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1

Introduction

1.1

Name
The name of this clinical commissioning group is NHS Wakefield Clinical
Commissioning Group (“the CCG”).

1.2

Statutory Framework

1.2.1

CCGs are established under the NHS Act 2006 (“the 2006 Act”), as
amended by the Health and Social Care Act 2012. The CCG is a statutory
body with the function of commissioning health services in England and is
treated as an NHS body for the purposes of the 2006 Act. The powers
and duties of the CCG to commission certain health services are set out
in sections 3 and 3A of the 2006 Act. These provisions are supplemented
by other statutory powers and duties that apply to CCGs, as well as by
regulations and directions (including, but not limited to, those issued
under the 2006 Act).

1.2.2

When exercising its commissioning role, the CCG must act in a way that
is consistent with its statutory functions. Many of these statutory functions
are set out in the 2006 Act but there are also other specific pieces of
legislation that apply to CCGs, including the Equality Act 2010 and the
Children Acts. Some of the statutory functions that apply to CCGs take
the form of statutory duties, which the CCG must comply with when
exercising its functions. These duties include things like:
a) Acting in a way that promotes the NHS Constitution (section 14P of
the 2006 Act);
b) Exercising its functions effectively, efficiently and economically
(section 14Q of the 2006 Act);
c) Financial duties (under sections 223G-K of the 2006 Act);
d) Child safeguarding (under the Children Acts 2004,1989);
e) Equality, including the public-sector equality duty (under the Equality
Act 2010); and
f) Information law, (for instance under data protection laws, such as the
EU General Data Protection Regulation 2016/679, and the Freedom
of Information Act 2000).

1.2.3

Our status as a CCG is determined by NHS England. All CCGs are
required to have a constitution and to publish it.

1.2.4

The CCG is subject to an annual assessment of its performance by NHS
England which has powers to provide support or to intervene where it is
satisfied that a CCG is failing, or has failed, to discharge any of our
functions or that there is a significant risk that it will fail to do so.

1.2.5

CCGs are clinically-led membership organisations made up of general
practices. The Members of the CCG are responsible for determining the
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governing arrangements for the CCG, including arrangements for clinical
leadership, which are set out in this Constitution.

1.3

Status of this Constitution

1.3.1

This CCG was first authorised on 10 December 2012.

1.3.2

Changes to this constitution are effective from the date of approval by
NHS England.

1.3.3

The constitution is published on the CCG website at www LINK

1.4

Amendment and Variation of this Constitution

1.4.1

This constitution can only be varied in two circumstances.
a) where the CCG applies to NHS England and that application is
granted; and
b) where in the circumstances set out in legislation NHS England varies
the constitution other than on application by the CCG.

1.4.2

This constitution can only be varied in two circumstances:
a) where the CCG applies to NHS England and that application is
granted; and
c)

1.4.3

where in the circumstances set out in legislation NHS England varies
the constitution other than on application by the CCG.

The Accountable Officer may periodically propose amendments to the
constitution which shall be considered and approved by the Governing
Body unless:
•

Changes are thought to have a material impact, defined as;

i) Amendments giving effect to delegations outside of the CCG, where
these have not already been discussed and approved by the
members;
ii) Changes to the way that members are involved in the CCG, including
for instance a change in the number of practice member
representatives on the Governing Body;

iii) Any changes to the Governing Body, such as changes to the
membership of the Governing Body or to the procedure followed for
decision-making;
iv) Changes relating to the role of the clinical leader as described within
the Roles and Responsibilities of the board members.
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v) Changes are proposed to the reserved powers of the members; or
vi) At least half (50%) of all the Governing Body Members formally
request that the amendments be put before the membership for
approval.

1.5

Related documents

1.5.1

This Constitution is also informed by a number of documents which
provide further details on how the CCG will operate. With the exception of
the Standing Orders and the Delegated Authority Limits, these documents
do not form part of the Constitution for the purposes of 1.4 above. They
are the CCG’s:
a) Standing Orders – which set out the arrangements for meetings and
the selection and appointment processes for the CCG’s Committees,
and the CCG Governing Body (including Committees).
b) The Scheme of Reservation and Delegation – sets out those
decisions that are reserved for the membership as a whole and those
decisions that have been delegated by the CCG or the Governing
Body
c) Prime Financial Policies – which set out the arrangements for
managing the CCG’s financial affairs.
d) Delegated Authority Limits – which set out the delegated limits for
financial commitments on behalf of the CCG.
e) The CCG Governance Handbook –which includes:
•

•
•
•
•

Standards of Business Conduct Policy – which includes the
arrangements the CCG has made for the management of
conflicts of interest;
Terms of Reference for the non-statutory committees of the
governing body;
The Scheme of Reservation and Delegation (SoRD);
Prime Financial policies;
Roles and responsibilities of Governing Body members

1.6

Accountability and transparency

1.6.1

The CCG will demonstrate its accountability to its members, local people,
stakeholders and NHS England in a number of ways, including by being
transparent. We will meet our statutory requirements to:
a) publish our constitution and other key documents including
•
Governance handbook
•
register of procurement decisions
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b) appoint independent lay members and non-GP clinicians to our
Governing Body;
c) manage actual or potential conflicts of interest in line with NHS
England’s statutory guidance Managing Conflicts of Interest: Revised
Statutory Guidance for CCGs 2017 and expected standards of good
practice (see also part 6 of this constitution);
d) hold Governing Body meetings in public (except where we believe
that it would not be in the public interest);
e) publish an annual commissioning strategy that takes account of
priorities in the health and wellbeing strategy;
f)

procure services in a manner that is open, transparent, nondiscriminatory and fair to all potential providers and publish a
Procurement Strategy;

g) involve the public, in accordance with its duties under section 14Z2 of
the 2006 Act, and as set out in more detail in the CCG’s
Communications and engagement strategy found here.
h) When discharging its duties under section 14Z2, the CCG will ensure
that it continues to put the public voice at the heart of all its work and
actively engage in all aspects of its work in a timely, fair, transparent
and non-discriminatory manner. Details of this can be found here;
i)

comply with local authority health overview and scrutiny requirements;

j)

meet annually in public to present an annual report which is then
published;

k) produce annual accounts which are externally audited;
l)

publish a clear complaints process;

m) comply with the Freedom of Information Act 2000 and with the
Information Commissioner Office requirements regarding the
publication of information relating to the CCG;
n) provide information to NHS England as required; and
o) be an active member of the local Health and Wellbeing Board.
1.6.2

In addition to these statutory requirements, the CCG will demonstrate its
accountability by:
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a) Publishing the declarations of interest for decision making members
of staff and;
b) Publishing the CCG’s declarations of gifts and hospitality

1.7

Liability and Indemnity

1.7.1

The CCG is a body corporate established and existing under the 2006
Act. All financial or legal liability for decisions or actions of the CCG
resides with the CCG as a public statutory body and not with its Member
practices.

1.7.2

No Member or former Member, nor any person who is at any time a
proprietor, officer or employee of any Member or former Member, shall be
liable (whether as a Member or as an individual) for the debts, liabilities,
acts or omissions, howsoever caused by the CCG in discharging its
statutory functions.

1.7.3

No Member or former Member, nor any person who is at any time a
proprietor, officer or employee of any Member of former Member, shall be
liable on any winding-up or dissolution of the CCG to contribute to the
assets of the CCG, whether for the payment of its debts and liabilities or
the expenses of its winding-up or otherwise.

1.7.4

The CCG may indemnify any Member practice representative or other
officer or individual exercising powers or duties on behalf of the CCG in
respect of any civil liability incurred in the exercise of the CCGs’ business,
provided that the person indemnified shall not have acted recklessly or
with gross negligence.
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2

Area Covered by the CCG

2.1.1

The area covered by the CCG is coterminous with that of Wakefield
Council.
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3

Membership Matters

3.1

Membership of the Clinical Commissioning Group

3.1.1

The CCG is a membership organisation.

3.1.2

All practices who provide primary medical services to a registered list of
patients under a General Medical Services, Personal Medical Services or
Alternative Provider Medical Services contract in our area are eligible for
membership of this CCG.

3.1.3

The practices which make up the membership of the CCG are listed
below.

Practice Name

Address

Alverthorpe Surgery

Balne Lane
Wakefield,
WF2 0DP
England Lane
Knottingley
WF11 0JA
12 Welbeck Street
Castleford
WF10 1DP
Standbridge Lane
Wakefield Clinical Commissioning Group WF2 7GP
Ossett Health Village
Kingsway
Ossett, WF5 8DF
Barnsley Road
Ackworth
Pontefract, WF7 7HZ
Slack Lane
Crofton
Wakefield, WF4 1HT
Windhill Road
Wakefield
WF1 4SD
8-10 High Street
Ferrybridge
WF11 8NQ
Carleton Glen
Pontefract
WF8 1SU
26 Smawthorne Lane
Castleford
WF10 4EN
Homestead Drive
Wakefield Clinical Commissioning Group WF2 9PE
King Edward Street
Normanton
WF6 2AZ
Church View Health Centre
Langthwaite Road
South Kirkby, WF9 3AP
George A Green Court
Lupset

Ash Grove Medical Centre

Castleford Medical Practice

Chapelthorpe Medical Centre
Church Street Surgery

College Lane Surgery

Crofton Health Centre

Eastmoor Health Centre

Health Care First Partnership

Friarwood Surgery

Henry Moore Clinic

Homestead Medical Centre
King’s Medical Practice

Drs Diggle & Phillips

Lupset Health Centre
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Maybush Medical Centre

Middlestown Medical Centre

New Southgate Surgery

Newland Lane Surgery

Northgate Surgery

Orchard Croft Medical Centre

Outwood Park Medical Centre

Park View Surgery

Patience Lane Surgery

Prospect Surgery

Queen Street Surgery

Riverside Medical Centre

St Thomas Road Surgery

Dr Singh & Partners

Stanley Health Centre

Station Lane Medical Centre

Stuart Road Surgery

The Grange Medical Centre

Tieve Tara Medical Centre

Trinity Medical Centre

Wakefield, WF2 8FE
Portobello Road
Maybush
Wakefield, WF1 5PN
New Road
Middlestown
Wakefield, WF4 4PA
Buxton Place
Off Leeds Road
Wakefield, WF1 3JQ
The Surgery
Newland Lane
Normanton, WF6 1QD
Northgate
Pontefract
WF8 1NF
Cluntergate
Horbury
Wakefield, WF4 5DA
Potovens Lane
Outwood
Wakefield, WF1 2PE
60 Queen Street
Normanton
WF6 2BU
Patient Lane
Altofts
Normanton, WF6 2JZ
Ossett Health Village
Kingsway
Ossett, WF5 8DF
60 Queen Street
Normanton
WF6 2BU
Saville Road
Castleford
WF10 1PH
St Thomas Road
Featherstone
WF7 5HE
Church View Health Centre
Langthwaite Road
South Kirkby, WF9 3AP
Lake Lock Road
Stanley
Wakefield, WF3 4HS
Station Lane
Featherstone
WF7 6JL
Stuart Road
Pontefract
WF8 4PQ
Highfield Road
Hemsworth
Pontefract, WF9 4DP
Parkdale
Airedale
Castleford, WF10 2QP
Thornhill Street
Wakefield
WF1 1PG
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Warrengate Medical Centre

White Rose Surgery

3.2

Warrengate
Wakefield
WF1 4PR
Exchange Street
South Elmsall
WF9 2RD

Nature of Membership and Relationship with CCG

3.2.1 The CCG’s Members are integral to the functioning of the CCG. Those
exercising delegated functions on behalf of the Membership, including the
Governing Body, remain accountable to the Membership.

