliberations leading up to the decision. .
Other CCG Governing Body members, GPs, officers, employees and practice
representatives may be invited to attend all or part of meetings of the committee
to provide advice or support particular discussion from time to time. Those
invited to attend will not be entitled to vote.
8. The CCG Director will be the lead officer for the committee.
9. A standing invitation will be made to specified partners in a non-voting capacity,
namely:
a) North Tyneside Health and Wellbeing Board and
b) Healthwatch North Tyneside
10. Meetings and Voting
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11. The Committee shall adopt the Standing Orders of NHS North Tyneside CCG
insofar as they relate to the:
a)
b)
c)
d)
e)

Notice of meetings;
Handling of meetings;
Agendas;
Circulation of papers; and
Conflicts of interest

12. Each member of the Committee (except the non-voting member) shall have one
vote. The Committee shall reach decisions by a simple majority of members
present, but with the Chair having a second and deciding vote, if necessary,
except where:
a) NHS England will have a casting vote for any functions within NHS
England’s statutory obligations.
b) CCG members will have a casting vote on any of the CCG’s statutory
functions that are included within the scope of the joint committee’s
responsibilities.
13. The quoracy for the committee is 3 members, including at least one member
from North Tyneside CCG and one member from NHS England
14. The committee will meet at regular intervals and not less than 4 times per year.
15. Meetings of the Committee:
a) Shall, subject to the application of 14(b), be held in public.
b) The Committee may resolve to exclude the public from a meeting that is
open to the public (whether during the whole or part of the proceedings)
whenever publicity would be prejudicial to the public interest by reason of
the confidential nature of the business to be transacted or for other special
reasons stated in the resolution and arising from the nature of that business
or of the proceedings or for any other reason permitted by the Public Bodies
(Admission to Meetings) Act 1960 as amended or succeeded from time to
time.
16. Members of the Committee have a collective responsibility for the operation of
the Committee. They will participate in discussion, review evidence and provide
objective expert input to the best of their knowledge and ability, and endeavour
to reach a collective view.
17. The Committee may call additional experts to attend meetings on an ad hoc
basis to inform discussions.
18. Members of the Committee shall respect confidentiality requirements as set out
in the CCG Standing Orders unless separate confidentiality requirements are
set out for the committee in which event these shall be observed.
19. The secretariat support will be provided as agreed by NHS England and the
CCG.
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20. The secretariat to the Committee will:
a) Present the minutes and action notes to Cumbria, Northumberland, Tyne
and Wear Area Team of NHS England and the governing body of NHS
North Tyneside CCG.
21. Decisions
22. The Committee will make decisions within the bounds of its remit.
23. The decisions of the Committee shall be binding on NHS England and NHS
North Tyneside CCG.
24. Decisions will be published by both NHS England and NHS North Tyneside
CCG
25. The secretariat will produce an executive summary report which will presented
to NHS England Cumbria and North East Area Team and the governing body of
NHS North Tyneside CCG each quarter for information.
26. Review of Terms of Reference
These terms of reference will be formally reviewed by NHS England Cumbria
and North East Area Team and NHS North Tyneside CCG in April of each year,
following the year in which the joint committee is created, and may be amended
by mutual agreement at any time to reflect changes in circumstances which
may arise.

Date approved by CCG Governing Body: 24 March 2015
Date revised and approved by CCG Governing Body 26 January 2016
Date to be approved by the Governing Body: 27 September 2016
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Audit Committee
Terms of Reference
1. Introduction
The audit committee of NHS North Tyneside Clinical Commissioning Group is
established as a committee of the CCG Governing Body, 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 Governing Body with an independent and
objective view of the CCG’s system of internal control, including financial systems,
business systems, performance information, financial information and compliance
with laws, regulations and directions governing the CCG.
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 governance 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 Council of Practices
The Chief Finance Officer will be the lead officer for the committee and will be
invited to attend all meetings. The Chief 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 External Auditor and Head of Internal Audit will normally attend the
committee. The counter fraud specialist will attend a minimum of two meetings a
year.
Any 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 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, as may officers of other
organisations (e.g. NHS Protect) as required.
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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
period of three years, when tenure will be reviewed.
4. Chair
The committee will be chaired by the Lay Member leading on audit and
governance 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.
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.
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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 CCG
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 Governing Body;
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 self-certification;
the policies and procedures for all work related to fraud and corruption as
set out in Secretary of State Directions and as required by NHS protect);
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•

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, Chief Officer and the
Governing Body. 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:
•
•

•
•

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 CCG 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.
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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. The Committee has delegated authority from the
Governing Body to approve the Group’s counter fraud and security
management arrangements.
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 Whistleblowing
The Committee shall review the effectiveness of the arrangements in place for
allowing staff to raise (in confidence) concerns about possible improprieties in
financial, clinical or safety matters and ensure that any such concerns are
investigated proportionately and independently.
9.8 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.
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 Governing
Body.
The Audit Committee shall review the Annual Report and Financial Statements
before submission to the Governing Body, focusing particularly on:
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•
•
•
•
•
•
•

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 and
qualitative aspects of financial reporting.

9.9 Auditor Panel
9.9.1 Regulations have been laid under the Local Audit and Accountability Act
2014 that require CCGs to ensure there is sufficient scrutiny and oversight
of the CCG’s relationship with its external auditors by having an auditor
panel chaired by an independent member, who is not part of the
management structure, such as a lay member of the governing body.
9.9.2 In order to meet these requirements the Audit Committee shall also
perform the role of the Auditor Panel for the CCG.
9.9.3 The Chair and members of the Audit Committee will also be the Chair and
members of the Auditor Panel.
9.9.4 The Auditor Panel shall:
• advise the CCG on the maintenance of an independent relationship
with external auditors;
• advise the CCG on the selection and appointment of external auditors;
• if asked advise the CCG on any proposal to enter into a limited liability
agreement.
9.9.5 To ensure the activities of the Auditor Panel are distinctive to the other
activities of the Audit Committee the Chair of the Auditor Panel shall
arrange separate Auditor Panel meetings as required, ensure minutes of
meetings are formally recorded and submitted to the Governing Body and
provide a separate annual report to the Governing Body of the panel’s
activities and decisions.
11. Reporting arrangements
The committee reports to the CCG Governing Body.
The committee will provide a report to the meeting of the CCG Governing Body
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 Governing Body.
Minutes of the committee will be received formally at the same meeting of the
Governing Body as the committee’s report.
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The Governing Body 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.
12. 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 Audit
Committee will undertake a self assessment reviewing its own performance,
membership, terms of reference and its effectiveness each December. Any
changes will be agreed with the Governing Body and then implemented from the
start of the following financial year.
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, Declarations of Interest which
incorporate the Nolan Principles and any standards set out by their respective
professional bodies.
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 Governing Body for
approval.
No changes to these Terms of Reference will be effective unless and until they
are agreed by the Governing Body.

Date agreed: 23 September 2014
Date revised: considered and agreed by Audit Committee, 13 November 2015
Date approved by Governing Body: 24 November 2015
Date revised: considered and agreed by Audit Committee, 15 July 2016
Date to be approved by Governing Body: 27 September 2016
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Remuneration Committee
Terms of Reference
1. Introduction
The Remuneration Committee (the committee) is established as a committee
of the Governing Body 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 Governing Body has conferred or delegated the
following functions, connected with the CCG Governing Body’s main function,
to its remuneration committee:
•

Approving severance payments of the Chief Officer, the Chief Finance
Officer and of other staff in line with Treasury guidance.

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.
The Chief 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, advisors 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 (i.e. the Chair of the meeting) will have a
second, and casting vote.
8. Remit and responsibilities of the committee
The committee will:

8.1 As set out in the Scheme of Delegation, make recommendations to the
Council of Practices or the CCG Governing Body on the following matters:
a) the arrangements for identifying practice members to represent
practices in matters concerning the work of the Group
b) the arrangements for appointing clinical leaders to represent the
Group’s membership on the Group’s governing body
c) the appointment of governing body members
d) the process for recruiting and removing non-elected members to the
governing body (subject to any regulatory requirements) and
succession planning
e) the arrangements for identifying the Group’s proposed accountable
officer
f) the arrangements for determining the terms and conditions,
remuneration and travelling or other allowances for governing body
members, including pensions and gratuities
g) the terms and conditions, remuneration and travelling or other
allowances for governing body members, including pensions and
gratuities
h) the terms and conditions of employment for all employees of the Group
including, pensions, remuneration, fees and travelling or other
allowances payable to employees and to other persons providing
services to the Group
i) any other terms and conditions of services for the Group’s employees
j) the terms and conditions of employment for all employees of the Group
k) the pensions, remuneration, fees and allowances payable to
employees and to other persons providing services to the Group
l) the disciplinary arrangements for employees, including the accountable
officer (where he/she is an employee or member of the clinical
commissioning Group) and for other persons working on behalf of the
Group
m) the arrangements for discharging the Group’s statutory duties as an
employer

8.2 In addition, the Committee has the following duties and functions:
a) to provide advice and make recommendation to the CCG Governing
Body on the appropriate remuneration and terms and conditions for the
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 Governing Body on
the appropriate remuneration for the role of Deputy Chair and the
remuneration and terms of appointment of any lay members and
secondary care specialist doctor;
c) to advise and make recommendation to the CCG Governing Body on
the appropriate remuneration for the role of Clinical Chair, Medical
Director, clinical directors, clinical leads, practice managers and practice
nurses who undertake sessional work for the CCG;
d) 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 Governing Body has the balance of skills and
expertise to discharge its duties and responsibilities, and ensure succession
planning for members of the Governing Body. Council of Practices approves
the appointment of Governing Body members.

9. Reporting arrangements
The committee reports to the CCG Governing Body. The committee will
provide a report to the next meeting of the Governing Body and the Governing
Body 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;
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.

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 Governing
Body for approval.
No changes to these Terms of Reference will be effective unless and until
they are agreed by the CCG Governing Body.

Date agreed: 23 September 2014
Reviewed July 2014: agreed by Governing Body 23 September 2014
Date to be approved by Governing Body: 27 September 2016

Clinical Executive
Terms of Reference
1. Introduction
The Clinical Executive is established as a committee of the CCG Governing Body
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 assists the Governing Body in its duties to promote a
comprehensive health service, reduce inequalities and promote innovation.
The Clinical Executive, which is accountable to the Governing Body, supports the
Governing Body to discharge all of its functions except those specifically reserved
to other committees of the Governing Body. It makes recommendations to the
Governing Body on issues of strategy, clinical need, clinical pathways,
commissioning intentions and procurements. It is responsible for providing day to
day operational management direction for the successful delivery of the
objectives of the CCGs and has the authority to make decisions of an operational
nature.

The Clinical Executive has a particular responsibility 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.
This includes a key role linking in with the Localities.
3. Membership
The membership of the committee will consist of:
•
•
•
•
•
•
•
•
•

Chief Officer
Chief Finance Officer
Clinical Chair of CCG
Medical Director
Clinical Director
Executive Director of Nursing and Transformation
Locality Directors (x4)
Nominated Practice Manager
Chief Operating Officer
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•

Head of Governance

Meetings will be chaired by the Chief Officer. In the absence of the Chief Officer
meetings will be chaired by the Medical Director.
The chair has the responsibility to ensure that the Committee obtains appropriate
advice in the exercise of its functions.
The Chair of the CCG, 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 representatives from the Commissioning Support service.
4. Secretarial support
The head of governance will ensure that secretarial support is provided to the
committee.
5. Frequency of meetings
Meetings of the clinical executive will usually meet at least 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 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
The Clinical Executive has the authority to make operational decisions which are
limited to the collective financial authorisation limits of the Clinical Executive
membership.
One third of members are needed for the meeting to be quorate, and:
• At least the Chief 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 (i.e. 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 Clinical Direction & Engagement
•
•
•
•

•
•

•

Preparing and recommending the strategy and annual commissioning plan
for the Governing Body to consider and approve;
Formulating and recommending service change and development arising
out of the strategy;
Preparing and recommending to the Governing Body the Organisational
Development Plan and enabling strategies including the Communications
and Engagement Strategy;
Developing CCG input to the Joint Health and Wellbeing Strategy and
contributing to the Joint Strategic Needs Assessment (JSNA), with a view
to reducing inequalities in health. Approval of the JSNA is reserved to
Governing Body;
Developing and maintaining effective working arrangements with the North
Tyneside CCG localities to support the commissioning and delivery of high
quality, safe, value for money and effective services;
Establishing links and working arrangements with other CCGs, Provider
Trusts, the Local Authority, other health care partners, the NHS England
Area and Regional Team 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 CCG
considers that this would improve the quality of services or reduce
inequalities; and
Ensuring that the views of patients and the public are properly reflected in
the development of clinical recommendations to Governing Body.

8.2 Operational Management
•
•
•
•
•
•

Delivering target outcomes and outputs set by the Secretary of State, NHS
England, NICE, CQC and other national/regional authorised bodies and
providing assurance to the Governing Body in this respect;
Ensuring the co-ordination and monitoring of the CCG’s clinical work
programme, in delivery of the CCG’s annual commissioning plan;
Managing the performance of the CCG against its financial and nonfinancial targets including QIPP, drawing on the work of the localities and
individual member practices;
Oversight and detailed scrutiny of implementation of disinvestment
programmes and QIPP delivery;
Leading the delivery of the CCG educational programme;
To receive a Medicines Management report at least annually;
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•

Preparing the CCG’s annual report for the audit committee to consider and
approve and recommend to the board;
• Approving the CCG’s operational procedures;
• Overseeing and managing the contract and annual work plan with the
CCG’s commissioning support services provider; and
Review risks, assurance and controls relevant to the Clinical Executive
Committee remit (and as aligned to corporate objectives).
9. Reporting arrangements
The Clinical Executive reports to the Governing Body. The CCG Governing Body
will receive assurance from the Clinical Executive on the delivery of its remit and
responsibilities.
10. Policy and best practice
The Clinical Executive will apply best practice in its operational 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 Governing Body for
approval.
No changes to these Terms of Reference will be effective unless and until they
are agreed by the Governing Body.

Date agreed: 30 April 2013
Date reviewed: 23 June 2014; agreed 23 July 2014
Date reviewed: 22 April 2015; noted by Governing Body 25 August 2015
Date to be approved by Governing Body: 27 September 2016
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Quality and Safety Committee
Terms of Reference
1.

Introduction
The Quality and Safety Committee (the committee) is established as a
committee of the CCG Governing Body, 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 Governing
Body 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 Governing Body, provide oversight
and scrutiny of arrangements for supporting NHS England in relation to
securing continuous improvement in the quality of primary medical services.
The Quality & Safety Committee provides assurance to the Governing Body on
its corporate governance arrangements.
The Committee will recommend for approval to Governing Body arrangements
for risk management, handling complaints, information governance, and
provide oversight and scrutiny on arrangements for business continuity and
emergency planning. It has delegated authority to approve arrangements for
handling Freedom of Information requests.

3.

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

4.

Membership
Membership of the Committee is:
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•
•
•
•
•
•
•
•
•
•

A Lay Member of the Clinical Commissioning Group (Chair of the
Committee)
Secondary Care Specialist Doctor
Medical Director
Executive Director of Nursing and Transformation
Member Practice GP representative
Member Practice GP Practice manager
Head of Governance
Head of Quality and Patient Safety
Designated Nurse for Safeguarding
Commissioning and Performance Manager

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

5.1 The CCG Governing Body authorises the Committee to pursue any activity
within these Terms of Reference including to:
a) 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;
b) 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;
c) Review and investigate any matter within its remit and grants freedom of
access to the organisation’s records, documentation and employees.
The Committee must have due regard to the Information Governance
Policies of the CCG, regarding personal health information and the
CCG’s duty of care to its employees when exercising its authority.
5.2 In discharging its responsibilities the Committee will comply with the CCG’s
Standing Orders and Prime Financial Policies and Standards of Business
Conduct Policy.
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6.

Roles and responsibilities
Clinical Governance

6.1 To review the CCG’s vision for commissioning services ensuring that plans are
safe, high quality and clinically effective
6.2 Recommend arrangements (strategies/policies) to Governing Body to minimise
clinical risk, maximise patient safety and to secure continuous improvement in
quality and patient outcomes.
6.3 To receive reports on the quality of commissioned services, to review risks
arising and monitor progress in implementing recommendations and action
plans.
6.4 To receive reports on clinical risks, incident reporting, serious incidents, ‘Never
Events’, CQUIN development, complaints, claims and safety alerts; and monitor
progress in implementing recommendations and action plans.
6.5 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.
6.6 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 reports on Medicines Management be exception, as advised by the
Medical Director.
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6.12 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.
6.13 To ensure that the CCG promotes research and the use of research.
6.14 To ensure that agreements and processes in place with the CCG’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.

Corporate Governance
6.15 To recommend risk management arrangements for the CCG, including risk
policy, to the Governing Body.
6.16 Review risks, assurance and controls relevant to the Quality & Safety
Committee’s remit (and as aligned to corporate objectives).
6.17 Review and recommend to Governing Body, human resources policies for
employees and for other persons working on behalf of the Group.
6.18 Recommend for approval to Governing Body, the Group’s arrangements for
business continuity and emergency planning.
6.19 Recommend for approval to Governing Body, the Group’s arrangements for
handling complaints.
6.20 Recommend for approval to Governing Body the Group’s arrangements for
Information Governance, ensuring appropriate and safekeeping and
confidentiality of records and for the storage, management and transfer of
information and data.
6.21 Approving arrangements for handling Freedom of Information requests.
6.22 To ensure that all systems are in place and operating effectively for the
identification, assessment and prioritisation of potential risk relating to this
committee’s remit i.e. quality and patient safety, financial risk (as it affects
quality & safety) 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 Governing Body and to other external agencies as
appropriate including the National Reporting and Learning System
6.23 To advise and assure the 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.
Page 4 of 6

6.24 To review and recommend to Governing Body all polices except those
specifically reserved to the Governing Body or other committee (Schedule D of
Constitution).
6.25 To review and recommend for approval to the Audit Committee the Group’s
counter fraud and security management arrangements.

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 (i.e. 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.
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
Governing Body.
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The Chair of the committee shall draw to the attention of the Governing Body
any issues that require disclosure to the Governing Body, or require executive
action. The committee will report to the Governing Body, 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.
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 Governing Body for
approval.
No changes to these Terms of Reference will be effective unless and until they
are agreed by the Governing Body.

Date reviewed: 20 June 2014; agreed by Governing Body 23 September 2014
Date reviewed: 7 April 2015: agreed by Governing Body 25 August 2015
Date reviewed: 5 April 2016: agreed by Governing Body May 2016
Date to be approved by Governing Body: 27 September 2016
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Patient Forum
Terms of Reference
1.

Introduction
To involve patient representatives and the public in developing,
considering and taking an active role in discussions on any proposals
that would significantly impact on service delivery and/or the range and
choice of NHS health services available to the patient population in
North Tyneside.
The Patient Forum to support the CCG in the development of patient and
public experience planning, and to act as a critical friend to the CCG
Governing Body. The Patient Forum does not have delegated authority;
it acts in an advisory capacity.

2.

Key Principles

2.1 Members should have timely access to accurate information on agenda
items
2.2 Members should be able to access support to understand the
information
2.3 Members should be encouraged and supported to ask questions and
seek clarity to enable meaningful involvement
2.4 Forum Members should declare conflict of interests likely to influence
discussions and/or other Members
2.5 Forum Members should not raise issues in relation to their treatment and
care, however general experiences of services would be welcome in the
areas of special interest sub groups
2.6 Each Member is required to agree and sign a Confidentiality Agreement
3.

Objectives

3.1 To represent views of patients of the practices represented by Members
3.2 To feedback to patients the issues discussed on their behalf
3.3 To make recommendations arising from discussions via the Lay member
of the CCG Governing Body
3.4 Agree priorities and a work plan to continue the development and
involvement of Members
4.

Membership

4.1 All GP practices that are members of the North Tyneside CCG are
encouraged to be represented at the Forum
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4.2 Each practice is allowed up to three Forum Members
4.3 Currently all three Members are able to attend full Forum meetings and
sub groups, this will be reviewed annually
4.4 Only one Member from each practice will have voting rights and this
should be decided at Practice Forum level
4.5 The Executive Director of Nursing & Transformation is the nominated
lead director of the CCG and will be invited to attend Forum meetings, or
to nominate a Deputy to attend
4.6 Practice Managers are not members of the group but may be invited to
attend depending on agenda items, they will have no voting rights
4.7 All membership will be reviewed annually
4.8 In attendance – other directors or officers of the CCG
5.

Quoracy
For the purpose of full Forum meetings seven Members representing
seven different practices should be present for the meeting to be
quorate.

6.

Chair
The Lay member of the CCG Governing Body is the Chair of the Forum.
The Term of Office for the Chair of the Patient Forum will be concurrent
with the term of office as a lay member of the CCG.

7.

Administration & Facilitation
This role is carried out by a member the North Tyneside Community and
Health Care Forum.

8.

Accountability

8.1
8.2
8.3
8.4

All Members should adhere to the Nolan Principles
All Members should adhere to the Confidentiality Agreement
The Chair will report to the CCG Governing Body
In the event of Member behaviour being considered detrimental to the
Forum the Chair will raise and discuss this privately with the Member. If
no resolution is found the Chair will take the matter to the full Forum for
discussion and if necessary recommendations to vote on the tenure of
the membership.
8.5 The NT Community Health Care Forum members work with the chair
and director responsible for patient and public engagement to ensure
that the work plan underpins CCG objectives and maximises input from
member practices and the wider population including protected groups.
9.

