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20180425 UC GB Agenda 

Governing Body  

Clinicians commissioning healthcare 
for the people of Northumberland 

This meeting will be held at 0900 on 25 April 2018  
Committee Room 2, County Hall   

AGENDA 
 

Time Item Topic Decision 
Required 

Enc PDF 
Page  

Sponsor 

0900 1 Apologies for absence     J Guy 

 2 Declarations of conflicts of  interest 
 

   J Guy 

 3 Quoracy*   
 

   J Guy 

0905 4 Minutes of the previous meeting and Matters 
arising  
 

  3 J Guy  

0910 5 Revised Governance Arrangements 
 

• Constitution 
• ToRs – GB, CFC, CMB 
• Delegations (Financial & Operational) 

 

   
 
 
 
 
 

13 
 

19 
124 
139 

S Young  

0930 6 Chief Operating Officer Report  
 

 149 S Brown 

0935 7 Finance 
  
7.1   Finance Report 

  
 
 
 

 
 

156 

I Cameron 

0945 8 
 

Clinical Management Board Report 
(including Quality & Performance exceptions)  
 

  178 D Shovlin 

0955 9  Director of Public Health Update  
 

   L Morgan  

1000 10 Strategic Items 
 
10.1    Operational Plan 2018/19 
 

  
 
 
 

 
 

201 

 
 
S Brown 
 

1020 11 Assurance, Risk and Governance  
 
11.1   2018/19 Improvement Plan Update 
 

  
 
 

  
 
S Brown 
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Time Item Topic Decision 
Required 

Enc PDF 
Page  

Sponsor 

1045 12 Locality meeting assurance/key points    S Young 
 

1050 13 Governing Body Forward Plan  
 

  260 S Young 
 

1055 14 Any other business (items submitted prior to 
meeting only) 

   J Guy  

1100 15 Date and time of Governing Body:  
Wednesday 23 May 2018 – 09.00am  

    

 
* 6 members, including at least two of the Lay Chair/Governors, either the Clinical Director of Primary Care and 
two Locality Directors, either the Accountable Officer, Chief Operating Officer or the Chief Finance Officer.  
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Minutes of the Governing Body 
21 February 2018 
 
Members Present:  
 
Mrs Janet Guy  Lay Chair (Chair) 
Mrs Vanessa Bainbridge Accountable Officer 
Mrs Karen Bower  Lay Governor 
Mr Steve Brazier  Lay Governor 
Mrs Siobhan Brown  Chief Operating Officer 
Mr Ian Cameron  Chief Finance Officer 
Dr Paul Crook   Governing Body Secondary Care Doctor 
Dr David Shovlin  Locality Director 
Dr John Unsworth   Governing Body Nurse 
  
In attendance: 

 
Mr Stephen Young  Strategic Head of Corporate Affairs 
Mrs Rachael Long  Corporate Affairs Manager 
 
NCCGB/18/1 – Agenda item 1 – Welcome and questions from members of the public 
 
Janet Guy welcomed the member of the public in attendance to the meeting and thanked her 
for coming, saying that it was good to know that people are interested in the work of NHS 
Northumberland Clinical Commissioning Group (CCG).   
 
This is not a public meeting, but a meeting held in public.  The member of the public was 
asked to raise any questions on the agenda items at this point and the lead officer would then 
attempt to cover the questions in their respective agenda item.  There were no questions 
raised. 
 
NCCGB/18/2 – Agenda item 2 – Apologies for absence  
 
There were no apologies for absence. 
 
NCCGB/18/3 - Agenda item 3 – Minutes of the previous meeting and matters arising 
 
Page 1, paragraph 2 – correct ‘that that’ to ‘that’. 
 
Governing Body members approved the minutes as a correct record subject to the above 
amendment.  
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Matters arising 
 
Rothbury - Karen Bower asked what the reasons were for the Overview and Scrutiny 
Committee (OSC) to refer the CCG’s decision on Rothbury Community Hospital to the 
Secretary of State.  Stephen Young said that the OSC cited the fact that the CCG had not 
engaged with OSC early enough ahead of the options being considered, but that this is not a 
legal requirement. The OSC also considered that it did not have enough information to 
understand how the Health and Wellbeing centre would improve the health of the local 
population. The formal response from the Secretary of State was still awaited.  Until this is 
received the CCG can’t move forward with plans for the health and wellbeing centre at 
Rothbury.   
 
Accountable Care Organisation (ACO) – John Unsworth asked about the way ahead 
concerning the plans for a potential ACO and asked the CCG to consider its public position on 
this issue. Vanessa Bainbridge said that there was currently an indefinite pause while a 
national consultation on ACOs in general was undertaken.   She said that the CCG continued 
to work in an integrated manner with local healthcare providers and that recent national 
guidance encouraged local systems to continue to consider the development of integrated care 
systems. 
 
John Unsworth said that the CCG has done a lot of work with the public on engagement about 
the ACO and asked if an update statement should be on the CCG’s webpage.  Janet Guy 
agreed it would be useful. 
 
Janet Guy said that, notwithstanding the current pause in the ACO, the CCG had benefitted 
from being at the forefront of developments in this respect and that system-wide improvements 
had already been made as a result.  Siobhan Brown said that the CCG had however found it 
difficult at times to work as both a commissioner and collaborator and that the CCG was now 
concentrating on more traditional commissioning arrangements.  Janet Guy added that this 
approach was supported by NHS England (NHS E). 
 
Stephen Young agreed that to provide an ACO update on the CCG’s website and said that 
NHS E would need to be content with this approach. 
 
Extended access – Steve Brazier asked if the CCG was considering extended access from a 
value for money (VFM) perspective and if there was any information on if the initiative has 
resulted in fewer referrals to secondary care.  Siobhan Brown said that the extended access 
scheme started in October, and is achieving 90% attendance.  David Shovlin said it was too 
early to say with any degree of certainty if it has impacted secondary care. 
 
Ian Cameron said that he has had feedback from primary care who provide the services, that 
patients, when asked where they would have gone if the extended access appointment had 
not been available were saying A&E. 
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NCCGB/18/4 – Agenda item 4 - Register of interests, review of conflicts of interest and 
quoracy 
 
No conflicts of interest were declared. 
 
The meeting was quorate. 
 
NCCGB/18/5 - Agenda item 5 - Accountable Officer and Chief Operating Officer 
assurance and key issues briefing 
 
Vanessa Bainbridge provided an update on key issues: 
 
Planning Guidance for 2018/19 
 
In 2016 NHSE and NHS Improvement (NHS I) set out planning guidance for the period 2017 to 
2019.  The “Refreshing NHS plans for 2018/19” guidance was received on 2 February 2018.  
This provides updated guidance on how commissioners and providers should refresh their 
plans for 2018/19.  There is a tight timescale for CCGs this year.  The CCG needs to fully 
understand growth activity and how this interacts with future planning before the operational 
plan’s submission. 
 
Price Waterhouse Coopers (PwC) Capacity and Capability Review 
 
The CCG, being under Legal Directions and in Special Measures due to the financial deficit, 
has been independently review by PwC (commissioned by NHS England) to identify any gaps 
and provide recommendations on creating a fit for purpose CCG for the future.  The findings 
will inform the future capability and capacity of the CCG and will include: 
 

• A revised governance framework 
• A revised clinical leadership framework 
• Increased capacity in essential areas 

Vanessa Bainbridge thanked Governing body members who had been interviewed during the 
review.  The report has been circulated and will be discussed at the private Joint Locality 
Executive Board (JLEB) on 28 February 2018.  The CCG also commissioned PWC to produce 
an improvement plan, which has also been circulated.   
 
Janet Guy said that the first bullet point noting the findings needed to include the clinical 
directors. 
 
Financial Recovery 
 
The financial recovery programme of the CCG is now well underway and the CCG remains on 
course to post a £20.3m deficit at the end of 2017/18, in line with its revised forecast outturn. 
The CCG’s programme management office checks that schemes do not have a detrimental 
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impact on the quality or equality of care for the population.  This work is being delivered 
concurrently with the further development of new models of care.  In depth discussions on the 
financial recovery programme take place at JLEB, which is also attended by Lay Governors, 
and are reported to Governing Body in the minutes. 
 
System Transformation Delivery Board 
 
The Board, which has membership from all Northumberland providers, as well as 
Northumberland County Council and the CCG, is starting to gain traction on the difficult issues 
faced by the CCG in terms of delivering clinically and financially stable services moving 
forward.  The board met last week, discussed the planning guidance, and agreed to work more 
collaboratively on savings plans and how to work together as a system. 
 
Local A&E Delivery Board and managing through Winter 
 
All providers have experienced a challenging winter period.  In the face of intense pressure the 
Local A&E Delivery Board (LADB) has performed remarkably well and has been consequently 
been commended regionally and nationally by NHS Improvement.  The LADB is responsible 
for system monitoring and management.  Jim Mackey, Chief Executive of Northumbria 
Healthcare NHS Foundation Trust (NHCFT) is to chair the board going forward.  The key focus 
is on performance areas, and a winter de-briefing will take place today; a lessons learnt report 
will subsequently be provided to JLEB. 
 
David Shovlin said that it was a particularly difficult weekend last weekend highlighting the fact 
that winter is not yet over. 
 
John Unsworth asked for clarification on ambulance turnaround times and crew to response 
times and asked what these mean operationally?  David Shovlin said that the time ambulance 
takes taking patients to hospital has two components, the first is ‘handover time’, arriving at 
hospital and handing over the patient, the second is ‘to clear’ times, which is ambulances 
being cleaned and getting back out on the road.  Handover times are reported, but the North 
East Ambulance Service (NEAS) have been unable to provide any ‘to clear’ times, this is being 
escalated regionally as it is more of an issue than handover times. 
 
John Unsworth asked if it would be possible to employ technicians in urgent care centres who 
could clean ambulances as paramedics cleaning ambulances is not an appropriate use of their 
skills.  Siobhan Brown said that there was a pilot previously on technicians cleaning 
ambulances and this needs to be re-visited.   
 
Stephen Young asked if handover to clear data is available in other areas. David Shovlin said 
that it is not reported elsewhere.  Vanessa Bainbridge clarified that it is not reported nationally 
as it is not a requirement. 
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NCCGB/18/6 – Agenda item 6 – Buddying Arrangements 
 
Janet Guy presented the report.   When CCGs were formed five years ago they were discrete 
bodies, it is now obvious from the changes coming in that they will not work as discrete bodies 
for much longer.  Northumberland CCG undertakes a great deal of partnership and 
collaborative working, it does not work in isolation.  There is however NHS E appetite for 
CCGs to work closely with other partners.  This is therefore a good time to consider if the CCG 
should enter into more formal arrangements in this respect. 
 
Within 12 months of the establishment of CCGs in 2013, the commissioning landscape was 
already changing to allow closer working between organisations.  In 2014 legislation was 
amended to allow a number of CCGs to establish joint committees.  Since then we have seen 
a continuing movement towards collaborative working at a variety of different levels.  Locally 
and regionally and nationally there is a growing appetite for encouraging CCGs to work 
together and with other partners to exchange learning and good practice.  
 
The CCG has buddying arrangements in place with a CCG on the south west coast, and 
Siobhan Brown and Vanessa Bainbridge have been in discussion with them. 
 
Janet Guy said that she meets with the Chair of NHCFT for catch up sessions, and in future 
will involve the NTCCG in the meetings, and meet on a more regular basis. 
 
Janet asked who Governing Body members thought it might be useful to liaise with?   
 
Karen Bower said that, as she is to take on role of finance committee chair, it would be useful 
to talk to other CCGs who have similar committees, particularly those who have also been in 
special measures.  She also said that considering the local devolution process, it would be 
useful to link up with other local CCGs and their governing bodies, and asked if there anything 
to learn from Greater Manchester. 
 
Vanessa Bainbridge said that this was a good point, local devolution discussions don’t include 
health currently, but given Mark Adams is joint Accountable Officer for Newcastle and North 
Tyneside, Vanessa Bainbridge has been meeting with Mark Adams, and David Shovlin and 
Vanessa Bainbridge are about to meet with their clinical leads.  
 
Action NCCGB 18/6/1 - Vanessa Bainbridge will find a contact in Greater Manchester to 
have discussions with. 
 
Paul Crook asked where this fits in the Sustainability Transformation Plans (STP)?  Vanessa 
Bainbridge said that STP work was still at a pan-region level but that there have also been 
discussions at a sub regional level.   
 
David Shovlin agreed that this was a good idea, but said the CCG needs to be careful about 
the purpose of the discussions, and how they relate to Northumberland in terms of learning.  
We do already have interactions with other CCGs and it would be helpful to map that. 
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Janet Guy agreed that it would be very helpful to map this out, and that we need to be clear on 
the purpose.  There is a difference between 1:1 catch up meetings between Chairs and other 
meetings that have an agenda, we do not want to waste time if decisions are not being made. 
 
Action NCCGB 18/6/2 – Governing Body members to email Rachael Long with details of 
relevant meetings they have on an occasional or regular basis to enable current 
practice to be mapped. 
 
Siobhan Brown said that PWC have given her a list of CCGs we could work with, and added 
that we need more formal arrangements.  Commissioning organisations nationally are thinking 
about working in clusters, this should help us too. 
 
Steve Brazier said that the NHS has done a lot of work on the Right Care benchmarks and 
Northumberland has been listed along with 10 similar CCGs, we should make contact with 
those CCGs deemed equivalent. 
 
Janet Guy said that at a specific level, the CCG would find a contact for Karen Bower to 
discuss the finance committee with.  Vanessa Bainbridge will make contact with Manchester 
organisations, Siobhan Brown will look at the PWC recommendations and at the right care 
clusters. 
 
Ian Cameron said that we need to pick the right organisations to buddy with, maybe those who 
have been through the same special measures and have now recovered. 
 
NCCGB/18/7 – Agenda Item 7 – Planning Guidance 
 
Ian Cameron gave a presentation on the planning guidance for 2018/19 with the key headlines 
and the implications for the CCG.   
 
The guidance is intended to allow organisations to continue working together through STPs to 
deliver system wide plans.  The planning guidance is welcome for our CCG, and there are 
some things we need to think about carefully in the context of the financial challenge.  There is 
£3.7m of new money available. 
 
Janet Guy thanked Ian Cameron and his team for their work with NHS E in this area. 
 
Steve Brazier asked if the presentation could be sent out to Governing Body members.  Ian 
Cameron agreed to send the unabridged version. 
 
Action NCCGB/18/7 – Ian Cameron to send the unabridged version of the presentation 
to Governing Body members. 
 
Karen Bower asked whether the funding for STPs, mentioned in page 4 of the report, has 
implications for us?  Ian Cameron said that the additional funding is for the salaries of people 
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working on the STP projects. 
 
Paul Crook asked why the time for treatment, in page 3 of the report, is so high?  Ian Cameron 
said that he assumes it means like for like, and he will let Governing Body members know if 
this is not the case. 
 
John Unsworth asked whether the NHS E treasury will fund a higher pay award than 1%? The 
proposed strike last year was averted due to the 1% pay rise.  Vanessa Bainbridge said that 
the message is that the treasury would pick up any costs which are additional to the 1% pay 
rise. 
 
Janet Guy said that she hopes the requirement for investment is not going to make contract 
negotiations more difficult as it is already hard.  Ian Cameron said that it might cause 
difficulties with providers, but it is clear that growth assumptions are national aggregates and 
the local system will need to have what is right locally. 
 
Steve Brazier raised a similar point for mental health.  Vanessa Bainbridge said that JLEB had 
considered a report on parity of esteem last year.  This is slightly different, and the CCG is 
looking at the technical note about mental health spend in totality in all areas.  Re-basing will 
be important.  Ian Cameron agreed and said that we need to make sure we start from the right 
baseline. 
 
Karen Bower asked what the NHCFT surplus is this year?  Ian Cameron confirmed that it is 
£24m, next year it will be £23.9m. 
 
John Unsworth asked whether, when FTs make a surplus they are told what they have to 
spend it on?  Ian Cameron answered that they were not, in reality surplus’s balance deficits 
elsewhere in the country. 
 
Janet Guy said that the control total NHCFT are given is not in proportion to its size and 
position nationally.  Ian Cameron said that in Northumberland, much of the surplus is driven by 
commercial, not healthcare activity. 
 
Karen Bower asked, if we are moving towards a system control total, what is the position if we 
take Northumberland, North Tyneside and Newcastle?  Vanessa Bainbridge said that a piece 
of work is being done to look at finance across the system in Northumberland.   
Ian Cameron said that in an ICS, all organisations will have to meet the control total, but there 
is flex within that.  The whole system should still live within its means.      
 
NCCGB/18/8 – Agenda item 8 – Board and committee minutes 
 
Agenda item 8.1 – Financial Regulation and Audit 
 
Steve Brazier reported on the work of the Audit Committee.  The main items discussed at the 
November 2017 and January 2018 meetings were: 
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• External audit presented to the committee on their audit approach to the value for 

money audit opinion.  The committee agreed the audit approach to the 2017/18 
accounts and the timeline. 

• Internal audit presented a number of ongoing assurance reports as well as a one year 
and three year plan.  The plans remain ‘live’ and are updated as new risks emerge or 
risks are closed. 

• The committee considered the accounting treatment of the arbitration findings and 
confirmed it was a 2017/18 charge 

• The accounting approach to the result of the arbitration with NHCFT was confirmed.  It 
was decided the cost was relevant to the 2017/18 year rather than the previous year. 

• The committee received the NECS Service Auditor report which identified very few 
control issues.  This was good news for the CCG year end audit as it meant the auditors 
could place reliance on work produced by NECS without having to undertake any 
additional audit work. 

• The committee discussed fraud and the areas within the CCG at highest risk.  As CCG’s 
are commissioners fraud is generally low risk.  Two areas the committee are reviewing 
are extended access in primary care and personal health budgets. 

• Audit one had produced an advisory report on continuing health care.  The report tested 
a number of payments and concluded that all charges to the CCG were accurate and 
related to health rather than care.  Ian Cameron will follow up with the Local Authority 
some issues around reviews and delegations. 

Vanessa Bainbridge said regionally there was an issue of when carers work out of hours 
raised in CCGs.  Northumberland does not have any double coding or payments, but it would 
be useful to look at the report.  Arrangements are different in all areas.  There is also interest in 
personal health budgets, the CCG has been successful in implementing them for care in the 
community.  Ian Cameron is looking into the checks and balances that take place in the Local 
Authority on personal health budgets. 
 
Vanessa Bainbridge said that the CCG were chosen to be part of a national deep dive on 
Continuing Healthcare (CHC) and are expecting feedback next week.  Initial feedback was that 
a tidying up of Governance and the SLA was needed, but it recognised our commissioning with 
the Council has led to the effective use of resources. 
 
Karen Bower asked about the issues noted in the minutes, Alyson Williams raised an issue on 
VFM, has this now been investigated and do we get VFM?  Steve Brazier said that this was 
discussed in the November meeting and then clarified in the January meeting.  The financial 
aspect of Internal Audit review gave limited assurance in the last internal audit, but substantial 
this time. 
 
Stephen Young said that Alyson Williams didn’t raise a concern, she just said the results of the 
CGC internal audit may have an effect on the overall CCG assurance level, when first draft of 
the CGC report came through it was ‘reasonable’ revised draft is ‘good’ assessment.  Overall, 
performance on internal audits has dipped slightly, which is understandable given the period of 
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workforce turbulence and transition that the CCG had recently experienced. 
 
Karen Bower said that the January minutes mentioned that an ex gratia payment had been 
made.  Steve Brazier said he had not experienced this in the CCG previously.  The £600 
payment concerned a complaint in which the independent review recommended personal 
redress. 
 
Janet Guy said that as this was an individual case, it would not be appropriate to discuss in 
detail in this forum.  Steve Brazier said that the internal auditors had provided assurance that 
this was not a usual occurrence but was entirely appropriate.  Janet Guy said that as the 
auditors had given the CCG assurance, she was content with it.   
 
Vanessa Bainbridge informed Governing Body that the CCG’s partnership arrangement with 
the County Council on CHC expires on 31 March 2018, and that an options report would be 
considered by JLEB on 28 February 2018, this will then be discussed at the Council’s Cabinet. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
Governing Body ratified the revised Audit Committee terms of reference. 
 
Agenda item 8.2 – Primary Care Commissioning 
 
Janet Guy reported on the work of the Primary Care Commissioning Committee, the main 
issues at the last meetings were:   
 

• There were 20 members of the public attending meeting in October 2017 who had an 
interest in Riversdale Surgery 

• Karen Bower chaired the December meeting, there was a long debate on the 
Stamfordham Branch closure.  It was a good discussion and the committee came to a 
conclusion, ensuring patients were not disadvantaged. 

 
Stephen Young said that the minutes are long, which shows the benefit of having healthwatch 
and LMC representatives in attendance, as it was a useful discussion. 
 
Governing Body members noted and accepted the contents of the minutes. 
 
Agenda item 8.3 Joint Locality Executive Board 
 
Vanessa Bainbridge reported on the work of the Joint Locality Executive Board.  Governing 
Body members also attend JLEB, for governing body assurance, minutes of October, 
November, December and January meetings are on the agenda.   
 
There was ongoing dialogue on general CCG development, urgent care, consultant connect, 
performance and quality.  Decisions were required on the Special Educational Needs and/or 
Disabilities (SEND) presentation, and the CCG is going through a ‘dummy run’ inspection 
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tomorrow in preparation.   
 
In the January meeting, performance and quality were discussed, with more time given to 
clinical discussions.  The dominant issue has been finance. 
 
Governing Body members received the minutes for information. 
 
NCCGB/18/9 – Agenda item 9 Any other business 
 
There was no further business to discuss 
 
NCCGB/18/10 – Agenda item 10 - Date of next meeting 
 
To be confirmed 
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Meeting title Governing Body  

 
Date 25 April 2018 

 
Agenda item 5  

 
Report title Revised Governance Arrangements  

 
Report author Strategic Head of Corporate Affairs 

 
Sponsor Strategic Head of Corporate Affairs 

 
Private or Public agenda 
 

Public 
 

NHS classification Official  
 

Purpose (tick one only) 
 

Information only 
 

 

Development/Discussion 
 

 

Decision/Action  
 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 
resources 

 
 

Ensure the delivery of safe, high quality services that 
deliver the best outcomes 

 

Create joined up pathways within and across 
organisations to deliver seamless care 

 

Deliver clinically led health services that are focused 
on individual and wider population needs and based 
on evidence. 

 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

Discussed with the following: 
• NHS England 
• CCG membership 
• JLEB 
• Locality Meetings  

QIPP NA 
Risks  Strategic Risk 403  Member engagement 
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Resource implications If the revised governance arrangements are fully implemented 
including the requirement for QEIA, and the meeting periodicity is 
maintained, additional BST support will be required 

Consultation/engagement  Locality engagement undertaken 
Quality and Equality impact 
assessment  

See below  

Research NHS England advice and guidance sought and used 
Legal implications  None required 
Impact on carers None 
Sustainability implications None 
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QUALITY and EQUALITY IMPACT ASSESSMENT 
1. Project Name Revised Governance Arrangement  

2. Project Lead Director Lead Project Lead Clinical Lead 
Chief Operating 
Officer 

Strategic Head of Corporate 
Affairs   

Clinical Director of 
Primary Care 

3. Project Overview &  
    Objective 

To outline the implementation of the CCG’s revised governance arrangements 

4. Quality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

   Patient Safety Nil      
   Clinical Effectiveness  Nil      
   Patient Experience  Nil      
 Others including   
 reputation, information     
governance and etc. 

      

5.Equality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one of 
the protected 
characteristics as defined 
in the Equality Act 2010? 

Nil      

What is the impact on 
health inequalities in terms 
of access to services and 
outcomes achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in the 
National Health Service 
Act 2006 as amended by 
the Health and Social Care 
Act 2012), for example 
health inequalities due to 
differences in 
socioeconomic 
circumstances? 

      

6. Research  
Reference to relevant local 
and national research as 
appropriate. 

NHS England advice and guidance sought and used 

7. Metrics 
Sensitive to the impacts or 
risks on quality and 
equality and can be used 

Impact Descriptors Baseline Metrics Target 
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Strategic Head of Corporate Affairs  
 

 

S W 
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Dr David Shovlin 
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Comments   
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Governing Body   
25 April 2018 
Agenda Item: 5 
Revised Governance Arrangements  
Sponsor: Strategic Head of Corporate Affairs  

 
Members of the Governing Body are asked to:  
 
1. Consider implementation of the revised governance arrangements detailed in the 

CCG’s revised Constitution and provide comment.  
2. Approve the Terms of Reference for the Governing Body, Corporate Finance 

Committee and Clinical Management Board. 
3. Approve the Operational and Financial Schemes of Delegation. 

Purpose  
 
This report outlines the background to, and the implementation of, NHS Northumberland 
Clinical Commissioning Group’s (CCG) revised governance proposals. 
 
Background 
 
The CCG’s Joint Locality Executive Board (JLEB) considered reports in June 2017 and 
January 2018 outlining the revised governance proposals.  Having initially approved further 
development, JLEB subsequently approved the proposals subject to the requisite constitutional 
changes and the associated membership approval.  The constitution was amended (Appendix 
1 refers) and CCG member practices unanimously (85% of the total vote and no negative 
responses) approved the proposals. NHS England subsequently approved the revised 
constitution which contains the governance structure below, together with supporting narrative 
where appropriate: 
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Governance Overview 
 
The revised arrangements result in the following key changes to both structure and ‘battle 
rhythm’: 
 

• Governing Body (GB).  The GB will be the CCG’s strategic decision making body and 
will initially meet monthly.  It will have private and public agendas and will meet in public 
on a quarterly basis.  Papers will be published as follows: 

o Quarterly meeting in public:  Published on the CCG’s website five working days 
ahead of the meeting 

o Monthly private agenda:  Not published 
o Monthly public agenda:  Published on the CCG’s website and GP TeamNet 

within five working days of the meeting 
• Clinical Management Board (CMB).  The CMB will be the CCG’s operational decision 

making board and will meet monthly.  It will have private and public agendas.  Papers 
will be published as follows: 

o Private:  Minutes will be considered by the private GB but not published. 
o Public:  Minutes and exception reporting will be considered by GB and will be 

published for member practices on GPTeamNet      
• Corporate Finance Committee (CFC).  The CFC is not decision making but supports the 

GB in ensuring that the CCG operates efficiently, effectively and economically.  It will 
meet monthly.  It will have private and public agendas.  Papers will be published as 
follows: 

o Private:  Not published 
o Public:  Minutes (and the monthly finance update) will eventually be published 

with GB papers on the CCG’s website 

Approvals 
 
The revised arrangements have involved a revision of GB Terms of Reference (ToRs) and new 
CMB and CFC ToRs (Appendix 2 refers).  All other governance structure ToRs will either be 
reviewed in normal course or approved by the CMB (Executive Management, Quality and 
Safety and Safeguarding Groups)   
 
The Operational Scheme of Delegation section has been removed from the CCG’s constitution 
This is now a stand-alone document and a new Financial Scheme of Delegation has been 
produced (Appendix 3 refers)  
 
Recommendation 
 
Governing Body members are asked to approve the ToRs and delegations associated with the 
CCG’s revised governance.  
 
 
Appendix 1: Constitution 
Appendix 2: GB, CMB and CFC Terms of Reference 
Appendix 3: Operational and Financial Delegations 
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FOREWORD 
 
This document is the constitution of NHS Northumberland Clinical Commissioning Group (CCG), 
which commissions NHS services for the people of Northumberland. 
 
Our vision is ‘To ensure that the highest quality integrated care is provided, in the most efficient 
and sustainable way, by the most appropriate professional to meet the needs of the people in 
Northumberland’.   We intend to do this by: 
 

• Ensuring that we make best use of all available resources 
• Ensuring the delivery of safe, high quality services that deliver the best outcomes 
• Creating joined up pathways within and across organisations to deliver seamless care 
• Deliver clinically led health services that are focused on individual and wider population 

needs and based on evidence 
 
This constitution sets out the arrangements made by the CCG to meet its responsibility for 
commissioning care for the people for whom it is responsible.  It describes the governing 
principles, rules and procedures that the CCG will establish to ensure probity and accountability in 
the day to day running of the CCG; to ensure that decisions are taken in an open and transparent 
way and that the interests of the patients and the public remain central to everything the CCG 
does.  The constitution includes: 
 

• The name of the CCG 
• Membership 
• The geographical area 
• The arrangements for the discharge of the CCG’s functions and those of its Governing 

Body 
• The procedure to be followed by the CCG and its Governing Body in making decisions and 

securing transparency in its decision making 
• Arrangements for discharging the CCG duties in relation to registers of interest and the 

management of conflicts of interest 
• Arrangements for securing the involvement of persons who are, or may be, provided with 

services commissioned by the CCG in certain aspects of those commissioning 
arrangements and the principles that underpin these 

 
The constitution applies to the following: 
 

• CCG member practices 
• CCG employees 
• Individuals working on behalf of the CCG 
• Governing Body members (including committees and sub-committees) 
• Members of any other committee or sub-committee established by the CCG or its 

Governing Body   
 
Primary care has worked hard to improve healthcare provision since the CCG’s inception.  
Working together with a common vision we can continue to ensure that the people of 
Northumberland get the best possible NHS care. 
 
 
Janet Guy 
Chair, NHS Northumberland Clinical Commissioning Group  
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1. INTRODUCTION AND COMMENCEMENT 
 

1.1. Name 
 

1.1.1. The name of this clinical commissioning group is NHS Northumberland Clinical 
Commissioning Group.   
 

1.2. Statutory Framework 
 

1.2.1. Clinical commissioning groups are established under the Health and Social Care Act 
2012 (“the 2012 Act”).1  They are statutory bodies which have the function of 
commissioning services for the purposes of the health service in England and are 
treated as NHS bodies for the purposes of the National Health Service Act 2006 (“the 
2006 Act”).2  The duties of CCGs to commission certain health services are set out in 
section 3 of the 2006 Act, as amended by section 13 of the 2012 Act, and the 
regulations made under that provision.3   
 

1.2.2. The NHS Commissioning Board (hereafter referred to as NHS England) is responsible 
for determining applications from prospective CCGs to be established as CCGs4 and 
undertakes an annual assessment of each established CCG.5  It has powers to 
intervene in a CCG where it is satisfied that a CCG is failing or has failed to discharge 
any of its functions or that there is a significant risk that it will fail to do so.6  
 

1.2.3. CCGs are clinically led membership organisations made up of general practices.  The 
members of the CCG are responsible for determining the governing arrangements for 
their organisations, which they are required to set out in a constitution.7 
 

1.3. Status of this Constitution 
 

1.3.1. This constitution is made between the members of NHS Northumberland Clinical 
Commissioning Group and has effect from the 1st day of April 2013, when NHS 
England established the CCG.8   
 

1.3.2. The constitution is published on the CCG’s website 
at http://www.northumberlandccg.nhs.uk. A copy of the constitution is available on 
request for inspection at the CCG’s headquarters at County Hall, Morpeth, 
Northumberland, NE61 2EF. 
 

1.4. Amendment and Variation of this Constitution  
 

1.4.1. The member practices of the CCG and/or committees acting on their behalf may want 
to propose a variation to this constitution.  Such proposals can be made at any time.  

                                                           
1  See section 1I of the 2006 Act, inserted by section 10 of the 2012 Act 
2  See section 275 of the 2006 Act, as amended by paragraph 140(2)(c) of Schedule 4 of the 2012 Act 
3  Duties of clinical commissioning groups to commission certain health services are set out in section 3 of the 

2006 Act, as amended by section 13 of the 2012 Act 
4  See section 14C of the 2006 Act, inserted by section 25 of the 2012 Act 
5  See section 14Z16 of the 2006 Act, inserted by section 26 of the 2012 Act 
6  See sections 14Z21 and 14Z22 of the 2006 Act, inserted by section 26 of the 2012 Act 
7  See in particular sections 14L, 14M, 14N and 14O of the 2006 Act, inserted by section 25 of the 2012 Act and 

Part 1 of Schedule 1A to the 2006 Act, inserted by Schedule 2 to the 2012 Act and any regulations issued 
8  See section 14D of the 2006 Act, inserted by section 25 of the 2012 Act 

http://www.northumberlandccg.nhs.uk/
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Any proposal to vary the constitution will be considered by, and will be subject to the 
approval of the member practices, as set out in the scheme of reservation and 
delegation.  If a proposal to vary the constitution is approved by the CCG’s member 
practices application will be made to NHS England. This constitution can only be varied 
in two circumstances.9 
 

• Where the CCG applies to NHS England  and that application is granted; 
• Where in the circumstances set out in legislation NHS England varies the CCG’s 

constitution other than on application by the CCG. 
 

2. AREA COVERED 
 

2.1. The geographical area covered by the CCG is the area covered by Northumberland 
County Council.  
 
 

 
 

  

                                                           
9  See sections 14E and 14F of the 2006 Act, inserted by section 25 of the 2012 Act and any regulations issued   
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3. MEMBERSHIP 

 
3.1. Membership of the Clinical Commissioning Group 

 
The following practices comprise the members of the CCG 

Practice Name Address 1 Address 2 Postcode Locality 
     
Marine Medical Group The Health Centre Thoroton Street NE24 1DX Blyth Valley 
Cramlington Medical Group The Health Centre Forum Way NE23 6QN Blyth Valley 
Village Surgery Dudley Lane Cramlington NE23 6US Blyth Valley 
Netherfield House Surgery Station Road Seghill NE23 7EF Blyth Valley 
Forum Family Practice Forum Way Cramlington NE23 6QN Blyth Valley 
Brockwell Medical Group 8 Brockwell Centre Northumbrian Road NE23 1XZ Blyth Valley 
Railway Medical Group Gatacre Street Blyth NE24 1HD Blyth Valley 
Elsdon Avenue Surgery Elsdon Avenue Seaton Delaval NE25 0BW Blyth Valley 
Collingwood Medical Group The Health Centre Thoroton Street NE24 1DX Blyth Valley 
Lintonville Medical Group Lintonville Terrace Ashington NE63 9UT Central 
Bedlingtonshire Medical Group Glebe Road Bedlington NE22 6JX Central 
Gables Medical Group 26 St Johns Road Bedlington NE22 7DU Central 
Laburnum Medical Group 14 Laburnum Terrace Ashington NE63 0XX Central 
Guide Post Medical Group North Parade Guide Post NE62 5RA Central 

Seaton Park Medical Group 
Seaton Park Primary 
Care Centre Norham Road NE63 0NG Central 

Widdrington Surgery Grange Road Widdrington NE61 5LX Central 
Greystoke Surgery Morpeth NHS Centre Morpeth NE61 1JX Central 
Wellway Medical Group Wellway Morpeth NE61 1BJ Central 
Gas House Lane Surgery Morpeth NHS Centre Morpeth NE61 1JX Central 
Rothbury Practice 3 Market Place Rothbury NE65 7UW North 
Alnwick Medical Group Infirmary Close Alnwick NE66 2NL North 
Belford Medical Group Croft Field Belford NE70 7ER North 
Coquet Medical Group Amble Health Centre Percy Drive NE65 0HD North 
Well Close Medical Group Well Close Square Berwick Upon Tweed TD15 1LL North 

Cheviot Medical Group 
Cheviot Primary Care 
Centre Padgepool Place NE71 6BL North 

Union Brae & Norham Practice Union Brae Surgery Tweedmouth TD15 2HB North 

Glendale Surgery 
Cheviot Primary Care 
Centre Padgepool Place NE71 6BL North 

Middle Farm Surgery 51 Main Street Felton NE65 9PR North 

Ponteland Medical Group 
Ponteland Primary Care 
Centre Meadowfield NE20 9SD West 

White Medical Group 
Ponteland Primary Care 
Centre Meadowfield NE20 9SD West 

Prudhoe Medical Group Kepwell Bank Top Prudhoe NE42 5PW West 
Corbridge Medical Group Health Centre Newcastle Road NE45 5LG West 

Burn Brae Medical Group 
Hexham Primary Care 
Centre Corbridge Road NE46 1QJ West 

Bellingham Practice Bellingham Hexham NE48 2HE West 

Sele Medical Practice 
Hexham Primary Care 
Centre Corbridge Road NE46 1QJ West 

Haltwhistle Medical Group Greencroft Avenue Haltwhistle NE49 9AP West 
Riversdale Surgery 51 Woodcroft Road Wylam NE41 8DH West 
Humshaugh & Wark Medical 
Group The Surgery Humshaugh NE46 4BU West 
Scots Gap Medical Group The Surgery Scots Gap NE61 4EG West 
Haydon Bridge and Allendale 
Health Centre North Bank Haydon Bridge NE47 6LA West 
Branch End Surgery Main Road Stocksfield NE43 7LL West 
Adderlane Surgery 16a Adderlane Road West Wylam NE42 5HR West 
Allendale Health Centre Shilburn Road Allendale NE47 9LG West 

 
3.1.1. Appendix B of this constitution contains the list of practices, together with the signatures 

of the practice representatives confirming their agreement to this constitution. 
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3.2. Eligibility 

 
3.2.1. Providers of primary medical services to a registered list of patients under a General 

Medical Services, Personal Medical Services or Alternative Provider Medical Services 
contract, will be eligible to apply for membership of this CCG10. 
 

                                                           
10  See section 14A(4) of the 2006 Act, inserted by section 25 of the 2012.  Regulations to be made 
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4. MISSION, VALUES AND AIMS 
 

4.1. Vision and Mission 
 

4.1.1. The CCG’s vision is 
 
To ensure that the highest quality integrated care is provided, in the most 
efficient and sustainable way, by the most appropriate professional to meet the 
needs of the people of Northumberland 
 

4.1.2. The CCG’s mission is to is to: 
 
Commission value for money, high quality, locally sensitive healthcare services 
for the people of Northumberland 
  

4.1.3. The CCG will promote good governance and proper stewardship of public resources in 
pursuance of its goals and in meeting its statutory duties.  The CCG’s leadership will:  
 

• Adhere to the Code of Conduct for NHS Managers 
• Acknowledge the voice of all CCG members 
• Corporately support CCG decisions 
• Fulfil the requirements, and be managed against set criteria, of the roles they 

undertake 
• Engage or consult as required with other stakeholders 

 
4.2. Values 

 
4.2.1. Good corporate governance arrangements are critical to achieving the CCG’s 

objectives.   
 

4.2.2. The values that lie at the heart of the CCG’s work are: 
 
As an organisation we are collaborative, confident, open-minded, caring and 
accountable 
 

4.3. Aims 
 

4.3.1. The CCG’s aims are to: 
 
• Ensure the best use of all available resources 
• Ensure the delivery of safe, high quality services that deliver the best outcomes 
• Create joined up pathways within and across organisations to deliver seamless care 
• Deliver clinically led health services that are focused on individual and wider 

population needs and based on evidence 
 

4.4. Principles of Good Governance 
 

4.4.1. In accordance with section 14L(2)(b) of the 2006 Act,11 the CCG will at all times observe 
“such generally accepted principles of good governance” in the way it conducts its 
business.  These include: 

                                                           
11  Inserted by section 25 of the 2012 Act 
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• The highest standards of propriety involving impartiality, integrity and objectivity in 

relation to the stewardship of public funds, the management of the organisation 
and the conduct of its business; 

• The Good Governance Standard for Public Services;12  
• The standards of behaviour published by the Committee on Standards in Public 

Life (1995) known as the ‘Nolan Principles’; 
• The seven key principles of the NHS Constitution;13 
• The Equality Act 2010.14 
 

4.5. Accountability 
 

4.5.1. The CCG will demonstrate its accountability to its members, local people, stakeholders 
and NHS England in a number of ways, including by: 
 
• Publishing its constitution; 
• Appointing independent lay members and non GP clinicians to its Governing 

Body; 
• Holding meetings of its Governing Body in public (except where the group 

considers that it would not be in the public interest in relation to all or part of a 
meeting);  

• Publishing annually a commissioning plan; 
• Complying with local authority health overview and scrutiny requirements; 
• Meeting annually in public to publish and present its annual report (which must be 

published); 
• Producing annual accounts in respect of each financial year which must be 

externally audited; 
• Having a published and clear complaints process;  
• Complying with the Freedom of Information Act 2000; 
• Providing information to NHS England as required. 
 

4.5.2. The Governing Body of the CCG will throughout each year have an ongoing role in 
reviewing the CCG’s governance arrangements to ensure that the CCG continues to 
reflect the principles of good governance. 
 

4.5.3. Should member practices raise concerns/disputes relating to the CCG’s approach to 
delivery of its commissioning responsibilities or its duty to support NHS England in 
continuously improving the quality of primary care medical services, they will be dealt 
with by using the dispute resolution process -  
http://www.northumberlandccg.nhs.uk/wp-content/uploads/2013/07/Dispute-Resolution-
Process-1.0.pdf. 

                                                           
12  The Good Governance Standard for Public Services, The Independent Commission on Good Governance in 

Public Services, Office of Public Management (OPM) and The Chartered Institute of Public Finance & 
Accountability (CIPFA), 2004 

13  See Appendix G 
14  See http://www.legislation.gov.uk/ukpga/2010/15/contents     

http://www.legislation.gov.uk/ukpga/2010/15/contents
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5. FUNCTIONS AND GENERAL DUTIES  
 

5.1. Functions 
 

5.1.1. The functions that the CCG is responsible for exercising are largely set out in the 2006 
Act, as amended by the 2012 Act.  An outline of these appears in the Department of 
Health’s Functions of clinical commissioning groups: a working document.  They relate 
to: 
 

• Commissioning certain health services (where NHS England is not under a duty to do 
so) that meet the reasonable needs of:  
 

o All people registered with member GP practices, and  
o People who are usually resident within the area and are not registered with a 

member of any clinical commissioning group; 
• Commissioning emergency care for anyone present in the CCG’s area; 
• Paying its employees’ remuneration, fees and allowances in accordance with the 

determinations made by its Governing Body and determining any other terms and 
conditions of service of the CCG’s employees; 

• Determining the remuneration and travelling or other allowances of members of its 
Governing Body. 
 

5.1.2. In discharging its functions the CCG will: 
 

• Act15, when exercising its functions to commission health services, consistently with the 
discharge by the Secretary of State and NHS England of their duty to promote a 
comprehensive health service16 and with the objectives and requirements placed on 
NHS England through the mandate17 published by the Secretary of State before the 
start of each financial year by: 
 
i) Delegating responsibility for ensuring that the CCG’s strategy, plans, operational 

policies and procedures are consistent with this duty to the Governing Body; 
ii) Ensuring that this duty is discharged on behalf of the Governing Body by the 

Clinical Management Board in accordance with its Terms of Reference 
iii) Developing an annual commissioning plan in accordance with the requirement of 

the Health and Social Care Act 2012   
 

• Meet the public sector equality duty18 by: 
 
i) Delegating responsibility to the CCG’s Governing Body 
ii) Ensuring that this duty is discharged on behalf of the Governing Body by the 

CCG’s Clinical Management Board and Corporate Finance Committee  
iii) Using the Equality Delivery System toolkit to assist in the delivery of this duty; 
iv) Requiring delivery progress of this duty to be monitored through the CCG’s 

reporting mechanisms 

                                                           
15  See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 
16  See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 
17  See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 
18  See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of the 2012 

Act 
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v) Annually publish sufficient information to demonstrate compliance with this duty 
across all functions 

 
• Work in partnership with its local authority to develop joint strategic needs 

assessments19 and joint health and wellbeing strategies20 by: 
 
i) Delegating to the Governing Body responsibility for nominating individuals to serve 

as members of the Northumberland Health & Wellbeing Board, in line with the 
Health & Wellbeing Board’s requirements for membership from the CCG; 

ii) Ensure that all member practices are able to contribute to the development of the 
joint health and wellbeing strategy through engagement in meetings of their 
Locality Group. 

 
5.2. General Duties - in discharging its functions the CCG will: 

 
5.2.1. Make arrangements to secure public involvement in the planning, development and 

consideration of proposals for changes and decisions affecting the operation of 
commissioning arrangements21  including by: 
 
• Delegating lead responsibility for the discharge of this duty to the Governing Body 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

Accountable Officer 
• Publishing drafts of its commissioning strategies and proposals for service change 

for consultation on its website, and using local media to ensure that the public is 
aware of how to contribute to the CCG’s commissioning work; 

• Providing feedback on the information gathered through engagement with the 
public, and on how it has used this information, in its annual report; 

• Requiring the Governing Body to give assurance that the CCG is acting 
consistently with this duty; 

• In securing public involvement in the planning, development and consideration of 
proposals for changes and decisions affecting the operation of commissioning 
arrangements, Northumberland Clinical Commissioning Group will adhere to the 
following Statement of Principles: 
 
i. Create an organisational culture that encourages and enables involvement. 
ii. Be inclusive and proactive in resolving barriers to effective involvement and 

participation 
iii. Make clear the purpose of involvement and the extent to which people can 

expect their views to influence development of local health services 
iv. Recognise the importance of providing feedback to people who have made 

their views known 
v. Work in partnership with other agencies to avoid duplication where possible 

when approaching the public 
vi. Build on best practice and be open to innovative and proven approaches 

from within and outwith the NHS 
vii. Provide support and training to staff to equip them for this role   

                                                           
19  See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by section 

192 of the 2012 Act 
20  See section 116A of the Local Government and Public Involvement in Health Act 2007, as inserted by section 

191 of the 2012 Act 
21  See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
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In delivering the Statement of Principle the CCG will: 
 
• Work in partnership with patients and the local community to secure the best care 

for them 
• Adapt engagement activities to meet the specific needs of the different patient 

groups and communities 
• Publish information about health services on the CCG’s website 
• Encourage and act on feedback 
• Identify how the CCG will monitor and report its compliance against this statement 

of principles 
 

5.2.2. Promote awareness of, and act with a view to securing that health services are 
provided in a way that promotes awareness of, and have regard to the NHS 
Constitution22 by: 
 
• Delegating responsibility for approving the CCG’s arrangements for discharging 

this duty to the Governing Body. 
• Ensuring that the CCG’s values reflect the values set out in the NHS Constitution 
• Ensuring that all policies have regard to the NHS Constitution in their development 
• Ensuring that all decisions made by the Governing Body and its committees are 

assessed for regard to the NHS Constitution 
• Promoting the NHS Constitution on the CCG website and internally with all staff 
• Incorporating compliance with the NHS Constitution in all contracts with 

commissioned services 
• Ensuring that the CCG champions the interests of patients, using choice and 

information to empower people to improve services    
 

5.2.3. Act effectively, efficiently and economically23 by: 
 
• Delegating approval of a comprehensive system of internal control, including 

budgetary control, that underpin the effective, efficient and economic operation of 
the CCG, to the Governing Body; 

• Ensuring that this duty is discharged on behalf of the Governing Body by the 
Accountable Officer and Chief Finance Officer in accordance with the 
responsibilities of their roles, having regard to any guidance or requirements 
published by NHS England 

• Delegating responsibility to the Governing Body’s Audit Committee to provide 
assurance to the Governing Body with regard to its compliance with the duty and 
in accordance with the Committee’s Terms of Reference 

• Delegating responsibility to the Corporate Finance Committee and Clinical 
Management Board to assist in optimising the allocation and adequacy of the 
CCG’s resources in accordance with its terms of reference 

• Requiring progress of delivery of the duty to be monitored through the CCG’s 
reporting mechanisms   

 
5.2.4. Act with a view to securing continuous improvement to the quality of services24  

by: 
                                                           
22  See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health Act 2009 

(as amended by 2012 Act) 
23  See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
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• Delegating approval of arrangements, including supporting policies, to secure 

continuous improvement in quality and patient outcomes to the Governing Body; 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

Accountable Officer and the specific lead officer delegated by the Accountable 
Officer to oversee its discharge, having regard to any guidance or requirements 
published by NHS England 

• Delegating responsibility to the Governing Body’s Clinical Management Board to 
assist the Governing Body in regard to discharge of the duty and in accordance 
with the Board’s Terms of Reference 

• Having a framework for securing continuous improvements in the quality of 
commissioned services and outcomes for patients with regard to clinical 
effectiveness, safety and patient experience to contribute to improved patient 
outcomes across the NHS Outcomes Framework 
 

5.2.5. Assist and support NHS England in relation to its duty to improve the quality of 
primary medical services25 by: 
 
• Delegating responsibility to the Governing Body for approval of arrangements, 

including supporting policies, for supporting NHS England in discharging its 
responsibilities in relation to securing continuous improvement in the quality of 
general medical services.  Ensuring that the duty is discharged on behalf of the 
Governing Body by the Accountable Officer, supported by the Clinical Director of 
Primary Care 

• Delegating responsibility to the Clinical Management Board in regard to the 
discharge of the duty in accordance with the Board’s Terms of Reference 

• Working collectively with member practices and all stakeholders to ensure best 
practice is implemented across the CCG, to continuously improve the quality of 
primary care medical services 

• Working with practices to drive up the quality of services available in primary care 
while at the same time driving down the reliance on hospital services 

• Ensuring that all commissioning decisions are taken on the basis of value for 
money, quality and improved outcomes 

• Requiring progress of delivery of the duty to be monitored by the CCG’s reporting 
mechanisms  

 
5.2.6. Have regard to the need to reduce inequalities26 by: 

 
• Delegating approval of arrangements, including supporting policies, for reducing 

inequalities to the Governing Body 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

Accountable Officer and the specific lead officer delegated by the Accountable 
Officer to oversee its discharge 

• Delegating responsibility to the Clinical Management Board in regard to the 
discharge of the duty in accordance with the Board’s Terms of Reference. 