3.3

Speaking, Writing or Acting in the Name of the CCG
Members are not restricted from giving personal view on any matter.
However, Members should make it clear that personal views are not
necessarily the view of the CCG.
Nothing in or referred to in this constitution (including in relation to the issue of
any press release or other public statement or disclosure) will prevent or
inhibit the making of any protected disclosure (as defined in the Employment
Rights Act 1996, as amended by the Public Interest Disclosure Act 1998) by
any member of the CCG, any member of its Governing Body, any member of
any of its Committees or Sub-Committees or the Committees or SubCommittees of its Governing Body, or any employee of the CCG or of any of
its members, nor will it affect the rights of any worker (as defined in that Act)
under that Act.

3.4

Members’ Rights

3.4.1 The CCG’s Scheme of Reservation and Delegation sets out those matters
reserved to the Membership.
In addition the members also have the following rights:
•
•
•
•
•
•

3.5

Agreeing the overall vision, values and strategic direction of the CCG;
Attending the annual Members meetings;
Submitting a proposal for amendment of the Constitution;
Putting themselves forward for election to the Governing Body;
Electing the Chair (and/or other members) of the Governing Body;
Removing the Chair (or other elected members) of the Governing Body

Members’ Meetings

3.5.1 The group will hold an annual meeting for the Members; the Annual Members
Meeting.
3.5.2 The functioning of the Annual Members meetings shall be in accordance with
the arrangements set out in the CCG’s Standing Orders.
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3.6

Practice Representatives

3.6.1 Each Member practice has a nominated lead healthcare professional who
represents the practice in the dealings with the CCG.
3.6.2 Practice representatives represent their practice’s views and act on behalf of
the practice in matters relating to the CCG. The primary means of
engagement with practice representatives shall be through the Annual
Members Meeting and practice representatives shall be expected to:
a) attend or ensure representation at the Members meetings;
b) participate in matters reserved to the Members meetings; and
c) take part in the election and ratification of non-officer members of the
Governing Body.
3.7
Localities
3.7.1 Locality Arrangements
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4.

Arrangements for the Exercise of our Functions.

4.1

Good Governance

4.1.2 The CCG will, at all times, observe generally accepted principles of good
governance. These include:
a) Use of the governance toolkit for CCGs www.ccggovernance.org;
b) Undertaking regular governance reviews;
c) Adoption of standards and procedures that facilitate speaking out and the
raising of concerns including a freedom to speak up guardian if one is
appointed;
d) Adopting CCG values that include standards of propriety in relation to the
stewardship of public funds, impartiality, integrity and objectivity;
e) The Good Governance Standard for Public Services;
f) The standards of behaviour published by the Committee on Standards in
Public Life (1995) known as the ‘Nolan Principles’;
g) The seven key principles of the NHS Constitution;
h) Relevant legislation including such as the Equality Act 2010; and
i) the standards set out in the Professional Standard Authority’s guidance
‘Standards for Members of NHS Boards and Clinical Commissioning Group
Governing Bodies in England’.
4.2

General

4.2.1 The CCG will:
a) comply with all relevant laws, including regulations;
b) comply with directions issued by the Secretary of State for Health or NHS
England;
c) have regard to statutory guidance including that issued by NHS England;
and
d) take account, as appropriate, of other documents, advice and guidance.
4.2.2 The CCG will develop and implement the necessary systems and processes
to comply with (a)-(d) above, documenting them as necessary in this
constitution, its scheme of reservation and delegation and other relevant
policies and procedures as appropriate.

4.3

Authority to Act: the CCG
15

4.3.1 The CCG is accountable for exercising its statutory functions. It may grant
authority to act on its behalf to:
a) any of its members or employees;
b) its Governing Body;
c) Committee or Sub-Committee of the CCG.

4.4

Authority to Act: the Governing Body

4.4.1 The Governing Body may grant authority to act on its behalf to:
a) any Member of the Governing Body;
b) a Committee or Sub-Committee of the CCG;
c) a Member of the CCG who is an individual (but not a Member of the
Governing Body); and
d) any other individual who may be from outside the organisation and who
can provide assistance to the CCG in delivering its functions.

5

Procedures for Making Decisions

5.1

Scheme of Reservation and Delegation

5.1.1 The CCG has agreed a Scheme of Reservation and Delegation (SoRD) which
is published here LINK
5.1.2 The CCG’s SoRD sets out:
a) those decisions that are reserved for the membership as a whole;
b) those decisions that have been delegated by the CCG, the Governing
Body or other individuals.
5.1.3 The CCG remains accountable for all of its functions, including those that it
has delegated. All those with delegated authority, including the Governing
Body, are accountable to the Members for the exercise of their delegated
functions.
5.1.4 The Chief Officer may periodically propose amendments to the Scheme of
Reservation and Delegation, which shall be considered and approved by the
Governing Body unless:
a) Changes are proposed to the reserved powers; or
b) At least half (50%) of all the Governing Body member practice
representatives (including the Chair) formally request that the
amendments be put before the membership for approval.

16

5.2

Standing Orders

5.2.1

The CCG has agreed a set of standing orders which describe the
processes that are employed to undertake its business. They include
procedures for:
• conducting the business of the CCG;
• the appointments to key roles including Governing Body members;
• the procedures to be followed during meetings; and
• the process to delegate powers.

5.2.2

A full copy of the standing orders is included in appendix 3. The Standing
Orders form part of this constitution.

5.3

Prime Financial Policies

5.3.1

The CCG has agreed a set of Prime Financial Policies also known as
Standing Financial Instructions which include the Delegated Limits of
Financial Authority.

5.3.2

The Delegated Limits of Financial Authority can be found in the Standing
Orders at appendix 4.

5.3.3

A copy of the Prime Financial Policies is contained within the
Governance Handbook found here LINK

5.4

The Governing Body: Its Role and Functions

5.4.1

The Governing Body has statutory responsibility for:
a) ensuring that the CCG has appropriate arrangements in place to
exercise its functions effectively, efficiently and economically and in
accordance with the CCG’s principles of good governance (its main
function); and for
b) determining the remuneration, fees and other allowances payable to
employees or other persons providing services to the CCG and the
allowances payable under any pension scheme established.

5.4.2

The CCG has also delegated the following additional functions to the
Governing Body which are also set out in the SoRD. Any delegated
functions must be exercised within the procedural framework established
by the CCG and primarily set out in the Standing Orders and SFIs:
a) Leading the setting of vision and strategy;
b) Approving commissioning plans developed in conjunction with
member practices;
c) Monitoring performance against plans;
d) Securing effective clinical engagement in the decisions of the CCG,
including through engagement with Member practices;
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e)
f)
g)
h)

Overseeing and monitoring quality improvements;
Providing assurance of strategic risk;
Leading a culture of good governance throughout the CCG;
Making decisions on commissioned services, including care and
support for patients where the CCG has a duty to commission health
care services within available resources; and
i) Approving the remuneration of Governing Body voting members and
the remuneration of other CCG staff not on Agenda for Change terms
and conditions, based on recommendations by Remuneration
Committee.
The detailed procedures for the Governing Body, including voting
arrangements, are set out in the Standing Orders.

5.5

Composition of the Governing Body

5.5.1

This part of the constitution describes the make-up of the Governing Body
roles. Further information about the individuals who fulfil these roles can
be found on our website. LINK

5.5.2

The National Health Service (Clinical Commissioning Groups)
Regulations 2012 set out a minimum membership requirement of the
Governing Body of:
a)
b)
c)
d)
e)
f)

The Chair (who shall be a GP and Clinical Leader);
The Accountable Officer (who shall be Chief Officer);
The Chief Finance Officer;
A Secondary Care Specialist;
A Registered Nurse;
Two Lay Members:
• one who has qualifications expertise or experience to enable them
to lead on finance and audit matters; and
• another who has knowledge about the CCG area enabling them to
express an informed view about discharge of the CCG functions

5.5.3 The CCG has agreed the following additional members:
•
•
•
•
•

5.6

A third Lay Member who is the chair of the Primary Care
Commissioning Committee and Deputy Chair;
Three GPs drawn from member practices;
Executive Nurse;
The Director of Public Health;
Local Authority Executive;

Additional Attendees at the Governing Body Meetings

5.6.1 The CCG Governing Body may invite other person(s) to attend all or any of its
meetings, or part(s) of a meeting, in order to assist it in its decision-making
18

and in its discharge of its functions as it sees fit. Any such person may be
invited by the chair to speak and participate in debate, but may not vote.
5.6.2 The CCG Governing Body will regularly invite the following individuals to
attend any or all of its meetings as attendees:
a)
b)
c)
d)
e)

5.7

Director of Corporate Affairs;
Executive Clinical Advisor;
Commissioning Director for Commissioning Integrated Health and Care
Associate Directors
Heads of Service

Appointments to the Governing Body

5.7.1 The process of appointing GPs to the Governing Body, the selection of the
Chair, and the appointment procedures for other Governing Body Members
are set out in the Standing Orders.
5.7.2 Also set out in Standing Orders are the details regarding the tenure of office
for each role and the procedures for resignation and removal from office.