Communication

9.1 Timely information will be shared with Members
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9.2 Minutes/notes will be produced after each meeting, full Forum or subgroup
9.3 Members will agree minutes and the Chair will sign as a true record
10. Meetings and subgroups
The Patient Forum will meet no less than 4 times a year. Full Forum
meetings will generally take place monthly. Venues, dates and times will
be decided at the full Forum meeting.
Sub group meetings will be held as and when determined by issues
raised at Forum level. Each sub-group will select their own lead Member
and note-taker.
11. Reviews
The Forum 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 Governing Body for approval.
No changes to these Terms of Reference will be effective unless and
until they are agreed by the Governing Body

Date agreed: August 2013
Date approved by Governing Body, 24 September 2013
Date to be approved by Governing Body: 27 September 2016
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Finance Committee Terms of Reference
1. Introduction
The finance committee of NHS North Tyneside Clinical Commissioning Group is
established as a committee of the CCG Governing Body, 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 finance committee and shall have effect as if
incorporated into the CCG constitution and standing orders.
2. Principal Function
The committee oversees the current and projected financial position of the CCG
and work on the financial recovery plan in relation to this to provide assurance to
the Governing Body. The Finance Committee is not a decision making committee.
The duties of the committee are driven by the priorities identified by the CCG and
the associated risks and outlined in more detail in section 9.
3. Membership
The membership of the finance committee will consist of:
• Lay Member (PPI) (Chair)
• Lay Member (Audit)
• Chief Officer, NHS North Tyneside CCG
• Chief Finance Officer, NHS North Tyneside CCG
• Primary Care representative
The Chief Finance Officer (CFO) will be the lead officer for the committee.
Any 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 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 as required.
4. Chair
The committee will be chaired by the Lay Member (PPI). The Chair has the
responsibility to ensure that the Committee obtains appropriate advice in the
exercise of its functions.
5. Secretarial support

The PA to the Chief Finance Officer will ensure that a minute of the meeting is taken
and provide appropriate support to the Chair and Committee members.
6. Quorum and decision making
A quorum shall be;
• A Lay Member of the NHS North Tyneside Clinical
Commissioning Group
• At least one other Member of the Executive team at NHS North
Tyneside Clinical Commissioning Group
In the event of the Chair of the Committee being unable to attend all or part of the
meeting, the Lay Member (Audit) will deputise.
7. Frequency of meetings
Meetings of the Finance Committee will normally be held at least monthly. A record
of attendance will be kept in the minutes of the 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.
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 3 working days in advance
of the meeting. Items for the agenda should be notified to the chair 5 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 CCG and
the associated risks. It should operate to a cycle of business, agreed by the
Governing Body, and will be flexible to new and emerging priorities and risks.
The committee shall;
• Oversee the development of the FRP providing assurance that the plan is
capable of delivery
• Provide oversight and detailed scrutiny of implementation of disinvestment
programmes and QIPP delivery
• Review the latest financial position in the current financial year to seek
assurance that the likely outturn is deliverable
• Perform deep dives into the main parts of the recovery plan on a rolling basis
• Assess the impact of any current schemes on the next financial year and
advise if more action is necessary to mitigate financial risks (such as but not
limited to the current risk share schemes)
• Review risks, assurance and controls relevant to the Finance Committee’s
remit (and as aligned to corporate objectives).Provide assurance to the CCG

and its Governing Body and Audit Committee as necessary
10. Reporting arrangements
The committee reports to the CCG Governing Body.
The Governing Body will hold the committee to account for the delivery of its remit
and responsibilities.
11. Policy and best practice
The committee will apply best practice when providing assurance, and in particular it
will:
• ensure that assurances 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.
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 Governing Body for approval.
No changes to these Terms of Reference will be effective unless and until they are
agreed by the Governing Body.

Date agreed: 24 March 2015 (by the Governing Body)
Date to be approved by Governing Body: 27 September 2016

OFFICIAL

Report to: Governing Body
Date: 27th September 2016

Agenda item: 13.4

Title of report: Information Governance Strategy 2016/17
Sponsor: Irene Walker, Head of Governance, North Tyneside CCG.
Author: Liane Cotterill, Senior Governance Manager, North of England
Commissioning Support Unit
Purpose of the report and action required: Members are asked to consider and
approve the Information Governance Strategy 2016/17.
Executive summary:
The strategy sets out the approach to be taken within the CCG to provide a robust
Information Governance Framework and to fulfil its overall objectives. Information
Governance requirements ensure that best practice is implemented and on-going
awareness is evident across the CCG. The CCG is committed to ensuring that all
records and information are dealt with legally, securely, efficiently and effectively.
Changes to the Information Governance Strategy since last year are:
• The revision of the Equality Impact assessment.
• The addition of a reference to Data Processing Agreements
• The addition of a reference to the monitoring of the embedding of IG knowledge
through regular checks.
Quality & Safety Committee reviewed the Information Governance Strategy on
6th September 2016 and recommend the strategy to Governing Body for
approval.
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OFFICIAL

Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√

√

Consultation and engagement
None applicable.

3.

Resource implications
None applicable.

4.

Risks
None applicable.

5.

Equality assessment
An Equality Impact Assessment has been completed in Appendix A of the
policy.

6.

Environment and sustainability assessment
None applicable.
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1.0

INTRODUCTION

1.1

Information is a vital asset within the CCG, in terms of the effective
commissioning and management of services and resources. It plays a key
part in clinical governance, service planning and performance management. It
is important that information is managed within a framework that ensures it is
appropriately managed and that policies, procedures, management
accountability and structures are in place.

1.2

This strategy sets out the approach to be taken within the CCG to provide a
robust Information Governance Framework and to fulfil its overall objectives.
Information Governance requirements ensure that best practice is
implemented and on-going awareness is evident across the CCG. The CCG
is committed to ensuring that all records and information are dealt with legally,
securely, efficiently and effectively.

1.3

Information Governance is “a framework for handling information in a
confidential and secure manner to appropriate ethical and quality standards in
modern health services”. It brings together within a singular cohesive
framework the interdependent requirements and standards of practice. It is
defined by the requirements within the Information Governance Toolkit
against which the CCG is required to publish an annual self-assessment of
compliance. This strategy is supported by an IG Toolkit Action Plan.

1.4

The Information Governance agenda encompasses the following areas:
• Caldicott
• NHS Confidentiality Code of Practice
• Data Protection Act 1998
• Freedom of Information Act 2000
• Health and Social Care Act 2012
• Human Rights Act 1998
• Care Act 2014
• Records Management (Health, Business & Corporate)
• Information Security
• Information Quality
• Confidentiality
• Openness
• Legal Compliance
• Information Risk

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
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1.5

Within this agenda the CCG will handle and protect many classes of
information:
•

•

•

1.6

Some information is confidential because it contains personal details.
The CCG must comply with regulation which regulates the holding and
sharing of confidential personal information. Changes to the way in which
patient confidential data can be processed came about as a result of the
Health & Social Care Act 2012. It is important that relevant, timely and
accurate information is available to those who are involved in the care of
service users, but it is also important that personal information is not
shared more widely than is necessary.
Some information is non-confidential and is for the benefit of the CCG
and the general public. The CCG and its employees share responsibility
for ensuring that this type of information is accurate, up to date and
easily accessible to the public.
The majority of information about the CCG and its business should be
open to public scrutiny although some, which is commercially sensitive,
may need to be safeguarded.

Information can be in many forms, including (but not limited to):
•
•
•

Structured record systems – paper and electronic
Transmission of information – fax, e-mail, post and telephone; and
All information systems purchased, developed and managed by/or on
behalf of the organisation

2.0

PURPOSE

2.1

The Information Governance arrangements will underpin the CCG’s strategic
goals and ensure that the information needed to support and deliver their
implementation is readily available, accurate and understandable. Information
Governance has four fundamental aims:
•
•
•
•

To support the provision of high quality care by promoting the effective and
appropriate use of information
To encourage responsible staff to work closely together, preventing
duplication of effort and enabling efficient use of resources
To develop support arrangements and provide staff with appropriate tools
and support to enable them to carry out their responsibilities to
consistently high standards
To enable the CCG to understand its own performance and manage
improvement in a systematic and effective manner

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
Official
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3.0

STRATEGIC AIMS

3.1

The strategic aims will be achieved by ensuring the effective management of
Information Governance by:
•
•
•
•
•
•
•
•
•
•

•
•

•
•

Ensuring that the CCG meets its obligations under the Data Protection Act
1998, the Human Rights Act 1998, the Freedom of Information Act 2000
and the Health and Social Care Act 2012.
Establishing, implementing and maintaining policies for the effective
management of information
Ensuring that information governance is a cohesive element of the internal
control systems within the CCG
Recognising the need for an appropriate balance between openness and
confidentiality in the management of information
Ensuring that information governance is an integral part of the CCG
culture and its operating systems
Ensuring maintenance of year on year improvement within the Information
Governance Toolkit self-assessment
Reducing duplication and looking at new ways of working effectively and
efficiently
Minimising the risk of breaches of personal data
Minimising inappropriate uses of personal data
Ensuring that Service Level Agreements, Information Sharing Agreements
and Data Processing Agreements between the CCG and other
organisations are managed and developed in accordance with Information
Governance Principles
Ensuring that contracted bodies are monitored against Information
Governance standards.
Protecting the services, staff, reputation and finances of the CCG through
the process of early identification of information risks and where these
risks are identified ensuring sufficient risk assessment, risk control and
elimination are undertaken.
Ensuring there is provision of sufficient training, instruction, supervision
and information to enable all employees to operate within information
governance requirements
Ensuring that information governance is embedded within the CCG and
monitored via regular checks.

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
Official
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4.0

ROLES & RESPONSIBILITIES

4.1

The CCG has developed clear lines of accountability with defined
responsibilities and objectives. The Quality and Safety Committee is chaired
by the Deputy Lay Chair and has responsibility for overseeing the
implementation of this strategy.

4.2

The Quality and Safety Committee is accountable to the Governing Body and
has responsibility for overseeing and reporting to the Governing Body and
providing assurance on Governance and Risk Management, Information
Governance, Research Governance and Equality & Diversity issues.

4.3

The Chief Officer has overall accountability and responsibility for Information
Governance across the CCG and is required to provide assurance, through
the Annual Governance Statement, that all risks to the CCG are mitigated.

4.4

The SIRO holds responsibility for ensuring that information is processed and
held securely throughout the CCG. The role covers all the aspects of
information risk, the confidentiality of patient and service user information and
information sharing. The Information Governance Toolkit sets out clear
responsibilities of the SIRO in relation to risks surrounding information and
information systems, which also extend to business continuity and the role of
Information Asset Owners.

4.5

The Caldicott Guardian has an advisory role and is responsible for ensuring
that the principles of confidentiality and data protection set out in the Caldicott
Guidelines and the Data Protection Act are implemented systematically.

4.6

Information Governance expertise will be provided by the Senior Governance
Manager (IG) and the Senior Governance Officer (IG), North of England
Commissioning Support Unit, who will liaise directly with the responsible
person within the CCG.

5.0

EQUALITY AND DIVERSITY STATEMENT

5.1

The CCG is committed to promoting human rights and providing equality of
opportunity; not only in employment practices, but also in the way services are
commissioned. The CCG also values and respects the diversity of its
employees and the communities it serves. In applying this policy, the
organisation will have due regard for the need to:
•
•
•
•

Promote human rights
Eliminate unlawful discrimination
Promote equality of opportunity
Provide for good relations between people of diverse groups

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
Official
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5.2

This Strategy aims to be accessible to everyone regardless of age, disability
(physical, mental or learning), gender (including transgender), race, sexual
orientation, religion/belief or any other factor which may result in unfair
treatment or inequalities in health or employment.

5.3

Throughout the development of this Strategy the CCG has sought to promote
equality, human rights and tackling health inequalities by considering the
impacts and implications when writing and reviewing the strategy. The impact
of this strategy is subject to an on-going process of review which is closed by
the formal Equality Impact Assessment when the strategy is due to be
reviewed.

5.4

Equality impact assessment

5.4.1 In accordance with equality duties an Equality Impact Assessment has been
carried out on this strategy. There is no evidence to suggest that the strategy
would have an adverse impact in relation to race, disability, gender, age,
sexual orientation, religion and belief or infringe individuals’ human rights.
5.4.2 A full Equality Impact Assessment has been completed (Appendix A).

6.0

TRAINING AND AWARENESS

6.1

Training and education are key to the successful implementation of this
Strategy and embedding a culture of information governance management in
the organisation. Staff will have the opportunity to develop more detailed
knowledge and appreciation of the role of information governance through:
•
•
•
•

Policy/strategy
Induction
Line manager
Specific training courses

6.2

Mandatory training sessions are delivered online by the Health and Social
Care Information Centre (formerly Connecting for Health) Information
Governance Training Tool. The sessions are mandatory and must be updated
every year.

6.3

Awareness will be monitored via regular checks and gaps in knowledge will
be addressed via further bespoke training materials and/or targeted training
sessions provided by the information governance service.

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
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7.0

MONITORING

7.1

Information Governance Toolkit

7.1.1 The annual release of a new version of the Toolkit generally takes place in
June.
An updated action plan for improving and implementing the
requirements of the toolkit will be submitted to the Quality and Safety
Committee.
7.1.2 Monitoring reports will be routinely submitted to the Quality and Safety
Committee. The CCG’s progress will be reported to the Governing Body at
regular intervals by the SIRO. The action plan and monitoring will be
maintained by the Senior Governance Officer (IG), North of England
Commissioning Support Unit.
7.1.3 The CCG will comply with the Health and Social Care Information Centre’s
deadlines for submission of updates and final assessment.
7.1.4 Annual IG performance will be summarised in the Information Governance
Annual Report to be presented to the Quality and Safety Committee.
7.1.5 An internal audit of the IG Toolkit will take place in quarter 4 as part of the
CCG’s internal audit plan.

8.0

PERFORMANCE INDICATORS

8.1

The Information Governance Toolkit submission is a mandatory annual return;
the criteria for compliance are set out within the IG Toolkit. The successful
implementation of Information Governance across the organisation will be
reflected in the achievement level produced from the annual Toolkit
submission.

9.0

ASSOCIATED DOCUMENTS

9.1

This strategy should be read in conjunction with the following IG policies:•
•
•
•
•
•

Information Governance & Information Risk Policy
Confidentiality & Data Protection Policy
Information Security Policy
Information Access Policy
Data Quality Policy
Records Management Policy and Strategy

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
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10.0 REVIEW
10.1

This strategy will be updated at least annually and in accordance with the
following as and when required:
•
•
•
•
•
•
•

legislative changes
as dictated by the IG Toolkit
good practice guidance;
case law;
significant incidents reported;
new vulnerabilities; and
changes to organisational infrastructure.

10.2 This Strategy will be received by the Quality and Safety Committee for
agreement prior to being received by the Governing Body for formal approval.

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
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Appendix A
Equality Impact Assessment
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Introduction - Equality Impact Assessment
An Equality Impact Assessment (EIA) is a process of analysing a new or existing service, policy or
process. The aim is to identify what is the (likely) effect of implementation for different groups within
the community (including patients, public and staff).
We need to:




Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited
by the Equality Act 2010
Advance equality of opportunity between people who share a protected characteristic and
those who do not
Foster good relations between people who share a protected characteristic and those who do
not

This is the law. In simple terms it means thinking about how some people might be excluded from
what we are offering.
The way in which we organise things, or the assumptions we make, may mean that they cannot join in
or if they do, it will not really work for them.
It’s good practice to think of all reasons why people may be excluded, not just the ones covered by
the law. Think about people who may be suffering from socio-economic deprivation or the challenges
facing carers for example.
This will not only ensure legal compliance, but also help to ensure that services best support the
healthcare needs of the local population.
Think of it as simply providing great customer service to everyone.
As a manager or someone who is involved in a service, policy, or process development, you are
required to complete an Equality Impact Assessment using this toolkit.
Policy
Service
Process

A written statement of intent describing the broad approach or course of action the
Trust is taking with a particular service or issue.
A system or organisation that provides for a public need.
Any of a group of related actions contributing to a larger action.

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
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STEP 1 - EVIDENCE GATHERING

Name of person completing EIA:

Liane Cotterill

Title of service/policy/process:

Information Governance Strategy 2016/17

Existing: New/proposed: 

Changed: √

What are the intended outcomes of this policy/service/process? Include outline of objectives
and aims
This strategy sets out the approach to be taken within the CCG to provide a robust Information
Governance Framework and to fulfil its overall objectives. Information Governance requirements
ensure that best practice is implemented and on-going awareness is evident across the CCG. The
CCG is committed to ensuring that all records and information are dealt with legally, securely,
efficiently and effectively. The strategy has received minor updates from the previous version.
Who will be affected by this policy/service /process? (please tick)
 Co n s u lta n ts
√ Staff members

 Nu rs e s
√ Patients

Do c to rs
√ Public

 O th e r
If other please state;
What is your source of feedback / existing evidence? (please tick)
 Na tio n a l Re p o rts  In te rn a l Au d its
 P a tie n t S u rve ys S ta ff S u rve ys  Co m p la in ts /In c id e n ts
 Fo c u s G ro u p s  S ta ke h o ld e r g ro u p s P re vio u s EIAs
√ Other
If other please state: Legislative requirements; IG Toolkit requirements; national policy.
Evidence

National Reports
Patient Surveys
Staff Surveys
Complaints and
Incidents
Results of
consultations with
different stakeholder
groups – staff/local
community groups
Focus Groups
Other evidence (please
describe)

What does it tell me? (about the existing service/policy/process? Is
there anything suggest there may be challenges when designing
something new?)

National policy, legislation and IG Toolkit all influence the IG Strategy.

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
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STEP 2 - IMPACT ASSESSMENT
What impact will the new policy/system/process have on the following: (Please refer to the
‘EIA Impact Questions to Ask’ document for reference):
Age A person belonging to a particular age
No impact identified
Disability A person who has a physical or mental impairment, which has a substantial and long-term
adverse effect on that person's ability to carry out normal day-to-day activities
No impact identified
Gender reassignment (including transgender) Medical term for what transgender people often call
gender-confirmation surgery; surgery to bring the primary and secondary sex characteristics of a
transgender person’s body into alignment with his or her internal self perception.
No impact identified
Marriage and civil partnership Marriage is defined as a union of a man and a woman (or, in some
jurisdictions, two people of the same sex) as partners in a relationship. Same-sex couples can also
have their relationships legally recognised as 'civil partnerships'. Civil partners must be treated the
same as married couples on a wide range of legal matters
No impact identified
Pregnancy and maternity Pregnancy is the condition of being pregnant or expecting a baby.
Maternity refers to the period after the birth, and is linked to maternity leave in the employment context.
No impact identified
Race It refers to a group of people defined by their race, colour, and nationality, ethnic or national
origins, including travelling communities.
No impact identified
Religion or belief Religion is defined as a particular system of faith and worship but belief includes
religious and philosophical beliefs including lack of belief (e.g. Atheism). Generally, a belief should
affect your life choices or the way you live for it to be included in the definition.
No impact identified
Sex/Gender A man or a woman.
No impact identified
Sexual orientation Whether a person's sexual attraction is towards their own sex, the opposite sex or
to both sexes
No impact identified
Carers A family member or paid helper who regularly looks after a child or a sick, elderly, or disabled
person
No impact identified
Other identified groups such as deprived socio-economic groups, substance/alcohol abuse and
sex workers
No impact identified
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STEP 3 - ENGAGEMENT AND INVOLVEMENT
How have you engaged stakeholders in testing the policy or process proposals including the
impact on protected characteristics?
No impact on protected characteristics identified. Strategy will be discussed, reviewed and approved
via the usual CCG channels.
Please list the stakeholders engaged:
Quality and Safety Committee
Governing Body

STEP 4 - METHODS OF COMMUNICATION
What methods of communication do you plan to use to inform service users of the policy?
 Ve rb a l – stakeholder groups/meetings
 Writte n – Letter
 Em a il √Internet

-Telephone
Ve rb a l

 Writte n – Leaflets/guidance booklets
 O th e r

If other please state:

ACCESSIBLE INFORMATION STANDARD
The Accessible Information Standard directs and defines a specific, consistent approach to
identifying, recording, flagging, sharing and meeting the information and communication support
needs of service users.
Tick to confirm you have you considered an agreed process for:
 S e n d in g o u t c o rre s p o n d e n c e in a lte rn a tive fo rm a ts .
 S e n d in g o u t c o rre s p o n d e n c e in a lte rn a tive la n g u a g e s .
√Producing / obtaining information in alternative formats.
 Arra n g in g / b o o kin g p ro fe s s io n a l c o m m u n ic a tio n s u p p o rt.
 Bo o kin g / a rra n g in g lo n g e r a p p o in tm e n ts fo r p a tie n ts / s e rvic e u s e rs w ith c o m m unication
needs.
If any of the above have not been considered, please state the reason:
This document is a corporate document which is routinely made available on the public web site.
Should it be requested in an alternative format the CCG has made provision for this. The document is
not correspondence therefore these boxes have not been checked. A process for arranging
professional communication support and longer appointments for service users with communication
needs is not considered necessary for this type of document.

North Tyneside CCG IG Strategy 2016-17; (1) Draft 2
Official

Page 13 of 14

STEP 5 - SUMMARY OF POTENTIAL CHALLENGES
Having considered the potential impact on the people accessing the service, policy or process please
summarise the areas have been identified as needing action to avoid discrimination.
Potential Challenge
None identified.

What problems/issues may this cause?

STEP 6- ACTION PLAN

Ref no.

Potential
Challenge/
Negative
Impact

Protected
Group
Impacted
(Age, Race
etc)

Action(s) required

Expected Outcome

Owner

Timescale/
Completion
date

No challenges identified, therefore section not applicable
Ref no.

Who have you consulted with for a
solution? (users, other services,
etc)

Person/
People to inform

How will you monitor and review
whether the action is effective?

No challenges identified, therefore section not applicable

SIGN OFF
Completed by:
Date:
Signed:
Presented to: (appropriate committee)
Publication date:

1.
2.
3.

Liane Cotterill
28 June 2016

Please send the completed Equality Analysis with your document to:
necsu.equality@nhs.net
Make arrangements to have the EA added to all relevant documentation for approval at the
appropriate Committee
Publish Equality Analysis

For further advice or guidance on this form, please contact the NECS Equality Team:
necsu.equality@nhs.net
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OFFICIAL

Report to: Governing Body
Date: 27 September 2016

Agenda item: 13.5

Title of report: HR Polices
Sponsor: Lesley Young-Murphy, Executive Director of Transformation & Nursing
Author: Irene Walker, Head of Governance
Purpose of the report and action required: Governing Body are asked to approve
the HR polices listed below.
Executive summary:
Clinical Commissioning Groups (CCGs) in the North East and Cumbria ratified a suite
of HR policies developed and maintained by North of England Commissioning Support
(NECS) in partnership with CCG management and trade union organisations via the
CCG HR Reference Group and CCG HR Partnership Forum.
This report outlines changes to existing HR policies and new HR policies agreed by the
CCG HR Reference Group and CCG HR Partnership Forum on 22 July 2016.
Existing HR Policies
Appendix 1 - HR06 Change Management Policy - No changes
Appendix 2 - HR09 Flexible Working Policy - No changes
Appendix 3 - HR17 Maternity Policy - Linked to new policies and updated application
form
Appendix 4 - HR22 Paternity Leave Policy - Linked to new policies and removed
reference to additional paternity leave which has been replaced
Appendix 5 - HR34 Travel and Expenses Policy - Replaced actual mileage rates with
a link to the rates as published annually in the NHS Agenda for Change Handbook
New HR Policy
Appendix 6 - HR39 Shared Parental Leave Policy - Drafted in line with legislation and
current NHS employment practice
Action
These polices have been reviewed and agreed by Quality & Safety Committee on
6th September 2016 and are recommended to Governing Body for approval.
Note: Please disregard the agenda references shown on the first page of each appendix as these references
relate to the Quality & Safety Committee agenda.
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Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√
√
√
√

Consultation and engagement
Clinical Commissioning Groups (CCGs) in the North East and Cumbria ratified
a suite of HR policies developed and maintained by North of England
Commissioning Support (NECS) in partnership with CCG management and
trade union organisations via the CCG HR Reference Group and CCG HR
Partnership Forum.

