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Member Practices’ introduction  

Welcome to NHS Northumberland Clinical Commissioning Group (CCG) Annual 

Report 2013-14 

 

NHS Northumberland Clinical Commissioning Group (CCG) was fully authorised to take 

responsibility for the commissioning of the majority of hospital-based and community 

healthcare services for the people of Northumberland on 18 January 2013, as a result of 

the changes described in the Health and Social Care Act 2012.   

 

Clinical commissioning groups (CCG) are made up of doctors, nurses and other health 

professionals, supported by experienced health service managers. Our relationship with 

the local community means we are well placed to fully understand our patients’ needs 

and develop responsive health services. 

 

Our membership comprises of the county’s 46 GP practices that look after the health of 

a population of over 330,000. In order for us to effectively respond to the diverse needs 

of our population we have split our region into four distinct areas – North 

Northumberland, West Northumberland, Central Northumberland, and Blyth Valley. 

 

Northumberland CCG covers a diverse area in terms of demographic, geographic, 

cultural, and heritage differences. Our population is varied, with a significant number of 

people living in small remote towns and villages whilst others are based in larger 

communities. Health inequalities exist in our region and life expectancy in men differs by 

10 years within different areas of the county.  

 

Our diverse population brings with it a range of health challenges, including issues 

caused by lifestyle behaviour, such as obesity, smoking and alcohol dependency, as 

well as high levels of mental health issues and increased hospital admissions. Across 

the county we are facing a shared challenge - an increasing ageing population. 

Between 2001 and 2011 the county’s population increased by 2.9%. By 2016 

Northumberland’s population is projected to rise by 1.6% and by 3.3% just five years 

later. More than one in five of the population is aged 65 and over, many with long-term 

conditions, and this means an increased call on health and care services.  

 

In order to prepare for this demand we are already working to reduce avoidable 

emergency hospital admissions by improving support in the community for vulnerable 

and elderly people and for those with long-term conditions. 
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Priorities 

At Northumberland CCG, local health needs are at the very heart of our decisions. We 

are committed to improving patient care, combining our collective knowledge, skills and 

experience to meet the longer-term health needs of local people. We know from our 

discussions with people in rural areas that they feel they have to travel for much of their 

healthcare and to visit family and friends when they are in hospital, so providing 

healthcare in the community to avoid unnecessary trips to hospital is a key objective.  

 

Our vision is to ‘ensure that the highest quality integrated care is provided, in the most 

efficient and sustainable way, by the most appropriate provider to meet the longer term 

needs of the people in Northumberland.’  We have three strategic objectives to support 

us in achieving our vision:  

 To assure the delivery of safety, quality and performance. 

 To create joined up pathways across organisations to deliver seamless care. 

 To deliver clinically led health services that are focused on the patient and based 

on evidence. 

Our operational plan describes how we will deliver the outcomes for our population 

together with stakeholders from health and social care.  That means commissioning 

services across the county so that no community is left behind or disadvantaged, 

focussing on health inequalities and improving outcomes for patients.   We aim to treat 

patients respectfully as customers and put their interests first.  We want healthcare 

services offered in Northumberland to be transformed – so patients take more control 

and make informed choices, if they want to.   

 

During 2011/12 we worked to develop our commissioning strategy for the next three 

years.  This came about principally from development of member practice insights and 

aspirations for healthcare in Northumberland. These were shaped by public, patients 

and provider engagement.  The strategy was formed around our clinical domains.  
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Each domain is led by an executive director, recruited from our member practices, and 

a head of commissioning. A detailed work plan for each domain exists and is 

performance managed within the CCG on a six monthly basis. 

 

In early 2012/13 each of the clinical domains undertook an extensive gap analysis.  This 

examined drivers such as the joint strategic needs analysis, joint health and wellbeing 

strategy and key national and local policy documents and reviewed existing provision 

identifying areas of best practice as well as gaps in service provision.  This highlighted 

three key areas for transformational change: 
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We undertook extensive public, patient and provider engagement on these three areas.  

 

The results of the gap analyses and engagement feedback were overlaid on the 

previous year’s commissioning strategy to refresh our commissioning strategy for 2013 

to 2016.   

 

Our plans for the years 2013 to 2016 were aligned with the Health and Wellbeing Board 

strategy priority areas and this was clearly outlined in our prospectus (see above).  As 

our operational plan is a development of our existing strategy, this alignment has been 

enhanced, reflecting the growing relationship and partnership approach across 

Northumberland. 

 

We work closely with Health and Wellbeing Board partners, the community and 

voluntary sector and with local people, to develop a Joint Health and Wellbeing Strategy 

 Patients with dementia receive 

high quality care in all settings. 

 Frail, elderly patients have well 

planned care, throughout all 

stages of their lives. 

 

 More patients receive planned 

treatment in community settings. 

 More patients receive urgent care 

in community settings. 

 More patients recover close to 

their own homes. 

 More patients remain 

independent as long as possible. 

 More patients receive care in the 

place of their choice at the end of 

their lives. 
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that identifies five priority programmes and details how best to use our resources to 

improve services and patient care. 

 

Helping children and families to achieve their full potential 

 Care for children cuts across all of the CCGs clinical domains and the needs of 

children are considered in all of our commissioning decisions. 

 Our safeguarding children designated nurse ensures that vulnerable children are 

identified and protected. This role integrates with the Northumberland County 

Council safeguarding team and neighbouring CCGs. 

 

Focusing on behavioural causes of health problems including obesity and poor 

diet, alcohol misuse and smoking 

 We have worked closely with Public Health to support the commissioning of a 

drug and alcohol treatment service and continue to support its implementation. 

 We seek to ensure that opportunities for health education when delivering 

healthcare are taken to try to promote healthy lifestyles. 

 

Supporting people with long-term conditions to take more control of their lives 

 Our planned review and redesign of rehabilitation services aims to ensure that 

patients are fully involved in their treatment allowing them to take greater control 

of their own care. 

 Implementation of the national carers’ strategy will ensure that carers have the 

support they need. 

 

Ensuring organisations work together and are clear about their role in improving 

the health and wellbeing of local people 

 We have developed an Integration Board that includes all the local partners 

involved in health and wellbeing in Northumberland. Through this we are working 

together to make improvements across the county. 

 

Supporting people with disabilities and long-term health conditions to stay active 

for as long as possible 

 The needs of people with disabilities are considered in all commissioning 

decisions, most closely in the long-term conditions, mental health and learning 

disabilities domains. 

 We are working with the Health and Wellbeing Board to ensure that plans for 

services are developed with the needs of people with disabilities in mind. 
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Over the last year we have begun to work towards meeting our priorities, with the aim of 

providing joined-up provision and best practice, improving health and care services for 

the people of Northumberland. 

 

Over the coming year, we will be involving the public as much as possible as well as 

strengthening our partnerships that we have established. 

 

Within this document you will find out more about the progress we have made towards 

meeting these challenges during our first year. 

 

The annual report reflects on our progress and performance throughout the year and 

gives details of the impact our members have had in key areas. The report also includes 

information about how the governing body have evaluated their performance; this 

information can be found in the governance statement. 

 

Strategic report 
We, NHS Northumberland Clinical Commissioning Group (CCG), have now been 

established for over a year. Looking back, we can see that has been both a challenging 

but successful year. Thanks to the hard work of all our members, staff and partners we 

have put plans in place to fulfil our mission to provide quality healthcare for the people 

of Northumberland and can measure all that we have achieved. 

 

During the past year, we have spent time identifying the key health challenges that 

affect our diverse community and we have developed our vision and strategic objectives 

to meet these challenges. We have already begun to implement service improvements 

related to our key objectives. 

 

Our vision is to ensure that the highest quality integrated care is provided, in the most 

efficient and sustainable way, by the most appropriate provider to meet the longer term 

needs of the people in Northumberland. 

 

To support the achievement of our vision we have three strategic objectives: 

 Deliver clinically led, patient focussed and evidence based health services 

 Create integrated pathways to deliver cross-organisation seamless care 

 Assure delivery of safety, quality and performance 

 

We have identified the main health challenges facing our population as: 

● A high proportion of over 75s with health needs 

● High hospital use 

● Increasing prevalence of mental health issues 
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● High hospital admission rates for long-term conditions 

● High levels of alcohol-related harm 

● Health inequalities for people with learning disabilities 

 

We have developed the following key areas to combat these challenges. These are: 

● Supporting our most vulnerable 

● Making best use of community services 

● Making best use of community beds 

 

We are implementing service improvements and allocating resources to support our 

three strategic objectives and better meet the needs of our communities. 

 

Supporting our most vulnerable: 

 We have developed an integrated system of personal budgets for long-term 

health and social care 

 We have implemented an outcome focused system for managing continuing 

healthcare  

 We are improving diagnosis and support for people with dementia 

 We are working to create a seamless and integrated autism service 

 We are increasing the numbers of people with learning difficulties who receive 

annual primary care health checks and health action plans 

 We are integrating processes to help people decide where and how they want to 

die 

 We are implementing the national carers strategy 

 

Making best use of community services 

 We have instigated and are now further developing  the review and multi-

disciplinary team management of patients at high risk of admission 

 We have commissioned a community-based deep vein thrombosis assessment 

and treatment service 

 We will deliver increased capacity for short-term support services 

 We are redesigning pathways relating to the new Emergency Care Centre 

 We have successfully  implemented NHS 111 service and are continuing to 

develop this further 

 We have expanded community blood testing services 

 We are commissioning community-based prostate-specific antigen monitoring 

 We are revising the primary care gynaecology pathway 

 We are undertaking community-based service reviews 

 We are developing the practice medicines management service 

 We have introduced community-based intraocular pressure testing 
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Making best use of community beds 

 We are improving the pathway for chronic obstructive pulmonary disease 

patients 

 We are reviewing and redesigning rehabilitation services 

 We are developing nurse to nurse admission to all community hospital beds 

 We have implemented the outcomes of consultation on Berwick maternity 

services 

 

Last year our work to improve care for the elderly was recognised nationally when, in 

partnership with Northumbria Healthcare Foundation Trust and Northumberland County 

Council, we were shortlisted in the prestigious National Health Service Journal awards 

in the Primary Care and Community Service Redesign category for our work on the 

development of the frail elderly pathway. We were proud to be highly commended by 

judges as an example of medically-focused collaborative working. 

 

As part of our overarching strategy for the frail and elderly, we’re also delighted to have 

seen an increase in the number of community matrons across Northumberland and 

have seen community matrons working with nursing homes, establishing relationships 

with patients which will improve their wellbeing. 

 

In addition we are also proud to have achieved the following: 

 

Community hospitals:  

Looking at these valued community resources was an important and substantial piece 

of work. We recognise their position at the heart of their communities and want to build 

on this.   

  

Emergency care:  

We have done significant work to develop the high risk patient pathway and with 

Northumbria Healthcare NHS Foundation Trust to introduce ambulatory care, both of 

which are right for patients and have reduced unnecessary admissions to hospital very 

much against the national trend.  

 

Elective care:  

The practice activity scheme has enabled GPs to work with colleagues to get a wide 

range of expertise in the management and referral of their patients.  . Some local GPs 

claim the discussions have been the most important improvement in clinical practice in 

years. 
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The work to increase the amount of community based blood testing for patients who are 

on long term medication is going well. Over the next year there will be a significant 

focus on ensuring that patients get the best outcomes and taxpayers get the best value 

from the many millions we spend on musculoskeletal services.  

  

Public health and quality:  

We’ve had very good feedback on our supportive approach working with GP practices 

that had any quality issues.  This has been welcomed by the practices and has been 

seen as a national example of good practice. 

  

Finances:  

Despite inheriting significant financial pressures, our three year strategy to get rid of 

legacy debt appears to be working. Northumberland CCG enjoyed a break even 

position which is a tribute to everyone’s hard work. 

  

Healthcare acquired infections:  

Whilst a lot of work has been done on reducing healthcare acquired infections (HCAI) in 

hospitals, the fact that infections originate in the community has not really been 

adequately examined in the past.  Northumberland CCG has increased the focus on 

community acquired HCAIs and is implementing a strategy to raise awareness and 

change practice to tackle this issue. 

  

We would not have been able to achieve all we have without the support of our 

members, staff, health and social care partners and the community that we work for. We 

are looking forward to working more closely with our partners and fellow CCGs in the 

future.   To interact with our local communities we have developed a new website and  

utilise social media, along with more traditional meeting and engagement fora. 

 

Progress towards targets 

 

Referral to treatment (18 weeks) 

There has been continued improvement in relation to performance against the range of 

18 weeks waiting list targets. During 2013/14 there were no breaches of the 52 weeks 

waiting time target for Northumberland residents unlike previous years. There continues 

to be pressure on waiting times.  However, within the trauma and orthopaedics and oral 

surgery, this is substantially due to the ongoing national recruitment problems within 

these specialties. 
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Ambulance targets 

We are pleased to report that ambulance response times have improved and eight 

minute (Category A) response times at year end were at 70.2% (unvalidated) compared 

to 68.2% at the year end of 2012/2013 (75% is the National target). Of course this local 

performance is still not what we aspire to, so we will continue to closely monitor and 

work with the provider to improve future performance. 

 

Cancer waits 

Overall the CCG has achieved the wide range of cancer targets throughout the year. 

Work is, however, underway to further reduce the delays of patients waiting for their first 

appointment from referral by the GP into hospital. 

 

Accident and emergency waiting times 

The local providers’ performance against the 4 hour waiting time target from arriving at 

the department to treatment or admission has been the strongest in the country 

particularly during the winter period. Both Northumbria and Newcastle hospitals 

consistently achieved the target on a weekly basis throughout the year. 

 

Healthcare acquired infections 

MRSA 

Within Northumberland there were 4 MRSA cases during the year compared to 3 in the 

previous year. Three cases were hospital acquired, 1 community acquired. A significant 

amount of work is underway to reduce future incidence of these infections.   

 

Clostridium Difficile (C.Diff) 

Whilst the CCG breached its target of 71 for the year, there were fewer incidents 

compared to the previous year – 91 cases reported compared to 95. The major focus 

across the health economy is to reduce the number of community acquired infections 

which accounted for over 60% of cases within Northumberland. A series of workshops 

has been run to increase GPs and practice staff awareness of techniques to reduce 

risks to patients in acquiring the infection.  

 

Improving services  

 

Over the last year we have worked hard to improve services for our local people by 

engaging with healthcare partners and talking to our communities about their needs. We 

have begun to align current provision or create new services to meet our objectives. 

Improved services include maternity, intraocular pressure testing, pulmonary 

rehabilitation and the frail and elderly pathway.  We have also developed a model of 

care for mental health provision. 
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A new model of maternity care 

After a period of consultation with our local community, healthcare partners including 

Northumbria Healthcare NHS Foundation Trust and the local authority, we were 

delighted to be able to implement a new model of maternity care at the Berwick 

Maternity Unit, enabling low-risk women to deliver their babies there once again. 

 

Northumbria Healthcare NHS Foundation Trust reinstated deliveries at Berwick on 1 

July 2013 and since then 10 births have taken place at the midwifery led unit. We are 

now carrying out an evaluation to see how the new arrangements are working and 

asking mothers in Berwick to feedback on their experiences. 

 

Frail elderly pathway initiative 

In partnership with Northumbria Healthcare NHS Foundation Trust and Northumberland 

County Council, we have been working on a high risk patient pathway initiative which 

looks at integrating health and social care across the county to provide a seamless 

service for frail and elderly patients.  

 

The pathway initiative aims to: 

 

● Enable patient-centred joint working across the health and social care system for 

over 26,000 older people.  

● Successfully involve patients, their families and key stakeholders in developing 

the pathway.  

● Improve health and wellbeing through a consistent evidence-based approach 

across the health and social care system.  

● Significantly reduce unnecessary admissions to hospital and residential care.  

● Support more people with very complex needs to live at home for longer.  

● Improve access to specialists.  

 

We are already starting to see a reduction in urgent admissions to hospitals from the 

community and from care homes and we have found that the patient experience has 

improved significantly. 

 

We were proud to be shortlisted in the prestigious National Health Service Journal 

awards held in November 2013 for this work to improve care for the elderly. We were 

highly commended for work that demonstrated “a good example of medically focused, 

collaborative working.” 
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Improving mental health in Northumberland 

In April 2013, we began a process to develop a model of care for mental health for 

Northumberland through consultation with patients, Healthwatch and Carers 

Northumberland, clinical staff and partners such as Northumberland County Council.  

Called ‘Mental Health Model of Care – Vision for the future,’ this model covers children 

and young people, adult and older adult mental health services and aims to simplify 

access to mental health services, enabling users to access the most appropriate 

services to meet their needs, first time. 

 

Whenever possible, services will be delivered in a community setting, as close to home 

as possible, and admission to an inpatient facility will only be made when absolutely 

essential.  

 

Partnership working is embedded across the system, ensuring that at every stage 

service providers and agencies come together to deliver a holistic package of care to 

every service user. 

 

In addition, supporting our vision and as part of our focus on mental health, we have, 

along with Northumberland Tyne and Wear NHS Foundation Trust, committed to a 

programme of mental health transformational change in Northumberland. The aim of 

this programme is to improve community services for patients with mental health needs 

and reduce the reliance on inpatient beds, improving the quality of services and making 

best use of resources.  