• Developing an annual commissioning plan in accordance with the requirement of 
the Health and Social Care Act 2012 which sets out the CCG’s role and plans in 
relation to reducing the gaps in health inequalities 

                                                                                                                                                                                                                 
24  See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
25  See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
26  See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 14 - 
Version: v14 March 2018 

• Working with partners on the Health and Wellbeing Board to contribute to 
addressing the wider determinants of health and contribute to the development 
and implementation of the Health and Wellbeing Strategy in relation to 
commissioning of health services 

• Working closely with the Director of Public Health 
• Ensuring that all service development proposals include consideration of the 

likelihood of reducing health inequalities 
• Requiring progress of delivery of the duty to be monitored by the CCG’s reporting 

mechanisms   
 

5.2.7. Promote the involvement of patients, their carers and representatives in 
decisions about their healthcare27 by: 
 
• Delegating approval of arrangements, including supporting policies, for public 

involvement to the Governing Body 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

Accountable Officer and the specific lead officer delegated by the Accountable 
Officer to oversee its discharge, having regard to any guidance or requirements 
published by NHS England 

• Delegating responsibility to the Clinical Management Board in regard to the 
discharge of the duty in accordance with the Board’s Terms of Reference 

• Ensuring that standards are contained within contracts with commissioned 
services requiring procedures to be in place in commissioned services to ensure 
patients, their carers and representatives are able to make informed decisions 
about their healthcare  

• Requiring progress of delivery of the duty to be monitored through the CCG’s 
reporting mechanisms 

 
5.2.8. Act with a view to enabling patients to make choices28 by: 

 
• Delegating approval of arrangements, including supporting policies, for patient 

choice to the Governing Body; 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

Accountable Officer and the specific lead officer delegated by the Accountable 
Officer to oversee its discharge, having regard to any guidance or requirements 
published by NHS England 

• Embodying the requirements of patient choice within the CCG’s Communication 
and Engagement Strategy 

• Requiring progress of delivery of the duty to be monitored through the CCG’s 
reporting mechanisms   

 
5.2.9. Obtain appropriate advice29 from persons who, taken together, have a broad range of 

professional expertise in healthcare and public health by: 
 
• Delegating responsibility to the Governing Body to ensure that it obtains 

appropriate advice in the exercise of its functions, either through individual 
members of the Governing Body, or where appropriate, through invitation to 
individuals to attend as appropriate to provide advice, or by seeking advice 

                                                           
27  See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
28  See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
29  See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
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through external bodies such as a Clinical Senate, Public Health England or other 
expert or  independent organisation 

• Delegating responsibility within their Terms of Reference to the Chair of each 
committee or sub-committee to ensure that they obtain appropriate advice, as 
outlined above, in the exercise of its functions 

• Engaging with the Local Medical Committee in their role as local statutory 
representatives of individual GPs and GP Practices   

 
5.2.10. Promote innovation30 by: 

 
• Delegating approval of arrangements, including supporting policies, for promoting 

innovation to the Governing Body.  Ensuring that this duty is discharged on behalf 
of the Governing Body by the Accountable Officer and the specific lead officer 
delegated by the Accountable Officer to oversee its discharge, having regard to 
any guidance or requirements published by NHS England 

• Seeking out and adopting best practice, by supporting research and adopting and 
disseminating transformative, innovative ideas, products, services and clinical 
practice both within the CCG and within its commissioned services, which add 
value in relation to quality and productivity 

• Develop a culture of continuous improvement and innovation with respect to 
patient safety, clinical effectiveness and patient experience 

• Requiring the delivery of the duty to be monitored by the CCG’s reporting 
mechanisms 

 
5.2.11. Promote research and the use of research31 by: 

 
• Delegating approval of arrangements, including supporting policies, for promoting 

research and the use of research to the Governing Body 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

Accountable Officer and the specific lead officer delegated by the Accountable 
Officer to oversee its discharge, having regard to any guidance or requirements 
published by NHS England 

• Delegating responsibility to the Clinical Management Board to assist the 
Governing Body in regard to oversight of research governance 

• Collaborating with key stakeholders such as Clinical Research Networks and 
academic institutions to establish evidence of best practice 

• Commissioning where appropriate independent research and evaluation as a 
means of  developing or evaluating care pathways, evidence based practice and 
the translation of research evidence into clinical practice 

• Requiring progress of the the delivery of the duty to be monitored through the 
CCG’s reporting mechanisms 

 
5.2.12. Have regard to the need to promote education and training32 for persons who are 

employed, or who are considering becoming employed, in an activity which involves or 
is connected with the provision of services as part of the health service in England so 
as to assist the Secretary of State for Health in the discharge of his related duty33  by: 
 

                                                           
30  See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
31  See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
32  See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
33  See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
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• Delegating approval of arrangements, including supporting policies, for promoting 
education and training to the Governing Body 

• Ensuring that this duty is discharged on behalf of the Governing Body by the 
Accountable Officer and the specific lead officer delegated by the Accountable 
Officer to oversee its discharge, having regard to any guidance or requirements 
published by NHS England 

• Delegating responsibility to the Clinical Management Board to assist the 
Governing Body with the delivery of this duty 

• Working in partnership with the Local Education and Training Board 
• Encouraging and supporting the continuous learning and development of its 

employees and member practices so that they are able to carry out their roles 
confidently and effectively, achieve their individual potential and contribute fully to 
the objectives of the CCG 

• Requiring progress of the delivery of the duty to be monitored through the CCG’s 
reporting mechanisms  
 

5.2.13. Act with a view to promoting 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 inequalities34 
by: 
 
• Delegating approval of arrangements, including supporting policies, for promoting 

integration to the Governing Body 
• Ensuring that this duty is discharged on behalf of the Governing Body by the 

CCG’s Clinical Management Board in accordance with their Terms of Reference 
• Developing an annual commissioning plan in accordance with the Health and 

Social Care Act 2012 which sets out the CCG’s role and plans for promoting 
integration 

• Working in partnership with others to take forward plans so that pathways of care 
are seamless and integrated within and across organisations, and seek to reduced 
inequalities in access and outcomes 

• Work in partnership with NHS, Social Care and Public Health partners to promote 
joined up commissioning plans 

• Work in partnership with the Health and Wellbeing Board in the development and 
implementation of the Joint Health and Wellbeing Strategy 

• Requiring progress of delivery of the duty to be monitored through the CCG’s 
reporting mechanisms    

 
5.3. General Financial Duties.  These duties are to be read in conjunction with the CCG’s 

Prime Financial Policies (PFPs) and Detailed Financial Policies (SFPs)* which are 
deemed to be part of this constitution (http://www.northumberlandccg.nhs.uk/about-
us/how-we-work/transparency/).  The CCG will perform its functions so as to: 
 

5.3.1. Ensure its expenditure does not exceed the aggregate of its allotments for the 
financial year35 by  
   
• Delegating responsibility to the CCG’s Governing Body 
• Developing an annual commissioning plan (which incorporates the financial plan) 

in accordance with the Health and Social Care Act 2012  
                                                           
34  See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
35  See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
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• Ensuring that this duty is discharged by the Accountable Officer and the Chief 
Finance Officer 

• Delegating responsibility to the Governing Body’s Audit Committee and Corporate 
Finance Committee to assist the Governing Body in regard to the discharge of the 
duty in accordance with the Committee’s Terms of Reference 

• Delegating responsibility to the Clinical Management Board to assist in optimising 
the allocation and adequacy of the CCG’s resources in accordance with its Terms 
of Reference   

• Approving and reviewing the Scheme of Delegation set out in the constitution and 
the Prime Financial Policies and Detailed Financial Policies 

• Requiring progress of delivery of the duty to be monitored through the CCG’s 
reporting mechanisms 

 
5.3.2. Ensure its use of resources (both its capital resource use and revenue resource use) 

does not exceed the amount specified by NHS England for the financial year36 by    
 
a) Enacting the arrangements set out in 5.3.1 

 
5.3.3. Take account of any directions issued by NHS England, in respect of specified 

types of resource use in a financial year, to ensure the CCG does not exceed an 
amount specified by NHS England 37 by    
 
a) Enacting the arrangements set out in 5.3.1  
 

5.3.4. Publish an explanation of how the CCG spent any payment in respect of quality 
made to it by NHS England38 by:    
 
a) Delegating responsibility for approving the CCG’s annual report to the Governing 

Body 
b) Requiring the CCG Accountable Officer to report formally on NHS England and 

other quality initiatives and the use of earmarked monies, as part of CCG annual 
report, demonstrating delivery and added value 
 

5.3.5. Ensuring that this duty is discharged on behalf of the Governing Body by the 
Accountable Officer and the specific lead officer delegated by the Accountable Officer 
to oversee its discharge.  The explanation is to be published on the CCG’s website 
at http://www.northumberlandccg.nhs.uks available on request for inspection at the 
CCG’s headquarters at County Hall, Morpeth, Northumberland, NE61 2EF or by email 
at norccg.enquiries@nhs.net. 
 
a) Enacting the arrangements set out in 5.3.1 and 5.3.2. 
 

5.4. Other Relevant Regulations, Directions and Documents 
 

5.4.1. The CCG will:  
 
• Comply with all relevant regulations; 

                                                           
36  See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
37  See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
38  See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 

http://www.northumberlandccg.nhs.uks/
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• Comply with directions issued by the Secretary of State for Health or NHS 
England; and 

• Take account, as appropriate, of documents issued by NHS England.   
 

5.4.2. The CCG will develop and implement the necessary systems and processes to comply 
with these regulations and directions, documenting them as necessary in this 
constitution, its scheme of reservation and delegation and other relevant CCG policies 
and procedures.  
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6. DECISION MAKING: THE GOVERNING STRUCTURE 
 

6.1. Authority to act 
 

6.1.1. The CCG is accountable for exercising its statutory functions.  It may grant authority to 
act on its behalf to:  
 
• Any of its members; 
• Its Governing Body; 
• Employees; 
• A committee or sub-committee of the CCG. 
 

6.1.2. The extent of the authority to act of the respective bodies and individuals depends on 
the powers delegated to them by the CCG as expressed through: 
 
• The CCG’s scheme of reservation and delegation; and 
• For committees, their Terms of Reference.  
 

6.2. Scheme of Reservation and Delegation39 
 

6.2.1. The CCG’s scheme of reservation and delegation sets out: 
 
• Those decisions that are reserved for the membership as a whole; 
• Those decisions that are the responsibilities of its Governing Body (and its 

committees), the CCG’s committees and sub-committees, individual members and 
employees. 

 
6.2.2. The CCG remains accountable for all of its functions, including those that it has 

delegated. 
 

6.3. General  
 

6.3.1. In discharging functions of the CCG that have been delegated to its Governing Body 
(and its committees), committees and individuals must: 
 
• Comply with the CCG’s principles of good governance,40 
• Operate in accordance with the CCG’s scheme of reservation and delegation,41  
• Comply with the CCG’s standing orders,42 
• Comply with the CCG’s arrangements for discharging its statutory duties,43 
• Where appropriate, ensure that member practices have had the opportunity to 

contribute to the CCG’s decision making process. 
 

6.3.2. When discharging their delegated functions, committees must also operate in 
accordance with their approved Terms of Reference. 
 

                                                           
39  See Appendix D 
40  See section 4.4 on Principles of Good Governance above 
41  See appendix D 
42  See appendix C 
43  See chapter 5 above 
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6.3.3. Where delegated responsibilities are being discharged collaboratively, the joint 
(collaborative) arrangements must: 
 
• Identify the roles and responsibilities of those CCGs who are working together; 
• Identify any pooled budgets and how these will be managed and reported in 

annual accounts; 
• Specify under which CCG’s scheme of reservation and delegation and supporting 

policies the collaborative working arrangements will operate; 
• Specify how the risks associated with the collaborative working arrangement will 

be managed between the respective parties; 
• Identify how disputes will be resolved and the steps required to terminate the 

working arrangements; 
• Specify how decisions are communicated to the collaborative partners. 
 

6.4. Committees of the Clinical Commissioning Group 
 

6.4.1. The CCG shall have the authority to delegate any of its activities to a Committee, Board 
or sub-committee of the CCG.  Such Committees and Boards shall be made up of 
either members or employees, or members of the Governing Body or any other 
approved by the CCG. The Governing Body will hold the overall accountability for the 
CCG.  It will be responsible for the delivery of the CCG’s strategic statutory functions as 
delegated by the CCG’s members.  The Governing Body will set and monitor the CCG’s 
overall strategic direction and provide assurance to the member practices.   There will 
be a Clinical Management Board which will consider and propose the strategic, 
planning and delivery processes of the CCG.  A number of other statutory and non-
statutory committees will provide the CCG with other supporting functions. Committees 
will only be able to establish their own sub-committees, to assist them in discharging 
their respective responsibilities, if this responsibility has been delegated to them by the 
CCG or the committee they are accountable to. 
 

6.4.2. The CCG has established the committees and groups as shown in the diagram below.  
The Terms of Reference are published separately and available on the CCG’s website.  
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6.4.3  Joint CCG Committee for Cumbria and the North East – The Joint CCG Committee 

for Cumbria and the North East is a committee of the CCG which makes decisions, 
based on recommendations made by the Norther CCG Forum, on behalf of the CCG in 
accordance with the delegations outlined in its Terms of Reference.  The committee will 
ensure compliance with service change guidance. In accordance with the statutory 
powers under s.14Z3 of the NHS Act 2006 the committee will also make decisions on 
procuring services and awarding contracts.  The CCG will be represented at each 
meeting by a very senior manager. 

 
6.4.4  Primary Care Commissioning Committee – The Northumberland Primary Care 

Commissioning Committee is a committee of NHS Northumberland CCG.  It will assist 
the Governing Body with the commissioning of primary medical services for the people 
of Northumberland. 
 
The role of the Primary Care Commissioning 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 committee. 
 
The Governing Body has approved and keeps under review the terms of reference for 
the Primary Care Commissioning Committee, which includes information on the 
membership of the committee.  It has the authority to make decisions as set out within 
its Terms of Reference and the Group’s scheme of reservation and delegation. 
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6.5 The Governing Body 
 

6.5.1 Functions - the Governing Body has the following functions conferred on it by sections 
14L(2) and (3) of the 2006 Act, inserted by section 25 of the 2012 Act, together with any 
other functions connected with its main functions as may be specified in regulations or 
in this constitution. These other functions (conferred by the CCG on the Governing 
Body or delegated by the CCG to the Governing Body) are set out from paragraph 
6.6.2(d) onwards.   
 

6.5.2 The Governing Body is the CCG’s strategic decision making body with responsibility for 
setting the strategic direction of the CCG and scrutinising the work of the CCG’s 
executive on behalf of the membership.  It has particular  responsibility for: 
 
• Ensuring that the CCG has appropriate arrangements in place to exercise its 

functions effectively, efficiently and economically and in accordance with the 
CCGs principles of good governance44 (its main function); 

• Determining the remuneration, fees and other allowances payable to employees 
or other persons providing services to the CCG and the allowances payable under 
any pension scheme it may establish under paragraph 11(4) of Schedule 1A of the 
2006 Act, inserted by Schedule 2 of the 2012 Act; 

• Approving any functions of the CCG that are specified in regulations; 
• Functions as delegated by the CCG to the Governing Body as set out in 

paragraph 5.1.2 
• Functions as delegated by the CCG to the Governing Body as set out in para 5.2 
• Functions as delegated by the CCG to the Governing Body as set out in para 5.3 

 
6.5.3 Composition of the Governing Body - the Governing Body comprises of: 

 
• The Governing Body Lay Chair; 
• Two Lay Governors.  One to lead on audit and conflict of interest matters, one to 

lead on corporate finance and patient and public involvement matters . 
• One registered nurse; 
• One secondary care specialist doctor; 
• The  Accountable Officer; 
• The Clinical Director of Primary Care (Deputy Chair) 
• The Clinical Director of Commissioning 
• Four Locality Directors; 
• The Chief Operating Officer; 
• The Chief Finance Officer. 
• The Governing Body may invite such other person(s) to attend all or any of its 

meetings, or parts(s) of a meeting, in order to assist it in its decision-making and in 
its discharge of its functions as it sees fit.  Any such person may speak and 
participate in debate, but may not vote.  

• The Governing Body will invite the following individual to attend any or all of its 
meetings and participate in the way described in paragraph 6.5.3.1: 

• The Director of Public Health  
 

 

                                                           
44  See section 4.4 on Principles of Good Governance above 
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6.5.4 Committees of the Governing Body - the Governing Body has appointed the 
following committees:   
 

a) Audit Committee – The Audit Committee is a statutory committee,  
accountable to the CCG’s Governing Body that provides the Governing Body 
with an independent and objective view of the CCG’s financial systems, 
financial information and compliance with laws, regulations and directions 
governing the group in so far as they relate to finance.  The Audit Committee 
will perform the role of the Auditor Panel for the CCG.  The Governing Body 
has approved and keeps under review the terms of reference for the Audit 
Committee, which includes information on the membership of the Audit 
Committee.  The Audit Committee will provide assurance to the Governing 
Body that the CCG is complying with its duty to exercise its functions 
efficiently, effectively and economically.  In particular it will seek assurance on 
the effective use of the CCG’s resources to deliver its strategy and annual 
commissioning plan.  
 
The membership of the Audit Committee is drawn from non-executive 
members of the Governing Body. 

 
b) Appointments & Remuneration Committee – The Appointments & 

Remuneration Committee, which is accountable to the CCG’s Governing Body, 
makes recommendations to the Governing Body 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.  The Governing Body has approved and keeps under review 
the terms of reference for the Appointments & Remuneration Committee, which 
includes information on the membership of the Appointments & Remuneration 
Committee. 

 
In addition the Governing Body has conferred or delegated the following 
functions, connected with the Governing Body’s main function, to its 
Appointments & Remuneration Committee: 
 
Reviewing the performance of the Accountable Officer and the Chief Operating 
Officer.  
 
The membership of the Appointments and Remuneration Committee is drawn 
from non-executive members of the Governing Body. 
 

c) Clinical Management Board - The Clinical Management Board is established 
as a board of the Governing Body to support the CCG, its Governing Body and 
the Accountable Officer in the discharge of their functions.  It will assist the 
Governing Body in its duties to promote a comprehensive health service, 
reduce inequalities and promote innovation. 

 
The Clinical Management Board will work closely with, and provide support to, 
CCG member practices in order to ensure that practices are informed 
appropriately of commissioning decisions, and are engaged in the 
commissioning process.  Clinical representation will be predominantly from 
CCG member practices and a clinical voting majority will be maintained. 
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The Board is responsible for specific strategy and planning and delivery 
processes relating to a number of core functions. 

 
• Strategy 

o Preparing and recommending the annual commissioning plan prior to 
approval by the Governing Body 

o Formulating  service change proposals arising out of the commissioning plan 
and making recommendations to the Governing Body 

o Preparing the Organisational Development Plan and enabling strategies 
including the Communications and Engagement Plan prior to approval by the 
Governing Body and overseeing their operational delivery 

o Developing CCG input into the Joint Health and Wellbeing Strategy 
o Establishing operational working arrangements with other CCGs, provider 

trusts, the Local Authority and the clinical senate that support the integration 
of both health services with other health services and with health-related and 
social care services where the CCG considers that this would improve the 
quality of services and reduce inequalities. 

o Ensuring that the views of patients and the public are reflected in the 
development and implementation of CCG policies and plans. 

 
• Delivery 

o 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. 

o Ensuring the co-ordination and monitoring of the CCG’s clinical work 
programme associated with the delivery of the annual commissioning plan 

o Receiving reports on quality and patient safety and managing any associated 
clinical risks 

o Approve business cases and procurement contract awards in line with the 
CCG’s financial scheme of delegation and approved budgets 

o Lead the delivery of the  CCG’s educational programme 
o Prepare the CCG’s annual report for the Audit Committee and Governing 

Body to consider and approve on behalf of the CCG membership 
o Approve the CCG’s operational policies and procedures 
o Support the development of the business cycle of the Governing Body and 

agenda setting for formal and informal meetings of the Governing Body, 
 

The Board has authority to make decisions as set out within its Terms of 
Reference and the CCG’s Scheme of Delegation in particular 
 

• Functions as delegated by the CCG to the Clinical Management Board as set out 
in paragraph 5.1.2 

• Functions as delegated by the CCG to the Clinical Management Board relating to 
the CCG’s General Duties as set out in paragraph 5.2 

• Functions as delegated by the CCG to the Clinical Management Board relating to 
the CCG’s General Financial Duties as set out in paragraph 5.3 

 
d) Corporate Finance Committee - The Corporate Finance Committee, which is 

accountable to the CCG’s Governing Body, assists the Governing Body in its duty 
to act efficiently, effectively and economically.  The committee oversees the 
current and projected financial position of the CCG and ensures cohesive and 
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coordinated planning and effective delivery of the CCG’s annual QIPP 
programme.  It also assures the Governing Body that the CCG has sufficient 
capacity and capability to deliver its strategic objectivesThe Corporate Finance 
Committee is not a decision making committee. 

 
6.5.4.1  The Governing Body will publish papers considered at its meetings except where the 

Governing Body considers that it would not be in the public interest to do so in relation 
to a particular paper or part of a paper. 
 
The Governing Body will publish the information relating to decisions relating to 
remuneration, fees and allowances, including allowances payable under certain 
pension schemes.  In relation to each senior employee of the CCG, decisions relating to 
the employee’s salary (which need only specify a band of £5,000 into which the salary 
falls), or of any travelling and other allowances payable to the employee, including any 
allowances payable under a pension scheme established under paragraph 11(4) of 
Schedule 1A to the 2006 Act will be published. 
 
The Governing Body will not publish the above information if it considers that it would 
not be in the public interest to publish it. 
 
Terms of reference for the committees of the Governing Body are available 
at http://www.northumberlandccg.nhs.uk/about-us/governing-body/. 
 
 

6.6  Joint Arrangements 
 

6.6.1 The CCG may enter into joint arrangements with other clinical commissioning groups.  
All such arrangements will be agreed by the Governing Body.  A list of all joint 
commissioning arrangements with other clinical commissioning groups will be published 
on the CCG’s website at www.northumberlandccg.nhs.uk. 

 
The Joint Commissioning Sub-Committee of the Northumberland Health & Wellbeing 
Board has been established to support section 75 agreements made between the CCG 
and Northumberland County Council. The establishment of any further joint committees 
to support section 75 agreements or any other joint arrangements with other 
commissioning organisations will be agreed by the Governing Body. 
 
The CCG has entered into a Northern CCG Joint Committee to make decisions on 
subjects recommended to it by the Northern CCG Forum.  These will be confined to 
issues that pertain to all CCG areas in Cumbria and the North East, namely the 
commissioning of Specialist acute services and 111 services. 
 
Expansion of the scope of the Joint Committee will only follow from the unanimous 
agreement of member CCGs and in line with an annually agreed work programme.   
 
The Joint Committee is open to membership of the following CCGs: 

 
• NHS Darlington CCG  
• NHS Durham Dales, Easington & Sedgefield CCG  
• NHS Hambleton, Richmondshire & Whitby CCG 
• NHS Hartlepool & Stockton CCG  
• NHS Newcastle Gateshead CCG  

http://www.northumberlandccg.nhs.uk/about-us/governing-body/
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• NHS North Cumbria CCG  
• NHS North Durham CCG  
• NHS Northumberland CCG 
• NHS North Tyneside CCG  
• NHS South Tees CCG 
• NHS South Tyneside CCG 
• NHS Sunderland CCG   

 
The main activities of the Joint Committee include, but are not limited to, the following: 
 
In accordance with statutory powers under s.14Z3 of the NHS Act 2006, the proposed 
Northern CCG Joint Committee will be able to make decisions on procuring services 
and awarding contracts, chiefly to the providers of specialised acute and ambulance 
services.  In discharging this function the committee will: 
 
• Determine the options appraisal process for commissioning services, including 

agreeing the evaluation criteria and weighting of the criteria 
• Where appropriate, determine the method and scope of the consultation process, 

and make any necessary decisions arising from a Pre-Consultation Business Case 
(and the decision to go run a formal consultation process). That includes any 
determination on the viability of models of care pre-consultation and during formal 
consultation processes, as set out in s.13Q, s.14Z2 and s.242 of the NHS Act 2006 
(as amended). 

• Approve the formal report on the outcome of the consultation that incorporates all of 
the representations received in order to reach a decision, taking into account all of 
the information collated and representations received in relation to the consultation 
process. 

• Make decisions to satisfy any legal requirements associated with consulting the 
public and making decisions arising from it, ensuring that individual CCGs’ retained 
duties can be met. 

 
6.7 Joint commissioning arrangements with other Clinical Commissioning Groups  
 
6.7.1 The CCG may wish to work together with other CCGs in the exercise of its 

commissioning functions.  
 
6.7.2 The CCG may make arrangements with one or more CCG in respect of:  

 
a) Delegating any of the CCG’s commissioning functions to another CCG;  
b) Exercising any of the commissioning functions of another CCG; or  
c) Exercising jointly the commissioning functions of the CCG and another CCG.  

 
6.7.3 For the purposes of the arrangements described at paragraph 6.1.2, the CCG may:  

 
a) Make payments to another CCG;  
b) Receive payments from another CCG;  
c) Make the services of its employees or any other resources available to another 

CCG; or  
d) Receive the services of the employees or the resources available to another CCG.  
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6.7.4 Where the CCG makes arrangements which involve all the CCGs exercising any of 
their commissioning functions jointly, a joint committee may be established to exercise 
those functions.  

 
6.7.5 For the purposes of the arrangements described at paragraph 6.7.2 above, the CCG 

may establish and maintain a pooled fund made up of contributions by any of the CCGs 
working together pursuant to paragraph 6.7.2 (c) above. Any such pooled fund may be 
used to make payments towards expenditure incurred in the discharge of any of the 
commissioning functions in respect of which the arrangements are made.  

 
6.7.6 Where the CCG makes arrangements with another CCG as described at paragraph 

6.6.2 above, the CCG shall develop and agree with that CCG an agreement setting out 
the arrangements for joint working, including details of:  

 
a) How the parties will work together to carry out their commissioning functions;  
b) The duties and responsibilities of the parties;  
c) How risk will be managed and apportioned between the parties;  
d) Financial arrangements, including, if applicable, payments towards a pooled fund 

and management of that fund;  
e) Contributions from the parties, including details around assets, employees and 

equipment to be used under the joint working arrangements.  
 
6.7.7  The liability of the CCG to carry out its functions will not be affected where the CCG 

enters into arrangements pursuant to paragraph 6.7.2 above.  
 
6.7.8 The CCG will act in accordance with any further guidance issued by NHS England on 

joint commissioning.  
 
6.7.9  Only arrangements that are safe and in the interests of patients registered with member 

practices will be approved by the Governing Body.  
 
6.7.10  The Governing Body of the CCG shall require, in all joint commissioning arrangements, 

that the lead clinician and lead manager of the lead CCG make a quarterly written 
report to the Governing Body and hold at least annual engagement events to review 
aims, objectives, strategy and progress and publish an annual report on progress made 
against objectives.  

 
6.7.11  Should a joint commissioning arrangement prove to be unsatisfactory the Governing 

Body of the CCG can decide to withdraw from the arrangement, but has to give six 
months’ notice to partners, with new arrangements starting from the beginning of the 
next new financial year.  

 
6.8 Joint commissioning arrangements with NHS England for the exercise of CCG 

functions  
 
6.8.1  The CCG may wish to work together with NHS England in the exercise of its 

commissioning functions.  
 
6.8.2 The CCG and NHS England may make arrangements to exercise any of the CCG’s 

commissioning functions jointly.  
 
6.8.3  The arrangements referred to in paragraph 6.8.2 above may include other CCGs.  
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6.8.4  Where joint commissioning arrangements pursuant to 6.8.2 above are entered into, the 

parties may establish a joint committee to exercise the commissioning functions in 
question.  

 
6.8.5  Arrangements made pursuant to 6.8.2 above may be on such terms and conditions 

(including terms as to payment) as may be agreed between NHS England and the 
CCG.  

 
6.8.6  Where the CCG makes arrangements with NHS England (and another CCG if relevant) 

as described at paragraph 6.8.2 above, the CCG shall develop and agree with NHS 
England a framework setting out the arrangements for joint working, including details of:  

 
a) How the parties will work together to carry out their commissioning functions;  
b) The duties and responsibilities of the parties;  
c) How risk will be managed and apportioned between the parties;  
d) Financial arrangements, including, if applicable, payments towards a pooled fund 

and management of that fund;  
e) Contributions from the parties, including details around assets, employees and 

equipment to be used under the joint working arrangements; and  
 
6.8.7  The liability of the CCG to carry out its functions will not be affected where the CCG 

enters into arrangements pursuant to paragraph 6.8.2 above.  
 
6.8.8  The CCG will act in accordance with any further guidance issued by NHS England on 

delegated commissioning.  
 
6.8.9  Only arrangements that are safe and in the interests of patients registered with member 

practices will be approved by the Governing Body.  
 
6.8.10 The Governing Body of the CCG shall require, in all joint commissioning arrangements 

that Accountable Officer of the CCG make a quarterly written report to the Governing 
Body and hold at least annual engagement events to review aims, objectives, strategy 
and progress and publish an annual report on progress made against objectives.  

 
6.8.11 Should a joint commissioning arrangement prove to be unsatisfactory the Governing 

Body of the CCG can decide to withdraw from the arrangement, but has to give six 
months’ notice to partners, with new arrangements starting from the beginning of the 
next new financial year after the expiration of the six months’ notice period.  
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7 ROLES AND RESPONSIBILITIES 
 

7.1 Practice Representatives 
 

7.1.1 Practice representatives represent their practice’s views and act on behalf of the practice in 
matters relating to the CCG.  The role of each practice representative is to: 

 
a) Attend and vote on behalf of the member practice at the group’s Annual General 

Meeting and other meetings of practice representatives; 
b) Agree any new additions to membership of or removals from the CCG subject to 

approval by NHS England; 
c) Enable communications between the practices; 
d) Discuss and debate the views and wishes of the practices; 
e) Ensure consistent engagement of the practice with its locality through attendance at 

the appropriate Locality Group; 
f) Provide information to support, and contribute to, review of the practice’s 

commissioning performance;  
g) Provide a channel of communication between the practices and providers of services 

to the CCG. 
 

7.1.2 The CCG will agree and document the way in which it will work with the Local Medical 
Committee.  The Ways of Working document will be reviewed annually. 
 
Where it considers it appropriate for the effective discharge of its functions the CCG will 
engage with the Local Medical Committee (LMC) for the area in its role as the local 
representative body for General Practitioners. 

 
7.2 Other GPs, Primary Care Health Professionals, or Practice Employees/ Partners 
 
7.2.1 In addition to the practice representatives identified in section 7.1 above, the CCG has 

identified a number of roles to either support the work of the CCG and/or represent the 
CCG.  The roles may be filled by GPs, primary care health professionals, or other practice 
employees/partners who are not health professionals. These representatives undertake the 
following roles on behalf of the CCG: 

 
a)  One Locality Director each, for: 
b) Blyth Valley 
c)  Central Northumberland 
d)  North Northumberland 
e)  West Northumberland 
f) Clinical Information Officer 
g) A range of clinical commissioning leads 

 
7.2.1.1 A Business Director for Finance and Commissioning  
 
7.2.1.2 Each of the Locality Directors and the Business Director has a responsibility for a key 

area of commissioning as specified in the CCG’s strategy and annual plans.  
 

7.2.2 Practice members, partners and employees other than the clinician appointed as the 
practice’s representative are encouraged to attend the CCG’s Annual General Meeting and 
other meetings of the CCG, but will not be entitled to vote unless they have been appointed 
as a proxy for the practice representative.   
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7.2.3 Practice members, partners and employees other than the clinician appointed as the 

practice’s representative are encouraged to attend meetings of the relevant Locality Group.   
 

7.3 All Members of the Group’s Governing Body  
 
7.3.1 Each member of the Governing Body will share responsibility as part of a team to ensure 

that the CCG exercises its functions effectively, efficiently and economically, with good 
governance and in accordance with the terms of this constitution.  Each brings their unique 
perspective, informed by their expertise and experience.   

 
7.4 The CCG Lay Chair 
 
7.4.1 The CCG Lay Chair is responsible for: 

 
a) Leading the Governing Body, ensuring it remains continuously able to discharge its 

duties and responsibilities as set out in the constitution 
b) Building and developing the Governing Body and its individual members 
c) Ensuring that the CCG has proper constitutional and governance arrangements in place 
d) Supporting the Accountable Officer in discharging the responsibilities of the 

organisation 
e) Contributing to building a shared vision of the aims, values and culture of the 

organisation 
f) Leading and influencing to achieve clinical and organisational change to enable the 

CCG to deliver its commissioning responsibilities 
g) Ensuring sufficient appropriate support, information and evidence, to enable  the 

Governing Body to discharge its duties 
h) Ensuring that the Governing Body and the wider CCG behaves with the utmost 

transparency and responsiveness at all times 
i) Ensuring that public and patients’ views are heard and their expectations understood 

and, where appropriate as far as possible, met 
j) Ensuring that the organisation is able to account to its local patients, Northumberland 

County Council’s Care & Wellbeing Overview and Scrutiny Committee, the 
Northumberland Health & Wellbeing Board, other stakeholders and NHS England; and 

k) Ensuring that the CCG builds and maintains effective relationships, particularly with the 
individuals involved in overview and scrutiny from Northumberland County Council and 
any other relevant local authorities 

 
7.5 The Deputy Chair of the Governing Body 
 
7.5.1 The Deputy Chair of the Governing Body (who will be the Clinical Director of Primary Care) 

deputises for the chair of the Governing Body where they have a conflict of interest or are 
otherwise unable to act.   
 

7.6 The Governing Body Secondary Care Doctor 
 
As well as sharing responsibility with the other members for all aspects of the CCG 
Governing Body business, this clinical member will bring a broader view, on health and care 
issues, to underpin the work of the CCG.  In particular, they will bring to the Governing Body 
an understanding of patient care in the secondary care setting. 
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The Secondary Care Doctor will be a member of the Audit Committee. 
 

7.7 The Governing Body Nurse 
 
The Governing Body Nurse brings a broader view, from their perspective as a registered 
nurse, on health and care issues to underpin the work of the Governing Body, especially in 
relation to the contribution of nursing to patient care. 
 

7.8 The Governing Body Lay Governor for Audit and Conflicts of Interest 
 
The role of the Lay Governor for Audit and Conflicts of Interest will be to bring specific 
expertise and experience to the work of the Governing Body.  Their focus will be strategic 
and impartial, providing an external view of the work of the CCG that is removed from the 
day-to-day running of the organisation.  Their role will be to oversee key elements of 
governance including risk management, audit and conflicts of interest.   
 
The Lay Governor leading on audit and conflict of interest will have a lead role in ensuring 
that the Governing Body and the wider CCG behaves with utmost probity at all times.  They 
will also have a specific role in ensuring that appropriate and effective whistle blowing and 
anti-fraud systems are in place. 
 

7.9 The Governing Body Lay Governor for Corporate Finance and for Patient and Public 
Involvement 
 
The Lay Governor leading on corporate finance matters and patient and public involvement 
will bring specific expertise and experience in managing resources and overseeing 
performance, to the assurance work of the Governing Body.  Their focus will be strategic 
and impartial, providing an independent view of the work of the CCG that is external to the 
day-to-day running of the organisation. 
 
This Lay Governor will help to give assurance that, in all aspects of the CCG’s business, it 
is complying with its duty to exercise its functions effectively, efficiently and economically, 
and that there are effective arrangements for the management of the CCG’s performance 
and that of its suppliers.  As one of the Lay Governors, they may be elected as vice chair of 
the Governing Body.   
 
This Lay Governor will be responsible for ensuring that the CCG meets its statutory 
obligations to involve and engage patients and the public in its work. 

 
7.10 The Accountable Officer 
 
7.10.1 The Accountable Officer of the CCG is a member of the Governing Body.   
 
7.10.2 The role of the Accountable Officer has been summarised in a national document45 as: 

 
a) Being responsible for ensuring that the clinical commissioning group fulfils its 

duties to exercise its functions effectively, efficiently and economically thus 
ensuring improvement in the quality of services and the health of the local 
population whilst maintaining value for money;   

                                                           
45  See the latest version of the NHS England’s Clinical commissioning group governing body members: Role 

outlines, attributes and skills 
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b) At all times ensuring that the regularity and propriety of expenditure is discharged, 
and that arrangements are put in place to ensure that good practice (as identified 
through such agencies as the Audit Commission and the National Audit Office) is 
embodied and that safeguarding of funds is ensured through effective financial 
and management systems.  

c) Working closely with the Lay Chair of the CCG, the Accountable Officer will ensure 
that proper constitutional, governance and development arrangements are put in 
place to assure the members (through the Governing Body) of the organisation’s 
ongoing capability and capacity to meet its duties and responsibilities.  This will 
include arrangements for the ongoing developments of its members and staff. 

d) The Accountable Officer will also exercise the functions as delegated by the CCG 
to the Accountable Officer as set out in paragraph 5.1.2  

e) The Accountable Officer will also exercise the functions as delegated by the CCG 
in paragraphs 5.2 and 5.3 

f) Ensure that registers of interest are reviewed regularly and updated as necessary 
 

7.10.3 In addition to their statutory role as Accountable Officer, the Accountable Officer  will be 
the lead officer supporting the Appointments and Remuneration Committee: 

 
7.11 Role of the Clinical Director of Primary Care 

 
The Clinical Director of Primary Care is the Deputy Chair of the Governing Body and will 
provide Primary Care leadership and senior clinical advice to the CCG. 
 
They will be required to have strong relationship across the system and in particular with 
CCG member practices, the LMC and other local stakeholder including MPs. 
 
The Clinical Director of Primary Care will: 

 
a) Be the CCG’s senior clinical voice and will take the lead in clinical interactions 
with NHS England 
b) Be the Deputy Chair of Governing Body and the senior clinical expert on 
primary care issues 
c) Chair the Clinical Management Board 
d) Be a member of the Health and Wellbeing Board 
e) Ensure the engagement of all localities in the delivery of the CCG’s strategy 
and commissioning plan 
f)  Represent the CCG at national and regional meetings as required.      

 
7.12 Role of the Chief Operating Officer 

 
7.12.1 The Chief Operating Officer will be responsible for the day-to-day management of the 

CCG. 
 
7.12.2 They will be required to ensure that effective management systems are in place, and to 

direct the operation of the CCG according to the strategic commissioning priorities.  
 
7.12.3 They will bring high-level strategic leadership and management skills and experience, 

to support and empower the clinical leadership at the heart of clinical commissioning. 
 
7.12.4 The Chief Operating Officer will: 
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a) Contribute to the senior leadership of the CCG 
b) Provide effective operational management leadership for the CCG 
c) Support the CCG Lay Chair and the Accountable Officer to ensure that the 

Governing Body and the Clinical Management Board are equipped to deliver their 
respective functions 

d) Ensure that services commissioned by the Governing Body are effectively 
performance managed and quality assured 

e) Facilitate constructive relationships with and between member practices 
f) Ensure that high quality, effective commissioning support services are in place 
g) Develop and maintain collaborative and partnering relationships that will further 

the objectives of the CCG 
h) Ensure the CCG implements appropriate mechanisms to communicate effectively 

with its external stakeholders 
i) Develop a capable and confident workforce with a positive culture that continually 

develops 
 

7.13 Role of the Chief Finance Officer 
 
7.13.1 The Chief Finance Officer is a member of the Governing Body and is responsible for 

providing financial advice to the CCG and for supervising financial control and 
accounting systems  

 
7.13.2 The Chief Finance Officer will: 

 
a) Be the Governing Body’s professional expert on finance and ensure, through 

robust systems and processes, the regularity and propriety of expenditure is fully 
discharged 

b) Make appropriate arrangements to support, monitor and report on the CCG’s 
finances 

c) Oversee robust audit and governance arrangements leading to propriety in the 
use of CCG resources 

d) Advise the Governing Body on the effective, efficient and economic use of its 
allocation to remain within that allocation and deliver required financial targets and 
duties; 

e) Produce the financial statements for audit and publication in accordance with 
statutory requirements to demonstrate effective stewardship of public money and 
accountability to tax payers 

f) Oversee all financial systems and internal controls, including the development and 
modification of accounting systems 

g) Maintain relationships with external professional advisors 
h) Manage relationships with internal and external audit functions and play a leading 

role in liaison with any regulatory bodies  
 

7.14  Role of the Clinical Director of Commissioning 
 

7.14.1 The Clinical Director of Commissioning is a member of the Governing Body and is 
responsible for providing commissioning advice to the CCG. 

 
 The Clinical Director of Commissioning will: 
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a)  Be the Governing Body’s professional expert on clinical commissioning and 
ensure, through robust systems and processes, that the CCG makes best use of 
resources in commissioning 

b) Make appropriate arrangements to support, monitor and report on the CCG’s 
commissioning arrangements 

c) Engage robustly with providers to develop a long-term clinically and financially 
sustainable system across Northumberland 

d) Advise the Governing Body on clinical commissioning issues and contract setting 
e) Work with the Chief Operating Officer to assure the Governing Body regarding 

quality and safety of services commissioned by the CCG, including those whose 
contract is held by another CCG  

f) Be a senior member of the Clinical Management Board. 
 

7.16  Joint Appointments with other Organisations  
 
7.16.2   Any joint appointments with other organisations will be agreed by the Governing Body. 
 
7.16.3  All joint appointments will be supported by a memorandum of understanding between the 

organisations who are party to these joint appointments. 
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8 STANDARDS OF BUSINESS CONDUCT AND MANAGING CONFLICTS OF 
INTEREST 

 
8.1 Standards of Business Conduct  
 
8.1.1 Employees, members, committee and sub-committee members of the CCG and members 

of the Governing Body (and its board and committees) will at all times comply with this 
constitution and be aware of their responsibilities as outlined in it.  They should act in good 
faith and in the interests of the CCG and should follow the Seven Principles of Public Life, 
set out by the Committee on Standards in Public Life (the Nolan Principles)   The Nolan 
Principles are incorporated into this constitution at Appendix F.  
 

8.1.2 They must comply with the CCG’s policy on business conduct, including the requirements 
set out in the policy for managing conflicts of interest.  This policy will be published on the 
CCG’s website at www.northumberlandccg.nhs.uk, and available for inspection at the 
CCG’s headquarters. Copies will also be available by post or email from the CCG’s 
Strategic Head of Corporate Affairs at the CCG’s headquarters.  

 
8.1.3 Individuals contracted to work on behalf of the CCG or otherwise providing services or 

facilities to the CCG will be made aware of their obligation with regard to declaring conflicts 
or potential conflicts of interest.  This requirement will be written into their contract for 
services and is also outlined in the CCG’s Standards of Business Conduct and Declarations 
of Interest policy.    

 
8.2 Conflicts of Interest 
 
8.2.1 As required by section 14O of the 2006 Act, as inserted by section 25 of the 2012 Act, the 

CCG will make arrangements to manage conflicts and potential conflicts of interest to 
ensure that decisions made by the CCG will be taken and seen to be taken without any 
possibility of the influence of external or private interest.  

 
8.2.2 Where an individual, i.e. an employee, CCG member, member of the Governing Body, or a 

member of a committee, board or a sub-committee of the CCG  has an interest, or 
becomes aware of an interest which could lead to a conflict of interests in the event of the 
CCG considering an action or decision in relation to that interest, that must be considered 
as a potential conflict, and is subject to the provisions of this constitution and the Standards 
of Business Conduct and Declaration of Interest policy.  

 
8.2.3 A conflict of interest will include:  

 
a) A direct pecuniary interest: where an individual may financially benefit from the 

consequences of a commissioning decision (for example, as a provider of services);  
b) An indirect pecuniary interest: for example, where an individual is a partner, member 

or shareholder in an organisation that will benefit financially from the consequences of 
a commissioning decision;  

c) A non-pecuniary interest: where an individual holds a non-remunerative or not-for 
profit interest in an organisation, that will benefit from the consequences of a 
commissioning decision (for example, where an individual is a trustee of a voluntary 
provider that is bidding for a contract);  

d) A non-pecuniary personal benefit: where an individual may enjoy a qualitative benefit 
from the consequence of a commissioning decision which cannot be given a monetary 

http://www.northumberlandccg.nhs.uk/
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value (for example, a reconfiguration of hospital services which might result in the 
closure of a busy clinic next door to an individual’s house); 

e) Where an individual is closely related to, or in a relationship, including friendship, with 
an individual in the above categories. 

 
8.2.4 If in doubt, the individual concerned should assume that a potential conflict of interest 

exists. 
 
8.3 Declaring and Registering Interests 
 
8.3.1 The CCG will maintain one or more registers of the interests of those individuals listed in 

the CCG’s Standards of Business Conduct and Declarations of Interest Policy including:  
 

a) The members of the CCG; 
b) The members of its Governing Body; 
c) The members of its committees, boards or sub-committees and the committees or 

sub-committees of its Governing Body;  
d) Its employees. 

 
8.3.2 The register will be published on the CCG’s website at www.northumberlandccg.nhs.uk, 

and available for inspection at the CCG’s headquarters. Copies will also be available by 
post or email from the CCG’s Strategic Head of Corporate Affairs at the CCG’s 
headquarters. 

 
8.3.3 Individuals will declare any interest that they have, in relation to a decision to be made in 

the exercise of the commissioning functions of the CCG, in writing to the Governing Body, 
as soon as they are aware of it and in any event no later than 28 days after becoming 
aware.  

 
8.3.4 Where an individual is unable to provide a declaration in writing, for example, if a conflict 

becomes apparent in the course of a meeting, they will make an oral declaration before 
witnesses, and provide a written declaration as soon as possible thereafter.  
 
 

8.3.5 The CCG ensures that, as a matter of course, declarations of interest are made and 
confirmed or updated annually.  All persons required to, must declare any interests as soon 
as reasonably practicable and by law within 28 days after the interest arises.  
 
 

8.3.6 An interest remains on the public register for a minimum of six months after the interest has 
expired and the CCG will retain a private record of historic interests for a minimum of 6 
years after the date on which it expired.  The published register will state that historic 
interests are retained by the CCG for the specified timeframe and details of whom to 
contact to request this information. 

 
8.3.7 The Accountable Officer will ensure that registers of interest are reviewed regularly, and 

updated as necessary.   
 
 
 
 
 

http://www.northumberlandccg.nhs.uk/
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8.4 Managing Conflicts of Interest: general 
 

8.4.1 Individual members of the CCG, the Governing Body, boards, committees or sub-
committees and employees will comply with the arrangements determined by the CCG for 
managing conflicts or potential conflicts of interest. 

 
8.4.2 The Accountable Officer will ensure that for every interest declared, either in writing or by 

oral declaration, arrangements are in place to manage the conflict of interests or potential 
conflict of interests, to ensure the integrity of the CCG’s decision making processes. 
 

8.4.3 The CCG manages conflicts of interest of members, employees and contractors in line with 
statutory guidance, as outlined in its Standards of Business Conduct and Declarations of 
Interest Policy available on its website.   

 
8.4.4 Arrangements for the management of conflicts of interest are to be determined by the 

Accountable Officer, and will include the requirement to put in writing to the relevant 
individual arrangements for managing the conflict of interests or potential conflicts of 
interests, within a week of declaration. The arrangements will confirm the following:  

 
a) When an individual should withdraw from a specified activity, on a temporary or 

permanent basis; 
b) Monitoring of the specified activity undertaken by the individual, either by a line 

manager, colleague or other designated individual. 
 
8.4.5 Where an interest has been declared, either in writing or by oral declaration, the declarer 

will ensure that before participating in any activity connected with the CCG’s exercise of its 
commissioning functions, they have received confirmation of the arrangements to manage 
the conflict of interest or potential conflict of interest from the Accountable Officer. 
 

8.4.6 Where an individual member, employee or person providing services to the CCG is 
attending a meeting and is aware of an interest which: 
 
a) Has not been declared, either in the register or orally, they will declare this at the start 

of the meeting;  
b) Has previously been declared, in relation to the scheduled or likely business of the 

meeting, the individual concerned will bring this to the attention of the chair of the 
meeting, together with details of arrangements which have been confirmed for the 
management of the conflict of interests or potential conflict of interests. 

 
The chair of the meeting will then determine how this should be managed and inform the 
individual of their decision. Where no arrangements have been confirmed, the chair of the 
meeting may require the individual to withdraw from the meeting or part of it. The individual 
will then comply with these arrangements, which must be recorded in the minutes of the 
meeting. 

 
8.4.7 Where the chair of any meeting of the CCG or the CCG’s Governing Body or committees, 

boards or sub-committees has a personal interest, previously declared or otherwise, in 
relation to the scheduled or likely business of the meeting, they must make a declaration 
and the deputy chair will act as chair for the relevant part of the meeting.  Where 
arrangements have been confirmed for the management of the conflict of interests or 
potential conflicts of interests in relation to the chair, the meeting must ensure these are 
followed.  Where no arrangements have been confirmed, the deputy chair may require the 
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chair to withdraw from the meeting or part of it.  Where there is no deputy chair, the 
members of the meeting will select one.  

 
8.4.8 Any declarations of interests, and arrangements agreed in any meeting of the CCG, 

committees or sub-committees, or the Governing Body, the Governing body’s committees 
or sub-committees, will be recorded in the minutes.  
 

8.4.9 Where more than 50% of the members attending a meeting are required to withdraw from a 
meeting or part of it, owing to the arrangements agreed for the management of conflicts of 
interests or potential conflicts of interests, the chair (or deputy) will determine whether or 
not the discussion can proceed.  

 
8.4.10 In making this decision the chair will consider whether the meeting is quorate, in 

accordance with the number and balance of membership set out in the CCG’s standing 
orders.  Where the meeting is not quorate, owing to the absence of certain members, the 
discussion will be deferred until such time as a quorum can be convened.  Where a quorum 
cannot be convened from the membership of the meeting, owing to the arrangements for 
managing conflicts of interest or potential conflicts of interests, the chair of the meeting will 
consult with the Governing Body on the action to be taken. 
 

8.4.11 This may include: 
 
a) Requiring another of the CCG’s committees or sub-committees, the CCG’s Governing 

Body or the Governing Body’s committees or sub-committees (as appropriate) which 
can be quorate to progress the item of business, or if this is not possible,  

b) Inviting on a temporary basis one or more of the following to make up the quorum 
(where these are permitted members of the Governing Body or committee / sub-
committee in question) so that the CCG can progress the item of business:  

c) A member of the CCG who is an individual;  
d) An individual appointed by a member to act on its behalf in the dealings between it 

and the CCG; 
e) A member of a relevant Health and Wellbeing Board; 
f) A member of a Governing Body of another CCG. 

 
These arrangements must be recorded in the minutes. 
 
8.4.12 In any transaction undertaken in support of the CCG’s exercise of its commissioning 

functions (including conversations between two or more individuals, e-mails, 
correspondence and other communications), individuals must ensure, where they are 
aware of an interest, that they conform to the arrangements confirmed for the management 
of that interest.  Where an individual has not had confirmation of arrangements for 
managing the interest, they must declare their interest at the earliest possible opportunity in 
the course of that transaction, and declare that interest as soon as possible thereafter.  The 
individual must also inform either their line manager (in the case of employees), or the 
Accountable Officer of the transaction.  

 
8.4.13 The Accountable Officer will take such steps as deemed appropriate, and request 

information deemed appropriate from individuals, to ensure that all conflicts of interest and 
potential conflicts of interest are declared. 
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8.5 Managing Conflicts of Interest: contractors and people who provide services to the 
CCG  

 
8.5.1 Anyone seeking information in relation to a procurement, or participating in a procurement, 

or otherwise engaging with the CCG in relation to the potential provision of services or 
facilities to the group, will be required to make a declaration of any relevant conflict / 
potential conflict of interest.  

 
8.5.2 Anyone contracted to provide services or facilities directly to the CCG will be subject to the 

same provisions of this constitution in relation to managing conflicts of interests.  This 
requirement will be set out in the contract for their services.  

 
8.6 Transparency in Procuring Services 
 
8.6.1 The CCG recognises the importance in making decisions about the services it procures in a 

way that does not call into question the motives behind the procurement decision that has 
been made.  The CCG will procure services in a manner that is open, transparent, non-
discriminatory and fair to all potential providers. 

 
8.6.2 The CCG will publish a Procurement Strategy approved by its Governing Body which will 

ensure that: 
 

8.6.3 All relevant clinicians (not just members of the CCG) and potential providers, together with 
local members of the public are engaged in the decision-making processes used to procure 
services. 
 

8.6.4 Service redesign and procurement processes are conducted in an open, transparent, non-
discriminatory and fair way. 

 
8.6.5 Copies of this Procurement Strategy will be published on the CCG’s website at 

www.northumberlandccg.nhs.uk, and available for inspection at the CCG’s headquarters. 
Copies will also be available by post or email from the CCG’s Strategic Head of Corporate 
Affairs at the CCG’s headquarters. 

http://www.northumberlandccg.nhs.uk/
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9 THE CLINICAL COMMISSIONING GROUP AS EMPLOYER 
 
9.1 The CCG recognises that its most valuable asset is its people.  It will seek to enhance their 

skills and experience and is committed to their development in all ways relevant to the work 
of the CCG. 

 
9.2 The CCG will seek to set an example of best practice as an employer and is committed to 

offering all staff equality of opportunity.  It will ensure that its employment practices are 
designed to promote diversity and to treat all individuals equally. 

 
9.3 The CCG will ensure that it employs suitably qualified and experienced staff who will 

discharge their responsibilities in accordance with the high standards expected of staff 
employed by the CCG. All staff will be made aware of this constitution, the commissioning 
strategy and the relevant internal management and control systems which relate to their field 
of work. 