3.

Resource implications
Any cost implications will be identified through Standard Operating Procedures
(SoPS).

4.

Risks
Failure to keep polices current leading to a lack of direction and clarity and/or
leading to erroneous decisions.

5.

Equality assessment
All polices are equality impact assessed.

6.

Environment and sustainability assessment
N/A
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Policy Summary

The Clinical Commissioning Groups (CCGs) aim to provide all employees with the
highest possible level of employment security. However service development and the
need to continually improve organisational effectiveness will sometimes necessitate
changes to staffing levels, structures, roles and ways of working. In these
circumstances the CCG is committed to ensuring the change is managed in a way that
is sensitive, consistent, fair and in line with statutory requirements and best practice.
1.

Introduction

1.1

The CCG actively manages its services so as to ensure the provision of the
most effective health care for patients and customers within its resources. It
recognises that as a result, changes may need to be made to the CCG’s
organisational requirements which may affect staffing needs.

1.2

“Major organisational changes” will include the reorganisation, relocation,
merger, significant expansion or reduction of a function, competitive tendering or
outsourcing, or a major change in working practice. All such changes will be
conducted in accordance with this document which incorporates best practice
and legal requirements and aims to provide a framework for common
understanding for managers, staff and trade unions.

2.

Purpose

2.1

The purpose of this document is to set out the CCG’s approach to the
management of organisational change and the procedures that should be
followed by managers wishing to implement major change.

2.2

The principles and procedures support the aim of managing strategic and
operational change in a way that is both supportive to staff and enhances the
provision of the highest quality provision of patient care.

3.

Scope
This document applies to all NHS staff employed by the CCG, including those
who are seconded out to another organisation and will be applied consistently
and equitably to all staff. It does not apply to staff employed elsewhere and
seconded into CCG (those staff are the responsibility of their substantive
employer) or to agency staff.

4.

Definitions
For the purpose of applying the provisions contained in this document, the
following definitions shall have the following meanings:
Continuous Service means full or part time employment with the CCG or any
previous NHS employer provided there has not been a break of more than one
week (Sunday to Saturday) between employments. This reflects the provisions
of the Employment Rights Act 1996 and Agenda for Change handbook (where
applicable) on continuous employment.
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Reckonable Service means Continuous Service plus any service with a
previous NHS employer where there has been a break of 12 months or less. At
the CCG’s discretion any period of employment outside the NHS which is
relevant to NHS employment may be counted as Reckonable Service.
Redeployment means the transferring or recruitment of Staff At Risk into a
suitable alternative post.
Ring-fencing means the process by which staff ‘At Risk’ will be considered for
a post in a new staffing or management structure which is similar to their
current post and where there is more than one contender for that post.
Slotting In means the process by which staff ‘At Risk’ are confirmed into a post
in a new staffing or management structure which is similar to their current post
and where that individual is the only contender for that post. Slotting in may
occur where a post is in the same band as the individual’s current post or
where it remains substantially the same (usually defined as 75% the same) with
regard to job content, responsibility, grade, status and requirements for skills,
knowledge, experience and location.
Staff At Risk means staff whose posts may potentially be redundant as a result
of organisational change if suitable alternative employment cannot be found.
Staff Affected by Change means staff who may be affected by the change e.g.
change of line manager, changes to responsibilities but are not at risk of
redundancy
TUPE means the Transfer of Undertaking (Protection of Employment)
Regulations 2006.
COSOP means Cabinet Office Statement of Practice. National NHS guidance
should be referred to if COSOP applies.
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CHANGE MANAGEMENT
5.

Statement and principles

5.1

Organisational change is driven by the business needs of the CCG. Change
can be triggered either by the external environment or by an internal review of
organisational requirements. Examples of significant organisational change
include the reorganisation, relocation, merger, expansion or closure of a service,
competitive tendering or outsourcing, or a major change in working practice.

5.2

In order to meet changing business needs more effectively, there may be
occasions when managers need to implement relatively minor changes.
Reasonable minor changes and adjustments to duties and working practices
may be implemented without recourse to the formal procedures in this
document but will require reasonable consultation with staff affected. Early
informal discussions with Staff Side representatives would be necessary prior to
the decision not to apply formal procedures. Any situation which may lead to
redundancy will not be deemed to be a minor change.

5.3

The CCG is responsible for deciding the size and most efficient use of the
workforce but in doing so is committed to the following principles for managing
organisational change:


the CCG will provide such information about the proposed
organisational change as it would be in accordance with good industrial
relations practice to disclose to staff and the trade unions



the CCG will work in partnership with the Trade Union and Staff
Organisation representatives from an earliest stage as possible



staff will receive notice of any organisational change which may affect
their futures at the earliest opportunity



staff will be treated as individuals with due regard to their personal and
employment circumstances and their career aspirations at all stages of
the change management procedure



staff will have the right to be accompanied by a trade union
representative or workplace colleague at meetings to discuss the
organisational change.



requests by the employee for additional support at any individual
meetings should be considered e.g. where disability is involved and
familiarity with the impairment or the individual or specialist input would
be beneficial.



the CCG will consider all reasonably practicable steps to avoid
compulsory redundancies



staff will receive training and development, as appropriate to meet new
skill requirements and where appropriate to identify new career
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opportunities, with funding and time to attend training and development
activities given


staff will have access to the CCG’s counselling services and career
support where available.

5.4

Staff will be considered against their substantive post and contractual
arrangements.

6.

Duties and responsibilities

6.1

Staff are central to the achievement and success of organisational change. The
CCG acknowledges that change can cause concern and uncertainty and
should therefore be managed fairly and consistently in accordance with
established good practice.

6.2

The CCG will engage with Staff Side and consult staff in any change
management procedure. Staff also have a role to play in this procedure.


Managers are critical to the change management process and shall
therefore be regularly briefed so that they are in a position to respond to
the concerns of staff in their teams. In turn managers should provide
information to staff and trade unions so that they are able to make
meaningful contributions to the consultation process.



Managers must ensure that no member of staff is discriminated against on
the grounds of contractual status, caring responsibilities, any protected
characteristic as defined by the Equality Act e.g. ethnic origin, nationality,
race, disability, gender, marital or partnership status, age, religion or
belief, sexual orientation or transgender status, when applying this policy.
Managers should have had formal training in Equality and Diversity. As a
minimum all managers involved in managing a change process will have
had coaching/development on the operation of this procedure and the
associated equality and diversity issues.



Managers should liaise with HR to ensure the CCG is not open to claims
of discrimination as a result of a change management process and should
be mindful of the need to consider making reasonable adjustments at the
job design stage, when considering the suitability of alternative
employment for an individual and in the arrangements for filling posts.



Staff are expected to play an active role during the pre-consultation and
consultation stages, in the further processes of implementation and in
identifying new career opportunities.



Trade unions play a vital role in advising and representing staff
undergoing organisational change and in working with managers to
ensure that organisational change is managed with the least disruption
and in accordance with the principle of avoiding compulsory redundancies
wherever possible. The CCG will formally notify the trade unions of any
proposed organisational changes and will undertake consultation with
them in line with legal requirements.
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CONSULTATION
7.

Purpose of consultation

7.1

In accordance with legislation and the partnership working principles of the
NHS, the CCG commits itself to meaningful and appropriate consultation with
trade unions and staff affected by the organisational change with a view to
reaching agreement on the way forward although there will be times when
organisational change will need to proceed without a consensus being reached
on all issues. The timing and extent of consultation will be proportionate to the
degree of proposed change, the number of staff affected and the impact on
individuals.

7.2

The purpose of the consultation meetings with trade unions and staff will be:


to receive and where possible address any questions on the
consultation document



to consider any comments or views on the consultation document
including any alternative proposals and costings (which the CCG shall
as far as practicable make available) before determining any final
decision to proceed



to clarify any change processes and timeframes specific to the
proposed organisational change exercise under discussion.

8.

Consultation Procedure

8.1

Managers shall prepare a consultation document on the proposed
organisational change having gathered information to support the need for
change and consulted with HR as appropriate.

8.2

The consultation document may include details of the following, as appropriate:


current situation analysis including staffing structure



impact on service/business



impact on other areas / services



consideration of any relevant health and safety assessment



the need for change and the rationale behind the change



the options that have been considered



the proposals for change including the proposed staffing structure(s)
and any location change



the financial, staffing and workload implications of the proposals



the number and grades/bands of staff who may be at risk of
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redundancy as a result of the proposal


proposed timescale for consultation and implementation of the
proposed change



the way in which staff will be selected for posts within the new structure
or transferred



if necessary, the selection criteria for redundancy



the measures to be taken to avoid compulsory redundancies which
may include natural wastage, redeployment with retraining, or
voluntary early retirement or voluntary redundancy



details of any suitable alternative employment which may exist



details of how this information will be disseminated to staff



description of the consultation process, including planned meetings,
timetable, how staff and representatives can respond and the deadline.

8.3.

The consultation document will include an equality impact assessment.

9.

Time periods for consultation

9.1

In all cases the CCG will allow sufficient time for meaningful consultation with
staff and their representatives. In exceptional circumstances where changes
need to be made very quickly, the trade unions will be briefed immediately and
the verbal briefing will be followed by a written brief.

9. 2

In a collective redundancy scenario, consultation will commence for a period of
no less than the statutory time scales:


where 20 - 99 redundancies are proposed then consultation should
commence at least 30 days before the first redundancy takes place



where 100 or more redundancies are proposed then consultation
should commence at least 45 days before the first redundancy takes
place

10.

Consultation with the trade unions

10.1

Early informal consultation with the trade unions is encouraged and should
occur where possible. This is also known as pre-consultation. Meaningful preconsultation often leads to an agreed shorter formal consultation time and
greater staff satisfaction with the process.

10.2

Formal consultation with the trade unions will commence within the minimum
timescales above once any informal comments have been considered and the
consultation document has been finalised. This will take the form of:
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10.3



ongoing discussions with the local accredited representatives



trade unions representing staff affected by the change should be
invited to the first meeting with all affected staff and given reasonable
notice to attend.

In a redundancy scenario, the information provided in writing to the trade
unions shall include the following:


the numbers and descriptions of employees whom it is proposed to
dismiss as redundant



the total number of employees of any such description employed by
the CCG at the establishment in question



the proposed method of selecting employees who may be dismissed



the proposed method of carrying out the dismissals, with due regard to
any agreed procedure, including the period over which the dismissals
are to take effect (reference NHS Terms and Conditions Handbook:
para 16)



the proposed method of calculating the amount of any redundancy
payments to be made (over and above the statutory redundancy
payment) to employees who may be dismissed.

10.4

During a period of change, management will ensure that trade unions are kept
informed of developments and will meet with the trade unions as appropriate.

11.

Consultation with individual staff

11.1

A meeting will be held with all staff affected by the organisational change to
announce the proposed change and explain the consultation process which will
follow.

11.2

Each member of staff affected by the organisational change will be provided
with a copy of the consultation document. Staff who are absent from work for
any reason including maternity leave, sickness absence, secondment to
another organisation, career breaks etc. will be sent a copy of the consultation
document at their home address/other suitable address so that they can
participate in the consultation process.

11.3 Each member of staff will be offered the opportunity of at least one individual
meeting with their manager at which they have the right to be accompanied by
a trade union representative or workplace colleague. HR advisory support will
also be offered to support the process including engaging with manager, staff
member and staff representatives. In a redundancy scenario, the meeting will
be to discuss the issues set out at paragraph 15.3.
11.4 At the meeting, each member of staff will be invited to comment and respond to
the proposals, including how they may impact on their personal circumstances.
It is recognised that staff may require time to respond and may not be able to
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do so at that particular meeting.
11.5

A written record of the individual meetings will be kept and provided to the
employee and their trade union representative where applicable. The record
will be a note of the main points discussed at the meeting, not verbatim notes.

11.6

Regular updates and frequently asked questions may be circulated to staff
throughout the formal consultation period. Throughout this period staff should
be encouraged to discuss their concerns and queries with their line manager
and trade union.

11.7

In addition to the individual consultation meetings, staff can be kept informed as
appropriate by management, team meetings and briefings, newsletters, email
and other written communication and information supplied by the trade unions.

12.

End of consultation

12.1

At the end of the consultation period the manager will give full consideration to
all comments received from staff and the trade unions and will make a decision
on the way forward. A written report will be provided to the staff and trade
unions covering the change process to be followed and the timeframe. The
report should (where appropriate) include:


the reasons for the decision



any relevant health and safety assessments



an explanation where the management decision is in conflict with the
views of the trade unions representatives and staff or where the
proposal has changed as a result of consultation



identification of posts which are the same or substantially the same in
the old and new structures



arrangements for filling posts via Slotting In or Ring-fencing



selection arrangements for posts within the new structure



measures that will be taken to avoid compulsory redundancies



arrangements for seeking suitable alternative employment



reference to the CCGs protection arrangements and how these will
apply



support for staff who are affected by the change, including career
counselling and reasonable time off to seek other employment or
undertake training



proposed timescales for each stage of the change process.



equality impact assessment
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12.2

Where redundancies are inevitable the CCG will set selection criteria for
inclusion in the conclusions to consultation. These criteria should be objective,
clearly defined, measurable and non-discriminatory. Managers should seek
advice from HR on the selection criteria to be used to ensure the CCG is not
open to legal challenge. Selection criteria will be discussed, and agreed, with
trade unions.
Under normal circumstances, staff will be selected on the basis of their relevant
skills, experience and qualifications to undertake the remaining jobs, as
assessed through formal interviews held in accordance with CCG selection
procedures. However there may be occasions where additional selection
criteria are agreed with the trade unions during the consultation process, such
as for example,



Conduct and performance (as evidenced through the disciplinary and
performance review records)
Attendance records (due regard will be had to the causes of absence and
the equality impact of use of this criterion)

12.3

In considering any measures to avoid compulsory redundancies, including
requests for voluntary redundancy or early retirement, operational efficiency
and service needs must be taken into consideration. If a member of staff
volunteers for redundancy/early retirement, approval of the request will be
subject to the needs of the service and the cost implications. Care must be
taken to ensure that decisions are based on sound organisational reasons and
do not breach equality legislation. All efforts will be made to mitigate
redundancies (reference para 15)

13.

Support for staff

13.1

All staff affected by the organisational change will be encouraged to seek the
advice and support of their trade union. Relevant support will be provided by
the CCG and may include:


help with the production of CVs/application forms (including assistance
with NHS Jobs)



help with preparation for interviews



support of the counselling service



time to meet with recognised trade union representatives to discuss the
change



further assistance to staff who are at risk of redundancy will include
reasonable time off to seek other employment or undertake training



placement on the CCG’s at risk register.
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13.2

Even after the change has taken place, the CCG acknowledges that staff may
take some time to adjust to the change itself. Managers should remain
available to staff to manage any issues that arise and support staff through the
transition.

14.

The process for filling posts in the new structure

14.1

There will be three stages in the process for filling posts in a new structure:


Stage One takes place amongst the staff that are affected by the
change. Posts in the new structure are filled either by Slotting In or by
Ring fencing.
Slotting In means the process by which Staff ‘At Risk’ are confirmed
into a post in a new staffing or management structure which is similar
to their current post and where that individual is the only contender for
that post. Slotting in may occur where a post is in the same band as
the individual’s current post or where it remains substantially the same
(usually defined as 75% the same) with regard to job content,
responsibility, grade, status and requirements for skills, knowledge,
experience and location.
Ring-fencing means the process by which Staff ‘At Risk’ will be
considered for a post in a new staffing or management structure which
is similar to their current post and where there is more than one
contender for that post.



Stage Two is where any posts that remain vacant in the new structure
following Stage 1 will be opened up to access by any staff on the CCG
at risk register for whom the post is considered suitable alternative
employment. This may include posts a lower pay band, in which case
pay protection might apply). Priority will be given to employees who are
in a redundancy notice period over employees who are on the register
for other reasons e.g. pay protection.



Stage 3 is where vacancies are advertised internally and/or externally,
in line with the normal recruitment process.

The three stages may run in parallel but all reasonably practicable steps will be
taken to avoid compulsory redundancies. Priority will be given to employees
that are affected by the change.
14.2 Job descriptions and person specifications will be produced for new posts.
Jobs will be matched or evaluated in partnership in accordance with the
national NHS job evaluation scheme.
14.3

In cases of workforce re-profiling the principles of Annex X shall be applied.

14.4

Selection criteria for all posts in the new structure (whether or not there is
competition) must be non-discriminatory, fair, objective, clearly defined and
based on the skills and competency requirements of the post. The selection
criteria must be made available with the consultation document.
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14.5

Staff who are offered posts during Stage One will be deemed to have been
offered suitable alternative employment by the CCG. This will be confirmed in
writing by the manager. [This is on the basis that if staff are Slotted In or offered
Ring-fenced posts it will be assumed that the posts offered are suitable
alternative employment and hence the consequences of refusing to accept
these posts will be as per refusing suitable alternative employment.]

14.5

Employees shall have the right to appeal during Stage One against the decision
to be chosen to slot/not to slot in to a post or for selection or non-selection to a
ring-fenced pool. Employees shall have 5 working days from the date of the
letter (ref para 14.4) to submit an appeal in writing to the manager. The appeal
shall be considered by an independent manager equal to or above the change
manager and shall be responded to within 5 working days from receipt of the
letter.

14.6

Employees should only be turned down for posts where they fail to meet the
essential criteria or where others in the at risk pool are considered to meet the
requirements better (the fact that there may be better candidates in the external
labour market is not a reason for non-selection). Any member of staff who is not
appointed to a post in the new structure will be offered post-interview feedback,
coaching or training where appropriate and has the right to appeal via local
grievance procedures.

15.

Staff At Risk

15.1

When changes in staffing levels or skill mix are proposed which will lead to a
reduction in the numbers of staff employed in particular grades, occupational
groups or specialties, management will identify the positions, individual staff or
pool of staff who are at risk of redundancy as a result of the changes in line with
the agreed criteria (reference para 12.2). Staff who are acting up will be placed
in the pool relating to their substantive post.

15.2

The identification of being at risk of redundancy is not a notice of redundancy.

15.3

Staff At Risk will be invited to a meeting(s) with their manager and trade union
representative or work colleague to:


discuss how the proposed changes affect the individual



explain why the individual is at risk of redundancy



discuss ideas for avoiding redundancy dismissals, reducing the
number of Staff At Risk who are made redundant and mitigating the
consequences of any redundancy dismissals



explore the possibility of Redeployment



explain the process for Redeployment



explain the arrangements for protection of pay and terms and
conditions where applicable
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offer support and assistance



discuss any other relevant issues and processes which may include
providing a redundancy payment estimate if requested.

15.4

Following the meeting, Staff At Risk will be given a letter within five working
days to confirm their at risk status and the key points discussed at the meeting
including answers, wherever possible, to questions raised at the meeting for
which there were no immediate answers available at the time.

15.5

Staff At Risk will be given prior consideration for posts within the new structure
where they meet the selection criteria, under Stage One of the process. Where
they are selected for a new post they will normally be given the offer in writing
within seven working days of the interview. Any training required will be
discussed with the member of staff as part of the offer process. The
appointment will be subject to a trial period.

15.6

In the case of significant change which spans a number of NHS organisations,
the CCG will endeavour to reach an agreement with those organisations
regarding the establishment of job redeployment opportunities. The agreement
will contain a commitment to equality of opportunity for all staff who will then
have the same access to opportunities and vacant posts with any of the
organisations.

15.7

Staff who are not selected for a post in the new structure will be formally
declared at risk of redundancy and given notice of redundancy in accordance
with the contract of employment. They will continue to be listed on the CCG’s
at risk register.

15.8

There may be situations where it is necessary to give notice of redundancy in
accordance with the contract of employment at the end of the consultation
process.

15.9

Staff At Risk will be required to register with NHS Jobs and apply for suitable
posts within the NHS. The Recruitment Service will use the full functionality of
NHS Jobs (including “internal only” and “restricted vacancy” functionality) to
support redeployment of staff at risk.

15.10 Staff At Risk will be given prior consideration for other posts that are or become
vacant in the CCG during a specific organisational change and, subject to the
arrangements regarding suitable alternative employment and trial periods; they
will remain on the register until their last day of service.
15.11 Special provision is made in law where an employee’s job becomes redundant
while he or she is absent on maternity or adoption leave; the employee is
entitled to be offered any suitable alternative vacancy before the existing
contract ends, in preference to employees who are not absent on such leave.
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REDUNDANCY
16.1

Definition of redundancy
A member of staff may become redundant if they are dismissed and the reason
for the dismissal is wholly or mainly due to:


the fact that the CCG has ceased, or intends to cease, to carry on the
activity for the purposes of which the individual was employed, or has
ceased, or intends to cease, to carry out the activity in the place where
the individual was employed OR



the fact that the requirements of the CCG for staff to carry out work of a
particular kind in the place where they were so employed, have ceased
or diminished or are expected to cease or diminish.

16.2

The HR Department is responsible for notifying the relevant Department
(currently the Department for Business, Innovation and Skills (BIS)) in writing if
the CCG proposes to make 20 or more staff redundant, within the terms of the
legislation in force at the time. A copy of the notification form will be sent to the
trade union representatives concerned. Advance notification to the relevant
Department does not bind the CCG to make the employees redundant.

17.

Suitable Alternative Employment

17.1

Suitable alternative employment will be an equivalent post defined in terms of
pay, working hours, status, grade, duties and responsibilities, location and
location allowances. It must be suitable to the individual’s personal
circumstances, skills and experience. It may be on any site operated by the
CCG subject to individual travel considerations. Staff At Risk will be given prior
consideration for suitable posts in line with their skills, experience and
capabilities and where appropriate will receive protection of pay.
Where there are insufficient numbers of vacant posts within the CCG, the
Human Resources Team will endeavour to identify suitable redeployment
opportunities within the wider NHS and draw these to the attention of the staff.
Staff are reminded that under Agenda for Change terms and conditions an
unreasonable refusal to accept suitable alternative employment offered by the
CCG, or another NHS employer, will mean that they are not entitled to a
redundancy payment. (See section 20.3 of this policy and AfC Section 16).

17.2

In considering suitable alternative employment priority will be given to staff with
a Contract of Employment with the CCG.

17.3

Following identification of potentially suitable posts at either Stage One or
Stage Two, individual staff ‘At Risk’ will be offered the position in writing and be
given a copy of the job description/person specification and a deadline of at
least five working days within which to apply. In some circumstances e.g.
annual leave and other types of leave, this period may be appropriately
extended. During this period the individual may meet with the appropriate
manager informally to discuss their interest.
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17.4

If the individual is offered the post, this will be treated as an offer of suitable
alternative employment and a trial period will apply.

17.5

Staff who unreasonably refuse an offer of suitable alternative employment may
lose their right to a redundancy payment.

18.

Trial Periods and Training

18.1

A trial period will only apply to Staff At Risk where a formal offer of suitable
alternative employment has been made.