5.8

Committees and Sub-Committees

5.8.1 The CCG may establish Committees and Sub-Committees of the CCG.
5.8.2 The Governing Body may establish Committees and Sub-Committees.
5.8.3 Each Committee and Sub-Committee established by either the CCG or the
Governing Body operates under terms of reference and membership agreed
by the CCG or Governing Body as relevant. Appropriate reporting and
assurance mechanisms must be developed as part of agreeing terms of
reference for Committees and Sub-Committees.
5.8.4 With the exception of the Remuneration Committee, any Committee or SubCommittee established in accordance with clause 5.8 may consist of or
include persons other than Members or employees of the CCG.
5.8.5 All members of the Remuneration Committee will be members of the CCG
Governing Body.

5.9

Committees of the Governing Body

5.9.1 The Governing Body will maintain the following statutory or mandated
Committees:
5.9.2 Audit Committee: This Committee is accountable to the Governing Body and
provides the Governing Body with an independent and objective view of the
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CCG’s compliance with its statutory responsibilities. The Committee is
responsible for arranging appropriate internal and external audit.
5.9.3 The Audit Committee will be chaired by a Lay Member who has qualifications,
expertise or experience to enable them to lead on finance and audit matters
and members of the Audit Committee may include people who are not
Governing Body members.
5.9.4 Remuneration Committee: This Committee is accountable to the Governing
Body and makes recommendations to the Governing Body about the
remuneration, fees and other allowances (including pension schemes) for
employees and other individuals who provide services to the CCG.
5.9.5 The Remuneration Committee will be chaired by a lay member other than the
audit chair and only members of the Governing Body may be members of the
Remuneration Committee.
5.9.6 Primary Care Commissioning Committee: This committee is required by
the terms of the delegation from NHS England in relation to primary care
commissioning functions. The Primary Care Commissioning Committee
reports to the Governing Body and to NHS England. Membership of the
Committee is determined in accordance with the requirements of Managing
Conflicts of Interest: Revised statutory Guidance for CCGs 2017. This
includes the requirement for a lay member Chair and a lay Vice Chair.
5.9.7 None of the above Committees may operate on a joint committee basis with
another CCG(s).
5.9.8 The terms of reference for each of the above committees are included in
Appendix 2 to this constitution and form part of the constitution.
5.9.9 The Governing Body has also established a number of other Committees to
assist it with the discharge of its functions. These Committees are set out in
the SoRD and further information about these Committees, including terms of
reference, are published in the CCGs governance handbook: LINK

5.10 Collaborative Commissioning Arrangements
5.10.1 The CCG wishes to work collaboratively with its partner organisations in
order to assist it with meeting its statutory duties, particularly those relating to
integration. The following provisions set out the framework that will apply to
such arrangements.
5.10.2 In addition to the formal joint working mechanisms envisaged below, the
Governing Body may enter into strategic or other transformation discussions
with its partner organisations, on behalf of the CCG.
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5.10.3 The Governing Body must ensure that appropriate reporting and assurance
mechanisms are developed as part of any partnership or other collaborative
arrangements. This will include:
a) reporting arrangements to the Governing Body, at appropriate intervals;
b) engagement events or other review sessions to consider the aims,
objectives, strategy and progress of the arrangements; and
c) progress reporting against identified objectives.
5.10.4 When delegated responsibilities are being discharged collaboratively, the
collaborative arrangements, whether formal joint working or informal
collaboration, must:
a) identify the roles and responsibilities of those CCGs or other partner
organisations that have agreed to work together and, if formal joint
working is being used, the legal basis for such arrangements;
b) specify how performance will be monitored and assurance provided to the
Governing Body on the discharge of responsibilities, so as to enable the
Governing Body to have appropriate oversight as to how system
integration and strategic intentions are being implemented;
c) set out any financial arrangements that have been agreed in relation to the
collaborative arrangements, including identifying any pooled budgets and
how these will be managed and reported in annual accounts;
d) specify under which of the CCG’s supporting policies the collaborative
working arrangements will operate;
e) specify how the risks associated with the collaborative working
arrangement will be managed and apportioned between the respective
parties;
f) set out how contributions from the parties, including details around assets,
employees and equipment to be used, will be agreed and managed;
g) identify how disputes will be resolved and the steps required to safely
terminate the working arrangements;
h) specify how decisions are communicated to the collaborative partners.

5.11 Joint Commissioning Arrangements with Local Authority
Partners
5.11.1

The CCG will work in partnership with its Local Authority partners to
reduce health and social inequalities and to promote greater integration of
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health and social care.
5.11.2

Partnership working between the CCG and its Local Authority partners
might include collaborative commissioning arrangements, including joint
commissioning under section 75 of the 2006 Act, where permitted by law.
In this instance, and to the extent permitted by law, the CCG delegates to
the Governing Body the ability to enter into arrangements with one or
more relevant Local Authority in respect of:
a) Delegating specified commissioning functions to the Local Authority;
b) Exercising specified commissioning functions jointly with the Local
Authority;
c) Exercising any specified health -related functions on behalf of the
Local Authority.

5.11.3

For purposes of the arrangements described in 5.11.2, the Governing
Body may:
a) agree formal and legal arrangements to make payments to, or receive
payments from, the Local Authority, or pool funds for the purpose of
joint commissioning;
b) make the services of its employees or any other resources available
to the Local Authority; and
c) receive the services of the employees or the resources from the Local
Authority.
d) where the Governing Body makes an agreement with one or more
Local Authority as described above, the agreement will set out the
arrangements for joint working, including details of:
•

how the parties will work together to carry out their commissioning
functions;

•

the duties and responsibilities of the parties, and the legal basis
for such arrangements;

•

how risk will be managed and apportioned between the parties;

•

financial arrangements, including payments towards a pooled
fund and management of that fund;

•

contributions from each party, including details of any assets,
employees and equipment to be used under the joint working
arrangements; and
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•

the liability of the CCG to carry out its functions, notwithstanding
any joint arrangements entered into.

5.11.4

The liability of the CCG to carry out its functions will not be affected where
the CCG enters into arrangements pursuant to paragraph 5.11.2 above.

5.11.5

The CCG established a Joint Commissioning Committee with its Local
Authority Partner Wakefield District Council on April 2015. The Terms of
Reference of the Joint Committee can be found at the CCGs website here
LINK

5.12

Joint Commissioning Arrangements – Other CCGs

5.12.1

The CCG may work together with other CCGs in the exercise of its
Commissioning Functions.

5.12.2

The CCG delegates its powers and duties under 5.12 to the Governing
Body and all references in this part to the CCG should be read as the
Governing Body, except to the extent that they relate to the continuing
liability of the CCG under any joint arrangements.

5.12.3

The CCG may make arrangements with one or more other CCGs in
respect of:
a) delegating any of the CCG’s commissioning functions to another
CCG;
b) exercising any of the Commissioning Functions of another CCG; or
c)

5.12.4

exercising jointly the Commissioning Functions of the CCG and
another CCG.

For the purposes of the arrangements described at 5.12.3, the CCG may:
a) make payments to another CCG;
b) receive payments from another CCG; or
c) make the services of its employees or any other resources available
to another CCG; or
d) receive the services of the employees or the resources available to
another CCG.

5.12.5

Where the CCG makes arrangements which involve all the CCGs
exercising any of their commissioning functions jointly, a joint committee
may be established to exercise those functions.

5.12.6

For the purposes of the arrangements described above, the CCG may
establish and maintain a pooled fund made up of contributions by all of
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the CCGs working together jointly pursuant to paragraph 5.12.3 above.
Any such pooled fund may be used to make payments towards
expenditure incurred in the discharge of any of the commissioning
functions in respect of which the arrangements are made.
5.12.7

Where the CCG makes arrangements with another CCG as described at
paragraph 5.12.3 above, the CCG shall develop and agree with that CCG
an agreement setting out the arrangements for joint working including
details of:
a) how the parties will work together to carry out their commissioning
functions;
b) the duties and responsibilities of the parties, and the legal basis for
such arrangements;
c) how risk will be managed and apportioned between the parties;
d) financial arrangements, including payments towards a pooled fund
and management of that fund;
e) contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.

5.12.8

The responsibility of the CCG to carry out its functions will not be affected
where the CCG enters into arrangements pursuant to paragraph 5.12.1
above.

5.12.9

The liability of the CCG to carry out its functions will not be affected where
the CCG enters into arrangements pursuant to paragraph 5.12.1 above.

5.12.10

Only arrangements that are safe and in the interests of patients registered
with Member practices will be approved by the Governing Body.

5.12.11

The Governing Body shall require, in all joint commissioning
arrangements, that the lead Governing Body Member for the joint
arrangements:
a) make a quarterly written report to the Governing Body;
b) hold at least one annual engagement event to review the aims,
objectives, strategy and progress of the joint commissioning
arrangements; and
c) publish an annual report on progress made against objectives.

5.12.12

Should a joint commissioning arrangement prove to be unsatisfactory the
Governing Body of the CCG can decide to withdraw from the
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arrangement, but has to give six months’ notice to partners to allow for
credible alternative arrangements to be put in place, with new
arrangements starting from the beginning of the next new financial year
after the expiration of the six months’ notice period.

5.13

Joint Commissioning Arrangements with NHS England

5.13.1

The CCG may work together with NHS England. This can take the form of
joint working in relation to the CCG’s functions or in relation to NHS
England’s functions.

5.13.2

The CCG delegates its powers and duties under 5.13 to the Governing
Body and all references in this part to the CCG should be read as the
Governing Body, except to the extent that they relate to the continuing
liability of the CCG under any joint arrangements.

5.13.3

In terms of either the CCG’s functions or NHS England’s functions, the
CCG and NHS England may make arrangements to exercise any of their
specified commissioning functions jointly.

5.13.4

The arrangements referred to in paragraph 5.13.3 above may include
other CCGs, a combined authority or a local authority.

5.13.5

Where joint commissioning arrangements pursuant to 5.13.3 above are
entered into, the parties may establish a Joint Committee to exercise the
commissioning functions in question. For the avoidance of doubt, this
provision does not apply to any functions fully delegated to the CCG by
NHS England, including but not limited to those relating to primary care
commissioning.