 

Intraocular service allows people to opt for care closer to home 

We have worked with the local optometry committee to launch a new service that will 

enable local people at risk of glaucoma to access an eye pressure test at a locally 

accredited optometrist instead of having to travel to hospital. This new service will help 

to diagnose potential medical problems sooner and ensure that patients are only 

referred to hospital when necessary, freeing up valuable hospital resources and also 

offering a more convenient service for our patients.  

 

Pulmonary rehabilitation service 

We are currently working with Northumbria Healthcare Foundation Trust to implement a 

pulmonary rehabilitation service in each of our four localities. Although pulmonary 

rehabilitation is considered a key element of the chronic obstructive pulmonary disease 

(COPD) best practice pathway, currently Northumberland patients can only access the 

service via consultant referral following an admission to hospital. Under new proposals 

GPs will be allowed to make direct referrals. This is key to reducing COPD admissions 

to hospitals as the service will provide another option for primary care to draw upon in 
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their proactive management of patients and this service will support patients to manage 

their condition better. 

 

Infection control conference - to minimise norovirus impact 

We hosted a conference with key health and social care providers to reduce the impact 

of norovirus in hospitals and the community over the winter months. Norovirus, also 

known as the winter vomiting bug, is the most common stomach bug in the UK, 

affecting people of all ages. Last year over 1,500 hospitals wards closed across the 

country due to norovirus. 

 

Engaging with patients and the public 

  

Engaging with our patients and the public gives us a real sense of the healthcare 

challenges and needs of our local communities. This allows us to build patient needs 

into our commissioning plans. 

 

Over the year we have invited patients, carers and the public to take part in different 

ways to inform and influence our commissioning decisions. 

  

Healthwatch 

We work very closely with Healthwatch Northumberland to seek the views of patients, 

carers and service users. The aim of Healthwatch Northumberland is to provide a single 

point of contact for people to report their experiences, concerns or their compliments 

about health and social care.  

 

Public events 

We have held events over the year, which were open to the public, the community and 

voluntary sector our partners and member practices. We used these events to ask local 

people to express their views on our commissioning plans, and also as a way of 

consulting with local people about proposed changes to their healthcare services. We 

also supported Northumbria Healthcare NHS Foundation Trust at a number of ‘listening 

events’ The events took place throughout the county and were an opportunity for people 

to provide feedback about NHS services provided predominantly in hospitals and in the 

community but also at home, in GP surgeries and by the ambulance service.  

 

Surveys 

Over the past year we have conducted several surveys, both on-line and paper to 

capture views. These include surveys on mental health model of care, views on urgent 

care in Upper Coquetdale, on our plan to develop engagement with the public, patients 

and other stakeholders and on our commissioning plans. 
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Governing body 

Our governing body meetings are open to the public so that they can observe the 

governing body at work.  We offer a ‘Question Time’ when members of the public can 

ask questions and make comments on items on the agenda. 

  

Social media 

Using social media as a communication tool provides the local community with an 

instant platform to voice their opinions on our health and social care services. We also 

actively encourage our GPs and CCG staff to use twitter to engage with members of our 

local community. 

  

New website 

We have recently launched a new website, which provides information about our 

services, a range of key documents, such as our prospectus and commissioning plans, 

feedback from governing body meetings, news and events and any proposed 

developments in health and social care in the region. The site also encourages users to 

get involved and have their say. 

 

So far we have initiated two surveys through the website. The first allowed local people 

to feedback their views on urgent care services, such as GP out-of-hours services, NHS 

111 and walk-in treatment in hospitals. This was an opportunity for people living in rural 

areas, whose needs can often be quite different to more populated areas, to make their 

voices heard and shape the future of urgent care services in their area. 

 

We are also gathering patient stories via an online portal, where local people can tell us 

about their healthcare experiences, either positive or negative. This will highlight to us 

which areas are working well and which could be improved, ensuring that we are 

commissioning the correct services to meet the needs of local people. 

 

We want to get a wide range of patient views on the services we commission, and the 

providers of those services.  To help us do this we have subscribed to Patient Opinion 

and Care Opinion.  This allows people to tell others about their experiences of health 

and care and to get feedback from the providers.  As commissioners, we find this 

information invaluable when judging the quality of the services. 

 

MY NHS 

Towards the end of the year we began implementing a new more systematic way of 

engaging the public called ‘MY NHS’. By signing up to ‘MY NHS’ local people can 

influence decisions about their healthcare, opt to receive updates about local services, 
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be invited to events held by the CCG and have an opportunity to give their views about 

any specific areas of healthcare that interest them.   

 

We have also started to plan the development of a county-wide patient forum to pool 

from locality patient fora and our member practices patient participation groups (PPG).  

PPGs have been set up by practices to give their patients a say on how their local GP 

surgery services can be improved. Involvement can take different forms, from attending 

meetings to being part of a ‘virtual group.’ 

 

Promoting good health 

  

Northumberland CCG has supported a number of high profile health campaigns over 

the year, developed to increase awareness of symptoms, improve wellbeing and 

promote local healthcare services. 

  

The Keep Calm campaign addressed the increasing demand for NHS services during 

winter months and advised local people to treat a range of common winter ailments by 

keeping a well-stocked medicine cabinet at home, calling 111 or by speaking to their 

local pharmacist - with no need to see a doctor or nurse. 

   

As part of the Keep Calm campaign key messages that were promoted were: 

  

●        Keep calm and ask a pharmacist 

●        Keep calm and antibiotics aren’t always the answer 

●        Keep calm and order your repeat prescriptions 

●        Keep calm and look after yourself 

  

The seven week long campaign was launched in November 2013 to coincide with the 

busy winter period.  It was featured on regional TV adverts, buses, social media and 

printed materials in GP practices, pharmacies and in other venues across the region, 

and included a dedicated website www.keepcalmthiswinter.org.uk. The campaign 

reached a projected 1.38 million people. 

 

The My Medicines, my Health campaign was targeted at patients over 60 years old 

with long-term medical conditions, encouraging them to better understand and take 

control of their medication. ‘My Medicines, My Health’ urged people to value their 

medicines by keeping them safe together in one place and in one bag and taking them 

with them for key medical appointments such as visits to hospital. Being in control of 

their medication and managing their own health condition has been shown to have a 

beneficial effect on patients. 
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The campaign was shown on regional TV adverts, radio, social media, and in shopping 

centres. 

  

The CCG also promotes the ‘Keep Warm and Well’ campaign during the winter months 

which advises people how to look after themselves, their families and their neighbours 

when the temperature drops. The campaign was also developed to reduce the pressure 

on GPs and minimise hospital admissions by advising those who did get ill to choose 

the most appropriate NHS service for their needs, explaining that in many cases a 

pharmacist or NHS 111 can provide the help they need rather than having to visit their 

GP or A&E.  

 

As part of its work to reduce infections and illness, Northumberland CCG supported 

Global Handwashing Day. This campaign highlighted the importance of hand washing 

in reducing the spread of viruses such as flu, norovirus, MRSA and clostridium difficile 

infection. The aim of the campaign was to increase self-care and reduce the demand on 

health services. 

 

We also support Be Clear on Cancer, a national campaign aiming to raise public 

awareness of symptoms of cancer and encourage people with symptoms to see their 

GP earlier. Already used to promote awareness and early diagnosis of eight different 

cancers, this last phase of the campaign is focused on making people aware of the 

signs and symptoms of lung cancer and to encourage people with a persistent cough to 

see their GP. 

 

Sustainability and the environment 

 

We are committed to work in ways which maximise the health, social and economic 

benefits our activities bring to the community while minimising our impact on the 

environment. 

  

Sustainable development requires us to be mindful of the need to safeguard the future 

in all of our choices, decisions, and actions. Wherever possible the CCG and individuals 

take opportunities to contribute positively to the local economy and community, reduce 

waste and utilities consumption, and minimise any negative impact on the environment 

both now and for future generations. We assess any sustainability implications of CCG 

decisions and these are documented in the papers presented to our Joint Locality 

Executive Board.  

  

Working in a sustainable way means rethinking a lot of what we do. It affects not only 

the major strategic decisions we take but also how we go about our daily business. 
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Getting these decisions right will not only help us save money, eliminate unnecessary 

waste in the system and reduce our carbon footprint; it demonstrates to partners and 

the public that the CCG is dedicated to enhancing individuals’ well-being not only 

through our work as commissioners of high quality health services, but also by 

enhancing the wellbeing of the local and global community through taking seriously our 

corporate responsibilities.  

 

Travel 

The CCG encourages sustainable travel wherever possible and staff are encouraged to 

use public transport where this is appropriate and efficient. We offer shower facilities 

and cycle parking to encourage employees to cycle to work. We also promote care 

closer to home, telehealth (remote consultations such as on the telephone) and home 

working opportunities. 

 

Waste 

We work hard to minimise the creation of waste. The CCG has a robust approach to 

recycling. Paper, cardboard, glass, metal, ink cartridges, waste electrical goods and 

confidential waste (once this has been shredded) are all recycled. 

 

Workforce development 

All of our staff are encouraged to work sustainably; we promote environmental 

awareness, encourage low carbon travel and facilitate flexible working where possible. 

 

Equality and diversity 

 

NHS Northumberland CCG complies with the Equality Act 2010 and the Public Sector 

Equality Duty and we have demonstrated our commitment to taking Equality and 

Human Rights into account in everything we do, whether that is commissioning 

services, employing people, developing policies, communicating, consulting or involving 

people in our work as shown below: 

  

The Equality Delivery System (EDS) 

 

The EDS is a tool that has been designed by the NHS for the NHS to enable 

organisations to analyse their equality performance with the assistance of local 

stakeholders, prepare equality objectives and embed equality into mainstream 

commissioning activities. 

 

We adopted the Equality Delivery System (EDS) framework and have been using the 

tool to support the mainstreaming of equalities into all our core business functions and 
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also used it as an opportunity to raise equality in service commissioning and 

performance for the community, patients, carers and staff. 

  

Each EDS outcome was discussed and graded in a series of workshops hosted by the 

CCG which included members of Healthwatch and the community voluntary sector 

(CVS).  Attendees of the workshops were self-selecting from the Northumberland Single 

Equality Forum members in response to contact made by Healthwatch on behalf of the 

CCG. 

  

Following this assessment, the results were shared at an event with a wider group of 

local stakeholders that represented people offered protection under the Equality Act 

2010 (protected groups). There was an opportunity at the event for representatives to 

feedback comments and suggestions about the assessment and the proposed equality 

objectives. 

  

We have developed and published our equality objectives for 2013/14 and approved 

plans detailing actions we will take to ensure that individuals, communities and staff are 

treated equitably. Progress against these action plans is regularly reported to the Joint 

Locality Executive Board. 

  

The involvement of members of the community and voluntary sector (CVS) in 

completing this work was so valued by both the CVS members and the CCG that an 

equality and diversity group is being formed to continue this working relationship. Work 

will ensure that membership of this group is as diverse as possible. 

  

Staff Training 

Equality and Diversity training is a mandatory requirement for our staff. Staff involved in 

the recruitment of new staff are also required to undertake recruitment and selection 

training which includes awareness of equality and diversity legislation as it relates to the 

recruitment process. 

   

Diversity Matters Newsletter - contains up-to-date information on relevant equality 

diversity and human rights legislation and developments. 

  

Equality Analysis 

In 2013 we refreshed our Equality Analysis (EA) Toolkit and Guidance which covers all 

equality groups offered protection under the Equality Act 2010 (Race, Disability, 

Gender, Age, Sexual Orientation, Religion/Belief, Marriage and Civil Partnership and 

Gender Re-assignment) in addition to Human Rights and Carers. 
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Our EA process ensures that we can identify the impact or effect, either positive or 

negative, of our policies, procedures and functions on various sections of the population 

we serve. For any negative impacts identified we will take immediate steps to deal with 

such issues and make sure equity of service delivery is available for all. 

  

Governance 

Equality and diversity is governed by and reports into the Joint Locality Executive Board 

(JLEB). The JLEB ensures we are compliant with legislative, mandatory and regulatory 

requirements regarding equality and diversity, develops and delivers national and 

regional diversity-related initiatives within the CCG, provides a forum for sharing issues 

and opportunities, functions as a two-way conduit for information dissemination and 

escalation, monitors progress against the Equality Strategy and supports us in the 

achievement of key equality and diversity objectives. 

  

Engagement and Partnership Working 

We work in partnership with local NHS Trusts as well as local voluntary sector 

organisations and community groups to identify the needs of the diverse local 

community we serve to improve health and healthcare in Northumberland.  We are part 

of the Northumberland Single Equality Forum which is hosted by Healthwatch 

Northumberland and have found this to be a valuable way to engage with representative 

groups and organisations across the county. 

 

As the local commissioners of health services, we seek to ensure that the services that 

are purchased on behalf of our local population reflect their needs. We invite people to 

be involved as little or as much as they like, enabling them to help shape and influence 

the way NHS health services are commissioned. In particular in 2013/14 we have 

consulted widely on the future arrangements for midwifery-led care in Berwick and on 

improving mental health services in Northumberland. 

  

This year, through our commissioning support unit, we have continued to work closely 

with other local NHS organisations to support the regional working that has been a 

legacy of the Equality, Diversity and Human Rights Regional Leads Meetings. 

  

Accessibility and Communications 

We ensure that our public buildings are accessible for people with a disability by 

ensuring all buildings have had disability access audits. We have also earned the two 

tick ‘positive about disabled people’ symbol awarded by Jobcentre Plus which 

demonstrates our commitment to employ, retain and develop the abilities of disabled 

staff. 
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We use everyday language solutions when an interpreter is required by telephone and 

when face to face interpreting may be needed. Information for patients and the general 

public is available in other languages or formats such as large print or Braille and audio, 

upon request. 

  

Equal Opportunities for staff 

We can demonstrate fair and equitable recruitment, workforce engagement and 

employment terms and conditions to ensure levels of pay and related terms and 

conditions are fairly determined for all posts, with staff doing equal work, and work rated 

as of equal value, being entitled to equal pay. 

  

Leadership 

Our lead for equality and diversity is our Chief Operating Officer and the Lay Member 

for Patient and Public Involvement is the lay Governor Lead. 

 

 Male Female 

Governing Body Members 6 4 

Very Senior Managers 4 3 

CCG employees 5 18 

 

Members report 
 

Details of members of the membership body and governing body 

 

The CCG membership body consists of one clinical representative from each of the 

member practices: 

 

Waterloo Medical Group 

Marine Medical Group 

Cramlington Medical Group 

Village Surgery 

Netherfield House Surgery 

Forum Family Practice 

Brockwell Medical Group 

Station Medical Group 

Elsdon Avenue Surgery 

Collingwood Medical Group 

Lintonville Medical Group 

Bedlingtonshire Medical Group 

Gables Medical Group 
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Laburnum Medical Group 

Guide Post Medical Group 

Seaton Park Medical Group 

Widdrington Surgery 

Greystoke Surgery 

Wellway Medical Group 

Gas House Lane Surgery 

Rothbury Practice 

Bondgate Surgery 

Belford Medical Group 

Infirmary Drive Medical Group 

Coquet Medical Group 

Well Close Medical Group 

Cheviot Medical Group 

Union Brae & Norham Practice 

Glendale Surgery 

Middle Farm Surgery 

Harbottle Surgery 

Ponteland Medical Group 

White Medical Group 

Prudhoe Medical Group 

Corbridge Medical Group 

Burn Brae Medical Group 

Bellingham Practice 

Sele Medical Practice 

Haltwhistle Medical Group 

Riversdale Surgery 

Humshaugh & Wark Medical Group 

Scots Gap Medical Group 

Haydon & Allen Valleys 

Branch End Surgery 

Adderlane Surgery 

Allendale Health Centre 

 

 

The Governing Body membership consists of: 

 

• Mrs Jacqui Henderson, CCG lay Chair 

• Mrs Karen Bower, lay Governor with lead for resources and performance and 

deputy CCG lay Chair 
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• Mr Steve Brazier, lay Governor with lead for audit and conflict of interest 

• Mr Peter Atkinson, lay Governor with lead for patient and public involvement 

• Dr John Unsworth, Nurse 

• Dr Paul Crook, secondary care specialist Doctor 

• Dr Alistair Blair, Chief Clinical Officer (Accountable Officer) 

• Mrs Julie Ross, Chief Operating Officer 

• Mr Rob Robertson, Chief Finance Officer 

• Ms Hilary Brown, joint Locality Director (North) and Director for End of Life and 

Carers (until 31 March 2014) 

• Dr Eileen Higgins, Locality Director (Central) and Director for Mental Health 

and Learning Disabilities (from 1 April 2014) 

 

The Audit Committee membership consists of: 

• Mr Steve Brazier, lay Governor with lead for audit and conflict of interest 

(Chair) 

• Mr Peter Atkinson, lay Governor with lead for patient and public involvement 

• Mrs Karen Bower, lay Governor with lead for resources and performance and 

deputy CCG lay Chair 

 

The governance statement provides full details of the members and the work of the 

other CCG’s committees and groups  

 

Details of any declarations of interest for Governing Body members can be found under 

the Membership body and governing body profiles and in the Remuneration report. 

 
Pension liabilities 

 

Information on pension liabilities is shown in the Remuneration Report under the section 
on Northumberland CCG Senior Officers Pension Benefits 2013/14. 
 