18.2

The purpose of a trial period is for both the manager and the individual to
assess the suitability of the post as alternative employment.

18.3

Where staff have the potential ability but not the immediate experience to
undertake full duties of the role, they will be provided with appropriate skills
development/training. This will be provided when it is reasonable, practical and
cost effective and where the member of staff demonstrates a willingness to
learn and can apply the new skills within an agreed timeframe.

18.4

The trial period will normally last for four weeks but may be extended by mutual
agreement where a member of staff requires additional training and
development.

18.5

If the trial period is unsuccessful, as determined by the individual and/or the
manager concerned, redundancy arrangements will apply as from the date
when the original contract of employment will terminate. Until the end of their
notice period Staff At Risk will be considered for other suitable alternative
employment if available this will be subject to the same arrangements including
a trial period.

19.

Change of location
If, as a result of organisational change, there is a requirement to move staff
from their normal place of work to another location within the CCG on a
temporary or permanent basis and this results in increased travel costs to and
from work, staff may be reimbursed their extra daily travelling expenses for a
period of 4 years from the date of transfer in accordance with paragraph 17.17
& 17.25 of the Agenda for Change Terms and Conditions handbook.

20.

Redundancy arrangements

20.1

A member of staff will have their contract of employment terminated on the
grounds of redundancy if no suitable alternative employment can be found or if
a trial period is unsuccessful.

20.2

The terms under which a redundancy payment and/or early retirement benefit
are payable are summarised below:


to qualify for a redundancy payment/early retirement benefit the
individual must have:
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o a contract of employment with the CCG; and
o at least 2 years’ (104 weeks) Continuous Service within the NHS

20.3



a redundancy payment takes the form of a lump sum, dependent on
the employee’s Reckonable Service at the date of termination of
employment



the lump sum is calculated on the basis of one month’s pay for each
complete year of Reckonable Service, subject to a minimum of 2 years’
Continuous Service and a maximum of 24 years Reckonable Service
(i.e. the maximum payable is 24 months)



for those earning less than £23,000 per year (full time equivalent), the
redundancy payment will be calculated using notional full-time annual
earnings of £23,000, pro-rated for employees working less than full
time.



for those earning over £80,000 per year (full time equivalent) the
redundancy payment will be calculated using notional full-time annual
earnings of £80,000, pro-rated for employees working less than full
time. No redundancy payment will exceed £160,000 (pro-rata).



early retirement on the grounds of redundancy is available, subject to
the employee:
o being a member of the NHS Pension Scheme;
o having at least 2 years’ Continuous Service and 2 years’
pensionable membership; and
o having reached the minimum pension age in accordance with the
relevant NHS Pension Scheme arrangements.



Some staff may be subject to locally-agreed contractual arrangements in
respect of redundancy which will need to be honoured.



In some circumstances tax benefit may be applied to the payments.
Individuals should source independent financial advice.

Staff will not be entitled to redundancy payments/early retirement on the
grounds of redundancy if they:


are dismissed for reasons of misconduct



at the date of the termination of the contract have obtained without a
break, or with a break not exceeding four weeks, suitable alternative
employment with the CCG or other NHS employer



unreasonably refuse to accept suitable alternative employment with the
CCG or another NHS employer



leave their employment before expiry of notice, except if they are being
released early



are offered a renewal of contract with the substitution of a new
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employer for the CCG
Staff whose employment is subject to TUPE transfer will not be redundant and
therefore will not be entitled to redundancy payments/early retirement on the
grounds of redundancy.
For further information please refer to Part 3, Section 16, of Agenda for
Change: NHS Terms and Conditions of Service Handbook and the NHS
Pension Scheme early retirement booklet or seek further advice from the
CCG’s HR department or your trade union.
20.4

The manager will liaise with HR in order to obtain details of redundancy
entitlements and other aspects of the redundancy process. The manager will
provide, in writing, the individual and their trade union representative with the
following details:


the number of weeks’ notice, in accordance with the contractual notice
period



the effective date of the redundancy, which will also be the last day of
service



the number of days’ outstanding annual leave, where applicable, to be
paid in lieu



the amount of redundancy payment/enhanced pension benefits that
will be paid, where applicable



what efforts will be made to assist the individual in seeking suitable
alternative employment during the notice period



what support is offered during the notice period e.g. help with job
search, CV and interview preparation



what work the individual will be expected to undertake during their
notice period



that reasonable time off with pay will be given to seek and prepare for
alternative work



that early release will normally be given, unless there are compelling
service reasons to the contrary, if the individual is successful in
obtaining other employment outside the NHS and wishes to take this
up during the notice period; the date of early release will then become
the revised date of redundancy for the purpose of calculating any
entitlement to a redundancy payment



the right of appeal against selection for redundancy or the terms of the
redundancy.
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21.

Protection arrangements

21.1

Protection of Pay Policy provisions will be put in place in order to support staff
who, as a result of organisational change, are required to move to a new post
which would entail a reduction of earnings and certain terms and conditions of
employment.

21.2

Pay protection will apply for the agreed periods as set out in the Pay
Protection Policy or until the member of staff moves voluntarily to a new post
within the CCG.

TUPE
22.

Transfers of services and staff

22.1

Where there is a proposal to transfer services and staff to a different employer,
there will be consultation with the trade unions at the earliest opportunity.

22.2

When services are transferred from one organisation to another in line with
TUPE or by virtue of a Transfer Order under the National Health Service Act
1977, which mirrors TUPE, the employment of staff who are assigned to the
services which are being transferred will transfer to the new organisation.
TUPE applies in contracting out scenarios, retendering and where the services
are brought back into the NHS.

22.3

All the terms and conditions within the transferring employee’s contract of
employment (including relevant policies and procedures) will transfer with them
and should not be changed as a consequence of the transfer.

22.4

Where staff have responsibilities spanning more than one NHS organisation or
more than one service, discussions will take place with the individual, their
trade union representative and the organisations concerned to determine if their
employment should transfer. The options in this situation might be that the
individual will transfer to one organisation with an agreement to provide
services to the other(s), or have more than one contract of employment, or, in
exceptional circumstances, to be declared at risk.

22.5

In all of these circumstances, for the purposes of the consultation that will be
carried out, the manager will identify the functions, posts and individual staff
that will transfer or be affected in accordance with the obligations of TUPE and
shall write to the staff affected and the trade unions informing them of the
intention that staff will transfer, the implications of the transfer and any
measures which will be taken in connection with the transfer.

22.6

The manager will then hold one-to-one meetings with individual staff and their
trade union representative to discuss the implications of the transfer, measures
to be taken in connection with the transfer, answer any concerns or queries,
discuss possible options if appropriate and consider personal circumstances.
These discussions will be documented and confirmed in writing. Every possible
support will be given to staff to understand the reasons for and implications of
the transfer and to ensure they have the necessary information with which to
prepare themselves.
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22.7

Formal notice of a transfer will be issued as long before the date of the transfer
as possible in order to comply with the obligations of TUPE and this policy. The
CCG will make every effort to give up to 3 months’ notice of a transfer, where
possible. Where 3 months’ notice is not possible because, for example, of the
timing of external announcements or decisions of approval, a shorter notice
period will be provided after consultation with the Partnership Forum.

23.

Appeals, complaints and joint agreements

23.1

Appeals against the decision to or not to slot in to a post and selection or nonselection of ring-fenced pooling is set out in paragraph 14.5

23.2

Appeals against the selection criteria for redundancy or the decision to dismiss
an employee by reason of redundancy or against the offer of a suitable
alternative post will be heard in accordance with the CCG’s Disciplinary Policy.
The decision of the Appeal Panel will be final and there will be no further
opportunity for recourse to the Grievance Procedure.

23.3

In the event of a complaint about misapplication of the Change Management
Policy and Procedure in the way that the consultation or redeployment
processes have been handled will be dealt with in accordance with the CCG’s
Grievance and Dispute Policy.

24

Monitoring and Review

24.1

This policy is intended to be non-discriminatory, promote fairness and equity in
the treatment of individuals and good employee relations. Use and compliance
of this policy will therefore be monitored by the HR Department, the Partnership
Forum and reported to the Executive Team. Quarterly workforce monitoring
reports to the Executive Team will include reporting on all incidences of use of
this policy and procedure, any redundancies and the selection criteria used.
Reporting of redundancies and down-gradings will be against all equality
strands.

24.2

The policy and procedure will be reviewed periodically by Human Resources in
conjunction with operational managers and Trade Union representatives.
Where review is necessary due to legislative change, this will happen
immediately.

24.3.1 The implementation of this policy will be audited on an annual basis by CCG
Leadership Team and reported to the CCG Transition Team on a six monthly
basis.
25.
25.1

Equality Statement

In applying this policy, the Organisation will have due regard for the need to
eliminate unlawful discrimination, promote equality of opportunity, and provide
for good relations between people of diverse groups, in particular on the
grounds of the following characteristics protected by the Equality Act (2010);
age, disability, gender, gender reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion or belief, and sexual orientation, in
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addition to offending background, trade union membership, or any other
personal characteristic.
25.2 An Equality Analysis has been carried out on this policy – Appendix 1. Every
CCG Management of Change proposal is subject to a separate Equality
Analysis.
26.

Associated Documentation
The following documentation is linked to this policy:






HR11 Grievance Policy
HR34 Travel and Expenses Policy
HR28 Redeployment Policy
Pay Protection Policy
Agenda for Change Handbook

MOST RELEVANT NHS CONSTITUTION RIGHTS, PLEDGES, DUTIES &
EXPECTATIONS
27.

Staff Rights

“Can raise an internal grievance and if necessary seek redress, where it is felt that a
right has not been upheld”
“Be involved and represented in the workplace”
-To consultation and representation either through the Trade Union or other
staff representatives in line with legislation and any collective agreements that
may be in force
“Be treated fairly, equally and free from discrimination”
-You have a right to employment protection in terms of continuity of service for
redundancy purposes if moving between NHS employers
28.

Staff Pledges

“The NHS commits to engage staff in decisions that affect them and the services they
provide, individually, through representative organisations and local partnership
working arrangements. All staff will be empowered to put forward ways to deliver
better and safer services for patients and their families”
29.

Staff Legal Duties





To act in accordance with the express and implied terms of your contract of
employment
Not to discriminate against patients or staff and to adhere to equal opportunities
and equality and human rights legislation
To protect the confidentiality of personal information that you hold unless to do
so would put anyone at risk of significant harm
To be honest and truthful in applying for and carrying out that job.
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30

Expectations



You should aim to maintain the highest standards of care and service
You should aim to take up training and development opportunities provided
over and above those legally required of your post
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Appendix 1 - Equality Analysis Initial Assessment
Title of the change proposal or policy:
Change Management Policy

Brief description of the proposal:
The Policy aims to set out the Clinical Commissioning Groups approach to the management of
organisational change and the procedures that should be followed by managers wishing to
implement major change, including re-organisation, relocation, merger, significant expansion
or reduction of a function, competitive tendering or outsourcing or major changes to working
practice. The policy incorporates best practice and the legal requirements to provide a
common framework for change management.
Name(s) and role(s) of staff completing this assessment:

Jenna McGuinness, HR Manager
Date of assessment: 22 July 2016

Please answer the following questions in relation to the proposed change:
Will it affect employees, customers, and/or the public? Please state which.
This policy will be applied to all NHS Staff employed by the Clinical Commissioning Group,
including those seconded out to another organisation. The Policy does not apply to staff
seconded into the Commissioning Support Unit or agency staff.
Is it a major change affecting how a service or policy is delivered or accessed?
NO
Will it have an effect on how other organisations operate in terms of equality?
NO
If you conclude that there will not be a detrimental impact on any equality group,
caused by the proposed change, please state how you have reached that conclusion:
No anticipated detrimental impact on any equality group. The policy adheres to the best
practice. This Policy will be applied to all NHS staff employed by the organisation and there
is no evidence that the policy will impact, disadvantage or discriminate against any particular
protected characteristic group. Every CCG management of change proposal is required to
have an Equality Analysis.
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1.

POLICY STATEMENT

1.1

The CCG is committed to providing a range of flexible working options for
employees in order to maintain a committed and skilled workforce, able to deliver
high quality, cost effective services in an environment which maximises
opportunities for employees to balance work and personal commitments.

1.2

This policy sets out the flexible working arrangements that are available within the
CCG and is supplemented by separate policies on different options.

2.

PRINCIPLES

2.1

The CCG has an overriding responsibility to deliver timely services. It also has the
right to seek ways of developing the capacity of its services, improving the
capabilities of its employees and improving effectiveness.

2.2

This policy allows any employee, from their first day of employment onwards, the
right to apply for a change in their contracted hours of work but does not guarantee
a change will be made.

2.3

All requests will be given full consideration and no reasonable request will be
refused. However, in certain circumstances the needs of the business may not
allow for the request to be granted. If a request is denied, a full and detailed reason
for the refusal will be given in writing to the employee.

2.4

Managers will ensure that staff who request a flexible working arrangement are
aware of the implications (if any) on their terms and conditions of employment e.g.
salary, annual leave, pension. Managers should seek the assistance of a Human
Resources representative where necessary.

2.5

As far as practicable a CCG may be able to offer flexible working arrangements
such as (reference: NHS Terms and Conditions of Service section 34):


Part-Time Working -This is where an employee is contracted to a number of
hours that are less than the normal hours of work of a comparable full-time
employee.



Job Share - This is normally where two people share the duties and
responsibilities of one full-time post in a partnership arrangement.



Term-Time Working - This is where people work during the school term but not
during school holidays. There is agreement to allow an employee to take
extended unpaid leave to coincide with the school holidays.



Flexible Working - Flexible working allows employees to vary their actual
working hours. This means that employees can vary their start and finish times
to better fit their domestic responsibilities, travel arrangements or for work
purposes.



Annual Hours – This is where a person works a specific number of hours each
year, with the hours being unevenly distributed throughout the year.
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Flexible Rostering – Using periods of work of differing lengths within an agreed
overall period



Tele-working – This is where people work from home for all or part of their
hours with a computer or telecommunication link to their CCG.



Voluntary reduced working time – This is where people work reduced hours by
agreement at a reduced salary.



Fixed work patterns – This is where, by agreement, days off can be irregular to
enable, for example, access by separated parents to their children and flexible
rostering.



Flexible Retirement

2.6

Where a request for a permanent change to an employee’s working arrangements
is requested the CCG reserves the right to impose a trial period, the length of which
will be at the line manager’s discretion but will normally be between 3 and 6
months, to establish whether or not the new working arrangements meet service
needs.

2.7

Employees are able to apply no more than once per year.

2.8

For details of arrangements covering emergency time off for the care of
dependants, see the HR19 Other Leave Policy.

2.9

Training and support will be provided to all Line Managers in the implementation
and application of this policy.

3.

EQUALITY

3.1

In applying this policy, the CCG will have due regard for the need to eliminate
unlawful discrimination, promote equality of opportunity, and provide for good
relations between people of diverse groups, in particular on the grounds of the
following characteristics protected by the Equality Act (2010); age, disability,
gender, gender reassignment, marriage and civil partnership, pregnancy and
maternity, race, religion or belief, and sexual orientation, in addition to offending
background, trade union membership, or any other personal characteristic.

4.

MONITORING & REVIEW

4.1

The policy and procedure will be reviewed periodically by Human Resources in
conjunction with operational managers and Trade Union representatives. Where
review is necessary due to legislative change, this will happen immediately.

4.2

The implementation of this policy will be audited on an annual basis by CSU
Leadership Team.
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5.

ASSOCIATED DOCUMENTATION
The following documentation is linked to this policy:



HR19 Other Leave Policy
HR29 Retirement Policy

6.

PROCEDURE

6.1

A request to change the contracted hours of work must be made by the employee
using the form in Appendix 1, to their line manager and must:





be dated and submitted allowing sufficient time between the submission of the
request and the proposed start date for the application to be considered;
state whether a previous application has been made and, if so, the date on
which it was made;
include the reason the request is being made
include details of the proposed change, and proposed start date, and an
explanation of the employee’s view of the effect on the CCG’s business and how
this may be dealt with;
relate to hours, times or place of work;

6.2

The line manager will acknowledge the request (Appendix 2) and will arrange a
meeting with the employee to discuss the application, to be held no later than 28
days after the date of application.

6.3

The employee has the right to be accompanied by their trade union representative
or a work colleague at this meeting.

6.4

A decision will be made within 14 days of the meeting and the employee notified in
writing. The notification will either: accept the request and establish a start date and any other action or
 confirm a compromise agreed at the meeting or
 reject the request, detailing all of the facts and demonstrating the business
rationale behind the decision.
 include details of the appeals process

6.5

Should the application be approved, the change will be made on a permanent basis,
unless all parties have agreed at the outset that the arrangement is time limited. A
trial period may be agreed.

6.6

Applications for flexible working arrangements will be refused only for one or more
of the following reasons:
 the burden of additional costs;
 detrimental effect on ability to meet customer demand;
 inability to reorganise work among existing staff;
 inability to recruit additional staff;
 detrimental impact on quality;
 detrimental impact on performance;
 insufficiency of work during the periods the employee proposes to work;
 planned structural changes.
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6.7

If an employee does not attend two arranged meeting without a ‘good reason’ the
application is considered withdrawn

6.8

If the application is refused, the employee will be allowed another 14 days in which
to appeal.

7.

Appeal Procedure

7.1

The employee must submit their appeal in writing within 14 days of them being
informed of the decision

7.2

The appeal will be acknowledged in writing and an appeal meeting arranged

7.3

The appeal meeting must take place within 14 days of the notice of the appeal and
will be heard by the line manager of the manager who made the original decision, or
someone at an equivalent level.

7.4

The employee has the right to be accompanied by their trade union representative
or a work colleague at this meeting

7.5

The decision on the appeal must be given within a further 14 days and is final.
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Appendix 1

FLEXIBLE WORKING APPLICATION FORM
Name:

Dept:

Manager:

CCG Start Date:





I wish to apply to work a flexible working pattern that is different from my
current working pattern.
I understand this application is my statutory right to apply for flexible
working.
I confirm that I have not made a request under this right during the past
12 months.

All sections must be completed:
1. Reason for request:

2. My current working pattern is: (Please provide details of days/hours/times worked)

3. The pattern I would like to work is: (Please provide details of days/hours/times to be
worked)
4. I would like this working pattern to commence from:
5. I think this change in my working pattern will affect CCG and my colleagues as
follows:

6. I think the effect on CCG and my colleagues can be dealt with as follows:

Signed:
Date:
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Appendix 2

Confirmation of receipt of application
(Line manager to complete and return to employee)

Dear
I confirm that I received your request to change your work pattern on

.

I will be arranging a meeting to discuss your application within 28 days. In the
meantime, you may wish to consider whether you would like a colleague to
accompany you to the meeting.
Yours sincerely

Line Manager
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Appendix 3
Equality Analysis Assessment
Title of the change proposal or policy:
Flexible Working

Brief description of the proposal:

To ensure that the policy amends are fit for purpose, that the policy is legally compliant
and takes account of best practice.

Name(s) and role(s) of staff completing this assessment:
Charmaine Harrison – HR Consultant

Date of assessment: 10th October 2014
Please answer the following questions in relation to the proposed change:
Will it affect employees, customers, and/or the public? Please state which.

Yes it will affect all employees.

Is it a major change affecting how a service or policy is delivered or accessed?
No
Will it have an effect on how other CCGs operate in terms of equality?
No
If you conclude that there will not be a detrimental impact on any equality group,
caused by the proposed change, please state how you have reached that
conclusion:
No anticipated detrimental impact on any equality group. The policy adheres to relevant
legislation, AFC terms and conditions. Makes all reasonable provision to ensure equity of
access to all staff. There are no statements, conditions or requirements that disadvantage
any particular group of people with a protected characteristic.
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1.

POLICY STATEMENT

1.1

This policy is designed to provide a framework across the organisation for a
consistent and timely to approach to the new and expectant mother

1.2

The policy is intended to promote an employees awareness of their rights and
entitlements during, and following pregnancy and conforms to the NHS Terms and
Conditions of Service, the Employment Act 2002 and other current legislation.

2.

PRINCIPLES

2.1

Training and support will be provided to all Line Managers in the implementation
and application of this policy.
Entitlement to Maternity Leave

2.2

All employees will be entitled to 52 weeks Maternity leave.
Entitlement to Occupational Maternity Pay under the NHS Scheme

2.3

An employee working full or part-time is entitled to Occupational Maternity Pay
(OMP) under the NHS scheme provided that she:


has 12 months continuous service with one or more NHS employers and
continues to be employed by the Organisation until at least the beginning of the
11th week before the expected week of childbirth (EWC); and



notifies the Organisation, on form M1 (Appendix 1), at least 15 weeks before her
expected date of childbirth (EDC) that she intends to take Maternity Leave (or as
soon as is reasonably practicable thereafter), of the date she wishes to start her
maternity leave and intends to return to work for a minimum period of three
months with the same or another NHS employer; and



submits a MAT B1 statement signed by a registered medical practitioner or a
practising midwife at least 28 days before commencement of Maternity Leave,
indicating the expected date of childbirth.

Entitlements under the Scheme
2.4

An employee who qualifies for full benefits and intends to return to work with
the same or another employing authority will be entitled to 52 weeks Maternity
Leave, paid as follows:

8 weeks at full pay including any Statutory Maternity Pay (SMP), Maternity
Allowance (MA) or equivalent benefits receivable;



18 weeks at half pay reduced only where half pay plus any SMP, MA or
equivalent benefits payable exceeds full pay;
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2.5

2.6



13 weeks at SMP, if payable;



13 weeks unpaid leave.

An employee who qualifies for full benefits and does not intend to return to
work for the same or another employing authority will be entitled to 52 weeks
Maternity Leave, paid as follows:


6 weeks SMP, paid as 90% of full pay (average weekly earnings);



33 weeks at the lesser of standard rate SMP or 90% of average weekly
earnings;



13 weeks unpaid leave.

An employee who does not qualify for full benefits under the NHS Scheme but
who has at least 26 weeks service by the 15th week before the EWC and meets the
earnings rule whether or not she intends to return to work will be entitled to 52
weeks Maternity Leave, paid as follows:


6 weeks at 90% of full pay;



33 weeks at the lesser of standard rate SMP or 90% of average weekly
earnings;



13 weeks unpaid leave.

2.7

An employee who does not qualify for SMP, whether or not she intends to return
to work, will be entitled to 52 weeks Maternity Leave. No payments will be made
during the maternity leave period although Maternity Allowance or other benefits
may be payable directly from Jobcentre Plus.

2.8

By prior agreement with the employer, occupational maternity pay may be paid in a
different way e.g. a combination of full pay and half pay or a fixed amount spread
equally over the maternity leave period.

