
 
 

  
 

Governing Body Meeting 
to be held on Thursday 5th February 2015 at 1:30pm in the Boardroom, 

Nutgrove Villa, Westmorland Road, Huyton, L36 6GA 

   
 

1. 
 
Welcome and Introductions 

 
Dr Andrew Pryce 

Chair 

2. 
 
Apologies for Absence  
 

Dr Andrew Pryce 
Chair 

3. 
 
Declarations of Interest 
 

Dr Andrew Pryce 
Chair 

 
4. 

 
Minutes of the Meeting Held on 4th December 
2014 & Matters Arising  
 
 

• IAPT Action Plan 
 
 
 

• Governance Structure for the Primary 
Care Quality Premium 
 

 
Document 32(02)01 

Dr Andrew Pryce 
Chair 

 
Document 32(02)02 

Philip Thomas 
Commissioning Director 

 
Verbal 

Dianne Johnson 
Accountable Officer 

ITEMS FOR DISCUSSION 
 

5. 
 
 

 
Primary Care Co-Commissioning 
 
The Governing Body is asked to NOTE the content 
of the report. 
 

 
Document 32(02)03 

Dianne Johnson 
Accountable Officer 

 
6. 

 
Mandate to NHS England for 2015-16 
 
The Governing Body is asked to NOTE the content 
of the report. 
 

 
Document 32(02)04 

Andrew Thomas  
Governance Director 

 
7. 

 
Planning and Contracting 15/16 
 
The Governing Body is asked to NOTE the content 
of the report and progress to date. 
 

 
Document 32(02)05 

Philip Thomas 
Commissioning Director 

ITEMS FOR DECISION 
 

8. 
 
Community COPD Service Contract Extension 
 
The Governing Body is asked to APPROVE the 

 
Document 32(02)06 

Dr Paul Conway 
Clinical Lead – Quality & Safety 



 
 

proposal to extend the existing Community COPD 
Service contract for three month.  
 

 
9. 

 
Procurement of Community Respiratory 
Disease Service 
 
The Governing Body is asked to APPROVE 
delegated decision making arrangements in 
respect of the service specification for the 
Community Respiratory Service. 
 

 
Document 32(02)07 

Dr Paul Conway 
Clinical Lead – Quality & Safety 

 
10. 

 
NHS 111 Service Procurement 
 
The Governing Body is asked to APPROVE 
delegated decision making arrangements in 
respect of the re-procurement of the NHS 111 
Service. 
 

 
Document 32(02)08 

Dr Simon Perritt 
Clinical Lead – Unplanned Care 

 
11. 

 
Information Governance Strategy & Policies 
 
The Governing Body is asked to APPROVE the 
Information Governance Strategy & Policies. 
 

 
Document 32(02)09 

Andrew Thomas  
Governance Director 

 
12. 

 
Conflict of Interest Policy 
 
The Governing Body is asked to APPROVE the 
policy. 
 

 
Document 32(02)10 

Andrew Thomas  
Governance Director 

ITEMS FOR ASSURANCE  
 

13. 
 
Corporate Performance Dashboard 
 
 
 

a) Performance Report  - Commissioned 
Services 

 
b) Corporate Services Report  

 
The Governing Body is asked to NOTE the content 
of the report. 
 

 
Document 32(02)11 

Andrew Thomas  
Governance Director 

 
Philip Thomas 

Commissioning Director 
 

Andrew Thomas 
Governance Director 

 
14. 

 
Finance Report 
 
The Governing Body is asked to NOTE the content 
of the report. 
 

 
Document 32(02)11 

Paul Brickwood 
Chief Finance Officer 

 
15. 

 
Equality & Diversity Update 

 
Document 32(02)12 



 
 

 
 

PART B 
Please note that due to the nature of the business Part B of the meeting will 

take place without press and public being present. 

 
The Governing Body is asked to NOTE the content 
of the report. 
 

Andrew Thomas 
Governance Director 

COMMITTEE REPORTING 
 

16. 
 
Quality & Safety Committee Key Issues 
 
The Governing Body is asked to NOTE the content 
of the update. 
 

 
Document 32(02)13 
Dr Robin Macmillan 

Secondary Care Doctor 
 

 
17. 

 
Finance & Performance Committee Key Issues 
 
The Governing Body is asked to NOTE the content 
of the update. 
 

 
Document 32(02)14 

Su Bramley 
Lay Advisor – Audit & 

Governance 

 
18. 

 
Audit Committee Key Issues 
 
The Governing Body is asked to NOTE the content 
of the update. 
 

 
Document 32(02)15 

Su Bramley 
Lay Advisor – Audit & 

Governance 

 
19. 

 
Committee(s) in Common Key Issues 
 
The Governing Body is asked to NOTE the content 
of the update. 
 

 
Document 32(02)16 

Dianne Johnson 
Accountable Officer 

ITEMS FOR RECEIPT 
 

20. 
 
Clinical Quality & Safety Committee – Oct & Nov 2014 
 

 
21. 

 
Finance & Performance Committee – Nov 2014 
 

 
22. 

 
Audit Committee – Sept 2014 
 

 
23. 

 
Committee(s) in Common – Nov 2014 
 

 
24. 

 
Health & Wellbeing Board – Nov 2014 
 

 DATE AND TIME OF NEXT MEETING: 
 

Thursday 5th March 2015 at 1:30pm 
Boardroom, Nutgrove Villa 
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Document 32(02)01 
 

NOTES OF THE GOVERNING BODY MEETING 
held on Thursday  4th December 2014  

in the Boardroom, Nutgrove Villa 
 

  Present Apology 
MEMBERS 

Dr Andrew  Pryce (Chair)  Chair   
Dianne Johnson Accountable Officer   
Paul Brickwood Chief Finance Officer    
Dr Ronnie Thong Clinical Lead – Planned Care & Engagement   
Dr Aftab Hossain Clinical Lead - Prescribing    
Dr Peter Ayegba Clinical Lead - Mental Health    
Dr Pervez Sadiq Clinical Lead - Women & Children   
Dr Paul Conway Clinical Lead - Quality and Safety   
Dr David Stokoe Clinical Lead - Primary Care Quality    
Dr Faisal Maassarani Clinical Lead – Strategy & Planning    
Dr Simon Perritt Clinical Lead – Unplanned Care    
Dr Robin Macmillan Secondary Care Doctor   
Helen Meredith Interim Lead Nurse/Head of Quality & Safety   
Susan Bramley Lay Advisor – Audit & Governance   
Dilys Quinlan Lay Advisor – Quality & Safety   
Ruth Austen-Vincent Lay Advisor – Patient & Public Involvement   

IN ATTENDANCE 
Andrew Thomas Governance Director   
Matthew Ashton Assistant Executive Director (Public Health & 

Wellbeing), Knowsley Council 
  

Paul Coogan Healthwatch Knowsley    
Philip Thomas Commissioning Director   
    
Present:    
Andrea Kelly  Personal Assistant 

   
1 Welcome and Apologies for Absence:   Action 
  

Dr Pryce welcomed everyone to the meeting. There have been 
no apologies received for the meeting. 
 
Dr Pryce introduced and welcomed Helen Meredith to the 
Governing Body who has commenced in post as the Interim 
Lead Nurse/Head of Quality & Safety. 
 

 
 

2 Declaration of Interest:  
  

There were no declarations of interest made. 
  

 

3 Minutes of the Meeting Held on 2nd October 2014 & Matters 
Arising: 
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Su Bramley noted that there is a typo on Page 8, the date of the 
Protected Time Event should read 24th April 2014. 
 
With the above amendment the minutes of the last meeting were 
agreed as accurate. 
 
Matters Arising: 
 
Continuing Healthcare  
 
Ruth Austen-Vincent asked when the report on the delegated 
decision relating to a model for continuing healthcare provision 
will be presented to the Governing Body.  
 
Dianne Johnson explained she has been involved in 
conversations with other CCG colleagues in relation to their 
plans around continuing healthcare provision. She noted that 
plans are to bring the assessment and eligibility work in house 
by the 1st April 2015. Dianne explained this will allow the CCG to 
have more control of a very important process and have a close 
view of decision made within the legislation. 
 
Dianne advised that Helen Meredith is leading on this particular 
piece of work and a report will be presented to a future meeting. 
 
Winter Resilience Plan 2014/15 
 
Philip Thomas confirmed that the report into the finance of the 
Winter Resilience Plan will come to a future meeting. 
 
Matthew Ashton advised the Governing Body that Public Health 
have some intelligence relating to the capacity impact of winter 
which he has shared with Philip. He commented that it would be 
useful to build this information into plans.  
 
Healthwatch – NWAS 
 
Paul Coogan explained that the community concerns in relation 
to NWAS have been shared and have been resolved via an MP 
letter. He advised that a focus group has taken place with 
representation from NWAS. Items on this agenda included 
ambulance turnaround times, red 1 calls, education and 
expectations. 
 
St Helens & Knowsley Hospitals Trust A&E Waiting Times 
 
Andrew Thomas explained, the Trust is meeting its targets for 
the CCG, but overall it is not meeting its Trust by Trust targets. 
Dianne asked for confirmation that at the date of the last 
meeting whether or not it was meeting the target. Andrew 
advised it was narrowly missing the target at that point in time 
but agreed to check this. 
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Action – Andrew Thomas to check whether St Helens & 
Knowsley Hospitals Trust were meeting the A&E Waiting 
Time target in October 2014. 
 
Primary Care Quality Premium 
 
Paul Coogan asked if there is any progress in establishing the 
governance arrangements for this premium.  
 
Dianne explained that the Primary Care Quality Premium has 
now been issued to all practices and there has been positive 
interest, with currently 25 out of the 29 practices signed up. The 
next steps are to put these governance processes in place 
which Jo O’Brien will lead on. The first meetings of each 
neighbourhub group will take place in February 2015.  
 

AT 
 
 
 
 
 

4 Overview of Mental Health Developments  
  

Dr Peter Ayegba introduced this item and accompanying report 
which seeks to provide the Governing Body with an update on 
the issues and activity ongoing in the transformation of mental 
health support. 
 
Dr Ayegba explained that following the release of the Mental 
Health Outcomes Strategy ‘No Health without Mental Health’, 
the CCG has put plans in place to ensure a transformation of 
mental health services within the borough. 
 
Dr Ayegba briefed the Governing Body on the main areas of 
focus within the mental health workstream: 
 

• Crisis Care Concordat – the CCG has signed this 
agreement which sets out how to ensure that patients 
receive better care when they reach a crisis. Dr Ayegba 
noted that the CCG seeks to prevent a patient getting to a 
crisis stage, but is equally keen to ensure that the right 
services and support are available should a crisis 
situation occur. 
 

• Improved Access to Psychological Therapies (IAPT) – Dr 
Ayegba explained that objectives have now been set for 
improving this service within the borough. 5 Boroughs 
Partnership and the CCG have set targets and clear 
actions are in place to achieve waiting time targets. 
 

Action – Philip to provide the Action Plan to achieve IAPT 
waiting targets at the next Governing Body. 
 

• Child & Adolescent Mental Health Services (CAMHS) – 
Dr Ayegba explained that CAMHS services in the past 
have tended to be complex, with multiple providers and 
commissioners and it has not always been clear how to 
navigate the pathway. He noted that one of the largest 
gaps is in information around outcomes, so 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PT 
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commissioners have no knowledge as to how effective 
these services are for their patients.  
 
Dr Ayegba advised the Governing Body that an Interim 
Programme Manager has been brought in to specifically 
look at the CAMHS provision and to look at a 
comprehensive package of care for Knowsley patients. 
 
Dr Ayegba explained that the CCG has recently put in a 
bid for a grant to put systems in place to reorganise the 
CAMHS service. He noted that a decision has yet to be 
received as to whether the bid was successful. 
 

• Later Life & Memory Services (LLAMS) – The CCG and 
Council are working closely on this particular area as a 
proposal has been received from 5 Boroughs Partnership 
for a reduction and reconfiguration of beds across the 
Trust footprint. 
 

• Winterbourne View – Dr Ayegba explained that work 
continues within the CCG towards coordinating safe 
effective treatments for patients.  
 

Dilys Quinlan asked whether the block contracts relating to 
CAMHS services are reviewed annually. Philip Thomas 
explained that the CAMHS services form part of the larger 5 
Boroughs Partnership contract which is reviewed annually. He 
noted that discussions have now commenced for 2015/16 
relating particularly to service specification and outcomes.  
 
Matthew Ashton commented on the complexity within CAMHS 
across the different tiers and noted how essential it is to have 
effective transformation across the whole system. He advised 
the Governing Body he has recently attended a ‘Head Start’ 
meeting looking at resilience across 10-14 year olds, and this 
highlighted the need to undertake this transformation as a whole 
system.  
 
Dr Ayegba agreed with Matthew’s comments, and reiterated that 
this transformation needs to be a whole system approach. 
 
Ruth Austen-Vincent commented that there has been a lot of 
statistical information included in a recent report to the Health & 
Wellbeing Board and suggested this could fill the gap around 
information on outcomes. 
 
Philip explained that the application for the grant was sighted 
upon the work included within the Health & Wellbeing Board 
report.  
 
Su Bramley recognised there will be a whole system approach, 
and asked whether the CCG would be leading on this work. 
Philip explained that the CCG is leading this work, but the bid for 
government funding has been approached as a partnership. 
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Dilys asked whether there are plans to have a Community 
Psychiatric Nurse working with the police service within 
Knowsley in respect of patients needing a place of safety. Dr 
Ayegba explained that the CCG is looking to replicate good 
effective systems, and that this service has commenced within 
Knowsley and is known as Street Triage or EMBLEM.  
 
Dilys asked about patient involvement with CAMHS and whether 
a service user group would feed into the development of a new 
service. Dr Ayegba confirmed that young people would definitely 
be involved in the design of a new service.  
 
Dr Maassarani commented that a strategy for joint working could 
be useful, and the inclusion of a section in each report the 
Governing Body receives to highlight joint working.  
 
Paul Coogan asked what the CCG is doing to ensure the 
recovery rates of the IAPT service increases. Dr Ayegba advised 
that a meeting took place last month and the service have 
confirmed they are now above the 50% recovery rate target, 
although the evidence for this has yet to be received.  He also 
advised that the IAPT Intensive Support Team (a national 
resource) has been brought in to support the service to deliver 
high outcomes.  
 
Ruth informed the meeting that MIND produced a report entitled 
‘we still need to talk’, which suggested that some therapies 
provided to patients are not addressing the needs and asked 
that this is incorporated within the review.  
 
Action – Dr Ayegba and Philip Thomas to ensure the MIND 
report is incorporated within the review. 
 
The Governing Body noted the content of the briefing 
report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PA/PT 
 
 

5 111 Delegated Decision Making  
  

Dr Perritt introduced this item and accompanying briefing report 
which seeks to inform the Governing Body of the delegated 
decision making process which was undertaken and the 
decision made in respect of the re-procurement of the NHS 111 
service. 
 
Dr Perritt reminded the Governing Body that approval was given 
in October 2014 for the decision to approve the business case 
and procurement documentation under delegated powers for 
the NHS 111 service. 
 
He explained that the delegated decision group met on the 9th 
October 2014 and agreed to sign off the North West NHS 111 
procurement business case and this was confirmed via a letter 
on the 10th October 2014. 
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Dr Perritt noted that a number of questions were raised at the 
delegated decision meeting and these were taken up with 
Liverpool CCG as the lead commissioner. He referred the 
Governing Body to the answers to these questions which are 
located in Appendix A. 
 
The Governing Body noted the content of the report and the 
decision made under the delegated decision making 
process. 
 
 

6 Feedback from Stroke, COPD and CVD Visits  
  

Andrew Thomas introduced this report which provides the 
Governing Body with high level feedback on the visits 
undertaken by Lay Members of the Governing Body to stroke, 
CVD and COPD services.  
 
He extended his thanks to the providers for hosting these visits 
and commented on a high level of enthusiasm and commitment 
across all providers. 
 
Feedback from the stroke visits found that providers are looking 
for a more consistent approach to discharge and rehabilitation 
across the health economy. It was also noted that while quality 
data is useful, it does need to be understood in the context of 
the many complex medical cases. 
 
Feedback from the CVD and COPD visits highlighted there are 
some issues and challenges in information sharing between 
community based service and acute and primary care services.  
 
Dr Conway advised that he was present for two of the stroke 
visits and found that each CCG has a different discharge 
process which can prove difficult for the provider.  
 
Dr Hossain noted that attendance at spirometry appointments 
appears low. He suggested sharing data across the service and 
GP practices to cross match and ensure this service is utilised. 
Dr Conway suggested that the service could do this exercise if 
practices provided them with this data.  
 
Dr Pryce commented how useful these visits have been and 
confirmed that further visits will be arranged over the next 12 
months. 
 
The Governing Body noted the content of the briefing 
report. 
 

 
 

7 Governing Body Assurance Framework  
  

Andrew Thomas introduced this item and report which presents 
the quarterly review of the Governing Body Assurance 
Framework for review. 
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Andrew informed the Governing Body that since the last quarter 
there has been a new risk been inserted into the assurance 
framework “Commissioned services fail to address inequalities 
in health outcomes”, and this risk is rated as ‘Reasonable’. 
 
He also noted that the assurance level has improved for the risk 
relating to the Programme Management Office (PMO) as 
detailed work is now underway to embed this within the 
organisation. 
 
Andrew highlighted the key actions identified within the 
assurance framework and gave a progress update on each one. 
He noted that the highest risk within the assurance framework 
relates to business intelligence and as a result of this, external 
support has been brought in to look at developing options within 
business continuity.  
 
Andrew discussed the links between this assurance framework 
and the quarterly NHS England assurance meetings which the 
CCG’s attends. He advised that the CCG is currently awaiting 
the outcome of the Quarter 2 meeting which took place in 
November 2014. 
 
Dr Macmillan asked whether mental health is an example of a 
risk in performance management and if the bid which has been 
submitted is in an attempt to resolve this risk. Andrew confirmed 
this is correct, and commented that this risk is also around 
providers internal reporting to assure themselves as well as 
assuring the CCG. 
 
Su Bramley asked for an idea of timescales in relation to 
resolving the business intelligence risk as it has been ongoing 
for some time. Andrew explained this has to be resolved by 1st 
April 2015 to ensure business continuity.  
 
Ruth asked for confirmation of timescales in relation to 
engagement on the Communication & Engagement Plan. 
Andrew advised this would be completed by the end of Quarter 
3.  
 
The Governing Body noted the content of Governing Body 
Assurance Framework, in particular progress and key 
actions being taken to address gaps in controls and 
assurance. 
 

8 Corporate Performance Dashboard  
  

Andrew Thomas introduced this item and accompanying 
presentation which seeks to update the Governing Body on 
CCG performance in relation to NHS performance targets and 
outcome measures, as well as provide an overview of the 
CCG’s financial position and HR statistics. 
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Performance Targets & Outcome Measures 
 
Andrew explained there are currently some performance issues 
within the NHS Constitution Standards: 
 

• Referral to Treatment – there are 3 patients who have 
waited more than 52 weeks for treatment. Andrew noted 
that these breaches have been found to be at the Royal 
Liverpool Hospital and have now all been followed up. 
This figure is the cumulative year to date position and 
these cases have previously been reported on and 
discussed by the Governing Body.  

• Cancer Waiting Times – there have been some breaches 
of the 62 day wait targets. Philip advised that every 
breach is investigated to understand the reasons for the 
wait; he noted that these can be due to the complexity of 
the cancer, patient choice which could be the patient 
being too unwell to receive the treatment.  
 
Paul Brickwood commented that August is historically a 
bad month as some patients are away on a holiday which 
isn’t always taken into account. 
 
Ruth Austen-Vincent asked if the CCG has the right 
services in place if patients are not being treated as they 
are deemed too unwell. Philip explained that in order to 
commence certain treatments there is a requirement for 
the patient to be well enough following other treatments 
they may have had. 
 
Ruth suggested that this description not be covered 
under ‘patient choice’. Dianne advised that there are a 
number different reasons which fall under patient choice. 
 
Action –Philip to share with Ruth the various reasons 
which fall under ‘patient choice’. 
 

Dr Hossain asked whether the CCG needs to look at educating 
GP’s regarding referrals to cancer service. Dr Pryce agreed and 
advised this is done through GP education sessions.  
 
Dr Stokoe suggested that ‘all cancers’ can be misleading in 
these figures, as some cancers are long developing and these 
should perhaps not be included in these figures. Dianne 
suggested it would be helpful to share the anonymised detail of 
each specific breach with the Governing Body. 
 
Dr Conway noted that the numbers of long developing cancers 
are small but agreed it should be looked into. 
 
Action – Philip to share details of each individual cancer 
breach with the Governing Body for information.  
 
Action – Philip Thomas to investigate what types of cancer 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PT 
 
 

PT 
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are included in this reporting figure 
 

NHS Outcomes Framework 
 
Dilys Quinlan asked whether services are in place for patients 
with fragility fractures to aid them to recover to their previous 
levels of mobility. Andrew Thomas explained that there is follow-
up care provided by the Trust which has undertaken the 
procedure.  
 
Dilys asked how long a patient will be able to access a service 
after their fragility fracture surgery, as the position for this 
indicator seems to have worsened. 
 
Paul Brickwood commented that this figure will depend on the 
expectations of the patient which can be a key issue for this 
type of operation. He noted that patients may not always be 
given sufficient information on what they can expect in terms of 
their recovery following surgery. 
 
Dr Macmillan suggested that the Patient Reported Outcome 
Measures (PROMS) can sometimes be inaccurate and 
outcomes are dependent at which point they are taken. He 
agreed these are useful measures but there are better methods 
for assessing the benefit to patients.  
 
Paul Coogan referred to the ‘Emergency readmissions within 30 
days of discharge from hospital’ and commented that there is 
data to show that readmissions are linked to discharge support 
within the community. Andrew advised he does not have this 
data available at present but will address this. 
 
Action – Andrew to ensure the readmission data is 
available for the next meeting. 

 
Finance 
 
Paul Brickwood commented that the budgets for 2013/14 are 
on track with a surplus of £1.41m reported to the end of month 
6.  
 
He noted that there are some pressures in the acute trusts, but 
this situation has improved due to an apparent reduction in 
elective activity at St Helens & Knowsley Teaching Hospitals 
Trust. He noted that this is not uncommon at this time of the 
financial year and that a more detailed contact performance 
report will be presented to the finance and performance 
committee at its next meeting.  
 
Paul advised that the CCG remains on track to deliver the 
planned QIPP savings and 1% surplus within the overall 
resource allocation.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AT 
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Human Resources 
 
Andrew Thomas explained that there has been a big drive 
within the CCG to ensure staff are up to date with their 
mandatory training, particularly the fire safety as this course 
needs completing every 12 months. Managers have been 
issued with reports on the completion of training by their line 
managed staff to ensure that this is followed up. 
 
Andrew noted that the sickness absence rate for September is 
3.49% which is below the national average for the NHS. He 
also noted that the rate for the year as a whole is 3%. 
 
The Governing Body noted the content of the Corporate 
Performance Dashboard. 
 

9 Planning for 2014/15  
  

Andrew Thomas introduced this item and accompanying report 
which summarises the NHS Five Year Forward View and details 
the contracting process for 2015/16. 
 
Andrew explained that the NHS Five Year Forward View was 
published in October, which recognises the challenges the NHS 
is facing and outlines potential solutions to these challenges. 
The Five Year Forward view offers a number of different models 
that NHS organisations will choose from, Andrew advised that 
the CCG neighbourhub model fits into these options well. 
 
Andrew informed the Governing Body that the timeline for 
planning is due imminently, but actions have begun ahead of 
this including the commencement of contract negotiation 
meetings.  
 
Matthew Ashton welcomed the 5 Year Forward View, he noted 
that there appears to be something missing within the planning 
as to how the CCG will support national action on obesity, 
smoking, alcohol and other major health risks. 
 
Andrew advised the CCG is expecting detail on this within the 
next piece of guidance which is due to be released very shortly. 
He commented that the Five Year Forward Plan provides the 
context for planning; the detailed guidance is required to format 
a judgement. 
 
Dianne Johnson explained that the 2015/16 plans will be a 
refresh of the 2 year plan (14/15 & 15/16) submitted in 2014, 
future plans will continue to embrace prevention.  
 
The Governing Body noted the content of the briefing and 
the actions being taken by the CCG to address the planning 
requirements. 
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10 Caldicott Guardian Nomination  
  

Dianne Johnson introduced this item and briefing report which 
seeks to inform the Governing Body of the recent change to 
designate the Governance Director as the CCG’s Caldicott 
Guardian. 
 
Dianne explained that every NHS organisation is required to 
have a Caldicott Guardian who is responsible for protecting the 
confidentiality of patient and service user information and 
enabling appropriate information sharing.  
 
There are a number of requirements for a Caldicott Guardian 
which Dianne detailed to the Governing Body, these are: 
 

a) An existing members of the management board or senior 
management team 

b) A senior health or social care professional 
c) The person with the responsibility for promoting clinical 

governance or equivalent functions within the 
organisation. 

 
Dianne explained that the Governance Director satisfies 
requirements a) and c) and for b) will be supported by the 
interim Head of Quality & Safety/Lead Nurse, as well as being 
able to access advice from other CCG senior health 
professionals. 
 
The Governing Body noted the content of the briefing and 
the change in the designation of the role of the Caldicott 
Guardian.  
 

 

11 Constitution Change Application  
  

Andrew Thomas introduced this item to inform the Governing 
Body of the proposed changes to the CCG’s constitution as 
agreed by the Clinical Membership Group for submission to 
NHS England.  
 
Andrew informed the Governing Body that a CCG wishing to 
amend its constitution requires the approval of NHS England 
and there are only two opportunities a year to do so. The next 
date for submission is 6th January 2015. 
 
Andrew explained that the proposed changes to the constitution 
include both changes required by NHS England and also 
changes required by the CCG. 
 
The changes include reference to the CCG regulations in full, to 
list joint committees supporting the section 75 agreements, 
reflects changes in practice ownership/management, to reflect 
that the Governing Body rather than the Audit Committee will 
approve the annual report and to reflect a review of the 
membership and quoracy of the Governing Body committees 
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and sub-committees. 
 
Paul Coogan asked about the Committees in Common across 
South Sefton, Knowsley and Liverpool and noted that as this 
Committees in Common is related to hospital services there 
should be some public or lay advisor involvement.  
 
Ruth Austen-Vincent asked if the Committees in Common would 
reconsider having public or lay advisor involvement.  Dianne 
explained that the aim of the Committees in Common to be sure 
that the CCG’s are sighted on the ongoing work and receive 
recommendations for change which will come back to individual 
Governing Body’s. It is broadly a communication group as the 
work and decisions take place with the governance structure. 
 
Dr Pryce advised that there is no intention at present to add a 
public representative or lay advisor representative. He noted 
that this is not a decision making group and that any decisions 
will come back to the Governing Body for agreement.  
 
Dianne advised that if the purpose of the group changes she will 
recommend that patient representation or lay advisors are 
added to the terms of reference. 
 
Paul Brickwood commented that the change in the Annual 
Report approval may require there to be an ad-hoc Governing 
Body meeting. 
 
Matthew Ashton asked if there are any changes planned to the 
Governing Body terms of reference, as the Council’s Chief 
Executive is no longer on the Governing Body and the Director 
of Public Health role is not named. Dianne explained that the 
Chief Executive is still a member to be included in the 
constitution as she is yet to have a discussion with the new 
Chief Executive around their involvement.  
 
The Governing Body noted the content of the briefing and 
the proposed changes to the CCG’s constitution. 
 

12 Clinical Quality & Safety Committee Key Issues – 
September 2014 

 

  
The Governing Body received the minutes and key issues 
document from the Clinical Quality & Safety Committee 
which took place in September 2014. 
 

 

13 Finance & Performance Committee Key Issues – August 
2014 

 

  
The Governing Body received the minutes and key issues 
document from the Clinical Quality & Safety Committee 
which took place in August 2014. 
 
Dilys Quinlan asked about the outcomes from the Pooled 
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Budget Governance Group. Paul Brickwood advised that this 
group meets bi-monthly and is responsible for reviewing the 
overall financial position of the pooled budgets.  
 
Dilys asked how the respite budget has progressed as there 
was an underspend last year. Paul agreed to check and 
feedback to her. 
 
Action – Paul Brickwood to check the position of the 
respite budget and feedback. 
 

 
 
 
 
 
 
 
 

PB 

14 Any Other Business  
  

Dianne noted that there is a new role of Director of 
Commissioning Operations at the newly established Cheshire & 
Merseyside Area Team and Clare Duggan has been appointed 
to this role. 
 
Dianne offered her congratulations to Clare and said that she 
looks forward to continuing to work closely together. 
 

 

15     Details of the next meeting:  
 

Thursday 5th February 2015 
the Boardroom, Nutgrove Villa 
Westmorland Road, Huyton 

L36 6GA 
1:30pm 

 
 

 
 
The Chair opened the meeting to a Question and Answer Session from the 
public: 
 
Q. Is the new Council Chief Executive not at this meeting? 
 
A. Dianne – No, I am having a meeting with the new Chief Executive on Monday and 
will discuss his attendance at the Governing Body. 
 
Q. Knowsley Council are increasing the cost of hiring a football pitch. I fear 
that people will not be able to afford continuing to use this pitch. This will have 
a massive impact on the health and wellbeing of the local population. In 
addition, I am aware that Knowsley Council are selling off many green spaces 
so there will be nowhere for people to go. I would like the CCG to commit to 
supporting an objection to these two proposals as it would negatively impact 
on the public’s health and wellbeing. 
 
A. Dianne – As Matthew is the only Council representative here he will speak to Mike 
Harden (the new Chief Executive) to raise these issues. There will be opportunities 
for the public to discuss their concerns or raise questions to the Chief Executive of 
the Council at the Council’s meeting. 
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A. Matthew – In addition to the Director of Public Health role, I have recently been 
appointed as the Assistant Executive Director (Public Health & Wellbeing), which 
covers leisure and culture. The cost of hiring a football pitch has been heavily 
discounted for years, the price remains the same but the discount has been 
removed. There are large financial pressures within Knowsley Council and the 
Council has had to look for areas to make savings. Financial pressures do not allow 
the Council to afford to keep this as much as it would like this to be the case. 
 
A. Dianne – The Council and the CCG needs to work together on matters which 
have an impact on health and wellbeing. 
 
Q. I am aware that the cancer van is being removed within Knowsley. Is this 
going to be replaced with the ‘take control’ initiative? 
 
A. Matthew – The cancer van, i-van, is a collaborative between 9 areas across 
Cheshire & Merseyside, 6 of these areas do not wish to continue with the i-van, 3 of 
these areas do – with Knowsley being one of them. We are currently in discussions 
with the provider to see whether it is possible to continue this service between the 3 
interested areas. It will continue in one form or another. The ‘take control’ initiative is 
in addition to the i-van. 
 
Q. To Paul Brickwood, I found your statement about knee replacements and 
patient expectations patronising. I have had a joint replacement and would 
expect to be regaining my previous level of mobility. 
 
A. Paul Brickwood – When I made that statement I was referring to fragility 
fractures, not a joint replacements. With a fragility fracture a person may not get back 
to their previous levels of mobility.  
 
Q. I have been very uncomfortable throughout this meeting as I have not had a 
table to put my paperwork on. Can we have one next time? 
 
A. Dianne – We will see what we can do. 
 
Q. (Mr Shaw) Can I arrange to meet with you to ask you some questions? 
 
A. Dianne – Yes, of course, please contact my office to arrange. 
 
Q. (Mr Shaw) Can I arrange to meet with you, Matthew? 
 
A. Matthew – Yes, please contact my office to arrange. 
 
Q. Is the organisation who failed at the 111 service involved in the tendering for 
the new service? Can they bid for it? 
 
A. Dr Perritt – It is currently open for tender at the moment, we do not know which 
organisations have submitted a bid for the service.  
 
A. Paul Brickwood – The organisation who had the previous contract, NHS Direct, 
no longer exist so will not be submitting a bid. At the moment, NWAS are providing 
the 111 service and can bid if they wish.  
 
A. Dr Perritt – The tender process is completely open, anyone can apply. 
 



    
 

15 
 

A. Dr Macmillan – The delegated powers group also had similar concerns about 
bidders who have previously failed to deliver a service re-applying and we raised 
these with Ian Davies. The response was “Regulation 23 of The Public Contracts 
Regulations 2006 (“Regulation 23”) sets out the grounds on which an economic 
operator must normally be deemed ineligible to tender for, or be awarded a public 
contract. The ineligibility criteria we have used are a direct extract from the Public 
Contracts Regulations and as such cannot be amended. Furthermore it would be 
prejudicial to exclude a potential bidder on the grounds of previous contract failure as we 
are entering a new open, fair and transparent procurement which is open to the current 
marketplace”. 
 
Further Comment – This is a disgrace, another example is Bupa Nursing Homes 
are failing and they are allowed to continue winning contracts. I feel this is a 
scandal. 
 
A. Dianne – Any organisation can bid for a contract, this does not mean it will be 
awarded to that organisation. The process has to be legally sounds. Ruth – There is 
obviously some work to be done to support public understanding of the procurement 
process. Dianne – It is worth noting that the delegated powers group raised a concern 
about there being no public representation on the tender panel and as a result this has 
now been changed. 
 
 
 

 



 
 

 

 
 
 

Document 32(02)02 
 

GOVERNING BODY  
 

Improving Access to Psychological Therapies (IAPT Service) Recovery Action Plan 
 
 

Executive Summary 
 

IAPT services have been in Knowsley since 2008 and continue to be a national NHS priority 
for service delivery with prescribed national targets and close scrutiny from NHSE.  

 
5 Boroughs Partnership Foundation Trust (5BP) has provided this service for three years but 
have performed inconsistently. The CCG has had high level meetings with 5BP since the 
summer of 2013 to challenge and improve service delivery. An initial recovery plan was 
produced in 2013 and improvements in performance achieved, but performance has 
deteriorated during 2014.  

 
In response to fluctuating performance and the lack of any sustained improvement by the 
provider, the CCG has adopted close monitoring of the service and worked with the provider 
to establish a recovery plan that aims to achieve the 2014/2015 mandated performance 
targets in the short term, but will also establish the mechanisms for sustained and continuous 
improvement.    
 
The provider now reports on performance against the recovery plan on a weekly basis and 
meets with the CCG at monthly performance management meetings. The full recovery plan 
is attached at Appendix 1.  

 
The Recovery Action Plan covers the following key targets  

 
• Waiting times (local target) 
• DNAs (local target) 
• Prevalence rates (national target)  
• Recovery rates (national target) 

 
The national guideline for waiting times is 28 days from referral to first treatment. This has 
been adopted as a local target. It is unlikely that the target for waiting times will be fully met 
by March 2015. This is in part because improvement actions to meet the 2 nationally 
mandated targets will impact on the capacity of the provider to reduce waiting times quickly. 
However, waiting times will continue to be monitored closely and continuous improvement is 
expected. The CCG has also asked 5BP to specify, within their reporting, the actions taken to 
meet the needs of any people who are kept waiting longer than the target time.   
 
Reducing DNAs will assist in achieving the nationally mandated targets and make the service 
more cost effective. 5BP is extending self -referral to all Knowsley practices and increasing 
flexible options to people in order to achieve a reduction in DNAs.  The rate of DNAs has 
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reduced from 20% to 15% over the past year. It is expected that improvement actions will 
reduce DNAs in Knowsley further and this will be monitored closely.   

 
The cumulative trajectory on prevalence rates shows that it is unlikely that 5BP will achieve 
the required 15% by March 2015. The December performance data is showing a cumulative 
trajectory figure of 7.97%. This indicates that the trajectory is going in the right direction, but 
the CCG has reservations that the target can be achieved. At present the trajectory would 
suggest an outturn of approximately 9%. However 5BP has assured the CCG that 15% will 
be achieved through some key actions including assertive management of sessions, 
increasing assessments by using alternatives to face to face contact and work with practices 
to increase access to the service. As referenced previously, such a significant increase in 
prevalence (requiring increased numbers into the service) will impact on the ability to reduce 
waiting lists quickly.  
  
5BP has put actions in place to meet the national target of 50% recovery rates by March 
2015. Performance at present is at an average of 45%. This is comparable with rates across 
the country. In order to increase this rate they have introduced a new information system to 
ensure that data collection is accurate and are closely supervising practitioners to ensure 
recovery driven practice is increased. It is expected that the target of 50% will be achieved by 
March 2015 
 
In summary, the December figures show an overall improvement in performance. Weekly 
highlight reporting currently also evidences on-going improvement. Close monitoring of the 
recovery plan will assist the CCG in monitoring performance and will provide evidence that 
any improvement is sustainable in the long term.   

 
 
 

Clinical Lead – Peter Ayegba 
Managerial Lead – Debra Lawson 

 
 

Signatory details: Debra Lawson debra.lawson@knowsleyccg.nhs.uk 
 

0151 2444152 
 

Background Documents: 

None 

Appendices:  

Appendix 1 - 5BP Recovery Action Plan 
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Appendix 1 
 
 

Knowsley IAPT Service 
Recovery Action Plan to meet performance targets by March 2015  

January 2015 
 
 
 

 
 

Action Required  
Waiting Times  
 

Responsible Lead  Impact  
 

Start  
date  

Complete  
 

Progress 
Update – 11.14 

1 
 
 
 
 
 
 
 
 
1.1 
 
 
 
 
 
 
 

 
Recruitment of permanent staff 
to provide full capacity to 
service on a substantive basis. 
Currently 3 WTE posts vacant. 
 
 
 
 
Appointment of agency staff to 
support short term reduction in 
capacity due to absence. 

 
 
Richard Mason 

 
 

Increase in number of 
therapeutic sessions 
available (220 pm) leading 
to a reduction in waiting 
times for initial triage and 
treatment and 
appointments for on-going 
therapy. 
Increase in numbers of 
new patients entering 
service. 
 

 
 
December 
2014  

 
 
March 15 

 
 
Request to 
recruit 
submitted 
(11.11.14) 1 x 
Band7 
 
Re-advertise 2 x 
Band5 after no 
suitable 
candidates in 
previous 
campaign. 
11.12.2014. 
 
Further 1 x 
agency PWP to 
be employed 
(adds to x 2 
currently 
employed) for 
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10 week period 
to fill in 
advertised 
vacancies 
during 
recruitment 
period. 
 
The use of 
agency staff will 
continue to 
ensure short 
term 
sustainability of 
performance. In 
the longer term 
discussions are 
currently under 
way with 
Liverpool 
University to 
arrange a 
bespoke course 
for 5BP to train 
our own PWPs, 
in approaching 
recruitment this 
way we are 
more assured of 
a two year 
tenure for each 
practitioner. 
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1.2  
 
 
 
 
 
 
 
 
 
 
 
1.3 

Identification of additional 
clinical space in Central locality. 
 
 
 
 
 
 
 
 
 
 
Robust waiting list 
management. Administration 
staff to contact clients who 
have been waiting 4 weeks or 
more and ascertain that they 
continue to remain engaged 
with and requiring the service 
on offer. 

Richard Mason 
(supported by CCG 
officers where 
difficulties are 
encountered) 
 
 
 
 
 
Richard Mason and 
Dr Paul Campbell 

Ability to increase 
numbers of patients willing 
to access next available 
appointment, resulting 
decrease in length of 
waiting times 
 
 
 
 
 
 
 
 
 
 
Enhance patient 
experience as they will be 
aware that service is 
aware that they are 
waiting and will be 
updated as to when they 
can expect to be seen. 
Potential for small 
numbers opting out at this 
stage as they have 
recovered from life events. 
Patients to be primed in 
respect of this action 
during triage appointment 
to reinforce the supportive 
motive.  
 

December 
2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
15/12/2014 

January 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
31/01/2015 

Additional 
space has been 
identified as of 
15th December. 

 
 

Action Required  
Prevalence 

Responsible Lead  Impact  
 

Start  
date  

Complete  
 

Progress 
Update – 11.14 
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2a 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Action will be taken to achieve 
the national target against 
which performance has been 
poor. if a client phones the 
service to cancel an 
appointment due to severe 
weather conditions they are 
asked if they would be 
agreeable to have the 
appointment via telephone. 
All staff have been provided 
with the equipment to enable 
them to work from home if they 
are housebound due to severe 
weather. They will be able to 
carry out telephone 
appointments and fully 
complete the IAPT minimum 
data set using a remote access 
procedure. Safety concerns 
and contingencies has been 
circulated to all staff. 
 
Annual leave management with 
the staff team. 
 Given the particular risk that 
increased annual leave poses 
to the estimation of prevalence 
performance, it has been 
agreed within 5 Boroughs that 
IAPT staff will be allowed to 
carry over 5 days annual leave 
from one year to the next. Also, 
team managers will promote 
the sensible and staggered use 
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of annual leave throughout the 
year (in line with our work life 
balance policy) to ensure that 
staff are not in a position in 
quarter four where they have 
excessive amounts of annual 
leave to use. This policy has 
been agreed at divisional 
director level in response to 
DoH’s plan around prevalence 
calculation. 

 
The availability of triage 
appointments. 
In light of past evidence 
showing that referrals tend to 
increase in quarter four, extra 
triage assessment clinics will 
be scheduled for this quarter. 
Particular emphasis will be 
placed on making triage 
appointments available 
approaching the end of March 
so that those clients who self-
refer in mid to late March can 
be seen before the end of the 
quarter rather than carrying 
them over into the quarter one 
figures for the following year 

 
Liaison with GPs and the 
general public. 
Past experience from other iapt 
services within the Trust, show 
that liaison with GPs and the 
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services public profile is already 
successful in increasing 
referrals to the service. 
Attached liaison staff will visit 
GP and practice staff, in order 
to remind and encourage them 
to make use of our service 
especially in quarter four when 
need seems to rise. Our 
publicity activity will also be 
increased in January, for 
example, the use of banners 
highlighting our service will be 
place in public areas. 

 
2b 

Action Required To  Maintain 
Prevalence in 15/16 
 

Responsible Lead  Impact  
 

Start  
date  

Complete  
 

Progress 
Update – 11.14 

2b  Exploration and selection of 
alternative delivery methods. 

 
Dr Paul 
Campbell/Richard 
Mason 
 
 
 

 
Capacity will be freed up 
by the use of alternatives 
to face to face clinic based 
sessions resulting in 
increased volume and 
shorter waiting times. 
 
 
. 

 
January 2015 
(exploration of 
alternative s 
by clinical lead 
to establish 
evidence 
base) 
 
 
 

 
March 2015  
(selection of 
preferred methods 
and 
implementation) 
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2b cont Use of directional reports 
during managerial supervision 
to monitor , manage and 
improve activity levels with 
individual practitioners. 

Richard Mason/Jane 
Kenny 

Capacity is used 
effectively resulting in 
shorter waiting times and 
allowing for continuation of 
sufficient flow through the 
system. 

Commenced 
June 2014 

Monthly during 
managerial 
supervision 
sessions.  

Established 
within service 
and will 
continue. 

2b Cont 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Establishment of GP practice 
liaison and support by 
practitioners. 
 
 
 
 
 
 
 
 
 
 
 
 
 

Richard Mason/Dr 
Paul Campbell/Jane 
Kenny 

G.P Confidence in the 
service is increased, 
resulting in continued 
referrals required to meet 
prevalence levels. 

December 
2014 

March 2015, all 
GP practices will 
have had at least 
one contact to 
discuss service 
and receive 
information. 

All practitioners 
are aware of the 
practice for 
which they hold 
liaison 
responsibility. 
Marketing 
materials 
received. 
Visits have 
commenced. 

 
3 

Action Required To  Reduce 
DNA 
 

Responsible Lead  Impact  
 

Start  
date  

Complete  
 

Progress 
Update – 11.14 
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3.1 Extending  self referral to all 
Knowsley practices January 
2015.  
GP Liaison Clinicians to 
introduce process to their 
practices and support 
introduction.  
 
Lead clinician with experience of 
Kirkby pilot appointed to assist 
GP Liaison Staff in roll out. 
 
Dissemination of promotional 
materials and `Opt In` leaflets to 
all GP practices by attached 
liaison practitioners 
 
 

 
 
Richard Mason 
and Dr Paul 
Campbell  

 
 
Increase client choice, in 
accessing service, 
reduction of DNA and more 
self-selecting clients 
entering treatment.  
 
   
 
 

 
 
January 
2015  
 
 
 
 
 
 
 
 
 
 
December 
2014 

 
 
March 2015 
 
 
 
 
 
 
 
 
 
 
 
March 2015 

 
 
Pilot self-referral 
initiative has run 
with Wingate 
practices, Kirkby 
have the lowest 
numbers of 
people waiting 
longer than 4 
weeks.  
 
 

 
4 
 
 
 
 
 
 
 

 
Strict adherence by clinicians to 
DNA/Cancellation policy (see 
appendix 1) 

  
Patients who DNA will be 
discharged. If on patient 
contact, they request to 
remain in service then they 
will be placed back on wait 
list if clinically appropriate, 
without re-referral. As a 
new episode of treatment – 
this will add to prevalence 
rate. 
DNA contract  implemented 
Sept 14, at triage appt. 

   
 
Implemented 
Sept 14 
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Eg -1X dna = Discharge 
from service. 
2 x cancellations = 
discharge from service 
(exceptional circumstances 
taken into account) See 
appendix 1 

 
 
 
 
 

 
4 

Action Required To  Increase 
recovery rate 
 

Responsible Lead  Impact  
 

Start  
date  

Complete  
 

Progress 
Update – 11.14 

4.1 IT system will be changed to 
Socrates which has been shown 
to yield data quality above 99% 

Informatics To address possibly poor 
data capture which has 
been shown to contribute 
to lower recovery rates. 
To increase reliability of 
data to enable month on 
month comparisons to be 
made. 
Due to being a fully IAPT 
reporting system improved 
ability to report to CCG on 
indicators. 
 

Dec 2014 Dec 2014 Complete 

4.2 a. Attendance at CPD 
will become 
mandatory and staff 
will be required to 
change working times 
to facilitate this. Non-
attendance will be 
addressed in 
management 
supervision 

Dr Paul Campbell To address possible non 
adherence to NICE 
guidelines with regard to 
choice of therapies 
To address possible 
clinician skill deficits with 
regard to protocol driven 
interventions for different 
disorders and to aid 
continued Professional 

Dec 2014 
 
 
 
 
 
 
 
 
 
 
 

February 2015 
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b. Individual recovery 
rates will be analysed 
at a monthly locality 
management meeting 
and actions identified 

c. Recovery rates will be 
put on the agenda for 
management 
supervision 

d. The Clinical Lead will 
carry an individual 
review of recovery 
rates by disorder for 
every practitioner in 
the service and an 
individual 
development plan will 
be written when 
needed. 

e. An audit of 
supervision will be 
carried out monthly 
with staff reporting the 
frequency of the 
clinical supervision 
they receive at the 
end of each month. 
Results of this audit 
will be discussed at a 
monthly locality 

Development. 

Impact will be clinically 
appropriate treatments 
leading to an increase in 
recovery rates. 

 

 
 
Dec 2014 
 
 
 
 
 
 
 
 
Dec 2014 
 
 
 
 
 
Dec 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dec 2014 

 
Jan 2015 
 
 
 
 
 
 
 
 
Jan 2015 
 
 
 
 
 
Mar 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Jan 2015 
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management meeting 

 
 a. Practitioners will be 

briefed before 
carrying out GP 
liaison as to what the 
remit of the service is 

b. Individual GPs will 
receive direct liaison 
about referrals that 
are inappropriate  

c. A revised training 
session for staff will 
be carried out, 
outlining the 
importance of 
accepting only those 
clients who are 
appropriate for the 
treatment of anxiety 
and/or depression 

d. Management 
supervision will 
monitor staff 
caseloads for lengthy 
therapy contracts 
where recovery is 
unlikely 

 

Dr Paul Campbell 
& Richard Mason 

To address possibly 
inappropriate referrals 
made and accepted 
without clear recovery 
plan 

 

Dec 2014 
 
 
 
 
 
 
Dec 2014 
 
 
 
 
Dec 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
Dec 2014 
 
 
 
 
 

Dec 2014 
 
 
 
 
 
 
Dec 2014 
 
 
 
 
Jan 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
Jan 2014 
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Supporting actions 
 

5 Actions for increasing liaison 
with GP’s and other services 

 
 

 Dr Paul 
Campbell 
and Richard 
Mason 

    

5.1 The IAPT clinical lead will convene 
a regular allocation meeting 
between 5 Boroughs partnership 
trust and Merseycare to streamline 
referral processes for those in 
Kirkby.  (G.Ps in Kirkby are 
currently reluctant to change this 
process) 

Dr Paul 
Campbell 

This meeting will be the avenue of all 
referrals between the two Mental health 
providers to increase flow and improve 
the client experience.  

November 
2014 

On going  Initial meeting has 
taken place with Dr 
Paul Campbell in 
attendance. 

       
 
 
 
 
 
6. 
 
 
                       

Actions Taken to confirm 
assurances that 
implementation of this plan is 
being monitored 
 
Establish regular internal Trust 
review of actions and impact on 
internal capacity model 

Avril Butler & 
Dr Paul 
Campbell 
Jane Kenny 

Ensure that appropriate and timely 
actions are being taken and are 
escalated at the earliest opportunity if it is 
envisaged that an action cannot come to 
fruition 

December 
2014 

May 2015 Meetings scheduled 
in appropriate 
diaries.   
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6.1 Establish regular data flow and 
action plan updates to CCG 

Avril Butler & 
Dr Paul 
Campbell  
Jane Kenny 
 

Monthly data return and progress on 
agreed actions to be returned to identified 
CCG lead on an agreed schedule. 
 
Weekly data to be submitted to CCG 
regarding referrals  and waiting times to 
provide assurance the service are 
actively implementing the action plan and 
monitoring its impact. 

December 
2014 

May 2015  
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IAPT Services Metrics Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Comments

Knowsley IAPT Step 2 & 3

Referrals per month 340 380 437 453 402 477 483 430 463 463 463 463 Average Dec to Mar - based on Sept to Nov Actuals

Total numbers waiting ( snapshot at month end) 494 442 327 389 486 512 495 459 378 297 286 275

Based on calcluation that referrals are constant at 463 and discharges will be constant at 474 the total 
numbers waiting will reduce by 11 per month and new staff starting in Jan will take another 70 off the list 
expectation is that it will reduce by 11 per month to year end estimating waiting list at 275 for Mar 15. It 

is to complicated to estimate waiting times in weeks.
No of patients who have finished treatment in month 375 398 434 483 389 438 574 410 474 474 474 474 Average Dec to Mar - based on Sept to Nov Actuals

Recovery Rates 42.71% 45.00% 40.79% 42.14% 37.39% 34.29% 45.40% 35.46% ↓ Target 50%

No. of individual contacts seen in month 1221 1110 1299 1223 1103 1404 1672 1522 1533 1533 1533 1533 Monthly target is 1231 - Average Dec to Mar - based on Sept to Nov Actuals

Number of new cases seen 156 157 217 174 164 319 381 370 357 357 357 357 Average Dec to Mar - based on Sept to Nov Actuals

Prevalence Target 338 338 338 338 338 338 338 338 338 338 338 338

Prevalence in month % 0.58% 0.58% 0.80% 0.64% 0.61% 1.18% 1.41% 1.37% 1.32% 1.32% 1.32% 1.32% In month Target  = 1.25%  As per NHS England calculation for final Qtr is based on last three months 
multiply by 4 which would make us reach 15.84% hitting the 15% Target. 

3.96 15.84

Appendix 1 
 

 
Fig 1- Table Demonstrating the Impact of Actions on key performance indicators: 
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Appendix 2 
 
Trajectory for therapist skills reviews outlined in Action point 4.2.d 
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Primary Care Psychology Service (IAPT) 

DNA (Did Not Attend) Policy 
 
The Primary Care Psychology Service (IAPT) attempts to offer a reliable and professional service, to meet the diverse needs of our 
clients. At a time of increasing waiting lists there is a need to balance effectiveness and efficiency with the ability to adapt to the 
varying needs of those who use the service. It is with this in mind that we offer the following commitments: 
 
OUR COMMITMENTS TO YOU 
 
1. To offer regular appointments. 
2. To ensure that your appointments go ahead on time. 
3. To contact you as soon as possible, should we ever have to cancel an appointment. 
4. To offer appointments, appropriate in number, to your level of difficulty. 
 

YOUR COMMITMENTS TO US 
 

1. To attend your appointments regularly. 
2. To contact us in reasonable time if you are unable to attend. We will then forward another appointment in due 

course. 
 

As I am sure you will realise, persistent non-attendance has a significant impact on waiting lists.  In addition, it may be an indicator 
that a person is not fully committed to a psychological approach, in dealing with their difficulties.  Therefore, if appointments are 
missed without notification, a decision may be made to offer appointments to the next person on the waiting list.  This may result in 
you being discharged from the service, or at the very least, there being a delay in being offered further appointments. 
 
These decisions are never taken lightly, but represent an attempt to address what is a serious issue, in a responsible manner. 
 
DNA (DID NOT ATTEND) / CANCELLATION POLICY 
 
 Non attendance of an appointment will result in discharge from the service. 

 
 Two late cancellations will result in discharge from the service.  [Less than 48 hours] 

 
I agree to adhere to the above DNA (did not attend) / cancellation policy 
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Signatures …………………………………………. Date ………………….. 
 
 
   
 

 
Contact details: Dr Graham Spratt, Professional Lead     
Email: Graham.Spratt@5bp.nhs.uk 
    
Avril Butler, Assistant Director, Adult Services                 
Email: avril.butler@5bp.nhs.uk  
                                     
Paul Campbell, Clinical lead IAPT service                                             
Email: paul.campbell@5bp.nhs.uk 
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Document 32(02)03 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Co-commissioning of Primary Care Medical Services 
 

Report presented by: Dianne Johnson, Accountable Officer 

Purpose of the report: To update the Governing Body on co-commissioning of 
Primary Care Medical Services and the intentions agreed by 
the Clinical Membership Group (CMG) in December 2014.   

Recommendations: 

Action / Decision required 

The Governing Body is recommended to: 

Note the content of the briefing. 

Delegated Powers: 

For decision reports only 

N/A 

Justification for Part B agenda (if 
applicable) 

N/A 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred x 

2. Safe  

3. High quality x 

4. Cost effective x 

5. Outcome focused x 

6. Closer to home x 

7. Affordable  
 

 

[one page only] 
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GOVERNING BODY 
 

CO-COMMISSIONING OF PRIMARY CARE MEDICAL SERVICES 
 
 

Executive Summary 
 
NHS England recently published detailed guidance in relation to the co-commissioning of primary 
medical care services from April 2015.  CCGs were requested, by NHS England to indicate their 
preferred option for co-commissioning by January 2015. 
 
The three models which CCGs were asked to consider are; 
 

• Model A: Greater involvement in primary care decision making 
• Model B: Joint commissioning arrangements 
• Model C: Delegated commissioning arrangements 
 

Member practices were consulted through the Clinical Membership Group in December; 
discussions were supported by a paper detailing the options and the advantages/disadvantages of 
the three options. Following the discussion a show of hands vote took place and the decision to 
apply for Option C – Delegated Authority was unanimously supported. The CCG submitted an 
application for delegated commissioning on 9th January 2015.  
 
The current request for CCGs to submit an expression of interest in co-commissioning is initially 
limited to primary medical care services, and excludes dentistry, optometry and community 
pharmacy services. 
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GOVERNING BODY 

 
CO-COMMISSIONING OF PRIMARY CARE MEDICAL SERVICES 

 
 

1. Purpose of the briefing 
 
1.1 This briefing summarises the options for CCGs regarding the level of involvement in the 

commissioning of primary care medical services following the issue of further guidance in 
November 2014 from NHS England (NHSE), and sets out the CCG’s intentions, agreed by 
the Clinical Membership Group in December 2014.  
 

2. Introduction 
 
2.1 Co-Commissioning is considered an essential step towards expanding and strengthening 

primary care medical service. It is recognised that CCGs are well placed to make best use 
of clinical involvement and energy to drive changes in their local health systems that have 
not been achievable before now, and that it provides further opportunity to unlock the full 
potential of CCGs to meet their duty to help improve the quality of general practice for 
patients.   

 
2.2 The aims of co-commissioning are to: 
 

a) Achieve greater integration of health and care service, in particular more cohesive 
systems of out of hospital care. 

b) Raise standards of quality within general practice service including: clinical 
effectiveness, patient experience, patient safety. 

c) Tackle health inequalities in particular improving quality of primary care in more 
deprived areas and for groups such as people with mental health problems and 
learning disabilities.  

 
2.3 NHS England will support CCGs to move towards co-commissioning arrangements where 

they can demonstrate that the appropriate levels of financial control are in place and meet 
all statutory and business planning requirements. NHS England will not support CCGs in a 
move towards co-commissioning arrangements where a CCG has serious governance 
issues or is in a state akin to special measures.   

 
3. Background 
 
3.1 In May 2014, NHS England invited CCGs to come forward with expressions of interest to 

take on an increased role in the commissioning of primary care medical services. The 
intention was to empower and enable CCGs to improve primary care medical services 
locally for the benefit of patients and local communities.   

 
3.2 CCGs were required to submit expressions of interest to NHS England by 20th June 2014. 

NHS England proposed a spectrum of potential model forms under which CCGs could 
assume co-commissioning responsibilities: 

 
a) Greater CCG involvement in influencing commissioning decisions made by NHS 

England Area Teams; 
b) Joint commissioning arrangements, whereby CCGs and area teams make 

decisions together, potentially supported by pooled funding arrangements; 

Page 3 of 113Page 3 of 112



 
 

c) Delegated commissioning arrangements, whereby CCGs carry out defined 
functions on behalf of NHS England and area teams hold CCGs to account for how 
effectively they carry out these functions. 

 
3.3 The CCG put forward an expression of interest to work together with NHS England 

(Merseyside) under ‘joint’ commissioning arrangements to support the re-specification and 
procurement of the Alternative Primary Medical Services (APMS) contracts awarded under 
the Equitable Access Programme in 2008.  This proposal was supported and work has 
already commenced, with the support of NHS England (Merseyside) on the development of 
a new service specification that reflects local need and supports the CCGs strategic vision 
for primary care. 

 
3.4 CCGs received further correspondence on the 10th November 2014, which presented the 

final guidance around co-commissioning. The document, entitled Next Steps towards 
Primary Care Co-commissioning (Appendix 1), provided greater detail to CCGs with 
regards the models of co-commissioning, the steps required to submit the preferred 
approach and details around managing conflicts of interest. This document was supported 
by a suite of accompanying information providing tools and resource guidance to aid the 
CCGs proforma submissions namely:  

 
a) Submission proforma for joint commissioning or delegated commissioning; 
b) Model wording for amendments to the CCG constitution; 
c) Model terms of reference for joint commissioning arrangements and delegated 

commissioning arrangements. 
 

3.5 NHS England subsequently published statutory guidance in respect of managing conflicts 
of interest (Appendix 2) with the clear expectation that CCGs update their existing policies 
to reflect this within the criteria for submitting an expression of interest for co-
commissioning. The CCG has reviewed its policy in line with this guidance and made some 
minor changes to ensure the new policy complies with the guidance. The new policy 
appears elsewhere on this agenda for approval. 

 
4. Key Issues 

 
4.1 For the purpose of co-commissioning arrangements, a number of specialties are deemed to 

be out of scope. These include commissioning of primary dental care, primary optometry 
and community pharmacy, which will remain within the remit of NHS England. 
 

4.2 Whilst CCGs must assist and support NHS England in discharging it’s duty under section 
13E of the NHS Act 2006 (as amended by the Health and Social Care Act 21012) so far as 
relating to securing continuous improvement in the quality of primary care medical services, 
it has been agreed that NHS England will retain the following responsibilities regardless of 
what model option is chosen by a CCG; 
 

a) Functions relating to individual GP performance management (medical performers list 
for GPs, appraisal and revalidation); 

b) The administration of payments and list management; 
c) Setting the terms of General Medical Services (GMS) contracts – and any nationally 

determined elements of Primary Medical Services (PMS) and Additional Primary 
Medical Services (APMS) contracts. These terms will continue to be set out in the joint 
committees; 
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d) For the avoidance of doubt, CCGs will be required to adopt the findings of the national 
PMS and Minimum Practice Income Guarantee (MPIG) reviews, and any locally 
agreed schemes will need to reflect the changes agreed as part of the review.   

 
4.3 The freedoms afforded through co-commissioning arrangements means there is a need to 

mitigate the potential risks of inconsistency of approach in areas where national consistency 
is clearly desirable. There is already an ability to set out core national requirements in GMS, 
PMS and APMS contracts through regulation. In line with this, NHS England reserves the 
right to set national standing rules as needed, to be reviewed annually. NHS England will 
work with CCGs to agree rules for areas such as the collection of data for national data sets 
and IT intra-operability. The standing rules would become part of a binding agreement 
underpinning the delegation of functions and budgets from NHS England to CCGs. 

4.4 The following primary care functions will be included in delegated arrangements: 
a) GMS, PMS and APMS contracts (including the design of PMS and APMS contracts, 

monitoring of contracts, taking contractual action, such as issuing branch/remedial 
notes, and removing a contract); 

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

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

d) The ability to establish new GP practices in an area 
e) Approving practice mergers; and 
f) Making decision on ‘discretionary’ payments (e.g. returner/retainer schemes). 

 
4.6 CCGs have the opportunity to discuss dental, eye health and community pharmacy 

commissioning with their area team and local professional networks but have no decision 
making role.  

 
4.7 Consistent with the NHS Five Year Forward View and working with CCGs, NHS England 

reserves the right to establish new national approaches and rules on expanding primary 
care provision – for example to tackle health inequalities. This applies to joint and delegated 
arrangements. 

 
4.8 The on-going assurance of primary care co-commissioning arrangements will be managed 

as part of the wider CCG quarterly assurance process, adapted accordingly to the 
commissioning function a CCG takes on.  
 

5. Implications for the CCG 

5.1 The CCG will need to ensure it has sufficient resource to effectively, efficiently and 
economically discharge its responsibilities in commissioning primary care medical care 
services however there is no increase in running cost allowance associated with these new 
responsibilities in 2015/16.    

 
5.2 Under delegated commissioning arrangements there will be no direct transfer of dedicated 

staff resources from NHS England area teams although the resources will be deployed to 
support CCGs. The exact mechanism for this has yet to be determined locally however 
CCGs will work collaboratively with NHSE Sub-Regional colleagues to determine the best 
way to achieve this.   

 
5.3 The CCG has a range of staff who have experience of primary care contracting, finance 

and commissioning and has to date developed a staff structure to support improvements in 
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primary care quality. A review of the CCG’s staff structure will be required to ensure the 
new responsibilities are reflected across the whole team.  
 

6. Actions being taken by the CCG 
 
6.1 In light of the tight timescales for submission (9th January 2015 for Delegated 

Commissioning), a briefing was submitted on 9th December 2014 to Clinical Membership 
Group (CMG) outlining the options and risks. The CMG voted unanimously to submit an 
application for delegated commissioning. 

 
6.2 Following initial assessment of the financial information available and conditional on full due 

diligence when comprehensive information is provided by NHSE, the CCG submitted an 
application to NHSE to confirm it has; 

a) reviewed and, where necessary, revised its conflicts of interest management policy in 
light of new NHS England statutory guidance;  

b) incorporated changes into its constitution in line with the guidance supplied by NHSE; 
c) documented and described the intended benefits of co-commissioning arrangements;  
d) detailed the finance arrangements of the delegated budget; 
e) described the governance arrangements in relation to the formation of a new Primary 

Care Commissioning Committee (Appendix 3) 
6.3  NHS England has developed a model governance framework for delegated commissioning 

arrangements in order to avoid the need for CCGs to develop their own model. The 
recommendation is that CCGs establish a primary care commissioning committee to 
oversee the exercise of the delegated functions. A model terms of reference for delegated 
commissioning arrangements including scheme of delegation have been provided which the 
CCG has adapted to reflect local arrangements and to ensure consistency with the CCGs’ 
governance structures. This can be found in Appendix 4. 

 
6.4 It is for CCGs to agree the full membership of their primary care commissioning committee. 

However the committee must be chaired by a lay member and have a lay and executive 
majority. Furthermore, in the interest of transparency and the mitigation of conflicts of 
interest, a local HealthWatch representative and a local authority representative from the 
local Health and Wellbeing Board will have the right to join the delegated committee as non-
voting attendees. HealthWatch and Health and Wellbeing Boards are under no obligation to 
nominate a representative, but there would be significant mutual benefits from their 
involvement. For example, it would support alignment in decision making across the local 
health and social care system.  

 
6.5 It is important to retain clinical involvement in a delegated committee arrangement to 

ensure the unique benefits of clinical commissioning are retained. It is proposed that in 
addition to the Lead Nurse and Secondary Care Doctor, there will be a maximum of four 
GPs including the Clinical Chair of the Governing Body and the Clinical Lead for Primary 
Care Quality who will be non-voting members. 

 
6.6 The CCG has been informed that its submission has been approved by the Sub-Regional 

team of NHS England and the Regional Moderation Panel, and awaits final sign off 
following national moderation. 

 
7. Summary 
7.1 The CCG has submitted an application for delegated commissioning of primary care 

medical services to NHS England. There are clear benefits and opportunities to the CCG in 
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the implementation of its strategy from having the decision making afforded by delegated 
arrangements. The CCG will need to put in place the operational and governance 
arrangements to ensure it is able to efficiently, effectively and economically discharge 
responsibilities under the arrangement.  

 
 

Signatory details: Dianne Johnson, Accountable Officer 
Dianne.Johnson@knowsleyccg.nhs.uk / 0151 244 3456 

 

 

List any appendices to the report. 

Appendix 1 – Next Steps Towards Primary Care Commissioning 

Appendix 2 – Managing Conflicts of Interest 

Appendix 3 – Governance Arrangements of Primary Care Committee 

Appendix 4 – Model Terms of Reference for Delegated Commissioning. 
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Foreword by Amanda Doyle and Ian Dodge 
 
“General practice, with its registered list and everyone having access to a family 
doctor, is one of the great strengths of the NHS, but it is under severe strain … Steps 
we will take include … [giving] GP-led clinical commissioning GPs more influence 
over the wider NHS budget, enabling a shift in investment from acute to primary and  
community services”. 

 
The NHS Five Year Forward View, October 2014 

 
 
 
The introduction of co-commissioning is an essential step towards expanding and 
strengthening primary medical care. 
 
Co-commissioning is recognition that clinical commissioning groups (CCGs): 
 

 are harnessing clinical insight and energy to drive changes in their local health 
systems that have not been achievable before now; 

 
but 
 

 are hindered from taking an holistic and integrated approach to improving 
healthcare for their local populations, due to their lack of say over the 
commissioning of both primary care and some specialised services; and  

 
 are unable to unlock the full potential of their statutory duty to help improve the 

quality of general practice for patients. 
 
 
That’s why NHS England is giving CCGs the opportunity to assume greater power 
and influence over the commissioning of primary medical care from April 2015.   
 
Although we are confident that co-commissioning - or delegation to CCGs - is in the 
best interests of patients, the offer from NHS England is just that: it is for each and 
every CCG to consider carefully, and make up its own mind as to how it will respond.   
 
We know that the imposition of a single national solution just won’t work, and will fail 
to take into account different local contexts. 
 
CCGs are GP-led organisations.  CCGs understand primary care, and are 
passionate about improving its quality, across all practices in their own geographical 
areas.   
 
At the same time, individual GPs will also be conflicted in specific decisions about 
primary care commissioning.  So, in order to harness the benefits of co-
commissioning, yet guard fully against the risks, we have developed robust new and 
transparent arrangements for managing perceived and actual conflicts of interest.  
NHS England is formally consulting on these before issuing as statutory guidance for 
the first time.   
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In progressing this agenda, we have sought to provide NHS England and CCG 
leadership that is genuinely joint and open - and which has also involved lay 
members and councils.   
 
In our discussions, we have promoted vigorous debate and challenge.  We intend our 
approach to serve as a model for wider collaboration across NHS England and 
CCGs, right across the breadth of our shared agenda.   
 
Right across the country, we are confident that CCGs and NHS England regions and 
areas will approach co-commissioning in a spirit of openness, partnership and 
practical problem solving.   
 
We are optimistic that the agreements we have reached and proposals we set out in 
this document pave the way for better services for patients, and better value for the 
taxpayer. The proof is, of course, only in the doing - and the public evaluation of the 
doing.   
 
This piece of paper signals the next stage in co-commissioning.  By no means is it 
the end of the story.  We will continue to work together closely to pick up and resolve 
teething troubles and to assess progress. 
 
 

 

        
 
 
 
Ian Dodge      Dr Amanda Doyle 
National Director:    Chief Clinical Officer,  
Commissioning Strategy,    NHS Blackpool CCG; 
NHS England    Co-chair, NHS Clinical Commissioners 
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1 Executive summary 
 
Next steps towards primary care co-commissioning gives clinical commissioning 
groups (CCGs) the opportunity to choose afresh the co-commissioning model they 
wish to assume. It clarifies the opportunities and parameters of each co-
commissioning model and the steps towards implementing arrangements. The 
document has been developed by the joint CCG and NHS England Primary Care 
Commissioning Programme Oversight Group in partnership with NHS Clinical 
Commissioners. 
 
Primary care co-commissioning is one of a series of changes set out in the NHS Five 
Year Forward View. Co-commissioning is a key enabler in developing seamless, 
integrated out-of-hospital services based around the diverse needs of local 
populations. It will also drive the development of new models of care such as 
multispecialty community providers and primary and acute care systems.  
 
There are three primary care co-commissioning models CCGs could take forward: 
 
 
 
 
 
 
The scope of primary care co-commissioning in 2015/16 is general practice services 
only.  For delegated arrangements this will include contractual GP performance 
management, budget management and complaints management. However, co-
commissioning excludes all functions relating to individual GP performance 
management (medical performers’ lists for GPs, appraisal and revalidation). 
Furthermore, the terms of GMS contracts and any nationally determined elements of 
PMS and APMS contracts will continue to be set out in the respective regulations and 
directions. 
 
Under joint and delegated arrangements, CCGs will have the opportunity to design a 
local incentive scheme as an alternative to the Quality and Outcomes Framework 
(QOF) or Directed Enhanced Services (DES). This is without prejudice to the right of 
GMS practices to their entitlements, which are negotiated and set nationally. In order 
to ensure national consistency and delivery of the democratically-set goals for the 
NHS outlined in the Mandate set for us by the government, NHS England will 
continue to set national standing rules, to be reviewed annually. NHS England will 
work with CCGs to agree rules for areas such as the collection of data for national 
data sets, equivalent of what is collected under QOF, and IT intra-operability.  
 
In joint and delegated arrangements, NHS England and/or CCGs may vary or renew 
existing contracts for primary care provision or award new ones, depending on 
local circumstances. CCGs and NHS England must comply with public procurement 
regulations and with statutory guidance on conflicts of interest. In delegated 
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arrangements, where a CCG fails to secure an adequate supply of high quality 
primary medical care, NHS England may direct a CCG to act. 
 
With regards to governance arrangements, we have developed draft governance 
frameworks and terms of reference for joint and delegated arrangements on behalf of 
CCGs, as appended in annex D, E and F. CCGs are encouraged to utilise these 
resources when establishing their governance arrangements.  
 
A significant challenge of primary care co-commissioning is finding a way to ensure 
that CCGs can access the necessary resources as they take on new 
responsibilities. Pragmatic and flexible local arrangements for 2015/16 will need to be 
agreed by CCGs and area teams.   
 
 
Conflicts of interest need to be carefully managed within co-commissioning. Whilst 
there is already conflicts of interest guidance in place for CCGs, this will be 
strengthened in recognition that co-commissioning is likely to increase the range and 
frequency of real and perceived conflicts of interest, especially for delegated 
arrangements. A national framework for conflicts of interest in primary care co-
commissioning will be published as statutory guidance in December 2014. 
 
The approvals process for co-commissioning arrangements will be straightforward. 
The aim is to support as many CCGs as possible to implement co-commissioning 
arrangements by 1 April 2015. Unless a CCG has serious governance issues or is in 
a state akin to “special measures”, NHS England will support CCGs to move towards 
implementing co-commissioning arrangements. CCGs who wish to implement joint or 
delegated arrangements will be required to complete a short proforma (annex A and 
B) and request a constitution amendment. The approvals process will be led by 
regional moderation panels with the new NHS England commissioning committee 
providing final sign off for delegated arrangements.  

 
We also intend to make it as simple as possible for CCGs to change their co-
commissioning model, should they so wish. Should this need arise, CCGs should 
discuss their plans with the relevant area team in the first instance as part of the 
CCG assurance process. 

 
On-going assurance of co-commissioning arrangements will form part of the 
wider CCG assurance process. NHS England intends to work with CCGs to co-
develop a revised approach to the current CCG assurance framework. NHS England 
will also ensure it continually evaluates the implementation of co-commissioning 
arrangements to share best practice and lessons learned with CCGs and area 
teams. 
 
We hope this document is useful in helping to inform CCG decision making around 
primary care co-commissioning models and in providing clarity on the next steps 
towards the implementation of new arrangements. If you require any further 
information, please email: england.co-commissioning@nhs.net.       
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2 Background and context 
 
In May 2014, NHS England invited CCGs to come forward with expressions of 
interest to take on an increased role in the commissioning of primary care services. 
The intention was to empower and enable CCGs to improve primary care services 
locally for the benefit of patients and local communities.  There has been a strong 
response from CCGs wishing to assume co-commissioning responsibilities.  We want 
to harness this energy and address the frustrations CCGs have expressed in the 
current primary care commissioning arrangements, to more effectively shape high 
quality local services.  
 
There are three possible models of primary care commissioning that CCGs could 
pursue: 
 
 
 
 
 
 
The purpose of this document is to give CCGs an opportunity to choose afresh the 
co-commissioning model they wish to assume. It clarifies the opportunities and 
parameters of each model, including associated functions; governance 
arrangements; resources; and any potential risks, with advice on how to mitigate 
these. The document then sets out the steps towards implementing co-
commissioning arrangements, including the timeline and approvals process.  
 
This document is accompanied by a suite of practical resources and tools which are 
appended to support local implementation of co-commissioning arrangements. In 
addition, a national framework for the handling of conflicts of interest management for 
primary care co-commissioning is under development in partnership with NHS 
Clinical Commissioners. Whilst there is already conflicts of interest guidance in place 
for CCGs, we are strengthening this in recognition that co-commissioning is likely to 
increase the range and frequency of real and perceived conflicts of interest, 
especially for delegated arrangements. The conflicts of interest framework will be 
published as statutory guidance in December 2014. 
 
This document has been jointly developed with CCGs and NHS England through the 
Primary Care Co-commissioning Programme Oversight Group. The group is co-
chaired by Dr Amanda Doyle (Chief Clinical Officer, NHS Blackpool CCG and Co-
chair, NHS Clinical Commissioners) and Ian Dodge (National Director: 
Commissioning Strategy, NHS England) with membership set out in annex G.  It has 
also been developed in partnership with NHS Clinical Commissioners.   
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3 Vision and aims of co-commissioning 
 
 
 
 
Co-commissioning is one of a series of changes set out in the NHS Five Year 
Forward View. The Forward View emphasises the need to increase the provision of 
out-of-hospital care and to break down barriers in how care is delivered.  Co-
commissioning is a key enabler in developing seamless, integrated out-of-hospital 
services based around the diverse needs of local populations.  It will drive the 
development of new integrated out-of hospital models of care, such as multispecialty 
community providers and primary and acute care systems.  
 
Co-commissioning will give CCGs the option of having more control of the wider NHS 
budget, enabling a shift in investment from acute to primary and community services. 
By aligning primary and secondary care commissioning, it also offers the opportunity 
to develop more affordable services through efficiencies gained. 
 
Co-commissioning could potentially lead to a range of benefits for the public and 
patients, including: 
 

 Improved access to primary care and wider out-of-hospitals services, with 
more services available closer to home; 
 

 High quality out-of-hospitals care; 
 

 Improved health outcomes, equity of access, reduced inequalities; and 
 

 A better patient experience through more joined up services.  
 
 
Co-commissioning could also lead to greater consistency between outcome 
measures and incentives used in primary care services and wider out-of-hospital 
services.  Furthermore, it will enable the development of a more collaborative 
approach to designing local solutions for workforce, premises and information 
management and technology challenges. 
 
Primary care co-commissioning is the beginning of a longer journey towards place 
based commissioning – where different commissioners come together to jointly agree 
commissioning strategies and plans, using pooled funds, for services for a local 
population.  
 

This section sets out the long term vision for co-commissioning and the potential 
benefits it could bring for local populations. 
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From 1 April 2015 we will be extending personal commissioning through The 
Integrated Personal Commissioning (IPC) programme. The IPC programme aims to 
bring health and social care together, identifying the totality of expenditure at the 
level of the individual, giving people more control over how this is used and enabling 
money to be spent in a more tailored way. 
 
Furthermore, from 2015/16 CCGs will have the opportunity to co-commission some 
specialised services through a joint committee. We have also been encouraging 
CCGs and local authorities to strengthen their partnership approach so they can 
jointly and effectively work to align commissioning intentions for NHS, social care and 
public health services. 
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4 Scope of co-commissioning models 
 
 
 
 
 
 
 
 
 
 
 
 

 Overview of co-commissioning functions 4.1

The first step on the co-commissioning journey is for CCGs to decide which form of 
co-commissioning they would like to assume.  There are three forms of co-
commissioning CCGs could adopt: 

 
 
 
 
 
 
 
 
In this section we aim to provide clarity and transparency around what each co-
commissioning model would entail to support CCGs in their decision making.   
 
 

 Scope of primary care co-commissioning  4.1.1

 
Primary care commissioning covers a wide spectrum of activity. We have engaged 
with a large number of CCGs to agree the functions each co-commissioning model 
will encompass.  We have agreed that in 2015/16, primary care co-commissioning 
arrangements will only include general practice services. CCGs have the opportunity 
to discuss dental, eye health and community pharmacy commissioning with their 
area team and local professional networks but have no formal decision making role. 
 
However, we recognise the ambition in some CCGs to take on a greater level of 
responsibility in the commissioning of dental, eye health and community pharmacy 
services and we will be looking into this for 2016/17, with full and proper engagement 
of the relevant professional groups.  
 
 
 
 

This section aims to support CCGs to make an informed decision on which co-
commissioning model they would like to take forward. For each co-commissioning 
model, it set outs : 

 the primary care commissioning functions it includes;  
 governance arrangements; and  
 opportunities, potential benefits and risks. 

 

Greater 
involvement in 
primary care 

decision-making 

Joint 
commissioning 

arrangements 

Delegated 
commissioning 

arrangements 
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 Local flexibilities for incentive schemes and contracts 4.1.2

 
The purpose of primary care co-commissioning is to enable clinically led, optimal 
local solutions in response to local Joint Strategic Needs Assessments (JSNAs) and 
Joint Health and Wellbeing Strategies. This will be done by delegating functions and 
decision making to the local level. 
 
Under delegated arrangements, CCGs would have the ability to offer GP practices 
the opportunity to participate in a locally designed contract, sensitive to the diverse 
needs of their particular communities, above or different from the national 
requirements e.g., as an alternative to QOF or directed enhanced services (DES). 
Similarly under joint arrangements, NHS England and CCGs could explore the option 
of implementing a locally designed incentive scheme.  This is without prejudice to the 
rights of practices to their GMS entitlements which are negotiated and agreed 
nationally.  Any migration from a national standard contract could only be affected 
through voluntary action. 
 
In designing their own approach, it would be useful for CCGs that wish to design a 
new local incentive scheme to review the evaluation of the Somerset Practice Quality 
Scheme, as we learn more about this pilot initiative. 
 
There will be no formal approvals process for a CCG which wishes to develop a local 
QOF scheme or DES. However, any proposed new incentive scheme should be 
subject to consultation with the Local Medical Committee (LMC), and be able to 
demonstrate improved outcomes, reduced inequalities and value for money. On-
going assurance of new schemes would form part of the CCG assurance process. 
 
With the freedoms of co-commissioning arises the need for mitigation of the potential 
risks of inconsistency of approach in areas where national consistency is clearly 
desirable. There is already an ability to set out core national requirements in GMS, 
PMS and APMS contracts through regulations. In line with this, NHS England 
reserves the right to set national standing rules, as needed, to be reviewed annually.  
NHS England will work with CCGs to agree rules for areas such as the collection of 
data for national data sets and IT intra-operability. The standing rules would become 
part of a binding agreement underpinning the delegation of functions and budgets 
from NHS England to CCGs. 
 
 

 Commissioning and awarding contracts for primary care provision 4.1.3
 
In joint arrangements, commissioning decisions would be taken by the CCG and 
NHS England area team. In delegated arrangements, CCGs would be responsible for 
taking these decisions. 
 
In joint and delegated arrangements - as is the case for any services that they 
commission - CCGs and NHS England must comply with public procurement 
regulations and with statutory guidance on conflicts of interest.  
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In joint and delegated arrangements, NHS England and/or CCGs may vary or renew 
existing contracts for primary care provision or award new ones, depending on local 
circumstances. 
 
In delegated arrangements, where a CCG fails to secure an adequate supply of high 
quality primary medical care, NHS England may direct a CCG to act. In delegated 
and joint arrangements, where a CCG or a CCG and NHS England are found to have 
breached public procurement regulations and/or statutory guidance on conflicts of 
interest, Monitor may direct a CCG or a CCG and NHS England to act. NHS England 
may, ultimately, revoke a CCG’s delegation. 
 
Consistent with the NHS Five Year Forward View and working with CCGs, NHS 
England reserves the right to establish new national approaches and rules on 
expanding primary care provision – for example to tackle health inequalities. This 
applies to joint and delegated arrangements.  
 
 

 Parameters of primary care co-commissioning 4.1.4

 
For all forms of primary care co-commissioning, there has been clear feedback from 
CCGs that it would not be appropriate for CCGs to take on certain specific pseudo-
employer responsibilities around co-commissioning of primary medical care.  We 
have therefore agreed that functions relating to individual GP performance 
management (medical performers’ list for GPs, appraisal and revalidation) will be 
reserved to NHS England. NHS England will also be responsible for the 
administration of payments and list management.  CCGs must assist and support 
NHS England in discharging its duty under section 13E of the NHS Act 2006 (as 
amended by the Health and Social Care Act 2012) so far as relating to securing 
continuous improvement in the quality of primary medical services. 
 
Furthermore, the terms of GMS contracts – and any nationally determined elements 
of PMS and APMS contracts – will continue to be set out in the respective regulations 
and directions and cannot be varied by CCGs or joint committees.  
 
For the avoidance of doubt, CCGs will be required to adopt the findings of the 
national PMS and Minimum Practice Income Guarantee (MPIG) reviews, and any 
locally agreed schemes will need to reflect the changes agreed as part of the 
reviews. 
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 Summary of co-commissioning functions 4.1.5

 
Primary care 
function 

Greater involvement Joint 
commissioning 

Delegated 
Commissioning 

General 
practice 
commissioning 
 

Potential for 
involvement in 

discussions but no 
decision making role  

 

Jointly with area 
teams 

Yes 

Pharmacy, eye 
health and 
dental 
commissioning 

Potential for 
involvement in 

discussions but no 
decision making role  

 

Potential for 
involvement in 

discussions but no 
decision making 

role 
 

Potential for 
involvement in 

discussions but no 
decision making 

role 
 

Design and 
implementation  
of local 
incentives 
schemes  

No Subject to joint 
agreement with the 

area team 
 

Yes 

General 
practice 
budget 
management 

No Jointly with area 
teams 

Yes 

Complaints 
management 
 

No Jointly with area 
teams 

Yes 
 

Contractual GP 
practice 
performance 
management  
 

Opportunity for 
involvement in 
performance 
management 
discussions 

 

Jointly with area 
teams 

Yes 

Medical 
performers’ 
list, appraisal, 
revalidation  

No No No 

  
 
Further information on each co-commissioning model and the functions it 
encompasses is set out in section 4.2 to 4.4.  
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 Greater involvement in primary care co-commissioning: scope 4.2

and functions  

 

 
 
 
 
 
 
 
Greater involvement in primary care co-commissioning is simply an invitation to 
CCGs to collaborate more closely with their area teams to ensure that decisions 
taken about healthcare services are strategically aligned across the local health 
economy. This form of co-commissioning will assist CCGs to fulfil their duty to 
improve the quality of primary medical care1.   