5.13.6

Arrangements made pursuant to 5.13.3 above may be on such terms and
conditions (including terms as to payment) as may be agreed between
NHS England and the CCG.

5.13.7

Where the CCG makes arrangements with NHS England (and another
CCG if relevant) as described at paragraph 5.13.3 above, the CCG shall
develop and agree with NHS England a framework setting out the
arrangements for joint working, including details of:
a) how the parties will work together to carry out their commissioning
functions;
b) the duties and responsibilities of the parties, and the legal basis for
such arrangements;
c)

how risk will be managed and apportioned between the parties;

d) financial arrangements, including, if applicable, payments towards a
pooled fund and management of that fund;
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e) contributions from the parties, including details around assets,
employees and equipment to be used under the joint working
arrangements.
5.13.8

Where any joint arrangements entered into relate to the CCG’s functions,
the liability of the CCG to carry out its functions will not be affected where
the CCG enters into arrangements pursuant to paragraph 5.13.3 above.
Similarly, where the arrangements relate to NHS England’s functions, the
liability of NHS England to carry out its functions will not be affected
where it and the CCG enter into joint arrangements pursuant to 5.13.

5.13.9

The CCG will act in accordance with any further guidance issued by NHS
England on co-commissioning.

5.13.10

Only arrangements that are safe and in the interests of patients registered
with member practices will be approved by the Governing Body.

5.13.11

The Governing Body of the CCG shall require, in all joint commissioning
arrangements that the lead Governing Body Member for the joint
arrangements make;
a) make a quarterly written report to the Governing Body;
b) hold at least one annual engagement event to review the aims,
objectives, strategy and progress of the joint commissioning
arrangements; and
c) publish an annual report on progress made against objectives.

5.13.12

Should a joint commissioning arrangement prove to be unsatisfactory the
Governing Body of the CCG can decide to withdraw from the
arrangement but has to give six months’ notice to partners to allow for
credible alternative arrangements to be put in place, with new
arrangements starting from the beginning of the next new financial year
after the expiration of the six months’ notice period.
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6

Provisions for Conflict of Interest Management and
Standards of Business Conduct

6.1

Conflicts of Interest

6.1.1

As required by section 14O of the 2006 Act, the CCG has made
arrangements to manage conflicts and potential conflicts of interest to
ensure that decisions made by the CCG will be taken and seen to be
taken without being unduly influenced by external or private interest.

6.1.2

The CCG has agreed policies and procedures for the identification and
management of conflicts of interest.

6.1.3

Employees, Members, Committee and Sub-Committee members of the
CCG and members of the Governing Body (and its Committees, SubCommittees, Joint Committees) will comply with the CCG policy on
conflicts of interest. Where an individual, including any individual directly
involved with the business or decision-making of the CCG and not
otherwise covered by one of the categories above, has an interest, or
becomes aware of an interest which could lead to a conflict of interests in
the event of the CCG considering an action or decision in relation to that
interest, that must be considered as a potential conflict, and is subject to
the provisions of this constitution and the Standards of Business Conduct
Policy.

6.1.4

The CCG has appointed the Audit Chair to be the Conflicts of Interest
Guardian. In collaboration with the CCG’s governance lead, their role is
to:
a) Act as a conduit for GP practice staff, members of the public and
healthcare professionals who have any concerns with regards to
conflicts of interest;
b) Be a safe point of contact for employees or workers of the CCG to
raise any concerns in relation to conflicts of interest;
c) Support the rigorous application of conflict of interest principles and
policies;
d) Provide independent advice and judgment to staff and members
where there is any doubt about how to apply conflicts of interest
policies and principles in an individual situation
e) Provide advice on minimising the risks of conflicts of interest.

6.2

Declaring and Registering Interests

6.2.1

The CCG will maintain registers of the interests of those individuals listed
in the CCG’s policy.

6.2.2

The CCG will, as a minimum, publish the registers of conflicts of interest
and gifts and hospitality of decision making staff at least annually on the
CCG website and make them available at our headquarters upon request.
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6.2.3

All relevant persons for the purposes of NHS England’s statutory
guidance Managing Conflicts of Interest: Revised Statutory Guidance for
CCGs 2017 must declare any interests. Declarations should be made as
soon as reasonably practicable and by law within 28 days after the
interest arises. This could include interests an individual is pursuing.
Interests will also be declared on appointment and during relevant
discussion in meetings.

6.2.4

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

6.2.5

Interests (including gifts and hospitality) of decision making staff will
remain on the public register for a minimum of six months. In addition,
the CCG will retain a record of historic interests and offers/receipt of gifts
and hospitality for a minimum of six years after the date on which it
expired. The CCG’s published register of interests states that historic
interests are retained by the CCG for the specified timeframe and details
of whom to contact to submit a request for this information.

6.2.6

Activities funded in whole or in part by 3rd parties who may have an
interest in CCG business such as sponsored events, posts and research
will be managed in accordance with the CCG policy to ensure
transparency and that any potential for conflicts of interest are wellmanaged.

6.3

Training in Relation to Conflicts of Interest

6.3.1

The CCG ensures that relevant staff and all Governing Body members
receive training on the identification and management of conflicts of
interest and that relevant staff undertake the NHS England Mandatory
training.

6.4

Standards of Business Conduct

6.4.1

Employees, Members, Committee and Sub-Committee members of the
CCG and members of the Governing Body (and its Committees, SubCommittees, Joint Committees) will at all times comply with this
Constitution and be aware of their responsibilities as outlined in it. They
should:
a) act in good faith and in the interests of the CCG;
b) follow the Seven Principles of Public Life; set out by the Committee
on Standards in Public Life (the Nolan Principles);
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c)

comply with the standards set out in the Professional Standards
Authority guidance - Standards for Members of NHS Boards and
Clinical Commissioning Group Governing Bodies in England; and

d) comply with the CCG’s Standards of Business Conduct, including the
requirements set out in the policy for managing conflicts of interest
which is available on the CCG’s website and will be made available
on request.
6.4.2

Individuals contracted to work on behalf of the CCG or otherwise
providing services or facilities to the CCG will be made aware of their
obligation with regard to declaring conflicts or potential conflicts of
interest. This requirement will be written into their contract for services
and is also outlined in the CCG’s Standards of Business Conduct policy.
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Appendix 1: Definitions of Terms Used in This Constitution
2006 Act

National Health Service Act 2006

Accountable Officer
(AO)

an individual, as defined under paragraph 12 of Schedule 1A of
the 2006 Act, appointed by NHS England, with responsibility for
ensuring the group:
complies with its obligations under:
sections 14Q and 14R of the 2006 Act,
sections 223H to 223J of the 2006 Act,
paragraphs 17 to 19 of Schedule 1A of the NHS Act 2006, and
any other provision of the 2006 Act specified in a document
published by the Board for that purpose;
exercises its functions in a way which provides good value for
money.

Area

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

Chair of the CCG
Governing Body

The individual appointed by the CCG to act as chair of the
Governing Body and who is usually either a GP member or a lay
member of the Governing Body.

Chief Finance Officer
(CFO)

A qualified accountant employed by the group with responsibility
for financial strategy, financial management and financial
governance and who is a member of the Governing Body.

Clinical
Commissioning
Groups (CCG)

A body corporate established by NHS England in accordance with
Chapter A2 of Part 2 of the 2006 Act.

Committee

A Committee created and appointed by the membership of the
CCG or the Governing Body.

Sub-Committee

A Committee created by and reporting to a Committee.

Governing Body

The body appointed under section 14L of the NHS Act 2006, with
the main function of ensuring that a Clinical Commissioning Group
has made appropriate arrangements for ensuring that it complies
with its obligations under section 14Q under the NHS Act 2006,
and such generally accepted principles of good governance as are
relevant to it.

Governing Body
Member

Any individual appointed to the Governing Body of the CCG
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Healthcare
Professional

A Member of a profession that is regulated by one of the following
bodies:
the General Medical Council (GMC)
the General Dental Council (GDC)
the General Optical Council;
the General Osteopathic Council
the General Chiropractic Council
the General Pharmaceutical Council
the Pharmaceutical Society of Northern Ireland
the Nursing and Midwifery Council
the Health and Care Professions Council
any other regulatory body established by an Order in Council
under Section 60 of the Health Act 1999

Lay Member

A lay Member of the CCG Governing Body, appointed by the
CCG. A lay Member is an individual who is not a Member of the
CCG or a healthcare professional (as defined above) or as
otherwise defined in law.

Primary Care
Commissioning
Committee

A Committee required by the terms of the delegation from NHS
England in relation to primary care commissioning functions. The
Primary Care Commissioning Committee reports to NHS England
and the Governing Body

Professional
Standards Authority

An independent body accountable to the UK Parliament which
help Parliament monitor and improve the protection of the public.
Published Standards for Members of NHS Boards and Clinical
Commissioning Group Governing Bodies in England in 2013

Member/ Member
Practice

A provider of primary medical services to a registered patient list,
who is a Member of this CCG.

Member practice
representative

Member practices appoint a healthcare professional to act as their
practice representative in dealings between it and the CCG, under
regulations made under section 89 or 94 of the 2006 Act or
directions under section 98A of the 2006 Act.

NHS England

The operational name for the National Health Service
Commissioning Board.

Registers of interests

Registers a group is required to maintain and make publicly
available under section 14O of the 2006 Act and the statutory
guidance issues by NHS England, of the interests of:
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the Members of the group;
the Members of its CCG Governing Body;
the Members of its Committees or Sub-Committees and
Committees or Sub-Committees of its CCG Governing Body; and
Its employees.
STP

Sustainability and Transformation Partnerships – the framework
within which the NHS and local authorities have come together to
plan to improve health and social care over the next few years.
STP can also refer to the formal proposals agreed between the
NHS and local councils – a “Sustainability and Transformation
Plan”.

Joint Committee

Committees from two or more organisations that work together
with delegated authority from both organisations to enable joint
decision-making
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Appendix 2: Committee Terms of Reference
Audit Committee
Remuneration Committee
Primary Care Commissioning Committee
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP AUDIT COMMITTEE

Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning Group
(CCG) hereby resolves to establish a committee of the Governing Body
to be known as the Audit Committee in line with NHS Wakefield CCG’s
constitution.
The Audit Committee will operate within the legal framework for NHS
Wakefield CCG.
The membership, remit, responsibilities and reporting arrangements of
the Audit Committee are set out in these terms of reference and shall
have effect as if incorporated into the CCG constitution and Standing
Orders.
The Audit Committee has no executive powers, other than those
specifically delegated in these terms of reference.
The Audit Committee is authorised by the Governing Body to investigate
any activity within its terms of reference. It is authorised to seek any
information it requires from any employee and all employees are
directed to co-operate with any request made by the committee within
its remit as described in these terms of reference. The committee has
full authority to commission any reports or surveys it deems necessary
to help fulfil its obligations, including legal or other independent
professional advice.