 
9.4 The CCG will maintain and publish policies and procedures (as appropriate) on the 

recruitment and remuneration of staff to ensure it can recruit, retain and develop staff of an 
appropriate calibre.  The CCG will also maintain and publish policies on all aspects of human 
resources management, including grievance and disciplinary matters 

 
9.5 The CCG will ensure that its rules for recruitment and management of staff provide for the 

appointment and advancement on merit on the basis of equal opportunity for all applicants 
and staff.  

 
9.6 The CCG will ensure that employees' behaviour reflects the values, aims and principles set 

out above. 
 
9.7 The CCG will ensure that it complies with all aspects of employment law. 
 
9.8 The CCG will ensure that its employees have access to such expert advice and training 

opportunities as they may require in order to exercise their responsibilities effectively. 
 
9.9 The CCG recognises and confirms that nothing in or referred to in this constitution (including 

in relation to the issue of any press release or other public statement or disclosure) will 
prevent or inhibit the making of any protected disclosure (as defined in the Employment 
Rights Act 1996, as amended by the Public Interest Disclosure Act 1998, and as amended 
by the Enterprise and Regulatory Reform Act 2013) by any member of the CCG, any 
member of its Governing Body, any member of any of its committees or sub-committees or 
the committees, boards or sub-committees of its Governing Body, or any employee of the 
CCG or of any of its members, nor will it affect the rights of any worker (as defined in that 
Act) under that Act. 

 
9.10 Copies of the policies and procedures outlined in this chapter will be published on the CCG’s 

website at www.northumberlandccg.nhs.uk, and available for inspection at the CCG’s 
headquarters. Copies will also be available by post or email from the CCG’s Strategic Head 
of Corporate Affairs at the CCG’s headquarters. 

 

http://www.northumberlandccg.nhs.uk/
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10 TRANSPARENCY, WAYS OF WORKING AND STANDING ORDERS 
 
10.1 General  
 
10.1.1 The CCG will publish annually a commissioning plan and an annual report, presenting the 

CCG’s annual report to a public meeting. 
 

10.1.2 Key communications issued by the CCG, including the notices of procurements, public 
consultations, Governing Body meeting dates, times, venues, and certain papers will be 
published on the CCG’s website at www.northumberlandccg.nhs.uk, and available for 
inspection at the CCG’s headquarters. Copies will also be available by post or email from 
the CCG’s Strategic Head of Corporate Affairs at the CCG’s headquarters 

 
10.1.3 The CCG may use other means of communication, including circulating information by post, 

or making information available in venues or services accessible to the public. 
 
10.2 Standing Orders 
 

This constitution is also informed by a number of documents which provide further details 
on how the CCG will operate.  They are the CCG’s: 

 
a) Standing orders (Appendix C) – which sets out the arrangements for meetings and 

the appointment processes to elect the CCG’s representatives and appoint to the CCG’s 
committees, including the Governing Body; 

b) Scheme of reservation and delegation (Appendix D) – which sets out those 
decisions that are reserved for the membership as a whole and those decisions that are 
the responsibilities of the CCG’s Governing Body, the Governing Body’s committees 
and sub-committees, the CCG’s committees and sub-committees, individual members 
and employees; 

c) Prime financial policies (Appendix E) – which sets out the arrangements for 
managing the CCG’s financial affairs. 

 
 

http://www.northumberlandccg.nhs.uk/
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APPENDIX A 
DEFINITIONS OF KEY DESCRIPTIONS USED IN THIS CONSTITUTION 

 

2006 Act National Health Service Act 2006 

2012 Act Health and Social Care Act 2012 (this Act amends the 2006 Act) 

Accountable Officer an individual, as defined under paragraph 12 of Schedule 1A of the 2006 Act (as 
inserted by Schedule 2 of the 2012 Act), appointed by the NHS Commissioning 
Board, with responsibility for ensuring the CCG:  
• complies with its obligations under: 

o sections 14Q and 14R of the 2006 Act (as inserted by section 26 of the 
2012 Act), 

o sections 223H to 223J of the 2006 Act (as inserted by section 27 of the 
2012 Act), 

o paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006 (as inserted by 
Schedule 2 of the 2012 Act), and 

o any other provision of the 2006 Act (as amended by the 2012 Act) 
specified in a document published by the Board for that purpose; 

• exercises its functions in a way which provides good value for money. 

Area the geographical area that the CCG has responsibility for, as defined in Chapter 2 
of this constitution 

Chair of the CCG the individual appointed by the CCG to act as chair of the CCG 

Chief finance officer the qualified accountant employed by the CCG with responsibility for financial 
strategy, financial management and financial governance  

Clinical 
commissioning group 

a body corporate established by the NHS Commissioning Board in accordance 
with Chapter A2 of Part 2 of the 2006 Act (as inserted by section 10 of the 2012 
Act) 

Committee a committee or sub-committee created and appointed by: 
• the membership of the CCG 
• a committee / sub-committee created by a committee created / appointed by 

the membership of the CCG 
• a committee / sub-committee created / appointed by the Governing Body 

Financial year  this usually runs from 1 April to 31 March, but under paragraph 17 of Schedule 
1A of the 2006 Act (inserted by Schedule 2 of the 2012 Act), it can for the 
purposes of audit and accounts run from when a clinical commissioning group is 
established until the following 31 March 

CCG NHS Northumberland Clinical Commissioning Group, whose constitution this is 

Governing Body the body appointed under section 14L of the NHS Act 2006 (as inserted by 
section 25 of the 2012 Act), with the main function of ensuring that a clinical 
commissioning group has made appropriate arrangements for ensuring that it 
complies with: 
• its obligations under section 14Q under the NHS Act 2006 (as inserted by 

section 26 of the 2012 Act), and 
• such generally accepted principles of good governance as are relevant to it. 

Governing Body 
member any member appointed to the Governing Body of the CCG 

Lay governor a lay governor of the Governing Body, appointed by the CCG. A lay governor is 
an individual who is not a member of the CCG or a healthcare professional  
(i.e. an individual who is a member of a profession regulated by a body 
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mentioned in section 25(3) of the National Health Service Reform and Health 
Care Professions Act 2002) or as otherwise defined in regulations 

Member a provider of primary medical services to a registered patient list, who is a 
member of this CCG (see tables in Chapter 3 and Appendix B) 

Practice 
representatives 

an individual appointed by a practice (who is a member of the CCG)  to act on its 
behalf in the dealings between it and the CCG, under regulations made under 
section 89 or 94 of the 2006 Act (as amended by section 28 of the 2012 Act) or 
directions under section 98A of the 2006 Act (as inserted by section 49 of the 
2012 Act) 

Registers of interests registers a CCG is required to maintain and make publicly available under section 
14O of the 2006 Act (as inserted by section 25 of the 2012 Act), of the interests 
of:  
• the members of the CCG; 
• the members of its Governing Body; 
• the members of its committees or sub-committees and committees or sub-

committees of its Governing Body; and  
• its employees. 

 
  



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 44 - 
Version: v14 March 2018 

Practice Name Address 1 Address 2 Postcode Locality 

Practice 
Representative’s 

Signature 

Marine Medical Group The Health Centre Thoroton Street NE24 1DX Blyth Valley 

 

 

Cramlington Medical Group The Health Centre Forum Way NE23 6QN Blyth Valley  

Village Surgery Dudley Lane Cramlington NE23 6US Blyth Valley  

Netherfield House Surgery Station Road Seghill NE23 7EF Blyth Valley  

Forum Family Practice Forum Way Cramlington NE23 6QN Blyth Valley  

Brockwell Medical Group 8 Brockwell Centre Northumbrian Road NE23 1XZ Blyth Valley 

 

 

Railway Medical Group Gatacre Street Blyth NE24 1HD Blyth Valley 
 
 

Elsdon Avenue Surgery Elsdon Avenue Seaton Delaval NE25 0BW Blyth Valley 

 

 

Collingwood Medical Group The Health Centre Thoroton Street NE24 1DX Blyth Valley  

Lintonville Medical Group Lintonville Terrace Ashington NE63 9UT Central  
Bedlingtonshire Medical 
Group Glebe Road Bedlington NE22 6JX Central  

Gables Medical Group 26 St Johns Road Bedlington NE22 7DU Central  

Laburnum Medical Group 14 Laburnum Terrace Ashington NE63 0XX Central  

Guide Post Medical Group North Parade Guide Post NE62 5RA Central  

Seaton Park Medical Group 
Seaton Park Primary 
Care Centre Norham Road NE63 0NG Central  

Widdrington Surgery Grange Road Widdrington NE61 5LX Central  

Greystoke Surgery Morpeth NHS Centre Morpeth NE61 1JX Central  

Wellway Medical Group Wellway Morpeth NE61 1BJ Central  

Gas House Lane Surgery Morpeth NHS Centre Morpeth NE61 1JX Central  

Rothbury Practice 3 Market Place Rothbury NE65 7UW North  

Alnwick Medical Group Infirmary Close Alnwick NE66 2NL North 
 
 

Belford Medical Group Croft Field Belford NE70 7ER North  

Coquet Medical Group Amble Health Centre Percy Drive NE65 0HD North  

Well Close Medical Group Well Close Square Berwick Upon Tweed TD15 1LL North  

Cheviot Medical Group 
Cheviot Primary Care 
Centre Padgepool Place NE71 6BL North  

Union Brae & Norham 
Practice Union Brae Surgery Tweedmouth TD15 2HB North 

 
 
 

Glendale Surgery 
Cheviot Primary Care 
Centre Padgepool Place NE71 6BL North  

Middle Farm Surgery 51 Main Street Felton NE65 9PR North  

Ponteland Medical Group 
Ponteland Primary Care 
Centre Meadowfield NE20 9SD West  
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White Medical Group 
Ponteland Primary Care 
Centre Meadowfield NE20 9SD West  

Prudhoe Medical Group Kepwell Bank Top Prudhoe NE42 5PW West  

Corbridge Medical Group Health Centre Newcastle Road NE45 5LG West  

Burn Brae Medical Group 
Hexham Primary Care 
Centre Corbridge Road NE46 1QJ West  

Bellingham Practice Bellingham Hexham NE48 2HE West  

Sele Medical Practice 
Hexham Primary Care 
Centre Corbridge Road NE46 1QJ West  

Haltwhistle Medical Group Greencroft Avenue Haltwhistle NE49 9AP West  

Riversdale Surgery 51 Woodcroft Road Wylam NE41 8DH West  
Humshaugh & Wark Medical 
Group The Surgery Humshaugh NE46 4BU West  

Scots Gap Medical Group The Surgery Scots Gap NE61 4EG West  

Haydon & Allen Valleys North Bank Haydon Bridge NE47 6LA West  

Branch End Surgery Main Road Stocksfield NE43 7LL West  

Adderlane Surgery 16a Adderlane Road West Wylam NE42 5HR West  

Allendale Health Centre Shilburn Road Allendale NE47 9LG West  
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APPENDIX C – STANDING ORDERS 

 
1. STATUTORY FRAMEWORK AND STATUS 
 
1.1. Introduction  
 
1.1.1. These standing orders have been drawn up to regulate the proceedings of the NHS 

Northumberland Clinical Commissioning Group so that it can fulfil its obligations, as set 
out largely in the 2006 Act, as amended by the 2012 Act and related regulations.   
 

1.1.2. The standing orders, together with the CCG’s scheme of reservation and delegation46 
and the CCG’s prime financial policies47, provide a procedural framework within which 
the CCG discharges its business. They set out: 

 
a) The arrangements for conducting the business of the CCG; 
b) The appointment of member practice representatives;  
c) The procedure to be followed at meetings of the CCG, the Governing Body and any 

boards, committees or sub-committees;  
d) The process to delegate powers, 
e) The declaration of interests and standards of conduct.  

 
These arrangements comply, and are consistent where applicable, with requirements 
set out in the 2006 Act (as amended by the 2012 Act) and related regulations and take 
account as appropriate48 of any relevant guidance. 

 
1.1.3. The standing orders, scheme of reservation and delegation and prime financial policies 

have effect as if incorporated into the CCG’s constitution.  CCG members, employees, 
members of the Governing Body, members of the Governing Body’s boards, 
committees and sub-committees, members of the CCG’s committees and sub-
committees and persons working on behalf of the CCG will be made aware of the 
existence of these documents and, where necessary, be familiar with their detailed 
provisions.  Failure to comply with the standing orders, scheme of reservation and 
delegation and prime financial policies may be regarded as a disciplinary matter that 
could result in dismissal. 
 

1.2. Schedule of matters reserved to the clinical commissioning group and the 
scheme of reservation and delegation 
 

1.2.1. The 2006 Act (as amended by the 2012 Act) provides the CCG with powers to delegate 
the CCG’s functions and those of the Governing Body to certain bodies (such as 
committees) and certain persons.  The CCG has decided that certain decisions may 
only be exercised by the CCG in formal session. These decisions and also those 
delegated are contained in the CCG’s scheme of reservation and delegation (see 
Appendix D). 

                                                           
46  See Appendix D 
47  See Appendix E 
48  Under some legislative provisions the group is obliged to have regard to particular guidance but under other 

circumstances guidance is issued as best practice guidance. 
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2. THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF 

MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS 
 

2.1. Composition of membership 
 

2.1.1. Chapter 3 of the CCG’s constitution provides details of the membership of the CCG 
(also see Appendix B). 
 

2.1.2. Chapter 6 of the CCG’s constitution provides details of the governing structure used in 
the CCG’s decision-making processes, whilst Chapter 7 of the constitution outlines 
certain key roles and responsibilities within the CCG and its Governing Body, including 
the role of practice representatives (section 7.1 of the constitution). 

 
2.2. Key Roles 

 
2.2.1. Paragraph 6.5.3 of the CCG’s constitution sets out the composition of the CCG’s 

Governing Body whilst Chapter 7 of the CCG’s constitution identifies certain key roles 
and responsibilities within the CCG and its Governing Body.  These standing orders set 
out how the CCG appoints individuals to these key roles. 

  
2.2.2. Practice Representatives, as described in paragraph 7.1 of the CCG’s constitution, 

are subject to the following appointment process:  
 
a) Eligibility – Each Practice Representative will be a clinician who is a partner, 

employee or shareholder of the member practice of the CCG of which they are the 
representative. 

b) Appointment process – Each practice may use any process to appoint an eligible 
representative provided that it complies with the CCG’s Standards of Business 
Conduct.  

c) Term of office – The term of office for each Practice Representative will be agreed 
by the relevant practice at the time of appointment, but will not exceed three years. 

d) Eligibility for reappointment – Practice Representatives will be eligible for 
reappointment; 

e) Notice of changes – Any changes by a practice in the appointment to its Practice 
Representative post must be notified by the practice in writing to the Strategic Head 
of Corporate Affairs within 7 days of the change. 
Register of Practice Representatives – The Strategic Head of Corporate Affairs 
will be responsible for maintaining a register of Practice Representatives. This can 
be inspected on request by any member of the CCG. 

f) Grounds for removal from office - Practices may remove and replace their 
Practice Representative at any time, but must do so immediately if they cease to be 
a clinician who is a partner, employee or shareholder of the member practice of the 
CCG of which they are the representative  

 
2.2.3. The CCG Lay Chair, as described in paragraph 7.4 of the CCG’s constitution, is 

subject to the following appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local 

media. Applications must be made by the specified closing date to the Strategic 
Head of Corporate Affairs. 
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b) Eligibility – The CCG Lay Chair must live or work in Northumberland, or be able to 
demonstrate how they are otherwise able to bring that perspective to the Governing 
Body; 

c) Appointment process – An appointments panel will be convened, chaired by the 
Accountable Officer and including appropriate locality representation and an 
external assessor. The appointments panel will agree on the process for 
shortlisting, interviewing and appointment in line with current guidance and 
available support. 
The appointments panel will recommend an individual for appointment as CCG Lay 
Chair. The recommendation will be submitted to an ordinary meeting of the CCG 
for approval. 

d) Term of office – The CCG Lay Chair will serve for a term of three years; 
e) Eligibility for reappointment – The CCG Lay Chair will be eligible for 

reappointment up to two times (ie they can serve for a maximum of nine years); 
f) Grounds for removal from office - The CCG Lay Chair may be removed from 

office by a vote at an Annual General Meeting or other ordinary meeting of the 
CCG if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG or the Governing Body 
each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, or Locality 
group. 

vii) Cause significant reputation damage to the CCG. 
g) Notice period – The CCG Lay Chair must give 3 months’ written notice of an 

intention to resign from the post to the Accountable Officer. 
 

2.2.4. The CCG Deputy Chair, as described in paragraph 7.5 of the CCG’s constitution, is 
subject to the following appointment process:  
 
a) Eligibility – the CCG Deputy Chair will be the Clinical Director of Primary Care; 
b) Appointment process – The CCG Lay Chair will appoint the Clinical Director of 

Primary Care to serve as CCG Deputy Chair. 
c) Term of office – The CCG Deputy Chair will serve for one year or until the end of 

the term of office of the Clinical Director of Primary Care appointed to the post, 
whichever is sooner; 

d) Eligibility for reappointment – The CCG Deputy Chair will be eligible for 
reappointment up to two times; 

e) Grounds for removal from office - The CCG Deputy Chair may be removed from 
office by the Governing Body if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG or the Governing Body 
each year; 



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 49 - 
Version: v14 March 2018 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG 
f) Notice period – The CCG Deputy Chair must give 3 months’ written notice of an 

intention to resign from the post to the CCG Lay Chair. 
 

2.2.5. The Lay Governors as listed in paragraph 6.5.3 of the CCG’s constitution, are subject 
to the following appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local 

media. Applications must be made by the specified closing date to the Strategic 
Head of Corporate Affairs. 

b) Eligibility – The Lay Governor (leading on corporate finance and patient and public 
involvement) must live or work in Northumberland, or be able to demonstrate how 
they are otherwise able to bring that perspective to the Governing Body; 

c) Appointment process – An appointments panel will be convened, chaired by the 
CCG Lay Chair and including appropriate locality representation and an external 
assessor. The appointments panel will agree on the process for shortlisting, 
interviewing and appointment in line with current guidance and available support. 

 
The appointments panel will recommend an individual for appointment as Lay 
Governor (leading on resources and performance). The recommendation will be 
submitted to the CCG for formal approval. 

d) Term of office – The Lay Governor (leading on corporate finance and patient and 
public involvement matters), and the Lay Governor (leading on audit and conflict of 
interest) will together be subject to the following rules governing their term of office: 
i) All Lay Governors will serve for an initial term of one, two or three years from 

the date of the CCG’s establishment, to be determined for each post by lot 
(one post will be for one year, one for two years and one for three years).  

ii) Subsequently, Lay Governors will serve for a term of three years. 
e) Eligibility for reappointment – The Lay Governor (leading on corporate finance 

and patient and public involvement matters) will be eligible for reappointment up to 
two times (i.e. they can serve for a maximum of nine years); 

f) Grounds for removal from office - The Lay Governor (leading on resources and 
performance and patient and public involvement matters) may be removed from 
office by a vote at an Annual General Meeting or other ordinary meeting of the 
CCG if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG and/or the Governing Body 
each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
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g) Notice period – The Lay Governor (leading on finance and patient and public 
involvement matters) must give 3 months’ written notice of an intention to resign 
from the post to the CCG Lay Chair. 
 

2.2.6. The Governing Body Nurse Member, as described in paragraph 6.5.3 of the CCG’s 
constitution, is subject to the following appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local 

media. Applications must be made by the specified closing date to the Strategic 
Head of Corporate Affairs. 

b) Eligibility – The Nurse Member will be a registered nurse.  They will not be 
currently employed by any organisation providing services to residents of 
Northumberland, or from which the CCG secures any significant volume of 
provision.  They will not be currently employed by a general practice. 

c) Appointment process – An appointments panel will be convened, chaired by the 
CCG Lay Chair and including appropriate locality representation and an external 
assessor. The appointments panel will agree on the process for shortlisting, 
interviewing and appointment in line with current guidance and available support. 

 
The appointments panel will recommend an individual for appointment as Nurse 
Member. The recommendation will be submitted to the CCG for formal approval. 

d) Term of office – The Nurse Member will serve for a term of three years; 
e) Eligibility for reappointment – The Nurse Member will be eligible for 

reappointment up to two times (ie they can serve for a maximum of nine years); 
f) Grounds for removal from office - The Nurse Member may be removed from 

office by a vote at an Annual General Meeting or other ordinary meeting of the 
CCG if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG and/or the Governing Body 
each year; 

v) Fail  to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG 
g) Notice period – The Nurse Member must give 3 months’ written notice of an 

intention to resign from the post to the CCG Lay Chair. 
 

2.2.7. The Governing Body Secondary Care Doctor Member, as described in paragraph 
6.5.3 of the CCG’s constitution, is subject to the following appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local 

media. Applications must be made by the specified closing date to the Strategic 
Head of Corporate Affairs. 

b) Eligibility –The Governing Body Secondary Care Doctor Member will be a doctor 
who is, or has been, a secondary care specialist, who has a high level of 
understanding of how care is delivered in a secondary care setting.   
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They will not be currently employed by any organisation providing its services to 
residents of Northumberland, or from which the CCG secures any significant 
volume of provision. 

c) Appointment process – An appointments panel will be convened, chaired by the 
CCG Lay Chair and including appropriate locality representation and an external 
assessor. The appointments panel will agree on the process for shortlisting, 
interviewing and appointment in line with current guidance and available support. 

 
The appointments panel will recommend an individual for appointment as 
Secondary Care Doctor Member. The recommendation will be submitted to the 
CCG for formal approval. 

d) Term of office – The Secondary Care Doctor Member will serve for a term of three 
years; 

e) Eligibility for reappointment – The Secondary Care Doctor Member will be 
eligible for reappointment up to two times (ie they can serve for a maximum of nine 
years); 

f) Grounds for removal from office - The Secondary Care Doctor Member may be 
removed from office by a vote at an Annual General Meeting or other ordinary 
meeting of the CCG if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG and/or the Governing Body 
each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
g) Notice period – The Secondary Care Doctor Member must give 3 months’ written 

notice of an intention to resign from the post to the CCG Lay Chair. 
 

2.2.8. The Clinical Director of Primary Care, as described in paragraph 7.11 of the CCG’s 
constitution, is subject to the following appointment process:  
 
a) Application – Details of the post and the procedure for application will be 

circulated to all member practices. Application must be made by the specified 
closing date to the CCG Lay Chair. 

b) Eligibility – The Clinical Director of Primary Care will be a clinician who is a 
partner, employee or shareholder of a member practice of the CCG.  

c) Appointment process – The Appointments & Remuneration Committee will agree 
on the process for shortlisting, interviewing and appointment in line with current 
guidance, and including appropriate locality representation and an external 
assessor. A recommendation for appointment will be made at a formal meeting of 
the CCG. 

d) Term of office – The Clinical Director of Primary Care will serve  for a term of three 
years, subject to satisfactory performance reviews; 

e) Eligibility for reappointment – The Clinical Director of Primary Care will be 
eligible for reappointment up to two times (i.e. they can serve for a maximum of 
nine years); 
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f) Grounds for removal from office - The Accountable Officer may require the CCG 
membership to consider that the Director of Primary Care stands down if they: 

g) if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG, the Governing Body and/or 
the Clinical Management Board each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
h) Notice period – The Clinical Director of Primary Care must give 6 months’ written 

notice of an intention to resign from the post to the CCG Lay Chair. 
 

2.2.9. The Accountable Officer, as described in paragraph 7.10 of the CCG’s constitution, is 
subject to the following appointment process:  
 
a) Application – Recruitment will be via open advert.  Application on the basis of a 

person specification and job description. Application must be made by the specified 
closing date to the CCG Lay Chair. 

b) Eligibility – Applicants must not be disqualified from membership under Clinical 
Commissioning Group regulations.  Applicants must be approved/accredited by any 
national assessment criteria stipulated for the role.  

c) Appointment process – The Appointments & Remuneration Committee will agree 
on the process for shortlisting, interviewing and appointment in line with current 
guidance, and including appropriate locality representation and an external 
assessor. The process will also include an assessment centre to ensure that 
shortlisted candidates meet national guidance and criteria set for Accountable 
Officers.   

 
A recommendation for appointment will be agreed at a formal meeting of the CCG 
and submitted to NHS England. 

d) Term of office – The tenure will be specified by NHS England and laid out in the 
relevant terms and conditions. 

e) Eligibility for reappointment – Provided the post holder continues to meet the 
eligibility criteria at 2.2.9 (b) above and remains in CCG employment, there is no 
reappointment process.  Grounds for removal from office - The CCG may make 
an application to NHS England for the removal of the Accountable Officer from 
office by a vote at an Annual General Meeting or other ordinary meeting of the 
CCG if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG, the Governing Body and/or 
the Clinical Executive Committee each year; 



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 53 - 
Version: v14 March 2018 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
f) Notice period – The Accountable Officer must give 6 months’ written notice of an 
intention to resign from the post to the CCG Lay Chair. 

 
2.2.10. The Locality Director or Business Director as listed in paragraph 7.2.1 of the CCG’s 

constitution, is subject to the following appointment process:  
 

a) Eligibility – All the Locality Directors or Business Director on the Governing Body 
will be one of the Locality Directors or one of the Business Directors of the CCG; 

b) Appointment process – The Clinical Director of Primary Care will make a 
recommendation on the appointment of the Locality Directors or Business Director 
on the Governing Body to the CCG for approval. 

c) Term of office – The Locality Directors or Business Director on the Governing 
Body will serve for a term of three years; 

d) Eligibility for reappointment – The Locality Director or Business Director on the 
Governing Body will not normally be eligible for reappointment, unless no other 
eligible Locality or Business Directors are willing to serve in the post, and can only 
be reappointed once. 

e) Grounds for removal from office – The Clinical Director of Primary Care may 
require the CCG membership to consider that the Locality Director or Business 
Director on the Governing Body stand down if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG, the Governing Body and/or 
the Clinical Management Board each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
f) Notice period – The Locality Director or Business Director on the Governing Body 

must give 1 month’s written notice of an intention to resign from the post to the 
CCG Lay Chair. 
 

2.2.11. The Chief Operating Officer, as listed in paragraph 7.12 of the CCG’s constitution, is 
subject to the following appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local and 

national media. Applications must be made in the specified form and by the 
specified closing date to the CCG Lay Chair. 

b) Eligibility – There are no restrictions on eligibility for this post. 
c) Appointment process –The Appointments & Remuneration Committee will agree 

on the process for shortlisting, interviewing and appointment in line with current 
guidance, and including appropriate locality representation, the Accountable 
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Officer, and an external assessor. The process will also include an assessment 
centre to ensure that shortlisted candidates meet national guidance and criteria.   

 
The Appointments & Remuneration Committee will make a recommendation for 
appointment to the Governing Body, who will make the formal appointment to the 
post. 

d) Grounds for removal from office – The CCG Lay Chair may require the Chief 
Operating Officer to resign if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG, the Governing Body and/or 
the Clinical Management Board each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
e) Notice period – The Chief Operating Officer must give 6 month’s written notice of 

an intention to resign from the post to the CCG Lay Chair. 
 

2.2.12. The Chief Finance Officer, as listed in paragraph 7.13 of the CCG’s constitution, is 
subject to the following appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local and 

national media. Applications must be made in the specified form and by the 
specified closing date to the CCG Lay Chair. 

b) Eligibility – The Chief Finance Officer must hold a qualification of one of the 
individual CCAB bodies or CIMA; 

c) Appointment process – The Appointments & Remuneration Committee will agree 
a process for shortlisting, interviewing and selection of a recommended person for 
appointment to this post in line with current guidance and available support. This 
will include input from members of the Appointments & Remuneration Committee, 
the Accountable  Officer, the Chief Operating Officer and an external assessor. 

 
The Appointments & Remuneration Committee will make a recommendation for 
appointment to the Governing Body, who will make the formal appointment to the 
post. 

d) Grounds for removal from office – The Accountable Officer may require the 
Chief Finance Officer to resign if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG, the Governing Body and/or 
the Clinical Management Board each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 
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vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
e) Notice period – The Chief Finance Officer must give 6 month’s written notice of an 

intention to resign from the post to the Accountable Officer. 
 

2.2.13. The Director of Nursing, Quality and Patient Safety is subject to the following 
appointment process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local and 

national media. Applications must be made in the specified form and by the 
specified closing date to the CCG Lay Chair. 

b) Eligibility – The Director of Nursing, Quality and Patient Safety must be a 
registered doctor or nurse or an allied health professional; 

c) Appointment process – The Appointments & Remuneration Committee will agree 
a process for shortlisting, interviewing and selection of a recommended person for 
appointment to this post in line with current guidance and available support. This 
will include input from members of the Appointments & Remuneration Committee, 
the Accountable Officer, the Chief Operating Officer and an external assessor. 

 
The Appointments & Remuneration Committee will make a recommendation for 
appointment to the Governing Body, who will make the formal appointment to the 
post. 

d) Grounds for removal from office – The Accountable Officer may require the 
Director of Quality and Patient Safety to resign if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations; 
iv) Do not attend the majority of meetings of the CCG or the Clinical Management 

Board each year; 
v) Fail to disclose a pecuniary interest regarding matters under discussion within 

the organisation; 
vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 

Locality group. 
vii) Cause significant reputation damage to the CCG. 

e) Notice period – The Director of Nursing, Quality and Patient Safety must give 6 
month’s written notice of an intention to resign from the post to the Accountable 
Officer. 
 

2.2.14. The Clinical Director of Commissioning is subject to the following appointment 
process:  
 
a) Applications – The post will be advertised on the CCG’s website and in local and 

national media. Applications must be made in the specified form and by the 
specified closing date to the CCG Lay Chair. 

b) Eligibility – The Clinical Director of Commissioning must be a primary or 
secondary care clinician. 

c) Appointment process – The Appointments & Remuneration Committee will agree 
a process for shortlisting, interviewing and selection of a recommended person for 
appointment to this post in line with current guidance and available support. This 
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will include input from members of the Appointments & Remuneration Committee, 
the Accountable Officer, the Chief Operating Officer and an external assessor. 

 
The Appointments & Remuneration Committee will make a recommendation for 
appointment to the Governing Body, who will make the formal appointment to the 
post. 

d) Grounds for removal from office – The Accountable Officer may require the 
Clinical Director of Commissioning to resign if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements 

of the role as set out in the CCG regulations; 
iv) Do not attend the majority of meetings of the CCG or the Clinical Management 

Board each year; 
v) Fail to disclose a pecuniary interest regarding matters under discussion within 

the organisation; 
vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 

Locality group. 
vii) Cause significant reputation damage to the CCG. 

e) Notice period – The Clinical Director of Commissioning must give 6 month’s 
written notice of an intention to resign from the post to the Accountable Officer. 

   
2.1.16 The Locality Directors, as listed in paragraph 7.2.1 of the CCG’s constitution, are 

subject to the following appointment process:  
 
a) Nominations – Details of each post and the procedure for nominations will be 

circulated to all member practices in the relevant locality or localities. Nominations 
must be made by the specified closing date to the Strategic Head of Corporate 
Affairs. 

b) Eligibility – Each Locality Director will be a partner, employee or shareholder of a 
member practice of the relevant locality of the CCG. 

c) Appointment process – The Appointments & Remuneration Committee will agree 
a process for shortlisting, interviewing and recommendations for appointment to 
these posts in line with current guidance and available support.  

 
This will include appropriate locality representation and input from the Accountable 
Officer and an external assessor, leading to a recommendation by the relevant 
Locality Group to the Appointments & Remuneration Committee of a suitable 
nominee. Recommendations for appointment to all Locality Director posts will be 
submitted by the Appointments & Remuneration Committee to the Governing Body 
for approval and formal appointment. 

d) Term of office –  
i)  Locality Directors will serve for a term of three years. 

e) Eligibility for reappointment – Locality Directors will be eligible for reappointment 
up to two times (i.e. they can serve for a maximum of nine years); 

f) Grounds for removal from office – The CCG’s Governing Body may ask the 
member practices to consider  that a Locality Director may be removed from office 
by the Governing Body if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
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iii) Become disqualified from office including no longer fulfilling the requirements 
of the role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG and/or the Clinical 
Management Board Executive Committee each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within 
the organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the 
Locality group. 

vii) Cause significant reputation damage to the CCG. 
g) Notice period – a Locality Director must give 6 months’ written notice of an 

intention to resign from the post to the Accountable Officer. 
 

2.1.17 The Business Director (Finance & Commissioning), as listed in paragraph 7.2.1 of 
the CCG’s constitution, are subject to the following appointment process:  
 
a) Nominations – Details of the post and the procedure for nominations will be 

circulated to all member practices in the CCG. Nominations must be made by the 
specified closing date to the Strategic Head of Corporate Affairs. 

b) Eligibility – The Business Director will be a partner, employee or shareholder of a 
member practice of the CCG.   

c) Appointment process – The Appointments & Remuneration Committee will agree 
a process for shortlisting, interviewing and recommendations for appointment to this 
post in line with current guidance and available support.  

 
This will include appropriate locality representation and input from the Accountable  

Officer and an external assessor. Recommendations for appointment to the 
Business Director post will be submitted by the Appointments & Remuneration 
Committee to the Governing Body for approval and formal appointment. 

d) Term of office – The Business Director will serve for a term of three years. 
e) Eligibility for reappointment – The Business Director will be eligible for 

reappointment up to two times (i.e. they can serve for a maximum of nine years); 
f) Grounds for removal from office – The Business Director may be removed from 

office by the Governing Body if they: 
i) Fail to meet 2012 Regulations for Governing Body membership; 
ii) Breach the Nolan principles; 
iii) Become disqualified from office including no longer fulfilling the requirements of the 

role as set out in the CCG regulations or no longer meeting the general 
requirements for Governing Body members as set out in the CCG regulations; 

iv) Do not attend the majority of meetings of the CCG and/or the Clinical Management 
Board each year; 

v) Fail to disclose a pecuniary interest regarding matters under discussion within the 
organisation; 

vi) No longer enjoy the confidence of the relevant group e.g. the CCG, the Locality 
group. 

vii) Cause significant reputation damage to the CCG. 
g) Notice period – The Business Director must give 6 months’ written notice of an 

intention to resign from the post to the Accountable Officer. 
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3 MEETINGS OF THE CLINICAL COMMISSIONING GROUP  

 
3.1 This section applies to meetings of the CCG, consisting of the appointed Practice 

Representatives of all members of the CCG. Meetings of the Governing Body and its 
committees are covered in section 4. 

 
3.2 Ordinary meetings of the CCG 

 
3.2.1 Ordinary meetings of the CCG shall be held at regular intervals at such times and places as 

the CCG may determine: 
 

a) There will be at least two ordinary meetings of the CCG each year, one of which will 
be the Annual General Meeting of the CCG; 

b) There will be no more than 8 months between ordinary meetings of the CCG, and no 
more than 15 months between Annual General Meetings; 

c) The Accountable Officer or Locality Director or Business Director on the Governing 
Body, or any member of the CCG, can call an ordinary meeting of the CCG at any 
time by giving all the members of the CCG at least 21 days’ notice of. 

 
3.2.2    

a) The place, day and time of the meeting;  
b) Whether it is an Annual General Meeting;  
c) Arrangements for submission of proxy notices, and  
d) The general nature of the business to be transacted. 

 
3.3 Agenda, supporting papers and business to be transacted 

 
3.3.1 Items of business to be transacted for inclusion on the agenda of a meeting need to be 

notified to the Accountable Officer at least 10 working days (i.e. excluding weekends and 
bank holidays) before the meeting takes place.  Supporting papers for such items need to 
be submitted at least 8 working days before the meeting takes place.  The agenda and 
supporting papers will be circulated to all members of a meeting at least 5 working days 
before the date the meeting will take place. 

 
3.3.2 Any resolutions to be considered at the meeting must be set out in full in the agenda.  

 
3.4 Chair of a meeting 

 
3.4.1 At any meeting of the CCG, the CCG Lay Chair, if present, shall preside.  If the Lay Chair is 

absent from the meeting, the Deputy Lay Chair, if present, shall preside.  
 

3.4.2 If the Lay Chair is absent temporarily on the grounds of a declared conflict of interest the 
Deputy Lay Chair, if present, shall preside.   If both the Lay Chair and the Deputy Lay Chair 
are absent, or are disqualified from participating, a member of the CCG shall be chosen by 
the members present, or by a majority of them, and shall preside. 

 
3.5 Chair's ruling 

 
3.5.1 The decision of the chair on questions of order, relevancy and regularity and their 

interpretation of the constitution, standing orders, scheme of reservation and delegation and 
prime financial policies at the meeting, shall be final. 
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3.6 Quorum and attendance 

 
3.6.1 Ten Practice Representatives (or proxies appointed in line with section 3.7 of these 

standing orders) must be present in person at the meeting for the meeting to be quorate. 
 

3.6.2 In exceptional circumstances and where agreed in advance by the chair, members of the 
CCG may participate in meetings by telephone, by the use of video conferencing facilities 
and/or webcam where such facilities are available. Participation in a meeting in any of these 
manners shall be deemed to constitute presence in person at the meeting. 
 

3.6.3 Practice Representatives may (if agreed in advance in respect of specific issues for 
decision at a meeting) submit votes by post, fax, email or other electronic means, but 
submission of votes by these means shall not constitute presence in person at the meeting.  
 

3.7 Proxies 
 

3.7.1 Proxies may only validly be appointed by a notice in writing (a “proxy notice”) which: 
 

a) States the name and address of the Practice Representative appointing the proxy;  
b) Identifies the person appointed to be that Practice Representative’s proxy and the 

general meeting in relation to which that person is appointed;  
c) Is signed by or on behalf of the Practice Representative appointing the proxy, or is 

authenticated by the relevant practice; and  
d) Is delivered to the meeting in accordance with any instructions contained in the 

notice of the meeting to which they relate.  
 

3.7.2 The CCG may require proxy notices to be delivered in a particular form, and may specify 
different forms for different purposes. 

 
3.7.3 Proxy notices may specify how the proxy appointed under them is to vote (or that the proxy 

is to abstain from voting) on one or more resolutions. 
 

3.7.4 Unless a proxy notice indicates otherwise, it must be treated as: 
 

a) Allowing the person appointed under it as a proxy discretion as to how to vote on any 
ancillary or procedural resolutions put to the meeting, and  

b) Appointing that person as a proxy in relation to any adjournment of the general 
meeting to which it relates as well as the meeting itself.  

 
3.7.5 An appointment under a proxy notice may be revoked by delivering to the meeting a notice 

in writing given by or on behalf of the Practice Representative by whom or on whose behalf 
the proxy notice was given, but any such notice revoking a proxy appointment only takes 
effect if it is delivered before the start of the meeting or adjourned meeting to which it 
relates. 
 

3.8 Decision making 
 

3.8.1 Chapter 6 of the CCG’s constitution, together with the scheme of reservation and 
delegation, sets out the governing structure for the exercise of the CCG’s statutory 
functions.  Generally it is expected that at the CCG’s/Governing Body’s meetings decisions 
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will be reached by consensus.  Should this not be possible then a vote of members will be 
required, the process for which is set out below: 
 
a) Eligibility  

i) Practice Representatives listed in the Register of Practice Representatives,  
ii) Proxies appointed by Practice Representatives in line with section 3.7 of these 

standing orders, or  
iii) A representative of the Local Medical Committee acting as a proxy for any locum 

GPs on the performers’ list without a primary practice but who have worked in 
Northumberland in the 12 months prior to the date of the meeting; are eligible to vote. 

 
b) Number of votes 

i) Every Practice Representative or appointed proxy shall have 0.5 vote for each 500 
persons on their practice’s Practice List, as weighted by the national commissioning 
formula in place at that time, or (if no such formula is in force) by the Carr-Hill 
formula, and rounded to the nearest 500; 

ii) The Register of Practice Representatives will include the number of each practice’s 
votes, and this number will be calculated each quarter.  The number of votes 
calculated each quarter will be published on the CCG’s website 
at www.northumberlandccg.nhs.uk; 

iii) Locum GPs on the performers’ list and having worked in Northumberland in the 12 
months prior to the date of the meeting will have 1.8 votes (corresponding to a 
notional list size of 1800) multiplied by a factor equal to the average number of 
sessions performed per week in the 12 months prior to the date of the meeting as a 
proportion of 10 sessions per week.  

 
c) Advance voting – Practice Representatives may submit votes in advance of the 

meeting by post for decisions for which this process has been agreed by the chair of the 
meeting. For such issues, voting forms will be distributed to Practice Representatives 
with the relevant meeting agenda, together with instructions for submitting votes. 
Advance votes will be confirmed by the CCG at the relevant meeting, provided that the 
meeting is quorate.   

 
d) Majority necessary to confirm a decision – a simple majority will be required; 
 
e) Casting vote - In the case of an equality of votes, the chair of the meeting shall be 

entitled to a casting vote; 
 
f) Dissenting views - members taking a dissenting view but losing a vote may have their 

dissent recorded in the minutes. 
 

3.8.2 Should a vote be taken the outcome of the vote, and any dissenting views, must be 
recorded in the minutes of the meeting. 
 

3.9 Emergency powers and urgent decisions 
 

3.9.1 If a meeting to discuss an urgent issue is required, as much notice will be given to members 
as is reasonably practical in the circumstances. A record will be kept by the CCG Lay Chair 
of the actions taken to communicate with members regarding the need for the meeting and 
the arrangements made for holding the meeting. 

 

http://www.northumberlandccg.nhs.uk/
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3.9.2 If such a meeting is held, Practice Representatives or nominated proxies attending the 
meeting will have the power to make decisions, with voting arrangements as set out in 
section 3.8 of these standing orders. 
 

3.9.3 If no Practice Representatives or proxies are present or if the meeting is not quorate, then 
the Accountable Officer, if present, or (if the Accountable Officer is not present) the Locality 
Director or Business Director on the Governing Body may take a decision on behalf of the 
CCG. In this case Accountable Officer or Locality Director/ Business Director on the 
Governing Body will take all practical steps to consult with members of the CCG, and will 
take advice from the CCG Lay Chair or other members of the Governing Body, before 
taking the decision. 
 

3.9.4 Any decisions taken in the circumstances described in this section will be reported to the 
Governing Body at its next meeting by the CCG Lay Chair and reviewed by the Governing 
Body at that meeting.  They will also be reported to members as soon as practicable after 
the meeting, and recorded at the next ordinary meeting of the CCG.   

 
3.10 Suspension of Standing Orders 

 
3.10.1 Except where it would contravene any statutory provision or any direction made by the 

Secretary of State for Health or NHS England, any part of these standing orders may be 
suspended at any meeting, provided a quorum of members are in agreement.  

 
3.10.2 A decision to suspend standing orders together with the reasons for doing so (for example, 

to deal with a civil emergency) shall be recorded in the minutes of the meeting.  
 

3.10.3 A separate record of matters discussed during the suspension shall be kept. These records 
shall be made available to the Governing Body’s audit committee for review of the 
reasonableness of the decision to suspend standing orders. 
 

3.11 Record of Attendance 
 

3.11.1 The names of all those present at the meeting shall be recorded in the minutes of the 
CCG’s meetings, including: 
 
a) The member practice of which each person is a partner, employee or shareholder; 
b) Whether or not each person is a Practice Representative eligible to vote at the 

meeting 
 

3.12 Minutes 
 

3.12.1 The Accountable Officer will be responsible for making arrangements for taking and drafting 
of minutes of ordinary meetings of the CCG. 

 
3.12.2 Minutes will be agreed by the chair of the meeting and confirmed as a true record by the 

CCG at the following meeting. 
 

3.12.3 Minutes will be circulated to all member practices of the CCG and published on the CCG’s 
website (excluding any minutes relating to a confidential issue or where publicity on a 
matter would be prejudicial to the public interest). 

 
3.13 Admission of public and the press 
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3.13.1 The CCG will hold one meeting each year for the purposes of presenting its annual report 

to the public. 
 

3.13.2 Minutes of other meetings will be made available to the public via the CCG’s website.  
 

4 MEETINGS OF THE GOVERNING BODY  
 

4.1 This section applies to meetings of the Governing Body and its committees 
 

The committees of the Governing Body are: 
 

• The Appointments & Remuneration Committee 
 
• The Audit Committee 

 
• The Corporate Finance Committee 

 
• The Clinical Management Board  

 
Meetings of the CCG are covered in section 3. 

 
4.2 Calling meetings 

 
4.2.1 Meetings of the Governing Body will be monthly, with a minimum of 4 public meetings each 

year, and not less than 5 times per financial year. There will be no more than 2 months 
between meetings. 

 
4.2.2 Meetings of the Appointments & Remuneration Committee 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. 
 

4.2.3 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. 

 
4.2.4 Meetings of the Northumberland Primary Care Committee will normally be held bi-monthly 

and not less than 5 times per financial year.  There will be no more than 13 weeks between 
meetings 
 

4.2.5 Meetings of the Corporate Finance Committee will be monthly and not less than 10 times 
per financial year.  There will be no more than 8 weeks between meetings 

4.2.6 Meetings of the Clinical Management Board will be monthly and not less than 10 times per 
financial year.  There will be no more than 8 weeks between meetings 

4.2.7 Members will be expected to attend each meeting.  
 

4.2.8 In exceptional circumstances and where agreed in advance by the chair of the meeting, 
members of the Governing Body or one of its boards or committees, 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. 
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4.3 Agenda, supporting papers and business to be transacted 
 

4.3.1 The agenda for meetings of the Governing Body or one of its boards or committees will be 
set by the relevant chair. 

 
4.3.2 The agenda and papers for meetings 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.  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. 

 
4.3.3 Agendas and certain papers for the CCG’s Governing Body – including details about 

meeting dates, times and venues - will be published on the CCG’s website at 
www.northumberlandccg.nhs.uk, and available for inspection at the CCG’s headquarters. 
Copies will also be available by post or email from the CCG’s Strategic Head of Corporate 
Affairs at the CCG’s headquarters. 
 

4.4 Admission of public and the press 
 

4.4.1 At least 4 meetings of the Governing Body will be held in public each year.  Other meetings 
will be held in  private where this is in the public interest. Meeting dates, times and venues 
will be published on the CCG’s website. 

 
4.4.2 Meetings of the Governing Body’s boards and committees will not normally be held in 

public, and no meetings of the Appointments & Remuneration Committee will be held in 
public. 

 
4.5 Petitions 

 
4.5.1 Where a petition has been received by the CCG, the CCG Lay Chair shall include the 

petition as an item for the agenda of the next meeting of the Governing Body. 
 
4.6 Chair of a meeting 

 
4.6.1 At any meeting of the Governing Body or of a board or committee, the CCG Lay Chair or 

committee chair, if any and if present, shall preside.  If the chair is absent from the meeting, 
the deputy chair, if any and if present, shall preside.  

 
4.6.2 If the chair is absent temporarily on the grounds of a declared conflict of interest the deputy 

chair, if present, shall preside.   If both the chair and deputy chair are absent, or are 
disqualified from participating, or there is neither a chair or deputy a member of the 
Governing Body, committee or sub-committee respectively shall be chosen by the members 
present, or by a majority of them, and shall preside. 

 
4.7 Chair's ruling 

 
4.7.1 The decision of the chair of the Governing Body on questions of order, relevancy and 

regularity and their interpretation of the constitution, standing orders, scheme of reservation 
and delegation and prime financial policies at the meeting, shall be final. 

 
 
 

http://www.northumberlandccg.nhs.uk/
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4.8 Quorum 
 

4.8.1 Five members are needed for the Governing Body to be quorate, and: 
 
a) At least two of the CCG Lay Chair/Governors must be present; 
b) Either the Accountable Officer or the Locality Director or Business Director on the 

Governing Body must be present; 
c) Either the Chief Operating Officer or the Chief Finance Officer must be present. 

 
4.8.2 For all other of the CCG’s boards, committees and sub-committees, including the 

Governing Body’s committees, the details of the quorum for these meetings and status of 
representatives are set out in the appropriate terms of reference 

 
4.9 Decision making 

 
4.9.1 Chapter 6 of the CCG’s constitution, together with the scheme of reservation and 

delegation, sets out the governing structure for the exercise of the CCG’s statutory 
functions.  Generally it is expected that at the Governing Body’s meetings decisions will be 
reached by consensus.  Should this not be possible then a vote will be required, the 
process for which is set out below: 

 
a) Eligibility – all members of the Governing Body are eligible to vote. Those invited to 

attend will not be entitled to vote. 
b) Majority necessary to confirm a decision - Decisions required as part of a 

meeting will be determined by simple majority. 
c) Casting vote - Where there is no majority the chair will have the casting vote. 

 
4.9.2 Should a vote be taken the outcome of the vote, and any dissenting views, must be 

recorded in the minutes of the meeting. 
 

4.9.3 For all other of the CCG’s boards, committees and sub-committees, including the 
Governing Body’s committees and sub-committee, the details of the process for holding a 
vote are set out in the appropriate terms of reference. 

 
4.10 Minutes 

 
4.10.1 Secretarial support to the Governing Body, including taking minutes, will be provided by the 

office of the Strategic Head of Corporate Affairs. 
 

4.10.2 Minutes of the Governing Body (excluding any minutes relating to a confidential issue or 
where publicity on a matter would be prejudicial to the public interest) will be published on 
the CCG’s website at www.northumberlandccg.nhs.uk, and available for inspection at the 
CCG’s headquarters. Copies will also be available by post or email from the CCG’s 
Strategic Head of Corporate Affairs at the CCG’s headquarters. 

 
 

  

http://www.northumberlandccg.nhs.uk/
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5 APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 

 
5.1 Appointment of committees and sub-committees 

 
5.1.1 The CCG may appoint boards, committees and sub-committees of the CCG, subject to any 

regulations made by the Secretary of State49, and make provision for the appointment of 
committees and sub-committees of its Governing Body. Where such boards, committees 
and sub-committees of the CCG, or committees and sub-committees of its Governing Body, 
are appointed they are included in Chapter 6 of the CCG’s constitution.  

 
5.1.2 Other than where there are statutory requirements, such as in relation to the Governing 

Body’s audit committee or remuneration committee, the Governing Body shall determine 
the membership and terms of reference of committees and sub-committees and shall, if it 
requires, receive and consider reports of such committees at the next appropriate meeting 
of the CCG.  
 

5.1.3 The provisions of these standing orders shall apply where relevant to the operation of the 
Governing Body, the Governing Body’s boards, committees and sub-committees and all 
committees and sub-committees unless stated otherwise in the committee or sub-
committee’s terms of reference. 
 

5.2 Terms of Reference 
 

5.2.1 Terms of reference shall have effect as if incorporated into the constitution and shall be 
available on the CCG’s website. 

 
5.3 Delegation of Powers by Committees to Sub-committees 

 
5.3.1 Where committees are authorised to establish sub-committees they may not delegate 

executive powers to the sub-committee unless expressly authorised by the CCG. 
 

5.4 Approval of Appointments to Committees and Sub-Committees 
 

5.4.1 The CCG shall approve the appointments to the Governing Body and the Clinical 
Management Board. The CCG shall agree such travelling or other allowances as it 
considers appropriate.   

 
5.4.2 The Governing Body shall approve the appointments to each of the committees of the 

Governing Body which it has formally constituted. The Governing Body shall agree such 
travelling or other allowances as it considers appropriate.   
 
 
 
 

  

                                                           
49  See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act 



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 66 - 
Version: v14 March 2018 

 
6 DUTY TO REPORT NON-COMPLIANCE WITH STANDING ORDERS AND 

PRIME FINANCIAL POLICIES 
 

6.1 If for any reason these standing orders are not complied with, full details of the non-compliance 
and any justification for non-compliance and the circumstances around the non-compliance, 
shall be reported to the next formal meeting of the Governing Body for action or ratification. All 
members of the CCG and staff have a duty to disclose any non-compliance with these standing 
orders to the Accountable Officer as soon as possible.  