 
 Scope of greater involvement in primary care commissioning 4.2.1

 
CCGs who wish to have greater involvement in primary care decision making could 
participate in discussions about all areas of primary care including primary medical 
care, eye health, dental and community pharmacy services, provided that NHS 
England retains its statutory decision-making responsibilities and there is appropriate 
involvement of local professional networks. 
 
 

 Governance arrangements for greater involvement in primary care 4.2.2

decision making 

No new governance arrangements would be required for a CCG to have greater 
involvement in the commissioning of primary care services and this involvement 
could be agreed between the CCG and its area team at any time. The effectiveness 
of these arrangements is reliant upon the development of strong local relationships 
and effective approaches to collaborative working.  It is in the CCG and area team’s 
own interest to also engage local authorities, local Health and Wellbeing Boards and 
local communities in primary care decision making.  
 
A CCG which adopts this model of co-commissioning is unlikely to encounter an 
increased number of conflicts of interest, as CCGs would not have formal 
accountability for decision making. However, they would need to remain mindful of 
conflicts of interests and follow prescribed guidance as set out in section 6. 
 
In this model, CCGs have the opportunity - already available to them - to invest in 
primary care services. Annex H contains a series of frequently asked questions 
(FAQs) on investing in primary care for CCGs and area teams. Further details on the 
next steps to take forward this form of co-commissioning can be found in section 7.2.  

                                            
1 Section 14S NHS Act 2006 (as amended by the Health and Social Care Act 2012). 

Greater 
involvement in 
primary care 

decision-making 

Joint 
commissioning 

arrangements 

Delegated 
commissioning 

arrangements 
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 Joint commissioning arrangements: scope and functions 4.3
 
 
 
 
 
 
 
 
 
A joint commissioning model enables one or more CCGs to assume responsibility for 
jointly commissioning primary medical services with their area team, either through a 
joint committee or “committees in common”. Joint commissioning arrangements give 
CCGs and area teams an opportunity to more effectively plan and improve the 
provision of out-of hospital services for the benefit of patients and local populations. 
Within this model CCGs also have the option to pool funding for investment in 
primary care services as set out in section 4.3.3. 
 
 

 Joint commissioning functions  4.3.1

 
In 2015/16, joint commissioning arrangements will be limited to general practice 
services. The functions joint committees could cover are: 
 
 
 

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

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

 
 Design of local incentive schemes as an alternative to the Quality and 

Outcomes Framework (QOF); 
 

 The ability to establish new GP practices in an area; 
 

 Approving practice mergers; and 
 

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

 
 
 
Joint commissioning arrangements will exclude individual GP performance 
management (medical performers’ list for GPs, appraisal and revalidation). NHS 

Greater 
involvement in 
primary care 

decision-making 

Joint 
commissioning 

arrangements 

Delegated 
commissioning 

arrangements 

Page 25 of 113Page 25 of 112



  

19 
 

England will also be responsible for the administration of payments and list 
management.  
 
CCGs have the opportunity to discuss dental, eye health and community pharmacy 
commissioning with their area team and local professional networks but have no 
decision making role. 
 

 Joint commissioning governance arrangements 4.3.2

CCGs could either form a joint committee or “committees in common” with their area 
team in order to jointly commission primary medical services.2 With regards to joint 
committees, due to the passing of a Legislative Reform Order (LRO) by parliament, 
CCGs can now form a joint committee with one or more CCGs and NHS England. 
Further information on the LRO can be found here.  NHS England’s scheme of 
delegation is being reviewed and will be revised as appropriate to enable the 
formation of joint committees between NHS England and CCGs i.e., where NHS 
England invites one or more CCGs to form a joint committee. 
 
A model terms of reference for joint commissioning arrangements, including scheme 
of delegation, are appended at annex D. This model applies to the establishment of a 
joint committee between the CCG (or CCGs) and NHS England. If CCGs and area 
teams intend to form a joint committee, they are encouraged to use this framework 
which could be adapted to reflect local arrangements and to ensure consistency with 
the CCGs’ particular governance structures. The joint committee structure allows a 
more efficient and effective way of working together than a committees-in-common 
approach and so this is the recommended governance structure for joint 
commissioning arrangements.  
 
In joint commissioning arrangements, individual CCGs and NHS England always 
remain accountable for meeting their own statutory duties, for instance in relation to 
quality, financial resources, equality, health inequalities and public participation3. This 
means that in this arrangement, NHS England retains accountability for the discharge 
of its statutory duties in relation to primary care commissioning. CCGs and NHS 
England must ensure that any governance arrangement they put in place does not 
compromise their respective ability to fulfil their duties, and ensures they are able to 
meaningfully engage patients and the public in decision making. Arrangements 
should also comply with the conflicts of interest guidance – please refer to section 6 
for further information. 
 
The effectiveness of joint arrangements is reliant upon the development of strong 
local relationships and effective approaches to collaborative working. NHS England 
and CCGs need to ensure that any governance arrangements put in place enable 
them to collaborate effectively.  
                                            
2 A joint committee is a single committee to which multiple bodies (e.g. NHS England and one or more 
CCGs) delegate decision-making on particular matters. The joint committee then considers the issues 
in question and makes a single decision. In contrast, under a committees-in-common approach, each 
committee must still make its own decision on the issues in question.  
3 In the CCG’s case these duties are set out in sections 14R, 14R, 14Z1, 14Z11, 14Z15, 223H, 223I, 
223J and 14Z2 of the NHS Act 2006, as amended by the Health and Social Care Act 2012; the 
Equality Act 2010. 

Page 26 of 113Page 26 of 112

http://www.england.nhs.uk/wp-content/uploads/2014/09/lett-on-lro.pdf


  

20 
 

Membership of joint committees 
 

It is for area teams and CCGs to agree the full membership of their joint committees. 
In the interests of transparency and the mitigation of conflicts of interest, a local 
HealthWatch representative and a local authority representative from the local Health 
and Wellbeing Board will have the right to join the joint committee as non-voting 
attendees. HealthWatch and Health and Wellbeing Boards are under no obligation to 
nominate a representative, but there would be significant mutual benefits from their 
involvement. For example, it would support alignment in decision making across the 
local health and social care system.  
 
CCGs will want to ensure that membership (including any non-voting attendees) 
enables appropriate contribution from the range of stakeholders with whom they are 
required to work. CCGs and area teams are encouraged to consult the Transforming 
Participation in Health and Care guidance when considering the membership of their 
committees. It will be important to retain clinical leadership of commissioning in a 
joint committee arrangement to ensure the unique benefits of clinical commissioning 
are retained. 

 
 Pooled funds for joint commissioning 4.3.3

CCGs and area teams may wish to consider implementing a pooled fund 
arrangement under joint commissioning arrangements as per section 13V of Chapter 
A1 of the NHS Act 2006 (as amended by the Health and Social Care Act 
2012).  Establishing a pooled fund will require close working between CCG and area 
team finance colleagues to ensure that the arrangement establishes clear financial 
controls and risk management systems and has clear accountability arrangements in 
place. 
 
The funding of core primary medical services is an NHS England statutory function. 
Although NHS England can create a pooled fund which a CCG can contribute to, the 
CCG’s contribution must relate to its own functions and so could not relate to core 
primary medical services. However, CCGs are able to invest in a way that is 
calculated to facilitate or is conducive or incidental to the provision of primary medical 
care and provided that no other body has a statutory duty to provide that funding. For 
example, 
 
  
Where an area team currently commissions services using an APMS contract they 
could consider pooling funds with a CCG to secure a wider range of services, for 
example, enhanced care for vulnerable older people. 
 
 
 
Further details on the next steps to take forward joint commissioning can be found in 
section 7.3. 
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 Delegated commissioning arrangements: scope and functions 4.4
 
 
 
 
 
 
 
 
Delegated commissioning offers an opportunity for CCGs to assume full 
responsibility for commissioning general practice services. Legally, NHS England 
retains the residual liability for the performance of primary medical care 
commissioning. Therefore, NHS England will require robust assurance that its 
statutory functions are being discharged effectively. Naturally, CCGs continue to 
remain responsible for discharging their own statutory duties, for instance, in relation 
to quality, financial resources and public participation4. 
 

 Delegated commissioning functions  4.4.1

 
There was considerable variation in the range of primary care commissioning 
functions that CCGs proposed to assume in their initial expressions of interest. 
Following discussions with CCGs, we have agreed that a standardised model of 
delegation would make most sense for practical reasons. CCGs have expressed a 
strong interest in assuming the following primary care functions which will be 
included in delegated arrangements: 
 
 
  

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

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

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

 The ability to establish new GP practices in an area; 
 

 Approving practice mergers; and 
 

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

 
 
                                            
4 Section 14Z2 of the NHS Act (2006), as amended by the Health and Social Care Act (2012). 
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Delegated commissioning arrangements will exclude individual GP performance 
management (medical performers’ list for GPs, appraisal and revalidation). NHS 
England will also be responsible for the administration of payments and list 
management.  
 
CCGs have the opportunity to discuss dental, eye health and community pharmacy 
commissioning with their area team and local professional networks but have no 
decision making role. 
 
 

 Delegated commissioning governance arrangements 4.4.2

 
NHS England has developed a model governance framework for delegated 
commissioning arrangements in order to avoid the need for CCGs to develop their 
own model. The recommendation is that CCGs establish a primary care 
commissioning committee to oversee the exercise of the delegated functions. A 
model terms of reference for delegated commissioning arrangements including 
scheme of delegation are appended at annex F. If CCGs intend to assume delegated 
responsibilities, they are encouraged to use this framework which could be adapted 
to reflect local arrangements and to ensure consistency with the CCGs’ particular 
governance structures. 
 
A draft delegation is also appended at annex E. This is the formal document which 
records the delegation of authority by NHS England to CCGs. NHS England will 
issue a formal delegation agreement once the approvals process is completed. 
 
In delegated commissioning arrangements, CCGs will remain accountable for 
meeting their own pre-existing statutory functions, for instance in relation to quality, 
financial resources and public participation5. CCGs must ensure that any governance 
arrangement they put in place does not compromise their ability to fulfil their duties, 
and ensures they are able to meaningfully engage patients and the public in decision 
making.  
 

Membership of CCG primary care commissioning committees 
 
It is for CCGs to agree the full membership of their primary care commissioning 
committee. CCGs will be required to ensure that it is chaired by a lay member and 
have a lay and executive majority. Furthermore, in the interest of transparency and 
the mitigation of conflicts of interest, a local HealthWatch representative and a local 
authority representative from the local Health and Wellbeing Board will have the right 
to join the delegated committee as non-voting attendees. HealthWatch and Health 
and Wellbeing Boards are under no obligation to nominate a representative, but there 
would be significant mutual benefits from their involvement. For example, it would 
support alignment in decision making across the local health and social care system.  
                                            
5 Sections 14R, 223H, 223I, 223J and 14Z2 of the NHS Act 2006, as amended by the Health and 
Social Care Act 2012. 
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CCGs will want to ensure that membership (including any non-voting attendees) 
enables appropriate contribution from the range of stakeholders with whom they are 
required to work. CCGs and area teams are encouraged to consult the Transforming 
Participation in Health and Care guidance when considering the membership of their 
committees. Furthermore, it will be important to retain clinical involvement in a 
delegated committee arrangement to ensure the unique benefits of clinical 
commissioning are retained. 

 
In this model new steps will be needed to manage potential conflicts of interest and 
these are set out in section 6.   
 
Further details on the next steps to take forward delegated commissioning can be 
found in section 7.4. 
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5 Support and resources for co-commissioning 
 
 
 
 
 
 
 
 
A significant challenge involved in implementing primary care co-commissioning is 
finding a way to ensure that all CCGs can access the necessary resources as they 
take on new co-commissioning responsibilities. Both CCGs and NHS England 
recognise the difficulties of managing this fairly and in a way that both supports those 
CCGs which want to take on co-commissioning responsibilities and allows area 
teams to continue to safely and effectively deliver their remaining responsibilities. 
 
Primary care commissioning is currently delivered by teams covering a large 
geography normally spanning several CCGs, and also covering all parts of primary 
care not just limited to general practice. There is no possibility of additional 
administrative resources being deployed on these services at this time due to running 
cost constraints.   
 
Pragmatic and flexible local solutions will need to be agreed by CCGs and area 
teams to put in place arrangements that will work locally for 2015/16. These local 
agreements will need to ensure that: 
 
 
 

 CCGs that take on delegated commissioning responsibilities have access to a 
fair share of the area team’s primary care commissioning staff resources to 

deliver their responsibilities; and 
 

 Area teams retain a fair share of existing resources to deliver all their ongoing 
primary care commissioning responsibilities. 

 
 
There will be no nationally prescribed model: this will be a matter for local dialogue 
and determination. However, NHS England is committed to supporting local 
discussions in any way deemed helpful, and the current Primary Care Co-
Commissioning Programme Oversight Group will continue to operate during the 
implementation period to help address practical issues. 
 
 

 Potential approaches for staffing 5.1
 
Where CCGs intend to take on joint or delegated responsibility for primary care 
commissioning, they should have a conversation with the area team regarding 
accessing support through the existing primary care team.  

This section sets out how CCGs can access support and resources to deliver 
primary care co-commissioning.   
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Given the limited size of existing primary care teams, potentially only part-time 
capacity would be available for individual CCGs taking on delegated commissioning 
responsibility, so it may be that collaborative arrangements between CCGs would be 
desirable to achieve greater critical mass. Staffing models for these arrangements 
will vary across the country and will require careful discussion to ensure that the 
practical, legal and staff engagement issues are clearly understood.  
 
However, it is for CCGs to agree whether and how they would wish to work together. 
Where like-minded CCGs in an area team patch wish to collaborate, they need not 
necessarily be contiguous. In instances where they are not contiguous, the area 
team and CCGs would need to consider geographical practicalities for the staff 
concerned.  These arrangements will need to take into account the size of the CCG, 
the number of primary care contracts held and the need for the area team to continue 
to deliver primary care commissioning functions not being delegated to CCGs and for 
areas where CCGs do not opt to take on delegated responsibilities.  
 
Alternatively, some CCGs may wish to integrate primary care commissioning support 
with wider commissioning support from their Commissioning Support Unit (CSU). 
Again, in this scenario, arrangements should be agreed and implemented locally with 
particular attention to the practicalities. 
 
It will be critical that local conversations are handled with maturity and due regard for 
members of staff involved to ensure transparent and mutually workable solutions. 
 
 

 Financial arrangements for co-commissioning  5.2
 

 Financial information sharing 5.2.1

 
NHS England will ensure transparency in sharing financial information on primary 
care with CCGs. All CCGs will have the opportunity to discuss the current financial 
position for all local primary care services with their area team. CCGs will be 
provided with an analysis of their baseline expenditure for 2014/15 broken down 
between GP services and other primary care services by the end of November 2014. 
Final decisions regarding allocations for 2015/16 will be made by the NHS England 
Board in December 2014. An example of the level of detail area teams will be able to 
share can be found  in the financial plan template – direct commissioning section of 
the NHS England website. 
 
 
 

 Financial allocations and running costs 5.2.2

We recognise that it will be challenging for some CCGs to implement co-
commissioning arrangements, especially delegated arrangements, without an 
increase in running costs. Whilst it is not within our gift to increase running costs in 
2015/16, NHS England will keep this situation under review. CCGs should discuss 
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with area teams options for sharing administrative resource to support the 
commissioning of primary care services.    
 
In delegated arrangements, CCGs will receive funding for known future cost 
pressures within current allocations e.g. net growth in list sizes. In such 
circumstances, there may be a linked efficiency requirement which will need to be 
delivered in order for budgets to balance. Furthermore, if supported by clear 
strategies, CCGs would also have greater flexibility to “top up” their primary care 
allocation with funds from their main CCG allocation.  For example: 
 
 
 

A CCG currently commissions district nursing services from its community 
provider. The CCG could consider pooling the funding for this service with its 
primary care funding and arrange for district nursing services to be commissioned 
as part of primary care linked to GP practice nursing. 

 
 
 
Full details on how area team allocations for primary care for 2014/15 and 2015/16 
were calculated are published in the Technical Guide to the formulae for 2014-15 and 
2015-16 revenue allocations to Clinical Commissioning Groups and Area Teams. 
Annex F of this technical guide also sets out the detailed pace of change for each 
area team primary care allocation for 2014/15 and 2015/16. 
 
Work is also currently underway to develop a target formula and place based 
allocations.  Further information on the target formula will be available in early 2015 
and the ‘place-based’ target in late 2015.  It is anticipated that in 2015/16 the actual 
allocations for primary care will be made at CCG level rather than area team level. 
 
 

 Variations in primary care funding 5.2.3

It is recognised that there are historic variations in primary care funding across 
England and localities and we are taking steps to move towards a fair distribution of 
resources for primary care, based on the needs of diverse populations.  The GMS 
Minimum Practice Income Guarantee (MPIG) will be phased out by April 2020, and a 
review of local PMS agreements is underway as set out in the Framework for 
Personal Medical Services (PMS) Contracts Review.  Area teams should ensure that 
any decisions relating to future use of PMS funding are agreed with CCGs. 
 
We envisage that CCG and primary care allocations will continue to move towards a 
fair distribution of resources and reflect inequalities, as in the current CCG formula.  
As part of any delegation of primary care commissioning responsibilities, area teams 
will provide details of any differential funding levels across localities.  

Page 33 of 113Page 33 of 112

http://www.england.nhs.uk/wp-content/uploads/2014/03/tech-guide-rev-allocs.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/tech-guide-rev-allocs.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/pms-review-guidance-sept14.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/pms-review-guidance-sept14.pdf


  

27 
 

6 Conflicts of interest  
 
 
 
 
 
 
Conflicts of interest, actual and perceived, need to be carefully managed within co-
commissioning. Conflicts of interest are a matter of public interest, and it is also in the 
interest of the profession that this issue is robustly and transparently handled. CCGs 
are already managing conflicts of interests as part of their day-to-day work and there 
is formal guidance on Managing conflicts of interests and a Code of conduct in place 
for CCGs and General Practitioners in commissioning roles. 

However, without a strengthened approach, co-commissioning could significantly 
increase the frequency and range of potential conflicts of interest, especially for 
delegated arrangements. Therefore, NHS England, in partnership with NHS Clinical 
Commissioners, has developed a significantly enhanced framework for conflicts of 
interest management with clear minimum expectations for CCGs which assume co-
commissioning responsibilities. 

 

 Current conflicts of interest guidance 6.1
 
There is a legal requirement for CCGs to have arrangements in place for managing 
conflicts of interest. Section 14O of the NHS Act 2006 (as amended by the Health 
and Social Care Act 2012) sets out minimum requirements including: 
 
 
 
 
NHS England must: 
 

 Publish guidance to CCGs on the discharge of their duties. 
 

CCGs must: 
 

 Maintain appropriate registers of interests; 
 

 Publish or make arrangements for the public to access those registers; 
 

 Make arrangements requiring the prompt declaration of interests by the 
persons specified (members and employees) and ensure that these interests 
are entered into the relevant register; 
 

 Make arrangements for managing conflicts of interest and potential conflicts  
of interest (e.g. developing appropriate policies and procedures); and  
 

This section provides advice on conflicts of interest management for CCGs that 
implement co-commissioning arrangements. 
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 Have regard to guidance published by NHS England in relation to conflicts of 
interest. 
 

 
NHS (Procurement, Patient Choice and Competition) (No.2) Regulations 2013  

 
 A relevant body (including a CCG) must not award a contract for NHS health 

care services where conflicts, or potential conflicts of interest affect, or appear 
to affect, the integrity of the award. 

 
 
 
 
 

 Forthcoming guidance on managing conflicts of interest in 6.2

primary care co-commissioning arrangements 

 
A national framework for conflicts of interest management in primary care co-
commissioning is being developed in partnership with NHS Clinical Commissioners 
and with formal engagement of Monitor and HealthWatch England. The guidance 
will: 
 
 

 build on existing guidance; 
 

 have regard to any statutory guidance issued by Monitor; and 
 

 continue to facilitate clinically-led decision-making as far as possible within the 
important constraint of the effective management of conflicts of interests.    
 
 
 

The guidance will include a strengthened approach to: 
 
 

 the make-up of the decision-making committee: the committee must have 
a lay and executive majority and have a lay chair; 
 

 national training for CCG lay members to support and strengthen their role; 
 

 external involvement of local stakeholders: the local HealthWatch and a 
local authority member of the local Health and Wellbeing Board will have the 
right to serve as observers on the decision-making committee; 
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 register of interest: the public register of conflicts of interest will include 
information on the nature of the conflict and details of the conflicted parties.  
The register would form an obligatory part of the annual accounts and be 
signed off by external auditors; and 
 

 register of decisions: CCGs will be required to maintain and publish, on a 
regular basis, a register of procurement decisions.   

 
 
 
The guidance will be published in December 2014 as statutory guidance in 
accordance with section 14Z8 of the NHS Act 2006 (as amended by the Health and 
Social Care Act 2012). The guidance will be specifically aimed at CCGs exercising 
delegated authority but all CCGs will be required to have regard to the principles set 
out in the guidance. 
 
The CCG’s audit committee chair and CCG Accountable Officer will be required to 
provide direct formal attestation that the CCG has complied with conflict of interest 
guidance. 
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7 Approvals and implementation process 2014/15 
 
 
 
 
 
 
 
 

 
 

 Principles of the approvals process 7.1.1

Based on feedback from CCGs and area teams, and in recognition that CCGs 
undertook a robust authorisation process in their establishment as statutory bodies, 
the approvals process for co-commissioning arrangements will be as straightforward 
as possible. The process will be governed by the following principles: 
 
 

 It will be conducted openly and transparently and contain no surprises; 
 

 It will minimise the administrative demands placed on CCGs and area teams; 
and 
 

 On-going assurance of co-commissioning arrangements will form part of the 
CCG assurance process. 
 
 

Unless a CCG has serious governance issues or is in a state akin to “special 
measures,” NHS England will support CCGs to move towards implementing co-
commissioning arrangements. CCGs must also be able to demonstrate appropriate 
levels of sound financial control and meet all statutory and business planning 
requirements to progress delegated arrangements.  

 
 

 Opportunity to review your preferred co-commissioning arrangement 7.1.2

 
CCGs have requested a fresh opportunity to decide upon their preferred approach to 
primary care commissioning.  We are therefore inviting CCGs to review their 
intentions and indicate their preferred co-commissioning arrangement in January 
2015. As membership organisations, CCGs should fully engage with their members 
when considering co-commissioning options.  It would also benefit CCGs and local 
stakeholders such as patients, local authorities, Health and Wellbeing Boards and 
HealthWatch to have an open and inclusive conversation about options and possible 
arrangements. 
 
CCGs and area teams are asked to complete a short proforma should they wish to 
assume joint or delegated arrangements, as set out in the table below. 
 

This section sets out the approvals and implementation process for co-
commissioning arrangements including the:  
 process for reviewing your preferred co-commissioning approach; 
 approvals process for co-commissioning arrangements; and 
 implementation timeline for 2014/15. 
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Co-commissioning 
model 

Proforma  Submission date 

Greater  involvement in 
primary care 
commissioning decision 
making 
 

There is no proforma to complete. 
Please liaise with your area team to 
take forward these arrangements, 
as set out in section 7.2.   
 

Not applicable. 

Joint commissioning CCGs and area teams are asked to 
complete a proforma for joint 
arrangements (annex A). This 
proforma focuses upon the 
proposed governance 
arrangements for joint committees. 
 

30 January 2015 

Delegated 
commissioning 

CCGs and area teams are asked to 
complete a proforma for delegated 
arrangements (annex B). This 
proforma focuses upon the CCG’s 
approach to conflicts of interest 
management. 
 

12 noon on 9 
January 2015 

 
Proformas for joint and delegated arrangements should be emailed to england.co-
commissioning@nhs.net along with the requested supporting documentation which 
includes constitution amendment requests.  
 
All delegated proformas must be submitted by 12 noon on 9 January 2015 for 
arrangements to be implemented on 1 April 2015. This is to allow sufficient time for 
financial transfers to be made. It would be preferential if arrangements were put in 
place on 1 April 2015 in the interests of agreeing staffing arrangements with area 
teams, although it may be possible to enable CCGs to implement delegated 
arrangements in-year in 2015/16. 
 
Whilst these are formal deadlines, we know that in many areas CCGs and area 
teams are already engaging about co-commissioning, including financial 
arrangements and resources. We consider this to be good practice and would 
encourage all CCGs and area teams to adopt this approach. 
 
 

 Procedure to agree a change to a CCG constitution 7.1.3

 
Proposals for joint and delegated commissioning arrangements will require an 
amendment to a CCG’s constitution. A suggested form of words for joint 
commissioning constitutional amendments, which can be tailored to individual 
circumstances, is included in annex C.  Other minor amendments may also be 
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required in relation to delegated commissioning arrangements and these will be 
considered on an individual CCG basis.  
 
The procedure for making an amendment is set out in the following guidance: 
Procedures for clinical commissioning group constitution change, merger and 
dissolution. As membership organisations, CCGs should consult with their members 
on any constitutional changes. CCGs also have a duty to consult with relevant 
stakeholders, such as local authorities, on constitutional changes.  
 
The deadline for constitution amendment requests has been extended from 1 
November 2014 to 12 noon on 9 January 2015. There is a further extension till 30 
January 2015 for constitution amendments that relate solely to joint commissioning 
arrangements. 
 

Co-commissioning form Submission date for CCG constitutional 
changes 

Joint commissioning 30 January 2015 

Delegated commissioning 9 January 2015 

All other constitution 
amendment requests 

9 January 2015 

 
All requests for constitution amendments should be emailed to england.co-
commissioning@nhs.net and the relevant regional team. NHS England will 
acknowledge all applications for constitutional variations within two weeks of receipt 
and will notify the CCG in writing of the outcome of its decision within 8 weeks.  
 
 

 Governance arrangements for joint and delegated commissioning 7.1.4

models 

 
This document is accompanied by a suite of practical tools to support CCGs to 
implement co-commissioning arrangements locally including: 
 
 

 Joint commissioning model governance structure, including model terms of 
reference for joint commissioning arrangements and scheme of delegation 
(Annex D) 
 

 Draft delegation by NHS England (Annex E) 
 

 Delegated commissioning model-draft terms of reference (Annex F) 
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NHS England has developed the governance frameworks on behalf of CCGs. CCGs 
are encouraged to use the template documents when developing co-commissioning 
arrangements. They can be amended to reflect local arrangements and to ensure 
consistency with the CCG’s particular governance structure. They contain a number 
of points where the detail will need to be discussed and agreed as co-commissioning 
proposals are developed.   
 
 

 Overview of the approvals process 7.1.5

 
The approvals process for primary care co-commissioning is intended to be 
straightforward: 
 
 
Co-commissioning model Approvals process 

 

Greater  involvement in 
primary care commissioning 
decision making 
 

No formal approvals process. Arrangements 
should be taken forward locally. 

Joint commissioning Proposals should be submitted to england.co-
commissioning@nhs.net by 30 January 2015.  
Proposals will be agreed by regional teams, if 
they are assured that arrangements comply with 
the governance framework, for instance through 
the creation of a joint committee or “committee in 
common”. 

Delegated commissioning Proposals should be submitted to england.co-
commissioning@nhs.net by 12 noon on 9 
January 2015 for initial review by regional 
moderation panels. Final sign off will be 
undertaken by the proposed new Commissioning 
Committee of NHS England’s Board. 

 
 
Further information on the approvals process is set out in sections 7.2 to 7.4. On-
going assurance of arrangements will form part of the CCG assurance process. 
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 Greater involvement in primary care co-commissioning: 7.2

approvals process and timeline 

 
 
 
 
 
 
 
 
 
There is no formal approvals process for any CCG which wishes to have greater 
involvement in primary care decision making. Many CCGs are already working 
closely with their area teams to influence and shape primary care decision making 
and NHS England will continue to work with CCGs to establish effective 
arrangements. Periodic surveys will be conducted to provide an opportunity for CCGs 
and area teams to feedback on local arrangements. More information on the surveys 
will be provided in due course. 
 
 

 Summary of the approvals process and timeline 7.2.1

 
 
 
 
 
 
 
  

Greater 
involvement in 
primary care 

decision-making 

Joint 
commissioning 

arrangements 

Delegated 
commissioning 

arrangements 

From 
now 

onwards 

2015/16 

 
Arrangements to be implemented locally 

 
Periodic surveys to review arrangements 

Page 41 of 113Page 41 of 112



  

35 
 

 Joint commissioning proposals: approvals process and 7.3

timeline 

 
 
 
 
 
 
 

 Joint commissioning proforma  7.3.1

CCGs that wish to assume joint commissioning responsibilities should work with their 
area teams to complete a short proforma (annex A) to confirm the agreed 
governance arrangements. Proformas should be submitted to england.co-
commissioning@nhs.net by 30 January 2015 along with requested supporting 
information, including the proposed governance structure and constitution 
amendment request. A draft governance structure for joint commissioning 
arrangements is appended at annex D and can be amended to reflect local 
arrangements. 
 

 Approvals process 7.3.2

Regional moderation panels will convene in early February 2015 to review all 
submitted proposals, focusing upon the proposed governance arrangements and 
ensuring consistency of area team approach. Where a joint commissioning 
arrangement involves a pooled fund, the arrangement would need to comply with 
financial instructions (please refer to section 4.3.3). This is also an opportunity to take 
stock of the practical arrangements put in place locally by CCGs and area teams and 
to highlight and share best practice in this area.  
 
Once regional teams are satisfied that the proposed arrangements comply with the 
legal framework and constitution amendments have been approved, arrangements 
can be implemented by 1 April 2015. Area teams will inform CCGs once proposals 
have been approved and CCGs and NHS England will be required to sign a legally 
binding agreement to confirm how NHS England and CCGs will operate under the 
joint arrangement. Where proposals are not recommended for approval, regional 
teams will work with CCGs and area teams to support the development of joint 
arrangements. 
 
All new arrangements for information handling as a result of joint commissioning 
arrangements must meet relevant information governance standards. CCGs are 
encouraged to review their Information Governance Toolkit assessment to ensure 
compliance with Department of Health Information Governance policies and 
standards.  
 

Greater 
involvement in 
primary care 

decision-making 

Joint 
commissioning 

arrangements 

Delegated 
commissioning 

arrangements 
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 Summary of the approvals process and timeline 7.3.3

 
 

 
 
 
 
 
 
 
 
  

• CCGs and area teams should work together 
to further develop joint commissioning 
proposals. 

November 2014  
to  

January 2015 

• Submission of proposal for joint arrangements 
(annex A). 

• Submission of constitutional amendment 
(annex C). 

30 January 2015 

• Regional moderation panel reviews proposals 
and makes recommendations for approval. 

• CCGs informed of the outcome of their 
constiutional amendment request. 

• If required, regional teams support the further 
development  of proposals. 

February to  
March 2015 

 
 

• Arrangements implemented in full locally. 

 
From 1 April 2015 

onwards 
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 Delegated commissioning arrangements: approvals process 7.4

and timeline 

 
 
 
 
 
 
 
 

 Delegated commissioning proforma  7.4.1

 
CCGs that wish to assume delegated commissioning responsibilities are asked to 
submit a short proforma (annex B) which focuses on the CCGs approach to conflicts 
of interest management. Proformas should be submitted to the national support 
centre team (england.co-commissioning@nhs.net) by 12 noon on 9 January 2015 
along with the requested supporting information, including the proposed delegated 
governance structure and constitution amendment request.  
 

 Approvals process 7.4.2

Regional moderation panels will convene in mid-January 2015 to review all 
delegated proposals, specifically the CCG’s proposed approach to conflicts of 
interest management. This is also an opportunity to take stock of the practical 
arrangements put in place locally by CCGs and area teams and to highlight and 
share best practice in this area.  
 
A national moderation panel, in place to ensure consistency of approach across the 
country, will make final recommendations to the relevant new NHS England 
committee (likely to be the proposed new Commissioning Committee) on which 
proposals are ready to be taken forward from 1 April 2015. The committee will 
provide final sign off for delegated proposals in February 2015.  Once proposals are 
approved, CCGs will need to set out their plans as per the 2015/16 NHS planning 
guidance which will be published in December 2014. Proposals will then be 
implemented on 1 April 2015. 
 
Where proposals are not recommended for approval, an appropriate plan will be 
developed between the CCG and area team, supported by regional teams, to either 
further develop proposals or to establish joint arrangements for 2015/16, if this is 
agreed to be the preferred approach. It would be preferential if arrangements were 
put in place on 1 April 2015 in the interests of agreeing staffing arrangements with 
area teams. However, there may be some flexibility to enable CCGs, who submit 
delegated arrangement proposals for 2016/17 to implement delegated arrangements 
in year in 2015/16. 
 

Greater 
involvement in 
primary care 

decision-making 

Joint 
commissioning 

arrangements 

Delegated 
commissioning 

arrangements 

Page 44 of 113Page 44 of 112

mailto:england.co-commissioning@nhs.net


  

38 
 

Once delegated arrangements have been established, their effectiveness will be 
monitored as part of the CCG assurance process.  
 
 

 Implementation arrangements 7.4.3

Once delegated commissioning proposals have been signed off by the proposed new 
Commissioning Committee, CCGs will be required to sign a legally binding 
agreement to confirm the detail of how NHS England will delegate its general 
practice functions to CCGs. 
 
NHS England’s finance directorate will arrange for funds to be transferred on 1 April 
2015 to enable CCGs to take forward arrangements thereafter.  Funds will be 
transferred via an inter authority transfer in 2015/16. When discharging their duties, 
CCGs must comply with the Statement of Financial Entitlement (SFE) directions 
which set out the payments to be made under general medical services contracts. 
Business rules, which CCGs currently adhere to, will also apply to primary care 
commissioning. The 2014/15 business rules can be found in annex B of the financial 
plan template – direct commissioning section of the NHS England website. 
 
All new arrangements for information handling as a result of delegated 
commissioning arrangements must meet relevant information governance standards.  
CCGs are encouraged to review their Information Governance Toolkit assessment in 
compliance with Department of Health Information Governance policies and 
standards. Information sharing will form part of the formal delegation agreement once 
arrangements have been approved. 
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 Summary of the approvals process and timeline 7.4.4

 
 

  

• CCGs and NHS England work together to 
further develop delegated commissioning 
proposals. 

November 2014  
to  

January 2015 

• Submission of proposal for delegated 
arrangements (annex B). 

• Submission of constitutional amendment 
(annex C). 

9 January 2015 
(12 noon) 

• Regional moderation panel review proposals 
and make recommendations for approval. 

• NHS England Commissioning Committee 
approves proposals 

February 2015 
 
 
 

• Subject to approval, NHS England's finance 
directorate arrange the transfer of delegated 
budgets. 

• CCGs informed of the outcome of their 
consitutional amendment request. 

 
March 2015 

• Arrangements implemented in full locally. From 1 April 2015 
onwards 
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8 Changing a co-commissioning arrangement from 
2015/16 onwards 

 
 
 
 
 
 
 
 
CCGs are at different stages of their developmental journey and are facing a variety 
of local challenges. Therefore it is likely that the appetite to take on further 
responsibilities for primary care co-commissioning will vary across the country.  We 
want CCGs to be able to move at their own pace, whilst also indicating that we see 
co-commissioning as a needful development towards mitigating current health 
inequalities and securing better integrated, more easily accessed, high quality care 
for patients. We expect that many CCGs may wish to enter into joint commissioning 
arrangements for 2015/16 to see how the agenda develops, before deciding to take 
on delegated responsibilities for 2016/17. 
 
We intend to make it as straightforward as possible for CCGs to assume greater 
commissioning responsibilities from 2015/16 onwards, should they wish to. For 
example: 
 
 

 CCGs which have no co-commissioning arrangements in place or opted for 
greater involvement, could apply for joint or delegated arrangements; or 
 

 CCGs in joint arrangements could apply for delegated arrangements.   
 
 
 
CCGs should discuss any plans to change their co-commissioning model with their 
area team in the first instance and new proposals should be discussed and planned 
as part of the CCG assurance process.  
 
 
 
 
 
 
 
 
 
 
 
 

This section sets out the process for changing a co-commissioning arrangement 
from 2015/16. This includes the approvals process and timeline. 
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Future co-
commissioning 
model 

Approvals process from 1 April 2015/16 onwards to 
assume a new co-commissioning arrangement  
 

Joint 
commissioning  

CCGs should discuss their proposals with their area team 
and regional team. Any requests should be reviewed and 
agreed within the quarterly CCG assurance review 
meetings. The approvals process will follow the process 
set out in section 7.3 and the timeline will be confirmed by 
the area team. 
 

Delegated 
commissioning 

CCGs should discuss their proposals with their area team 
and regional team. NHS England and NHS Clinical 
Commissioners will in due course be developing the 
timetable for applications for 2016/17. 
 

 
 
 
In the circumstance that a CCG wishes to terminate their co-commissioning 
arrangement, this would need to be by mutual agreement with NHS England. In 
these circumstances, it is expected that the CCG would move either from delegated 
arrangements to joint arrangements or joint arrangements to greater involvement. 
 
 
 
  

Page 48 of 113Page 48 of 112



  

42 
 

9 Ongoing assurance  
 
 
 
 
 
 

 Overarching approach 9.1
 
NHS England is committed to working with CCGs to co-develop a revised approach 
to the current CCG assurance framework for 2015/16. The new assurance 
framework will be published in 2015. The on-going assurance of primary care co-
commissioning arrangements will be managed as part of this wider CCG assurance 
process. 
 
 

 Principles 9.2
NHS England requires on-going assurance that its duties are being discharged 
effectively.  The assurance process will be adapted according to the commissioning 
function that the CCG is undertaking.  NHS England will look at ways of reducing the 
burden of assurance on the service whilst implementing a robust process that is 
mindful of the legislative framework.  
 
There are three key principles governing the assurance process:  
 
 

 It will be simplified to reduce unnecessary bureaucratic processes for both 
CCGs and NHS England;  

 
 It will be based on a supportive conversation and the process will reflect the 

flexibility of NHS England to intervene differently in different circumstances; 
and 

 
 There will be clear interventions for failing CCGs. 

 
 
In particular, for co-commissioning the new assurance process will: 
 

 
 test that core governance arrangements are working successfully, with 

specific attention to the effective local management of conflicts of interest;  
 

 be specific about the achievement of local outcomes, with a particular focus 
on service delivery across the local health economy; and it will 
 

 be co-designed and developed in strong partnership with CCGs and other    
key stakeholders prior to publication. 
 

This section sets out on-going assurance arrangements for co-commissioning. 
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10 Development support and evaluation  

 
 
 
 

   Implementation roadshows and legal support 10.1
 
A series of roadshows will take place across the country to support CCGs and area 
teams to move towards implementing primary care co-commissioning arrangements. 
The purpose of these events is to:  
 

 Set out the vision for the future as we move towards place-based 
commissioning, taking into account the vision described in the Five Year 
Forward View; 
 

 Provide an opportunity for CCGs and area teams to raise any questions they 
may have about primary care co-commissioning and the impact of the 
changes;  
 

 Provide technical advice to support the implementation of co-commissioning, 
specifically on the timeline and approvals process, the legalities of joint and 
delegated arrangements and conflicts of interest management; financial 
arrangements and HR and resources, and 
 

 Offer a further opportunity for area teams and CCGs to work together on their 
joint proposals if they so wish. 

 
The workshops will take place between 19 November and 2 December 2014.  
Further information and registration details can be found here. Due to high demand, 
CCGs are asked to only send one representative to the events. The events are not 
open to private businesses.  
 
Further legal advice will also be available for CCGs that intend to implement joint and 
delegated arrangements. Your regional team will provide further information on how 
this can be accessed. 
 

  

This section sets out the support available to CCGs to implement co-
commissioning and the on-going evaluation of co-commissioning 
arrangements. 
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   Learning and continuous development 10.2
 
It will be important that we review and share learning from the implementation of co-
commissioning arrangements in real time in order to support CCGs’ continuous 
development and improvement. We will evaluate the following: 
 

 
 what is and is not working; 

 
 any unforeseen perverse incentives and system blockages; and 

 
 examples of good practice. 

 
 
This will help us to improve the policy for future years. In addition, we are exploring 
options on how best to do the following: 
 
 

 provide technical support where required; 
 

 enable the dissemination of ‘lessons learned’ and supporting a network of 
practitioners to problem solve and share learning and experiences; and 
 

 provide a web-based interactive platform for exchange and ideas. 
 
 
Further information will be shared in due course.  
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11 Next steps 
 
We hope this document is useful in helping to inform CCG decision making around 
primary care co-commissioning models and in providing clarity on the next steps 
towards the implementation of co-commissioning arrangements. If you require any 
further information, please email: england.co-commissioning@nhs.net. 
 
We will be keeping the arrangements set out in this document under review in the 
light of the experience of their operation during 2015/16. 
 
Furthermore, as primary care co-commissioning is the start of a longer journey 
towards place based commissioning, we recognise there is much work to be done to 
achieve this goal. NHS England is therefore committing to the following in 2015/16: 
 
 

 We will look at options for the co-commissioning of dental, eye health, 
community pharmacy and public health services (such as immunisation and 
vaccinations), as we know some CCGs are keen to assume commissioning 
responsibilities in these areas. This will be done with full and proper 
engagement of the relevant professional groups. 
 

 We will continue to work on arrangements for involving CCGs in the 
commissioning of specialised services.  
 

 We will continue to monitor running cost allowances and resources to ensure 
that co-commissioning arrangements are sustainable. 
 

 We will look into GP premises development, as part of the implementation of 
the NHS Five Year Forward View.   
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12 Glossary 
 
 

APMS Alternative Provider Medical Services 
CCGs Clinical Commissioning Groups 
CSU Commissioning Support Unit 
DES Directed Enhanced Services 
FAQs Frequently Asked Questions 
GMS General Medical Services 
GPs General Practitioners 
IPC Integrated Personal Commissioning Programme 
JSNAs Joint Strategic Needs Assessments  
LES Local Enhanced Services 
LMC Local Medical Committee  
LRO Legislative Reform Order 
MPIG Minimum Practice Income Guarantee 
PMS Personal Medical Services 
QIPP Quality Innovation Productivity and Prevention 
QOF Quality Outcomes Framework 
SFE Statement of Financial Entitlement 
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14 Annexes  
 
This document is accompanied by a suite of practical tools to support CCGs to 
implement co-commissioning arrangements locally including: 
 
 
Annex A: Submission proforma for joint commissioning arrangements 
 
Annex B: Submission proforma for delegated commissioning arrangements 
 
Annex C: Model wording for amendments to CCGs’ constitutions  
 
Annex D: Model terms of reference for joint commissioning arrangements, including 
scheme of delegation 
 
Annex E: Draft delegation by NHS England  
 
Annex F: Delegated commissioning model - draft terms of reference 
 
Annex G: Members of the Primary Care Co-commissioning Programme Oversight 
Group 
 
Annex H: CCG investment in primary care frequently asked questions (FAQs) 
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Introduction 
 

 
 “If conflicts of interest are not managed effectively by CCGs, confidence in the 
probity of commissioning decisions and the integrity of clinicians involved 
could be seriously undermined. However, with good planning and governance, 
CCGs should be able to avoid these risks.” 
 

RCGP and NHS Confederation’s briefing paper on managing conflicts of 
interest 

September 20111 
 

 
1. Clinical commissioning groups (CCGs) manage conflicts of interest as part of 

their day-to-day activities.  Effective handling of such conflicts is crucial for the 
maintenance of public trust in the commissioning system.  Importantly, it also 
serves to give confidence to patients, providers, Parliament and tax payers 
that CCG commissioning decisions are robust, fair, transparent and offer value 
for money. 

 
2. In May 2014, NHS England offered CCGs the opportunity to take on an 

increased responsibility for the commissioning of primary care.  Those CCGs 
who opt to do so will be able to commission care for their patients and 
populations in more coherent and joined-up ways — but they are also 
exposing themselves to a greater risk of conflicts of interest, both real and 
perceived, especially if they are opting to take on delegated budgets and 
functions from NHS England.  The details of this policy initiative can be found 
in Next steps towards primary care co-commissioning.2  

 
3. In light of this new development, NHS England, in consultation with national 

stakeholders, has developed strengthened guidance for the management of 
conflicts of interest.   This guidance builds on and incorporates relevant 
aspects of existing NHS England guidance, and supersedes the extant NHS 
England guidance3.  In other words, this guidance will supplant the previously 
issued NHS England guidance for CCGs. 
 

4. Equality and diversity are at the heart of NHS England’s values. Throughout 
the development of the policies and processes cited in this document, we 
have given due regard to the need to: 
 
 
 Reduce health inequalities in access and outcomes of healthcare services 
 Integrate services where this might reduce health inequalities 

                                            
1 ‘Managing conflicts of interest in clinical commissioning groups: 
http://www.rcgp.org.uk/~/media/Files/CIRC/Managing_conflicts_of_interest.ashx  
2 http://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2014/11/nxt-steps-pc-
cocomms.pdf  
3 http://www.england.nhs.uk/wp-content/uploads/2013/03/manage-con-int.pdf and  
http://www.england.nhs.uk/wp-content/uploads/2012/09/c-of-c-conflicts-of-interest.pdf  
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 Eliminate discrimination, harassment and victimisation 
 Advance equality of opportunity and foster good relations between people 

who share a relevant protected characteristic (as cited in under the 
Equality Act 2010) and those who do not share it. 

 
 

5. In its own commissioning decisions and day-to-day business, NHS England is 
bound by the code set out in the Standards of Business Conduct4 (and 
supplemented by the Standing Orders).  However, when serving on a joint 
committee with one or more CCGs, NHS England staff also need to adhere to 
the guidance set out in this document. 

 
6. This guidance also builds on guidance issued by other national bodies, in 

particular Monitor’s guidance on the Procurement, Patient Choice and 
Competition Regulations5, and guidance issued by GP professional bodies 
such as the British Medical Association (BMA), the General Medical Council 
(GMC) 6 and the Royal College of General Practitioners (RCGP). 

 
7. This document is issued as statutory guidance under sections 14O and 14Z8 

of the National Health Service Act 2006 (as amended by the Health and Social 
Care Act 2012) (“the Act”). This means that CCGs must have regard to such 
guidance with the onus on them to explain any non-adherence.  

 
8. The Act sets out clear requirements for CCGs to make arrangements for 

managing conflicts of interest and potential conflicts of interest, to ensure they 
do not affect, or appear to affect, the integrity of the CCG’s decision making 
processes. These requirements are supplemented by procurement-specific 
requirements in the National Health Service (Procurement, Patient Choice and 
Competition) (No. 2) Regulations 2013.  

 
 

When a CCG is seeking to take on delegated or joint commissioning 
responsibilities, their audit committee chair and accountable officer will be 
required to provide direct formal attestation to NHS England that the CCG has 
complied with this guidance. Subsequently, this attestation will form part of an 
annual certification. CCG approaches to management of conflicts of interest 
will also be considered on an ongoing basis as part of CCG assurance. 
Further details will be issued early in 2015 as to the forms that the initial 
attestation, the annual certification and ongoing assurance will take.  

 
 

  

                                            
4 http://www.england.nhs.uk/wp-content/uploads/2012/11/stand-bus-cond.pdf 
5 Substantive guidance on the Procurement, Patient Choice and Competition Regulations: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/SubstantiveGui
danceDec2013_0.pdf  
6 GMC | Good medical practice (2013) http://www.gmc-uk.org/guidance/good_medical_practice.asp  
and http://www.gmc-uk.org/guidance/ethical_guidance/21161.asp     
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Aims of the guidance 

 
9. The aims of this guidance are to:  

 
 enable CCGs and clinicians in commissioning roles to demonstrate that they 

are acting fairly and transparently and in the best interest of their patients 
and local populations;  

 
 ensure that CCGs operate within the legal framework, but without being 

bound by over-prescriptive rules that risk stifling innovation; 
 
 safeguard clinically led commissioning, whilst ensuring objective investment 

decisions;  
 

 provide the public, providers, Parliament and regulators with confidence in 
the probity, integrity and fairness of commissioners’ decisions;  and 

 
 uphold the confidence and trust between patients and GP, in the recognition 

that individual commissioners want to behave ethically but may need 
support and training to understand when conflicts (whether actual or 
potential) may arise and how to manage them if they do. 

 
 

10. In developing this guidance, NHS England has worked closely with NHS 
Clinical Commissioners, and has engaged with the following stakeholders: 
 

 
 HealthWatch England; 
 Monitor; 
 the National Audit Office (in an informal capacity;  
 General Practitioners Committee; 
 Royal College of General Practitioners; 
 General Medical Council; and 
 CCG representatives.  

 
 

11. The guidance incorporates the safeguards for the management of conflicts of 
interest set out in the previously issued guidance, including:  
 

 
 the nature of conflicts of interest; 
 arrangements for declaring interests;  
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 maintaining a register of interests;  
 keeping a record of the steps taken to manage a conflict;  
 excluding individuals from decision-making where a conflict arises; and 
 engagement with a range of potential providers on service design.  

  
 

12. In addition, it sets out:  
 

 
 the additional factors that CCGs should address when commissioning 

primary medical care services, either under joint commissioning or 
delegated commissioning arrangements. This includes the factors CCGs 
should consider when drawing up plans for services that might be provided 
by GP practices; and it also includes the necessary aspects of the make-
up of the decision-making committee which must have a lay and executive 
member majority; 

 
 the steps that CCGs should take to assure their Audit Committee, Health 

and Wellbeing Board(s), NHS England and, where necessary, their 
auditors, that these services are appropriately commissioned from GP 
practices;   

 
 procedures for decision-making in cases where all the GPs (or other 

practice representatives) sitting on a decision-making group have a 
potential financial interest in the decision;  

 
 arrangements for publishing details of payments to GP practices;  

 
 the potential role of commissioning support services; and  

 
 the supporting role of NHS England.  
 
 
 

What are conflicts of interest? 
 

13. A conflict of interest occurs where an individual’s ability to exercise judgement, 
or act in a role, is or could be impaired or otherwise influenced by his or her 
involvement in another role or relationship. The individual does not need to 
exploit his or her position or obtain an actual benefit, financial or otherwise, for 
a conflict of interest to occur.   
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“For the purposes of Regulation 6 [National Health Service (Procurement, Patient 
Choice and Competition) (No.2) Regulations 20137], a conflict will arise where an 
individual’s ability to exercise judgement or act in their role in the commissioning 
of services is impaired or influenced by their interests in the provision of those 
services.” 

Monitor - Substantive guidance on the Procurement, Patient Choice 
and Competition Regulations (December 2013)  

 
 

14. As well as direct financial interests, conflicts can arise from an indirect 
financial interest (e.g. payment to a spouse) or a non-financial interest (e.g. 
reputation). Conflicts of loyalty may arise (e.g. in respect of an organisation of 
which the individual is a member or with which they have an affiliation). 
Conflicts can arise from personal or professional relationships with others, e.g. 
where the role or interest of a family member, friend or acquaintance may 
influence an individual’s judgement or actions, or could be perceived to do so. 
Depending upon the individual circumstances, these factors can all give rise to 
potential or actual conflicts of interest. 

 
15. For a commissioner, a conflict of interest may therefore arise when their 

judgment as a commissioner could be, or be perceived to be, influenced and 
impaired by their own concerns and obligations as a provider.  In the case of a 
GP involved in commissioning, an obvious example is the award of a new 
contract to a provider in which the individual GP has a financial stake. 
However, the same considerations, and the approaches set out in this 
guidance, apply when deciding whether to extend a contract. 

 
16. NHS Clinical Commissioners has carried out a review of current guidance on 

conflicts of interest management and, together with the Royal College of 
General Practitioners and the British Medical Association, has developed a set 
of key principles that apply in this context. These principles are set out in 
Annex 1.  

 
17. CCGs should provide clear guidance to their members8 and employees on 

what might constitute a conflict of interest, providing examples of situations 
that may arise.  Pertinent issues to bear in mind include:  
 

 
 a perception of wrongdoing, impaired judgement or undue influence can be 

as detrimental as any of them actually occurring;  

                                            
7 http://www.legislation.gov.uk/uksi/2013/257/contents/made 
8 Following the linguistic convention of the Act, within this guidance ‘member’ generally refers 
collectively to the members of a CCG, members of its governing body and to members of the 
committees or sub-committees of the CCG or its governing body. Where a member of a specific body 
is being referred to, this is made clear within the context. However the appropriate actions for a CCG 
to take in managing conflicts of interest will vary according to the role of particular members, including 
their role in influencing decision-making processes.  
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 if in doubt, it is better to assume the existence of a conflict of interest and 
manage it appropriately rather than ignore it; and 

 for a conflict of interest to exist, financial gain is not necessary.  
 
 
Legislative framework  

 
18. The starting point for CCGs is section 14O of the Act. This sets out the 

minimum requirements in terms of what both NHS England and CCGs must 
do in terms of managing conflicts of interest. For CCGs, this means that they 
must:   

 
 Maintain appropriate registers of interests; 
 
 Publish or make arrangements for the public to access those registers; 
 
 Make arrangements requiring the prompt declaration of interests by the 

persons specified (members and employees) and ensure that these 
interests are entered into the relevant register; 

 
 Make arrangements for managing conflicts and potential conflicts of 

interest (e.g. developing appropriate policies and procedures); and  
 
 Have regard to guidance published by NHS England and Monitor in 

relation to conflicts of interest. 
 
 

19. Section 14O also imposes a duty on NHS England to publish guidance for 
CCGs on the discharge of their functions under this section. 

 
20. Section 14O is supplemented by the procurement specific requirements set 

out in the National Health Service (Procurement, Patient Choice and 
Competition) (No.2) Regulations 20139. In particular, regulation 6 requires the 
following: 
 
 
 CCGs must not award a contract for the provision of NHS health care 

services where conflicts, or potential conflicts, between the interests 
involved in commissioning such services and the interests involved in 
providing them affect, or appear to affect, the integrity of the award of that 
contract; and 

 
 CCGs must keep a record of how it managed any such conflict in relation 

to NHS commissioning contracts it enters into. (As set out in section 8 
below, details of this should also be published by the CCG.) 

 

                                            
9 http://www.legislation.gov.uk/uksi/2013/500/contents/made 
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21. An interest is defined for the purposes of regulation 6 as including an interest 

of the following:  
 

 a member of the commissioner organisation; 
 
 a member of the governing body of the commissioner; 

 
 a member of its committees or sub-committees or committees or sub-

committees of its governing body; or 
 

 an employee. 
 

 
22. As with section 14O, regulation 6 sets out the basic framework within which 

CCGs must operate. The detailed requirements are set out in the guidance 
issued by Monitor (Substantive guidance on the Procurement, Patient Choice 
and Competition Regulations) and, in particular, section 7 of that statutory 
guidance (included as Annex 6 to this guidance).  

 
23. Monitor’s view is that care must be taken to ensure that conflicts do not affect, 

or appear to affect, the integrity of the award of commissioning contracts. It is 
important to ensure that the management of conflicts of interest includes the 
management of perceived conflicts and that there is an appropriate record of 
how such issues are managed, particularly in the context of specific 
procurement decisions. Please see below for further guidance on how such 
information should be recorded and published. Clear and robust decision-
making processes must be put in place to deliver co-commissioning and give 
the public and providers confidence in the integrity of the decisions made.   

   
24. Finally, as explained bove, section 14Z8 gives NHS England the ability to 

issue statutory guidance regarding commissioning. CCGs must have regard to 
such guidance with the onus on them to explain any departure from the 
guidance.  

 
Principles and general safeguards 

 
25. The general safeguards that will be needed to manage conflicts of interest will 

vary to some extent, depending on at what stage in the commissioning cycle 
decisions are being made. The following principles will need to be integral to 
the commissioning of all services, including decisions on whether to continue 
to commission a service, such as by contact extension.  

 
26. Conflicts of interest can be managed by: 

 
 

 Doing business appropriately. If commissioners get their needs 
assessments, consultation mechanisms, commissioning strategies and 
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procurement procedures right from the outset, then conflicts of interest 
become much easier to identify, avoid and/or manage, because the rationale 
for all decision-making will be clear and transparent and should withstand 
scrutiny; 
 

 Being proactive, not reactive. Commissioners should seek to identify and 
minimise the risk of conflicts of interest at the earliest possible opportunity, for 
instance by:  
 

o considering potential conflicts of interest when electing or selecting 
individuals to join the governing body or other decision-making bodies;  

o ensuring individuals receive proper induction and training so that they 
understand their obligations to declare conflicts of interest.  
 

They should establish and maintain registers of interests, and agree in 
advance how a range of possible situations and scenarios will be handled, 
rather than waiting until they arise; 
 

 Assuming that individuals will seek to act ethically and professionally, 
but may not always be sensitive to all conflicts of interest. Rules should 
assume people will volunteer information about conflicts and, where 
necessary, exclude themselves from decision-making, but there should also 
be prompts and checks to reinforce this; 
 

 Being balanced and proportionate. Rules should be clear and robust but not 
overly prescriptive or restrictive. They should ensure that decision-making is 
transparent and fair, but not constrain people by making it overly complex or 
cumbersome; 
 

 Openness. Ensuring early engagement with patients, the public, clinicians  
and other stakeholders,  including local Healthwatch and Health and 
Wellbeing Boards, in relation to proposed commissioning plans;  
 

 Responsiveness and best practice. Ensuring that commissioning intentions 
are based on local health needs and reflect evidence of best practice – 
securing ‘buy in’ from local stakeholders to the clinical case for change;  
 

 Transparency. Documenting clearly the approach taken at every stage in the 
commissioning cycle so that a clear audit trail is evident;  

 
 Securing expert advice. Ensuring that plans take into account advice from 

appropriate health and social care professionals, e.g. through clinical senates 
and networks, and draw on commissioning support, for instance around formal 
consultations and for procurement processes;  

 
 Engaging with providers. Early engagement with both incumbent and 

potential new providers over potential changes to the services commissioned 
for a local population;  
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 Creating clear and transparent commissioning specifications that reflect 
the depth of engagement and set out the basis on which any contract will be 
awarded; 
 

 Following proper procurement processes and legal arrangements, 
including even-handed approaches to providers; 
 

 Ensuring sound record-keeping, including up to date registers of 
interests; and  

 
 A clear, recognised and easily enacted system for dispute resolution.  

 
 

27. These general processes and safeguards should apply at all stages of the 
commissioning process, but will be particularly important at key decision 
points, e.g., whether and how to go out to procurement of new or additional 
services.  

 
28. Particular considerations pertain to CCGs who hold responsibilities for 

delegated or joint commissioning of primary care.  These are set out later in 
this guidance. 
 

Maintaining a register of interests and a register of 
decisions 

 
 
 
 
 
 
 
 
 
 
 
 
 
.   
 

29. CCGs must ensure that, when members declare interests, this includes the 
interests of all relevant individuals within their own organisations (e.g. partners 
in a GP practice), who have a relationship with the CCG and who would 
potentially be in a position to benefit from the CCG’s decisions.  

 
30. When entering an interest on its register of interests, the CCG should ensure 

that it includes sufficient information about the nature of the interest and the 
details of those holding the interest.  

 

Statutory requirements  
 
CCGs must maintain one or more registers of interest of: the members of the group, 
members of its governing body, members of its committees or sub-committees of its 
governing body, and its employees. CCGs must publish, and make arrangements to 
ensure that members of the public have access to these registers on request. 
 
CCGs must make arrangements to ensure individuals declare any conflict or 
potential conflict in relation to a decision to be made by the group as soon as they 
become aware of it, and in any event within 28 days. CCGs must record the interest 
in the registers as soon as they become aware of it. 
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31. CCGs will need to ensure that, as a matter of course, declarations of interest 
are made and regularly confirmed or updated.  This includes the following 
circumstances: 
 

 
On appointment:  
Applicants for any appointment to the CCG or its governing body should be 
asked to declare any relevant interests. When an appointment is made, a 
formal declaration of interests should again be made and recorded.  
 
At meetings:  
All attendees should be asked to declare any interest they have in any agenda 
item before it is discussed or as soon as it becomes apparent. Even if an 
interest is declared in the register of interests, it should be declared in 
meetings where matters relating to that interest are discussed. Declarations of 
interest should be recorded in minutes of meetings.  
 
Quarterly:  
CCGs should have systems in place to satisfy themselves on a quarterly basis 
that their register of interests is accurate and up to date. 

 
On changing role or responsibility:  
Where an individual changes role or responsibility within a CCG or its 
governing body, any change to the individual’s interests should be declared.  
 
On any other change of circumstances:  
Wherever an individual’s circumstances change in a way that affects the 
individual’s interests (e.g. where an individual takes on a new role outside the 
CCG or sets up a new business or relationship), a further declaration should 
be made to reflect the change in circumstances. This could involve a conflict 
of interest ceasing to exist or a new one materialising.  

 
 

32. In keeping with the regulations, individuals who have a conflict should declare 
this as soon as they become aware of it, and in any event not later than 28 
days after becoming aware.  
 

33. Whenever interests are declared, they should be reported to the person 
designated with responsibility for the register of interests (as identified by the 
CCG or its governing body), who should then update the register accordingly. 
 
 

 
 

 
 
 
 

34. CCGs must update their register of interests whenever a new or revised 
interest is declared.  

Note: CCGs will need to set out the process that they will follow if an individual 
fails to comply with its polices on managing conflicts of interest as set out in its 
constitution. This could include that individual being removed from office. 
 
See Annexes 2 and 3 for declaration of interests templates 
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Register of procurement decisions 

 
35. CCGs also need to maintain a register of procurement decisions10 taken, 

including: 
 
 
 the details of the decision; 

 
 who was involved in making the decision (i.e. governing body or committee 

members and others with decision-making responsibility); and 
 

 a summary of any conflicts of interest in relation to the decision and how 
this was managed by the CCG. 
 

 
36. The register should be updated whenever a procurement decision is taken.   

 
37. In the interests of transparency, the register of interests and the register of 

decisions will need to be publicly available and easily accessible to patients 
and the public including by:  
 

 
 ensuring that both registers are available in a prominent place on the 

CCG’s website; and 
 

 CCGs making both registers available upon request for inspection at their 
headquarters. 

 
 

38. CCGs will also need to consider any particular access needs that their 
stakeholders have. For example, individuals without internet access could be 
directed to the local library or invited to view the register(s) at the CCG’s 
headquarters.  

 
39. The registers will form part of the CCG’s annual accounts and will thus be 

signed off by external auditors. Further work will be carried out by NHS 
England on the specific arrangements for this. 

 
 
 Procurement issues 

 
40. CCGs will need to be able to recognise and manage any conflicts or potential 

conflicts of interest that may arise in relation to procurement. 
 

                                            
10 Regulation 9 of the NHS (Procurement, Patient Choice and Competition) (No. 2) Regulations 2013 
requires that a record of procurement decisions is maintained on an NHS England website. The 
register of decisions described above is intended to supplement this as a more detailed record of the 
decision.  
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41. The NHS Act, the Health and Social Care Act (“the HSCA”) and associated 
regulations11 set out the statutory rules with which commissioners are required 
to comply when procuring and contracting for the provision of clinical services.  
They need to be considered alongside the Public Contract Regulations12 and, 
where appropriate, EU procurement rules. Monitor's Substantive guidance on 
the Procurement, Patient Choice and Competition Regulations advises that 
the requirements within these create a framework for decision making that will 
assist commissioners to comply with a range of other relevant legislative 
requirements. 

 
42. The Procurement, Patient Choice and Competition Regulations place 

requirements on commissioners to ensure that they adhere to good practice in 
relation to procurement, do not engage in anti-competitive behaviour that is 
against the interest of patients, and protect the right of patients to make 
choices about their healthcare.  

 
43. The regulations set out that commissioners must: 

 
 

 manage conflicts and potential conflicts of interests when awarding a 
contract by prohibiting the award of a contract where the integrity of the 
award has been, or appears to have been, affected by a conflict; and 
 

 keep appropriate records of how they have managed any conflicts in 
individual cases. 

 
 

44. Monitor has a statutory duty under section 78 of the HSCA to produce 
guidance on compliance with any requirements imposed by the regulations 
and how it intends to exercise the powers conferred on it by these regulations.  
Monitor’s Substantive guidance on the Procurement, Patient Choice and 
Competition Regulations is the relevant statutory guidance. NHS England 
works closely with Monitor with regard to these matters and has engaged with 
Monitor in developing this revised guidance. 
 

General considerations and use of the template 

45. The most obvious area in which conflicts could arise is where a CCG 
commissions (or continues to commission by contract extension) healthcare 
services, including GP services, in which a member of the CCG has a financial 
or other interest. This may most often arise in the context of co-commissioning 
of primary care, particularly with regard to delegated or joint arrangements, but 
it will also need to be considered in respect of any commissioning issue where 
GPs are current or possible providers. CCGs are advised to address the 

                                            
11 The NHS (Procurement, Patient Choice and Competition) Regulations (No. 2) 2013, issued under 
section 75 of the HSCA   
12 http://www.legislation.gov.uk/uksi/2006/5/contents/made . It is also important to bear aware that, at 
the time of issuing this guidance, draft new public contract regulations have been issued 
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/356494/Draft_Public_C
ontracts_Regulations_2015.pdf ). CCGs should ensure that they observe the final version of these 
when they come into effect.  
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factors set out in the procurement template at annex 4 when drawing up their 
plans to commission services where this potentially is the case. 

 
46. CCGs will be expected to make evidence of their deliberations on conflicts 

publicly available. The template is one way of CCGs evidencing this and will 
support CCGs in fulfilling their duty in relation to public involvement.  It will 
further provide appropriate assurance:  
 

 
 that the CCG is seeking and encouraging scrutiny of its decision-making 

process;  
 

 to Health and Wellbeing Boards, local Healthwatch and to local 
communities that the proposed service meets local needs and priorities; it 
will enable them to raise questions if they have concerns about the 
approach being taken;  
 

 to the audit committee and, where necessary, external auditors, that a 
robust process has been followed in deciding to commission the service, in 
selecting the appropriate procurement route, and in addressing potential 
conflicts; and  
 

 to NHS England in their role as assurers of the co-commissioning 
arrangements.   

 
 

Designing service requirements 

47. It is good practice to engage relevant providers, especially clinicians, in 
confirming that the design of service specifications will meet patient need. 
Such engagement, done transparently and fairly, is entirely legal. However, 
conflicts of interest can occur if a commissioner engages selectively with only 
certain providers (be they incumbent or potential new providers) in developing 
a service specification for a contract for which they may later bid.  

 
48. Commissioners should seek, as far as possible, to specify the outcomes that 

they wish to see delivered through a new service, rather than the process by 
which these outcomes are to be achieved. As well as supporting innovation, 
this helps prevent bias towards particular providers in the specification of 
services.  

 
49. Such engagement should follow the three main principles of procurement law, 

namely equal treatment, non-discrimination and transparency. This includes  
ensuring that the same information is given to all.  

 
50. Other steps include:  
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 advertise the fact that a service design/re-design exercise is taking place 
widely and invite comments from any potential providers and other 
interested parties (ensuring a record is kept of all interactions);  
 

 as the service design develops, engage with a wide range of providers on 
an ongoing basis to seek comments on the proposed design, e.g. via the 
commissioner’s website or via workshops with interested parties; 

 
 use engagement to help shape the requirement to meet patient need but 

take care not to gear the requirement in favour of any particular 
provider(s); 

  
 if appropriate, engage the advice of an independent clinical adviser on the 

design of the service;  
 

 be transparent about procedures;  
 

 ensure at all stages that potential providers are aware of how the service 
will be commissioned; and 
 

 maintain commercial confidentiality of information received from providers.  
 

 
51. When engaging providers on service design, CCGs should bear in mind that 

they have ultimate responsibility for service design and for selecting the 
provider of services. Monitor has issued guidance on the use of provider 
boards in service design13. 

 
52. CCGs will also need to ensure that they have systems in place for managing 

conflicts of interest on an ongoing basis, for instance, by monitoring a contract 
that has been awarded to a provider in which an individual commissioner has 
a vested interest. 

 
 
Governance and decision-making processes  

 
 
 
 
 
 
 
 
 

                                            
13 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/284832/ManchesterCas
eClosure.pdf) 
 

Statutory requirement  
 
CCGs must make arrangements for managing conflicts of interest, and 
potential conflicts of interest, in such a way as to ensure that they do not, and 
do not appear to, affect the integrity of the group’s decision-making. 
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53. CCGs should review their governance structures for managing conflicts of 
interest to ensure that they reflect current guidance and are appropriate, 
particularly in relation to any co-commissioning roles which the CCG proposes 
to undertake. This should include consideration of the following: 

 
 the make-up of their governing body and committee structures (including, 

where relevant, the approach set out below for decision-making in 
delegated or joint commissioning of primary care); 
 

 whether there are sufficient management and internal controls to detect 
breaches of the CCG’s conflicts of interest policy, including appropriate 
external oversight and adequate provision for whistleblowing; 
 

 how non-compliance with policies and procedures relating to conflicts of 
interest will be managed (including how this will be addressed when it 
relates to contracts already entered into). As well as actions to address 
non-compliance, CCGs should also have procedures in place to review 
any lessons to be learned from such cases, e.g., by the CCG’s audit 
committee conducting an incident review; 

 
 reviewing and revising approaches to the CCG’s registers of interest, 

together with the introduction of a record of decisions, as set out above; 
 

 whether any training or other programmes are required to assist with 
compliance, including participation in the training offered by NHS England, 
as set out below. 

 
 
 
Appointing governing body or committee members 
 

54. CCGs will need to consider whether conflicts of interest should exclude 
individuals from being appointed to the governing body or to a committee or 
sub-committee of the CCG or governing body. These will need to be 
considered on a case-by-case basis but the CCG’s constitution should reflect 
the CCG’s general principles. 

 
55. The CCG will need to assess the materiality of the interest, in particular 

whether the individual (or a family member or business partner) could benefit 
from any decision the governing body might make. This will be particularly 
relevant for any profit sharing member of any organisation but should also be 
considered for all employees and especially those operating at senior or 
governing body level. 

 
56. The CCG will also need to determine the extent of the interest. If it is related to 

an area of business significant enough that the individual would be unable to 
make a full and proper contribution to the governing body, that individual 
should not become a member of the governing body. 
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57. Any individual who has a material interest in an organisation which provides, 
or is likely to provide, substantial services to a CCG (either as a provider of 
healthcare or commissioning support services) should not be a member of the 
governing body if the nature of their interest is such that they are likely to need 
to exclude themselves from decision-making on so regular a basis that it 
significantly limits their ability to effectively operate as a governing body 
member. Specific considerations in relation to delegated or joint 
commissioning of primary care are set out below. 

 
Decision-making when a conflict of interest arises: general 

approaches 

58. Where certain members of a decision-making body (be it the governing body, 
its committees or sub-committees, or a committee or sub-committee of the 
CCG) have a material interest, they should either be excluded from relevant 
parts of meetings, or join in the discussion but not participate in the decision-
making itself (i.e., not have a vote).  

 
59. The chair of the meeting has responsibility for deciding whether there is a 

conflict of interest and the appropriate course of corresponding action. In 
making such decisions, the chair may wish to consult the member of the 
governing body who has responsibility for issues relating to conflicts of 
interest. All decisions, and details of how any conflict of interest issue has 
been managed, should be recorded in the minutes of the meeting and 
published in the registers.  

 
60. CCGs will need to decide in advance who will take the chair’s role for 

discussions and decision-making in the event that the chair of a meeting is 
conflicted, or how that will be decided at a meeting where that situation arises. 

 
61. Depending on the nature of the conflict, GPs or other practice representatives 

could be permitted to join in discussions by the governing body, or such other 
decision-making body as the CCG has created, about the proposed decision, 
but should not take part in any vote on the decision.  

 
62. In many cases, e.g., where a limited number of GPs have an interest, it should 

be straightforward for relevant individuals to be excluded from decision-
making. In the context of delegated and joint commissioning, the committee 
structure set out below in relation to decision making for primary medical care 
below has been designed to ensure that lay member and executive 
involvement ensures that robust decisions can be taken even where there are 
actual or potential conflicts of interest identified.  

  
63. In some cases, all of the GPs or other practice representatives on a decision-

making body could have a material interest in a decision, e.g., where the CCG 
is proposing to commission services on a direct award basis from all GP 
practices in the area, or where it is likely that all or most practices would wish 
to be qualified providers for a service under AQP.  Where such a situation 
relates to primary medical services, the arrangements set out below provide a 
mechanism for decision-making. (It could also be used for any other CCG 
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responsibilities where decision-making has been delegated to the committee 
responsible for primary medical care decision making and where such a 
conflict of interest arises).  
 

64. For decision making where such a conflict arises and which are not covered 
by the primary medical care arrangements, CCGs are advised to: 
 

 
 where the initial responsibility for the decision does not rest with the 

governing body, refer the decision to the governing body and exclude all 
GPs or other practice representatives with an interest from the decision-
making process, i.e., so that the decision is made only by the non-GP 
members of the governing body including the lay and executive members 
and the registered nurse and secondary care doctor;  
 

 where the decision rests with the governing body, consider   
 

a) co-opting individuals from a Health and Wellbeing Board or from 
another CCG onto it (although care should be taken to ensure, 
particularly if the other CCG is from a nearby locality, that their 
representatives do not also have a conflict of interest and are not 
excluded from governing body membership under the relevant 
regulations. It would also be necessary for the CCG’s constitution to 
allow such an arrangement); or 

b) inviting the Health and Wellbeing Board or another CCG to review the 
proposal – to provide additional scrutiny. Any such arrangements would 
need to be compliant with the CCG’s constitution; and  

 
 ensure that rules on quoracy (set out in the CCG’s constitution) enable 

decisions to be made. 
 

 
65. CCGs will need also to have arrangements in place where more than 50% of 

the members of a governing body or committee are prevented from taking a 
decision because of conflicted interests. Decisions could still be made by the 
remaining members of the governing body or committee (assuming that the 
meeting remains quorate), especially if constituted with lay, executive or other 
independent members. CCGs may need to have arrangements to secure 
additional external involvement in these decisions, perhaps through the 
involvement of a neighbouring CCG. These arrangements should be set out in 
the CCG’s constitution. 

 
66. Specific issues and potential approaches in relation to delegated or joint 

commissioning of primary care are set out below. 
  

Page 76 of 113Page 76 of 112



 
 

OFFICIAL 

22 
 

 
Decision-making when a conflict of interest arises: primary 

medical care 

67. Procurement decisions relating to the commissioning of primary medical 
services should be made by a committee of the CCG’s governing body. This 
should: 
 

 
 for joint commissioning take the form of a joint committee established 

between the CCG (or CCGs) and NHS England; and 
 

 in the case of delegated commissioning, be a committee established by 
the CCG.  

 
 

68. In either case, the membership of the committee should be constituted so as 
to ensure that the majority is held by lay and executive members. In addition 
to existing CCG lay members, members may be drawn from the CCG’s 
executive members, except where these members may themselves have a 
conflict of interest (e.g. if they are GPs or have other conflicts of interest). 
Provision could be made for the committee to have the ability to call on 
additional lay members or CCG members when required, for example where 
the committee would not be quorate because of conflicts of interest. It could 
also include GP representatives from other CCG areas and non-GP clinical 
representatives (such as the CCG’s secondary care specialist and/or 
governing body nurse lead).  

 
69. Any conflicts of interest issues would need to be considered on an individual 

basis. CCGs could also consider reciprocal arrangements with other CCGs in 
order to support effective clinical representation within the committee. The 
specific composition is a matter of determination for individual CCGs, subject 
to the provisions of their constitution. However, the chair and vice-chair must 
always be lay members of the committee.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Examples 
 

 Regulations require that a CCG governing body has at least 6 members, 
including its chair and deputy chair. The members must include the CCG’s 
Accountable Officer, chief financial officer, registered nurse, secondary care 
specialist and two lay members. The committee with responsibility for 
commissioning primary care could consist of the above plus GP members. If 
GP members had to withdraw from decision making for conflict of interest 
reasons, the committee would still be quorate with a lay and executive 
majority. 
 

 Alternatively the committee could be made up of the CCG’s two lay 
members, two additional lay people (not members or employees of the CCG), 
the chief financial officer, a GP member of the governing body and one other 
CCG member (executive or otherwise). That would create a committee of 
seven people and ensure that lay and executive membership was in the 
majority.    
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70. A standing invitation must be made to the CCG’s local Healthwatch and 
Health and Wellbeing Board14 to appoint representatives to attend 
commissioning committee meetings, including, where appropriate, for items 
where the public is excluded from a particular item or meeting for reasons of 
confidentiality. These representatives would not form part of the membership 
of the committee. 

 
71. As a general rule, meetings of these committees, including the decision-

making and the deliberations leading up to the decision, should be held in 
public (unless the CCG has concluded it is appropriate to exclude the 
public).15 

 
72. In joint commissioning arrangements, the joint role of NHS England in 

decision-making will provide an additional safeguard in managing conflicts of 
interest. However, CCGs should still satisfy themselves that they have 
appropriate arrangements in place in relation to conflicts of interest with regard 
to their own role in the decision-making process. 

 
73. CCGs may wish to include decisions on other commissioning issues within the 

remit of the committee. They also may wish to designate an existing 
committee to incorporate the above responsibilities within their remit. Where a 
CCG does this, they should ensure that the membership and chairing 
arrangements are compliant with the above requirements, or that, when 
dealing with primary care procurement issues, the participating membership 
and chairing arrangements are adjusted to meet these requirements. Where 
an existing committee is so designated, the above requirements on 
Healthwatch and Health and Wellbeing Board participation and on meeting in 
public would apply for co-commissioning decisions. 

 
74. The arrangements for primary medical care decision making do not preclude 

GP participation in strategic discussions on primary care issues, subject to 
appropriate management of conflicts of interest. They apply to decision-
making on procurement issues and the deliberations leading up to the 
decision. 

 
 
Record keeping 

75. As set out above a clear record of any conflicts of interest should be kept by 
the CCG in its register of interests. It must also ensure that it records 
procurement decisions made, and details of how any conflicts that arose in the 
context of the decision have been managed. These registers should be 
available for public inspection as detailed above. 

                                            
14 Where there is more than one local Healthwatch or Health and Wellbeing Board for a CCG’s area, 
the CCG should agree with them which should be invited to attend the committee. 
15 As per the process for governing body meetings in paragraph 8(3), Schedule 1A of the NHS Act 
2006 (as amended). In joint commissioning arrangements, NHS England should follow the process in 
the Public Bodies (Admission to Meetings) Act 1960.  
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76. CCGs should ensure that details of all contracts, including the contract value, 

are published on their website as soon as contracts are agreed.16 Where 
CCGs decide to commission services through Any Qualified Provider (AQP), 
they should publish on their website the type of services they are 
commissioning and the agreed price for each service. Further, CCGs should 
ensure that such details are also set out in their annual report. Where services 
are commissioned through an AQP approach, they should ensure that there is 
information publicly available about those providers who qualify to provide the 
service.  

 
 
Role of commissioning support 

77. Commissioning support services (CSSs) can play an important role in helping 
CCGs decide the most appropriate procurement route, undertake 
procurements and manage contracts in ways that manage conflicts of interest 
and preserve integrity of decision-making.  CCGs are advised to ensure that 
any services they commission from CSSs, or that they secure through in-
house provision, include this type of support.  When using a CSS, CCGs 
should have systems to assure themselves that a CSS’ business processes 
are robust and enable the CCG to meet its duties in relation to procurement 
(including those relating to the management of conflicts of interest).   

 
78. Where a CCG is undertaking procurement, one way to demonstrate that the 

CCG is acting fairly and transparently is for the CSSs to prepare and present 
information on bids, including an assessment of whether providers meet pre-
qualifying criteria and an assessment of which provider provides best value for 
money.  

 
79. A CCG cannot, however, lawfully delegate commissioning decisions to an 

external provider of commissioning support.  Although CSSs are likely to play 
a key role in helping to develop specifications, preparing tender 
documentation, inviting expressions of interest and inviting tenders, the CCG 
itself will need to:  

 
 determine and sign off the specification and evaluation criteria;  

 
 decide and sign off decisions on which providers to invite to tender; and  

 
 make final decisions on the selection of the provider. 

 
 

 
Role of NHS England 

80. NHS England will support CCGs, where necessary, in meeting their duties in 
relation to managing conflicts of interest. In the context of co-commissioning, 

                                            
16 In doing so, CCGs will need to comply with the requirements of regulation 9 of the Procurement, 
Patient Choice and Competition Regulations. 
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NHS England will work with NHS Clinical Commissioners to develop a 
governance training programme for lay members to assist them with their role 
as members of joint or delegated commissioning committees. It will be 
important for CCGs to support their lay members to attend this training.  

 
81. NHS England will also need to assure itself that CCGs are meeting their 

statutory duties in managing conflicts of interest, including having regard to the 
statutory guidance published by Monitor and NHS England.  Where there are 
any concerns that a CCG is not meeting these duties, NHS England or 
Monitor could ask for further information or explanation from the CCG or take 
such other action as is deemed appropriate. 
 

82. During 2015/16, NHS England will work with a randomly selected sample of a 
small number of CCGs who have taken on delegated or joint commissioning 
responsibilities in order to jointly review with them the effectiveness of this 
guidance and the practical experiences in implementing it. Further details of 
this process will be issued early in 2015. 

 
 
Transparency of GP earnings 

83. As previously advised17, in line with commitments on transparency of GP 
earnings, there will be a new contractual requirement for GP practices to 
publish on their practice website by 31 March 2016, the mean net earnings of 
GPs in their practice (to include contractor and salaried GPs) relating to 
2014/15 financial year. Alongside the mean figure, practices must publish the 
number of full and part time GPs associated with the published figure. The 
figure will include earnings from NHS England, CCGs and local authorities for 
the provision of GP services that relate to the contract and which would have 
previously been commissioned by PCTs. Costs relating to premises will not be 
included. Fuller details will be included in the implementation guidance for the 
2015/16 GP contract, due to be published in February 2015. This is an interim 
solution until arrangements are finalised for publishing individual GP net 
earnings in 2016/17.  

 
Statement of conduct expected of individuals in the CCG 

84. We recommend that CCGs set out in their constitution a statement of the 
conduct expected of individuals involved in the CCG, e.g. members of the 
governing body, members of committees and employees, which reflect the 
safeguards in this guidance. This should reflect the expectations set out in the 
Standards for Members of NHS Boards and Clinical Commissioning Groups.18 

 
 
 
 

 

                                            
17 http://www.england.nhs.uk/commissioning/gp-contract/ 
18 http://www.professionalstandards.org.uk/docs/psa-library/november-2012---standards-for-board-
members.pdf?sfvrsn=0 

        See Annex 4 for the procurement template 
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Annexes 

 
 

 
Annex 1: NHS Clinical Commissioners, Royal College of General 
Practitioners and British Medical Association principles on conflicts of interest 

 
Annex 2: Declaration of conflict of interests for bidders/contractors template 

 
Annex 3: Declaration of interests for members/employees template 

 
Annex 4: Procurement template 

 
Annex 5: 10 key questions for commissioners 

 
Annex 6: Section 7 of Monitor’s Substantive Guidance on the Procurement, 
Patient Choice and Competition Regulations 
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Annex 1: NHS Clinical 
Commissioners, Royal College of 
General Practitioners and British 
Medical Association -  
Shared principles on conflicts of 
interest when CCGs are 
commissioning from member 
practices 
December 2014 

 

1. Introduction  
 

The ability for CCGs to become involved in co-commissioning General Practice and 
primary care services has the potential to bring many benefits but it also brings with it 
the potential for perceived and actual conflicts of interest.  
 
NHS Clinical Commissioners (NHSCC), the Royal College of General Practitioners 
(RCGP) and the British Medical Association (BMA) have decided to collectively 
outline their high level starting principles in managing conflicts of interest when CCGs 
commission from member practices. In large part this has brought together principles 
articulated in previous lines/guidance/steer from the above organisations and NHS 
England.   
 
Our principles are applicable to each of the three primary care commissioning 
models open to CCGs and should not be seen as being directive or be interpreted to 
mean that we prefer one model over another. These decisions need to remain a 
local, professionally led, decision. 
 
In developing these shared principles we would like them to sit alongside NHS 
England’s updated guidance on Managing Conflicts of Interest (December 2014). We 
are on a journey regarding the co-commissioning of primary care and we will review 
these principles when needed and as CCGs work through the guidance.  
 