Relationship and
reporting

The Audit Committee is a sub-committee of the Governing Body for
NHS Wakefield CCG. Minutes of meetings will be presented to the
Governing Body. Reports on specific issues will also be prepared when
necessary for consideration by the Governing Body.
The committee will report annually to the Governing Body, reviewing its
own performance, membership and terms of reference. This report will
also include details of:
•
•
•
•

•

fitness for purpose of the Assurance Framework
the completeness and embeddedness of risk management
within the CCG
the integration of governance arrangements
the appropriateness of the evidence that shows the
organisation is fulfilling regulatory requirements relating to its
existences as a functioning business
details of any significant issues considered in relation to
financial statements and how they were addressed

The committee may establish groups to support it in its role. The scope
and membership of those groups will be determined by the committee.
Role and
function

The role of the committee is to review and provide assurance on the
adequacy and effective operation of the overall internal control system
for the CCG. The Audit Committee is the primary committee for all
strategic risk, control and governance matters of the organisation. It will
seek suitable information and assurance from independent sources,
such as internal / external audit, as well as from internal sources, such
as executive officers / senior managers and other committees of the
Governing Body in particular:
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•
•
•
•

The Quality, Performance and Governance Committee
The Finance Committee
The Remuneration Committee and
The Primary Care Commissioning Committee

It is noted that the Governing Body have established an Auditor Panel to
advise on the selection and appointment of the external auditor. The
Auditor Panel is distinct from the Audit Committee and holds separate
meetings. However where deemed appropriate the Audit Committee
will take account of and work in partnership with the Auditor Panel.
Specific duties of the committee are categorised in the “Responsibilities”
section below.
The work of the committee will be flexible to new and emerging priorities
and risks.
Responsibilities

Governance, Risk Management and Internal Control
The committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and
internal control, across the whole of the CCG’s activities that support the
achievement of the CCG’s objectives.
In particular, the committee will review the adequacy and effectiveness
of:
•

•
•

•
•
•
•
•

All risk and control related disclosure statements (in particular
the Annual Governance Statement), together with any
accompanying Head of Internal Audit Opinion and External Audit
Opinion or appropriate independent assurances, prior to
submission to the Governing Body;
The processes for financial and performance management
(including reporting);
The underlying assurance processes that indicate the degree of
achievement of CCG objectives, the effectiveness of the
management of principal risks and the appropriateness of the
above disclosure statements;
Assurance about the CCG’s arrangements for policies and
procedures and measures to ensure they are kept up to date;
The policies for ensuring compliance with relevant regulatory,
legal and code of conduct requirements and related reporting
and self-certification;
Assurance that the conflicts of interest process is working
effectively and conflicts of interest are managed and recorded
appropriately;
The policies and procedures for all work related to counter fraud
and security as required by NHS Counter Fraud Authority;
To oversee the effectiveness of key assurance and risk
management systems and processes, including reviewing an up
to date risk profile, scrutinising and challenging risks on the
Governing Body Assurance Framework, to ensure that risks are
managed effectively and that sufficient assurance is gained from
the risk owner. This will include:
- Reviewing the process for developing the framework and
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-

its format to ensure it is relevant and effective
Assessing the controls in the Assurance Framework
Review the assurances in the Assurance Framework

Financial Reporting
The committee shall ensure that the systems for financial reporting to
the CCG, including those of budgetary control, are subject to review as
to completeness and accuracy of the information provided to the CCG.
The committee shall review the annual report and financial statements
before recommending to the Governing Body for approval, focusing
particularly on:
•
•
•
•
•
•
•
•

the wording in the Annual Governance Statement and other
disclosures relevant to the terms of reference of the committee;
changes in, and compliance with, accounting policies, practices
and estimation techniques;
unadjusted misstatements in the financial statements;
significant judgments in preparing of the financial statements;
significant adjustments resulting from the audit;
letter of representation;
explanation for significant variances, and;
qualitative aspects of financial reporting.

In carrying out this work the committee will primarily utilise the work of
internal audit, external audit and other assurance functions, but will not
be limited to these sources. It will also seek reports and assurances
from directors and managers as appropriate, concentrating on the overarching systems of integrated governance, risk management and
internal control, together with indicators of their effectiveness.
This will be evidenced through the committee’s use of an effective
assurance framework to guide its work and that of the audit and
assurance functions that report to it.
Internal audit
The committee shall ensure that there is an effective internal audit
function that meets mandatory Public Sector Internal Audit Standards
2017 and provides appropriate independent assurance to the Audit
Committee, Accountable Officer and Governing Body. This will be
achieved by:
•
•

•
•

consideration of the provision of the internal audit service, the
cost of the audit and any questions of resignation and dismissal;
review and approval of the internal audit strategy, operational
plan and more detailed programme of work (including
information about the purpose, scope and level of priority of each
assignment), ensuring that this is consistent with the audit needs
of the organisation, as identified in the assurance framework;
review in year changes to the Internal Audit plan;
considering the major findings of internal audit work (and
management’s response monitor the implementation of agreed
audit recommendations) and ensuring co-ordination between the
internal and external auditors to optimise audit resources where
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•
•
•

applicable;
ensuring that the internal audit function is adequately resourced
and has appropriate standing within the CCG;
an annual review of the effectiveness of internal audit;
Head of Internal Audit has a right of access to the Chair of the
Audit Committee at any time.

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

•
•

•

•
•

Discussion and agreement with the external auditors, before the
audit commences, on the nature and scope of the audit as set
out in the annual plan, and ensuring co-ordination, as
appropriate, with other external auditors in the local health
economy;
Discussion with the external auditors of their local evaluation of
audit risks and assessment of the CCG and associated impact
on the audit fee;
Review of all external audit reports, including the report to those
charged with governance, agreement of the annual audit letter
before submission to the CCG and any work undertaken outside
the annual audit plan, together with the appropriateness of
management responses;
In partnership with the Auditor Panel, ensuring there is in place a
clear policy for the engagement of external auditors to supply
non audit services;
Receive and respond to a Public Interest Report if issued by
External Auditors;
External auditors have a right of access to the Audit Committee
at any time.

Whistleblowing
The Committee shall review the effectiveness of the arrangements in
place for allowing staff to raise (in confidence) concerns about possible
improprieties in financial, clinical or safety matters and ensure that any
such concerns are investigated proportionately and independently.
Other assurance functions
The Audit Committee shall review the findings of other significant
assurance functions, both internal and external and consider the
implications for the governance of the CCG.
These will include, but will not be limited to, any reviews by Department
of Health arm’s length bodies or regulators/inspectors (for example, the
Care Quality Commission and NHS Resolution) and professional bodies
with responsibility for the performance of staff or functions (for example,
Royal Colleges and accreditation bodies).
In addition, the committee will review the work of other committees
within the organisation, whose work can provide relevant assurance to
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the audit committee’s own scope of work.
Counter fraud
The Committee shall satisfy itself that the Clinical Commissioning Group
has adequate arrangements in place for counter fraud and security that
meet NHS Counter Fraud Authority’s (formerly NHS Protect) standards
and shall review the outcomes work in these areas. The Committee will
also approve the counter fraud and security work plan.
Management
The committee shall request and review reports and positive
assurances from directors and managers on the overall arrangements
for corporate governance, risk management and internal control.
The committee may also request specific reports from individual
functions within the CCG as they may be appropriate to the overall
arrangements.
Other Duties
The committee will agree an annual work plan to ensure that it covers all
the duties above and undertake an annual self-assessment.
The committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

Membership
The committee appointments will be approved by the Governing Body
on an annual basis. The Chair of the CCG Governing Body and the
CCG’s Chief Finance Officer shall not be members of the Committee.
The membership of the committee is given below :
•
•
•

Chair of the Committee (the nominated lay member with
responsibility for audit and conflict of interest matters);
The nominated lay member who is also the Deputy Chair of the
Governing Body;
A clinical member of the Governing Body. (There are two clinical
members of the Audit Committee, only one clinical member
needs to be in attendance at each meeting)

All members of the Committee have one vote.
Regardless of attendance, external audit, internal audit, local counterfraud and security management providers will have full and unrestricted
rights of access to the Audit Committee.
Any director, Head of Service or Senior Managers may be invited to
attend, particularly when the committee is discussing areas of risk or
operation that are the responsibility of that director. The Chief Officer
will be invited to attend at least one meeting each year in order to
discuss the process for assurance that supports the annual governance
statement. Other officers may be requested to attend in an advisory
capacity.
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Representatives from NHS Counter Fraud Authority may be invited to
attend meetings.
The Chair of the Governing Body and the Accountable Officer may also
be invited to attend one meeting each year in order to form a view on,
and understanding of, the committee’s operations.
For those attending, named deputies should attend in exceptional cases
only and this should be communicated to the Chair and secretary of the
meeting in advance.
In Attendance

•
•
•
•
•
•
•
•
•

Chief Finance Officer, Deputy Chief Officer
Director of Corporate Affairs
Associate Director Finance, Contracting & Performance
Heads of Service, as appropriate;
Internal Audit Manager;
External Audit representative;
Local Counter Fraud specialist;
Local Security Management specialist.
Governance and Board Secretary

Chair

The Chair of the committee will be the nominated lay member with
responsibility for audit and conflict of interest matters. The Deputy Chair
will be a lay member.

Quoracy

The Audit Committee shall be quorate if at least three members shall be
present, this must include at least one Lay Member and one Clinical
Member.

Frequency of
meetings

Meetings of the Audit Committee will be a minimum of four per year at
appropriate times in the reporting and audit cycle.
At least once a year the Chair of the Audit Committee shall meet
privately with the external and internal auditors.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance. Where a nominated clinical
member cannot attend, only another elected clinical member may
deputise.