2.9

In exceptional circumstances, for example in the case of a multiple birth or sick preterm babies, the unpaid element of leave may be extended beyond 13 weeks.
Requests for this should be submitted in writing to the employee’s line manager
who may seek advice from the HR Department.
Timing of Leave

2.10

Maternity Leave may commence at any time between eleven weeks before the
EWC and the expected week of childbirth, provided the required notice is given.
Early childbirth and maternity related sickness absence will affect this as follows:
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Early Childbirth
th

2.11

Where childbirth occurs before the 11 week before the EWC and the employee
has worked during the actual week of childbirth, Maternity Leave will start on the
first day of the employee’s absence.

2.12

Where childbirth occurs before the 11 week before the EWC and the employee
has been absent from work on certified sickness absence during the actual week of
childbirth, Maternity Leave will start the day after the day of birth.

2.13

Where an employee’s baby is born before the 11th week before the EWC, and the
baby is in hospital, she may split her Maternity Leave entitlement, taking a minimum
period of two weeks’ leave immediately following the birth and the rest of her leave
following the baby’s discharge from hospital.

2.14

Where an employee has a miscarriage before the 25 week of pregnancy then
normal sick leave provisions will apply.

2.15

In the event of a still birth after the 24 week of pregnancy the employee will be
entitled to the same amount of maternity leave and pay as if her baby was born
alive.

2.16

The organisation recognises that this will be a difficult and traumatic time and would
encourage the use of counselling accessed through Occupational Health.

th

th

th

Sickness Absence during Pregnancy and Leave
2.17

Where an employee is off work ill, or becomes ill, with a pregnancy related illness
during the last four weeks before the EWC, maternity leave will normally commence
at the beginning of the fourth week before the expected week of childbirth or the
beginning of the next week after the employee last worked, whichever is the later.
Absence prior to the last four weeks before the EWC, supported by a medical
certificate or self-certificate will be treated as sick leave in accordance with normal
leave provisions. Normal sick leave provisions will be suspended once maternity
leave has commenced.

2.18

Odd days of pregnancy related illness during the period may be disregarded if the
employee wishes to continue working until the maternity leave start date previously
agreed.

2.19

Where an employee is absent due to illness which is not pregnancy related then
normal sick leave provisions will apply until the date previously agreed that
maternity leave would commence.
Other Provisions
Ante-natal and Post-natal Care

2.20

Pregnant employees have the right to reasonable paid time off for ante-natal care
including relaxation and parent craft classes.
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2.21

Employees who return to work shortly after giving birth will be given paid time off for
post natal care e.g. attendance at health clinics.
Calculation of Pay

2.22 Maternity Pay is calculated on average earnings paid for two months prior to the
Qualifying week which is the 15th week before the EWC. Employees with average
weekly earnings below the Lower Earnings Limit who do not qualify for SMP may be
entitled to MA or other benefits.
Implementation of a Pay Award or Annual Increment
2.23

Absence on Maternity Leave, whether paid or unpaid, counts as service towards the
normal annual increment.

2.24

Where a pay award and/or annual increment are implemented from a date prior to
the paid Maternity Leave period, the Maternity Pay will be calculated as though the
pay award had effect throughout the entire SMP calculation period. If a pay award is
agreed retrospectively, the Maternity Pay will be recalculated on the same basis

2.25

Where a pay award and/or annual increment is implemented from a date during the
paid Maternity Leave period, the Maternity Pay due from the operative date of the
pay award or annual increment should be increased accordingly. Again, if such a
pay award were agreed retrospectively, the Maternity Pay should be recalculated
on the same basis.
Employees on a Fixed-Term or Training Contract

2.26

An employee who is entitled to full benefits under the NHS Scheme, i.e. who
satisfies the conditions under section 2.1 and whose contract is due to end after the
11th week before the EWC, will have her contract extended to enable her to receive
52 weeks Maternity Leave which includes paid occupational and statutory maternity
pay and the remaining 13 weeks of unpaid leave.
Under these circumstances, there will be no right of return to be exercised because
the contract would have ended if pregnancy and childbirth had not occurred.
Employees who do not satisfy the conditions under section 2.1 and whose contract
th
th
ends after the 15 week prior to the EWC but before the 11 week prior to the EWC,
will not be entitled to maternity leave but SMP may be payable. In this case, the
contract will not be extended but the organisation will be responsible for paying any
SMP due. Under these circumstances, the employee must inform the organisation if
she starts work for another employer following the birth of the baby and must still
provide evidence of pregnancy via the MAT B1 form.
Contractual Rights

2.27

An employee retains all her contractual rights, except remuneration, during the
Maternity Leave period.
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Annual Leave
2.28

Annual leave will continue to accrue during maternity leave, whether paid or unpaid.

2.29

Where the amount of accrued leave would exceed the normal carry over provisions,
the manager and employee should agree arrangements for the leave to be taken
either prior to or immediately following the maternity leave period.

2.30

In exceptional circumstances, where leave cannot be carried over for operational
reasons, payment in lieu of annual leave may be considered.

2.31

All maternity leave, including unpaid maternity leave, will count as service for the
purpose of satisfying the service qualification for accruing additional annual leave
entitlements.

2.32

Bank Holiday leave is not accrued whilst on paid or unpaid maternity leave.
Paternity Leave

2.33

The partner of the new mother may be entitled to paternity leave and pay (please
refer to the HR22 Paternity Leave Policy and Procedure
Shared Parental Leave

2.34

The new mother and their partner may be entitled to shared parental leave and pay.
The HR39 Shared Parental Leave Policy applies to all eligible employees of the
CCG who have babies and their Expected Week of Childbirth (EWC) is on or after 5
April 2015 and for children who are placed for adoption on or after that date.
Pension

2.35

Contributions will be deducted from salary as normal during paid Maternity Leave
and continue to be payable during unpaid leave. On return to work, arrears of
contributions will be recovered and deducted from salary over an agreed period of
time.
Pay Progression Framework

2.36

The expectation is that an employee on maternity leave will progress through a pay
progression gateway on the due date if concerns have not been raised about the
employee’s capability prior to maternity leave commencing.

3.

EQUALITY

3.1

In applying this policy, the organisation will have due regard for the need to
eliminate unlawful discrimination, promote equality of opportunity, and provide for
good relations between people of diverse groups, in particular on the grounds of the
following characteristics protected by the Equality Act (2010); age, disability,
gender, gender reassignment, marriage and civil partnership, pregnancy and
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maternity, race, religion or belief, and sexual orientation, in addition to offending
background, trade union membership, or any other personal characteristic.
4.

MONITORING & REVIEW

4.1

The policy and procedure will be reviewed periodically by Human Resources in
conjunction with operational managers and Trade Union representatives. Where
review is necessary due to legislative change, this will happen immediately.

5.

ASSOCIATED DOCUMENTATION

5.1

The following documentation is linked to this policy:





6.

HR39 Shared Parental Leave Policy
HR09 Flexible Working Policy
HR19 Other Leave Policy
HR03 Adoption Leave Policy

PROCEDURE
How to Claim Maternity Leave and Pay

6.1

Form M1 (see attached) should be completed no later than the end of the 15th
week before the EWC and signed by the employee and their Line Manager or
equivalent. The original form should be sent to Corporate Finance with a copy to
Human Resources.

6.2

Maternity Leave can start on any day of the week. Any Annual Leave to be taken
before the commencement of Maternity Leave should be taken into account.

6.3

On receipt of form MAT B1 from a registered medical practitioner or a practising
midwife, the original should be sent to Human Resources, at least 28 days before
the commencement of leave. Payroll can then determine whether the employee
qualifies for SMP. If the employee does not qualify for SMP, they will be sent form
SMP1 together with the Maternity Certificate MAT B1. These forms will be needed
to claim Maternity Allowance from Jobcentre Plus.

6.4

The employee will receive written confirmation within 28 days of receipt of Form M1
of:


their maternity entitlements, both paid and unpaid



her expected return date based on 52 weeks paid and unpaid leave unless
an earlier return date has been given



details of any accrued annual leave that is to be taken at the end of the
maternity leave period



the need for her to give at least 28 days notice if she wishes to return to work
before the expected return date. Form M2 to be included with the letter.
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6.5

If the employee subsequently decides that she wishes to change the start date of
her maternity leave she must notify her Line Manager at least 28 days beforehand
or where this is not possible as soon as is reasonably practicable.
Return to Work

6.6

If the employee wishes to take her full entitlement to Maternity Leave she need not
give any further notification of her return to work. An employee has the right to
return to her job under her original contract and on no less favourable terms and
conditions.

6.7

If the employee wishes to return to work before the end of her full entitlement to
leave, she must give at least 28 days notice of her date of return. Form M2 will be
included with the letter mentioned in 3.4 above for use in these circumstances.

6.8

An employee has the right to apply to return to work on a part-time or flexible
working basis. Applications should be made to their Line Manager and will be given
fair and objective consideration.
Sickness Following the end of Maternity Leave

6.9

Where an employee is unable to return to work following the date she was due to
return as a result of illness, normal sick leave provisions will apply.
Failure to return to Work

6.10

An employee who has notified the Organisation of her intention to return to work for
a minimum of three months for the same or another NHS employer, and fails to do
so within 15 months of the beginning of her maternity leave will be liable to refund
the whole of her maternity pay, less any Statutory Maternity Pay received, (see
paragraph 2.5).

6.11

In cases where the Organisation considers that to enforce this provision would
cause undue hardship or distress, the organisation has the discretion to waive the
right of recovery.

7.

HEALTH AND SAFETY

7.1

Where an employee is pregnant, has recently given birth or is breastfeeding, then a
risk assessment of her working conditions will be carried out. If it is found, or if a
medical practitioner considers, that an employee or her child would be at risk were
she to continue with her normal duties, she will be provided with suitable alternative
work for which she will receive her normal rate of pay. Where it is not reasonably
practicable to offer suitable alternative work, the employee will be suspended on full
pay.

7.2

These provisions also apply to an employee who is breastfeeding if it is found that
her normal duties would prevent her from successfully breastfeeding.
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8.

COMPULSORY PERIOD OF MATERNITY LEAVE

8.1

The legal minimum period of maternity leave which an employee is required to take
is two weeks. This will commence on the day that the baby is born.

9.

CHILDCARE VOUCHER SCHEME

9.1

Information on the childcare voucher scheme and provisions available locally can
be obtained from the HR Team.

10.

KEEPING IN TOUCH

10.1

Before going on maternity leave employees should discuss and agree with their
Line Manager any voluntary arrangements for keeping in touch during their leave
(Appendix 2). It should be noted that staff absent on maternity leave should receive
details of vacancies and other pertinent business information; this is normally done
via the post to the employee’s home address.

10.2

Keeping in Touch (KIT) days allow employees to do a limited amount of work under
their contract during the Maternity Pay Period without loss of SMP for the week.
They are intended to facilitate a smooth return to work for women returning from
maternity leave and can include training or other activities which enable the
employee to keep in touch with the workplace.

10.3

An employee may work a maximum of 10 KIT days without bringing her maternity
leave to an end. Any days of work will not extend the maternity period.

10.4

An employee may not work during the two weeks of compulsory maternity leave
immediately after the birth of her baby.

10.5

Working for part of any day will count as a whole KIT day.

10.6

The employee will be paid at their basic daily rate for the hours worked less
appropriate maternity leave payment for KIT days worked

10.7

Any work must be by agreement and neither the employer nor the employee can
insist upon it.

10.8

Employees who are breastfeeding will be risk assessed in accordance with Section
4.2 and facilities will be provided, where possible, in accordance with Section 8.2

10.9

In certain circumstances, the Organisation may consider the reimbursement of
reasonable childcare costs in order to enable the employee to take up the
opportunity to work KIT days.

11.

PROVISION FOR NURSING MOTHERS

11.1

If you are a nursing mother returning to work, please inform your Line Manager as
soon as possible so they are able to make the necessary arrangements.
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11.2

An employee who is breastfeeding will be given suitable access to a private room to
express and store milk in an appropriate refrigerator. Requests for flexible working
arrangements to support breastfeeding mothers at work will be considered.
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Appendix 1
Form M1

Maternity Leave Application Form

Please refer to the HR17 Maternity Leave Policy before completing this form.
Your Details
Surname:
First name(s):
Post Title:
Department:
Contact Telephone Number (at work)
Employee Number (on payslip)
Start Date with this organisation:
Continuous Service Date in NHS:

Dates for Pay and Leave
Expected Date of Childbirth:
 Yes
 No
 Undecided
Please note if you do not return to work in the NHS for at least 3 months following maternity leave
any occupational maternity pay may be recovered by the organisation, this includes not returning
to work following a career break taken at the end of maternity leave. Please see the Maternity
Policy for details.
Date intend to start Maternity Leave
Do you intend to return to work after
Maternity Leave?

Date intend to return to work
Dates of Annual Leave
To be taken before or after Maternity Leave

Declaration
Additional Documentation Required:
 Yes
Form MATB1 (provided by GP) attached – If not, please forward to Human
 No
Resources at least 28 days prior to commencement of leave
I have read and understood the maternity policy and wish to apply for maternity leave in line with
the details on this form. I confirm all the information provided is accurate to the best of my
knowledge.
I understand that I must inform the organization in writing at least 28 days in advance should I wish
to change the date of return indicated above.
Signed (employee)
Signed (Manager)
Date

Date
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Appendix 2
Keeping in Touch Agreement
During Maternity Leave it is beneficial to maintain contact as this eases your return to
work.
Please discuss, agree and record below the extent and nature of contact preferred (refer
to the HR17 Maternity Policy for guidance).
Your Personal Details
Employee Name:
Employee number (on payslip):
Post Title:
Department:
Managers Name:
Post Title:
Department:
Arrangements
Purpose for contact, e.g. department
news, training events
Form of Contact, e.g. telephone, email
Keeping In Touch days (if applicable) –
list dates and purpose

Declaration
Signed (Employee)

Signed (Manager)

Date

Date
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Appendix 3 - Equality Analysis Initial Assessment

Title of the change proposal or policy:
Maternity Leave

Brief description of the proposal:

To ensure that the policy amends are fit for purpose, that the policy is legally compliant,
complies with NHS LA Standards and takes account of best practice.

Name(s) and role(s) of staff completing this assessment:
Theresa Gavin – HR Management Trainee

Date of assessment: 13th December 2012
Please answer the following questions in relation to the proposed change:
Will it affect employees, customers, and/or the public? Please state which.

Yes it will affect female employees.

Is it a major change affecting how a service or policy is delivered or accessed?
No
Will it have an effect on how other organisations operate in terms of equality?
No
If you conclude that there will not be a detrimental impact on any equality group,
caused by the proposed change, please state how you have reached that
conclusion:
No anticipated detrimental impact on any equality group. The policy adheres to the NHS
LA Standards, AFC Terms and Conditions, is legally compliant and takes account of best
practice. Makes all reasonable provision to ensure equity of access to all staff. There are
no statements, conditions or requirements that disadvantage any particular group of
people with a protected characteristic.
Please return a copy of the completed form to the Equality & Diversity Manager
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1.

POLICY STATEMENT

1.1

Paternity leave (Maternity support) is provided to allow employees time away from
work following the birth or adoption of a child. This policy details the arrangements
within the Organisation in relation to paternity leave and pay.

1.2

This policy will apply to biological and adoptive fathers, nominated carers and same
sex partners.

2.

PRINCIPLES

2.1

Employees for whom this policy applies are entitled to Ordinary Paternity Leave.

2.2

The employee and the new mother may also be entitled to shared parental leave
and pay. The HR39 Shared Parental Leave Policy applies to all eligible employees
of the CCG who have babies and their Expected Week of Childbirth (EWC) is on or
after 5 April 2015 and for children who are placed for adoption on or after that date.

2.3

Employees should refer to the HR19 Other Leave Policy for information concerning
time off to attend ante-natal or adoption appointments.

2.4

Training and support will be provided to all Line Managers in the implementation
and application of this policy
Ordinary Paternity Leave

2.5

To qualify for up to two weeks ordinary paternity leave, with Occupational Paternity
Pay, an employee must:
2.5.1 have, or expect to have, responsibility for the child’s upbringing;
2.5.2 be the biological father of the child, or be the mother’s spouse, partner or civil
partner but not the father of the child, or be the adopter’s spouse or partner;
2.5.3 have worked continuously for 12 months for one or more NHS employers by
the beginning of the week in which the baby is due or the adopted child is
due to be placed.

2.6

Where an employee satisfies the conditions in 2.5 above, payment will be made at
full salary, including regular payments and bonus, less any Statutory Paternity Pay
(SPP), for up to two weeks.

2.7

An employee who satisfies the conditions in 2.5 above, except 2.5.3, will be entitled
to SPP and leave provided they:
2.7.1 have 26 weeks continuous service with one or more NHS employers, ending
with the 15th week before the baby is due or the week in which notification of
the adoptive match occurs;
2.7.2 will continue to be employed up to the date of birth or placement of a child; check
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2.7.3 have average weekly earnings at or above the Lower Earnings Limit.
2.8

SPP is the same as the standard rate for Statutory Maternity Pay, or 90% of
average weekly earnings if this is less than SPP.

2.9

If the baby is born earlier that the fourteenth week before it is due and, but for the
birth occurring early, the employee would have been employed continuously for 26
weeks, then the employee will be deemed to have the necessary length of service.

2.10

Employees can choose to take either one week’s, or two separate or continuous
weeks, leave (i.e. not odd days). Only two weeks leave is available irrespective of
whether more than one child is born as a result of the same pregnancy or more
than one child placed together for adoption.

2.11

Leave can start from:
 the date of the child’s birth or placement (whether this is earlier or later than
expected), or
 a chosen number of days or weeks after the date of the child’s birth or placement
(whether this is earlier or later than expected), or
 a chosen date.

2.12

Leave can start on any day of the week on or following the child’s date of birth or
placement but must be completed:
 within 56 days of the actual date of birth or placement of the child, or
 if the child is born early, within the period from the actual date of birth up to 56
days after the expected week of birth.

2.13

Employees will be entitled to reasonable time off to attend ante-natal classes or
official meetings in the adoption process.

2.14

Annual leave will accrue during ordinary paternity leave.

2.15

Paid Special/Other leave may be granted where there are difficulties at the time of
birth.

2.16

Pension contributions will be deducted from salary as normal during paid Paternity
Leave and continue to be payable during unpaid leave. On return to work, arrears of
contributions will be deducted by Salaries over an agreed period of time.

2.17

The employee is entitled to return to the same job, on the same terms and
conditions of employment, after ordinary and additional paternity leave.

2.18

Absence on Paternity Leave, whether paid or unpaid, counts as service towards the
normal annual increment.
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2.19

An employee has the right to apply to return to work on a part-time or flexible
working basis. Applications should be made to their Line Manager and will be given
fair and objective consideration.

3.

EQUALITY

3.1

In applying this policy, the CCG will have due regard for the need to eliminate
unlawful discrimination, promote equality of opportunity, and provide for good
relations between people of diverse groups, in particular on the grounds of the
following characteristics protected by the Equality Act (2010); age, disability,
gender, gender reassignment, marriage and civil partnership, pregnancy and
maternity, race, religion or belief, and sexual orientation, in addition to offending
background, trade union membership, or any other personal characteristic.

4.

MONITORING AND REVIEW

4.1

The policy and procedure will be reviewed periodically by Human Resources in
conjunction with operational managers and Trade Union representatives. Where
review is necessary due to legislative change, this will happen immediately.

5.

ASSOCIATED DOCUMENTATION

5.1

The following documentation is linked to this policy:



6.

HR19 Other Leave Policy
HR39 Shared Parental Leave Policy

PROCEDURE
Ordinary Paternity Leave

6.1

An employee must, wherever possible, give at least 28 days notice of their intention
to take ordinary paternity leave by completing form PAT1 (Appendix 1) and
submitting it to their manager.

6.2

Form PAT1 is evidence that the employee meets the eligibility conditions and
includes the following information:
 the week the baby is due or the child is expected to be placed;
 whether one week or two consecutive weeks is requested;
 the date ordinary paternity leave is to start;
 the employee’s confirmation of eligibility.

6.3

In the event of a still birth, if the birth takes place after the 24 th week of pregnancy
the employee will be entitled to the same amount of ordinary paternity leave and
pay as if the baby had been born alive.
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Appendix 1
Paternity Leave Application Form
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Appendix 2 - Equality Analysis Initial Assessment

Title of the change proposal or policy:
Paternity Leave

Brief description of the proposal:

To ensure that the policy amends are fit for purpose, that the policy is legally compliant,
complies with NHS LA Standards and takes account of best practice.

Name(s) and role(s) of staff completing this assessment:
Theresa Gavin – HR Management Trainee

Date of assessment: 13th December 2012
Please answer the following questions in relation to the proposed change:
Will it affect employees, customers, and/or the public? Please state which.
Yes it will affect all employees.

Is it a major change affecting how a service or policy is delivered or accessed?
No
Will it have an effect on how other organisations operate in terms of equality?
No
If you conclude that there will not be a detrimental impact on any equality group,
caused by the proposed change, please state how you have reached that
conclusion:
No anticipated detrimental impact on any equality group. The policy adheres to the NHS
LA Standards, AFC Terms and Conditions, is legally compliant and takes account of best
practice. Makes all reasonable provision to ensure equity of access to all staff. There are
no statements, conditions or requirements that disadvantage any particular group of
people with a protected characteristic.
Please return a copy of the completed form to the Equality & Diversity Manager
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2

POLICY
1.0

POLICY STATEMENT
Travel is an integral part of the work of many of CCG staff and it is right that expenses
incurred in travelling should be reimbursed.
Sections 17 & 18 of the Agenda for Change NHS Terms & Conditions of Service
Handbook provides for the reimbursement of staff for mileage allowances and
subsistence cost. To view the Agenda for Change NHS Terms & Conditions of Service
Handbook go to the NHS Employers web site at www.nhsemployers.org and look for
the terms of conditions handbook.
The purpose of this policy is to provide:
 A structured framework to claiming travel expenses
 Practical guidance to staff and managers on process and procedure
 To ensure that travel expenses are claimed in a consistent, accurate and timely
way.
 Guidance on mileage allowance
This policy and procedure is for employees on Agenda for Change terms and
conditions.

2.0

PRINCIPLES

2.1

The purpose of this policy and procedure is to outline the rules set out by the Clinical
Commissioning Group for the reimbursement of travel and expenses that are
necessarily incurred by any individual engaged on business approved by the
organisation.

2.2

The primary purpose of travel and subsistence allowances is to reimburse the necessary
costs of meals, accommodation and travel arising as a result of official duties away from
home.

2.3

The rates and conditions are, where appropriate those set out in the relevant Terms and
Conditions Handbooks, or otherwise agreed by the organisation.

2.4

This document is mandatory and applies to all staff on Agenda for Change Terms and
Conditions and interview candidates.

2.5

Any abuse of this policy will be investigated and may result in disciplinary action being
taken.

2.6

Travel and expenses claims are subject to Tax and National Insurance Liabilities as
detailed in Appendix 1.

3.