 
7 USE OF SEAL AND AUTHORISATION OF DOCUMENTS 

 
7.1 Clinical Commissioning Group’s seal  

 
7.1.1 The CCG may have a seal for executing documents where necessary. The following 

individuals or officers are authorised to authenticate its use by their signature:  
 

a) The Accountable Officer; 
b) The Chief Finance Officer; 
c) The Chief Operating Officer. 

 
7.2 Execution of a document by signature 

 
7.2.1 The following individuals are authorised to execute a document on behalf of the CCG by 

their signature.  
 

a) The Accountable Officer; 
b) The Chief Finance Officer; 
c) The Chief Operating Officer. 
 

8 OVERLAP WITH OTHER CLINICAL COMMISSIONING GROUP POLICY 
STATEMENTS / PROCEDURES AND REGULATIONS 

 
8.1 Policy statements: general principles 

 
8.1.1 The CCG will from time to time agree and approve policy statements / procedures which 

will apply to all or specific groups of staff employed by the CCG.  The decisions to approve 
such policies and procedures will be recorded in an appropriate CCG minute and will be 
deemed where appropriate to be an integral part of the CCG’s standing orders. 
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APPENDIX D – SCHEME OF RESERVATION & DELEGATION 
 

1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL 
COMMISSIONING GROUP AND SCHEME OF DELEGATION 

 
1.1. The arrangements made by the CCG as set out in this scheme of reservation and 

delegation of decisions shall have effect as if incorporated in the CCG’s constitution. 
 

1.2. The CCG remains accountable for all of its functions, including those that it has 
delegated. 
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2. Scheme of delegation of decisions relating to statutory functions  
Policy Area Decision Reserved 

to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

REGULATION 
AND 
CONTROL 

Determine the arrangements by 
which the members of the CCG 
approve those decisions that are 
reserved for the membership. 

X   
   

   

REGULATION 
AND 
CONTROL 

Consideration and approval of 
applications to NHS England on 
any matter concerning changes 
to the CCG’s constitution, 
including terms of reference for 
the CCG’s Governing Body, its 
committees, membership of 
committees, the overarching 
scheme of reservation and 
delegated powers, 
arrangements for taking urgent 
decisions, standing orders and 
prime financial policies.   

X   

   

   

REGULATION 
AND 
CONTROL 

Exercise or delegation of those 
functions of the clinical 
commissioning group which 
have not been retained as 
reserved by the CCG, delegated 
to the Governing Body, 
delegated to a  committee or 
board of the CCG (including the 
CMB) or to one of its members 
or employees  

   

   

x   

REGULATION 
AND 
CONTROL 

Prepare for review by the 
Governing Body the CCG’s 
overarching scheme of 
reservation and delegation, 

   

  X 

   



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 69 - 
Version: v14 March 2018 

Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

which sets out those decisions 
of the CCG reserved to the 
membership and 
those delegated to the CCG’s 
Governing Body, committees of 
the CCG (including the CEC), or 
its members or employees and 
sets out those decisions of the 
Governing Body reserved to the 
Governing Body  and 
those delegated to the 
Governing Body’s committees 
and sub-committees, 
members of the Governing 
Body, 
an individual who is member of 
the CCG but not the Governing 
Body or a specified person for 
inclusion in the CCG’s 
constitution. 

REGULATION 
AND 
CONTROL 

Approval of the CCG’s 
overarching scheme of 
reservation and delegation. 

X   
   

   

REGULATION 
AND 
CONTROL 

Prepare the CCG’s operational 
scheme of delegation, which 
sets out those key operational 
decisions delegated to individual 
employees of the clinical 
commissioning group. 

   

   

x   

REGULATION 
AND 
CONTROL 

Approval of the CCG’s 
operational scheme of 
delegation that underpins the 

 X  
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

CCG’s ‘overarching scheme of 
delegation’ 

REGULATION 
AND 
CONTROL 

Prepare Prime and Detailed 
Financial Policies (including the 
financial scheme of delegation 

   
   

  x 

REGULATION 
AND 
CONTROL 

Approve Prime and Detailed 
financial policies (including the 
financial scheme of delegation). 

 X  
   

   

REGULATION 
AND 
CONTROL 

Approve Policies not specified 
elsewhere in this Scheme of 
Delegation  

   
  X 

   

REGULATION 
AND 
CONTROL 

Approve arrangements for 
managing exceptional funding 
requests. 

 X  
   

   

REGULATION 
AND 
CONTROL 

Approve exceptional funding 
requests (within financially 
delegated limits) 
 

   

  X 
Function 
undertake
n by the 

CCG 
Business 

Director on 
behalf of 
the CMB  

   

REGULATION 
AND 
CONTROL 

In approving Standing Orders 
set out who can execute a 
document by signature / use of 
the seal 

X   
   

   

REGULATION 
AND 
CONTROL 

Overseeing arrangements for 
the management of conflicts of 
interest 

   
X   
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

REGULATION 
AND 
CONTROL 

Maintain a register of interests of 
members and employees of the 
CCG 

   
   

X   

REGULATION 
AND 
CONTROL 
 
 
 

Ensure that the CCG is acting 
consistently with its duty to act, 
when exercising its functions to 
commission health services, 
consistently with the discharge 
by the Secretary of State and 
NHS England of their duty to 
promote a comprehensive health 
service and with the objectives 
and requirements placed on 
NHS England through the 
mandate published by the 
Secretary of State before the 
start of each financial year; 
 

 x  

   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
the public sector equality duty; 
 

 X  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to make arrangements to 
secure public involvement in the 
planning, development and 
consideration of proposals for 
changes and decisions affecting 
the operation of commissioning 
arrangements; 

 X  

   
 
 

   

REGULATION 
AND 
CONTROL 

Approve the CCG’s 
arrangements for discharging its 
duty to promote awareness of, 

 x  
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

and act with a view to securing 
that health services are provided 
in a way that promotes 
awareness of, and have regard 
to the NHS Constitution 

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to promote awareness 
of, and act with a view to 
securing that health services are 
provided in a way that promotes 
awareness of, and have regard 
to the NHS Constitution; 

 x  

   

   

REGULATION 
AND 
CONTROL 

Approve a comprehensive 
system of internal control, 
including budgetary control, that 
underpin the effective, efficient 
and economic operation of the 
CCG;  

 x  

   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to act effectively, 
efficiently and economically; 

 X  
   

   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, to 
secure continuous improvement 
in quality and patient outcomes; 

   
  X 

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to act with a view to 
securing continuous 
improvement to the quality of 
services; 

   

  X 
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
supporting NHS England in 
discharging its responsibilities in 
relation to securing continuous 
improvement in the quality of 
general medical services; 

   

  
X 

 

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to assist and support 
NHS England in relation to the 
duty to improve the quality of 
primary medical services 

   

  
X 

 
 

   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
reducing inequalities; 

 x  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to have regard to the 
need to reduce inequalities; 

   
  X 

   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
public involvement; 

 x  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to promote the 
involvement of patients, their 
carers and representatives in 
decisions about their healthcare; 

   

  X 

   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
patient choice; 

 x  
   

   

REGULATION Ensure that the CCG is meeting       X   
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

AND 
CONTROL 

its duty to act with a view to 
enabling patients to make 
choices; 

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
obtaining appropriate advice; 

 x  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to obtain appropriate 
advice from persons who, taken 
together, have a broad range of 
professional expertise in 
healthcare and public health;  

X 
Delegat

ed to 
the 

Chairs 
of CCG 
boards 

and 
committ

ees 

 

   
 

   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
promoting innovation; 

 x  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to promote innovation;    

   
X   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
promoting research and the use 
of research; 

 x  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to promote research and 
the use of research; 

   
  X 

   

REGULATION Approve arrangements,  x        
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

AND 
CONTROL 

including supporting policies, for 
promoting education and 
training; 

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to have regard to the 
need to promote education and 
training for persons who are 
employed, or who are 
considering becoming 
employed, in an activity which 
involves or is connected with the 
provision of services as part of 
the health service in England so 
as to assist the Secretary of 
State for Health in the discharge 
of his related duty; 

   

   
 

X 

   

REGULATION 
AND 
CONTROL 

Approve arrangements, 
including supporting policies, for 
promoting integration; 

 x  
   

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is meeting 
its duty to act with a view to 
promoting 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; 

   

   
X 

   

REGULATION 
AND 
CONTROL 

Ensure that the CCG is 
discharging its financial duties 
appropriately and that there are 

 x  
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

sufficient actions in pace to 
mitigate risks in delivery; 

REGULATION 
AND 
CONTROL 

Report to the CCG any issues 
that give it cause for assurance 
concern. 

 x  
   

   

           

STRATEGY 
AND  
PLANNING  

Agree the vision, values and 
overall strategic direction of the 
CCG. 

 

X 
Having 
regard 
to the 

views of  
member 
practice

s 
 

 

   

   

STRATEGY 
AND  
PLANNING  

Approval of the CCG’s operating 
structure.  X  

   
   

STRATEGY 
AND  
PLANNING  

Approval of the CCG’s 
commissioning plan.  X  

   
   

STRATEGY 
AND  
PLANNING  

Approval of the CCG’s corporate 
budgets that meet the financial 
duties as set out in section 5.3 of 
the main body of the 
constitution. As proposed by the 
CFO in accordance with Prime 
Financial Policies 

 X  

   

   

STRATEGY 
AND  

Approval of variations to the 
approved budget where variation  X        
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

PLANNING  would have a significant impact 
on the overall approved levels of 
income and expenditure or the 
CCG’s ability to achieve its 
agreed strategic aims. 

PRACTICE 
MEMBER 
REPRESENTA
TIVES AND 
MEMBERS OF 
THE 
GOVERNING 
BODY 

Approve the arrangements for  
identifying practice members to 
represent practices in matters 
concerning the work of the CCG; 
and 
appointing clinical leaders to 
represent the CCG’s 
membership on the CCG’s 
Governing Body, for example 
through election (if desired). 

x   

   

   

PRACTICE 
MEMBER 
REPRESENTA
TIVES AND 
MEMBERS OF 
THE 
GOVERNING 
BODY 

Approve the appointment of 
Governing Body members, the 
process for recruiting and 
removing non-elected members 
to the Governing Body (subject 
to any regulatory requirements) 
and succession planning. 

x   

   

   

PRACTICE 
MEMBER 
REPRESENTA
TIVES AND 
MEMBERS OF 
THE 
GOVERNING 
BODY 

Approve arrangements for 
identifying the CCG’s proposed 
Accountable Officer. 

x   
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

PARTNERSHIP 
WORKING 

Ensure that the CCG  is working 
in partnership with the 
Northumberland Health and 
Wellbeing Board to develop 
Joint Strategic Needs 
Assessments and Joint Health 
and Wellbeing Strategies 

 X  

   

   

PARTNERSHIP 
WORKING 

Approve decisions that individual 
members or employees of the 
CCG participating in joint 
arrangements on behalf of the 
CCG can make. Such delegated 
decisions must be disclosed in 
this scheme of reservation and 
delegation. 

 X  

   

   

PARTNERSHIP 
WORKING 

Approve decisions delegated to 
joint committees established 
under section 75 of the 2006 
Act. 

 X  
   

   

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Prepare and recommend an 
operational scheme of 
delegation that sets out who has 
responsibility for operational 
decisions within the CCG. 

   

   

X   

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Approve the operational scheme 
of delegation that sets out who 
has responsibility for operational 
decisions within the CCG 

 X  
   

   

OPERATIONA
L AND RISK 
MANAGEMEN

Approve the CCG’s counter 
fraud and security management 
arrangements. 

   
X   
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

T 

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Approval of the CCG’s risk 
management arrangements.  X  

   

   

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Approve arrangements for risk 
sharing and or risk pooling with 
other organisations (for example 
arrangements for pooled funds 
with other clinical commissioning 
groups or pooled budget 
arrangements under section 75 
of the NHS Act 2006). 

 X  

   

   

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Approve proposals for action on 
litigation against or on behalf of 
the clinical commissioning 
group.  

 X  
   

   

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Approve the CCG’s 
arrangements for business 
continuity and emergency 
planning. 

 X  
   

    

OPERATIONA
L AND RISK 
MANAGEMEN
T 

Approve the appointments of 
internal auditos     

X   

   

INFORMATION 
GOVERNANCE 

Approve the CCG’s 
arrangements for handling 
complaints. 

 X  
   

    

INFORMATION 
GOVERNANCE 

Approval of the arrangements 
for ensuring appropriate and  X     
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

safekeeping and confidentiality 
of records and for the storage, 
management and transfer of 
information and data. 

HUMAN 
RESOURCES 

Approve the terms and 
conditions, remuneration and 
travelling or other allowances for 
Governing Body members, 
including pensions and 
gratuities. 

x   

   

   

HUMAN 
RESOURCES 

Approve terms and conditions of 
employment for all employees of 
the CCG including, pensions, 
remuneration, fees and travelling 
or other allowances payable to 
employees and to other persons 
providing services to the CCG. 

  x 

   

   

HUMAN 
RESOURCES 

Approve any other terms and 
conditions of services for the 
CCG’s employees. 

  x 
   

   

HUMAN 
RESOURCES 

Recommend pensions, 
remuneration, fees and 
allowances payable to 
employees and to other persons 
providing services to the CCG. 

  x 

   

   

HUMAN 
RESOURCES 

Determine the terms and 
conditions of employment for all 
employees of the CCG who are 
members of the Clinical 
Management Board and/or who 
report directly to the 

  x 
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

Accountable Officer  or Chief 
Operating Officer  

HUMAN 
RESOURCES 

Determine pensions, 
remuneration, fees and 
allowances payable to 
employees who are members of 
the Clinical Management Board 
and/or who report directly to the 
Accountable Officer  or Chief 
Operating Officer  

  x 

   

   

HUMAN 
RESOURCES 

Determine the terms and 
conditions of employment for all 
employees of the CCG (except 
employees who are members of 
the Clinical Management Board 
and/or who report directly to the 
Accountable Officer  or Chief 
Operating Officer) 

   

   

 x  

HUMAN 
RESOURCES 

Determine pensions, 
remuneration, fees and 
allowances payable to 
employees (except employees 
who are members of the Clinical 
Management Board and/or who 
report directly to the 
Accountable Officer  or Chief 
Operating Officer) and to other 
persons providing services to 
the CCG.  

   

   

 x  

HUMAN 
RESOURCES 

Approve disciplinary 
arrangements for employees, 
including the Accountable 

  x 
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

Officer, Chief Operating Officer 
and for other persons working 
on behalf of the CCG. 

HUMAN 
RESOURCES 

Approval of the arrangements 
for discharging the CCG’s 
statutory duties as an employer. 

 x  
   

   

HUMAN 
RESOURCES 

Approve human resources 
policies for employees and for 
other persons working on behalf 
of the CCG 

   
  X 

   

QUALITY AND 
SAFETY 

Approve arrangements, 
including supporting policies, to 
minimise clinical risk, maximise 
patient safety and to secure 
continuous improvement in 
quality and patient outcomes 

 X  

   

   

COMMUNICATI
ONS 

Approving arrangements for 
handling Freedom of Information 
requests. 

 x  
   

   

COMMUNICATI
ONS 

Determining arrangements for 
handling Freedom of Information 
requests. 

   
   

X   

COMMISSIONI
NG AND 
CONTRACTIN
G FOR 
CLINICAL 
SERVICES 

Approve arrangements for co-
ordinating the commissioning of 
services with other CCGs and or 
with the local authority(ies), 
where appropriate 

 x  

   

   

COMMISSIONI
NG AND 

Exercise the functions relating to 
the commissioning of primary 

 
 

   x 
 

    
 



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 83 - 
Version: v14 March 2018 

Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

CONTRACTIN
G FOR 
GENERAL 
PRACTICE 
SERVICES 

medical care services under 
section 83 of the NHS Act in 
accordance to the delegation by 
NHS England and such 
functions under sections 3 and 
3A of the NHS Act as have been 
delegated to the committee. 

COMMISSIONI
NG AND 
CONTRACTIN
G FOR 
CLINICAL 
SERVICES 
 

Approve arrangements for co-
ordinating the commissioning of 
services with other groups and 
or with the local authority(ies), 
where appropriate 
 

 X        

COMMISSIONI
NG AND 
CONTRACTIN
G FOR 
CLINICAL 
SERVICES 
 

Make decisions and approve 
actions in relation to subjects 
recommended to it by the 
Northern CCG Forum, operating 
within the terms of this 
Constitution and within the 
agreed Terms of Reference for 
the committee  
 

 Delegate
d to 

Northern 
CCG 
Joint 

Committ
ee 

       

ANNUAL 
REPORTS 
AND 
ACCOUNTS 

Approval of the CCG’s annual 
report and annual accounts.    

X 
 

  
   

ANNUAL 
REPORTS 
AND 
ACCOUNTS 

Approval of the arrangements 
for discharging the CCG’s 
statutory financial duties.  x  
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Policy Area Decision Reserved 
to the 
Membershi
p 

Reserved 
or 
delegated 
to 
Governin
g Body 

Delegated by 
GB to 
Remuneration 
Committee 

Delegated 
by GB to 
Audit 
Committe
e 

Delegated by 
CCG to 
Primary Care 
Commissionin
g Committee 

Delegated 
by GB to 
Clinical 
Manageme
nt Board 

Delegated 
to 
Accountabl
e Officer 

Delegated 
to Chief 
Operating 
Officer 

Delegated 
to CFO 

TENDERING 
AND 
CONTRACTIN
G 

Approval of the CCG’s contracts 
for any commissioning support. 
Subject to the limits liad down in 
the Financial Scheme of 
Delegation. 

   

  X 

   

TENDERING 
AND 
CONTRACTIN
G 

Approval of the CCG’s contracts 
for corporate support (for 
example finance provision).  
Subject to the limits laid down in 
the Financial Scheme of 
Delegation 

   

  X 
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APPENDIX E – PRIME FINANCIAL POLICIES 
 

1. INTRODUCTION 
 

1.1. General 
 

1.1.1. These prime financial policies and supporting detailed financial policies 
shall have effect as if incorporated into the CCG’s constitution. 

 
1.1.2. The prime financial policies are part of the CCG’s control environment for 

managing the organisation’s financial affairs. They contribute to good 
corporate governance, internal control and managing risks. They enable 
sound administration, lessen the risk of irregularities and support 
commissioning and delivery of effective, efficient and economical 
services. They also help the Accountable Officer and Chief Finance 
Officer to effectively perform their responsibilities. They should be used in 
conjunction with the scheme of reservation and delegation found at 
Appendix D. 

 
1.1.3. In support of these prime financial policies, the CCG has prepared more 

detailed policies, approved by the Chief Finance Officer, known as 
detailed financial policies. The CCG refers to these prime and detailed 
financial policies together as the clinical commissioning group’s financial 
policies. 

 
1.1.4. These prime financial policies identify the financial responsibilities which 

apply to everyone working for the CCG and its constituent organisations. 
They do not provide detailed procedural advice and should be read in 
conjunction with the detailed financial policies.  The Chief Finance Officer 
is responsible for approving all detailed financial policies.  
 

1.1.5. A list of the CCG’s detailed financial policies will be published and 
maintained on the CCG’s website 
at http://www.northumberlandccg.nhs.uk.  

 
1.1.6. Should any difficulties arise regarding the interpretation or application of 

any of the prime financial policies then the advice of the Chief Finance 
Officer must be sought before acting.  The user of these prime financial 
policies should also be familiar with and comply with the provisions of the 
CCG’s constitution, standing orders and scheme of reservation and 
delegation.  
 

1.1.7. Failure to comply with prime financial policies and standing orders can in 
certain circumstances be regarded as a disciplinary matter that could 
result in dismissal. 

 
 
 
 

http://www.northumberlandccg.nhs.uk/
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1.2. Overriding Prime Financial Policies 
 

1.2.1. If for any reason these prime financial policies are not complied with, full 
details of the non-compliance and any justification for non-compliance and 
the circumstances around the non-compliance shall be reported to the 
next formal meeting of the Governing Body’s audit committee for referring 
action or ratification.  All of the CCG’s members and employees have a 
duty to disclose any non-compliance with these prime financial policies to 
the Chief Finance Officer as soon as possible. 
 

1.3. Responsibilities and delegation 
 

1.3.1. The roles and responsibilities of the CCG’s members, employees, 
members of the Governing Body, members of the Governing Body’s 
boards, committees and sub-committees, members of the CCG’s 
committee and sub-committee (if any) and persons working on behalf of 
the CCG are set out in chapters 6 and 7 of this constitution. 

 
1.3.2. The financial decisions delegated by members of the CCG are set out in 

the CCG’s scheme of reservation and delegation (see Appendix D). 
 

1.4. Contractors and their employees 
 

1.4.1. Any contractor or employee of a contractor who is empowered by the 
CCG to commit the CCG to expenditure or who is authorised to obtain 
income shall be covered by these instructions.  It is the responsibility of 
the Accountable Officer to ensure that such persons are made aware of 
this. 

 
1.5. Amendment of Prime Financial Policies 

 
1.5.1. To ensure that these prime financial policies remain up-to-date and 

relevant, the Chief Finance Officer will review them regularly. Following 
consultation with the Accountable Officer and scrutiny by the Governing 
Body’s audit committee, the Chief Finance Officer will recommend 
amendments, as fitting, to the Governing Body for approval.  As these 
prime financial policies are an integral part of the CCG’s constitution, any 
amendment will not come into force until the CCG applies to the NHS 
England and that application is granted.  
 

2. INTERNAL CONTROL 
 
POLICY – the CCG will put in place a suitable control environment and 
effective internal controls that provide reasonable assurance of effective 
and efficient operations, financial stewardship, probity and compliance 
with laws and policies 
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2.1. The Governing Body is required to establish an Audit Committee with 
terms of reference agreed by the Governing Body (see paragraph 6.6.3(a) 
of the CCG’s constitution for further information). 

 
2.2. The Accountable Officer has overall responsibility for the CCG’s systems 

of internal control. 
 

2.3. The Chief Finance Officer will ensure that: 
 

a) Financial policies are considered for review and update annually; 
b) A system is in place for proper checking and reporting of all breaches 

of financial policies; and 
c) A proper procedure is in place for regular checking of the adequacy 

and effectiveness of the control environment. 
 

3. AUDIT 
 
POLICY – the CCG will keep an effective and independent internal audit 
function and fully comply with the requirements of external audit and other 
statutory reviews 
 

3.1. In line with the terms of reference for the Governing Body’s Audit 
Committee, the person appointed by the CCG to be responsible for 
internal audit and the Audit Commission appointed external auditor will 
have direct and unrestricted access to audit committee members and the 
chair of the Governing Body, Accountable Officer and Chief Finance 
Officer for any significant issues arising from audit work that management 
cannot resolve, and for all cases of fraud or serious irregularity. 

 
3.2. The person appointed by the CCG to be responsible for internal audit and 

the external auditor will have access to the Audit Committee and the 
Accountable Officer to review audit issues as appropriate. All Audit 
Committee members, the chair of the Governing Body and the 
Accountable Officer will have direct and unrestricted access to the Head 
of Internal Audit and external auditors.  
 

3.3. The Chief Finance Officer will ensure that: 
 

a) The CCG has a professional and technically competent internal audit 
function; and 

b) The Governing Body’s Audit Committee approves any changes to the 
provision or delivery of assurance services to the CCG.  

 
4. FRAUD AND CORRUPTION 

 
POLICY – the CCG requires all staff to always act honestly and with 
integrity to safeguard the public resources they are responsible for. The 
CCG will not tolerate any fraud perpetrated against it and will actively 
chase any loss suffered 
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4.1. The Governing Body’s Audit Committee will satisfy itself that the CCG has 

adequate arrangements in place for countering fraud and shall review the 
outcomes of counter fraud work. It shall also approve the counter fraud 
work programme. 

 
4.2. The Governing Body’s Audit Committee will ensure that the CCG has 

arrangements in place to work effectively with NHS Protect. 
 

5. EXPENDITURE CONTROL  
 

POLICY – the CCG will act effectively, efficiently and economically. It will 
perform its functions so as to ensure its expenditure does not exceed the 
aggregate of its allotments for the financial year, ensure its use of 
resources does not exceed the amount specified, including taking into 
account any directions issued in respect of specified types of resource 
use in a financial year, to ensure the CCG does not exceed an amount 
specified by NHS England 

 
5.1. The CCG is required by statutory provisions50 to ensure that its 

expenditure does not exceed the aggregate of allotments from NHS 
England and any other sums it has received and is legally allowed to 
spend.   
 

5.2. The Accountable Officer has overall executive responsibility for ensuring 
that the CCG complies with certain of its statutory obligations, including its 
financial and accounting obligations, and that it exercises its functions 
effectively, efficiently and economically and in a way which provides good 
value for money. 

 
5.3. The Chief Finance Officer will: 

 
a) Provide reports in the form required by NHS England; 
b) Ensure money drawn from NHS England is required for approved 

expenditure only is drawn down only at the time of need and follows 
best practice;  

c) Be responsible for ensuring that an adequate system of monitoring 
financial performance is in place to enable the CCG to fulfil its 
statutory responsibility not to exceed its expenditure limits, as set by 
direction of NHS England. 

 
6. ALLOTMENTS51  
 

POLICY – the CCG will ensure allotments are relevant, current and 
reasonable. 
 
 

                                                           
50  See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act 
51  See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act. 
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6.1. The CCG’s Chief Finance Officer will: 
 
a) Periodically review the basis and assumptions used by NHS England 

for distributing allotments and ensure that these are reasonable and 
realistic and secure the CCG’s entitlement to funds; 

b) Prior to the start of each financial year submit to the Governing Body 
for approval a report showing the total allocations received and their 
proposed distribution including any sums to be held in reserve; and 

c) Regularly update the Governing Body on significant changes to the 
initial allocation and the uses of such funds. 
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7. COMMISSIONING STRATEGY, BUDGETS, BUDGETARY 
CONTROL AND MONITORING 
 
POLICY – the CCG will produce and publish an annual commissioning 
plan52 that explains how it proposes to discharge its financial duties. The 
CCG will support this with comprehensive medium term financial plans 
and annual budgets 
 

7.1. The Accountable Officer will compile and submit to the Governing Body a 
commissioning strategy which takes into account financial targets and 
forecast limits of available resources. 

 
7.2. Prior to the start of the financial year the Chief Finance Officer will, on 

behalf of the Accountable Officer, prepare and submit budgets for 
approval by the Governing Body. 

 
7.3. The Chief Finance Officer shall monitor financial performance against 

budget and plan, periodically review them, and report to the Governing 
Body. This report should include explanations for variances. These 
variances must be based on any significant departures from agreed 
financial plans or budgets. 

 
7.4. The Accountable Officer is responsible for ensuring that information 

relating to the CCG’s accounts or to its income or expenditure, or its use 
of resources is provided to NHS England as requested. 
 

7.5. The Governing Body will approve consultation arrangements for the 
CCG’s commissioning plan53. 

  

                                                           
52  See section 14Z11 of the 2006 Act, inserted by section 26 of the 2012 Act. 
53  See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act 
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8. ANNUAL ACCOUNTS AND REPORTS 

 
POLICY – the CCG will produce and submit to NHS England accounts 
and reports in accordance with all statutory obligations54, relevant 
accounting standards and accounting best practice in the form and 
content and at the time required by NHS England 
 

8.1. The Chief Finance Officer will ensure the CCG: 
 

a) Prepares a timetable for producing the annual report and accounts 
and agrees it with external auditors and Governing Body; 

b) Prepares the accounts according to the timetable approved by the 
Governing Body; 

c) Complies with statutory requirements and relevant directions for the 
publication of annual report; 

d) Considers the external auditor’s management letter and fully address 
all issues within agreed timescales; and 

e) Publishes the external auditor’s management letter on the CCG’s 
website at http://www.northumberlandccg.nhs.uk. 

 
  

                                                           
54  See paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act. 

http://www.northumberlandccg.nhs.uk/
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9. INFORMATION TECHNOLOGY 

 
POLICY – the CCG will ensure the accuracy and security of the CCG’s 
computerised financial data 
 

9.1. The Chief Finance Officer is responsible for the accuracy and security of 
the CCG’s computerised financial data and shall 

 
a) Devise and implement any necessary procedures to ensure  

adequate (reasonable) protection of the CCG's data, programs  and 
computer hardware from accidental or intentional disclosure to 
unauthorised persons, deletion or modification, theft or damage, 
having due regard for the Data Protection Act 1998; 

b) Ensure that adequate (reasonable) controls exist over data entry, 
processing, storage, transmission and output to ensure security, 
privacy, accuracy, completeness, and timeliness of the data, as well 
as the efficient and effective operation of the system; 

c) Ensure that adequate controls exist such that the computer operation 
is separated from development, maintenance and amendment; 

d) Ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as the 
Chief Finance Officer may consider necessary are being carried out. 

 
9.2. In addition the Chief Finance Officer shall ensure that new financial 

systems and amendments to current financial systems are developed in a 
controlled manner and thoroughly tested prior to implementation.  Where 
this is undertaken by another organisation, assurances of adequacy must 
be obtained from them prior to implementation. 
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10. ACCOUNTING SYSTEMS 
 
POLICY – the CCG will run an accounting system that creates 
management and financial accounts 
 

10.1. The Chief Finance Officer will ensure: 
 

a) The CCG has suitable financial and other software to enable it to 
comply with these policies and any consolidation requirements of 
NHS England; 

b) That contracts for computer services for financial applications with 
another health organisation or any other agency shall clearly define 
the responsibility of all parties for the security, privacy, accuracy, 
completeness, and timeliness of data during processing, transmission 
and storage.  The contract should also ensure rights of access for 
audit purposes. 

 
10.2. Where another health organisation or any other agency provides a 

computer service for financial applications, the Chief Finance Officer shall 
periodically seek assurances that adequate controls are in operation. 
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11. BANK ACCOUNTS 

 
POLICY – the CCG will keep enough liquidity to meet its current 
commitments 
 

11.1. The Chief Finance Officer will:  
 

a) Review the banking arrangements of the CCG at regular intervals to 
ensure they are in accordance with Secretary of State directions55, 
best practice and represent best value for money; 

b) Manage the CCG's banking arrangements and advise the CCG on 
the provision of banking services and operation of accounts; 

c) Prepare detailed instructions on the operation of bank accounts. 
 

11.2. The Governing Body shall approve the banking arrangements. 
  

                                                           
55  See section 223H(3) of the NHS Act 2006, inserted by section 27 of the 2012 Act 
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12. INCOME, FEES AND CHARGES AND SECURITY OF CASH,   
CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS. 
 
POLICY – the CCG will  

• operate a sound system for prompt recording, invoicing and 
collection of all monies due 

• seek to maximise its potential to raise additional income only to the 
extent that it does not interfere with the performance of the CCG or 
its functions56 

• ensure its power to make grants and loans is used to discharge its 
functions effectively57 

 
12.1. The Chief Financial Officer is responsible for:  

 
a) Designing, maintaining and ensuring compliance with systems for the 

proper recording, invoicing, and collection and coding of all monies 
due; 

b) Establishing and maintaining systems and procedures for the secure 
handling of cash and other negotiable instruments; 

c) Approving and regularly reviewing the level of all fees and charges 
other than those determined by NHS England or by statute.  
Independent professional advice on matters of valuation shall be 
taken as necessary; 

d) For developing effective arrangements for making grants or loans. 
  

                                                           
56  See section 14Z5 of the 2006 Act, inserted by section 26 of the 2012 Act. 
57  See section 14Z6 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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13. TENDERING AND CONTRACTING PROCEDURE  

 
POLICY – the CCG: 
• will ensure proper competition that is legally compliant within all 

purchasing to ensure we incur only budgeted, approved and 
necessary spending 

• will seek value for money for all goods and services 
• shall ensure that competitive tenders are invited for 

o the supply of goods, materials and manufactured articles; 
o the rendering of services including all forms of management 

consultancy services (other than specialised services sought 
from or provided by the Department of Health); and 

o for the design, construction and maintenance of building and 
engineering works (including construction and maintenance of 
grounds and gardens) for disposals 

 
13.1. The CCG shall ensure that the firms / individuals invited to tender (and 

where appropriate, quote) are among those on approved lists or where 
necessary a framework agreement. Where in the opinion of the Chief 
Finance Officer it is desirable to seek tenders from firms not on the 
approved lists, the reason shall be recorded in writing to the Accountable 
Officer or the Governing Body. 
 

13.2. The Governing Body may only negotiate contracts on behalf of the CCG, 
and the CCG may only enter into contracts, within the statutory framework 
set up by the 2006 Act, as amended by the 2012 Act. Such contracts shall 
comply with: 
 
a) The CCG’s standing orders; 
b) The Public Contracts Regulation 2006, any successor legislation and 

any other applicable law; and 
c) Take into account as appropriate any applicable NHS England or the 

Independent Regulator of NHS Foundation Trusts (Monitor) guidance 
that does not conflict with (b) above. 

 
13.3. In all contracts entered into, the CCG shall endeavour to obtain best value 

for money.  The Accountable Officer shall nominate an individual who 
shall oversee and manage each contract on behalf of the CCG.  
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14. COMMISSIONING 

 
POLICY – working in partnership with relevant national and local 
stakeholders, the CCG will commission certain health services to meet the 
reasonable requirements of the persons for whom it has responsibility 
 

14.1. The CCG will coordinate its work with NHS England, other clinical 
commissioning groups, local providers of services, local authority(ies), 
including through Health & Wellbeing Boards, patients and their carers 
and the voluntary sector and others as appropriate to develop robust 
commissioning plans. 
 

14.2. The Accountable Officer will establish arrangements to ensure that regular 
reports are provided to the Governing Body detailing actual and forecast 
expenditure and activity for each contract.  
 

14.3. The Chief Finance Officer will maintain a system of financial monitoring to 
ensure the effective accounting of expenditure under contracts.  This 
should provide a suitable audit trail for all payments made under the 
contracts whilst maintaining patient confidentiality. 
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15. RISK MANAGEMENT AND INSURANCE  
 
POLICY – the CCG will put arrangements in place for evaluation and 
management of its risks 
 

15.1 The Accountable Officer shall ensure that the CCG has a programme of 
risk management, in accordance with current Department of Health 
assurance framework requirements, which must be approved and 
monitored by the Governing Body. 

 
  The programme of risk management shall include: 
 

a)  A process for identifying and quantifying risks and potential liabilities; 
b)   Engendering among all levels of staff a positive attitude towards the 

control of risk; 
c)   Management processes to ensure all significant risks and potential 

liabilities are addressed including effective systems of internal 
control, cost effective insurance cover, and decisions on the 
acceptable level of retained risk; 

d)    Contingency plans to offset the impact of adverse events; 
e)   Audit arrangements including; internal audit, clinical audit, health and 

safety review; 
f)    A clear indication of which risks shall be insured; 
g)   Arrangements to review the risk management programme. 

 
15.2 The existence, integration and evaluation of the above elements will assist in 

providing a basis to make a statement on the effectiveness of internal control 
within the Annual Report and Accounts as required by current Department of 
Health guidance. 
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16. PAYROLL  
 
POLICY – the CCG will put arrangements in place for an effective payroll 
service 
 

16.1. The Chief Finance Officer will ensure that the payroll service selected: 
 

a) Is supported by appropriate (i.e. contracted) terms and conditions; 
b) Has adequate internal controls and audit review processes; 
c) Has suitable arrangements for the collection of payroll deductions and 

payment of these to appropriate bodies. 
 
16.2. In addition the Chief Finance Officer shall set out comprehensive 

procedures for the effective processing of payroll 
 
17. NON-PAY EXPENDITURE 

 
POLICY – the CCG will seek to obtain the best value for money goods 
and services received 
 

17.1. The Governing Body will approve the level of non-pay expenditure on an 
annual basis and the Accountable Officer will determine the level of 
delegation to budget managers 
 

17.2. The Accountable Officer shall set out procedures on the seeking of 
professional advice regarding the supply of goods and services. 
 

17.3. The Chief Finance Officer will: 
 

a) Advise the Governing Body on the setting of thresholds above which 
quotations (competitive or otherwise) or formal tenders must be 
obtained; and, once approved, the thresholds should be incorporated 
in the scheme of reservation and delegation; 

b) Be responsible for the prompt payment of all properly authorised 
accounts and claims; 

c) Be responsible for designing and maintaining a system of verification, 
recording and payment of all amounts payable. 

  



 

 

NHS Northumberland Clinical Commissioning Group’s Constitution  - 100 - 
Version: v14 March 2018 

 
18. CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND 

SECURITY OF ASSETS 
 
POLICY – the CCG will put arrangements in place to manage capital 
investment,  maintain an asset register recording fixed assets and put in 
place polices to secure the safe storage of the CCG’s fixed assets 
 

18.1. The Accountable Officer will 
 
a) Ensure that there is an adequate appraisal and approval process in 

place for determining capital expenditure priorities and the effect of 
each proposal upon plans; 

b) Be responsible for the management of all stages of capital schemes 
and for ensuring that schemes are delivered on time and to cost; 

c) Shall ensure that the capital investment is not undertaken without 
confirmation of purchaser(s) support and the availability of resources 
to finance all revenue consequences, including capital charges; 

d) Be responsible for the maintenance of registers of assets, taking 
account of the advice of the Chief Finance Officer concerning the 
form of any register and the method of updating, and arranging for a 
physical check of assets against the asset register to be conducted 
once a year. 

 
18.2. The Chief Finance Officer will prepare detailed procedures for the 

disposals of assets.  
 
19. RETENTION OF RECORDS 

 
POLICY – the CCG will put arrangements in place to retain all records in 
accordance with NHS Code of Practice Records Management 2006 and 
other relevant notified guidance 
 

19.1. The Accountable Officer shall:   
 

a) Be responsible for maintaining all records required to be retained in 
accordance with NHS Code of Practice Records Management 2006 
and other relevant notified guidance; 

b) Ensure that arrangements are in place for effective responses to 
Freedom of Information requests; 

c) Publish and maintain a Freedom of Information Publication Scheme. 
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20. TRUST FUNDS AND TRUSTEES 

 
POLICY – the CCG will put arrangements in place to provide for the 
appointment of trustees if the CCG holds property on trust 
 

20.1. The Chief Finance Officer shall ensure that each trust fund which the 
CCG is responsible for managing is managed appropriately with regard to 
its purpose and to its requirements.  
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APPENDIX F - NOLAN PRINCIPLES 
 

The ‘Nolan Principles’ set out the ways in which holders of public office should 
behave in discharging their duties. The seven principles are: 

 
a) Selflessness – Holders of public office should act solely in terms of 

the public interest. They should not do so in order to gain financial or 
other benefits for themselves, their family or their friends. 

 
b) Integrity – Holders of public office should not place themselves under 

any financial or other obligation to outside individuals or organisations 
that might seek to influence them in the performance of their official 
duties. 

 
c) Objectivity – In carrying out public business, including making public 

appointments, awarding contracts, or recommending individuals for 
rewards and benefits, holders of public office should make choices on 
merit. 

 
d) Accountability – Holders of public office are accountable for their 

decisions and actions to the public and must submit themselves to 
whatever scrutiny is appropriate to their office. 

 
e) Openness – Holders of public office should be as open as possible 

about all the decisions and actions they take. They should give 
reasons for their decisions and restrict information only when the 
wider public interest clearly demands. 

 
f) Honesty – Holders of public office have a duty to declare any private 

interests relating to their public duties and to take steps to resolve any 
conflicts arising in a way that protects the public interest. 

 
g) Leadership – Holders of public office should promote and support 

these principles by leadership and example. 
 
 
Source: The First Report of the Committee on Standards in Public Life (1995)58  

                                                           
58  Available at http://www.public-standards.gov.uk/  

http://www.public-standards.gov.uk/
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APPENDIX G – NHS CONSTITUTION 
 
The NHS Constitution sets out seven key principles that guide the NHS in all it does:  
 
1. The NHS provides a comprehensive service, available to all - irrespective of 

gender, race, disability, age, sexual orientation, religion or belief.  It has a duty to each 
and every individual that it serves and must respect their human rights.  At the same 
time, it has a wider social duty to promote equality through the services it provides and 
to pay particular attention to groups or sections of society where improvements in 
health and life expectancy are not keeping pace with the rest of the population 

 
2. Access to NHS services is based on clinical need, not an individual’s ability to 

pay - NHS services are free of charge, except in limited circumstances sanctioned by 
Parliament. 

 
3. The NHS aspires to the highest standards of excellence and professionalism - in 

the provision of high-quality care that is safe, effective and focused on patient 
experience; in the planning and delivery of the clinical and other services it provides; in 
the people it employs and the education, training and development they receive; in the 
leadership and management of its organisations; and through its commitment to 
innovation and to the promotion and conduct of research to improve the current and 
future health and care of the population. 

 
4. NHS services must reflect the needs and preferences of patients, their families 

and their carers - patients, with their families and carers, where appropriate, will be 
involved in and consulted on all decisions about their care and treatment. 

 
5. The NHS works across organisational boundaries and in partnership with other 

organisations in the interest of patients, local communities and the wider 
population - the NHS is an integrated system of organisations and services bound 
together by the principles and values now reflected in the Constitution.  The NHS is 
committed to working jointly with local authorities and a wide range of other private, 
public and third sector organisations at national and local level to provide and deliver 
improvements in health and well-being 

 
6. The NHS is committed to providing best value for taxpayers’ money and the 

most cost-effective, fair and sustainable use of finite resources - public funds for 
healthcare will be devoted solely to the benefit of the people that the NHS serves  

 
7. The NHS is accountable to the public, communities and patients that it serves - 

the NHS is a national service funded through national taxation, and it is the 
Government which sets the framework for the NHS and which is accountable to 
Parliament for its operation.  However, most decisions in the NHS, especially those 
about the treatment of individuals and the detailed organisation of services, are rightly 
taken by the local NHS and by patients with their clinicians.  The system of 
responsibility and accountability for taking decisions in the NHS should be transparent 
and clear to the public, patients and staff.  The Government will ensure that there is 
always a clear and up-to-date statement of NHS accountability for this purpose 

 
Source:  The NHS Constitution: The NHS belongs to us all (March 2012)59  
 
                                                           
59 
 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132
961   

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961
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Governing Body  

Terms of Reference 

1. Introduction 
 
These terms of reference set out the membership, remit, responsibilities and reporting 
arrangements of the Governing Body and shall have effect as if incorporated into the 
group’s constitution and standing orders.  
 
The Governing Body is responsible for the delivery of CCG’s strategic statutory 
functions as delegated by the CCG’s members.  It is supported by the Clinical 
Management Board whose role is to support the CCG, the Governing Body and the 
Accountable Officer in the discharge of their functions.  The Clinical Management Board 
provides day to day operational management direction.  The board will refer strategic 
decisions or those that may give rise to significant qualitative, reputational or financial 
risk to Governing Body.    
 

2. Principal Function 
 

The Governing Body provides the CCG with an independent and objective of view the 
CCG’s arrangements to exercise its functions effectively, efficiently and economically 
and in accordance with the group’s principles of good governance.  It has functions 
conferred on it by sections 14L(2) and (3) of the 2006 National Health Service Act, 
inserted by section 25 of the 2012 Health and Social Care Act. 
 

3. Membership  
 

The membership of the Governing Body will consist of: 
 

• The CCG Lay Chair 
• Two Lay Governors:  

o Lead on audit and conflict of interest matters 
o Lead on corporate finance and patient and public involvement 

• The Clinical Director of Primary Care (Deputy Chair 
• The Clinical Director of Commissioning 
• Four Locality Directors  
• One registered nurse 
• One secondary care specialist doctor 
• The Accountable Officer 
• The Chief Finance Officer  
• The Chief Operating Officer 
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The Governing Body will be chaired by the Lay Chair.  If the chair is absent from the 
meeting, the deputy chair will preside. 
  
Other officers, employees, and practice representatives of the CCG may be invited to 
attend all or part of meetings of the Governing Body to provide advice or support 
particular discussions.  The Governing Body will extend an invitation to the Director of 
Public Health to every meeting.  Those invited to attend will not be entitled to vote. 
 

4. Secretarial support 
 
Secretarial support to the committee will be provided by the CCG’s Business Support 
Team. 
 

5. Quorum 
 
Six members are needed for the governing body to be quorate, including at least the 
following:  
 
• Two of the Lay Chair/Governors 
• The Clinical Director of Primary Care and two Locality Directors  
• Either the Accountable Officer, Chief Operating Officer or the Chief Finance Officer  
 

6. Frequency of meetings 
 

Meetings of the Governing Body will normally be held monthly, and not less than 10 
times per financial year. There will be no more than two months between meetings.  A 
minimum of four meetings each year will be held in public. 
 
Members will be expected to attend each meeting.  
 
In exceptional circumstances and where agreed in advance by the chair, members of 
the Governing Body 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. Agendas and papers 
 
The agenda for meetings of the Governing Body will be set by the chair. 
 
The agenda and papers for meetings of the Governing 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.  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. 
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Agendas and certain papers– including details about meeting dates, times and venues - 
will be published on the CCG’s website at www.northumberlandccg.nhs.uk, and 
available for inspection at the CCG’s headquarters. Copies will also be available by post 
or email from the group’s Strategic Head of Corporate Affairs at the CCG’s 
headquarters. 
 

8. Remit and responsibilities of the committee 
 
The Governing Body has the functions conferred on it by sections 14L(2) and (3) of the 
2006 Act, inserted by section 25 of the 2012 Act, together with any other functions 
connected with its main functions as may be specified in regulations or in the CCG’s 
constitution.  With the exception of those functions reserved to the CCG’s membership 
the primary roles of the Governing Body are: 
 

• Approving the CCG’s vision, strategy and annual commissioning plan 
• Leading on all governance, assurance openness and transparency matters 
• Securing continuous improvements in the standards and outcomes of care 
• Financial and risk management 
• Jointly publishing, with the CCG’s membership, the CCG annual report and 

accounts 
• Where not specified in the ToRs of the Governing Body committees and boards, 

receiving the minutes of meetings of joint or collaborative arrangements between 
the CCG and other statutory bodies 

 
       Specifically the Governing Body: 
 

• Ensures the efficient and effective use of CCG resources  
• Ensures that the CCG does not exceed it delegated budget while delivering its 

agreed strategic objectives and performance target achievement 
• Seeks assurance on the delivery of the QIPP programme 
• Ensures that services for the population of Northumberland are commissioned in 

a way which delivers improved health, better outcomes and patient experience, 
efficiency and reduced health  

• Continually reviews and improves performance in relation to health outcomes, 
nationally and locally agreed performance targets 

• Gains assurance from the Clinical Management Board that services are safe, 
high quality and sustainable 

• Ensures continuous and meaningful engagement with the public and patients in 
the planning, delivery and prioritisation of services 

• Ensures that planning, prioritisation and decision making is transparent, equitable 
and auditable  

 
9. Reporting arrangements 

 
The Governing Body reports to the CCG.  The CCG’s governance organogram is below: 
 



4 
Reviewed July 2016.  Next review due: September 2018 

 
 

10. Decision making  
 

Chapter 6 of the CCG’s constitution, together with the scheme of reservation and 
delegation, sets out the governing structure for the exercise of the CCG’s statutory 
functions. Generally it is expected that at the governing body’s meetings decisions will 
be reached by consensus. Should this not be possible then a vote will be required.  
Where there is no majority the chair will have the casting vote. 

 
11. Chair's ruling  

 
The decision of the chair of the Governing Body on questions of order, relevancy and 
regularity and their interpretation of the constitution, standing orders, scheme of 
reservation and delegation and prime financial policies at the meeting, shall be final.  
 

12. Minutes  
 

Minutes of the Governing Body (excluding any minutes relating to a confidential issue or 
where publicity on a matter would be prejudicial to the public interest) will be published 
on the CCG’s website at www.northumberlandccg.nhs.uk, and available for inspection 
at the CCG’s headquarters. Copies will also be available by post or email from the 
CCG’s Strategic Head of Corporate Affairs at the CCG’s headquarters.  
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13. Policy and best practice 

 
The Governing Body 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 the group’s policy and procedures for the declaration of interests 

 
The Governing Body will have full authority to commission any reports or surveys it 
deems necessary to help it fulfil its obligations. 
 

14. Conduct of the committee 
 
All members of the Governing Body and participants in its meetings will comply with the 
Standards of Business Conduct for NHS Staff, the NHS Code of Conduct, and the 
Nolan principles. 
 
The Governing Body 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 for approval. No changes to 
these terms of reference will be effective unless and until they are agreed by the CCG. 
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Clinical Management Board  

Terms of Reference 
 

1. Introduction 
 
The Clinical Management Board is established as a board of NHS Northumberland 
Clinical Commissioning Group’s (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 Management Board and shall have effect as if 
incorporated into the group’s constitution and standing orders.  
 

2. Principal Function 
 
The Clinical Management Board assists the Governing Body in its duties to promote 
a comprehensive health service, reduce inequalities and promote innovation. 
 
The Clinical Management Board, 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 Management Board 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: 
  

• Clinical Director of Primary Care  
• Clinical Director of Commissioning 
• 4 Locality Directors 
• Director of Nursing, Quality and Patient Safety   
• Accountable Officer 
• Chief Operating Officer 
• Chief Finance Officer  
• Director of Commissioning and PMO 
• Strategic Head of Corporate Affairs  
• Public Health Consultant 
• Other members may be co-opted 
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Meetings will be chaired by the Clinical Director of Primary Care. In the absence of 
the Clinical Director of Primary Care the meetings will be chaired by the Accountable 
Officer. 
 
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.  
 

4. Secretarial support 
 
Secretarial support will be provided by the CCG’s Business Support Team.  
 

5. Quoracy and Decision Making 
 
The Clinical Management Board Executive has the authority to make operational 
decisions within the scope of these Terms of Reference. Strategic decisions or those 
that may give rise to significant qualitative, reputational or financial risk must be 
referred to Governing Body for decision.  
 
Five members are needed for the meeting to be quorate, and must include at least 
the Clinical Director of Primary Care, the Accountable Officer or Chief Operating 
Officer, the Chief Finance Officer and two other GPs.  Any individual in a formal 
acting up role may count towards the forum.   
  
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 chair of the meeting will have a second, and casting vote. 
 
Should there be a conflict of interest that would require key members of the Board to 
withdraw from the meeting itself or be deemed ineligible to be involved in the 
discussion/decision then an alternative quoracy would apply.  This would be three 
members of the senior leadership team (which could include clinicians but not 
member practice GPs if the subject matter is primary care provision) 
 

6. Frequency of meetings 
 
Meetings of the Clinical Management Board will normally be monthly, not less than 
10 times per financial year. There will be no more than 8 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 Management Board 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. 
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7. Agendas and papers 
 
The agenda for meetings of the Clinical Management Board will be set by the chair. 
 
The agenda and papers for meetings of the Clinical Management Board 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. 
 

8. Remit and responsibilities 
 
The Clinical Management Board will be responsible for providing day to day 
operational management overarching direction for the successful delivery of the 
objectives of the CCG: 
 
8.1 Clinical Direction & Engagement 
 

i. Preparing and recommending the strategy and annual commissioning plan for 
the Governing Body to consider and approve;  

ii. Formulating and recommending service change and development arising out 
of the strategy; 

iii. Preparing and recommending to the Governing Body the Organisational 
Development Plan and enabling strategies including the Communications and 
Engagement Strategy; 

iv. 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; 

v. Developing and maintaining effective working arrangements with the 
Northumberland CCG localities to support the commissioning and delivery of 
high quality, safe, value for money and effective services; 

vi. Establishing 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 

vii. 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 

i. 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; 

ii. Ensuring the co-ordination and monitoring of the CCG’s clinical work 
programme, in delivery of the CCG’s annual commissioning plan; 

iii. Maintaining oversight of the CCG’s performance against its financial and non-
financial targets including QIPP; 
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iv. Oversight of implementation of disinvestment  programmes and QIPP 
delivery;  

v. Approval of budgets, business cases, procurements and contract variations 
up to £250K where: 

• these fall within the remit of this committee;  
• where the scheme of delegation permits; 
• subject to the restrictions at para 5; and  
• subject to compliance with the CCG’s financial policies.   

vi. Leading the delivery of the CCG educational programme; 
vii. To receive a Medicines Management report at least annually; 
viii. Preparing the CCG’s annual report for the audit committee to consider and 

approve and recommend to the Governing Body; 
ix. Approving the CCG’s operational procedures; 
x. Overseeing and managing the contract and annual work plan with the CCG’s 

commissioning support services provider; and 
xi. Review risks, assurance and controls relevant to the Clinical Management 

Board (and as aligned to corporate objectives). 
 