Conduct

Members of the Committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of Conduct,
and the Standards for members of NHS boards and governing bodies,
Citizen’s Charter and Code of Practice on Access to Government
Information.

Declaration of
interests

All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.
All potential conflicts of interest will be declared and dealt with in line
with the CCG’s policies / procedures for handling conflicts of interest.
All declarations of interest will be recorded in the minutes.
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Administration

Secretariat support for the committee will be provided by the
administration function within the CCG. They will ensure that minutes of
the meeting are taken and provide appropriate support to the Chair and
committee members.
Duties will include: -

•
•
•
•
•
•
•
•
•

agreement of agenda with Chair and attendees and collation of
papers;
ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
timely distribution of papers, no later than 5 working days before
a meeting for agenda and papers and no later than 5 working
day after a meeting for distribution of minutes;
record of matters arising, issues to be carried forward;
assist the Chair to prepare reports to the Governing Body;
advise the Committee on pertinent issues/ areas of
interest/policy developments;
ensure that action points are taken forward between meetings;
maintain records of members’ appointments and renewal dates;
ensure that Committee members receive the development and
training they need.

Urgent matters
arising between
meetings

The Chair of the committee, a clinical member and an executive, in
consultation, may also act together on urgent matters arising between
meetings of the committee. In the absence of the Chair, two other
members and an executive, in consultation, may act together. These
matters will be ratified at the next meeting of the committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the committee
through receipt of the minutes and the committee’s Annual Report to the
Governing Body.
Approved by Governing Body on

Date agreed
Review date and
monitoring

Annually, or as and when legislation or best practice guidance is
updated.
Any amended terms of reference will be agreed by the committee for
recommendation to a subsequent meeting of the Governing Body.
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP
REMUNERATION COMMITTEE
Accountability
The Governing Body for NHS Wakefield Clinical Commissioning

arrangements and Group (CCG) resolves to establish a committee of the Governing
Body to be known as the Remuneration Committee.
authority
The committee will operate within the legal framework for NHS
Wakefield CCG.
The powers and responsibilities of the Remuneration Committee are
set out in these terms of reference. In accordance with the CCG’s
Constitution, the Committee makes recommendations to the
Governing Body about the remuneration, fees and other allowances
(including pension schemes) for voting members of Governing Body
and employees and other individuals who provide services to the
CCG and who are not contracted under the nationally determined
NHS Agenda for Change terms and conditions
The Remuneration Committee has no executive powers, other than
those specifically delegated in these terms of reference.
The Remuneration Committee is authorised by the Governing Body
to investigate any activity within its terms of reference. It is
authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request made
by the committee within its remit as described in these terms of
reference. The committee is delegated to approve policies and
procedures for all areas within the committee’s remit.
Appointments to the Remuneration Committee will be approve by
the Governing Body.
The Committee will operate at all times in accordance with the
Governing Body’s Standing Orders, Standing Financial Instructions
and Prime Financial Policies. It will ensure that it conducts its
business in accordance with the principles of good governance and
the Nolan seven principles of public life.

Relationship
and reporting

The Remuneration Committee is a sub-committee of the Governing
Body for NHS Wakefield CCG.
The committee will provide an Annual Report to the Governing
Body, covering the following aspects:
• a summary of the key issues discussed at each meeting
• whether the committee has met and performed its function,
within recognised national guidelines
• any statutory reporting requirements.
Reports on specific issues will also be prepared when necessary for
consideration by the Governing Body.
The committee may establish groups to support it in its role. The
scope and membership of those groups will be determined by the
committee.

Role and
function

The purpose of the committee is to:
•

consider and to make recommendations to Governing
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•

•
•

•

Body on the remuneration and conditions of service for
all Governing Body Members, taking into account any
national Directions or guidance on these matters.
to consider and to make recommendations to the
Governing Body on the remuneration and conditions of
service for members of staff employed by, and those
who provide services to, NHS Wakefield CCG outside of
Agenda for Change or other nationally agreed NHS
Terms and Conditions;Consider and make
recommendations on the remuneration and conditions of
service for Governing Body members, with the exception
of lay members, whose remuneration is determined by
the Governing Body itself;
have an overview of the terms and conditions provided
for the employees/officers of NHS Wakefield CCG;
ensure that any payments made as a result of
termination of employments are made with due regard to
employment law, the policies of the CCG and in line with
reasonable best practice in the Public Sector;
have due regard for employment legislation, contractual
law, and equal opportunities in its deliberations.

Responsibilities The committee is authorised to consider and make
recommendations to the Governing Body on behalf of NHS
Wakefield CCG about the remuneration, allowances and terms of
service for all members of the Governing Body (with the exception of
lay members, whose remuneration is determined by the Governing
Body itself) taking into account any national Directions or guidance
on these matters.
The Committee is authorised to consider and to make
recommendations to Governing Body on behalf of NHS Wakefield
CCG about the remuneration, allowances and terms of service of
senior managers covered by the Very Senior Manager pay
framework ensuring that the terms and conditions of service,
remuneration and pay awards are in line with any national Directions
or guidance on these matters.
The Committee is authorised to consider and to make
recommendations to Governing Body on behalf of the NHS
Wakefield CCG on appropriate remuneration, allowances and terms
of service not covered by Agenda for Change or other nationally
agreed NHS terms and conditions (eg ‘terms and conditions of
service NHS Medical and Dental staff’)
including:
•
•

all aspects of salary, including performance related pay
elements, bonuses and allowances;
provision for other benefits including pensions.

Make recommendations to the CCG Governing Body on behalf of
NHS Wakefield CCG on arrangements for termination of
employment (including compulsory and voluntary redundancy
payments and mutually agreed severance payments) and other
contractual terms and conditions, taking account of such national
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guidance as is appropriate.
Receive reports that monitor and evaluate the performance of
individual executive members in order to determine appropriate
bonus payments.
Ensure and oversee appropriate contractual arrangements for such
staff including the proper calculation and scrutiny of termination
payments taking into account such national guidance as
appropriate.
Consider and make recommendations to the CCG Governing Body
on any remuneration and terms of service issues for individual
members of staff or professional groups of staff where national
conditions allow local flexibility.
Make recommendations to the CCG Governing Body on the
approach to allowance under any pension scheme it might establish
as an alternative to the NHS pension scheme.
Report annually to NHS Wakefield CCG Governing Body that it has
met and performed its function, within recognised national
guidelines.
Other Duties
The committee may agree other areas of responsibility as
appropriate with the Governing Body.

Membership

The membership of the Remuneration Committee consists
exclusively of independent lay members of the Governing Body, as
below :
•
•
•

Committee Chair ( the nominated Lay Member who is also
Deputy Chair );
The two other lay members;
Three nominated clinical members from the governing body;

All members of the Committee have one vote. In the event of a tied
vote the Committee Chair will hold a second and casting vote. Any
issue on which a casting vote is used must specifically be reported
to the Governing Body.
The Committee will be chaired by one of the Lay Members but not
the Lay Member who is the Chair of the CCG’s Audit Committee.
The other Lay Member will deputise as required.
When the Lay Members’ remuneration is considered, however,
one of the GP Members of the Governing Body will chair the
Committee
Only committee members have the right to attend committee
meetings. Other individuals such as the Chief Officer, Chief Finance
Officer any HR representative and external advisers may be invited
to attend for all or part of any meeting, as and when appropriate,
however, they should not be in attendance for discussions about
their own remuneration and terms of service.
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In Attendance

•

Chief Officer, when discussing all remuneration and terms of
service (except their own);

•

Any other officer, where appropriate except where discussing
their own remuneration;

•

HR representative;

•

Administrative support;

Specific invitations to attend will be extended to :two nominated clinical members from the Governing Body,
when discussing executive/staff remuneration
two executive members from the Governing Body, when discussing
clinical remuneration.

Chair

The Chair of the Remunerations Committee will be the nominated
Lay Member who is also the Deputy Chair

Quoracy
In order to undertake its work the Committee will generally be
quorate when two of the Governing Body Lay Members
including the Committee Chair and two of the GPs are present.
Due to the conflict of interest issues, when the Committee is
considering the appointment and remuneration for GPs involved in
CCG business quoracy will exist if two of the Lay Members, are
present (including Committee Chair). Similarly when the Committee
is considering Lay Member appointments and remuneration the
Committee will be quorate if two of the GPs are present

Frequency of
meetings

Meetings will be considered quorate when two of the members
are present, including the Committee Chair. In extraordinary
circumstances where the Committee Chair cannot attend, the
Committee Chair will nominate, in advance, one of the other
members to chair the meeting.
As and when required, (normally at least annually).

Frequency of
attendance

Members are expected to attend all meetings.

Conduct

Members of the committee and those in attendance at meetings
will abide by the ‘Principles of Public Life’ and the NHS Code of
Conduct, and the Standards for members of NHS boards and
governing bodies, Principles of the Citizen’s Charter and the
Code of Practice on Access to Government Information.
All members will have due regard to, and operate within, the
prime financial policies, standing orders, the constitution and
other policies and procedures of NHS Wakefield CCG.

Declaration of

If any member has an interest, pecuniary or otherwise, in any
matter and is present at the meeting at which the matter is under
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interests

discussion, he/she will declare that interest as early as possible
and shall not participate in the discussions. The Committee
Chair will have the power to request that member to withdraw
until the committee’s consideration has been completed. All
declarations of interest will be minuted.

Administration

Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that
minutes of the meeting are taken and provide appropriate
support to the Chair and Committee members. Duties will
include:

•
•
•

agreement of agenda with Committee Chair and attendees
and collation of papers;
ensuring that minutes are taken and keeping a record of
matters arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than
five working days after a meeting for distribution of minutes.

Urgent matters
arising between
meetings

The Chair of the Committee, one of the other members and
Chief Officer, in consultation together, may also act on urgent
matters arising between meetings of the Committee. These
matters will be ratified at the next meeting of the Committee.

Monitoring of
compliance

The Governing Body will monitor the effectiveness of the
Committee through reports from the Committee Chair and an
Annual Report to the Governing Body.