TRAVEL EXPENSES

3.1

ELIGIBLE MILES
Staff will be reimbursed for miles travelled in the performance of their duties for the
CCG which are in excess of the home to agreed work base return journey. Eligible
miles are normally those travelled from the agreed work base and return. However
when the journey starts at a location other than the agreed work base e.g. home, the
eligible miles will be as set out in appendix 2.
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3

3.2

CAR ALLOWANCE
All car mileage will be reimbursed at one of two Standard Rates for car drivers
registered with the authority regardless of the vehicle size. The mileage rate is
dependent on car usage (see Appendix 2)

3.3

RESERVE RATE
Any member of staff who does not register their vehicle with the organisation will be
reimbursed at the Reserve Rate for any mileage claimed. The reserve rate is also
implemented for specific reasons for travel such as – excess mileage due to NHS
merger or organisational change, temporary moves or secondment attending training
courses or for call out.

3.4

LEASE CARS
For former NHS employer/organisation Lease Cars that transferred to a CCG on 1st
April 2013 the mileage rate will be that at the point of transfer until the scheme expires.
The mileage rate for lease cars is specified in the CCG lease car policy.

3.5

MOTORCYCLE ALLOWANCE
Members of staff using a motorcycle for official journeys will be reimbursed a mileage
rate as set out in Appendix 3

3.6

PEDAL CYCLES
Members of staff using a pedal cycle for official journeys will be reimbursed a mileage
rate as set out in Appendix 3

3.7

PASSENGER RATE
When members of staff travel together on CCG business and separate claims would
otherwise be made, the driver may claim a passenger allowance as set out in
Appendix 3. The name and designation of all passengers must be shown on the claim
form. Passenger allowance is not payable to lease car drivers.

3.8

OTHER ALLOWANCES
Staff will be reimbursed the reasonable parking, garage, toll and ferry costs when on
CCG Business on production of a valid parking receipt.

3.9

CALL OUT
Any member of staff called out to return to work following the normal completion of
their shift will be paid at the Reserve Rate.

3.10

TRAINING COURSES/CONFERENCES/EVENTS
All employees attending manager approved training courses, conferences or events
are eligible to claim mileage over and above home to work mileage on the Standard
Rate. Course trainers providing training at a base other than their normal work base
will claim mileage over and above home to work mileage on the rate that they are
registered to receive.
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3.11

EXCESS MILEAGE
Where there is a compulsory requirement for an employee to change their base of
work on a temporary or permanent basis e.g. a merger of NHS employers, acceptance
of another post as an alternative to redundancy, change of work base, the employee
may be reimbursed their extra daily travelling expenses for a period of four years from
the date of transfer. Mileage will be reimbursed at the reserve rate or through the
submission of receipts, the cost of public transport. Excess mileage authorisation
form is set out in Appendix 4.
If a member of staff who is claiming excess travel subsequently moves home they
must complete a new Excess Travel Authorisation Form in order that the new mileages
may be calculated and adjusted accordingly.

3.12

BULKY EQUIPMENT
Where, at the requirement of the employer, an employee carries heavy or bulky
equipment in a private car, an allowance at the rate specified in Appendix 2 for
journeys on which the equipment is carried. (The equipment must be either of a weight
that is unreasonable to be carried or alter the seating capacity of the vehicle).

3.13

PUBLIC TRANSPORT
If an employee uses public transport for business purposes the cost of bus fares and
standard rail fares will be reimbursed.

4.0

SUBSISTENCE
Any member of staff who is required to be away from home for business purposes may
claim for additional costs that are incurred, up to the limits set by the CCG. Refer to
Appendix 5 for maximum reimbursement limits. Claims will be reimbursed on the basis
of original receipts that must be attached to all claims. Copy receipts are acceptable if
agreed by the manager but these payments will be subject to income tax deductions.
The organisation will not pay for the cost of any alcoholic beverages.

4.1

OVERNIGHT ACCOMMODATION
If a member of staff stays overnight in a hotel or other similar accommodation for
business purposes, that have been approved by their manager, the overnight costs for
bed and breakfast will be reimbursed up to the limits set by the CCG. In exceptional
circumstances where accommodation is not available within the agreed limit, the
employee should seek the most competitive rates and ensure that these are approved
by the line manager prior to the expenditure being incurred. Any claims that exceed the
agreed limit must be clearly noted to show that prior approval for the expenditure has
been given. The cost of up to two further day time meals may be reimbursed in any 24
hours, up to the maximum of the appropriate meals allowance as detailed in Appendix
5.
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5.0

OTHER EXPENSES

5.1

EXPENSES OF CANDIDATE FOR APPOINTMENT
Agreement to pay candidates interview expenses must be approved with the
appointing officer prior to interview. The appointing officer is responsible for informing
candidates of the process and handling the associated internal administration.
Candidates must complete a Travel and Expenses Claim Form and Registration Form
in order to facilitate payment. Payments will be made by BACS through the payroll
system, never by cash. Reimbursement of expenses shall not be made to employees
who withdraw their application or refuse an offer of appointment.

5.2

RELOCATION EXPENSES
Please refer to local CCG Relocation Expenses Policy.

5.3

REIMBURSEMENT OF SUNDRY EXPENSES
In exceptional circumstances it may be necessary for a member of staff to purchase
sundry items which may be required in order to carry out their duties. The budget
manager must give prior approval for all such expenditure and original receipts must
accompany the claim for reimbursement. The Authority would not expect sundry items
to be purchased if they could be obtained through the normal purchasing procedure.

6.0

PROCEDURE

6.1

TRAVEL AND EXPENSES CLAIMS FORM SUBMISSION
All employees required to use their own vehicle for business purposes will have to
provide the following documentation which will be copied and added to the employees
personal file. The documents must be kept up to date at all times.






Driving Licence (paper and photo card)
Car Insurance – including business
Car Tax
MOT
Completed registration form

A checklist and recording is available in Appendix 6.
6.2

METHODS OF PAYMENT
Expenses payments will be made monthly with salary payments. All completed claims
should be submitted by 4th working day of month following claim for payment in the
next month’s salary. Payment will be withheld or delayed if the necessary
documentation or process is not completed and appropriate procedures followed. It is
the manager’s/budget holder’s responsibility to ensure that staff are made aware of the
correct procedure to follow for the claiming of expenses.
All claims should be made within 3 months of the expense taking place. Failure to do
so may result in the claim being forfeited. The Chief Finance Officer will make a
decision based on the facts available and their decision shall be final.
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6.3

CLAIM FORM
Expenses payments will only be authorised if they are submitted on the correct form or
through the correct e-Expenses process and accompanied by original receipts (except
for mileage).

6.4

AUTHORISATION
Claims will only be accepted if the most direct route of travel is used. Only claims
signed by an authorising manager will be accepted for payment. If the claim is not
signed it will be returned to the authorising manager, as will incorrectly completed
claims.

6.5

EXEMPTIONS
There will be no reimbursement of

Parking fines

Speeding fines

a contribution towards vehicle running costs or additional personal motoring
costs, (the mileage allowance is set at a level to include this)
The CCG forbids the use of handheld mobile phones whilst driving.

7.0

EQUALITY STATEMENT
In applying this policy, the Organisation will have due regard for the need to eliminate
unlawful discrimination, promote equality of opportunity, and provide for good relations
between people of diverse groups, in particular on the grounds of the following
characteristics protected by the Equality Act (2010); age, disability, gender, gender
reassignment, marriage and civil partnership, pregnancy and maternity, race, religion
or belief, and sexual orientation, in addition to offending background, trade union
membership, or any other personal characteristic.
An Equality Analysis has been carried out on this policy – Appendix 7

8.0

MONITORING AND REVIEW
This Policy is subject to frequent review in line with Agenda for Change NHS Terms
and Conditions of Service in line with the publication of the AA Guides indicating
motoring costs. Amendments to mileage allowances will only take place if rates
increase or decrease by 5%.
Date of review
November 2013
April / May 2014

Date of impact
January 2014
July 2014

In addition the policy and procedure will be reviewed periodically by Human Resources
in conjunction with CCGs and Trade Union representatives. Where review is
necessary due to legislative change, this will happen immediately.
The implementation of this policy will be audited on an annual basis by the CCG
Reference Group and reported to the CCG Transition Team on a six monthly basis.
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9.0

ASSOCIATED DOCUMENTATION



Disciplinary Policy
Agenda for Change Handbook
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Appendix 1 - Tax and National Insurance Liabilities – From 1st July 2013

For details of HM Revenue and Customs guide to personal Taxable Allowances and Rates
www.hmrc.gov.uk
Mileage reimbursement is a ‘payment’ from your employer that can be subject to tax and
national insurance deductions on the whole amount. However if the payment is clearly for
costs incurred in the performance of an employee’s duties then tax relief can be obtained.
If you are reimbursed for travel that is not considered to have been undertaken in the course
of an employee’s duties, then there will be no tax relief available and the full amount will be
considered as income and subject to tax and national insurance accordingly.
HMRC operate an Approved Mileage Allowance Payment (AMAP) which enables tax free
reimbursement. Table 1 below provides information for the tax year 2013/14 as an example
for guidance only as these may be revised at any time dependent on government policy.
The total miles travelled, regardless of the rate at which they are reimbursed, will be reported
to the Inland Revenue at the end of the financial year in order that taxable benefit can be
calculated. The taxable benefit will feature on each employee's P11D if you are not covered
under the taxed at source ararngement.
Table 1 – AMAP rates
Type of vehicle

Tax year

Cars up to 10,000 miles

45p per mile

Cars over 10,000 miles

25p per mile

Motorcycle

24p per mile

Bicycle

20p per mile

Any queries relating to your tax position should be directed to your local tax office
Type of payment
Business Miles

Tax liability

National
Insurance
liability
The tax free allowance is deducted from Deducted on profit
the amount paid and tax is due on the element of mileage
balance, this is reported on the P11d or
Taxed at Source (TAS) in-line with the
individual arrangment for your CCG.

Reserve Rate

The tax free allowance is deducted from Deducted on profit
the amount paid and tax is due on the element of mileage
balance, this is reported on the P11d or
Taxed at Source (TAS) in-line with the
individual arrangment for your CCG.

Excess travel

If the change of base is permanent As with tax
there is a liability for tax which will be
deducted from pay.
There is no liability if the change is
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Type of payment

Tax liability

National
liability

Insurance

temporary for less than 24 months.

Passengers

The tax free allowance is deducted from No liability
the amount paid and tax is due on the
balance, this is reported on the P11d or
Taxed at Source (TAS) in-line with the
individual arrangment for your CCG.

Pedal Cycles

The tax free allowance is deducted from No liability
the amount paid and tax is due on the
balance, this is reported on the P11d or
Taxed at Source (TAS) in-line with the
individual arrangment for your CCG.

Course/Study
Travel The tax free allowance is deducted from No liability
(now Reseve Rate)
the amount paid and tax is due on the
balance, this is reported on the P11d or
Taxed at Source (TAS) in-line with the
individual arrangment for your CCG
Home to base travel

There is a liability for tax which will be
deducted from pay.

Othertravelling expenses
eg parking, toll charges

Provided that these are supported by As with tax
receipts there is no tax liability

As with tax

Subsistence and other Provided that the expense is receipted As with tax
reimbursements
and is a reimbursement of amounts
actually paid, there is no tax liability
Relocation Expenses

Tax free up to £8,000 provided that As with tax
expenditure falls within the categories
set out in the Inland Revenue
Regulations.
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Appendix 2 - Eligibility Mileage
Eligible mileage – illustrative example
In this example the distance from the employee’s home to the agreed base is 15 miles
Journey (outward)
Home to base

Distance
15 miles

Eligible miles
None

Home to first call

Less than 15 miles

Eligible mileage starts after 15 miles
have been travelled

Home to first call

More than 15 miles

Eligible mileage starts from home, less
15 miles

Journey (return)
Eligible mileage ends at base

Last call to base
Last call to home

Less than 15 miles

Eligible mileage ends 15 miles from
home

Last call to home

More than 15 miles

Eligible mileage ends 15 miles from
home
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Appendix 3 – Mileage Rates

Rates will be reviewed twice a year April / May (to match release of AA Guides) and again in
November. Should rate calculation amend mileage costs either up or down by 5% this will be
amended to affect mileage claims from July onwards (after April/May) or January (following
November).
Current mileage rates can be found on the NHS Employers website within the NHS Agenda
for Change Handbook in section 17, with details of how the rates are calculated contained in
Annex L – www.nhsemployers.org.uk
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Appendix 4

AUTHORISATION TO CLAIM EXCESS MILEAGE
“Where there is a compulsory requirement for an employee to change their base of work on a temporary or
permanent basis e.g. a merger of NHS employers, acceptance of another post as an alternative to redundancy,
change of work base, the employee may be reimbursed their extra daily travelling expenses for a period of four
years from the date of transfer. Mileage will be reimbursed at the reserve rate or through the submission of
receipts, the cost of public transport.”
Travel & Expenses Policy Para 3.11

This form is to be completed by the claimant and authorised by their line manager.
Name
Home Address

Old Base
New Base
Date of Change
Protection Period dates

EXCESS MILEAGE CALCULATION
Daily return mileage from home to present
base
Daily return mileage from home to future
base
Excess miles (difference between present
and future return mileage)

I attend work at present on..............occasions each week and will be attending for work at my
new base on...............occasions each week.

I certify that the above information is correct and accurate.
Claimant’s signature ________________________________________Date _________
Authorising Manager Signature _______________________________ Date _________
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Appendix 5 - Subsistence rates
The rates listed below are subject to periodic change and so the Agenda for Change
Handbook should be checked for the latest rates – www.nhsemployers.org.uk
1.

Night allowances: first 30 nights - Actual receipted cost of bed and breakfast up to a
maximum of £55.

2.

Night allowances in non-commercial accommodation - Per 24 hour period: £25.00

3.

Night allowances: after first 30 nights - Maximum amount payable: £35.00

4.

Day meals subsistence allowances:
Lunch allowance (more than five hours away from base, including the lunchtime period
between 12:00 pm to 2:00 pm) £5.00
Evening meal allowance (more than ten hours away from base and return after 7:00
pm) £15.00

5.

Incidental expenses allowance (this allowance is subject to a tax liability) –
Per 24 hour period: £4.20

6.

Late night duties allowance (this allowance is subject to a tax liability) –
Per 24 hour period: £3.25
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Appendix 6

Registration form checklist

‘All employees required to use their own vehicle for business purposes will have to provide the
following documentation which will be copied and added to the employees personal file. The
documents must be kept up to date at all times.” (Travel and Expenses Policy Para 5.1)

The employee shall produce documents for the line manager to scrutinise and record
the relevant details. A new form shall be completed as documents are renewed e.g.
insurance

Effective date and
expiry date (where
applicable)

Manager name
and date seen

Driving Licence
(paper and photo card)

Car Insurance
- including business

Car Tax

MOT

This form shall be stored in the employee’s personal file.
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Appendix 7 – Equality Analysis Initial Assessment
Title of the change proposal or policy:
Travel and Expenses Policy

Brief description of the proposal:
The purpose of the Policy and procedure is to outline the rules set out by the Clinical
Commissioning Group for the reimbursement of travel and expenses that are necessarily
incurred by any individual engaged on business approved by the organisation.

Name(s) and role(s) of staff completing this assessment:

Jenna McGuinness, HR Manager

Date of assessment: 22 July 2016
Please answer the following questions in relation to the proposed change:
Will it affect employees, customers, and/or the public? Please state which.
This policy and procedure applies to all employees of the Clinical Commissioning Group who
are employed or engaged on Agenda for Change Terms and Conditions only.
Is it a major change affecting how a service or policy is delivered or accessed?
NO
Will it have an effect on how other organisations operate in terms of equality?
YES
If you conclude that there will not be a detrimental impact on any equality group,
caused by the proposed change, please state how you have reached that conclusion:
This Policy will be applied to all staff on Agenda for Change Terms and Conditions and there is no
evidence that the policy will impact, disadvantage or discriminate against any particular protected
characteristic group.

Travel and Expenses Policy – July 2016

16

Agenda Item 8.10

OFFICIAL

North of England Clinical Commissioning Groups

HUMAN RESOURCES POLICY

SHARED PARENTAL LEAVE

Policy Number:

HR39

Version Number:

1.0

Issued Date:

July 2016

Review Date:

July 2019

Sponsoring Director:

Michelle McGuigan

Prepared By:

Jenna McGuinness

Consultation Process:

CCG Partnership Forum

Formally Approved:

CCG Ratification Process

Policy Adopted From:

BSA HR39 Shared Parental Leave Policy V1

Approval Given By:

n/a

Document History
Version

Date

Significant Changes

1

July 2016

n/a

Equality Impact Assessment
Date

Issues

28.4.15

Potential sex discrimination perceived low risk.

Policy Validity Statement
This policy is due for review on the latest date shown above. After this date, policy
and process documents may become invalid. Policy users should ensure they are
consulting the currently valid version of the documentation.

Shared Parental Leave – July 2016

Contents
Part 1 Policy ........................................................................................................................................... 3
1.0

Introduction ........................................................................................................................... 3

2.0

Purpose .................................................................................................................................. 3

3.0

Policy Statement ................................................................................................................... 3

4.0

Responsibilities ..................................................................................................................... 3

5.0

Scope ...................................................................................................................................... 4

6.0

Equality Statement ................................................................................................................ 4

7.0

Monitoring and Review ......................................................................................................... 4

Part 2 Procedure ................................................................................................................................... 4
1.0

What is Shared Parental Leave?.......................................................................................... 4

2.0

Eligibility ................................................................................................................................ 5

3.0

Entitlement ............................................................................................................................. 5

4.0

Notification of Shared Parental Leave ................................................................................ 6

5.0

Requesting Further Evidence of Eligibility ......................................................................... 6

6.0

Fraudulent Claims ................................................................................................................. 6

7.0

Discussions Regarding Shared Parental Leave ................................................................ 7

8.0

Booking Shared Parental Leave .......................................................................................... 7

9.0

Responding to a Shared Parental Leave Notification ....................................................... 8

10.0

Variations to Arranged Shared Parental Leave.................................................................. 9

11.0

Statutory Shared Parental Pay (ShPP) ................................................................................ 9

12.0

Terms and Conditions during Shared Parental Leave .................................................... 10

13.0

Annual Leave ....................................................................................................................... 10

14.0

Contact during Shared Parental Leave ............................................................................. 10

15.0

Shared Parental Leave in Touch Days .............................................................................. 10

16.0

Returning to Work After Shared Parental Leave .............................................................. 11

17.0

Special Circumstances and Further Information ............................................................. 12

Appendix 1: EQUALITY IMPACT ASSESSMENT ............................................................................. 12
Appendix 2: NOTIFICATION OF SHARED PARENTAL LEAVE ....................................................... 16
Appendix 3: SHARED PARENTAL LEAVE BOOKING NOTICE (BIRTH) ........................................ 18
Appendix 4: SHARED PARENTAL LEAVE BOOKING NOTICE (ADOPTION) ................................ 22
Appendix 5: MATERNITY/ADOPTION LEAVE CURTAILMENT NOTICE......................................... 26
Appendix 6: Flowchart- Assessing eligibility for Shared Parental Leave ..................................... 27
Appendix 7: Flowchart- process for taking SPL: birth mother ...................................................... 28
Appendix 8: Flowchart- process for taking SPL: father/ birth partner .......................................... 29
Appendix 9: Flowchart- process for taking SPL: primary adopter ................................................ 30
Appendix 10: Flowchart- process for taking SPL: adopter’s partner ............................................ 31
Appendix 11: Flowchart- process for booking Shared Parental Leave ......................................... 32

2
Shared Parental Leave – July 2016

Part 1 Policy
1.0

Introduction

1.1

The CCG will comply with both the spirit and the letter of the law in ensuring that all
employees have a robust system to assist them in achieving their shared parental
rights. It is recognised that the provision of maternity, paternity, adoption and shared
parental leave is key to being able to demonstrate this commitment.

2.0

Purpose

2.1

The purpose of this policy is to provide managers and employees with information and
guidance about entitlements to shared parental leave relating to conditions of service,
and to provide the basis for a clear understanding of the nature and period of leave,
paid and unpaid, that will apply in particular circumstances.

3.0

Policy Statement

3.1

The CCG will ensure that all employees are assisted in achieving shared parental
leave and have provided the following leave arrangements for employees to ensure
that they are fully able to manage their family lives outside of work and are committed
to promoting fair and equal treatment inside the workplace.

4.0

Responsibilities

4.1

Responsibilities of the Organisation
The responsibility for the provision of maternity, paternity and adoption leave and pay
rests initially with the CCG. The CCG recognises the need to treat all employees fairly
by providing equality of opportunity in employment, development, promotion and
retention of skills and experience.

4.2

Responsibilities of HR
HR will ensure that training is provided on this policy to ensure that a fair and
consistent approach is applied by Managers. HR will guide managers and staff on the
application of this process. Information and training opportunities will be widely
publicised and the take up of such opportunities monitored.

4.3

Responsibilities of Line Managers
Line managers are responsible for ensuring that this policy is applied fairly and
consistently within their own area. HR will monitor and provide any feedback to
managers, providing advice and support where appropriate. Managers should also
ensure that employees are made aware of this policy when applicable and understand
their entitlements to maternity, paternity and adoption leave and pay.
Line managers should ensure that requests are dealt with reasonably and considered
sensitively and dealt with as a matter of urgency and are responsible for submitting the
information to HR in a timely manner to ensure that accurate payment is made.

4.4

Responsibilities of Employees
Employees should understand the application of this policy and have a general
understanding of their statutory and contractual entitlements. Employees are
responsible for informing their managers in a timely manner (in line with the timescales
stated in this policy) should they wish to take maternity, paternity or adoption leave.
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4.5

Responsibilities of Staff Side
Staff side will provide independent advice and support to staff on maternity, paternity,
adoption and shared parental leave and pay related concerns/queries.

5.0

Scope
This policy applies to all eligible employees of the CCG who have babies and their
Expected Week of Childbirth (EWC) is on or after 5th April 2015 and for children who
are placed for adoption on or after that date. Please note it is the EWC or the
anticipated matching date that is relevant, rather than the actual birth or placement
date.

6.0

Equality Statement

6.1 In applying this policy, the CCG will have due regard for the need to eliminate unlawful
discrimination, promote equality of opportunity, and provide for good relations between
people of diverse groups, in particular on the grounds of the following characteristics
protected by the Equality Act (2010); age, disability, gender, gender reassignment,
marriage and civil partnership, pregnancy and maternity, race, religion or belief, and
sexual orientation, in addition to offending background, trade union membership, or
any other personal characteristic.
6.2

An Equality Impact Analysis has been carried out on this policy and can be found in
appendix 1.

7.0

Monitoring and Review
The policy and procedure will be reviewed periodically by HR in conjunction with
operational managers and Trade Union representatives. Where review is necessary
due to legislative change, this will happen immediately.