 

Sickness absence data 

 

Sickness absence rates for the year were 3.64% equating to 340 calendar days lost and 

cost of £57,969.  This rate is consistent with the national NHS average.  However, this 

rate is higher than the North East CCG average of 2.08%.  As a small organisation, 

sickness absence has a disproportionate impact on the effectiveness of the 

organisation.  
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The CCG has an approved policy on Absence Management – CCG HR02 (April 2013). The 

overall purpose of the policy is to set out the CCG’s approach to the management of absence 

and attendance within the workplace. The policy also sets out guidance to staff and managers 

about their responsibilities in relation to Absence Management. Sickness is being managed 

in accordance with this policy. 

 

A table is included in the employee benefits note to the Financial Statements. 

 

External audit 

 

The appointed auditor for the CCG is Mazars LLP.   The Audit Commission has a 

statutory duty to prepare, and keep under review, a Code of Audit Practice prescribing 

the way in which auditors must carry out their functions under the Audit Commission Act 

1998 (the Act). The Code sets out the Audit Commission’s views on best professional 

practice with respect to the standards, procedures and techniques to be adopted by all 

auditors, including Mazars LLP. 

 

The Audit Commission’s Statements of Responsibilities of Auditors and Audited 

Bodies supports the Code. The Statement assists auditors and CCGs by summarising 

where the different responsibilities of auditors and of the CCG begin and end, and what 

is to be expected of the CCG in certain areas. 

 

The charge for the provision of the external audit service to the CCG for 2013/14 was 

set at £90,000 (plus VAT).  This was based on the scale of audit fees set by the Audit 

Commission. No further assurance services or activities were provided to the CCG by 

Mazars LLP during 2013/14  

 

Disclosure of serious untoward incidents 

 

There have been no Information Governance serious breaches in-year.  This is referred 

to in the Data Security section of the Governance statement. 

 

Cost allocation and setting of charges for information 

 

“I certify that the clinical commissioning group has complied with HM Treasury’s 

guidance on setting charges for information.” Rob Robertson, Chief Finance Officer 

 

Principles for remedy 

 

HM Treasury’s Managing Public Money contains guidance at Annex 4.14 about 
the steps public bodies should take where they have caused injustice or hardship 
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by maladministration or service failure. 
4.7.1.8.2 The Parliamentary and Health Service Ombudsman published a revised 
Principles for Remedy in May 2010, setting out six principles that represent best 
practice and are applicable to clinical commissioning groups. 
4.7.1.8.3 Clinical commissioning groups are required to include a reference in their 
Annual 
Report to Principles for Remedy and state to what extent such principles have been 
adopted by the clinical commissioning group and form part of its complaints 
handling procedure. 

 

Employee consultation 

 

As a small organisation of just 30 employees, the CCG is very inclusive in its decision 

making processes, especially when they have a direct impact on staff.  The office staff 

have a weekly meeting where commissioning business is discussed alongside other 

matters including staff welfare and any potential changes in staffing.  The CCG also has 

an electronic discussion board that any employee can post to and invite input from other 

staff, CCG members and Governing Body members. 

 

Disabled employees 

 

The clinical commissioning group’s policy in relation to disabled employees, or 
cross reference to the Equality Report, covering: 
• Policies applied during the financial year for giving full and fair consideration 
to applications for employment made by disabled persons, having regard to 
their particular aptitudes and abilities; 
• Policies applied during the financial year for continuing the employment of, 
and for arranging appropriate training for, employees who have become 
disabled persons during the period; and, 
• Policies applied during the financial year for the training, career 
development and promotion of disabled employees. 

 

 

Emergency preparedness, resilience and response 

“I certify that the clinical commissioning group has incident response plans in place, 

which are fully compliant with the NHS Commissioning Board Emergency Preparedness 

Framework 2013. The clinical commissioning group regularly reviews and makes 

improvements to its major incident plan and has a programme for regularly testing this 

plan, the results of which are reported to the Governing Body.” Julie Ross, Chief 

Operating Officer (executive with responsibility for emergency preparedness and 

resilience) 

  

Statement as disclosure to auditors 
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The Governing Body is not aware of any relevant audit information that has been 

withheld from the clinical commissioning group’s external auditors, and members of the 

Governing Body take all necessary steps to make themselves aware of relevant 

information and to ensure that this is passed to the external auditors where appropriate. 

 

Northumberland CCG Remuneration Report 
 
For the purpose of this remuneration report, the definition of “senior managers” is as per 

the CCG Annual Reporting Guidance published by NHS England: 

 

Those persons in senior positions having authority or responsibility for directing or 

controlling the major activities of the clinical commissioning group.  This means those 

who influence the decisions of the clinical commissioning group as a whole rather than 

the decisions of individual directorates or departments. Such persons will include 

advisory and lay members. 

 

It is considered that the Governing Body members represent the senior managers of the 

CCG.  

 

The members of the Governing Body were all appointed through a robust recruitment 

interview process which was in line with the CCG’s Constitution and were in post prior 

to 1st April 2013.  All posts may be terminated by mutual agreement, resignation or 

dismissal in line with the CCG’s Constitution.  Details of post terms and notice periods 

are: 

 

Role     Initial Term*  Notice Period 

Lay Governors (including Chair) 3 years  3 months 

Governing Body Nurse  3 years  3 months 

Governing Body Doctor  3 years  3 months 

Chief Clinical Officer  1 year + 3 years 3 months 

Chief Operating Officer  permanent post 6 months 

Locality Director   1 year + 3 years 1 month 

 

* With the exception of permanent appointments, each appointment is eligible for 

reappointment for up to two additional terms of 3 years each. 

 

Remuneration for the lay governors (including Chair), governing body nurse and 

governing body secondary care doctor is discussed and voted for by the members of 

the CCG at the their members meetings. 
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Remuneration for the posts of Chief Clinical Officer, Chief Operating Officer and Chief 

Finance Officer is agreed by the members of the CCG’s Appointments & Remuneration 

Committee.   

 

The Governing Body has an established Appointments & Remuneration Committee; its 

membership comprises the Lay CCG Chair (who chairs the Committee) and all other 

Lay Governors.  The principal function of the Appointments and Remuneration 

Committee is to advise the Governing Body on senior appointments, about appropriate 

remuneration and terms of service, and determine the remuneration and terms of 

service of members of the Joint Locality Executive Board and other staff directly 

accountable to the Chief Clinical Officer or Chief Operating Officer. 

The Chief Clinical Officer is the lead officer for the committee and is invited to attend all 
meetings but withdraws from discussions relating to his own remuneration.  Other 
officers, employees, and practice representatives of the group are invited to attend all or 
part of meetings of the committee to provide advice or support particular discussion 
from time to time. They are not in attendance for discussions about their own 
remuneration or terms of service.  Declarations of interest are made at the start of every 
meeting. 

The Appointments & Remuneration Committee met four times during 2013/14.   

An annual salary review is undertaken to determine whether an annual uplift should be 
awarded and if so the level of the uplift. In making this decision the Appointments & 
Remuneration Committee takes into consideration a number of factors including the 
level of pay awards made nationally to other staff groups within the NHS as well as NHS 
England guidance and the affordability to the organisation. 

Performance evaluation of the Chief Clinical Officer is undertaken by the Lay CCG 
Chair and the Area Team Director.  The Lay CCG Chair also undertakes performance 
evaluation of other lay governors including the governing body nurse and governing 
body secondary care doctor. 

Performance evaluation of the Chief Operating Officer is undertaken by the Chief 
Clinical Officer and the Lay CCG Chair.  The Chief Operating Officer then undertakes 
performance evaluation of the Chief Finance Officer.  

No element of remuneration is subject to performance conditions.
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Northumberland CCG Senior Officers Salaries & Allowances 2013/14: 
 

Name  Title Salary & Fees Taxable 
Benefits 

Annual 
Performance 

Related 
Bonuses 

Long-term 
Performance 

Related 
Bonuses 

All 
Pension 
Related 
Benefits 

Total 

    
(bands of 
£5,000) 

(Rounded 
to the 

nearest 
£00) 

(bands of 
£5,000) 

(bands of 
£5,000) 

(bands 
of 

£2,500) 
(bands of 
£5,000) 

                

    £000 £00 £000 £000 £000 £000 

                

Jacquie Henderson Lay Chair 15 – 20 4 0 0  0 15 - 20  

Dr Alistair Blair Chief Clinical Officer 100 - 105 11 0 0 
117.5-
120  220-225  

Julie Ross Chief Operating Officer 95 - 100 9 0 0 
 97.5-
100  195-200 

Rob Robertson Chief Finance Officer 85 - 90 12 0 0 
 155-
157.5  245-250 

Karen Bower  Lay Governor 5 - 10 0  0  0  0  5 - 10  

Steve Brazier Lay Governor 5 - 10 0  0  0  0  5 - 10  

Peter Atkinson Lay Governor 10 - 15 0  0  0  0  10 - 15  

Dr Paul Crook Governing Body Secondary Care Doctor 10 - 15 0  0  0  0  10 – 15  

Dr John Unsworth Governing Body Nurse 10 - 15 0 0  0  0  10 - 15  

Hilary Brown Business Director 45 - 50 0  0  0  0  45 - 50  
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Notes: 
 
As this is the first full year of the CCG there are no prior year comparatives to disclose. 

 

The following senior officers are not directly employed by the CCG.  The amounts 

disclosed above are paid to the respective GP practice as the employing organisation, 

to provide the services of the individuals on a sessional basis: 

 

Alistair Blair (for the period 1st April 2013 to 31st August 2013 only. Directly employed 

from 1st September 2013) 

 

Hilary Brown (for the period 1st April 2013 to 30th September 2013 only. Directly 

employed from 1st October 2013) 
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Northumberland CCG Senior Officers Pension Benefits 2013/14: 
 

Name and Title 

Real increase  
in pension at 

age 60 
 
 

(bands of 
£2,500) 

Real increase 
in Pension 

Lump Sum at 
aged 60 

 
 

(bands of 
£2,500) 

Total accrued 
pension at age 
60 at 31 March 

2014 
 
 

(bands of 
£5,000) 

Lump Sum at 
aged 60 

related to 
accrued 

pension at 31 
March 2014 
(bands of 

£5,000) 

Cash 
Equivalent 

Transfer Value 
at  31 March 

2013 

Cash 
Equivalent 

Transfer Value 
at 31 March 

2014 

Real 
increase in 

cash 
equivalent 

transfer 
value 

Employer’s 
contribution 

to 
partnership 

pension 

  £000 £000 £000 £000 £000 £000 £000 £000 

Alistair Blair,                      
Chief Clinical Officer 

5-7.5 15-17.5 5-10 20-25 218 102 (127) 7 

Julie Ross,                        
Chief Operating Officer 

2.5-5 12.5-15 15-20 45-50 158 225 59 14 

Rob Robertson,                 
Chief Finance Officer 

5-7.5 20-22.5 15-20 50-55 136 228 85 13 
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Cash Equivalent Transfer Values 
 

A cash equivalent transfer value (CETV) is the actuarially assessed capital value of 

the pension scheme benefits accrued by a member at a particular point in time.  The 

benefits valued are the member’s accrued benefits and any contingent spouse’s 

pension payable from the scheme.  A CETV is a payment made by a pension 

scheme or arrangement to secure pension benefits in another pension scheme or 

arrangement when the member leaves a scheme and chooses to transfer the benefit 

accrued in their former scheme.  The pension figures shown relate to the benefits 

that the individual has accrued as a consequence of their total membership of the 

pension scheme, not just their service in a senior capacity to which disclosure 

applies. The CETV figures and the other pension details include the value of any 

pension benefits in another scheme or arrangement which the individual has 

transferred to the NHS pension scheme.  They also include any additional pension 

benefit accrued to the member as a result of their purchasing additional years of 

pension service in the scheme at their own cost.  CETVs are calculated within the 

guidelines and framework prescribed by the Institute and Faculty of Actuaries.  

 

 

Real increase in Cash Equivalent Transfer Values 
 

This reflects the increase in CETV effectively funded by the employer.  It takes 

account of the increase in accrued pension due to inflation, contributions paid by the 

employee, (including the value of any benefits transferred from another scheme or 

arrangement) and uses common market valuation factors for the start and end of the 

period. 
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Pay Multiples: 

 
Reporting bodies are required to disclose the relationship between the remuneration 

of the highest-paid director in their organisation and the median remuneration of the 

organisation's workforce. 

 

The banded remuneration of the highest paid director in Northumberland CCG in the 

financial year 2013/14 was £100 – 105k.  This was 1.5 times the median 

remuneration of the workforce, which was £67,633. 

 

In 2013/14, no employee received a full time equivalent remuneration in excess of 

the highest paid director.  Full time equivalent remuneration for employees ranged 

from £16,811 to £90,000 

 

Total remuneration includes salary, non-consolidated performance-related pay and 

benefits-in-kind. It does not include severance payments, employer pension 

contributions and the cash equivalent transfer value of pensions.   

 

  2013/14 

  
 Band of Highest Paid Director's Total Remuneration (£'000) 100 – 105 

  
 Median Total Remuneration (£) 67,633 

  
 Ratio 1.5 

  
  

 
Off-payroll engagements as of 31 March 2014, for more than £220 per day and that 
last longer than six months are as follows 

 
    Number 

The number that have existed: 

• For less than one year at the time of reporting 2 

• For between one and two years at the time of reporting 0 

• For between two and three years at the time of reporting 0 

• For between three and four years at the time of reporting 0 

• For four or more years at the time of reporting 0 

Total number of existing engagements as of 31 March 2014 2 

  All existing off-payroll engagements, outlined above, have at some point been 
subject to a risk based assessment as to whether assurance is required that the 
individual is paying the right amount of tax and, where necessary, that assurance 
has been sought 
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. 
 

    Number 

Number of new engagements, or those that reached six months in duration, between 1 April 2013 
and 31 March 2014 2 

Number of the above which include contractual clauses giving the clinical commissioning group the 
right to request assurance in relation to Income Tax and National Insurance obligations 

0 

Number for whom assurance has been requested 2 

Of which, the number: 

• For whom assurance has been received 0 

• For whom assurance has not been received 0 

• That have been terminated as a result of assurance not being received 0 

  
    Number 

Number of off-payroll engagements of Membership Body and/or Governing Body members, 
and/or, senior officials with significant financial responsibility, during the financial year 2 

Number of individuals that have been deemed “ Membership Body and/or Governing Body 
members, and/or, senior officials with significant financial responsibility”, during the financial year 
(this figure includes both off-payroll and on-payroll engagements) 10 
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Governing body and senior management profiles 

The governing body is responsible for reviewing decisions and formally assuring that 

all the plans of NHS Northumberland Clinical Commissioning Group have been 

made in accordance with the constitution and that the CCG is working effectively, 

economically and efficiently. Members of our governing body are: 

 

Jacqui Henderson, CCG Lay Chair 

Prior to her retirement, Jacqui was Regional Director of the Learning Skills Council 

and Chief Executive of UK Skills.  She was chair of Northumberland Care Trust, vice 

chair of NHS North of Tyne and was a member of the shadow Northumberland 

Health and Wellbeing Board. 

 

Karen Bower, Lay Governor for Resources and Performance 

Karen started out as a primary teacher before moving to local authority. She gained 

a headship in a first school in Blyth. After a series of advisory and school 

improvement roles, Karen returned to Newcastle as a senior adviser until she took 

early retirement from her senior officer role as Head of School Improvement for early 

years and primary education. Since her early retirement she has gained experience 

in a number of organisations in the voluntary sector. 

 

Steve Brazier, Lay Governor for Audit and Conflicts of Interest 

Since 1996 Stephen has worked as a finance professional within a large central 

government department. Prior to this he trained at KPMG, undertaking audits, as 

junior, senior and audit manager. After leaving KPMG he undertook a number of 

private sector roles, principally within financial services. He is a chartered accountant 

and has extensive experience in the public and private sector. 

 

Peter Atkinson, Lay Governor for PPI 

Peter worked for 30 years in the prison service, the last 15 of which were as the 

Governor in Charge at four establishments. He was a member of the Home Office 

Validation Board for assessing national prisoner treatment programmes for five 

years.  Since retiring he has spent six years in an elected role as Public Governor for 

the Newcastle Hospitals Foundation. 

 

Dr Paul Crook, Lay Governing  Body Secondary Care Doctor 

Paul retired in 2011 after working as a consultant rheumatologist at Wansbeck 

General Hospital. He has clinical management experience treating long-term 

conditions in eastern Northumberland.  He was a key part of clinical networks across 

the region. 

 

Dr John Unsworth, Governing Body Nurse 

John has been a nurse for 30 years, both within hospital and community practice. He 

has held several nursing posts including nurse director, specialist nurse and a nurse 
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consultant. John holds an external appointment with the Queen’s Nursing Institute 

where he is a Council Member and Trustee.  He is also the Chair of a Fitness to 

Practice Committee at the Nursing and Midwifery Council, the UK Nursing Regulator. 

John is a principal lecturer at Northumbria University teaching undergraduate nursing 

students and has a PhD in nursing from Robert Gordon University, Aberdeen. 