9. Reporting arrangements 
 
The CCG’s governance organogram is below:  
 

 
The Clinical Management Board reports to the Governing Body. The board will 
provide a report to the meeting of the Governing Body following each meeting, 
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unless that meeting is within 10 working days of the board in which case the board 
will provide a report to the following meeting of the Governing Body. 
 
Minutes of the board will be received formally at the same meeting of the Governing 
Body as the committee’s report. 
 
The Governing Body will hold the board to account for the delivery of its remit and 
responsibilities.  
 

10. Authority 
 
The Clinical Management Board will have full authority to commission any reports or 
surveys it deems necessary to help it fulfil its obligations. 
 
The Clinical Management Board will establish such sub-groups to assist with the 
delivery of its delegated responsibilities and progress its work as it sees fit.  
 

11. Conduct  
 
All members of the Clinical Management Board 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. 
 
The Clinical Management Board will apply best practice in its operational decision 
making, and in particular it will ensure that decisions are based on clear and 
transparent criteria. 
 

12. Date of Review 
 
The Clinical Management Board will review its performance, membership and  
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. 
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Corporate Finance Committee  

Terms of Reference 
 

1. Introduction 
 
The Corporate Finance Committee is established as a Committee of NHS 
Northumberland Clinical Commissioning Group’s (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 Corporate Finance Committee and shall have effect 
as if incorporated into the group’s constitution and standing orders.  
 

2. Principal Function 
 
The Corporate Finance Committee assists the Governing Body in its duty to act 
efficiently, effectively and economically.  The committee oversees the current and 
projected financial position of the CCG and ensures cohesive and coordinated 
planning and effective delivery of the CCG’s annual QIPP plan.  It also assures the 
Governing Body that the CCG has sufficient capacity and capability to deliver its 
strategic objectives.  The Corporate Finance Committee is not a decision making 
committee.  
 

3. Membership 
 
The membership of the committee will consist of: 
  

• Lay Chair for corporate finance and patient and public involvement   
• Lay Governor for audit and conflict of interest 
• Clinical Director of Primary Care 
• Business Director (Finance and Commissioning) 
• Accountable Officer 
• Chief Operating Officer 
• Chief Finance Officer 
• Director of Nursing, Quality and Patient Safety   
• System Lead for Service Delivery   
• Head of Contracting and Commissioning 

 
Meetings will be chaired by the Lay Chair for corporate finance and patient and 
public engagement.  In the absence of the chair the meetings will be chaired by the 
Lay Governor for audit and conflict of interest. 
 
The chair has the responsibility to ensure that the committee obtains appropriate 
advice and uses all available evidence in the exercise of its functions and uses 
evidence .   
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CCG officers, employees and other individuals may be invited to attend all or part of 
meetings of the committee to provide advice or support a particular discussion.  

4. Secretarial support 
 
Secretarial support will be provided by the CCG’s Business Support Team.  
 

5. Quoracy and Decision Making 
 
The Corporate Finance Committee is not a decision making committee.  If the 
committee determine that a decision needs to be taken it will refer the issue to either 
the Governing Body or Clinical Management Board; dependant on the level of 
decision required and adhering to the CCG’s Financial Scheme of Delegation.  
 
Although not a decision making committee the meetings will require quoracy to 
ensure that issues can be fully discussed and appropriate recommendations made to 
either the Governing Body or the Clinical Management Board. Four members are 
needed for the meeting to be quorate, and must include at least the following: 
 

• Either the Chair, Lay Member for Audit and Conflicts of Interest or the Chief 
Finance Officer  

• Either the Clinical Director of Primary Care or the Business Director (Finance 
and Commissioning) 

• Either the Accountable Officer or Chief Operating Officer 
• Either the Director of Nursing, Quality and Patient Safety or the System Lead 

for Service Delivery    
 
Generally it is expected that recommendations 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 Chair of the meeting will have a second, and casting vote. 
 

6. Frequency of meetings 
 
Meetings of the Corporate Finance Committee will normally be monthly, not less 
than 10 times per financial year. There will be no more than 8 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 Corporate Finance 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. 
 

7. Agendas and papers 
 
The agenda for meetings of the Corporate Finance Committee will be set by the 
chair. 
 
The agenda and papers for meetings of the Corporate Finance Committee will be 
distributed 3 working days in advance of the meeting. Items for the agenda should 
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be notified to the chair 10 working days in advance of each meeting. The setting of 
agendas for, and minutes of, each meeting should identify where discussion should 
rightly be recorded as being of a confidential or commercially sensitive nature. 
 

8. Remit and responsibilities 
 
The Corporate Finance Committee is responsible for: 
 

• Strategy   
o Oversee the development and implementation of sustainable system plans 

that will achieve financial targets including detailed QIPP plans      
o Ensure that the CCG continues to have sufficient capacity and capability to 

deliver its required outputs 
o Ensure that the CCG plans take full account of the Sustainability and 

Transformation programmes of work  
• Financial Performance  

o Provide challenge on the CCG’s current and projected financial position    
o Review the ongoing overall financial position of the CCG and provide 

assurance to the Governing Body that the projected outturn is deliverable 
o Monitor QIPP plan delivery and the implementation of disinvestment 

programmes 
o Make recommendations to either Governing Body or the Clinical 

Management Board (adhering to CCG’s Financial Scheme of Delegation) 
after considering new QIPP plan proposals or the closure of schemes of 
no added value or when benefits have been realised  

o Perform QIPP Deep Dives into areas of emerging concern 
o Escalate areas of financial concern to Governing Body as required   
o Continually review risks, assurance and controls 

• Procurement 
o Oversee the development and implementation of CCG procurements 

• Assurance  
o Provide overall assurance to the Governing Body that the CCG’s projected 

financial position and in-year QIPP programme is deliverable and that the 
CCG is adequately resourced in terms of workforce 

 
9. Reporting arrangements 

 
The CCG’s governance organogram is below:  
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The Corporate Finance Committee reports to the Governing Body. The Committee 
will provide a report to the meeting of the Governing Body following each meeting, 
unless that meeting is within 10 working days of the committee in which case the 
committee will provide a report to the following meeting of the Governing Body. 
 
Key points from the committee will be received formally at the next meeting of the 
Governing Body.  Full minutes from the committee will be received by the Governing 
Body after they have been produced.. 
 
The Governing Body will hold the committee to account for the delivery of its remit 
and responsibilities.  
 

10. Authority 
 
The Corporate Finance Committee will have full authority to commission any reports 
or surveys it deems necessary to help it fulfil its obligations. 
 

11. Conduct  
 
All members of the Corporate Finance 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 
Interest which incorporates the Nolan Principles. 
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The Corporate Finance Committee will apply best practice when considering 
operational recommendations, and in particular it will ensure that recommendations 
are based on clear and transparent criteria. 
 

12. Date of Review 
 
The Corporate Finance Committee will review its performance, membership and 
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.  
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Operational Scheme of Delegation (Financial) 

• The limits contained in this document are the lowest level to which authority is delegated. 
• Amendments to the Scheme Of Delegation are subject to Governing Body approval. 
• All procedures shall comply with the Prime Financial Policies (PFPs) and Detailed Financial 

Policies (DFPs). 

Delegated Matter Level of authority delegated to 

1. Budgetary approval 
• Approval of new budgets for any new investments (including planning proposals as well as 

any additional in-year spending). 
• Revisions to the value of existing budgets (this includes planned increases and decreases). 
• Revisions to the use or purpose of existing budgets (technically referred to as virement). 

a) Approval of new budgets or revisions or 
variations up to £250,000 

Clinical Management Board 

b) Approval of new budgets or revisions or 
variations over £250,000 

Governing Body 

c) Exceptional items of expenditure for 
which no specific budget has been 
approved (eg emergency payments) 

Accountable Officer and Chief Finance Officer 

2. Management of budgets 
• Responsibility of keeping expenditure within budgets.  
• Note that authority to spend is only extended where an approved budget is available. 

a) At individual budget level Budget Manager 

b) At service level Executive Director 

c) For the totality of CCG delegated 
budgets 

Accountable Officer 

d) Authorisation of contract over 
performance payments 

Accountable Officer and Chief Finance Officer 

3. Requisitioning, ordering, invoice 
approval and payment for goods & 
services 

Please refer to approval schedule 

4. Management of banking arrangements Chief Finance Officer 

5. Income, Fees and Charges and Security 
Of Cash, Cheques And Other Negotiable 
Instruments 

Chief Finance Officer 

6. Discretionary Grants to Local 
Authorities and Voluntary Bodies 

Chief Finance Officer 

7. Stores and receipt of goods Accountable Officer and Chief Finance Officer 

8. Disposals and Condemnations, Losses and Special Payments 

a) Disposals and Condemnations Chief Finance Officer 

b) Losses and Special Payments Governing Body 
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9. Tendering and contracting 

c) Invitation to tender Accountable Officer or nominated Manager 

d) Receipt and safe custody of tenders Accountable Officer or nominated Manager 

e) Opening tenders up to £500,000 Two senior managers designated by the 
Accountable Officer not from the originating 
department 

f) Opening tenders over £500,000 An executive director will be required to be one 
of the two approved persons present for the 
opening of tenders estimated above £500,000 

g) Admissibility Accountable Officer and Chief Finance Officer 

h) Acceptance of late tenders Accountable Officer or nominated Manager 

i) Obtaining competitive quotations Accountable Officer or nominated Manager 

j) Obtaining non-competitive quotations Accountable Officer or nominated Manager 

k) Waiving of quotations and tenders 
subject to PFPs and DFPs 

Accountable Officer and Chief Finance Officer 

10. Commissioning of services and entering 
into service level agreements 

Accountable Officer and Chief Finance Officer 

11. Terms of service, allowances and payment of members of the CCG Governing Body, CMB 
and employees 

• In accordance with PFPs the Governing Body shall establish a Appointments and 
Remuneration Committee 

• The ARC shall make such recommendations to the Governing Body on the remuneration and 
terms of service of officer members of the Governing Body and JLEB members (and other 
senior employees) 

• The Governing Body shall take decisions on remuneration and terms of service using the 
ARC’s reports as the basis for their decisions 

a) Variations to the Funded Establishment Accountable Officer and Chief Finance Officer 

b) Staff Appointments Accountable Officer and Chief Finance Officer 

c) Processing Payroll Chief Finance Officer 

d) Issuing Contracts of Employment Executive Director 

12. Capital investment, private financing, fixed asset registers and security of assets 

a) Capital Investment Accountable Officer and Chief Finance Officer in 
accordance with the with the PFPs and DFPs 

b) Private Finance Chief Finance Officer 

c) Asset Registers Accountable Officer and Chief Finance Officer 

d) Security of Assets Accountable Officer 

13. Information Technology Chief Finance Officer 

14. Retention of records Accountable Officer 

15. Acceptance of gifts by staff Chief Finance Officer 
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Operational Scheme of Delegation 

 
CCG Lay Chair 

 
 
 
 

  
C
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G
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Strategic Partnerships across the local health economy   
 
Lead, working with the Accountable Officer, for setting and monitoring the strategic direction of the CCG  
 
Lead for assessing the impact of the CCG’s leadership and commissioning plan on patient care, the wider 
population and the best use of resources  
 
Effective governance compliance for statutory boards and committees 
 
Assurance on quality and safety of commissioned services and clinical effectiveness  
 
Strategic engagement lead with NHS England 
 
Chair of the CCG’s Governing Body  
 
Chair of the Primary Care Commissioning Committee 
 
 
Effective independent lay view of the commissioning of care for the Northumberland population 
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Accountable Officer 
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Lead for the NHS Constitution 
 
Chair the Executive Management Group 
 
 
Named organisational lead for Health and Safety 
 
Authorisation of any claims or legal proceedings  
 
Named organisational lead for Freedom of Information 
 
Ensure that the CCG has capability and capacity to meet its duties and responsibilities 
 
CCG lead for established Joint Committees 
 
Member of the System Transformation Board – which holds the system to account at CEO level  
 
Ensuring that the CCG fulfils its duties to function effectively, economically and efficiently  
 
Ensure that the regularity and probity of expenditure is discharged   
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Chief Operating Officer  
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Senior representative on the Health and Wellbeing Board  
Deputy to Accountable Officer 
Lead for sustainability and transformation 
Lead for: 

• Data Protection 
• Equality, Diversity and Human Rights 
• Patient choice in commissioning 
• Strategic Risk Management 
• Health and Safety– nominated Director accountable to the Accountable Officer 
• CCG Corporate IT strategy   

 
Lead for strategic planning including commissioning intentions, annual operating and delivery plans 
 
Member of the System Transformation Board – which holds the system to account at CEO level 
 
Director lead for NHS England assurance processes 
 
Lead for emergency planning and resilience including winter planning and resilience; also a member of the 
CCG on call rota 
 
Lead for CCG level performance against NHS Constitutional Standards and NHS Outcomes Framework  
 
Lead for continuous development of the CCG 
 
Director lead for the commissioning of Primary Medical Services including corporate oversight of the Primary 
Care Commissioning Committee  
Oversight of duties relating to Patient, Carer, Public and stakeholder involvement, ensuring effective public 
consultations and links to OSC  
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Chief Finance Officer   
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Accountable for and achievement of all financial duties for the CCG   
Lead for primary medical services finance 
Lead for development of QIPP plans 
Financial management and financial oversight of all contracts including those in which the CCG is a joint-
commissioner 
Financial strategy and planning including effective financial management for all aspects of CCG’s 
responsibilities, including the capital programme  
Ensures effective internal and external audit 
 
Lead for financial governance and financial risk management, including fraud 
 
Lead for commissioning support services including oversight of arrangements with NECS, KPIs, 
Procurement/SLA/contractual arrangements 
 
Oversight of contracting processes – working closely with NECS provider management team as required 
Lead for key financial discussions/negotiations 
 
Lead for Better Care Fund financial issues 
Initial consideration of CCG business cases prior to consideration by the Corporate Finance Committee 
 
Senior Information Responsible Officer 
Lead Officer for Audit Committee 
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Clinical Director of Primary Care  
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Clinical Leadership across the local health economy – with particular emphasis on Primary Care  
Deputy Chair of the Governing Body 
Clinical lead for regional and national working, including the CCG Forum 
Clinical lead, working with Locality Directors, for engagement with Member practices 
 
Clinical lead (working with COO) for setting of work plans that deliver the CCG’s Commissioning Plan 
 
Lead for evaluation of impact of clinical leadership in the CCG 
 
Lead on promotion of education and training 
 
Lead on promotion of research and use of research   
 
Lead for the IFR system in conjunction with other CCGs 
 
Member of the System Transformation Board – which holds the system to account at CEO level 
 
Clinical representative for CCG on Health and Wellbeing Board 
 
Chair the Clinical Management Board 
 
Lead for the promotion of innovation 
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Clinical Director of Commissioning  
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Assurance on the quality and safety of commissioned care services  
 
Lead for all clinical commissioning  
 
 
Lead for the development of strong working relationships across the local healthcare economy 
 
 
Governing Body member and advisor on clinical commissioning issues 
   
 
Clinical Management Board member 
 
Director lead for developing the vision and strategy for improving and delivering improvements in system 
healthcare 
 
Lead for the IFR system in conjunction with other CCGs 
 
Clinical lead for ensuring that the CCG fulfils its duties to function effectively, economically and efficiently 
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Locality Directors 
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Central Locality 
Director (John 
Warrington) 
 
• Caldicott Guardian 
• Business Director 

for Finance and 
Commissioning 

• Lead for IFRs 
• Elective Care Lead 
• Blyth Valley (Paula 

Batsford) Long 
Term condition 
Adult mental health 

• West (Ben Frankel) 
Newcastle contract and 
demand management 
• North (Charles 

Dean) 
Liaison between 
primary and secondary 
care 

All locality Directors perform the following functions: 
 

• Member of Governing Body providing strategic clinical leadership and expertise to 
the CCG’s decision making and commissioning plan 

• Member of the Clinical Management Board 
• Locality lead 
• Engagement with localities to build member engagement and participation in the 

delivery of the CCG’s commissioning plan 
• Engagement to support primary care provider sustainability and development as 

appropriate (delivery of the GP Five Year Forward Plan) 
• Member of the System Transformation Delivery Board (shared function) 
• Leads for specific clinical domains – range based on clinical and commissioning 

needs of the CCG but including: 
o Non-elective 
o Prevention 
o Cancer 
o LTC 
o MH 
o LD 
o Variation 
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Director of Nursing, Quality and Patient Safety  
 

 Professional lead for CCG and primary care nurses 

 Assurance on the quality and safety of commissioned services including primary care 
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 CCG representative on Quality Review Groups  
 
 Lead the development and monitoring of CQUINs across the CCG’s provider organisations 
 
CCG Director lead for quality in primary medical services  
 
Lead for specific NHS Constitutional and NHS Outcomes Framework standards with a quality or patient 
safety focus 
 
Director  of Infection Prevention and Control (DIPC) 
 
Responsible for children and adult safeguarding, and Looked After Children  
 
Chair of the Quality Safety Group 
 
 CCG Director for SEND 
Director for Mental Health and Learning Disabilities  
Executive Director for CHC  
Chair of  the Quality and Equality Impact Panel 
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Clinicians commissioning healthcare 
for the people of Northumberland 

 
 
Meeting title Governing Body  

 
Date 25 April 2018  

 
Agenda item 6   

 
Report title Chief Operating Officer Report 

 
Report author Chief Operating Officer 

 
Sponsor Chief Operating Officer 

 
Private or Public agenda 
 

Public 
 

NHS classification Official  
 

Purpose (tick one only) 
 

Information only 
 

 
 

Development/Discussion 
 

 

Decision/Action 
 

 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 
resources 

 
 

Ensure the delivery of safe, high quality services that 
deliver the best outcomes 

 
 

Create joined up pathways within and across 
organisations to deliver seamless care 

 

Deliver clinically led health services that are focused 
on individual and wider population needs and based 
on evidence. 

 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

NA but elements (governance and Locality Directors) discussed 
with the CCG’s membership    

QIPP  
Risks  Strategic Risk 946 – Financial Balance 

Strategic Risk 403 – Member Engagement 
Resource implications N/A 
Consultation/engagement  Locality clinical engagement 
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Quality and Equality impact 
assessment  

Attached  

Research N/A 
Legal implications  N/A 
Impact on carers N/A 
Sustainability implications N/A 
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QUALITY and EQUALITY IMPACT ASSESSMENT 
1. Project Name Chief  Operating Officer Report  

2. Project Lead Director Lead Project Lead Clinical Lead 
Chief Operating 
Officer 

Chief Operating Officer NA 

3. Project Overview &  
    Objective 

Provide an operational update to Governing Body  

4. Quality Impact  
    Assessment 

Impact Details Pos/ Neg C L Scores 
 

Mitigation / Control 

   Patient Safety NA      
   Clinical Effectiveness  NA      
   Patient Experience  NA      
 Others including   
 reputation, information     
governance and etc. 

NA      

5.Equality Impact  
    Assessment 

Impact Details Pos/ Neg C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one of 
the protected 
characteristics as defined 
in the Equality Act 2010? 

NA      

What is the impact on 
health inequalities in 
terms of access to 
services and outcomes 
achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in 
the National Health 
Service Act 2006 as 
amended by the Health 
and Social Care Act 
2012), for example 
health inequalities due to 
differences in 
socioeconomic 
circumstances? 

NA      

6. Research  
Reference to relevant 
local and national 
research as appropriate. 

NA 

7. Metrics 
Sensitive to the impacts 
or risks on quality and 

Impact Descriptors Baseline Metrics Target 
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equality and can be used 
for ongoing monitoring. 

   

8. Completed By  Signature Printed 
Name 

Date 

 
Chief Operating Officer  
 

 

S BROWN 20/04/18 

Additional Relevant Information: 
 
 
 

   

8. Clinical Lead Approval by  Signature Printed 
Name 

Date 

Clinical Director of Primary Care 

 

D Shovlin  20/04/18 

Additional Relevant Information: 
 
 
 
 

   

9. Reviewed By  Signature Printed 
Name 

Date 

    

Comments   
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Governing Body   
25 April 2018 
Agenda Item: 6 
Chief Operating Officer Report  
Sponsor: Chief Operating Officer 
 
Members of the Governing Body are asked to:  
 
1. Consider the report and provide comment.  

 
Purpose  
 
This report provides a Governing Body updates on significant meetings and developments in 
NHS Northumberland Clinical Commissioning Group (CCG). Any important clinical issues that 
members need to be sighted on will be addressed specifically in the Clinical Management 
Board report later on today’s Governing Body agenda. 
 
Background 
 
The time period that this report covers is one of the most significant of the CCG’s financial year 
covering the year end for 2017/18 and the start of the 2018/19 financial year. 
 
Year End Financial Position and Financial Recovery Planning for 2018/19 
 
The CCG is now entering its second year of financial recovery; and is on target to deliver its 
financial control total of £20.3m deficit for 2017/18 (subject to external audit), driven by a 
successful programme of financial recovery which has delivered £15.8m in savings (against a 
target of £17.4m, of which the remaining £1.6m will be covered by reserves). This is a 
significant achievement of 91% delivery of the total financial recovery programme.  
 
The challenge now is to repeat the ambition of the 2017/18 QIPP programme and deliver 
£17.8m in order to achieve the CCG’s financial control total of £6.0m deficit (which will then be 
offset by the Commissioning Support Fund to reach breakeven position). 
 
The CCG has developed a comprehensive financial recovery programme of work with delivery 
already well underway across the CCG delivery teams. The main focus areas are system 
variation, demand management, best use of assets through the development of a robust 
clinical strategy that delivers greater out of hospital models of care; and structured 
collaboration and procurement opportunities. 
 
NHS England Assurance Meeting 
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The senior CCG team met with NHS England (NHSE) Directors on 9 April 2018, as part of the 
quarterly assurance process. The meeting covered a wide range of CCG performance areas 
including financials, governance, CCG and provider performance and quality issues, CCG 
leadership and system working. NHSE will now assess the CCG’s performance rating for the 
2017/18 year and publish this in the coming months.  
 
Headlines from the meeting include: 
 

• The CCG’s focus must remain on financial recovery and creating a sustainable 
Northumberland system for the future  

• There are significant challenges in the 2018/19 planning guidelines that the CCG needs 
to work through – in particular the Mental Health Investment Standard, the national 
request to be able to deliver more growth in secondary care activity if required, and 
primary care growth which is higher than allocation 

• Risk assessment of the deliverability (with mitigations) of the financial recovery 
programme is essential 

• The CCG must continue to be part of wider system working discussions to find 
economies of scale and opportunities to do things once where that is practical 

• While overall the quality and performance of services is high, the CCG needs to remains 
sighted on performance areas of concern such as Cancer 62 day waits, Children and 
Young People’s Services; and urgent care and ambulance performance 

• The CCG must deliver its Improvement Plan in entirety, building on the work underway 
to identify new clinical leaders, build capacity, strengthen governance and deliver the 
operational plan which has the CCG vision, objectives and values firmly embedded. 

 
The new Constitution and Governing Body Workshop 
 
April 2018 marks the start date for the CCG’s new Constitution, of which this meeting is the 
inaugural Governing Body meeting.  In order to prepare the leadership team for this challenge, 
PricewaterhouseCoopers (PwC) and Optum, two companies delivering the Commissioning 
Capability Programme for the CCG (Commissioned nationally by NHS England), delivered a 
workshop with Governing Body members to explore the function and purpose of Governing 
Body, as well as members’ roles, maintaining an action focus, how to get assurance of delivery 
and assess the true impact that the CCG is having. This is part of a wider programme of work 
to equip the CCG with the skills and tools it needs to be successful. The CCG is keen to get 
feedback on the usefulness of this programme and how it can be tailored to need. 
 
Locality Director Roles and wider Clinical Leadership  
 
The CCG has spent the last month recruiting to the three locality Director Roles for the North, 
the West and Blyth Valley; though a process of expressions of interest, locality member 
practice voting and interview. The newly appointed Locality Directors (Paula Batsford – Blyth 
Valley, Ben Frankel – West, Charles Dean – North) are here as full members of Governing 
Body today and the CCG welcomes them.  
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Two of the other pivotal clinical lead roles for the CCG have also been progressed.  Dr David 
Shovlin has been confirmed as the Acting Clinical Director of Primary Care and will have a role 
providing clinical advice to the CCG and representing the CCG at regional levels, liaising with 
practices, localities, the Local Medical Committee (LMC) and local MPs; as well as chairing the 
Clinical Management Board. The recruitment for the Clinical Director of Commissioning is now 
out to advert; and is also fully supported by the NHSE Local Team Medical Director. 
 
Summary 
 
The CCG is going through a significant period of change and growth, to establish an enduring 
platform for delivery in 2018/19. The successful financial recovery results from 2017/18 (once 
formally confirmed) are to be celebrated and built upon and the challenge for 2018/19 is not to 
be underestimated. 
 
Recommendation 
 
The Governing Body are asked to consider the content of the report and provide comment. 



OFFICIAL 
 
  
 

 1 
20180425 UC Agenda Item 7.1 Finance Report M12 

Clinicians commissioning healthcare 
for the people of Northumberland 

 
 
Meeting title Governing Body  

 
Date 25 April 2018 

 
Agenda item 7.1  

 
Report title Financial Performance Report March 2018 (M12) 

[Subject to audit] 
Report author Chief Finance Officer 

 
Sponsor Chief Finance Officer 

 
Private or Public agenda 
 

Public 
 

NHS classification Official  
 

Purpose (tick one only) 
 

Information only 
 

 
 

Development/Discussion 
 

 
 

Decision/Action  
 

Links to Corporate Objectives Ensure that the CCG makes best use of all 
available resources 

 
 

Ensure the delivery of safe, high quality services 
that deliver the best outcomes 

 

Create joined up pathways within and across 
organisations to deliver seamless care 

 

Deliver clinically led health services that are 
focused on individual and wider population needs 
and based on evidence. 

 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

M12 interim position presented to Corporate Finance 
Committee on 18 April 2018 

QIPP Incorporates overall 2017/18 QIPP programme delivery 
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Risks  Strategic Risk 946 – Financial Balance 
Operational Risk 1799 - QIPP 

Resource implications N/A 
Consultation/engagement  N/A 
Quality and Equality impact 
assessment  

Completed report below.    
   

Research N/A 
 

Legal implications  CCG statutory financial duties 
 

Impact on carers N/A 
 

Sustainability implications N/A 
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QUALITY and EQUALITY IMPACT ASSESSMENT 

1. Project Name Financial Performance Report March 2018 (M12) 
[Subject to audit] 

2. Project Lead Director Lead Project Lead Clinical Lead 
Chief Finance 
Officer 

  

3. Project Overview 
&  
    Objective 

Year-end financial report subject to audit. 
For information. 

4. Quality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

   Patient Safety N/A      
   Clinical 
Effectiveness  

N/A      

   Patient Experience  N/A      
 Others including   
 reputation, 
information     
governance and etc. 

      

5.Equality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one 
of the protected 
characteristics as 
defined in the Equality 
Act 2010? 

N/A      

What is the impact on 
health inequalities in 
terms of access to 
services and 
outcomes achieved 
for the population of 
Northumberland? 
(which is in line with 
the legal duties 
defined in the National 
Health Service Act 
2006 as amended by 
the Health and Social 
Care Act 2012), for 

N/A      
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example health 
inequalities due to 
differences in 
socioeconomic 
circumstances? 
6. Research  
Reference to relevant 
local and national 
research as 
appropriate. 

N/A 

7. Metrics 
Sensitive to the 
impacts or risks on 
quality and equality 
and can be used for 
ongoing monitoring. 

Impact 
Descriptors 

Baseline Metrics Target 

   
   
   

8. Completed By  Signature Printed 
Name 

Date 

Chief Finance Officer  

 

Ian 
Cameron 

20/04/18 

Additional Relevant Information: 
 
 
 

   

8. Clinical Lead Approval by  Signature Printed 
Name 

Date 

 
 

   

Additional Relevant Information: 
 
 
 
 

   

9. Reviewed By  Signature Printed 
Name 

Date 

    

Comments   
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Governing Body   
25 April 2018 
Agenda Item: 7.1 
Financial Performance Report - March 2018 (Month 12) subject to audit 
Sponsor: Chief Finance Officer 

 
Members of the Governing Body are asked to:  
 
1. Consider NHS Northumberland Clinical Commissioning Group’s financial position as 

at 31 March 2018 and provide comment. 

 
1 Purpose  

 
1.1 The purpose of this report is to present to Governing Body the financial position for the 

period to 31 March 2018 (subject to audit). 
   
1.2 Appendix 1 shows the financial allocation of NHS Northumberland Clinical 

Commissioning Group (CCG) broken down across the relevant areas of expenditure.  
The CCG’s main contracts, prescribing and running costs are identified separately, as 
they cross all domains, with delegated domain budgets also shown.  

 
1.3 Appendix 7 shows the CCG level performance for primary medical (GP) care. 
 
2 Financial Position Overview 
 
2.1 Appendix 1 shows the financial performance of the CCG for the year to date to 31 

March 2018. The resource allocation is shown in the top section, net of and excluding 
the brought forward deficit from 2016-17 (£40.5m). The middle section shows in year 
expenditure and budget variance as at Month 12 (£17.3m forecast outturn). The bottom 
section adds back the brought forward deficit to show the cumulative deficit position of 
the CCG (£57.8m).  

  
 The CCG’s reported outturn has improved by £2.9m in the final month of the year. This 

was due to the nationally mandated approach to reporting the release of CCG system 
risk reserves at individual organisational level (£2.3m).  NHSE also returned to CCG’s 
the Category M drugs savings that were retained centrally from October 2017. This 
benefit was £0.6m and again reflects the national reporting approach. 

 
 £s 
Outturn M12 20,254,000 
Less release of System Risk Reserve -2,289,000 
Less Cat M benefit -619,000 
Final Reported Outturn M12 17,346,000 
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2.2 Appendix 2 shows the total confirmed 2017-18 allocation for programme and running 
costs as at 31 March 2018 is £478.2m. The allocation table in appendix 2 shows the 
individual allocation information for each of the allocations received by the CCG in year, 
who the commissioning lead is, and whether the funding has been approved by board to 
be committed. The in-month allocations received in March 2018 are as follows (all are 
non-recurrent); 

 
MARCH ALLOCATIONS £000's 

Diabetes Final Adjustments (39) 
Morbid Obesity Risk Share 1718 (117) 
GDPR Training 3 
Resilience Funding 18 
Practice Manager Development Funding 9 
Management Capacity Support 600 
Premises/support funding 950 
GPFV Online Consultation PMO 5 
CYP IAPT trainee staff support costs 5 
TPP reconciliation - month 12 10 

 
Support funding has been received from NHS England that covers the additional 
management capacity and pump priming of improved staffing resilience (including 
establishment of PMO functions) that has been directly associated with the CCG’s 
financial turnaround agenda. Moving into 2018/19 it is expected that additional capacity 
and PMO functions are embedded into the CCG’s staffing establishment. Funding has 
also been received in respect of costs and risk associated with settlement of NHSPS 
historic subsidy arrangements. 

 
2.3 The CCG shows the individual budget line positions on appendix 1 net of their QIPP 

target. The final accounts position shows the variance against these lines reflecting 
QIPP delivery achieved in 2017-18.  

 
Appendix 6, 6a and 6b show SLAM (Service Level Agreement Monitoring) forecasts for 
the 2017-18 year for the two main acute contracts, as well as an overall PbR contracts 
summary. The SLAM forecasts are analysed across Points of Delivery (PoDs). 

 
3 Financial Position Detail 
  
 Appendix 6 summarises both financial and activity performance in SLAM at PoD level 

for the CCG whilst appendices 6a and 6b provide detail for the CCG’s two main acute 
providers.  

  
3.1 Northumbria Healthcare NHS Foundation Trust (NHCFT)  
 

Appendix 6a details both financial and activity performance at PoD level for NHCFT. 
The annual plan SLAM figure has been updated to reflect £174m, this is so that the 
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monitoring and reporting in SLAM is clearer by PoD given the CCG has moved its 
overall reported deficit target for the year. Financially, SLAM now shows a forecast of 
171.8m at Month 11. The reported CCG forecast outturn incorporates the information 
from the SLAM model and adjusts it for technical adjustments not in SLAM (A&E block) 
the probability of contract performance outcomes and QIPP delivery with the trust. The 
CCG has reported an Outturn of £176.9m, this is an increase of £1.7m from the 
previous month, the reasons for this increase are the inclusion of Work in Progress 
movements (£0.5m provided by the trust in M12 as a snapshot as at 31 March 2018), 
Value based commissioning (VBC) rebate estimate reduced by £0.6m following 
reconciliation work led by NECS, expected performance rebates reduced by £0.3m 
following risk assessment, and SLAM baseline increase of £0.3m. Reconciliation 
between SLAM Month 11 flex data and the Month 12 reported ledger position can be 
found in appendix 6a under the finance table. 
 

3.2 Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) 
 

Appendix 6b details both financial and activity performance at PoD level for NUTHFT. 
Financially SLAM shows an underspend at Month 11 data of £225k. The reported CCG 
forecast outturn incorporates the information from the M10 SLAM model and adjusts it 
for the probability of any successful challenges and QIPP delivery with the trust, along 
with contingencies to cover the potential for increases in February and March. 
Historically, the CCG has under accrued (£0.5m in 2016-17) for NUTHFT for 
calculations not picked up in SLAM (e.g. different assumptions on seasonality profiling, 
and March usually being a high month of catch up from cancelled operations over 
winter. The CCG has reported an overspend of £1.3m in 2017-18 a decrease of £1.0m 
from Month 11 due to reduced activity and forecast estimate used by the trust in 
agreement of balances. Reconciliation between SLAM Month 11 flex data and the 
Month 11 reported ledger position can be found in appendix 6b. 
 

3.3 North East Ambulance Service (NEAS) 
 

This is the main ambulance contract held with NEAS, it is mainly a block contract and 
the CCG reported a £59k over spend for 2017-18, over spend due to revised contract 
value for main NEAS contract post budget setting and hospital divert invoices (the divert 
charges are neutral to CCG as a whole as are charged by NEAS but then recharged on 
to other trusts through SLAM). 
 

3.4 Acute Contracts NHS 
  

Acute Contracts NHS reports the position on the smaller NHS contracts the CCG has, 
these include Gateshead Healthcare NHS Foundation Trust (£1.3m), North Cumbria 
University Hospitals NHS Trust (£1.1m) and County Durham and Darlington NHS 
Foundation Trust (£0.3m). The final outturn for these providers is based on SLAM 
Month 10 flex data adjusted for any agreed differences identified by the agreement of 
balances process. Overall this shows an under spend of £172k for these providers in 
2017-18.  
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3.5 Acute Contracts Non NHS 
 

Non NHS acute contracts are made up of Scottish providers NHS Borders (£2.1m) and 
NHS Lothian (£0.5m), and include private providers Ramsey Healthcare (£0.5m) and 
Nuffield Health (£0.3m), Better Care Fund (BCF) payment to the local authority re 
admissions avoidance (£2.2m), and a number of smaller AQP providers (£0.9m). Month 
10 SLAM data reviewed supports the £41k under spend position for these providers in 
2017-18. 

 
3.6 Other Acute NCA 
 

Other Acute NCA (Non Contracted Activity) covers other NHS and non NHS providers 
where CCG patients are treated outside of Northumberland, also included in this line is 
non-contract expenditure incurred with NHCFT and NUTHFT that are reported outside 
of the main contract lines which is contributing to the 18k under spend reported in 2017-
18. 

 
3.7 Northumberland Tyne and Wear NHS Foundation Trust (NTWFT) 

 
The contract with NTWFT is a block contract net of the original QIPP target. The 
reported position for 2017-18 is made up of the Service level agreement (SLA) contract 
value less QIPP schemes and service lines that have been discontinued. The ledger 
reported position is a £22k over spend for 2017-18 which is an increase from Month 11 
due to some late charges regarding Ingram Villa. 

 
3.8 Mental Health Other Services 
 
 Mental Health and Learning Disabilities includes 3 main contracts, Section 117 (£6.3m) 

and Mental Health Pooled Budget (£2.7m) with the Local Authority, and Improving 
Access to Psychological therapies (IAPT) contract with Mental Health Matters (£3.9m). 
Section 117 has contributed to the over spend in 2017-18 of £0.75m, this is due to an 
increased number of high cost packages in 2017-18 and backdated claims that the CCG 
has accrued for. 
 

3.9 Community Contracts NHS  
 

 The CCG holds one main community block contract with NHCFT (£29.0m including 
Property services market rent increase £0.5m), and a smaller one with NUTHFT 
(£0.3m). These are mainly block payments except for continence products (£0.8m) and 
collectively they show an under spend of £163k in 2017-18. 

 
3.10 Community Contracts Non NHS 
 

This line contains the JELS (Joint Equipment Loan Store) contract with the Local 
Authority (£1.4m), St Oswald’s palliative care contract (£0.3m), and a smaller voluntary 
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sector contract for carers (£15k). Also included at Month 12 is a recharge for hospice 
drugs (£0.1m) that has increased the reported position for non NHS Community to a 
£77k overspend in 2017-18. 
 

3.11 Continuing Care Services 
  
 Continuing care services includes the main Continuing Healthcare (CHC) contract with 

the Local Authority for adult continuing healthcare (£36m). It also includes children 
personal health budgets, short break care with St Oswald’s recharge from the Council 
(£0.6m), nurse assessor payments to NHCFT (£0.4m) and estimated costs for 
previously unassessed period of care (PUPoC £1.2m) restitution claims. The CCG has 
accrued for the potential cost of the post cases in the 2017-18 final position (£0.9m).  
The £0.2m overspend reported in 2017-18, is an increase from M11 and relates to high 
cost package recharges that the CCG has received that have the potential to be 
backdated more than one year.  

 
3.11 Prescribing 
 
 The prescribing line includes prescribing forecasts from data provided by the Business 

Services Authority (BSA). The Prescribing data runs two months in arrears so Month 10 
data was available to use at time of reporting the final position for 2017-18. QIPP 
achievement from the prescribing savings tracker (including Pregablin), and the cost 
pressure from the No Cheaper Stock Obtainable (NCSO) data are factored into the 
reported position along with the return of the category M savings from NHSE. The CCG 
has incorporated all these within the final 2017-18 reported position and is showing an 
over spend of £0.7m, reduced by 0.4m from Month 11 reporting (£1.1)  due to the 
Category M savings returned by NHSE offset with increased expenditure in other areas 
including recharges from other CCG’s. 

 
3.12 Out of Hours 
 
 The Out of Hours Contract is with Northern Doctors Urgent Care (part of the Vocare 

group). The main contract is currently in line with expectations and reporting of an 
underspend of £43k in 2017-18.  

 
3.13 Commissioning Schemes 
 
 Commissioning schemes includes the local enhanced services within primary care that 

the CCG manages outside of the delegated primary care co-commissioning allocation. 
In the final position the CCG has revised the accounting treatment for local enhanced 
services. In previous years the CCG has accounted for Practice Activity scheme (PAS) 
and Practice Wide Quality Scheme (PQWS) payments in the year they were paid rather 
than the financial year they related to. The CCG have now amended this policy for 
enhanced services to bring it in line with the accruals concept applied elsewhere in the 
CCG’s accounts. The impact this has on the 2017-18 reported position is that there is 
an additional one-off cost reported under commissioning schemes. Therefore the final 
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overspend for commissioning schemes is £0.6m an increase of £0.8m for M11 
reporting. The CCG has notified its external auditors and Audit Chair of this change and 
will be discussing as part of the annual accounts audit. 

 
3.14 Other Primary Care Services 
 
 The other primary care services line includes Oxygen forecasts from data provided by 

the BSA (£0.6m), wound care payments to NHCFT (£1.6m), and the GPIT and 
Medicines management contracts through the North of England Commissioning Support 
unit (NECS). The 2017-18 reported underspend spend of £45k relates to balances in 
Oxygen and Wound care.  

 
3.15 Primary Care Commissioning 
 

The delegated Primary Care Commissioning budgets are reported under this heading. 
The further breakdown of the expenditure within this line can be found in appendix 7. 
The reported M12 underspend reflects the release of reserves held under national 
business rules together with final confirmation that increased indemnity charges will be 
met by NHSE centrally (£0.15m). 
 

3.16 Other Programme Services 
 
 Other Programme services includes Social Care funding that is passed through to the 

Local Authority (£7.2m), Other services are made up of exceptional treatments and 
Private PTS payments (£0.7m), 111 contract (£0.9m) and other smaller contracts for the 
British Pregnancy and Advice Service (BPAS) and bereavement and sexual health 
counselling from Barnardo’s (£0.1m). 

 
3.17 Commissioning Reserves 
 
 Commissioning reserves contains the system business rules the CCG are required to 

set during planning. These include 0.5% national system reserve (£2.3m excludes 
Primary care element, now released into the final position), 0.5% contingency (2.6m) 
which are shown separately, and the 0.5% headroom which is in general reserves and 
used to fund the non-recurrent repayment (£5.0m in 2017-18) of legacy debt with 
NHCFT. The remaining general reserves outside of the business rules are mainly non-
recurrent allocations received in year (as per appendix 2) that haven’t been reported 
against specific reporting lines, the most material of which are Vanguard (£5.8m), GP 
Forward views including Access payments (£2.0m) and Ambulance winter resilience 
funding (£1.0m).  

 
The outcome of the dispute settlement on 2016-17 contract challenges from the 
arbitration process with NHCFT is also reflected in the position (£2.8m), reduced from 
M11 due to inclusions in the final position for penalties and final 2016-17 CQUIN. This 
has been mitigated by the release of the 0.5% contingency (£2.6m). The remaining 
underspend in general reserves (£3.5m) is made up of non-recurrent benefits from prior 
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periods (£1.6m) and non-recurrent allocation headroom (£1.9m). 
 

3.18 Running Costs 
 

Running costs includes the CCG Establishment expenditure for its staff pay and non-
pay plus the cost of outsourced services to NECS and NHCFT, along with contributions 
into regional support networks, audit fees, legal fees and depreciation. Running costs is 
showing as an under spend of £0.29m in 2017-18 reporting contributing to supporting 
over spends in programme services. 
 

4 Activity 
   
4.1 Northumbria Healthcare NHS Foundation Trust (NHCFT)  
  

 Appendix 6a details an activity overview at Month 11 flex data comparing actual 
performance at PoD level with the revised SLAM plan. Comparisons are also given with 
the actual activity for the same month 11 period last year, along with an additional 
analysis of activity at specialty level for the largest variances. 
 
The analysis shows the most significant variances to be in Non Elective and Ambulatory 
Care admissions.  Joint investigation is underway with the Trust to explain the changes 
to service which have caused this increase, and a clinical audit in respect of Ambulatory 
Care has recently concluded with a outcomes still being finalised. From the CCG 
perspective the Total Admissions across NEL and Ambulatory care have increase by a 
far higher rate than would be seen under natural variation and therefore the CCG has 
adjusted for this in its year end position. 
  
Further to analysis presented over the last few month at the foot of Appendix 6a, 
additional work has been undertaken to pinpoint the main spell HRG procedures in 
which activity increases are being seen within general surgery specialty. In the latest 
month there has been a decrease in NEL Respiratory system and immunology / 
infectious diseases although they still remain above the pre winter activity levels. These 
issues continue to be discussed and examined further in contract and performance 
meetings between the CCG and the Trust. 
  

4.2 Newcastle upon Tyne Hospitals NHS Foundation Trust (NUTHFT) 
 
 Appendix 6b details an activity overview at Month 11 flex data comparing actual 
performance at PoD level with the SLAM plan. Comparisons are also given with the 
actual activity for the same month 11 period last year. 
 
The analysis shows that activity is below plan across most headings although the Trust 
is predicted to be slightly above plan target for outpatient Diagnostics activity.  Although 
the Trust is forecast to be above plan in Outpatient Diagnostics, there has been a 
reduction year on year in other outpatient activity demonstrating that there have been 
reductions made through QIPP schemes from demand management. NUTHFT had 
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been requested via the lead commissioner (NHS Newcastle/Gateshead CCG) to plan to 
be within Quarter 4 planned activity levels at the Newcastle Hospitals Associates and 
main acute contract meetings. The latest data is consistent with this message and the 
CCG is satisfied with the activity levels from NUTH in the context of hitting its target 
position for 2017-18.  

 
5 Statement of Financial Position and Cash flow. 
 
5.1 The Statement of Financial Position (appendix 3) shows the closing positions at the end 

of March 2018 in comparison to the previous months February reported position. There 
has been an increase in creditors in the final position reported by the CCG. This reflects 
a number of movements in March, the most significant of which are; ongoing contract 
performance processes with NHCFT (£2m cash returned in Month, therefore increasing 
the Northumbria creditor), the identification of non-recurrent mitigations allowing the 
CCG the take a prudent approach to M12 accruals, and also the accounting policy 
change in enhanced services (as described under commissioning schemes above) 
accruing more into 2017-18 than in M11.  Debtors and Cash have fallen slightly due to 
less debt being outstanding in March compared to February.  

 
5.2 The CCG is expected by NHSE to proactively manage the cash it draws down each 

month and the amount it actually spends. The target is to have no more than 1.25% of 
the monthly drawdown of cash left in the main bank account each month. The cash 
balance at the end of March 2018 was £0.35m (appendix 5) which equates to 0.87% of 
the March drawdown, and meets the target level. 

 
6 Better Payment Practice Code for year to 31 March 2018 
 
6.1 The Better Payment Practice Code requires that all valid invoices should be paid by 

their due date or within 30 days of receipt, whichever is later. The CCG is measured 
against a target of 95% achievement. 
 

6.2 Appendix 4 shows the cumulative value of NHS invoices paid within 30 days at 31 
March was 99.99% as a percentage of invoice value and 99.82% by invoice count. The 
cumulative value of Non NHS invoices paid within 30 days at 31 March was 99.60% as 
a percentage of invoice value and 99.52% by invoice count.  