It should be noted that this paper is not designed to address the issue of perceived or 
actual conflicts of interest in CCGs holding and performance managing GP contracts 
under co-commissioning arrangements. 
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2. Our headline shared principles around conflicts of interest 

 
We collectively agree the following in relation to managing conflicts of interest when 
CCGs commission from member practices: 

 If CCGs are doing business properly (needs assessments, consultation 
mechanisms, commissioning strategies and procurement procedures), then 
the rationale for what and how they are commissioning is clearer and easier 
to withstand scrutiny. Decisions regarding resource allocation should be 
evidence-based, and there should be robust mechanisms to ensure open and 
transparent decision making. 

 CCGs must have robust governance plans in place to maintain confidence in 
the probity of their own commissioning, and maintain confidence in the 
integrity of clinicians.  

 CCGs should assume that those making commissioning decisions will 
behave ethically, but individuals may not realise that they are conflicted, or 
lack awareness of rules and procedures. To mitigate against this, CCGs 
should ensure that formal prompts, training and checks are implemented to 
make sure people are complying with the rules. As a rule of thumb, ‘if in 
doubt, disclose’ 

 CCGs should anticipate many possible conflicts when electing/selecting 
individuals to commissioning roles, and where necessary provide 
commissioners with training to ensure individuals understand and agree in 
advance how different scenarios will be dealt with. 

 It is important to be balanced and proportionate – the purpose of these tools 
is not to constrain decision-making to be complex or slow. 

 
3. Addressing perceived as well as actual conflicts of interest 

 
Conflicts of interest in the NHS are not new and they are not always avoidable. The 
documents we reviewed to produce this paper were all clear that the existence of a 
conflict is not the same as impropriety and focus on how to avoid potential or 
perceived wrongdoing. Most importantly all acknowledge that perceived wrongdoing 
can be as detrimental as actual wrongdoing, and risks losing confidence in the 
probity of CCGs and the integrity of wider clinicians such as GPs in 
networks/federations, individual practices and partners. 
 
The RCGP/NHS Confederation also notes evidence from the BMJ that people think 
they aren’t biased by potential conflicts but often are so the common theme is - if in 
any doubt it’s important to disclose. 
 
The RCGP/NHS Confederation and NHS England Guidance identify four types of 
potential conflict of interest:  

 direct financial; 
 indirect financial (for example a spouse has a financial interest in a provider); 
 non-financial (i.e. reputation) and; 
 loyalty (i.e., to professional bodies).  

 
The BMA recognises that for CCGs there will be situations where the best decision 
for the population and taxpayers is not in the best interest of individual patients (for 
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whom GPs are required to advocate) and that this can create a perceived conflict. 
The RCGP/NHS Confederation paper acknowledges this but in terms of the 
governance when commissioning services.  

 
4. Planning for populations 
 
CCGs must always demonstrate that their commissioned services meet the needs of 
their local populations, as such CCGs will need to work with their Health and 
Wellbeing Board’s or other local strategic bodies to ensure there is alignment to local 
strategic plans.  
 
What is clear from all the existing guidance is that CCGs will need to identify the 
situations where they are involving their governing body clinicians to strategically 
plan for their population, and situations where their governing body clinicians need to 
be separated from procurement, planning and decision-making processes. In the 
former it is critically important to secure clinical expertise. In the latter, the CCG will 
need to manage risks around perceived and actual conflicts in relation to the 
tendering of services. 
 
The BMA outlines that decisions regarding resource allocation should be evidence 
based, and there should be robust mechanisms to ensure open and transparent 
decision making. As such, GP involvement must be agreed at each stage of the 
commissioning and procurement process so that potential risks of conflicts are 
appropriately defined and mitigated early on. 
 
5. Good practice – for CCGs  
 
All the guidance suggests CCGs must have robust governance plans in place to 
maintain confidence in the probity of their own commissioning, and maintain 
confidence in the integrity of clinicians.  
 
The RCGP/NHS Confederation suggests using existing NHS guidance as a starting 
point: 

 Identify potential conflicts 
 Declare interests in a register 

Exclude individuals from discussion or decision making if financial interest 
exceeds 1% equity in the provider organisation - depending on the nature of 
the discussion (we would also add that includes considering the share of the 
contract value to make sure there are no loopholes, this might also apply to 
practices with profit sharing arrangements). 

 Continue to manage conflicts post-decision i.e. contract managing (carefully 
separating overall strategy development for populations from individual 
procurement processes. The former will be important for CCG lay involvement 
will be important and include secondary care clinicians and non-executive 
board nurses, the latter can be managed by managers).  

 
NHS England guidance also says that an individual with a ‘material interest’ in an 
organisation which provides or is likely to provide significant business should not be 
member of CCG governing body. The BMA suggests anything above 5% equity is a 
material interest. The RCGP/NHS Confederation reference this threshold but also 
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say that something lower than a 1% stake could also be a material interest (if the size 
of the bid is significant).  
 
Clearly these thresholds need to be considered in relation to individual practices and 
GP partners once co-commissioning is in place. The perceived risks must be 
recognised early on and we feel some worked case study examples would be helpful 
for CCGs as they work through the updated guidance. NHSCC, the RCGP and the 
BMA are planning to work with NHS England and Monitor to identify these examples.   
 
NHSCC believe that CCG lay members, secondary care doctors and nurses on 
governing bodies play a vital role in both the design, implementation, leadership and 
monitoring of conflicts of interest systems and processes. They can provide robust 
challenge and ultimately a protection for GPs working in both the commissioning and 
provision of health care. Enabling them to carry out their roles in this regard is vital. 
 
CCGs should also be proactive in their approach when considering conflicts when 
electing/selecting people, doing a proper induction (i.e. include continuous training 
and review at both Governing Body and membership (assembly level) and ensuring 
understanding from individuals, and agree in advance how different scenarios will be 
dealt with. The CCG should ensure individuals are prompted to declare an interest 
but not absolved from their responsibility to declare as well. Again, CCG lay 
members, secondary care doctors and nurse members of the governing body have a 
critical role in this process, as an independent arbiter and as those providing 
appropriate scrutiny and oversight.  
 
NHS England’s Code of Conduct guidance specifically explores when CCGs are 
commissioning services from their own GP member practices. When CCGs are 
commissioning from federations of practices, the same guidance should apply.  
 
As practical support NHS England have also produced an updated code of conduct 
template for use when drawing up local plans (see their updated guidance). The 
template asks a series of questions to provide assurance to Health and Wellbeing 
Boards that the service meets local needs, and to the Audit Committee or external 
auditors that robust process was used to commission the service, select the 
appropriate procurement route and address potential conflicts of interest.  
 
6. Good practice - for individuals  

 
The current guidance suggests that individuals making decisions in CCGs do so with 
the Nolan principles of public life in mind: selflessness, integrity, objectivity, 
accountability, openness, honesty, and leadership. 
 
They also refer to the guidance the General Medical Council (GMC) has produced for 
doctors including: 
 You must not allow any interests you have to affect the way you prescribe for, 

treat, refer or commission services for patients. 
 If you are faced with a conflict of interest, you must be open about the conflict, 

declaring your interest informally, and you should be prepared to exclude yourself 
from decision making. 
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 You must not try to influence patients’ choice of healthcare services to benefit 
you, someone close to you, or your employer. If you plan to refer a patient for 
investigation, treatment or care at an organization in.  

NHS England guidance indicates that individuals must declare an interest as soon as 
they come aware of it, and within 28 days. More informally, the RCGP/NHS 
Confederation also suggested the simple ‘Paxman test’ - whether explaining the 
situation to an investigative reporter/journalist like Jeremy Paxman would cause 
embarrassment. We think it would be helpful to develop this type of text into a tool for 
CCGs to use locally.  
 
NHS England guidance indicates that individuals must declare an interest as soon as 
they come aware of it, and within 28 days.  
 
Finally, the BMA suggested that commissioner doctors:   

 Declare all interests, even if they are potential conflicts or the individual is 
unsure whether it counts as a conflict, as soon as possible. 

 Update a register of interests every three months. 
 Doctors must be familiar with their organisation’s formal guidance. 
 If individual doctors have any questions, they should seek advice from 

colleagues, err on the side of being open about conflicts of interest, or seek 
external advice from professional or regulatory bodies.  

In addition to the above, the RCGP suggests there should also be a requirement to 
update the register of interests if a material difference arises in the circumstances of 
an individual at any point.  
 
7. Procurement processes – CCGs and member practices 
 
According to the BMA guidance, when CCGs are procuring community level 
services, these contracts are often below threshold requiring a competitive tender 
process.  
 
There are a number of procurement options for CCGs in this situation – for example 
a few may include: 

1. Competitive tender where GP practices are likely to bid 
2. AQP where GP providers are likely to be among the qualified providers 
3. Single tender from GP practices 

 
From the guidance that exists different questions arise around conflicts of interest 
when the above procurement processes are used. For example:   

 Identifying whether approaches such as AQP are being used with the 
safeguards to ensure that patients are aware of the choices available to them.  

 If single tender is the route used, CCGs will need to demonstrate a few things 
– depending on the nature of the procurement. For example that there are no 
other capable providers, why the successful bid was preferred to the others 
and the impact of disproportionate tendering costs. (Monitor’s procurement 
guidance provides many useful steers on what CCGs will need to 
demonstrate) 
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For primary care co-commissioning, NHSCC believes one of the elements to include 
on procurement processes are the issues around standing financial orders and 
schemes of delegation which should not allow CCGs to divide primary care budgets 
into smaller budgets to circumvent the procurement process. NHSCC’s lay member 
network will have examples/steer on the correct wording to use from previous local 
experiences.  
 
Regardless of what the local application is the most important part of this process is 
transparency. NHS England says to set out the details, including the value of all 
contracts on the CCG website. If they are using AQP, the types and prices of 
services they are commissioning should be on the website. All of this information 
should also be in the CCG’s annual report. 
 
When making procurement decisions, the current guidance suggests that anyone 
with a perceived or material conflict should be excluded from decision making, either 
both excluded from voting or from discussion and voting. What is not clear in the 
guidance is how far back this rule goes – i.e. to the planning stage or just the 
development of the specification and procurement. CCGs will need to agree that line 
locally.   
 
According to the reviewed guidance if all GPs and practice representatives due to 
make a decision are conflicted, then the CCG should be:  

 Referring decisions to the governing body, so that lay members / the nurse / 
the secondary care doctor can make the final decision. However this may 
weaken GP clinical input into decision making. 

 Co-opting individuals from the HWB or another CCG onto the governing body, 
or invite the HWB / another CCG to review proposal to provide additional 
scrutiny (these individuals would only be able to participate in decision making 
if this was set out in the CCG constitution) 

 Ensure that quoracy rules enable decisions to be made in this circumstance 
 Plan ahead to ensure that agreed processes are followed. 
 Use an appropriately constituted arms-length external scrutiny committee to 

ensure probity (recommended by the BMA) 

CCGs can use commissioning support services (CSS) to reduce potential conflicts, 
for example a CSS can help select the best procurement route and prepare bids etc. 
However, this cannot completely eliminate the conflict as CCGs are responsible for 
signing off specification and evaluation criteria, signing off which providers to invite to 
tender, and making the final decision on the selection of the provider. The CCG is 
responsible for ensuring that their CSS or other third parties are compliant with 
regulations in the same way that the CCG must be.  
 
NHS England also suggest any questions about the service going beyond the scope 
of the GP contract should be discussed with NHS England area teams, clearly that 
would need review in light of new delegated co-commissioning arrangements.  
 
Networks and Federations  
 
We note that the increasing number of GP networks and federations could potentially 
present an added complication to local procurement processes. If most or all CCG 
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member practices are part of the local federation, then this could mean that a 
practice not part of the federation/excluded from a federation may not have the 
opportunity to win contracts through competitive tender – because the process is 
more suited to federated organisations. One way to mitigate this would be for the 
CCG to always design and procure service specifications according to best practice 
(with openness and transparency), thereby supporting all practices to bid. One area 
to be careful about is when all the GPs on a governing body have a declared interest 
in local federations – this makes decision making and accountability complex and the 
CCG will need to work that through carefully with the input of its lay members and 
wider clinicians on the governing body. Again, an external scrutiny committee with 
non-conflicted clinicians such as from a neighbouring CCG may be helpful. 
 
8.  Local engagement   
Separately, the BMA suggests that LMCs should be involved in CCGs either by 
formal consultation, a non-voting seat on governing body, or as an observer on 
governing body. They indicate that a non-voting governing body seat would be the 
best option. Neither of the other two papers we reviewed address this. 
 
9. Other conflicts of interest issues for consideration 
 
Personal conflict 
The RCGP/NHS Confederation highlight that in CCG governing bodies a personal 
conflict can arise because CCG leaders are elected by their constituent GP 
members. There could be a perception that CCG governing bodies are favouring the 
most vocal or influential of their GP practice members. Related to this is the potential 
indirect interest for elected GPs to build a constituency of supporters within their 
CCG.  
 
The CCG is responsible for ensuring that their CSS or other third parties are 
compliant with regulations in the same way that the CCG must be.  
 
NHS England guidance suggests that in the case of every GP governing body 
member being conflicted, the lay members, registered nurse and secondary care 
doctor make the decision (and that the constitution is written so that this is quorate).  
This could however mean that decisions would be taken without a GP perspective.  
Alternatively, CCGs may bring in members of the Health and Wellbeing Board or 
another CCG to provide oversight, or as the BMA suggests use an external scrutiny 
committee to make decisions.  
 
Use of primary care incentive schemes 
In its guidance, the BMA highlights its concerns about the professional and ethical 
implications of CCGs applying incentive schemes to reduce referral or prescribing 
activity.  The BMA urges any doctor, whether commissioner or provider, to consider 
the schemes carefully and ensure that scheme is based on clinical evidence. NHSCC 
suggests that one solution is to ensure the expertise of secondary care clinicians and 
nurses on governing bodies plays an important part in providing clinical input and lay 
members can scrutinize commercial/ financial and performance data. 
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The RCGP acknowledge that it is not ethical to under-treat or under-refer for financial 
gain, but is not unethical to ‘review and reflect’ on variations in referral/prescribing 
rates and try to reduce referrals in line with evidence or best practice. 
 
 
Note to the reader:  
 
This paper has been developed from a review of three guidance documents and 
brings together previous lines/guidance from NHSCC, NHS England, the RCGP and 
the BMA.    

 BMA ‘Conflicts of interest in the new commissioning system: Doctors in 
commissioning roles’ April 2013 

 RCGP/NHS Confederation ‘Managing conflicts of interest in clinical 
commissioning groups’ September 2011  

 NHS England ‘Managing conflicts of interest: guidance for clinical 
commissioning groups.’ March 2013 (includes Commissioning Board 
Document that precedes it). We have also read across the paper to the new 
version of this document published December 2014. 

 
NHSCC have also supplemented the principles raised in this paper with some points 
for steer that have been raised by members of its lay member network.   
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Annex 2: Declaration of conflict 
of interests for 
bidders/contractors template 

 
NHS [geographical reference] Clinical Commissioning Group 
Bidders/potential contractors/service providers declaration form: financial and 
other interests 
 
This form is required to be completed in accordance with the CCG’s Constitution, and 
s140 of the NHS Act 2006 (as amended by the Health and Social Care Act 2012) and 
the NHS (Procurement, Patient Choice and Competition) (No2) Regulations 2013 
and related guidance  
 
Notes: 
 

 All potential bidders/contractors/service providers, including sub-contractors, 
members of a consortium, advisers or other associated parties (Relevant 
Organisation) are required to identify any potential conflicts of interest that could 
arise if the Relevant Organisation were to take part in any procurement process 
and/or provide services under, or otherwise enter into any contract with, the 
CCG, or with NHS England in circumstances where the CCG is jointly 
commissioning the service with, or acting under a delegation from, NHS England. 
If any assistance is required in order to complete this form, then the Relevant 
Organisation should contact [specify]. 

 The completed form should be sent to [specify]. 
 Any changes to interests declared either during the procurement process or 

during the term of any contract subsequently entered into by the Relevant 
Organisation and the CCG must notified to the CCG by completing a new 
declaration form and submitting it to [specify]. 

 Relevant Organisations completing this declaration form must provide sufficient 
detail of each interest so that the CCG, NHS England and also a member of the 
public would be able to understand clearly the sort of financial or other interest 
the person concerned has and the circumstances in which a conflict of interest 
with the business or running of the CCG or NHS England (including the award of 
a contract) might arise. 

 If in doubt as to whether a conflict of interests could arise, a declaration of the 
interest should be made. 

 
Interests that must be declared (whether such interests are those of the Relevant 
Person themselves or of a family member, close friend or other acquaintance of the 
Relevant Person), include the following: 
 
 the Relevant Organisation or any person employed or engaged by or otherwise 

connected with a Relevant Organisation (Relevant Person) has provided or is 
providing services or other work for the CCG or NHS England; 
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 a Relevant Organisation or Relevant Person is providing services or other work for 
any other potential bidder in respect of this project or procurement process; 

 the Relevant Organisation or any Relevant Person has any other connection with 
the CCG or NHS England, whether personal or professional, which the public 
could perceive may impair or otherwise influence the CCG’s or any of its 
members’ or employees’ judgements, decisions or actions.   

 
 
Declarations: 

 
Name of Relevant 
Organisation: 

 

Interests 

Type of Interest Details 

Provision of 
services or other 
work for the CCG 
or NHS England 

 

Provision of 
services or other 
work for any other 
potential bidder in 
respect of this 
project or 
procurement 
process 

 

Any other 
connection with 
the CCG or NHS 
England, whether 
personal or 
professional, which 
the public could 
perceive may 
impair or otherwise 
influence the 
CCG’s or any of its 
members’ or 
employees’ 
judgements, 
decisions or 
actions 
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Name of Relevant 
Person 

[complete for all Relevant Persons] 

Interests 

Type of Interest Details Personal interest or 
that of a family 
member, close friend 
or other 
acquaintance? 

Provision of 
services or other 
work for the CCG 
or NHS England 

  

Provision of 
services or other 
work for any other 
potential bidder in 
respect of this 
project or 
procurement 
process 

  

Any other 
connection with 
the CCG or NHS 
England, whether 
personal or 
professional, which 
the public could 
perceive may 
impair or otherwise 
influence the 
CCG’s or any of its 
members’ or 
employees’ 
judgements, 
decisions or 
actions 

  

 
To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information. 
 
Signed: 
 
On behalf of: 
 
Date: 
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Annex 3: Declaration of interests 
for members/employees template 
 
NHS [geographical reference] Clinical Commissioning Group 
Member / employee/ governing body member / committee or sub-committee 
member (including committees and sub-committees of the governing body) 
[delete as appropriate] declaration form: financial and other interests 
 
This form is required to be completed in accordance with the CCG’s Constitution and 
section 14O of The National Health Service Act 2006, the NHS (Procurement, Patient 
Choice and Competition) regulations 2013 and the Substantive guidance on the 
Procurement, Patient Choice and Competition Regulations 
 
Notes: 
 

 Each CCG must make arrangements to ensure that the persons mentioned above 
declare any interest which may lead to a conflict with the interests of the CCG and 
/or NHS England and the public for whom they commission services in relation to 
a decision to be made by the CCG and/or NHS England or which may affect or 
appear to affect the integrity of the award of any contract by the CCG and/or NHS 
England. 

 A declaration must be made of any interest likely to lead to a conflict or potential 
conflict as soon as the individual becomes aware of it, and within 28 days.  

 If any assistance is required in order to complete this form, then the individual 
should contact [specify]. 

 The completed form should be sent by both email and signed hard copy to 
[specify]. 

 Any changes to interests declared must also be registered within 28 days by 
completing and submitting a new declaration form. 

 The register will be published [specify how, or how otherwise made available to 
the public and whether there will be any circumstances where information will be 
redacted]. 

 Any individual – and in particular members and employees of the CCG and/or 
NHS England- must provide sufficient detail of the interest, and the potential for 
conflict with the interests of the CCG and/or NHS England and the public for whom 
they commission services, to enable a lay person to understand the implications 
and why the interest needs to be registered.  

 If there is any doubt as to whether or not a conflict of interests could arise, a 
declaration of the interest must be made. 

 
Interests that must be declared (whether such interests are those of the individual 
themselves or of a family member, close friend or other acquaintance of the 
individual) include: 
 roles and responsibilities held within member practices; 
 directorships, including non-executive directorships, held in private companies or 

PLCs; 
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 ownership or part-ownership of private companies, businesses or consultancies 
likely or possibly seeking to do business with the CCG and /or with NHS England 

 shareholdings (more than 5%) of companies in the field of health and social care; 
 a position of authority in an organisation (e.g. charity or voluntary organisation) in 

the field of health and social care; 
 any connection with a voluntary or other organisation (public or private) 

contracting for NHS services; 
 research funding/grants that may be received by the individual or any 

organisation in which they have an interest or role; 
 any other role or relationship which the public could perceive would impair or 

otherwise influence the individual’s judgment or actions in their role within the 
CCG. 

 
If there is any doubt as to whether or not an interest is relevant, a declaration of the 
interest must be made. 
 
Declaration:  

 
Name:  

Position within or 
relationship with, 
the CCG or NHS 
England: 

 

Interests 

Type of Interest Details Personal interest or 
that of a family 
member, close friend 
or other 
acquaintance? 

Roles and 
responsibilities 
held within 
member practices 

  

Directorships, 
including non-
executive 
directorships, held 
in private 
companies or PLCs  

  

Ownership or part-
ownership of 
private companies, 
businesses or 
consultancies 
likely or possibly 
seeking to do 
business with the 
CCG and/or with 
NHS England 
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Shareholdings 
(more than 5%) of 
companies in the 
field of health and 
social care 

  

Positions of 
authority in an 
organisation (e.g. 
charity or voluntary 
organisation) in the 
field of health and 
social care 

  

Any connection 
with a voluntary or 
other organisation 
contracting for 
NHS services 

  

Research 
funding/grants that 
may be received by 
the individual or 
any organisation 
they have an 
interest or role in 

  

[Other specific 
interests?] 

  

Any other role or 
relationship which 
the public could 
perceive would 
impair or otherwise 
influence the 
individual’s 
judgment or 
actions in their role 
within the CCG 
and/or with NHS 
England. 
 

  

 
 
To the best of my knowledge and belief, the above information is complete and 
correct. I undertake to update as necessary the information provided and to review 
the accuracy of the information provided regularly and no longer than annually. I give 
my consent for the information to be used for the purposes described in the CCG’s 
Constitution and published accordingly. 
 
 
Signed: 
 
Date: 
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Annex 4: Procurement template 
 

Template 
[To be used when commissioning services from GP practices, including provider 
consortia, or organisations in which GPs have a financial interest] 
 

NHS [geographical reference] Clinical Commissioning Group 
 

Service:  

Question Comment/Evidence 

 

How does the proposal deliver good or 
improved outcomes and value for money – 
what are the estimated costs and the 
estimated benefits?  How does it reflect the 
CCG’s proposed commissioning priorities? 
How does it comply with the CCG’s 
commissioning obligations?  

 

How have you involved the public in the 
decision to commission this service? 

 

What range of health professionals have 
been involved in designing the proposed 
service? 

 

What range of potential providers have been 
involved in considering the proposals? 

 

How have you involved your Health and 
Wellbeing Board(s)?  How does the 
proposal support the priorities in the relevant 
joint health and wellbeing strategy (or 
strategies)? 

  

What are the proposals for monitoring the 
quality of the service? 

  

What systems will there be to monitor and 
publish data on referral patterns? 
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Have all conflicts and potential conflicts of 
interests been appropriately declared and 
entered in registers which are publicly 
available? Have you recorded how you have 
managed any conflict or potential conflict?   

  

Why have you chosen this procurement 
route?19 

  

What additional external involvement will 
there be in scrutinising the proposed 
decisions? 

 

How will the CCG make its final 
commissioning decision in ways that 
preserve the integrity of the decision-making 
process and award of any contract? 

  

 

Additional question when qualifying a provider on a list or framework or pre 
selection for tender (including but not limited to any qualified provider)  or direct 
award  (for services where national tariffs do not apply) 

How have you determined a fair price for the 
service?  

  

 

Additional questions when qualifying a provider on a list or framework or pre 
selection for tender (including but not limited to any qualified provider) where GP 
practices are likely to be qualified providers 

How will you ensure that patients are aware 
of the full range of qualified providers from 
whom they can choose? 

  

 

Additional questions for proposed direct awards to GP providers 

What steps have been taken to demonstrate 
that the services to which the contract 
relates are capable of being provided by 
only one provider? 

  

In what ways does the proposed service go 
above and beyond what GP practices 
should be expected to provide under the GP 
contract? 

 

                                            
19Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) (No 
2) Regulations 2013 and guidance (e.g. that of Monitor).  
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What assurances will there be that a GP 
practice is providing high-quality services 
under the GP contract before it has the 
opportunity to provide any new services? 
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 Annex 5: 10 key questions  
 
These questions are provided as a prompt to CCGs in considering key issues when 
reviewing their current arrangements for managing conflicts of interest. 
 
1. Do you have a process to identify, manage and record potential (real or 

perceived) conflicts of interest that could affect, or appear to affect, the integrity 
of an award of a contract, including those that could arise in relation to co-
commissioning of primary care?  

 
2. How will the CCG make its final commissioning decisions in ways that preserve 

the integrity of the decision-making process?  
 
3. Have all conflicts and potential conflicts of interests been appropriately declared 

and entered in registers, including an explanation of how the conflict has been 
managed?  

 
4. Have you made arrangements to make registers of interest accessible to the 

public?  
 
5. Have you set out how you will you ensure fair, open and transparent decisions 

about:  
 priorities for investment in new services  
 the specification of services and outcomes  
 the choice of procurement route?  

 
6. How will you involve patients, and the public, and work with your partners on the 

Health and Wellbeing Boards and providers (old and new) in informing these 
decisions?  

 
7. What process will you use to resolve disputes with potential providers?  
 
8. Have you summarised your intended approach in your constitution, and thought 

through how your governing body will be empowered to oversee these systems 
and processes – both how they will be put in place and how they will be 
implemented?  

 
9. What systems will there be to monitor the patterns of decision making and how 

any conflicts of interest were managed?  
 

10. Has your decision making body identified and documented in the constitution the 
process for remaining quorate where multiple members are conflicted?  
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Annex 6: Section 7 of Monitor’s 
Substantive Guidance on the 
Procurement, Patient Choice and 
Competition Regulations  
 
7.1 Introduction  
 
This section provides guidance for commissioners on handling conflicts of interest.  
Regulation 6(1) of the Procurement, Patient Choice and Competition Regulations 
prohibits commissioners from awarding a contract for NHS health care services 
where conflicts, or potential conflicts, between the interests involved in 
commissioning such services and the interests in providing them affect, or appear to 
affect, the integrity of the award of that contract.  
 
Regulation 6(2) requires commissioners to maintain a record of how any conflicts that 
have arisen have been managed.  
 
S.14O of the National Health Service Act 2006 includes further requirements relating 
to conflicts of interest. Guidance on how to comply with these requirements (including 
managing conflicts of interest) has been published by NHS England and is available 
on NHS England’s website.  
 
Members of commissioning organisations that are registered doctors will also need to 
ensure that they comply with their professional obligations, including those relating to 
conflicts of interest. These are described in the General Medical Council’s guidance, 
Good Medical Practice and Financial and commercial arrangements and conflicts of 
interest. These are available on the General Medical Council’s website. 
 
7.2 What is a conflict?  
 
Broadly, a conflict of interest is a situation where an individual’s ability to exercise 
judgment or act in one role is/could be impaired or influenced by that individual’s 
involvement in another role.  
 
For the purposes of Regulation 6, a conflict will arise where an individual’s ability to 
exercise judgment or act in their role in the commissioning of services is impaired 
or influenced by their interests in the provision of those services.  
 
7.3 What constitutes an interest?  
 
Regulation 6 of the Procurement, Patient Choice and Competition Regulations 
makes it clear that an interest includes an interest of:  
 

 a member of the commissioner;  
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 a member of the governing body of the commissioner;  

 a member of the commissioner’s committees or sub-committees, or 
committees or sub-committees of its governing body; or  

 an employee.  
 
Other interests that might give rise to a conflict include the interests of any individuals 
or organisations providing commissioning support to the commissioner, such as 
CSUs, who may be in a position to influence the decisions reached by the 
commissioner as a result of their role.  
 
7.4 What interests in the provision of services may conflict with the interests in 
commissioning them?  
 
A range of interests in the provision of services may give rise to a conflict with the 
interests in commissioning them, including:  
 

 Direct financial interest - for example, a member of a CCG or NHS England 
who has a financial interest in a provider that is interested in providing the 
services being commissioned or that has an interest in other competing 
providers not being awarded a contract to provide those services. Financial 
interests will include, for example, being a shareholder, director, partner or 
employee of a provider, acting as a consultant for a provider, being in receipt 
of a grant from a provider and having a pension that is funded by a provider 
(where the value of this might be affected by the success or failure of the 
provider).  

 Indirect financial interest - for example, a member of a CCG or NHS 
England whose spouse has a financial interest in a provider that may be 
affected by a decision to reconfigure services. Whether an interest held by 
another person gives rise to a conflict of interests will depend on the nature of 
the relationship between that person and the member of the CCG or NHS 
England. Depending on the circumstances, interests held by a range of 
individuals could give rise to a conflict including, for example, the interests of a 
parent, child, sibling, friend or business partner.  
 

 Non-financial or personal interests - for example, a member of a CCG or 
NHS England whose reputation or standing as a practitioner may be affected 
by a decision to award a contract for services or who is an advocate or 
representative for a particular group of patients.  
 

 Professional duties or responsibilities. For example, a member of a CCG 
who has an interest in the award of a contract for services because of the 
interests of a particular patient at that member’s practice.  

 
Commissioners will also need to consider whether any previous or prospective roles 
or relationships may give rise to a conflict of interest. A conflict of interest may arise, 
for example, where a person has an expectation of future work or employment with a 
provider that is bidding for a contract.  
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7.5 Conflicts that affect or appear to affect the integrity of an award  
 
Even if a conflict of interest does not actually affect the integrity of a contract award, 
a conflict of interest that appears to do so can damage a commissioner’s reputation 
and public confidence in the NHS. Regulation 6 of the Procurement, Patient Choice 
and Competition Regulations therefore also prohibits commissioners from awarding 
contracts in these circumstances.  
 
As well as affecting the decision to award a contract and to which provider, a conflict 
of interest may affect a variety of decisions made by a commissioner during the 
commissioning cycle in a way that affects, or appears to affect, the integrity of a 
contract award decision taken at a later point in time. For example, conflicts of 
interest might affect the prioritisation of services to be procured, the assessment of 
patients’ needs, the decision about what services to procure, the service 
specification/design, the determination of qualification criteria, as well as the award 
decision itself.  
 
Conflicts might arise in many different situations. A conflict of interest might arise, for 
example where the spouse of a staff member of a local area team at NHS England is 
employed by a provider that is bidding for a contract. A conflict could also arise 
where a CCG is deciding whether to procure particular services from GP practices in 
the area or from a wider pool of providers, or where it is deciding whether to 
commission services that would reduce demand for services provided by GP 
practices under the NHS General Medical Services contract.  
 
Depending on the circumstances of the case, there may be a number of different 
ways of managing a conflict or potential conflict of interest in order to prevent that 
conflict affecting or appearing to affect the integrity of the award of the contract.  
 
It will often be straightforward to exclude a conflicted individual from taking part in 
decisions or activities where that individual’s involvement might affect or appear to 
affect the integrity of the award of a contract. The commissioner will need to consider 
whether in the circumstances of the case it would be appropriate to exclude the 
individual from involvement in any meetings or activities in the lead up to the award 
of a contract in relation to which the individual is conflicted, or whether it would be 
appropriate for the individual concerned to attend meetings and take part in 
discussions, having declared an interest, but not to take part in any decision-making 
(not having a vote in relation to relevant decisions). It is difficult to envisage 
circumstances where it would be appropriate for an individual with a material conflict 
of interest to vote on relevant decisions.  
 
Where it is not practicable to manage a conflict by simply excluding the individual 
concerned from taking part in relevant decisions or activities, for example because of 
the number of conflicted individuals, the commissioner will need to consider 
alternative ways of managing the conflict. For example, depending on the 
circumstances of the case, it may be possible for a CCG to manage a conflict 
affecting a substantial proportion of its members by:  
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 involving third parties who are not conflicted in the decision-making by the 
CCG, such as out-of-area GPs, other clinicians with relevant experience, 
individuals from a Health and Wellbeing Board or independent lay persons; 
or  

 inviting third parties who are not conflicted to review decisions throughout 
the process to provide ongoing scrutiny, for example the Health and 
Wellbeing Board or another CCG.  

 
Whether a conflict of interests affects or appears to affect the integrity of a contract 
award (such that the commissioner may not award the contract) will depend on the 
circumstances of the case. The list of factors in the box below is not exhaustive, but 
covers some of the core factors that a commissioner is likely to need to consider in 
deciding whether it is appropriate to award a contract. See box below.  
 
 

Conflicts that affect or appear to affect the integrity of a contract award:  
Examples of factors that a commissioner is likely to need to consider in deciding 
whether or not it can award a contract: 
 

 the nature of the individual’s interest in the provision of services, including 
whether the interest is direct or indirect, financial or personal, and the 
magnitude of any interest; 
 

 whether and how the interest is declared, including at what stage in the 
process and to whom; 
 

 the extent of the individual’s involvement in the procurement process, 
including, for example, whether the individual has had a significant 
influence on service design/specification, has played a key role in setting 
award criteria, has been involved in deliberations about which provider or 
providers to award the contract to and/or has voted on the decision to 
award the contract; and 
 

 what steps have been taken to manage the actual or potential conflict (or 
example, via an external review of the decisions taken throughout the 
procurement process, including whether a conflict of a member of a CCG 
has been dealt with in accordance with the CCG’s constitution).  

 
 
7.6 Recording how conflicts have been managed  
 
Regulation 6 of the Procurement, Patient Choice and Competition Regulations also 
requires commissioners to maintain a record of how any conflicts that have arisen 
have been managed.  
 
Commissioners will need to include all relevant information to demonstrate that the 
conflict was appropriately managed. See box below.  
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Examples of what information a record might contain: 
Commissioners might include the following information in a record of how a 
conflict of interest has been managed: 
 

 the nature of the individual’s interest in the provision of services, including 
whether the interest is direct or indirect, financial or personal, and the 
magnitude of any interest; 

 

 whether and how the interest is declared, including at what stage in the 
process and to whom; 

 

 the extent of the individual’s involvement in the procurement process, 
including, for example, whether the individual has had a significant influence 
on service design/specification, has played a key role in setting award criteria, 
has been involved in deliberations about which provider or providers to award 
the contract to and/or has voted on the decision to award the contract; and 

 

 what steps have been taken to manage the actual or potential conflict (or 
example, via an external review of the decisions taken throughout the 
procurement process, including whether a conflict of a member of a CCG has 
been dealt with in accordance with the CCG’s constitution).  
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Appendix 4 

 
Primary Care Commissioning Committee 

 
Terms of Reference 

 
1.  Introduction 
 
1.1  The Primary Care Commissioning Committee (the Committee) is established in 

accordance with Knowsley Clinical Commissioning Group’s (the CCG) 
constitution, standing orders and scheme of delegation. These terms of 
reference set out the membership, role, responsibilities and reporting 
arrangements of the Committee and shall have effect as if incorporated into the 
CCG’s constitution and standing orders. 

 
 
2.  Membership  
2.1  Voting members; 

a) Chair of the Committee – Lay Member 
b) Lay Member / Clinical Advisor x 4 
c) Accountable Officer 
d) Chief Finance Officer 
e) Commissioning Director 
f) Governance Director 
g) Lead Nurse 

 
2.2  Non-voting members; 

a) A maximum of four GPs including the Clinical Chair of the Governing Body 
and the Clinical Lead for Primary Care Quality. 

 
2.3  A vice chair will be chosen from the Lay Members. 
 
2.4  In attendance: 

a) Health Watch Representative 
b) Health and Wellbeing Board Representative 
c) LMC representative 
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2.5  Relevant officers, clinical leads, partner organisations, independent advisors, 
and the CCG’s commissioning support service provider will be invited to attend 
in line with agenda items. 

 
3.  Role and Responsibilities  
3.1  The Chief Executive of NHS England, announced on 1 May 2014 that NHS 

England was inviting CCGs to expand their role in primary care commissioning 
and to submit expressions of interest setting out the CCG’s preference for how 
it would like to exercise expanded primary medical care commissioning 
functions. One option available was that NHS England would delegate the 
exercise of certain specified primary care commissioning functions to a CCG.  

 
3.2  In accordance with its statutory powers under section 13Z of the National 

Health Service Act 2006 (as amended), NHS England has delegated the 
exercise of the functions specified in Schedule 2 to these Terms of Reference 
to Knowsley CCG. The delegation is set out in Schedule 1.  

 
3.3  The CCG has established the Primary Care Commissioning Committee 

(“Committee”). The Committee will function as a corporate decision-making 
body for the management of the delegated functions and the exercise of the 
delegated powers.  

 
3.4  NHS England has delegated to the CCG authority to exercise the primary care 

commissioning functions set out in Schedule 2 in accordance with section 13Z 
of the NHS Act.  

3.5  Arrangements made under section 13Z may be on such terms and conditions 
(including terms as to payment) as may be agreed between the Board and the 
CCG.  

 
3.6. Arrangements made under section 13Z do not affect the liability of NHS 

England for the exercise of any of its functions. However, the CCG 
acknowledges that in exercising its functions (including those delegated to it), it 
must comply with the statutory duties set out in Chapter A2 of the NHS Act and 
including:  

a)  Management of conflicts of interest (section 14O);  
b)  Duty to promote the NHS Constitution (section 14P);  
c)  Duty to exercise its functions effectively, efficiently and economically 

(section 14Q);  
d)  Duty as to improvement in quality of services (section 14R);  
e)  Duty in relation to quality of primary medical services (section 14S);  
f)  Duties as to reducing inequalities (section 14T);  
g)  Duty to promote the involvement of each patient (section 14U);  
h)  Duty as to patient choice (section 14V);  
i)  Duty as to promoting integration (section 14Z1);  
j)  Public involvement and consultation (section 14Z2).  
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3.7  The CCG will also need to specifically, in respect of the delegated functions 
from NHS England, exercise those set out below:  

 
a) Duty to have regard to impact on services in certain areas (section 13O);  
b) Duty as respects variation in provision of health services (section 13P).  

 
3.8  The Committee is established as a committee of the Governing Body in 

accordance with Schedule 1A of the “NHS Act”.  
 
3.9  The members acknowledge that the Committee is subject to any directions 

made by NHS England or by the Secretary of State.  
 
3.10 The Committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the review, 
planning and procurement of primary care services in Knowsley under 
delegated authority from NHS England.  

 
3.11. In performing its role the Committee will exercise its management of the 

functions in accordance with the agreement entered into between NHS England 
and Knowsley CCG, which will sit alongside the delegation and terms of 
reference.  

 
3.12 The functions of the Committee are undertaken in the context of a desire to 

promote increased co-commissioning to increase quality, efficiency, productivity 
and value for money and to remove administrative barriers.  

 
3.13  The role of the Committee shall be to carry out the functions relating to the 

commissioning of primary medical services under section 83 of the NHS Act.  
 
3.14 This includes the following:  
 

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

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

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

d) Decision making on whether to establish new GP practices in an area;  
e) Approving practice mergers; and  
f) Making decisions on ‘discretionary’ payment (e.g., returner/retainer 

schemes).  
 

3.15  The CCG will also carry out the following activities:  

 
a)  To plan, including needs assessment, primary medical care services in 

Knowsley;  
b)  To undertake reviews of primary [medical] care services in Knowsley;  
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c)  To co-ordinate a common approach to the commissioning of primary care 
services generally;  

d)  To manage the budget for commissioning of primary medical care services 
in Knowsley.  

 
4.  Accountability and Reporting 
 
4.1  The Primary Care Commissioning Committee will be accountable to the 

Governing Body. 
 
4.2  The Primary Care Commissioning Committee has the ability to establish sub 

committees and / or short term task and finish groups, to support the discharge 
of committee duties. 

 
4.3  The ratified minutes of the Primary Care Commissioning Committee will be 

submitted to the Governing Body.  Exception reports will also be submitted at 
the request of the Governing Body. 

 
4.4  The Committee will present its ratified minutes to Cheshire & Merseyside Area 

Team of NHS England for information, including the minutes of any sub-
committees to which responsibilities are delegated. 

 
4.5 The Committee will produce an executive summary report which will be 

presented to Cheshire & Merseyside Area Team of NHS England and the 
governing body for information at its next meeting following the committee 
meeting.  

 
4.6  The CCG will also comply with any reporting requirements set out in its 

constitution.  
 
4.7  The CCG will comply with its statutory financial duties including those under 

sections 223H and 23I of the NHS Act which are enshrined within its prime 
financial policies. The detailed budget and resource accountability 
arrangements will be as agreed with NHSE. The detailed financial policies and 
standing order arrangements will be reviewed to ensure they are sufficient in 
the context of delegated commissioning. 

 
4.8  For the avoidance of doubt, in the event of any conflict between the terms of 

this Scheme of Delegation and Terms of Reference and the Standing Orders of 
Standing Financial Instructions of any of the members, the latter will prevail. 

 
4.9  The committee meeting will be responsible for ensuring the CCG’s duty to 

consult the public and/or the membership is fulfilled as and when required. 
 
4.10 The detailed arrangements regarding procurement will be set out in the 

delegation agreement. 
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5.  Administration 
 
5.1  The Committee will be supported by the Commissioning Director who will take 

lead managerial responsibility for forward planning and programme 
management, ensuring that Committee members are aware of best practice, 
national guidance and other relevant documents and have access to 
independent advice as appropriate. 

 
5.2  Appropriate administrative support will be provided to support the Chair in the 

preparation and circulation of the agenda, conduct of the Committee’s 
business, and in taking minutes and producing reports on the work of the 
Committee as required. 

 
6.  Quorum 
 
6.1  The Committee will be regarded as quorate if the following are present: 

a) The Chair (or Vice Chair) of the Committee 
b) Lay Member 
c) Clinical Advisor or Lead Nurse 
d) CCG Executive / Director x2 

 
7.  Voting 
 
7.1 Wherever a vote is required, it will be on the basis of one member one vote for 

the voting members as identified in 2.1  
7.2  The decisions of the Committee shall be binding on NHS England and 

Knowsley CCG.  
7.3 The Committee will make decisions within the bounds of its remit.  

 
 8.   Frequency and Notice of Meetings 
 
8.1  The Primary Care Commissioning Committee shall meet a minimum of 6 times 

during the financial year. Additional meetings may be called by the Chair of the 
Committee as and when required.  

 
8.2  Members shall be notified at least 10 days in advance that a meeting is due to 

take place. Exceptionally the Chair may call an urgent meeting with notice of 2 
working days. 

 
8.3  Agendas and reports shall be distributed to members 5 working days in 

advance of the meeting date, except in the case of urgent meetings above 
where supporting papers will be provided when it is called. 

 

Page 110 of 112



 
9.  Conduct 
 
9.1  All members are required to make open and honest declarations of interest at 

the commencement of each meeting or to notify the Committee Chair of any 
actual, potential or perceived conflict in advance of the meeting.   

 
9.2  All members are required to uphold the Nolan Principles and all other relevant 

NHS Code of Conduct requirements. 
 
9.3  The Committee will: 

a) Comply with the CCG’s principles of good governance 
b) Operate in accordance with the CCG’s scheme of reservation and 

delegation  
c) Comply with the CCG’s standing orders 
d) Operate in accordance with these terms of reference 
e)  Comply with the CCG’s policies and procedures 
f) Comply with all relevant statutory and regulatory requirements 
g)  Be held in public, subject to the application of 23(b);  

 
9.4  The Committee may resolve to exclude the public from a meeting that is open 

to the public (whether during the whole or part of the proceedings) whenever 
publicity would be prejudicial to the public interest by reason of the confidential 
nature of the business to be transacted or for other special reasons stated in 
the resolution and arising from the nature of that business or of the 
proceedings or for any other reason permitted by the Public Bodies (admission 
to Meetings) Act 1960 as amended or succeeded from time to time. 

 
9.5  The Committee may delegate tasks to such individuals, sub-committees or 

individual members as it shall see fit, provided that any such delegations are 
consistent with the parties’ relevant governance arrangements, are recorded in 
a scheme of delegation, are governed by terms of reference as appropriate and 
reflect appropriate arrangements for the management of conflicts of interest. 

 
9.6  Members of the Committee shall respect confidentiality requirements as set out 

in the CCG’s Constitution. 
 
 
[Signature provisions]  
[Schedule 1 – Delegation-to be added when final arrangements confirmed]  
[Schedule 2 – Delegated functions-to be added when final arrangements 
confirmed]  
 
 
10.  Date and Review 
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10.1 These Terms of Reference were approved by the Knowsley CCG Governing 

Body on XXXX. 
 
Version No.  1 
Review dates  1st June 2015 
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Document 32(02)04 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: The NHS Mandate 2015/16 

Report presented by: Andrew Thomas – Governance Director 

Purpose of the report: The purpose of this briefing is to inform the Governing Body 
of the Mandate from the Government to NHS England for 
2015/16 and to identify key implications for NHS Knowsley 
Clinical Commissioning Group. 

Recommendations: 

Action / Decision required 

The Governing Body is recommended to: 

Note the content of the report. 

Delegated Powers: 

For decision reports only 

N/A 

Justification for Part B agenda (if 
applicable) 

N/A 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred x 

2. Safe x 

3. High quality x 

4. Cost effective x 

5. Outcome focused x 

6. Closer to home  

7. Affordable x 
 

 

[one page only] 
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GOVERNING BODY 
 

THE NHS MANDATE 2015/16 
 
 
 
 

Executive Summary 
 
This briefing summarises the content of the recently issued 2015/16 Mandate from the 
Government to NHS England. It retains the objectives set out in previous mandates, but in addition 
sets out responsibilities for NHS England in respect of innovation, the broader role of the NHS in 
society, and use of resources, as well as emphasising two new areas for particular focus, namely 
access and waiting times for mental health services, and the implementation of the Better Care 
Fund. 

The Mandate sets out the broader context within which the CCG operates and as such will need to 
be factored in to our contracting and planning processes. 
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1. Purpose of the briefing 
 
1.1 The purpose of this briefing is to inform the Governing Body of the Mandate from the 

Government to NHS England for 2015/16 and to identify key implications for NHS Knowsley 
Clinical Commissioning Group.  
 

 
2. Background 
 
2.1 NHS England is the independent organisation responsible for managing the budget and the 

day to day workings of the NHS. It supports clinical commissioning groups to improve 
patient care. 
 

2.2 To make sure the taxpayer has a say in how this money is spent, the Government provides 
direction and ambitions for the NHS through a document called ‘the Mandate’. By listening 
to the needs of patients, carers and families, NHS England is responsible for deciding the 
best way to achieve these ambitions, working across the health and social care system.  
 

2.3 The Mandate is published every year to make sure it is up-to-date, but it also sets long term 
ambitions to make sure the NHS is always there and always improving. NHS England must 
try to achieve these ambitions and the Secretary of State for Health will hold them to 
account for improving care for people.  
 

 
3. Key Issues 
 
3.1 Previous iterations of the NHS Mandate have defined objectives in terms of five key 

domains as follows: 
 
a) Help people live well for longer - preventing ill-health, and providing better early 

diagnosis and treatment of conditions such as cancer and heart disease 
b) Manage ongoing physical and mental health conditions – in particular ensuring that 

care feels much more joined up, right across GP surgeries, district nurses and 
midwives, care homes and hospitals e.g. dementia, diabetes and depression 

c) Help people to recover from episodes of ill health or following injury  
d) Make sure people experience better care – particularly older people and those at the 

end of their lives 
e) Provide safe care – ensuring we are treated in a clean and safe environment and have 

a lower risk of the NHS giving us infections, blood clots or bed sores. 
 

3.2 The Mandate sets out the Government’s intention to provide the NHS with stability and 
continuity of direction, and to this end the latest Mandate carries forward all existing 
objectives under the five headings listed above, but has added the following three 
objectives: 
 
a) Free the NHS to innovate - NHS England must strengthen local autonomy, promote 

innovation, control financial incentives to drive quality, lead the continued drive for 
efficiency savings and ensure there is a fair playing field for providers of NHS care.  
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b) Support the NHS to play a broader role in society - NHS England should promote and 
support participation by NHS organisations and patients in research, to improve 
outcomes and contribute to economic growth. They should also make partnership 
working with local councils, the police, job centres, housing associations and others a 
priority 

c) Make better use of resources - NHS England will be given £102 billion in 2015/16 to 
achieve the objectives in the Mandate. They must ensure good financial management 
of this money. 

 
3.3 In addition, the mandate asks for further progress in two key areas. The first is mental 

health. The first mandate signalled an end to the institutional bias against mental health 
services. It set NHS England’s objective to close the health gap between people with 
mental illness and the wider population. From April 2015, NHS England will, for the first 
time, introduce access and waiting time standards for key mental health services, as a 
crucial first step on a journey to complete parity of esteem for mental health services. 
 

3.4 The second is better integration of care across different services. From April 2015, we will 
see the plans for the Better Care Fund – the first joining up of NHS and social care services 
in history – take effect. NHS England will support local areas to invest over £5.2 billion to 
join up health and care services around the needs of patients, so that people can be 
supported in their own home for longer rather than being admitted to hospital. 
 

3.5 The Mandate strongly welcomes the NHS Five Year Forward View, and agrees that the 
changes described in the Five Year Forward View will better enable the NHS to meet the 
objectives described in the mandate. 
 
 

4. Implications for the CCG 
 
4.1 The CCG will need to continue to ensure that the five pre-existing areas of the Mandate are 

reflected in its commissioning activities, both in terms of developing new services and 
holding providers of existing services to account. 
 

4.2 In relation to mental health access and waiting time standards, the CCG will need to ensure 
that these are reflected in contractual arrangements and that mechanisms are in place to 
monitor performance. 
 

4.3 In relation to the BCF, Knowsley plans have been given final approval following the 
Nationally Consistent Assurance Review (NCAR) process. This puts the CCG in a good 
position to take forward this national objective at a local level. The CCG will need to work 
closely with local partners through a Section 75 agreement to implement the plans. 

   
 

5. Actions being taken by the CCG 
 
5.1 The Mandate sets out the key national objectives for the NHS and as such defines the 

policy context for the coming year, the CCG will need to factor it in to planning and 
contracting processes. 
 

5.2 Mental health: The CCG is reviewing service specifications, performance indicators and 
data reporting requirements for the mental health services it commissions to ensure they 
include access and waiting time standards and enable their effective performance 
management. 
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5.3 Better Care Fund: The CCG and council have established a BCF Implementation Group 

which will oversee delivery of the schemes detailed within the plan. A review of the Section 
75 agreement is required to ensure effective governance of all pooled budgets, including 
the BCF. 
 

6. Summary 
 

6.1 By March 2016, the Government expects NHS England to make improvements in the 
quality of care it offers. They should:  

a) Help people live well for longer  
b) Manage on-going physical and mental health conditions  
c) Help people to recover from episodes of ill health or following injury  
d) Make sure people experience better care  
e) Provide safe care  
f) Free the NHS to innovate;  
g) Support the NHS to play a broader role in society;  
h) Make better use of resources.  
 

6.2 ‘The Mandate - at a glance’ provides a summary of what the Mandate should mean for 
patients and the public and is attached in Appendix 1.  

 
 

 
Clinical Lead – Dr Faisal Maassarani, Strategy and Planning 

Managerial Lead – Andrew Thomas, Governance Director 
 
 
 

Signatory details: Andrew Thomas, andrew.thomas@knowsleyccg.nhs.uk 0151 244 3109 
 

Background Documents: 

The Mandate – A mandate from the Government to NHS England: April 2015 to March 2016 – 
Department of Health 2014 

The Mandate explained – Department of Health 2014 

NHS Five Year Forward View & Planning for 2015/16 – Report to December 2014 Knowsley CCG 
Governing Body 

Appendices: 

The Mandate explained – Department of Health 2014 
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The Mandate explained  
 
NHS England is the independent organisation now responsible for managing the budget and the day 
to day workings of the NHS. It supports clinical commissioning groups – local groups of GPs and 
other health professionals who now buy most NHS services – to improve patient care.  
 
To make sure the taxpayer has a say in how this money is spent, the Government provides direction 
and ambitions for the NHS through a document called ‘the Mandate’.  
 
By listening to the needs of patients, carers and families, NHS England is responsible for deciding 
the best way to achieve these ambitions, working across the health and social care system.  
 
The Mandate is published every year to make sure it is up-to-date, but it also sets long term 
ambitions to make sure the NHS is always there and always improving. NHS England must try to 
achieve these ambitions and the Secretary of State for Health will hold them to account for 
improving care for people.  
 

Ambitions for the NHS  
 
By March 2016, the Government expects NHS England to make improvements in the quality of care 
it offers. They should:  
 
1. Help people live well for longer  

2. Manage ongoing physical and mental health conditions  

3. Help people to recover from episodes of ill health or following injury  

4. Make sure people experience better care  

5. Provide safe care  

6. Free the NHS to innovate;  

7. Support the NHS to play a broader role in society;  

8. Make better use of resources.  
 
‘The Mandate - at a glance’ provides a summary of what the Mandate should mean for patients and 
the public.  
 
You can find the current version of the Mandate and additional documents at 

https://www.gov.uk/government/publications/nhs-mandate-2015-to-2016 or get in touch at: 

mandate-team@dh.gsi.gov.uk  
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6. Free the NHS to innovate  
NHS England must get the best health outcomes for 

patients by:  

 strengthening local autonomy;  

 promoting innovation in the NHS;  

 controlling financial incentives to drive up the 

quality of NHS services;  

 lead the continued drive for efficiency savings  

 ensure there is a fair playing field for providers 

of NHS care.  

7. Support the NHS to play a broader 
role in society  
NHS England should promote and support 

participation by NHS organisations and patients in 

research, to improve outcomes and contribute to 

economic growth. They should also make partnership 

working with local councils, the police, job centres, 

housing associations and others a success to improve 

care for all. 

The Mandate 2015/16 at a glance  
The Government wants NHS England to: 

1. Help people to live well for longer  
NHS England should play its part in the ambition to save 

an additional 30,000 lives per year by 2020 by:  

 helping ensure patients receive an early 

diagnosis to prevent people developing more 

serious conditions;  

 working to give people the right treatment 

when they need it;  

 making sure all hospitals are as good as the 

best hospitals;  

 supporting NHS staff to make every contact 

with patients an opportunity to help people 

stay in good health.  

 

2. Manage ongoing physical and mental 
health conditions  
The NHS should be amongst the best in Europe at 

supporting people with long term health conditions so 

that people can experience a better quality of life. NHS 

England should:  

 involve people in their own care and treatment 

to ensure vulnerable people receive safe, 

appropriate, high quality care;  

 make better use of technology so patients can, 

for example, order prescriptions online;  

 effectively implementing the Better Care Fund 

to improve care across different services;  

 improve diagnosis, treatment and care for 

people with dementia.  

 

5. Provide safe care  
NHS England should continue to reduce the number of 

incidents of avoidable harm and embed a culture of 

patient safety through improved reporting of 

incidents. They should also take action to identify 

those groups known to be at a high risk of suicide. 

3. Help people recover from episodes 
of ill health or following injury  
NHS England should shine a light on variation in care 

and unacceptable practice in the NHS, share best 

practice and improve services. They should:  

 improve transparency by publishing more 

data and involve local people in decision-

making;  

 put mental health on a par with physical 

health, close the current health gap and 

support people who fall into crisis;  

 implement access and waiting time 

standards for key mental health services by 

March 2016 
 

4. Make sure people experience 
better care  
Patients should experience better care, not just 

better treatment, particularly older people and 

those at the end of their lives. NHS England should:  

 measure how people feel about their care by 

asking if you would recommend a service to 

your friends or family;  

 improve the standards of care and 

experience for women during pregnancy;  

 support children and young people with 

specific health and care needs;  

 provide good quality care seven days of the 

week;  

 implement the lessons learnt from the Mid-

Staffordshire and Winterbourne View 

scandals.  

8. Making better use of resources  
NHS England will be given £102 billion in 2015/16 to 

achieve the objectives in the Mandate. They must 

ensure good financial management of this money. 
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Document 32(02)05 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Planning and Contracting 2015/16 

Report presented by: Philip Thomas, Commissioning Director & Andrew Thomas, 
Governance Director 

Purpose of the report: The purpose of this report is to set out at a high level the 
requirements of the NHS planning and contracting round for 
2015/16 and to outline how the CCG will manage the 
associated tasks. The report also outlines the proposed 
governance process for sign off of plans and contracts. 

Recommendations: 

Action / Decision required 

The Governing Body is recommended to: 

Note the content of the report and progress to date. 

Delegated Powers: 

For decision reports only 

N/A 

Justification for Part B agenda (if 
applicable) 

N/A 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred x 

2. Safe x 

3. High quality x 

4. Cost effective x 

5. Outcome focused x 

6. Closer to home x 

7. Affordable x 
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GOVERNING BODY 
 

PLANNING AND CONTRACTING 2015/16  
 
 
 
 

Executive Summary 
 
Each year the NHS issues national planning guidance to providers and commissioners to inform 
planning and contracting at a local level. Guidance for 2015/16 was issued on the 23rd December 
2014, and requires the CCG to review and refresh its 2015/16 operational plans according to a 
national timetable. The CCG holds a number of one year contracts with a range of acute, mental 
health and community providers of NHS services. Each year these contracts need to be reviewed 
and renegotiated.  

This report summarises the requirements laid out by the planning guidance and outlines the 
approach that the CCG will take in setting its plans. It also provides the Governing Body with 
details of the providers and current values for contracts subject to the annual renegotiation 
process; key negotiation issues; the approach being adopted by the CCG to agreeing new 
contracts for 2015/16 and progress to date.  

The Governing Body is asked to note the contents of the report and progress to date in agreeing 
new contracts for 2015/16 and preparing its 2015/16 plans. 
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1. Purpose of the briefing 
 
1.1 The purpose of this report is to set out at a high level the requirements of the NHS planning 

and contracting round for 2015/16 and to outline how the CCG will manage the associated 
tasks. The report also outlines the proposed governance process for sign off of plans and 
contracts. 

 
2. Background 
 
2.1 Last year, CCGs were required to develop two year operational plans, which included 

2015/16, and also an outline 5 year plan. The planning guidance for 2015/16 was issued on 
the 23rd December 2014, and requires CCGs to review and refresh the 2015/16 operational 
plans. 
 

2.2 The CCG holds a number of annual contracts with a range of acute, mental health and 
community providers of NHS services. In parallel with the planning process, each year 
these contracts need to be reviewed and renegotiated. Total contracted services which are 
subject to this annual negotiation process amount to approx. £163 million.  
 

2.3 Knowsley CCG has significant contractual relationships with a number of provider 
organisations across Merseyside. Four main providers, however, are recognised as “key” 
providers for Knowsley CCG in that the CCG contributes >5% towards the overall level of 
provider income.  These are: 
 

a) St Helens & Knowsley Hospitals NHS Trust 
b) Aintree University Hospitals NHS Foundation Trust 
c) 5 Boroughs Partnership NHS Foundation Trust 
d) Liverpool Women’s Hospital NHS Foundation Trust 

 
Together these four “key” providers account for 85% (£138m) of the value for contracts 
subject to this annual renegotiation process. 
 

2.4 Knowsley also holds contracts of a significant value with Royal Liverpool & Broadgreen 
Hospitals NHS Trust, Alder Hey Children’s Hospital NHS Foundation Trust and Merseycare.  
However, due to the volume of specialised service delivered by these providers, the CCG is 
not deemed to be a key stakeholder in these providers.   
 

2.5 The CCG also contracts with NWAS which is co-ordinated by Blackpool CCG on behalf of 
the CCGs in the Northwest and is a minor associate to that contract. 
 

2.6 The CCG purchases contract management services from the North West Commissioning 
Support Unit to support the CCG in all aspects of contract negotiation, contract 
management and contract monitoring. 
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3. Key Issues 
 
3.1 Business Rules 

The planning guidance sets out the financial business rules for CCGs as follows: 
 
Surplus Higher of 1% and 2014/15 surplus, less any agreed drawdown. For 

Knowsley it is anticipated that this will be 1%. 
Drawdown Cumulative surplus at end of 2014/15 over 1%  

CCGs will be eligible to request drawdown subject to business case sign 
off 
 
Increase in or move into cumulative deficit in 2015/16 (i.e. in-year 
deficit) 
A deficit plan will only be accepted in exceptional cases where rigorous 
assurance by NHS England indicates that it is unavoidable and minimised 

Contingency Minimum 0.5% 
Non-recurrent 
spend 

1% non-recurrent spend – to be released in line with risk assessment co-
ordinated with Region and invested in line with strategic transformation 
priorities 

Administrative 
costs 

No overspend against administration cost allocation 

Non-elective 
admissions 

Plans for spending the 50% balance on non-elective admissions over the 
baseline to be signed off with the relevant providers and published by the 
commissioner 

Contract 
penalties 

Where a service is subject to mandatory contract penalties within the NHS 
Standard contract, the commissioner will apply any penalty to the full 
extent stated in the contract without exception. Details of the application of 
any sums received from penalties will be published by the commissioner. 

Alignment with 
NHS Providers 

We expect greater consistency between the activity and financial 
trajectories set out in commissioner and provider plans. The extent to 
which the trajectories are both realistic and sufficiently aligned will be 
tested through a joined-up process to ensure that all partners have a 
shared understanding of how local services will be transformed. Significant 
differences between commissioner and provider finance and activity plans 
will be reviewed as part of the process. Where these cannot be suitably 
explained, we may require revised or additional plans. 

 
Financial planning assumptions: 
 
Demographic growth (to be derived using ONS 
published statistics unless otherwise agreed) 

Local determination using age profiled 
population projections 

Non-demographic growth Local determination based on historic 
analysis and evidence 

Tariff Change To be published following completion of 
the consultation process 

Price inflation – prescribing Local determination – expected to be in a 
range of 4% to 7% per annum increase 

Price inflation – Continuing Health Care Local determination – expected to be in a 
range of 2% to 5% per annum increase 

Quality premium Revenue resource /expenditure to be 
excluded from plans as budgeted centrally 
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3.2 Planning 
 
3.2.1 The planning guidance is firmly set within the context of the NHS Five Year Forward 

View and 2015/16 acts as the first year towards fulfilling its vision. The guidance also 
places strong emphasis on a joined up approach to planning and assurance at the 
local level between commissioners and providers, and at a regional and national 
level between TDA, NHS England and Monitor. 

 
3.2.2 The CCG is required to complete the templates issued alongside the guidance 

according to the following high level timetable: 
 

13th January 2015 Submission of initial headline plan data 
13th February 2015 Checkpoint for progress with planning measures 

and trajectories 
27th February 2015 Submission of full draft plans 
27th Feb – 30th March 2015 Assurance of draft plans 
By 31st March 2015 Plans to be approved by Governing Body 
10th April 2015 Submission of full final plans 

 
3.2.3 The key elements of CCG plans that need to be covered within the templates are set 

out below: 
 

Key element Detail required 
Outcomes • Trajectory for Clostridium difficile reduction 

• Trajectory for dementia diagnosis 
• Trajectory for IAPT coverage and recovery 
• Trajectory for IAPT waiting times 
• Record of Quality Premium measures 

NHS Constitution Trajectories for delivery of all NHS Constitution rights and 
pledges. 

Activity Trajectories for: 
• Elective spells 
• Non elective spells 
• Outpatient attendances 
• A&E attendances 
• Referrals 

Better Care Fund Improvement against the agreed BCF measures 
Financial plan 
summary 

An overview of the financial plan. 

Revenue 
resource limit 

Detail of recurrent and non-recurrent allocations expected to be 
received. 

Financial plan 
detail15/16 

Details of the financial plan for 2015/16, tracking the movement 
in spend and allocation from 2014/15 forecast outturn and 
planning assumptions including provider efficiency, inflation, 
activity growth (demographic and non-demographic), 
contingency, recurrent headroom. 

Quality, 
Innovation, 
Productivity and 

Detail of financial impact of QIPP schemes. 
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Key element Detail required 
Prevention 
(QIPP) 
Risk Details and valuation of identified risks. Details of mitigation 

strategies. 
Investment Details of planned investment including use of headroom. 
Mental Health Details of the planned real-terms increase in 2015/16 mental 

health spend, to be at least as great as the CCG’s overall real 
terms funding increase, and further details on new Mandate 
requirements. 

Statement of 
financial position 

Detail of assets, liabilities and taxpayers’ equity. 

Cash Breakdown of receipts and payments. 
Capital Planned capital expenditure by scheme. 
Contract value Details of forecast spend and activity on current contracts for 

14/15 and anticipated contract value for 15/16. 
Underlying 
recurrent position 

This will underpin the requirement to ensure all organisations 
return to or maintain underlying financial balance by 2016/17. 
Quality of submissions in this area in the past has varied 
significantly, and so scrutiny of the underlying position will 
feature more prominently in the assurance process 

 
3.2.4 A key change for 2015/16 is that inpatient activity plans will be based on spells, as 

used in ‘Secondary Uses Service’ (SUS) data. The aim of this is to bring the planning 
process between commissioners and providers closer to a common currency and to 
facilitate alignment of commissioner and provider plans.  

 
3.2.5 In addition to retaining NHS Constitution standards and other key performance 

measures agreed in the previous planning round, a further change is that the 
operational planning measures have been further developed to take account of 
priorities set out in the 2015/16 NHS Mandate, namely the implementation of the 
Better Care Fund and improving access and waiting times for mental health services. 

 
3.2.6 In addition to the templates, it is expected that CCGs will develop full narrative detail 

for their plans and that this will be made available to partners and stakeholders 
including NHS England. This narrative should cover the areas listed below (further 
detail is included at Appendix 2): 

 
a) Outcomes 

i. Delivery across the five domains and seven outcome measures 
ii. Improving health 
iii. Reducing health inequalities 
iv. Parity of esteem 

b) Access 
v. Convenient access for everyone 
vi. Meeting the NHS Constitution standards 

c) Quality 
vii. Response to Francis, Berwick and Winterbourne View 
viii. Patient safety 
ix. Patient experience 
x. Compassion in practice 
xi. Staff satisfaction 
xii. Seven day services  
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xiii. Safeguarding 
d) Innovation 

xiv. Research and innovation 
e) Delivering Value 

xv. Financial resilience; delivering value for money for taxpayers and patients 
and procurement 

 
 

3.3 Better Care Fund 
 
3.3.1 In terms of Better Care Fund (BCF) planning, the finance and activity plan requires 

the CCG to set out its contribution to the overall Knowsley Health and Wellbeing 
Board (HWB) plan to reduce non-elective admissions.  

 
3.3.2 Although BCF planning guidance sets an indicative figure for an overall reduction of 

3.5% in non-elective admissions, each local area can set its own level of ambition, 
taking into account local circumstances. As part of the refresh of plans, CCGs are 
expected to review this ambition in light of the current operational circumstances, 
taking into account the broad range of planning factors, including: (i) actual 
performance in the year to date, particularly through the winter; (ii) the likely outturn 
for 2014/15; and (iii) progress with contract negotiations with providers. The review 
should be undertaken within the partnership approach underpinning local BCF 
planning and approved by the Health and Wellbeing Board. NHS England will assess 
the extent to which any proposed change has been locally agreed in line with BCF 
requirements, and has taken full account of the risk to delivery of the ambition. There 
will not be a requirement to resubmit the BCF plan itself, but rather it is expected that 
evidence of local agreement to any changes will be provided through the CCG 
operational plan  

 
 

3.4 Contracting Timetable 
 
3.4.1 The high level contracting timetable is as follows:  
 

By 1 Nov 2014 
   

NHS England and CCG Commissioning Intentions provided to 
Trusts 

By 23 Dec 2014 
   

Publication of Final 2015/16 Planning Guidance, including 
provisional tariff assumptions, to be followed by: 
• Standard Contract for 15/16  
• Revised Contract Dispute Resolution procedure 

Jan 2015 Publication of revised National Tariff1 
Jan – 11 Mar 
2015 

Contract negotiations – including voluntary mediation 

From 29 Jan 
2015    

Weekly contract tracker to be submitted each Thursday (CCGs, 
NHS England, NHS Trusts) 

20 February    National Contract stocktake – to check the status of contracts 
11 Mar 2015    Contracts signed post-mediation (CCGs, NHS England, NHS 

Trusts and Foundation Trusts) 
12 Mar – 23 Mar 
2015    

Contract arbitration (CCGs, NHS England, NHS Trusts) 

By 25 Mar 2015 
   

Arbitration outcomes notified to commissioners and providers 
(CCGs, NHS England, NHS Trusts) 
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3.4.2 Co-ordinating Commissioner Responsibilities 

 
The CCG is the Co-ordinating or “Lead” Commissioner for 5 Borough Partnership 
NHS Foundation Trust which includes both the Mental Health and Community 
Contracts.  The CCG leads on all aspects of contract negotiation on behalf of the 
associates to this contract.  

 
3.4.3 Associate Commissioner Responsibilities 
 

In respect of all other Acute/Community/Mental Health Contracts, the CCG is an 
associate commissioner and works collaboratively with the Lead Commissioner and 
Commissioning Support Unit throughout the contract negotiations process. The 
CCG’s collaborative commissioning partners for its main contracts are detailed at 
Appendix 3. 

 
3.4.4 Finance & Activity Schedule and Contract Principles 
 

a) For all major Acute and Community contracts the initial stage of the process is the 
development of contract offers based upon key factors which include defining an 
agreed baseline, with accepted adjustments. Adjustments include any national 
inflationary uplift or efficiency savings which differ between Payment by Results 
(PbR) based contracts and Non-PbR based contracts. In addition there is a 
negotiated CQUIN payment including a nationally mandated element. 

 
b) This financial offer also establishes the process for agreeing in-year investment or 

disinvestment, the means of payment (block contract or payment by results) and any 
other financial principles relevant to that contract. Financial offers are usually 
prepared by the Commissioning Support Unit and shared with finance officers in the 
CCG. 

 
c) The contracting principles document clearly defines the methodology used in arriving 

at the baseline and states any risk sharing arrangement that the commissioner 
wishes to enter in to with the provider that form part of the negotiation process 

 
d) Once a financial agreement has been reached an updated Finance Schedule can be 

added to the contract for sign off by the appropriate CCG officer. 
 
3.4.5 Reporting and Information Requirements 
 

Information schedules to support the performance reporting will be developed 
alongside the contract negotiations to ensure that in year reporting and Key 
Performance Indicators are reflective of any changes required by commissioners. 
Any data quality improvements should also be detailed within the schedule. 

 
3.4.6 Commissioning/Provider Intentions   
 

a) A requirement of the annual contract review process is for commissioners and 
providers to share any intentions to develop, review, expand or withdraw services.  
The document should detail the known impact on all parties to the contract.  
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b) In its role as co-ordinating commissioner for 5BP the CCG has collated associates 

commissioning intentions and shares these with the provider as soon as they 
become available.  

 
 
3.4.7 Service Development Improvement Plan (SDIP) 
 

This section of the contract will be updated to include any improvement or 
developments required by commissioners in relation to services specified within the 
contract. 

 
 
3.4.8 Quality Including CQUIN 
 

The Quality Schedule of contracts are reviewed annually to ensure the operational, 
national and local standards measure the providers overall quality and effectiveness 
based upon latest guidance and best practice. The 2015/16 commissioning for 
quality and innovation (CQUIN) incentive framework guidance has not been 
published at time of this briefing being prepared but early indications from wider 
planning guidance issued on 19th December 2014 suggest there will be nationally 
mandated CQUINs in respect of Sepsis and acute kidney injury during 2015/16. The 
CCG will work with partners to develop local schemes as appropriate for each 
provider. 

 
 
4. Actions being taken by the CCG 
 
4.1 The CCG, working in partnership with contracting service colleagues from North West 

Commissioning Support Unit (CSU), has put in place a clear set of actions with timescales, 
owners and RAG ratings, to enable delivery of its responsibilities in relation to the 
development and agreement of contracts for healthcare services.  
 

4.2 These actions are monitored and managed through a series of contracting task and finish 
group meetings, scheduled throughout the period to end of March 2015. The task and finish 
group meetings also enable the CSU to seek the CCG’s views on and decisions relating to 
negotiations concerning contracts to which the CCG is an associate.  
 

4.3 High level commissioning intentions for the CCG have been shared with CSU and all 
appropriate providers.  
   

4.4 In relation to the CCG’s  coordinating commissioner role for 5 Boroughs Partnership NHS 
Foundation Trust, contracting principles have been shared and agreed by all relevant 
parties and a schedule for negotiation meetings, for which chairing arrangements have 
been agreed with associates, is in place. A log has been implemented to record issues and 
track progress to their resolution. 
 

4.5 Contracts to which the CCG has an associate commissioner role have been reviewed and 
CCG officers identified to support CSU colleagues in ensuring full engagement and 
involvement in the contract negotiation process for all providers identified as being of high 
risk/interest to the CCG. 
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4.6 The planning process and the contract review process are interdependent and in 
recognition of this, the CCG’s contracting task and finish group will include key planning 
leads and its scope will be extended to enable the CCG to complete the necessary planning 
outputs for the planning round as per the timetable above. 

 

5. Summary 
 

5.1 The CCG is fully engaged in the planning and contracting process to submit the required 
planning outputs and agree NHS contracts for 2015/16 and will continue to work closely 
with co-ordinating commissioners throughout the contract negotiation process to ensure 
Commissioning Intentions, Service Development and Improvement Plans and CQUIN 
schemes included in contracts accurately reflect the CCG’s commissioning plans.   

 
5.2 The CCG will also continue to work with partners to ensure that planning and delivery of 

contracting for NHS providers is supported in a flexible, timely and commissioner focussed 
manner.  

 
Management Leads: 

Philip Thomas – Commissioning Director 
Andrew Thomas – Governance Director 

 
 
 

Signatory details: Philip Thomas philip.thomas@knowsleyccg.nhs.uk 0151 244 4149  
         Andrew Thomas andrew.thomas@knowsleyccg.nhs.uk 0151 244 3109 

 

Background Documents: 

NHS England - Supplementary information for commissioner planning, 2015/16 

Appendices: 

Appendix 1: NHS Knowsley CCG:  Contracts subject to contract negotiation process 2015/16  

Appendix 2: Key Features for 2015/16 plans 

Appendix 3: Collaborative Commissioning partners for 2015/16 contract round 
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Appendix 1:  
 
NHS Knowsley CCG:  Contracts subject to contract negotiation process 2015/16  

 
Provider type Provider   2014/15 outline budget  
NHS Acute St Helens and Knowsley Hospital  £ 53,964,628  
NHS Acute Aintree Hospital FT  £ 28,695,324  
Community Services 5BP FT Community Services  £ 19,589,973  
NHS Acute Royal Liverpool University Hospital  £ 19,129,424  
Mental Health 5 Boroughs Partnership NHS FT   £ 16,966,976  
NHS Childrens Acute Alder Hey Childrens Hospital  £ 5,892,717  
NHS Acute Liverpool Womens Hospital FT  £ 6,071,109  
Mental Health Merseycare Mental Health Contract  £ 4,428,507  
NHS Acute Southport & Ormskirk Hospital  £ 1,772,905  
NHS Acute Liverpool Heart and Chest  £ 1,678,319  
IS Acute Spire Liverpool Private Hospital  £ 1,218,094  
NHS Acute Warrington & Halton Hospital FT  £ 810,152  
IS Acute Fairfield Private Hospital  £ 684,347  
Community Services Liverpool Community Health   £ 507,808  
Community Services Bridgewater Community  £ 528,383  
Community Services 5BP AQP MCAS  £ 278,323  

NHS Acute 
Wrightington, Wigan and Leigh 
Hospital FT  £ 229,818  

NHS Acute Wirral Hospital FT  £ 217,868  
NHS Acute Central Manchester  £ 110,602  
Community Services 5BP AQP Podiatry  £ 109,349  
Assessment & Treatment British Pregnancy Advisory Service  £ 71,654  
Total     £ 162,956,280  
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Appendix Two 

 Key features to be demonstrated in plans 
Outcomes 

Delivery across the five 
domains and seven 
outcome measures 

• Your understanding of your current position on outcomes as 
set out in the NHS Outcomes Framework 

• The actions you need to take to improve outcomes 
Improving health • Working with HWB partners, your planned outcomes from 

taking the five steps recommended in the “commissioning for 
prevention” report 

Reducing health 
inequalities 

• Identification of the groups of people in your area that have a 
worse outcomes and experience of care, and your plans to 
close the gap 

• Implementation of the five most cost-effective high impact 
interventions recommended by the NAO report on health 
inequalities 

• Implementing EDS2 
• Examination of how the organisation compares against the first 

NHS Workforce Race Equality Standard 
Parity of esteem • The resources you are allocating to mental health to achieve 

parity of esteem 
• Identification and support for young people with mental health 

problems 
• Plans to reduce the 20 year gap in life expectancy for people 

with severe mental illness 
• The planned level of real terms increase in spending on mental 

health services  
Access 

Convenient access for 
everyone 

• How you will deliver good access to the full range of services, 
including general practice and community services, especially 
mental health services in a way which is timely, convenient and 
specifically tailored to minority groups 

• Plans to improve early diagnosis for cancer and to track one-
year cancer survival rates 

Meeting the NHS 
Constitution standards 

• That your plans include commissioning sufficient services to 
deliver the NHS Constitution rights and pledges for patients on 
access to treatment as set out in Annex B and how they will be 
maintained during busy periods 

• How you will prepare for and implement the new mental health 
access standards  

Quality 
Response to Francis, 
Berwick and 
Winterbourne View 

• How your plans will reflect the key findings of the Francis, 
Berwick and Winterbourne View Reports – including how your 
plans will make demonstrable progress in reducing the number 
of inpatients for people with a learning disability and improve 
the availability of community services for people with a learning 
disability 

Patient safety • How you will address the need to understand and measure the 
harm that can occur in healthcare services, to support the 
development of capacity and capability in patient safety 
improvement 

• How you will increase the reporting of harm to patients, 

Page 12 of 14



 
 

particularly in primary care and focused on learning and 
improvement 

• Your plans for tackling sepsis and acute kidney injury 
• How you will improve antibiotic prescribing in primary and 

secondary care 
Patient experience 
 

• How you will set measureable ambitions to reduce poor 
experience of inpatient care and poor experience in general 
practice 

• How you will assess the quality of care experienced by 
vulnerable groups of patients and how and where experiences 
will be improved for those patients 

• How you will demonstrate improvements from FFT complaints 
and other feedback 

• How you will ensure that all the NHS Constitution patient rights 
and commitments given to patients are met How you will 
ensure you meet the recommendations of the Caldicott Review 
that are relevant to the patient experience 

Compassion in practice 
 

• How your plans will ensure that local provider plans are 
delivering against the six action areas of the Compassion in 
Practice implementation plans 

• How the 6Cs are being rolled out across all staff 
Staff satisfaction 
 

• An in-depth understanding of the factors affecting staff 
satisfaction in the local health economy and how staff 
satisfaction locally benchmarks against others 

• How your plans will ensure measureable improvements in staff 
experience in order to improve patient experience 

Seven day services  
 

• How you will make significant further progress in 2015/16 to 
implement at least 5 of the 10 clinical standards for seven day 
working 

Safeguarding 
 

• How your plans will meet the requirements of the accountability 
and assurance framework for protecting vulnerable people 

• The support for quality improvement in application of the 
Mental Capacity Act 

• How you will measure the requirements set out in your plans in 
order to meet the standards in the prevent agenda 

Innovation 
Research and innovation 
 
 

• How your plans fulfil your statutory responsibilities to support 
research 

• How you will use Academic Health Science Networks to 
promote research 

• How you will adopt innovative approaches using the delivery 
agenda set out in Innovation Health and Wealth: accelerating 
adoption and diffusion in the NHS 

Delivering Value 
Financial resilience; 
delivering value for 
money for taxpayers and 
patients and procurement 
 

• Meeting the business rules on financial plans including surplus, 
contingency and non-recurrent expenditure 

• Clear and credible plans that meet the efficiency challenge and 
are evidence based, including reference to benchmarks 

• The clear link between service plans, financial and activity 
plans 
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APPENDIX 3: Collaborative Commissioning partners for 2015/16 contract round 

PROVIDER  COLLABORATIVE PARTNERS 

 

St Helens & Knowsley Teaching Hospitals 
NHS Trust 

St Helens CCG, Halton CCG 
 

Aintree University Hospitals NHS 
Foundation Trust 

Liverpool CCG, South Sefton CCG 
 

Royal Liverpool & Broadgreen University 
Hospitals Trust 

Liverpool CCG, South Sefton CCG 
 

Five Boroughs Partnership NHS Foundation 
Trust * 

St Helens CCG, Halton CCG, KMBC 

Mersey Care Mental Health Trust South Sefton CCG, Southport & Formby 
CCG 
 

Liverpool Womens Hospital NHS 
Foundation Trust 

Liverpool CCG, South Sefton CCG 

Alder Hey Childrens NHS Foundation Trust 
 

Liverpool CCG, South Sefton CCG, 
Southport & Formby CCG, St Helens CCG, 
Halton CCG 

Liverpool Heart & Chest Hospital 
Foundation Trust 
 

Liverpool CCG, South Sefton CCG 

Warrington & Halton Hospitals NHS Trust 
 

Warrington CCG, Halton CCG, St Helens 
CCG 

Southport & Ormskirk Hospitals NHS Trust 
 

South Sefton CCG, North Sefton CCG 

 

* NHS Knowsley CCG coordinating commissioner for this contract 
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Document 32(02)06 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: 3 Month Extension to Community COPD Contract 

Report presented by: Dr Paul Conway, Clinical Lead - Quality & Safety 

Purpose of the report: This report seeks Governing Body approval for a 3-month 
extension to the contract for the Community Chronic 
Obstructive Pulmonary Disease Service with Liverpool Heart 
and Chest Hospital NHS Foundation Trust (LHCH) and 
under the terms of the existing contract to enable safe 
mobilisation of the replacement Community Respiratory 
Disease Service. 

Recommendations: 

Action / Decision required 

 

 

The Governing Body is recommended to: 

1. Note: 
a. the progress made to commission a Community 

Respiratory Disease Service; 
b. the actions and timeframes required to complete 

that commission; 
2. Approve a 3 month contract extension to the Community 

Chronic Obstructive Pulmonary Disease Service contract 
to enable service continuity during mobilisation of the 
new service following completion of the procurement 
process. 

Delegated Powers: 
For decision reports only 

 

Justification for Part B agenda  Not applicable 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred X 

2. Safe X 

3. High quality X 

4. Cost effective X 

5. Outcome focused X 

6. Closer to home X 

7. Affordable X 
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GOVERNING BODY 
 

3 MONTH EXTENSION TO COMMUNITY COPD CONTRACT 
 
 
 
 

Executive Summary 
 
The CCG’s contract with Liverpool Heart and Chest Hospital NHS Foundation Trust (LHCH) for a 
Community Chronic Obstructive Pulmonary Disease (COPD) Service expires on 31 July 2015. 
 
The CCG is commissioning a Community Respiratory Disease Service which will incorporate those 
services currently within the Community COPD service. The detailed programme plan has 
identified that the available time for mobilisation of the new service will present significant service 
continuity risks. 
 
In order to mitigate these risks, the Governing Body is recommended to agree to a 3 m onth 
extension to the contract with LHCH for the delivery of the Community COPD Service, providing a 
sufficient time for any provider of the new service to mobilise. 
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1. Purpose of the report 
 
 This report seeks Governing Body approval for a 3 m onth extension to the contract with 

LHCH for the delivery of the Community COPD Service to enable safe mobilisation of the 
replacement Community Respiratory Disease Service. 

 
2. Recommendations 
 
2.1 That the Governing Body: 

 
a) Note: 

i. the progress made to commission a Community Respiratory Disease Service; 
ii. the actions and timeframes required to complete that commission; 

b) To agree to a 3 m onth extension to the contract with LHCH for the delivery of the 
Community Chronic Obstructive Pulmonary Disease Service to enable service 
continuity during mobilisation of the new service following completion of the 
procurement process. 