8.0

Associated Documentation
The following documentation is linked to this policy:





HR17 Maternity Leave Policy
HR03 Adoption Leave Policy
HR22 Paternity Leave Policy
HR07 Disciplinary Policy

Part 2 Procedure
1.0

What is Shared Parental Leave?

1.1

Shared Parental Leave (SPL) enables eligible parents to choose how to share the care
of their child during the first year following birth or adoption. Its purpose is to give
parents more flexibility in considering how to best care for their child. All eligible
employees have a statutory right to take Shared Parental Leave. There may also be
an entitlement to some Shared Parental Pay. This policy sets out the statutory rights
and responsibilities of employees who wish to take statutory Shared Parental Leave
and statutory Shared Parental Pay (ShPP). [Based upon the statutory entitlements to
SPL and ShPP.]

1.2

The CCG recognises that, from time to time, employees may have questions or
concerns relating to their shared parental rights. It is the organisation's policy to
encourage open discussion with employees to ensure that questions and problems
can be resolved as quickly as possible.
4
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2.0 Eligibility
2.1

SPL can only be used by two people:
 The mother/adopter and One of the following:
 the father of the child (in the case of birth)
or
 The spouse, civil partner or partner of the child's mother/ adopter.

2.2

Both parents must share the main responsibility for the care of the child at the time of
the birth/placement for adoption.

2.3

Additionally an employee seeking to take SPL must satisfy each of the following
criteria:
 the mother/adopter of the child must be/have been entitled to statutory
maternity/adoption leave or if not entitled to statutory maternity/adoption leave
they must be/have been entitled to statutory maternity/adoption pay or maternity
allowance and must have ended or given notice to reduce any maternity/adoption
entitlements;
 the employee must still be working for the CCG at the start of each period of SPL;
 the employee must pass the ‘continuity test’ requiring them to have a minimum of
26 weeks' service at the end of the 15th week before the child’s expected due
date/matching date;
 the employee’s partner must meet the ‘employment and earnings test’ requiring
them in the 66 weeks leading up to the child’s expected due date/matching date
have worked for at least 26 weeks and earned an average of at least £30 (this is
correct as of 2015 but may change annually) a week in any 13 of those weeks;
 The employee must correctly notify their Line Manager of their entitlement and
provide evidence as required.

3.0

Entitlement

3.1

Eligible employees may be entitled to take up to 50 weeks SPL during the child’s first
year in their family. The number of weeks available is calculated using the
mother’s/adopter’s entitlement to maternity/adoption leave, which allows them to take
up to 52 weeks’ leave. If they reduce their maternity/adoption leave entitlement then
they and/or their partner may opt-in to the SPL system and take any remaining weeks
as SPL.

3.2

A mother/adopter may reduce their entitlement to maternity/adoption leave by
returning to work before the full entitlement of 52 weeks has been taken, or they may
give notice to curtail their leave at a specified future date.

3.3

If the mother/adopter is not entitled to maternity/adoption leave but is entitled to
Statutory Maternity Pay (SMP), Statutory Adoption Pay (SAP) or Maternity Allowance
(MA), they must reduce their entitlement to less than the 39 weeks. If they do this, their
partner may be entitled to up to 50 weeks of SPL. This is calculated by deducting from
52 the number of weeks of SMP, SAP or MA taken by the mother/adopter.

3.4

SPL can commence as follows:
 The mother can take SPL after she has taken the legally required two weeks of
maternity leave immediately following the birth of the child
 The adopter can take SPL after taking at least two weeks of adoption leave
 The father/partner/spouse can take SPL immediately following the birth/placement
of the child, but may first choose to exhaust any paternity leave entitlements (as
5
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the father/partner cannot take paternity leave or pay once they have taken any
SPL or ShPP). Please see Maternity, Paternity and Adoption Pay and Leave
Policy for further details.
3.5

Where a mother/adopter gives notice to curtail their maternity/adoption entitlement
then the mother/adopter’s partner can take leave while the mother/adopter is still using
their maternity/adoption entitlements. Please note where the mother/adopter curtails
their leave; this will draw an end to any occupational maternity entitlements which are
still in place at the time of the curtailment.

3.6

SPL will generally commence on the employee's chosen start date specified in their
leave booking notice, or in any subsequent variation notice (see "Booking Shared
Parental Leave" and "Variations to arranged Shared Parental Leave" below).

3.7

If the employee is eligible to receive it, Shared Parental Pay (ShPP) may be paid for
some, or all, of the SPL period (see "Shared Parental Pay" below).

3.8

SPL must end no later than one year after the birth/placement of the child. Any SPL
not taken by the first birthday or first anniversary of placement for adoption is lost.

4.0

Notification of Shared Parental Leave

4.1

An employee entitled and intending to take SPL must give their line manager
notification of their entitlement and intention to take to SPL, at least eight weeks before
they can take any period of SPL.

4.2

Part of the eligibility criteria requires the employee and the employee’s partner to
provide the CCG with the correct notification. This notification must be provided as a
signed declaration utilising the Notification of Shared Parental Leave form in Appendix
2.

5.0

Requesting Further Evidence of Eligibility

5.1

The CCG may, within 14 days of the SPL entitlement notification being given, request:
 the name and business address of the partner’s employer (where the employee’s
partner is no longer employed or is self-employed their contact details must be
given instead)
 in the case of biological parents, a copy of the child's birth certificate (or, where
one has not been issued, a declaration as to the time and place of the birth).
 in the case of an adopted child, documentary evidence of the name and address
of the adoption agency, the date on which they were was notified of having been
matched with the child and the date on which the agency expects to place the
child for adoption
 In order to be entitled to SPL, the employee must produce this information within
14 days of any request by the CCG representatives.

6.0

Fraudulent Claims

6.1

The CCG can, where there is a suspicion that fraudulent information may have been
provided or where the organisation has been informed by the HMRC that a fraudulent
claim was made, investigate the matter further in accordance with the Disciplinary
Policy and Procedures, and also without acting in a discriminatory manner in relation
to any of the protected characteristics defined in the Equality Act 2010.
6
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7.0

Discussions Regarding Shared Parental Leave

7.1

An employee considering/taking SPL is encouraged to contact their Line Manager to
arrange an informal discussion as early as possible regarding their potential
entitlement, to talk about their plans and to enable the organisation to support the
individual.

7.2

The line manager may upon receiving a notification of entitlement to take SPL seek to
arrange an informal discussion with the employee to talk about their intentions and
how they currently expect to use their SPL entitlement.

7.3

Upon receiving a leave booking notice the Line Manager will usually arrange a meeting
to discuss it. Where a notice is for a single period of continuous leave, or where a
request for discontinuous leave can without further discussion be approved in the
terms stated in the employee's notice booking leave, a meeting may not be necessary.

7.4

Where a meeting is arranged it should take place in private and be arranged in
advance. If the initial date is problematic then another date will be arranged if possible.
If an alternative date cannot be arranged then the meeting may be held over the
telephone.

7.5

At the meeting the employee may, if they wish, be accompanied by a workplace
colleague or a trade union representative.

7.6

The purpose of the meeting is to discuss in detail the leave proposed and what will
happen while the employee is away from work. Where it is a request for discontinuous
leave the discussion may also focus on how the leave proposal could be agreed,
whether a modified arrangement would be agreeable to the employee and the
department, and what the outcome may be if no agreement is reached.

8.0

Booking Shared Parental Leave

8.1

In addition to notifying the CCG of entitlement to SPL/ShPP, an employee must also
give notice to take the leave (at least 8 weeks). In many cases, notice to take leave
will be given at the same time as the notice of entitlement to SPL. The form should be
completed in Appendix 1 (birth) or appendix 2 (adoption).

8.2

The employee has the right to submit three notifications specifying leave periods they
are intending to take. Each notification may contain either (a) a single period of weeks
of leave; or (b) two or more weeks of discontinuous leave, where the employee intends
to return to work between periods of leave.

8.3

SPL can only be taken in complete weeks but may begin on any day of the week. (For
example if a week of SPL began on a Tuesday it would finish on a Monday. Where an
employee returns to work between periods of SPL, the next period of SPL can start on
any day of the week.) The employee must book SPL by giving the correct notification
at least 8 weeks before the date on which they wish to start the leave and (if
applicable) receive ShPP.

8.3.1 Continuous leave notifications
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A notification can be for a period of continuous leave, which means a
notification of a number of weeks taken in a single unbroken period of leave (for
example, six weeks in a row).
An employee has the right to take a continuous block of leave notified in a
single notification, so long as it does not exceed the total number of weeks of
SPL available to them (specified in the notice of entitlement) and the employer
has been given at least eight weeks’ notice.
An employee may submit up to three separate notifications for continuous
periods of leave.

8.3.2 Discontinuous leave notifications






A single notification may also contain a request for two or more periods of
discontinuous leave, which means asking for a set number of weeks of leave
over a period of time, with breaks between the leave where the employee
returns to work (for example, an arrangement where an employee will take six
weeks of SPL and work every other week for a period of three months).
Where there is concern over accommodating the notification, the organisation
or the employee may seek to arrange a meeting to discuss the notification with
a view to agreeing an arrangement that meets both the needs of the employee
and the department (see “Discussions regarding Shared Parental Leave”
above).
The Line Manager will consider a discontinuous leave notification but has the
right to refuse it. If the leave pattern is refused, the employee can either
withdraw it within 15 days of giving it, or can take the leave in a single
continuous block.

9.0

Responding to a Shared Parental Leave Notification

9.1

Once the Line Manager receives the leave booking notice, it should be dealt with as
soon as possible, but a response will be provided no later than 14 days after the
leave request was made.

9.2

All notices for continuous leave should be confirmed in writing.

9.3

All requests for discontinuous leave will be carefully considered, weighing up the
potential benefits to the employee and to the organisation against any adverse
impact to the business.

9.4

Each request for discontinuous leave will be considered on a case-by-case basis.
Agreeing to one request will not set a precedent or create the right for another
employee to be granted a similar pattern of SPL.

9.5

The employee will be informed in writing of the decision as soon as is reasonably
practicable, but no later than the 14th day after the leave notification was made. The
request may be granted in full or in part: for example, the line manager may propose
a modified version of the request.

9.6

If a discontinuous leave pattern is refused then the employee may withdraw the
request without detriment on or before the 15th day after the notification was given;
or may take the total number of weeks in the notice in a single continuous block. If
the employee chooses to take the leave in a single continuous block, the employee
has until the 19th day from the date the original notification was given to choose
when they want the leave period to begin. The leave cannot start sooner than eight
weeks from the date the original notification was submitted. If the employee does not
8
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choose a start date then the leave will begin on the first leave date requested in the
original notification.
10.0

Variations to Arranged Shared Parental Leave

10.1

The employee is permitted to vary or cancel an agreed and booked period of SPL,
provided that they advise their Line Manager in writing at least eight weeks before the
date of any variation. Any new start date cannot be sooner than eight weeks from the
date of the variation request.

10.2

Any variation or cancellation notification made by the employee, including notice to
return to work early, will usually count as a new notification reducing the employee’s
right to book/vary leave by one. However, a change as a result of a child being born
early, or as a result of the CCG requesting it be changed, and the employee being
agreeable to the change, will not count as further notification. Any variation will be
confirmed in writing by the line manager.

11.0

Statutory Shared Parental Pay (ShPP)

11.1

Eligible employees may be entitled to take up to 37 weeks ShPP while taking SPL.
The amount of weeks available will depend on the amount by which the
mother/adopter reduces their maternity/adoption pay period or maternity allowance
period.

11.2

ShPP may be payable during some or all of SPL, depending on the length and timing
of the leave.

11.3

In addition to meeting the eligibility requirements for SPL, an employee seeking to
claim ShPP must further satisfy each of the following criteria:
 the mother/adopter must be/have been entitled to statutory maternity/adoption
pay or maternity allowance and must have reduced their maternity/adoption
pay period or maternity allowance period;
 the employee must intend to care for the child during the week in which ShPP
is payable;
 the employee must have an average weekly earnings for the period of eight
weeks leading up to and including the 15th week before the child’s expected
due date/matching date are not less than the lower earnings limit in force for
national insurance contributions;
 the employee must remain in continuous employment until the first week of
ShPP has begun;
 the employee must give proper notification in accordance with the rules set
out below.

11.4

Where an employee is entitled to receive ShPP they must, at least 8 weeks before
receiving any ShPP, give their line manager written notice advising of their
entitlement to ShPP. To avoid duplication, if possible, this should be included as part
of the notice of entitlement to take SPL.

11.5

In addition to what must be included in the notice of entitlement to take SPL, any
notice that advises of an entitlement for ShPP must include:
 the start and end dates of any maternity/adoption pay or maternity allowance;
 the total amount of ShPP available, the amount of ShPP the employee and
their partner each intend to claim, and a non-binding indication of when the
employee expects to claim ShPP;
9
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a signed declaration from the employee confirming that the information they
have given is correct, that they meet, or will meet, the criteria for ShPP and
that they will immediately inform the CCG should they cease to be eligible.

11.6

It must be accompanied by a signed declaration from the employee’s partner
confirming:
 their agreement to the employee claiming ShPP and the organisation to
process any ShPP payments to the employee;
 (in the case whether the partner is the mother/ adopter) that they have
reduced their maternity/adoption pay or maternity allowance;
 (in the case whether the partner is the mother/ adopter) that they will
immediately inform their partner should they cease to satisfy the eligibility
conditions.

11.7

Any ShPP due will be paid at a rate set by the Government for the relevant tax year.

12.0

Terms and Conditions during Shared Parental Leave

12.1

During the period of SPL, the employee's contract of employment continues in force
and they are entitled to receive all their contractual benefits, except for salary. In
particular, any benefits in kind (such as use of a lease car, laptop, mobile phone) will
continue and contractual annual leave entitlement will continue to accrue.

12.2

Pension contributions will continue to be made during any period when the employee
is receiving ShPP but not during any period of unpaid SPL. Employee contributions
will be based on actual pay, while the organisation’s contributions will be based on
the salary that the employee would have received had they not been taking SPL.

13.0

Annual Leave
SPL is granted in addition to an employee's normal annual holiday entitlement.
Employees are reminded that holiday should wherever possible be taken in the year
that it is earned. Where an SPL period overlaps two leave years the employee should
consider how their annual leave entitlement can be used to ensure that it is not
untaken at the end of the employee’s holiday year. See Annual Leave Policy for
further information.

14.0

Contact during Shared Parental Leave
Before an employee's SPL begins, the Line Manager will discuss the arrangements
for them to keep in touch during their leave. The CCG reserves the right in any event
to maintain reasonable contact with the employee from time to time during their SPL.
This may be to discuss the employee's plans to return to work, to ensure the
individual is aware of any possible promotion opportunities, to discuss any special
arrangements to be made or training to be given to ease their return to work or
simply to update them on developments at work during their absence.

15.0

Shared Parental Leave in Touch Days

15.1

An employee can agree to work for the CCG (or attend training) for up to 20 days
during SPL without bringing their period of SPL to an end or impacting on their right
to claim ShPP for that week. These are known as "Shared Parental Leave In Touch"
or "SPLIT" days. Any work carried out on a day or part of a day shall constitute a
day's work for these purposes.

15.2

The CCG has no right to require the employee to carry out any work, and is under no
obligation to offer the employee any work, during the employee’s SPL. Any work
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undertaken is a matter for agreement between the organisation and the employee.
An employee taking a SPLIT day will receive full pay for any day worked. If a SPLIT
day occurs during a week when the employee is receiving ShPP, this will be
effectively ‘topped up’ so that the individual receives full pay for the day in question.
Any SPLIT days worked do not extend the period of SPL.
15.3

An employee, with the agreement of their Line Manager, may use SPLIT days to
work part of a week during SPL. The Line Manager and the employee may use
SPLIT days to affect a gradual return to work by the employee towards the end of a
long period of SPL or to trial a possible flexible working pattern.

16.0

Returning to Work After Shared Parental Leave

16.1

The employee will have been formally advised in writing by their Line Manager of the
end date of any period of SPL. The employee is expected to return on the next
working day after this date, unless they notify the organisation otherwise. If they are
unable to attend work due to sickness or injury, the organisation's normal
arrangements for sickness absence will apply. In any other case, late return without
prior authorisation will be treated as unauthorised absence.

16.2

If the employee wishes to return to work earlier than the expected return date, they
may provide a written notice to vary the leave and must give their Line Manager at
least eight weeks’ notice of their date of early return. This will count as one of the
employee’s notifications. If they have already used their three notifications to book
and/or vary leave then the organisation does not have to accept the notice to return
early but may do if it is considered to be reasonably practicable to do so.

16.3

On returning to work after SPL, the employee is entitled to return to the same job if
the employee’s aggregate total statutory maternity/paternity/adoption leave and SPL
amounts to 26 weeks or less, he or she will return to the same job. The same job is
the one they occupied immediately before commencing maternity/paternity/adoption
leave and the most recent period of SPL, on the same terms and conditions of
employment as if they had not been absent.

16.4

If their maternity/paternity/adoption leave and SPL amounts to 26 weeks or more in
aggregate, the employee is entitled to return to the same job they held before
commencing the last period of leave or, if this is not reasonably practicable, to
another job which is both suitable and appropriate and on terms and conditions no
less favourable.

16.5

If the employee also takes a period of unpaid parental leave of 4 weeks or less this
will have no effect on the employee’s right to return and the employee will still be
entitled to return to the same job as they occupied before taking the last period of
leave if the aggregate weeks of maternity/paternity/adoption and SPL do not exceed
26 weeks.

16.6

If a parent takes a period of 5 weeks of unpaid parental leave, even if the total
aggregate weeks of maternity/paternity/adoption and SPL do not exceed 26 weeks,
the employee will be entitled to return to the same job they held before commencing
the last period of leave or, if this is not reasonably practicable, to another job which is
suitable and appropriate and on terms and conditions no less favourable.

11
Shared Parental Leave – July 2016

17.0

Special Circumstances and Further Information
In certain situations an employee’s rights and requirements regarding SPL and ShPP
may change. In these circumstances the CCG will abide by any statutory obligations
and an employee should clarify any issues or queries with their HR Business Partner.

Appendix 1: EQUALITY IMPACT ASSESSMENT
Equality Analysis (Impact assessment)
1. What is being assessed?
Shared Parental Leave
Details of person responsible for completing the assessment:
Name:

Charmaine Harrison

Position:

HR Consultant

Team/service: arvato UK, Health
State main purpose or aim of the policy, procedure, proposal, strategy or service:
The purpose of this policy is to provide managers and employees with information and
guidance about entitlements to shared parental leave relating to conditions of service, and to
provide the basis for a clear understanding of the nature and period of leave, paid and
unpaid that will apply in particular circumstances.

2. Consideration of Data and Research
2.1 Give details of RELEVANT information available that gives you an understanding
of who will be affected by this document
2.2 Evidence of complaints on grounds of discrimination: (Are there any complaints or
concerns raised either from patients or staff (grievance) relating to the policy, procedure,
proposal, strategy or service or its effects on different groups?)
Policy applies to ‘parents’ and is derived from a mother/adopters entitlement to
maternity/adoption pay and leave. No current evidence of complaints/grievances as new
entitlement.
There are potential discrimination claims, if an employer pays enhanced pay to employees
in maternity leave but not to employees on shared parental leave, there is a risk of sex
discrimination claims from male employees who take shared parental leave. However,
whilst enhancing Shared Parental Leave avoids the risk of discriminating against men, it
brings with it the danger that a mother who has already benefited from enhanced maternity
pay on full pay will be entitled to a further period on full pay simply be swapping to shared
parental leave as soon as her period of full maternity pay runs out.
It is important to note that there is no legal requirement for employers to provide
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occupational pay for men and women taking shared parental leave. This is entirely at the
discretion of employers. It is noteworthy that a maternity scheme can only be offered to a
mother on maternity leave. If an occupational scheme offered to a mother on shared
parental leave it could constitute sex discrimination if such an occupational scheme were not
offered to a father/mothers partner.
HR will continue to monitor legal updates on these points and will propose amendments to
the Policy, should any case law set precedent in this area as legislation comes into effect in
practice.
2.3 Does the information gathered from 2.1 – 2.3 indicate any negative impact as a
result of this document?
Potential for sex discrimination, however currently deemed as a low risk. The uncertainty in
this area will only be resolved through future court decisions.

3. Assessment of Impact
RACE:
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect, racial groups differently?
No x
Explain your response:
No – No racial impact identified.
________________________________________________________________________
GENDER (INCLUDING TRANSGENDER):
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect, different gender groups differently?
Yes x
Explain your response:
Yes – Potential sex discrimination from applying enhanced maternity but not enhanced
shared parental pay. However, if offered enhanced this itself could lead to further claims for
discrimination. Awaiting further guidance in this area. Perceived low risk.
________________________________________________________________________
DISABILITY
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect, disabled people differently?
No x
Explain your response:
No - No impact on disability identified.
_________________________________________________________________________
AGE:
From the evidence available does the policy, procedure, proposal, strategy or service,
affect, or have the potential to affect, age groups differently?
No x
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Explain your response:
No. - No impact on age identified.
________________________________________________________________________

LESBIAN, GAY, BISEXUAL:
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect, lesbian, gay or bisexual groups differently? No x
Explain your response:
No. No impact identified. Same sex couples would potentially be captured under the
adoption entitlements and receive equal treatment in the application of shared parental
leave.
_________________________________________________________________________
RELIGION/BELIEF:
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect, religious belief groups differently?
No x
Explain your response:
No. No Religious / Belief impact identified.
_________________________________________________________________________
CARERS:
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect, carers differently?
No x
Explain your response:
No. No carers impact identified.
_________________________________________________________________________
OTHER: EG Pregnant women, people in civil partnerships, human rights issues.
From the evidence available does the policy, procedure, proposal, strategy or service
affect, or have the potential to affect any other groups differently?
No x
Explain your response:
No. People within civil partnerships should accrue the same treatment, via adoption
entitlements.
________________________________________________________________________

4. Safeguarding Assessment - CHILDREN
a. Is there a direct or indirect impact upon children?

Yes x

b. If yes please describe the nature and level of the impact (consideration to be given
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Shared Parental Leave – July 2016

to all children; children in a specific group or area, or individual children. As well as
consideration of impact now or in the future; competing / conflicting impact between
different groups of children and young people:
c. If no please describe why there is considered to be no impact / significant impact
on children
Impact on children positive, as allows families more choice and flexibility over how they look
after their children in the first year.

5. Relevant consultation
Having identified key groups, how have you consulted with them to find out their views and
that the made sure that the policy, procedure, proposal, strategy or service will affect
them in the way that you intend? Have you spoken to staff groups, charities, national
organisations etc.?
Policy will be developed in partnership with CSUs and national/local Staff Side
Representatives. No other groups directly consulted with.

6. Any actions identified:
Have you identified any work which you will need to do in the future to ensure that the
document has no adverse impact?
Action

Lead

Date to be
Achieved

HR Policy Lead to continue to monitor legislative
updates surrounding shared parental leave and to
feedback to ECT and changes required to policy.