 

Dr Alistair Blair, Chief Clinical Officer 

Alistair has been a partner at the Wellway Medical Group in Morpeth for the past 

nine years. He grew up in Northumberland and qualified as a GP in 1999.  He has 

previously worked for Medecins Sans Frontieres in war zones in Sri Lanka and the 

Kenya-Somali border area. 

 

Julie Ross, Chief Operating Officer 

Julie has held a variety of senior roles within the NHS including as Strategic Head of 

Primary Care Commissioning with the North East Strategic Health Authority and a 

national role with the primary care implementation team. 

 

Rob Robertson, Chief Finance Officer 

Rob has worked for NHS North of Tyne for more than three years as an associate 

director of finance (contracting) and has 14 years’ experience of working in finance 

posts in the NHS, in both primary and secondary care. 

 

Hilary Brown, Governing Body locality/business director 

Hilary is a managing partner at the Well Close Medical Group in Berwick-upon-

Tweed where she worked for the past ten years. Hilary has been involved in 

commissioning for six years and has played a role in setting up local services for 

IMATS (Integrated Musculoskeletal Assessment and Treatment Service) and a 

Community Deep Vein Thrombosis (DVT) pathway. 
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Governing Body Declaration of Interests 

 

Position on 
Governing 
Body 

Surname Forename Self/status Company/ 
organisation 

Brief details of 
interest 

Lay Chair Henderson Jacqueline Self Newcastle 
University 

Vice chair of 
council 

Chief Clinical 
Officer 

Blair Alistair Self 
 
 
 
Wife 

Wellway 
medical 
Wellway 
contracts 
Wellway 
pharmacy 
 
Rothbury 
Medical Group 

Partner  
Director  
Director 
 
Retainer GP 

Secondary 
care 
specialist 
doctor 

Crook Paul Self 
 
 
Daughter 
 
Wife 

Barnabas Safe 
and Sound 
 
 
Guidepost 
Medical Group 
 
Newcastle 
Hospitals NHS 
Foundation 
Trust 

Trustee of 
charity providing 
accommodation 
to young people 
 
Salaried GP 
 
Public Governor 

Nurse Unsworth John Self Northumbria 
University 
(Higher 
Education 
institution) 
 
The Queen’s 
Nursing Institute 
 
Nursing and 
Midwifery 
Council 

Employee – 
Principal 
lecturer, 
researcher, 
teacher, 
consultant 
 
Charity – 
Trustee/Council 
member 
 
Professional 
regulator – 
Chair/ panel 
member, 
Fitness to 
Practice 
 

Lay governor Atkinson Peter Self None None 
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Position on 
Governing 
Body 

Surname Forename Self/status Company/ 
organisation 

Brief details of 
interest 

– Patient and 
public 
involvement 

Lay governor 
– Resources 
and 
Performance 

Bower Karen Self 
 
 
Self 
 
 
Self 

Greater Morpeth 
Development 
Trust  
 
Age UK 
 
 
Northumberland 
County Blind 
Association 

Voluntary 
Community 
Directorship 
 
Voluntary work 
supporting 
clients 
 
Voluntary work 
supporting 
clients invested  

Lay governor 
– Audit and 
conflicts of 
interest 

Brazier Steve Self None None 

Chief 
Finance 
Officer 

Robertson Rob Self None None 

Chief 
Operating 
Officer 

Ross Julie Self None None 

Locality 
Director/ End 
of Life and 
Carers 
Domain 
Director 

Brown Hilary Self Well Close 
Medical Group 

Partner 
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Membership body and governing body profiles 

 

Council of Practices  

The CCG Council of Practices is the membership body of the CCG. It comprises a GP 

representative from each of the 46 Member Practices, acting on behalf of the Practice in 

dealings with the CCG and to representing the Member Practice at meetings of the 

Council of Practices. The Council of Practices was chaired by Dr Alistair Blair.  

 

Governing body  

   

The governing body is responsible for reviewing decisions and formally assuring that all 

the plans of NHS Northumberland Clinical Commissioning Group have been made in 

accordance with the constitution and that the CCG is working effectively, economically 

and efficiently. Members of our governing body are: 

 

Jacqui Henderson, CCG Lay Chair 

Prior to her retirement, Jacqui was Regional Director of the Learning Skills Council and 

Chief Executive of UK Skills.  She was chair of Northumberland Care Trust, vice chair of 

NHS North of Tyne and was a member of the shadow Northumberland Health and 

Wellbeing Board. 

 

Karen Bower, Lay Governor for Resources and Performance 

Karen started out as a primary teacher before moving to local authority. She gained a 

headship in a first school in Blyth. After a series of advisory and school improvement 

roles, Karen returned to Newcastle as a senior adviser until she took early retirement 

from her senior officer role as Head of School Improvement for early years and primary 

education. Since her early retirement she has gained experience in a number of 

organisations in the voluntary sector. 

Steve Brazier, Lay Governor for Audit and Conflicts of Interest 

Since 1996 Stephen has worked as a finance professional within a large central 

government department. Prior to this he trained at KPMG, undertaking audits, as junior, 

senior and audit manager. After leaving KPMG he undertook a number of private sector 

roles, principally within financial services.  He is a chartered accountant and has 

extensive experience in the public and private sector. 
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Peter Atkinson, Lay Governor for PPI 

Peter worked for 30 years in the prison service, the last 15 of which were as the 

Governor in Charge at four establishments. He was a member of the Home Office 

Validation Board for assessing national prisoner treatment programmes for five years.  

Since retiring he has spent six years in an elected role as Public Governor for the 

Newcastle Hospitals Foundation. 

 

Dr Paul Crook, Lay Governing Body Secondary Care Doctor 

Paul retired in 2011 after working as a consultant rheumatologist at Wansbeck General 

Hospital. 

He has clinical management experience treating long-term conditions in eastern 

Northumberland.  He was a key part of clinical networks across the region. 

 

Dr John Unsworth, Governing Body Nurse 

John has been a nurse for 30 years, both within hospital and community practice. He 

has held several nursing posts including nurse director, specialist nurse and a nurse 

consultant. John holds an external appointment with the Queen’s Nursing Institute 

where he is a Council Member and Trustee.  He is also the Chair of a Fitness to 

Practice Committee at the Nursing and Midwifery Council, the UK Nursing Regulator. 

John is a principal lecturer at Northumbria University teaching undergraduate nursing 

students and has a PhD in nursing from Robert Gordon University, Aberdeen. 

 

Dr Alistair Blair, Chief Clinical Officer 

Alistair has been a partner at the Wellway Medical Group in Morpeth for the past nine 

years. He grew up in Northumberland and qualified as a GP in 1999.  He has previously 

worked for Medecins Sans Frontieres in war zones in Sri Lanka and the Kenya-Somali 

border area. 

 

Julie Ross, Chief Operating Officer 

Julie has held a variety of senior roles within the NHS including as Strategic Head of 

Primary Care Commissioning with the North East Strategic Health Authority and a 

national role with the primary care implementation team. 

 

Rob Robertson, Chief Finance Officer 

Rob has worked for NHS North of Tyne for more than three years as an associate 

director of finance (contracting) and has 14 years’ experience of working in finance 

posts in the NHS, in both primary and secondary care. 
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Hilary Brown, Governing Body locality/business director 

Hilary is a managing partner at the Well Close Medical Group in Berwick-upon-Tweed 

where she worked for the past ten years. Hilary has been involved in commissioning for 

six years and has played a role in setting up local services for IMATS (Integrated 

Musculoskeletal Assessment and Treatment Service) and a Community Deep Vein 

Thrombosis (DVT) pathway. 

 

Eileen Higgins, Governing Body locality/business director 

Eileen has been a GP partner in the North East for over 27 years, in areas including Hartlepool, 

Newcastle and North Tyneside and, since 2004, as a partner at the Guide Post Medical Group 

in Northumberland. Eileen’s main General Practice interests are in children and women’s health, 

including family planning.  She holds a Diploma in Child Health, a Diploma of the Royal College 

of Obstetricians and Gynaecologists and the Family Planning Certificate.
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Declaration of interest for each member 

   

Position on 
Governing 
Body 

Surname Forename Self/status Company/ 
organisation 

Brief details of 
interest 

Lay Chair Henderson Jacqueline Self Newcastle 
University 

Vice chair of 
council 

Chief Clinical 
Officer 

Blair Alistair Self 
 
 
 
Wife 

Wellway 
medical 
Wellway 
contracts 
Wellway 
pharmacy 
 
Rothbury 
Medical Group 

Partner  
Director  
Director 
 
Retainer GP 

Secondary 
care 
specialist 
doctor 

Crook Paul Self 
 
 
Daughter 
 
Wife 

Barnabas Safe 
and Sound 
 
 
Guidepost 
Medical Group 
 
Newcastle 
Hospitals NHS 
Foundation 
Trust 

Trustee of 
charity providing 
accommodation 
to young people 
 
Salaried GP 
 
Public Governor 

Nurse Unsworth John Self Northumbria 
University 
(Higher 
Education 
institution) 
 
The Queen’s 
Nursing Institute 
 
Nursing and 
Midwifery 
Council 

Employee – 
Principal 
lecturer, 
researcher, 
teacher, 
consultant 
 
Charity – 
Trustee/Council 
member 
 
Professional 
regulator – 
Chair/ panel 
member, 
Fitness to 
Practice 
 

Lay governor Atkinson Peter Self None None 
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Position on 
Governing 
Body 

Surname Forename Self/status Company/ 
organisation 

Brief details of 
interest 

– Patient and 
public 
involvement 

Lay governor 
– Resources 
and 
Performance 

Bower Karen Self 
 
 
Self 
 
 
Self 

Greater Morpeth 
Development 
Trust  
 
Age UK 
 
 
Northumberland 
County Blind 
Association 

Voluntary 
Community 
Directorship 
 
Voluntary work 
supporting 
clients 
 
Voluntary work 
supporting 
clients invested  

Lay governor 
– Audit and 
conflicts of 
interest 

Brazier Steve Self None None 

Chief 
Finance 
Officer 

Robertson Rob Self None None 

Chief 
Operating 
Officer 

Ross Julie Self None None 

Locality 
Director/ End 
of Life and 
Carers 
Domain 
Director 

Brown Hilary Self Well Close 
Medical Group 

Partner 
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Name  Role Dates of service Committee 
membership 

Jacqui Henderson CCG Lay Chair December 2012 
to December 
2015 

Governing Body 

Karen Bower Lay Governor for 
resources and 
performance 

March 2013 to 
March 2017 

Governing Body 

Resources and 
Performance Committee 

Audit Committee 

Steve Brazier Lay Governor for 
Audit and Conflicts 
of interest 

March 2013 to 
March 2016 

Governing Body 

Audit Committee 

Resources and 
Performance Committee 

Peter Atkinson Lay Governor for 
Patient and Public 
Involvement 

March 2013 to 
March 2015 

Governing Body 

Engagement Public 
Health and Quality 
Committee 

Audit Committee 

Dr Paul Crook Governing Body 
secondary care 
doctor 

March 2013 to 
March 2016 

Governing Body 

Engagement Public 
Health and Quality 
Committee 

Audit Committee 

Dr John Unsworth Governing Body 
nurse 

March 2013 to 
March 2016 

Governing Body 

Engagement Public 
Health and Quality 
Committee 

Resources and 
Performance Committee 

Dr Alistair Blair Chief Clinical 
Officer and 
Accountable 
Officer 

From March 2013 Governing Body 

Joint Locality Executive 
Board 

Julie Ross Chief Operating 
officer 

From March 2013 Governing Body 

Joint Locality Executive 
Board  

Governance Group 
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Rob Robertson Chief finance 
officer 

From March 2013 Governing Body 

Joint Locality Executive 
Board 

Governance Group 

Hilary Brown Locality Director 
for North locality 
and Director for 
mental health and 
learning disabilities 

1 April 2014 to 31 
March 2015 

Governing Body 

Joint Locality Executive 
Board 

Dr Eileen Higgins Locality Director 
for Central locality 
and Director for 
mental health and 
learning disabilities 

1 April 2014 to 31 
March 2015 

Governing Body 

Joint Locality Executive 
Board 
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Statement by the Accountable Officer 
 

Statement of Accountable Officer’s Responsibilities 

Statement of the Chief Clinical Officer Responsibilities as the Accountable Officer of 

NHS Northumberland Clinical Commissioning Group.  

 

The NHS Act 2006 state that each Clinical Commissioning Group shall have an 

Accountable Officer and that Officer shall be appointed by the NHS Commissioning 

Board (NHS England). NHS England has appointed the Chief Clinical Officer to be the 

Accountable Officer of the Clinical Commissioning Group.  

 
The responsibilities of an Accountable Officer, including responsibilities for the propriety 

and regularity of the public finances for which the Accountable Officer is answerable, for 

keeping proper accounting records (which disclose with reasonable accuracy at any 

time the financial position of the Clinical Commissioning Group and enable them to 

ensure that the accounts comply with the requirements of the Accounts Direction) and 

for safeguarding the Clinical Commissioning Group’s assets (and hence for taking 

reasonable steps for the prevention and detection of fraud and other irregularities), are 

set out in the Clinical Commissioning Group Accountable Officer Memorandum 

published by NHS England.  

 

Under the NHS Act 2006 (as amended), NHS England has directed each Clinical 

Commissioning Group to prepare for each financial year financial statements in the form 

and on the basis set out in the Accounts Direction. The financial statements are 

prepared on an accruals basis and must give a true and fair view of the state of affairs 

of the Clinical Commissioning Group and of its net expenditure, changes in taxpayers’ 

equity and cash flows for the financial year.  

 

In preparing the financial statements, the Accountable Officer is required to comply with 

the requirements of the Government Financial Reporting Manual and in particular to:  

 

•  Observe the Accounts Direction issued by NHS England, including the relevant 

accounting and disclosure requirements, and apply suitable accounting policies 

on a consistent basis;  

•  Make judgements and estimates on a reasonable basis;  

•  State whether applicable accounting standards as set out in the Government 

Financial Reporting Manual have been followed, and disclose and explain any 

material departures in the financial statements; and

•  Prepare the financial statements on a going concern basis.  
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To the best of my knowledge and belief, I have properly discharged the responsibilities 
set out in NHS England’s Clinical Commissioning Group Accountable Officer 
Memorandum.  
 
 
 
Dr Alistair Blair 
Accountable Officer [x] May 2014 

 

 

Governance Statement 

 

Introduction and context 

 

The clinical commissioning group was licenced from 1 April 2013 under provisions 

enacted in the Health & Social Care Act 2012, which amended the National Health 

Service Act 2006. 

 

The clinical commissioning group operated in shadow form prior to 1 April 2013, to allow 

for the completion of the licensing process and the establishment of function, systems 

and processes prior to the clinical commission group taking on its full powers. 

 

As at 1 April 2013, the clinical commissioning group was licensed without conditions.  

 

Scope of Responsibility 

 

As Accountable Officer, I have responsibility for maintaining a sound system of internal 

control that supports the achievement of the clinical commissioning group’s policies, 

aims and objectives, whilst safeguarding the public funds and assets for which I am 

personally responsible, in accordance with the responsibilities assigned to me in 

Managing Public Money. I also acknowledge my responsibilities as set out in my Clinical 

Commissioning Group Accountable Officer appointment letter. 

 

I am responsible for ensuring that the clinical commissioning group is administered 

prudently and economically and that resources are applied efficiently and effectively, 

safeguarding financial propriety and regularity. 

 

Compliance with the UK Corporate Governance Code 

 

Whilst the detailed provisions of the UK Corporate Governance Code are not mandatory 

for public sector bodies, compliance is considered to be good practice.  This 
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Governance Statement is intended to demonstrate the clinical commissioning group’s 

compliance with the principles set out in Code. 

 

For the financial year ended 31 March 2014, and up to the date of signing this 

statement, we complied with the provisions set out in the Code, and applied the 

principles of the Code except as follows: 

 

Leadership  

 During the year the CCG governance structures were reviewed with one of 

the outcomes being that the Governing Body Lay Chair was also appointed to the 

role of CCG Chair.  Whilst the difference between the Chief Clinical Officer and 

CCG Lay Chair role has been clearly established, further clarity around the 

responsibilities of the CCG Lay Chair role is required. 

 Whilst objectives were set at the beginning of the year for Executive members 

of the CCG, they were not in place for lay governors, the Governing Body nurse 

and secondary care doctor due to the fact that these were new positions in a new 

organisation.  Broad objectives for these members were taken from terms of 

reference of their respective committees and their role descriptions.  All the 

members have had regular review discussions and are undergoing an annual 

appraisal of their effectiveness. 

 Whilst the Organisational Development Strategy was reviewed by the shadow 

Governing Body prior to authorisation it has not been reviewed by the Governing 

Body during the current year. It is currently being revised and will be presented to 

the Governing Body in due course. 

 

The Clinical Commissioning Group Governance Framework 

 

The National Health Service Act 2006 (as amended), at paragraph 14L(2)(b) states: 

The main function of the governing body is to ensure that the group has made 

appropriate arrangements for ensuring that it complies with such generally accepted 

principles of good governance as are relevant to it. 

 

The governance framework comprised the systems and processes by which the CCG 

was controlled. It enabled the CCG to monitor the achievement of its strategic 

objectives and to consider whether those objectives had led to the delivery of 

appropriate, cost effective services.  An internal audit report on the CCG’s governance 

structure provided significant assurance with no issues of note. 