  
3. Background 
 
3.1 The contract for the current chronic obstructive pulmonary disease (COPD) service, provided 

by Liverpool Heart and Chest Hospital NHS Foundation Trust, expires on 31 st July 2015.  
This consultant-led service has provided a m odel from which a broader service for the 
significant majority of respiratory conditions can be developed. 

 
3.2 Due to the high local prevalence of respiratory conditions, the widening mortality gap 

between Knowsley and E ngland, and the high costs associated with emergency care for 
patients with respiratory conditions, the time is right to consider how the future clinical model 
for respiratory care can be developed to support the CCG’s strategy for a happier, healthier 
population with a better quality of life. 

 
3.3 A new community respiratory disease clinical model has been developed, building on t he 

successes of the COPD model, to include a br oader range of respiratory conditions. A 
detailed service specification is currently being designed based on t his model prior to 
commencement of procurement. 

 
4. Progress to Date 
 
4.1 The CCG has established a multi-disciplinary programme team charged with commissioning 

the new service. Comprising clinical, quality, commissioning, programme management, 
procurement, business intelligence and engagement staff, the team, adopting a programme 
management approach, have developed a plan which identifies and enables progress to be 
managed and monitored against a det ailed list of actions, with assigned leads and 
timeframes. As part of the programme governance, regular updates are provided to the 
programme sponsor, Philip Thomas, the CCG’s Commissioning Director, which identify risks, 
issues, any significant variation from plan and mitigating and remedial actions. 

 
4.2 To date the programme has delivered: 
 

a) Programme plans and documentation to provide the structure and detail necessary to 
deliver the programme; 
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b) A Service Model, approved by a C linical Governance Group drawn from the 
membership, outlining the future service and how it contributes to the CCG’s strategic 
intent; 

c) A detailed activity and cost model for respiratory conditions in Knowsley; 
d) A future cost model, projecting how the new service will impact community and 

secondary care activity; 
e) An Equality Analysis, informed by broad patient and carer engagement, which has been 

produced in order that, when taking decisions, the key decision-makers do so in the full 
knowledge of the CCG’s statutory Public Sector Equality Duty (PSED) under the 
Equality Act 2010. 

 
5. Next Steps 
 
5.1 As identified in the report ‘Procurement of a Community Respiratory Disease Service’ also 

presented to this meeting, the next step is to agree the service specification, followed by a 
procurement process, contract award and mobilisation. The timescales for the key stages 
are: 

 
Milestone Date 

 
Delegated approval of Service Specification 12 February 2015 

 
Advertisement and ITT published February 2015 

 
Award letter issued June 2015 

 
Service initiates 
 

August 2015 
 

  
6. Mobilisation Period 
 
6.1 As indicated in the programme plan, the contract for the Community Respiratory Disease 

Service is due to be awarded in June 2015. The contract for the Community COPD service 
expires on 31 July 2015. The responders will therefore have a maximum of 45 working days 
(to Friday 31 July inclusive) to mobilise the new service (or whichever elements are live on 
Day 1). 

 
6.2 As the procurement process is being conducted by open tender, it is unclear at this stage 

which providers will respond to the tender, and w hich provider will be s elected as the 
preferred provider. 

 
6.3 As it cannot be assumed that the incumbent provider will be selected to run the new service, 

it is necessary to work on the basis that: 
 

a) Staff will need to be transferred between providers 
b) Additional staff may need to be recruited 
c) New pathways will have to be designed 
d) Processes will need to be documented and tested 
e) IM&T requirements will need to be fulfilled 
f) All information governance, data protection and similar requirements will need to be in 

place 
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6.4 As the CCG cannot assume that the incumbent provider will provide the new service and 
must assume a “new provider” from a risk planning perspective, it is appropriate for the CCG 
to consider any risks a mobilisation period not exceeding 45 working days may present. 

 
7. Mobilisation Risk Assessment 
 
7.1 There are a nu mber of mobilisation risks associated with a maximum 45 working day 

mobilisation period.  These include: 
 

7.2 Lack of service readiness - Delays to TUPE transfer of staff, recruitment of additional 
resources, configuration of IT systems & patient data, readiness or availability of suitable 
premises, etc, may result in either delays to launch, or reduction in service availability early in 
the contract. 

 
7.3 Insufficient time for communication - A truncated mobilisation period restricts the time 

available to both the CCG and the provider to communicate the change of service to patient 
groups, existing patients, referrers (including GPs) etc. This risks reducing the take up of the 
service and by extension may impact the delivery of expected benefits in secondary care. 

 
7.4 Loss of continuity of treatment - The current COPD service provides care for a significant 

number of patients, who rely on the service and have developed a high level of trust and 
confidence in the clinicians who support them.  It is important that all elements of the current 
COPD service continue seamlessly, and that as well as continuity of clinical support, the 
patient experience does not deteriorate in any way. 

 
7.5 Reduction in patient confidence - Any perceived or actual break or degradation in service 

offering during transitioning to a new provider has the potential to reduce patient confidence. 
 

7.6 Reduction in use of services - As existing patients have built up relationships with the 
LHCH team, there is a risk that they may choose not to use all of the services with the “new” 
provider (eg psychotherapist support, pulmonary rehabilitation, helpline etc.) 

 
7.7 Increased exacerbation - If patients do not make full use of the service, including not 

attending routine appointments etc, there will be an increased potential for patients to 
exacerbate (eg due to having missed prescription reviews etc). 

 
7.8 Increase in A&E attendance - There is a risk that patients will default to using acute 

services in the case of an exacerbation, if they feel that they have not developed trust in the 
new service.  The likelihood of this risk will increase significantly if there are any perceived or 
actual “gaps” during transition. 

 
7.9 Impact on reputation - Poor feedback may affect both the provider’s and CCG’s reputation, 

and any associated negative press / social media coverage may affect the service’s ability 
both to manage existing patients, and to attract and manage new patients from the broader 
range of respiratory conditions. 

 
8. 3 Month Contract Extension for Community COPD Service 
 
8.1 Whilst the Community Respiratory Disease Service will include within its scope a wide range 

of respiratory conditions, the CCG currently commissions a high quality Community COPD 
service from LHCH for a significant cohort of patients. It is risk to continuity of this existing 
provision that presents the greatest concern in respect of a provider being able to mobilise 
within a period no greater than 45 working days.  
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8.2 In order to mitigate this risk it is proposed that the Governing Body agree a 3 month 

extension to the contract with LHCH for provision of the COPD service, providing a further 60 
working days, sufficient time for any potential provider to successfully mobilise this aspect of 
the service.  

 
8.3 The 3 month extension would use the existing service specification.  
 
9. Resource Implications 
 
9.1 Financial 
 

9.1.1 Based on an annual contract value of £1.45m, and assuming no seasonality, the 3 
month extension would cost £362,325.   

 
9.1.2 However, as the extension of this contract would enable the commencement of the 

Community Respiratory Disease Service to mobilise 3 months later, there would be no 
net cost to the CCG. 

 
9.2 Human Resources 
 

None. 
 
9.3 Technology 
 

None. 
 

 
9.4 Physical Assets  
 

None. 
 
10. Risk Assessment  
 
10.1 The award of a contract extension to LHCH for the Community COPD service could expose 

the CCG to challenge from other potential providers complaining that they have not had 
opportunity to provide this service.  

 
10.2 However, the CCG is going out to open tender for the Community Respiratory Disease 

Service, providing opportunity for other providers to bid for that new service.  
 

10.3 Additionally, the new contract with LHCH is proposed in order to mitigate mobilisation risks 
that would remain should this short-term contract be awarded to another provider.  

 
10.4 Finally, a c omplex and involved tender process for a 3 month contract would be 

disproportionate and would not represent an appropriate or effective use of resources, 
especially whilst a new service is to be tendered shortly afterwards. 

 
 
11. Summary 

 
11.1 In order to mitigate the significant service continuity risks presented by the available time for 

service mobilisation identified in the project plan, the Governing Body is recommended to 
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agree to a 3 m onth extension to the contract with LHCH for the continued delivery of the 
Community COPD Service, providing a sufficient time for any provider of the new service to 
mobilise. 

 
 

Clinical Lead – Dr Paul Conway, Clinical Lead for Quality and Safety 
Managerial Lead – Philip Thomas, Commissioning Director 

 
 
 

Signatory details: Philip Thomas, Philip.thomas@knowsleyccg.nhs.uk, 0151 244 4149 
 

Background Documents: 

None 

 

Appendices: 

None 
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Document 32(02)07 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Procurement of Community Respiratory Disease Service 

Report presented by: Dr Paul Conway, Clinical Lead for Quality & Safety 

Purpose of the report: The purpose of the report is to seek approval from the 
Governing Body to delegated approval of the service 
specification for the Community Respiratory Disease 
Service 

Recommendations: 

Action / Decision required 

 

 

The Governing Body is recommended to delegate approval 
of the service specification for the Community Respiratory 
Disease Service to the Accountable Officer in consultation 
with the CCG Chair, Clinical Lead for Quality and Safety, 
Lay Members for Patient and Public Involvement, Quality 
and Safety, and Audit and Governance and the Chief 
Finance Officer, on behalf of the CCG. 

 

Delegated Powers: 
For decision reports only 

Constitution – Appendix D 11.01 

Justification for Part B agenda  Not applicable 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred X 

2. Safe X 

3. High quality X 

4. Cost effective X 

5. Outcome focused X 

6. Closer to home X 

7. Affordable X 
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GOVERNING BODY 
 

PROCUREMENT OF COMMUNITY RESPIRATORY DISEASE SERVICE 
 
 

Executive Summary 
 
At its meeting in February 2014 the Governing Body received a report providing an overview of the 
Knowsley Community Chronic Obstructive Pulmonary Disease (COPD) Service and its progress 
over the first 2 years of the contract. Approval was given to extend the contract for a further 12 
months to 31st July 2015 following the end of the 3 year contract period.  
 
Subsequent engagement and communication with clinicians, patients, carers, members of the 
public and third sector organisations on respiratory/breathing services has resulted in a new 
clinical model being developed for respiratory diseases based on the significant expansion of the 
existing COPD service to include a broader range of respiratory conditions. 
 
A detailed service specification, based on this model, is in the final stages of development. This 
report seeks approval to delegate approval of the service specification to the Accountable Officer 
in consultation with the CCG Chair, Clinical Lead for Quality and Safety, Lay Members for Patient 
and Public Involvement, Quality and Safety, and Audit and Governance and the Chief Finance 
Officer, on behalf of the CCG. 
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1. Purpose of the report 
 
1.1 The purpose of the report is to seek approval from the Governing Body to delegated approval 

of the service specification for the Community Respiratory Disease Service. 
 
2. Recommendations 
 
2.1 It is recommended that the Governing Body delegate approval of the service specification for 

the Community Respiratory Disease Service to the Accountable Officer in consultation with the 
CCG Chair, Clinical Lead for Quality and Safety, Lay Members for Patient and Public 
Involvement, Quality and Safety, and Audit and Governance and the Chief Finance Officer, on 
behalf of the CCG. 

  
3. Background 
 
3.1 The contract for the current chronic obstructive pulmonary disease (COPD) service, provided 

by Liverpool Heart and Chest Hospital NHS Foundation Trust, expires on 31st July 2015.  This 
consultant-led service has provided a model from which a broader service for the significant 
majority of respiratory conditions can be developed. 

 
3.2 Due to the high local prevalence of respiratory conditions, the widening mortality gap between 

Knowsley and England, and the high costs associated with emergency care for patients with 
respiratory conditions, the time is right to consider how the future clinical model for respiratory 
care can be developed to support the CCG’s strategy for a happier, healthier population with a 
better quality of life. 

 
3.3 A new community respiratory disease clinical model has been developed, building on the 

successes of the COPD model, to include a broader range of respiratory conditions. A detailed 
service specification is currently being designed based on this model prior to commencement 
of procurement. 

 
4. Evidence and Consultation 
 
4.1 Engagement and communication to elicit the views of clinicians, patients, carers, members of 

the public and third sector organisations on respiratory/breathing services has taken place 
using a variety of methods. This has resulted in the development of a respiratory disease 
clinical model based on the significant expansion of the existing COPD service, to maximise 
the potential of community care, whilst improving local access and working to reduce 
unnecessary acute attendance, admissions and treatment. 

 
4.2 Action is required over a relatively short timescale to complete the procurement of the new 

respiratory disease service prior to the expiry of the contract for the current service. In order to 
achieve this, the service specification needs to be agreed before Thursday 12th February 
2015. As this doesn’t enable sufficient time for circulation and consideration by the Governing 
Body at this meeting and is before the next meeting, the use of delegated powers is proposed 
in order to meet the timescale required. 

 
5. Proposals 
 
5.1 It is proposed that approval of the service specification, on behalf of the CCG, is delegated to 

the Accountable Officer in consultation with the CCG Chair, Clinical Lead for Quality and 
Safety, Lay Members for Patient and Public Involvement, Quality and Safety, and Audit and 
Governance and the Chief Finance Officer. The Commissioning Director, Governance Director 
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and Head of Quality and Safety will also be in attendance to provide advice. A report will be 
brought back to the Governing Body detailing the decisions agreed.  

  
6. Impact on Services to the Population 
 
6.1 The new respiratory disease service builds on the successes of the COPD model. It is 

intended that this will achieve a step change in the community-based services received by 
local people living with respiratory conditions, with certain conditions which are highly 
specialist and requiring secondary care intervention being excluded from the scope.  

 
6.2 Potential providers will be required to demonstrate how they will work to improve patient 

outcomes for Knowsley, across a whole range of disciplines and to take a holistic, patient-
centred approach to ensure each patient has awareness of, and access to, all clinical, social 
and emotional support to help them live happier, healthier, longer lives. 

 
7. Resource Implications 
 
7.1 Financial 
 

There are no financial implications as a direct result of this decision. Any financial implications 
to the CCG arising from the recommended specification will be considered under the proposed 
delegation arrangements.  

 
7.2 Human Resources 
 

There are no human resources implications as a direct result of this proposal. Any human 
resources implications to the CCG arising from the recommended specification will be 
considered under the proposed delegation arrangements.  
 

7.3 Technology 
 

There are no technology implications as a direct result of this proposal. Any technology 
implications to the CCG arising from the recommended specification will be considered under 
the proposed delegation arrangements.  
 

7.4 Physical Assets  
 

There are no physical asset implications as a direct result of this proposal. Any physical asset 
implications to the CCG arising from the recommended specification will be considered under 
the proposed delegation arrangements.  
 

8. Risk Assessment  
 
8.1 The principal risks for the CCG relate to maintaining continuity of clinical support and good 

patient experience across respiratory conditions during transition to a newly procured service. 
 

8.2 Effective clinical and managerial leadership, supported by a project team are in place to 
develop and procure a new community respiratory disease service. This is being managed 
using the CCG’s programme management office approach. This includes the identification and 
assessment of   risks associated with the project, which are reflected on the CCG’s corporate 
risk register as appropriate.   
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9. Summary 
 
9.1 The report proposes delegated decision making arrangements in respect of the procurement 

of respiratory care. 
 

 
 

Clinical Lead – Dr Paul Conway, Clinical Lead for Quality and Safety 
Managerial Lead – Philip Thomas, Commissioning Director 

 
 
 

Signatory details: Dawn Boyer, dawn.boyer@knowsleyccg.nhs.uk, 0151 244 4127  
 

Background Documents: 

Report to Governing Body on 6th February 2014 – Knowsley Community COPD Service 

Appendices: 

None 
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Document 32(02)08 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: NHS 111 Service Re-Procurement 

Report presented by: Dr Simon Perritt, Clinical Lead Unplanned Care 

Purpose of the report: To seek approval from the Governing Body to delegated 
decision making arrangements in respect of the re-
procurement of the NHS 111 Service.  

Recommendations: 

Action / Decision required 

 

 

The Governing Body is recommended to delegate decision 
making related to the re-procurement of the NHS 111 
Service to the Accountable Officer in consultation with the 
CCG Chair, Clinical Lead for Unplanned Care, a Lay 
Member and Chief Finance Officer or Head of Finance and 
Contracts, on behalf of the CCG. 

 

Delegated Powers: 
For decision reports only 

Constitution – Appendix D 11.01 

Justification for Part B agenda  Not applicable 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred X 

2. Safe X 

3. High quality X 

4. Cost effective X 

5. Outcome focused X 

6. Closer to home X 

7. Affordable X 
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GOVERNING BODY 
 

NHS 111 SERVICE RE-PROCUREMENT 
 
 

Executive Summary 
 
At its meeting in October the Governing Body delegated decision making related to the re-
procurement of the NHS 111 Service to the Accountable Officer in consultation with the CCG 
Chair, Clinical Lead for Unplanned Care, a Lay Member and Chief Finance Officer or Head of 
Finance and Contracts, on behalf of the CCG. 
 
A report was submitted to the Governing Body in December informing it of the process followed 
and the decision to agree and sign off the NHS 111 procurement business case on behalf of the 
CCG. 
 
The procurement is now reaching the final stages and this report informs the Governing Body of a 
further request for sign off of the final recommendations following evaluation of the bid. These 
recommendations will be received by the CCG on the 13th February 2015 and sign off will be 
required by close of play on Friday 27th February 2015. The report seeks further delegated 
decision making authority in order to meet this deadline.  
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1. Purpose of the report 
 
1.1 The purpose of the report is to seek approval from the Governing Body to delegated decision 

making arrangements in respect of the re-procurement of the NHS 111 Service. 
 
2. Recommendations 
 
2.1 It is recommended that the Governing Body delegate decision making related to the re-

procurement of the NHS 111 Service to the Accountable Officer in consultation with the CCG 
Chair, Clinical Lead for Unplanned Care, a Lay Member and Chief Finance Officer or Head of 
Finance and Contracts, on behalf of the CCG. 

  
3. Background 
 
3.1 The NHS 111 service for Cheshire and Merseyside went live on 21st March 2013.  
 
3.2 The main aim of the service was to make it easier for people to access local health services 

when they need help quickly in non-life threatening situations. The rationale was that the 
service should:  

 
a) Improve public access to urgent healthcare services;  
b) Increase efficiency by ensuring access to the appropriate service;  
c) Reduce A & E attendances;  
d) Increase public satisfaction and confidence in services;  
e) Reduce the number of non-emergency calls to 999. 
 

3.3 Difficulties with the service were apparent upon the launch of the service on 21st March 2013 
at a regional level and, in response calls to the NHS 111 service were taken back from the 
new service to other providers. For Knowsley this principally meant the Out of Hours Provider, 
Urgent Care 24 with North West Ambulance Service also providing additional capacity. 

 
3.4 Rectification plans were produced by NHS Direct but in July 2013 the current provider notified 

commissioners of its inability to maintain its contractual obligations due to financial difficulties 
requiring CCGs in the North West and West Midlands to develop a further long term option. An 
interim contract was agreed with the North West Ambulance Service as a stability partner to 
maintain the service while a long term option was developed and implemented. The North 
West NHS 111 Programme Board was tasked with delivering this.   

3.5  The CCGs across the North West, including Knowsley, agreed to a single procurement 
process, on a North West footprint. At the October meeting of the Governing Body delegated 
authority was granted to the Accountable Officer in consultation with the CCG Chair, Clinical 
Lead for Unplanned Care, a Lay Member and Chief Finance Officer or Head of Finance and 
Contracts, to formally agree to the business case and procurement documentation on behalf 
of the CCG. This was to enable the required timescales to be met. The decision making 
process and the decision made were reported to the Governing Body in December. 

4. Evidence and Consultation 
 
4.1 The Chair of the NHS 111 North West Procurement Task and Finish Group has advised that 

the re-procurement exercise for the North West NHS 111 service is now in the latter stages as 
the bids received are being evaluated. Individual CCG approval of the recommendations will 
be required as part of the mandated NHS England assurance process before progression to 
the final stages, including the standstill period and notification of unsuccessful/successful 
bidders. 
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4.2 In order to achieve this, the NHS 111 North West Programme Board will be issuing the final 

recommendations to CCGs on the 13th February 2015 with final sign off by all 33 North West 
CCG’s required by close of play on Friday 27th February 2015. As this is before the next 
meeting of the Governing Body, the use of delegated powers is proposed in order to meet the 
timescale required. 

 
5. Proposals 
 
5.1 It is proposed that this decision making, on behalf of the CCG, is delegated to the Accountable 

Officer in consultation with the CCG Chair, Clinical Lead for Unplanned Care, a Lay Member 
and Chief Finance Officer or Head of Finance and Contracts. A report will be brought back to 
the Governing Body detailing the decisions agreed.  

  
6. Impact on Services to the Population 
 
6.1 The 111 service provides an opportunity for all patients to access care more effectively. 

Knowsley CCG, in collaboration with partner CCGs, will contribute to the development of the 
service model and specification, procurement process, and monitoring of the implementation 
and operation of the new service with the aim of ensuring that all population groups can 
effectively access and utilise the benefits of the service. 

 
7. Resource Implications 
 
7.1 Financial 
 

There are no financial implications as a direct result of this decision. Any financial implications 
to the CCG of a re-procured 111 Service will be considered under the proposed delegation 
arrangements.  

 
7.2 Human Resources 
 

There are no human resources implications as a direct result of this proposal. Any human 
resources implications to the CCG of a re-procured 111 Service will be considered under the 
proposed delegation arrangements.  
 

7.3 Technology 
 

There are no technology implications as a direct result of this proposal. Any technology 
implications to the CCG of a re-procured 111 Service will be considered under the proposed 
delegation arrangements.  
 

7.4 Physical Assets  
 

There are no physical asset implications as a direct result of this proposal. Any physical asset  
implications to the CCG of a re-procured 111 Service will be considered under the proposed 
delegation arrangements.  
 

8. Risk Assessment  
 
8.1 The principal risks for the CCG relate to the continued provision of a safe and effective 

response to callers to NHS 111, both currently and in transition to the newly procured service. 
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8.2 Interim arrangements are currently in place and the CCG, through the Quality and Safety 
Committee and Local Clinical Assurance Group (LCAG), has governance processes in place 
to ensure that any issues that arise, or that may be anticipated, have an appropriate response. 
 

8.3 The NHS 111 North West Procurement Task and Finish Group has been established to lead 
the re-procurement of NHS 111. The risks associated with the project have been identified and 
assessed and will be reflected on the CCG’s corporate risk register as appropriate.   
 

9. Summary 
 

9.1 The report proposes delegated decision making arrangements in respect of the re-
procurement of the NHS 111 Service. 
 

 
 

Clinical Lead – Dr Simon Perritt, Clinical Lead for Unplanned Care 
Managerial Lead – Andrew Thomas, Governance Director 

 
 
 

Signatory details: Dawn Boyer, dawn.boyer@knowsleyccg.nhs.uk, 0151 244 4127  
 

Background Documents: 

Report to Governing Body on 21st March 2013 – NHS 111 Service Implementation in Knowsley 

Report to Governing Body on 3rd September 2013 – NHS 111 Service Implementation in Knowsley 

Report to Governing Body on 2nd October 2014 – NHS 111 Service Re-Procurement 

Report to Governing Body on 4th December 2014 – 111 Delegated Decision Making 

 

Appendices: 

None 

Page 5 of 5

mailto:dawn.boyer@knowsleyccg.nhs.uk


 

 

 

Document 32(02)09 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Information Governance Policies 

Report presented by: Andrew Thomas, Governance Director 

Purpose of the report: To seek approval to the updated Information Governance 
(IG) Strategy and supporting IG policies. 

Recommendations: 

Action / Decision required 

 

 

The Governing Body is recommended to:  

• Approve the IG Strategy and associated IG and IT 
policies 

• Delegate authority to the Accountable Officer to approve 
the network and information security risk policy following 
review and approval by the Information Governance 
Management Group 

• Approve a 6 month extension to the Registration 
Authority policy  

• Approve that the cycle for a full review of the strategy and 
policies be increased from annually to every three years  

• Note the IG Annual Report for 2013/14  
Delegated Powers: 
For decision reports only 

Constitution – Appendix D 8.04 

Justification for Part B agenda  Not applicable 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred X 

2. Safe X 

3. High quality X 

4. Cost effective X 

5. Outcome focused  

6. Closer to home  

7. Affordable  
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GOVERNING BODY 
 

INFORMATION GOVERNANCE POLICIES 
 
 
 
 

Executive Summary 
 
Information governance (IG) is about setting a high standard for the handling of information and 
giving organisations the tools to achieve that standard. The ultimate aim is to demonstrate that the 
organisation can be trusted to maintain the confidentiality and security of personal information, by 
helping individuals to practice good information governance and to be consistent in the way they 
handle personal and corporate information. 
 
The CCG’s IG Strategy and supporting IG and IT Policies are a key component of the organisation’s 
information governance arrangements. The report presents an updated strategy and policies for 
review and approval by the Governing Body. They have previously been reviewed and approved by 
the CCG’s Audit Committee and IG Management Group. In light of the relatively minor changes 
required in the last two annual reviews, it is also proposed to move to full reviews every three years. 
 
The Governing Body is also asked to note the CCG’s IG Annual Report for 2013/14 which 
summarises the activity and performance for last year. 
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1. Purpose of the report 
 
1.1 The purpose of the report is to seek approval of the updated Information Governance (IG) 

Strategy and supporting IG and IT policies.  
 
2. Recommendations 
 
2.1 The Governing Body is recommended to: 
 

2.1.1 Approve the IG Strategy and associated IG policies, appended to this report; 
2.1.2 Delegate authority to the Accountable Officer to approve the network and information 

security risk policy following review and approval by the Information Governance 
Management Group; 

2.1.3 Approve a 6 month extension to the registration authority policy;  
2.1.4 Approve that the cycle for a full review of the strategy and policies be increased from 

annually to every three years as set out in paragraph 5.3; 
2.1.5 Note the IG Annual Report for 2013/14 appended to this report. 

  
3. Background 
 
3.1 There are many different standards and legal rules that apply to information handling. 

Information Governance provides a framework to bring together all of these legal rules, 
guidance and best practice.  At its heart, information governance is about setting a high 
standard for the handling of information and giving organisations the tools to achieve that 
standard. The ultimate aim is to demonstrate that the organisation can be trusted to maintain 
the confidentiality and security of personal information, by helping individuals to practice good 
information governance and to be consistent in the way they handle personal and corporate 
information. 

 
3.2 At its meeting in February 2014 (and March 2014 in respect of the Freedom of Information 

Policy), the Governing Body approved the IG Strategy and supporting IG policies listed below:  
 

a) Information Governance Strategy – this sets out the approach to be taken by the CCG to 
provide a robust IG framework for the future management of information assets. 

b) Information Governance Policy – this sets out the CCG’s policy for the local management 
of information. 

c) Corporate Records and Retention Policy – this sets out the CCG’s policy and 
arrangements for meeting its statutory duty for the safekeeping and eventual disposal of 
records. 

d) Subject Access Request Policy – this sets out the CCG’s policy and requirements for its 
staff and commissioning support provider to manage requests to access records. 

e) Confidentiality and Data Protection Policy – this sets out how the CCG will meet its legal 
obligations and NHS requirements concerning confidentiality and information security 
standards. 

f) Freedom of Information Policy – this sets out how the CCG will meet the requirements of 
the Freedom of Information Act 2000 to provide information through an approved 
publication scheme and in response to requests. 
 

3.3 In addition the Governing Body approved and adopted the IT policies in respect of information 
governance developed by the CCG’s Informatics provider. 
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3.4 This report presents the results of the annual review of those policies where required, and 

seeks approval to updated policies.  
 
4. Evidence and Consultation 
 
4.1 The CCG has reviewed and updated the Information Governance Strategy and Policies in 

conjunction with its Commissioning Support Provider – the Health Informatics IG team, to 
reflect any changes in legislation, guidance and good practice and any organisational 
changes. Additional information has been included in the strategy and there have been a 
number of minor changes in respect of changing roles and responsibilities and reporting 
requirements.  

 
4.2 The IT Policies apply across the CCGs and Trusts supported by the Health Informatics shared 

service and are reviewed on staggered cycle of either two or three years dependent on the 
nature of the technology and the anticipated extent and frequency of change required. Of the 
three policies approved in February 2014, one is due for review in May 2015 and two in June 
2016. The information security policy and the network security policy have been reviewed and 
merged to create a network and information security risk policy. The registration authority 
policy was scheduled for review in January to reflect a new national system anticipated to go 
live in September 2014. However this has now been deferred beyond May 2015.   

 
4.3 The revised IG policies have been reviewed and agreed by the Information Governance 

Management Group and by the Audit Committee and are recommended for approval by the 
Governing Body. The revised network and information security risk policy has only recently 
been updated and at the time of writing this report required review by the Information 
Governance Management Group. 

 
5. Proposals 
 
5.1 The Governing Body is requested to approve the updated policies listed below and appended 

to the report: 
 

a) Information Governance Strategy V1.5 
b) Information Governance Policy V2.3 
c) Confidentiality and Data Protection Policy V2.3 
d) Subject Access Requests Policy V2.3 
e) Corporate Records and Retention Policy V1.5 
f) Freedom of Information Policy V2.5 

 
5.2 This will enable the CCG to demonstrate as part of its IG toolkit submission at the end of 

March that it has reviewed and updated its policies as required.   
 
5.3 It is proposed that authority to approve the network and information security risk policy is 

delegated to the Accountable Officer, following review and recommendation by the Information 
Governance Management Group. A 6 month extension to the registration authority policy is 
requested to align the review of this policy with the timescales for the launch of the new 
national system.   

 
5.3 It is proposed that the strategy and policies continue to be checked as part of the annual IG 

work programme but that the cycle for a full review be increased from annually to every three 
years reflecting the relatively minor changes that have been required in the last two reviews. 
An earlier review would be completed if required by, for example, a significant change in 
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regulations or requirements, and minor amendments in the interim period can be signed off by 
the CCG’s Accountable Officer.  

6. Impact on Services to the Population 
 
6.1 The information governance arrangements will protect the confidentiality of patient and other 

personal information across all population groups. 
 
7. Resource Implications 
 
7.1 Financial 
 
7.1.1  There are no financial implications as a direct result of the proposals 
 
7.2 Human Resources 
 
7.2.1 All staff are required to undertake mandatory information governance training, including 

briefings on specific CCG policies and procedures.  
 
 
7.3 Technology 
 
7.3.1 Information technology plays a significant role in the storage, processing and transmission 

of confidential information and IT security measures are a significant element of the IG 
requirements. These requirements are met through the service level agreement with Health 
Informatics. 

 
7.4 Physical Assets  
 
7.4.1 There are no physical asset implications as a direct result of the proposals.     
 
8. Risk Assessment  
 
8.1 There are no significant risks associated with the approval of the updated strategy and 

policies. If the updated policies are not approved there is a risk that the CCG will fail to 
demonstrate that it has met the requirements of the IG toolkit at level 2.  
 

9. Summary 
 

The report seeks approval to an updated CCG IG Strategy and supporting IG Policies and is 
required to ensure that the CCG continues to maintain the required standards in relation to IG 
and meet the requirements on the annual IG toolkit submission. 
 

 
 

Managerial Lead – Andrew Thomas, Governance Director 
 
 
 

Signatory details: Dawn Boyer, Tel – 0151 244 4127, email - dawn.boyer@knowsleyccg.nhs.uk 
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Background Documents: 

None  

Appendices: 

Appendix A – Policy documents 
 

• Information Governance Strategy V1.5 
• Information Governance Policy V2.3 
• Confidentiality and Data Protection Policy V2.3 
• Subject Access Requests Policy V2.3 
• Corporate Records and Retention Policy V1.5 
• Freedom of Information Policy V2.5 

 
Appendix B – IG Annual Report 2013/14 
 
 
Hard copies of the appendices have not been circulated with the agenda due to the volume of 
paper. Instead these can be accessed in the CCG directory at the following link:  
 
..\..\..\..\SECRETARIAT\Secretariat\Meetings\Governing Body Meeting\Governing Body\2015\(32) February 

2015\IG Policies 
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1. Introduction  

1.1. The organisation is required to have effective arrangements in place to govern 
the uses of information and information systems in the organisation. This paper 
sets out the scope and approach that the organisation will operate to ensure 
legal and regulatory compliance and where practical best practice in handling 
information is achieved. 

2. Background 

2.1. Information Governance has developed as a programme of work to encompass 
all aspects of handling information and compliance with legislation including 
Data Protection Act (1998) and the Freedom of Information Act (2000), and 
meeting regulatory standards for records management, information security 
and data quality. It recognises the significant overlap in activities, knowledge 
and skills required for these areas and aims to ensure consistency and 
efficiency of approach to deal with related matters.   

 
2.2 The Department of Health have set standards and a measure of compliance 

within the ‘Information Governance’ toolkit. Performance of organisations 
relates to a number of core standards set by the Care Quality Commission. It is 
also an intrinsic part of processes such as CCG authorisation and 
commissioner/provider contracts. 

  
2.3 In the wider context organisations are now subject to significant monetary 

penalties if they are found to have failed in their responsibilities under the Data 
Protection Act 1998. 

 
2.4 Numerous large fines have been imposed by the Office of the Information 

Commissioner. As a result organisations are required to report any Serious 
Incidents Requiring Investigation (SIRI) and provide assurance of compliance 
with information governance standards in the annual report.  

 
2.5 In 2013, the Information Governance Review ‘To share or not to share’ 

(Caldicott 2) was published. This strategy has been revised in light of the 
recommendations accepted by the Government response. 

 
2.6 It is also recognised that effective governance of information is a key supporting 

element to making best use and gaining real benefit from the information 
resources.  

 
2.7 The organisation takes its information governance responsibilities seriously, not 

least its duty of care to patients/public in this respect. 
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3. Strategic Approach & Objectives/Deliverables 

3.1   The fundamental objective for the strategy is to promote positive compliance 
with legislation and standards and by consequence reduce risk, with risk being 
identified in a number of categories:  

a) Loss of public trust/confidence in the organisation (due in particular to 
losses/inappropriate disclosures).  

b) Contribution to, or cause of, clinical or corporate negligence (due to 
unavailable, inaccurate, incomplete or out of date information).  

c) Legal action including fines, for non-compliance with Data Protection, 
Common Law, Human Rights and Freedom of Information legislation. 

d) So in assessing activities to comply, the Information Governance lead and 
other staff will evaluate requirements from a risk management perspective, 
utilising where possible existing risk assessment methods and standards 
(ISO27000 series).  

3.2    Compliance objectives:  

The aim is to have established key items within the CCG on which to build   
compliance and assurance. This will include: 

a) Appointment of Senior Information Risk Owner & Caldicott Guardian 
b) Approval of this Information Governance Strategy and policy framework  
c) Establishing the approach to the education of CCG staff  
d) Establishing technical security   
e) Establishing a process to manage information risks   
f)  Ensuring that all staff contracts have appropriate confidentiality clauses 
g) Ensuring all third party contractors have signed confidentiality agreements if 

they have access to personal or sensitive information 
h) Ensuring all staff have achieved a pass using the Information Governance  

online training tool 
i)  Identifying specific educational needs and developing a delivery programme 
j)  Defining and completing annual information risk assessments and a rolling 

programme of further assurance activities 
k) Assessing and submitting evidenced compliance with the IG toolkit, with all 

requirements scoring level 2 or greater. 

A ‘whole systems’ approach is fundamental to an effective Information 
Governance framework. To this extent the work of the Information Governance 
team will incorporate the following core work streams, directed towards 
ensuring implementation of the Information Governance policy and 
requirements of compliance with the IG toolkit:  
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3.3    Information Governance Management System – ensuring that the approaches 
and methods for handling information are clearly documented and evidenced. 
This will include oversight of information governance work by appropriate 
committee.  

3.3.1 Deliverables - a robust framework of policy and guidance that is 
approved,   owned and promoted by the organisation.  

3.4  Education and awareness programme – of staff, partners, contractors and 
patients, achieved via formal and informal education and awareness 
programmes and a process to review and ensure compliance for all new uses 
of information both in terms of information systems and development of 
healthcare services.  

3.4.1 Deliverables – A programme of educational activities that provide core 
education to all staff, which assesses staff knowledge and provides further 
support as required. Additional educational activities delivered to the staff 
that needs them.  

3.5 Technical security solutions – establishing where technical solutions can aid the 
reduction of risk around handling data, but do not put unnecessary burdens on 
staff working practices. This is overseen by the Information Governance 
Management Group and managed on a day to day basis by an integrated 
programme between Information Governance and IT services and linked to 
audits and risk assessment activities to identify requirements.  

3.5.1 Deliverables – Any technical solution to improve security will be part of a 
defined business case (if needing funding) and project plan. Deliverables 
will be specifically defined within these.  

3.6   Information risk assessment programme – relating to compliance with policy 
and process and effectiveness of technical solutions and covering all aspects of 
related work, including system use, facilities, corporate records etc. This area 
includes specific local and internal audit programmes. This has a specific focus 
on knowing what information is held (information assets), where it comes from 
and where it goes to (information flows) and managing times when it is 
unavailable (business continuity).  

3.6.1 Deliverables – regular risk reviews of systems and processes as part of 
the annual assurance and improvement work plan for information 
governance.  

3.7    Annual reviews of the security of key information assets and information flows 
will be undertaken to ensure security is achieved and maintained as far as 
possible.  

There are also significant work programmes in other areas that support 
Information Governance compliance, namely:  

Data Quality work – linked to performance, contract monitoring and secondary 
uses of data extracted from the patient record. This also incorporates work to 
ensure that the use of Confidential Data is controlled appropriately. 
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An annual work plan for assurance and improvement will be established as part 
of the end of year Information Governance toolkit compliance assessment. 

4. Accountability 
 

4.1 The Accountable Officer has overarching responsibility for the effective 
management of Information Governance within the CCG. 

4.2 Information Governance support will be provided by the CCG’s Corporate 
Services  team and St Helens & Knowsley Teaching Hospitals NHS Trust 
Information Governance Team (STHKIG). 

4.3 Key support is provided by the following CCG roles: 

Senior Information Risk Owner (SIRO): The role is currently held by the 
Director of Finance and is required to be an executive board member. The 
role is to act as an advocate for ‘information risks’ and will provide the 
statement of internal control. 
  
The role will lead the identification and management of information risks that 
will affect the strategic direction of the organisation as well as being 
responsible for the management of serious incidents. The role should have an 
overview of all areas of information governance as defined in this document 
and it will pay particular regard to ‘information security’, ‘information 
governance management’ and ‘corporate information assurance’. 
  
Caldicott Guardian: The role is currently held by the Director of Governance. 
The focus of the role remains the use of patient data and, in terms of the work 
areas within information governance, the role will focus on confidentiality/data 
protection, clinical information and secondary uses of patient data.  
 
The roles of SIRO and Caldicott Guardian are vital components within the 
organisation’s framework for handling information appropriately, however, as 
they have limited time for this area of work, there is also an operational and 
developmental support structure in place to develop, maintain and check the 
required areas of compliance.  
 
The table below illustrates the work areas, the key operational lead and the 
committees in place to oversee the required operational and development 
activities: 

 
Assurance Area Overseeing Committee CCG lead / S THKIG 

support 
Confidentiality & Data 
Protection 

Audit Committee Caldicott Guardian / 
Information Governance 
Manager 

Clinical Information Quality 
& Governance  

Audit Committee Caldicott Guardian / 
Information Governance 
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Manager 

Information Governance 
Management 

Audit Committee SIRO/ Information 
Governance Manager 

Secondary Uses Audit Committee SIRO/ Information 
Governance Manager 

Information Security Audit Committee SIRO/ Information Security 
Officer 

 
The table below provides a more detailed breakdown of the resources 
available to the CCG in furthering the Information Governance agenda: 
 
 

Roles Identified Areas of Responsibility 

Senior Information Risk 
Owner (SIRO) Yes 

• Information Risk Management 
• Assurance to Board on 

Information Risk  

 

Caldicott Guardian 

Yes 

• Patient identifiable Information  
• Chair Information Governance 

Management Group 

 

IG Manager 

Yes 

• IG Management 
• Data Protection Act - 

compliance  
• Freedom of Information Act 

compliance 
• Information Risk 

 

Information Security 
Officer Yes 

• Information Security 
• System Information Risk 

Management 

 

Information Asset Owners 
(IAO) Yes 

 

• Reporting to SIRO on 
identified information risks 

• Eliminating information risk 
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Information Asset 
Administrators (IAA) Yes 

• Conducting Risk Assessments 
on Information assets 

• Reporting to IAO 

 

All Yes 
• Information quality 

 

Information Governance 
Officer 

Yes 

• Supporting the IG Manager in 
his duties 

• Collating and accessing  
evidence provided for annual 
IG Toolkit submission 

• Responding to ad hoc IG 
queries from patients and staff 

 
 
4.4  The CCG Audit Committee (hereafter referred to as the Committee) will 

receive regular reports on Information Governance compliance, and this 
committee will include Information Governance in its Terms of Reference. 

4.5 The Audit Committee will be supported in this by the Information Governance 
Management Group, comprising of STHKIG`s IG Lead, Caldicott Guardian and 
Senior Information Risk Owner, supported by other roles within the CCG and 
the STHKIG team.   

4.6 The Information Governance  Management Group (IGMG) will be responsible 
for preparing and reviewing the IG Strategy  and policies; approving associated 
processes and staff guidance; overseeing the delivery of the IG work 
programme and training programme; preparing and reviewing the information 
asset register and data mapping; monitoring the process of responding to 
freedom of information and subject access requests; receiving reports on 
compliance spot checks; and receiving and approving privacy impact 
assessments. The Information Governance Management Group will provide 
regular reports to the Audit Committee on the progress of the IG work 
programme, as well as reports on any IG events or incidents and associated 
investigation and required remedial actions.  

 
5. Management of Workplan and compliance assessment  

5.1 An information governance workplan will be developed and maintained. It will 
be monitored at the IGMG and regular reports will be provided to the Audit 
Committee. Reporting will enable the CCG to:  

• Monitor and direct activities to improve compliance with requirements  
• To review and agree policies, processes and guidance  
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• To ensure operational support for queries, education, service development 
and audit/assurance is in place and is effective.  

The workplan will be managed by the Information Governance Manager 
(STHKIG). It will be overseen by the Senior Information Risk Owner and 
Caldicott Guardian.  

Improvements will generally be measured by increases in scores within the IG 
toolkit, unless a specific goal is linked to a particular activity.  
 
The programme will identify the resources required and responsibilities within 
the CCG and STHKIG to deliver the programme. It will also identify timescales 
by which activities are intended to be completed. 
  
The STHKIG team will undertake the annual assessment required by the IG 
toolkit and will submit the results within the time frame dictated by the 
Department of Health (currently end of financial year).  
 
Improvement and update of the scoring will be undertaken throughout the 
year. Approval of the score to be submitted will be gathered from the SIRO,  
Caldicott Guardian and the IGMG. 

  
6. Relationship with STHKIG 

6.1  STHKIG will be undertaking a number of key activities on behalf of the CCG. 
The   CCG will therefore require assurance from STHKIG that the processing of 
personal data that it undertakes on behalf of the CCG is done in an appropriate 
and secure manner. STHKIG is required to undertake regular assessment of 
compliance with information governance and improvement action where 
required. 

  
6.2   Requirements that STHKIG manage will be part of the Service Level Agreement 

between the parties, which stipulates the CCG as the legal ‘data controller’ of 
personal data and that STHKIG will act as a ‘data processor’ under the 
instruction of the CCG and will not process personal data in any manner or for 
any purpose that is not agreed with the CCG. 

  
6.3 The SLA/information sharing agreement will include the core purposes for 

processing data, as well as key principles and methods compliant with Caldicott 
principles to only use personal data when necessary and to use the minimum 
amount of personal data. 

 
 
 
7. Information Governance Action Plan 

7.1 The Information Governance Action Plan is agreed annually to achieve a target 
score, with a named lead person for each of the Information Governance 
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Toolkit requirements.  This is in effect an ‘improvement plan’ and form part of 
this overall Information Governance Strategy. 

 
7.2 Fundamental to the success of delivering the Information Governance Strategy 

is developing an Information Governance culture within the CCG.  Awareness 
and training must be provided to all staff who utilise information in their day-to-
day work to promote this culture.  In order to achieve this, a mandatory annual 
e-learning Information Governance training plan has been agreed across the 
CCG for all staff. 

 
7.3 The Caldicott Guardian and the Senior Information Risk Owner will also 

complete specific e-learning modules for their individual roles. 
 
7.4 Any associated resource implications linked to the implementation of the 

Information Governance Strategy and Action Plan will be identified and 
actioned by the Audit Committee. 

 
8. Key Performance Indicators 

i. The following key performance indicators have been identified to measure the 
effectiveness of this document: 

ii. Overall performance will be monitored by the Audit Committee. 

iii. The Information Governance Toolkit scores will be submitted annually to the 
Department for Health, through the Health and Social Care Information Centre. 
Information Governance Toolkit scores will be subject to external audit, before 
submission. 

iv. Staff will know who and where to direct Information Governance concerns to. 

v. Staff will receive annual Information Governance training. 

vi. Percentage comparisons over time of incidents / complaints that contravene 
policy. 

 

9. Conclusion 

9.1 The implementation of the Information Governance Strategy, policies and 
improvement plan will ensure that information security and confidentiality is 
more effectively managed by the CCG.  The Strategy will be reviewed bi-
annually and further actions developed against the Information Governance 
Toolkit on an annual basis, to identify key areas for continuous improvement. 
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seeking ratification by the Governing Body  

10 December 
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2.3 Submitted to the Governing Body for approval 
following review and approval by the Audit 
Committee 

5 February 2015 
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1. Summary 
1.1 Information is a vital asset, both in terms of the clinical management of 

individual patients and the efficient management of services and resources.  It 
plays a key part in clinical governance, service planning and performance 
management. 

 
1.2 It is therefore of paramount importance to ensure that information is efficiently 

managed, and that appropriate policies, procedures and management 
structures provide a robust governance framework for information 
management. 

 
1.3  Knowsley CCG will be supported by its Commissioning Support Provider in 

ensuring compliance with this Policy. 
 
2. Key Performance Indicators 
 
2.1  The following key performance indicators have been identified to measure the 

effectiveness of this document: 
 

a) annual Information Governance Toolkit scores; 
b) staff will know who and where to direct information governance concerns 

to; 
c) percentage of incidents / complaints that might contravene the policy. 

 
3. Principles 

 
3.1  The CCG recognises the need for an appropriate balance between openness 

and confidentiality in the management and use of information.  The CCG fully 
supports the principles of corporate governance and recognises its public 
accountability, but equally places importance on the confidentiality of, and the 
security arrangements to safeguard, both personal information about patients, 
staff, and contractors and also corporately and commercially sensitive 
information. 

 
3.2  The CCG also recognises the need to share patient information with other 

health organisations and other agencies in a controlled manner consistent with 
the interests of the patient and, in some circumstances, the interest of the 
public.  

 
3.3  The CCG believes that accurate, timely and relevant information is essential to 

deliver the highest quality health care.  As such it is the responsibility of all 
healthcare professionals and managers to ensure and promote the quality of 
information and to actively use information in decision-making processes. 

 
3.4  This policy should be read in conjunction with: 
 

a) Information Governance Strategy 
b) Confidentiality and Data Protection Policy 
c) Freedom of Information Policy 
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d) Corporate Records and Retention Policy 
e) The suite of IT security policies 
f) Subject Access Request Policy 

 
3.5  There are 4 key interlinked strands to the Information Governance Policy: 
 

a) Openness; 
b) Legal Compliance; 
c) Information Security; 
d) Quality Assurance. 

 
3.6  Openness 
 

a) Non-confidential information concerning the CCG and its services should 
be available to the public through a variety of media, in line with the 
CCG’s spirit of openness; 

b) The CCG will establish and maintain policies to ensure compliance with 
the Freedom of Information Act; 

c) The CCG will undertake annual assessments and audits of its policies 
and arrangements for openness;    

d) Patients should have ready access to information relating to their own 
health care, their options for treatment and their rights as patients; 

e) The CCG will have clear procedures and arrangements for liaison with 
the press and broadcasting media; 

f) The CCG will have clear procedures and arrangements for handling 
queries from patients and the public. 

 
3.7  Legal Compliance 
 

a) The CCG regards all identifiable personal and sensitive information 
relating to patients as confidential; 

b) The CCG will undertake annual assessments and audits of its compliance 
with legal requirements, including corporate record keeping; compliance 
with Freedom of Information Act requests; and assessing staff Information 
Governance training outcomes; 

c) The CCG regards all identifiable personal information relating to staff as 
confidential except where national policy on accountability and openness 
requires otherwise; 

d) The CCG will establish and maintain policies to ensure compliance with 
the Data Protection Act, Human Rights Act and the NHS Confidentiality 
Code of Practice; 

e) The CCG will establish and maintain policies for the controlled and 
appropriate sharing of patient information with other agencies, taking 
account of relevant legislation (e.g. Health and Social Care Act, Crime 
and Disorder Act, Protection of Children Act). 

 
3.8  Information Security 
 

a) The CCG will establish and maintain policies for the effective and secure 
management of its information assets and resources, and will ensure 
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appropriate business continuity plans and disaster recovery plans are in 
place; 

b) The CCG will ensure annual assessments and audits of its information 
and information technology security arrangements; 

c) The CCG will promote effective confidentiality and security practice to its 
staff through policies, procedures, training, and staff briefings; 

d) The CCG will establish and maintain incident reporting procedures and 
will ensure that all reported instances of actual or potential breaches of 
confidentiality and security are monitored and investigated. 

e) IG related incidents scoring 2 or above will be reported on the 
Information Governance Incident Reporting Tool to NHS England and 
the Information Commissioner. 

 
3.9  Information Governance Training 
 

a) The CCG will ensure that all staff have completed Information 
Governance training, on at least an annual basis; 

b) Information Governance training will be delivered via the Information 
Governance Online Training Tool;  

c) Staff who have not received Information Governance training previously 
will be required to complete the module ‘Introduction to Information 
Governance’. Staff who have completed the ‘Introduction to Information 
Governance’ module in previous year’s, will be required to complete 
‘Information Governance: The Refresher module’; 

d) Additional training will be provided to staff who request it. Additional 
training will also be provided to appropriate staff at the CCG who have 
responsibility for supporting the CCG Information Governance Agenda; 

e) It is the responsibility of Line Managers to ensure that their staff are 
compliant with the Information Governance training requirements. 

 
3.10  Quality Assurance 
 

a) The CCG will establish and maintain policies and procedures for 
information quality assurance and the effective management of records; 

b) The CCG will undertake or commission annual assessments and audits 
of its information quality and records management arrangements; 

c) Managers will take ownership of, and seek to improve, the quality of 
information within the organisation and their area of responsibility; 

d) Wherever possible, the accuracy of information should be assured at the 
point of collection; 

e) Data standards will be set through clear and consistent definition of data 
items, in accordance with national standards; 

f) The CCG will promote information quality and effective records 
management through policies, procedures, user manuals and training. 

 
 
 
 
4. Responsibilities 
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4.1  It is the role of the CCG Governing Body to approve the CCG arrangements in 
respect of Information Governance, taking into account legal and NHS 
requirements.  The Governing Body is also responsible for ensuring that 
sufficient resources are provided to support the requirements of the Policy. 

 
4.2 The CCG Audit Committee (hereafter referred to as the Committee) is 

responsible for monitoring compliance with the Information Governance Policy 
and Strategy, and for ensuring appropriate controls and assurances are in 
place, in accordance with National Healthcare Standards. 

 
4.3  The Committee will monitor the performance of Information Governance, and 

will receive reports and other papers as necessary. 
 

4.4  The Committee will be supported in its work by the Information Governance 
Management Group which is responsible for the implementation of the 
Information Governance Policy. 

 
4.5  Managers within the CCG are responsible for ensuring that the Policy and its 

supporting standards and guidelines are built into local processes and that 
there is on-going compliance. 

 
4.6  All staff, whether permanent, temporary or on contract to the CCG including 

the CCG’s Commissioning Support, are responsible for ensuring that they are 
aware of the requirements incumbent upon them and for ensuring that they 
comply with these on a day to day basis. 

 
 
5. Policy Approval 

 
5.1  The CCG acknowledges that information is a valuable asset, therefore it is 

wholly in its interest to ensure that the information it holds, in whatever form, is 
appropriately governed, protecting the interests of all of its stakeholders. 

 
5.2  This Policy, and its supporting work instruction, are fully endorsed by the CCG 

Governing Body, through the minuted approval from the Audit Committee to the 
CCG Governing Body. 

 
5.3  All staff will, therefore, ensure that Information Governance requirements are 

observed, in order that we may contribute to the achievement of the CCG 
objectives and the delivery of effective healthcare to the local population. 

 
 
6. Further Information 

6.1 Detailed guidance on Information Governance can be obtained from the Health 
and Social Care Information Centre. website at:  
http://systems.hscic.gov.uk/infogov 

6.2 The Information Governance Toolkit can be found at:  
https://nww.igt.hscic.gov.uk/ 
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Confidentiality 

Standards of practice for confidentiality and patient consent to information sharing. 

Information Governance Statement of Compliance 

Updated IG requirements for organisations accessing NHS digital services, including 
N3 

Information Security 

The technical assurance of the safeguards protecting patient data, through clear 
guidelines. 

NHS Codes of Practice and legal obligations 

For confidentiality, information security management and NHS records management. 

NHS Records Management 

Records Management Roadmap and the NHS Records Advisory Group 

More about Information Governance 

• Caldicott Guardians 
• Information Governance Assurance Framework 
• Information Governance FAQs 
• Information Quality Assurance Programme (IQAP) 
• Infrastructure Security 
• Publications and related links 
• Registration Authorities and Smartcards 

(All web links live as at 2 December 2014) 
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Please note that this Confidentiality and Data Protection Policy is based on the 
current equivalent for the NHS Business Services Authority, the Information Security 
Management: NHS Code of Practice, and the Confidentiality: NHS Code of Practice. 
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The following terms are used in this document 

Information Governance Information Governance is a framework to bring 
together all the legal rules, guidance and best 
practice that apply to the handling of information. 

Information 
Commissioner’s Office 

The Information Commissioner’s Office is the UK’s 
independent authority set up to uphold information 
rights in the public interest, promoting openness by 
public bodies and data privacy for individuals. 

Data Protection 
Principles 

All information and data which can identify a 
person, held in any format (visual/ verbal / paper / 
computer / microfilm / etc.) is safeguarded by the 
Data Protection Act 1998, which is underpinned by 
eight Principles. 

NHS Care Record 
Guarantee 

The NHS Care Record Guarantee for England sets 
out the rules that govern how patient information is 
used in the NHS and what control the patient can 
have over this 

Caldicott Principles The Caldicott Principles represent best practice for 
using and sharing patient identifiable personal 
information and should be applied whenever a 
disclosure of personal information is being 
considered. 
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1. Introduction 
 
1.1 The Clinical Commissioning Group (CCG) has a legal obligation to comply 
with all appropriate legislation in respect of Data Protection and Information / 
Information Technology Security.  It also has a duty to comply with guidance 
issued by the Department of Health, NHS England, the Health and Social 
Care Information Centre, and the Information Commissioner’s Office 
 
1.2 All legislation relevant to an individual’s right to confidentiality and the 
ways in which that can be achieved and maintained are paramount to the 
CCG. 
 
1.3 Penalties could be imposed upon the CCG, and / or CCG employees for 
non-compliance with relevant legislation and NHS guidance.  
 
1.4 This Confidentiality and Data Protection Policy aims to detail how the 
CCG meets its legal obligations and NHS requirements concerning 
confidentiality and information security standards.  The requirements within 
the Policy are primarily based upon the Data Protection Act 1998 as that is 
the key piece of legislation covering security and confidentiality of personal 
information. 
 
1.5 For the purpose of this Policy other relevant legislation and appropriate 
guidance may be referenced.  A brief summary of the Data Protection Act 
1998, associated legislation and guidance are detailed in Appendix A. 
 
1.6 The NHS and related guidance listed below are the main publications 
referring to security and or confidentiality of person identifiable data (PID). 
 

a) Information Security Management: NHS Code of Practice 
b) Confidentiality: NHS Code of Practice 
c) Records Management: NHS Code of Practice 
d) Information to share or not to share: The Information Governance 

Review 

2. Policy Statement 
 

2.1 This document defines the Confidentiality and Data Protection Policy for 
the CCG. 
 
2.2 The Confidentiality and Data Protection Policy applies to all personal 
information obtained and processed by the CCG and the CCG’s employees. 
 
2.3 This document: 
 

a) Sets out the organisation’s policy for the protection of all information 
obtained and processed. 

b) Establishes the responsibilities for Data Protection. 
c) Provides reference to the Data Protection Act 1998. 
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3. Principles 
3.1 The objective of this policy is to ensure the protection of CCG’s 
information in accordance with the Data Protection Act 1998, that is: 

3.1.1  To ensure notification; 
 

a) Annually notify the Information Commissioner about the CCG’s use 
of personal information. 
 

3.1.2  To ensure professionalism; 
 

a) All information is obtained, held and processed in a professional 
manner in accordance with the eight principles of the Data 
Protection Act 1998 (which are listed in Appendix A). 
 

3.1.3  To preserve security; 
 

a) All information is obtained, held and disclosed in a secure manner. 
 

3.1.4  To ensure awareness; 
 

a) Proper training and awareness is in place which informs all 
employees of their roles and responsibilities. 
 

3.1.5  Data Subject access; 
 

a) Prompt and helpful response to any data subject access request. 
 
3.2 The policy and procedure will be reviewed periodically by the CCG’s 
Information Governance Management Group and approval sought from the 
Governing Body to any changes. Where review is necessary due to legislative 
change this will happen immediately. 
 
3.3 In accordance with the CCG's Equal Opportunities practice, this procedure 
will not discriminate, either directly or indirectly, on the grounds of gender, 
race, colour, ethnic or national origin, sexual orientation, marital status, 
religion or belief, age, union membership, disability, offending background or 
any other personal characteristic. 
 
4. Scope of this Policy 

 
4.1 This policy applies to all personal information processed, stored on 
computer or relevant filing systems (manual records), or Close Circuit 
Television and any extracts taken either printed, copied, or verbal, together 
with the CCG staff who use the information in connection with their work. 
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5. Policy 
5.1 The overall Confidentiality and Data Protection Policy for the CCG is 
described below: 
5.2 The CCG needs to obtain and process information about different people 
for many purposes, for example, but not limited to: 

a) Pay and Pension 
b) Work Management 
c) Staff Training 
d) Internal Telephone Directory 
e) Administration of access to information systems 
f) Smart Card applications 
g) Email management 
h) Claims processing 
i) Staff records and administrative records 
j) Matters relating to the prevention, detection and investigation of 

fraud and corruption in the NHS 
 
5.3 Such information may be kept in either computer and/or manual records.  
In processing such personal data the CCG will comply with the Data 
Protection principles within the Data Protection Act 1998 (which are listed in 
Appendix A). 

6. Data Protection Responsibilities 
 
6.1 Overall Responsibilities 

6.1.1  The CCG permit staff (including contractor staff, temporary staff and 
work placed students) to use computers and relevant filing systems 
(manual records) only in connection with their work.  The CCG have 
legal responsibility for the notification process and compliance of the 
Data Protection Act 1998. 

6.1.2  The CCG, whilst retaining their legal responsibilities have delegated 
Data Protection compliance to the nominated Information Governance 
Lead. 

 
6.2 Information Governance Lead’s Responsibilities 

6.2.1  The Information Governance Lead’s responsibilities include: 
a) Ensuring that an appropriate Data Protection Act 1998 policy for the 

CCG is produced and kept up to date. 
b) Ensuring that the appropriate procedures and practices are 

formulated and adopted by the CCG. 
c) Representing the CCG on Data Protection matters. 
d) Providing the appropriate leadership and direction on data protection 

maters for the CCG. 
e) Setting the standard of Data Protection Act training for staff across 

the CCG. 
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f) Ensuring the Data Protection notification is reviewed, maintained 
and renewed annually for all use of personal information. 

g) Ensuring compliance with individual’s rights, including subject 
access. 

h) Acting as a central point of contact on Data Protection within the 
CCG. 

i) Implementing an effective framework for the management of Data 
Protection. 

j) Monitor compliance with the Data Protection Act 1998, and ensuring 
any infringements (i.e. unlawful disclosure of information or access 
for idle curiosity) are investigated and appropriately dealt with. 

k) Ensure the audit of appropriate systems in accordance with risk 
analysis reviews. 

l) Assisting with Counter Fraud and Security Management issues 
 
6.3 Line Manager's Responsibilities 

6.3.1  All Line Managers across the whole of the CCG are directly 
responsible for: 

a) Ensuring that their staff are aware of their Data Protection 
responsibilities. 

b) Ensuring that their staff have had suitable Data Protection training. 
 
6.4 General Responsibilities 

6.4.1  All CCG employees (including Lay Members, Governing Body 
members, contractor staff, temporary staff and work placed students) 
are subject to Data Protection compliance and this policy.  They are 
accountable via personal liability. 

6.4.2  All CCG employees (including Lay Members, Governing Body 
members, contractor staff, temporary staff and work placed students) 
have a responsibility to inform the IG Lead of any new use of 
Personal Data as soon as possible after it has been identified. 

7. Staff Code of Conduct 
7.1 To ensure staff members are effectively informed of what is required of 
them, the CCG has an ‘Information Governance Compliance - Staff Code of 
Conduct’ (code) that identifies legal requirements and best practice. 
7.2 The code applies to all the different staff groups, e.g. for staff working with 
particularly sensitive information or those who have little access to confidential 
information. 
7.3 The code is set out below: 

7.3.1  The legal framework and the circumstances under which confidential 
information can be disclosed 

a) National guidance includes NHS Codes of Practice on 
Confidentiality, Records Management and Information Security 
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Management; the Caldicott Principles; and the NHS Care Record 
Guarantee for England.  These national guidelines also provide a 
basis for local codes which can focus on particular work areas or 
staff groups.  The Caldicott Principles and the relevant extracts from 
the Care Record Guarantee are set out below. 

7.3.2  The NHS and Social Care Record Guarantees for England 

a) The NHS Care Record Guarantee for England sets out the rules that 
govern how patient information is used in the NHS and what control 
the patient can have over this.  The Guarantee was first published in 
2005 and is reviewed annually by the National Information 
Governance Board.  The Social Care Record Guarantee - published 
in 2009 - explains to service users how the information they provide 
to social care staff is used and what control they can have over this.  
It complements the NHS Care Record Guarantee for England. 

b) Individuals’ rights regarding the sharing of their personal information 
are supported by the Care Record Guarantees, which set out high-
level commitments for protecting and safeguarding service user 
information, particularly in regard to: individuals' rights of access to 
their own information, how information will be shared (both within 
and outside of the organisation) and how decisions on sharing 
information will be made. 

a) 7.3.3  The Caldicott Principles. The Caldicott Principles were 
devised by the Caldicott Committee, which reported in 1997 following 
a review of patient-identifiable information.  They represent best 
practice for using and sharing identifiable personal information and 
should be applied whenever a disclosure of personal information is 
being considered.  They were updated in the 2013 Caldicott Report: 

1. Justify the purpose(s)  
2. Don’t use personal confidential data unless it is absolutely 

necessary  
3. Use the minimum necessary personal confidential data  
4. Access to personal confidential data should be on a strict 

need-to-know basis  
5. Everyone with access to personal confidential data should 

be aware of their responsibilities  
6. Comply with the law  
7. The duty to share information can be as important as the 

duty to protect patient confidentiality  

7.3.4  The systems and processes for protecting personal information 

a) These include all safe haven procedures, e.g. for answering 
telephone queries or receiving confidential faxes, any information 
sharing protocols agreed with external organisations, encryption 
requirements for mobile devices and secure transfers of personal 
information. 
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7.3.5  Who to approach within the CCG for assistance and advice on 
disclosure issues 

a) There are a range of individuals who can assist with difficult issues – 
the Information Governance Lead, Caldicott Guardian, and Senior 
Information Risk Owner can be approached. 

7.3.6  Possible sanctions for breach of confidentiality or data loss 

a) The CCG will ensure that all staff members are aware of the 
possible disciplinary sanctions for failure to comply with their 
responsibilities, e.g. deliberately looking at records without authority; 
discussion of personal details in inappropriate venues; transferring 
personal information electronically without encrypting it, etc.  
Sanctions can include disciplinary action, ending a contract, 
dismissal, or bringing criminal charges.  Since April 2010, the 
Information Commissioner's Office (ICO) may order organisations to 
pay up to £500,000 as a penalty for serious breaches of the Data 
Protection Act 1998. 

7.3.7  Staff Awareness 

a) The CCG will ensure that staff are effectively informed about the 
code through awareness sessions, team meetings, briefing notes or 
a combination of these.  The code must be accessible so it needs to 
be readily available – it will be published on the Internet/Intranet.  
Understanding what is required should be supported through staff 
training, e.g. through the on-line NHS Information Governance 
training modules, which all staff can access through the National 
Learning Management System (NLMS). 

8. Validity of this Policy 
 

8.1 This policy is designed to avoid discrimination and be in accordance with 
the Human Rights Act 1998 and its underlying principles. 
 
8.2 This policy will be reviewed annually by the CCG Information Governance 
Management Team. Associated Data Protection standards and procedures 
will be subject to an on-going development and review programme.  
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Appendix A 
 
Associated Legislation and Guidance 
 
1. Data Protection Act 1998 - Data Protection Principles 
 
1.1 All information and data which can identify a person, held in any format 
(visual/ verbal / paper / computer / microfilm / etc.) is safeguarded by the Act, 
which is underpinned by eight principles. 
 

a) Personal data shall be processed fairly and lawfully 
b) Personal data shall be obtained for one or more specified and lawful 

purposes, and shall not be further processed in any manner 
incompatible with that purpose or those purposes. 

c) Personal data shall be adequate, relevant and not excessive in 
relation to the purpose or purposes for which they are processed 

d) Personal data shall be accurate and, where necessary, kept up to 
date. 

e) Personal data processed for any purpose or purposes shall not be 
kept for longer than is necessary for that purpose or those purposes 

f) Personal data shall be processed in accordance with the rights of 
data subjects under this Act 

g) Appropriate technical and organisational measures shall be taken 
against unauthorised or unlawful processing of personal data and 
against accidental loss or destruction of, or damage to, personal data 

h) Personal data shall not be transferred to a country or territory outside 
the European Economic Area unless that country or territory ensures 
an adequate level of protection for the rights and freedoms of data 
subjects in relation to the processing of personal data 

 
2. Human Rights Act 2000 
 
2.1 This Act binds public authorities including all NHS organisations to respect 
and protect an individual’s human rights. This will include an individual’s right 
to privacy (under Article 8) and a service user’s right to expect confidentiality 
of their information at all times. 
 
2.2 Article 8 of the Act provides that ‘everyone has the right to respect for his 
private and family life, his home and his correspondence’. However, this 
article also states ‘there shall be no interference by a public CCG with the 
exercise of this right except as is in accordance with the law and is necessary 
in a democratic society in the interests of national security, public safety, or 
the economic well-being of the country, for the prevention or disorder or 
crime, for the protection of health or morals, or for the protection of the rights 
and freedoms of others’. 
 
2.3 Each organisation must act in a way consistent with these requirements. It 
must take an individual’s rights into account when sharing personal 
information about them. 
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3. Freedom of Information Act 2000 
 
3.1 This Act gives individuals rights of access to information held by public 
authorities. 
 
4. Regulation of Investigatory Powers Act 2000 
 
4.1 This Act combines rules relating to access to protected electronic 
information as well as revising the ‘Interception of Communications Act 1985’. 
The Act aims to modernise the legal regulation of interception of 
communications in the light of the Human Rights laws and rapidly changing 
technology. 
 
5. Crime and Disorder Act 1998 
 
5.1 This Act introduces measures to reduce crime and disorder, including the 
introduction of local crime partnerships around local CCG boundaries to 
formulate and implement strategies for reducing crime and disorder in that 
local area. 
 
5.2 The Act allows disclosure of person identifiable information to the Police, 
Local Authorities, Probation Service or the Health Service but only if the 
purposes are defined within the Crime and Disorder Act. The Act does not 
impose a legal requirement to disclose/exchange person identifiable 
information and responsibility for disclosure rests with the organisation holding 
the information. There should be a Crime and Disorder Protocol governing the 
disclosure/exchange and use of personal information within a local CCG 
boundary agreed and signed by all involved agencies and organisations. 
 
6. The Computer Misuse Act 1990 
 
6.1 This Act makes it a criminal offence to access any part of a computer 
system, programs and/or data that a user is not entitled to access. Each 
organisation will issue an individual user id and password which will only be 
known by the individual they relate to and must not be divulged/misused by 
other staff. This is to protect the employee from the likelihood of their 
inadvertently contravening this Act. 
 
6.2 Each organisation will adhere to the requirements of the Computer Misuse 
Act 1990 by ensuring staff are made aware of their responsibilities regarding 
the misuse of computers for personal gain or other fraudulent activities. Any 
member of staff found to have contravened this Act will be considered to have 
committed a disciplinary offence and be dealt with accordingly. 
 
7. The Access to Health Records 1990 
 
7.1 This Act gives patient’s representatives right of access to their manually 
held health records, in respect of information recorded on or after 1 November 
1991. This Act is only applicable for access to deceased person’s records. All 
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other requests for access to information by living individuals are provided 
under the access provisions of the Data Protection Act 1998. 
 
8. Access to Medical Reports Act 1988 
 
8.1 This Act allows those who have had a medical report produced for the 
purposes of employment and/or insurance to obtain a copy of the content of 
the report prior to it being disclosed to any potential employer and/or 
prospective insurance company. 
 
9. The Telecommunications (Lawful Business Practice) 
(Interception of Communications) Regulations 2000 
 
9.1 This Act defines the scope for legitimate monitoring of communications 
within an organisation 
 
10. Obscene Publications Act 1959 
 
10.1 This Act makes it an offence to publish or distribute pornography. 
 
11. Communications Act 2003 
 
11.1 This Act makes it an offence to transmit grossly obscene or offensive 
messages or untrue messages designed to cause annoyance, inconvenience 
or needless anxiety. 
 
12. Protection of Children Act 1978 
 
12.1 This Act makes it an offence to possess child pornography. Possession 
includes viewing such material as well as downloading or storing it. 
 
13. Copyright, Design and Patents Act 1988 
 
13.1 This Act is applicable to all types of creations, including text, graphics 
and sounds by an author or an artist. Any unloading or downloading of 
information through on-line technologies which is not authorised by the 
copyright owner will be deemed to be an infringement of his / her rights The 
application of the Copyright Act to electronic copying is even stricter than its 
application to photocopying, since the fair dealing arrangements which usually 
apply to libraries (i.e. one article per journal for the purposes of research or 
private study) do not exist for computerised materials. 
 
13.2 Some types of infringement give rise to criminal offences, the penalties 
for which may amount to up to two years' imprisonment or an unlimited fine. It 
is also possible for the copyright owner to claim compensation or to have 
infringing activities prevented by injunction 
 
 
 

Page 40 of 144



14 
 

14. Protection from Harassment Act 1997 
 
14.1 This Act was passed following concern that stalking was not suitably 
dealt with under existing legislation, however it does not refer solely to 
stalking and covers harassment in a wider sense. The Act says that it is 
unlawful to cause harassment, alarm or distress by a course of conduct and 
states that: 
 

A person must not pursue a course of conduct 
(a) which amounts to harassment of another, and 
(b) which he knows or ought to know amounts to harassment of the 
other. 

 
15. Sex Discrimination Act 1975 
 
15.1 This Act states that it is unlawful to discriminate against a person on the 
grounds of their sex or marital status 
 
16. Race Relations Act 1976 
 
16.1 This Act states that it is unlawful to discriminate against a person on the 
grounds of race, colour, nationality, citizenship or ethnic origins. 
 
17. Information Security Management: NHS Code of Practice 
 
17.1 This is a guide to the methods and required standards of practice in the 
management of information security for those who work within or under 
contract to, or in business partnership with NHS organisations in England. It is 
based on current legal requirements, relevant standards and professional best 
practice. 
 
18. Confidentiality: NHS Code of Practice 
 
18.1 Gives NHS bodies guidance concerning the required practice for those 
who work within or under contract to NHS organisations concerning 
confidentiality and patients’ consent to the use of their health records. It 
replaces previous guidance, HSG (96)18/LASSL (96) 5 – The Protection and 
Use of Patient Information and is a key component of the information 
governance arrangements for the NHS. 
 
19. Records Management: NHS Code of Practice 
 
19.1 Acts as a guide to the required standards of practice in the management 
of records for those who work within or under contract to NHS organisations in 
England. It is based on current legal requirements and professional best 
practice. 
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20. The Privacy and Electronic Communications (EC 
Directive) Regulations 2003 (PECR) 
 
20.1 Sets out the rules concerning telecommunications and the processing of 
personal data. The Regulations cover topics such as direct marketing, text 
message reminder services, solicited and unsolicited marketing and cookies. 
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The following terms are used in this document 
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which allows NHS organisations and partners to assess 
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1. Summary 

1.1 The Subject Access Request Policy for the CCG sets out the requirements of its 
staff for managing requests to access records.  In general terms, this Policy covers 
all records, which do or could identify an individual for which the CCG ‘holds’ 
information. 

1.2 The Information Governance Strategy, and the policies associated with it, should 
be read together. 

1.3 Activity reports on the Subject Access Request applications will be produced for 
the CCG Information Governance Management Group. 

1.4 This policy covers ‘Subject Access Requests’ (SARs) under the terms of the 
Data Protection Act 1998, section 7.  The CCG deals with two categories of Subject 
Access Requests: 

a) Access to health related records e.g. CCG investigated patient complaint, 
Continuing Healthcare cases. 

b) Other Subject Access Requests e.g. staff personal/HR records. 

1.5 Where services are provided to the CCG by a Commissioning Support Provider 
they will manage the requests on behalf of the CCG. 

 

2. Key Performance Indicators 

2.1 The following key performance indicators have been identified to measure the 
effectiveness of this document: 

a) annual Information Governance Toolkit scores; 

b) staff will know who and where to direct Subject Access Request applications 
to; 

c) percentage of incidents / complaints that might contravene the policy. 

 

3. Principles 

3.1 The Access to Health Records Act 1990 has now been repealed, except for the 
sections dealing with requests to records relating to the deceased. 

3.2 The Data Protection Act 1998 is applicable to requests for access to records 
relating to living persons. 

3.3 Under the Data Protection Act 1998, individuals have the right to: 
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a) Access their records, subject to certain safeguards. 

b) Have copies of their records. 

c) Have these records explained if they are illegible or unintelligible. 

d) Be informed by any data controller whether personal data of which that 
individual is the data subject are being processed by or on behalf of that data 
controller. 

3.4 Applications under The Data Protection Act 1998 cover all media, e.g. paper and 
computer records, including digital images and any type of voice recording. 

3.5 Applicants do not have to give a reason for requesting access to records.  The 
applicant’s motives in requesting the records are irrelevant. 

3.6 The ‘subject’ could be a patient, contractor, member of staff or member of the 
public. 

 

4. Objectives Of The Policy 

4.1 To ensure that the CCG meets its obligations regarding ‘subject access requests’ 
under the terms of the Data Protection Act 1998. 

4.2 To set out clear guidelines for CCG staff to help make the access timely and 
within the legislation laid down by the Government. 

4.3 To ensure that all staff are aware of their responsibilities in the management of 
access to records. 

 

5. Responsibilities 

5.1 The Accountable Officer of the CCG shall have overall responsibility for the 
Subject Access Request Policy, by ensuring that all staff within the CCG: 

a) Comply with legislation, guidelines and procedures as set out and agreed 
within the Policy. 

b) Work within the timescales set out within the Policy. 

c) Follow the process by sending the photocopies of requested information to 
them for the ultimate decision and signature. 

d) Are aware of their accountability for any decision to pass on Person 
Identifiable Information (PID). 
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5.2 The CCG Caldicott Guardian is responsible for: 

a) Ensuring that patient information may only be passed on for a justifiable 
purpose and where possible only minimum information about the patient 
should be used. 

5.3 The CCG Senior Information Risk Owner (SIRO) is responsible for: 

a) Ensuring that Person Identifiable Data (PID) and other information may only 
be passed on for a justifiable purpose and where possible only minimum 
information about the person should be used. 

5.4 The CCG’s Commissioning Support Provider will have a designated Senior 
Governance Manager responsible for: 

a) Ensuring all local procedures within the Provider’s Business Process Centre 
and the wider organisation will meet the requirements as set out in the Data 
Protection Act 1998. 

b) Providing expert advice on the managements of SARs. 

5.5 The CCG’s Commissioning Support Provider is responsible for: 

a) Ensuring all requests are acted upon in a timely manner as set out in the 
Data Protection Act 1998. 

b) Ensuring all consent forms are received with accompanying identification 
documentation. 

c) Ensuring that the appropriate CCG Officer has signed the Permission and 
Confirmation section of the request for release of records. 

d) Ensuring that the only documentation sent out relates to the CCG. 

e) Ensuring that all application monies received are recorded and banked. 

f) Ensuring that all applicants, including solicitors, receive acknowledgement of 
monies received. 

g) Ensuring a database of all requests is kept up to date and accurate. 

5.6. CCG Managers are responsible for: 

a) Ensuring all staff are made aware of the Subject Access Request Policy and 
the associated procedures. 

b) Ensuring all new staff receive training / guidance in security and 
confidentiality when dealing with confidential / sensitive records. 

i. Ensuring that the relevant documentation requested is made available. 

ii. Ensuring that all staff are adequately trained and adhere to the 
guidelines. 
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c) Ensuring that staff report any incidents or concerns about any aspect of 
confidentiality and security, whether a breach has taken places or a ‘near 
miss’ regarding Subject Access Requests on the designated electronic 
incident reporting system. 

5.7. All CCG Staff are responsible for: 

a) Ensuring awareness of the Subject Access Request Policy and following the 
correct procedure as set out in this policy when receiving an access request. 

b) Ensuring the disclosure of information is carried out as laid down in the 
Subject Access Request Policy. 

c) Ensuring awareness of responsibilities to safeguard personal data and, as 
required by contracts of employment, they abide by the requirements of the 
CCG’s Data Security Policy.  In order to do this staff should be given clear 
guidance on how to handle confidential information in all the different media 
used by the CCG, including electronic and paper records. 

d) Ensuring awareness of the clear guidance in place locally to report any 
incidents or concerns about any aspect of confidentiality and security, 
whether a breach has taken place or a ‘near miss’ has occurred using the 
CCG’s designated incident reporting system. 

 

6. Subject Access Request Guidance 

6.1. The CCG has the following guidance for managing requests. 

6.2. Who Has A Right to Apply? 

6.2.1. A patient 

6.2.2. Any person authorised in writing, to apply on behalf of the patient (see below 
also). 

a) In England and Wales, the person having parental responsibility for a 
child under 16 if the child agrees. If the child is competent of 
understanding the application, his/her consent is needed to allow 
access to the records, unless, in exceptional circumstances, the record 
holder considers that it is in the child’s best interest to allow access 
without their consent i.e. there is a real justification for allowing access 
without consent. If the child is not capable of understanding the 
application, the person with parental responsibility has a right of 
access, subject to the usual safeguards/examples. 

6.2.3. A child (a person under the age of 16 years) who, in the view of the 
appropriate Healthcare Professional, is capable of understanding what the 
application is about can prevent a parent from having access to the record. If 
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the child is not capable of understanding the application, the person with 
parental responsibility has a right of access, subject to the usual 
safeguards/examples, unless, in the view of the appropriate Healthcare 
Professional this would not be in the child’s best interest, then the holder of 
the records are entitled to deny access (see below also). 

6.2.4. Any person appointed by the Court, to manage the affairs of a patient of any 
age, who is deemed to be incapable (see below also). 

6.2.5. Where a patient has died the patient’s personal representative or any person 
having a claim arising from the death.  Where the patient has died, 
disclosure would be subject to the recorded wishes of the deceased patient 
(see below also). 

6.2.6. Where the applicant is not the patient, the applicant should have access to 
only the information which would otherwise have been available to the 
patient, unless access to further information is deemed justifiable in the 
circumstances, other than in exceptional circumstances such circumstances 
may arise, which, exceptionally, would justify disclosure. Where the 
applicant is not the patient, access is not permitted where the holder of 
the records are of the opinion that the patient gave the information or 
underwent the examination / investigation in the expectation that the 
information would not be divulged to the applicant. 

6.2.7. The applicant must declare that they are entitled to apply for access to the 
health records referred to.  The applicant may also give their authority to a 
Solicitor or anyone else they choose, to obtain copy records of the patient, 
on behalf of the applicant. 

6.2.8 Further enquiries may be needed to confirm the bona fides of applicants 
other than the patient before access is given.  NB proof of identification may 
be required for access. 

6.2.9 If the applicant is acting on the patient’s behalf then it must be established in 
what capacity they are making the application. 

 

6.3. Requests from the Police 

6.3.1. Under the Data Protection Act 1998, Section 29.3 is an exemption in Law for 
the Police to get information without seeking the consent of the individual(s) 
for crime & taxation purposes. 

6.3.2. The Police have a form specifically for this.  It is referred to as a 'section 29.3 
form' which allows them to approach any data controller (the CCG in this 
case) for information regarding an individual, in relation to the apprehension 
of an offender (may or may not be the same person) or for the prevention of 
a crime, or for the prosecution of a crime. 

Page 51 of 144



 

9 
 

6.3.3. If the Police can show that the information is needed to further their case 
(and this would be set out on the section 29.3 form), they can receive it. 

6.3.4. A section 29.3 form is the safe guard to the data controller for releasing the 
information to the Police, in case of any objection by the data subject. All 
such requests will be referred to the CCG’s Caldicott Guardian to decide 
whether the request should be met. In the absence of the Caldicott Guardian 
the decision will be made by the Accountable Officer.   

6.3.5. If the CCG do not accept whatever the Police put on the 'section 29.3 form', 
the Police would have to seek a court order to subpoena the CCG to submit 
the file/information to Court for a Judge to rule on disclosure. 

 

6.4. Records for Patients under the Age of 16 

6.4.1. The applicant must have parental responsibility.  This will be by way of one 
of the following: 

a) The applicant is the child’s natural mother (and there are no residents 
or other Court Order to the contrary).  We have to take the applicants / 
Solicitors written word for this at face value.  This is often referred to as 
acting in loco parentis and is where the patient is under age 16 and is 
incapable of understanding the request. 

Also 

b) Where the patient is under age 16 but is mature enough to understand 
the meaning of the application and giving authority (termed as being 
Frazer Competent) and has consented to the applicant making this 
request, the authorisation of the patient and / or mother should be 
given.  Again, we have to take the applicants / Solicitors written word 
for this at face value. 

c) The applicant is the child’s natural father and was married to the child’s 
natural mother at the time of conception or birth of the child.  NB the 
father does not necessarily still have to be married to the child’s natural 
mother.  He could be legally separated or divorced from her.  Also, this 
whole point only applies providing that there is no residence or other 
Court Order to the contrary.  We can accept Solicitors written 
confirmation of this.  Marriage / Divorce papers are not necessary. 

d) The applicant is the child’s natural father but was not married to the 
child’s natural mother at the time of conception or birth of the child, but 
there is an agreement between both parents, which has been passed 
by a Court of Law, expressly giving the natural father parental 
responsibility.  Documentation will exist if this is the case, and a 
photocopy of it should be obtained. Since December 2003, if mother 
agrees, an unmarried father has parental rights if the child is registered 
together and father’s name goes on the Birth Certificate. 
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e) The applicant has parental responsibility by way of a Residence Order.  
This could be the child’s natural father, a grandparent or other relative.  
Documentation will exist if this is the case, and a photocopy of it should 
be obtained.  NB a Residence Order is not time limited – up to their 
sixteenth birthday unless discharged. 

6.4.2. If the applicant does not satisfy any of the above criteria, then access to the 
records will be denied, unless the applicant can provide the written authority 
of someone who has got parental responsibility. 

 

6.5. Records for Patients over the Age of 16 

6.5.1. Patients capable of managing their own affairs - the applicant must have the 
written authority of the patient if they are capable of managing their own 
affairs. 

6.5.2. Patients incapable of managing their own affairs - the applicant must have 
proof that they have the authority to act on behalf of the patient.  This will be 
by way of one of the following: 

6.5.3. They have been appointed by the Court to manage the patient’s affairs. 
Documentation will exist if this is the case, and a photocopy of it should be 
obtained. 