Date agreed

Approved by the Governing Body July 2019

Review date
and

Annually, or as and when legislation or best practice guidance is
updated. Any amended Terms of Reference will be agreed by
the Committee for recommendation to a subsequent meeting of
the Governing Body.

monitoring
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TERMS OF REFERENCE FOR
THE NHS WAKEFIELD CLINICAL COMMISSIONING GROUP PRIMARY CARE
COMMISSIONING COMMITTEE

Accountability
arrangements
and authority

The Governing Body for NHS Wakefield Clinical Commissioning Group
(CCG) hereby resolves to establish a committee of the Governing Body
to be known as the Primary Care Commissioning Committee in line with
NHS Wakefield CCG’s constitution.
The Primary Care Commissioning Committee will operate within the
legal framework for NHS Wakefield CCG. 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 to NHS Wakefield CCG. The Governing Body has determined
that the Primary Care Commissioning Committee will function as a
corporate decision-making body for the management of the delegated
functions and the exercise of the delegated powers. Consequently
decisions of the Committee related to these delegated functions and
delegated powers cannot be over-ruled by the Governing Body.
The membership, remit, responsibilities and reporting arrangements of
the Primary Care Commissioning Committee are set out in these terms
of reference and shall have effect as if incorporated into the CCG
Constitution and Standing Orders.
The Primary Care Commissioning Committee has no executive powers,
other than those specifically delegated in these terms of reference or
otherwise agreed by the Governing Body.
The Primary Care Commissioning Committee is authorised by the
Governing Body to investigate any activity within its terms of reference.
It is authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request made by
the Committee within its remit as described in these terms of reference.
The Committee has full authority to commission any reports or surveys it
deems necessary to help fulfil its obligations, including legal or other
independent professional advice.

Relationship and
reporting

The Primary Care Commissioning Committee is a committee of the
Governing Body for NHS Wakefield CCG. Minutes of meetings will be
presented to the Governing Body. Reports on specific issues will also
be prepared when necessary for consideration by the Governing Body
and in some instances Audit Committee where appropriate.
Other committees of the Governing Body for NHS Wakefield CCG will
refer items to the Primary Care Commissioning Committee if it is
identified that the issue presents a conflict of interest for all or the
majority of GP members of the Governing Body.
The Primary Care Commissioning Committee may establish groups to
support it in its role (on an ongoing or short term basis). The scope and
membership of those groups will be determined by the Primary Care
Commissioning Committee.

Role and
function

The role of the Committee is to facilitate decision making about items
which present conflicts of interest for all or the majority of GP members
of the Governing Body, which cannot be managed in accordance with
the CCG’s arrangements for management of conflicts of interest as set
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out in the Standing Orders..
Specifically, 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 and to other areas which present a conflict of interest.
Specific duties of the Primary Care Commissioning Committee are
categorised in the “Responsibilities” section below.
In performing its role the Committee will exercise the functions in
accordance with the agreement the CCG has entered into with NHS
England.
The work of the Committee will be flexible to new and emerging
priorities and risks.
The Committee will ensure that appropriate clinical engagement
(including from primary care) is sought before reaching decisions.
In carrying out its role and function the Committee can monitor and
assure itself (including by assigning delegates or through a subgroup or
committee) that any decision it has made; or any responsibility it has
been delegated by the Governing Body has been carried out within best
practice or to the appropriate quality or standard expected.
Responsibilities

Conflicts of Interest for GPs
•

•

make decisions on behalf of the Governing Body about items which
present conflicts of interest for all or the majority of GP members of
the Governing Body, which cannot be managed in accordance with
the CCG’s arrangements for management of conflicts of interest as
set out in the Standing Orders. .
Make decisions in relation to commissioning, monitoring and
decommissioning of services to support the development and
resilience of general practice in line with the general practice
strategy

Commissioning of primary medical services
•
•
•
•
•
•
•

seek to increase quality, efficiency, productivity and value for money
and to remove administrative barriers in primary medical services in
Wakefield district;
co-ordinate a common approach to the commissioning of primary
care services generally;
direct the management of the budget for commissioning of primary
medical services in Wakefield district;
to plan, including needs assessment, primary medical services in
Wakefield district;
undertake reviews of primary medical care services in Wakefield
district;
make decisions on the review, planning and procurement of primary
medical services in Wakefield district, under delegated authority
from NHS England;
make decisions in relation to GMS, PMS and APMS contracts
(including the design of PMS and APMS contracts, movement by
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•
•
•
•
•
•
•
•
•
•
•
•
•
•

practices between GMS / PMS contracts , taking contractual action
such as issuing breach/remedial notices, and removing a contract);
make decisions in relation to enhanced services (“Local Enhanced
Services” and “Directed Enhanced Services”);
make decisions in relation to commissioning urgent care (including
home visits as required) for out of area registered patients;
make decisions in relation to local incentive schemes, including the
design of such schemes;
make decisions on whether to establish new GP practices (including
branch surgeries) in an area;
make decisions in relation to closure of GP practices (including
branch surgeries) in an area;
make decisions in relation to boundary changes and list closures in
an area;
approving practice mergers
make decisions to decommission primary medical services or Local
Enhanced Services;
make decisions in relation to the management of poorly performing
GP practices (excluding any decisions in relation to the performers
list);
make decisions in relation to Premises Costs Directions (in
accordance with guidance issued by NHS England or the Secretary
of State);
approve commissioning policy recommendations on the use of
medicines, based on guidance from clinical cabinet, proven clinical
outcomes, affordability and value for money
agree optimal tender routes and procurement method when
commissioning primary care medical services;
consider co-commissioning risks and threats to the CCG referring
items to the Integrated Governance Committee as required;
consider the outcome of programmes of post payment verification.

Monitoring and assurance
Seek assurance on behalf of the Governing Body in relation to the
implementation of any actions, plans or policies that have been
approved by the committee.
Multispecialty Community Provider (MCP)
Primary Care Networks (PCN)
• Make decisions in relation to financial allocation regarding the
Primary Care Networks procurement of
Other Duties
The Committee will agree an annual work plan to ensure that it covers
all the duties above and undertake an annual self-assessment.
The Committee may agree other areas of responsibility as appropriate
with the Governing Body.
Membership

Membership
The Committee appointments will be approved by the Governing Body
on an annual basis. The membership of the Committee is given below :
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•
•
•
•
•
•
•
•

Chair of the Committee (Lay Member (Deputy Chair of
Governing Body));
Lay Member – Audit
Lay Member – Patient and Public Involvement (Deputy Chair);
Director of Commissioning Integrated Health and Care
Chief Financial Officer; Deputy Chief Officer
Registered Nurse;
Secondary Care Specialist;
Executive Clinical Advisor ( GP).

All members of the Committee have one vote. In the event of a tied
vote the Chair will hold a second and casting vote.
The Chief Officer of the CCG will not be a member of the committee but
will have an open invitation to attend.
Nominated appropriate equivalent deputies can attend in extenuating
circumstances. Nominated deputies will only be in attendance and
cannot vote.
Any director or senior managers may be invited to attend, particularly
when the Committee is discussing areas of risk or operation that are the
responsibility of that director. Other officers may be requested to attend
in an advisory capacity.
In Attendance

•
•
•
•
•
•
•
•
•
•

Healthwatch Wakefield representative;
Wakefield Health and Wellbeing Board representative;
Chief Officer – Open invitation
NHS England representative;
Head of Primary Care
Associate Directors, as appropriate;
Head of Communications
Director of Public Health;
Director of Corporate AffairsGovernance & Board Secretary
Heads of Service, as appropriate;

Those in attendance do not qualify to vote.
For those attending, named deputies should attend in exceptional cases
only and this should be communicated to the Chair and secretary of the
meeting in advance.
Members of the public and representatives of the press
Meetings of the Committee will be held in public, and members of the
public and representatives of the press will be permitted to attend and
observe the meeting.
In accordance with the CCG’s Standing Orders the public and
representatives of the press shall be required to withdraw upon a
resolution of members of the Committee as follows:
'that representatives of the press, and other members of the
public, be excluded from the remainder of this meeting having
regard to the confidential nature of the business to be transacted,
publicity on which would be prejudicial to the public interest',
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Section 1 (2), Public Bodies (Admission to Meetings) Act 1960.
Chair

The Chair of the Committee will be the Lay Member - Deputy Chair of
the Governing Body.
The Deputy Chair of the Committee will be the Lay Member – Patient &
Public Involvement.

Quoracy

The Committee shall be quorate when a minimum of four members are
present. This must include a Lay Member, one Executive Director and
one Clinical Member.

Frequency of
meetings

There shall be appropriate flexibility as the frequency of meetings of the
Committee as agreed between the Chair of the Committee and the
Chair of the CCG Governing Body., but these shall normally be held
Quarterly. The frequency of meeting should be such as to ensure the
Committee achieves its annual work-plan.

Frequency of
attendance

Members are expected to attend all meetings; however a nominated
appropriate equivalent deputy can attend in extenuating circumstances.
Deputies will only be in attendance.

Conduct

Members of the Committee and those in attendance at meetings will
abide by the ‘Principles of Public Life’ and the NHS Code of Conduct,
and the Standards for members of NHS boards and governing bodies,
Citizen’s Charter and Code of Practice on Access to Government
Information.

Declaration of
interests

All members will have due regard to, and operate within, the prime
financial policies, standing orders, the constitution and other policies
and procedures of NHS Wakefield CCG.
All potential conflicts of interest will be declared and dealt with in line
with the CCG’s policies / procedures for handling conflicts of interest.
Declarations of interest will be an agenda item at each meeting.
Everyone at a meeting will be required to declare any interest they have
in any agenda items as soon as it becomes apparent. The Chair will
determine whether the individual will be excluded from relevant parts of
meetings, or be able to join in the discussion, but not participate in the
decision making itself or vote. All declarations of interest will be
recorded in the minutes.

Administration

Secretariat support for the Committee will be provided by the
administration function within the CCG. They will ensure that minutes of
the meeting are taken and provide appropriate support to the Chair and
Committee members.
Duties will include:

•
•
•

agreement of agenda with Chair and attendees and collation of
papers;
ensuring that minutes are taken and keeping a record of matters
arising and issues to be carried forward;
timely distribution of papers, no later than five working days
before a meeting for agenda and papers and no later than five
working days after a meeting for distribution of minutes;

50

Urgent matters
arising between
meetings

•

record of matters arising, issues to be carried forward.

•

The Chair of the Committee and Chief Finance Officer, in
consultation, may also act together on urgent matters arising
between meetings of the Committee; or
In the absence of the Chair, the Chief Finance Officer and a Lay
Member, in consultation, may act together; or
The Committee has delegated a specific function within
prescribed limitations to an individual, sub group or subcommittee.