 
 

 
Appendix 1: Year to date income and expenditure report  
Appendix 2: Allocation breakdown 
Appendix 3: Statement of financial position 

           Appendix 4: Better payment practice code 
           Appendix 5: Cash flow forecast 
           Appendix 6: Contract monitoring statements 
 Appendix 7: Primary care expenditure 
 



APPENDIX 1

2017-18 Budget
Forecast 
Outturn 

Forecast 
Variance 
(Under)/ 

Overspend

Forecast 
Variance 
(Under)/ 

Overspend
£000's £000's £000's %

Resource

Total 478,174 478,174 0
B/F Deficit 40,461 40,461 0
In Year Allocation 518,634 518,634 0

Expenditure

Acute
Northumbria Healthcare NHS FT 161,027 176,867 15,840 9.8%
Newcastle Upon Tyne Hospitals NHS FT 63,563 64,826 1,263 2.0%
North East Ambulance Service 13,588 13,647 59 0.4%
Acute Contracts NHS 2,897 2,725 (172) (5.9%)
Acute Contracts Non NHS 6,533 6,492 (41) (0.6%)
Other Acute NCA 3,200 3,182 (18) (0.6%)

Mental Health
Northumberland Tyne & Wear NHS Foundation Trust 44,093 44,115 22 0.1%
Mental Health Other services 12,621 13,375 754 6.0%

Community Services
Community Contracts NHS 30,218 30,055 (163) (0.5%)
Community Contracts Non NHS 1,741 1,818 77 4.4%

Continuing Care Services 38,377 38,588 211 0.5%

Primary Care
Prescribing 54,897 55,574 677 1.2%
Out of Hours 2,801 2,758 (43) (1.5%)
Commissioning schemes 2,441 3,041 600 24.6%
Other Primary care services 3,286 3,241 (45) (1.4%)

Primary Care Co Commissioning 44,375 44,087 (288) (0.6%)

Other Programme Services
Social Care 7,221 7,221 0 0.0%
Other Services (inc. PTS & IFR) 1,794 1,792 (2) (0.1%)

Commissioning Reserves
System Reserve 2,289 0 (2,289) (100.0%)
Dispute Settlement 0 2,832 2,832 0.0%
Contingency 2,560 0 (2,560) (100.0%)
General reserve 16,592 13,038 (3,554) (21.4%)

Planned deficit (4,481) 0 4,481

Total Commissioned Services 511,633 529,273 17,640

Running Costs 7,001 6,707 (294) (4.2%)

TOTAL EXPENDITURE 518,634 535,980 17,346

B/F Deficit (40,461) 40,461

Cumulative Defict 478,174 535,980 57,807

INCOME & EXPENDITURE REPORT - YTD & FOT POSITION AS AT 31 MARCH 2018



APPENDIX 2

Recurrent Non Recurrent Total
£000's £000's £000's

April 
Initial CCG Programme Allocation 457,342 0 457,342 Initial allocation - Programme
Initial CCG Running Cost Allocation 6,996 0 6,996 Initial allocation - Running Costs
Primary Care Co-Commissioning Funding 44,017 0 44,017 Initial allocation - Primary Care Co Commissioning
RTD - Paed NEL Zero LoS to Ambulatory Recoding 71 0 71 Baseline Adjustment
RTD - block drugs disaggregation 674 0 674 Baseline Adjustment
Allocation adjustments of the drugs block in the Newcastle contract 2017-18 (204) 0 (204) Baseline Adjustment
IR Changes 0 (1,581) (1,581) Technical Adjustment 
HRG4+ changes 0 (1,871) (1,871) Technical Adjustment 

Total NHS England Allocation April 2017 508,896 (3,452) 505,444
May

Deficit Carry Forward - Planned 0 (31,041) (31,041) Technical Adjustment 

Total NHS England Allocation May 2017 0 (31,041) (31,041)
June

Surplus/Deficit Carry Forward - 1617 Final Outturn (9,420) (9,420) Technical Adjustment 
Interpreters and Clinical waste transfer (249) (249) Transferred service to NHSE
Reception and clerical training - (Training Care Navigators and Medical Assistants) 55 55 Pamela Leveny Y 25th Oct 17
NHS Wi-Fi 147 147 Brian Moulder/ Alan Bell Implement Wi FI nexwork in GP practices Y 24th Jan 18
PHB Champion Funding Mar - Oct 17 35 35 Paul Turner Pass through to Northumberland County Council
Market Rents - Admin adjustment 5 5 Ian Cameron Technical Adjustment - Move to Market rent - HQ 
Market rents adjustment 634 634 Ian Cameron Technical Adjustment - Move to Market rent - community sites
Paramedic Rebanding Additional Funding 2017-18 65 65 Pamela Leveny Pass through to NEAS
HSCN Funding 147 147 Brian Moulder/ Alan Bell CoIN Funding - Regional scheme
CYPT IAPT Trainee staff support costs 3 3 Kate O'Brien IAPT Trainers
Acute hospital urgent & emergency liaison mental health services Q1 62 62 Kate O'Brien Pass through allocation to NTW
Q1 vanguard funding - Northumbria Foundation Group 488 488 Siobhan Brown Pass through allocation to Northumbria HC FT
Q1 vanguard funding - Northumberland ACO PACS 1,073 1,073 Siobhan Brown Pass through allocation to Northumbria HC FT
Helpforce Funding for Northumbria Healthcare FT 51 51 Paul Turner Pass through allocation to Northumbria HC FT
Resilience Ambulance Funding 2017/18 966 966 Pamela Leveny Winter resilience funding regional total for NEAS

Total NHS England Allocation June 2017 (249) (5,689) (5,938)
July

Lothian Adjustment (120) (120) Technical Adjustment - move to specialised commissioning
Diabetes Transformation Bid 62 62 David Lea
Acute hospital urgent and emergency liaison mental health services Q2 62 62 Kate O'Brien Pass through allocation to NTW
ACC - Northumbria NCM vanguard Q2 funding 487 487 Siobhan Brown Pass through allocation to Northumbria HC FT
PACS - Northumberland NCM vanguard Q2 funding 1,072 1,072 Siobhan Brown Pass through allocation to Northumbria HC FT
Northumbria ACC Q1&Q2 Local evaluation funding 62 62 Siobhan Brown Pass through allocation to Northumbria HC FT
PM Challenge Fund - GP Access Fund and TA Improving Access Allocations Q1 481 481 Pamela Leveny £6 Per head funding
Cancer 62 days wait support 10 10 Hilary Brown / Susan Boyd Pass through allocation to Northumbria HC FT

Total NHS England Allocation July 2017 361 1,755 2,116
August

Health & Justice Secondary Care 184 184 Technical Adjustment
Additional M5 IR Changes 416 416 Technical Adjustment 
PM Challenge Fund - GP Access Fund and TA Improving Access Allocations Q2-4 1,444 1,444 Pamela Leveny £6 Per head funding

Total NHS England Allocation August 2017 1,444 600 2,044
September

NCM Q3 vanguard funding - Northumberland PACS 1,073 1,073 Siobhan Brown Pass through allocation to Northumbria HC FT
NCM Q3 vanguard funding - Northumbria ACC 488 488 Siobhan Brown Pass through allocation to Northumbria HC FT

Total NHS England Allocation September 2017 0 1,561 1,561
October

Diabetes Transformation Bid 61 61 David Lea
Armed Forces - OOH GP Funding 8 8 Pamela Leveny Pass through to Northern Doctors
PHB Champion funding Nov 17 - Mar 18 15 15 Paul Turner Pass through to Northumberland County Council
CYP IAPT Trainee staff support costs 3 3 Kate O'Brien IAPT Trainers
Acute hospital urgent and emergency liaison mental health services Q3 62 62 Kate O'Brien Pass through allocation to NTW

Total NHS England Allocation October 2017 0 149 149
November

Quality of Life Metric Pilot 22 22 Hilary Brown / Susan Boyd Pass through allocation to Northumbria HC FT
NCM 1718 Local Evaluation funding - Northumberland PACS 150 150 Rachael Mitcheson Vanguard locel evaluation Y 24th Jan 18
Charge Exempt Overseas Visitor (CEOV) Adjustment (147) (147) Technical Adjustment 

Total NHS England Allocation November 2017 0 25 25
December

Additional Winter Funding - (GP Winter Access Bid etc. ) 20 20 Pamela Leveny

Total NHS England Allocation December 2017 0 20 20
January

Acute hospital urgent and emergency liaison mental health services Q4 62 62 Kate O'Brien Pass through allocation to NTW
Northumbria ACC 1718 local evaluation funding 49 49 Siobhan Brown Pass through allocation to Northumbria HC FT
NCM Q4 vanguard funding - Northumbria ACC 487 487 Siobhan Brown Pass through allocation to Northumbria HC FT
NCM Q4 vanguard funding - Northumberland PACS 1,072 1,072 Siobhan Brown Pass through allocation to Northumbria HC FT

Total NHS England Allocation January 2018 0 1,670 1,670
February

GP Service Charges in NHSPS premises 2017/18 595 595 Primary Care Delegated Co-commissioning
Additional M11 IR Changes 1 1 Technical Adjustment 
GPFV Online consultations 81 81 Pamela Leveny
GP Retainers 2 2 Primary Care Delegated Co-commissioning

Total NHS England Allocation February 2018 0 679 679
March

Diabetes Final Adjustments (39) (39) David Lea
Morbid Obesity Risk Share 1718 (117) (117) Technical Adjustment 
GDPR Training 3 3 Pamela Leveny
Resilience Funding 18 18 Pamela Leveny
Practice Manager Development Funding 9 9 Pamela Leveny
Management Capacity Support 600 600 Ian Cameron Establishment Support
Premises/support funding 950 950 Ian Cameron Technical Adjustment 
GPFV Online Consultation PMO 5 5 Pamela Leveny
CYP IAPT trainee staff support costs 5 5 Kate O'Brien IAPT Trainers
TPP reconciliation - month 12 10 10 Primary Care Delegated Co-commissioning

Total NHS England Allocation March 2018 0 1,444 1,444
Total YTD Confirmed NHS England Allocation 2017-18 510,452 (32,279) 478,174

In Year Allocation 2017-18 518,634

NHS ENGLAND IN YEAR ALLOCATIONS ASSIGNMENT & APPROVAL STATUS

Commissioning Manager Lead Narrative

Board 
Approval 

(Y/N)

Board 
Approval 

Date



APPENDIX 3

March 2018 February 2018 Movement
£000's £000's £000's

Non Current Assets Property, plant and equipment 1,316 1,337 (21)
Intangible Assets 0 0 0
Other Financial Assets 0 0 0

Total Non Current Assets 1,316 1,337 (21)

Current Assets Trade and other Receivables 3,326 3,776 (450)
Cash and cash equivalents 345 385 (40)

Total Current Assets 3,672 4,161 (489)

Total Assets 4,988 5,498 (511)

Current Liabilities Trade and other payables (31,448) (27,620) (3,828)
Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0

Total Current Liabilities (31,448) (27,620) (3,828)

Non-Current Assets plus/less Net Current Assets/Liabilities (26,460) (22,122) (4,339)

Non-Current liabilities Other liabilities 0 0 0
Provisions 0 0 0
Borrowings 0 0 0

Total Non-Current Liabilities 0 0 0

TOTAL ASSETS EMPLOYED (26,460) (22,122) (4,339)

Financed by Taxpayers Equity

Capital & Reserves General Fund (26,460) (22,122) (4,339)
Revaluation Reserve 0 0
Other reserves 0 0

TOTAL TAXPAYERS EQUITY (26,460) (22,122) (4,339)

STATEMENT OF FINANCIAL POSITION



APPENDIX 4

Better Payment Practice Code - 30 Days NUMBER £000's

Non-NHS
Total Non-NHS Trade Invoices Paid in the Year 6,470 127,128          
Total Non-NHS Trade Invoices Paid Within 30 Day Target 6,440 126,622          
Percentage of Non-NHS Trade Invoices Paid Within 30 Day Target 99.54% 99.60%

NHS 
Total NHS Trade Invoices Paid in the Year 2,278 352,385          
Total NHS Trade Invoices Paid Within 30 Day Target 2,274 352,372          
Percentage of NHS Trade Invoices Paid Within 30 Day Target 99.82% 99.99%

BETTER PAYMENT PRACTICE CODE
FOR THE TWELVE MONTHS TO 31 MARCH 2018



APPENDIX 5

Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual Actual
April May June July August September October November December January February March

£000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's £000's

Income
Balance bfwd 21 416 138 453 126 380 329 325 237 278 487 385
DOH Income 38,300 39,900 46,300 38,900 37,700 40,000 38,500 36,500 41,600 41,500 40,800 39,800
Supplementary /Cash Return 0 0 0 0 0 0 0 4,500 0 0 0 (2,200)
Prescribing Charge to Cash Limit 3,823 4,367 4,033 4,342 4,321 4,381 4,622 4,239 4,389 4,426 4,330 3,730
CHC Risk Pool 0 0 0 0 0 0 0 0 0 0 0 0
Better Care Fund 0 0 0 0 0 0 0 0 0 0 0 0
Other Income 1,103 106 879 454 375 203 361 304 379 176 199 521
Total Income 43,247 44,789 51,350 44,149 42,522 44,964 43,812 45,868 46,605 46,380 45,816 42,236

Expenditure
Pay (209) (214) (207) (206) (214) (205) (198) (212) (211) (210) (214) (195)
NHS Payments including contracts (26,928) (28,509) (32,271) (29,018) (28,012) (29,026) (32,301) (31,301) (30,775) (29,614) (28,257) (27,586)
Other Payments -  BACS/CHAPS/CHQS (11,682) (9,761) (13,370) (9,635) (8,590) (9,817) (5,952) (8,864) (8,785) (10,444) (11,431) (9,445)
Prescribing/Home Oxygen Therapy (3,823) (4,367) (4,033) (4,342) (4,321) (4,381) (4,622) (4,239) (4,389) (4,426) (4,330) (3,730)
CHC Risk Share 0 0 0 0 0 0 0 0 0 0 0 0
Better Care Fund (1,611) (827) (602) (602) (1,010) (225) (826) (1,978) (1,010) (1,010) (826)
Other (189) (189) (189) (220) (403) (196) (189) (189) (189) (189) (189) (109)
Total Expenditure (42,831) (44,651) (50,897) (44,023) (42,142) (44,635) (43,487) (45,631) (46,327) (45,893) (45,431) (41,891)

BALANCE CFWD 416 138 453 126 380 329 325 237 278 487 385 345

CASHFLOW FORECAST



APPENDIX 6

CONTRACT SUMMARY 

RTF - 
Northumbria RTD - Newcastle Other Providers Total

Finance 171,810 63,137 6,003 240,951
Activity 2,047,453 385,043 24,203 2,456,698
Finance % 71.3% 26.2% 2.5% 100.0%
Activity % 83.3% 15.7% 1.0% 100.0%

POD CATEGORIES
YEAR TO DATE 

PLAN
YEAR TO DATE 

ACTUAL
YEAR TO DATE 

VARIANCE ANNUAL PLAN
FORECAST 
OUTTURN

 
OUTTURN 
VARIANCE

Non Elective 66,660 69,308 2,648 72,721 75,722 3,001 
Elective 48,671 47,918 (753) 53,097 52,472 (624)
Outpatient First 13,614 12,971 (643) 14,852 14,231 (621)
Outpatient Follow Up 16,339 16,348 9 17,825 17,898 73 
Outpatient Procedures 7,294 7,880 585 7,958 8,612 654 
Outpatient Diagnostics 3,218 3,676 458 3,511 4,010 500 
AandE 13,500 13,294 (207) 14,728 14,522 (206)
Ambulatory Care 8,973 9,007 35 9,789 9,826 38 
Challenges (186) (6,890) (6,705) (203) (7,440) (7,237)
Critical Care 6,628 6,666 38 7,231 7,275 45 
Drugs and Devices 10,975 11,533 558 11,973 12,581 608 
Emergency Readmissions (28) (18) 10 (30) (19) 11 
Emergency Threshold 720 727 6 786 793 7 
Excess Beddays 2,263 1,744 (519) 2,469 1,906 (562)
Maternity Pathways 4,855 5,073 218 5,296 5,536 240 
Other Services 17,594 21,559 3,965 19,194 23,452 4,259 
Penalties (197) (419) (222) (215) (429) (213)
Grand Total 220,896 220,377 (519) 240,979 240,951 (28)

POD CATEGORIES
YEAR TO DATE 

PLAN
YEAR TO DATE 

ACTUAL
YEAR TO DATE 

VARIANCE ANNUAL PLAN
FORECAST 
OUTTURN

 
OUTTURN 
VARIANCE

Non Elective 32,573 30,558 (2,014) 35,534 33,404 (2,130)
Elective 43,931 40,575 (3,356) 47,925 44,474 (3,451)
Outpatient First 102,372 94,556 (7,816) 111,679 103,653 (8,026)
Outpatient Follow Up 243,795 233,844 (9,951) 265,959 256,261 (9,698)
Outpatient Procedures 48,933 50,145 1,213 53,381 54,778 1,397 
Outpatient Diagnostics 41,638 37,849 (3,789) 45,424 41,296 (4,128)
AandE 132,538 129,221 (3,317) 144,588 141,108 (3,481)
Ambulatory Care 16,186 21,297 5,111 17,658 23,233 5,575 
Critical Care 6,664 6,518 (146) 7,270 7,115 (155)
Excess Beddays 10,580 7,008 (3,572) 11,542 7,658 (3,884)
Maternity Pathways 5,482 5,230 (252) 5,981 5,709 (271)
Other Services 1,702,751 1,592,796 (109,955) 1,857,547 1,738,010 (119,537)
Grand Total 2,387,444 2,249,598 (137,846) 2,604,488 2,456,698 (147,790)

SLAM Month 11 data position £000's SLAM Full Year forecast £000's

ACTIVITY OVERVIEW

SLAM Month 11 data position £000's SLAM Full Year forecast £000's

FINANCE OVERVIEW

Service Level Agreement Monitoring (SLAM) Overview

Summary Bottom Line Position £'000

The positions below are based on month 11 Service Level Agreement Monitoring (SLAM) flex data produced via NECS for forecasting for the Full year effect of the CCG's main acute contracts.

* The SLAM Tables exclude NTW, NEAS and Community Contracts data from SLAM due to their block arrangements (cost entered but no activity).
After Northumbria Healthcare NHS FT (Appendix 6a) and Newcastle Hospitals NHS FT (Appendix 6b) data is accounted for there remains 1.0% activity and 2.5% cost from other PbR providers. The Main other 
providers are Gateshead Healthcare, North Cumbria University Hospitals Trust and Ramsey Healthcare and all of these are under plan for teh financial year 2017-18.

* Note: Figures for Specialty:- 501 Obstetrics have been removed from Outpatient First, Outpatient Follow Up & Outpatient Procedures due to anomalies between activity being recorded but no cost being incurred 
as part of maternity pathway costs, and therefore adjusted to show the actual variance versus plan.



APPENDIX 6A

CONTRACT SUMMARY 

The position below is based on month 11 Service Level Agreement Monitoring (SLAM) flex data produced via NECS for forecasting for the Full year effect.

£000's
SLA Value 17-18 174,001 
SLAM Forecast Outturn 17-18 171,810 
SLAM Forecast Contract Variance 17-18 (2,190)
Board report Variance (appendix 1) 15,840 
Difference to Board report (18,030)

POD CATEGORIES
YEAR TO DATE 

PLAN
YEAR TO DATE 

ACTUAL
YEAR TO DATE 

VARIANCE TARGET O/T SLAM O/T VARIANCE
NON ELECTIVE 52,326 54,701 2,375 57,083 59,787 2,703 
ELECTIVE 30,456 30,096 (360) 33,225 33,027 (198)
A&E 11,578 11,271 (307) 12,631 12,316 (315)
AMBULATORY CARE 8,219 8,380 162 8,966 9,142 176 
OUTPATIENT FIRST 8,543 8,568 25 9,319 9,428 109 
OUTPATIENT FOLLOW UP 10,347 10,506 159 11,288 11,525 237 
OUTPATIENT PROCEDURES 2,570 2,749 180 2,803 3,015 212 
OUTPATIENT DIAGNOSTICS 1,589 1,862 273 1,733 2,031 298 
EXCESS BEDDAYS 1,328 1,168 (160) 1,449 1,278 (171)
CRITICAL CARE 4,878 5,140 262 5,321 5,610 289 
DRUGS AND DEVICES 4,909 4,846 (64) 5,356 5,286 (69)
MATERNITY PATHWAYS 4,820 4,985 165 5,258 5,440 182 
OTHER SERVICES 17,583 18,816 1,233 19,181 20,529 1,347 
EMERGENCY THRESHOLD 738 738 0 805 805 0 
PENALTIES (197) (333) (136) (215) (342) (127)
EMERGENCY READMISSIONS 0 (0) (0) 0 (0) (0)
CHALLENGES (186) (6,517) (6,332) (203) (7,067) (6,864)
Grand Total 159,500 156,976 (2,524) 174,001 171,810 (2,190)

Add A&E to full Block (A&E is all PbR in SLAM but yet to be agreed/delivered as QIPP) 0 1,098 1,098
Add back Manual Challenges (included in SLAM model as achieved) 0 6,905 6,905
Less QIPP Delivery/Challenge Assumptions not in SLAM model 0 -4,535 -4,535
Work in Progress movement (included at year end) 0 495 495
In Month changes in SLAM Baseline 0 1,093 1,093
Adjust for Budget Difference - (SLAM plan revised to 174m target for monitoring) -12,974 0 12,974
Sub Total Reconciling items -12,974 5,056 18,030
Board Report Position 161,027 176,867 15,840

POD CATEGORIES
YEAR TO DATE 

PLAN
YEAR TO DATE 

ACTUAL
YEAR TO DATE 

VARIANCE ANNUAL PLAN
FORECAST 
OUTTURN

FORECAST 
OUTTURN 
VARIANCE

NON ELECTIVE 25,915 23,619 (2,296) 28,271 25,834 (2,437)
ELECTIVE 26,184 23,086 (3,098) 28,564 25,394 (3,170)
A&E 114,636 109,187 (5,449) 125,058 119,252 (5,806)
AMBULATORY CARE 14,731 20,081 5,350 16,071 21,907 5,836 
OUTPATIENT FIRST 71,074 66,559 (4,515) 77,536 73,111 (4,425)
OUTPATIENT FOLLOW UP 166,816 160,325 (6,491) 181,981 176,057 (5,925)
OUTPATIENT PROCEDURES 14,709 15,342 633 16,047 16,811 764 
OUTPATIENT DIAGNOSTICS 26,552 21,681 (4,871) 28,966 23,657 (5,309)
EXCESS BEDDAYS 6,909 4,807 (2,102) 7,537 5,257 (2,281)
CRITICAL CARE 4,606 4,708 102 5,024 5,140 116 
DRUGS AND DEVICES 0 0 0 0 0 0 
MATERNITY PATHWAYS 5,406 5,132 (274) 5,897 5,602 (295)
OTHER SERVICES 1,528,612 1,419,932 (108,681) 1,667,577 1,549,432 (118,145)

Non Elective Admissions (including Ambulatory Care)

Reconciliation to board report

ACTIVITY OVERVIEW
* An adjustment has been made to the Activity data in Outpatients firsts, follow ups and Procedures for 501 Obstetrics, as the activity is record in SLAM for reconciliation purposes but doesn’t have a plan figure to offset 
against so shows a misleading variance.

Month 11 data position -  Activity Full Year forecast - Activity

* SLAM splits out the NEL And Ambulatory care PoD's as the above tables show, however in national reporting using SUS data, the two PoD's are reported together as per the table below.

Month 11 data position £000's Full Year forecast £000's

Northumbria Hospitals NHS FT

Summary Bottom Line Position £'000

* The latest SLAM data (Month 11 flex) used in the tables below is made available after the financial ledger for the current reporting period (month 12) closes, therefore there are differences between what is reported in 
the board report and what the SLAM data forecast for Northumbria Healthcare shows. The reconciliation under the finance table shows the movement from SLAM to what is reported as the final CCG outturn for 2017-18.

* The Annual plan used for Northumbria Healthcare in the SLAM model has been adjusted for monitoring purposes. When the CCG revised its in year deficit it revised the target baseline for Northumbria Healthcare at 
174m. This has now been used as the revised plan for 2017-18 to monitor where the CCG is seeing any pressures in the revised target. As a result of this the Variance report in SLAM is difference to the Variance reported 
in the ledger due to the ledger budget still reflecting the Original contrct value. 

FINANCE OVERVIEW



YEAR TO DATE 
PLAN

YEAR TO DATE 
ACTUAL

YEAR TO DATE 
VARIANCE ANNUAL PLAN

FORECAST 
OUTTURN

FORECAST 
OUTTURN 
VARIANCE

YTD Movement 
from plan

FOT 
movemen
t from 
plan

Total Non Elective and Ambulatory care - Finance 60,544 63,081 2,537 66,049 68,928 2,879 4% 4%
Total Non Elective and Ambulatory care - Activity 40,646 43,700 3,054 44,342 47,741 3,399 8% 8%

(300 - General Medicine) Specialty NEL Further Analysis

(320 - Cardiology) Specialty NEL Analysis

* As reported in the last month there has been a drill down into NEL increases at Northumbria. General Medicine which had continued to increase (till this month) with Respiratory, Digestive and Immunology being the 
main HRG sub chapters generating the increase. Further analysis looking at the new month is below.

The chart on the right shows non elective inpatient spells (stays in hospital) for the  
'300 - general medicine' specialty. The combo bar chart and line chart illustrate the 
number of spells (bar chart - left axis read) and SLAM total costs (line chart - right axis 
read) 
2017-18's data has shown a steady increase in both through to last months recorded 
'high' position. The latest recorded figure shows fewer spells and a drop in SLAM total 
costs.  
 
Further analysis of the SLAM data (see below) which continues on from the previous 
months analysis, charting the HRG chapters of interest is below. 

320 - Cardiology Specialty 
 
The number of spells - has remained 
similar but costs has gone up. (See left 
chart) 
 
Further HRG detail on why is shown 
below - high (CC) Complications and 
Co-morbidity recorded spells this 
month are contributing factors in Heart 
Failure & Dual Chamber pacemaker 
HRGs. 
 



APPENDIX 6B

CONTRACT SUMMARY 

The position below is based on month 11 Service Level Agreement Monitoring (SLAM) flex data produced via NECS for forecasting for the Full year effect.

£000's
SLA Value 17-18 63,362 
SLAM Forecast Outturn 17-18 63,137 
SLAM Forecast Contract Variance 17-18 (225)
Board report Variance (appendix 1) 1,263 
Difference to Board report (1,488)

POD CATEGORIES
YEAR TO DATE 

PLAN
YEAR TO DATE 

ACTUAL
YEAR TO DATE 

VARIANCE ANNUAL PLAN
FORECAST 
OUTTURN

FORECAST 
OUTTURN 
VARIANCE

NON ELECTIVE 13,905 12,763 (1,142) 15,169 13,924 (1,246)
ELECTIVE 16,501 16,326 (175) 18,001 17,810 (191)
A&E 1,690 1,430 (260) 1,844 1,560 (284)
AMBULATORY CARE 746 599 (147) 814 654 (160)
OUTPATIENT FIRST 4,880 4,125 (755) 5,324 4,500 (824)
OUTPATIENT FOLLOW UP 5,744 5,403 (341) 6,266 5,894 (372)
OUTPATIENT PROCEDURES 4,644 4,944 299 5,066 5,393 327 
OUTPATIENT DIAGNOSTICS 1,519 1,690 172 1,657 1,844 187 
EXCESS BEDDAYS 919 512 (407) 1,003 558 (444)
CRITICAL CARE 1,655 1,486 (169) 1,806 1,621 (185)
DRUGS AND DEVICES 5,916 6,526 611 6,454 7,120 666 
MATERNITY PATHWAYS 22 81 58 24 88 64 
OTHER SERVICES (61) 2,466 2,527 (66) 2,661 2,728 
PENALTIES 0 (116) (116) 0 (117) (117)
CHALLENGES 0 (374) (374) 0 (374) (374)
Grand Total 58,081 57,861 (220) 63,362 63,137 (225)

Year end assumptions for expectation / seasonality profiling 0 702 702
SLAM in Month movement (reduction in month means more added back to get to ledger value) 0 457 457
Add Old year balance on accruals included in contract line not in SLAM 0 530 530
Adjust for Budget Difference 201 0 -201
Sub total of reconciliation 201 1,689 1,488
Board Report Position 63,563 64,826 1,263

POD CATEGORIES
YEAR TO DATE 

PLAN
YEAR TO DATE 

ACTUAL
YEAR TO DATE 

VARIANCE ANNUAL PLAN
FORECAST 
OUTTURN

FORECAST 
OUTTURN 
VARIANCE

NON ELECTIVE 6,391 5,643 (748) 6,973 6,156 (817)
ELECTIVE 16,388 16,181 (207) 17,878 17,652 (226)
A&E 14,767 13,369 (1,398) 16,109 14,584 (1,525)
AMBULATORY CARE 1,434 1,152 (282) 1,564 1,257 (307)
OUTPATIENT FIRST 30,058 25,398 (4,660) 32,791 27,707 (5,084)
OUTPATIENT FOLLOW UP 73,683 68,373 (5,310) 80,381 74,589 (5,792)
OUTPATIENT PROCEDURES 33,723 33,581 (142) 36,789 36,634 (155)
OUTPATIENT DIAGNOSTICS 14,189 14,428 239 15,479 15,740 260 
EXCESS BEDDAYS 3,623 1,932 (1,691) 3,953 2,108 (1,845)
CRITICAL CARE 1,994 1,779 (215) 2,175 1,941 (235)
DRUGS AND DEVICES 0 0 0 0 0 0 
MATERNITY PATHWAYS 60 91 31 65 99 34 
OTHER SERVICES 172,791 171,029 (1,762) 188,499 186,577 (1,922)

Year on Year Analysis
* Below is an activity and finance year on year comparison of the main PoDs as at December YTD in both years.
* Activity down in most areas other than A&E, Ambulatory Care and Outpatient Procedures. Main increase in outpatient procedures is lucentus, Opthamology.

POD CATEGORIES
2016-17 - MONTH 

11
2017-18 - MONTH 

11 VARIANCE
2016-17 - MONTH 

11
2017-18 - MONTH 

11 VARIANCE
Activity % 

movement
Finance % 
movement

Non Elective 5,872 5,643 (229) 12,666 12,763 97 -4% 1%
Ambulatory Care 1,118 1,152 34 571 599 28 3% 5%
AandE 13,052 13,369 317 1,448 1,430 (18) 2% -1%
Elective 18,123 16,181 (1,942) 16,483 16,326 (157) -11% -1%
Outpatient First 25,648 25,398 (250) 4,248 4,125 (122) -1% -3%
Outpatient Follow Up 71,490 68,373 (3,117) 5,616 5,403 (213) -4% -4%
Outpatient Procedures 32,648 33,581 933 4,724 4,944 219 3% 5%

Activity Finance £000's

Newcastle Upon Tyne Hospitals NHS FT

Summary Bottom Line Position £'000

* The latest SLAM data (Month 11 Flex) used in the tables below is made available after the financial ledger closes, therefore there are differences between what is reported in the board report (appendix 1) and 
what the SLAM data forecast for Newcastle Hospitals NHS FT shows, however to provide the most up to date information the latest data available at board report close is used. The CCG reports the risk of under 
delivery of QIPP separately in the non ISFE monthly reporting to NHS England. 

FINANCE OVERVIEW

Month 11 data position £000's Full Year forecast £000's

Reconciliation to board report

ACTIVITY OVERVIEW

Month 11 data position -  Activity Full Year forecast - Activity

* Electively ENT, T&O and cardiology down in activity and cost. Breast Surgery, Urology and Vascular surgery all increases in cost and activity.  



Appendix 7

2017-18 YTD 
Budget YTD Actual 

YTD Variance 
(Under)/ 

Overspend
NHS NORTHUMBERLAND CCG
General Practice - GMS 6,962,243 7,310,723 348,480
General Practice - PMS 22,501,314 22,119,083 -382,231
QOF 4,983,561 5,141,964 158,403
Enhanced Services 1,937,994 1,935,407 -2,587
Premises Cost Reimbursement 4,875,796 4,961,599 85,803
Dispensing/Prescribing Drs 1,644,678 1,567,742 -76,936
Other GP Services 881,539 1,235,180 353,641
CCG Prescribing -190,597 -184,914 5,683
Reserves - 1% Headroom 440,000 0 -440,000
Reserves - 0.5% Contingency 181,325 0 -181,325
Reserves - Indemnity 157,147 0 -157,147
Grand Total 44,375,000 44,086,784 -288,216

 Medical - Monthly Budget Monitoring Report Month 12
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Meeting title Governing Body  
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Agenda item 8 

 
Report title Clinical Management Board Report 

 
Report author Chief Operating Officer and Clinical Director of Primary Care 

 
Sponsor Clinical Director of Primary Care 

 
Private or Public agenda 
 

Public 
 

NHS classification Official 
Purpose (tick one only) 
 

Information only 
 

 

Development/Discussion 
 

 
 

Decision/Action  
Links to Corporate Objectives Ensure that the CCG makes best use of all available 

resources 
 

Ensure the delivery of safe, high quality services that 
deliver the best outcomes 

 
 

Create joined up pathways within and across 
organisations to deliver seamless care 

 
 

Deliver clinically led health services that are focused 
on individual and wider population needs and based 
on evidence. 

 
 

Northumberland CCG/external 
meetings this paper has been 
discussed at: 

N/A 

QIPP  
Risks  Covers a range of strategic risks on the asrurance framework  
Resource implications  
Consultation/engagement   
Quality and Equality impact 
assessment  

See below  

Research  
Legal implications   
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Impact on carers  
Sustainability implications  
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1. Project Name Governing Body Agenda Item 8 

2. Project Lead Director Lead Project Lead Clinical Lead 
Clinical Director of 
Primary Care 

Chief Operating Officer Clinical Director of 
Primary care 

3. Project Overview &  
    Objective 

Clinical Management Board Overview for Governing Body  

4. Quality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

   Patient Safety NA      
   Clinical Effectiveness  NA      
   Patient Experience  NA      
 Others including   
 reputation, information     
governance and etc. 

NA      

5.Equality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one of 
the protected 
characteristics as defined 
in the Equality Act 2010? 

NA      

What is the impact on 
health inequalities in terms 
of access to services and 
outcomes achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in the 
National Health Service 
Act 2006 as amended by 
the Health and Social 
Care Act 2012), for 
example health 
inequalities due to 
differences in 
socioeconomic 
circumstances? 

NA      

6. Research  
Reference to relevant local 
and national research as 
appropriate. 

NA 

7. Metrics Impact Descriptors Baseline Metrics Target 
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Governing Body 
25 April 2018 
Agenda Item: 8 
Clinical Management Board Report 
Sponsor: Clinical Director of Primary Care 

 
Members of the Governing Body are asked to:  
 
1. Consider the Clinical Management Board update and provide comment. 
2. Consider the clinical environment and the associated work plan for 2018/19 and 

provide comment. 
3. Provide feedback on the structure and content of the quality and performance 

exception reports. 

Purpose  
 
This report outlines the future work of the Clinical Management Board (CMB) and the important 
clinical issues currently facing the NHS Northumberland Clinical Commissioning Group (CCG) 
and the wider system. The report is underpinned by the performance and quality summary 
analysis of issues and actions (Appendices 1 & 2) that Governing Body members need to be 
sighted on so that the CCG makes effective decisions that deliver the objective of ‘ensuring the 
delivery of safe, high quality services that deliver the best outcomes’. 
 
Background 
 
As part of the CCG’s revised Governance Structure, the CMB will meet for the first time on 2 
May 2018, chaired by Dr David Shovlin. This paper introduces the CMB’s work and the key 
clinical issues that need to be addressed this year. The detailed performance and quality 
reports will be presented and discussed at CMB and the distilled exception reports will then be 
presented to Governing Body as part of this CMB monthly report. 
 
The Clinical Landscape and Challenges for 2018/19 
 
Developing a system-wide Clinical Strategy 
 
The most pressing area of clinical work is to develop a cohesive clinical strategy for the future 
of care in Northumberland that addresses: 
 

• Effective bed utilisation by driving down length of stay and the volume of stranded and 
super stranded patients 

• Out of hospital models of care at scale 
• Optimum flow in the system including transport 
• Addressing population health outcomes and inequalities 
• Reducing unwarranted variation across the system 
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• Effective demand management 
• Realistic medicine. 

 
Making the Best Use of Assets 
 
Through the System Transformation Delivery Board, a work stream has been established for 
the ‘Best Use of Assets' with senior representation from across the health and social care 
system.  This group is tasked with ensuring health and social care resources are effectively 
used across Northumberland.  This group will develop and implement actions which improve 
patient flow. The scope of this programme is to address three of the objectives of the wider 
clinical strategy: 
 

• Effective bed utilisation by driving down length of stay and stranded patients 
• Out of hospital models of care at scale 
• Flow in the system including transport. 

Senior CCG clinical and management representation on this group along with project 
management support will ensure the action plan going forward is achieved and developments 
are progressed in line with the national expectations. 
 
Out of hospital models - developing Care At Home for Complex Health (CATCH) Teams  
 
The CATCH team will have two core responsibilities: ensuring that effective emergency health 
care plans are in place for the people most at risk, and ensuring that community support 
resources are effectively mobilised when people have a health crisis which requires intensive 
short-term support at home to avoid hospitalisation (including people whose home is a care 
home).  Health and social care workers will be core team members with close involvement of 
geriatricians and relevant mental health teams.   
 
CATCH teams are due to be piloted in the North locality.  To start the process, two workshops 
will be held on the 25 April 2018 and 16 May 2018.  These workshops will involve a broad mix 
of professionals across health and social care who work in the North locality with frail elderly 
people.  The first workshop will focus on what is currently happening in the pathway and the 
group will identify what works well and where improvements can be made.  The second 
workshop will focus more on how to operationalise the new model.  This will be followed by a 
thorough evaluation and, if the pilot is successful, we will consider extending the coverage 
throughout Northumberland. 
 
Redesigning urgent and emergency care 
 
The CCG is planning to start a whole system conversation about how services need to 
connect, collaborate and in some circumstances co-locate to deliver a sustainable clinical and 
financially effective urgent and emergency care model for the County. The reset of the 
Northumbria Specialist Emergency Care Hospital, the launch of Consultant Connect, 
ambulatory care developments and improved delivery of ED streaming are all in scope for this 
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work. The CCG is also exploring a structured collaboration/ procurement approach to the 
development of Urgent Treatment Centres, the future of Out Of Hours primary care and 
primary care extended access; given the workforce and patients seen across these three 
services are very often the same. 
 
Reducing unwarranted system variation 
 
A major focus for the CCG is reducing the amount of unwarranted variation across the system 
to improve patient care and deliver services that are value for money. There are a variety of 
tools for this work that include (but not limited to) the GP Variation in Spend (GVIS) programme 
and the delivery of RightCare. The CCG is already seeing a significant downward trend in 
spend across the county in year one of the GVIS programme and the momentum must not be 
lost in 2018/19. 
 
The CCG will also undertake a structured collaboration and procurement approach to Musculo-
skeletal services (MSK) and intermediate musculo-skeletal assessment and treatment teams in 
order to create a consistent, seamless holistic (including shared decision making and pain 
management) service for patients. 
 
Conclusion 
 
The clinical agenda is a challenging one for 2018/19 but it is built on strong foundations of a 
CCG driving financial recovery, a refreshed clinical leadership team and the willingness to 
engage and consult openly and honestly with the providers, patients and the public. 
 
Recommendations 
 
The Governing Body is asked to consider the CMB update, proposed work for 2018/19 and the 
quality and performance exception reports and provide comment.  
 
 
Appendix 1 – Quality Exception Report 
Appendix 2 – Performance Exception Report 
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Appendix 1: Quality Exceptions Report 
 
The following report provides the Governing Body with information concerning any key quality risks and concerns that 
have arisen within the Clinical Commissioning Group within February and March 2018.  
 
The Governing Body is asked to note the content of the report.  
 
Background 
 
The CCG is responsible for assuring the quality of the services it commissions, in order to ensure that its patients receive 
a positive experience of care that is both safe and effective and which produces the right outcomes. 
 
This report outlines the known exceptions, both positive and negative, to the expected minimum standards and provides 
the Governing Body with a summary of the key issues, actions and where known the outcomes of the noted exceptions.  
A more detailed quality report is presented to the JLEB, from which these exceptions are drawn. 
 
Exceptions are sourced from the most up to date published quality data, where possible, and from direct discussions with 
providers through forums such as the Quality Review Groups, which drive the assurance agenda and enable 
commissioners and providers to work together to arrive at shared solutions to make improvements system-wide. Details of 
any exceptions are included for the following NHS Trusts: 

• Northumbria Healthcare NHS Foundation Trust (NHCFT) 
• Newcastle Upon Tyne Hospitals NHS Foundation Trust (NuTHFT) 
• Northumberland, Tyne & Wear NHS Foundation Trust (NTWFT) 
• North East Ambulance Service NHS Foundation Trust (NEASFT) 
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Issues and Actions 
 
Issue 
C = Commissioner 
P = Provider 

Action Expected 
Timeframe and 
Outcome 

Director 
Lead 

C Healthcare Acquired Infections 
The CCG breached its E.coli trajectory, both 
monthly and Year to Date (YTD). 

The CCG Director of Nursing, Quality & 
Patient Safety attended the first Cumbria 
& North East Gram Negative 
Bloodstream Infection (GNBSI) 
Improvement Collaborative Programme 
Board  
 
The CCG attended a ‘Life QI’ workshop 
along with other representatives from 
regional CCGs to share and bring 
together GNBSI reduction plans 
 

23rd February 2018 
The aim of this was to 
share best practice 
and work together to 
deliver the GNSBI 
standards 
 
 
12th April 2018 
The of this workshop 
was to enter all 
GNBSI reduction 
plans into the system, 
giving and gaining 
access to other CCG 
plans to share best 
practice.  Ultimately, 
there will be an overall 
regional GNBSI 
reduction programme. 
A follow up session is 
planned within the 
next 4-5 weeks. 
 

Annie 
Topping 

C  Incident Reporting 
Northumberland CCG SIRMS reporting 
continues to highlight Discharge Issues and 
Unable to book 2 week wait issues as the 
most reported types of incidents 

NHCFT are working to fully implement 
electronic discharge communications 
across all sites and services by summer 
2018. 

 

 
 
 
Quarterly thematic reports are produced 

NHCFT have been 
asked to provide more 
detail in future 
thematic responses, 
from the Q4 17/18 
SIRMS report 
onwards, with regards 
to the work that is 
currently being 
undertaken to mitigate 

Annie 
Topping 
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Issue 
C = Commissioner 
P = Provider 

Action Expected 
Timeframe and 
Outcome 

Director 
Lead 

to highlight these incidents to the Trust 
and responses to these reports are 
sought via the Quality Review Group 
meetings.  

 

the risk of these 
incidents continuing.  
 
Quarterly reports are 
produced and shared 
with locality managers 
& directors for onward 
discussion with 
Practices. 
 

C Safeguarding 
The interim arrangement for Designated 
Looked After Children nurse has been 
escalated as a potential risk via the 
safeguarding workstream to Quality 
Intelligence Group.  

Previously JLEB had agreed to 
incorporate this into the wider CCG 
capacity review.   
Since then, the Northern CCGs have 
tasked Directors of Nursing to meet and 
discuss regional working in relation to 
quality assurance and safeguarding.  
The local arrangement for LAC will now 
be considered under this piece of work. 
 

First formal meeting to 
be arranged by 
Newcastle CCG to 
agree terms of 
reference, scope of 
work and next steps. 

Annie 
Topping 

P Serious Incident (SI) Performance 
NHCFT, NUTHFT, NTW and NEAS 
achieved 100% compliance in reporting SIs 
within 2 days in March 2018.   
 
None of the four main providers achieved 
100% compliance with the 60 day SI report 
target in March 2018, with NEAS in 
particular failing to submit any of their 4 
reports within timescales. 
 

Poor performance against the NHS 
England SI Framework will continue to 
be challenged at QRG and through 1:1 
caseload meetings between the Trust 
and the Clinical Quality team at NECS. 

Ongoing monitoring. Annie 
Topping 

P Serious Incident Management 
A review of SI investigation reports at the 
CCG SI panel as well as incident analysis, 
found that there was a need to target 
commissioner assurance visits to specific 

Two visits were planned for March, to 
NSECH Maternity on 20th March and 
Hexham Ward 4 on 28th March.  The 
Maternity visit took place, whereas the 
Ward 4 visit was cancelled due to lack of 

The CAV report for 
the Maternity visit to 
NSECH will be 
finalised by the end of 
April 2018.   

Annie 
Topping 
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Issue 
C = Commissioner 
P = Provider 

Action Expected 
Timeframe and 
Outcome 

Director 
Lead 

wards and services at NHCFT. 
 
NuTHFT reported a Never Event in March 
2018 relating to extraction of an incorrect 
tooth at the Newcastle Dental Hospital, but 
does not relate to a Northumberland CCG 
patient. 
 
 
Regulation 28 Reports - NEASFT 
Following 2 recent Regulation 28 reports, 
the coroner has requested assurances from 
the Trust around resource availability 
 

availability of CCG staff to attend. 
 
NHSE will manage the Never Event as it 
is a specialist commissioned service. 
 
NHSI are reviewing lessons learned from 
Never Events and will share the report 
with CCGs once complete. 
 
The Trust has responded to the Coroner 
detailing the current position, rate and 
attrition at the Trust, however it has been 
agreed moving forward that it would be 
good practice to work on responses to 
the coroner with commissioners. 
 

 
 
 
 
 
The report will be 
shared at the May 
CNE QSG. 
 
Immediate effect. 
 
 
 
 

P Friends & Family Test (FFT) 
Response rates continue to remain well 
below the England average for A&E and 
inpatients for both NHCFT and NuTHFT.     

NHCFT remains below the A&E percentage 
recommended national average. 
 

The FFT continues to be monitored 
through the respective Provider QRGs 
where assurance is also sought on the 
overall Trust patient experience 
programmes and the in-depth analysis 
and data that is captured through those 
processes. 
 
At the March 2018 QRG, NHCFT 
presented its ‘Patient Perspective Data’ 
for Q2 2017/18.  The Trust scored above 
the national threshold in all areas 
surveyed; In-patients, A&E and 
Outpatients.  The Trust was placed 
within the Top 20% of Trusts in England 
for all three departments. 
 
In the National Inpatient Survey 2017, 
NuTHFT obtained a 42.9% response 
rate which is above the average Picker 

Ongoing monitoring of 
FFT. 
 
 

Annie 
Topping 
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Issue 
C = Commissioner 
P = Provider 

Action Expected 
Timeframe and 
Outcome 

Director 
Lead 

response rate of 38.3%.  Over 92% of 
patients rated their care as at least 7 out 
of 10. 

P Safety Thermometer 
NuTHFT continue to report above the 
national average rate for new pressure 
ulcers. 

NTWFT reported slightly above the national 
average for falls with harm. 

In the area of VTE, NHCFT remain 
consistently below the national average for 
rates of VTE risk assessment and 
prophylaxis.  
 

Data on pressure ulcers and falls is 
triangulated between safety thermometer 
performance and SIRMS/SI reporting to 
determine whether there are any areas 
on which the CCG should focus for 
further assurance. 

The area of newly acquired pressure 
ulcers continues to be a challenge for 
NuTHFT. The areas in which pressure 
ulcers have been reported have been 
supported in understanding their data 
with a combination of leadership, team 
building and staff training.  A reduction is 
predicted in the coming months. 

Ongoing monitoring Annie 
Topping 

P Healthcare Acquired Infection 
NHCFT has had 32 published cases of C-
Difficile which exceeds their year to date 
(YTD) trajectory of 28.   

NuTHFT has had 79 published cases of C-
Difficile, which exceeds their YTD trajectory 
of 71.  The Trust YTD C.Difficile rate per 
100,000 bed days as at the end of February 
was 34.9 which places the Trust as a 
significant outlier.  The Trust has also 
published 84 cases of MSSA since April 
2017 and continues to report rates 
significantly higher than other Trusts in 
the region. 
NHCFT and NuTHFT both have 382 
published E-coli cases ranking the Trusts 

NuTHFT is taking a number of C-Difficile 
cases forward into the appeals process 
and has placed reducing MSSA 
bacteraemia incidence in the Trust as a 
top priority with a robust action plan in 
place to enable this. 
 
HCAI is a standing agenda item on 
QRGs for monitoring and assurance with 
deep dive reports and presentations 
provided on a quarterly basis.     

 
 
 
 
 
 
 
On-going monitoring 

Annie 
Topping 
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Issue 
C = Commissioner 
P = Provider 

Action Expected 
Timeframe and 
Outcome 

Director 
Lead 

joint second highest out of ten Trusts.  
 
 
Conclusion 
 
Where quality issues have been identified, the relevant action plans and monitoring processes to ensure that areas of 
improvements are identified and the actions necessary to ensure these are in place. 
 
Recommendation 
 
The Governing body should accept this report as part of the evidence of the assurance processes in place to monitor 
quality in the CCG and Providers. 
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Appendix 2: Performance  
 
This section of the report covers: 

• Areas of strength 
• Exception report 
• Performance against NHS Constitution indicators 
• Most recent performance against CCG Improvement and Assessment Framework (IAF) as reported by NHS England 

December 2017 
• Independent assessment results 

 
Areas of strength 
 
Acute services  
 

• Consistent performance against 18 weeks waiting times 92% threshold  with no recent 52 week breaches  
• CCG strong consistent performance against 6 weeks diagnostic waiting time target, (maximum level of breaches 1%) 
• No accommodation breaches reported by the main local providers of healthcare to Northumberland residents. 
• No reported 12 hour trolley delays 

 
Mental Health 

 
• IAPT  - consistent achievement of recovery and access targets (50% recovery rate) 
• Dementia diagnosis – consistent achievement against target (66.7%) 
• Early Intervention in Psychosis achievement against target (50%) 
 

  



2 
 

Exceptions Report 
 
Performance Area Current Position Detail Mitigating Actions and Timeframe Director Lead 
Accident and Emergency 
 
Patients treated or admitted 
within 4 hours 
 (Standard 95%) 

 
 
Northumbria   
March 18 92.2%  
YTD 93.4% 
 
(Provisional data for first 
2 weeks in April 18 - 
98%) 
 
Newcastle 
March 18 91.7%  
YTD 93.9% 

  
 
Under performance by 
both acute provider 
trusts throughout most 
of 2017/18 – 
significantly during 
winter period. 

 
 
Creating more out of hours capacity 
within primary care 
(increased recently and ongoing) 
 
The ambulance service using alternative 
dispositions to transporting patients to 
accident and emergency departments. 
(ongoing) 
 
The recalibration of NSECH which 
involves early consultant triage, robust 
streaming and earlier transfer of patients 
to wards at NSECH and base sites.  
(Recently put in place and impact being 
reviewed) 
 
Consultant Connect in place to avoid 
admissions  9 April 2018 
 
 
 
 
 
 
 
 
 

 
 
David Shovlin /  
Maureen 
Taylor 
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Performance Area Current Position Detail Mitigating Actions and Timeframe Director Lead 
Cancer 62 days 
Standard: 85% of patients 
should be treated within 62 
days of referral by GP. 

CCG  
February 18 83.5% YTD 
83.5% 
 
Northumbria 
February 18 85.1%  
YTD 82.0% 
 
Newcastle  
February 18 85.1%  
YTD 85.2% 

Under performance by 
both local acute trusts 
of the standard-  
Main contributor 
delays in pathway at 
each stage of 
treatment 
 
Delays in transferring 
patients between 
secondary and tertiary 
providers 

CCG developed and agreed Cancer 
strategy January 2018 along with 
supporting action plan 
 
Providers revised tracking processes – 
ongoing throughout 2017/18 
 
Provider focus on revising Urology 
pathway – Quarters 1 and 2 2018/19 
 
Provisional data from Northumbria 
indicates trust now achieving standard  
(April 18) 

 
Robin Hudson 

Children and Young 
Peoples Service 
 
Waiting times –  
There is an expectation that 
children should not wait 
longer than 18 weeks to be 
seen. 
 
Target 100% 

 
 
 
 
 
 
 
 

 
 
 
CCG performance 
February 76.4% 

 
 
Deterioration of waiting 
times during 2017/18 
although high priority 
children have been 
seen urgently 

Outcomes/ actions following March 
JLEB endorsements -  
Putting the provider in formal escalation 
Proposing a revised process of triage to 
assess the needs and urgency of 
treatment for the children 
Considering market testing for an 
alternative provider/ provider 
partnership. 
 
 
 
 
 
 
 

  
 
 
Paula Batsford 
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Performance Area Current Position Detail Mitigating Actions and Timeframe Director Lead 
Ambulance response 
times 
Standard: 
Category 2  
90%ile 40 minutes 
 
Category 3  
90%ile 2 hours 

 
 
NEAS February 2018 
 
Category 2  
47 minutes 19 seconds 
 
Category 3  
3 hours  27 seconds 

 
 
Ongoing poor 
performance during 
2017/18 despite 
revised indicators 
being introduced in 
November 2017, lower 
risk patients 
consistently do not 
receive timely 
responses 

Local A&E Delivery Board revised to 
focus on strategic / operational 
measures to improve performance. 
 
Region wide group focusing on system 
wide improvements 
 
Key areas of focus relate to improving 
handover delays particularly at 
Northumbria 
 
Using alternative dispositions to 
transporting to hospital – focus on hear 
and treat / see and treat 
 
Major recruitment drives to recruit to 
vacant posts including international 
recruitment/ 
Reducing sickness absence rates 
 
NEAS analysis of actual service delivery 
for Northumberland and specific 
performance for Northumberland – due 
May 2018.  
 