6.5.4. They are the deceased patient’s personal representatives.  Documentation 
will exist if this is the case, and a photocopy of it should be obtained. 

 

6.6. Other Considerations for All Records for Patients of Any Age 

6.6.1. A Healthcare Professional has also got the discretion to release records to 
an applicant if they consider it to be in the best interests of the patient at that 
time and there is an overriding public interest justification why the records 
should be released without the authority of the person entitled to access the 
records.  They would be responsible for their clinical judgement.  A good 
example of this would be in a case of child sexual abuse. 

6.6.2. A patient’s dental or other such records that would be needed for purposes 
of identification can be released at the receipt of a written request from the 
Coroner, a signature acknowledging receipt of such records must be 
provided on the appropriate form.  This must be recorded and dated as per 
Access to Health Records. 

6.6.3. The only other over riding rule would be if a Solicitor or the Police gained a 
Court Order for the organisation to release the records to the Court.  The 
organisation would then have no choice in the matter and the Judge would 
decide whether or not the records should go to the Solicitor / Police / 
applicant. 
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6.6.4. Special permission may also be given when the interests of the public are 
thought to be of greater importance than the patient’s confidentiality.  This is 
very rare, but some situations where this might happen include: 

6.6.5. When a serious crime has been committed; 

6.6.6. When there are serious risks to the public or NHS staff; 

6.6.7. To protect children 

6.6.8. This permission is given by the Caldicott Guardian in charge of protecting 
privacy in each health care organisation. 

6.6.9. Special permission will be given to use patient health records without 
consent e.g. medical research, keeping registers of cancer patients or 
checking quality of care.  This permission is given by the National 
Information Governance Board (NIGB).  This would be under section 251 of 
the NHS Act 2006. 

 

6.7. When Access to Records may be denied or Partially Excluded 

6.7.1. Within the Act there is provision for some information to be withheld: 

6.7.2. The patient does not have to be told that information has been withheld 
because that in itself could be damaging to them. 

6.7.3. The patient is not, however, prevented from asking the practitioner whether 
the full record has been made available, and may apply to the Courts if they 
are dissatisfied with the answer. 

6.7.4. The fact that a record has not been prepared in anticipation that it might be 
opened is no justification for denying access.  Also, fear of legal action is not 
a reason for denying access. 

6.7.5. Healthcare Professionals are advised that records should be compiled on 
the assumption that they will be opened to patients and / or the Courts. 

6.7.6. Access shall not be given unless the holders are satisfied that the applicant 
is capable of understanding the nature of the application and the meaning of 
the authorisation. 

6.7.7. Where a patient has died, access should not be given to the records / 
information, which in the opinion of the holder is not relevant to any claim 
arising out of the death.  Also, if the patient has died and the record includes 
a note made at the patient’s request that he / she did not wish access to be 
given to their personal representative or to any person having a claim arising 
from their death, access will be refused. 

6.7.8. Access can be denied if the disclosure of information would cause serious 
harm to the physical or mental health or condition of the patient or any other 
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person or if disclosure would go against the wishes of the patient unless, in 
exceptional circumstances, disclosure is justified even though it may go 
against the patient’s wishes. Such circumstances would be very exceptional. 

6.7.9. This generally refers to severe mental illness, malignancy and degenerative 
neurological conditions. 

6.7.10 Where information that is adjudged to be harmful is withheld, an 
appointment should be made for the applicant to inspect the remainder of 
the record with the Healthcare Professional. 

6.7.11 Where the records contain personal information relating to third parties, 
unless the third party is a doctor or other Healthcare Professional who has 
compiled or contributed to the record or has been involved in the care of the 
patient in his/her capacity as a Healthcare Professional. Unless their consent 
has been given, access shall not be given, e.g. a family member (see below 
also). 

6.7.12 Where the application is on behalf of a child or a person incapable of 
managing his or her own affairs or where a patient has died, access may not 
be given to information as a result of examination or investigation where the 
expectation was that the information would not be disclosed. 

 

6.8 Third Party Information 

6.8.1  Where the third party has consented to the disclosure to the person making 
the request, the appropriate Manager is obliged to comply with the request 
and disclose the third party information. 

6.8.2  However, consent may not have been given for one or more reasons, 
examples of which are: 

a) Consent has not been sought. 

b) It is not possible to obtain consent because the third party’s 
whereabouts are unknown. 

c) The third party does not have legal capacity to consent. 

d) The third party declines to consent. 

6.8.3  Where consent has not been given (for whatever reason), the appropriate 
Manager is nevertheless required by the subject access provisions to comply 
with the request and disclose third party information if it is reasonable in all 
the circumstances to disclose without consent.  However, to avoid falling foul 
not only of the Act, but other provisions of law, e.g. confidentiality, disclosure 
without consent should not be made until proper consideration has been 
given to all relevant factors.  The Act highlights some of the factors to be 
taken into account in deciding this, but the list is not exhaustive: 
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a) Any duty of confidence owed to the third party. 

b) Any steps taken by the appropriate Manager to seek the consent of the 
third party. 

6.8.4  Whether the individual is capable of giving consent. 

6.8.5  Any express refusal of consent by the other individual.  

6.8.6  The appropriate Manager may at the very least need to take steps to seek 
consent in order to demonstrate that it was reasonable in the circumstances 
to make the disclosure without consent. 

 

6.9 Time Limits for Access 

6.9.1. The Act imposes very specific duties upon us, which have to be carried out 
within a very tight timescale. 

6.9.2. From receipt of the application form, 14 days are allowed if the record holder 
needs more information, either to identify the record(s) asked for, or to check 
the identity of the person applying for access. 

6.9.2. The information is to be supplied within 40 days from the date of the request 
for access or within 40 days from the date you have sufficient information to 
enable you to satisfy yourself as to the identity of the person making the 
request and to locate the information requested. 

6.9.3. However, the Department of Health states that National Health Service 
bodies should endeavour to comply with subject access requests within 21 
calendar days.  The Information Commissioner has also stated that requests 
should be complied with within 20 working days in accordance with the 
Freedom of Information Act 2000. 

6.9.4. Failure to comply gives the applicant a right of action in the County 
Court or High Court.  It is therefore essential that all applications be 
processed as a matter of priority, thereby minimising risk to the 
organisation. 

 

6.10. Charging for Subject Access 

6.10.1. A maximum fee of £50 may be charged for granting access to manual 
records, or to a mixture of manual and automated records, where the 
request for subject access will be granted by supplying a copy of the 
information in permanent form.  However, for granting access to health 
records that are only being automatically processed, or that are recorded 
with the intention that they be so processed, a fee of £10 may be charged. 
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6.10.2. A charge of 40p per photocopied side of paper would be reasonable, plus 
any postage costs.  It should be noted that there is no express provision for 
any fee to be charged for copying or despatching copies of records. 

6.10.3. No fee may be charged where the access request is to be complied with 
other than by supplying a copy of the information in a permanent form, i.e. 
by allowing the applicant to inspect the record.  This provision only relates 
to requests for access to non-automated manual records, at least some of 
which were made after the beginning of the period of 40 days immediately 
preceding the date of the request.  This provision broadly replicates the 
provision of the Access to Health Records Act 1990 that, in effect, allows 
patients to look at recently created records for free. 

 

6.11. Mistakes or Inaccuracies 

6.11.1. If the applicant considers that there are mistakes or inaccuracies in the 
record they can ask the record holder for a note to be made in the records 
stating their opinion.  If the practitioner agrees that the information is 
inaccurate, he / she should make the correction.  Care must be taken not to 
simply obliterate information, which may have significance for the future 
care and treatment of the patient, or for litigation purposes. 

6.11.2. If he /she does not agree, a note recording why the applicant considers the 
information to be inaccurate must be made in the relevant part of the 
record.  Consideration should also be given to whether it is appropriate to 
note any associated records, e.g. computer records. 

6.11.3. It should be understood that in Law nothing may be erased from a paper 
health record but a correction may be added. 

6.11.4. A copy of any correction or note should be supplied to the patient.  No fee 
may be charged for this. 

6.12.  Complaints Concerning Application 

6.12.1. If the applicant feels that they have not been fairly treated and that the 
holder of the record has not complied with the Act, then they should first 
complain in writing to the Accountable Officer of the CCG. 

6.12.2. If they are still unhappy after this, the applicant has the right to apply to the 
Information Commissioner to review the outcome of the application if 
necessary.  To complain to the Information Commissioner, please see the 
ICO web page at: http://www.ico.gov.uk/complaints/getting/complain.aspx 
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6.13.   Additional Information 

6.13.1. Requests for access to information may be made in some circumstances 
under the Freedom of Information Act 2000.  Please see the Freedom of 
Information section of our website to make a request for corporate 
information. 

 

6.14.        Requests for Personal Data - the Freedom of Information Act and 
Data Protection Act 

6.14.1. The Personal Data Exemption in the Freedom of Information Act 2000 falls 
under Section 40.  Section 40 provides an exemption from the right to 
know principle where the information requested by an applicant consists of 
personal data.  You would think that this means that all requests for 
access to personal data, including medical records, would fall under the 
Access to Health Records Act or Data Protection Act respectively. 
However, the exemption is phrased in such a way that this is not the case. 

6.14.2. Regarding access to information relating to deceased persons, it is 
important to note that the definition of ‘personal data’ in Section 40 is 
restricted to information relating to living individuals.  Information, which 
relates solely to a deceased person, is not covered by this exemption.  
Section 40 will only apply if the information relating to the deceased 
person is also the personal data of a living individual.  For example, 
genetic information about a deceased person may also be the personal 
data of that person's ancestors and descendants.  If the information 
requested relates solely to a deceased person, the information is 
potentially disclosable under the Freedom of Information Act. 

6.14.3. However, other exemptions in the Freedom of Information Act may be 
applicable to personal information relating to deceased persons and may 
justify a refusal to disclose under the Act. For example; Section 21, which 
exempts information readily accessible to the applicant by other means - 
section 3 of the Access to Health Records Act 1990 allows a deceased 
patient’s personal representative or anybody who may have a claim arising 
out of the death to access the patient’s health records; Section 38, which 
exempts information whose disclosure would or would be likely to 
endanger the physical or mental health or the safety of any individual (for 
example by means of shock or distress); Section 41, which exempts 
information obtained by a public authority from another person if the 
disclosure of this information to the public would constitute a breach of 
confidence actionable by that or another person; Section 44, which 
exempts information where disclosure is prohibited by or under any 
enactment, including the Access to Health Records Act 1990 and the 
Human Rights Act 1998.  If disclosure of information relating to a 
deceased person would breach the right to a private and family life of a 
living person (as protected by Article 8 of the European Convention on 

Page 58 of 144



 

16 
 

Human Rights), it will be exempt under Section 44 because it would 
breach section 6 of the Human Rights Act. 

 

6.15. The Application of the Section 40 Exemption (Freedom of Information 
Act) to Information Relating to Living Individuals 

6.15.1. If the personal data requested relates to the applicant, then the request 
should be treated as a subject access request under the Data Protection 
Act, as usual.  This would also cover the situation whereby the request is 
made by a Solicitor on behalf of his client, a parent on behalf of a child, a 
person appointed by the Court on behalf of a person who lacks capacity 
etc, because these are all still subject access requests i.e. requests made 
by a person with authority to make the request on the data subject's 
behalf. 

6.15.2. The Information Commissioner Guidance says that, whilst such a request 
is to be treated as a request under the Data Protection Act, you should 
inform the applicant if you will be unable to respond within the Freedom of 
Information Act 20 working day period and require the 40 calendar day 
period allowed under the Data Protection Act instead.  The Department of 
Health has stipulated that the NHS should endeavor to comply with subject 
access requests within 21 days, rather than the allowed 40 days - this is 
not legislation, just guidance.  Access to Health Records will aspire to 
comply within the 21-day or, at least, 20 working day timescale under the 
Freedom of Information Act, and if this is not possible, the applicant should 
be informed that the request will be dealt with (within 40 calendar days) 
under the Data Protection Act. 

 

6.16.  If the Information Requested Relates to a Third Party 

6.16.1. If the personal data requested is about somebody other than the applicant 
(the above exceptions of solicitor, parent, etc aside), the exemption under 
the Freedom of Information Act will only apply if disclosure would breach 
any of the Data Protection Principles.  So, the usual data protection rules 
apply as to when it would be justifiable to disclose without consent and 
when it would not be - if disclosure would breach the usual data protection 
rules, disclosure need not take place.  However, if disclosure is justified in 
accordance with the usual Data Protection rules, it can take place and the 
fees structure and timescale under the Freedom of Information Act should 
apply.  Whilst the following does not directly apply to medical records, it is 
interesting to note that the Information Commissioner's Guidance states 
that information relating to somebody acting in an official or work capacity 
should normally be provided on request, unless there is a risk to the 
individual concerned – ‘the exemption from disclosure should not be used 
as a means of sparing officials embarrassment over poor administrative 
decisions’! 
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6.16.2. Under the Access to Medical Reports Act 1988, individuals can apply to 
access medical reports prepared for employment or insurance purposes. 

6.16.3. The Secretary of State may make further orders to exclude other types of 
data if this is necessary to safeguard the interests of Patients or the Rights 
and Freedoms of others. 

6.16.4. In most cases access under the Act will be straightforward.  However, 
there will be instances where a detailed knowledge of the Act and its 
implications are vital. 

6.16.5. The Information Commissioners websites provide some useful information: 

http://www.ico.gov.uk/ 

6.16.6. Any further advice should be directed to the Solicitors acting for the CCG, 
for which permission from a Senior Officer must be first agreed. 

6.17. Subject Access Request Definitions 

6.17.1. There are certain definitions given in the Act.  These are: 

a) An application means an application in writing (see Process of 
Administration below). 

b) A health record is defined as information relating to the physical and / 
or mental health of an individual who can be identified from that 
information and which has been made by, or on behalf of a Healthcare 
Professional, in connection with the care of that individual. 

c) The holder of the record is the CCG by which, or on whose behalf, the 
record is held. 

d) The patient is the individual in connection with whose care the record 
has been made. 

e) The Healthcare Professional can be one or more registered health 
professionals. 

 

7. Subject Access Requests: Process Of Administration 

7.1 There are certain procedures that must be observed when applying to see 
records under the Act.  It may seem a rather complicated process but it is of vital 
importance to make sure that the records are released only to the right person, 
because the confidentiality of records calls for the greatest safeguards. 

7.2 Any member of staff receiving a formal request for access, either verbally or in 
writing should advise the person to obtain an application form from the CCG’s 
Commissioning Support Provider or the CCG website. 
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7.3 The CCG’s Commissioning Support Provider will manage the request in line with 
the processes agreed with the CCG. 

8. Sources of Reference 

8.1 Health Service Circular 1999 / 053 – For the Record 

8.2 Protecting and Using Patient Information – A Manual for Caldicott Guardians 
(Department of Health) 1999 

8.3 Health Service Circular 2000/009: Data Protection Act 1998: Protection and Use 
of Patient Information 

8.4 The Caldicott Committee Report on the Review of Patient-Identifiable Information 
– December 1997 (Department of Health) 

8.5 Data Protection Act 1998 

8.6 Access to Health Records Act 1990 

8.7 Freedom of Information Act 2000 

8.8 Confidentiality - NHS Code of Practice, November 2003 
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Information Governance Information Governance is a framework to bring together 
all the legal rules, guidance and best practice that apply 
to the handling of information. 

 

Glossary of Records Management Terms 

 
Full descriptions of all the terms used in the Records Management: NHS Code of Practice 
are listed in full in the Code, available at: 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuid
ance/DH_4131747 

1. Introduction and Purpose 
 
1.1 Introduction 
 

1.1.1  NHS organisations have a statutory duty to make arrangements for the 
safekeeping and eventual disposal of their records. 

 
1.1.2  The primary function of the Policy is to improve the management of all types of 

NHS records, with regard to their preservation, retention and destruction. 
 
1.1.3  The suggested retention periods should be taken by NHS organisations to be a 

guide based on best practice, and therefore followed for all corporate (non-clinical) 
records. 

 
1.1.4  Ensuring local application of this Policy and its supporting guidelines and 

procedures, is the responsibility of all staff. 
 

1.2 Executive Summary 

1.2.1  The Corporate Records and Retention Policy for the Clinical Commissioning 
Group (CCG) sets out the requirements of all staff when managing the retention of 
records.  The Policy is supported by substantial guidelines and procedures, which 
give further details of how to comply with the actual Policy. 

1.2.2  Staff should treat this Policy as guidance based on best practice for managing 
corporate records.  In general terms, this Policy covers all records (documents), 
which the CCG has produced. 

1.2.3  The records management function is recognised as a specific corporate 
responsibility within the CCG.  It provides a managerial focus for records of all 
types in all formats, including electronic records, throughout their life cycle, from 
planning and creation through to ultimate disposal or archival of the record.  All 
confidential papers will be disposed of by shredding. 
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1.2.4  Clearly defined responsibilities and objectives are set out below, and the CCG is 
committed to ensure adequate resources to achieve them. 

1.2.5  This Policy should be read in conjunction with the following CCG Policies: 

a) Information Governance Strategy 
b) Information Governance Policy 
c) Freedom of Information Policy 

1.2.6  Archiving of corporate paper documents will be carried out in line with the CCG 
arrangements in place, which will be reviewed over time as the CCG develops. 

 

1.3 Foreword 

1.3.1  This Policy has been produced in light of the requirements of the Records 
Management: NHS Code of Practice, and should be read in conjunction with the 
full Code.  To download a copy of the Code of Practice please follow this link 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_4131747 

 
1.3.2  The Records Management: NHS Code of Practice has been published by the 

Department of Health as a guide to the required standards of practice in the 
management of records for those who work within or under contract to NHS 
organisations in England.  The Code of Practice (referred to as the Code) is a 
guide to the standards of practice required in the management of NHS records, 
based on current legal requirements and professional best practice.  The guidance 
applies to all NHS records and contains details of the recommended minimum 
retention period for each record type. 

 
1.3.3  This Policy supports, amongst others, the Data Protection Act 1998 and the 

Freedom of Information Act 2000. 
 
1.3.4  The life of this Policy will be subject to controlled amendments ensuring it remains 

appropriate as the business, technology and legislation change.  This Policy and 
its supporting guidelines and procedures will be regularly reviewed and 
compliance with them monitored through Risk Management and Information 
Governance Assurance procedures.  The policy will be reviewed at regular 
intervals (at least once every two years) and, if appropriate, it will be amended to 
maintain its currency and relevance. 

 
1.4 Types of record covered by the Code of Practice 
 

1.4.1  The guidelines contained in the Code of Practice apply to NHS records of all 
types, regardless of the media on which they are held.  These may consist of: 
 
a) Administrative records (including, for example, HR, estates, financial and 

accounting records; notes associated with complaint-handling);  
b) Photographs, slides, and other images; 
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c) Microform (i.e. microfiche/microfilm); 
d) Audio and video tapes, cassettes, CD-ROM etc; 
e) E-mails; 
f) Computerised records; 
g) Paper records; 
h) Scanned records; 
i) Text messages (both outgoing from the NHS and incoming responses). 

 
1.5 Background and general context 
 

1.5.1  The Records Management: NHS Code of Practice replaces previous guidance as 
listed below:  

 
a) HSC 1999/053 – For the Record.  
b) HSC 1998/217 – Preservation, Retention and Destruction of GP General 

Medical Services Records Relating to Patients (Replacement for FHSL 
(94)(30)) 

c) HSC 1998/153 – Using Electronic Patient Records in Hospitals: Legal 
Requirements and Good Practice. 

 
1.5.2  Records are a valuable resource because of the information they contain. The 

CCG’s records are its corporate memory, providing evidence of actions and 
decisions and representing a vital asset to support daily functions and activities. 
High-quality information underpins the delivery of high-quality evidence-based 
healthcare, and many other key service deliverables.  Information has most value 
when it is accurate, up to date and accessible when it is needed.  An effective 
records management service ensures that information is properly managed and is 
available whenever and wherever there is a justified need for that information, and 
in whatever media it is required.  Information may be needed: 

 
a) to support patient care and continuity of care; 
b) to support day-to-day business which underpins the delivery of care; 
c) to support evidence-based clinical practice; 
d) to support sound administrative and managerial decision making, as part of 

the knowledge base for NHS services; 
e) to meet legal requirements, including requests under subject access 

provisions of the Data Protection Act or the Freedom of Information Act; 
f) to assist clinical and other types of audits; 
g) to support improvements in clinical effectiveness through research and also to 

support archival functions by taking account of the historical importance of 
material and the needs of future research; or 

h) to support patient choice and control over treatment and services designed 
around patients. 

 
1.5.3  The Code of Practice identifies the specific actions, managerial responsibilities, 

and minimum retention periods for the effective management of all types of NHS 
records (i.e. both corporate and health records) from creation, as well as day-to-
day use of records, and storage, maintenance and ultimate disposal procedures. 
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1.6 Policy and Strategy 
 

1.6.1  The CCG policy on how it manages all of its records, including electronic records 
is approved by the Governing Body and will be made readily available to all staff at 
all levels of the CCG, both on induction and through regular update training. 

 
1.6.2  The policy sets out the CCG’s commitment to create, keep and manage records 

and document its principal activities in this respect. 
 
  

1.6.3  The policy also: 
 

a) outlines the role of records management within the CCG, and its relationship 
to the CCG’s overall strategy; 

b) defines roles and responsibilities within the CCG, including the responsibility of 
individuals to document their actions and decisions in the CCG’s records, and 
to dispose of records appropriately when they are no longer required; 

c) provides a framework for supporting standards, procedures and guidelines; 
and 

d) indicates the way in which compliance with the policy and its supporting 
standards, procedures and guidelines will be monitored and maintained. 

2. Key Performance Indicators 
 
2.1 The following key performance indicators have been identified to measure the 
effectiveness of this document: 

a) staff will know where to access the document; 
b) staff will know how to archive documents; 
c) policy to be reviewed by the review date. 

3. Scope of the Policy 
 
3.1 This Policy applies to all employees of the CCG, both permanent and temporary. 
 
3.2 It also applies to anyone contracted to the CCG, who, in the course of their work is 
required to create and/or access corporate records normally restricted to directly employed 
staff.  This includes Lay Members and Governing Body members. 

4. Objectives of the Policy 
 
4.1 NHS Records Management 

4.1.1  The aims of the NHS Code of Practice are: 
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a) to establish an Information Governance framework for NHS records 
management in relation to the creation, use, storage, management and 
disposal of all types of records; 

b) to clarify the legal obligations that apply to NHS records; 
c) to explain the actions required by the CCG senior managers to fulfil these 

obligations; 
d) to explain the requirement to select records for permanent preservation; 
e) to set out recommended minimum periods for retention of all types of NHS 

records, regardless of the media on which they are held; and 
f) to indicate where further information on records management may be found. 

 
 
4.2 Corporate Records and Retention Policy 

4.2.1  The objectives of this Policy are to: 
 
a) Make all staff aware of their responsibilities for the retention of corporate 

records. 
b) Introduce a retention schedule for the CCG’s corporate records. 
c) Create a controlled environment and formal methods of destruction of 

corporate records. 

5. Roles and Responsibilities 
 
5.1 The Accountable Officer is personally accountable for records management within 
the CCG and has a duty to make arrangements for the safekeeping of those records.  
Each CCG Department must have a comprehensive records management programme 
which includes cost-effective management of non-current as well as active records, and 
which takes account of ‘Risk Management’ principles. 
 
5.2 The Governance Director (as Governance Lead) will have lead responsibility for 
Records Management within the CCG.   
 
5.3 Senior Managers must give their full backing to all the guidelines and procedures as 
set out and agreed.  Senior Managers must also take responsibility to ensure that: 
 

a) All new staff will receive training/guidance in the retention of records, within 
one month of joining the CCG.   

b)   All existing staff are made aware of their responsibilities. 
c) There are adequate disposal arrangements for confidential waste, which all 

staff abide by. 
d) There are adequate storage facilities for back-up media and other storage 

devices, which contain person identifiable information and 
sensitive/confidential corporate/staff information. 

 
5.4 All line managers and supervisors must ensure that their staff are adequately 
trained and apply the appropriate guidelines. 
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5.5 The Caldicott Guardian is responsible within the CCG for approving and ensuring 
that national and local guidelines and protocols on the handling and management of 
confidential patient information are in place. 
 
5.6 The Senior Information Risk Owner (SIRO) is responsible within the CCG for 
approving and ensuring that national and local guidelines and protocols on the handling 
and management of confidential corporate information and person identifiable information 
(non-patient) are in place. 
 
5.7 Each individual has a key role to play in effective record keeping.  Everyone working 
for or with the NHS who records, handles, stores, or otherwise comes across information 
has a personal responsibility to apply the appropriate guidelines for the retention and 
eventual destruction of information. 
 
5.8 Under the Public Records Act all NHS employees are responsible for any records that 
they create or use in the course of their duties.  Thus any records created by an employee 
of the NHS are public records and may be subject to both legal and professional 
obligations.  A description of these obligations can be found in Annex C of the Code. 
 
5.9 It is essential that the manager(s) responsible for the records management function will 
work in close association with the manager(s) responsible for freedom of information, data 
protection and other information governance work areas. 
 
5.10 All staff, whether clinical or administrative, must be appropriately trained so that they 
are fully aware of their personal responsibilities in respect of record keeping and records 
management, and that they are competent to carry out their designated duties.  This 
should include training for staff in the use of electronic records systems.  It should be done 
through both generic and specific training programmes, complemented by CCG policies 
and procedures and guidance documentation.   
 
5.11 Corporate records are core resources for the CCG.  They must be properly 
formatted, produced consistently, safeguarded and used efficiently, and all staff 
(managerial, administrative, professional and medical) must follow this Policy and its 
supporting guidelines and procedures. 
 
5.12 All NHS records are public records under the terms of the Public Records Act 1958 
sections 3 (1)–(2).  The Secretary of State for Health and all NHS organisations have a 
duty under the Public Records Act to make arrangements for the safe keeping and 
eventual disposal of all types of their records.  This is carried out under the overall 
guidance and supervision of the Keeper of Public Records, who is answerable to 
Parliament. 
 
5.13 Directors (and equivalent post holders) and Senior Managers of all NHS 
organisations are personally accountable for records management within their 
organisation.  NHS organisations are also required to take positive ownership of, and 
responsibility for, the records legacy of predecessor organisations and/or obsolete 
services. 
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5.14 In addition, NHS organisations need robust records management procedures to meet 
the requirements set out under the Data Protection Act 1998 and the Freedom of 
Information Act 2000. 

 

6. Monitoring Records Management Performance 
 
6.1 A number of bodies monitor NHS performance in respect of records management.  
The Audit Commission regularly conducts studies into records management and related 
information quality issues.  The Department of Health collects performance details as part 
of the annual Information Governance Toolkit assessment and these will inform the work 
of both the Care Quality Commission and the Audit Commission.  The NHS Litigation 
Authority also undertakes a risk assessment survey as an integral part of the Clinical 
Negligence Scheme for Trusts (CNST). 
 
6.2 Other bodies likely to comment on records management performance include the 
Information Commissioner when investigating alleged breaches of Data Protection or 
Freedom of Information legislation or in promoting the Lord Chancellor’s Code of Practice 
on Records Management under section 46 of the Freedom of Information Act. 
 
6.3 The CCG’s Information Governance Management Group monitors, reviews and 
contributes to the Asset Management programme across the organisation, subsequently 
reporting to the Audit Committee. 

7. Legal and Professional Obligations 
 
7.1 All individuals who work for an NHS organisation are responsible for any records which 
they create or use in the performance of their duties.  Furthermore, any record that an 
individual creates is a public record. 
 
7.2 The key statutory requirement for compliance with records management principles is 
the Data Protection Act 1998, where personal information is held.  It provides a broad 
framework of general standards that have to be met and considered in conjunction with 
other legal obligations.  The Act regulates the processing of personal data, held both 
manually and on computer.  It applies to personal information generally, not just to health 
records.  Therefore the same principles apply to records of employees and contract 
workers held by employers, for example in finance,HR and occupational health 
departments. 

8. Health and Social Care Information Centre 
 
8.1 The impact of the Government’s health reform agenda will fundamentally affect the 
way the NHS approaches the management of all electronic records.  The NHS Care.Data 
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and other initiatives are central to these reforms and will transform the way both health and 
social care information is managed. 
 

9. Record Creation 
 
9.1 Records of operational activities should be complete and accurate in order to allow 
employees and their successors to undertake appropriate actions in the context of their 
responsibilities, to facilitate an audit or examination of the CCG by anyone so authorised, 
to protect the legal and other rights of the CCG, its staff and any other people affected by 
its actions, and provide authentication of the records so that the evidence derived from 
them is shown to be credible and authoritative. 
 
9.2 Records created by the CCG should be in Corporate House Style and arranged in a 
record-keeping system that will enable the CCG to obtain the maximum benefit from the 
quick and easy retrieval of information.  The CCG’s records will be created and stored on 
the CCG’s network (with key records filed in the relevant shared area). They will also be  
made available as appropriate on the intranet and internet.  

10. Information Quality Assurance 
 
10.1 It is important that all NHS organisations train staff appropriately and provide 
regular update training.  In the context of records management and information quality, 
organisations need to ensure that their staff are fully trained in record creation, use and 
maintenance, including having an understanding of: 
 

a) what they are recording and how it should be recorded; 
b) why they are recording it; 
c) how to validate information against other records – to ensure that staff are 

recording the correct data; 
d) how to identify and correct errors – so that staff know how to correct errors 

and how to report errors if they find them; 
e) the use of information – so staff understand what the records are used for (and 

therefore why timeliness, accuracy and completeness of recording is so 
important); and 

f) how to update information and add in information from other sources. 
 
10.2 Implementing and maintaining an effective records management service depends on 
knowledge of what records are held, where they are stored, who manages them, in what 
format(s) they are made accessible, and their relationship to organisational functions (for 
example finance, IT, HR).  A Department information survey or record audit is essential to 
meeting this requirement.  This survey will also help to enhance control over the records, 
and provide valuable data for developing records appraisal and disposal policies and 
procedures. 
 
10.3 Paper and electronic record keeping systems should conform to the Corporate House 
Style and should contain descriptive and technical documentation to enable the system to 
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be operated efficiently and the records held in the system to be understood.  The 
documentation should provide an administrative context for effective management of the 
records. 
 
10.4 The record keeping system should either adhere to the Corporate House Style or 
should include a documented set of rules for referencing, titling, indexing and, if 
appropriate, the protective marking of records.  These should be easily understood to 
enable the efficient retrieval of information when it is needed and to maintain security and 
confidentiality. 

11. Record Keeping 
 
11.1 The movement and location of records should be controlled to ensure that a record 
can be easily retrieved at any time, that any outstanding issues can be dealt with, and that 
there is an auditable trail of record transactions. 
 
11.2 Storage accommodation for current records should be clean and tidy, should prevent 
damage to the records and should provide a safe working environment for staff. 
 
11.3 For records in digital format, maintenance in terms of back-up and planned migration 
to new platforms should be designed and scheduled to ensure continuing access to 
readable information. 
 
11.4 Equipment used to store current records on all types of media should provide storage 
that is safe and secure from unauthorised access and which meets health and safety and 
fire regulations, but which also allow maximum accessibility of the information 
commensurate with its frequency of use. 
 
11.5 When paper records are no longer required for the conduct of current business, their 
placement in a designated secondary storage area may be a more economical and 
efficient way to store them.  Procedures for handling records should take full account of 
the need to preserve important information and keep it confidential and secure.  There 
should be archiving procedures in place for both paper and electronic records. 
 
11.6 A contingency or business continuity plan should be in place to provide protection for 
all types of records that are vital to the continued functioning of the CCG.  Key expertise in 
relation to environmental hazards, assessment of risk, business continuity and other 
considerations is likely to rest with information security staff and their advice should be 
sought on these matters. 
 

12. Record Maintenance 
 
12.1 For reasons of business efficiency or in order to address problems with storage 
space, NHS organisations may consider the option of scanning into electronic format 
records which exist in paper format.  Where this is proposed, the factors to be taken into 
account should be taken from the Code. Where records have been scanned to be held 
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electronically, the manual (paper) version, unless it is deemed to be required, should be 
destroyed in line with the CCG destruction procedures but only after ensuring that the copy 
is complete and legible. 

13. Disclosure and Transfer of Records 
 
13.1 There are a range of statutory provisions that limit, prohibit or set conditions in 
respect of the disclosure of records to third parties, and similarly, a range of provisions that 
require or permit disclosure.  The key statutory requirements can be found in Annex C of 
the Code.  Designated staff within the CCG have special expertise in, or can advise on, 
particular types of disclosure e.g. the Caldicott Guardian and the Senior Information Risk 
Owner. 
 
13.2 The mechanisms for transferring records from one organisation to another should 
also be tailored to the sensitivity and confidentiality of the material contained within the 
records and the media on which they are held.  Information Security staff can advise on 
appropriate safeguards. 
 

14. Retention and Disposal Arrangements 
 
14.1 Detailed guidance on retention periods for a full range of NHS personal health and 
different types of business and corporate records is provided in Annex D of the Code. 
 
14.2 It is particularly important under Freedom of Information legislation that the disposal 
of records – which is defined as the point in their lifecycle when they are either transferred 
to an archive or destroyed – is undertaken in accordance with clearly established policies 
which have been formally adopted by the CCG and which are enforced by properly trained 
and authorised staff. 
 
14.3 Archiving of corporate paper documents will be carried out in line with the CCG 
arrangements in place. 

15. Appraisal of Records 
 
15.1 Appraisal refers to the process of determining whether records are worthy of 
permanent archival preservation.  This should be undertaken in consultation with the CCG 
Managers who have ‘records management’ responsibilities. 
 
15.2 The retention schedules in Annex D of the Code outline the recommended minimum 
retention periods for all types of NHS records.  The purpose of this appraisal process is to 
ensure that the records are examined at the appropriate time to determine whether or not 
they are worthy of archival preservation, whether they need to be retained for a longer 
period as they are still in use, or whether they should be destroyed. 
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16. Record Closure 
 
16.1 Records should be closed (i.e. made inactive and transferred to secondary storage) 
as soon as they have ceased to be in active use other than for reference purposes. 
 
16.2 An indication that a file of paper records or folder of electronic records has been 
closed, together with the date of closure, should be shown on the record itself as well as 
noted in the index or database of the files/folders. 
 
16.3 Where possible, information on the intended disposal of electronic records should be 
included in the metadata when the record is created. 

17. Record Disposal 
 
17.1 The CCG retention/disposal schedule is taken from the retention schedules contained 
in the Code.  The CCG schedule covers all records which are held, or could potentially be 
held by the CCG, or providers of services, including electronic records. 
 
17.2 In the event of any records selected for archival preservation and no longer in regular 
use by the CCG, these will be transferred as soon as possible to an archival institution (for 
example a Place of Deposit – see Annex E of the Code) that has adequate storage and 
public access facilities. 
 
17.3 It is the responsibility of the CCG to ensure that the methods used throughout the 
destruction process provide adequate safeguards against the accidental loss or disclosure 
of the contents of the records.  Most NHS records are confidential records.  All confidential 
papers will be disposed of by shredding. 
 
17.4 A record of the destruction of records, showing their reference, description and date 
of destruction will be maintained and preserved by the nominated Records Manager, so 
that the CCG is aware of those records that have been destroyed and are therefore no 
longer available.  Disposal schedules will constitute the basis of such a record. 
 
17.5 If a record due for destruction is known to be the subject of a request for information, 
or potential legal action, destruction should be delayed until disclosure has taken place or, 
if the authority has decided not to disclose the information, until the complaint and appeal 
provisions of the Freedom of Information Act 2000 have been exhausted or the legal 
process completed. 

18. Information Lifecycle Management 
 
18.1 Information Lifecycle Management is included within this Corporate Records and 
Retention Policy. 
 
18.2 All NHS records produced are subject to a range of legislation, including the Data 
Protection Act 1998, the Freedom of Information Act 2000 and the Environmental 
Information Regulations 2004. 

Page 75 of 144



 

15 

 

 
18.3 Information Lifecycle Management guides staff on the appropriate manner for the 
creation, storage, maintenance, use, archiving and disposal of it corporate records. 
 
18.4 It is important that employees recognise information security issues arising from the 
storage of person identifiable data (PID) and that they continue to use information in 
accordance with the Data Protection and Freedom of Information Acts, and the NHS 
Records Management Code of Practice. 
 
18.5 For broader guidance on corporate records management, this statement should be 
read in conjunction with the following policies: 
 

a) Freedom of Information Policy (which includes the Environmental Information 
Regulations 2004) 

b) Information Governance Strategy 
 
18.6 The Caldicott Guardian continues to be responsible for protecting patients’ interests 
regarding the use of patient identifiable information.  They are responsible for ensuring that 
patient identifiable information is shared in a secure and responsible manner. 
 
18.7 The Senior Information Risk Owner (SIRO) continues to be responsible for ensuring 
that identified information threats are followed up and risks managed. 
 
Annex 1 : Records Retention Schedule 
 
1.0 The following is taken from the Records Management: NHS Code of Practice Annex 
D2: Business and Corporate (Non-Health) Records Retention Schedule available at: 
 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh
_093028.pdf 
 
1.1 This retention schedule details a minimum retention period for each type of non-health 
record.  Records (whatever the media) may be retained for longer than the minimum 
period.  However, records should not ordinarily be retained for more than 30 years.  The 
National Archives (see Note below) should be consulted where a longer period than 30 
years is required, or for any pre-1948 records.  Organisations should also remember that 
records containing personal information are subject to the Data Protection Act 1998.  

1.2 The following types of record are covered by this retention schedule (regardless of the 
media on which they are held, including paper, electronic, images and sound): 

a) administrative records (including HR/personnel, estates, financial and accounting 
b) records, and notes associated with complaint handling) 
c) photographs, slides and other images (non-clinical) 
d) microform (i.e. microfiche/microfilm) 
e) audio and video tapes, cassettes, CD-ROMs, etc 
f)   e-mails 
g) computerised records; and 
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h) scanned documents 
 
1.3 The schedule is split into the following types of records: 
 

a) Administrative (corporate and organisation) 
b) Biomedical Engineering 
c) Estates/engineering 
d) Financial  
e) IM & T 
f)   Other 
g) Personnel/human resources 
h) Purchasing/supplies 

 
Notes 
 
1.4 Where an organisation has an existing relationship with an approved Place of Deposit, 
it should consult the Place of Deposit in the first instance. Where there is no pre-existing 
relationship with a Place of Deposit, organisations should consult The National Archives.  
 
1.5 The coding below denotes the status of the type of record and its retention period:  
 

a)  C = a previously existing record type (i.e. referenced in the previous retention 
schedule dated March 2006) but a Change to the retention period. 

 
b)  N =a New record type (either not referenced in the previous retention schedule or 

a more explicit description of a record type than previously published). 
 
c)  S = a previously existing record type, with the Same retention period. 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

ADMINISTRATIVE (CORPORATE 
AND ORGANISATION)  

    

Accident forms (see also Litigation 
dossiers)  
 

10 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Accident register (Reporting of 
Injuries, Diseases and Dangerous 
Occurrences register) – see also 
Incident forms  
 

10 years 
 

Reporting of Injuries, 
Diseases and Dangerous 
Occurrences Regulations 
(reg. 7); Social Security 
(Claims and Payments) 
Regulations (reg. 25)  
 

Destroy under 
confidential 
conditions  
 

C 
 

Adoption records  
(i.e. administrative records relating 
the adoption process) 

75th anniversary of the date of 
birth of the child to whom it 
relates or, if the child dies 
before attaining the age of 
18,15 years beginning with the 
date of the 18th birthday  
 

Children and Young 
Persons Arrangements 
for Placement of 
Children (General) 
(Regulations 1991,SI 
1991, No. 890 regs. 8, 9, 
10 – children’s records) 
Adoption Regulations 
2004(reg. 34)  
 

Destroy under 
confidential 
conditions  
 

N 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 

Advance letters (e.g. DH guidance)  
 

6 years 
 

 Destroy  
 

S 
 

Agendas of board meetings, 
committees, sub-committees (master 
copies, including associated papers)  
 

30 years  
 

 See note 1 
 

S 
 

Agendas (other)  
 

2 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Agreements (see Contracts)  
 

    

Ambulance Records – Administrative 
(i.e. records containing non-clinical 
details only) 
e.g. records of journeys 

2 years from the end of the year 
to which they relate 
 

 Destroy under 
confidential 
conditions  
 

N 
 

Annual/corporate reports  
 

3 years 
 

 See note 1 
 

S 
 

Appointment Records (GP) 
 

2 years (Provided that any 
patient-relevant information has 

 Destroy under 
confidential 

N 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

been transferred to the patient 
record) 
At the end of the 2 year 
retention period GP practices 
should consider if there is an 
on-going administrative need to 
keep the records/books for 
longer. If there IS an on-going 
need to retain these 
records/books, then a further 
review date should be set 
(either 1 or 2 more years)  

conditions – 
once a 
decision has 
been made 
that there is 
no on-going 
administrative 
need to retain 
the records. 
 

Assembly/Parliamentary questions, 
MP enquiries  
 

10 years 
 

 As these 
documents 
include all 
information 
provided by 
the 
organisation 
in response to 
a PQ (e.g. 
background 
note to the 
Minister or the 
Minster may 
amend the 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

response) all 
of which may 
not be used in 
the response 
and therefore 
it will not be in 
the public 
domain on 
House of 
Commons 
records they 
must be 
destroyed 
under 
confidential 
conditions. 
 

Audit Records (e.g. Organisational 
Audits, Records Audits, Systems 
Audits) – Internal & External in any 
format (paper, electronic etc) 
 

2 years from the date of 
completion of the audit 
 

 Destroy under 
confidential 
conditions  
 

N 
 

Business plans, including local 
delivery plans  
 

20 years 
 

 Destroy 
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Catering forms  
 

6 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Close circuit TV images  
 

31 days 
 

Information 
Commissioner’s Code of 
Conduct  
 

Erase 
permanently 
 

S 
 

Commissioning decisions 
Appeal documentation 
Decision documentation  

 
6 years from date of appeal 
decision 
6 years from date of decision  

 Destroy under 
confidential 
conditions 

S 
S  

Complaints (See also litigation 
dossiers) 
Correspondence, investigation and 
outcomes 
Returns made to DH  

 
8 years from completion of 
action 
Files closed annually and kept 
for 6 years following closure 
NB: Current policy on the 
handling of complaints is under 
review and further guidance will 
be issued in due course  
 

 Destroy under 
confidential 
conditions 
 

C 
 

Copyright declaration forms  
(Library Service) 

6 years  
 

Copyright, Designs and 
Patents Act 1988 

Destroy under 
confidential 

N 
 

Page 83 of 144



 

23 

 

TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

  conditions  
 

Data Input Forms (where the 
data/information has been input to a 
computer system) 

2 years  Destroy under 
confidential 
conditions  

N 
 

Diaries (office)  
 

1 year after the end of the 
calendar year to which they 
refer  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Exposure monitoring records  
 

5 years from the date the 
record was made  
 

Control of Substances 
Hazardous to Health 
Regulations 2002 
(reg. 10(5))  
 

Destroy under 
confidential 
conditions  
 

S 
 

’Find-a-Doc’ records (kept by PCT’s) 
contact sheets and letters 
assignment cases/letters 
records of negotiations with GMS 
contract managers re: patient 
registration with a GP 

 
6 months 
2 years 
2 years 

 Destroy under 
confidential 
conditions  
 

N 
 

Flexi working hours (personal record 
of hours actually worked)  
 

6 months 
 

 Destroy under 
confidential 
conditions  

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 

Freedom of Information requests  
 

3 years after full disclosure; 
10 years if information is 
redacted or the information 
requested is not disclosed  
 

 Destroy under 
confidential 
conditions  
 

S 
 

GMS1 forms (registration with GP)  
 

3 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Health and safety documentation  
 

3 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

History of organisation or 
predecessors, its organisation and 
procedures (e.g. establishment order)  
 

30 years 
 

 See note 1 
 

S 
 

Hospital (trust) services 
i.e. service that the Trust provides 
e.g. catering, hotel services  

10 years 
 

 Destroy 
 

S 
 

Incident forms  10 years  Destroy under C 

Page 85 of 144



 

25 

 

TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

  confidential 
conditions  
 

 

Indices (records management)  
 

Registry lists of public records 
marked for permanent 
preservation, or containing the 
record of management of public 
records – 30 years 
File lists and document lists 
where public records or their 
management are not covered – 
30 years  

 See note 1 
Destroy under 
confidential 
conditions  

S 
S 

Laundry lists and receipts  
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Library registration forms  
 

2 years after registration 
 

 Destroy 
 

S 
 

Litigation dossiers (complaints 
including accident/incident reports) 
Records/documents relating to any 
form of litigation  

10 years 
Where a legal action has 
commenced, keep as advised 
by legal representatives  

 Destroy under 
confidential 
conditions  
 

S 
S 

Manuals – policy and procedure 10 years after life of the system  Destroy S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

(administrative and clinical, strategy 
documents)  
 

(or superseded) to which the 
policies or procedures refer  
 

(policy 
documents 
may have 
archival value 
– see note 1)  
 

 

Maps 
 

Lifetime of the organisation 
 

 See note 1 
 

S 
 

Meetings and minutes papers of 
major committees and sub-
committees (master copies)  
 

30 years 
 

 See note 1 
 

S 
 

Meetings and minutes papers (other, 
including reference copies of major 
committees)  
 

2 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Mental Health Act Administration 
Records 
 

5 years 
NB There is no obligation to 
treat this type of mental health 
record as being part of a 
patient’s health record. There 
may, however, be exceptions, 
such as where they are 
required to be kept as evidence 

HC(91)29 (NHS) 
SI 2001/3869, reg.47 
(Independent Sector) 

Destroy under 
confidential 
conditions 
 

N 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

in actual or expected litigation 
or where they are needed by a 
healthcare professional in order 
to provide healthcare.  
Each healthcare practitioner 
has discretion as to the 
information which s/he wishes 
to include as part of a patient 
record. If in any particular case 
a healthcare practitioner 
requires a document which 
forms part of the mental health 
act administration record to be 
included in a patient’s record 
(because he or she regards it 
as relevant to the patient’s 
healthcare), it should then be 
regarded as part of the patient’ 
health record 

Mortgage documents (acquisition, 
transfer and disposal)  
 

6 years after repayment 
 

 See note 1 
 

S 
 

Nominal rolls  
 

6 years (maximum) 
 

 Destroy under 
confidential 
conditions  

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 

Papers of minor or short-lived 
importance not covered elsewhere, 
e.g.: 
advertising matter  
covering letters  
reminders  
letters making appointments  
anonymous or unintelligible letters 
drafts 
duplicates of documents known to be 
preserved elsewhere (unless they 
have important minutes on them) 
indices and registers compiled for 
temporary purposes 
routine reports 
punched cards 
other documents that have ceased to 
be of value on settlement of the 
matter involved  

2 years after the settlement of 
the matter to which they relate  
 

 Destroy under 
confidential 
conditions 
 

S 
 

Patient Advice & Liaison Service 
(PALS) records 
 

10 years after closure of the 
case 
 

 Destroy under 
confidential 
conditions  
 

N 
 

Patient information leaflets  6 years after the leaflet has  See note 1 C 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 been superseded 
 

  

Patients’ property books/registers 
(property handed in for safekeeping)  
 

6 years after the end of the 
financial year in which the 
property was disposed of or 6 
years after the register was 
closed  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Patient Surveys (re access to 
services etc) 
 

2 years  Destroy under 
confidential 
conditions 

N 
 

Phone Message Books 
 

2 years 
NB Any clinical information 
should be transferred to the 
patient health record  

 Destroy under 
confidential 
conditions 
 

N 
 

Police Statements (made in the 
context of Accident and Emergency 
episodes. Statements are requested 
by the Police to the A&E staff in 
relation to alleged injuries of or by 
patients coming through A&E) 
 

10 years (congruent retention 
period as Incident Forms) 
 

 Destroy under 
confidential 
conditions 
 

N 
 

Press cuttings  1 year  Destroy S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

  (where bound 
volumes exist, 
see note 1) 
 

 

Press Releases 
 

7 years 
 

 see note 1 
 

N 
 

Project files (over £100,000) on 
termination, including abandoned or 
deferred projects  
 

6 years 
 
 
 
 
 

 See note 1 
 

S 
 

Project files (less than £100,000) on 
termination  
 

2 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Project team files (summary retained)  
 

3 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Public Consultations e.g. about future 
provision of services 
 

5 years 
 

 Destroy under 
confidential 
conditions  

N 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 

Quality and Outcomes Framework 
(QOF) documents (GP Practice 
records) 
 

2 years 
 

 Destroy under 
confidential 
conditions  
 

N 
 

Quality assurance records (e.g. 
Healthcare Commission, Audit 
Commission, King’s Fund 
Organisational Audit, Investors in 
People)  
 

12 years 
 
 
 
 
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Receipts for registered and recorded 
mail  
 

2 years following the end of the 
financial year to which they 
relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Records documenting the archiving, 
transfer to public records archive or 
destruction of records  
 

30 years 
 

 See note 1 
 

S 
 

Records of custody and transfer of 
keys  

2 years after last entry 
 

 Destroy under 
confidential 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 conditions  
 

Reports (major)  
 

30 years 
 

 See note 1 
 

S 
 

Requests for access to records, other 
than Freedom of Information or 
subject access requests  
 

6 years after last action 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Requisitions  
 

18 months 
 
 
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Research ethics committee records  
 

3 years from date of decision 
 

 See note 1 
 

C 
 

Serious incident files  
 

30 years 
 

 See note 1 
 

S 
 

Specifications (e.g. equipment, 
services)  
 

6 years 
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Statistics (including Korner returns, 
contract minimum data set, statistical 
returns to DH, patient activity)  
 

3 years from date of submission  
 

 Destroy 
 

S 
 

Subject access requests (DPA and 
AHR)– records of requests  
 

3 years after last action 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Surgical appliances forms AP 1, 2, 3 
and 4  
 

2 years from completion of 
audit  
 
 
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Time sheets (relating to a Group or 
Department e.g. Ward where the 
timesheets are kept as a tool to 
manage resources, staffing levels) 
 

6 months 
 

 Destroy under 
confidential 
conditions  
 

N 
 

BIOMEDICAL ENGINEERING  
 

    

Sterilix Endoscopic Disinfector Daily 11 years Consumer Protection Act Destroy under N 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Water Cycle Test, 
 

 1987 
 

confidential 
conditions 
 

 

Sterilix Endoscopic Disinfector Daily 
Water Purge Test, Nynhydrin Test 
 

11 years 
 

Consumer Protection Act 
1987 
 

Destroy under 
confidential 
conditions 
 

N 
 

ESTATES/ENGINEERING 
 

    

Buildings and engineering works, 
including major projects abandoned 
or deferred – key records (e.g. final 
accounts, surveys, site plans, bills of 
quantities)  
 

30 years  See note 1 S 

Buildings and engineering works, 
including major projects abandoned 
or deferred – town and country 
planning matters and all formal 
contract documents (e.g. executed 
agreements, conditions of contract, 
specifications, ’as built’ record 
drawings, documents on the 
appointment and conditions of 

30 years 
 

 See note 1 
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

engagement of private buildings and 
engineering consultants)  
 

Buildings – papers relating to 
occupation of the building (but not 
health and safety information)  
 

3 years after occupation ceases 
 

Construction Design 
Management 
Regulations 1994  
 

Destroy under 
confidential 
conditions  
 

S 
 

Deeds of title  
 

Retain while the organisation 
has ownership of the building 
unless a Land Registry 
certificate has been issued, in 
which case the deeds should 
be placed in an archive 
If there is no Land Registry 
certificate, the deeds should 
pass on with the sale of the 
building  

 See note 1 
 

S 
 

Drawings – plans and buildings 
(architect signed, not copies)  
 

Lifetime of the building to which 
they relate  
 

 See note 1 
 

S 
 

Engineering works – plans and 
building records  
 

Lifetime of the building to which 
they relate  
 

 See note 1 
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Equipment – records of non-fixed 
equipment, including specification, 
test records, maintenance records 
and logs  
 

11 years 
If the records relate to vehicles 
(ambulances, responder cars, 
fleet vehicles etc) and where 
the vehicle no longer exists, 
providing there is a record that 
it was scrapped, the records 
can be destroyed 

Consumer Protection Act 
1987  
 

Destroy under 
confidential 
conditions  
 

N 
 

Inspection reports (e.g. boilers, lifts)  
 

Lifetime of installation 
If there is any measurable risk 
of a liability in respect of 
installations beyond their 
operational lives, the records 
should be retained indefinitely  

 See note 1 
 

S 
 

Inventories of furniture, medical and 
surgical equipment not held on store 
charge and with a minimum life of 5 
years  
 

Keep until next inventory 
 

 See note 1 
 

C 
 

Inventories of plant and permanent or 
fixed equipment  
 

5 years after date of inventory 
 

 See note 1 
 

S 
 

Land surveys/registers  
 

30 years 
 

 See note 1 
 

S 
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PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Leases – the grant of leases, licences 
and other rights over property  
 

Period of the lease plus 12 
years  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Maintenance contracts (routine)  
 

6 years from end of contract 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Manuals (operating)  
 

Lifetime of equipment 
 

 Review if 
issues (e.g. 
HSE) are 
outstanding  
 

S 
 

Medical device alerts  
 

Retain until updated or 
withdrawn (check MHRA 
website)  
 

www.mhra.gov.uk 
 

Destroy under 
confidential 
conditions  
 

S 
 

Photographs of buildings  30 years  See note 1 S 

Plans – building (as built)  
 

Lifetime of building 
 

 May have 
historical 
value – see 
note 1  
 

S 
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PERIOD 

DERIVATION FINAL 
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CODE 

Plans – building (detailed)  
 

Lifetime of building 
 

 May have 
historical 
value (see 
note 1)  
 

S 
 

Plans – engineering  
 

Lifetime of building 
 

 See note 1 
 

S 
 

Property acquisitions dossiers  
 

30 years 
 

 See note 1 
 

S 
 

Property disposal dossiers  
 

30 years 
 

 See note 1 
 

S 
 

Radioactive waste  
 

30 years 
 

Radioactive Substances 
Act 1993  
 

See note 1 
 

S 
 

Site files  
 

Lifetime of site 
 
 

 See note 1 
 

S 
 

Structure plans (organisational 
charts) i.e. the structure of the 
building plans 
 

Lifetime of building 
 

 See note 1 
 

C 
 

Page 99 of 144



 

39 

 

TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
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CODE 

Surveys – building and engineering 
works  
 

Lifetime of building or 
installation  
 

 See note 1 
 

S 
 

FINANCIAL  
 

    

Accounts – annual (final – one set 
only)  
 

30 years 
 

 See note 1 
 

S 
 

Accounts – minor records (pass 
books, paying-in slips, cheque 
counterfoils, cancelled/discharged 
cheques (for cheques bearing printed 
receipts, see Receipts), accounts of 
petty cash expenditure, travel and 
subsistence accounts, minor 
vouchers, duplicate receipt books, 
income records, laundry lists and 
receipts)  
 
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Accounts – working papers  
 

3 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
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PERIOD 
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CODE 

Advice notes (payment)  
 

1.5 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Audit records (internal and external 
audit) – original documents  
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

N 
 

Audit reports – internal and external 
(including management letters, value 
for money reports and system/final 
accounts memoranda)  
 

2 years after formal completion 
by statutory auditor  
 

 Destroy under 
confidential 
conditions  
 

N 
 

Bank statements  
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Banks Automated Clearing System 
(BACS) records  
 

6 years after year end 
 

 Destroy under 
confidential 
conditions  

S 
 

Benefactions (records of)  
 

5 years after end of financial 
year in which the trust monies 
become finally spent or the gift 

 See note 1 
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

in kind is accepted. In cases 
where the Benefaction 
Endowment Trust 
fund/capital/interest remains 
permanent, records should be 
permanently retained by the 
organisation  
 

Bills, receipts and cleared cheques  
 

6 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Budgets (including working papers, 
reports, virements and journals)  
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Capital charges data  
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Capital paid invoices (see Invoices)  
 

    

Cash books  6 years after end of financial Limitation Act 1980  Destroy under S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 year to which they relate  
 

 confidential 
conditions  
 

 

Cash sheets  
 

6 years after end of financial 
year to which they relate  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Contracts – financial  
 

Approval files – 15 years 
Approved suppliers lists – 11 
years  

 Destroy under 
confidential 
conditions  
 

C 
 

Contracts – non-sealed (property) on 
termination  
 

6 years after termination of 
contract  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Contracts – non-sealed (other) on 
termination  
 

6 years after termination of 
contract  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Contracts – sealed (and associated 
records)  
 

Minimum of 15 years, after 
which they should be reviewed  
 

 See note 1 
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Contractual arrangements with 
hospitals or other bodies outside the 
NHS, including papers relating to 
financial settlements made under the 
contract (e.g. waiting list initiative, 
private finance initiative)  
 

6 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Cost accounts  
 

3 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Creditor payments  
 

3 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Debtors’ records – cleared  
 

2 years from completion of 
audit  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Debtors’ records – uncleared  
 

6 years from completion of 
audit  
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
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PERIOD 

DERIVATION FINAL 
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CODE 

Demand notes  
 

6 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Estimates, including supporting 
calculations and statistics  
 

3 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Excess fares  
 

2 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Expense claims, including travel and 
subsistence claims, and claims and 
authorisations  
 

5 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Fraud case files/investigations  
 

6 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Fraud national proactive exercises  
 

3 years 
 

 Destroy under 
confidential 
conditions  

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 

Funding data  
 

6 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

General Medical Services payments  
 

6 years after year end 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Invoices  
 

6 years after end of financial 
year to which they relate  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Ledgers, including cash books, 
ledgers, income and expenditure 
journals, nominal rolls, non-
exchequer funds records (patient 
monies)  
 

6 years after end of financial 
year to which they relate  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Non-exchequer funds records (i.e. 
funding received by the organisation 
that does not directly relate to patient 
care e.g. charitable funds)  

30 years 
Company charities are required 
by company law to keep their 
accounts and accounting 

 Although 
technically 
exempt from 
the Public 

N 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 records for at least three years 
but the Charity Commission 
recommends that they be kept 
for at least 6 years. The 
majority of non-company 
charities must keep their 
accounts and accounting 
records for six years (Part VI 
Charities Act 1993). 

Records Act, 
it would be 
appropriate 
for authorities 
to treat these 
records as if 
they were not 
exempt  
 

Patient Monies (i.e. smaller sums of 
donated money) 
 

6 years 
 

 Destroy under 
confidential 
conditions  
 

N 
 

PAYE records  
 

6 years after termination of 
employment  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Payments  
 

6 years after year end 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Payroll (i.e. list of staff in the pay of 
the organisation)  
 

6 years after termination of 
employment  
 

 Destroy under 
confidential 
conditions 

S 
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PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

For 
superannuatio
n purposes, 
organisations 
may wish to 
retain such 
records until 
the subject 
reaches 
benefit age  

Positive predictive value performance 
indicators  
 

3 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Private Finance Initiative (PFI) 
 

30 years 
 

 See note 1 
 

S 
 

Receipts  
 

6 years after end of financial 
year to which they relate  
 

Limitation Act 1980  
 

Destroy under 
confidential 
conditions  
 

S 
 

Salaries (see Wages)  
 

    

Superannuation accounts  10 years  Destroy under S 
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DERIVATION FINAL 
ACTION 

CODE 

  
 
 
 

confidential 
conditions  
 

 

Superannuation registers  
 

10 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Tax forms  
 

6 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Transport (staff pool car 
documentation)  
 

3 years unless litigation ensues 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Trust documents without permanent 
relevance/not otherwise mentioned  
 

6 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Trusts administered by Strategic 
Health Authorities (terms of)  
 

30 years 
 

 See note 1 
 

S 
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TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

VAT records  
 

6 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Wages/salary records  
 

10 years after termination of 
employment  
 

 Destroy under 
confidential 
conditions 
For 
superannuatio
n purposes, 
organisations 
may wish to 
retain such 
records until 
the subject 
reaches 
benefit age. 

S 
 

IM & T  
 

    

Documentation relating to computer 
programmes written in-house  
 

Lifetime of software 
 

 Destroy under 
confidential 
conditions  
 

S 
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PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Software licences  
 

Lifetime of software 
 
 
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
 

OTHER  
 

    

Chaplaincy records  
 

2 years 
 

 May have 
archival value 
– see note 1  
 

S 
 

Contractor Applications (Doctors, 
Dentists, Opticians & Pharmacists) 
 

6 years after end of contract for 
approvals  
6 years for non-approvals. 

 Destroy under 
confidential 
conditions 
 

N 
 

Contractor Records  
(e.g. Ophthalmic Opticians, 
Ophthalmic Medical Practitioners, 
Pharmacists, Pharmacy Premises, 
General Optical Council amendments 
to the register, Previous Pharmacy 
rotas and supporting information 
(prior to 2005 – new regulations), 

7 years 
 

NHS(General 
Ophthalmic Services) 
Regs 1986:  
A contractor shall keep a 
proper record in respect 
of each patient to whom 
he provides general 
ophthalmic services, 

Destroy under 
confidential 
conditions 
 

N 
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PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

Copies of previous Pharmacy and 
Ophthalmic local lists, 
Correspondence relating to 
pharmacies supplying oxygen and 
visiting Residential/Nursing homes 
(prior to new regulations) 

giving appropriate details 
of sight testing. 
Subject to paragraph 
8(5) a contractor shall 
retain all such records for 
a period of seven years, 
and shall during that 
period produce them 
when required to do so 
by a CCG or the 
Secretary of State. 
Follow link below for 
more detail 
http://www.dh.gov.uk/ass
etRoot/04/10/12/ 
42/04101242.pdf 

Doctors Postgraduate Educational 
Allowance/ Personal Development 
Plan files and supporting general 
correspondence – Records kept by 
PCT’s 
 

 GP Seniority (prior to 2004 – 
new regulations) 
 

NHS(General 
Ophthalmic Services) 
Regs 1986:  
A contractor shall keep a 
proper record in respect 
of each patient to whom 
he provides general 
ophthalmic services, 
giving appropriate details 
of sight testing. 

Destroy under 
confidential 
conditions 
 

N 
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PERIOD 

DERIVATION FINAL 
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CODE 

Subject to paragraph 
8(5) a contractor shall 
retain all such records for 
a period of seven years, 
and shall during that 
period produce them 
when required to do so 
by a CCG or the 
Secretary of State. 
Follow link below for 
more detail 
http://www.dh.gov.uk/ass
etRoot/04/10/12/ 
42/04101242.pdf 

Family Health Service Appeals 
Authority tribunal and case files  
 

Case files – 10 years 
Decision records – until 
individual’s 80th birthday  

 See note 1 
Destroy under 
confidential 
conditions  

S 
 

GP retirements/moved away  
 

6 years after individual leaves 
service, at which time a 
summary of the file must be 
kept until the individual’s 70th 
birthday  
 

 See note 1 
 

N 
 

Research and development 30 years Medical Research See note 1 N 
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CODE 

(organisation)  
i.e. all the organisation’s records 
associated with research and 
development and not individual trial 
records or information on patients. 
 
 
 
 

 Council 
 

  

PERSONNEL/HUMAN RESOURCES      

NB Both medical staff records and 
agency locums staff records should 
be treated as personnel records and 
retained accordingly. 
 

    

Consultants (records relating to the 
recruitment of)  
 

5 years 
 

NHS (Appointment of 
Consultants) 
Regulations, good 
practice guidelines, page 
11, para. 5.3 
http://www.dh.gov.uk/ass
etRoot/04/10/27/ 
50/04102750.pdf  
 

Destroy under 
confidential 
conditions  
 

S 
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CODE 

CVs for non-executive directors 
(successful applicants)  
 

5 years following term of office 
 

 Destroy under 
confidential 
conditions  
 

S 
 

CVs for non-executive directors 
(unsuccessful applicants)  
 
 
 

2 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Duty rosters  
i.e. organisation or departmental 
rosters, not the ones held on the 
individual’s record. 

4 years after the year to which 
they relate 
 

 Destroy under 
confidential 
conditions  
 

N 
 

Industrial relations (not routine staff 
matters), including industrial tribunals 
 

10 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Job advertisements  
 

1 year 
 

 Destroy 
 

S 
 

Job applications (successful)  
 

3 years following termination of 
employment  
 

 Destroy under 
confidential 
conditions  
 

S 
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CODE 

Job applications (unsuccessful)  
 

1 year 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Job descriptions  
 

3 years 
 
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Leavers’ dossiers  
 

6 years after individual has left 
Summary to be retained until 
individual’s 70th birthday or 
until 6 years after cessation of 
employment if aged over 70 
years at the time. 
The summary should contain 
everything except attendance 
books, annual leave records, 
duty rosters, clock cards, 
timesheets, study leave 
applications, training plans 

The 6 year retention 
period is to take into 
account any ET claims, 
or EL claims that may 
arise after the employee 
leaves NHS 
employment, requests 
for information from the 
NHS pensions agency 
etc. Claims of this nature 
can include periods of up 
to 6 years or more prior 
to the claim and where 
evidence could be 
needed from a number of 
sources, it is appropriate 

Destroy under 
confidential 
conditions 
See note 1  

N 
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CODE 

to retain as much as 
possible from the original 
file. 
 

Letters of appointment  
 

6 years after employment has 
terminated or until 70th 
birthday, whichever is later  
 
 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Nurse training records (from hospital-
based nurse training schools prior to 
the introduction of academic-based 
training) 
 

30 years 
 

 See note 1 
 

N 
 

Pension Forms (all) 
 

7 years 
 

HMRC Technical 
Pension Notes for 
registered pension 
schemes under 
regulation 18 of 
SI2006/567 – 
‘RPSM12300020 – 
Scheme Administrator 
Information 
Requirements and 

Destroy under 
confidential 
conditions 
 

N 
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PERIOD 
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CODE 

Administration for 
General Retention of 
Records’ 
 

Personnel/human resources records 
–major (e.g. personal files, letters of 
appointment, contracts, references 
and related correspondence, 
registration authority forms, training 
records, equal opportunity monitoring 
forms (if retained))  
NB Includes locum doctors 

6 years after individual leaves 
service, at which time a 
summary of the file must be 
kept until the individual’s 70th 
birthday  
Summary to be retained until 
individual’s 70th birthday or 
until 6 years after cessation of 
employment if aged over 70 
years at the time. 
The summary should contain 
everything except attendance 
books, annual leave records, 
duty rosters, clock cards, 
timesheets, study leave 
applications, training plans 

The 6 year retention 
period is to take into 
account any ET claims, 
or EL claims that may 
arise after the employee 
leaves NHS 
employment, requests 
for information from the 
NHS pensions agency 
etc. Claims of this nature 
can include periods of up 
to 6 years or more prior 
to the claim and where 
evidence could be 
needed from a number of 
sources, it is appropriate 
to retain as much as 
possible from the original 
file. 
 

See note 1 
 

N 
 

Personnel/human resources records 2 years after the year to which  Destroy under N 
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– minor (e.g. attendance books, 
annual leave records, duty rosters 
(i.e. duty rosters held on the 
individual’s record not the 
organisation or departmental rosters), 
clock cards, timesheets (relating to 
individual staff members))  
NB Includes locum doctors 

they relate 
 

confidential 
conditions  
 

 

Staff car parking permits  
 

3 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Study leave applications  
 

5 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Timesheets (for individual members 
of staff) 
 

2 years after the year to which 
they relate 
NB Timesheets (for all 
individuals including locum 
doctors) held on the personnel 
record are minor records – 
retain for 2 years.  
Timesheets held elsewhere – 
i.e. on the ward retain for 6 

 Destroy under 
confidential 
conditions  
 

N 
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months (as the master 
timesheet is held on the 
personnel file) 

Training plans  
 

2 years 
 

 Destroy under 
confidential 
conditions  
 

S 
 

PURCHASING/SUPPLIES  
 

    

Approval files (contracts)  
 

6 years after end of the year 
the contract expired  
 

 Destroy under 
confidential 
conditions  

S 
 

Approved suppliers lists  
 

11 years 
 

Consumer Protection Act 
1987  
 

Destroy under 
confidential 
conditions  
 

S 
 

Delivery notes  
 

2 years after end of financial 
year to which they relate  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Products (liability)  
 

11 years 
 

Consumer Protection Act 
1987  

Destroy under 
confidential 

S 
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 conditions  
 

Stock control reports  
 

18 months 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Stores records – major (e.g. stores 
ledgers)  
 

6 years  
 

 Destroy under 
confidential 
conditions  
 

S 
 

Stores records – minor (e.g. 
requisitions, issue notes, transfer 
vouchers, goods received books)  
 

18 months 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Supplies records – minor (e.g. 
invitations to tender and inadmissible 
tenders, routine papers relating to 
catering and demands for furniture, 
equipment, stationery and other 
supplies)  
 

18 months 
 

 Destroy under 
confidential 
conditions  
 

S 
 

Tenders (successful)  
 

Tender period plus 6 year 
limitation period  

Limitation Act 1980  
 

Destroy under 
confidential 

S 
 

Page 121 of 144



 

61 

 

TYPE/SUBTYPE OF RECORD  MINIMUM RETENTION 
PERIOD 

DERIVATION FINAL 
ACTION 

CODE 

 conditions  
 

Tenders (unsuccessful)  6 years Limitation Act 1980  
 

Destroy under 
confidential 
conditions  

S 
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1.  Introduction 
 
1.1 The Freedom of Information Act 2000, together with the Environmental 
Information Regulations 2004, is part of the Government’s commitment to greater 
openness in the public sector, a commitment supported by NHS Knowsley Clinical 
Commissioning Group (CCG).  The Freedom of Information Act 2000, referred to 
hereafter as the Act, furthers this aim by helping to transform the culture of the public 
sector to one of greater openness and transparency.   
 
1.2 The Act came into effect on 1st January 2005 and gives a general right of access 
(subject to certain exemptions) to all types of recorded information held by public 
authorities.  It enables members of the public to question the decisions of public 
authorities more closely whilst ensuring that the services provided are delivered 
effectively.  The Act replaced the non-statutory ‘Code of Practice on Openness in the 
NHS’. 
 
1.3 This policy sets out how the CCG will meet the requirements of the Act. It should 
be read in conjunction with the Freedom of Information procedures which act as a 
guide to staff on how information requests will be handled. 
 
2. Aims 
 
2.1 The aims of this document are to: 
 

a) provide a framework within which the CCG will ensure compliance with the 
requirements of the Act; 

b) facilitate the disclosure of information under the Act by setting out the 
CCG’s policy for handling requests for information; 

c) give clear guidance to CCG employees on their responsibilities in the 
request handling process; 

d) set standards for the provision of advice and provide information on the 
complaints and decision making procedures to the public; 

e) ensure that the interests of third parties who may be affected by any 
decision to disclose information are considered by the CCG. 

 
3. Responsibilities 
  
3.1 The Clinical Membership Group has delegated responsibility for approving 
arrangements for handling Freedom of Information (FOI) requests to the CCG 
Governing Body and for determining such arrangements to the Accountable Officer.  
 
3.2 These responsibilities will be discharged through this policy, together with 
associated procedures, the Audit Committee of the Governing Body, and the 
Governance Director.  
 
3.3 The Governance Director will ensure that the policy procedures are kept under 
review; are communicated to staff and the public; the CCG’s requirements from its 
Commissioning Support provider are clearly specified, communicated and agreed; 
and that information is provided on their implementation and effectiveness to the 
Audit Committee.   
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3.4 Responsibility for monitoring the implementation of this policy and associated 
procedures lies with the Audit Committee. 
  
3.5 The CCG’s Governance function will provide or secure appropriate technical 
advice on the application of the Freedom of Information Act, policy and procedures, 
receive requests, monitor and follow up progress of responses, issue approved 
responses, establish and maintain the CCG publication scheme, and provide 
statistics and reports. 
 
3.6 The Information Governance Management Group (IGMG), coordinated and 
supported by the Governance function, will provide assurance to the Audit 
Committee concerning the application of the principles in this policy and will report on 
compliance and activity.  A report on performance against statutory FOI timescales 
will be made to the IGMG at each meeting. 
 
3.7 All Managers, in the CCG and its Commissioning Support providers, have a 
responsibility to ensure that this policy and any updates or changes are reported to 
their staff. 
 
3.8 All employees of the CCG, and the CCG’s Commissioning Support providers 
while engaged in supporting Knowsley CCG, will be governed by the principles in this 
policy. 
 
4. Principles 
 
4.1 This policy supports the principle that openness should be part of the culture in 
public life. 
 
4.2 This policy does not overturn the common law duties of confidentiality or statutory 
provisions that prevent the disclosure of personal identifiable information.  The 
release of such information is subject to the access provisions of the Data Protection 
Act 1998 and other relevant legislation and is dealt with in other policies. 
 
4.3 Whilst creating a climate of openness the CCG will use the exemptions in the Act 
and consider the public interest where appropriate or necessary to discharge their 
function as a public authority. 

4.4 A record of all Freedom of Information requests and associated processes will be 
kept in accordance with the applicable record retention periods.  This is 3 years after 
full disclosure, or 10 years if information is redacted or the information requested is 
not disclosed. 
 
4.5 The CCG will ensure that all members of staff have access, through its 
Governance function, to expert knowledge to assist and support them in 
understanding the implications of the Act and that they are appropriately trained in 
information handling procedures. 
 
4.6 The CCG will use all appropriate and necessary means to ensure that it complies 
with the Freedom of Information Act 2000 and the associated Codes of Practice 
45(5) and 46(6) as issued by the Department of Constitutional Affairs. 
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5. Publication Scheme 
 
5.1 The CCG publication scheme is a guide to the information routinely published by 
the CCG. It describes the types of information the CCG makes available to the public 
and provides a website link and / or contact details for obtaining information. 
 
5.2 The publication scheme is available in electronic format on the CCG website, 
www.knowsleyccg.nhs.uk and will be available in hard copy on application by post to 
the CCG Headquarters, at Nutgrove Villa, Westmorland Road, Huyton L36 6GA, or 
by email to Knowsley.CCGCommunications@knowsley.nhs.uk 
   
5.3 The publication scheme will be subject to regular content review by the CCG. 
 
6. Requests for Access to Information 
 
6.1 The CCG will give a general right of access to recorded information held by the 
organisation, subject to the exemptions detailed within the Act.  
 
6.2 The CCG has produced an FOI leaflet for the Public, which is available on the 
CCG website at www.knowsleyccg.nhs.uk or in hard copy on request. This provides 
advice regarding: 
 

a) how to access the publication scheme and the type of information it 
contains 

b) how to make a request 
c) the type of Information which would be considered exempt 
d) making a complaint under FOI 
e) fees 
f)   overseas requests 
g) contact details for assistance regarding FOI 

 
6.3 The statutory deadline for responding to FOI requests is within 20 working days 
of receipt. 
 
6.4 The response must be approved in accordance with the CCG’s Operational 
Scheme of Delegation. 
 
6.5 Where the CCG receives a ‘round-robin’ request (same one sent to numerous 
organisations), the IG Lead will inform the IG Lead at the Health and Social Care 
Information Centre (HSCIC), or equivalent, at the earliest opportunity. Aside from 
informing the HSCIC of the request, the CCG will respond to ‘round robin’ requests in 
the same manner as all other requests made under FOIA. 
 
7. Environmental Information Regulation requests 
 
7.1 Requests for environmental information or FOI requests that require some 
environmental information in the response will be processed under the Environmental 
Information Regulations 2004 (EIR). 
  
 
8.  Third Party Information 
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8.1 The CCG recognises that in some cases the disclosure of requested information 
may affect a third party and will ensure that procedures reflect this.  It will ensure that 
protocols and procedures are in place to deal with disclosure of information relating 
to members of its staff. 
 
8.2 The CCG will not agree to hold information received from third parties "in 
confidence" which is not confidential in nature within the provisions of the FOI or Data 
Protection Act. 
 
8.3 Where a disclosure cannot be made without the consent of a third party the 
organisation will consult that third party with a view to seeking their consent to the 
disclosure, unless such a consultation is not practicable. 
 
8.4 Where information constitutes "personal data" within the Data Protection Act, the 
organisation will have regard to section 40 of the FOI Act.  
 
8.5 The CCG will only accept information from third parties in confidence if it is 
necessary to obtain that information in connection with the exercise of any of its 
functions. 
 
8.6 The acceptance of any confidentiality provisions may have to be justified to the 
Information Commissioner in the case of a complaint. 
 
8.7 Where the interests of a number of third parties may be affected by a disclosure, 
and those parties have a representative organisation which can express views on 
their behalf, the CCG will consider that it would be sufficient to consult that 
representative organisation.  If there is no representative organisation, the CCG will 
consider if it would be sufficient to consult a representative sample of the third 
parties.  It is recognised that a refusal to consent to disclosure by a third party does 
not automatically mean information should be withheld. 
 
8.8 Where a third party has not responded to a request for consultation the CCG still 
has a duty to disclose information under the Act and to reply within the specified time. 
 
9. Public Sector Contracts 
 
9.1 When entering into new contracts the CCG will review any contractual terms 
which restrict the disclosure of information relating to the contract within the terms of 
the Act. 
 
9.2 The CCG will consider confidentiality clauses with reference to the official 
guidance from the Department of Constitutional Affairs and the Information 
Commissioner.  Unless an exemption to disclosure within the Act is applicable to any 
part of a contract, the organisation will be obliged to provide information in response 
to a request, regardless of the terms of that contract. 
 
9.3 Where it is considered necessary to include non-disclosure provisions in a 
contract relating to all or part of the information, the CCG will take steps to agree with 
the contractor a schedule of the contract which clearly identifies information which 
should not be disclosed.  
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9.4 The CCG retains the right to make appropriate contractual terms with a third 
party organisation to restrict the disclosure of organisational information by a third 
party or contractor where it is the responsibility of the CCG to disclose such 
information. 
 
10. Conditions and Exemptions 
 
10.1 The CCG will conform to the duty to confirm or deny whether information is held 
subject to certain conditions and exemptions in the Act.  The Governance function 
will make reasonable efforts to contact the applicant for additional information if the 
request is unclear. 
 
10.2 The CCG may not have to disclose information if it is subject to Part II of the FOI 
Act, Sections 21-44.  Reasons to refuse to disclose information under the Act may be 
absolute or qualified.  Absolute exemptions are those to which the public interest test 
does not apply.  Qualified exemptions are those to which the public interest test 
applies.  Proposals to make exemptions under Section 36 of the Act must be referred 
to the Accountable Officer or designated deputy for a decision. The CCG will apply 
the public interest test to any relevant exemptions.  A list of exemptions is at 
Appendix 1 to this policy. 
 
10.3 The CCG will work with applicants to keep compliance costs to a minimum but 
reserves the right to either refuse or charge for the communication of information that 
exceeds the appropriate limit detailed in the FOI Fee Regulations. 
 
10.4 The CCG will not comply with a request for information if the request is 
considered vexatious as defined in the Act. Where the CCG receives a number of 
related requests that are proven to be part of an organised campaign they may be 
considered vexatious. 
 
11. Re-use Regulations and Copyright 
 
11.1 If there are concerns about information reaching a wider audience, without 
sufficient briefing relating to the circumstances surrounding the production of the 
data/document, or its context, then the CCG may indicate that the information is 
being supplied only for the use of the initial enquirer, and cannot be re-used or 
reproduced in any format, or relayed on to other people, without the consent of the 
CCG.  

11.2 CCG information supplied under the FOIA continues to be protected by the 
Copyright, Designs and Patents Act (CDPA) 1988. 

11.3 For other forms of re-use, for example publishing the information, you would 
need the permission of the organisation or person who owns the copyright.  In the 
case of information produced by government departments and agencies, you can re-
use the information under the Open Government Licence.  For information about this, 
please see: http://www.nationalarchives.gov.uk/doc/open-government-licence/open-
government-licence.htm 

11.4 If, however, the copyright is identified as belonging to somebody else, you will 
need to apply for permission.  

Page 130 of 144

http://www.nationalarchives.gov.uk/doc/open-government-licence/open-government-licence.htm
http://www.nationalarchives.gov.uk/doc/open-government-licence/open-government-licence.htm


9 
 

11.5 For information about how to obtain permission from a third party, please go to 
Intellectual Property Office’s website at: http://www.ipo.gov.uk/ 

11.6 Publishing the information or issuing copies may be subject to the provisions of 
the Re-use of Public Sector Information Regulations 2005 and will require permission 
of the CCG and may require a fee.  
 
11.7 Where datasets have been requested under the FOIA the CCG, acting in 
accordance with Section 102 of the Protection of Freedoms Act 2012 and its impact 
on Sections 11 and 19 of the FOIA, will release the information in a re-usable form 
(wherever practicable) and with an accompanying Open Government Licence. This 
will allow the requester to: 

a) Copy, publish, distribute and transmit the information: 
b) Adapt the information; 
c) Exploit the information commercially and non-commercially for example, by 

combining it with other information, or by including it in their own product or 
application. 

For further information about the release of datasets in response to FOI requests, 
please see the Information Commissioner’s Office guidance, available from the ICO 
website: 
http://ico.org.uk/for_organisations/guidance_index/~/media/documents/library/
Freedom_of_Information/Detailed_specialist_guides/datasets-foi-guidance.pdf 
 
12. Fees and Charges  
 
12.1 The CCG will generally not charge for information within its Publication Scheme 
unless it is subject to the EU Directive for ‘Re-Use of Public Sector Information’.  
 
12.2 Information that is available from the organisation’s website will generally be 
available free of charge and the applicant will be free to use it for their own purposes, 
including any non-commercial research and for the purposes of news reporting. 
 
12.3 Any other reuse, for example commercial publication, would require the 
permission of the copyright holder. Applicants must ensure that they gain the 
permission of the CCG before reproducing any third party information. 
 
12.4 The CCG will provide documented estimates where the cost of compliance with 
the request would exceed the appropriate limit defined as £450 for the NHS in 
determining whether the Department holds the information, and locating, retrieving 
and extracting the information.  These charges will be kept under review and will be 
changed in line with relevant guidance and legislation. 
 
13. Complaints 
 
13.1 All complaints will be dealt with in accordance with the local resolution stage of 
Knowsley CCG’s Complaints Policy. This is available on the group’s website at 
www.knowsleyccg.nhs.uk, or on application by post to the CCG Headquarters, at 
Nutgrove Villa, Westmorland Road, Huyton L36 6GA, or by email to 
Knowsley.CCGCommunications@knowsley.nhs.uk 
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13.2 Complainants who remain dissatisfied with the conduct of the organisation 
following a failed attempt to provide a local resolution of their complaint will be 
advised of their rights under section 50 of the Act to apply to the Information 
Commissioner. 
 
14. Records Management  
 
14.1 The CCG has a separate policy with supporting systems and procedures that 
will ensure compliance with the Lord Chancellor’s Code of Practice on the 
Management of Records under Section 46 of the FOI Act 2000 and the Department 
of Health’s Guidance ‘Records Management Code of Practice’.  
 
14.2 These address the issues of active records management i.e., the creation, 
holding, maintenance and disposal according to the requirements that the Act and 
the Law place upon the organisation. 
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Appendix 1    
 
EXEMPT INFORMATION UNDER PART II OF THE FREEDOM OF 
INFORMATION ACT 2000 
 
1. There are two classes of exemption; 

 
a) absolute, which do not require a test of prejudice or the balance of public 

interest to be in favour of non-disclosure 
 

b) qualified by the public interest test, which requires the public body to decide 
whether it is in the balance of public interest to not disclose information 

 
2. The absolute exemptions under the Act are: 
 

a) Information accessible to applicant by other means 
b) Information supplied by, or relating to, bodies dealing with security matters 
c) Court Records 
d) Parliamentary Privilege 
e) Prejudice to effective conduct of public affairs (so far as relating to information 

held by the House of Commons or the House of Lords) 
f) Personal Information (where disclosure may contravene the Data Protection 

Act 1998) 
g) Information provided in confidence 
h) Prohibitions on disclosure 

 
3. The exemptions that are qualified by the public interest test are: 
 

a) Information intended for future publication 
b) National Security 
c) Defence 
d) International Relations 
e) Relations within the United Kingdom 
f) The Economy 
g) Investigations and proceedings conducted by public authorities 
h) Law Enforcement 
i) Audit Functions 
j) Formulation of Government Policy 
k) Prejudice to effective conduct of public affairs (for all public authorities except 

the House of Commons and the House of Lords) 
l) Communications with Her Majesty, etc. and honours 
m) Health and Safety 
n) Environmental Information 
o) Legal Professional Privilege 
p) Commercial Interests 
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4. Environmental Information Regulations Exceptions 
 
4.1 Regulation12 sets out exceptions that allow public authorities to refuse to 
disclose environmental information. All exceptions are subject to the public interest 
test. 
 