  

The Constitution 
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The CCG has a fully compliant constitution which was in place at the time of 

authorisation and was approved by its members.  The constitution sets out the way in 

which the CCG will operate and was subject to review during 2013/14.  Changes were 

approved by the JLEB in September 2013.  A majority vote was also passed by the 

member practices at their meeting in September 2013.  The changes to the constitution 

were approved by NHS England in December 2013. 

  

The constitution permits the CCG to grant authority to its members, its governing body, 

its employees and any committee or sub-committee of the group to act on its behalf 

when exercising its functions to commission health services.  The CCG has put in place 

the following arrangements to carry out its functions to discharge the duties placed upon 

it by the mandate issued by the Secretary of State each year: 

 

 Delegating responsibility for ensuring that the group’s strategy, plans, operational  

policies and procedures are consistent with the group’s duties to the Joint 

Locality Executive Board; 

 Requiring the Governing Body to give assurance that the group is acting 

consistently with its duties. 

 

The clinical commissioning group remains accountable for all of its functions, including 

those that it has delegated. 

 

Membership of the Clinical Commissioning Group  

A total of 46 practices comprise the members of NHS Northumberland Clinical 

Commissioning Group (CCG) and details of these are included in the CCG’s 

constitution.  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, are eligible to apply for membership of the CCG.  No other providers 

of primary medical services have applied for membership of the CCG during 2013-14.  

 

The membership of the CCG, through its practice representatives is responsible for: 

 

 Making recommendations to the NHS Commissioning Board (NHSCB) for any 

amendments to the CCG’s constitution 

 Approving arrangements for appointments within the CCG 

 Making recommendations to the NHS Commissioning Board for the  

 appointment by NHSCB of the Chief Clinical Officer 

 Approving the appointment of, and terms and conditions for, members of the  

 CCG’s Governing Body. 

 Approving the CCG’s annual report and accounts 
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Each member has a Practice representative who represents their practice’s views and 

acts on behalf of the practice in matters relating to the group.  

 

In addition to the practice representatives the group has identified a number of roles to 

either support the work of the group and / or represent the group. 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 group:  

 

One Locality Director each, for:  

 Blyth Valley  

 Central Northumberland  

 North Northumberland  

 West Northumberland 

 

One Business Director each, for:  

 Engagement & Quality  

 Finance & Commissioning 

 

A total of 2 members meetings (Council of Practices) were held during the period April 

2013 to March 2014. 

 

Date of Meeting     Total No of Member Representatives 

      in attendance 

September 2013    27 

March 2014     23 

 

At each of the members meetings general updates including updates on finance, 

commissioning plans and quality were provided.  At the meeting in September 2013 the 

members considered, and subsequently voted on, proposed changes to the CCG 

constitution.   

 

The Governing Body 

The Governing Body is established as a committee of the CCG in accordance with the 

constitution, standing orders and scheme of delegation and comprises of: 

 

Governing Body Lay Chair      Jacqui Henderson 

Three Lay Governors – 

Lead on audit and conflict of interest     Steven Brazier 
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Lead on patient and public involvement     Peter Atkinson 

Lead on resources and performance     Karen Bower 

One registered nurse      Dr John Unsworth 

One secondary care specialist doctor    Paul Crook 

The Chief Clinical Officer (the Accountable Officer)  Dr Alastair Blair 

One Locality Director/Business Director    Hilary Brown 

The Chief Operating Officer     Julie Ross 

The Chief Finance Officer      Rob Robertson 

 

• Hilary Brown was a member of the Governing Body until 31st March 2014 as 

part of the rotational appointment of the locality/business Director to the 

Governing Body for one year only.  For 2014/15, another of the 

locality/business directors, Dr Eileen Higgins, Locality Director (Central) and 

Director for Mental Health and Learning Disabilities  will be appointed to the 

Governing Body.  

 

The Governing Body Terms of Reference state that the Lay Governor Lead on Patient 

and Public Involvement or the Lay Governor Lead on resources and performance may 

be appointed as deputy Governing Body lay Chair.  Karen Bower, Lay Governor lead on 

resources and performance has been appointed as deputy Governing Body Lay Chair. 

 

The Governing Body members bring a range of complementary skills and experience in 

areas such as finance, governance and health policy. All Lay member appointments, 

and the appointment of the Chair, have been made in accordance with the constitution 

taking account of the skill sets already represented on the Board and recognising where 

gaps could be filled.  

 

The principal function of the Governing Body is to provide the CCG with an independent 

and objective of view the group’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. 

 

The governing body has responsibility for the following key areas in relation to the 

CCG’s governance arrangements: 

 

 ensuring that the group has appropriate arrangements in place to exercise its 

functions effectively, efficiently and economically and in accordance with the 

groups principles of good governance  (its main function); 
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 determining the remuneration, fees and other allowances payable to employees or 

other persons providing services to the group; 

 giving assurance that the group is acting consistently with its functions and duties 

approving a comprehensive system of internal control, including budgetary control, 

that underpin the effective, efficient and economic operation of the group;  

 giving assurance that the group is meeting its duty to act effectively, efficiently and 

economically; 

approving arrangements, including supporting policies, to secure continuous 

improvement in quality and patient outcomes, and giving assurance that the group 

is meeting its duty to act with a view to securing continuous improvement to the 

quality of services; 

 giving assurance that the group is discharging its financial duties appropriately and 

that there are sufficient actions in pace to mitigate risks in delivery; 

 reporting to the group any issues that give it cause for assurance concern. 

 

A total of 6 meetings of the Governing Body have been held during the year with 

attendance by members as follows: 

 

Member        Attendance 

Jacqui Henderson        5/6  

Steven Brazier       5/6 

Peter Atkinson       6/6 

Karen Bower        5/6 

Dr John Unsworth       5/6 

Paul Crook        6/6 

Dr Alastair Blair       6/6 

Hilary Brown        6/6 

Julie Ross        5/6 

Rob Robertson       6/6 

 

Regular items on the agenda of the Governing Body meetings include: 

 

 Updates on the Resource & Performance Committee, Engagement Public Health 

& Quality, Financial Regulation & Audit.   

 A report highlighting key issues is presented by the Chief Clinical Officer along 

with a patient story. 

 Regular updates on the development of the CCG Assurance Framework and 

corporate risk register 

 



 

  53 

Some of the key areas that the Governing Body has been assured on during the year 

have been: 

 

 Future arrangements for midwifery-led care in Berwick – the Governing Body were 

informed of the process undertaken to consider the available options for this 

service.  The members confirmed that they were assured with the process taken in 

association to the decision regarding midwifery-led care in Berwick.  It was agreed 

that this was a challenging issue to address so early after the CCG’s 

establishment; and that the process had been handled well, following an in depth 

consultation process.   

 Integration project – this is an integrated system across Northumberland which 

provides better joined up care, patient experience and outcomes.  In order to lead 

the delivery of this vision, the CCG has established the Northumberland 

Integration Board with membership from Healthwatch and the leaders of the 

CCG’s main providers and commissioners.  The Governing Body felt assured 

matters discussed on this issue were of an adequate level and that action planning 

was continuing. 

 Winter Planning - Plans have been submitted by providers for winter and each 

provider has self-assessed their plans.  The Governing Body confirmed that they 

were assured by the CCG’s winter planning. 

 Ambulance targets – there has been significant improvement in the 8 minute 

response time.  This was as a result of building good working relationships with the 

ambulance provider and their implementation of new processes in 

Northumberland.  The Governing Body confirmed they were assured by the 

progress highlighted. 

 Equality Delivery System (EDS)  & Objectives – the Governing Body were 

informed that the EDS requires CCGs in collaboration with “local interest groups” 

to analyse and grade their own equality performance, and set equality objectives, 

supported by an action plan.  The governing Body were assured that the process 

undertaken to complete the EDS assessment and develop the equality objectives 

was appropriate, effective, inclusive and transparent. 

 Mental Health Model of Care - the CCG began a process to develop a model of 

care for mental health for Northumberland.  The purpose is to describe the 

services and outcomes the CCG wants to commission and to ensure that future 

commissioning decisions are based on the needs of the population, best practice 

guidance and the views of stakeholders.  The Governing Body were assured on 

the process to engage on the development of the model of care. 

 Development of the Communications and engagement strategy – the Governing 

Body were informed of the process to be taken to review the communications and 

engagement strategy and were subsequently presented with the final version of 
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the strategy.  They contributed to ensuring that the final version of the strategy and 

the supporting action plan were accessible and objective.  The Governing Body 

were assured on the process to develop the new strategy. 

 Risk register and assurance framework – the Governing Body received the 

corporate risk register and assurance framework in February 2014, following its 

presentation to the Audit Committee.  They were assured that the CCG had 

undertaken a robust assessment of their risk appetite and had identified 

appropriate risks.  They were also assured that adequate plans were in place to 

mitigate the risks. 

Other items discussed at the Governing body meetings held during the year include a 

review and approval of any subsequent changes to the terms of reference of the 

governing body’s committees, review and approval of proposed changes to the CCG’s 

constitution. 

A standard agenda item considered by the members at the end of every meeting is 

“Assurance Review and Actions” i.e. the Governing Body members consider the 

assurances that they have been provided with. 

 

Minutes of Governing Body meetings are available here: 

http://www.northumberlandccg.nhs.uk/about-us/governing-body/meetings-and-papers/ 

 

Committees of the Governing Body  

The Governing Body undertakes a proportion of its work through committees. Each 

committee has a set of terms of reference, which have been formally approved by the 

Governing Body. Committee Chairs present their chair approved minutes to the 

Governing Body meeting following their meeting.  The Governing Body has appointed 

the following committees:   

          

Audit Committee    

The principal function of the Audit Committee is to provide the Governing Body with an 

independent and objective view of the group’s financial systems, financial information 

and compliance with laws, regulations and directions governing the group in so far as 

they relate to finance.  The Committee reviews the establishment and maintenance of 

an effective system of integrated governance, risk management and internal control 

across the whole of the CCG’s activities (both clinical and non-clinical) that supports the 

achievement of the CCG’s objective. 

 

The remit and responsibilities of the Committee are to critically review the group’s 

financial reporting and internal control principles and ensure an appropriate relationship 

with both internal and external auditors is maintained. The duties of the committee are 

driven by the priorities identified by the group, and the associated risks. It operates to a 

http://www.northumberlandccg.nhs.uk/about-us/governing-body/meetings-and-papers/
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programme of business, agreed by the group, and is flexible to new and emerging 

priorities and risks. 

 

The membership of the Audit Committee is drawn from Lay members of the Governing 

Body.  A total of 7 meetings of the Audit Committee have been held during the year with 

attendance by members as follows: 

 

Member        Attendance 

Steven Brazier (Chair)      7/7 

Peter Atkinson       5/7 

Karen Bower        6/7 

 

The Committee’s main activities during 2013-14 have been: 

 

 Receiving and critically reviewing reports from internal audit  

 Approving the internal audit forward work plan 

 Addressing assurance gaps in the commissioning support unit 

 Receiving comprehensive and reliable assurances over the CCG risk register 

 Governance frameworks and processes designed to identify conflicts of  

 interest 

 

Latterly the committee has assured the integrity of the CCG's first annual report and 

accounts. 

 

The Committee is due to undertake an assessment of its operation and effectiveness 

using the self-assessment checklist for Audit Committees produced by the National 

Audit Office. Any issues that are identified will be turned into an action plan for the 

Committee over the ensuing period. 

 

Appointments & Remuneration Committee  

The principal function of the Appointments and Remuneration Committee is to advise 

the Governing Body on senior appointments, about appropriate remuneration and terms 

of service, and determine the remuneration and terms of service of members of the 

Joint Locality Executive Board and other staff directly accountable to the Chief Clinical 

Officer or Chief Operating Officer. 

 

 

The membership of the Appointments and Remuneration Committee is drawn from Lay-

members of the Governing Body.  A total of 4 meetings of the Remuneration Committee 

have been held during the year with attendance by members as follows: 
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Member        Attendance 

Jacqui Henderson (Chair)      4/4  

Steven Brazier       4/4 

Peter Atkinson       4/4 

Karen Bower        4/4 

 

The committee’s main activities through the year have been: 

 

 Approving the terms of service and remuneration of the Chief Clinical Officer,  

 Executive team officers and Primary Care Directors 

 Approving employee notice periods 

 Reviewing and approving the CCG Business Lease Car policy 

 

The Engagement, Public Health & Quality Committee  

The principal function of the Engagement, Public Health & Quality Committee is to 

provide the Governing Body with assurance that: 

 

 quality sits at the heart of everything the group does, and that its business is 

focused on improving quality outcomes 

 the group is contributing to the development and achievement of local public 

health  and health and wellbeing strategy, and  

 the group is engaging with local people, and stakeholders in the delivery of its core 

functions, including in development and delivery of its commissioning strategy and 

annual plans. 

 

The membership of the Engagement, Public Health & Quality Committee is drawn from 

Lay members and Executive members of the Governing Body.  Northumberland County 

Council’s Director of Public Health, Sue Milner (replaced in year by Kath Bailey) and, 

from February 2014, the Chair of Healthwatch, Cynthia Atkin are ex-officio members. 

 

A total of 6 meetings of the Engagement, Public Health & Quality Committee have been 

held during the year with attendance by members as follows: 

 

Member        Attendance 

Peter Atkinson (Chair)      6/6  

Karen Bower (replaced by Paul Crook after 5th meeting) 5/5 

Dr John Unsworth       6/6 

Paul Crook         1/1 

Sue Milner (replaced by Kath Bailey after first meeting) 1/1 
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Kath Bailey        4/5 

Cynthia Atkin        1/1 

 

The committee’s main activities during 2013-14 have been: 

 

 review and update of Engagement Strategy which has subsequently been  

 fully implemented with good quality supportive evidence and a robust action  

 plan. 

 the requirements stemming from the Mid Staffordshire Hospitals Francis 

Report were addressed and reported upon regularly to the Committee. 

 issues relating to the Winterbourne Report were addressed in a number of  

 meetings.   

 Safeguarding issues relating to adults and children were addressed 

throughout the year and the Committee was assured that actions were in  

place to look after the needs of this important group. 

 Questions about face-down restraint measures used by Northumberland Tyne 

and Wear Mental Health NHS Foundation Trust were pursued persistently and 

vigorously by the CCG and the Committee felt assured that appropriate 

procedures were being followed. 

 The measurement of quality amongst providers was maintained at a very high 

standard by the CCG throughout the year and the Committee remained fully 

assured that quality was at the heart of the CCG’s concerns.  The Committee 

decided that instead of scrutinising the quality data at every meeting, it might be 

more fruitful if the Committee pursued questions about what the CCG was doing 

about any lapses in quality standards from their providers. 

 The Committee was advised that Public Health England had undergone some 

challenging changes of personnel throughout the year, which raised the spectre 

of some risks about delivery on the CCG’s Core Offer.  Public Health England 

were working hard to maintain a good service and the Committee was as 

assured as it could be, that this area was functioning as well as might be 

expected in the circumstances. 

 A review of the Committees terms of reference was undertaken and a few small  

 changes were made. 

 

The Resources & Performance Committee 

The principal function of the Resources & Performance Committee is to provide the 

Governing Body with assurance that the group is complying with its duty to exercise its 

functions effectively, efficiently and economically. In particular it will seek assurance on 

the effective use of CCG resource to deliver its strategy and annual plan. 

 



 

  58 

 

The membership of this committee is drawn from Lay members of the Governing Body.  

A total of 6 meetings of the Resources & Performance Committee have been held 

during the year with attendance by members as follows: 

 

Member        Attendance 

Karen Bower (Chair)      6/6 

Steven Brazier       6/6 

Dr John Unsworth       4/6 

Paul Crook        5/6 

 

Regular items on the agenda include: 

 the resources report which details the financial position of the CCG, any 

recovery plans, cost improvement plans, and compliance with statutory 

requirements  

 the performance report which shows trends against national data and targets 

and the CCG’s own trajectories and highlights clearly its areas of strength and 

any weaknesses.  The performance of the CCG is above the national average in 

most categories.  Where there are weaknesses the committee has been assured 

that the CCG investigates these thoroughly and seeks improvement from service 

providers. 

 a domain report, where one domain is the focus at each meeting and details 

of the progress made against the annual plan is provided by the director leading 

on that area. 

 

Additionally a report about the progress against domain work plans and delivery of the 

commissioning plan was received. 

 

Committee members have also queried aspects of the CCG’s work where there has 

been media attention, e.g. attendance at A&E, and have been assured that the CCG 

has a good knowledge and understanding of the data, quality and performance of the 

services it commissions.  