 
 
David Shovlin / 
Maureen 
Taylor 

Performance Area Current Position Detail Mitigating Actions and Timeframe Director Lead 
Delayed Transfers of Care 
 
 

 
The CCG is currently 
breaching its Better 
Care Fund trajectory 

 
Despite the CCG 
having a low rate of 
delayed transfers of 
care, the trajectory is 
consistently being 
breached 

 
The repatriation of patients from 
Newcastle Hospitals is causing delays 
as patients are transferred back into 
Northumberland – review of processes 
underway 
Q1 2018/19 

 
David Shovlin / 
Maureen 
Taylor  
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NHS Constitution   NHS Northumberland CCG Performance Indicators 
 

 

Threshold Actual YTD Threshold Actual YTD Threshold Actual YTD Actual

% patients waiting for initial treatment on incomplete pathways within 18 weeks 92.0% 93.6% 94.1% 92.0% 94.2% 94.4% 92.0% 92.7% 92.9% 87.9%

Number of patients waiting more than 52 weeks for treatment 0 0 1 0 0 0 0 0 6 2,236

% patients waiting more than 6 weeks for the 15 diagnostics tests (including audiology) Feb-18 1.0% 0.5% 0.5% 1.00% 1.5% 1.7% 1.00% 0.2% 0.1% 1.6%

% patients spending 4 hrs or less in A&E or minor injury unit 95.0% 92.1% 93.4% 95.0% 91.7% 93.9% 95.0% 92.2% 93.3% 84.6%

Over 12 hour trolley waits 0 0 0 0 0 0 0 0 0 371

% of patients seen within 2 weeks of an urgent GP referral for suspected cancer 93.0% 97.4% 95.2% 93.0% 97.0% 95.6% 93.0% 97.9% 95.5% 95.2%

% of patients seen within 2 weeks of an urgent referral for breast symptoms 93.0% 91.5% 95.7% 93.0% 91.3% 93.3% 93.0% 97.4% 97.5% 94.1%

% of patients treated within 62 days of an urgent GP referral for suspected cancer 85.0% 83.5% 83.5% 85.0% 85.1% 85.2% 85.0% 85.1% 82.0% 80.5%

% of patients treated within 62 days of an urgent GP referral from an NHS Cancer Screening Service 90.0% 100.0% 93.3% 90.0% 93.8% 90.1% 90.0% 100.0% 89.0% 88.0%

% of patients treated for cancer within 62 days of consultant decision to upgrade status N/A 50.0% 90.9% N/A 83.3% 75.9% N/A 66.7% 85.4% 86.2%

% of patients treated within 31 days of a cancer diagnosis 96.0% 98.2% 98.3% 96.0% 97.0% 97.3% 96.0% 99.2% 98.7% 97.5%

% of patients receiving subsequent treatment for cancer within 31 days - surgery 94.0% 94.4% 96.4% 94.0% 94.5% 95.8% 94.0% 100.0% 95.9% 95.4%

% of patients receiving subsequent treatment for cancer within 31 days - drugs 98.0% 100.0% 99.8% 98.0% 99.2% 98.5% 98.0% 100.0% 100.0% 99.6%

% of patients receiving subsequent treatment for cancer within 31 days - radiotherapy 94.0% 100.0% 99.6% 94.0% 98.8% 99.0% 94.0% n/a 100.0% 97.6%

Mixed Sex accommodation - number of unjustified breaches Feb-18 0.0% 0 0 0 0 0 0 0 0 2,278

Cancelled operations for non-clinical reasons to be rescheduled within 28 days Q3 2017/18 100.0% 97.8% 98.4% 100.0% 89.7% 81.3% 92.7%

% people followed up within 7 days of discharge from psychiatric in patient care Q3 2017/18 95.0% 97.8% 98.1% 96.7%

6 Week wait IAPT treatment (People Entering Therapy) Dec-17 75.0% 100.0% 89.7%

6 Week wait IAPT treatment (People Completing Therapy) Dec-17 75.0% 98.2%

18 Week wait IAPT treatment (People Entering Therapy) Dec-17 95.0% 100.0% 98.8%

18 Week wait IAPT treatment (People Completing Therapy) Dec-17 95.0% 100.0%

Early intervention in psychosis - % with 1st episode treated within 2 weeks Feb-18 50.0% 100.0% 81.3% 76.7%

% people with anxiety  disorders and depression who access psychological therapies (IAPT) Dec-17 11.3% 1.03% 14.7%

% complete treatment who are moving to recovery Dec-17 50.0% 50.9% 51.6% 49.9%

Improve diagnosis rate for people with dementia Feb-18 66.7% 68.9% 67.7%

Mar-18

Feb-18

Northumbria Healthcare NHS 
Foundation TrustIndicator Description Latest Data 

Period

CCG

Monthly 
trend

Trust Position Trust Position England 
BenchmarkNHS Northumberland CCG Newcastles Hospitals NHS 

Foundation Trust

Feb-18
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CCG Improvement and Assessment Framework (IAF)  
 

Intentions 

• Clarity, simplicity and balance to discussions between CCGs and NHSE 
• Draws together in one place constitution and other core performance and finance metrics in one place 
• 51 indicators 
• Published on MY NHS Website 

4 domains 

• Better Health 
• Better Care 
• Sustainability 
• Leadership 

 
 
The information outlined in the scorecard below was first published in December 2017 and reported to the Joint Locality Executive 
Board in January 2018. Updates will be presented as and when available from NHS England. 
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Good is
High/ Low

Smoking Maternal smoking at delivery Q1 17/18 L 13.6% 7/11 144/207

Child obesity Percentage of children aged 10-11 classified as overweight or obese 2015/16 L 33.2% 8/11 98/207

Diabetes patients that have achieved all the NICE-recommended treatment targets: Three (HbA1c, cholesterol and blood 
pressure) for adults and one (HbA1c) for children

2015-16 H 41.1% 4/11 57/207

People with diabetes diagnosed less than a year who attend a structured education course 2014 H 15.3% 2/11 26/209

Falls Injuries from falls in people aged 65 and over Q4 16/17 L 2,190 11/11 157/207

Personal health budgets Q1 17/18 H 40.0 4/11 27/207

Health inequalities Inequality in unplanned hospitalisation for chronic ambulatory care sensitive conditions Q4 16/17 L 2,949 10/11 182/207

Appropriate prescribing of antibiotics in primary care Jun-17 <> 1.15 9/11 154/207

Appropriate prescribing of broad spectrum antibiotics in primary care At or below 
target of 10%

Jun-17 L 7.1% 2/11 42/207

Carers Quality of life of carers N/A

Acute Q1 2017/18 H 77 1/11 1/207

Primary care Q1 2017/18 H 70 4/11 12/207

Adult social care Q1 2017/18 H 60 8/11 140/207

High quality of care

NHS Northumberland CCG Performance Indicators 2017/18 - Improvement and Assessment Framework

Domain Indicators Indicator Description National 
standard Latest data Performance Peer 

position
England 
position

B
et

te
r H

ea
lth

Diabetes

Antibiotics

Key
Peer position - CCG performance compared with 10 most similar CCGs

Placed 1st or 2nd out of 11
Placed 10th or 11th  out of 11

England position CCG position out of 207 CCGs in country

Placed in best quartile postion
Placed in worst quartile range
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Good is
High/ Low

Cancers diagnosed at early stage 2015 H 55.1% 5/11 43/207
Cancer treatment within 62 days of referral 85% Q4 2016/17 H 86.8% 1/11 37/207
One-year survival from all cancers 2014 H 69.8% 6/11 106/207
Cancer patient experience 2016 H 8.9 2/11 22/209
Improving Access to Psychological Therapies recovery rate 50.0% Jun-17 H 52.0% 7/11 87/207
Improving Access to Psychological Therapies access Jul-17 H 3.4% 4/11 37/207
People with first episode of psychosis starting treatment with a NICE-recommended package of care treated within 2 weeks 
of referral

50.0% Aug-17 H 76.1% 7/11 119/207

Children and young people’s mental health services transformation N/A
Out of area placements for acute mental health inpatient care - transformation N/A
Crisis care and liaison mental health services transformation N/A

Reliance on specialist inpatient care for people with a learning disability and/or autism Q4 2016/17 L
80

10/11 182/207

Proportion of people with a learning disability on the GP register receiving an annual health check 2015-16 H 52.6% 2/11 17/207
Completeness of the GP learning disability register N/A
Neonatal mortality and stillbirths 2015 L 4.9 10/11 116/207
Women’s experience of maternity services 2015 H 82.4 2/11 47/209
Choices in maternity services 2015 H 66.9% 6/11 75/207
Diagnosis rate for people with dementia 66.7% Aug-17 H 69.7% 4/11 92/207
Dementia care planning and post-diagnostic support 2015-16 H 75.5% 11/11 179/207
Emergency admissions for  urgent care service 2016/17 H 2689 10/11 147/207
% of patients admitted, transferred or discharged from A&E within 4 hours 95% Sep-17 H 95.3% 1/11 13/207
Delayed transfers of care attributable to the NHS per 100,000 population Aug-17 L 3.1 1/11 2/207
Population use of hospital beds following emergency admission Q4 16/17 L 531.5 11/11 140/207
5 deaths with 3+ emergency admissions in last three months of life N/A
Patient experience of GP services July 2017 publication H 87.2% 6/11 55/207
Primary care access N/A
Primary care workforce Mar-17 H 1.1 7/11 34/207
Patients waiting 18 weeks or less from referral to hospital treatment 92% Aug-17 H 94.1% 1/11 16/207
7 Day Service achievement of standards N/A

CHC % of  NHS Continuing Healthcare assessments taking place Q4 16/17 <> 3.1% 7/11 177/207
Sepsis awareness N/A
In-year financial performance Q1 17/18
Probity and corporate governance Q1 17/18 Fully Compliant
Staff engagement index 2016 H 4 1/11 2/207
Progress against workforce, race equality standard 2016 L 0.5 3/11 10/207
Effectiveness of working relationships in the local system 2016/17 H 69.27 3/11 92/207
CCG compliance with standards of public and patient participation N/A
Quality of CCG leadership Q1 17/18

W
el

l l
ed

Leadership

B
et

te
r 

C
ar

e

Cancer

Mental Health

Learning disability

Maternity

Dementia

Urgent and emergency 
care

Primary Care

Elective Access

NHS Northumberland CCG Performance Indicators 2017/18 - Improvement and Assessment Framework

Domain Indicators Indicator Description National 
standard Latest data Performance Peer 

position
England 
position
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When comparing Northumberland performance with other similar 10 CCGs the CCG performed well against following indicators: 

Strong patient experience / good access 
• Patients rated their cancer care / treatment better than most other CCGs 
• Quality of care within acute setting 
• A&E performance was the strongest 
• 18 weeks treatment was the strongest 
• Delayed transfers of care was the lowest 
• Diabetes structured education 

 
 
The CCG placed in the top quartile in the England comparison table for: 

• Diabetes structured education 
• Personal health budgets 
• Prescribing broad spectrum antibiotics 
• High quality care in acute and primary care 
• Cancers diagnosed at an early stage 
• Cancer patient experience 
• IAPT access 
• Annual health checks for patients with a Learning Disability 
• Women’s experience of maternity services 
• Urgent and emergency care 
• Patient experience of primary care 
• Primary workforce 
• Staff engagement / progress against workforce race and equality standard 
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Other areas 
• One year survival from cancer rate improving year on year 
• Performed well in antibiotic prescribing  
• Strong performance in relation to staff engagement 
• Performing well in the effectiveness of working relationships within the local system 
• Performance in many areas stronger than other local CCGs in North East and within STP area. 

 
Independent assessment 
 
In addition to the overall ratings for each CCG, additional assessments have been undertaken by four independent clinical panels 
for each of the priority areas set out in The Next Steps on the Five Year Forward View: cancer, diabetes, mental health and 
dementia. 
 
Each CCG has been provided with a rating for each of the four clinical priority areas. The ratings are described as: outstanding, 
good, requires improvement and inadequate. 
 
For Northumberland CCG the ratings have been awarded as follows: 
 
Cancer   Outstanding 
 
Diabetes  Outstanding 
 
Mental Health  Good 
 
Dementia  Requires improvement. 
 
The dementia rating was based upon data captured in 2015/16 – subsequent performance of the CCG now exceeds the NHS 
England average. 
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NHS classification Official  
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Development/Discussion 
 

 

Decision/Action  
 

Links to Corporate Objectives Ensure that the CCG makes best use of all available 
resources 

 
 

Ensure the delivery of safe, high quality services that 
deliver the best outcomes 

 
 

Create joined up pathways within and across 
organisations to deliver seamless care 

 
 

Deliver clinically led health services that are focused 
on individual and wider population needs and based 
on evidence. 
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Consultation/engagement  Stakeholder engagement with all major providers, NHS England, 
CCG Member Practices. Further engagement including public to 
follow formal sign off by Governing Body and NHS England. 
Significant programmes of work will have full engagement and 
consultation plans where required. 
 

Quality and Equality impact 
assessment  

Completed report below.  

Research Main data sources are NHS Rightcare, NICE guidance, national 
policy documents related to Five Year Forward View, learnings 
from Vanguard new models of care programme 

Legal implications  Legal advice is being taken regarding procurement and 
consultation related to a number of schemes. 

Impact on carers Each of the work plans that underpin the Operational plan will 
address the impact on carers, but at this draft stage this has not 
been systematically addressed. 

Sustainability implications Best Use of Assets across the system including estates, 
workforce and IT. 
Likely changes to models of care closer to home and the 
configuration of some services. 
Transport changes and implications. 
Economic and financial impacts through driving through value for 
money. 
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QUALITY and EQUALITY IMPACT ASSESSMENT 
1. Project Name Operational Plan Delivery 2018-19 

All QIAs and EIAs will be completed at work programme level. The CCG already has 
QEIAs for all QIPP Schemes which cover a significant part of the work programme; 
and for the others, QEIAs will be developed prior to the work stream dates for 
delivery. 

2. Project Lead Director Lead Project Lead Clinical Lead 
Siobhan Brown  David Shovlin 

3. Project Overview &  
    Objective 

Delivering the work plan of the CCG for 2018/19 and driving out £17.8M worth of 
QIPP Savings whilst maintaining high levels of patient care. 

4. Quality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

   Patient Safety NA      
   Clinical Effectiveness  NA      
   Patient Experience  NA      
 Others including   
 reputation, information     
governance and etc. 

NA      

5.Equality Impact  
    Assessment 

Impact Details Pos/ 
Neg 

C L Scores 
 

Mitigation / Control 

What is the impact on 
people who have one of 
the protected 
characteristics as defined 
in the Equality Act 2010? 

NA      

What is the impact on 
health inequalities in 
terms of access to 
services and outcomes 
achieved for the 
population of 
Northumberland? 
(which is in line with the 
legal duties defined in the 
National Health Service 
Act 2006 as amended by 
the Health and Social 
Care Act 2012), for 
example health 
inequalities due to 
differences in 
socioeconomic 
circumstances? 

NA      

6. Research  
Reference to relevant 
local and national 
research as appropriate. 

NA 
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Sensitive to the impacts 
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Impact Descriptors Baseline Metrics Target 
   
   
   

8. Completed By  Signature Printed 
Name 

Date 

Chief Operating Officer 

 

Siobhan 
Brown  

19/04/2018 
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8. Clinical Lead Approval by  Signature Printed 
Name 

Date 

Clinical Director of Primary Care 

 

Dr David 
Shovlin   

19/04/2018 
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9. Reviewed By  Signature Printed 
Name 

Date 

    

Comments   
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Governing Body   
25 April 2018 
Agenda Item: 10.1 
Operational Plan 2018-19 
Sponsor: Chief Operating Officer 

 
Members of the Governing Body are asked to:  
 
1. Consider the 2018/19 Operational Plan, provide comment and approve.  
2. Consider the risks and mitigations for delivery of the plan including the required 

Quality Innovation and Improvement Plan (QIPP) Scheme delivery of £17.8m. 

Purpose  
 
This report outlines NHS Northumbrland Clinical Commissioning Group’s 2018/19 Operational 
Plan and seek Governing Body’s feedback on the proposed programme of work, risks and 
mitigations to delivery, current progress against the plan and the proposal for assessing 
impact. 
 
Background 
 
The NHS Northumberland Clinical Commissioning Group (CCG) Operational Plan 2018-19 
outlines the annual Delivery Plan for the CCG at a clinical and service level, supported by the 
technical narrative for the financial, activity and performance plans. The NHS Planning 
Guidance (a refresh given that this is year two of a two year plan) provides a framework for the 
CCG plan with a range of national ‘must do’s’ and other areas that are at the discretion of local 
areas. The final plan is to be submitted to NHS England by 30 April 2018. 
 
The national planning guidance included the following headlines: 
 

• The Mental Health Investment Standard (MHIS) 
• The financial ability for CCGs to commission more growth in activity should this be 

nationally required during the year (noting that in the Northumberland system, reduced 
inpatient activity is the proposed local direction of travel) 

• The continued development of Sustainability and Transformation Partnerships (STPs) 
and the development of Integrated Care Systems (ICSs) where systems are mature 
enough to do so 

• The development of primary care networks, whole system approaches to Winter 
planning, stemming the flow of emergency demand, reducing avoidable admissions and 
reducing unwarranted variation 

• Plans to reduce the length of stay of all patients and especially the new category of 
super-stranded patients (over 21 days) as well as stranded patients (over 7 days) while 
expanding community and intermediate care services 
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• A range of other performance targets including accident and emergency, delayed 
transfers of care, referral to treatment and reduced prescribing of low clinical value 
medicines. 

Summary of the Operational Plan 
 
The plan covers twelve areas of care, and is aligned in the main to the groupings of the local 
STP footprint.  There are a number of interdependencies across work areas, such as 
prevention, long term conditions and cancer as an example; and teams will work together in a 
cohesive way throughout delivery. The significant strands that underpin the plan are: 
 

• Achieving financial balance and creating a sustainable care system 
• Population health and wellbeing; with reduced inequalities 
• Making the best use of assets across the system (estates, workforce, Information 

Technology, transport) 
• Developing out of hospital models of care 
• Reducing unnecessary emergency demand and simplifying delivery for the patient 
• Reducing unwarranted system variation through a range of programmes and tools 
• Increasing effective demand management and ‘upstream’ delivery 
• Realistic medicine/care - that drives out waste and reduces avoidable harm to patients. 

The table below outlines the plan on a page for the twelve areas of care: 
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Risks and mitigations 
 
There are a number of risks associated with delivery of the plan including: 
 

• The capacity and capability of the CCG team to deliver the plan – to be addressed by 
recruitment during May 2018 and support from contracting and procurement experts  

• Many of the work programmes are large and complex such as the Berwick 
redevelopment and the establishment of system-wide Care At Home for Complex 
Health needs (CATCH) teams – to be addressed through system teams from across 
Northumberland delivering together  - signed off at the CEO level through the System 
Transformation Board 

• Four of the work programmes require a mix of market testing, structured collaboration 
and procurement including (1) Musculo-Skeletal Services (2) Out of hours, extended 
access and urgent treatment centres (3) Transport redesign and (4) Children and Young 
People’s Services – to be addressed by building skills and expertise in-house and also 
contracting procurement experts and legal advice to support the CCG 



 OFFICIAL 
 

20180425 UC Agenda Item 10.1 NHS Northumberland CCG Draft Operational Plan 2018-19 
8 

 

• Delivery of the financial control total of £6.0M deficit and access to the Commissioning 
Support Fund (CSF) to reach breakeven position is predicated on delivery of  £17.8M of 
QIPP savings – mitigated through the robust planning for QIPP and identification of risk 
reserves that equal a third of the QIPP target 

• The MHIS is mandated for all CCGs and increases the costs of the CCG with no (as 
yet) identified offset – mitigation could be an increase in the CSF to the CCG 

• Cost growth for primary care versus allocation and potential activity growth for 
secondary care create further financial pressures for the CCG – to be offset through 
reserves or finding ways to reduce secondary care activity. 

Current delivery and measurement of impact 
 
The CCG delivery teams are currently developing comprehensive work plans that will deliver 
the twelve programmes of work, with completion of these plans on 20 April 2018. The teams all 
have dedicated clinical leadership now that the recruitment of new Locality Directors and 
clinical leads is drawing towards conclusion. Procurement resources are already being sought 
as is the legal advice required by JLEB on procurement and consultation. 
 
The work plans will all have a set of measurable metrics for outputs, outcomes and impact with 
associated timelines. Governing Body will be updated with reports on a regular basis to provide 
assurance of not only delivery but impact.  
 
System Transformation Delivery Board 
 
The CCG is both leading and supporting the work of the System Transformation Delivery 
Board, which has now identified System leads for the major work programmes, as outlined 
below. This provides another lever to affect change in the system, but at no point will the CCG 
lose focus on its own QIPP delivery. 
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Conclusion 
 
The CCG’s operational plan is challenging, as is the delivery of the required financial recovery, 
but the CCG is developing a strong foundation of capacity, skills and the clinical leadership 
required to deliver. Where there are gaps in knowledge or experience, the CCG is training the 
team in-house and also sourcing the expertise required. The engagement and consultation 
requirements will be demanding, as is the complexity of some of the work programmes; to be 
mitigated in part by CEO buy-in, system leadership and putting the patient and population at 
the centre of all the CCG does.  
 
Recommendation 
 
Governing Body is asked to consider and appove the CCG’s 2018/19 Operational Plan and 
provide comment on the risk associated with delivery of the 2018/19 QIPP scheme. 
 
Appendix 1 – Northumberland CCG Draft Operational Plan 2018-19 
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Northumberland CCG Vision – refreshed January 2018 
To ensure that the highest quality integrated care is provided, in the most efficient and 
sustainable way, by the most appropriate professional to meet the needs of the people in 
Northumberland. 
The four strategic objectives that support the achievement of the vision are to:  
• Ensure that the CCG makes best use of all available resources  
• Ensure the delivery of safe, high quality services that deliver the best outcomes  
• Create joined up pathways within and across organisations to deliver seamless care  
• Deliver clinically led health services that are focused on individual and wider population 

needs and based on evidence. 

Northumberland CCG Context in 2018/19: 
The CCG is now entering year two of financial turnaround,  forecasting the delivery of a £6M 
deficit control total for 2018/19 . The capacity and capability of the CCG to meet its statutory 
responsibilities whilst at the same time deliver significant financial recovery to create a 
sustainable system will be significantly increased. The CCG team, both operationally and 
from a clinical leadership perspective, now have an improved grip on the actions required 
across the system to maintain the highest quality of care and strong provider performance 
whilst rebalancing the financials. The CCG is open to joint working with other CCGs and 
organisations and remains sighted on the wider STP foot print and the potential for 
integrated care systems in the future. Priorities such as the development of primary care 
networks, managing Winter at a wider footprint level, reducing avoidable demand and 
reducing unwarranted variation are all optimal areas of work at the STP level. 3 



The Health and Wellbeing strategy 
is complemented by the 
Northumberland, Tyne & Wear 
Sustainability and Transformation 
Plan priorities which identify: 
• Scaling up prevention 
• Enhancing out-of-hospital 

provision 
• Supporting primary care 
• Optimising use of the acute 

hospital sector 
• Revising clinical pathways to get 

better outcomes within 
available resources 

• Improving cancer care 
• Improving urgent and 

emergency care services 
• Improving mental health and 

learning disability services.   
All of these work areas are 
embedded in the plan 

 

Northumberland Health and Wellbeing Board 
The five key priorities are: 
• A specific focus on those children and families who 

without some extra help and support early on 
would be at risk of having poorer health, not doing 
as well at school and, and not achieving their full 
potential in their lives. 

• Focus on tackling some of the main causes of health 
problems in the County including obesity and diet, 
mental health, and alcohol misuse. 

• Supporting people with long term conditions to be 
more independent and have full choice and control 
over their lives. 

• Making sure that all partners in Northumberland 
work well together and are clear about what they 
need to do to help improve the health and 
wellbeing of local people. 

• Making sure that all public services support 
disabled people and those with long term 
conditions to stay active for as long as possible. 

• Starting the journey with and for patients to ensure 
a more coherent and joined up set of services. 
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Northumberland CCG Operational Plan On A Page 2018/19  
Scaling up Prevention, Health 
and Wellbeing 
• Diabetes prevention 

programme 
• Making Every Contact Count 
• Social prescribing 
• Whole system approaches to 

tobacco control, healthy 
weight, diet and activity, 
alcohol (links to  LTC/ cancer) 

Transforming Cancer Services 
• Reduce variation in early 

diagnosis including lung 
cancer 

• Develop standardised lung 
pathway 

• Quality of life for those living 
beyond cancer 

• Reduce breaches, delays  
 
Primary Care & GP FYFV 
• 10 High Impact areas 
• GP Variation Programme 
• Single Clinical IT System 
• GP Online consultation 
• Review Estates and Branch 

Surgeries 
• Workforce including 

international  
• Recommission OOHs 

 
 

 
 
Urgent and Emergency Care & 
Transport 
• System-wide strategy launch 
• Implement Consultant 

Connect 
• Regional procurement of 111 

and Clinical Advice Service 
• NSECH reset 
• Preparation for UTCs 
• Transport review 
 
 

 
Optimal Use of the Acute 
Sector 
• Re-provide Berwick Infirmary 

Services following full 
consultation 

• Best use of assets across the 
system working with all 
partners 

• Review of Maternity Services 
• Reduce unwarranted 

variation in secondary care 
use/ reduce OPs 

 

 
Out of Hospital Care and New 
Care Models 
• Develop Care At Home for 

Complex Needs CATCH Teams 
• Reduce reliance on bed based 

care and reduce length of stay 
• Review community contract 
• Plans for delivery of 

community bed based & 
home based care and best 
use of assets 
 

 
 

Rightcare 
• One overarching steering 

group across the system 
• Upper GI patient pathways 
• Further pathway work in 

cardio and respiratory 
• Single MSK triage service 
• Shared decision making 
• Reduce number of OP follow 

ups by 5% 
• Expansion into neurology 

 
 

 
 

Demand Management 
• GP Variation in spend 

programme – looking for 
unwarranted variation 

• Integrate all current demand 
management initiatives 
including Practice Activity 
Scheme 

• Extend availability of 
Consultant First 

• Support regional Value Based 
Commissioning Policy 

 
 

 
Prescribing 
• Continue to use Optimise RX 
• Practice Medicines 

Management Programme – 
quality and cost 

• Medication reviews for 
dementia and LD patients 

• Follow national guidance on 
not routinely prescribed 
meds 

• Biosimilars programme 
 

 
Learning Disabilities 
• Single pathway for adults with 

a learning disability 
• Dynamic risk registers for 

adults and children with 
weekly MDT 

• Transitions 14-25 create 
overarching process 

• Exceed national targets on 
personal health budgets 

• Strategic co-commissioning 
for complex care packages 
 

 
 
 
 
 
 
Mental Health 
• Additional psychological 

therapies 
• Review children and young 

people’s pathways and 
services 

• Earlier treatment for 
psychosis for a greater 
number of people w 2 weeks 

• Reduce suicide rates 
• VFM spend across services 
 
 
 
 
 

 

 
 
 
 
 
 
 
 
 
 
 
Long Term Conditions  
(in Commissioning Intentions) 
• Reduce prevalence of 

smoking, obesity and impact 
of alcohol 

• Improve access to diabetes 
prevention programme 

• Revision of pathways for 
COPD and CVD 

• Detection & Care for LTCs 
 
 

 
 
 

 
 
 
 
 

 



Scaling up prevention, health and wellbeing 

The story to date: 
The `Five Year Forward View` set out a need for a radical upgrade in prevention 
to improve people’s lives, achieve financial sustainability and tackle health 
inequalities. The Plan argues for the creation of a health and care system geared 
towards promoting health and reducing inequalities rather than just the delivery 
of health and care services. 
• People living in the most affluent areas of Northumberland can expect to 

spend 16.6 years (men) and 15.3 years (women)  longer living in good health 
than people living in the least affluent areas. 

• Smoking remains the greatest contributor to premature death and disease. 
Although smoking prevalence in Northumberland is the lowest in the North 
East, 30% of adults in routine and manual occupations (25.5% in England) and 
37.1% of adults with serious mental illness (40.5% in England) are current 
smokers, as are 12.9% of pregnant women at time of delivery. 

• Northumberland has a similar percentage to England of adults (18 years or 
older) who are overweight or obese: 61.4% compared to 61.3% in 2015/16. 

• Both the rate of hospital admissions for alcohol-related conditions and the 
total volume of alcohol sold (off-trade) per adult are significantly higher in 
Northumberland than in England. 

• A quarter (24.3%) of adults in Northumberland are inactive (22.3% in England). 

Actions and timelines 2018/19: 
• Continue close joint working with the Locality Authority Public Health Team. 
• Local implementation of the NHS Diabetes Prevention Programme (DPP) to 

encourage GP practices to identify and refer people with non-diabetic 
hyperglycaemia to the NHS Diabetes Prevention Programme, including 
screening people at high risk of diabetes, and promote the programme to the 
public. 

• Embed 'Making Every Contact Count' (MECC) in provider contracts and job 
specifications and MECC training in mandatory workforce training 
programmes, and develop MECC champions. 

• Promote social prescribing and other community-centred approaches. 
• Promote brief and very brief advice to stop smoking, increase physical activity 

and (if necessary) lose weight. 
• Implement a social value framework in order to embed social value 

considerations into all policies, decisions and procurement.  
• Work with local authority colleagues and others to develop whole system 

approaches to tobacco control, promoting healthy weight, healthy diet and 
physical activity, and reducing harm from alcohol. [Cancer strategy] 

Impact: how we will know we have made a difference 
• Work plan agreed between CCG and Public Health with regular review of 

outputs and outcomes. 
• At least 750 people with non-diabetic hyperglycaemia per 100,000 population 

from Northumberland complete the NHS Diabetes Prevention Programme in 
2018/19. 

• Evidence of Making Every Contact Count (MECC) in contracts and mandatory 
training. 

• Evidence of the number, type and outcomes of MECC interventions, ‘social 
prescriptions’ and very brief and brief interventions. 

• Decreases in: smoking prevalence (including in people working in routine and 
manual occupations, adults with serious mental illness and pregnant women at 
time of delivery);  % adults who are overweight or obese; alcohol-related 
hospital admissions; and % adults who are physically inactive. 

Translation to contracts/ activity/ financials including financial 
recovery 
• Assuming 2,400 Northumberland CCG patients complete the Diabetes 

Prevention Programme in 2018/19, the NHS savings are £78,360 after one 
year and £290,147 after 5 years. 

• Very brief advice by a GP to a patient to stop smoking yields a cost saving to 
the NHS of £32 per person. If 29% of smokers are advised to stop smoking and 
those wishing to quit are given the support needed to stop smoking, estimated 
savings over 2 years to the NHS in Northumberland are £629K. 

• A Physical Activity Clinical Champion  providing training in physical activity brief 
advice over 1 year can deliver £308,000 of direct savings to the local NHS over 
5 years, and potential savings within the financial year. 

• Community-centred approaches that use social prescribing, e.g. local area 
coordination, community navigators and link workers, have demonstrated 
reductions in hospital admissions, GP consultations and  social care demand.  

• The Wanless reports concluded that systematic engagement of the NHS in 
promoting lifestyle change, as would occur with MECC and brief advice, can 
reduce future costs. 6 



Transforming Cancer Services  
"The national cancer strategy, Achieving World-Class Cancer Outcomes: A Strategy for 
England 2015-2020, was published in May 2016. The strategy set out several strategic 
priorities: 
• Spearhead a radical upgrade in prevention and public health. 
• Drive a national ambition to achieve earlier diagnosis. 
• Establish patient experience as being on a par with clinical effectiveness and safety. 
• Transform our approach to support people living with and beyond cancer. 
• Make the necessary investments required to deliver a modern high quality service. 
• Overhaul processes for commissioning, accountability and provision. 
  
The Northumberland Cancer Strategy 2018-23 developed in partnership and  signed off by 
both Northumberland CCG and the Health and Well Being Board will address these key 
issues (amongst others) for Northumberland: 
• An estimated 42% of cancer cases each year in the UK are preventable, linked to a 

combination of 14 major lifestyle and other risk factors. Smoking alone accounts for 19% 
of all cancer cases. 

• Despite similar levels of overall socioeconomic deprivation, lung cancer incidence, 
survival and mortality in Northumberland compare unfavourably with the England 
average. 

• There are marked socioeconomic inequalities in cancer screening uptake. 
• Adults with learning disabilities have lower uptake of cancer screening than adults without 

learning disabilities. 
 
There is marked variation between general practices in factors associated with early 
diagnosis. 
After several years of high performance in meeting Cancer Waiting Times targets, the target 
of 85% of patients being treated within 62 days of GP referral has not been met during the 
early part of 2017/18. Performance is recovering however it is unlikely that the CCG and its 
local acute providers will have achieved the target overall for 2017/18. 

 
The following actions are included in the action plan (2018- 2020) developed to deliver the 
Northumberland Cancer Strategy that covers the  period 2018- 2023 
• Develop whole-system approaches to promoting healthy weight, healthy diet and 

physical activity and reducing harm from alcohol and optimise tobacco control.  
Continue to promote ‘making every contact count’ (MECC) and embed into all 
clinical pathways  

• Identify target communities, wards, localities and GP practice populations for risk 
reduction and support General Practice to reduce variation in early diagnosis 

• Continue to improve access and uptake of cervical screening 
• Develop further opportunities to include early diagnosis of lung cancer in the continuing 

professional development of primary healthcare professionals. 
• Ensure appropriate integrated services for palliative and end of life care.  
• Improve the quality of life of people living with or beyond cancer by implementing the 

Recovery Package for low-risk breast cancer patients and continue to develop similar 
programmes for colorectal and urological cancers. 

• Continue to implement a standardised lung cancer pathway. 
• Work with local providers to reduce breaches associated with delays in the 

management of the pathways – particularly where a patient is transferred between 
hospitals for tertiary treatment.  

• Reduce time on the pathway for diagnosing cancer for Urology and Gastro Intestinal 
suspected cancers to 1 week as opposed to the current 2 weeks. 

• The current lymphoedema/ tissue viability pathway started in June 2016 will 
continue to be monitored, to ensure that patients are seen by the specialist service 
appropriate for their level of need. 

 
 

Impact of initiatives including 2020 goals  
• Achieve the 62 day cancer waiting times standard and other cancer related NHS 

Constitution metrics on a consistent basis 
• Sustain and continue to improve on the results of the  Cancer Patient annual experience 

survey. 
• Reduce adult smoking prevalence to 13% by 2020 and 10% by 2023 
• Increase the uptake of cervical screening to the national target of 80% (most recent 

performance 78.5%) 
• Reduce incidence of alcohol related cancer from 38.4 per 100,000 population to 35 per 

100,000 
• Deliver significantly improving one-year survival to achieve 75% by 2020 for all cancers 

(now at 69.8%) 
• Ensure  patients are given definitive cancer diagnosis, or all clear, within 28 days of being 

referred by a GP. 
 
 

• The metrics associated with the NHS Constitution waiting times are mandated in the 
provider contracts and are reviewed and reported on a monthly basis to JLEB Board 
members. Where there are areas of under performance there are processes and 
levers within the contract that can be used. 

• The local agencies and providers have all agreed to  the delivery of actions in the 
Northumberland Cancer Strategy. 

• The lymphoedema and tissue viability pathway started in June 2016 is managed 
through the contracting process with the relevant providers. 

• The potential savings associated with healthy lifestyles including the benefits of 
reducing the smoking prevalence is outlined in the section “Scaling up prevention, 
health and wellbeing”. 
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Urgent and  Emergency Care and  Transport  

The urgent and emergency care agenda remains challenging for the whole system from both 
commissioning and provider perspective. National guidance on transforming urgent and emergency 
care is abundant; there are clear expectations on standardisation of services and the uniformity of 
access. The challenge for Northumberland is twofold; standardisation of services in rural and urban 
areas, and the availability of resources (appropriately skilled workforce, suitable and accessible 
facilities, sustainable funding).The growth in non-elective acute activity continues to increase (7% 
year-on-year) 
The Northumbria Specialist Emergency Care Hospital, which opened in June 2015, is receiving more 
patients than originally planned and work has been started to consider the “recalibration “ of the 
model. While A&E 4-hour waiting time standard continues to be met, this is offset by long ambulance 
handover delays and high rates of onward admission from A&E to other areas of the inpatient and day 
care services. The current format for the urgent care centres  operate with  low numbers of patient 
attendances especially during night-time periods. The introduction of extended access services in 
primary care and the remodelling of the NHS111 and clinical assessment service in late 2017 has 
begun to open the opportunities for a change in the delivery of all urgent care. 
New service models, such as Ambulatory Care, have improved the patient experience and reduced the 
need for inpatient or overnight stays , using this backdrop we are in a good position to take forward 
the breadth of ambulatory care conditions into a more systematic process of care pathway 
management with the benefit of clearer financial control. In support of this redesign we have 
commissioned  Consultant Connect to allow GPs to negotiate the most appropriate level of care for 
those patients needing secondary care support with a view to reducing unnecessary hospital 
admissions and more collaboration on out of hospital care management and support. 
Ambulance service performance and contract management processes have been reviewed and 
options for change identified to future proof the design of this important part of the urgent and 
emergency care system including options to remodel scheduled patient transport arrangements with 
County Council partners. 
The Local A&E Delivery Board has been refreshed to ensure a stronger executive focus on the system 
wide challenges and more robust accountability on system performance and resilience.  

• Key actions and timelines for 18/19 
• Launch of a system wide urgent and emergency care strategy with all stakeholders – April 2018 
• Reform the business rules for care pathways between ED and ambulatory care services – April 

2018 
• Introduce a broader suite of ambulatory care condition pathways using the national guidance in 

collaboration with primary care where this care can and should be delivered closer to home – 
April to June 2018 

• Implement ‘Consultant Connect’: senior telephone advice for GPs needing to access urgent care - 
April 2018 

• Regional procurement of NHS 111 and CAS service – new service launch October 2018 
• Re procurement of integrated Urgent Care Centre services (including out-of-hours)  
• System-wide working through Local A&E Delivery Board and refresh of the priorities in line with 

national guidance for Urgent and emergency care  
• ‘NSECH Reset’ to establish future role of NSECH and other linked provider units 
• Review of North East Ambulance Service contract and performance incorporating urgent care 

strategy outcomes – April to Oct 2018 
• Review of ED primary care streaming in NSECH  to be implemented from April 2018 
• Preparation for the provision/ realignment of Integrated Urgent Treatment Centre services 

(including out-of-hours) for mobilisation in 2019 

The impact of the actions taken in 2017 and plans for 2018 are intended to be demonstrated in the 
maintenance of the A&E performance standard; significant  improvement in the ambulance 
responses times as determined in the  new ARP standards; reduction in unnecessary attendance in 
ED for primary care conditions; achievement of the 15 min handover interface between ambulance 
crews and ED teams; increasing use of ambulatory care pathways with a corresponding decrease in 
non elective admissions. 

The 18/19 guidance presents a challenge in terms of expected growth 
projections in non elective admissions (5.6% 0 LoS – 0.9% >1 LoS); 
Ambulance activity growth + 2.3%; A & Attendance +1.1% 
These assumptions have to be balanced with the CCG FRP and QiPP 
expectations where decreases in activity are required to meet the 
required financial outturn. 
Savings planned for are;- 
Consultant Connect - £900k 
ED Streaming - £48k (margin position pending NSECH reset) 
Ambulatory Care - £745k * including business rule changes and guidance 
compliance 
Ambulance Services – 4% reduction (separating 999 GP Urgent and PTS)*  
Realignment of GPOOHs and UTCs – to be determined (range £300k to 
£1m depending on outcome of efficiencies assessment work underway  
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Optimal use of acute sector  

The Story: Optimal Use of the Acute Sector 
Overall utilisation of acute hospital services is estimated to be 20% higher in the 
North East than in England as a whole. Northumberland has an over reliance on 
hospital beds and an expensive footprint of ten hospitals including six community 
hospitals. 
National analysis by the Right Care team identifies significant variance in activity 
rates for all localities within the STP footprint when compared to their peers.  
Local analysis also identifies variation between localities within the footprint 
(Cancer, Urgent Care, Maternity, Dementia, MSK and Specialist services)  There 
are a number of service lines/ pathway of care that appear to not be sustainable 
across the STP footprint in the longer term. 
Future State/Ambition 
Explore and develop alternative service models that improve productivity and 
reduce the demand burden by working together as health and care systems that 
will allow us:  
to build upon transformation and sustainability plans underway in each LHE;  
shape services based on need and opportunity and reduce organisational silos and 
barriers to ensure we are well placed to deliver personalised and high quality 
care. 

 
 
 
 
 

Actions and timelines 2018/19: 
 

• Re-provide Berwick Infirmary services following full business 
case review  June 2018. 

• Continue to work with partners on the best use of assets across 
the system and inform the transformation board of progress. 

 
• Reduce unnecessary outpatient review appointments through 

analysis and discussion with providers of planned care and 
primary care service providers  

•  Work with GP Practices to reduce unwarranted variation in usage 
of secondary hospital services  

•  Develop and implement, with the providers of planned care 
services, an approach that ensures hospital interventions are 
system wide and individual patient outcome-based services 
focused on those who are identified to gain the most benefit 

• Review of maternity services across Northumberland  

  
 
 

 
 

Impact: how we will know we have made a 
difference. 

• Reduction in bed occupancy  
• Reduced number of stranded and super stranded 

patients.  
 

 

 
 
 

Translation to contracts/ activity/ financials including financial  
• The expected impact of commissioning initiatives have been 

adjusted for in the 2018/19 contracted activity levels. For 
example the impact of planned work to reduce length of stay, 
outpatient reviews, and GP variation in use of secondary care has 
been translated into contract activity plans. 

• The CCG’s QIPP PMO will monitor delivery of the commissioning 
initiatives. 

• The service development improvement plans in provider 
contracts have been used to set related action plans for delivery 
by the provider with associated milestones. Delivery will be 
tracked via the monthly contract meetings. 
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Out of Hospitals / New models.  

The Story: Out of Hospital Care & Collaboration - making the right thing the 
easiest thing to do 
Ensuring a vibrant Out of Hospital sector that wraps itself around the needs of registered 
patients and attracts and retains the workforce it needs 
Made up of six elements: 
• Maximising the opportunity to integrate health and social care 
• Improving access to high quality primary care – supported by the GP Forward View 
• Providing mental health care that is closer to home and easily accessible and 

coordinated 
• Improving access to high value care seven days a week 
• Delivering the Learning Disability Transformation Plan  - providing care closer to 

home where appropriate 
• New models of care that improve experience and quality 
 

Actions and timelines. 

.Extract learning from Vanguard pilot of Primary and Acute Services 

(PACS) model for application more widely across the CCG work concluding 
March 2018  
• Develop Care at Home for Complex Health Needs (CATCH) teams based 
to cover populations of approx. 40,000. Pilot to begin in the North locality 
Summer 2018. 
• Reduce reliance on bed-based care, length of stay and therefore 
reducing the number of stranded and super stranded patients.   
• Review the community services contract line by line to highlight 

efficiencies  and ensure workforce plans fits with the transformation 
plans for CATCH and develop a new home first culture.  

•  Following further analysis, of the best use of assets the CCG will 
implement their plans covering the delivery of future requirements for 
community bed-based care.  
 

We propose to create eight local “Catch” teams responsible for ensuring that community support 
during health crises is available for the 0.5% of the people on GP lists whose complex health 
conditions mean they are most at risk of avoidable hospital admission.  Catch teams will have two core 
responsibilities: ensuring that effective emergency health care plans are in place for the people most 
at risk, and ensuring that community support resources are effectively mobilised when people have a 
health crisis which requires intensive short-term support at home to avoid hospitalisation (including 
people whose home is a care home). 
Care at Home Teams for Complex Health Needs.   

 
 
 

Impact: how we will know we have made a difference 
• Reduction in occupied bed days for the older people population  
• Protecting the independence of older people by keeping them 

well and safe at home  
• Reduction in delayed transfers of care (DToC) following medical 
discharge in acute hospitals to release capacity for the acutely ill  
• Reduction in the numbers of stranded and super stranded 

patients.  
• Reduction in numbers of unnecessary admissions. 

 
  

 
 

 
• An adjustment reflecting the reduced utilisation of community beds to 
be effective from April 2019 
• The full business case relating to the Berwick Infirmary services will be 
completed by end Q2 for consideration by the CCG Governing body in Q3 
2018/19  
• National tariff activity will be decommissioned from the community 
block contract with effect from April 2019  
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NHS RightCare  

NHS RightCare is a national programme committed to delivering the best care to patients, 
making the NHS’s money go as far as possible and improving patient outcomes. Ensuring 
people in Northumberland access the right care, in the right place at the right time means 
the CCG can treat more people effectively.  
The aim of RightCare is to assess and understand variation, compared to the CCG’s 10 most 
similar CCGs nationally, in the care provided in terms of outcomes and cost. The variation 
can then be considered warranted or unwarranted and addressed accordingly by working 
in collaboration with the providers.  
The CCG has been working locally with our main provider, Northumbria Healthcare NHS 
Foundation Trust (NHFT), in the following clinical areas:  
• Respiratory 
• Orthopaedics 
• Gastrointestinal (GI) 
• Cardiology 
Monthly meetings are held for each of the clinical areas with senior clinicians from the CCG 
and NHFT with the aim of understanding and addressing the variation. 
Where agreement is reached in unwarranted variation rapid progress can be made in 
changing the patient pathway for the benefit of the patients and the health system. 
A Outpatient Steering Group has been established with the aim of transforming outpatient 
clinics with a significant reduction in the number of reviews and equivalent reduction in 
estates. Initially the 4 specialities of rheumatology, cardiology, gynaecology and urology 
will be review current services and review patients who can be: 
• Discharged from secondary care 
• Manage their own condition with rapid access should symptoms deteriorate 
• Require ongoing monitoring with can be provided in the community 

 
  

The following actions will be taken during 2018/19 to address the variation identified in the 
RightCare data 
• Establishment of a  overarching steering group which will report to the Transformation 

Board to ensure strong governance 
• Implementation of the upper GI patient pathway April 18 
• Development of the FiT test by June 18 and subsequently the implementation of the 

upper GI patient pathway 
• Continued focus on elective activity where RightCare identified variation compared to 

the 10 most similar CCGs 
• Procurement process started to procure a single MSK triage service, April 18 
• Audit to assess the opportunities in foot and ankle surgery June 18 
• Assessment of  Tees CCG’s Shared decision Making (SDM) pilot and potential 

implementation in Northumberland if assessment evaluates positive by June 18 
• Under the Outpatient Steering Group reduce the number of follow up outpatient 

appointments by 5% during 2018/19 by implementing patient initiated follow-up 
• Consideration to expand to further RightCare opportunities such as neurology 
• Review on non-invasive ventilation services to reduce admissions and readmissions in 

patients with COPD 
• Ongoing review on the availability and use of inhalers for asthma and COPD patients to 

ensure best practice and latest evidence  is followed for optimal care 
• Introduction of SystmOne as the clinical system in cardiology and heart failure clinics to 

optimise patient care 
 
 
 
 Where agreement is reached in addressing unwarranted variation there will be an 

improvement in terms of outcomes and a reduction in spend towards the 10 most similar 
CCGs. Specifically for the 4 clinical areas the impact will be: 
• A reduction in the number of upper GI cancer low risk patients aged below 50 receiving 

a endoscopy 
• A increase in the number of lower GI cancer risk patients receiving the FiT test resulting 

in a reduction in the number of patient receiving a colonoscopy 
• A reduction in the number of patient presenting with GI cancers in A&E 
• A reduction in variation is orthopaedic elective activity in procedures for foot and 

ankle, joint aspiration and back injections 
• A reduction in admissions/readmissions in COPD particularly in the last 100 days of life 
• Ongoing reduction in the use of Stents and coronary bypass graph procedures 
• Reduced length of stay for patients with strokes and heart failure through improved 

care in the community 
• Reduction in outpatient reviews with patient initiated follow up with rapid access for 

patients and improved support in the community ie heart failure, rheumatology  
 

The aim of addressing variation and reducing activity towards the 10 most similar CCGs will 
be a requirement of the contract with NHFT for 2018/19. PWC have identified 
opportunities based on the RightCare data as below: 
• £500k for GI procedures including endoscopies, colonoscopies and hernia repair 
• £977k for hip and knee replacements 
• £423k for other orthopaedic procedures including diagnostics and spinal fusion 
• £152k in a 5% reduction of outpatient reviews in rheumatology, cardiology, 

gynaecology and urology with a rolling expansion to other specialties 
• Ongoing work with medicines optimisation will reduce prescribing costs of inhalers 

(recognised and quantified in the prescribing work stream) 
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Primary Care Transformation and the GP Forward View  

The Vision for primary care in Northumberland is: 
• Clinicians are working in practices they are proud of, delivering care to 

patients in a wider truly integrated team  
• Networks of practices are working together; integrated with care teams from 

community, mental health, secondary care, social care, the voluntary sector – 
managing patients in the community, in multidisciplinary teams,  proactively, 
headed up by their GP and appropriate specialists 

• New structures and workforce models are in place to improve the accessibility 
to services but also to ensure the longevity of the practices in Northumberland 

• The system allows easy access to the right clinician at the right time 
• Everything is underpinned by a shared clinical record 
• Technical solutions are explored and those that compliment delivery of 

primary medical services are implemented 
• There is an understanding of the demographic change and needs of the 

population across Northumberland now and in the future – this will inform 
service planning and the future models of primary care 

• All plans for primary care are aligned with national requirements, planning 
guidance, STP delivery and CCG commissioning intentions 

• Reduced variation between practices in the spend per head and equity of 
access to services for patients – linked to demand management and Medicines 
Management – GVIS programme 

 
 

April 2018 
Strong clinical leadership 
within the CCG with a 
focus on primary care 
provider development 
Refreshed clinical 
leadership  at locality 
level and emphasis on 
engagement 

Summer 
2018 
Primary care 
interface 
with 
community 
MDT teams 
– Pilot 
CATCH 

May 2018 
10 High Impact Areas Roadshow 
Focus on Northumberland priorities 
for developing primary care & 
Quality Improvement 
 

April 2018 
Primary care commissioned 
services aligned with CCG 
commissioning intentions  

Refreshed 
commissioning 
framework for 
primary care – 
demonstrating value 
for money 

March  2018 
GP online 
consultation 
Scoping and 
engagement 

March 2018 -
March  2019 
Strategy 
Refresh 
Demographic 
change & 
Planning 

Review Estates & 
Branch Surgeries 

Workforce 
CEPN 
International 
Recruitment 
Alternative 
workforce 

April 2018 
Resilience 
Bids 
Bid and plan 
support for 
practices 

Work load 
GP Variation  
Access models  
Collaborative 
delivery 

April 2018 
Consider 
Provider 
Development 
Aims & 
Objectives 

Dec 2018 
Single clinical 
IT System 
100% 
migration plan 
 

Effective  access 
models in all practices  
 
Increased numbers of 
patients helped in 
primary care 

Improved patient 
outcomes and 
continuity of care 
Equity of access 
based on need 
Reduced variation on 
use of secondary care 
services 

Provider development 
commenced - all 
practices engaged 
 
Increased delivery at 
scale and reduce 
duplication 

Quality Improvement 
demonstrated through HIA 
programme – links to 
national metrics 

Developed workforce 
and resilient 
sustainable general 
practice 
 
Increased skill mix & 
education opportunities 

Strategic plan reviewed and primary care fully informed 
on demographic change – begin to plan future 
provision 

Prevention 
Aligning the 
strategy with 
Public Health 
and JSNA 

Quarterly contract 
review process and 
payments based on 
delivery 

Reduced volumes 
flowing into 
secondary care 
aligned with QIPP 
plans - £400k 

Contract review and 
recommission: 
• GP OOH contract - 

£500k 
• NHS 111 and 

Clinical Advice 
Service - £60k 

• UCC interface and 
direct booking  

Financial probity 
and business case 
planning for all 
allocated budgets – 
GPFV and core 
primary care 

Quality & 
Equality 
Robust testing of 
impacts on all 
service 
developments 
and planning 

Outputs and 
impacts used to 
inform future 
commissioning 
intentions 

National and regional governance processes 
utilised and aligned with CCG internal procedures 

April 2018 
Implement 
GVIS through 
primary care 
commissioned 
services 
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Prescribing 

The story to date: 
We continue to work towards optimising medicine use for 
Northumberland patients and have had lower prescribing 
spend than CCGs regionally in 2017/18.  Our Medicines 
Optimisation Group has maintained its focus on ensuring 
the right patients get the right choice of medicine at the 
right time.  The group successfully works in partnership 
with the organisations responsible for managing 
medicines including the 44 GP practices, NHCFT, 
Northumberland Tyne and Wear NHS Foundation Trust 
(NTW) and the Local Pharmaceutical Committee. 
The Practice Medicines Management service delivered by 
the GP practices is the key mechanism in ensuring that our 
patients receive high quality, cost effective prescribing. 
The service consistently delivers a number of cost and 
quality priorities and, while ensuring that patient interest 
is safeguarded. 

Actions and timelines 2018/19: 
• OptimiseRX to continue to be used in all 42 practices. 
• Practice Medicine Management scheme workplan to 

be delivered in all practices.  This focuses on both 
quality and cost initiatives. 

• CCG meet with providers to ensure gain share 
arrangements increase biosimilar uptake.  

• Promote self-care for acute self-limiting minor 
ailments. 

• Ensure medication reviews for dementia & learning 
disability patients are carried out at appropriate 
intervals. 

• Ensure practices follow national guidance on the 
medicines no longer to be routinely prescribed. 

• Ensure an ONPOS system is introduced to ensure 
dressings supply is effectively monitored and 
managed. 

Impact: 
• Maintain negative prescribing ASTRO PU cost growth. 
• Maintain low prescribing ASTRO PU spend. 
• Number of best practice message accepted by 

clinicians from the OptimiseRX system. 
• Increase patient self-care, freeing up capacity in 

primary care to allow focus on long term condition 
patients. 

• All patients receiving formulary dressings delivered 
whilst community teams use the ONPOS system. 