4.2 The exceptions are: 

a) personal information 
b) exceptions based on the type of information 

i. information not held 
ii. the request is manifestly unreasonable 
iii. the request is too general 
iv. the request relates to information which is unfinished or in the course of 

being completed 
v. the request involves the disclosure of internal communications 

c) exceptions based on the content of the information requested 
i. International relations, defence, national security and public safety. 
ii. the course of justice, the ability of a person to obtain a fair trial or the 

ability of a public authority to conduct an inquiry of criminal or 
disciplinary nature 

iii. intellectual property rights 
iv. the confidentiality of the proceedings of a public authority where such 

confidentiality is provided by law to protect a legitimate economic 
interest 

v. the interests of the supplier of the information 
vi. protection of the environment 

d) emissions 
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Appendix 2 
 
GLOSSARY OF TERMS 
 
1. Absolute exemption - Applied to information that does not have to be released 

to the applicant either through a Publication Scheme or through the general right 
of access under the Act. Information to which an absolute exemption applies 
does not require a public authority to take a test of prejudice or the balance of 
public interest to be in favour of non-disclosure. 
 

2. Applicant - The individual(s), group or organisation requesting access to 
information under the Act. 
 

3. Dataset  -  Is a collection of factual information in electronic form to do with the 
services and functions of the organisation that is neither the product of analysis 
or interpretation, nor an official statistic and has not been materially altered. 
 

4. Duty to confirm or deny - Any person making a request for information to a 
public authority is entitled to be informed in writing by that authority whether the 
public authority holds the information specified in the request or not. 
 

5. Fees Notice - A written notification issued to an applicant stating that a fee is 
payable and exempts public authorities from being obliged to disclose 
information until the fee has been paid. The applicant will have three months 
from the date of notification to pay the fee before their request lapses. 
 

6. Fees Regulations - National regulations that will prohibit a fee with regard to 
certain types of request, set an upper limit on amounts that may be charged and 
prescribe the manner in which any fees are to be calculated. 
 

7. General right of access - An applicant has a right to be told whether the 
information requested is held by that authority and, if it is held, to have it 
communicated to them. 
 

8. Information Commissioner - The Information Commissioner enforces and 
oversees the Data Protection Act 1998 and the Freedom of Information Act 2000. 
The Commissioner is a United Kingdom (UK) independent supervisory authority 
reporting directly to the UK Parliament and has an international role as well as a 
national one. 
 

9. Department of Constitutional Affairs - The Department of Constitutional Affairs 
is responsible for the efficient administration of justice in England and Wales. 
 

10. Public authority - The Act is intended to have wide application across the public 
sector at national, regional, and local level. In view of the large number of bodies 
and offices intended to fall within the scope of the Act it is not feasible to list each 
body individually. 
 

11. Publication Scheme - A scheme specifying the classes of information which the 
CCG publishes or intends to publish and whether the information is available to 
the public free of charge or if it incurs a fee. 
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12. Qualified exemption - Information to which a qualified exemption applies 

requires a public authority to take a test of prejudice or to demonstrate that the 
balance of public interest is in favour of non-disclosure. 
 

13. Re-usable Form  -  Means that a dataset is released which is machine readable 
and based on open standards. 
 

14. Round robin requests  -  A ‘round robin’ or circular Freedom of Information 
request is one that has been sent to multiple authorities in the same sector, 
usually (but not limited to) in the form of a questionnaire. 
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1. INTRODUCTION 
 
1.1 The NHS Information Governance Framework is the means by which the NHS 

handles information about patients and employees, in particular personal 
identifiable information. The Information Governance (IG) Toolkit is the means 
by which the NHS demonstrates implementation of good practice for 
information governance ensuring: Compliance with the law,  implementation of 
Department of Health advice and guidance, planned year-on-year 
improvement and IG assurance to support connection to the N3 Network – the 
IG Statement of Compliance. 

 
1.2 Knowsley CCG must submit a yearly self-assessment to the Health and Social 

Care Information Centre. Version 11 of the Information Governance Toolkit 
was released in June 2013 and compliance against 28 criteria was evidenced 
and assessed by the deadline of 31st March 2014 (see Appendix 1). 

 
1.3 Mersey Internal Audit Agency completed an audit of the CCGs Toolkit 

submission during January 2014 to assess the CCG’s compliance against 
these requirements. The CCG received the audit report from Mersey Internal  
Audit Agency (MIAA) and achieved a rating of Significant Assurance. 

 
1.4     A final submission was made in March 2014. It is the aim that the submission 

the CCG makes for version 12 on 31 March 2015 will show an increase on 
last years:  

 
Version 11 2013 -2014 

66% 
Satisfactory  

(Level 2 or above evidenced for all requirements) 
 
2. Information Governance Aims 
 
2.1 Knowsley CCG has a responsibility for ensuring there are robust information 

governance (IG) systems and processes in place to help protect patient and 
corporate information. The Corporate Services/IG Team’s focus is on setting 
standards and providing tools to achieve them. The IG standards provide 
assurance across six areas. 

 
1) IG Management 
2) Confidentiality/ Data Protection 
3) Information Security 
4) Clinical Information 
5) Secondary Use 
6) Corporate Information 
 

2.2 Assurance will be regularly provided to the Audit Committee and Governing 
Body of the on-going commitment to meet with NHS IG and Information 
Security Standards. 
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3. Caldicott Guardian and Senior Information Risk Owner (SIRO)  
 
3.1 These roles are a statutory requirement for all NHS bodies. Locally: 
 

a) Dianne Johnson has CCG Governing Body responsibility as Caldicott 
Guardian. 

 
b) Paul Brickwood has CCG Governing Body responsibility as SIRO. 

 
3.2 In summary, these roles include the following responsibilities: 
 
The Caldicott Guardian 
 

The SIRO 

 
• Is advisory 
• Is the conscience of the 

organisation 
• Provides a focal point for patient 

confidentiality and information 
sharing issues 

• Is concerned with the 
management of patient 
information 

 

 
• Is accountable 
• Fosters a culture for protecting and 

using data 
• Provides a focal point for managing 

information risks and incidents 
• Is concerned with the management 

of all information assets 
 

 
3.3 For example, the Caldicott Guardian oversees and approves Information 

Sharing Protocols.  For serious IG breaches the SIRO will approve closure of 
reported information governance incidents, and will oversee and review 
Information Risk Assessments. 

 
3.4 Dianne and Paul are member(s) of the CCG’s Information Governance 

Management Group.  
 
4. Information Governance Management Group 
 
4.1 This group, is responsible for ensuring that effective arrangements for IG are 

developed and implemented, and that compliance is monitored. The Group 
supports the Audit Committee (Paul also attends these meetings) in its role of 
monitoring compliance with the IG arrangements and providing assurance to 
the Governing Body.  

 
4.2 Regular reports are provided to the group e.g. relating to: 
 

a) IG Toolkit submission and Action Plans 
b) IG Issues 
c) IG Incidents/Breaches 
d) Data Quality 
e) Information Sharing 
f) Records Management 
g) Information Security 

Page 140 of 144



5 
 

h) Freedom of Information requests 
 
4.3 The CCG received IG support during the year 2013-14 from the Cheshire and 

Merseyside Commissioning Support Unit. Support for 2014-15 is being 
provided by St Helens and Knowsley Health Informatics Service (HIS).  

 
5. Information Governance Incidents/Breaches 
 
5.1 The CCG has a duty to internally report any incident regarding personal data, 

however minor.  
 
5.2 For the financial year 2013/2014 the CCG reported no incidents. 
 
5.3 The CCG plans to develop an active education programme aimed at all staff 

to actively promote Information Governance awareness. 
 
6. IG Toolkit  
 
6.1 Progress against the IG Toolkit is monitored by the CCG IG Lead in 

conjunction with the St Helens and Knowsley His Information Governance 
Manager.  

 
6.2 Regular updates are provided by the IG Lead to the IG Management Group 

and subsequently to the Audit Committee and the Governing Body. . 
 
6.3 Where standards are not being met action plans will prepared and monitored 

to ensure improvement and compliance.  
 
6.4 The IG Management Group was asked to approve and sign off the 31st March 

2014 attainment levels in version 11 of the IG Toolkit prior to formal 
submission. 

 
6.5 Key achievements, evidenced within the IG Toolkit submission, were as 

follows:  

a) IG Strategy and Policies were updated. 

b) IG E-Briefs and Golden Rules were issued to staff to supplement IG 
mandatory training which was completed by all staff for the year to 31st 
March 2014. 

c) IG Spot Checks were completed to ensure compliance and identify 
areas for improvement.  

d) Information Asset Register and Data Flows Mapping completed. 

e) Performance in relation to breaches of statutory deadlines in respect of 
processing Freedom of Information requests significantly improved.  
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7. Moving Forward  
 
7.1 St Helens and Knowsley Health Informatics Service (HIS) will support the 

CCG with version 12 of the Toolkit (to be completed by 31st March 2015), to 
ensure that the actions taken will produce the necessary evidence to support 
the toolkit requirements. 
 

7.2 The CCG, with the support of the HIS, will strengthen its 2013/14 evidence, 
and update it where necessary, to ensure that level 2 compliance for all IG 
Toolkit Requirements is at least maintained during 2014/15, and that the 
evidence is available for MIAA as and when required. 

 
7.3 The IG Management Group will continue to monitor progress and 

implementation of the IG Agenda within the CCG.  
 
8. Action Plan 
 
8.1 An action plan has been developed to ensure that the CCG complies with the 

IG Toolkit and continues to improve its commitment to Information Security. 
The draft will be considered at the next Information Governance Management 
Meeting. It will then be provided to the Audit Committee for consideration but 
actions to progress to ensure level 2 toolkit compliance by 31st March 2015 
will continue in the meantime.  
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APPENDIX 1 

Version 11 (2013-2014) Assessment - Requirements List and Attainment Level 

Req No Description Status 
 

Attainment 
Level 

 
Information Governance Management  

11-
130 

There is an adequate Information Governance 
Management Framework to support the current and 
evolving Information Governance agenda  

Confirmed Complete 
Level 2  

  

11-
131 

There are approved and comprehensive Information 
Governance Policies with associated strategies and/or 
improvement plans  

Confirmed Complete 
Level 2  

  

11-
132 

Formal contractual arrangements that include compliance 
with information governance requirements, are in place 
with all contractors and support organisations  

Confirmed Complete 
Level 2  

  

11-
133 

Employment contracts which include compliance with 
information governance standards are in place for all 
individuals carrying out work on behalf of the organisation  

Confirmed Complete 
Level 2  

  

11-
134 

Information Governance awareness and mandatory 
training procedures are in place and all staff are 
appropriately trained  

Confirmed Complete 
Level 2  

  

Confidentiality and Data Protection Assurance  
11-
230 

The Information Governance agenda is supported by 
adequate confidentiality and data protection skills, 
knowledge and experience which meet the organisation’s 
assessed needs  

Confirmed Complete 
Level 2  

  

11-
231 

Staff are provided with clear guidance on keeping personal 
information secure and on respecting the confidentiality of 
service users  

Confirmed Complete 
Level 2  

  

11-
232 

Personal information is only used in ways that do not 
directly contribute to the delivery of care services where 
there is a lawful basis to do so and objections to the 
disclosure of confidential personal information are 
appropriately respected  

Confirmed Complete 
Level 2  

  

11-
234 

There are appropriate procedures for recognising and 
responding to individuals’ requests for access to their 
personal data  

Confirmed Complete 
Level 2  

  

11-
235 

There are appropriate confidentiality audit procedures to 
monitor access to confidential personal information  

Confirmed Complete 
Level 2    

11-
236 

All person identifiable data processed outside of the UK 
complies with the Data Protection Act 1998 and 
Department of Health guidelines  

Confirmed Complete Not Relevant  

  

11-
237 

All new processes, services, information systems, and 
other relevant information assets are developed and 
implemented in a secure and structured manner, and 
comply with IG security accreditation, information quality 
and confidentiality and data protection requirements  

Confirmed Complete 
Level 2  

  

11-
250 

Individuals are informed about the proposed uses of their 
personal information  
 

Confirmed Complete 
Level 2  
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Information Security Assurance  
11-
340 

The Information Governance agenda is supported by 
adequate information security skills, knowledge and 
experience which meet the organisation’s assessed needs  

Confirmed Complete 
Level 2  

  

11-
341 

A formal information security risk assessment and 
management programme for key Information Assets has 
been documented, implemented and reviewed  

Confirmed Complete 
Level 2  

  

11-
342 

There are established business processes and procedures 
that satisfy the organisation’s obligations as a Registration 
Authority  

Confirmed Complete Not Relevant  

  

11-
343 

Monitoring and enforcement processes are in place to 
ensure NHS national application Smartcard users comply 
with the terms and conditions of use  

Confirmed Complete 
Level 2  

  

11-
344 

Operating and application information systems (under the 
organisation’s control) support appropriate access control 
functionality and documented and managed access rights 
are in place for all users of these systems  

Confirmed Complete 
Level 2  

  

11-
345 

An effectively supported Senior Information Risk Owner 
takes ownership of the organisation’s information risk 
policy and information risk management strategy  

Confirmed Complete 
Level 2  

  

11-
346 

Business continuity plans are up to date and tested for all 
critical information assets (data processing facilities, 
communications services and data) and service - specific 
measures are in place  

Confirmed Complete 
Level 2  

  

11-
347 

Policy and procedures are in place to ensure that 
Information Communication Technology (ICT) networks 
operate securely  

Confirmed Complete 
Level 2  

  

11-
348 

Policy and procedures ensure that mobile computing and 
teleworking are secure  

Confirmed Complete 
Level 2    

11-
349 

There are documented incident management and reporting 
procedures  

Confirmed Complete 
Level 2    

11-
350 

All transfers of hardcopy and digital personal and sensitive 
information have been identified, mapped and risk 
assessed; technical and organisational measures 
adequately secure these transfers  

Confirmed Complete 
Level 2  

  

11-
351 

All information assets that hold, or are, personal data are 
protected by appropriate organisational and technical 
measures  

Confirmed Complete 
Level 2  

  

11-
352 

The confidentiality of service user information is protected 
through use of pseudonymisation and anonymisation 
techniques where appropriate  

Confirmed Complete 
Level 2  

  

Clinical Information Assurance  
11-
420 

The Information Governance agenda is supported by 
adequate information quality and records management 
skills, knowledge and experience  

Confirmed Complete 
Level 2  

  

11-
421 

There is consistent and comprehensive use of the NHS 
Number in line with National Patient Safety Agency 
requirements  

Confirmed Complete 
Level 2  
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Document 32(02)10 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Conflicts of Interest Policy 

Report presented by: Andrew Thomas, Governance Director 

Purpose of the report: To seek approval from the Governing Body to an updated 
CCG Conflicts of Interest Policy  

Recommendations: 

Action / Decision required 

The Governing Body is recommended to approve the 
updated CCG Conflicts of Interest Policy. 

Delegated Powers: 
For decision reports only 

 

Justification for Part B agenda  N.A 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred X 

2. Safe  

3. High quality X 

4. Cost effective  

5. Outcome focused X 

6. Closer to home  

7. Affordable  
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GOVERNING BODY 
 

CONFLICTS OF INTEREST POLICY 
 
 

Executive Summary 
 
The Governing Body approved the CCG’s Conflicts of Interest Policy at its meeting in October 
2013. This report seeks approval to an updated policy reflecting revised statutory guidance issued 
by NHS England in December 2014. 
 
The key changes proposed include additional requirements in respect of designing service 
requirements, procurement and primary care co-commissioning.  
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1. Purpose of the report 
 
1.1 The purpose of the report is to seek Governing Body approval to an updated CCG Conflicts of 

Interest Policy. 
 
2. Recommendations 
 
2.1 The Governing Body is recommended to approve the updated CCG Conflicts of Interest 

Policy. 
  
3. Background 
 
3.1 Managing conflicts of interest appropriately is essential to protect the integrity of 

commissioning and to protect the CCG, individuals and member practices from any perception 
of wrongdoing. The CCG needs to ensure the highest levels of transparency to demonstrate 
that conflicts of interest are managed in a way that cannot undermine the probity and 
accountability of the organisation. 
 

3.2 The Health and Social Care Act 2012 places clear requirements on CCGs to make 
arrangements for managing conflicts of interest and potential conflicts of interest, to ensure 
they do not affect or appear to affect the integrity of the CCG’s decision making processes. 
These requirements are reflected in the CCG’s constitution.  
 

3.3 The CCG’s Conflicts of Interest Policy sets out the CCG’s arrangements for the management 
of conflicts of interest and potential conflicts of interest arising from the operation of the CCG’s 
commissioning activities and decisions and was approved by the Governing Body in October 
2013. This has been reviewed and updated to reflected new statutory guidance issued by 
NHS England.  

 
4. Evidence and Consultation 
 
4.1 The policy has been updated based on ‘Managing Conflicts of Interest: Statutory Guidance for 

CCGs issued by NHS England in December 2014. This reflects strengthened requirements 
required in light of the opportunity for CCGs to take on increased responsibility for the 
commissioning of primary care.   
 

4.2 The revised policy also reflects recommendations from internal audit reviews completed by 
Merseyside Internal Audit Agency (MIAA), and other good practice examples. 

 
5. Proposals 
 
5.1 The key changes proposed are:  
 

5.1.1 A new section 12 setting out arrangements for managing conflicts and potential conflicts 
when designing service requirements, as recommended by MIAA; 

 
5.1.2 Additions to sections 13 and 16 incorporating a new procurement template and the 

requirement to maintain a register of procurement decisions taken, reflecting new 
statutory guidance; 

 
5.1.3 Additions to section 14 to incorporate the requirements of primary care co-

commissioning including the establishment of a Primary Care Commissioning 
Committee, reflecting new statutory guidance. 
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5.2 In addition minor changes have been made to templates and references to reflect updated 
guidance and additional detail and clarification has been provided in some areas. 

 
5.3 The attention of Governing Body members is specifically drawn to their legal duty to avoid 

conflicts of interests, and to members personal responsibilities to declare all relevant and 
material interests on appointment, in response to 3 monthly request from the Accountable 
Officer, at every meeting before the agenda is discussed, on changing role or responsibility, 
on any other change of circumstances, and on becoming aware that the CCG has entered into 
(or proposes entering into) a contract with a provider/company which they, or any person 
connected with them has a direct or indirect financial interest in.     

   
6. Impact on Services to the Population 
 
6.1 The policy is intended to ensure that the CCG inspires and retains patient and public 

confidence in the CCG’s decision making, and to ensure that the highest standards of probity, 
transparency and accountability are applied when commissioning services for the population 
of Knowsley and when dealing with stakeholders, partners and suppliers. 

 
7. Resource Implications 
 
7.1 Financial 
 

7.1.1 There are no financial implications as a direct result of this report. 
 
7.2 Human Resources 
 

7.2.1 The policy applies to all employees and members of the CCG. 
 
7.2.2 The CCG will ensure that all employees and decision-makers are aware of the 

existence of this policy, and will include an introduction to the policy and related 
documents in induction packs for new staff. 

 
7.2.3 Line managers, supported by the Human Resources service will deal with any cases 

where CCG employees are suspected of contravening this policy, including the 
appropriate use of the CCG’s disciplinary procedure.   

 
7.2.4 Members of the Governing Body, its Committees and Sub-Committees, or those 

holding other non-employed roles, suspected of contravening this policy will be dealt 
with in accordance with the constitution including suspension from office pending 
investigation, in appropriate cases. 

 
7.3 Technology 
 

7.3.1 There are no technology implications as a direct result of this report.  
 

7.4 Physical Assets  
 

7.4.1 There are no physical asset implications as a direct result of this report.   
 

8. Risk Assessment  
 
8.1 There are no significant risks in approving the updated policy. 
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8.2 The risk associated with not approving the updated policy is that the CCG fails to have in 
place appropriate and effective arrangements meeting current statutory guidance in respect of 
managing conflicts of interest and as a result suffers financial loss, prosecution and / or fines, 
and reputational damage.   

 
9. Summary 

 
9.1 The report seeks approval to an updated CCG Conflicts of Interest Policy reflecting the latest 

statutory guidance from NHS England. 
 

 
 

Managerial Lead – Andrew Thomas, Governance Director 
 
 
 

Signatory details: Dawn Boyer, dawn.boyer@knowsleyccg.nhs.uk, 0151 244 4127  
 

Background Documents: 

Report to Governing Body on 10th October 2013 – Conflicts of Interest Policy 

 

Appendices: 

Conflicts of Interest Policy 
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Version Control 
Version Date Author/Reviewer Comments 

1.0 October  
2013 

Governing Body Approved by Governing Body on 
3/10/13 

1.1 December 
2014 

CCG Head of 
Corporate Services 

Annual review and reflecting 
internal audit recommendations 

1.2 January 
2015 

CCG Head of 
Corporate Services / 
Accountable Officer 

Updated to reflect statutory 
guidance issued on 18/12/14 
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1. Introduction 

Knowsley Clinical Commissioning Group (the CCG) is committed to ensuring public 
funds are used appropriately and efficiently and recognises that it is placed in a 
significant position of trust in relation to responsibilities for the commissioning of 
healthcare services. In order to inspire and retain patient and public confidence in the 
CCG’s decision making, the highest standards of probity, transparency and 
accountability will be applied when commissioning services for the population of 
Knowsley and when dealing with stakeholders, partners and suppliers.   

Conflicts of interest may arise when an individual’s personal, or a connected person’s 
interests and/or loyalties, conflict with those of the CCG. Identifying and managing 
conflicts of interest (real or perceived) is therefore essential in the promotion of 
transparency and maintaining public trust, demonstrating integrity and avoiding any 
potential or real situations of undue bias or influence in the CCG’s decision-making 
process.  

For a GP or any other individual involved in commissioning, a conflict of interest may 
arise when their own judgment as an NHS commissioner could be, or be perceived 
to be, influenced and impaired by their own concerns and obligations as a healthcare 
or related provider, as a member of a particular peer, professional or special interest 
group, or as a friend or family member. 

This policy sets out the CCG’s arrangements for the management of conflicts of 
interest and potential conflicts of interest arising from the operation of the CCG’s 
commissioning activities and decisions, including any responsibilities for 
commissioning primary care delegated from NHS England.  
 
2. Legislative Requirements 
 
Section 14O of the National Health Service Act 2006, inserted by the Health and 
Social Care Act 2012, sets out that each CCG must: 
 

• Maintain appropriate registers of interests; 
• Publish or make arrangements for the public to access those registers; 
• Make arrangements requiring the prompt declaration of interests  by the 

persons specified (members and employees) and ensure that these interests 
are entered into the relevant register;  

• Make arrangements for managing conflicts and potential conflicts of interest 
(e.g. developing appropriate policies and procedures); and  

• Have regard to guidance published by NHS England and Monitor in relation to 
conflicts of interest. 

 
The NHS (Procurement, Patient Choice and Competition) Regulations 2013 requires 
that: 
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• CCGs must not award a contract for the provision of NHS health care 
services where conflicts, or potential conflicts, between the interests involved 
in commissioning such services and the interests involved in providing them 
affect, or appear to affect, the integrity of the award of that contract; and 

• CCGs must keep a record of how it managed any such conflict in relation to 
NHS commissioning contracts it enters into.  

 
 
3. Scope  

The Governing Body has a legal obligation to act in the best interests of the CCG 
and in accordance with its Constitution, and this policy applies to all CCG members 
and staff regardless of whether they are directly employed, in a seconded post or 
whether their remit is clinical or corporate. This includes: 

• CCG employees; 
 

• Member practices; 
 

• Employees of member practices who are employed by the CCG; 
 

• Members of committees and sub-committees of the CCG’s governing body, 
including patient and other representatives, and; 
 

• Governing Body Members    

Collectively, and for the purpose of this policy the above will generally be referred to 
as ‘CCG members and staff’ throughout the document.  

 

4. Associated Documentation 

This policy should be read in conjunction with the following documents, which also 
set out generic guidelines and responsibilities for NHS organisations and General 
Practitioners in relation to conflicts of interests: 

• Knowsley CCG’s Standing Orders (SO), Scheme of Delegation (SD) and 
Standing Financial Instructions (SFI) 
 

• Standards of Business Conduct Policy (August 2013) 
 

• NHS England: Code of Conduct: Managing conflicts of interest where GP 
practices are potential providers of CCG-commissioned services (July 2012) 
 

• NHS England: Managing Conflicts of Interests: Statutory Guidance for Clinical 
Commissioning Groups (December 2014) 
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• Code of Conduct for NHS Managers (2002) 

 
• The Healthy NHS Board: Principles for Good Governance 

 
• General Medical Council: Financial and Commercial Interests and Conflicts of 

Interest (March 2013) 
 

• NHS Clinical Commissioners, Royal College of General Practitioners and 
British Medical Association – Shared principles on conflicts of interest when 
CCGs are commissioning from member practices 
 

• The National Health Service (Procurement, Patient Choice and Competition) 
Regulations 2013 
 

• Monitor: Substantive guidance on the Procurement, Patient Choice and 
Competition Regulations  

 
5. Principles of this Policy  
 
The main principle of this policy is to protect both the CCG and individuals involved in 
decision making from any appearance of impropriety and demonstrate transparency 
to the public and external interested parties. The general processes and safeguards 
contained within will equally apply across the full commissioning cycle.   
 
All CCG members and staff are required to: 
 

• Ensure that the interests of patients remain paramount at all times; 

• Be impartial and honest in the conduct of their official business; 
 

• Use public funds entrusted to them to the best advantage of the service, 
always ensuring value for money; 

 
• Ensure that they do not abuse their official position for personal gain or to the 

benefit of their family or friends; and 
 

• Ensure that they do not seek to advantage or further, private or other 
interests, in the course of their official duties.  

 
This policy is one means by which the CCG ensures that it upholds the Nolan 
principles of public life, which are selflessness, integrity, objectivity, accountability, 
openness, honesty and leadership. 
 
The CCG will ensure that all members and staff are aware of the existence of this 
policy, and will include an introduction to the policy and related documents in 

Page 11 of 40



6 
 

induction packs for new staff. A quarterly reminder to review and update declarations 
of interest will be sent to all Governing Body members by the Accountable Officer. 
This is does not replace the requirement for all CCG members and staff to notify the 
Accountable Officer of any changes within 28 days of becoming aware of such a 
change.  

The CCG will view any instances where this policy is not followed as serious and 
may take disciplinary action against individuals, which may ultimately result in 
dismissal. In the case of members of the Governing Body or its Committees and 
Sub-Committees this will result in removal from office.  

 

6. Conflicts of Interest covered by this Policy 

A conflict of interest could be defined as any situation where the personal interests or 
responsibilities of CCG members and staff may influence, or appear to influence the 
CCG’s decision making. The most common types of conflicts of interest include:  

• A direct financial interest  - where an individual may financially benefit from the 
consequence of a decision made;  
 

• An indirect financial interest – where an individual is a member, partner or 
shareholder in an organisation which will benefit financially from a 
commissioning or other decision; 
 

• Non-financial interest – where an individual holds a not-for-profit/non-
remunerative interest in an organisation that will benefit from a commissioning 
or other decision (for example a Trustee of a charity that is bidding for a 
contract); 
 

• Non-financial personal benefit. These occur where individuals receive no 
financial benefit, but are influenced by other external factors which could 
mean gaining status or wider recognition (for example, awarding contracts to 
friends or personal business contacts), and; 
 

• Where an individual is closely related to, or in a relationship/friendship with an 
individual in the above categories.  

The NHS Model Standing Orders, Reservation and Delegation of Powers and 
Standing Financial Instructions, page 23 Department of Health (2006) defines 
relevant and material interests as: 

 
• Directorships, including non-executive directorships held in private 

companies or PLCs (with the exception of those of dormant companies);  
 

Page 12 of 40



7 
 

• Ownership or part-ownership of private companies, businesses or 
consultancies likely or possibly seeking to do business with the NHS;  
 

• Majority or controlling share holdings in organisations likely or possibly 
seeking to do business with the NHS;  
 

• A position of authority in a charity or voluntary organisation in the field of 
health and social care;  
 

• Any connection with a voluntary or other organisation contracting for NHS 
services;  
 

• Research funding/grants that may be received by an individual or their 
department;  
 

• Interests in pooled funds that are under separate management, and; 
 

• Clause 7.15 of the Model Standing Orders, Reservation and Delegation of 
Powers and Standing Financial Instructions states that such directorships 
should be included in the organisation’s Annual Report.  

 
• Interests “...must not exceed £5,000 in nominal value or one per cent of the 

total issued share capital of the company or of the relevant class of such 
capital, whichever is the less.”  

 
Conflicts can arise from an indirect financial interest such as payment to a spouse or 
a non-financial interest (for example kudos or reputation). Conflicts of loyalty may 
arise in respect of an organisation of which the individual is a member or has an 
affiliation. Conflicts can also arise from personal or professional relationships with 
others; for example where the role or interest of a family member, friend or 
acquaintance may influence an individual’s judgement or actions or could be 
perceived to do so.   
 
It is not possible to define or describe all instances in which an interest may be real 
or perceived conflict. It is therefore incumbent on each individual to exercise their 
judgement in deciding whether to register any interests that may be construed as a 
conflict. When in doubt, individuals should seek guidance from the Accountable 
Officer but are advised to declare in the event of any doubt as to whether a conflict 
exists or not. A guidance document, which includes a selection of Frequently Asked 
Questions, is included as Appendix 1.  
 
7. Appointments 
 
Applicants for any appointment to the CCG, its Governing Body, Committees, or 
Sub-Committees will be asked to declare any relevant interests on application, and 
again on appointment when it will be recorded on the register of interests. 
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Where a relevant interest exists, the Accountable Officer will consider whether the 
conflict, or potential conflict, is such that the applicant should be excluded from being 
appointed. This assessment will be made following the shortlisting process and will 
include a discussion with the candidate to confirm and clarify the nature of the 
interest and how it could be managed. In making this assessment, the Accountable 
Officer will take into account: 
 

• The materiality of the interest, in particular whether the individual (or a family 
member) could benefit from any decision the Governing Body, Committee, 
Sub-Committee or post-holder might make; 

• The seniority and authority of the role to which appointment is being 
considered; 

• The extent of the interest, and whether it is related to such a significant area 
of the CCG’s business in relation to the role to which appointment is being 
considered, that it wouldn’t be possible for the applicant to perform the 
majority of the role; 

• The nature and degree of specialism of the role to which appointment is 
being considered, and whether it is reasonably practical to make alternative 
arrangements for performing those elements where a conflict, or potential 
conflict exists; 

• The requirements of the NHS Code of Conduct, regulations and relevant 
guidance in respect of managing conflicts of interest; 

• The requirements of employment and equality and diversity legislation. 

Legal advice will be sought as required, in cases where it is proposed to exclude any 
individual from appointment. 

It is expected that individuals will only be excluded from appointment where they 
have a material interest in an organisation which provides substantial business, 
either healthcare or commissioning support) to the CCG and that this will be limited 
to Governing Body, Chairing, senior or specialist roles in the CCG. This will be 
highlighted to potential applicants to such roles.  
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8. Responsibilities 
 
The duties of Governing Body members are equivalent to those of a company 
director, in that there is a legal duty to avoid conflicts of interest under Section 175 of 
the Companies Act 2006, which sets out how some conflicts should be managed.  

It is the responsibility of all CCG members and staff serving in a formal capacity (i.e. 
as a member of the Governing Body or a committee) to ensure that they are not 
placed in a position which creates a potential conflict of interest between their private 
interests and their CCG duties. 

The CCG is to be made aware of all situations where CCG members and staff have 
an interest outside of their NHS Contract of Employment (or other involvement with 
the CCG) where that interest can, or has the potential to be perceived as a conflict of 
interest.  

All CCG members and staff must therefore declare all relevant and material interests 
in the following circumstances:  

• On appointment; 
 

• Every 3 months; 
 

• At every meeting before the agenda is discussed (new and existing); 
 

• On changing role or responsibility; 
 

• On any other change of circumstances and; 
 

• On becoming aware that the CCG has entered into (or proposes entering into) 
a contract with a provider/company which they, or any person connected with 
them has a direct or indirect financial interest in.  

 
The Chair (or nominated deputy) of every decision making group will ensure that 
declarations of interest, and subsequent decisions made concerning on-going 
participation are clearly recorded in the minutes and on an individual basis, and that 
the actions taken are in accordance with the arrangements determined by the 
Accountable Officer to manage that interest.  

The Accountable Officer will act as the designated responsible officer for the CCG’s 
Register of Interests and on-going compliance with this policy.  

 
9. Declaring an Interest 

The CCG will proactively manage conflicts of interest by: 
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• Maintaining and reviewing a Declarations of Interest Register (held by the 
Accountable Officer); 
 

• Managing membership of all formal committees and decision making bodies 
supporting the CCG; 

 
• Working within the CCG Constitution, Standing Orders (SO) and Scheme of 

Reservations and Delegations, and; 
 

• Ensuring robust mechanisms are in place for committee members to declare 
interests and withdraw from decision making where appropriate. 

All CCG members and staff will be required to complete a Declaration of Interests 
pro-forma (see Appendix 2) upon appointment to their position/role. Where there are 
no interests to declare a ‘nil return’ will be recorded. Any subsequent interests 
acquired or changes to existing interests, role or circumstances will be declared to 
the Accountable Officer as and when they arise on the pro-forma, within 28 days of 
the change.  

CCG members and staff will be required to review and update the Declarations of 
Interest Register every three months, and will be required to respond, including ‘nil 
returns’ within 28 days of the request.  

All CCG committee meetings will include a standing agenda item at the beginning of 
each meeting for members to declare any interests relating specifically to business 
being considered. In cases where an interest previously undeclared is identified 
during the course of a meeting, or no arrangements have been confirmed, the chair 
of the meeting may require the individual to withdraw from the meeting or part of it, 
and their decision will be final. The declaration, and subsequent action, will be noted 
in the minutes, which will detail all declarations made. The Accountable Officer will 
be advised of any such declarations of interest and will determine the ongoing 
arrangements for managing these. Declarations will be treated as relevant for both 
decision making and any on-going monitoring.  

Failure to adhere to provisions relating to the declaration of interests may constitute a 
criminal offence or fraud, as individuals could be gaining unfair advantages or 
financial rewards for themselves or a family member, friend or associate. 

Any suspicion that a relevant personal interest may not have been declared should 
be reported to the Accountable Officer immediately.  

 
10. Exclusion from Committee, Decision Making Meetings  

Where attendees/members have declared a material interest, they should either be 
excluded from relevant parts of meetings, or in exceptional circumstances and with 
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the leave of the Chair of the meeting (or the deputy chair if it is the Chair who has a 
material interest) in consultation with the Accountable Officer, join in the discussion 
but not participate in the decision-making itself (i.e. withdraw from the vote and any 
subsequent monitoring arrangements). The conflict and the action taken will be 
recorded in the minutes of the meeting and the register of interests updated 
accordingly.  
 
It is the responsibility of the Chair of the meeting (or nominated deputy) to monitor 
quorum to ensure it is maintained throughout the discussion and decision of the 
agenda item. Should the withdrawal of the individual member(s) result in the loss of 
quorum, the item cannot be concluded at that meeting. The discussion will be 
deferred until such time as a quorum can be convened. Where a quorum cannot be 
convened from the membership of the meeting, owing to the arrangements for 
managing conflicts of interest or potential conflicts of interest, the chair of the 
meeting shall consult with the Accountable Officer on the action to be taken. 
 
In accordance with the CCG’s constitution, this may include: 
 

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

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

o A member of the clinical commissioning group who is an individual; 
o An individual appointed by a member to act on its behalf in the dealings 

between it and the clinical commissioning group; 
o A member of a relevant Health and Wellbeing Board; 
o A member of a governing body of another clinical commissioning 

group. 
 
Once a conflict of interest is declared, the Accountable Officer will determine and 
notify, in writing, any individual arrangements for managing the conflict of interests or 
potential conflicts of interests, within seven days of declaration. These arrangements 
should confirm the following:  

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

or permanent basis;  
 

• Monitoring of the specified activity undertaken by the individual, either by a 
line manager, colleague or other designated individual. 

 

11. Decisions taken where a Governing Body Member has an Interest 

In situations where the Governing Body has to make a decision, a quorum must be 
maintained for the discussion and decision and interested parties will not be counted 
when deciding whether the meeting meets quorum. Interested members must not 
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vote on matters affecting their own interests. The Vice Chair will assume the Chair’s 
role for any discussions and decisions where the Chair has a conflict of interest.  
 
All decisions under a conflict of interest will be recorded at the meeting of the 
Governing Body and reported in the minutes of the meeting. The report will record:  

 
• The nature and extent of the conflict;  

 
• An outline of the discussion; and 

 
• The actions taken to manage the conflict. 

 
 
All payments or benefits in kind to Governing Body members will be reported in the 
CCG’s accounts and annual report, with amounts for each member listed for the year 
in question.  
 
12. Designing Service Requirements 
 
The CCG will engage with relevant providers and clinicians when designing or re-
designing service requirements. This is good practice and, done transparently and 
fairly, is entirely legal and not contrary to competition law. Such engagement will be 
done inclusively, ensuring the same information is given to all and following the three 
main principles of procurement law – equal treatment, non-discrimination and 
transparency. 
 
Engagement with potential providers will be used to frame the requirement, focus on 
desired outcomes rather than specific solutions, and consider a range of options for 
how a service is specified. Providers, potential providers or those otherwise 
conflicted won’t be involved in developing the service specification or in decision 
making regarding the service model and specification to be adopted, to prevent 
either actual or perceived bias towards particular providers.  
 
13. Procurement  
 
The CCG complies with the NHS (Procurement, Patient Choice and Competition) 
Regulations 2013 by ensuring: 

• The prohibiting of the award of a contract where the integrity of the award has 
been, or appears to have been affected by a conflict of interests, and; 
 

• Maintaining appropriate records of how conflicts of interest have been 
managed in individual cases 

Where an individual has a conflict of interest they will not be involved in the 
procuring, managing or monitoring a contract in which they have declared an 
interest. Individuals must declare an interest where they, or organisations in which 
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they have an interest, may be proposing to bid for a planned service by competitive 
tender, any qualified provider, or single tender routes. 

Exceptions to this provision are in circumstances where the contribution of a 
professional with specific subject matter/clinical expertise or research knowledge in a 
field is necessary in supporting the commissioning process. In these situations full 
disclosure will be made and monitoring arrangements will include provisions for an 
independent challenge of bills and invoices and termination of the contract if the 
relationship is determined as unsatisfactory.  

All potential bidders, contractors and service providers, including sub-contractors, 
members of consortia, advisors or other associated parties will be required to identify 
any potential conflicts of interest that could arise if they were to take part in any 
procurement process and /or provide services under or otherwise enter into any 
contract with the CCG, using the template attached as appendix 3. 

The interests that must be declared are that the organisation or any person 
employed or engaged by or otherwise connected with it: 

• has provided or is providing services or other work for the CCG; 
• is providing services or other work for any potential bidder in respect of this 

project or procurement process; 
• has any other connection with the CCG, whether personal or professional, 

which the public could perceive may impair or otherwise influence the CCG’s 
or any of its members or employees judgements, decisions or actions 

The procurement template attached as appendix 4 will be used to aid commissioners 
and record the process followed to ensure and demonstrate that the CCG has 
employed robust needs assessment, consultation mechanisms, commissioning 
strategies and procurement procedures. This will be applied to all procurements of 
primary medical services and other healthcare services where the expected value 
exceeds the threshold for competitive tender contained within the CCG’s scheme of 
operational delegation. 

The CCG will maintain a register of procurement decisions taken including the details 
of the decision, who was involved in making the decision, and a summary of any 
conflicts of interest in relation to the decision and how that was managed by the 
CCG. 

 
14. Conflicts of Interest where GP practices are Potential Providers 

The Primary Care Commissioning Committee of the CCG’s governing body will make 
procurement decisions relating to the commissioning of primary medical services in 
discharging responsibilities delegated by NHS England. This will be constituted of a 
majority of lay and executive members and the chair and vice chair will be lay 
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members. Representatives of Healthwatch and the Health and Wellbeing Board will 
be invited to attend and meetings will ordinarily be held in public.  
 
Where the arrangements for managing conflicts of interest or potential conflicts of 
interest mean that a quorum cannot be convened, the Chair of the meeting shall 
consult with the Accountable Officer on the action to be taken. This may include 
inviting additional lay or executive members, who do not have a conflict of interest to 
join the group on a temporary basis.     
 
There may be circumstances where the CCG could reasonably commission services 
from member GP practices on a single tender basis, i.e. where they are the only 
capable providers or where the service is of minimal value. The general safeguards 
that the CCG will adopt when commissioning services for which GP practices could 
be potential providers of services, or where it is appropriate to commission 
community-based services through competitive tender or an Any Qualified Provider 
(AQP) approach are the same as those described in Sections 9 and 10 above.  
 
AQP contracts will require that GP Practices involved in the delivery of contracts 
apply GMC guidance regarding conflicts of interest to ensure that GP practices have 
offered fully informed choice at the point of referral. 
 
Any decisions to commission services from GP practices on a single tender basis, 
will be taken in accordance with the CCG’s Procurement Strategy, after verifying that 
such services should not be provided under the GP contract.   
 
Where a limited number of GPs have an interest, it should be straightforward for 
relevant individuals to be excluded from decision-making.  
 
Where all of the GPs or other practice representatives on a decision making body 
could have a material interest in a decision, particularly where the CCG is proposing 
to commission services on a single tender basis from all GP practices in the area, or 
where it is likely that all or most practices would wish to be qualified providers for a 
service under AQP, then as a result it may not be possible to convene a quorum.   

In cases where all of the GPs or practice representatives on a decision making body 
are excluded from voting by reason of a conflict of interests, such that the body is no 
longer quorate, the Accountable Officer and the Chair of the meeting will decide how 
the decision is to be made from the following options: 

 
 refer the decision to the governing body and exclude all GPs or other practice 

representatives with an interest from the decision-making process, i.e. so that 
the decision is made only by the non-GP or other healthcare professional 
members of the governing body including the lay members and the registered 
nurse and secondary care doctor; 

• co-opt individuals from a Health and Wellbeing Board or a clinician from 
another CCG onto the governing body, with voting rights for the purposes of 
that decision,; 
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 invite the Health and Wellbeing Board or another CCG to review the proposal 
to provide additional scrutiny, prior to the decision being taken by the 
remaining governing body members. 

 
Depending on the nature of the conflict, GPs or other practice representatives could 
be permitted to join in the governing body’s discussion about the proposed decision, 
but should not take part in any vote on the decision. This will be determined by the 
Chair under advice from the Accountable Officer as indicated in paragraph 8.4.4 of 
the CCG’s constitution. 

 
The use of these measures will recorded in the minutes of the meeting.  
 
In general, commissioning through competitive tender or AQP will introduce greater 
transparency and help reduce the scope for conflicts. Depending on the nature of the 
conflict, GPs or other practice representatives could be permitted to participate in the 
Governing Body’s discussion about the proposed decision, but should not take part 
in any vote on the decision.  

The CCG will ensure that details of all contracts, including the value of the contracts 
are published on NHS Supply2Health® as contracts are awarded. Where the CCG 
commissions services through AQP, the type of service commissioned and the 
agreed price of the service will be made available publicly as will information about 
those providers who qualify to provide the service. 

 
15. Gifts, Hospitality and Sponsorship 
 
It is an offence under the Bribery Act 2010 for CCG members and staff to accept 
corruptly any inducement or reward for doing, or refraining from doing, anything in 
their official capacity. An offence may also be committed if gifts or hospitality are 
accepted by a relative or friend. 
 
The key principle is that any gifts, hospitality or sponsorship offered by contractors, 
suppliers or any other organisations that have a business relationship with the CCG, 
which might reasonably be seen to compromise their judgement or integrity of CCG 
members and staff, should be politely but firmly declined. 
 
All hospitality or gifts with a value in excess of £25 will be recorded on the CCG’s 
register of gifts and hospitality by the Governance Director. This applies to both 
acceptance and refusal of gifts and hospitality. 

15.1 Gifts 
 
For the purpose of this policy, a gift is defined as ‘any item of goods and/or cash or 
any service which is provided for personal benefit at less than its commercial value’. 
Any offers of gifts of cash, vouchers or other cash equivalents, regardless of value, 
must be declined. 
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Simple items of office equipment of modest value such as calendars, diaries etc can 
be accepted on condition they bear the company's name and logo and can, 
therefore, be regarded as advertising matter and also that they become the property 
of the CCG. 
 
Offers of all other gifts should be politely but firmly refused, or if received by post, 
returned with a suitably worded letter. Offers of gifts in excess of £25 should be 
declared by completing the form at appendix 5 and submitting to the Head of 
Corporate Services.  
 
If the offer of an unacceptable gift is pressed, this should be reported to the 
Governance Director, or the Accountable Officer in the case of Governing Body 
members. 
 
15.2 Hospitality 
 
Modest hospitality which could be expected in reasonable circumstances during the 
course of visits, events or meetings may be acceptable, although this should be 
considered and compared against what the CCG might offer in similar circumstances 
where hospitality is provided at meetings, events and seminars.  

More significant offers of hospitality such as tickets to sporting or other events, hotel 
accommodation, or holidays must be declined, with the exception of attendance in an 
official capacity at an event or function organised by a public or professional body. 
Particular care must be taken in dealings with providers and potential providers of 
services to the CCG. 
 
Acceptance of offers of anything other than modest hospitality must be approved by 
the Accountable Officer. All offers of hospitality in excess of £25, whether accepted 
or declined, should be declared by completing the form at appendix 4 and submitting 
to the Governance Director.  
 
Modest hospitality, excluding the purchase and consumption of alcohol and tobacco 
products, may be provided to persons attending meetings and events hosted by the 
CCG at CCG headquarters and other NHS, public sector and community venues. 
The use of commercial venues may be used in exceptional circumstances with the 
approval of the Accountable Officer. 
 
15.3 Sponsorship 
 
Commercial sponsorship for courses, conferences, project funding and publications 
must not be accepted where this would in any way compromise or influence 
commissioning decisions of the CCG. Sponsors should not have any influence over 
the content of an event, meeting seminar, training event or publication. It should be 
made clear from the outset that the fact of sponsorship does not in any way act as an 
endorsement by the CCG of the company’s products or services.  
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16. Registers of Interests, Procurement Decisions, Gifts and Hospitalities 

Interests will be recorded on the CCG’s register of interests which will be maintained 
by the Accountable Officer. Procurement decisions will be recorded on the CCG’s 
register of procurement decisions which will be maintained by the Accountable 
Officer. Gifts and hospitality will be recorded on the CCG’s register of gifts and 
hospitality, which will be maintained by the Governance Director on behalf of the 
Accountable Officer. The registers will be accessible by the public by postal 
application (or for inspection on request) at the CCG Headquarters, Nutgrove Villa, 
Westmorland Road, Huyton L36 6GA. An electronic version of the registers can be 
accessed at http://www.knowsleyccg.nhs.uk/  

The register of procurement decisions will form part of the CCG’s annual accounts 
signed off by external auditors. All declarations of interest made by Governing Body 
members will be published in the CCG’s Annual Report. 

 

17. Data Protection 

The information provided will be processed in accordance with data protection 
principles as set out in the Data Protection Act 1998. Data will be processed only to 
ensure that CCG members and staff act in the best interests of the CCG and the 
public and patients the group was established to serve. The information provided will 
not be used for any other purpose. Signing the declaration form will also signify 
consent to personal data being processed for the purposes set out in this policy. 

 
18. Monitoring Compliance and Effectiveness of this Policy 

The policy will be reviewed annually by the CCG’s Audit Committee. Staff and 
decision-makers will be reminded of the policy and register of interests at least 
annually.  The Accountable Officer will review register entries on a quarterly basis 
and take any action necessary as highlighted by the review.  

This policy and compliance will be reviewed periodically as part of the CCG’s internal 
audit programme. The result will be reported to the CCG’s Audit Committee. Any 
identified non-compliance will be investigated and post incident review conducted by 
the Audit Committee.  

Mandatory training and awareness sessions on this policy will be delivered annually 
for Governing Body Members, member practices and staff as detailed in the CCG’s 
Organisational Development Plan. In this respect the CCG does not differentiate 
between permanent or temporary staff. Details of training programmes and 
attendance sheets will be retained centrally by the CCG for audit and compliance 
monitoring. 
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19. Equality & Diversity Statement 

The CCG is committed to ensuring that it treats its employees fairly, equitably and 
reasonably and that it does not discriminate against individuals or groups on the 
basis of their ethnic origin, physical or mental abilities, gender, age, religious beliefs 
or sexual orientation.   
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Appendix 1 
 

Conflicts of Interest – Guidance & Frequently Asked Questions 
 
 

Why is this guidance document needed? 
  
GP members actively involved in commissioning decisions can often have a wide 
range of interests in healthcare businesses which provide services such as 
diagnostics, pharmacy (including internet pharmacies), minor surgery and out of 
hours primary care services to name but a few. Involvement can range from local 
directorships to shareholdings in much larger private sector companies which provide 
medical care. The presence of numerous different professions and professionals in 
any health economy means that they cannot always be avoided, but by identifying 
conflicts of interest early and identifying where they may influence decision making, 
the CCG will be able to shape an appropriate response.  
 
Apart from our legal obligation to continually demonstrate the transparency of 
decision making and ability to manage conflicts of interest, the CCG’s Constitution is 
reflective of our commitment to ensure appropriate management of public money, 
effective public engagement and of course, the best outcomes for our patients. 
Managing conflicts of interest effectively and maintaining public confidence in the 
integrity of our decision making requires a balanced and proportionate approach; 
ensuring arrangements are robust enough to withstand scrutiny but not so restrictive 
that it makes the process overly complex and slow. Therefore this guidance is 
intended to protect and empower members by making conflicts of interest easier to 
identify, manage and avoid in advance, rather than waiting for them to arise.  
 
Individual GPs make commissioning decisions every day when they refer a patient 
for further care, diagnosis and/or treatment. If the referring GP is a service provider, 
then it is incumbent on them to ensure that the patient is aware of all the facts and 
promote alternative choices so that they can then make an informed decision in 
relation to their treatment.  
 
The same principals apply for the CCG, albeit on a much larger scale. 
Commissioning decisions for a service transformation/reconfiguration could be 
considered flawed if any CCG members involved in the consultation process could 
directly benefit from the proposed changes.  
 
What are the risks for the CCG?  
 
Conflicts can often inhibit free discussion and could result in decisions or actions 
which are perceived as being based on external influences; implying that the CCG 
has not acted in the best interests of the patients and public. As well as the potential 
to significantly damage the reputation of the CCG to an extent where public trust has 
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been lost, regulatory and/or criminal action could be taken against the CCG as a 
whole or individuals found to have acted improperly.  
 
It is near impossible to describe all instances where an interest may be a real or 
perceived conflict, and it is essentially about exercise judgement when deciding to 
register any interests that may be interpreted as a conflict. Individuals can seek 
guidance from the Accountable Officer, but the general rule of thumb is that if there is 
even a minor doubt, it should be declared. The scenarios below give some common 
examples of where conflicts of interest may occur: 
 
I am a GP in a member practice and am also a board member of a healthcare 
business tendering for a contract with the CCG. Do I have to declare this as a 
conflict?  
 
This is probably the most recognisable form of ‘direct financial interest’ and could be 
considered as giving the healthcare business an unfair competitive advantage, 
particularly if the GP in the scenario were to be involved in any consultation process 
which could (or be seen to) influence the eventual decision. The procurement 
process needs to be right from the outset, and any conflicts of this nature should be 
declared.  
 

I am GP member and I have a close relative who is a shareholder in a company 
that has just submitted a tender to provide services. Do I have to declare an 
interest?  

An ‘indirect financial interest’ can arise when a close relative of a CCG member 
benefits from the decisions of the Clinical Commissioning Group. The GP member 
could be seen to benefit indirectly, particularly if their financial affairs are tied with 
their spouse or partner’s through the legal concept of “joint purse”. Whether this 
would create a serious concern would depend greatly on the circumstances and, 
more importantly, what measures are in place (or have been taken) to reduce or 
eliminate the risk. The GP member could simply declare it and exclude themselves 
from any decision making or consultation process, with the CCG responsible for 
ensuring the action is evidenced and that the GP Member is not involved in any 
subsequent contract monitoring arrangements. 

I am a GP and a member of a committee that approves the specification for a 
Locally Enhanced Service (LES) that my practice is hoping to provide. Is this a 
conflict of interest? 

Any situation in which a committee member’s personal interests or responsibilities 
may, or may appear to, influence the decision-making process could be regarded as 
a conflict. In this scenario, the GP could materially benefit from providing a Locally 
Enhanced Service and as they are involved in the approval of the specification it 
would be regarded as a direct financial interest. In this case the GP should either 
exclude themselves from relevant parts of meetings (including discussions focused 
on the specification) or not participate in the decision-making itself (i.e. not have a 
vote).  
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Is there a conflict of interest if I am a GP on the Committee that approves 
Prescribing Quality Schemes; a scheme that I may benefit from if approved? 

The CCG will inevitably make decisions which will affect all our member practices. 
This situation cannot be avoided but if managed appropriately, should safeguard 
against conflicts. This could include, for example ensuring decision makers are non-
GP members of the Governing Body and therefore not in a position to benefit from 
the distribution of practice incentive scheme payments or other quality related 
rewards drawn from CCG allocated monies. 
 
 
If I sit on panel that votes to approve payments to GPs for attendance at 
locality meetings, is this a conflict of interest? 

If the GP in this case will receive a payment then the key point to recognise that a 
decision maker will be able to benefit from the decisions they take and a conflict of 
interest is therefore present. This situation must be managed appropriately if it 
cannot be avoided and where possible, the panel member should declare their 
interest and remove themselves from the decision making process. If this affects 
quorum the standing orders can provide for a review of the decision made by another 
panel, committee or external partner organisation, although the likely outcome is that 
the item cannot be decided upon at that meeting. Whether there are actual or 
perceived conflicts of interest the consequences can be very much visible and highly 
publicised. 
 
If I have to withdraw from a meeting where I have declared a conflict of interest 
what should I expect? 
 
Members who withdraw due to a conflict are entitled to receive edited minutes which 
should reflect that the individual concerned has not unduly influenced the debate and 
related decision.   
 

What are non-financial or personal conflicts?  
 
These occur where CCG members receive no financial benefit, but are influenced by 
other external factors such as:  
 

• To gain some other intangible benefit such as gaining status or wider 
recognition from the decision made, and;  

• Awarding contracts to friends or personal business contacts (favouritism) 
 
It is also possible for conflicts of interest to arise as part of the recruitment process 
and the promotion/performance management of staff. Transparency in relation to 
appointments to the Governing Body and associated committees avoids any 
accusations of favouritism (real or perceived). This includes passing on CVs of 
friends, family or acquaintances for consideration.   
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What is a conflict of loyalties?  
 
CCG members may have competing loyalties between the Clinical Commissioning 
Group (to which they owe a primary duty) and some other person or entity such as 
their GP practice and patients. CCG members should always avoid using knowledge 
gained in other roles to influence decisions so as to acquire a competitive advantage 
over other service providers.  
 
Can I accept gifts and hospitalities?  
 
It is an offence to accept gifts and hospitality as either an inducement or reward for 
discharging public duties. CCG members, staff and directors are advised to simply 
refuse gifts or hospitality rather than declare after the event. There is some flexibility 
in relation to gifts of low value such as promotional pens and diaries but gifts or 
hospitality of high value should always be refused and reported to the Accountable 
Officer.  
 
Is it okay for drug companies to pay for or develop training for practices or the 
CCG? 

For the CCG there could be a very high potential for this to be perceived as 
preferential treatment, or a way for the drug company to gain access to key people in 
the CCG. That said, the CCG also has a finite running cost allowance and has to 
explore ways in which to work leaner, smarter and be more efficient. The key 
consideration is whether this falls under ‘sponsorship’ or ‘joint working’. In 
sponsorship arrangements pharmaceutical companies will provide funding for a 
specific event (or training programme) whereas ‘joint working’ involves the CCG 
jointly agreeing goals with a private company (e.g. a pharmaceutical company) with 
the focus on improved patient outcomes, effective packages of care etc. In joint 
working the management arrangements are conducted with participation from both 
parties in an open and transparent manner.   
 

Where can I get further advice or information?  

Further advice and information is available from Dianne Johnson, Accountable 
Officer (dianne.johnson@knowsleyccg.nhs.uk) 

Further reading 

NHS England - Managing conflicts of interests: Statutory Guidance for clinical 
commissioning groups (December 2014)  
http://www.england.nhs.uk/wp-content/uploads/2014/12/man-confl-int-guid-1214.pdf 
 
NHS England - Procurement of healthcare (clinical) services 
(2012) http://www.england.nhs.uk/wp-content/uploads/2012/09/procure-intro.pdf 
 
NHS England - Code of Conduct: Managing conflicts of interest where GP practices 
are potential providers of CCG-commissioned services (2012) 
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http://www.england.nhs.uk/wp-content/uploads/2012/09/c-of-c-conflicts-of-
interest.pdf 
 
NHS Confederation/RCGP - Managing conflicts of interest in clinical commissioning 
groups 
http://www.nhsconfed.org/Publications/Documents/Managing_conflicts_of_interest_in
_CCGs.pdf 
 
Co-operation and Competition Panel: www.ccpanel.org.uk 
 
General Medical Council: Financial and Commercial Interests and Conflicts of 
Interest (March 2013) 
http://www.gmc-uk.org/guidance/ethical_guidance/21161.asp 

 

  

Page 29 of 40

http://www.england.nhs.uk/wp-content/uploads/2012/09/c-of-c-conflicts-of-interest.pdf
http://www.england.nhs.uk/wp-content/uploads/2012/09/c-of-c-conflicts-of-interest.pdf
http://www.nhsconfed.org/Publications/Documents/Managing_conflicts_of_interest_in_CCGs.pdf
http://www.nhsconfed.org/Publications/Documents/Managing_conflicts_of_interest_in_CCGs.pdf
http://www.ccpanel.org.uk/
http://www.gmc-uk.org/guidance/ethical_guidance/21161.asp


24 
 

 

 

Appendix 2 

 

Name  

  

Position, role, or 
relationship with 
Knowsley CCG 

Member / Employee/ Governing Body Member / Committee or Sub-
Committee Member (including Committees and Sub-Committees of 
the Governing Body) [delete as appropriate]  

 
Position, role, or 
relationship with NHS 
England 
 

 
 

Date  

 

This form is required to be completed in accordance with the CCG’s Constitution and Section 
14O of The National Health Service Act 2006, the NHS (Procurement, Patient Choice and 
Competition) regulations 2013 and the Substantive guidance on the Procurement, Patient 
Choice and Competition Regulations. 

Before completing this form, please note: 

• Each CCG must make arrangements to ensure that the persons mentioned above declare 
any interest which may lead to a conflict with the interests of the CCG and / or NHS 
England and the public for whom they commission services in relation to a decision to be 
made by the CCG and/or NHS England or which may affect or appear to affect the 
integrity of the award of any contract by the CCG and/or NHS England.  

• A declaration must be made of any interest likely to lead to a conflict or potential conflict 
as soon as the individual becomes aware of it, and within 28 days.  

• If any assistance is required in order to complete this form, then the individual should 
contact Dianne Johnson, Accountable Officer (dianne.johnson@knowsleyccg.nhs.uk) 

• The completed form should be sent by both email and signed hard copy to Victoria 
Parsonage-Howard (victoria.parsonage-howard@knowsleyccg.nhs.uk) 

• Any changes to interests declared must also be registered within 28 days by completing 
and submitting a new declaration form. 

• The register will be published as part of the CCG’s Governing Body meeting papers and 
will be available on the website. 

• Any individual – and in particular members and employees of the CCG and/or NHS 
England - must provide sufficient detail of the interest, and the potential for conflict with 

Declaration of Financial and Other Interests for 
Members/Employees 
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the interests of the CCG and/or NHS England and the public for whom they commission 
services, to enable a lay person to understand the implications and why the interest needs 
to be registered.  

• If there is any doubt as to whether or not a conflict of interests could arise, a declaration of 
the interest must be made.  

Interests that must be declared (whether such interests are those of the individual themselves 
or of a family member, close friend or other acquaintance of the individual) include: 

• Roles and responsibilities held within member practices; 

• Directorships, including non-executive directorships, held in private companies or 
PLCs; 

• Ownership or part-ownership of private companies, businesses or consultancies 
likely or possibly seeking to do business with the CCG and/or with NHS England; 

• Shareholdings (more than 5%) of companies in the field of health and social care; 

• A position of authority in an organisation (e.g. charity or voluntary organisation) in the 
field of health and social care; 

• Any connection with a voluntary or other organisation (public or private) contracting 
for NHS services; 

• Research funding/grants that may be received by the individual or any organisation in 
which they have an interest or role, and; 

• Any other role or relationship which the public could perceive would impair or 
otherwise influence the individual’s judgement or actions in their role within the CCG. 

If there is any doubt as to whether or not an interest is relevant, a declaration of the 
interest must be made. In the event of no interests to be declared, the form below 
should be completed with ‘nil return’ recorded and duly signed/dated. 

Declaration 

Type of Interest Details Is this a personal interest or that 
of a family member, close friend 
or other acquaintance? 

Roles and 
responsibilities held 
within member practices 
 

  

Directorships, including 
non-executive 
directorships, held in 
private companies or 
PLCs  
 

  

Ownership or part-
ownership of private 
companies, businesses 
or consultancies likely or 
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Type of Interest Details Is this a personal interest or that 
of a family member, close friend 
or other acquaintance? 

possibly seeking to do 
business with the CCG 
and / or with NHS 
England 
 

Shareholdings (more 
than 5%) of companies 
in the field of health and 
social care 

  

Positions of authority in 
an organisation (e.g. 
charity or voluntary 
organisation) in the field 
of health and social care 

  

Any connection with a 
voluntary or other 
organisation contracting 
for NHS services 

  

Research funding/grants 
that may be received by 
the individual or any 
organisation in which 
they have an interest or 
role  

  

Any other specific 
interests? 

 
 
 

 

Any other role or 
relationship which the 
public could perceive 
would impair or 
otherwise influence the 
individual’s judgement or 
actions in their role 
within the CCG and / or 
with NHS England 

  

 
I have read and understood my obligations as outlined in the Conflicts of Interest Policy. I 
confirm that to the best of my knowledge and belief, the above information is complete and 
correct and I have declared all interests of which I am aware might affect or be seen to affect 
my impartiality or judgement. I undertake to update as necessary and to review the accuracy 
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of the information provided regularly and within 28 days of any changes. I give my consent 
for the information to be used for the purposes described in the CCG’s Constitution and 
published accordingly, and to the disclosure of this information to the Local Counter Fraud 
Specialist and/or NHS Protect for verification purposes and for the prevention or detection of 
crime. Further to this; I will not engage (directly or indirectly via a third party) in any 
discussion or decision where my private or external interests may affect my ability to act in 
an open and transparent way; as required by the Standards of Business Conduct (both 
National and Local), Conflicts of Interest Policy and the CCG’s constitution. 

 

 

Signature  

  
Date  
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Appendix 3   

 
Declaration of conflict of interests for bidders / contractors  

 
This form is required to be completed in accordance with the CCG’s Constitution, and s140 
of the NHS Act 2006 (as amended by the Health and Social Care Act 2012) and the NHS 
(Procurement, Patient Choice and Competition) (No2) Regulations 2013 and related 
guidance. 
 
Notes: 

• All potential bidders/contractors/service providers, including sub-contractors, members 
of a consortium, advisers or other associated parties (Relevant Organisation) are 
required to identify any potential conflicts of interest that could arise if the Relevant 
Organisation were to take part in any procurement process and/or provide services 
under, or otherwise enter into any contract with, the CCG, or with NHS England in 
circumstances where the CCG is jointly commissioning the service with, or acting under 
a delegation from, NHS England. 

• If any assistance is required in order to complete this form, then the Relevant 
Organisation should contact Dianne Johnson, Accountable Officer 
(dianne.johnson@knowsleyccg.nhs.uk) 

• The completed form should be sent to by both email and signed hard copy to Victoria 
Parsonage-Howard (victoria.parsonage-howard@knowsleyccg.nhs.uk) 

• Any changes to interests declared either during the procurement process or during the 
term of any contract subsequently entered into by the Relevant Organisation and the 
CCG must notified to the CCG by completing a new declaration form and submitting it to 
Victoria Parsonage-Howard (victoria.parsonage-howard@knowsleyccg.nhs.uk) 

• Relevant Organisations completing this declaration form must provide sufficient detail of 
each interest so that the CCG, NHS England and also a member of the public would be 
able to understand clearly the sort of financial or other interest the person concerned 
has and the circumstances in which a conflict of interest with the business or running of 
the CCG or NHS England (including the award of a contract) might arise. 

• If in doubt as to whether a conflict of interests could arise, a declaration of the interests 
should be made. 

 
Interests that must be declared (whether such interests are those of the Relevant Person 
themselves or of a family member, close friend or other acquaintance of the Relevant 
Person), include the following: 
 

• the Relevant Organisation or any person employed or engaged by or otherwise 
connected with a Relevant Organisation (Relevant Person) has provided or is providing 
services or other work for the CCG or NHS England; 

• a Relevant Organisation or Relevant Person is providing services or other work for any 
other potential bidder in respect of this project or procurement process; 

• the Relevant Organisation or any Relevant Person has any other connection with the 
CCG or NHS England, whether personal or professional, which the public could perceive 
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may impair or otherwise influence the CCG’s or any of its members’ or employees’ 
judgements, decisions or actions. 

If there is any doubt as to whether or not an interest is relevant, a declaration 
of the interest must be made. In the event of no interests to be declared, the 
form below should be completed with ‘nil return’ recorded and duly 
signed/dated. 
 
Declaration 

 
Name of Relevant 
Organisation: 

 

Type of Interest Details 
Provision of services 
or other work for the 
CCG 

 

Provision of services 
or other work for any 
other potential 
bidder in respect of 
this project or 
procurement 
process 

 

Any other 
connection with the 
CCG, whether 
personal or 
professional, which 
the public could 
perceive may impair 
or otherwise 
influence the CCG’s 
or any of its 
members’ or 
employees’ 
judgements, 
decisions or actions 

 

 

Name of Relevant 
Person 

[complete for all Relevant Persons]  

Type of Interest Details Personal interest or 
that of a family 
member, close friend 
or other 
acquaintance? 

Provision of services 
or other work for the 
CCG 

  

Provision of services   
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or other work for any 
other potential 
bidder in respect of 
this project or 
procurement 
process 
Any other 
connection with the 
CCG, whether 
personal or 
professional, which 
the public could 
perceive may impair 
or otherwise 
influence the CCG’s 
or any of its 
members’ or 
employees’ 
judgements, 
decisions or actions 

  

 
To the best of my knowledge and belief, the above information is complete and correct. I 
undertake to update as necessary the information. 
 
Signature  

 
On behalf of 
  
 

 

Date  
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Appendix 4 

Procurement template 
 
This form is to be used when commissioning primary medical services and other 
healthcare services where the expected value exceeds the threshold for competitive 
tender contained within the CCG’s scheme of operational delegation. 
 

 
 
Service: 

 
Question 

 
Comment/Evidence 

 

 
How does the proposal deliver good or 
improved outcomes and value for money – 
what are the estimated costs and the 
estimated benefits?  How does it reflect the 
CCG’s proposed commissioning priorities? 
How does it comply with the CCG’s 
commissioning obligations? 

 

 
How have you involved the public in the 
decision to commission this service? 

 

 
What range of health professionals have 
been involved in designing the proposed 
service? 

 

 
What range of potential providers have been 
involved in considering the proposals? 

 

 
How have you involved your Health and 
Wellbeing Board(s)? How does the proposal 
support the priorities in the relevant joint health 
and wellbeing strategy (or strategies)? 

 

 
What are the proposals for monitoring the 
quality of the service? 

 

 
What systems will there be to monitor and 
publish data on referral patterns? 

 

 

Page 37 of 40



32 
 

 
Have all conflicts and potential conflicts of interests 
been appropriately declared and entered in registers 
which are publicly available? Have you recorded 
how you have managed any conflict or potential 
conflict? 

 

 
Why have you chosen this procurement 
route?19 

 

 
What additional external involvement will there 
be in scrutinising the proposed decisions? 

 

 
How will the CCG make its final commissioning 
decision in ways that preserve the integrity of the 
decision-making process and award of any contract? 

 

 

 
 
Additional questions for proposed direct awards to GP providers 

What steps have been taken to demonstrate that 
the services to which the contract relates are 
capable of being provided by only one provider? 

 

Additional question when qualifying a provider on a list or framework or pre selection 
for tender (including but not limited to any qualified provider)  or direct award  (for 
services where national tariffs do not apply) 
 
How have you determined a fair price for the service? 

 
 
 
 

Additional questions when qualifying a provider on a list or framework or pre selection 
for tender (including but not limited to any qualified provider) where GP practices are 
likely to be qualified providers 
 
How will you ensure that patients are aware of the 
full range of qualified providers from whom they can 
choose? 
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In what ways does the proposed service go above 
and beyond what GP practices 
should be expected to provide under the GP 
contract? 

 

What assurances will there be that a GP practice 
is providing high-quality services under the GP 
contract before it has the opportunity to provide 
new services? 

 

 
19Taking into account all relevant regulations (e.g. the NHS (Procurement, patient choice and competition) 
(No 2) Regulations 2013 and guidance (e.g. that of Monitor).  
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Appendix 5 

Declaration of Offers and Receipt of Gifts/Hospitality 

1: Personal details 

Title  Name  

Job Title/Role  

Directorate/Service  

Tel no  

email  

Base/location  
 
2: Receipt/offer of Gift, Hospitality and/or Care 

Nature of benefit offered  

 

 

 

Value  

Company or individual 
from which offer was 
made  

 

Was the gift/hospitality 
accepted? YES □   NO □    
Signed  

Print Name  

Date  
 

3. Authorisation (for completion by line manager/Head of Service) 

Title  Name  

Job Title/Role  

Directorate/Service  

Tel no  

email  

Signed  
 

Please return this form to Clare Ferguson, PA to Governance Director 
(clare.ferguson@knowsleyccg.nhs.uk) 
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Document 32(02)11 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Corporate Performance Dashboard 

Report presented by: Andrew Thomas, Governance Director 

Purpose of the report: The report presents an overview of performance and 
outcomes in key areas of the local healthcare system, as 
well as reporting on the CCG’s financial position and key 
performance indicators for human resources. 

The Governing Body is asked to note the contents.   

Recommendations: 

Action / Decision required 

The Governing Body is recommended to: 

Note the contents of the report. 

Delegated Powers: 

For decision reports only 

N/A 

Justification for Part B agenda (if 
applicable) 

N/A 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred x 

2. Safe x 

3. High quality x 

4. Cost effective x 

5. Outcome focused x 

6. Closer to home  

7. Affordable x 
 

 

[one page only] 
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GOVERNING BODY 
 

CORPORATE PERFORMANCE DASHBOARD  
 
 
 
 

Executive Summary 
 
The corporate performance dashboard contains key performance information in relation to NHS 
performance targets and outcome measures, as well as an overview of the CCG’s financial 
position and human resources statistics. 

• NHS Constitution Standards – The majority of waiting time and access standards are 
being met, but there are persistent performance issues with cancer treatment waiting times 
and ambulance response times. Whilst A&E waiting times were being met on a Knowsley 
basis as at November, it is recognised that performance in December has been 
challenging. 

• Everyone Counts Outcome Measures – There were no new cases of MRSA in 
November, and fewer C. difficile cases than in recent months, however numbers of 
healthcare acquired infections are still exceeding planned tolerances on a year to date 
basis. Performance for Improving Access to Psychological Therapies is also below 
standard, however provider recovery plans indicate that it is expected that the Trust will 
meet its plan for quarter4  (Jan-Mar 2015). 

• Finance - the CCG remains on track to deliver the planned QIPP savings and 1% surplus 
within the overall resource allocation. Material risks to achievement of this are highlighted in 
the main body of the report. 

• Human Resources – Staff sickness levels for November were well below the national 
average for the NHS and remain so year to date. A number of staff are not up to date with 
statutory and mandatory training at the time of this report, although compliance has 
improved since last month. A catch up process is in train, focusing on those areas where 
uptake is lowest. 
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NHS CONSTITUTION STANDARDS 
Section 1 

2 
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Referral to Treatment & A&E 

3 

Indicator Standard 
Latest Monthly Performance 

YTD Standard 
met? Trend 

Apr May Jun Jul Aug Sep Oct Nov 

Referral to Treatment (RTT) Waiting times for non urgent, Consultant-led treatment - NHS Knowsley CCG       

Admitted patients treated < max 18 weeks from 
referral 90% 92.9% 94.5% 94.5% 92.0% 93.1% 93.9% 92.9% 91.8% 93.2% Y  

Non Admitted patients treated <max 18 weeks 
from referral 95% 98.5% 98.5% 97.9% 97.9% 97.7% 97.0% 97.5% 97.0% 97.7% Y  

Incomplete patients treated < max 18 weeks from 
referral 92% 96.6% 96.0% 96.4% 96.2% 96.3% 96.5% 96.5% 96.6% 96.4% Y  

Number of patients waiting more than 52 weeks 
 0 0 0 0 3 0 0 0 0 3 N  

Diagnostic Test Waiting Time  - NHS Knowsley CCG                         

Patients should not wait >6 weeks from referral 99% 99.9% 99.6% 99.5% 99.5% 99.8% 99.5% 99.8% 99.4% 99.6% Y  

A&E Waiting times - NHS Knowsley CCG                         

Patients admitted, transferred or discharged < 
4hours of arrival 95% 96.6% 95.9% 96.1% 96.4% 97.2% 97.0% 95.8% 95.2% 96.3% Y  
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National Waiting List Incentive  
• Referral to treatment (RTT) performance remains robust for Knowsley patients. 

The CCG has commissioned an appropriate level of activity from local Trusts to 
ensure achievement of the standard, and Trusts are performing well against 
the standard overall. 

• In addition, Trusts have benefited from receiving a share of additional national 
investment to reduce waiting times  for elective care (for the period of July to 
October). Knowsley CCG received an allocation of £292,000. 

• The breakdown of the spend by trust is as follows:  
– St Helens & Knowsley Hospitals NHS Trust £172,000 
– Aintree University Hospital NHS Foundation Trust £60,000  
– Royal Liverpool & Broadgreen University Hospitals NHS Trust £34,000 
– Alder Hey Children's NHS Foundation Trust £26,000 

• The extra funding has enabled providers to meet increased demand* and 
maintain performance ahead of winter.  

• All main providers for Knowsley have maintained the standard of having no 
more than 5% of patients waiting over 18 weeks, with St Helens & Knowsley 
Teaching Hospitals NHS Trust in particular  seeing an appreciable reduction in 
patients waiting over 18 weeks (see table) 

 
* Monthly Activity Return (MAR) data shows there have been over 2000 more first 
referrals than planned 

4 
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Cancer Treatment Waiting Times 

5 

Indicator Standard 
Latest Monthly Performance   

YTD Standard 
met? Trend                 

Apr May Jun Jul Aug Sep Oct Nov 

Cancer Waiting Times - maximum 2 week (14days) waits for first outpatient appointment for all patients referred urgently - NHS Knowsley      

Patients referred by a GP with suspected cancer 
93% 93.7% 94.6% 96.5% 93.5% 92.3% 91.3% 92.4% 93.7% 93.1% Y  

Breast symptom patients ( where cancer not 
initially suspected) 

93% 93.4% 94.2% 95.7% 94.2% 94.4% 91.9% 97.8% 95.4% 94.8% Y  

Cancer Waiting Times - maximum 1 month (31 days) waits from diagnosis to first or subsequent treatment            
From diagnosis to first definitive treatment, all 
cancers 

96% 98.6% 98.4% 97.4% 97.7% 96.3% 97.7% 100.0% 96.9% 97.9% Y  

Subsequent treatments where that treatment is 
surgery 

94% 94.1% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 92.3% 98.8% Y  

Subsequent treatments where treatment is an anti-
cancer drug 

98% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% Y  

Subsequent treatments where treatment is 
radiotherapy 

94% 100.0% 100.0% 96.3% 96.5% 100.0% 100.0% 100.0% 100.0% 98.9% Y  

Cancer Waiting Times - maximum 2 month (62 days) waits from referral to first definitive treatment for all cancers          

For urgent GP referrals for cancer 85% 88.9% 82.7% 83.3% 78.5% 79.2% 96.0% 86.8% 80.0% 84.2% N  

For referrals from an NHS screening service 90% 100.0% 83.3% 100.0% 60.0% 66.7% 100.0% 100.0% 100.0% 82.6% N  

Following Consultant decision to upgrade patient 
priority (No national standard set) n/a 50.0% 100.0% 0.0% 100.0% 83.3% 75.0% 100.0% 100.0% 82.1% n/a  
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Ambulance Response Times 

6 

Indicator Standard 
Latest Monthly Performance 

YTD Standard 
met? Trend                 

Apr May Jun Jul Aug Sep Oct Nov 

Category A Ambulance Calls - NWAS provider Level and NHS Knowsley               

Cat A emergency responses arriving <8 
minutes (Red1) 

NWAS 

75% 

75.7% 73.4% 71.5% 68.5% 72.7% 71.5% 71.3% 68.0% 72.1% N  

CCG 72.7% 71.4% 73.0% 78.2% 81.6% 80.0% 74.4% 64.2% 75.6% Y  

Cat A emergency responses arriving <8 
minutes (Red2) 

NWAS 

75% 

75.3% 74.7% 73.2% 69.2% 72.1% 73.3% 73.6% 69.6% 73.2% N  

CCG 78.2% 81.2% 74.3% 73.9% 74.3% 74.3% 73.1% 71.7% 75.7% Y  

Cat A ambulance arriving at scene 
within 19 minutes 

NWAS 

95% 

96.2% 95.6% 95.4% 94.2% 95.3% 95.1% 93.6% 93.1% 95.1% Y  

CCG 96.8% 96.0% 97.5% 95.3% 97.8% 95.8% 95.3% 94.4% 96.3% Y  
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Supporting Measures 

7 

Mixed Sex Accommodation (MSA) 
• There have been three breaches of this standard thus far in 2014/15, with no new breaches 

reported in November.  
• For context, the 3 MSA breaches thus far in 2014/15 are out of a total of 52499 Knowsley CCG 

Finished Consultant Episodes year to date (based on the Monthly Activity Return (MAR) total 
Elective and Non Elective figures).  

Indicator Standard 
Latest Monthly Performance 

YTD Standard 
met? Trend Apr May Jun Jul Aug Sep Oct Nov 

Supporting Measures                           
Mixed Sex Accommodation (MSA) breaches: NHS Knowsley                    

Minimise breaches 0 0 0 0 1 0 1 1 0 3 Y  

Total General & Acute  Elective  Finished 
Consultant Episodes plus total Non Elective   6269 6209 6678 7120 5677 7035 7048 6463 52499     

Mental Health Care Programme approach (CPA)                        

The % of adults on CPA, followed up <7days of 
discharge 95% 96.1% 100.0% 97.1% 100.0% 100.0% 100.0% 

  
Y  

Page 9 of 28



NHS Constitution 
Referral to treatment 
• All three referral to treatment (RTT) waiting time 

standards are being achieved for Knowsley patients for 
November as well as year to date. 

• The national waiting list initiative to reduce the volume of 
long waiters of the summer has seen an increase in 
activity at providers who have reduced the number of 
people on waiting lists ahead of the busy winter period.  

• There are currently no patients waiting over 52 weeks for 
treatment. 

 
 
 
A&E waiting times 
• Whilst the national standard is being met overall for 

Knowsley registered patients in the year to date (96.3%), 
on a provider basis Aintree University Hospitals NHS 
Foundation Trust (91.44%), St Helens & Knowsley 
(94.66%) and The Royal Liverpool &  Broadgreen 
University Hospitals (94.21%) are not meeting the 
required standard.  

• The CCG continues to engage on performance through 
the System Resilience Group (SRG) and contract 
meetings. 

• The CCG has put in place a range of measures over the 
winter period to improve access to primary care so that 
people are less likely to make unnecessary visits to A&E. 
The CCG is also working closely with Local Authority 
colleagues to facilitate safe and timely discharge from 
hospital – improving flow and releasing capacity. 

 
 
 
 

Cancer waiting times 
• The CCG achieved 6 of the 9 cancer targets and the 

majority of year to date positions continue to improve. 
• Patient choice and clinical complexity are the main 

contributor to the breaches of  the 62 day wait target. 
For example, in November there were 6 breaches out of 
30 - 3 of which were delayed due to clinical complexity, 
2 were patient choice and one was due to service 
capacity. 

• The CCG is working with providers and the CSU to 
ensure that Root Cause Analysis of all 62 day breaches is 
undertaken. 
 

Ambulance response times 
• Performance against the < 8 minute Cat A (75%) 

emergency response target has decreased for North 
West Ambulance Service NHS Trust (NWAS) and now 
stands at 71.6%  on a cumulative basis, CCG 
performance maps to 73.8%.  

• Performance is being affected by high demand and 
longer than normal turnaround times at hospitals having 
a negative effect on capacity 

• The CCG held a multi-agency workshop on 14 Jan 2015 
to examine NWAS performance and system issues 
affecting that performance. The CCG is now co-
ordinating the development and implementation of 
actions intended to reduce NWAS activity and release 
capacity through improved turnaround times. 
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EVERYONE COUNTS 
Section 2 
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Heath Care Acquired Infections 

10 

Health Care Acquired Infections (HCAI) 
• Methicillin-resistant staphylococcus aureus (MRSA) - As at the end of November there have been 5 cases year to date in  Knowsley, 2 were 

community acquire and 3 acute. MRSA is  a ‘zero tolerance’ target and as such, five cases gives cause for concern. 
• Clostridium difficile (C diff) - Performance as at November shows 32 cases against a year to date maximum threshold of 35. The majority of C 

diff cases are community acquired.  Performance  is improving however, with early unvalidated data reporting 44 year to date cases for 
Knowsley CCG  in January against a maximum of 47. 

• Post Infection Reviews  (PIR)  and Root Cause Analysis (RCA) are being undertaken and followed up through the CCGs quality function. The CCG 
is engaged with the Mid Mersey HCAI Collaborative Group  which reports to providers and commissioners on the development, implementation 
and monitoring of all areas of HCAI prevention, screening and management. 

• The Quality and Safety Committee discussed the increase in HCAI numbers at its November meeting. Whilst  the reporting and investigating 
processes are robust, the committee has identified  the need for further analysis into themes and to revisit local  action plans to ensure that 
everything possible is being done to address this.  