HR Policy
lead

Ongoing from
implementation.

7. Date completed:

28.4.15
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Appendix 2: NOTIFICATION OF SHARED PARENTAL LEAVE
NOTIFICATION
Employee Name
Assignment Number
Date of Notification (Should be 8 weeks
prior to intended leave)
Name of other parent
Maternity/Adoption/Maternity
Start Date

Allowance

Maternity/Adoption/Maternity
Start Date

Allowance

Expected Date of Childbirth / Adoption
Amount of Shared Parental Leave available
Amount of Shared Parental Leave Intended
to take
Expected Shared Parent Leave Date
(Please indicate if intended a single
continuous block, or discontinuous leave)

EMPLOYEE DECLARATION
I confirm that:

We meet, or will meet, the eligibility conditions and I am entitled to take Shared
Parental Leave;

The information provided is accurate;

If I (or my partner) cease to be eligible, I will immediately inform my line manager
SIGNED:
PRINT NAME:
DATE:
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PARTNER DECLARATION
Partner Name
Partner Address

Partner National Insurance Number








I confirm
I am the mother/adopter of the child or the father of the child or are the spouse,
civil partner or partner of the mother/adopter; (Please delete as appropriate)
I satisfy the ‘employment and earnings test’, and had at that date of the child’s birth
or placement for adoption the main responsibility for the child, along with the above
aforementioned employee;
I consent to the amount of Shared Parental Leave that the employee intends to
take;
I consent to the CCG processing the information contained in this declaration form;
and
I will immediately inform my partner should I cease to satisfy the eligibility
conditions (in the case if the partner is the mother/adopter).

SIGNED:
PRINT NAME:
DATE:
RELATIONSHIP TO
THE EMPLOYEE
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Appendix 3: SHARED PARENTAL LEAVE BOOKING NOTICE (BIRTH)
Use this form to opt into the shared parental leave scheme following the birth of a child. A
separate form is available for adoptive parents.
(NB: If you are the child’s mother you must also submit a signed curtailment notice to
bring your maternity leave to an end.)
Basic Information
Guidance notes: Shared parental leave may be shared between a child’s mother and
either the child’s father or the person who, at the date of the child’s birth is her partner.
Both parties must expect to share the main responsibility for the child’s upbringing.
“Partner” means the mothers spouse, civil partner, or other person living with her in an
‘enduring’ family relationship, but who is not her sibling, parent, child, grandparent,
grandchild, aunt, uncle, niece or nephew.
Employee Name
Assignment Number
I am the child’s mother*/child’s
father*/mothers partner* (delete as
appropriate)
Expected week of childbirth
Actual date of birth (if known)
Confirmation of Maternity Leave, Statutory Maternity Pay or Maternity Allowance
Guidance notes: If you are the mother, please give your maternity leave dates below. If
you are still on Maternity Leave you must also submit a maternity leave curtailment notice to
bring your Maternity leave to an end.
If you are the child’s father or the mother’s partner, please give the mother ML dates. If she
is not entitled to Statutory Maternity Leave (for example she is an agency worker, selfemployed or unemployed), give the dates she started and ended (or will end) her statutory
maternity pay (SMP) or Maternity Allowance (MA) period as applicable. She must give her
employer notice to curtail her ML period as appropriate.
Maternity Leave / Statutory Maternity Pay/
Maternity Allowance start date
Maternity Leave / Statutory Maternity Pay/
Maternity Allowance end date
Total Maternity Leave / Statutory Maternity
Pay/ Maternity Allowance Outstanding
(Weeks)
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Shared Parental Leave
Guidance notes:
The total shared parental leave (SPL) available is 52 weeks minus the mothers Maternity
Leave, Statutory Maternity Pay, or Maternity Period (see above Total Maternity Leave).
The first period of Shared Parental leave cannot start until at least two weeks after the child
is born and at least eight weeks after you submit this booking notice.
Total Shared Parental Leave available
(whole weeks)
Number of whole weeks’ SPL intended to be
taken by you.
Number of whole weeks’ SPL intended to be
taken by the person you will share your SPL
with.
Indication of the dates you would like to take
shared parental leave.

Statutory Shared Parental Pay
Guidance notes:
The total statutory shared parental pa (SSPP) available is 39 weeks minus the mother’s
SMP or MA period.
The Total SSP available (whole weeks)
Number of whole weeks’ SSPP intended to
be taken by the child’s mother.
Number of whole weeks’ SSPP intended to
be taken by child’s father/mother’s partner.
Indication of dates you would like to take
SSPP.

Employee’s Declaration
Guidance notes:
“Child” means the child referred to in the Basic Information.
“Partner” means spouse, civil partner, or other person living with you in an enduring family
relationship, but not a sibling, parent, child, grandparent, grandchild, aunt, uncle, niece or
nephew.
 I am the child’s mother and I am entitled to Statutory Maternity Leave. I have
submitted a curtailment of maternity leave notice (or will submit it before the person I
am sharing SPL with take SPL at least 8 weeks before the first date on which I intend
to take Shared Parental Leave). *
Or
 I am the child’s father or the child’s mother’s spouse, civil partner. *
(Please delete as applicable).
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I had at least 26 weeks continuous employment at the end of the 15th week before
the expected week of childbirth (EWC) and have remained continuously employed
since then.
 My normal weekly earnings in the eight week period ending with in the 15th week
before the EWC were not less than the lower earnings limit (£111 for 2014-15)
(delete if not applicable)
 I expect to share the main responsibility for the care of the child with the person who
has completed the following declaration (declaration by person taking shared
parental leave with the employee)
 I intend to care for the child during each week that I am on shared parental leave and
receiving SSPP.
 I will immediately inform my manager if I cease to care for the child, or to otherwise
satisfy the conditions for entitlement to shared parental leave or SSPP.
 The information I have given in this notice is accurate.
SIGNED:
PRINT NAME:
DATE:

Employee’s Declaration
Guidance notes: “The employee” and “the child” are the employee and child referred to in
the basic information section.
If the employee is not the child’s mother, you must be the mothers spouse, civil partner or
partner.
“Partner” means spouse, civil partner, or other person living with you in an enduring family
relationship, but not a sibling, parent, child, grandchild, aunt, uncle niece or nephew.
NAME:
ADDRESS:
NATIONAL INSURANCE NUMBER:
YOUR EMPLOYER’S NAME AND
ADDRESS (IF EMPLOYED) OR YOUR
BUSINESS ADDRESS IF SELFEMPLOYED.


I am the mother of the child and I am (or was) entitled to Maternity Leave, Statutory
Maternity Pay or Maternity Allowance. I have curtailed my Maternity Leave, Shared
Maternity Pay or Maternity Allowance, or will have done so by the time your
employee starts parental leave.*



I am the child’s father.*

OR

OR
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I am the partner of the child’s mother.*

(*delete as applicable)





I expect to share the main responsibility for the care of the child with your employee.
I have worked in an employed or self-employed capacity in at least 26 of the 66
weeks immediately before the Expected Week of Childbirth.
My average weekly earnings are at least £30, taking the 13 highest-earning weeks
immediately before the EWC.
I consent to your employee taking shared parental leave and claiming SSPP as set
out in this notice and will immediately inform them if I cease to satisfy any of the
conditions in this declaration.
I consent to the information in this declaration being used for the purposes of
administering shared parental leave and pay.

SIGNED:
PRINT NAME:
DATE:
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Appendix 4: SHARED PARENTAL LEAVE BOOKING NOTICE (ADOPTION)

Use this form to opt into the shared parental leave scheme for primary adopters, who
have received notice a child will be placed with them on or after 5th April 2015. A
separate form is available for birth parents.
(NB: If you are the child’s mother you must also submit a signed curtailment
notice to bring your adoption leave to an end.)

Basic Information
Guidance notes: Shared parental leave may be shared between the adopter and either the
spouse, civil partner or partner of the child’s adopter. Both parties must expect to share the
main responsibility for the child’s upbringing.
“Partner” means the adopters spouse, civil partner, or other person living with her in an
‘enduring’ family relationship, but who is not her sibling, parent, child, grandparent,
grandchild, aunt, uncle, niece or nephew.
Employee Name
Assignment Number
I am the person with whom a child is, or is
expected to be, placed for adoption;
Anticipate matching date
Actual date of birth (if known)

Confirmation of Adoption Leave, Adoption Pay
Guidance notes: If you are the primary adopter, please give your adoption leave dates
below. If you are still on Adoption Leave you must also submit an adoption leave curtailment
notice to bring your adoption leave to an end.
If you are not the primary adopter or the mother’s partner, please give the primary adopters
Adoption leave dates. If they are not entitled to Adoption Leave (for example they are an
agency worker, self-employed or unemployed), give the dates they started and ended (or will
end) their Statutory Adoption Pay (SAP) or Adoption Leave (AL) period as applicable. They
must give their employer notice to curtail their AL period as appropriate.
Adoption Leave / Statutory Adoption Pay
start date
Adoption Leave / Statutory Adoption Pay/
end date
Total Adoption Leave / Statutory Adoption
Pay Outstanding (Weeks)
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Shared Parental Leave
Guidance notes:
The total shared parental leave (SPL) available is 52 weeks minus the primary adopters
Adoption Leave, Statutory Adoption Pay, or Total Adoption Leave / Pay.
The first period of Shared Parental leave cannot start until at least eight weeks after you
submit this booking notice.
Total Shared Parental Leave available
(whole weeks)
Number of whole weeks’ SPL intended to be
taken by you.
Number of whole weeks’ SPL intended to be
taken by the person you will share your SPL
with.
Indication of the dates you would like to take
shared parental leave.

Statutory Shared Parental Pay
Guidance notes:
The total statutory shared parental pa (SSPP) available is 39 weeks minus the primary
Adopters Statutory Adoption Pay period.
The Total SSP available (whole weeks)
Number of whole weeks’ SSPP intended to
be taken by the child’s mother.
Number of whole weeks’ SSPP intended to
be taken by child’s father/mother’s partner.
Indication of dates you would like to take
SSPP.

Employee’s Declaration
Guidance notes:
“Child” means the child referred to in the Basic Information.
“Partner” means spouse, civil partner, or other person living with you in an enduring family
relationship, but not a sibling, parent, child, grandparent, grandchild, aunt, uncle, niece or
nephew.
 I am the primary adopter and I am entitled to Statutory Adoption Leave. I have
submitted a curtailment of adoption leave notice (or will submit it before the person I
am sharing SPL with take SPL at least 8 weeks before the first date on which I intend
to take Shared Parental Leave). *
Or


I am the primary adopter’s spouse, civil partner of partner of the primary adopter. *
23
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(Please delete as applicable).


I had at least 26 weeks continuous employment at the end of the 15th week before
the expected week of childbirth (EWC) and have remained continuously employed
since then.
 My normal weekly earnings in the eight week period ending with in the 15th week
before the EWC were not less than the lower earnings limit (£111 for 2014-15)
(delete if not applicable)
 I expect to share the main responsibility for the care of the child with the person who
has completed the following declaration (declaration by person taking shared
parental leave with the employee)
 I intend to care for the child during each week that I am on shared parental leave and
receiving SSPP.
 I will immediately inform my manager if I cease to care for the child, or to otherwise
satisfy the conditions for entitlement to shared parental leave or SSPP.
 The information I have given in this notice is accurate.
SIGNED:
PRINT NAME:
DATE:

Employee’s Declaration
Guidance notes: “The employee” and “the child” are the employee and child referred to in
the basic information section.
If the employee is not the child’s primary adopter, you must be the adopters spouse, civil
partner or partner of the child adopter.
“Partner” means spouse, civil partner, or other person living with you in an enduring family
relationship, but not a sibling, parent, child, grandchild, aunt, uncle niece or nephew.
NAME:
ADDRESS:
NATIONAL INSURANCE NUMBER:
YOUR EMPLOYER’S NAME AND
ADDRESS (IF EMPLOYED) OR YOUR
BUSINESS ADDRESS IF SELFEMPLOYED.


I am the primary adopter of the child and I am (or was) entitled to Adoption Leave,
Statutory Adoption Pay. I have curtailed my Adoption Leave or Adoption Pay or will
have done so by the time your employee starts parental leave.*



I am the spouse, civil partner of the child’s primary adopter.*

OR
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(*delete as applicable)





I expect to share the main responsibility for the care of the child with your employee.
I have worked in an employed or self-employed capacity in at least 26 of the 66
weeks immediately before the Expected Week of Placement.
My average weekly earnings are at least £30, taking the 13 highest-earning weeks
immediately before the EWC.
I consent to your employee taking shared parental leave and claiming SSPP as set
out in this notice and will immediately inform them if I cease to satisfy any of the
conditions in this declaration.
I consent to the information in this declaration being used for the purposes of
administering shared parental leave and pay.

SIGNED:
PRINT NAME:
DATE:

25
Shared Parental Leave – July 2016

Appendix 5: MATERNITY/ADOPTION LEAVE CURTAILMENT NOTICE
This notice is to inform the CCG that you wish your maternity/adoption leave and pay (or just
your maternity/adoption pay if you are no longer in employment), to end in order that the
person who shares main responsibility to care for the child can take shared parental leave.
Your partner/the other parent is not entitled to take shared parental leave until you have
submitted this notice of curtailment.

You must give at least eight weeks’ notice of your curtailment date.

If you are entitled to maternity leave the curtailment date must be at least two weeks after
the birth of your child.

If you are in receipt of maternity allowance you must also submit a curtailment notice to the
relevant government agency.

I wish my maternity/adoption leave/pay to end on _______________ (insert date).

SIGNED:
PRINT NAME:
DATE:
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Appendix 6: Flowchart- Assessing eligibility for Shared Parental Leave

*Does not need
to be continuous

If you are the child’s
mother, do you/will you
share the main
responsibility for the care
of the child with your
partner?

Are you entitled to
maternity leave?

Have you ended or
given notice to curtail
your maternity leave?

Have you given your
employer a notice of
entitlement and
intention to take SPL?

Do you have at least 26 weeks’ continuous
employment with your employer by the
end of the Qualifying Week, and will you
still be employed by your employer in the
week before the leave is to be taken?

The
‘Continuity
test’

Has the other parent worked (in an
employed or self-employed capacity) in at
least 26*of the 66 weeks before the EWC
and had average weekly earnings of at least
£30 during 13* of those weeks?

The
‘Employment
and earnings
test’

If you are the child’ father
or child’s mothers'
partner, do you/will you
share the main
responsibility for the care
of the child with the child’s
mother?

If you are the primary
adopter, do you/will you
share the main
responsibility for the care
of the child with your
partner?

Are you entitled to
adoption leave?

Is the child’s mother
entitled to maternity
leave and/or statutory
maternity pay or
maternity allowance?

Have you given your
employer a notice of
entitlement and
intention to take SPL?

You are
eligible
for SPL

You are
eligible
for SPL
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Is the primary adopter
entitled to adoption
leave and/or statutory
adoption pay?

Have you ended or
given notice to curtail
your adoption leave?

Has the child’s mother
ended or given notice
to curtail her
maternity leave (or
pay if she’s not
entitled to maternity
leave)?

You are
eligible
for SPL

If you are the primary
adopter’s partner, do
you/will you share the
main responsibility for the
care of the child with the
primary adopter?

Has the primary
adopter ended or
given notice to curtail
their adoption leave
(or pay if they’re not
entitled to adoption
leave)?

You are
eligible
for SPL

Appendix 7: Flowchart- process for taking SPL: birth mother
No

Do you wish to opt
in to SPL?

Take maternity leave as
per current
arrangements (up to 52
weeks’ leave; 39 weeks’
pay)

Yes

You must take 2 weeks
compulsory maternity
leave

Agree with partner how much of the 50
weeks’ SPL and 37 weeks’ pay you will each
take

Serve a curtailment notice ending
maternity leave 8 weeks before you want
your maternity leave to end (can be served
before birth)

Submit a notification of shared parental
leave with an indication of leave which you
would like to take at least 8 weeks before
you want your SPL to start (must be served
with the curtailment notice)

Provide evidence of entitlement if
requested
If you request one
continuous block of
leave it will start on
the date specified in
your notice

Submit shared parental leave booking
notice (birth) with definite dates which
during you would like to take leave at least
8 weeks before you want your SPL to start.

If you request discontinuous periods of SPL

Manager agrees

Manager refuses

Total leave requested will start on the first date
specified in your notice and
28will default to a
continuous
block of leave unless you amend or
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2016
withdraw the notice

Manager proposes
alternative dates

No agreement
within 2 weeks

Agreement
reached

Appendix 8: Flowchart- process for taking SPL: father/ birth partner
No

Do you wish to opt
in to SPL?

You can take 2 weeks’
paternity leave only
(additional paternity
leave is no longer
available)

Yes

You may take 2 weeks
paternity leave as well
as SPL

Agree with child’s mother how much of the 50 weeks’
SPL and 37 weeks’ pay you will each take

Mother serves a curtailment notice ending maternity
leave 8 weeks before she wants her maternity leave to
end (can be served before birth)

Submit a notification of shared parental leave with an
indication of leave which you would like to take at
least 8 weeks before you want your SPL to start

Provide evidence of entitlement if requested

If you request one
continuous block of
leave it will start on
the date specified in
your notice

Submit shared parental leave booking notice
(birth) with definite dates which during you
would like to take leave at least 8 weeks before
you want your SPL to start.

If you request discontinuous periods of SPL

Manager agrees

Manager refuses

Total leave requested will start on the first date
specified in your notice and will default to a
continuous block of leave unless
29you amend or
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withdraw the notice

Manager proposes
alternative dates

No agreement
within 2 weeks

Agreement
reached

Appendix 9: Flowchart- process for taking SPL: primary adopter
No

Do you wish to opt
in to SPL?

Take adoption leave as
per current arrangements
(up to 52 weeks’ leave;
39 weeks’ pay)

Yes

You must take 2 weeks
compulsory adoption
leave

Agree with partner how much of the 50 weeks’ SPL
and 37 weeks’ pay you will each take
Serve a curtailment notice ending adoption leave 8
weeks before you want your adoption leave to end
(can be served before birth)

Submit a notification of shared parental leave with
an indication of leave which you would like to take
at least 8 weeks before you want your SPL to start
(must be served with the curtailment notice)

Provide evidence of entitlement if requested

If you request one
continuous block of leave it
will start on the date
specified in your notice

Submit shared parental leave booking notice
(adoption) with definite dates which during you
would like to take leave at least 8 weeks before
you want your SPL to start.

If you request discontinuous periods of SPL

Manager refuses

Manager agrees

Total leave requested will start on the first date
specified in your notice and will default to a
continuous block of leave unless you amend or
withdraw the notice
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Manager proposes
alternative dates

No agreement
within 2 weeks

Agreement
reached

Appendix 10: Flowchart- process for taking SPL: adopter’s partner
No

Do you wish to opt in
to SPL?

You can take 2 weeks’
paternity leave only
(additional paternity leave
is no longer available)

Yes

You may take 2 weeks
paternity leave as well
as SPL

Agree with primary adopter how much of
the 50 weeks’ SPL and 37 weeks’ pay you
will each take
Primary adopter serves a curtailment notice
ending adoption leave 8 weeks before they
want their adoption leave to end (can be
served before placement)
Submit a notification of shared parental
leave with an indication of leave which you
would like to take at least 8 weeks before
you want your SPL to start

Provide evidence of entitlement if requested
If you request one
continuous block of
leave it will start on the
date specified in your
notice

Submit shared parental leave booking notice
(adoption) with definite dates which during
you would like to take leave at least 8 weeks
before you want your SPL to start.

If you request discontinuous periods of SPL

Manager agrees

Manager refuses

Total leave requested will start on the first date
specified in your notice and will default to a
continuous block of leave unless you amend or
withdraw the notice
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Manager proposes
alternative dates

No agreement
within 2 weeks

Agreement
reached

Appendix 11: Flowchart- process for booking Shared Parental Leave
Not less than 8 weeks before start of any period of SPL: you must give notice of intention to take a period of SPL
setting out start and end dates of each period of SPL requested in that notice.

Where notice covers more than one period of SPL, 2 weeks ‘discussion
period’ follows during which:
• Your manager can agree/refuse leave requested/propose
alternative dates.
• You can withdraw notice provided agreement not already reached.

Where notice covers a single
continuous period of SPL,
SPL begins on date stated.

th

On or before the 13 day after the day
notice was given has your manager
agreed leave requested or agreed
alternative dates with you?

Yes

Did you withdraw
notice before your
manager agreed dates?

You may withdraw notice no
th

•

later than the 15 day after it
was given.
Have you withdrawn notice in
the time allowed?

SPL begins on dates
stated in
notice/dates agreed.

Yes

No

•

No

Yes

SPL does not take place
and notice does not
count towards limit of
3.

No

Total amount of leave requested in
original notice must be taken in one
block.
You may notify your manager of date
you wants SPL to start no later than the
th

18 day after original notice was given;
start date must be not less than 8
weeks after original notice was given.

Yes

Have you notified your
manager of start date
in time allowed?
No
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SPL starts on date
notified.

SPL starts on start
date of first period of
leave requested in
original notice.

OFFICIAL

Report to: Governing Body
Date: 27 September 2016

Agenda item: 13.6

Title of report: PWC access to Mazars’ Papers
Author: Irene Walker, Head of Governance
Purpose of the report and action required:
Governing Body is asked to ratify the decision of the Chair and Interim Chief Officer
to authorise the release of Mazars’ audit papers to PWC.
Executive summary:
PWC who were undertaking due diligence work in respect of ACO development
requested papers from the CCG’s auditors – Mazars. Mazars required Governing
Body authorisation before releasing their audit papers to PWC.
As the Governing Body wasn’t due to meet until 27th September 2016, Standing
Orders permitted that the Chair and Chief Officer could make the decision jointly to
release Mazars’ audit papers to PWC after consulting at least 2 other Governing
Body members.
The Chair and Interim Chief Officer authorised the release of Mazars’ audit papers
(relating to North Tyneside CCG) to PWC on 3 August 2016.
Action
In accordance with standing orders, Governing Body is asked to ratify this
decision
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OFFICIAL

Governance and Compliance
1.

Links to corporate objectives
2016/17 corporate objectives
1. Commission high quality care for patients, that is safe,
value for money and in line with the NHS Constitution
2. Deliver the Financial Recovery Plan, leading to the
achievement of the CCG’s statutory financial duties and
future sustainability
3. Work collaboratively with partners and stakeholders to
develop health and social care fit for the future in North
Tyneside
4. Continue to develop North Tyneside CCG as a patient
focused, clinically led commissioning organisation with a
continuous learning culture

2.

Item links to
objectives √
√
√
√
√

Consultation and engagement
Two Governing Body members were consulted as per standing orders.

3.

Resource implications
N/A

4.

Risks
Challenge from Mazars’ if their papers had been released without consent.

5.

Equality assessment
N/A

6.

Environment and sustainability assessment
N/A
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