Translation to contracts/ activity/ financials 
including financial recovery 

• The actions undertaken by the Medicines Optimisation 
Group will support the CCG to deliver a £1.1m 
Prescribing QIPP in 2018/19.  Successful delivery of 
both OptimiseRX and ONPOS will support the QIPP 
delivery 

• Gain share arrangements within the contract to be 
used to encourage biosimilar uptake. 13 



Demand Management 

Northumberland CCG (CCG) has placed emphasis since its inception on managing first 
outpatient attendances as our member practices have a certain level of influence 
when referring patients into secondary care. This has been done through the following 
initiatives: 
• Practice Activity Scheme  
• Consultant First 
• Value Based Commissioning policy 
• GP Variation in Spend (GViS) 
Practice Activity Scheme (PAS) : Since 2013 when the PAS was launched the number 
of first outpatient attendances, when the referrals source is a GP, has reduced. This 
has resulted in, based on data from NHS England, the CCG having the lowest referral 
rate from a GP than any CCG in the north east and Cumbria 
Consultant First: Consultant First was initiated in 2016 where GP referrals for 15 
specialities are triaged by local consultant to ensure the patient requires an outpatient 
appointment and, if so, they are directed to the correct clinic first time 
Value Based Commissioning (VBC): The VBC policy ensures equity of access to NHS 
services while ensuring patient do not under go procedures of limited clinical value 
where the risk outweighs the benefits. Since 2015 the CCG has required patients to 
have prior approval before providers perform any of the procedures in the policy 
GP Variation in Spend (GViS): Towards the end of last year GViS was launched with 
the aim of reducing the variation in spend per head of population and ensure equity of 
access to NHS Services. Moving forward the demand management and GViS initiative 
will be linked to meet the required outcomes 

Towards the end of last year the CCG introduced the GP Variation in Spend 
(GViS) programme. The aim is to inform demand management at a 
practice level and provide support to practices to: 
• Identify the causes of variation in activity and spend 
• Develop next step plans to reduce variation 
• Revise pathways of care to ensure the best use of resources and 

improve outcomes for patients  
The plan for this year is to integrate the current demand management 
initiatives into the GViS programme. Therefore the plan will be aligned to 
the Royal College of General Practitioners (RCGP) guidance, Quality Patient 
Referrals, to provide equitable access for patients to clinical pathways by: 
• Continue with the phased deployment of GViS based on the level of 

variation in spend 
• Develop the PAS for 2018/19 while integrating with GViS by June 18 
• Extend the availability of Consultant First on the eReferrals system by 

April 18 
• Support the regional development of the VBC policy monthly 
• Receive Board approval for the latest VBC policy April and December 18 

and identify in the contract any changes 
 

 
Through the demand management initiatives the CCG will continue to benefit 
from low number of first outpatient appointments as demonstrated by: 
• Referral rate compared to other CCGs in the north east and Cumbria 
• Maintaining current referral rate which mitigates demographic growth and 

increase in demand 
• The number of referrals via Consultant First being offered advice is between 

6% and 10% 
• The twice yearly VBC policy update is approved by the CCG 
• The number of procedures in the VBC policy performed are matched to 

individual patient prior approval 
• If there are discrepancies between the above then, via the contract, the 

financial difference is claimed back from the trusts 
• Reduction in the variation of spend per head of population between 

practices 
 

 

• The support of GP Practices, and the integration of the PAS, for GViS 
will be commissioned through the Population Wide Scheme.  

• The development of the PAS will be aimed at zero growth in first 
outpatient attendances 

• The VBC policy will be updated via the contract when approved by the 
CCG Boards 

• The benefits and success of Consultant First will be continually 
monitored and compared to other referral management schemes 
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Learning Disabilities  

 
The Story: Learning Disabilities  
 
Northumberland vision and commissioning intentions reflect our ambition to have a 
integrated life span approach which encompasses support for people with a learning 
disability and or Autism alongside their physical health care and social care needs. 
In keeping with the principles of Transforming Care,  the local implementation group will 
develop community support  and resources that  offer alternatives to hospital admission by 
focusing resource on early identification,  early intervention and crisis prevention. 
Northumberland's vision is to be able to offer high quality care and support, occupation 
and accommodation  in the community to enable people to live productive lives at home, 
or as close to home as possible. 
 
Northumberland will continue to strengthen our offers to improve the physical health of 
people with learning disabilities.   Health and care staff will support service users to make 
informed healthcare choices.  
 
The Learning Disabilities  Mortality Review Programme (LeDeR) is underway.   The CCG will 
continue to work with  partner organisations to identify opportunities to improve patient 
outcomes and service quality. 
 

Key Milestones  
Single pathway for adults with a learning disability 
• 18/19 commissioning intention to have a single point of access and pathway to  

specialist community services  
Dynamic risk registers 
• 18/ 19 in place for adults and children  and discussed weekly with a wide multi 

disciplinary team 
Care and Treatment reviews 
• 18/19 process in place for all inpatient and community CTRs for children and adults 

with learning disabilities and / or Autism  
Transitions 14-25 
• Review in 18/19 of health, social care and Educations transitions policies and 

development of a overarching process commenced 
Co production 
• North East and Cumbria framework developed through co production. Local joint 

commissioning strategy in place to support  system cohesion and co commissioning 
Personal Budgets 
• Exceeding national expectations on markers of progress. 
Strategic co- commissioning  
• Procurement framework in place for complex care packages. And system wide decision 

making  

People with learning disabilities- outcome measures  
 

• Delivering regional and local  Transforming Care Partnership plans with local 
government partners, enhancing community provision for people with learning 
disabilities and/or autism. 

• Reducing  inpatient bed capacity by March 2019 to 10-15 in CCG-commissioned beds 
per million population, and 20-25 in NHS England-commissioned beds per million 
population. 

• Improve access to healthcare for people with learning disability so that by 2020, 75% of 
people on a GP register are receiving an annual health check. 

• Improve offers of flu immunisation and uptake rate. 
• Reducing  premature mortality by improving access to health services, education and 

training of staff, and by making necessary reasonable adjustments for people with a 
learning disability and/or autism 

• Ensure a reasonably adjusted care pathway is in place in acute providers for those who 
require General Anaesthetic for diagnostic imaging.  

Contracting and Finance  
 
• Enchanced model to be met out of existing resource with NHCT and NTW contract 
• Opportunities to co commission with local partners and NTW (new care models)  
• Potential investment opportunities linked to CYPs Green paper to improve local offer in 

schools  
• Alignment to STP via Transforming Care Board 
• Inpatient discharges may impact on Section 117 budget  
• Dynamic risk registers will mitigate some future  Section 117 costs  
• Extra resources may be needed to ensure clinical capacity is available to carry out the 

mortality reviews in a timely manner. 
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Mental Health  

The Story: Mental Health  
 
Northumberland CCGs vision is to have a integrated life span approach which encompasses 
support for the mental health condition alongside the persons physical health care  and 
social care needs. 
 
Developing resilience in primary care will enable more people to be seen earlier and 
reduce demand in secondary and tertiary care. More effective integrated management of 
complex conditions will reduce admission (both to acute and mental health hospitals) and 
length of inpatient stay, supporting out of hospital treatment closer to home.  
 
Working within a local, sub regional and regional footprint the CCG will deliver the 
ambitions of Mental Health Five Year Forward View.  This improved offer will : 
• Reduce wait times in CYPs.  
• Reduce admissions to hospital of people with dementia by 50%. 
• Review and reduce inpatient bed base via whole service redesign. 
• Work with primary and community providers to develop the  CATCH teams  with 

mental health at the heart of delivery 
• Multi agency approach to reducing suicides by 10% 
 
Through  early interventions and prevention  services  people with emotional health and 
wellbeing needs will  be  more able and better informed to manage their own care and 
have a consistent (high) experience of interactions with all service providers 
 
 
 

Deliver where financially viable the implementation plan for the Mental Health Five Year 
Forward View for all ages, including: 
• Additional psychological therapies so that at least 19% of people with anxiety and 

depression access treatment, with the majority of the increase from the baseline of 
15% to be integrated with primary care; 

•  More high-quality mental health services for children and young people, so that at 
least 32% of children with a diagnosable condition are able to access evidence-based 
services by April 2019, including all areas being part of Children and Young People 
Improving Access to Psychological Therapies (CYP IAPT) by 2018; 

• Expand capacity so that more than 53% of people experiencing a first episode of 
psychosis begin treatment with a NICE-recommended package of care within two 
weeks of referral; 

•  Increase access to individual placement support for people with severe mental illness 
in secondary care services by 25% by April 2019 against 2017/18 baseline; 

• Commission community eating disorder teams so that 95% of children and young 
people receive treatment within four weeks of referral for routine cases; and one week 
for urgent cases; and 

•  Reduce suicide rates by 10% against the 2016/17 baseline. 
• Ensure delivery of the mental health access and quality standards including 24/7 access 

to community crisis resolution and home treatment teams and mental health liaison 
services in acute . 

•  Maintain a dementia diagnosis rate of at least two thirds of estimated local prevalence, 
and have due regard to the forthcoming NHS implementation guidance on dementia 
focusing on post-diagnostic care and support. 

• •Continue to achieve no out of area placements for non-specialist acute care by 
2020/21. 
 
 
 

Contracting and Finance  
 
• Close / reduce wards and  day centres where significantly underutilised or no longer 

required.  
• Review commissioned children and young people services  
• Rebasing of contract costs to a ‘fair price for fair use’ basis starting with inpatient 

services  
•  Identify clear exit strategy for additional psychiatric liaison, perinatal mental health 

and extended Improving Access to Psychological Services (IAPT) services in absence of 
recurrent funding.  

• Review and recalibrate  baseline spend on mental health to deliver the Mental Health 
Investment Standard in line with ‘fair price for fair use ‘ 

• Identify system wide spend on all services  related to Mental Health   

Outcomes and Impact  
 

• Continue to deliver the MHFY5V 
• Reduction in reliance in bed based services  
• Increased access to primary psychological therapies 
• Reduced wait times for all services 
• Embedded Mental Health provision within the CATCH teams  
• Increased resilience within primary care  
• Integrated management of long term conditions  
• Improved integration with other partner commissioning services (LA, PH and 

Education)  
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Quality improvement: underpinning everything we do 

 
The story to date: 
 
The Planning Guidance 2017-19 sets the direction of travel and 
priorities for quality improvement, and this offers a framework to 
describe the future focus for Northumberland. It is recognised that 
the service quality is good overall but there are areas that will 
require significant improvement.  The move towards an Integrated 
Care System as signalled in  the  Refreshing NHS Plans for 2018/19 
Plans will offer a good opportunity for the CCG to work with 
commissioners and providers to improve heath and care services for 
our residents.  
 
An update to the 2018/19 CQUIN guidance is due to be published by 
NHS England, and this will provide further clarity and refine the 
framework to encourage and reward improvement in provider 
services.  
 

Impact: how we will know we have made a difference 
 

• Northumberland achieved the improvement targets for 2018/19 
on the six clinical domains (Mental health, Cancer, Primary Care, 
Urgent and Emergency Care, Transforming Care, Maternity) as set 
out in the ‘Next Steps on the NHS Five Year Forward View’. 

• Providers achieved the quality indicators in CQUIN. 
• CCG met all or most of the quality premium standards.  
• Improvement in service quality and patient safety, and reduction 

/ elimination of harmful and fatal events and or impact on 
patients and service users, including:  

o mortality rates.  
o C Diff and MRSA infection rates, and Gram Negative Blood 

Stream Infection particularly E coli. 
o Falls and pressure sores. 
o Serious Incidents and Never Events. 
o Serious infections and other wound infections.  

• Evidence of improvement from the Safety Thermometer 
dashboard.   

• Positive patient experience reflected in national and local patient 
satisfaction surveys.  

 
 

 

Actions and timelines 2018/19: 
 
• Build on the successes to date and continue to strengthen our 

partnerships with Northumberland County Council and other 
commissioners and service providers. 

• Continue to integrate service commissioning and provisions 
where it makes sense and adds value. 

• Sensitive early warning and monitoring systems in place to allow 
prompt actions.    

• Ensure the quality assurance system is timely and robust. 
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Northumberland System 
Transformation Delivery  

The System Transformation Delivery Board membership holds the system 
to account through its involvement of Chief Executives. It has agreed a 
mandate that the entire healthcare system is publically and collectively 

responsible for the delivery of financial and clinical efficiencies going 
forward. This Board is committed to  the  delivery of 2017 to 2019 financial 

efficiencies through service models that will drive: 
  

Effective bed utilisation 
Out of hospital models of care at scale 
Flow in the system including transport 

System-teams leading delivery 
Innovation and ambition 

  
The Board is the primary vehicle to embed clinical and financial stability 

beyond 2020 with a focus on quality care at all points in the care system. A 
programme of project deliverables has been established and will be 

governed through the Board using robust project management processes 
and with senior clinician and manager engagement from all parties. 

 

18 



Northumberland System Transformation Governance v0.2 

System Transformation Delivery Board 
Independent Chair- Scott Dickinson  

Northumberland Health & Wellbeing Board 

Operational Delivery 
Group 

Chair:  Maureen Taylor 

Delivery & 
Implementation  

Momentum  Creation 

Risk & Issue Management 

Interdependencies and 
all enabling activities 

Plan setting & aligning 

Performance 
Management 

Escalated Risk 
Management 

Assurance & QA 

Plan Strategy Setting 

Gateway Management 

Public Accountability 

Responsibility & 
Accountability 

Sy
st

em
 T

ra
ns

fo
rm

at
io

n 
 P

ro
gr

am
m

e 
M

an
ag

em
en

t O
ff

ic
e 

Clinical Reference 
Group  

Chair:  TBC 

Enabling Groups (TBC) 

Finance & Information 
Group 

Chair:  Ian Cameron 

Best Use of Assets 
Workstream 

 SRO:  Kate Simpson 

Primary Care 
Workstream  

SRO: David Shovlin 

Mental Health and 
Learning Disabilities 

Workstream  
SRO: Russell Patton 

Non-Elective/ LADB 
Workstream 

SRO: Jim Mackey 

Elective / Variation 
Workstream   

SRO: Alistair Blair 
 

Projects  
 

Projects  
 

Projects  
 

Projects  
 

Projects  
 



Best Use of Assets  

Operational Delivery Group  

Best Use of Assets 
Group 

Project Plans  

Risk & Issue Management 

Interdependencies and 
all enabling activities 

Mandate/PID 

Terms of Reference  

Workstream Team 
Membership 

Responsibility & 
Accountability 

Sy
st

em
 T

ra
ns

fo
rm

at
io

n 
 P

ro
gr

am
m

e 
M

an
ag

em
en

t O
ff

ic
e 

Enabling Groups (TBC) 

CATCH Teams   
Project Lead 

Management Lead 
 

Highlight Reporting 

Exception Reporting  

Business Intelligence 
Project Lead 

Management Lead 
 

Project  
Project Lead 

Management Lead 
 

Project  
Project Lead 

Management Lead 
 

Project  
Project Lead 

Management Lead 
 

Benefits Realisation 
(including QIPP/CIP) 



Primary Care 

Operational Delivery Group  

Primary Care Delivery 
Group 

Project Plans  

Risk & Issue Management 

Interdependencies and 
all enabling activities 

Mandate/PID 

Terms of Reference  

Workstream Team 
Membership 

Responsibility & 
Accountability 

Sy
st

em
 T

ra
ns

fo
rm

at
io

n 
 P

ro
gr

am
m

e 
M

an
ag

em
en

t O
ff

ic
e 

Enabling Groups (TBC) 

GVIS  
Project Lead 

Management Lead 
 

Highlight Reporting 

Exception Reporting  

GPOOHs 
Project Lead 

Management Lead 
 

Prescribing  
Project Lead 

Management Lead 
 

Benefits Realisation 
(including QIPP/CIP) 



Elective Care 

Operational Delivery Group  

System Variation/ 
Elective Care Delivery 

Group 

Project Plans  

Risk & Issue Management 

Interdependencies and 
all enabling activities 

Mandate/PID 

Terms of Reference  

Workstream Team 
Membership 

Responsibility & 
Accountability 

Sy
st

em
 T

ra
ns

fo
rm

at
io

n 
 P

ro
gr

am
m

e 
M

an
ag

em
en

t O
ff

ic
e 

Enabling Groups (TBC) 

MSK  
Project Lead 

Management Lead 
 

Highlight Reporting 

Exception Reporting  

Gastroenterology 
Project Lead 

Management Lead 
 

CVD  
Project Lead 

Management Lead 
 

Respiratory  
Project Lead 

Management Lead 
 

Outpatients 
Project Lead 

Management Lead 
 

Benefits Realisation 
(including QIPP/CIP) 



Non-Elective 

Operational Delivery Group  

Non Elective / 
LADBGroup 

Project Plans  

Risk & Issue Management 

Interdependencies and 
all enabling activities 

Mandate/PID 

Terms of Reference  

Workstream Team 
Membership 

Responsibility & 
Accountability 

Sy
st

em
 T

ra
ns

fo
rm

at
io

n 
 P

ro
gr

am
m

e 
M

an
ag

em
en

t O
ff

ic
e 

Enabling Groups (TBC) 

Ambulatory Care 
Project Lead 

Management Lead 
 

Highlight Reporting 

Exception Reporting  

NSECH RESET  
Project Lead 

Management Lead 
 

UTCS & Urgent Access  
Project Lead 

Management Lead 
 

Transport   
Project Lead 

Management Lead 
 

Benefits Realisation 
(including QIPP/CIP) 



Mental Health and Learning Disabilities 

Operational Delivery Group  

Mental Health and 
Learning Disabilities 

Group 

Project Plans  

Risk & Issue Management 

Interdependencies and 
all enabling activities 

Mandate/PID 

Terms of Reference  

Workstream Team 
Membership 

Responsibility & 
Accountability 

Sy
st

em
 T

ra
ns

fo
rm

at
io

n 
 P

ro
gr

am
m

e 
M

an
ag

em
en

t O
ff

ic
e 

Enabling Groups (TBC) 

CYPS /CAHMS 
Pathway  

Project Lead 
 

Highlight Reporting 

Exception Reporting  

Adult Pathway  
 

Project Lead 
 

Learning Disability 
Pathway  

Project Lead 
 

Older Peoples 
Pathway  

Project Lead 
 

Specialist Pathway  
Project Lead 

 
 

Benefits Realisation 
(including QIPP/CIP) 



CCG Technical Narrative - Finance 
The draft financial plan submitted on the 6th April demonstrates delivery of the requisite control total of £8m deficit for 2018/19 underpinned by robust but 
challenging QIPP programme with no unidentified schemes. The total QIPP programme costed and modelled to date totals £17.8m with additional 
opportunities being pursued towards mitigation of any unplanned delivery slippage. The CCG will continue to work on identification and delivery of further 
QIPP opportunities throughout the financial year. 
 
Risks and mitigations are identified, including adherence to the maintenance of a minimum 0.5% contingency reserve business rule. However the CCG is 
unable to reconcile the Mental Health Investment Standard with the notified £6m deficit control total given the requirement to deliver financial recovery 
under legal directions and special measures. To meet the MHIS as calculated in planning forms the CCG would need to reinvest all associated QIPP savings 
planned for 2018/19 (which includes the full-year effects of 2017/18 schemes) as well as the additional 2.8% spending target. The impact this would have 
on the CCG’s financial recovery plan totals £1.993m (excluding mental health contract rebasing) and would therefore need to be matched with a 
corresponding adjustment to the control total and Commissioner Sustainability Funding (CSF). 
 
The CCG has identified the following risks and mitigations in achieving the underlying position and 2018-19 control total; 
 
• Acute 

– Ongoing contract performance investigations. 
– Contract growth (national versus local assumptions) and differences in savings assumptions between Northumbria Healthcare NHS FT and the CCG. 

 
• Mental Health: 

– The CCG is currently in discussions with its main provider Trust and neighbouring commissioners to rebase a number of services 
– Additional investment is required to achieve the Mental Health Investment standard. 

 
• QIPP Delivery: 

– The CCG has risk rated each of the QIPP schemes at 33.3% at this early stage but this is subject to ongoing refinement. This is to account for potential delivery 
risk and slippage although further QIPP opportunities continue to be explored. 

• Mitigation: 
– The CCG has set aside contingency reserves to mitigate against the above mentioned contract and QIPP delivery risk, however additional flexibility in respect of 

control total and CSF would be required if the CCG is directed to deliver both FRP and MHIS. Reserves include maintenance of what was previously the system 
risk reserve and non-recurrent headroom in recognition of the significant level of risks and challenges the CCG faces in meeting the notified control total. 

– Further QIPP stretch of approximately £2m is also identified to cover a downside scenario. 
 

Consistent growth and QIPP assumptions have been used between the financial plan and activity plans at PoD level, ensuring appropriate triangulation 
between both sets of figures. 
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CCG Technical Narrative – QIPP 
The CCG is currently under legal directions and special measures with 
a clear financial recovery agenda. A substantial QIPP target of 
£17.4m was set in 2017/18 and while it has not proven possible to 
fully implement and deliver against every opportunity, much of this 
target has been delivered with further mitigations identified to 
ensure the 2017/18 £20.3m deficit outturn target was met. However 
despite making significant progress in 2017/18 the CCG still has a 
very challenging QIPP programme to deliver in 2018/19 with further 
work required to ensure a sustainable longer term position. A fully 
identified QIPP programme is in place for 2018/19 with all schemes 
underpinned by robust costings and (where relevant) activity 
modelling at PoD level.  

QIPP Programme 2018/19 £000s 
Acute 9,889  
CHC 3,779  
Community 110  
High cost drugs and devices 250  
Learning Disabilities 905 
Mental Health 1,024 
Other Programme Services 108  
Prescribing 1,108  
Other Primary care  449 
Running Costs - Non-pay 201  
Total QIPP Programme 2018/19 17,823  

The total QIPP programme costed and modelled to date totals £17.8m and the CCG is fully committed to the identification and delivery of 
further QIPP opportunities (including ongoing reference to Rightcare). 
 
The activity implications of the QIPP plan are reflected in the activity return and finance plan consistently. Each scheme has been worked 
through using the appropriate baseline data with expert data modelling support. 
 
The CCG recognises that the QIPP programme is extremely challenging and has already established a programme management office 
approach to support delivery, as well as developing strong governance arrangements via the CCGs Corporate Finance Committee. 
 
The QIPP PMO which has been established to oversee the delivery of the QIPP Programme includes the following; 
• A prioritised portfolio of QIPP projects and initiatives at PoD level that align to operational plan priorities and contract schedules 
• An effective governance structure to manage and escalate risks and issues 
• A formal Programme Management Office to establish programme and project management capability within the organisation to 

enable and facilitate clear decision making, progress tracking and reporting 
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CCG Technical Narrative - Activity 
2017/18 Forecast Outturn 
 
The default for projecting activity forward was to take the latest position for each indicator (December 2017 in most instances) and apply a 
percentage change to each consecutive monthly 17/18 figure based on the % change in the 16/17 figures for that indicator in the comparable 
period to account for seasonal variation.  
 
We then compared that FOT position to those provided by NHS England in the MAOR template. If our FOT at a POD level was within 5% of the 
NHSE figure we have defaulted to the NHSE position in the first instance (CCGs have the option of using NHSE / NECS / CCG FOT). 
 
For PODs where NECS and NHSE forecasts are more than 5% out we have investigated the variances and, where we feel there were 
inappropriate adjustments made by NHSE, we have applied a CCG FOT difference into the Activity Waterfall section of the MAOR template to 
balance the FOT back to the NECS FOT position. 
 
2018/19 Projections 
 
Activity for 18/19 is based on the 17/18 FOT outlined above, adjusted for growth based on the assumptions below. 
 
Growth Assumptions 
 
For growth the CCG have applied local growth assumptions. The local data assumptions are based on historical annual increases adjusted for 
non-recurrent fluctuations in activity. The same percentage growth amounts that the CCG have been used to underpin the financial plan 
detail tab and the CCG activity template. The only differences in activity then would be the reconciliation differences between SUS (TNR) and 
the commissioned dataset (SLAM) which has local business rules applied. 
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CCG Technical Narrative - Activity 
Growth Assumptions (continued) 
 
NHSE have provided CCG’s with an indication of what the 
national expectation of net growth will be for the next year 
to assist with forward planning (Table 1). The CCG is able to 
demonstrate that it would be able to meet these national 
growth assumptions within its finance plans, although the 
CCG must continue with local efforts to contain activity and 
demand. 
 
The methodology used to calculate local growth is as 
follows; 
 
For all providers a model of local growth was used ahead of 
a model based on historical annual increases due to 
anomalies within the last year of activity that includes a 
large number of outstanding data challenges with 
Northumbria Healthcare Foundation Trust . Pre QIPP ‘Do 
Nothing’ growth levels shown in Table 2. 
 
The CCG has a large QIPP to achieve of which a portion 
relates to PbR areas. The net Growth ‘Do something’ annual 
growth after QIPP is shown in Table 3. 

Total Referrals 2.2% 
Consultant Led First Outpatient Attendances 1.9% 
Consultant Led Follow-Up Outpatient Attendances 2.7% 
Total Elective Admissions 2.5% 
Total Non-Elective Admissions 2.4% 
Total A&E Attendances excluding Planned Follow Ups 1.6% 

Total Referrals 2.2% 
Consultant Led First Outpatient Attendances 4.0% 
Consultant Led Follow-Up Outpatient Attendances 2.0% 
Total Elective Admissions 2.0% 
Total Non-Elective Admissions 2.0% 
Total A&E Attendances excluding Planned Follow Ups 1.0% 
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Table 2 – CCG ‘Do Nothing’ Growth 

Table 1 – NHSE national growth expectations 

Total Referrals 2.2% 
Consultant Led First Outpatient Attendances (0.8%) 
Consultant Led Follow-Up Outpatient Attendances 2.0% 
Total Elective Admissions (4.4%) 
Total Non-Elective Admissions (0.3%) 
Total A&E Attendances excluding Planned Follow Ups 1.0% 

Table 3 – CCG ‘Do Something’ Growth 



CCG Technical Narrative - Activity 
Growth Assumptions (continued) 
 
The difference between national growth (Table 1) and local growth (Table 2) is relatively small. The main difference (compared to Table 3) 
reflects the CCG’s QIPP programme including Rightcare and demand management initiatives.  Due to this difference between the CCG ‘Do 
Something’ growth and the national expectation the CCG has costed the potential risk of what the activity difference would be to ensure 
that risk of QIPP under delivery is covered by mitigations in the Finance Plan (Table 4).  
 
 
 
 
 
 
 
 
 
 
 
The models include growth for population based ONS population projections. Non-demographic growth is also projected; 
• prevalence in key conditions CHD, COPD, Diabetes, hypertension and Cancer 
• changes in NICE guidance including the impact on Drugs and Devices 
• working day changes year on year 
 
For the finance plan this was calculated as a percentage change, and was applied to all the commissioned dataset (SLAM). The levels of 
growth used are consistent with detailed demand at contract level (is presented in the finance plan on the contract tab). All block areas have 
been uplifted in line tariff, 0.1% in 2017/18 and 0.1% 2018/19. 
 
The 18/19 monthly positions are profiled using the full year 1617 position (at CCG & POD level) to apply an appropriate seasonal phasing to 
the monthly plans. 

PoD Difference 
Approximate 

Risk £m’s 
Total Referral 0.0% 0 
Consultant Led First Outpatient Attendances 4.8% 0.85m 
Consultant Led Follow-Up Outpatient Attendances 0.0% 0 
Total Elective Admissions 6.4% 3.04m 
Total Non-Elective Admissions 2.3% 1.34m 
Total A&E Attendances excluding Planned Follow Ups 0.0% 0 
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CCG Technical Narrative Performance / MAOR metrics 

• Northumberland CCG remains committed to delivering a strong level of 
performance against the range of standards and targets outlined in the NHS 
Constitution and associated metrics prescribed by NHS England. 
 

• The MAOR templates have been revised in line with NHS England guidance and 
based upon the  recent performance of the CCG, incorporating the known actions 
planned for improving performance during 2018/19 

 
• In the following slides, an overview of the planned performance is outlined 

against the key areas of work. The risk in delivery is also included using the RAG 
rating methodology. 

 
• Where a particular topic has not been mentioned, it is not deemed as a particular 

risk for delivery during the year for the CCG.  
 

• Many of these metrics will be monitored on a monthly basis and will be reported 
to the CCG Governing Body, Clinical Executive and Delivery Teams as a part of 
it’s governance structure. Where there are areas of performance concern, the 
appropriate action will be deployed to recover performance including sanctions in 
the provider contracts. NHS England will also be advised as has been the case in 
the past. 
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Referral to Treatment 

90%

91%

92%

93%

94%

95%

96%

Comparative RTT Performance 

2018/19 2015/16 2016/17 2017/18 Target

Risk:   

• CCG anticipates delivering consistently 
above the standard through out the year 

 
• Overall performance 
 2015/16    94.5% 
 2016/17 94.4% 
 2017/18 94.2% 
 2018/19 94.1% 
 
There was a 52 week breach in 2017/18, there 
are now more robust processes in place to 
reduce the risk of this re-occurring   
 
 

Year April May June July August September October November December January February March
2015/16 95.3% 95.6% 95.3% 94.6% 94.4% 94.3% 94.2% 94.4% 93.7% 93.9% 94.3% 94.3%
2016/17 94.7% 95.0% 94.6% 94.7% 94.4% 94.1% 94.3% 94.3% 93.6% 93.9% 94.0% 94.5%
2017/18 94.2% 94.4% 94.5% 94.3% 94.1% 94.1% 94.2%
2018/19 94.0% 94.2% 93.8% 93.9% 93.6% 94.1% 94.8% 94.8% 94.1% 94.0% 94.1% 94.1%
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Diagnostics 

Risk:   
• CCG performance is expected to perform well 

within the 1% threshold during 2018/19 
• During 2017/18  higher number of breaches 

recorded due to recruitment issues at 
Newcastle Hospitals – regular breaches 
occurring within MRI, Sleep Studies, CT  and  
peripheral neuro physics. The expectation is 
that this will improve during 2018/19 to enable 
the CCG to return to a lower breach rate per 
month. 

• Northumbria breach rates on a monthly basis 
is notional following a significant review of 
processes during 2015/16   

• Overall performance 
 2016/17 0.4% 
 2017/18 0.5% (April to Oct) 
 2018/19 0.5%  

0.0%

0.2%

0.4%

0.6%

0.8%

1.0%

1.2%

Comparative diagnostic wait 
performance 

2018/19 2016/17 2017/18 Target

Year April May June July August September October November December January February March

2016/17 0.6% 0.7% 0.6% 0.4% 0.7% 0.4% 0.3% 0.4% 0.3% 0.3% 0.3% 0.4%
2017/18 0.5% 0.4% 0.5% 0.6% 0.4% 0.6% 0.6%
2018/19 0.7% 0.6% 0.6% 0.5% 0.5% 0.5% 0.4% 0.5% 0.5% 0.5% 0.4% 0.3%
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Cancer 

Risk:   
• CCG performance for many months was under 

the standard during 2017/18 
• During the last few months of the year 

performance recovered due to improved 
patient tracking at the providers. 

• Whilst Northumbria has improved processes 
internally, the focus for 2018/19 will be 
improving the delays  in the pathway for 
patients whose treatment is shared with the 
tertiary provider. 

• The CCG anticipates delivering consistently 
above the standard through out the year 

• Overall performance 
 2015/16    89.7% 
 2016/17 86.5% 
 2017/18 82.6% (April to Oct) 
 2018/19 85.7%  

60%

65%

70%

75%

80%

85%

90%

95%

100%

Comparative 62 day cancer 
performance 

2018/19 2015/16 2016/17 2017/18 Target

Year April May June July August September October November December January February March

2015/16 90.8% 91.1% 92.2% 89.7% 87.7% 92.0% 88.3% 89.6% 95.7% 84.5% 86.8% 85.7%
2016/17 88.9% 84.3% 88.3% 89.4% 85.4% 83.3% 83.3% 85.9% 88.5% 88.0% 85.0% 87.5%
2017/18 82.2% 82.9% 82.8% 83.3% 85.4% 82.8% 79.1%
2018/19 85.5% 86.2% 85.9% 85.6% 86.0% 86.2% 85.5% 85.6% 85.4% 86.2% 85.7% 85.7%
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Accident and Emergency - Northumbria 
Risk:   

• The provider has profiled the trajectory based 
upon 2017/18 performance and NHSI guidance. 

• The major area of concern for the CCG is that the 
overall performance for the year does not achieve 
the 95% standard which is a performance risk for 
the CCG’s achieving its Quality Premium if the 
same criteria is applied to the 2018/19 that is in 
place for the current scheme. 

• Northumbria is continuing to review its A&E patient 
pathways and the role of NSECH during 2018/19. 

• The CCG is also continuing to work with the 
provider along with the Ambulance service to 
improve performance particularly during periods of 
surge. 

• Overall performance 
 2015/16    95.4% 
 2016/17 93.9% 
 2017/18 94.1% (April to Dec) 
 2018/19 93.4%  

Year April May June July August September October November December January February March
2015/16 97.8% 97.7% 97.7% 97.9% 97.5% 97.5% 95.3% 95.8% 94.0% 90.9% 89.3% 90.2%
2016/17 95.3% 96.9% 95.4% 96.7% 95.1% 95.6% 93.5% 94.1% 87.0% 90.0% 90.9% 95.6%
2017/18 92.0% 92.7% 95.7% 95.0% 95.1% 95.4% 94.7% 94.6% 91.4%
2018/19 92.0% 93.0% 95.0% 95.0% 95.0% 95.0% 94.0% 94.0% 91.0% 91.0% 90.0% 95.0%
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Mental Health 
Risk:   

IAPT 
• Over recent months there has been an improving recovery rate and this is 

expected to continue during 2018/19. 
• The key challenge is balancing the coverage rate with the recovery rate as 

coverage rate tends to be increased by supporting long term conditions patients 
that have a poorer recovery rate over the period of support by the provider. 

• Access performance rates remains strong and is expected to continue. 

Dementia 
• During 2017/18 performance has remained strong and above the 66.7% threshold, 

this is expected to continue during 2018/19 

Children and Young People’s Services 
• Whilst the CCG is currently working closely with the Mental Health provider for this 

service to improve overall performance and waiting times, the access to urgent and 
routine services for eating disorders is strong and the performance is expected to 
remain strong during 2018/19.  
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Other Commitments 

Annual Health Checks for Learning Disability patients delivered by GPs    
 
The CCG challenges the level of aspiration set by NHS England for 2018/19 due to the 
reduction in the baseline. 
 
2016/17 Health checks  1098   register size (QOF) 2038   rate 53.9%  
 
2018/19 target (NHS E) 1486 based upon 16/17 QOF register  rate 72.9% 
 
This represents an increase of 35.3%  
 
Based upon  RAIDR/ CCG based March 2018 data register size (1821) would equate to a 
coverage rate of 81.6% 
 
2017/18 (April to January) 938 health checks completed – forecast out turn 1126 (62%) 
 
Proposed CCG target for 2018/19  1269  
69.7% of CCG based 2018 register (1269/1821) or  
62.3% of 16/17 QOF baseline (1269/2038) 
 

Risk 
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Appendix One 
Commissioning Intentions 

2018 – 2019 
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GP Practices and Primary Care 
Context and 
Challenges 

The CCG has fully-delegated responsibility from NHS England to commission Primary Care 
medical services.  

There are 42 GP Practices in Northumberland responsible for the delivery of ‘in-hours’ 
primary medical care (08.30 – 18.30 hours, Monday to Friday).  

‘Out-of-hours’ primary care is provided byVocare.  

‘Enhanced’ primary care services commissioned from GP Practices are additional to the 
core obligations of the national General Medical Services contract.  

A small number of local services are commissioned from community pharmacy and 
optometrists. 

There are local changes that are recognised that have a direct impact on primary care 
services including new housing developments, primary care workforce challenges, estates 
and information technology infrastructure and the new organisation forms, such as the GP 
Federation.  

Commissioning 
Plans 

• Extend GP opening hours 8am-8pm, 5 days per week with the opportunity for weekend 
appointments 

• Re-procure primary care enhanced services contracts 
• Review primary care strategy, with a focus on workforce 
• Review investment in primary care infrastructure 
• Create sustainable primary care services. Re-procure  GP out-of-hours specification and 

affordability envelope and align with integrated urgent care developments 
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GP Practices and Primary Care 
What we want to 
achieve 

• An increase in the number of people that are seen in a primary care setting. This will 
support the local A&E departments. 

• Investment in primary care expanding services to enable patients to be seen and 
treated closer to home rather than rely on care in the more expensive secondary 
care settings 

• Recruitment and retention of the GP and primary care workforce. 
• Improve primary care service accommodation to improve the service to patients and 

working environment for staff 
  

Delivery 
approach 

• Revise scope of service, where necessary, and renew primary care enhanced services 
contracts 

• Utilise the investment from ‘GP Forward View’  
• Re-procurement of  GP out-of-hours contract 
• Work to develop the embryonic GP federation  

  
When • Extended GP opening hours are effective from October 2017 

• Revised primary care enhanced services contracts will be effective from April 2018 
• The GP out-of-hours contract will be revised from April 2018 
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Community Services 
Context and Challenges Currently the majority of Community Services are provided by a single provider under block 

contract.  

In 2016/17, the CCG served notice on the element of the relevant contract which funds 
community rehabilitation beds (£10m).  

The CCG is keen to support home-based community health services to reduce reliance on 
hospital services and maximise independence.  

Commissioning Plans • Extract learning from Vanguard pilot of Primary and Acute Services (PACS) model for 
application more widely across the CCG 

• Develop Care at Home for Complex Health Needs (CATCH) teams based to cover 
populations of approx. 40,000. 

• Reduce reliance on bed-based care and length of stay, making better use of nursing home 
capacity where bed-based care is needed 

• Re-provide Berwick Infirmary services following full business case review 
• Decommission services from the block contract that have generated activity that attract a 

National Tariff Service (e.g. Podiatry) and re provide under separate negotiated agreement  
• Following further analysis, the CCG will implement their plans covering the delivery of 

future requirements for community bed-based care. 
• Following impact analysis which will include affordability the CCG will implement its 

approach for home-based community health services 
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Community Services 
What we want to 
achieve 

• Reduction in unnecessary bed days for the older people population  
• Protecting the independence of older people by keeping them well and safe at 

home 
• Reduction in delayed transfers of care (DToC) following medical discharge in 

acute hospitals to release capacity for the acutely ill 
• Improvement in the quality of community hospital estate for the benefit of 

patients and the workforce 
  

Delivery approach • Evaluation reports of Vanguard pilot commissioned. The output of the evaluation 
to be developed into an implementation action plan 

• Promote ‘home first’ approach 
• Develop integrated health and well-being capacity in community 

  

When • CATCH teams will roll-out from April 2018 commencing in the North Locality 
• An adjustment reflecting the reduced utilisation of community beds to be 

effective from April 2018 
• The full business case relating to the Berwick Infirmary services will be completed 

by end Q2 for consideration by the CCG Governing body in Q3 2018/19 
• National tariff activity will be decommissioned from the community block 

contract with effect from April 2018 
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Planned Care 
Context Northumberland has comparatively low rates of GP referral to hospital out patients, but high 

treatment / intervention rates compared to similar CCGs as identified under NHS RightCare. This 
indicates that patients are more likely to receive hospital care in Northumberland once referred, 
than can be explained by demographic population profiles alone. 

The rate of intervention requires analysis, so the CCG and the provider are able to continue to 
have good access to specialist services for those that need treatment as set against best practice 
guidelines and evidence based medicine 

The NHS Constitution commitments relating to waiting time standards continue to be met. 

The CCG will actively progress engagement through its clinicians with providers of planned care 
services 

Commissioning 
Plans 

• Development of an integrated musculoskeletal (MSK) and pain service though a single point 
of access (SPA) 

• Implement care pathways for upper and lower GI endoscopy services 
• Challenge providers to achieve the average of the best 5 of 10 comparable CCGs identified in 

the Right Care data set for Orthopaedics, Gastroenterology, Respiratory Medicine, Cardiology  
• Reduce unnecessary outpatient review appointments through analysis and discussion with 

providers of planned care and primary care service providers 
• Work with GP Practices to reduce unwarranted variation in usage of secondary hospital 

services  
• Develop and implement, with the providers of planned care services, an approach that 

ensures hospital interventions are system wide and individual patient outcome-based 
services focused on those who are identified to gain the most benefit. 
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Planned Care 
What we want to 
achieve 

• Northumberland needs to reduce activity in line with the NHS Right Care and other evidence. 
Based on the comparison Northumberland spends more on elective care orthopaedics (£3.3m), 
gastrointestinal (£1.2m) and cancer (£2.8m)  

• To reduce inefficiency due to unwarranted variation in hospital usage 
• To keep waiting lists within NHS constitutional standards 
• To protect planned care capacity for those who will benefit the most 
• Reduce outpatient capacity and interventions within the system based on the plan to meet 

activity to the 10 most similar CCGs 
  

Delivery approach • Systematic use of shared-decision making with patients  
• Make best use of regional / national guidelines e.g. Right Care / Get It Right First Time (GIRFT) 
• Apply the Regional ‘Value Based Commissioning’ policy prior approval process  
• Manage waiting lists through appropriate GP referrals, outpatient reviews and audit 
• Progress the ‘GP Variation In Spend’ (GVIS) project 
• Develop integrated health and well-being capacity in the community 
• Continue to utilise Consultant First as the source of referral to enable consultants to triage patients 
  

When • MSK and pain management service single point of access will be procured for mobilisation in from 
April 2019/20. In 2018 the service model will be developed through dialogue with existing service 
providers in the first instance 

• Right Care comparator CCG activity benchmarks to be used as milestone monitoring goals for key 
procedures will be shared with providers for monitoring from April 2018 

• The programme and pace of reducing outpatient reviews will be established from April 2018 
• Value Based Commissioning policy and prior approval process to be applied from April 2018 
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Urgent and Emergency Care 
Context and 
Challenges 

The Northumberland Vanguard PACS pilot has failed to contain growth in emergency care admissions. 
Total non-elective acute activity has grown by 7% year-on-year.  

The Northumbria Specialist Emergency Care Hospital, which opened in June 2015, is receiving more 
patients than originally planned.  

While A&E 4-hour waiting time standard continues to be met, this is at the expense of unacceptably 
long ambulance handover delays and high rates of onward admission from A&E to other areas of the 
inpatient and day care services.  

The 24/7 Urgent Care Centres operate with very low numbers of patient attendances especially during 
night-time periods. 

New service models, such as Ambulatory Care, have improved the patient experience and reduced the 
need for inpatient or overnight stays but have not resulted in anticipated savings to the overall health 
system. 

Commissioning Plans • Develop an urgent and emergency care strategy 
• Examine value of Emergency Department streaming to primary care 
• Revise ambulatory care business rules 
• Implement ‘Consultant Connect’: senior telephone advice for GPs needing to access urgent care 
• Support for the Regional procurement of NHS 111 service 
• Re procurement of integrated Urgent Care Centre services (including out-of-hours) 
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Urgent and Emergency Care 
What we want to 
achieve 

• Improvement in Ambulance response times and A&E handover delays which are currently 
consistently below national / regional standards 

• Review with the provider of the causes of why the NSECH is seeing significantly more activity 
than designed. 

• Stabilising growth trajectory in all forms of urgent care which adversely impact the CCG 
affordability envelope 

  

Delivery Approach • System-wide working through Local A&E Delivery Board 
• ‘NSECH Reset’ to establish future role of NSECH and other linked provider units 
• Review of North East Ambulance Service contract and performance 

  

When • Urgent care strategy, including NSECH reset, to be developed during early 2018 
• Decision on continuance of ED primary care streaming to be implemented from April 2018 
• Consultant Connect to be implemented from January 2018 and monitored during 2018/19 
• Supporting the Regional procurement of NHS 111 to be mobilised in 2018/19 
• Re procurement of integrated Urgent Care Centre services (including out-of-hours) for 

mobilisation in 2019 
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Long Term Conditions 
Context and 
Challenges 

Emergency hospital admissions for people following a stroke in Northumberland are significantly higher 
than the England average.  
  
Blyth Valley and the Central localities have significantly higher admissions for chronic obstructive 
pulmonary disease (COPD) and coronary heart disease.  
  
2000 people in Northumberland are diagnosed each year with cancer with the incidence of lung cancer 
being significantly higher than the England average.  
 
 "Life expectancy is 9.3 years lower for men and 7.3 years lower for women in the most deprived areas of 
Northumberland than in the least deprived areas.“ 
 
People living in the least deprived areas of Northumberland can expect to spend 16.6 years (men) and 
15.3 years (women)  longer living in good health than people living in the most deprived areas. 
  
Life expectancy at birth for females is greater than that in the north east but lower than that of England.  
  
Smoking remains the greatest contributor to premature death and disease across Northumberland.  
  
Northumberland has a similar percentage to England of adults (18 years or older) who are overweight or 
obese: 61.4% compared to 61.3% in 2015/16. 
  

Commissioning Plans • Reduce the prevalence of smoking and obesity and reduce the impact of alcohol 
• Improve access to diabetes education programmes 
• Provide community based alternatives to hospital care for people with long term conditions 
• Improve diagnostic and early detection services  
• In line with national initiatives ensure that providers can evidence delivery of the ‘Make every contact 

count’ (MECC) strategy  
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Long Term Conditions 
Context and 
Challenges 

Emergency hospital admissions for people following a stroke in Northumberland are significantly higher 
than the England average.  
  
Blyth Valley and the Central localities have significantly higher admissions for chronic obstructive 
pulmonary disease (COPD) and coronary heart disease.  
  
2000 people in Northumberland are diagnosed each year with cancer with the incidence of lung cancer 
being significantly higher than the England average.  
  
Life expectancy is 9.6 years lower for men and 7.2 years lower for women in the most deprived areas of 
Northumberland than in the least deprived areas.  
  
Life expectancy at birth for females is greater than that in the north east but lower than that of England.  
  
Smoking remains the greatest contributor to premature death and disease across Northumberland.  
  
Over 25% of adults in Northumberland are classified as obese which is higher than the England average.  
  

Commissioning Plans • Reduce the prevalence of smoking and obesity and reduce the impact of alcohol 
• Improve access to diabetes education programmes 
• Provide community based alternatives to hospital care for people with long term conditions 
• Improve diagnostic and early detection services  
• In line with national initiatives ensure that providers can evidence delivery of the ‘Make every contact 

count’ (MECC) strategy  
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Long Term Conditions 
What we want to 
achieve 

• Reduction in individuals’ lifestyle risk factors so that people can stay healthier for 
longer 

• By preventing and diagnosing ill-health sooner, reliance on expensive treatments 
can be reduced 

• Availability of information for the public to ensure that they feel in control of their 
health conditions and positive lifestyle choices 

  
Delivery 
Approach 

• Maintain resource and support the ‘Fresh’ regional tobacco control programme and 
the ‘Balance’ regional alcohol prevention programme  

• Encourage GP Practice participation in diabetes prevention programme 
• Increase capacity of diabetes education programmes 
• Support collaborative working between GPs and hospital clinicians in the revision of 

care pathways including hospital at home for COPD and cardiovascular care 
• Continue close joint working with the Locality Authority Public Health Team 
• Linkage with GP Practices to improve detection and proactive care of patients with 

long term conditions 
  

When • All programmes are currently active and will continue in 2018/19 with regular review 
of progress against identified actions and milestone measures 
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Mental Health and Learning Disabilities 
Context and 
Challenges 

Northumberland’s vision is to have an integrated life span approach which encompasses support 
for the mental health condition alongside the person’s physical health care and social care need. 
  
Developing resilience in primary care will enable more people to be seen earlier and reduce 
demand in secondary and tertiary care.  
  
More effective integrated management of complex conditions will reduce admission (both to 
acute and mental health hospitals) and length of inpatient stay, supporting out of hospital 
treatment closer to home.   
  

Commissioning 
Plans 

• Implement suicide prevention strategy 
• Utilise mental health expertise in acute hospital settings 
• Close / reduce wards & day centres where significantly underutilised or no longer required. 
• Single pathway of care for people with a learning disability 
• Review commissioned children and young people services 
• Rebasing of contract costs to a ‘fair price for fair use’ basis starting with inpatient services 
• Identify clear exit strategy for additional psychiatric liaison, perinatal mental health and 

extended Improving Access to Psychological Services (IAPT) services in absence of recurrent 
funding. 
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Mental Health and Learning Disabilities 

What we want to 
achieve 

• Reduction in the Northumberland suicide rate of 12.7 per 100,000 population moving towards the 
England average of 10.1 per 100,000 population 

• Improved linkage between poor physical well-being with poor mental well-being 
• Reduction in the high proportion of underutilised inpatient and day care services 
• Equitable share of the costs of Mental Health  services for Northumberland patients. The 

anticipated saving to the CCG of approximately £3m relating to inpatient services 
  

Delivery approach • Active engagement with Mental Health  services providers, key partners  and other local 
commissioners of services 

• Psychiatric liaison in-reach to acute hospitals 
• Joint commissioning approach with the Northumberland County Council 

  
When • Rebasing inpatient costs to be completed in Q4 2017/18 to allow implementation of revised contract 

values from Q3 2018/19 
• Implementation of the arrangement to exit additional services funded non-recurrently agreed prior 

to April 2018 
• Learning disability pathway to be implemented from April 2018 
• Children and young people service review to be completed by April 2018 for implementation during 

2018/19 
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20180425UC Agenda Item 12 GB Forward Plan 2018/19

NHS Northumberland Clinical Commissioning Group 

Governing Body - Forward Plan 2018 
Standing items Lead 

• Chief Operating Officer Report
• Clinical Management Board Report (including Quality & Performance exceptions)
• Finance Report
• Corporate Finance Committee - Key Points (in month)
• Public Health Update
• Improvement Plan 2018/19 Update
• Clinical Management Board minutes (May 2018 onward)
• Corporate Finance Committee minutes
• Health & Well Being Board minutes
• Governing Body Forward Plan

Siobhan Brown 
David Shovlin   
Ian Cameron 
Ian Cameron 
Liz Morgan 
Siobhan Brown 
David Shovlin 
Stephen Young 
Stephen Young 
Stephen Young 

May 2018
• Communication and Engagement Strategy 2018/19

Governance 
• 2018/19 Assurance Framework – National Benchmarking
• Assurance Framework & Risk Register (Quarterly)
• Looked After Children Annual Report

Stephen Young 

Stephen Young 
Stephen Young 
Siobhan Brown 

June 2018
• Communications & Engagement Report (Quarterly)
• Joint CCG Committee for CNE – discussion regarding agenda (4 July meeting)

Information 
• Primary Care Commissioning Committee Minutes (April 2018)

Stephen Young  
Vanessa Bainbridge 

Stephen Young 
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• Audit Committee Minutes (May 2018) Stephen Young 

July 2018

August 2018
Governance 

• Assurance Framework & Risk Register (Quarterly)

Information 
• Primary Care Commissioning Committee Minutes (June 2018)
• Audit Committee Minutes (July 2018)

Stephen Young 

Stephen Young 
Stephen Young 

September 2018
• Communications & Engagement Report (Quarterly)
• Joint CCG Committee for CNE – discussion regarding agenda (4 October meeting)

Stephen Young 
Vanessa Bainbridge 

October 2018
Governance 

• Governance Review
• Safeguarding Children Report 2017/18

Information 
• Primary Care Commissioning Committee Minutes (August 2018)
• Audit Committee Minutes (Sept 2018)

Stephen Young 
Siobhan Brown  

Stephen Young 
Stephen Young 

November 2018
Governance 

• Assurance Framework & Risk Register (Quarterly) Stephen Young 
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December 2018 
• Communications & Engagement Report (Quarterly)

Information 
• Primary Care Commissioning Committee Minutes (October 2018)
• Audit Committee Minutes (Nov 2018)

Stephen Young 

Stephen Young 
Stephen Young 

January 2019 

February 2019 
Governance 

• Assurance Framework & Risk Register (Quarterly)

Information 
• Primary Care Commissioning Committee Minutes (Dec 2018)
• Audit Committee Minutes (Jan 2019)

Stephen Young 

Stephen Young 
Stephen Young 

March 2019 
• Communications & Engagement Report (Quarterly) Stephen Young 
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