 

Committees of the Group - the following committees have been established by the 

group: 

 

The Joint Locality Executive Board 

The Joint Locality Executive Board (JLEB) has been established as a committee of the 

CCG in accordance with its constitution, standing orders and scheme of delegation. The 

principal function of the board is to deliver the group’s executive management functions.   
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The remit and responsibilities of the JLEB are: 

 

 Setting the strategy of the group  

 Agreeing the annual commissioning plan  

 Overseeing delivery of the strategy and annual plan  

 Delivering target outcomes and outputs set by the Secretary of State NHSCB, 

NICE, CQC and other national/regional authorised bodies 

 Agreeing annual commissioning budgets  

 Managing the group’s financial and non-financial performance  

 Preparing the group’s annual report  

 Agreeing the group’s organisational policies and procedures  

 Agreeing contracts with organisations or individuals providing clinical or other 

services to the group 

 

The membership of the JLEB is as follows: 

 

The Chief Clinical Officer (Chair)     Dr Alistair Blair 

Locality Director (Blyth Valley)     Dr Frances Naylor 

Locality Director (Central)      Dr Eileen Higgins 

Locality Director (North)      Hilary Brown 

Locality Director (West)      Dr David Shovlin 

Business Director (Finance & Commissioning)   Dr John Warrington 

Business Director (Engagement & Quality)   Dr Robin Hudson 

The Chief Operating Officer     Julie Ross 

The Chief Finance Officer      Rob Robertson 

The Transformation Director      Siobhan Brown 

 

A total of 12 meetings of the JLEB have been held during the year, with attendance by 

members as follows: 

 

Member        Attendance 

 

Dr Alistair Blair (Chair)      12/12 

Hilary Brown        11/12 

Siobhan Brown         9/12 

Dr Eileen Higgins       11/12 

Dr Frances Naylor       10/12 

Rob Robertson       12/12 

Julie Ross        12/12 
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Dr David Shovlin         9/12 

Dr John Warrington         3/12 

Dr Robin Hudson       10/12 

 

Regular items on the agenda of the JLEB meetings include: 

 

 A report highlighting key issues is presented by the Chief Clinical Officer and the 

Chief Operating Officer. 

 A patient story. 

 Updates on the issues discussed at Governance Group, Quality Intelligence Group 

and the Medicines Optimisation Group.  

 Regular updates on the development of the CCG Assurance Framework and 

corporate risk register 

 Review and approval of policies and strategies of the CCG. 

 Updates on the financial position, performance report and commissioning plan 

 Updates on quality and safety issues 

 

Other items discussed at the JLEB meetings held during the year include a review and 

approval of any subsequent changes to the terms of reference of the JELB’s sub-

groups; review and approval of proposed changes to the CCG’s constitution. 

 

Some of the key areas that the JLEB have considered during the year have been, but 

not limited to:  

 

 Future arrangements for midwifery-led care in Berwick – Due to safety concerns, 

Northumbria Healthcare NHS Foundation Trust (NHCFT), the service provider, 

suspended births in Berwick in August 2012.  NHCFT undertook to secure the 

safest model of care for low risk births at Berwick, looking at issues and seeking 

solutions.  Paramount to this was, and remains, safety and quality of care.  The 

two options for delivery of the service were considered by the members of the 

CCG on a locality basis.  In making a decision on which option to recommend the 

JLEB considered the outcome of locality views together with the views of other 

stakeholders along with the results of public consultation. 

 Integration project – this is an integrated system across Northumberland which 

provides better joined up care, patient experience and outcomes.  In order to lead 

the delivery of this vision, the CCG has established the Northumberland 

Integration Board with membership from Healthwatch and the leaders of the 

CCG’s main providers and commissioners.  Updates on the integration board are 

regularly provided to the JLEB.  
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 Winterbourne - update on the CCG’s position in delivery of the Winterbourne 

Concordat and details completed work to date.  During the year the CCG worked 

with the Local Authority to develop a joint Winterbourne plan.  Updates on 

progress against this were provided on a quarterly basis to JLEB. 

 Francis Report Action Plan - JLEB received and took ownership of the CCG’s 

response to the Francis Report.  It was acknowledged that the CCG has a 

responsibility to ensure that what happened in Mid Staffs is not repeated within our 

own commissioned services.  Updates on progress against the action plan were 

provided on a quarterly basis to JLEB. 

 North East Commissioning Support (NECS) – the CCG has experienced 

operational difficulties in securing the services that are required to support our 

commissioning work.  After consideration by JLEB a decision was made to 

completely withdraw from some service lines with increased scrutiny applied to 

other specific lines.  

 Mental health model of care – the JLEB were advised the proposed model of care 

for mental health describes the services and outcomes the CCG wants to 

commission and to ensure that future commissioning decisions are based on 

population needs, best practice guidelines and the views of stakeholders.  The 

proposed model of care was informed though significant stakeholder engagement 

involving service users, carers, GPs, service providers and the local authority.  

JLEB confirmed that the Model of Care was in line with the CCG’s strategy and 

values and agreed that it form the basis from which to commission mental health 

services in Northumberland in the future. 

 Protocol for healthcare visits – the 15 step challenge methodology for visits was 

approved.  It was noted that the visits should be about the CCG assuring itself on 

quality of care and not problem finding visits. 

 Personal health budgets implementation – the JLEB were provided with an update 

on the progress being made towards the implementation of personal health 

budgets (PHBs).  A communications strategy was developed to support the roll out 

and JLEB approved the managed implementation of the PHB policy to allow 

processes to be refined prior to full implementation in April 2014. 

 

Sub-groups of the Joint Locality Executive Board - the following sub-groups have 

been established: 

 

Governance Group 

The Governance Group has been established as a sub-group of the JLEB of the CCG. 

The principal function of the group is to provide JLEB with advice and assurance in 

relation to its responsibilities for corporate governance. Clinical risks are reviewed and 
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managed by the Quality Intelligence Group. The group has no executive powers other 

than those specifically delegated by JLEB. 

 

The group is authorised by JLEB to: 

 

 ensure that there are appropriate mechanisms in place to ensure that JLEB 

can be assured that the systems, policies and people in place are operating in a 

way that is effective, is focused on key risks and is driving strategic objectives 

 investigate any activities within its terms of reference and seek any  

information it may require from any employee 

 obtain outside legal and other professional advice if it considers this  

 necessary.  If this is the case the Chief Finance Officer must agree the  

expenditure involved or, in the case of any dispute, this will be decided upon by 

JLEB 

The Governance Group produces reports on the risk management processes to provide 

assurance to the Audit Committee, where the Audit Committee deems this to be 

necessary.   

The group closely liaises with and coordinates its work with the Audit Committee, to 

ensure that both financial and non-financial probity and assurance processes reach and 

maintain the highest standards of public service. 

 

The membership of the group consists of: 

 

Chief Operating Officer (Chair)     Julie Ross 

Strategic Head of Corporate Affairs (Vice chair)   Steph Edusei-Basra 

Corporate Affairs Manager      Rachael Long 

Representation from North of England Commissioning Support (NECS) to cover (not an 

exclusive list):  

- Information governance 

- Risk and assurance 

- Information and communications technology 

- Equality & diversity 

 

Other members, such as Internal Audit, will be co-opted to provide the group with 

experience, advice and expertise as is necessary. 

 

A total of 8 meetings of the Governance Group have been held during the year, with 

attendance by members as follows: 

 

Member        Attendance 
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Julie Ross (Chair)       6/8 

Steph Edusei-Basra       7/8 

Rachael Long       7/8 

North East Commissioning Support (NECS) Representative 7/8 

 

Review of the Assurance Framework and corporate risk register is a standard agenda 

item on meetings of the Governance Group.  The CCG’s governance action plan is also 

a standard agenda item. 

 

During the year the Governance Group has ratified a number of corporate and HR 

policies in line with its responsibilities delegated by the JLEB.  A Policy for the 

Development of Polices was also ratified by the Group.  This ensures that the policies of 

the CCG are developed and managed in a consistent manner. 

 

Quality Intelligence Group  

The Quality Intelligence Group has been established as a sub-group of the JLEB of the 

CCG.  The principal function of the group is to assure the quality of commissioned 

services by: 

 

 Monitoring and examining the soft and hard intelligence relating to the quality 

of services provided. 

 Monitoring and examining data and intelligence relating to safeguarding of 

children and adults 

 Identifying areas of concern and good practice 

 Taking action where appropriate 

 Making recommendations for further action by the Joint Locality Executive 

Board or individual directors  

 Providing assurance to the Engagement, Public Health and Quality 

Committee that quality sits at the heart of everything the group does, and that its 

business is focused on improving quality outcomes 

 

The membership of the group consists of: 

Business Director for Engagement and Quality (Chair)  Dr Robin Hudson 

Transformation Director      Siobhan Brown 

CCG Lead Nurse       Viv Braithwaite 

CCG GP Clinical Lead      Vacancy 

Designated Safeguarding Nurse (children)   Linda Lincoln/Jan  

         Hemmingway 

Adult Safeguarding Lead   Anne English/Fiona 

Kane 
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Senior Manager for Clinical Quality     Gregor Miller 

Strategic Head of Corporate Affairs    Steph Edusei-Basra 

Service Development Manager     David Lea 

Public Health        Kath Bailey 

 

A total of 9 meetings of the Quality Intelligence Group have been held during the year, 

with attendance by members as follows: 

 

Member        Attendance 

Dr Robin Hudson       7/9 

Siobhan Brown       7/9 

Viv Braithwaite       8/9 

CCG GP Clinical Lead    n/a 

Linda Lincoln/Jan Hemmingway     5/9 

Anne English/Fiona Kane   7/9 

Gregor Miller *       7/9 

Steph Edusei-Basra       6/9 

David Lea        8/9 

Kath Bailey        4/9 

 

* Gregor Miller was represented at 4 meetings by either Sara Hopkins or Michelle Grant 

 

The key role of the Quality Intelligence Group (QIG) is to assure the delivery of safety, 

quality and performance from healthcare providers to the residents of Northumberland.  

Over the last 12 months the areas of focus have been upon mortality rates, healthcare 

acquired infections, falls/ pressure ulcers, the management of serious untoward 

incidents and safeguarding. In addition to these areas this group is working to build 

further the capacity and capability within Northumberland CCG to do this work more 

effectively. 

 

Medicines Optimisation Group  

The Medicines Optimisation Group has been established as a sub-group of the JLEB of 

the CCG. The group is responsible for ensuring that the CCG: 

 Is informed about prescribing performance and intervenes where appropriate 

to ensure high quality and cost effectiveness is maintained 

 Has sufficient competence to achieve and maintain authorisation 

 Maintains a presence on the relevant local medicines management groups 

 Has a robust medicines management vision and strategy 

 

The remit and responsibilities of the group are: 
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 Providing CCG representation to enable the CCG to influence and contribute  

to the Area Prescribing Committee and its sub committees. 

 Reviewing data on prescribing performance relating to the CCG 

 Informing the JLEB (Joint Locality Executive Board) of matters arising 

regarding cost, safety or quality relating to prescribing issues. 

 Providing close liaison with the commissioning medicines manager to ensure  

that competencies have been assured for authorisation   

 Considering the commissioning priorities of the CCG and providing advice to  

the CCG on the implications of their commissioning priorities.  

 Providing oversight of the commissioning support function and providing the  

‘CCG contract management’ of whatever arrangement is decided upon for 

medicines management. 

 

The membership of the group consists of: 

 

CCG Director for Prescribing (Chair)    Dr Graham Syers 

CCG Prescribing Lead      Dr Peter McEvedy 

NECS Senior Medicines Optimisation Pharmacist  Helen Seymour 

NECS Medicines Optimisation Pharmacist   Susan Turner 

Head of Finance and Contracting      Gill Wainwright 

 

A total of 4 meetings of the Medicines Optimisation Group have been held during the 

year, with attendance by members as follows: 

 

Member         Attendance 

Dr Graham Syers       4/4 

Peter McEvedy       2/4 

Helen Seymour       3/4 

Susan Turner       4/4 

Gill Wainwright       1/4 

 

Over the past year the Medicines Optimisations group has been involved in a number of 

work areas.  The group regularly monitors prescribing budgets, implementing strategies 

to ensure cost effective prescribing and agreeing the budget setting formula for 

practices.  The group has considered future medicines optimisation strategies including 

planning, development and implementation of the 2014/15 Practice Medicines 

Management scheme and planning of structured pharmacist medication reviews for 

residents in nursing homes.  The group reviews the agenda and minutes of the Area 

Prescribing Committee (APC), Formulary sub committee and the Medicines Guidelines 
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group for consideration of matters requiring approval of the JLEB.  The group receives a 

regular activity report from the North of England Commissioning Support Unit on 

prescribing.  Other matters which have been discussed in the group include how the 

CCG works with the pharmaceutical industry, specific issues around drugs such as 

policy for prescribing drugs following private treatments and prescribing following 

hospital discharge. 

 

The Clinical Commissioning Group Risk Management Framework 

 

Risk Management is embedded in the activity of the CCG through: 

 

 The Risk Management Policy and supporting policies and procedures; 

 The committee structures as described earlier 

 Management processes  

 The Assurance Framework 

 Risk management skills training including both clinical risk assessments of 

various types and the mandatory and statutory training programme; and,  

 Building a counter fraud culture 

 

The CCG considered that it had an effective risk management approach in place as 

demonstrated by the risk management arrangements set out below. 

 

The risk management framework sets out how risk management will be implemented 

throughout the organisation to support the realisation of the strategic objectives.  This 

includes the processes and procedures adopted by the CCG to identify, assess and 

appropriately manage risks and detailed roles and responsibilities for risk management.    

 

The CCG employs a standardised methodology in the application of risk grading criteria, 

which helps to ensure a consistent approach to the prioritisation of risks and the 

effective targeting of resources.  As a result risk management is an important element of 

the CCG’s business planning processes. 

 

The risk management policy outlines: 

 

 The roles and responsibilities of the Governing Body, committees and JLEB in 

respect of risk management 

 The roles and responsibilities of officers for elements of risk management 

 Access to specialist advice 

 The risk management process in place within the CCG including the 
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systematic identification, assessment, evaluation and control of risks via 

mechanisms such as the assurance framework and the corporate risk register  

 A description of risk management terms to ensure common understanding 

and full guidance on the risk analysis matrix for the grading of risk for priority  

 

Risk identification is achieved primarily through the following processes: 

 

 Clinical and non-clinical risk assessment 

 Complaints management 

 Claims management 

 Performance and finance and contracting monitoring and reports 

 Incident reporting including serious and untoward incidents 

 Audits (both internal and those carried out by external bodies) 

 

The Clinical Commissioning Group receives twice yearly updates on risk management 

arrangements and will receive the Risk Management Annual Report.  The risk register 

was reviewed at the following committees/group during 2013-14: 

 

Governing Body - February 2014 

JLEB   - July 2013, December 2013 

Audit Committee  -  July 2013, January 2014 and March 2014 

Governance Group - December 2013 

 

The CCG has delegated responsibility for risk assurance to its JLEB.  The JLEB is 

responsible for reviewing the effectiveness of internal controls and is required to 

produce statements of assurance around the management of risks and demonstrating 

that it organises the affairs of the organisation efficiently and effectively.  The JLEB is 

supported in this by several committees and groups, including the Audit Committee, 

Governance Group, Quality Intelligence Group and the Medicines and Optimisation 

Group.  

 

JLEB has overall responsibility for ensuring that robust systems are in place to manage 

risks and governance issues, including determining policy and reviewing the assurance 

framework and corporate risk register at least twice a year. 

 

The Audit Committee provides independent oversight of internal control arrangements 

in place within the organisation and has delegated responsibility from the governing 

body to ensure that the systems, policies and people in place are operating in a way 

that is effective, is focussed on key risks and is driving the objectives of the statutory 

organisation. 
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The CCG endeavours to reduce risks to the lowest possible level reasonably 

practicable.  Where risks cannot reasonably be avoided, every effort will be made to 

mitigate the remaining risk.  However there is the recognition that by understanding the 

organisations ‘risk appetite’, this will ensure the CCG supports a varied and diverse 

approach to commissioning, particularly for practices to work proactively to improve 

efficiency and value.    

 

The risk appetite of the CCG was discussed at a meeting of the JLEB in January 2014.  

It was acknowledged that the majority of the executive were from a clinical background 

and, as clinicians, were used to the assessment and acceptance of risk.  This was felt to 

impact on the organisation’s tolerance to risk and therefore the executive agreed that 

the current matrix was an appropriate risk matrix to continue using and accurately 

reflected the appetite of the CCG.  A decision had been made to set the level for 

inclusion in the corporate risk register at grade 12 and above, lower than the grade 15 

specified within the risk management system and that this reflected the CCG’s views 

that whilst it had a higher tolerance to risk, it recognised the importance of being sighted 

on high risks. 

The JLEB has set boundaries to guide staff on the limits of risk they are able to accept 

in the pursuit of achieving its organisational objectives.   

 

The JLEB sets these limits based on whether the risk is: 

 

 A threat: the level of exposure which is considered acceptable 

 An opportunity: what the JLEB is prepared to put “at risk” in order to  

 encourage innovation in creating changes. 

 

The two main features of the risk management process are the assurance framework 

and risk registers. The CCG has adopted a bottom up approach to the generation of its 

risk registers.  The purpose is to ensure that risks are identified and managed at the 

appropriate level and to provide a mechanism of escalation through the tiers that alerts 

the audit committee and the JLEB of extreme and high risks. 

 

During the year an assurance framework has been in place.  This has been monitored 

throughout the year by the relevant governance committees. The assurance framework 

and the corporate risk register for 2013/14 have been reviewed by the Audit Committee 

and the JLEB and Governing Body. The assurance framework covers all of the CCG’s 

main activities including financial, clinical and organisational activities and identifies the 

principal objectives and targets that the organisation is striving to achieve and the risks 

to the achievement of these targets. The framework identifies actions that need to be 
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taken to address gaps in control and assurance and a small number have been 

identified. Each action has an identified lead and is monitored throughout the year by 

the JLEB.  