Indicator Standard 
Lower 
Thres
hold 

                
YTD Standard 

met? Trend 
Apr May Jun Jul Aug Sep Oct Nov 

Health Care Acquired Infections - Annex A - Supporting Measures       

Healthcare acquired Infection (HCAI) MRSA 0 0 0 0 1 1 2 1 0 5 N  

Healthcare acquired Infection (HCAI) 
Clostridium difficile infections   (Cdiff) 56 Plan 

4 4 5 4 5 5 3 5 35     

Actual 
1 5 5 8 8 5 8 3 43 N  
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Psychological Therapies 

Improving Access to Psychological Therapies (IAPT) 
• IAPT services continue to be a national NHS priority for service delivery with prescribed national targets and close scrutiny from NHSE.  
• The CCG is closely monitoring provider (5BP) performance. The Trust submitted a recovery plan on 10 December 2014, setting out actions to 

improve performance which addresses: waiting times; DNAs (local targets); recovery rate and prevalence rates. (national targets) 
• Highlight reports for the recovery plan are being submitted on a weekly basis  and performance management meetings are taking place monthly 
• Weekly reporting  has begun to demonstrate performance improvement the 3rd quarter of 14/15 
• Cumulative trajectory is presently forecasting an outturn of 7.97% prevalence for the full year at March 15.  This falls  significantly short of the 

target of 15%. However recent guidance details  that IAPT performance will only be monitored nationally on the basis of quarter 4 (Jan – March 
2015) rather than for the full year. This target will be  3.75% at March 15 

• 5BP have given an undertaking to the CCG that the improvement actions detailed in the recovery plan will ensure that the Quarter 4 target will be 
achieved   

11 

Indicator Frequency Standard Lower 
Threshold 

Latest Monthly Performance 
YTD Standard 

met? Trend 
Apr May Jun Jul Aug Sep 

Everyone Counts - Annex A Measures       

IAPT Roll-out Quarterly 

Plan % 3.46% 4.03% 7.5%     
Actual % 1.96% 2.43% 4.4%    

Plan-pts 937 1091 2028     
Actual - pts 530 657 1187     
prevalence 27050 27050 27050     

IAPT Recovery Rate Monthly 50% 45% 42.70% 45% 40.80% 40.40% 37.70% 33.50% 39.50% N  
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Stroke 

Indicator Standard 
Latest Monthly Performance 

YTD Standard 
met? Trend 

Apr May Jun Jul Aug Sep Oct Nov 

 % of stroke patients spending at least 
90%  of their time on a stroke unit 80% 76.9% 50.0% 72.0% 87.5% 76.2% 94.0% 94.1% 80.0% 78.0% N  

 % high risk TIA patients assessed and     
 treated within 24hrs 60% 75.0% 100.0% 100.0% 100.0% n/a 100.0% 100.0% 100.0% 97.0% Y  

• On a CCG basis performance has recovered well following poor performance in Q1. 
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Emergency Admissions 

13 

• Overall, emergency admissions are 
higher at October this year than at 
the same point in the previous year. 

• Further analysis at provider level is 
shown overleaf. 

• Emergency readmissions within 30 
days of being discharged saw a 
decrease in November dropping from 
17% to 14%. 

Indicator Year Year To 
Date Trend Difference Variance 

Composite measure on Emergency 
Admissions  

2014/15 2947  250 9.3% 
2013/14 2697 

Emergency admissions for ACS 
conditions 

2014/15 1223 
 71 6.2% 

2013/14 1152 

Emergency admissions for Asthma, 
Diabetes and Epilepsy <19's 

2014/15 113 
 16 16.5% 

2013/14 97 

Emergency admissions for Acute 
conditions not usually requiring 
hospital admission 

2014/15 1679 
 238 16.5% 

2013/14 1441 

Emergency Admission for children 
with LRTI 

2014/15 51 
 -23 -31.1% 

2013/14 74 

Indicator 
Latest Monthly Performance 

Apr May Jun Jul Aug Sep Oct Nov 

 Emergency Readmissions within 30 days 
318 339 352 367 342 391 427 297 

 As a percentage of all readmissions 17.5% 15.9% 17.0% 16.7% 17.5% 16.8% 17.0% 14.0% 
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Emergency Admissions 

14 

• Provider level data shows that the increases in emergency admissions at Aintree are responsible for the overall increase for 
Knowsley CCG. 

• AUH have altered their systems for recording this type of activity, and this change in counting is thought to account for the 
change. 

• As a result of this, discussions are being held between commissioners and AUH , and are detailed in the finance section of 
this report under acute contracts. 

Apr May Jun Jul Aug Sep Oct Nov YTD Difference 

Composite measure 
on Emergency 

Admissions  

Annual Plan 2907.1 401 393 358 359 331 427 358 320 2947 250 

Baseline - 13/14 323 359 283 353 338 314 355 372 2697   
  Breakdown   
  Whiston - 14/15 228 229 217 198 194 237 203 143 1649 2 
  13/14 205 238 152 222 218 183 217 212 1647   
  Aintree - 14/15 119 114 103 110 99 113 96 123 877 257 
  13/14 64 69 73 78 71 80 91 94 620   
  RLBUH - 14/15 18 22 21 27 16 28 32 24 188 -4 
  13/14 24 25 27 21 25 27 22 21 192   
  Alder Hey  - 14/15 18 14 10 14 10 6 15 12 99 -36 
  13/14 17 21 16 15 8 12 18 28 135   
  Other  - 14/15 18 14 7 10 12 43 12 18 134 31 
    13/14 13 6 15 17 16 12 7 17 103   
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Everyone Counts Outcomes 
• Dementia diagnosis – as part of the 2014/15 planning round for Everyone Counts, the CCG submitted a plan 

for an estimated diagnosis rate of 65.04% for 2014/15 from a last known reported position at 2012/13 of 
60%. The CCG has made good progress with dementia diagnosis, and the latest data via the Health and Social 
Care Information Centre indicates a diagnosis rate of 71.2% as at December which is significantly better than 
the average national performance of 57.6%, and exceeds national aspirations to achieve 67% by April 2015. 

• Friends and Family Test – this is monitored for AUH, STHK, RLBUH and Liverpool Women’s NHS Foundation 
Trust. Year to date performance is on plan for both inpatients and A&E. Within this, STHK and RLBUH both 
reported poorer than expected response rates for A&E in April and May 2014, and whilst performance had 
since recovered and is achieved on a year to date basis. October saw a slight decrease in responses for 
Inpatients but an increase for A&E – see below. 
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FINANCE 
Section 3 
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Finance – Expenditure Summary 
Expenditure 

Annual 
Budget  

£000 

YTD  
Budget      

£000 

 YTD  
Actual           
£000 

YTD 
Variance      

£000 

Trend Since 
Last Report 

Acute 
              

132,536  
            

100,063  
            

100,457  
 

394 
 

Improved 

Community Health 
                 

27.980  
            

20,948 
            

20,955  
 

7 
 

Improved 
Continuing Care & 
Pools 

                 
14,289  

               
10,955  

               
10,549 

 
(406) 

 
Improved 

Mental Health 
                 

24,563  
            

18,379  
            

18,311  
 

(68) 
 

Improved  

Primary Care 
                 

35,532  
            

27,002  
            

27,138 
 

136 
 

Worsened 

Other -Spend 
                 

10,925  
               

7,792  
               

5,861  
 

(1,932) 
 

Improved 

Other-Reserves 
                   

3,147  
                     

-   
                     

-   
 

0   

Programme Budgets 
              

248,974  
          

185,139  
          

183,270  
 

(1,869)   

Running Cost 
                   

3,681  
               

2,563  
               

2,563  
 

0 
 

Worsened 

Total (-ve = surplus) 
 

           
252,655  

          
187,702  

          
185,833 

   
(1,869)   

• The CCG is reporting a surplus of £1.869m at month 9 and 
therefore remains on track to deliver a 1% surplus of £2.51m in 
2014-15.  

• A summary of the Contract Performance position is detailed 
further on in the dashboard, overall the CCG reports a deficit of 
£0.973m on Acute contracts after the deployment of reserves 
which is predominantly offset by a surplus of £0.541m at Alder 
Hey. 

• The previous surplus on running costs (£263k at M8)  has been 
eradicated as staffing vacancies are filled through permanent 
and interim arrangements. The position also incorporates the 
agreed SLA value with CSU for 2014-15.  

• The overspend on the Primary Care budget has increased from 
the £104k overspend at M8 due to a deterioration in the 
Prescribing budget position.  This is due to an anticipated price 
increase in the drugs tariff for generic Category M products. 

• The CCG reports QIPP savings of £7.3.m to month 9 against a 
year to date plan of £7.9m.  This includes efficiency savings 
from demand management schemes of £0.461m against a 
planned £1.521m.  The CCG is working with specialist 
community service providers to ensure the planned reductions 
are achieved. The year to date shortfall in efficiency savings has 
been met from slippage on reserves  and unplanned QIPP 
savings. 

• Based upon the latest forecast information, the CCG remains on 
track to deliver the planned QIPP savings and 1% surplus within 
the overall resource allocation. Material risks to achievement of 
this are highlighted in the Financial Performance and Risk table. 
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Finance – Allocations & Reserves 
Allocations Recurring 

  £000 
Non-Recurrent   

£000 
Total                   
£000 

Recurring Base     240,604           240,604  

Current Year Growth          4,090               4,090  

Other  In-Year            (300)                       4,579             4,279  

Total Programme     244,394                       4,579         248,973  

Running Cost Allowance          3,681               3,681  

Total     248,075                       4,579        252,655  

        
Changes Since Last Report:  ( Previous Total £251,121) 
Non Rec Adjustment:   
1)  £1,330k NHSE – Winter Resilience  
2)  £111k   Mental Health Investment 
3)  £93k  Quality Premium 

Forecast Out-turn Target              
£000 

Forecast £000 Variance 
£000 

Total           2,510                        2,510                    -    

        
Reserves Recurrent              

£000 
Non-Recurrent 

£000 
Total             
£000 

Committed    935     1,011   1,946 

Uncommitted    417       847   1,264 

Total    1,352      1,858   3,210 
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Finance - KPIs 
Finance KPIs RAG RAG TREND 

Underlying recurrent surplus GREEN On target 

Surplus - year to date performance GREEN On target 

Surplus - full year forecast GREEN On target 

QIPP ** - year to date delivery GREEN On target 
 

Running costs GREEN On target 
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Financial Performance & Risk 
Budget Area Commentary 

Risk 
Rating 

Mental Health 
Commissioning 

The majority of mental health contracts are on a fixed price block basis which minimises the risk of financial over-performance.  
Expenditure in respect of psychiatric intensive care and high cost mental health placements continue to be managed within budget.   The 
CCG plans to invest £111k of Strategic Resilience funding in to Mental Health Service in 14-15 to alleviate system wide pressures and 
improve outcomes in Mental Health.  

  G 

Acute 
Commissioning 

The month 9 Acute Commissioning position has been calculated using month 8 activity data plus 1 month’s projection. The latest forecast  
on Acute contracts indicates a full year over-performance of approximately £2m.  This is in addition to over performance previously 
funded of £2.2m.  The majority of this is at STHK (Planned Care) and Aintree (Unplanned Care).  It is anticipated this can be managed 
within the operational budget and reserves . Delivery of QIPP plans and the BCF will be key to ensuring Acute Contract performance 
remains within plan beyond 2014-15.  

  A 

Primary Care 
According to the latest forecast information it is anticipated that the Primary Care budget will be overspent by £126k at  the year end.  
The Prescribing forecast is estimated to be £370k over-spent, caused mainly by a national price increase for Category M drugs. This is 
being alleviated by a forecast under-spend on the Home Oxygen contract of £276k .   

G 

Continuing Care The CCG has benefited from a reduction to the national CHC restitution risk share to the value of £592k which has been factored in to the 
forecast out-turn position at M9. G 

Community Health  
The majority of community service contracts are on a fixed price block basis with the exception of some Any Qualified Provider (AQP) 
activity based contracts.  Based on the latest activity and forecast information, budget and reserves set aside at the start of the financial 
year are expected to be sufficient to manage the projected level of activity.  

   G 

Other Budgets and 
Services Including 
Reserves 

 
The CCG’s original property budget for property was set at £5.5m. It has now been established with NHSE Area Team that this original 
resource allocation included resources to cover the costs of services which they directly commission. The surplus budget of £993k has 
therefore been released to Reserves and is available to cover over-spends  in other programme areas.  
 

  A 

Running Costs 
A balanced position on running costs is reported at Month 9.  This is largely due to the recruitment of staff into previously vacant posts 
which has counteracted  the previous underspend in this Budget Area.  It is anticipated that the full Running Cost budget will now be 
spent and the year-end position will be balanced. 

  G 

Risk Rating Key: GREEN:  Likely Risk  of no over spend or over spend less than 1% against budget & earmarked reserves G 
  AMBER: Likely Risk 1%-2% over spend against budget & earmarked reserves A 
  RED: Likely Risk > 2%  over-spend against budget & earmarked reserves R 
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Finance – Acute Contracts 

Acute Provider 

Current 
Contract 

Value               
£000 

Contract 
Plan YTD                

£000 

Contract 
Actual 

YTD £000 

Performance 
YTD               
£000 

Funded 
From 

Activity 
Reserve

s         
£000 

 YTD 
Financial 
Position              

£000 

St Helens & Knowsley 54,616 40,962 42,927 1,965 1,512 453 

Aintree 29,028 21,696 23,102 1,406 938 468 

Liverpool Womens 6,071 4,413 4,874 461 50 411 
Liverpool Heart & 
Chest 1,648 1,236 1,177 (59) 0 (59) 
Royal Liverpool 
Broadgreen 19,129 14,347 14,500 153 9 144 

Others 5,650 4,478 4,034 (444) 0 (444) 

Total Acute 116,143 87,132 90,614 3,482 2,509 973 

Alder Hey 6,142 4,607 4,066 (541) 0 (541) 

• Acute Contracts report a ytd over-performance of £3.48m to 
month 9 which after the deployment of earmarked reserves 
is reduced to £973k. Urgent Care over-performance at AUH 
and Planned Care at StHK are the most significant cause of 
over-performance on Acute Contracts.  
 

• Urgent Care Pathway change s at AUH are currently subject 
to  contract investigation being led by South Sefton CCG.  It 
is likely the CCG will reach a settlement agreement with the 
provider which will potentially reduce the forecast out-turn 
over-performance  at Aintree by £800k for Knowsley CCG..                                                                                      

 
• In respect of StHK, the main cause of over-performance 

relates to planned care, in particularly outpatient 
attendances and outpatient procedures (OPROC).  The Trust 
remains in a position of “escalated negotiation”, with the 
areas of dispute totalling approximately £745k. 
Commissioners have made a challenge to the Trust in 
respect of a number of coding changes identified during the 
year.  Chief Finance Officers have agreed to conclude 
negotiations using month 9 data as the basis of a year-end 
settlement  once  available. 

 
• At Liverpool Women’s the Maternity Pathway overspend for 

Knowsley patients is £268k.  There is understood to be a 
change in case mix issue with more complex cases being 
charged fro under the new pathway payment mechanism.  
Liverpool CCG has commissioned Capita to perform a review 
to ensure that patients have been correctly coded and 
charged. 
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Finance – Pooled Budgets 
Pooled Budget Budget 

£’000 

Forecast 
Outturn 

£’000 

Variance 
£’000 

Movement 
since 

previous 
month 

Mental Health 2,397 2,397 0 0 

Community Support 6,065 6,198 133 65 

Disability  21,029 19,979 (1,050) (428) 

Total  29,491 28,574 (917) (363) 

Knowsley CCG @ 35% (321) 

Knowsley MBC @ 65% (596) 

• The CCG enters in to Pooled Budgets arrangements with Knowsley 
MBC under a Section 75 agreement for Mental Health, Community 
Support and Disability services which are apportioned on a 35% 
(Knowsley CCG) 65% (Knowsley MBC) basis. The purpose of the 
arrangement is to achieve shared health and wellbeing outcomes  in an 
integrated, cost effective and efficient manner. The Pooled budgets are 
used to fund a range of Nursing, Residential, Domiciliary, Supported 
Living  and Adult CHC packages for Knowsley citizens including carers.   
 

• The table to the left summarises the Financial position of the Pooled 
Budgets to 30th November 2014. 
 

• Pooled  Budgets for Mental Health are forecast to be in line with 
planned budget at this stage in the year.  
 

• Community Support services forecast a minor deficit of £133k due to 
an increase in the number of domiciliary care packages commissioned 
in year.  
 

• The Disability Pool reports the largest variance with a forecast  surplus 
of £1.05m anticipated at year end. When the budget was set an 
additional £1m was added to the baseline in anticipation that growth in 
expenditure over the last two financial years would be replicated in 14-
15. The latest forecast suggests growth in this area  of expenditure has 
been lower than anticipated, resulting in a saving on the Disability Pool. 
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Finance – System Resilience Funding 
Strategic Resilience Group Scheme Provider  North Mersey 

SRG funding £’000  
 StH&K SRG 

funding £’000  
 Overall SRG 

funding £’000 

IAPT - enhanced therapy input 5 Boroughs     25 25 

Additional clinical (medical) capacity 
CMHT & Recovery teams OOH  

5 Boroughs    37                    37 

GP practice Psychiatry liaison 5 Boroughs   37 37 

Additional clinical capacity to support 
inpatient flow (w/ends)  

5 Boroughs    13                   13 

Sub-total Mental Health Allocation  111  111 

7 day community support (Nursing 
and Therapies) & Provision of 
Community based 'step up' care  

5 Boroughs         192             122                314 

Intermediate Care Single Point of 
Access  

5 Boroughs             29                17                   46 

Community Loans & Equipment  5 Boroughs 83 46                129 

Operation Emblem 5 Boroughs 
(Mental Health) 

                 23                   23 

SRG contribute towards Acute trust 
facing schemes 

 Various 39  175                214 

Additional same day Primary Care 
Access  

UC24          250              137                387 

Provision of Community based 'step 
up' care  

Bridgewater             71                 24                   95 

Community based virtual bed 
manager/Fixer & Facilitator)  

CCG              55                 45                100 

NWAS - discharge transport (borugh 
wide inc StHK) 

NWAS             12                 10                   22 

Subtotal Original Winter Resilience 
Allocation 

           731              598           1,329 

TOTAL WINTER RESILIENCE             731              709           1,440 

In order to support system resilience , non-recurrent funding 
has been made available to CCGs during 2014/15 to provide 
additional capacity during winter across the health and social 
care system.   
  
The CCG received a total of £1.44m, of which £111k was 
specifically allocated to the development of Mental Health 
schemes.                                                                                                              
 
Knowsley’s geographical position within Merseyside, along with 
historic patient flows for both elective and non-elective care 
mean the CCG has been a member of both the ‘North Mersey’ 
and ‘St Helens & Knowsley’ System Resilience Groups (SRG). 
 
SRG level plans have been developed and submitted to NHS 
England which detail all schemes funded through utilisation of 
these non-recurrent funds. In order to provide assurance 
regarding implementation and delivery monthly reporting 
systems have also been instigated to monitor schemes and 
planned outcomes. 
  
The table to the left summarises how funding will be spent in 
2014/15 to deliver improved outcomes over the winter period 
analysed by SRG. A number of key performance indicators have 
been developed for each schemes which will be reported upon 
via the routine contract monitoring process. 
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HUMAN RESOURCES 
Section 4 
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Human Resources 
Workforce Overview Sickness Absence - Nov 14 

Please note updated figures for Jan-14, Apr-14, and Jul-14  
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Human Resources 
Mandatory Training – Dec 2014 

• There were 47 (headcount) CCG employees (plus four lay 
members) as at December, a whole time equivalent of 44.2. The 
three vacancies within the Governance Directorate relate to the 
post of Head of Quality & Safety/Lead Nurse, currently covered on 
an interim basis, and two Quality and Safety Manager posts which 
have since been recruited to (starting in January). Within 
Commissioning the post of Head of Contracting is vacant, and  the 
two vacancies within Primary Care  are for a Senior Clinical 
Pharmacist, currently covered on an interim basis, and an 
Administrative Officer.   

• The sickness absence rate for November is 1.11%, which is a 
significant reduction on previous months due to the return of staff 
from long term absences, and is below the national average for the 
NHS. The rate for the year as a whole at 3.2% remains below the 
national average.  

• Reports on mandatory training indicate improvements across most 
areas, but a continued focus on Fire Safety is required to bring this 
up to required levels. There will also be a focus in the final quarter 
on information governance training to ensure that the IG toolkit 
requirements are met. Managers have been issued with reports on 
the completion of training by their line managed staff to ensure 
that this is followed up, and staff reminders are sent out as annual 
certification expires. 

• A revised Personal Development Plan (PDP) procedure has been 
launched to support objective setting and performance 
management. The process of implementing this through all tiers of 
the organisation has commenced. 
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Document 32(02)12 

Report to Knowsley Clinical Commissioning Group Governing Body 
Date of meeting: 5th February 2015 

Report title: Equality and Diversity Performance Update 

Report presented by: Andrew Thomas, Governance Director 

Purpose of the report: To update the Governing Body on key activity and progress 
made against the Knowsley Equality Objectives Plan and to 
seek approval to the refreshed Plan for 2015/16 and the 
refreshed Equality and Diversity Strategy for 2015/17. 

Recommendations: 

Action / Decision required 

 

 

The Governing Body is recommended to:   

•  Note key activity and progress made against the Equality 
Objectives Plan 

• Approve the revised Equality Objectives Plan for 2015/16 
• Approve the updated Equality and Diversity Strategy for 

2015/17 
 

Delegated Powers: 
For decision reports only 

Constitution – Appendix D 11.01 and 6.01 

Justification for Part B agenda  N/A 

 

Commissioning Values Which area(s) does this support?  Please insert  ‘x’ that apply 

1. Patient centred X 

2. Safe  

3. High quality X 

4. Cost effective X 

5. Outcome focused  

6. Closer to home  

7. Affordable  
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GOVERNING BODY 
 

EQUALITY AND DIVERSITY PERFORMANCE UPDATE 
 
 

Executive Summary 
 
The CCG is required to pay due regard to the public sector equality duty as defined by the Equality 
Act 2010. Failure to comply has legal, financial and reputational risks. This report sets out the 
progress made against the CCG’s Equality Objectives Plan to ensure that the CCG continues to 
meet the requirements. 
 
The report seeks approval to an updated Equality Objectives Plan for 2015/16 and a revised 
Equality and Diversity Strategy for 2015 – 2017. These have been refreshed in line with the CCG’s 
commissioning priorities, statutory requirements and recent case law.  
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1. Purpose of the report 
 
1.1 The purpose of the report is to update the Governing Body on key activity and progress made 

against the Knowsley Equality Objectives Plan approved in October 2013 and to seek 
approval to the refreshed plan for 2015/16 and the refreshed Equality and Diversity Strategy 
for 2015/17.   

 
2. Recommendations 
 
2.1 The Governing Body is recommended to: 
 

2.1.1 Note key activity and progress made against the Equality Objective Plan. 
 
2.1.2 Approve the revised Equality Objectives Plan at Appendix A. 
 
2.1.3 Approve the updated Equality and Diversity Strategy at Appendix B. 
 

3. Background 
 
3.1 The CCG is required to pay due regard to the Public Sector Equality Duty (PSED) as defined 

by the Equality Act 2010. Failure to comply has legal, financial and reputational risks. The 
Equality Act 2010 Specific Duties requires organisations to set strategic equality objectives.  
Equality objectives need to be reviewed every 4 years.  

  
4. Evidence and Consultation 
 
4.1 The CCGs 4 year equality objectives approved by the Governing Body in October 2013 are:  
 

4.1.1 To make fair and transparent commissioning decisions; 
4.1.2 To improve access and outcomes for patients and communities who experience 

disadvantage 
4.1.3 To improve the equality performance of our providers through robust procurement and 

monitoring practice 
4.1.4 To empower and engage our workforce 

 
4.2 The key activities and progress on delivering the planned actions are summarised below:  
 

4.2.1 Making fair and transparent commissioning decisions – ensuring the CCG has the right 
skills, processes and governance arrangements in place to meet the PSED, as 
commissioning decisions are made. Key activity over the year has included:   

 
a) Training for the Governing Body. 
b) Comprehensive guidance templates have been developed to embedded into the 

programme management process  
c) High level and detailed equality impact assessment has been completed in relation to 

the review of commissioning policies for procedures of limited clinical effectiveness  
d) Briefing papers have been distributed to the CCG on recent high court decisions 

 
4.2.2 Improving access and outcomes for protected groups specifically those who face 

disadvantage – developing systems that can support the CCG to understand the needs 
of communities and improve access and outcomes. Key activity over the year has 
included:   
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a) Training has been provided for patient representatives and Healthwatch Knowsley to 

support them with their role with the equality delivery system  process and provide 
the CCG with key qualitative intelligence about barriers patients with protected 
characteristics face.  

b) The work of the Black Minority and Ethnic Community Development Service 
(Community and Voluntary Sector) which works across St Helens, Halton and 
Knowsley is currently being aligned to the work of the CCG 

c) The equality work undertaken by the CCG has been aligned to and reflected in the 
learning disability self-assessment process   

 
4.2.3 Improving the equality performance of our providers – under section 106 of the Equality 

Act 2010 CCGs are vicariously liable for the equality performance of their providers.  
Key activity over the year has included:   

 
a) The CCG quality contract schedule has been reviewed and updated to include robust 

equality and quality measures designed to drive up equality performance across 
providers and protect the CCG from legal and financial risks.  

b) New contract requirements have been implemented for the St Helens and Knowsley 
Hospital Trust, 5 Boroughs Partnership Trust and other key providers including Alder 
Hey, Royal Liverpool and Broadgreen, Aintree and Liverpool Women’s hospitals as 
part of the annual contract negotiations.   

c) Improvements to equality performance have been made in relation to ensuring 
internal redesign of trust  services are subject to equality analysis  

 
4.2.4 Workforce and engaging with our staff – ensuring workforce and equality issues are 

compliant and improved. Key activity over the year has included:  
   

a) Review and approved the CCG’s Human Resources policies, ensuring that they are 
fair and transparent 

b) Monitored the effectiveness of the CCG’s human resources policies through receipt 
of annual performance and monitoring information and reporting 

 
4.3 The Equality Objectives Plan and the Equality and Diversity Strategy have been refreshed in 

line with CCGs statutory requirements and commissioning priorities. The CCG is committed to 
improving access and outcomes for protected groups across the borough, who experience 
disadvantage in health and wellbeing services. 

 
5. Proposals 
 
5.1 The refreshed Equality Objectives Plan 2015/16, attached at appendix A, maintains the key 

equality objectives and areas of work approved by the Governing Body. It has been updated to 
reflect national changes, CCG commissioning priorities and recent case law.  

 
5.2 Key additions to the revised plan include, implementing: 
 

5.2.1 The new NHS England ‘Accessible Information Standard’- which is about making sure 
NHS services providers give people information in the best format for their needs.  It 
means all organisations will need to find out if a patient has extra communication needs 
because of a disability or sensory loss, and take steps to meet those needs. 

5.2.2 The new Department of Health, Workforce Race Standard – NHS organisations taking 
‘Positive Action’ to ensure employees from black and ethnic minority (BME) 
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backgrounds have equal access to career opportunities and receive fair treatment in the 
workplace. 

5.2.3 Comprehensive equality analysis against key commissioning priorities and embedding 
this process into the CCGs programme management processes and project initiation 
and approval documentation 

 
5.3 The Equality Objective Plan may require further update to reflect the outcome of the CCGs 

equality delivery system self-assessment in partnership with Healthwatch Knowsley, which will 
be taking place between January and March 2015. 

 
5.4 Following approval of the plan: 
 

5.4.1 The objectives and updated plan will be published on the CCG website where it can be 
accessed by external stakeholders, patients and communities; 

5.4.2 The Equality Objective Plan will replace the action plan contained in the previous 
Equality and Diversity Strategy   

5.4.3 The Governing Body will continue to receive an annual update report and other key 
reports will be presented to the relevant CCG committees. 

 
 
5.5 The revised Equality and Diversity Strategy 2015 – 2017, attached at appendix B, has been 

updated to align with the CCG’s commissioning priorities and the CCG’s equality objectives.  
The action plan appended to the previous strategy was developed to support the CCG’s 
authorisation process and this plan has now been completed and superseded by the Equality 
Objectives plan. 

 
5.6 The updated strategy sets out the equality mechanisms and the roles and responsibilities of 

the CCG officers and decision makers in ensuring statutory duties set out in the Equality Act 
2010 are adhered to. 

  
6. Impact on Services to the Population 
 
6.1 The Equality Objectives Plan aims to improve access and outcomes across patients and 

communities in Knowsley specifically those who face the greatest disadvantages and 
experience the greatest inequality.  

 
6.2 The Knowsley Equality and Diversity policy highlights the mechanisms the CCG will use to 

ensure consideration is given to its PSED, when making commissioning decisions 
 
7. Resource Implications 
 
7.1 Financial 
 

The Equality Objectives Plan can be achieved within existing resources and has no financial 
implications 

 
7.2 Human Resources 
 

Workforce and Human resource issues are subject to the exacting duties of Equality Act 2010 
and the CCG has set a specific objective to ‘Empower and Engage with our workforce’.   
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7.3 Technology 
 

There are no technology implications related to the proposals in this report.  
 

7.4 Physical Assets  
 

There are no physical asset implications related to the proposals in this report. 
 

8. Risk Assessment  
 
8.1 The setting of equality objectives is a specific requirement of the Equality Act 2010. Failure to 

comply with the specific duty has legal, financial and reputational risks. 
 
8.2 The briefing paper highlights legal risks associated with Public Sector Equality Duty and 

making commissioning decisions, which is with the CCG every day. (Appendix 3) 
 
9. Summary 

 
9.1 The report provides an update on progress against the equality objectives plan, seeks 

approval to an updated plan and equality and diversity strategy.   
 

 
 

Managerial Lead – Andrew Thomas, Governance Director 
 
 
 

Signatory details: Andrew Woods, Andrew.Woods@cmcsu.nhs.uk, 0151 285 4644 and Dawn 
Boyer, dawn.boyer@knowsleyccg.nhs.uk, 0151 244 4127  

 

Background Documents: 

None 

Appendices: 

Appendix A – Equality Objectives Plan 2015/16 

Appendix B – Equality and Diversity Strategy 2015/17 
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Appendix A – Equality Objectives Plan 2015/16 

Knowsley CCG Equality 
Objectives 

Key areas of work Lead 
responsible 
officer 

Target dates Public Sector Equality Duty Equality 
Delivery 
System 2  
 To make fair and 

transparent 
commissioning decisions 

1. Embed comprehensive Equality 
Analysis into the CCGs Project and 
Programme Management Process 

2. CSU to facilitate and support Equality 
Analysis Process with Programme 
leads around key transformation 
change 

3. Equality analysis to inform service 
specifications 

4. CSU to continue to build skills and 
knowledge of the CCG team and 
leadership through training, briefings 
and one to one support  

5. Undertake high level Pre Equality 
Analysis of  the CCGs 5 year 
Commissioning Priority Plan   

6. Develop guidance and support on 
embedding Equality Act requirements 
and Fair Consultation principles into 
consultation and engagement activity 

7. For Equality and Diversity measures 
to be embedded into CCG 
procurement processes  

 
 

 
 
 
 
 
 
Governance 
Director  
 
& 
 
Commissioning 
Director  

January  2015 
 
 

December 
2014 – ongoing  
 
 
 
January 2015 
 

 
 March 2015 
 
 
 
June 2015 
 
 
 
January 2015- 
ongoing 

• Eliminate 
Discrimination 

• Advance Equality of 
Opportunity 

• Foster Good 
Community Relations 

Outcomes 
1.1 
1.4 
4.2 
4.3 
 
 

Page 7 of 20



 
 

To improve access and 
outcomes for patients 
and communities who 
experience 
disadvantage 

1. Ensure CCG and key Providers 
undertake EDS 2 and Healthwatch 
Knowsley continue to play key 
assurance role 

2. To implement the Accessible 
Information Standard 

3. CCG, NHS Providers, NHS 
England, key Partners (Local 
Authority), Healthwatch Knowsley 
and Community and Voluntary 
sector to exchange intelligence on 
the needs and experience of public 
and patients with protected 
characteristics to remove barriers 

4. CCG and key partners to develop 
stakeholder analysis across 
protected groups  when rolling out 
its Commissioning priorities 

5. CCG Equality agenda is aligned to 
the learning Disability self-
assessment  

 

 
 
 
 
 
 
Governance 
Director  

March 2015 
 
 
March  
 2016 
 
 
January 2014 
– ongoing  
 
 
 
 
 
December 
2014- ongoing 

• Eliminate 
Discrimination 

• Advance Equality of 
Opportunity 

• Foster Good 
Community Relations 

Outcomes 
1.1,  
1.4  
2.1 
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To improve the equality 
performance of NHS 
providers  

 
1. Continue to work closely with NHS 

providers Equality leads through 
the NHS Equality leads provider 
forum to improve access and 
outcomes for protected groups  

2. Continue to monitor NHS equality 
performance and raise standards 
through the Quality Contract 
Schedule  

3. Ensure the accessible information 
standard is embedded in to NHS 
provider contracts  

4. Ensure that Provider internal 
redesign programme’s and Cost 
Improvement programme’s 
consider their Public Sector 
Equality Duty  

5. Ensure that provider Equality 
objective Plans address actions 
identified through the Learning 
Disability Self -Assessment  

 
 
 
Governance 
Director 

 
December 
2014 – 
ongoing  

 
• Eliminate 

Discrimination 
• Advance Equality of 

Opportunity  

 
Outcomes  
1.1 
2.1 

To empower and 
engage our workforce 

1. Embed and implement the 
Workforce Race Standard 

2. Human resource committee 
with support from the 
Commissioning Support ,to 
continue to monitor the 
effectiveness of policies and 
their adherence to the 
requirements of the Equality 
Act 2010   

 
 
 
 
Accountable 
Officer 

April 2015 
onwards 
 
ongoing 
 
 
 

• Eliminate 
Discrimination 
harassment and 
victimisation 

• Advance Equality 
of Opportunity 

• Foster Good 
Community 
Relations 

Outcome 3.1 
3.2 
3.3 
3.4 
3.5 
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EQUALITY AND DIVERSITY STRATEGY 
 

2015 - 2017 
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Foreword by Lay Member – Patient & Public Involvement 
 

This is the Equality and Diversity Strategy for Knowsley Clinical Commissioning 
Group (CCG) and covers the period of 2015 to 2017. This strategy sets out how the 
CCG will ensure it strives to meet its statutory duties set out in the Equality Act 2010.  

There is clear evidence that people’s health, their access to health services and 
experiences of health services are affected by their age, gender, race, sex, sexual 
orientation, religion/belief, gender identity, marital/civil partnership status and 
pregnancy/maternity status. Knowsley CCG understands the benefits of 
commissioning services that meet the needs of its communities to improve access 
and outcomes for patients, and work to anticipate and prevent discrimination 
experienced by people protected by the Equality Act 2010. Developing services in 
this way will support the commissioning of effective and efficient services in 
Knowsley. 

 
 
 
 
 
 
 
Ruth Austen – Vincent 
Lay Member – Patient and Public Involvement 
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1. Introduction 

1.1 NHS Knowsley Clinical Commissioning Group (CCG) is a membership 
organisation comprising the 33 GP Practices in the Knowsley borough. The CCG is 
responsible for the commissioning of healthcare services for Knowsley, working with 
local health care providers, the local authority and other partners to ensure that 
services meet the needs of all our patients. 

1.2 The CCG will work to successfully engage with and involve the patients and 
public in its work so that the local population can shape the commissioning agenda 
and in particular the services that are commissioned. We will continue to work in 
close partnership with Healthwatch Knowsley and want all members of our local 
population to feel heard, listened to and cared for and we aim to develop a model for 
patient and public involvement that will strengthen and add value to the existing 
engagement networks and ensure inclusivity of all people with a particular focus on 
people protected by the Equality Act 2010.  

1.3 This strategy sets out how we will achieve this and ensure that we meet our 
statutory duties set out in the Equality Act 2010 

2. Legal and Regulatory Requirements 

2.1 Equality Act 

2.1.1  We will work within the Equality Act 2010 in order to ensure that we 
commission services that pay due regard to our public sector equality duty 
to: 

a) eliminate discrimination, harassment and victimisation 

b)  advance opportunities 

c) foster good relations between different people  

2.1.2  The Equality Act applies to all people with a focus on the following 
protected characteristics: age, gender, race, sex, sexual orientation, 
religion/belief, transgender, marital status/civil partnership and 
pregnancy/maternity. 

2.1.3  Knowsley CCG has set Equality Objectives and published equality data to 
meet the specific duties of the Equality Act 2010, in October 2013.   In 
order to support the delivery against these Objectives, we will use and 
continue to develop mechanisms that help us identify where barriers for 
patients exist and remove them. 

2.1.4  This strategy will support other legal and regulatory requirements such as: 

a) The Human Rights Act 1998 

b) The NHS Constitution 
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c) Assurance to NHS England   

3. Knowsley Demographics in an Equality Context  

3.1 Black Minority Ethnic (BME)  

Knowsley has a BME population of approximately 3%. BME communities experience 
access issues due to barriers such as language and cultural issues. Another 
significant barrier is a lower level of awareness of early warning signs for cancer 
among this group. BME communities are over represented in the mental health 
system. We will work to address the barriers identified and continue to commission 
services that engage with these communities. 

 
3.2 Older citizens  

It is important that services are commissioned and procured to meet the complex 
needs of older citizens, to consider the relationship with disability and to support 
them to live in their own homes for longer. While the population of Knowsley is 
expected to increase by only 1.7% by 2019, the number of residents aged over 50 is 
expected to increase by 15.1% for the same period. 

 
3.3 Disability, Long Term Conditions and Mental Health  

The Department of Work and Pensions estimates that 9 million people in the UK are 
disabled and have difficulty carrying out day to day activities. As Knowsley has an 
ageing community this issue is compounded and requires significant consideration. 
Under the Equality Act 2010 disability protects those with long term conditions 
including cancer, CVD and dementia. It is essential that we also make services 
accessible and take account of the needs of people with learning disabilities and 
mental health issues. 

3.4 Children and Young People  

Advancing the health needs of children and young people requires tailoring services 
to meet the needs of boys and girls of different age groups. This is particularly 
relevant to services such as teenage pregnancy, sexual health, alcohol, smoking 
cessation and other key priorities such as child poverty and emotional wellbeing of 
children.  

 
3.5 Gender  

Men and women display different behaviours in relation to accessing services. Life 
expectancy varies between men and women and they experience different illness 
and conditions, so appropriate and targeted services are essential. For example, it is 
important that women receive appropriate and targeted gynaecological services and 
it is a key priority that men access appropriate prevention services to reduce 
unhealthy lifestyle behaviours.  

 
3.6 Gender Identity / Transgender 
 
Knowsley CCG will work to ensure the needs of people working towards or going 
through gender reassignment are met in health and other support services they will 
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access. The CCG recognise the pivotal role health services play in the lives of 
people going through gender transition and will work to ensure health services are 
responsive and sensitive to the needs of people going through gender transition. 

 
3.7 Lesbian, Gay, and Bisexual  

Knowsley CCG will work to ensure health services are welcoming and supportive to 
lesbian, gay and bisexual people. The CCG will work to ensure sexual orientation is 
an area openly addressed and discussed in health services as required. The CCG 
will work to ensure the needs of lesbian, gay and bisexual people are addressed 
across all services with a particular focus on older people’s services and in 
recognition of the disproportionate number of this community experiencing issues in 
mental health services.  

3.8 Religion/Belief  

Religion and belief is extremely important to many patients in all aspects of their 
lives. Particular consideration of religion and beliefs needs to be made when 
commissioning end of life services.  

4. Equality and Diversity Priorities  

4.1 Overview 
 

The equality agenda will support us as a CCG to deliver quality services, improve 
patient experience and mitigate risk. Understanding the needs and barriers that 
exist makes good business sense, is value for money and ensures patients 
access appropriate services. Our priorities for the period covered by the strategy 
are set out below. 

 

4.2 Assurances to NHS England  
 

Throughout 2015 to 2017 we will continue to provide assurances to NHS England 
on how we are progressing the equality and diversity agenda .  

 
4.3 Leadership and Governance 
 

The CCG will have ‘proper constitutional and governance arrangements, with the 
capacity to deliver on all their duties and responsibilities’.  We will work closely 
with our Commissioning Support Service to ensure that we understand our 
responsibilities under the Equality Act 2010, when we make commissioning 
decisions, monitor our providers and engage with our workforce.  

 
4.4 Commissioning & Procurement  
 

We are responsible for intelligently commissioning health services in Knowsley on 
behalf of Knowsley residents. We are responsible for managing budgets and 
buying services from NHS Trusts, Foundation Trusts, private companies and the 
voluntary and third sector, who then deliver these services directly to the 
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community and patients. We will ensure, through the mechanisms discussed 
below, that these contracts are not only good value for money, but that 
commissioned services remove barriers to access and improve outcomes for all 
patients. Equality and diversity aims and Equality Objectives including delivery of 
services that improve patient experience and improving the health and wellbeing 
of the local community are integral to the CCG Vision, Strategy and 
commissioning plans. 
 

4.5 Employment, Workforce and Training  
 

4.5.1  In addition to service delivery is it vital that our CCG and our healthcare 
providers have excellent employment practice and we will monitor this 
through our Human resources Equality and Diversity Policy  

4.5.2  We know that an organisation that values the different backgrounds of its 
employees attracts the most talented people and has higher levels of 
productivity. We are committed to achieving these outcomes.  

4.5.3  We will adhere and work towards our new requirements as set out by NHS 
England’s workforce Race Standard in April 2015 

 
4.6 Partnership Working 
 

We will work with a range of organisations and agencies to further our 
commitments to equality and diversity. In working with partners we will strive to 
make equality and diversity central to what we do. In our work with other 
agencies, including Healthwatch Knowsley, we will look at the experiences of the 
many different communities we serve to improve health outcomes.  

 
 
5. Equality and Diversity Mechanisms 
 
5.1 The mechanisms we have in place, set out below, will ensure our equality goals 
and requirements are: 

 
5.1.1   Outcome focussed  

5.1.5   Designed to minimise risk 

5.1.7   Transparent, open and honest 

5.1.8  Patient centred and put communities at the heart of what we do 
 

5.2 Equality Objectives  
 

Strategic Equality Objectives have been approved in October 2013 to reflect the 
equality needs of the borough and our statutory requirements.  These objectives will 
support us to remove disadvantages and advance equality of opportunity.  The 
Equality Objective plan has been updated to cover 2015 to 2016 
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5.3 Equality Analysis 
 
An equality analysis is a process whereby Knowsley CCG will assess risk of 
discrimination, commission and procure services that meet the needs of patients 
through the analysis of consultation, engagement and other evidence, so   
specifications better reflect the needs of patients with protected characteristics and 
mitigate legal risk. Equality analysis is an essential way of meeting our Public Sector 
Equality Duty.   We will embed equality analysis processes within our programme 
management processes and Project Approval/Initiation Documentation. 

5.4 Consultation and Engagement 
 

We will consult and engage with the communities we serve, including those 
protected by law, and our providers, to develop and put in place strategies, policies 
and services that meet the health and wellbeing needs of our diverse community. 
The Communication and Engagement Strategy will support the delivery of our 
Equality Objectives. 
 
5.5 Equality Delivery Systems 2(EDS) 
 
The EDS 2 is designed to support NHS commissioners and providers to deliver 
better outcomes for patients and communities and better working environments for 
staff, which are personal, fair and diverse. We will continue to set stretch targets and 
work closely with Healthwatch Knowsley to identify gaps, make recommendations 
and improve outcomes wherever possible.  We will undertake our EDS 2 process in 
April 2015 and again in April 2016 
 
5.6 Training  
 
Knowsley CCG will ensure all staff and governing body members undertake equality 
and diversity training at a level pertinent to supporting them to carry out their role 
effectively. The CCG will ensure that it has the support of people with the right skills, 
competencies and capacity to ensure that the CCG can carry out all their corporate 
and commissioning responsibilities, including the roles and responsibilities of our 
Governing Body. 

6. Roles and Responsibilities 
 

6.1 The Governance Director will be the designated lead for equality and diversity. 
However equality and diversity and reducing inequalities is everyone’s responsibility 
and the CCG governing body, membership, and staff have key roles in promoting 
equality and ensuring that the CCG meets its statutory duties. Specific roles and 
responsibilities for communication and engagement are set out below. 
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6.2 Governing Body 
 

6.2.1  Develop a culture that promotes equality, respects diversity and ensures 
that the needs of all sections of the community are taken into account in 
commissioning services;  

6.2.2  Develop a culture that ensures the CCG truly engages and involves 
patients from all sections of the community;  

6.2.3  Approve the CCG Equality and Diversity Strategy and Objectives; 
6.2.4  Participate in development activity to ensure all members are informed and 

involved; 
6.2.5  Ensure decisions are informed by equality analysis and assessment of 

impact; 
6.2.6 Review progress against the Equality Delivery System and the equality 

objectives quarterly. 
6.2.8  In addition to their governing body role above: 

 
a)  Accountable Officer will: 

i. Take a lead role in setting and developing the culture of the 
organisation; 

ii. Be accountable for delivering the Equality and Diversity Strategy 
and Objectives; 

iii. Lead wider organisational development in the context of equality 
and diversity. 

b)  Lay Member – Public and Patient Involvement will ensure that: 

i. Equality and diversity is championed throughout the organisation 
and embedded into policy development and decision making   

ii. The CCG has appropriate arrangements in place to secure public 
and patient involvement with all sections of the community 
including hard to reach groups.  

 
6.3 Human Resources and Remuneration Committee 

6.3.1  Approve and keep under review the CCG’s human resources policies, 
ensuring that they are fair and transparent; 

6.3.2  Monitor the effectiveness of the CCG’s human resources policies through 
receipt of annual performance and monitoring information 

 
 
6.4 Clinical Quality and Safety Committee 

 
6.4.1  Ensure lessons are learnt from patient experience intelligence and serious 

untoward incidents, including those relating to protected groups; 
6.4.2  Receive and act upon findings of Patient Experience reports undertaken 

locally, regionally or nationally;  
6.4.3  Provide assurance of compliance with NHS constitution in all areas of 

commissioning and assurance of compliance by all providers. 
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6.5  Governance Director  

6.5.1  Arrange the preparation of the Equality and Diversity Strategy for review 
and approval by the Governing Body, ensuring that it reflects the CCG’s 
values, priorities, and governance arrangements and is consistent with and 
supported by other strategies, plans and policies; 

6.5.2  Lead the preparation and regular updating of the Communication and 
Engagement plan; 

6.5.3  Approve the arrangements for stakeholder engagement events, ensuring 
that people of protected characteristics are engaged effectively; 

6.5.4  Monitor and report on patient experience, complaints, concerns and other 
feedback; 

6.5.5  Ensure that equality and diversity training needs are identified and reflected 
in the Organisational Development plan;  

6.5.6  Ensure that the CCG’s requirements in respect of equality and diversity 
from its Commissioning Support provider are clearly specified, 
communicated and agreed; 

6.5.7  Contract manages the delivery of required Commissioning Support 
Services; 

6.5.8  Other responsibilities of staff as set out below. 
 
6.6 Director of Commissioning 
 

6.6.1  Ensure the involvement of patients, carers and the local community in the 
development of commissioning priorities and proposals; 

6.6.2  Ensure that the commissioning process includes equality analysis and 
assessment of impact are addressed in service specifications  

6.6.3  Ensure that service contracts include quality standards for equality and 
diversity and that these are monitored and reported; 

6.6.4  Other responsibilities of staff as set out below. 
 
6.7 All CCG Members and Staff 

 

6.7.1  Demonstrate a commitment to equality and diversity; 
6.7.2  Undertake mandatory equality and diversity training and additional training 

specific to the requirements of their role; 
6.7.3  Record any serious untoward incidents relating to the equality standards. 

 
 
 
6.8 Commissioning Support  

 
6.8.1  Support the CCG to ensure compliance with Equality Act 2010 and Public 

Sector Equality Duties, through professional advice, training and support; 
6.8.2  Prepare the Equality and Diversity Strategy for review and approval by the 

Governing Body; 
6.8.3  Develop and refresh organisation Equality Objectives 
6.8.4  Facilitate, support and co-ordinate the CCG Equality Delivery System 

(EDS) submission and assessment;  
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6.8.5  Ensure equality information is published in line with specific duty in public 
domain and monitor compliance of NHS providers; 

6.8.6  Develop quality indicators for providers and advise on contract standards 
and specific requirements in relation to Equality and Diversity and monitor 
compliance through contracts; ; 

6.8.7  Provide professional, responsive and timely services in accordance with the 
standards set out in the service specification 

7. Monitoring and Review 
 
7.1  The Equality and Diversity Strategy will be monitored by the CCG 
management team, and updates will be provided to the governing body.  
7.2  We will monitor the effect of this strategy and publish the results and take 
action when necessary 
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Document 32(02)13 
QUALITY & SAFETY COMMITTEE 

KEY ISSUES 

 

FRIDAY 5TH DECEMBER 2014 MEETING 

End of Life Care – Care and Communication Record. 
Dr Barry presented the newly developed Care and Communication Record to assist clinicians in 
meeting their responsibilities and help give patients and families a voice in planning their care 
and treatment at the end of their lives. This document puts the patient at the centre; focuses on 
their wishes and encourages a shared approach to care from all those involved. The Committee 
was fully supportive of the initiative. 
Primary Care – Medicines Management Work Plan. 
It was agreed that a delegated sub-group of the quality & safety committee be set up to take 
forward the work of assuring the committee that medicines management work plan is robust, and 
also providing assurance to the Finance & Performance Committee that the financial risk is 
properly addressed. 
Mental Health Services. 
Staff sickness levels at Five Boroughs and Mersey Care and performance against First Episode 
Psychosis are areas of concern. The CQPGs are monitoring these issues. 
Safety-Lessons Learnt. 
A recent event focused on perspectives of families of victims of mental health homicides. 
A key theme was the challenge to providers and commissioners that the families of victims are 
generally poorly served by the processes in place within the NHS. Additionally there is a strong 
sense that lessons are not being learnt and shared. 
Acute Services. 
Work with Aintree on understanding mortality data is underway through the Aintree Collaborative 
Commissioning Forum. 
The Committee requested further assurance on the number of consultant to consultant referrals  
and the outcomes to patients. 
Safeguarding Adults & Children 
Two Care homes have in place a suspension on new placements are under multi-agency 
management review process led by Knowsley Local Authority. An independent review of Child 
Sexual Exploitation arrangements in Knowsley has been commissioned by the KSCB whose 
recommendations will be implemented through the KSCB. 
HCAI 
A sub–group of the Committee has been agreed to ensure actions are implemented to address 
HCAI across the Borough. 
Emergency Planning Response and Resilience Assurance. 
A report of the submission to NHS England by the Governing Body was received which includes 
a statement of compliance with the standards and developmental actions which will be taken 
forward. The CCG remains compliant with the statutory requirements. 
 

Page 1 of 24



- 1 -  

 
 
 

Clinical Quality & Safety Committee 
Notes of Meeting: Friday 7th November 2014 1.30pm 

Nutgrove Villa, Boardroom 
 

  Present Apology 
MEMBERS 

Dr Robin Macmillan       Chair of the Committee - Secondary Care Doctor               
Dilys Quinlan       Lay Member, Quality & Safety                                                              
Ruth Austen-Vincent      Lay Member, Patient and Public Involvement                     
Dr Paul Conway             Clinical Lead for Quality & Safety                                        
Ann Dunne                     Designated Nurse Safeguarding Children   
Dianne Johnson             Accountable Officer, Knowsley CCG                                                    
Sarah McNulty               Public Health Consultant, Knowsley MBC                           
Helen Smith                   Head of Safeguarding for Adults                                          
Dr David Stokoe             Clinical Lead for Primary Care Quality                                                  
Debra Lawson                Head of Commissioning, KMBC                                                            
Jan Snoddon                  Interim Head of Quality & Safety/Lead Nurse                      

IN ATTENDANCE 
Jane Calveley Healthwatch Knowsley                                                                          
Paul Mavers Healthwatch Knowsley                                                                          
Philip Thomas Commissioning Director                                                       
Andrew Thomas Governance Director                                                            
Jo O’Brien Head of Primary Care                                                          
Paul Coogan Healthwatch Knowsley                                                                          
Alistair Macfarlane Programme Manager, Knowsley CCG                                 
Alison Van Dessel Programme Manager, Knowsley CCG                                 
Angela Watson Programme Office Manager   
Ann Shone Note Taker   

 
 

  

1 WELCOME & INTRODUCTIONS & APOLOGIES FOR ABSENCE Action: 
  

Dr Macmillan welcomed all those present to the meeting. 
 
Apologies for absence were received from Dianne Johnson, 
Dilys Quinlan, Jane Calveley, Debra Lawson, Dr Stokoe and Dr 
Ayegba. 
 
Philip Thomas is deputising for Dianne Johnson in her absence 
 

 
 

2 DECLARATIONS OF INTEREST  
  

None declared. 
 

 

3 MINUTES AND MATTERS ARISING  
  

The minutes of the last meeting dated 3 October 2014 were accepted as 
an accurate record. 
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4 MATTERS ARISING AND REVIEW OF ACTION LOG   
  

MATTERS ARISING 
 
Action Log, 3 October 2014, Item 1 – Diabetes Service 
 
Action:      Ruth   Austen-Vincent   to   find   out   from   the   Patient 
Experience Group and Patient Forum if we are meeting the needs of 
people with learning disabilities within the diabetes service. 
 
Ruth stated that the action had not been captured correctly and that it 
related instead to ensuring the Provider was aware of its responsibilities 
and that it did so. Ruth stated she had researched and found many Easy 
Read versions available online, therefore it should be a simple matter to 
make such adjustments. 
 
Alison Van Dessel stated that the service needs to explain the services it 
offers in addition to having Easy Read documents available, and that the 
wording in the incentive scheme had been changed to reflect this. 
 
Alistair MacFarlane clarified that it is the Providers responsibility to 
ensure  that  the  services  are  accessible  and  that  we  must  be 
assured that it is. This has been made clear to the Provider through the 
contract management group and this will be monitored. 
 
 Action:  Alistair to share progress. 
 
Action:  Alison Van Dessel to attend educational session and 
feedback. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AM 
 

AVD 

5 PATIENT STORY – COMMUNITY SERVICES  
  

Paul Coogan, on behalf of Jane Calveley, shared with the committee two 
stories which show two very different experiences of using the 
community services. 
 
Experience One - Podiatry 
 
I have been treated for a fungal nail infection with tablets, from my GP 
for about 12 months. At the beginning of July my GP referred me for  a  
podiatry  appointment. Having heard  nothing,  I  rang  the 
department and was told as I was not diabetic I would not be sent out an 
appointment until the end of October. The lady I spoke to said I could 
ring them periodically to see if there was a cancellation. (There was 
none this week or next). Apparently, if they have a cancellation, it is 
not feasible for them to contact the next person on the list. In other 
words, that appointment slot would be wasted. I asked why there was 
such a long waiting time for appointments and she said they get over 
200 referrals a week.  I said that although my problem was in no way an 
emergency, I did have flare ups of the skin around the nail which makes 
walking painful at times, and I was hoping the nail could be removed as 
lotions and tablets over a long period had not worked.   
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She then said that even if it was decided to remove the toe nail that it 
would not be done at Nutgrove Villa, I would have to go to a clinic in 
Whiston for an assessment then have another appointment to have 
the nail removed under a local anaesthetic, also at Whiston.  She 
said I probably wouldn't get any treatment until around Christmas. 

 
Why is this service so understaffed? Surely, if things are so behind, 
more people need to be employed in this field? 

 
Dr  Conway  commented  that  an  administrative  member  of  staff 
should not describe a clinical pathway to patients.   He also noted 
that telling patients ‘there are people worse off than you’ is an 
inappropriate message. 

 
Philip Thomas added that some patients wait 12-18 weeks for an 
appointment and this is entirely appropriate according to NICE 
guidance.  In  some  cases,  it  is  about  managing  patients 
expectations. 

 
Paul Mavers thought that it is unreasonable to ask patients to call 
back on a regular basis to access the service. 

 
Ruth added that we need to understand why diabetic patients are 
prioritised and not clinical need. 

 
Dr Macmillan requested that the Podiatry Service/5BPFT is 
approached and enquiries made. 

 
Action: Philip to make enquiries of Podiatry Service/ 5BPFT PT 
and feedback. 

 
Experience Two – Community Services 

 
For the last 10 days I have had an infected sore in the middle of my 
back, where I cannot reach or see.   My GP prescribed some 
dressings and my husband put these in place for me. Unfortunately 
he has spent the last week in Whiston hospital; this left me without a 
helper. My GP said that the place for assistance was our Walk-in 
Centre in Roseheath Drive Halewood, and when I presented myself 
on Thursday, Friday, Saturday and they did the necessary and I was 
fine, then I drove there on Sunday only to be told by the two 
receptionists that dressings were only done with an appointment. I 
stated I had been treated for the last three days but their answer 
'you will not be treated today, we shall not book you in' I was furious. 
I may add it was 10.08 a.m. and there was no-one in the waiting 
room or treatment rooms.  This is not the service to be given to 
patients,  none  of  which  go  to  any  treatment  facility  without  a 
problem. 

 
Is  this one reason patients  go  straight  to  A&E?      Many  people 
would not use a Walk-in Centre again, not me I have spent too much 
energy trying to improve our health service, through CCG, 
Healthwatch, Health Forums, Hospital Committees’ and also 5BPFT, 
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 I was on an interview panel some months ago, work and time I give 
willingly. 

 
Alistair said that the treatment room service does not operate on a 
Sunday however there are nurses present who can undertake such 
procedures. 

 
Dr Macmillan suggested that the Walk-in Centre at Halewood is 
contacted for a response.  Alistair MacFarlane confirmed it had been 
submitted to 5BP as a formal complaint. 

 
Action:  Dr Conway and Alistair MacFarlane to liaise to ensure 
this complaint is addressed. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PC/AM 

6 CHC UPDATE  
  

Philip introduced the CHC update and said we continue to work with 
5BPFT around on-going concerns. The CCG has had a contract 
query in place with 5BPFT for Continuing Health Care (CHC) and 
Funded Nursing Care (FNC) for over 12 months. Whilst performance 
has improved it is insufficient to enable closure of the contract query. 

 
Jan  Snoddon  asked  about  the  review  process  and  how  many 
patients  are  being  reviewed  and  how  many  are  coming  back 
because the reviews are insufficient.  Jan said she was not clear 
whether the issue is capacity or capability. 

 
Philip explained the contract review is about delays and that is a 
capacity  issue.    He  noted  that  the  Quality  Assurance  process 
ensures the information provided is fit for purpose. 

 
Philip said that the CCG has statutory responsibilities in relation to 
CHC/FNC in which we are at risk of failing.  He added that issues 
with CHC/FNC also affect the whole system by delaying hospital 
discharge. 

 
Philip explained the current process and said it could be simplified 
by  a  single   provider   model.   Cheshire   and   Merseyside   CSU 
(CMCSU) were asked to provide a specification that the CCG could 
consider. The CCG has received CMCSU’s specification and is 
currently reviewing it to ensure it addresses the issues and concerns 
raised and that it delivers the CCG’s vision and commissioning 
intentions it has committed to the population of Knowsley. 

 
Ruth asked if we had consulted on the service change.  Jan replied 
that it is not a service change, just the model. 

 

7 IAPT  
  

Concerns have been raised by the Governing Body and discussed 
at Quality & Safety Committee regarding the length of time patients 
have been waiting to be seen and the general performance of the 
IAPT service. 
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Dr Ayegba, Clinical Lead for Mental Health, Debra Lawson, 
Managerial Lead and Ruth Austen-Vincent, Lay Member for Patient 
and Public Involvement were tasked with analysing the issues with 
performance, agreeing actions for improvement and reporting back 
to the Governing Body in December 2014. 

 
The key issues with performance are; unacceptable waiting times; 
patients should wait no longer than 28 days to access therapy. In 
some cases patients have waited/are waiting more than 38 weeks; 
DNA and cancellation rate which equates to approximately 24% lost 
appointments; recovery rates at present are less than the mandated 
50%; lack of clarity in the information reported including uncertainty 
regarding prevalence rates. Philip has met with 5BPFT to discuss 
data issues. 

 
Furthermore, the service is not achieving the nationally mandated 
targets or providing the level of service that should be in place for 
the people of Knowsley to assist them in remaining as well as 
possible. 

 
The service has been asked to undertake a review of staffing and 
skill mix to improve effectiveness of service delivery. Initially they 
have moved from practitioners working on a locality, rather than 
borough wide basis. This has improved efficiency of service delivery 
resulting in an increase in appointments available. 

 
Dr Conway asked about staffing levels and sickness rate. 

 
Action:  Philip to ascertain staffing and sickness levels within PT 
the IAPT service and feedback. 

 
Philip continued that the service has presented a business case to 
the wider Trust for a change of IT system from PARIS to 
SOCRATES. The service feels that they will be able to provide 
clearer information with greater assurance through the use of 
SOCRATES as it is a bespoke system. The decision of the Trust 
should be known by the end of October 2014. The service has 
stated that they can move to SOCRATES by December 2014 if 
approval is confirmed in the expected time frame. 

 
Philip commented on the performance peaks and troughs and 
queried if performance in other boroughs dipped when it improved in 
Knowsley. 

 
Philip continued that the service has proposed a new model of 
working, with patients contacting the service directly from initial GP 
referral rather than awaiting contact from the service. 

 
Ruth referred to a document called ‘We Still Need to Talk’ by MIND, 
and commented that a change in data system will not report on 
outcomes. Ruth continued that MIND are very focussed on the 
people who will need these services and that is how they achieve 
positive outcomes. 
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Paul Mavers commented that the model is key and asked if it is 
appropriate for patients to be contacting the service directly instead 
of waiting for the service to contact them.  Vulnerable patients may 
not do this. 

 
Dr Ayegba, Debra Lawson and Ruth Austen-Vincent have also 
agreed an approach to accessing up-to-date patient experience in 
order to hold the service to account and assure any reported 
improvements. Healthwatch are working closely with the CCG to 
support this work 

 
Philip said there were a number of points to be fed into the meeting 
next week and will be reported to Governing Body. Dr Macmillan 
requested that the same paper comes to this committee as well. 

 
ACTION: Dr Ayegba to bring the Governing Body report to a PA 
future Quality and Safety Committee. 

 
ACTION: Philip to ensure Ruth is invited to the meeting on 10th PT 
November 2014. 

 
8 5 BOROUGHS PARTNERSHIP NHS FOUNDATION TRUST 

(COMMUNITY) 
 

Philip introduced the report and said the purpose of the report is to 
provide the committee with details of the quality issues affecting 
community services delivered by 5BP and to provide an update on 
the actions taken by CCG to ensure appropriate improvements in 
quality are achieved by the Trust. 

 
At its September 2014 meeting, the Quality and Safety Committee 
reviewed the quality schedule and data set relating to community 
nursing.  The Committee was advised that much of the data was not 
routinely captured by 5BPFT and therefore was not available. 
However, on review of the schedule and data set, the Interim Head 
of Quality & Safety/Lead Nurse noted there was a lot of duplication, 
that there was some unnecessary data being collected and that the 
information was unlikely to provide a good understanding of the 
quality of the service. 

 
It was therefore agreed that this schedule be reviewed by the Interim 
Head of Quality & Safety/Lead Nurse.  A revised schedule has been 
proposed to the Trust and their response is awaited. 

 
In relation to podiatry, Philip highlighted that patients are reporting 
concerns regarding delays in receiving treatment and this has been 
noted at recent Governing Body and Quality and Safety Committee 
meetings and the Annual General Meeting. 

 
A  recent  report  provided  by  Healthwatch  indicates  that,  whilst 
patients are generally satisfied with the service they receive, they 
are concerned about how long they have to wait to receive that 
service.  The report does not however state whether these waits are 
clinically  appropriate  or   whether   expectations  have  not   been 
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properly managed. 
 
However, following concerns being raised by the CCG, the Trust 
undertook a snapshot audit of waiting times for diabetic foot check. 
At November’s Finance and Information Group, the Trust reported 
that 93% of annual foot checks were undertaken on time with the 
remainder being subject to minor delays.  The Trust has been asked 
to provide appropriate information on this audit. 

 
The Trust has also advised that its Standard Operating Procedure 
for the service follows NICE guidelines for determining timeframes 
for follow-up appointments.  The Trust has been asked to provide a 
copy of this procedure and details of how it assures itself that this 
procedure is being followed. 

 
Furthermore, following the commencement of the phased roll-out of 
the Trust’s new clinical system, RIO, the service will be able to 
provide improved data, which will enable better monitoring of patient 
waiting time. 

 
Whilst there is an overall increase in activity against last year, this is 
less than 5%. Nonetheless, there may be pressures on the service 
resulting in delays in follow-up appointments. 

 
Philip said a review of AQP activity indicates a significant proportion 
of AQP activity is category C and the CCG’s clinical lead for planned 
care has suggested that a proportion of this should be captured 
within the block or relates to patients who do not require podiatry. 
Also, AQP for podiatry is currently costed on the basis of an 
assessment and specific number of follow-up appointments. 
However, a significant proportion of AQP patients require no 
treatment following assessment.  An assessment tariff to improve 
efficiency and value for money will help with the funding available. 
Philip added that the AQP window opens every 6 months when we 
can review the specification. 

 
Philip referred all to the appendix and it was noted that there was 
limited data available. Dr Macmillan asked are we as a CCG alone in 
having problems and difficulties in terms of having access to data to 
make judgement. 

 
Andy said that Community Services nationally do not have as well 
developed data or process around data in comparison to the Acute 
sector.  He highlighted that this is a risk to ensuring quality, finance 
and activity as we continue to move services closer to home. 

 
Alistair said that there are a number of AQP providers operating in 
Knowsley and the CCG will be reminding member practices that 
other providers are available through choose and book. 

 
A meeting has been scheduled today with the Service Manager to 
review the Standard Operating Procedure and a further meeting will 
take place next week. 
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9 LIVERPOOL HEART & CHEST AND AINTREE UNIVERSITY 
HOSPITALS NHS FOUNDATION TRUST (COMMUNITY) 

 

  
Alison Van Dessel provided an update on the performance of the 
Liverpool Heart & Chest CVD and COPD Services and Aintree 
Diabetes Service. 

 
Liverpool Heart & Chest Community CVD Service 

 
For the first four months of the contract the service has achieved all 
but one of the required quality and outcome standards for which 
data is available.  The measure “The number of patients taking up 
voluntary work increases year on year” the current year to date 
performance is 8.96% against a target of 20%. The CCG and 
provider are working together to increase the number of patients 
taking up voluntary work.  The provider is increasing communication 
with third sector organisations. 

 
Alison added that some patients are concerned that if they engage 
in voluntary work their benefits will stop. Ruth thought this target 
should be changed to engagement in social activity and community 
groups. 

 
Dr Conway said that patients are sent copies of correspondence and 
as they are often technical and written for clinicians, it can cause 
confusion or worry for patients, leading to additional consultations in 
Primary Care. All agreed that keeping patients informed was a 
positive aspect of the service.  Ruth questioned if letters could be 
written differently so that patients can understand them. 

 
Ruth highlighted that there had been a decrease in the percentage 
of patients who had answered ‘yes’ in the patient questionnaire to 
there being enough patient information.   It had decreased to 77% 
from 85%. Ruth suggested that the service review the information 
given to patients. 

 
Paul  Coogan  commented  that  252  patients  had  completed  the 
patient  questionnaire  but  thought  it  should  also  state  the  total 
number of patients asked to complete it. 

 
Paul also highlighted that 229 patients had skipped questions about 
waiting times.  Alison Van Dessel explained that patients were often 
asked to complete the questionnaire in the waiting room and 
therefore could not comment on waiting times at that point in time. 
Alison added that the service is considering alternative methods of 
gaining patient feedback. 

 
 
 
Liverpool Heart & Chest Community COPD Service 

 
The original contract length was for three years with the possibility to 
extend for a further 12 month period, this option was exercised and 
the contract is now in its fourth year of operation. 
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 The reporting period for this report is year three: August 1st 2013 to 
31st July 2014. 

 
A discussion took place on Appendices 1 & 2 which detail the 
provider’s performance against the quality and outcomes framework 
developed for the service. 

 
Dr Conway queried the total of 1153 patients first seen and thought 
this figure was too low. Alistair said that this figure does not include 
annual reviews. Dr Conway continued that many GP practices are 
undertaking diagnostic spirometry themselves. Jo O’Brien said this 
will be correlated with Primary Care data. 

 
Paul Coogan added that the patient feedback results in Appendix 2 
were based on a very small sample size. 

 
Aintree Community Diabetes Service 

 
The contract for this service was awarded to Aintree following an 
open competitive tender process with service commencement on 1st 

April 2013. 
 
As can be seen from Appendix 1, there are a number of standards 
that the service is failing to meet. The CCG meets regularly with the 
provider to discuss performance and performance reporting matters. 
During the course of these meetings it has become apparent that, as 
which is often the case with new services, there have been some 
mobilisation  and  teething  problems  which  both  the  CCG  and 
provider have worked hard to address. 

 
Dr McNulty thought that targets should include reduction in smoking 
and weight loss. 

 
Action:   Alison Van Dessel to discuss service targets with Dr 
McNulty. 

 
Dr Macmillan requested a report be brought back to the committee 
in 6 months removing data from the first few months of the service 
and with comments from the lead clinician. 

 
Action:  Alison Van Dessel to bring back a report to a future 
meeting. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AVD 
 
 
 
 
 
 
 
 

AVD 

10 PRIMARY CARE QUALITY NETWORK  
 

Jo updated the committee on Primary Care Quality Improvement. 

Dementia Diagnosis and Care - As part of the 2014/15 planning 
round, the CCG submitted a plan for an estimated diagnosis rate of 
65.04% for 2014/15. Latest data via the Primarycare.nhs.uk 
Dementia toolkit details a diagnosis rate of 68.9% as at September. 

 
Case Management - The CCG continue to work with NHS England 
to  support  practices  with  the  implementation  of  the  Avoiding 
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Unplanned Admissions Enhanced Service. 
 

Education – the Cancer Community of Practice (CoP), working with 
Macmillan Cancer Support have supported the development of a 7 
month Education Programme which will provide nurses with the 
competence and confidence to take on the role of supporting people 
who have or have had cancer. 

 
Dashboard Score Card – NHS England (Merseyside) agreed in 
February to support the development of a joint Balanced Scorecard 
as a support tool for CCGs to consider using alongside NHSE, 
however feedback at the recent Primary Care Strategic Leads 
meetings has indicated that this has not progressed. 

 
The CCG will consider alternative options to support its work in 
identifying and addressing unwarranted variation in general practice. 
This will be considered as it develops a Primary Care Quality Plan. 

 
Primary Care Quality Premium - The introduction of a Primary Care 
Quality Premium was supported at the October Governing Body. 
This includes three components; Prescribing, Practice Quality 
Improvement and support for the Accountable GP role in reducing 
avoidable admissions of patients aged 75 or older. 

 
Dr  Macmillan  said  we  need  to  bring  these  items  back  to  the 
committee as they develop. 

 
11 SAFEGUARDING 

 
Helen Smith gave an update on safeguarding children and adults. 

 
Alder Hey, Aintree and Liverpool Women’s are providing limited 
assurance in relation to the Trust arrangements for safeguarding 
due to the lack of a full set of data submission in this area.    Also, 
Alder Hey does not appear to acknowledge their role in safeguarding 
adults whereas the commissioner view is that it is relevant in terms 
of contact with parents, carers and vulnerable patients transitioning 
into adult services. 

 
The Liverpool Women’s did not have leadership for safeguarding 
however they now have new staff, have reviewed policies and 
improvement is expected. 

 
Mersey Care and the Royal have both provided reasonable 
assurance in relation to the Trust arrangements for safeguarding. 

 
Domestic Homicide Review (DHR) 
There is a current Domestic Homicide Review  (DHR) in progress 
under Home Office legislation.  An independent Author has been 
commissioned to write the review St Helens and Knowsley, RLBUT 
and Aintree University Hospital Trusts have contributed to the 
process. NHSE Merseyside is also providing a report from primary 
care. 
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 Knowsley   CCG   is   represented   on   the   DHR   panel   by   the 
Safeguarding Service. The next DHR panel meeting takes place in 
November 2014. 

 
Once the review is completed, the Home Office will advise on the 
publication of the review. Learning from the review will be shared on 
a multi-agency basis. The outcomes from the DHR will be shared 
with the Clinical Quality and Safety Committee. 

 
Knowsley Safeguarding Adults Board have commissioned a Serious 
Case Review (SCR). 

 
St Helens and Knowsley NHS Trust have undertaken a Serious 
Incident Review in relation to this incident and have submitted an 
action plan as part of that process. 5BPFT are continuing to review 
their involvement. 

 
No completion date has as yet been agreed. 

 
Knowsley Safeguarding Adults Board will be responsible for the 
publication of the review on completion.  Learning from the SCR will 
be shared on a multi-agency basis. The outcomes from the SCR will 
be shared with the Clinical Quality and Safety Committee. 

 
Nursing Home Updates 
Two Knowsley nursing homes are a cause for concern. The 
contractual arrangements with the homes are to be discussed at a 
senior level within Knowsley Local Authority and Knowsley CCG. A 
management review meeting to discuss both care homes with BUPA 
management is to be held in November 2014. 

 
Hillside Care Centre 
The CQC inspection report published in August recorded a finding of 
non-compliant in 4 areas. 

 
Arncliffe Care Home 
The CQC inspection report published in June 2014 identified the 
home as non- compliant in 4 areas. 

 
Helen added that Knowsley CCG safeguarding adult team will 
continue to monitor and support the actions in place for the care 
homes identified to assure patient safety. 

 

12 ANY OTHER BUSINESS  
  

Jan informed the committee that performance for Health Care 
Acquired Infection (HCAI) locally has dropped this year and a paper 
has been produced for the committee to look at the issues. 

 
ACTION: Sarah to share the paper with the committee. 

 
To date there are 4 MRSA cases and 32 Cdiff cases with a target of 
28. 

 
 
 
 
 
 
 

SMc 
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There are some recommendations on Post Infection Review (PIR) 
and Root Cause Analysis (RCA) for Cdiff. 

 
Jan continued that we need to look at a system approach including 
prescribing issues and care homes. 

 
Sarah said that the CCG have not had an Infection Control 
Committee to take ownership.  We have various groups but have not 
got one group to look through the action plan.  Jan thought that this 
committee needs to take ownership of the action plan. 

 
ACTION: Dr Conway, Andrew Thomas, Sarah McNulty, Jan 
Snoddon and Jo O’Brien to meet and discuss HCAI 
performance. 

PC/AT/SMc/JS/JO 

 
ACTION: Andy  Thomas  to  ensure  Health  Care  Acquired AT 
Infection is on next month’s agenda. 

 
DATE & TIME OF NEXT MEETING 

 
Friday, 5TH December 2014,1.30 pm 
Boardroom, 1st Floor, Nutgrove Villa 
Westmorland Road,  
Huyton.  L36 6GA 
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Clinical Quality & Safety Committee 
Notes of Meeting: Friday 3rd October 2014 1.30pm 

Nutgrove Villa, Boardroom 
  Present Apology 

MEMBERS 
Dr Robin Macmillan Chair of the Committee - Secondary Care Doctor   
Dilys Quinlan Lay Member – Quality & Safety    
Ruth Austen-Vincent Lay Member, Patient and Public Involvement    
Dr Paul Conway Clinical Lead for Quality & Safety    
Ann Dunne Designated Nurse Safeguarding Children   
Dianne Johnson Accountable Officer, Knowsley CCG   
Sarah McNulty Public Health Consultant, Knowsley MBC   
Helen Smith Head of Safeguarding for Adults   
Dr David Stokoe Clinical Lead for Primary Care Quality   
Debra Lawson Head of Commissioning, KMBC   
Jan Snoddon  Interim Head of Quality & Safety/Lead Nurse   

IN ATTENDANCE 
Jane Calveley Healthwatch Knowsley   
Paul Mavers Healthwatch Knowsley   
Philip Thomas Commissioning Director   
Andrew Thomas Governance Director   
Jo O’Brien Head of Primary Care   
Paul Coogan Healthwatch Knowsley   
Jane Sanderson Quality Manager, C&M CSU   
Ann Shone Note Taker   
 
  ACTION 

1 WELCOME & INTRODUCTIONS & APOLOGIES FOR ABSENCE Chair 
  

Dr Macmillan welcomed all those present to the meeting.  
 
Apologies for absence were received from Ruth-Austen Vincent,  
Ann Dunne, Debra Lawson, Jane Calveley, Jo O’Brien and 
Dr Stokoe. 
 

 
 

2 DECLARATIONS OF INTEREST All 
  

None declared. 
 

 
 

3 MINUTES AND MATTERS ARISING  
  

The minutes of the last meeting dated 5 September 2014 were 
agreed as correct subject to the following amendments. 
 
Page 1, insert - Andy Thomas deputising for Dianne Johnson in her 
absence. 
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Page 7, Paragraph should read - Jan Snoddon felt that the biggest 
risk to the CCG is that over 65% of people have not been assessed 
appropriately within the time frame and noted this provides a 
significant quality risk to the CCG, as opposed to a financial risk. 
  

4 MATTERS ARISING AND REVIEW OF ACTION LOG  All  
  

MATTERS ARISING 
 
Deprivation of Liberty Safeguards (DoLS)  
 
Andy Thomas, on behalf of Ruth Austen-Vincent, referred to page 2 
of the last minutes.  Ruth has asked if there has been any work 
done around patient and carer responses to DoLS. Jan has asked 
the questions of Local Authority Safeguarding team and is awaiting 
a response.   
 
Aintree University Hospital – Diabetes Service  
 
Andy, on behalf of Ruth, also raised the range of issues around the 
statement on page 32 of the report which discussed accessibility of 
passport and training for people with learning disabilities within the 
diabetes service.  Jan explained there is national evidence that it 
can be done.  Providers are required to assess their services 
against the EDS system. 
 
The group asked if the EDS system is being applied and if it is 
working. 
 
Jan said the CCG need to be thinking about the broader approach 
and the people we are commissioning to provide those services to 
our population.    Dr Macmillan responded that the issues raised had 
many aspects for people who may find it difficult. 
 
Jan said the provider should be thinking how they engage to meet 
the needs of all patients. 
 
Dianne suggested we explore through Patient Experience and 
Patient Forum and ask them to test. We can find out from the people 
who have learning disabilities what is their experience.  Andy said 
we also need to ask if it is effective. 
 
Action:  Ruth Austen-Vincent to find out from the Patient 
Experience Group and Patient Forum if we are meeting the 
needs of people with learning disabilities within the diabetes 
service. 
 
Healthwatch Patient Experience around Podiatry 
 
Andy asked the question in Ruth’s absence if there is anything we 
could do whilst waiting for the data from RIO.  Jan responded that 
she has received feedback and the clear statement is the patients 
seen are based on their clinical need.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RAV 
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Philip said the provider supplied data on the waiting times for follow-
up appointments which range from 1-49 weeks, however this data 
does not contain information on clinical need as different patients 
will require different intervals between appointments.  For those 
reasons it is unclear which patients, if any, are not being seen within 
an appropriate time frame. 
 
Action:  Dianne suggested a report be brought back to future 
meeting. 
 
Dr Macmillan stated the report should include remedial actions. 
 
REVIEW OF ACTION LOG 
 
Action Log – 5th September 2014, Item 1, CMHT Patient Data 
 
A meeting will take place on 16th October 2014.  Paul is keen to 
learn how feedback about Mersey Care can be captured 
independently. 
 
Action Log – 5th September 2014, Item 2, Patient Story for 
Community Services 
 
This is on today’s agenda.  Complete. 
 
Action Log - 5th September 2014, Item 3, Mental Health 
 
Philip stated that a report will be published on World Mental Health 
Day on 10th October 2014.  Complete. 
 
Action Log – 5 September 2014, Item 4. Podiatry Briefing 
Report 
 
This item will be brought back to future meeting. 
 
Action Log – 5th September 2014, Item 5, Review of Quality 
Schedule. 
 
Jan stated a lot of suggestions have been put forward and providing 
some clarity for them. 
 
Action Log – 5th September 2014, Item 6, 5BPFT Community 
Nursing 
 
Jan explained that she is meeting with Gail Briers to ask how 
assured she is with regard to the quality of community services and 
how is the provider assuring the CCG of this quality. 
 
Action Log – 5th September 2014, Item 7, Quality Reporting 
Concerns 
 
Philip met with 5BPFT to discuss a number of data issues relating to 
the contract, including Diabetes.  Podiatry was discussed at the 
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Governing Body on 2nd October 2014.  IAPT is on today’s agenda. 
 
Action Log – 4th July 2014, Item 2, Deprivation of Liberty 
Safeguards (DoLS)  
 
A Band 7 member of staff has been recruited.  Complete 
 
Andy, on behalf of Ruth, confirmed that regular meetings with 
families take place internally within the nursing home. 
 
Action Log – 4th July 2014, Item 3,  Narrative 
 
Safeguarding is on the agenda.  Complete. 
 
Action Log - 4th July 2014, Item 6, Alder Hey Staffing 
 
Jan informed the committee that Alder Hey staffing levels are 
available on their website and there are no concerns. 
 
There are some staffing issues for theatres however these roles are 
being recruited to.  Complete. 
 
Action Log – 4th July 2014, Item 7, Anonymised/aggregated data 
on performance variation of  practices  
 
This will form part of the work to be developed as part of a Primary 
Care Development Plan, draft proposal to be developed by March 
2015. 
 
Action Log – 4 July 2014, Item 9, Case Studies on PALS 
Services from Healthwatch 
 
Paul Mavers explained it will take some time before trends can be 
identified.  This item has been deferred to January 2015.  
 
Action Log - 2nd May 2014, Item 1, Primary Care Performance 
Dashboard (Balance Scorecard)  
 
NHS England were developing this, but confirmed in October that 
this will no longer be taken forward.  Complete 
 
Action Log - 7th March 2014. Item 2, 5BPFT Suicide Risk Tool 
 
Jan explained that there have been a number of Suicide SUIs and 
therefore 5BPFT are looking at a number of tools to support this 
area of work.   
 
Dr Conway has written to Steve Hull and the Mental Health CRG is 
looking to see if the tools can be used in Primary Care.  Public 
Health is involved in this.    
 
Jan said that the CRG reports to the CQPG. 
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Action:  Dr Stokoe was tasked with reporting back from the 
CQPG to the committee regarding the use of tools in Primary 
Care. 

Dr Stokoe 

5 PATIENT STORY – COMMUNITY SERVICES  
  

Paul Mavers on behalf of Jane Calveley shared with the committee 
two stories which show two very different experiences of using the 
community services. 
 
Experience One 
 
I attended my GP surgery and from there I went on to the 
Phlebotomy Service for my usual Diabetic Blood Tests and arrived 
at 11.00 a.m.  I was told by the male receptionist that he could not 
allow me in the waiting area as the Phlebotomist had informed him 
not to admit anyone else into the waiting area.  The receptionist 
explained that the Phlebotomist was running 1hour late due to the 
amount of patients that had turned up.  
 
I inquired when it would be the best time for me to attend. The 
receptionist’s reply was Thursday which had extended hours from 
12.30 – 3.00 p.m. I do not have an issue with the staffing only the 
system, I think it is under staffed and by the amount of people that 
where in the waiting area it has been proven to me that staffing 
measures should be looked into! 
 
In all the years I have attended a Phlebotomy Service I have never 
been turned away. 
 
Dianne Johnson stated that people should not be turned away.   The 
Phlebotomy Service is quite capable of meeting demand and need 
to increase the staff.  This service was reviewed some years ago 
and the model was changed to avoid just such an eventuality. 
 
There are quite a number of providers and options which are 
available.  The work done a few years ago was just the single 
provider but they all get exactly the same payment for exactly the 
same service. 
   
Action: Philip to inquire from 5BPFT how many Phlebotomists 
they employ and how many Phlebotomists hours now 
compared to 5 years ago.  We need to be reassured that people 
are not turned away. 
 
Experience 2 
 
When I saw the triage nurse I broke down and cried. I had a lot on 
my mind so I told her. The nurse gave me a glass of water and 
stayed with me.  She was respectful of my needs and I could not 
fault her. She went over and above what was expected.  
 
Dianne welcomed both patient stories and highlighted how it is so 
important to learn from patient feedback. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PT 
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6 MENTAL HEALTH SERVICES  
  

IAPT - Following last month’s meeting, Philip Thomas met with 
5BPFT to look at the data issues.   
 
5BPFT - Jane Sanderson referred the committee to pages 14 and 
15 of the 5BPFT Quality Report.  On page 15 the number of active 
referrals who have waited more than 28 days from referral to first 
treatment (first therapeutic session) at end of reporting period 
showed 196 in June and 6 in July 2014.  
 
The Trust has reported significant variances in the number of active 
referrals who have waited more than 28 days from referral to first 
treatment and the average wait from assessment to treatment  
 
5BPFT have been informed that we have contradicting data and 
have gone away to look at it.  Debra Lawson is meeting them on 15th 
October 2014. 
 
A visit to see Wigan Services is being arranged for 13 October 2014.  
Members of the committee are invited. 
 
Andy asked Philip what is the expectation of when we are looking at 
this.  Philip said he would bring back to the next meeting. 
 
Action:  Philip to invite representative to the December 
meeting. 
 
Action:  Healthwatch to ask Wigan Healthwatch for feedback on 
quality of IAPT Service in Wigan. 
 