 

The group recognises that for any risk management strategy to work, potential and 

actual risks and incidents must be reported and action taken to prevent a recurrence. 

The Incident Reporting and Management Policy - CCG CO08 V1 February 2013 covers 

the reporting of all types of incidents, including near misses. Reporting of near misses 

where there has been no actual injury or loss may enable appropriate action to be taken 

to prevent future incidents. 

 

The CCG has a responsibility for managing risks identified in the commissioning 

process to ensure the quality of the services it commissions are safe and of a high 

standard.  The CCG has a responsibility to ensure their contractors have effective 

systems in place to identify and manage risks and incidents and support them in the 

development of these where necessary.  Further, acts as a conduit for information about 

such risks and incidents, to ensure that the learning (and the opportunities for risk 

reduction) from them is not lost within the CCG or the wider NHS.   

 

The CCG has an open and non-judgmental approach to the reporting of adverse 

incidents and encourages everyone within the organisation to contribute to the reporting 

and learning process.  The processes and procedures in the incident reporting and 

management policy are not designed to apportion blame, but focuses on understanding 

the root cause of errors and learning from them to avoid a further reoccurrence. 

 

To help monitor and manage risks and incidents, the CCG has adopted the Safeguard 

Incident and Risk Management software system (SIRMS), which is compliant with the 

National Patient Safety Agency, National Reporting and Learning System and the NHS 

Security Management Services’ Security Incident Management System. 

 

The CCG approved the Equality Strategy in October 2012 and this outlines our strategic 

direction to ensure compliance with the Public Sector Equality Duty and, highlights the 

national and local drivers that will shape and influence our approach.  Furthermore the 

Policy for Development and Approval of Policies - CCG CO04 V3 October 2013, 

outlines in Appendix 4 the requirement for every group policy to undergo an equality 

analysis screening, prior to approval of the policy. 

The CCG has an approved Communication and Engagement Strategy in place. This 

strategy sets out the CCG’s approach to how it intends to work towards its engagement 

vision, through effective communication and engagement with service users and the 

public, within the CCG and with healthcare partners. It explores innovative methods of 
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communications and engagement which help to develop effective relationships that 

provide accessible and meaningful opportunities to influence our decision-making 

processes and improve services, and build public confidence in the local NHS. The 

strategy has been implemented in accordance with our core values and describes how 

the CCG will ensure meaningful engagement with patients, carers and their 

communities and all other key stakeholders at all stages within the commissioning.   

The strategy also looks at the way in which the CCG will communicate with and involve 

all its constituent practices and takes into account a range of responsibilities in relation 

to its role as a publicly accountable organisation. 

 

Two of the key objectives of the strategy are:  

 

 To ensure processes are in place for robust internal communications to 

facilitate a high level of engagement and awareness of the CCG and its vision 

and mission, leadership and governance arrangements with other internal 

audiences i.e. CCG staff, colleagues working in the commissioning support 

organisation, and other NHS partners 

 To ensure processes are in place for robust external communications to facilitate 

a high level of engagement and awareness of the CCG and its vision and 

mission, leadership and governance arrangements with external audiences i.e. 

Northumberland County Council, health and wellbeing board, Healthwatch, 

community and voluntary sector, MPs and parliamentary questions. 

 

The CCG Risk Management Policy also states that the CCG may establish partnership 

working relationships with other agencies, including but not limited to local authorities, 

the voluntary sector, Police Authorities, patient representatives and other CCGs.   

 

In some cases, these arrangements will be intended to manage and reduce risk across 

the wider health and social care economy, for example arrangements around 

safeguarding. However, in other cases the existence of joint working arrangements may 

pose challenges that need to be managed to ensure that objectives can be delivered.  

Where such partnership arrangements exist, the CCG will ensure that they work closely 

and collaboratively with partners to ensure that risk management is fully integrated into 

joint working arrangements and to identify any risks that need to be captured and 

reported within the CCG’s internal processes. 

 

The Clinical Commissioning Group Internal Control Framework 

 

A system of internal control is the set of processes and procedures in place in the 

clinical commissioning group to ensure it delivers its policies, aims and objectives.  It is 
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designed to identify and prioritise the risks, to evaluate the likelihood of those risks 

being realised and the impact should they be realised, and to manage them efficiently, 

effectively and economically. 

 

The system of internal control allows risk to be managed to a reasonable level rather 

than eliminating all risk; it can therefore only provide reasonable and not absolute 

assurance of effectiveness. 

 

The CCG is satisfied that it has a robust internal control framework.  It has an 

established assurance framework which provides the mechanism to monitor risks, 

controls, and the outputs of its assurances processes and provides reasonable 

assurance there is an en effective system of internal control to manage principal risks to 

achieving the CCG’s objectives.  This has been in place throughout the year and has 

been reviewed by the audit committee, JLEB and Governing Body. 

 

The system of internal control is underpinned by the existence of a number of individual 

controls that are in place: senior management/executive review, policies and 

procedures covering important activities, Standing Financial Instructions and Scheme of 

Delegation, the checks and balances inherent in internal and external audit reviews and 

JLEB and Governing Body oversight. 

 

In addition to management processes the CCG participates in the quarterly assurance 

process undertaken by NHS England; the outcome reports from these are presented to 

JLEB and the Governing Body. 

 

The CCG has an internal audit function which has been in place for the whole of 

2013/14.  An internal audit plan was drawn up and approved by the Audit Committee 

prior to the start of the financial year and an updated plan was presented to, and 

approved by, the Audit Committee in June 2013.  

 

Robust anti-fraud arrangements are in place within the CCG.  An anti-fraud, bribery and 

corruption policy was approved by JLEB in August 2013.  This provides a framework for 

responding to suspicions of fraud, bribery and corruption, advice and information on 

various aspects of fraud, bribery and corruption and implications of an investigation.  An 

anti-fraud plan for 2013-14, which is aligned to fraud, bribery and corruption standards, 

was approved by the Audit Committee in July 2013.  Progress against the plan has 

been reported during the year to the Audit Committee.  Anti-fraud awareness training 

has been delivered to staff and publicity material has been made available in practices.  

No issues of fraud have been identified during the period 1st April 2013 to the date of 

signing of this statement. 



 

  72 

 

The CCG has a Standards of Business Conduct Policy which was approved in 

September 2012 and was subject to review in November 2013 to reflect changes to the 

Bribery Act 2012.  The policy forms part of the CCG’s corporate governance framework, 

which requires it to issue guidance to members, officers and employees on the 

acceptance of gifts/hospitality and the declaration of interests.  The CCG is committed 

to ensuring the highest standards of professional and ethical conduct and this policy is 

intended to enable these standards to be met.  This policy enables the CCG to comply 

with the Standards of business conduct for NHS staff, Health service guidelines HSG 

(93)5, 1993, the Prevention of Corruption Acts 1906 and 1916, the Bribery Act 2010 and 

the Seven Principles of Public Life (The Nolan Principles). 

 

Information Governance 

The NHS Information Governance Framework sets the processes and procedures by 

which the NHS handles information about patients and employees, in particular 

personal identifiable information.  The NHS Information Governance Framework is 

supported by an information governance toolkit and the annual submission process 

provides assurances to the clinical commissioning group, other organisations and to 

individuals that personal information is dealt with legally, securely, efficiently and 

effectively. 

 

We place high importance on ensuring there are robust information governance 

systems and processes in place to help protect patient and corporate information.  We 

have established an information governance management framework and are 

developing information governance processes and procedures in line with the 

information governance toolkit.  We have ensured all staff undertake annual information 

governance training and have implemented a staff information governance handbook to 

ensure staff are aware of their information governance roles and responsibilities. 

 

There are processes in place for incident reporting and investigation of serious incidents 

and this is reported to and monitored by the Governance Group.  We are developing 

information risk assessment and management procedures and a programme will be 

established to fully embed an information risk culture throughout the organisation. 

 

Pension Obligations 

As an employer with staff entitled to membership of the NHS Pension Scheme, control 

measures are in place to ensure all employer obligations contained within the scheme 

regulations are complied with.  This includes ensuring that deductions from salary, 

employer’s contributions and payments into the scheme are in accordance with the 
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scheme rules, and that member pension scheme records are accurately updated in 

accordance with the timescales detailed in the regulations. 

 

Equality, Diversity & Human Rights Obligations 

The CCG approved the Equality Strategy in October 2012 and this outlines our strategic 

direction to ensure compliance with the Public Sector Equality Duty and, highlights the 

national and local drivers that will shape and influence our approach.  Furthermore the 

Policy for Development and Approval of Policies - CCG CO04 V3 October 2013, 

outlines in Appendix 4 the requirement for every group policy to undergo an equality 

analysis screening, prior to approval of the policy. 

 

Sustainable Development Obligations 

The clinical commissioning group is required to report its progress in delivering against 

sustainable development indicators. We are developing plans to assess risks, enhance 

our performance and reduce our impact, including against carbon reduction and climate 

change adaptation objectives.  This includes establishing mechanisms to embed social 

and environmental sustainability across policy development, business planning and in 

commissioning. We will ensure the clinical commissioning group complies with its 

obligations under the Climate Change Act 2008, including the Adaptation Reporting 

power, and the Public Services (Social Value) Act 2012. We are also setting out our 

commitments as a socially responsible employer. 

 

Risk Assessment in Relation to Governance, Risk Management & Internal Control 

 

The CCG has adopted a standardized framework for the assessment and analysis of all 

risks encountered in the organisation and which is set out in the Risk Management 

policy.  The policy was originally approved by the JLEB in February 2013 and subject to 

review in September 2013 (CO14 v2, September 2013). 

 

Throughout the year the CCG identified and managed a range of risks, both strategic 

and operational. None of the risks were identified as ‘’extreme’ but some were identified 

as ‘high’. 

 

The risk register and assurance framework were reviewed at the following 

committees/group during 2013-14: 

 

Governing Body - February 2014 

JLEB   - July 2013, December 2013 

Audit Committee  -  July 2013, January 2014 and March 2014 

Governance Group - December 2013 
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Reports to the above committees/groups also included information on new and 

emerging risks. The risk register and assurance framework will continue to be reviewed 

at the bi-monthly meetings of the Governance Group and on a quarterly basis by JLEB. 

 

Each of the risks has a review date which has been set at a maximum of quarterly and 

the Safeguard Incident and Risk Management System (SIRMS) was used to monitor 

that the reviews and any planned actions had been done in accordance with set 

timescales. 

 

The high risks initially identified at the start of the financial year and considered by the 

Governing Body, JLEB, and Audit Committee are noted below:  

 

Continuing Healthcare (CHC)  

The risks to the group with regards to CHC are that high activity and cost may impact on 

the ability of the group to deliver the entire commissioning plan; quality and safety of 

services delivered could cause harm to patients or result in patients not receiving 

services they need; timeliness of the assessment process could result in gaps in service 

delivery to patients as well as restitution being due.  To mitigate these risks a formal 

partnership agreement is in place between the group and the local authority; a fixed 

budget has been allocated; nursing care assessment teams undertake the review of all 

potential CHC patients; announced and unannounced visits to providers are undertaken 

and complaints and incident data is reviewed by the Quality Intelligence Group.  

  

Financial Performance 

The risks to the group with regards to financial performance are over activity on care 

contracts; ineffective cost improvement plans and breach of statutory duty with resultant 

restriction in autonomy.  To mitigate this there is continuous monitoring of forecasted 

outturn expenditure, revising plans to reflect changes in demand and gain shares on 

non-elective activity and 30 day readmission policy with one of our providers.  The CCG 

reported a breakeven position at the financial year end. 

 

Provider Delivery Failure 

The risks to the group around provider delivery failure are that providers may fail to 

meet their key performance outcomes and deliver high quality services which may lead 

to harm to individuals; reputation of the group; failure of providers to safeguard children 

and vulnerable adults.  These risks are mitigated by monitoring of quality of service in 

key providers; monitoring of achievement of quality premium measures in particular 

achievement of ambulance service targets and healthcare acquired infection.  

Safeguarding policies, procedures and structures are in place. 
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Commissioning Support Service Delivery (North East Commissioning Support 

Unit – NECS) 

The risks to the group around NECS is their failure to provide a number of support 

services that are business critical for the group and failure to supply the necessary 

assurances for the services it delivers to the group.  To mitigate these risks there is a 

requirement within the service level agreement between the group and NECS for the 

provision of assurances, including the provision of interim reports.  There is also 

monitoring of contract performance. As a result of ongoing discussions and formal 

monitoring of performance, some services are no longer commissioned from the NECS 

and will be provided from internal CCG resources with additional support when required.  

The reasons for this have been a combination of unsatisfactory levels of performance in 

some cases but also a maturation of the CCG over its first year that has indicated the 

need to have closer ownership of some areas. 

 

CCG Capacity and Capability  

Areas of work may be overlooked due to new systems and processes being put in 

place.  Effective governance arrangements are in place and there is full recruitment of 

the CCG management team that includes the use of some contractors. 

 

System Capacity and Capability  

Areas of work may be overlooked due to new systems and processes being put in 

place; system change with resultant personnel moves resulting in a loss on continuity 

and some organisational memory loss.  To mitigate these risks there are regular 

meetings with other system players; retention of key service provision within the group 

and a fully appointed CCG management team. 

 

Member Engagement 

There is a risk of lack of engagement of CCG members in the work, strategy and 

progress of the CCG.  The impact of this is that there may be a failure to learn from 

members and influence the development of patient focused services; the effectiveness 

of implementation of strategy could be adversely affected; members could indicate they 

have no confidence in the officers of the CCG and could choose to leave.  To mitigate 

this, a communications and engagement strategy was developed.  Locality clinical 

domain leads contribute to the development and implementation of CCG plans. 

 

Stakeholder Engagement 

The risk to the group with regards to stakeholder engagement are the inability to 

engage appropriately; failure to use the feedback received to inform future panning and 

failure to act on feedback on services compromising patient safety and experience.  To 
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mitigate this local patient groups have been developed to review and inform CCG work.  

The group participates in the Health and Well Being Board and has a communication 

and engagement strategy in place. 

 

Collaborative and Integrated Working 

There is a risk of collaborative and integrated working across Northumberland and the 

health economy.  To mitigate this, the group formed an Integration board and agreed to 

extend membership to include the ambulance service and the LMS as representation 

for GP providers.  Objectives for the integration board have been agreed. 

 

The high risks that emerged during the year and considered by the Governing Body, 

JLEB, and Audit Committee are noted below: 

 

Better Care Fund – Agreement and Delivery 

The risks to this are a failure to agree the plans for the Integration Transformation Fund 

(ITF) with the local authority and Health and Well Being Board and the failure to achieve 

reductions in acute activity to release funds for the ITF.  To mitigate this weekly 

meetings have been held with the local authority to develop and agree the plan.  There 

has also been review and discussion at the integration board to ensure that all 

stakeholders are involved. 

 

Community Hospitals 

There is a risk of failure to agree a suitable budget for the community hospitals and 

undertake adequate consultation and engagement.  The CCG have worked in 

partnership with its provider and the local authority and are exploring potential funding 

streams lined to development of services.  There is also engagement with key interest 

groups and development of an engagement plan in partnership with the provider. 

The emerging high risks that will need to be considered by the Governing Body, JLEB, 

and Audit Committee during the next year are noted below: 

 

Continuing Healthcare Restitution Claims 

From 1st April 2014 CCGs are required to count the utilisation of provisions against their 

allocated resource, in line with HM Treasury accounting requirements. The reason for 

this is because provisions affect NHS England’s performance as a group against its 

mandated funding allocation when they are paid, not when they are initially recognised 

in International Financial Reporting Standards (IFRS) accounts. This is a change in the 

treatment of provisions for local commissioners, and in effect means that, because the 

former organisation, Northumberland Care Trust, made provision for the payment of 

continuing healthcare restitution claims, the CCG would end up using local allocated 

resource twice to pay for the same thing. 
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Payment of provisions relating to continuing healthcare will therefore constitute a 

pressure on the funding envelope for CCGs in 2014/2015. In order to enable the risk to 

CCGs of meeting these payments to be smoothed across the system, all CCGs will be 

required contribute to a risk-sharing pool, by payment of an amount proportional to the 

size of their 2014/15 allocations. The contributions made will be held by NHS England in 

a ring-fenced account to be used only for legacy provision payments. This will have the 

effect of creating a ‘risk-sharing’ arrangement, whereby the amount that each CCG pays 

is communicated at the beginning of the year.  

  

Review of Economy, Efficiency & Effectiveness of the Use of Resources 

The CCG has delegated approval of a comprehensive system of internal control, 

including budgetary control that underpins the effective, efficient and economic 

operation of the group, to the Governing Body.  The Chief Clinical Officer is held to 

account for ensuring that the group discharges this duty and provides assurance to the 

governing body.  The Governing Body in providing assurance that the group is acting 

consistently with this duty is supported by the following committees: 

 

Audit Committee – provides the governing body with an independent and objective 

view of the group’s financial systems, financial information and compliance with laws, 

regulations and directions governing the group in so far as they relate to finance.  The 

internal audit service further supports the audit committee by evaluating and reporting 

on the effectiveness and adherence to the systems of internal controls that the CCG 

has in place. 

 

Appointments & Remuneration Committee – 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 determination 

about allowances under any pension scheme that the group may establish as an 

alternative to the NHS pension scheme. 

 

Resources & Performance Committee – provides assurance to the governing body in 

relation to the group’s duty to exercise its functions effectively, efficiently and 

economically, and in relation to the group’s performance.  As part of the ongoing review 

of the group’s financial position a forecast year-end overspend against budget was 

reported to JLEB in October 2013.  A recovery plan was put in place from month 7 and 

this was monitored in detail by the committee.  As a result of this monitoring and 

scrutiny the committee were able to provide assurance that the group finance’s would 

be in a break-even position by the year end.   
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The CCG has a responsibility to ensure its expenditure does not exceed the aggregate 

of its allotments for the financial year.  This responsibility has been delegated to the 

JLEB who approve the rolling three year financial plan, setting out the deployment of 

resources within allocations and the approach to delivery and risk mitigation.  JLEB also 

approve and review the CCG’s Scheme of Delegation and Standing Financial 

Instructions (SFIs).  JLEB are held to account for the monitoring and overall delivery of 

financial performance and compliance with SFIs. 

 

Delivery of the financial plan has been delegated by the JLEB to the Chief Financial 

Officer, who is the governing body’s professional expert on finance and ensures through 

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

discharged.  The Chief Financial Officer is also responsible for: 

 

 making arrangements to support, monitor and report on the CCG’s finances 

 overseeing robust audit and governance arrangements leading to propriety in 

the use of CCG resources 

 advising 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 

 producing the financial statements for audit and publication in accordance  

with statutory requirements to demonstrate effective stewardship of public  

money and accountability to tax payers  

 overseeing all financial systems and internal controls, including the 

development and modification of accounting systems  

 maintaining relationships with external professional advisors  

 managing relationships with internal and external audit functions and plays a 

leading role in liaison with any regulatory bodies  

 

Review of the Effectiveness of Governance, Risk Management & Internal Control 

As Accounting Officer I have responsibility for reviewing the effectiveness of the system 

of internal control within the clinical commissioning group. 

 

Capacity to Handle Risk  

The CCG is committed to providing high quality services in a safe and secure 

environment. The CCG offers leadership on risk management through a clear Risk 

Management Policy. This was approved by the JLEB in February 2013 and subject to 

review in September 2013.  

 

The CCG employs a range of specialists to lead on the implementation of the risk 

management policy. These include the Strategic Head of Corporate Affairs, the 
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Corporate Affairs Manager, and the Corporate Risk and Assurance team at the 

Commissioning Support organisation.  Officers and senior managers have corporate 

responsibility for risk management and are responsible for taking a lead on risk 

management in their particular areas.  For example the Chief Finance Officer takes a 

lead on finance risks including counter fraud, estates, IM&T and information governance 

risks, while the Business Director – Engagement and Quality leads on the management 

of risks associated with patient safety. 

 

The risk management arrangements within the CCG have been developed through, and 

with the full involvement of, the Governing Body, the JLEB and Audit Committee. Board 

level leadership and responsibility for risk management is clearly defined in the CCG 

risk management policy and there are clear lines of accountability for managing risk 

throughout the CCG leading to the JLEB. 

 

I as Accountable Officer have overall responsibility for risk management and report 

directly to the joint board. Specific responsibilities are also delegated to executive lead 

directors, including the Chief Operating Officer and the Business Director – 

Engagement and Quality.   

 

The CCG supported an open and honest approach to risk and incident reporting with 

the overriding emphasis on solving and learning from problems and not attributing 

blame. Risk management awareness training is included in the staff induction and 

mandatory training sessions and a rolling programme of risk management and training 

programme. All staff have access to the risk management policy, which is posted on the 

CCG website and staff are actively encouraged to report incidents, accidents and near 

misses via the incident reporting system. 

 

Sharing the learning through risk related issues and incidents is an essential component 

to maintaining the risk management culture within the CCG. Learning is shared through 

locality governance structures and the governance committees/groups of the CCG.  

 

Review of Effectiveness 

My review of the effectiveness of the system of internal control is informed by the work 

of the internal auditors and the executive managers and clinical leads within the clinical 

commissioning group who have responsibility for the development and maintenance of 

the internal control framework. I have drawn on performance information available to 

me. My review is also informed by comments made by the external auditors in their 

management letter and other reports. 

 



 

  80 

The Board Assurance Framework itself provides me with evidence that the 

effectiveness of controls that manage risks to the clinical commissioning group 

achieving its principles objectives have been reviewed. 

 

The Head of Internal Audit Opinion provides me with an opinion on the overall 

arrangements for gaining assurance through the Assurance Framework and on the 

controls reviewed as part of internal audit’s work.  The Head of Internal Audit Opinion 

concluded that the CCG can rely on the framework as providing it with reasonably 

accurate statements about the principal controls and assurances on controls in relation 

to the identified risks and objectives in the framework. 

 

I have been advised on the implications of the result of my review of the effectiveness of 

the system of internal control by the Governing Body, the Audit Committee and the 

JLEB and a plan to address weaknesses and ensure continuous improvement of the 

system is in place. 

The following information highlights some of the key methods that the JLEB uses to be 

assured that its system of internal control is effective. 

 

The Joint Locality Executive Board  

Board agendas during the year were structured around the key risks and issues 

affecting the transition to full powers in April 2013. The Board has reviewed the 

governance framework to ensure it is fit for purpose post April 2013, and approved a 

new framework, new Committee and Sub-committee structures and refreshed and 

enhanced Standing Orders, Standing Financial Instructions and Scheme of Delegation. 

 

The Audit Committee  

The Annual Internal Audit Plan, as approved by the Audit Committee, enables the Board 

to be reassured that key internal financial controls and other matters relating to risk are 

regularly reviewed. The Committee has reviewed internal and external audit reports, 

and reviewed progress on meeting the requirements of the Assurance Framework.  

 

The Chief Operating Officer 

The Chief Operating Officer (COO) is the executive lead for risk management and 

governance.  The COO is a member of the JLEB and the Governing Body and attends 

the Audit Committee and the Resources and Performance Committee. 

 

The Business Director – Engagement and Quality 

The Business Director – Engagement and Quality is the executive lead director for 

clinical governance and quality and is a member of the JLEB.  They attend the 
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Engagement, Public Health and Quality Committee and are a member of the Quality 

Intelligence Group.  

 

The Strategic Head of Corporate Affairs 

The Strategic Head of Corporate Affairs leads on the implementation of corporate 

governance and risk assurance systems across the CCG and the management of risk 

associated with corporate governance, information requests and business continuity.  

The Strategic Head of Corporate Affairs attends the JLEB, Governing Body, Audit 

Committee, Resources and Performance Committee and the Engagement, Public 

Health and Quality Committee and is a member of the Quality Intelligence Group and 

the Governance Group  

 

Internal audit 

During the year the CCG used Northern Internal Audit and Fraud Service as providers 

of internal audit services. The contract and associated Internal Audit Plan specify that 

the delivery of the internal audit function will continue to be in compliance with the 

Public Sector Internal Audit Standards.  

  

As we were a new organisation the internal audit plan focused mainly on strategic 

planning, risk management arrangements, governance structures, patient and public 

engagement, health & wellbeing boards and partnership arrangements. 

 

External Systems and Business Processes 

The CCG currently contracts with a number of external organisations for the provision of 

back office services and functions.  These include: 

 

 The provision of Oracle financial system and financial accounting support from 

NHS Shared Business Services.  The use of NHS Shared Business Services is 

mandated by NHS England for all CCGs and is fundamental in producing NHS 

England group financial accounts through the use of an integrated financial 

ledger system. 

 The provision of financial accounting services from the North of England 

Commissioning Support Unit (NECS) 

 The provision of payroll services from Northumbria Healthcare NHS Foundation 

Trust 

 The provision of the Electronic Staff Record (ESR) payroll systems support from 

McKesson 

 The provision of practice payment services via the Exeter system processed by 

NHS England. 
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Assurances on the effectiveness of the controls in place for the above are received in 

part from an annual Service Audit Report from the relevant service providers as well as 

additional testing of controls that has been undertaken by the CCG’s internal auditors.  

As the service audit reports have not yet been received it is not known if any significant 

control issues have been identified. 

 

Review of Constitution 

The CCG was authorised without conditions in April 2013 and at the time its constitution 

was fully compliant.  However, following legal advice it was identified that in some areas 

the constitution was not fully aligned to the Health and Social Care Act legislation.  It 

was also identified that changes were required to allow the CCG to work effectively, 

efficiently and economically. National issues and events also highlighted requirements 

to add to the constitution.  A review of the constitution was undertaken and the changes 

were approved by the JLEB in September 2013.  A majority vote was also passed by 

the member practices at their meeting in September 2013.  The changes to the 

constitution were approved by NHS England in December 2013. 

 

Head of Internal Audit Opinion 

Following completion of the planned audit work for the financial year for the clinical 

commissioning group, the Head of Internal Audit issued an independent and objective 

opinion on the adequacy and effectiveness of the clinical commissioning group’s system 

of risk management, governance and internal control. The Head of Internal Audit 

concluded that significant assurance can be given that there is a generally sound 

system of internal control, designed to meet the organisation’s objectives, and that 

controls are generally being applied consistently.  

 

The opinion in full as provided by the Head of Internal Audit is given below:  
  
‘The purpose of my annual Head of Internal Audit Opinion is to contribute to the 
assurances available to the Accountable Officer and the Governing Body which 
underpin the CCG’s own assessment of the effectiveness of the organisation’s system 
of internal control. This Opinion will in turn assist the CCG in the completion of its 
Annual Governance Statement. 
  
My opinion is set out as follows: 

1.    Overall opinion; 
2.    Basis for the opinion; 
3. Commentary. 

  
My overall opinion is that significant assurance can be given that there is a generally 
sound system of internal control, designed to meet the organisation’s objectives, and 
that controls are generally being applied consistently. However, some weakness in the 
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design and/or inconsistent application of controls put the achievement of particular 
objectives at risk.  
  
The basis for forming my opinion is as follows: 
  
1.        An assessment of the design and operation of the underpinning Assurance 

Framework and supporting processes; 
  
2.        An assessment of the range of individual opinions arising from audit 

assignments, contained within internal audit risk-based plans that have been 
reported throughout the year. This assessment has taken account of the relative 
materiality of these areas and management’s progress in respect of addressing 
control weaknesses.’ 

  
  

 

During the year Internal Audit issued the following audit reports with a conclusion of 

limited assurance: 

 

 Continuing Healthcare (CHC) - The most significant issues identified during the 

course of the internal audit review were around the receipt of information from 

Northumberland County Council in respect of CHC, particularly: 

o the lack of detailed performance information in respect of both year to date 

expenditure and activity; and 

o weaknesses and gaps in the collection and reporting of key performance 

indicators, including around compliance with required national timescales 

for assessment and reviews. 

   

As the report has not yet been finalised actions to address the above issues still need to 

be identified and agreed but it is anticipated that an action plan will be in place in the 

very near future. 

 

During the year Internal Audit issued no audit reports with a conclusion of no assurance: 

 

Significant internal control issue arising: part-year assurance from NECS 

Many of the fundamental financial, governance and commissioning processes of the 

CCG are provided under a service level agreement by North of England Commissioning 

Support Unit (NECS).  NECS came into existence on the 1st April 2013 following the 

organisational structure changes in the NHS from the implementation of the Health and 

Social Care Act 2012. 

The CCG will receive a detailed Service Auditor Report from NECS which will set out 

the control activities it undertakes for the CCG, the adequacy of the design of these 
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controls, and their operational effectiveness.  However, as NECS have been utilising the 

first two quarters of the 2013-14 financial year to review and implement systems of 

control for services, it will not be possible for a full 12 month Service Audit Report to be 

provided for the 2013-14 financial year. 

 

In order to provide assurance on the effectiveness of controls in NECS for the first six 

months of 2013-14 relevant aspects of internal audit work which has been undertaken 

to evaluate the effectiveness of the control environment have been shared with the 

CCG.  NECS have further committed to share with the CCG, an update on how they are 

progressing with the implementation of agreed actions on a periodic basis.  In addition, 

Northumberland CCG has taken steps to also strengthen its control environment, 

including increasing its own finance staff resources ensuring segregation of appropriate 

duties of staff and reviewing control account and bank reconciliations undertaken by 

NECS. 

 

For the second half of the 2013-14 financial year NECS will issue a Service Auditor 

Report produced by their internal auditors which will be a review of the key business 

process controls to opine on whether control activities are designed and operating 

effectively in order that control objectives may be achieved. 

 

Data Quality 

The CCG has a Data Quality Policy approved by JLEB in January 2013.  The CCG 

recognises that all of their decisions, whether health care, managerial or financial, need 

to be based on information which is of the highest quality.  Data quality is crucial and 

the availability of complete, accurate, relevant and timely data is important in supporting 

patient/service user care, governance, management and service agreements for health 

care planning and accountability. 

 

Business Critical Models  

The CCG has a Business Continuity Management Plan, approved by JLEB in 

December 2013.   

The CCG does not have any business critical models. 

 

Data Security 

The CCG has an Information Governance Framework in place comprising an approved 

Strategy, a suite of approved policies and procedures, a programme of mandatory 

training, information risk management, incident management and has also adopted and 

implemented the  Health and Social Care Information Centre’s (HSCIC), ‘Checklist for 

Reporting, Managing and Investigating Information Governance Serious Incidents 

Requiring Investigating’.  
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The organisation has in place a standard operating procedure for the reporting of level 2 

Information Governance incidents to the Information Commissioner. This procedure 

outlines the scope of responsibilities and details the reporting procedures to be used in 

the event of a data security breach.  There have been no Information Governance 

serious breaches in year. 

  

The Information Governance agenda is heard at the Governance Group which reports 

to JLEB. The CCG has also appointed a Caldicott Guardian and Senior Information Risk 

Owner. 

  

The Information Governance Toolkit has been provided by the Health & Social Care 

Information Centre (HSCIC) to support performance monitoring of progress on 

Information Governance in the NHS.  The CCG has published the HSCIC Information 

Governance Toolkit and has self-assessed as being Level 2, Satisfactory for Version 11 

(2013/14).  

  

The CCG complies with its statutory duty to respond to requests for information. During 

the year the CCG received 204 requests under the Freedom of Information Act 2000 

and 3 requests under the Data Protection Act 1998.  All the requests were responded to 

within the statutory timescales.” 

 

Discharge of Statutory Functions  

During establishment, the arrangements put in place by the CCG and explained within 

the Corporate Governance Framework were developed with extensive expert external 

legal input, to ensure compliance with the all relevant legislation.  That legal advice also 

informed the matters reserved for Membership Body and Governing Body decision and 

the scheme of delegation. 

 

In light of the Harris Review, the CCG has reviewed all of the statutory duties and 

powers conferred on it by the National Health Service Act 2006 (as amended) and other 

associated legislative and regulations.  As a result, I can confirm that the clinical 

commissioning group is clear about the legislative requirements associated with each of 

the statutory functions for which it is responsible, including any restrictions on 

delegation of those functions. 

 

Responsibility for each duty and power has been clearly allocated to a lead Director.  

Directorates have confirmed that their structures provide the necessary capability and 

capacity to undertake all of the clinical commissioning group’s statutory duties. 
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Conclusion 

 

As this is the first year of the CCG I acknowledge that significant progress has been 

made in the development of the internal control environment and that controls have 

naturally developed and become more embedded as the organisation has progressed 

through this first year of its existence.  The internal control environment will be kept 

under review as the organisation matures.  

 

In this context, with the exception of the internal control issues that I have outlined in 

this statement, my review confirms that the NHS Northumberland Clinical 

Commissioning Group has built, and continues to work on embedding, a generally 

sound system of internal control that should support the achievement of its policies, 

aims and objectives, and also that all control issues identified have been or are being 

addressed. 

 

Dr Alistair Blair 

Chief Clinical Officer (Accountable Officer) 

23 April 2014 
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Statement of Financial Position as at 

31 March 2014 
31 March 2014 

£000 
Non-current assets: 
Property, plant and equipment 17                          
Intangible assets -                            
Investment property -                            
Trade and other receivables -                            
Other financial assets -                            
Total non-current assets 17                          

Current assets: 
Inventories -                            
Trade and other receivables 2,095                     
Other financial assets -                            
Other current assets -                            
Cash and cash equivalents 70                          
Total current assets 2,165                     

Non-current assets held for sale -                            

Total current assets 2,165                     
Total assets 2,182                     

Current liabilities 
Trade and other payables 16,577                   
Other financial liabilities -                            
Other liabilities -                            
Borrowings -                            
Provisions -                            
Total current liabilities 16,577                   

Total Assets less Current Liabilities (14,395)                  

Non-current liabilities 
Trade and other payables -                            
Other financial liabilities -                            
Other liabilities -                            
Borrowings -                            
Provisions -                            
Total non-current liabilities -                            

Total Assets Employed (14,395)                  

Financed by Taxpayers’ Equity 
General fund (14,395)                  
Revaluation reserve -                            
Other reserves -                            
Charitable Reserves -                            
Total taxpayers' equity: (14,395)                  