MERSEY CARE  
 
Services are currently looking into reasons for increasing PICU 
lengths of stay.  Reasons for increased average length of stay 
include delayed discharges being discharged/transfers.  The trust is 
currently in the process of looking into whether delayed discharges 
are the cause for these indicators being red. Knowsley CCG has 
requested more information to see if there is anything we can 
influence to improve the situation. 
 
CPA follow-up – The provider failed the target of 95% in month 5 for 
this measure, achieving 91.67%. This equates to 22 out of 24 CPA 
patients receiving follow up within 48 hours. 
 
Patient DNA Rates - Although the percentage DNA rate is high the 
actual numbers of patients this relates to is small.  A new 
assessment centre is due to open in September.   
 
Psychotherapy – No issues with Knowsley. The 18 week timescale 
shows red because of the high performance in other areas. 
 
Serious Incidents - A total of 26 incidents have been reported year to 
date.  Only 1 Serious incident has been reported for Knowsley year 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PT 
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to date. 
 
Other Patient DNA issues – The trust report trying to follow up 
patients with text messages but made reference to a new 
assessment in September.  The trust reported that this should also  
support Knowsley and bring down the DNA rates. 
 
The Trust tabled an aggregated report to the Quality and 
Communication meeting which provided a summary of all Serious 
Incidents (76) reported in 2013/14.  Knowsley CCG was reported as 
having one serious incident allocated in 2013/14.    The CCG are 
hoping to receive a regular report from the trust and are trying to 
produce a work plan. 
 
CQUIN Performance for Quarter 1 is all on track.   
 
CQUIN Performance for Quarter 2 is to be discussed at CQPG. 
 
5 BOROUGHS PARTNERSHIP FOUNDATION TRUST 
 
5BPFT issue of reporting over weekends:  Dr Conway stated there 
were issues around the management of SUIs due to incidents 
happening at the weekend.  This is being addressed at the Quality & 
Performance Group.   
 
Andy Thomas outlined the issue regarding significant gaps in data 
and raised the question ‘What is the provider doing to assure 
themselves re reporting?’  Jan informed the committee she is 
meeting with the Director of Nursing shortly and will take this up with 
her; the question is what is being reported to the Board.  
 
Andy, on behalf of Ruth, referred to page 3, KPI 34 of the 5BPFT 
Quality Report.  It states the recording issues of 19.4% compared to 
a user recovery plan of 90%.  If so, why now?  That outlines a 
problem. 
 
Jane said the CQPG have raised the issue of Recovery Team KPIs 
and how the Trust can report to demonstrate that Recovery Team 
intervention is impacting on service users.  The Trust highlighted that 
as recovery is unique to the individual and their personal recovery 
plan it is difficult to capture an overall position.  As there are currently 
no recovery indicators included in neighbouring mental health Trusts 
from which to develop, CSU have been informed that the Trust 
Recovery Steering Group has been approached to consider how 
Recovery can be captured as The Trust have been asked by the 
CQPG to bring back a proposal to the next meeting. 
 
Andy, on behalf of Ruth, stated that DNA rates were quite high for 
Knowsley and for those people who are trying to access those 
services.     
 
Action:  Dr Ayegba was tasked with reporting back to the 
committee. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dr Ayegba 
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Jan referred to a table on page 8 of the 5BPFT paper on pressure 
ulcers.   The figures do not match with SUI and do not tally with the 
reports that have been reported.  The Trust need to report back any 
potential issues in care homes. 
 
Action:  Jane Sanderson to raise on behalf of Jan Snoddon. 
 
Dilys said as Lay members’ knowledge is limited; we need to visit 
the services more in order to give us a better feel.   
 
Dianne stated that Lay members need to target specific areas of 
concern.  
 

 
 
 
 
 

JS 
 
 

7 SAFETY  
  

5 Boroughs Partnership NHS Foundation Trust (MH/LD & 
Community) overall are providing reassurance that there are plans 
in place to mitigate the risks identified but due to the lack of a full set 
of data submission the service only have limited assurance. 
 
The headlines are as follows:  
 
Contractually and CQC complaint against level 1, safeguarding 
children training.  
 
Level 1 safeguarding adult’s training self-declaration of CQC 
compliance, below contractual compliance, data not submitted to 
support validation. 
 
A draft training strategy was submitted of good quality, further 
exploration of statistical data required (predominantly Level 3 
children’s). In order to provide full assurance the Trust are required 
to submit a full Training Needs Analysis (TNA) which includes 
statistics, trajectories and anticipated compliance dates in all areas 
of training, inclusive of Prevent and MCA / DoLS. An exemplar TNA 
has been forwarded to the Trust with the feedback from the 
Safeguarding service. 
 
A  number of data sets were missing either due to development of 
systems or query about validity for the organisation which would be 
required to provide a reasonable level of assurance for children’s 
partnership working. 
 
Currently there is little evidence to suggest that the MASH has 
influenced the requirement for development of systems and process 
to capture strategy meetings. 
 
The data submitted indicates a relatively low percentage conversion 
rate for contact to referral for children. This may indicate a lack of 
understanding of threshold criteria or quality issue with referrals. 
This was an area for learning within the recent Knowsley Ofsted 
Inspection.   
 
Strong commitment to partnership working in safeguarding adults. 
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Some concern about the numbers of incidents reported to 5BP 
safeguarding team in relation to the number of strategy meetings 
invited and attended – this could potentially indicate of lack of 
understanding regarding threshold criteria or quality issue with 
referrals.  
 
Prevent agenda as yet to be fully incorporated into safeguarding 
adult and children policy and procedures.  
 
The Trust has a draft supervision policy in place which upon 
ratification will cover both the adult and children agenda. However 
the community policy, if not a subset of the whole document would 
need to reflect / reference the supervision process for adults. There 
is evidence of safeguarding supervision in place, although further 
assurance required against supervision of the Named Doctor 
(MH/LD).  
 
The domestic homicide review was mentioned.  It was decided that 
the appropriate place to discuss DHR and SCRs, either Part A or B, 
will be considered on a case by case basis. 
 
Dianne questioned why Aintree, The Royal and Alder Hey were not 
detailed in the report.  Helen explained that they had been granted 
an extension for their submission. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

8 ACUTE SERVICES  
  

Dr Conway gave an update on quality and safety received from 
Cheshire & Merseyside Commissioning Unit (CMCSU) up to the end 
of June 2014. 
 
Key concerns include Clostridium Difficile.  There have been  
8 Cases has been reported in July against a plan of 4.   CCG is over 
plan YTD with 19 cases against a plan of 17. 
 
The provider catchment Early Warning Quality Dashboard highlights 
other issues including: 
 
St. Helens & Knowsley Hospital 
 
There have been 12 CDiff cases where the trust presented 11 for 
appeal.  11 were refused as it was not 100% clear that all actions 
that could have been taken to improve the care given had been 
completed.  
 
Key themes include mixed messages about antibiotics prescribing 
and opportunities to screen could have been done much earlier in 
the system.  The cases could not have been prevented but they 
could have been managed better. 
 
Stroke – still some concerns around how it is reported but things are 
improving. 
 
An action plan is in place to improve stroke services.  This is being 
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monitored by the quality board. 
 
Aintree University Hospitals 
 
C Difficile: the trust has reported 10 cases in June 14 against a 
monthly plan of 4 but the trust remains within the yearly trajectory.  
 
Royal Liverpool and Broadgreen 
 
MRSA: 2 case of MRSA against a zero tolerance plan for 2014 this 
is the second case they have recorded for 2014/15.  
 
Sickness rates are 5.14%.  An action plan is in place that is being 
monitored at the Quality Surveillance Group. 
 
Alder Hey Children’s Hospital 
 
Quality monitoring following the CQC inspection, led by NHSE 
Merseyside, continues. A Theatre Quality Improvement Group has 
been established to drive forward the changes required in Theatres.  
The group is supported by 4 work-streams: 
Safety/Workforce/Leadership Development & Patient Experience.  
 
Liverpool Women’s Hospital 
 
CQC Intelligence Monitoring: The formal report from the CQC visit in 
April has yet to be published; however the verbal feedback to the 
Trust was positive. 
 
5 Boroughs Foundation Trust 
 
Paul Coogan said that 5BPFT are reporting high levels of falls and 
asked if these are unavoidable. 
 
Action:  Jan Snoddon to feedback from the provider quality 
board. 
 
Liverpool Heart and Chest 
 
CQC Intelligence Monitoring: The latest CQC report from April 2014, 
highlighted issues relating to staffing and the quality and suitability of 
management within the Trust.  Action plans are in place and 
monitored through the CQPG. 
 
Providers now have to report staffing levels on website. 
 
Jan gave an overview of the excel provider dashboard.  She 
explained the dashboard allows you to look at specific issues and 
the data behind it.  It shows you all the incidents reported and 
individual reports about those incidents. 
 
For example, the Safety Thermal CQUIN will give you a full report on 
all information and will allow the committee to look at it in more 
detail.  
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Jan asked the committee to think how we would use this information.   
 
Dianne asked where there is an action plan in place at a key 
provider that this feeds into the hospital report.  

 
 

9 GOVERNANCE  
  

Assurance Framework and Risk Register. 
 
Andy explained that this is the first time the assurance framework 
and the risk register has come to this committee. 
 
The Assurance Framework gives an overview about identifying high 
level strategic risks around quality goals and meets the needs of the 
patients.  The Corporate Risk Register provides a summary of the 
risks. 
 
The committee are asked to review the risks, including assessments 
and current and planned controls and to consider whether there are 
any further risks in relation to the work of the committee which have 
not been captured. 
 
Action:  Andy Thomas and Dawn Boyer to review risk register 
including ownership of risks.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AT/DB 
 
 

10 ANY OTHER BUSINESS  
  

None. 
 

 

 DATE & TIME OF NEXT MEETING  
  

Friday, 7th November 2014,1.30 pm 
Boardroom, 1st Floor, Nutgrove Villa, Westmorland Road, 
Huyton.  L36 6GA 
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Document 32(02)14 

FINANCE & PERFORMANCE COMMITTEE 

KEY ISSUES 

 

8th January 2015 Meeting 

Commissioning Plan 
• Update on progress against the plan received. 
• Minor amendments to template suggested. 

 
CCG Financial Performance 

• At month 8 the CCG reported an overall surplus of £1.7 million.  The CCG is on track to 
deliver a 1% surplus of £2.51 million by 31st March 2015 as planned. 

• NEL over-performance at Aintree continues to be  a significant contributor to over-
performance on Acute contracts.  The Trust has proposed to block NEL over-performance 
at month 6 and the CCG has accepted this.  This will result in a reduction of 
approximately £800,000 for Knowsley. 

• Regarding Primary Care, a year to date deficit of £104,000 to month 8 is reported, with 
the prescribing overspend (£316,000) being partially offset by an underspend on the 
Home Oxygen contract (£192,000).  PPA information to month 6 was used to forecast the 
prescribing position but the month 7 report has now been received which includes the 
anticipated Category M price increase and this suggests a deterioration in the forecast 
outturn of approximately £400,000. 

• The CCG remains within the running cost allocation and reports a year to date 
underspend of £263,000 at month 8. 

• The CCG has reached an affordable agreement with the CSU regarding the SLA value for 
2014-2015.  However, the detailed schedule regarding stranded costs is still awaited but 
is not expected to vary significantly from the estimate previously provided. 

 
Contract Performance 

• At month 7 the CCG was achieving 100% of the Mental Health CPA target of patients 
being visited within 7 days of discharge. 

• IAPT performance is improving and a recovery plan is in place. 
• COPD/CVD/Diabetes contracts are all performing well but the contract query regarding 

the Diabetes contract will remain open until the provider has sufficiently demonstrated that 
it can meet the information requirements of the contract. 

• Community CVD Service : Model has been positively received at the BACPR Conference 
and the service is already achieving its Year 5 targets in virtually all KPIs. 

• Community COPD Service: Contract has achieved a 13.3% reduction in emergency 
respiratory bed days.There has also been a 29.5 reduction in admissions for the same 
cohort of patients. 

• Community Diabetes Service: The issue of Aintree discharging to secondary care 
services rather than community services is to be investigated. 

• The Walk-In Centre contract query has now been closed. 
• In relation to Acute performance, at month 7 the CCG is showing a significant overspend 

on several Trusts of £2,571,000.  The largest over-performance is at StHK Trust and 
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Aintree and to a lesser extent Liverpool Women’s Hospital, Fairfield and the Royal. 
• Warrington CCG, as co-ordinating commissioner, has been requested to investigate the 

significant underspend on critical care at Warrington Hospital. 
 
Contract Negotiations 

• Contract negotiations are underway and it is hoped that all contracts will be signed off by 
the given deadline. 

 
Programme Budgeting 

• The programme budgeting data return is an analysis of commissioning expenditure by 
healthcare condition. 

• There are currently 23 programme budgeting categories based on the World Health 
Organisation International Classification of Disease. 

• The top three categories of spend for Knowsley CCG are Other £57.5 million (includes 
acute expenditure, community expenditure, emergency transport, non-NHS healthcare, 
prescribing, clinical supplies and services, premises and primary care LES), Mental 
Health Disorders £30.2 million and Problems of the Gastro Intestinal System £17.8 
million.   

• Both St.Helens CCG and Halton CCG have the same top 3 categories of net expenditure. 
• Benchmarking information across CCGs nationally should be received by the end of 

January. 
 
Prescribing Budget Update 

• Knowsley CCG’s prescribing budget for 2014/15 is £30,525,708 and the current forecast 
position for GP Practice prescribing is an underspend of £117,000.  However, the budget 
position for commissioned services (e.g. CVD/COPD) is currently forecasting an 
overspend of £280,000 primary as a result of 5BP non-medical prescribing and 
expenditure by the South Knowsley Community Drugs Team.  This equates to a total 
forecast overspend of £163,000. 

• The Medicines Management Team continue to work with Practices to establish cost 
efficiency areas and savings from this work are expected to total £500,000 this year. 

• Savings from use of the Scriptswitch system are also expected to be around £100,000 
this year. 

 
Better Care Fund Update 

• Latest submission was on 28th November 2014 and a letter has been received from NHS 
England informing that this has been approved. 
 

Section 256 Report 
• Details of the proposed allocation of NHS Transfer Funding for Social Care 2014/15 were 

included in this report. 
• This is to be approved at the Health & Wellbeing Board on 29th January 2015. 
• Discussion took place over the Pooled Budget Governance Group and suggestions were 

made as to the future membership of this group, including the need for it to look at 
outcomes, quality and safety issues. 
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NOTES OF THE FINANCE & PERFORMANCE COMMITTEE  
held on Thursday, 13th November 2014  

in the Boardroom, Nutgrove Villa 
 

                Present       Apology 
MEMBERS 

Su Bramley F&P Committee Chair/Lay Member –  
Audit & Governance 

 
 

 

Dianne Johnson Accountable Officer   
Dr Andrew Pryce CCG Chair   
Dr Ronnie Thong GP/Clinical Lead – Planned Care & 

Patient Engagement                                                                                                                                                                                                                                                                                                                                                                                                                    
  

Dr Simon Perritt GP/Clinical Lead – Unplanned Care   
Paul Brickwood Chief Finance Officer   
Clare Barrow Head of Finance & Contracts   
Richard Holford Head of Public Health Strategy and  

Intelligence 
  

 
Philip Thomas Commissioning Director   

IN ATTENDANCE 
Andrew Thomas Governance Director   
Julie Moss Director of Integrated Services, KMBC   
Helen Davies Merseyside CSU   
Mervyn Kennedy Merseyside CSU   
Debra Lawson Head of Commissioning – Vulnerable 

Adults and Self-Directed Support, 
Knowsley MBC 

 
 

 

Joanne Serridge Finance Manager, Knowsley MBC   
Julie Tierney Public Health Specialist   
Karen Connor Principal Accountant, Knowsley MBC   
Lorraine Frodsham Note Taker   
 
               Action 
1. Apologies for Absence  
 Apologies for absence were received from Julie Moss,  

Jo Serridge and Richard Holford. 
 

 

2. Declarations of Interest  
 Dr Perritt declared an interest with regard to the report on minor 

surgery as he is a provider. 
 

 

3. Minutes of the Meeting Held on 27th August 2014  
 Clare Barrow pointed out a minor typo at the bottom of page 4 

which should read “The CCG does pay for the CDU ..........” rather 
than does not.  With this minor amendment the minutes were 
agreed as a true and accurate record. 
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4. Review of Action Log  
 Workplan on Prescribing Overspend – Dianne Johnson said 

that work was ongoing to finalise the plan and this would be 
presented to the Quality & Safety Committee in December.  She 
agreed to circulate the workplan to the Chair before this meeting. 
 
Recharge to Local Authority and NHS England regarding 
prescribing costs to be clarified – Clare Barrow explained that 
some uncertainty had been expressed regarding the figures 
reported to the Governing Body and the Finance & Performance 
Committee.  She explained the different figures being reported 
were due to the inclusion of FP10 prescribed vaccines and 
contraceptives which meant that the prescribing figures in the 
Governing Body report were overstated. 
This item to be removed from the log. 
 
Report on Minor Surgery Triage Sessions – Helen Davies 
said that Knowsley CCG currently commissions 4 providers to 
deliver a minor surgery service across the Knowsley area.  In line 
with contractual requirements activity detailing the number of 
sessions, referrals and type of surgery carried out, patients seen 
within 6 and 18 weeks and anticipated costs is submitted on a 
monthly basis to the North West CSU Contracting Team.  In 
addition all providers are contractually obliged to submit a Patient 
Identifiable Information dataset to DMIC to support invoice 
validation.  All providers are meeting this requirement currently 
with the exception of SK Health Ltd.  Following the July F&P 
Committee the NW CSU drafted a formal letter setting out 
contractual requirements for CQC registration to be sent to two 
providers who did not have the necessary CQC registration in 
place.  
 
Dianne Johnson said there seemed to be a high number of triage 
sessions which did not convert into procedures.  Helen Davies 
said there may be data problems and she agreed to check this 
out.  Not all providers had responded to the request for 
information relating to triage session frequency and capacity.  
However, it was noted that there was no contractual obligation to 
do so.  Dianne Johnson said that the CCG needed to be clear 
about what information is required and make sure this was a 
contractual requirement. 
 
All other items on the log had been actioned and so could be 
removed from the log. 
 

 
 
 

DJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HD 

5. Terms of Reference  
 The Chair presented the revised Terms of Reference for 

information to the Committee.  She said that when the Committee 
had undertaken its self-assessment a number of things had been 
highlighted and these had now been reflected in the ToR, e.g.  job 

 
 
 
 

Page 4 of 14



 
 3 

title changes, membership and whether people are actual 
members or in attendance.   
 
A typo was pointed out under 3.3.2(b) and this will be amended. 
Monitoring progress/implementation of the Commissioning Plan 
had also been added under section 3.3.4.  Quorum for the 
Committee had also been tidied up to reflect the posts in position 
now. 
 
Dr Pryce said he no longer appeared to be a member of the 
Committee.  Dianne Johnson said that when looking at the 
membership she had to also take account of quoracy and she 
had tried not to cause problems should people be unable to 
attend.  However, she was happy to add him to the membership 
but his attendance would not be crucial in terms of quoracy. 
 
Action : Typo in 3.3.2(b) to be corrected. 
 
Action : Dr Pryce’s post be added to the membership of the 
Committee. 
 
The Finance & Performance Committee noted the revised 
Terms of Reference which will be further updated to include 
the issues raised. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DJ 
 

DJ 

6. Commissioning Plan Update  
 Philip Thomas presented this report to provide the Committee 

with an update on progress made to implement the CCG’s 
2014/15 commissioning plan.  He was pleased to be able to 
report good progress against a number of commissioning 
intention priorities, and in particular the Community Respiratory 
Service where a project team had been established and a plan 
developed.  A workshop had also taken place to design the 
clinical model.   
 
Regarding Case Management and linking into the DES, this was 
progressing well.  There were some issues to be resolved around 
making sure there was sufficient capacity in the community. 
 
Progress was being made on the Primary Care IM&T Plan and a 
detailed update had been provided to the IM&T Board.  
 
Philip Thomas said the format of this report was still being 
developed and he welcomed comments.  The Chair thought it 
might be a better option to just show where progress was 
showing a red rag rating.  Philip Thomas said that it was intended 
that a regular summary report would be presented and where 
appropriate a more detailed report would be provided relating to 
‘red’ areas.  The Chair thought it would also be useful to see the 
previous rag rating so that the direction of travel could be seen.  
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Philip Thomas agreed to provide this in future reports. 
 
Andy Thomas felt the report should also show something about 
dependencies and the strands of work which sit behind the 
commissioning intentions.  It was agreed that he would discuss 
this further with Philip Thomas outside of the meeting. 
The Chair queried how the rag rating was decided and Philip 
Thomas said this happened on a number of different levels and 
gave a brief explanation. 
 
Regarding End of Life, the Chair queried whether this was 
heading towards a red or if when the new model was 
implemented this would be a green.  Dianne Johnson said the 
Executive Management Team would be looking at this. 
 
Paul Brickwood said that mention should be made of the KPIs 
relating to the schemes and in the risk/issues column it could be 
shown whether the scheme was under or over achieving.   
 
Action: Commissioning Plan progress template to be 
updated to reflect the comments made above. 
 
The Finance & Performance Committee noted the progress 
made against the key programmes within the commissioning 
plan and the decisions made to reprioritise a number of 
programmes. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

PT 
 

7. Finance Report – Month 6  
 Paul Brickwood presented this report which set out the financial 

position to month 6.  However, with regards to acute 
commissioning and prescribing, month 5 activity has been used to 
forecast the month 6 position. 
 
Regarding the financial performance in relation to both 
programme and running costs, an overall surplus of £1.4 million is 
reported to month 6, which means the CCG remains on track to 
deliver a 1% surplus of £2.51 million by 31st March 2015 as 
planned. 
 
There is a risk around acute commissioning with issues at StHK, 
Aintree and to a degree Liverpool Women’s Hospital.  A year to 
date deficit of £400,000 is reported at month 6, with an over-
performance of £807,000 on acute commissioning being offset by 
under-performance on Acute Children’s Services of £370,000. 
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Regarding primary care, the prescribing overspend is being offset 
by a similar level of underspend on the Home Oxygen contract. 
However, CCGs have recently been notified of a price change in 
respect of Category M drugs from October 2014 which will result 
in the CCG incurring unavoidable costs of approximately 
£260,000.  This will be factored into the forecast position next 
month. 
 
Continuing Care reports a surplus of £305,000 to month 6, with a  
forecast underspend of £369,000 anticipated at year end.  
However, when preparing the report for the month 6 position the 
CCG used the quarter 2 pooled budget information to assess the 
likely out-turn position.  Since then agreement has been reached 
to realign contributions and it is likely that the continuing care 
budgets will now breakeven. 
 
A surplus of £125,000 is reported on running costs to month 6 
which is caused by a realignment of budget to match the revised 
staffing structure and a number of vacancies. 
 
The most significant financial risk to the CCG is continuing over-
performance on acute contracts.  The CCG can currently afford 
the latest forecast out-turn but the ability to fund this on a 
recurrent basis is challenging.  There also remains a degree of 
uncertainty surrounding premises costs recharged by NHS 
Property Services and Community Health Partnership.  The CCG 
remains in discussion with NHS England to determine if the 
original baseline exercise used to allocate resources by 
commissioning organisation is accurate.  Therefore, there 
remains a risk the CCG may be asked to transfer resources 
should an error be identified.  The risk associated with stranded 
costs from the CSU contract has reduced significantly now that 
the potential impact has been shared by CMCSU. 
 
The CCG currently holds £5.9 million in programme reserves 
which is net of the remaining QIPP savings to be achieved of 
£1.59 million.  A further £313,000 is held in the running cost 
reserve.  The CCG is on track to deliver its QIPP savings target. 
 
The Finance & Performance Committee noted the content of 
this report and that the CCG continues to anticipate full 
delivery of the planned 1% surplus by the end of the financial 
year.  The Committee also noted the significant level of over-
performance at StHK and Aintree Trusts and the impact this 
continues to have on the CCG’s ability to generate cash 
releasing QIPP savings built into plans on a recurrent basis. 
 
 
 
 

Page 7 of 14



 
 6 

8. Contract Performance – Month 5  
 Mervyn Kennedy said that at month 5 the CCG is showing a 

significant overspend on all Trusts of £1.7 million before 
deployment of activity reserves.  The largest over-performance is 
at Aintree of £1.1 million.  StHK Trust is over-performing by 
£854,000, Liverpool Women’s Hospital by £295,000 and Fairfield 
by £119,000. 
 
As per a previous request, the under-performance at Warrington 
had been investigated and the main areas are T&O and vascular 
surgery.  The over-performance at Fairfield seems to correlate to 
the same specialities so it appears that more patients are 
choosing to be treated locally. 
 
Looking at month 6 data there is a reduction in the overspend 
relating to Aintree planned care and A&E activity has also gone 
down. Work is underway at Sefton CCG to try and understand 
more about these changes.  A draft activity notice has been 
prepared but not issued yet.  This will be picked up at the next 
contract review meeting. 
 
The Chair queried whether the CCG would be able to continue to 
cover the over-performance at acute providers.  Paul Brickwood 
assured that there was enough in reserves to cover this. 
 
Regarding the 5BP contract relating to Continuing Care and 
Funded Nursing Care, Helen Davies said that subject to a 
contract query, a recovery plan is in place.  She also reported that 
for the first time this year the contacts were greater than plan so 
things appear to be back on track.  A further meeting with the 
Trust is to take place tomorrow.  MCAS is below plan by over 
20%, with the Trust saying this is due to an improved pathway.  
Regarding Therapy Services, the Finance & Information Group 
are looking at a cross-subsidisation issue between St.Helens and 
Knowsley CCGs as Knowsley appears to be paying for a higher 
level of activity than they are getting. 
 
Regarding the 5BP Mental Health contract, work is underway to 
look at PICU and bed occupancy and the Trust has promised a 
report on bed occupancy will be presented at the next Finance & 
Information Group meeting.  Work on delayed discharges 
continues and DNAs are also being looked at as part of a 
benchmarking exercise. 
 
The LLAMS inpatient service is currently being reviewed and this 
will impact on the delivery of both the inpatient and community 
services.   
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Dianne Johnson said that with regard to inpatient Mental Health  
there was an issue where Knowsley patients were having to be 
put in private hospitals as beds were not available.  Clare Barrow 
said she had raised this issue with the Trust and they had 
promised a report, which she will chase up.  Dianne Johnson said 
if the Trust was not providing the information requested then they 
should pay the cost of the private beds.  Clare Barrow said it 
appears as though  available beds were being used by another 
CCG who have not purchased enough capacity.  Debra Lawson 
said she would be interested to see the report and Dianne 
Johnson said she would arrange for this to be shared with her.   
 
Clare Barrow expressed surprise that the report detailed a 25% 
increase in referrals to dermatology at StHK as there were minor 
surgery contracts in place within the community.  Helen Davies 
agreed to look at the HRGs for dermatology and the source of 
referral.  Mervyn Kennedy said that the issue of dermatology was 
to be raised at the CCG Network and a piece of work was to be 
undertaken.  However, Dr Pryce informed that this had not been 
raised yet at the Network meetings. 
 
Paul Brickwood queried where we are up to with regards to 
CQUINs and Helen Davies said this would be in the month 6 
report. 
 
Action : Report from 5BP regarding inpatient MH bed usage 
to be chased.  Report, once received, to be also shared with 
Debra Lawson. 
 
Action : StHK Dermatology HRGs and source of referral to be 
investigated. 
 
The Finance & Performance Committee noted the content of 
this report. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
CB 

 
 
 

HD 
 

9. Finance & Performance Committee Risks  
 Andy Thomas said that to date the Governing Body Assurance 

Framework has been reviewed by the Audit Committee and 
Governing Body and the Corporate Risk Register has been 
reviewed by the Senior Management Team.  Learning from good 
practice elsewhere it is now intended to extend consideration and 
review of organisational risks to Committees of the Governing 
Body, hence this report being presented today. 
 
Looking at the most significant risks identified attributed to this 
Committee, these are:- 
 

• Failure to manage demand results in failure to meet key 
constitutional rights, e.g. A&E, referral to treatment etc.  
This may result in patient harm and reputational risk.  This 
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risk is rated as high but the assurance rating indicates that 
the Governing Body can take reasonable assurance that 
this is being effectively managed through membership of 
health economy resilience groups, the winter plan and 
contract monitoring processes. 
 

• Uncertainty over future NHS funding prevents the CCG 
from delivering local commissioning plans and still 
achieving financial targets.  This risk is rated high but the 
assurance rating indicates that this is being effectively 
managed through the CCG’s 5 year financial strategy. 
 

• Gaps or delays in availability and quality of data, 
information and intelligence reduce effective performance 
management.  This risk is rated high and the current 
assurance rating is only limited due to issues in the 
Commissioning Support Business Intelligence function. 
The CCG is addressing this through a review of options for 
the provision and improvement of BI services and by 
developing in-house capability. 
 

• The main high risk identified in relation to the work of this 
Committee is failure to deliver financial targets due to over-
performance on cost and volume targets, e.g. PbR based 
tariffs in acute providers.  This is being managed through 
contingency reserves, negotiated contracts, budget and 
performance management, QIPP measures and oversight 
by the Governing Body and its Committees. 

 
Andy Thomas said as this report was to be a regular item on the 
Committee’s agenda, he asked if there was anything else the 
report needed to capture and whether the Committee agreed that 
the scoring of the risks was correct.  The Chair felt that a column 
could be added to show the resulting risk after the controls had 
been put in place.  Andy Thomas agreed to add a column to show 
this information. 
 
Dianne Johnson said it was good for the Committee to receive 
this report as it strengthened governance.  It highlights the areas 
this Committee has responsibility for and shows improvement or 
deterioration in those areas.  The Chair said this was a good 
development and that this was a live document which  
responds to the changing environment.  However, there was a 
need to ensure that the controls are really happening and we are 
not just saying they are.  She also thought that the impact of the 
risk crystallising should be shown, i.e. is it a legal issue, 
reputational risk, financial risk etc. 
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Action : Amendments be made to the format of the report as 
discussed. 
 
The Finance & Performance Committee noted the content of 
this report. 
 

AT 

10. NHS Transfer Funding for Social Care 2014/15  
 Debra Lawson presented this brief report detailing the proposed 

allocation of NHS Transfer Funding for Social Care 2014/15 
(including the Better Care Fund Implementation Funding 2014/15) 
and Reablement Funding 2014/15 and specifies how these 
resources will be allocated to maximise impact across the 
Borough. 
 
For the 2014/15 financial year, NHS England will transfer £1,100 
million to local authorities under NHS Funding for Social Care.  
£200 million of this is the first part of the Better Care Funding, 
intended to help local authorities and CCGs prepare for the 
implementation of the full Better Care Fund pooled budget in 
2015/16.  In order to access the £200 million national Better Care 
Funding (Knowsley allocation £0.814 million), each Health &  
Wellbeing Board must have agreed its Better Care Fund plan. 
The funding must be used to support Adult Social Care services 
in each local authority which also have a health benefit.  The 
report details the agreement between Knowsley MBC and 
Knowsley CCG regarding the allocation of the funding and the 
outcomes to be achieved. 
 
Appendix 1 of the report details the activity which will be 
supported by the transfer of funding. 
 
Debra Lawson said there was a need to get better at planning 
and to look at the outcomes and benefits that this transfer of 
funding has achieved.   
 
Dianne Johnson queried what is the responsibility of the CCG in 
terms of approving the plan.  Debra Lawson said that the plan 
would be signed off at the Health & Wellbeing Board and there 
just needed to be a record that the CCG has approved the 
planned use of the funding with the Local Authority.   
 
Regarding the Early Supported Hospital Discharge Schemes, 
Dianne Johnson queried whether there was any duplication in 
terms of what is being done elsewhere.  Debra Lawson said that 
with the work done around the modelling she was reasonably 
sure there was no duplication.  Dianne Johnson also thought the 
title of this scheme did not correctly reflect what was to be 
achieved.   
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Dianne Johnson said there was a need to be clear that the money 
which is going across actually delivers the outcome.  The Chair 
suggested that this transfer of funding could be added to the 
GBAF to track delivery.   
 
The Finance & Performance Committee noted the content of 
this report. 
 

11. Pooled Budget Performance Dashboard – Quarter 2  
 Debra Lawson presented this briefing which reports the quarter 2 

performance outturn for the suite of integrated performance 
measures selected to monitor the effectiveness of pooled budget 
arrangements.  This is reported on an exception basis. 
 
Discussions are ongoing as there continues to be areas of 
confusion regarding whether information can be provided by 
colleagues in the CCG.  Andy Thomas felt that communication 
and capacity were the issues.  A meeting is due to take place 
next week to look at what is needed and also some extra capacity 
is coming into the CCG to resolve this issue. 
 
One area of underperformance is People Offered Reablement. 
Typically demand for intermediate care drops over summer.  In 
preparation for the expected increase in demand over autumn 
and winter promotion of intermediate care has been undertaken 
with the hospital discharge teams so they are familiar with the 
services delivered and eligibility criteria.  Close monitoring of the 
use of the transitional bed budget has also taken place. 
 
A review of the Learning Disability service has taken place as 
performance remains well below the target set.  Agreement has 
already been made to turn 3 Care Assistant Manager posts into 
reviewing officers.  Planned improvement should now be seen 
over the coming months.  Performance of the team is currently 
under review and targets have been set for reviewing officers. 
 
Action has been taken to improve the number of MRSA reported 
infections with full post infection reviews undertaken.  With 
regards to C-Diff infection rates, the CCG has failed this target.  
However, performance against the C-Diff targets has been 
challenged nationally.  The majority of the over-performance was 
in relation to cases acquired within community settings.  An action 
plan has been drawn up and agreed between the infection control 
provider and the CCG. 
 
An area of concern relates to Permanent Admissions to 
Residential/Nursing Care – Older People as the North West has 
been flagged up as an outlier in respect of high admission rates.  
Analysis has been carried out to look at admission trends, 
patterns and reasons for admissions into care.  Analysis has also 
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been carried out in respect of the use of transitional beds and an 
email has gone out to the Integrated Discharge Team and all 
Team Managers regarding the use of these beds. 
 
Andy Thomas noted that we can only access statistics for C-Diff 
and MRSA for our own CCG and currently cannot get information 
around the North West average.  Dianne Johnson felt the report 
should state if difficulties have been experienced getting 
information.   
 
Debra Lawson said that overall it is a fairly positive outturn 
position, however, there are some key areas which will require 
close scrutiny going forward.  It has also been identified by the 
Director of Adult Social Care that the targets against the reported 
measures will need to be revisited as there are a number of areas 
where they are not ambitious enough.  Once this piece of work 
has been completed there may be further issues to be reported. 
 
Debra Lawson said that this report will also be presented to the 
Pooled Budget Governance Group on a quarterly basis. 
 
The Finance & Performance Committee noted the content of 
this report. 
 

12. Better Care Fund (BCF)  
 Philip Thomas explained that this is the latest version of the BCF 

plan which was submitted to NHS England on 19th September in 
accordance with national timescales.  On 30th October notification 
had been received through the National Consistent Assurance 
(NCA) review process that the plan had been approved with 
support.  This means that the CCG is required to address a 
number of issues within the plan by close of play tomorrow.  The 
set of conditions was set out at the back of the report, and it was 
felt that these are relatively straight forward regarding what needs 
to be done.   
 
Andy Thomas informed that of the 160-170 plans submitted only 
6 nationally were approved with no strings attached.  There were 
91 approved with support and 54 approved with conditions.  
Liverpool CCG, who took part in the fast-track, were approved 
with support as was St.Helens CCG.  Halton CCG were approved 
with conditions, as was South Sefton.   
 
The Finance & Performance Committee received the version 
of the BCF submitted on 19th September and noted the 
outcome of the National Consistent Assurance review 
process and the actions taken to ensure the BCF meets 
national requirements as identified through the NCA 
process. 
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13. Pooled Budget Financial Performance – Quarter 2  
 Karen Connor presented this report to provide an update on the 

Mental Health, Disability and Community Support Services pooled 
budgets at quarter 2 and to outline any issues that are affecting 
the forecast levels of expenditure for the year. 
 
The forecast outturn position across all 3 pooled budgets is a 
surplus of £0.801 million (£0.521 KMBC/£0.280 million CCG). 
 
The Mental Health pooled budget is forecasting a deficit of £0.080 
million at outturn mainly due to an inflationary uplift regarding the 
Avondale contract. 
 
The Community Support Services pooled budget is forecasting a 
surplus of £0.118 million at outturn due mainly to a deficit in 
individual care packages, a surplus against contracts, a surplus 
against Direct Payments recovery and a surplus against the CHC 
Officer post. 
 
The Disability pooled budget is forecasting a surplus of £0.763 
million at outturn which is due to a domiciliary care surplus, 
residential surplus, direct payments recovery, external day care 
surplus and adult placement carers surplus. Due to starters and 
leavers nursing and direct payments are showing a deficit with 
supported living showing a surplus. 
 
Dianne Johnson said it would be helpful to see how other 
payments made to the Council are doing such as reablement 
monies.  Karen Connor agreed to look at this. 
 
Action : Karen Connor to provide information on other 
payments made by the CCG to the Council. 
 
The Finance & Performance Committee noted the content of 
this report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

KC 

14. Items for Receipt  
 There were no items for receipt.  
15. Review of Meeting  
 Andy Thomas said that with regards to the ToR and 3.3.3(b) – 

Monitor KPIs relating to CCG performance, for example as 
outlined in the NHS Operating Framework and One Plan – he felt 
that this Committee did not carry out this function.  Clare Barrow 
said some of this was covered in the Contract Management 
report.  Dianne Johnson said the Operational Performance Group 
is a sub-group of this Committee and can be tasked with this 
work. 

 

16. Date and Time of Next Meeting  
 22nd December 2014 at 1.00 p.m. in the Boardroom, Nutgrove 

Villa. 
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Document 32(02)15 

AUDIT COMMITTEE 

KEY ISSUES 

 

10th December 2014 Meeting 
 

• Development Plan for Audit Committee members approved. 
 

• Refreshed GBAF received.  At quarter 1 meeting with NHS England the CCG was 
assured in all but 1 domain (A&E, RTT provider performance) but this was in common 
with all other Mersey CCGs. Regarding the Risk Register, one significant risk was brought 
to the Committee’s attention relating to ‘ineffective governance of services commissioned 
by the CCG will lead to patient harm, reputational damage or financial loss.  This risk was 
rated high but reasonable assurance can be taken that this is being effectively managed.  
There are no high risk areas on the Risk Register for which the Audit Committee has 
responsibility.  Comment was made about the OFSTED report on Safeguarding Boards 
and discussion took place on whether the CCG should register this risk. 

 
• The updated Information Governance Strategy and various policies were received.  It was 

noted that a new Caldicott Guardian (Andy Thomas) had been appointed. It was noted 
that performance around FOIs had improved since this function had been brought in-
house.  Two minor IG incidents were reported – loss of the Corporate Services folder from 
the shared drive and loss of an iPad.  Lessons learned from these briefings have been 
included in staff briefings. 
 

• Internal Audit progress report was received.  It was noted that the Partnership 
Arrangements Follow-Up review had shown that significant progress had been made.  
The ASH accreditation review is now unlikely to take place due to a current review of 
regulations taking place by the Health & Social Care Information Centre.  If any changes 
to the plan are required these will be discussed further with relevant CCG staff. 
 

• Briefing received on the future of local public audit following the closure of the Audit 
Commission in 2017.  However, it was noted that existing external audit contracts may be 
extended to 2020 to keep down the cost for public sector bodies for procurement of these 
services.  It was agreed that when the CCG does have to procure this service it should be 
done on a bigger footprint than just Knowsley. 
 

• Briefing on Assurance Framework Benchmarking received which contained a number of 
challenge questions for the CCG to consider. 
 
 

• Anti-Fraud Progress Report received.  CCG’s intranet now contains hyperlinks to 
Information Alerts, Newsletters and official NHS Protect materials.  A local proactive 
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exercise with regard to Conflicts of Interest had been undertaken.  No frauds were 
detected and the CCG’s current processes were found to be adequate. 
 

• Good progress has been made with regard to the Anti-Bribery Compliance action plan.  
The CCG’s policies and procedures will be looked at to ensure they were ‘bribery proofed’ 
and work is in progress regards due diligence arrangements in respect of 3rd party 
dealings. 
 

• Regarding the Final Accounts timetable, the Manual for Accounts was yet to be received.  
The deadline for submission of the draft accounts is 23rd April 2015 with the final accounts 
submission deadline being 29th May 2015. 
 

• Mark Heap is now the Grant Thornton Engagement Lead for the CCG.  Progress against 
the external audit plan is on track.  The Grant Thornton publication “Pulling Together the 
Better Care Fund” was circulated to the Committee. 
 

• Regarding the audit recommendations tracker report, of the 22 recommendations 
accepted by the CCG, 18 have been completed, 3 have been partially completed and 1 is 
not yet due. 
 

• There were no significant write-offs or compensation payments in the second quarter of 
2014/15.  There has been on tender waiver for £27,000 relating to Health Intelligence Ltd 
due to this company being the sole provider of the software product. 
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NOTES OF THE AUDIT COMMITTEE 

held on 19th September 2014 
in the Boardroom, Nutgrove Villa          

 Document AC(12)01  
Present 

 
Apology 

MEMBERS 
Su Bramley Lay Member – Audit & Governance (Chair)   
Dr Robin Macmillan Secondary Care Doctor   
Dr Breige Loughran GP   
Ruth Austen-Vincent Lay Member – PPI    
Dilys Quinlan Lay Member – Quality & Safety   

IN ATTENDANCE 
Paul Brickwood Chief Finance Officer   
Andrew Thomas Governance Director   
Dawn Boyer Head of Corporate Services   
Louise Cobain Mersey Internal Audit Agency   
Scott Fisher Mersey Internal Audit Agency   
Steve Connor Mersey Internal Audit Agency   
Mike Thomas Grant Thornton   
Liz Temple-Murray Grant Thornton   
Stuart Curran CCG Accountant   
    
Present:    
Lorraine Frodsham  Minute Taker  
  Action:  
1 Apologies for Absence    
 Apologies for absence were received from Paul Brickwood, Steve 

Connor and Mike Thomas. 
 
The Chair welcomed everyone to the meeting and introductions 
were made as there were some new members. 
 

 

2 Declarations of Interest  
 There were no declarations of interest made. 

 
 

3 Minutes of the Meeting Held on 2nd June 2014  
 The minutes of the meeting held on 2nd June 2014 were accepted 

as a true and accurate record. 
 

 

4 Matters Arising and Action Log  
 Action Log 

 
Dawn Boyer informed that items 1- 3 on the action log would be 
reported on in her later report on the Assurance Framework. 
 
All other items on the action log were closed and the Chair informed 
that she was going to discuss the development plan for the Audit 
Committee with Dianne Johnson when they meet on 13th October.  
This will be brought to the next meeting. 
 
Action : Development Plan to be brought to next meeting. 

 
 
 
 
 
 
 
 
 
 

Chair 
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5 Review of the Assurance Framework  
 Andy Thomas said this report presented the quarter 1 review of the 

Governing Body Assurance Framework for scrutiny and review by 
the Audit Committee.  The framework was built on the objectives 
agreed by the Governing Body earlier in the year.  Work had been 
carried out to look at the strategic risks impacting on those 
objectives to develop a refreshed Assurance Framework for 
2014/15.   
 
Dawn Boyer said that there were now 6 national domains against 
which the CCG is assessed and Appendix A of the report 
demonstrates how these domains map across to the goals in the 
local assurance framework.   
 
Andy Thomas said that at the assurance meeting with NHS 
England on 9th September the CCG had been clearly assured on 
domains 2, 4, 5 and 6.  Assurance on domains 1 and 3 had been 
reserved until meetings had taken place with all CCGs as these 
domains involve particular performance issues that are common to 
several CCGs.  He said that in the run up to the next assurance 
meeting there will be particular focus on hitting key targets so the 
level of assurance that NHS England is seeking is greater than 
under normal circumstances.   
 
Dawn Boyer then went through the local assurance framework, 
highlighting any issues of concern. 
 
Goal 1 – To commission high quality services to meet the 
needs of the patients and the requirements of the NHS 
Constitution -  A key risk in this area was that the failure to 
manage demand results in failure to meet key constitutional rights, 
e.g. accident and emergency, referral to treatment, which may 
result in patient harm and reputational risk.  However, the CCG can 
take reasonable assurance that this if being effectively managed 
through the CCG’s membership of system resilience groups, the 
winter plan and contract monitoring processes.    Additionally failure 
to manage the complex provider landscape may affect quality and 
performance.  This is being managed through Quality Boards and 
Quality Surveillance Groups, clinical leadership, collaborative and 
lead commissioning arrangements and commissioning support and 
safeguarding services.   
 
The Chair queried when MIAA review the Assurance Framework 
and Louise Cobain said they would issue their opinion in 
February/March but planning starts around January when meetings 
take place with the Executive Leads and the Chair and other 
members of the Audit Committee. 
 
Ruth Austen-Vincent said that in Goal 1, reasonable assurance had 
been given to 1.5 and 2.1 but she knew there were serious 
concerns around nursing homes and she queried how this had 
been factored in.  Andy Thomas said that this issue would be 
picked up in the Risk Register. 
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Goal 2 – Ensure effective and efficient governance of the CCG 
– A high risk area is uncertainty over future NHS funding or other 
policy which prevents the CCG from delivering local commissioning 
plans and still achieving financial targets.  However, the assurance 
rating indicates that the Governing Body can take reasonable 
assurance that this is being effectively managed through the CCG’s 
5 year financial strategy.  Another high risk area is ineffective 
governance of services commissioned by the CCG which could 
lead to patient harm, reputational damage or financial loss. The 
Governing Body can take reasonable assurance that this is being 
effectively managed through its Clinical Quality and Safety and 
Finance & Performance Committees and membership of local 
safeguarding boards.  Gaps or delays in availability and quality of 
data, information and intelligence is a high risk area and the 
assurance rating is currently limited due to issues in the CSU 
Business Intelligence function including delays and omissions 
reporting key performance issues.  Discussion took place on the 
possibility of receiving BI from another provider but it was  
recognised that this would require a significant handover and it  
was also a very specialist role which may be difficult to fill.    
Ruth Austen-Vincent said that basically what we are saying is that 
we are not confident in the information we are receiving but there is 
not much we can do about it.  Andy Thomas said the CCG could 
but this would be a big strategic decision.  In the short-term all 
the CCG can do is to performance manage this within the existing 
contract.  No formal communication has been issued to the CSU 
at the moment but discussions are ongoing at Accountable 
Officer/Chief Finance Officer level.   
 
Goal 3 – Continue to develop the CCG to be the best it can be – 
A key risk is the failure to fully embed the programme management 
office approach across the whole organisation which could lead to 
ineffective and inefficient use of resources and failure to deliver key 
priorities.  Limited assurance had been given which reflects the 
level of maturity the CCG is at and it was recognised that this would 
improve as the transformation programme is worked up in more 
detail and monitoring and quality assurance processes are fully 
established.   
 
In terms of the items on the action log relating to the Assurance 
Framework, Dawn Boyer said that with regard to information on 
projects behind each goal, some goals are achieved through 
projects but others are achieved through normal business systems 
and processes.  Regarding objective 1.2 this relates to IAPT and 
discussion about this issue took place at the Governing Body in 
August.  Further work is ongoing and it is intended that the Quality 
Committee will receive a report and then feed back to the 
Governing Body.  Dawn also confirmed that the transformational 
change programme will be covered in what is now 3.2 of the 
Assurance Framework.   
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Ruth Austen-Vincent mentioned that in the last Patient Participation 
Forum (PPF) if had been flagged up that not enough people were 
being engaged and she queried some of the statements made in 
the MIAA report.  She said she was struggling with the statement  
that the CCG had a robust PPF in place and we did in fact not have 
an engagement plan.  She felt this was a big risk area.  The Chair 
felt that this came back to the overall communication strategy for 
the organisation.  She said she knew Dianne Johnson had spoken 
about this and how engagement takes place.  Ruth Austen-Vincent 
said she recognised that a lot of work had been done but she was 
concerned that we are saying that there is reasonable assurance in 
this area but this does not mirror what is being fed back through the 
PPF and she felt that the people we are engaging with should be 
part of the assurance process. 
 
Dawn Boyer said the role of the Audit Committee is to continually 
review the relevance and rigour of the Assurance Framework and 
the arrangements surrounding it.  The Chair suggested that the 
Committee should pick different areas to focus on during the year, 
perhaps areas where limited assurance is given, to receive reports 
giving more detail on these areas and what work is being done.  
The Committee agreed to this approach. 
 
The Audit Committee noted the content of this report. 
 

6 Information Governance Compliance Report  
 Dawn Boyer presented this report to update the Committee 

regarding the work of the Information Governance Management 
Group and to summarise last year’s IG performance and work in 
the Annual Report. 
 
Dawn Boyer informed that as the post of Head of Quality & Safety 
was currently vacant, Dianne Johnson had taken on the role of 
Caldicott Guardian.   
 
The IG Toolkit was submitted by the required deadline of 31st 
March and achieved Level 2 compliance.  Key achievements 
evidenced within the IG Toolkit submission were: 

 
• IG Strategy and policies were updated. 
• IG E-Briefs and Golden Rules were issued to staff to 

supplement IG mandatory training which was completed by 
all staff for the year to 31st March 2014. 

• IG spot checks were completed. 
• Information Asset Register and Data Flows Mapping was 

completed. 
• Performance in relation to FOI requests has significantly 

improved. 
 
Last year IG support was provided by the CSU.  However, from 1st 
April 2014 this has switched to StHK Trust Informatics Service. 
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A detailed action plan for the next year has been drafted and will go 
to the next IG Management Group.  One priority area is for the 
CCG to achieve accredited safe haven status (ASH).  Work is 
ongoing to prepare a plan to demonstrate how the CCG will assure 
the processing of identifiable data.  The CCG also needs to ensure 
it satisfies national requirements for the processing of invoices in a 
secure/controlled environment.   
 
There were no IG incidents during 2013/2014 and consequently the 
risk is currently assessed as low.  However, this will need to be 
reviewed in the light of potentially achieving ASH and as a result 
receiving and processing weakly pseudonymised information. 
 
The Audit Committee noted the content of this report. 
 

7 Internal Audit Progress Report  
 Scott Fisher presented this report to provide an update in respect of 

the assurances, key issues and progress against the Internal Audit 
Plan for 2014/15.   
 
The review of patient experience follow-up had been undertaken to 
provide an update on the progress of implementation of 
recommendations relating to the 2013/14 Patient Experience 
Briefing Note reported in June 2013.  Of the 7 recommendations 
made, 1 has been implemented, 2 have been partially implemented 
and 4 have not been implemented.  Patient experience is now 
being triangulated with complaints and incidents to enable trends to 
be adequately and promptly addressed and a review and update of 
the website content is underway.  Key areas for action were:- 
 

• use of social media for specific campaigns in support of the 
commissioning plan 

• a review of GP Practice website links and enhancements to 
Patient Participation Group (PPG) information to be added 
as part of the review of website content. 

• options for developing patient and PPG communication to be 
reviewed in consultation with the Council 

• the website poll be updated and used for specific campaigns 
in support of CCG activities and commissioning plans. 

 
Scott Fisher said that following discussions with Dawn Boyer, MIAA 
has been requested to undertake a review of the ‘Controlled 
Environment for Finance (Invoice Validation)’.  It is proposed that 
this would replace the planned review of ASH accreditation 
following the progress already achieved by the CCG.   
 
Appendix C of the report provides details of forthcoming events and 
a summary of previous events held. 
 
Ruth Austen-Vincent said it was suggested that PPGs be the key 
focus for engagement work, but she felt this would be unworkable 
as some PPGs only consist of one person and a huge amount of 
resources would have to be put in to make this happen.  Louise 
Cobain said the report just contained recommendations to be 
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considered by the CCG and it was more about best practice.  Dilys 
Quinlan said she agreed with Ruth’s comments and said that it was 
also important to consider how to engage with people who do not 
visit their GP very often.  Dawn Boyer said the My NHS database 
was being developed and patients would be requested to register 
on the database and this would assist in engagement. 
 
The Audit Committee approved the change to the audit plan 
and noted the content of this report. 
 

8 Briefing Note – Audit Committee Handbook Changes  
 Louise Cobain explained that this briefing note had been issued for 

information.  The new Audit Committee Handbook was issued in 
June and the briefing paper highlights the main changes. 
 
As the Committee now has two new members, it was agreed to 
provide them with a copy of the new handbook. 
 
Action : New Audit Committee handbook to be issued to new 
members. 
 
The Audit Committee noted the content of this briefing note. 
 

 
 
 
 
 
 
 

LF 

9 Briefing Note – Sustainability  
 Again this briefing note was for information and contained key 

questions the CCG should look at internally.  Andy Thomas said 
that this had a very small impact in terms of what we are 
commissioning and queried whether there was any specialist 
advice for commissioners. Louise Cobain agreed to see if there 
was any. 
 
Action : Investigate whether there is any specialist advice for 
commissioners. 
 
The Audit Committee noted the content of this briefing note. 
 

 
 
 
 
 
 
 

LC 

10 Briefing Note – Human Factors – Improving Patient Safety  
 Whilst much of this briefing note applied to primary providers, it also 

contained some key questions for the CCG to consider. 
 
The Audit Committee noted the content of this briefing note. 
 

 

11 Receipt of Audit Recommendations Tracker Report  
 Dawn Boyer said the purpose of this report was to update the Audit 

Committee regarding the progress of implementation of 
recommendations arising from internal audits completed during 
2013/2014. 
 
During 2013/2014 the CCG received 8 internal audit reports which 
were listed in Appendix A of the report.  A total of 25 
recommendations were made of which 1 was critical, 2 were high, 
15 medium, and 7 low.  Of these, 22 recommendations were 
accepted by the CCG and management action agreed.  15 have  
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been completed, 3 have been partially completed and 4 are not yet 
due.  The detailed financial policies, if approved at this meeting, will 
deal with 3 of the recommendations not yet completed. 
 
The 3 recommendations not accepted were:- 
 
Financial Systems – the audit identified a medium risk of 
inappropriate orders being made that bypass the official ordering 
system.  It was recommended that the Finance Team should 
consider monitoring the level and nature of non-purchase orders 
and comparisons and benchmarking should be considered.  
Management’s response was that most of the expenditure the CCG 
incurs is with NHS bodies and is agreed by contract.  Ordering such 
services through the official purchase order route would clog up the 
system and cause practical problems.  Invoices that are received 
by the CCG are being checked by senior finance managers against 
the contract values to confirm they are not being over invoiced. 
 
Conflicts of Interest Phase 2 – The audit identified a medium risk 
that the CCG was not compliant with best practice (in relation to 
outlining the requirements for their GP members to inform patients 
and healthcare providers if they have a financial or commercial 
interest in an organisation where the patient is being referred for 
treatment/investigation).  The management response was that the 
CCG does not agree that they need to develop a process on the 
basis that it concerns the GP’s conduct  in their role as a GP rather 
than in their CCG role.  However, the CCG has agreed to add a line 
in the Standards of Business Conduct that requires all CCG 
members and staff to adhere to any relevant professional codes of 
practice in respect of conflicts of interest and reference the 
guidance from the BMA on this which has been previously 
circulated. 
 
Partnership Working – The audit identified a high risk that the 
Governing Body may be unaware that they are operating without 
the security of a fully signed Section 75 agreement.  It was 
recommended that any delays in signing a formal agreement 
should be routinely reported to the Finance & Performance 
Committee and Governing Body.  The management response was 
that the delays in signing had been escalated to the Accountable 
Officer and the Council Chief Executive and the agreement has 
now been signed.   
 
Louise Cobain said she thought the Patient Experience review 
should be added into the template and Dawn Boyer agreed to do 
this.  LTM thought it would be helpful to also the External Audit 
reports which are produced, i.e. Audit Plan, Audit Findings Report 
and Annual Audit Letter.  It could then be shown that there were no 
recommendations made for any of these reports. 
 
Action : Patient Experience Review and External Audit 
Reports to be added to the template. 
 
The Audit Committee noted the content of this report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DB 
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12 Receipt of Annual Audit Letter  
 Liz Temple-Murray said that in line with the Code of Audit Practice, 

this report summarises the key findings arising from the 2013/14 
audit.  This was also presented to the Governing Body in August. 
 
An unqualified opinion was issued on the CCG’s financial 
statements on 6th June 2014 and an unqualified regularity opinion 
was also given.  There were no issues to report regarding Value for 
Money or the Whole of Government Accounts.  Regarding the audit 
of the accounts, there were no significant issues to bring to the 
attention of the Committee.  The CCG had met all its statutory 
financial targets, including achieving a 1% surplus target.  
Regarding Value for Money, in recognition that CCGs were new 
organisations, the Audit Commission did not specify reporting 
criteria for the VFM conclusion at CCGs for 2013/14.  For 2014/15 
this will revert to the standard criteria relating to financial resilience 
and prioritising resources, and will require a positive conclusion on 
the arrangements in place.  Detailed guidance on this is expected 
next month.                                                                                                                                                                                                                   
 
Liz Temple-Murray said it had been an excellent first year for the 
CCG particularly given the difficulties that had been caused due to 
late receipt of guidance.  She said she would like to acknowledge 
the work of the Finance Team and everybody involved in 
production of the Annual Report given the difficult circumstances 
and tight deadlines. 
 
Key issues going forward for the CCG is the BCF and working with 
partners and recognising the changing landscape of delivery. 
 
The Audit Committee noted the content of the Annual Audit 
Letter. 
 

 

13 External Audit Progress Report and Value Statement  
 Liz Temple-Murray presented this report which details progress to 

26th August 2014.  She explained that it was very early in the 
2014/15 audit as external audit always runs some way behind the 
actual financial year. 
 
The 2014/15 final accounts audit will take place from late April to 
early June.  The Department of Health is yet to notify CCGs of the 
2014/15 pre-audit and post-audit final accounts deadlines as they 
are currently consulting on the Manual of Accounts.   
 
Regarding the Value for Money conclusion, in 2013/14 the Audit 
Commission required auditors to focus their work on leadership, 
commissioning, financial planning and management, data quality, 
and external relationships.  Guidance is still awaited from the Audit 
Commission on the key areas for consideration in 2014/15. 
The report also contains details of emerging issues and 
developments and asks some challenge questions the CCG may 
wish to consider. 
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Liz Temple-Murray said that from recent client satisfaction surveys 
carried out feedback had been received that there was interest in 
finding out more about what Grant Thornton do.  The Value 
Statement circulated seeks to show the work done by Grant 
Thornton and how this work has added value on top of the audit 
this year. 
 
The Audit Committee noted the content of these reports. 
 

14 Refresh of Detailed Financial Policies  
 Stuart Curran said that these policies had been in existence since 

the start of the CCG but had recently been reviewed in line with 
changes in the guidance from NHS England.  He said that  
fundamentally the policies had not changed and the changes 
mainly related to deadlines, changes in names and responsibilities 
etc.  Following a recommendation from Internal Audit, a new policy 
on the month end close down procedure had also been added.   
 
The Audit Committee approved the refreshed policies. 
 

 

15 Review of Losses and Special Payments, Tender Waiver and 
Debt and Declarations of Interest 

 

 Stuart Curran said that the CCG did not have any significant write-
offs or compensation payments in the first quarter of 2014/15.  
Also, there were no tender waivers during this period.  Regarding 
aged debtors, he explained that this was one debt that had slipped 
to over 12 months.  This is being repaid in instalments. 
 
The Audit Committee noted the content of this report. 
 

 

16 Governance Statement  
 Dawn Boyer presented this report to provide the Audit Committee 

with the opportunity to review the Annual Governance Statement 
for 2013/14 and consider actions required in preparation for the 
2014/15 statement. 
 
The Government Financial Reporting Manual requires CCGs to 
prepare a Governance Statement as part of their Annual Report 
and Accounts and requires CCG Accountable Officers to give the 
NHS England Chief Executive assurance about the stewardship of 
their organisation.  The report shows the key questions the 
Accountable Officer, Governing Body and Audit Committee should 
consider when reviewing the Governance Statement. 
 
The Chair queried whether the Governance Statement should be 
taken into account when the Committee goes through its self-
assessment process next year.  Dawn Boyer said it should and the 
draft should be available. 
 
The Audit Committee noted the content of this report. 
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17 Minutes of Other Committees  
 The minutes of the Finance & Performance Committee and Clinical 

Quality & Safety Committee were received for information.  There 
were no significant issues to report. 
 
The Audit Committee noted the content of these minutes. 
 

 

18 Any Other Business  
 The Chair informed that she had received an invitation to an Audit 

Chairs event in Manchester but unfortunately she was unable to 
attend due to annual leave.  It was agreed to circulate this to Audit 
Committee members in case anyone else could attend. 
 
Action :  I nvitation to event to be sent to Audit Committee 
Members. 
 

 
 
 
 
 

LF 

19 Date and Time of Next Meeting  
 10th December 2014 at 1.00 p.m. in the Boardroom, Nutgrove Villa. 
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Document 32(02)16 

COMMITTEE(S) IN COMMON 

KEY ISSUES 

 

7th January 2015 Meeting 

 
• The meeting signed off the terms of reference which are clear that decisions are made by 

the Governing Bodies of each CCG. 
 

• Discussed and agreed changes which made the process for developing options clearer. 
 

• Next meeting in March. 
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HEALTHY LIVERPOOL PROGRAMME 

HOSPITAL BASED SERVICES 

COMMITTEE(S) IN COMMON 

KNOWSLEY, LIVERPOOL AND SOUTH SEFTON CCGS AND NHSE 

WEDNESDAY 5TH NOVEMBER 2014 

MINUTES 

 

PRESENT 

Katherine Sheerin 

Tom Jackson 

Dr Donal O’Donoghue 

Ian Davies 

Fiona Clarke 

Graham Morris 

Dr Rob Cauldwell 

Dr Andy Price 

Paul Brickwood 

 

APOLOGIES 

Dr Nadim Fazlani 

Dianne Johnson 

Martin McDowell 

Dr Fiona Lemmens 

 

1. Introductions 

 

KS welcomed everyone to the meeting and introductions were made. 
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2. Background and purpose of the meeting 

KS explained the background to the Healthy Liverpool Programme, how changes are described 
across three settings of care –  

 Living Well 
 Transformed Community Services 
 The best hospital care 

Underpinned by six priority clinical areas –  

 Children’s Services 
 Healthy Ageing 
 Long Term Conditions 
 Mental Healthy 
 Learning Disabilities 
 Cancer 

Work has been progressing well, with clear plans emerging.  However there is now a requirement for 
decisions regarding hospital services to be aligned across commissioners, and as such, the 
Committee in Common has been established as the vehicle to enable this to happen. 

Alison Tonge commented that it is really important that the CIC is established now in order to bring 
together commissioners to facilitate joint decision making. 

 

3. Draft Terms of Reference 

The draft TOR were discussed.  Minor amendments were agreed.  It was highlighted that it would be 
useful to understand the scrutiny arrangements for each Local Authority, in order that we can 
timetable key meetings. 

ACTIONS –  KS to circulate revised TOR 

  FC / DJ / KS to pull together scrutiny process / timetable 

 

4. Update on Hospital Based Services Work Stream 

ID/DO’D  explained that the work is structured around 5 key areas –  

 Urgent Care 
 Cancer 
 Women’s Services (including Neonatology) 
 Stroke 
 Cardiac Care 
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For each area, clinical workshops are held, with standards for delivery agreed.  Work had progressed 
furthest in Urgent Care, with standards nearly agreed.  It was planned that standards will be clear by 
Christmas.  

5. Update from Specialist Commissioning (NHSE) 

AT outlined the changes to NHSE structure currently being worked through, and the impact of this 
on decision making regarding commissioning.  There is much to be learned from the Healthier 
Together Programme,  and it is key that the governance arrangements are clearly described from the 
outset. 

AT explained that NHSE is keen that providers develop network based solutions for delivery of 
services which meet national service specifications, with full scale procurements avoided where 
possible. 

In terms of co-commissioning, AT explained that 4 services are likely to be delegated to CCGs from 
April 2015, with all ‘tier 2’ services delegated or commissioned jointly from April 2016.  We need to 
prepare carefully for this. 

With regard to Major Trauma services, much work has been done on this.  It was agreed that a clear 
decision making path is needed. 

ACTION- ID to develop decision making path for discussion at next CIC (working with Louise 
Sinnott for Major Trauma) 

 

6. Development of options 

The process was discussed.  It was explained that following the work by the clinicians on developing 
standards, this is then reviewed by the Chief Executive’s Group, who’s role is to reach alignment 
regarding the optimum service delivery model by site.  It is planned that alignment should be 
reached by Christmas. 

It would then be for the CIC to determine which option(s) go forward for consultation, with the 
backing of each statutory body. 

TJ outlined the economic modelling work which has been commissioned from FTI to support this.  
This will confirm future needs, and model the sustainability of different options. 

 

7. NHSE Assurance Process 

Healthy Liverpool is now on the ‘tracker’ and part of the NHSE assurance process.   The first 
assurance meeting  was held at the beginning of October, with positive informal feedback.  An 
update will be provided at the next meeting. 

4 Page 4 of 8



 

8. Key Milestones for the Healthy Liverpool Programme 

Key milestones were shared and discussed.  It was explained that a period of intensive community 
engagement will commence in the new year, in order to explain the need for change to local people, 
based on the Prospectus for Change document.   

The programme plan is being updated and will be shared. 

 

9. Meetings schedule for CIC 

1st Wednesday of the month, approx 4pm (to follow the CCG Network meeting). 

Venue – as per CCG network meeting 

 

10. Date and time of next meeting 

4pm, Wednesday 7th January 2015, Merton House, Bootle. 
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Appendix N 
Healthy Liverpool 

 
 

Hospital Based Care Committees in Common 
 
 

Terms of Reference 
 
 
 
The Hospital Based Care Committee is established in accordance with 
each Clinical Commissioning Group’s Constitution, Standing Orders and 
Scheme of Delegation.    These terms of reference set out the 
membership, remit, responsibilities and reporting arrangements of the 
Committee and shall have effect as if incorporated into the CCG’s 
Constitution and Standing Orders. 
 
 
This will operate as a Committees in Common across NHS Knowsley 
CCG, NHS Liverpool CCG, NHS South Sefton CCG and NHS England. 
 
 
1. Membership 
 
 
Liverpool  CCG  (3  members  –  at  least  two  of  which  are  from  the 
Governing Body) 
Knowsley  CCG  (3  members  –  at  least  two  of  which  are  from  the 
Governing Body) 
South Sefton CCG (3 members – at least two of which are from the 
Governing Body) 
NHSE (2 members with senior responsibility for commissioning 
specialised services) 
 
 
Co-opted Members (non-voting) 
 
 
Liverpool LA (1 member) 
Knowsley LA (1 member) 
Sefton LA (1 member) 
 

 
In attendance (non-voting) 
 
 
Managerial  and  clinical  leads  from  the  Hospital  Based  Care  Work 
Stream 
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2. Remit and responsibilities of the Committees 
 
 
The Hospital Based Care Committees is responsible for considering the 
options for changes to the delivery of hospital services across the city of 
Liverpool  as  part  of  the  Healthy  Liverpool  Programme,  taking  full 
account of the work of the clinical reference group and the 
recommendations from the Leadership Group. 
 
 
The Committees will identify and make recommendations on a preferred 
option(s) where appropriate, taking account of the impact assessment. 
 
 
The Committees will then steer and support the engagement and 
consultation process for the changes in hospital services, and recommend 
conclusions to each host statutory body for approval and implementation. 
 

 
The host statutory bodies are NHS Knowsley CCG, NHS Liverpool CCG, 
NHS South Sefton CCG and NHS England. 
 
 
 
3. Decision making / governance 
 
 
The Committees in Common will be charged with making 
recommendations to their host statutory body. 
 
 
Recommendations will not be supported by the Committee(s) unless at 
least one member from each CCG and NHSE supports the decision. 
 
 
 
4. Quorum 
 
 
The Committees will be quorate if at least six (6) full members are 
present, to include at least one member from each CCG and NHSE. 
 
 
If a meeting is inquorate, the decision will be referred to the following 
meeting.  If this subsequent meeting is inquorate due to the absence of 
the same organisation, then the decision as made by the inquorate body 
will stand. 
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Decision making will be by consensus as far as possible.  However, 
if consensus cannot be reached and a vote is required, then each full 
member will have one vote. 
 
 
 
5. Chairing 
 
 
The meeting will be chaired by one of the three (3) Liverpool 
CCG members. 
 
 
 
6. Administration and frequency of meetings 
 
 
The Committees will be administered by Liverpool CCG and will meet 
on a monthly basis. 
 
 
 
7. Reporting 
 
 
Formal reporting arrangements will be agreed within each CCG 
and NHSE. 
 
 
 
8. Conduct 
 
 
All members are required to make open and honest declaration of their 
interests at the commencement of each meeting or to notify the 
Committee Chair of any actual, potential or perceived conflict in 
advance of the meeting. 
 

 
A register of such interests will be recorded and 
maintained. 
 
 
All members are required to uphold the Nolan Principles and all other 
relevant NHS Code of Conduct requirements. 
 
 
9. Review 
 
 
These terms of reference will be reviewed every six (6) months 
from 
November 
2014. 
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Health and Wellbeing Board 

 

Minutes of the meeting of the Full Board held on 
Wednesday, 12 November 2014 in the Boardroom, 

Knowsley CCG Headquarters, 1st Floor, Nutgrove Villa, 
Huyton 

 
 

 

Present: 
 

Knowsley Metropolitan Borough Council – Elected Members 
Councillor Michael Murphy, Cabinet Member for Health & 
Social Care (Chairperson) 
Councillor Ron J Round, Leader of the Council 
Councillor Gary See, Cabinet Member for Children Family 
Services 
 
Knowsley Metropolitan Borough Council - Officers 
Paul Boyce, Executive Director (Children) 
Matthew Ashton, Assistant Executive Director (Regeneration 
and Housing) 
 
Knowsley Clinical Commissioning Group 
Dr Andrew Pryce, Knowsley Clinical Commissioning Group 
(Vice-Chairperson) 
Dianne Johnson, Accountable Officer 
Ruth Austen-Vincent, Lay Member for Patient and Public 
Involvement 
 
Healthwatch Knowsley  
Mary Spreadbury, Chair of Healthwatch Knowsley 
 
Knowsley Engagement Forum  
Vicki Hornby, Engagement Forum 
 

In attendance: 
 

Knowsley Metropolitan Borough Council – Supporting Officers 
Mark Butterworth, Assistant Chief Executive 
Jane Case, Public Health Assistant Programme Manager 
Patrick Goodison, Neighbourhood Coordinator 
Richard Holford, Head of Public Health Strategy and 
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Intelligence 
Trudy Bedford, Scrutiny & Partnerships Officer 
 
Knowsley Clinical Commissioning Group 
Phillip Thomas, Commissioning Director 
 
NHS England 
Alan Cummings, Contracts Manager 
 
Healthwatch Knowsley 
Paul Mavers, Manager 
 

Apologies: 
 

Knowsley Metropolitan Borough Council - Officer 
Julie Moss, Assistant Executive Director (Children’s Social 
Care) 
 
Knowsley Clinical Commissioning Group 
Dr Ronnie Thong, Clinical Lead for Strategy & Planning  
 
NHS England 
Anthony Leo, Director of Commissioning  
 
Knowsley Metropolitan Borough Council - Supporting Officer 
Sue Jarvis, Assistant Executive Director (Policy and 
Partnerships) 
 

 
 

25. CHAIRPERSONS ANNOUNCEMENT  

 

What was this 

item about? 

Councillor Murphy reported on Knowsley Borough Council’s recent 

senior management re-structure and the implications this had for the 

Board. It was reported that Mike Harden had been newly appointed 

as the Borough’s Chief Executive. The statutory roles of the Director 

of Children’s Services and the Director of Adult Social Care where 

previously vested in the position of Director of People. As a 

consequence of the re-structure both of these statutory positions had 

been divided between the Executive Director (Children) Paul Boyce 

and the Assistant Executive Director (Adult Social Care) Julie Moss. 

As a consequence the membership of the Health and Wellbeing 

Board had been expanded to include both Paul Boyce and Julie 

Moss.  

 

What was 

agreed? 

It was AGREED that the inclusion of Julie Moss on the membership 

of the Health and Wellbeing Board be noted.  
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26. DECLARATION OF INTEREST  

 

What was this 

item about? 

This was a standard item to enable Members of the Board to declare 

any interest they may have in terms of business on the agenda for 

the meeting.  

 

What was 

agreed? 

There were no declarations of interest submitted by Board Members.  

 

27. MINUTES OF THE SPECIAL MEETING - 18 SEPTEMBER 2014  

 

What was this 

item about? 

The minutes of the special meeting of the Board held on 18 

September 2014 were reported back for consideration.  

What was 

agreed? 

The minutes of the Board meeting held on 18 September 2014 were 

received as a correct record and signed by the Chairperson.  

 

28. MINUTES OF THE FORMAL MEETING - 25 SEPTEMBER 2014  

 

What was this 

item about? 

The minutes of the formal meeting held on 25 September 2014 were 

reported back for consideration.  

What was 

agreed? 

The minutes of the Board meeting held on 25 September 2014 were 

received as a correct record and signed by the Chairperson.  

 

29. GROW WELL: 5-19 YEAR OLDS  

 

What was this 

item about? 

The Board considered a report which sought to inform Members of 

the health and wellbeing outcomes and challenges facing Knowsley 

children and young people between the ages of 5 – 19 years of age.  

 

Furthermore, the report also provided an update on the work being 

undertaken to promote mental wellbeing and resilience through the 

Headstart Knowsley Resilient Young People programme.  

 

In this regard Jane Case, Public Health Specialist, provided a 

presentation to Board Members which focused on the following:- 

 

• Set out the importance of understanding a health and wellbeing 

system during the development stages for children and young 

people aged 5-19 years and the key challenges which existed 

within it;  

• Summarised some of the characteristics experienced by primary 
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school children and explained what activity was taking place to 

improve their experience; 

• Explained the importance of understanding why young people 

engaged in risk taking behaviour and how events such as ‘Big 

Love, Little Sista’ festival supported the promotion of 

inspirational positive health messages; 

• Explored wider issues such as attainment, aspiration, domestic 

violence, troubled families, youth offending and substance 

misuse and how such issues could impact upon the emotional 

wellbeing of children;  

• Received an overview of the HeadStart Knowsley Resilient 

Young People programme.  

• Reported that the HeadStart programme was funded by the Big 

Lottery and outlined how the programme sought to equip young 

people to deal better with difficult circumstances in their lives; 

• Explained the stages undertaken to secure the first Big Lottery 

fund of £500,000 and furthermore how if the programme was 

successful and met further objectives as outlined by Big Lottery 

additional funding would be available; and 

• Set out the project outcomes and explained the key challenges. 

 

The Board was informed that the Headstart Programme focused on 

building resilience in young people. It hoped to achieve this through a 

number of mechanisms which included sporting activities, developing 

quality standards across services and encouraging schools and 

youth clubs to share good practice. 

 

What was 

discussed? 

Board Members raised the following questions and comments in 

relation to the presentation:- 

 

• Concern was expressed regarding the support provided by 

CAMHS and the referral process.  

 

• A Board Member expressed concern regarding the portrayal of 

young people in the presentation as it didn’t represent a positive 

story of young people’s experiences in the Borough. It was 

further reported that the Listening Ear Programme was 

experiencing a waiting list of upto 12 weeks for young people. 

Clarity was also sought on how specific groups, such as 

disabled children, would be supported as part of the Headstart 

programme. The approach to address bullying in schools was 

welcomed particularly at Primary School. 

 
The Board was informed that one of the benefits of the 

Headstart programme was to ensure early intervention which 

would hopefully address some of the issues associated with the 

Listening Ear programme and bullying.  
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• Clarity was sought on what services had been commissioned to 

address the levels of obesity amongst young people?  

 

The Board was informed that a new service had recently been 

commissioned which promoted healthy eating in families.  

 

• Consideration should be given to understanding the cross over 

between adult and children’s services and how the Headstart 

programme would have an impact on this.  

 

• The work of the Board should be focused on mitigating issues 

within a partnership environment. It was acknowledged that 

young people in the borough were resilient but they also needed 

to be aspirational. Furthermore, it was important that 

practionners had the appropriate skills set to support and 

develop a child’s emotional health. 

 

• Future reports of this nature should also include the work of the 

CCG which would provide the Board with a broader 

understanding of service provision.  

 

• The Headstart programme was welcomed particularly if it 

delivered on the outcomes it had established. It was recognised 

that the programme should focus on positive affirmations. 

 

• The benefits of sport improving mental and emotional health had 

been well documented. However, it could also make an 

individual feel isolated if they were not proficient at the activities. 

Therefore consideration should be given to broadening the 

activities and not just focusing on main stream sports. 

 
The Board was informed that a wide range of activities had been 

identified, which included sports, therapeutic activities and online 

gaming. The emphasis of the activities was to encourage young 

people to be socially active.  

 

• The programme should focus on prevention and provide 

appropriate support to families to enable them to have the skills 

to cope with troubling situations.  

 

What was 

agreed? 

It was AGREED that:- 

 

(i) The health and wellbeing outcomes and challenges Knowsley 

children and young people experience during the ages of 5-

19 be noted;  

 

(ii) The health and wellbeing system be noted for its 
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effectiveness in addressing the needs of children and young 

people aged 5-19 and their families in the Borough; 

 
(iii) The actions and improvements needed to the health and 

wellbeing system be noted; and   

 
(iv) The opportunities afforded to the Borough through the 

Headstart programme be noted.  

 

30. BETTER CARE FUND PROGRESS UPDATE  

 

What was this 

item about? 

The Board received a report which provided an update on the Better 

Care Fund (BCF) since the Board’s approval its meeting on 18 

September 2014. 

 

Phillip Thomas, Commissioning Director, Knowsley CCG reported 

that the plan had been submitted in accordance with the deadlines as 

established by NHS England. Following the submission the plan went 

through a Nationally Consistent Assurance Review (NCAR) process 

which subjected the plan to a comprehensive review against a 

detailed assurance checklist together with a data analysis of financial 

and performance information. Following this process the plan was 

then identified to fall within one of the following four categories:  

 

• Approved 

• Approved with support 

• Approved with conditions 

• Not approved 

 

Paragraph 5.1 of the report now submitted reported that notification 

was received on 30 October which categorised the Knowsley BCF 

plan as ‘Approved with Support’ and was accompanied by a letter 

which set out a schedule of risks and gaps identified during the 

NCAR process, which were set out in Appendix 4 to the report now 

submitted.  

 

Accordingly, a BCF Implementation Group had been established 

which was chaired by the CCG’s Accountable Officer and work had 

commenced on addressing the identified risks. A response to NHS 

England outlining how the risks and gaps would be addressed was 

required to be submitted by the end of November 2014.  

 

What was 

discussed? 

Board Members recognised that the rating of the Plan from NHS 

England was a positive outcome. In terms of ongoing reporting, it 

was important the BCF Implementation Group kept this Board 

informed of ongoing developments.  
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The Accountable Officer, Knowsley CCG, reflected on the 

importance of having the correct people engaging with the BCF 

Implementation Group to ensure the outcomes in the Plan would be 

achieved.  

 

Clarity was sought on how the public would be engaged in the 

process? 

 

The Board was informed that engaging the public and the voluntary 

and community sector formed a key part of the plan and the actions 

which underpinned it.  

    

What was 

agreed? 

It was AGREED that:- 

 

(i) The version of the Better Care Fund plan submitted to NHS 

England on 19 September following Health and Wellbeing Board 

approval on 19 September 2014 be endorsed;  

 

(ii) The outcome of the National Consistent Assurance Review 

(NCAR) process be noted; and 

 

(iii) The actions taken to ensure the Better Care Fund Plan meets 

national assurance requirements, as identified through the 

NCAR process be noted.  

 

31. PHARMACEUTICAL NEEDS ASSESSMENT  

 

What was this 

item about? 

The Board considered a report which provided an update on the 

development of the local Pharmaceutical Needs Assessment (PNA) 

and also set out the public consultation process in accordance with 

statutory requirements.  

 

In this regard, a representative from NHS England, reported that a 

PNA was a statutory document which assessed the pharmaceutical 

needs of the local population. There was a duty on all Health and 

Wellbeing Boards to produce and publish a new PNA by April 2015.  

 

It was reported that a multi-professional steering group had been 

established which included a number of representatives from Public 

Health, Community Pharmacy Leads, Knowsley CCG and the Local 

Pharmaceutical Committee. This Steering Group had led on the 

drafting of the PNA. Furthermore, the draft PNA was currently out to 

public and wider stakeholder consultation from 7 November 2014 to 

the 6 January 2015. Following the conclusion of the consultation 

period, relevant amendments would be made and the final PNA 

would be presented to this Board for formal agreement in March 

2015.  
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What was 

discussed? 

Clarity was sought on whether Healthwatch Knowsley had been 

invited to participate in the Steering Group.  

 

The Board was informed that this matter would be investigated 

further and reported back to the Healthwatch Knowsley 

representative. Furthermore, Healthwatch Knowsley was asked to 

encourage their representatives to view the PNA and comment 

accordingly.  

 

A Board Member highlighted that the PNA consultation document 

was not available in alternative formats and excluded those with 

disabilities as they were unable to read and comment on the PNA.  

 

The representative from NHS England advised the Board that they 

would report this information back to the Steering Group and seek to 

address it.  

 

The Board was provided with reassurances that consultation on the 

PNA was being promoted through the Knowsley Engagement 

Network, Healthwatch and through the Health and Wellbeing Board 

website and other council engagement channels.  

 

A Board Member reflected on the PNA and sought clarity on whether 

consultation on the PNA had been targeted at specific service users.  

 

The Board was informed that the consultation process would be 

targeted at those service users.  

 

What was 

agreed? 

It was AGREED that:- 

 

(i) The progress made on the development of the local 

Pharmaceutical Needs Assessment (PNA) be noted; and 

 

(ii) The process of public consultation for the draft PNA be noted.  

 

32. DUE NORTH - REPORT OF THE INQUIRY ON HEALTH EQUITY FOR THE 
NORTH  

 

What was this 

item about? 

The purpose of this report was to provide Members with an overview 

of the Inquiry on Health Equity in the North and to enable Members 

to respond to the consultation on the inquiry findings.  

 

The Assistant Executive Director (Public Health and Wellbeing) 

summarised a presentation which highlighted the findings of the 

Inquiry on Health Equity for the North. The aim of the Inquiry was to 

develop recommendations for policies and to address the social 

inequalities in health within the North compared to the rest of 
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England. Paragraphs 3.3 through to 3.5 of the report now submitted, 

summarised the key findings of the Inquiry.  

 

What was 

discussed? 

The Board acknowledged that the Inquiry findings reflected those 

issues which members were already aware of. However, it was 

recognised that combined activity and influence of local and central 

government policy was required to ensure that outcomes for the 

Boroughs residents continued.  

 

What was 

agreed? 

It was AGREED that:- 

 

(i) The findings of the Inquiry on Health Equity in the North and 

the implications for Knowsley be noted; and 

 

(ii) the comments raised be noted.  

 

33. VERBAL UPDATE ON THE DEVELOPMENT OF THE HEALTH AND WELLBEING 
BOARD  

 

What was this 

item about? 

The Assistant Executive Director (Public Health and Wellbeing) 

provided a verbal update on the development of the Health and 

Wellbeing Board. He reported that at the previous Board meeting 

approval had been given to engage in an external peer review which 

would seek to review the operation of the Board. However, due to a 

number of changes within the organisation it was proposed that a 

review of the Board be undertaken internally and discussed at the 

Board’s development session in February.   

 

What was 

agreed? 

It was AGREED that the review of the Board’s functions and role be 

undertaken internally and considered at the Boards development 

session in February 2015.  

 

34. THE FORWARD PLAN  

 

What was this 

item about? 

Board Members considered the Board’s Forward Plan for 2014/15 

submitted as part of the agenda papers.  

What was 

agreed? 

It was AGREED that the Forward Plan 2014/15 be noted.  

 
Minutes 25 to 34 be received as a correct record on the 11th day of December 2014. 
 
 

................................................................... 
Chairperson of the Board 

 
(The meeting closed at 4.30pm) 
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