•
•

Monitoring of
compliance
Date agreed
Review date and
Monitoring

These matters will be ratified at the next meeting of the Committee.
The Governing Body will monitor the effectiveness of the Committee
through receipt of the minutes and the Committee’s Annual Report to
the Governing Body.
Approved by Governing Body on
Annually, or as and when legislation or best practice guidance is
updated.
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Appendix 3: Standing Orders
1.

STATUTORY FRAMEWORK AND STATUS

1.1.

Introduction

1.1.1.

These Standing Orders have been drawn up to regulate the proceedings
of the NHS Wakefield Clinical Commissioning Group so that group can
fulfil its obligations, as set out largely in the 2006 Act, as amended by the
2012 Act and related regulations. They are effective from the date the
group is established.

1.1.2.

The Standing Orders, together with the group’s Scheme of Reservation
and Delegation 1 and the group’s prime financial policies2, provide a
procedural framework within which the group discharges its business.
They set out:
a)

the arrangements for conducting the business of the group;

b)

the appointment of member practice representatives;

c)

the procedure to be followed at meetings of the group, the Governing
Body and any committees or sub-committees of the group or the
Governing Body;

d)

the process to delegate powers,

e)

the declaration of interests and standards of conduct.

These arrangements must comply, and be consistent where applicable,
with requirements set out in the 2006 Act (as amended by the 2012 Act)
and related regulations and take account as appropriate 3 of any relevant
guidance.
1.1.3.

The Standing Orders, Scheme of Reservation and Delegation and prime
financial policies have effect as if incorporated into the group’s
constitution. CCG members, employees, members of the Governing

1

LINK

2

See Appendix XX

3

Under some legislative provisions the group is obliged to have regard to particular
guidance but under other circumstances guidance is issued as best practice guidance.
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Body, members of the Governing Body’s committees and subcommittees, members of the group’s committees and sub-committees
and persons working on behalf of the group should be aware of the
existence of these documents and, where necessary, be familiar with their
detailed provisions. Failure to comply with the Standing Orders, Scheme
of Reservation and Delegation and prime financial policies may be
regarded as a disciplinary matter that could result in dismissal.
1.2.

Schedule of matters reserved to the clinical commissioning group
and the Scheme of Reservation and Delegation

1.2.1.

The 2006 Act (as amended by the 2012 Act) gives the CCG powers to
delegate its functions and those of the Governing Body to certain bodies
(such as committees) and certain persons. The CCG has decided that
certain decisions may only be exercised by the group in formal session.
These decisions and also those delegated are contained in the group’s
Scheme of Reservation and Delegation. available here LINK.

2.

THE CLINICAL COMMISSIONING GROUP: COMPOSITION OF
MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS

2.1

Composition of Membership

2.1.1

Section 3 of the CCG’s constitution provides details of the membership of
the CCG.

2.1.2

Part 5 of the CCG’s Constitution provides details of the governing structure
used in the CCG’s decision-making processes, as well as outlining certain
key roles and responsibilities within the CCG and its Governing Body.

2.2

Composition of the Governing Body

2.2.1

Section 5.5 of the CCG’s constitution sets out the composition of the CCG’s
Governing Body. These Standing Orders set out how the CCG appoints
individuals to these key roles.

2.3

Key Roles

2.3.1

Section 5.5. of the CCG’s Constitution sets out the composition of the CCG’s
Governing Body. Eligibility for all roles will be subject to compliance with
regulations. These standing orders set out how the CCG appoints
individuals to these key roles

2.4

Role of the Chair and Clinical Leader

2.4.1

Eligibility for appointment: the Chair and Clinical Leader must be a General
Medical Practitioner already elected to the Governing Body in accordance
with Standing Order 2.5.

2.4.2

Appointment process: the Clinical Leader will be appointed as follows:
53

2.4.3

The Deputy Chair and Chief Officer will oversee the process to identify
potential candidates, including inviting expressions of interest from the
General Practitioners already elected to the Governing Body.

2.4.4

The Governing Body will vote and select a candidate from one of the
General Medical Practitioners elected to the Governing Body. When
considering potential candidates the Governing Body will ensure that they
meet the national role guidance issued by NHS England and have the
attributes and competencies required. From the date of selection the
candidate will assume the role of ‘Chair and Clinical Leader – Designate’.

2.4.5

Within three calendar months the candidate selected by the Governing Body
will be presented to the members for approval (by simple majority) on a one
GP one vote basis (in accordance with Standing Order 2.4.2.4). The Local
Medical Committee will have responsibility for conducting elections and
communicating results on behalf of the CCG.

2.4.6

Eligibility of GP to vote: every partner GP (of a Member practice in Wakefield
district) and every salaried GP (employed by a Member practice in
Wakefield district) will be able to vote. In addition Locum GPs will be entitled
to vote if they can provide evidence to the Local Medical Committee that
they have worked in excess of 99 sessions with Member practices (in
Wakefield district) within the past 12 months.

2.4.7

If the members reject the candidate the Governing Body will (within two
calendar months) vote again and select a different candidate from one of the
General Medical Practitioners elected to the Governing Body. In the
intervening period the Deputy Chair and Assistant Clinical Leader will jointly
assume the responsibilities of the Chair and Clinical Leader.

2.4.8

Term of office: three years from date the candidate is approved as Chair and
Clinical Leader by the Members (on a one GP one vote basis).three terms of
office of no more than a six to ten year tenure in order to maintain external
perspective. This would be from the date the candidate is approved as
Chair and Clinical Leader by the Members (on a one GP one vote basis).

2.4.9

Eligibility for reappointment: the Clinical Leader may serve no more than
three terms of office (including any previous terms of office they have served
as a General Practitioner member of the Governing Body). The current Chair
shall be deemed eligible to stand for re-election provided that they:
i)

Continue to meet the eligibility criteria; and

ii)

Have not given grounds for removal

2.4.10 Notice period: the Clinical Leader is required to provide the CCG with not
less than three months’ written notice if they wish to leave before the end of
their term of office.
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2.4.11 Grounds for removal and Disqualification from Office: In addition to the
provisions of Standing Order 2.17, the Clinical Lead will be removed from
office with immediate effect if:
a) they are suspended from the Wakefield District Performers List;
b) their registration with the GMC is suspended;
c) they have been removed from the medical register;
d) they cease to be a provider of primary medical services, or employed to
deliver primary medical services within Wakefield;
e) the Governing Body vote by a majority of 75% (of all members of the
Governing Body) to remove the individual.

2.5

Role of the Assistant Clinical Leader

2.5.1 Eligibility for appointment: the Assistant Clinical Leader must be a General
Medical Practitioner who has been elected by the membership to the Governing
Body and is employed by, or a partner of, a Member practice and on the Wakefield
District Performers List. In addition candidates must be able to demonstrate
satisfactory leadership potential against an appropriate competency framework that
is agreed between the LMC and the CCG.
2.5.2 Appointment process: the Assistant Clinical Leader will be appointed by the
Chair and Clinical Leader.
2.5.3 Term of office: will be determined by the Chair and Clinical Leader, but will
not exceed three years since they were elected as a General Practitioner (GP)
member by the Member Practices.
2.5.4 Eligibility for reappointment: the Assistant Clinical Leader may serve no
more than three terms of office.
2.5.5 Notice period: the Assistant Clinical Leader is required to provide the CCG
with not less than three months’ written notice if they wish to leave before the end of
their term of office.
2.5.6 Grounds for removal and Disqualification from Office: In addition to the
provisions of Standing Order 2.17, the Assistant Clinical Lead will be removed from
office with immediate effect if:
a)
they are suspended from the Wakefield District Performers List;
b)
their registration with the GMC is suspended;
c)
they have been removed from the medical register;
d)
they cease to be a provider of primary medical services, or employed to
deliver primary medical services within Wakefield
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e)
the Governing Body vote by a majority of 75% (of all members of the
Governing Body) to remove the individual.
2.62.5 Role of the General Practitioner Members of the Governing Body
2.6.12.5.1
Eligibility for appointment: candidates must be a General Medical
Practitioner employed by, or a partner of, a Member practice and on the
Wakefield District Performers List. In addition candidates must be able to
demonstrate (subject to approval by the Nominations Committee)
satisfactory leadership potential against an appropriate competency
framework that is agreed between the LMC and the CCG.
2.6.22.5.2
Appointment process: the General Practitioner (GP) members of the
Governing Body will be elected by the Member Practices on a one GP one
vote basis (in accordance with Standing Order 2.5.2.6).
2.6.32.5.3
The Local Medical Committee will have responsibility for conducting
elections and communicating results on behalf of the CCG.
2.6.42.5.4
Nominations: candidates for election will be sponsored by their
practices, with an outline of their qualifications and experience and
sponsorship from both their practice and at least one other member practice.
Single-handed GPs should gain sponsorship from two other member
practices.
2.6.52.5.5
All candidates will be considered (vetted) by the Nominations
Committee in order to ensure that they demonstrate satisfactory leadership
potential against an appropriate competency framework that is agreed
between the LMC and the CCG.
2.6.62.5.6
If following consideration of the candidates by the Nominations
Committee, the number of approved vetted candidates is equal to (or less
than) the number of positions open for election the candidates will
automatically be appointed to the Governing Body; there will be no need to
hold a formal vote of GPs.
2.6.72.5.7
Eligibility of GP to vote: every partner GP (of a Member practice in
Wakefield district) and every salaried GP (employed by a Member practice
in Wakefield district) will be able to vote. In addition Locum GPs will be
entitled to vote if they can provide evidence to the Local Medical Committee
that they have worked in excess of 99 sessions with Member practices (in
Wakefield district) within the past 12 months.
2.6.82.5.8
If following the election process described above no one has been
appointed to the vacant position on the Governing Body, a further election
process will be run within six month period.
2.6.92.5.9
Term of office: three terms of office of no more than a six to ten year
tenure in order to maintain external perspective.
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2.5.10 Eligibility for reappointment: GP members of the Governing Body may serve
no more than three terms of office. A GP shall be deemed eligible to stand
for re-election provided that they:
i)

Continue to meet the eligibility criteria; and,

ii)

Have not given grounds for removal

2.6.102.5.11 Notice period: GP members of the Governing Body are required to
provide the CCG with not less than three months’ written notice if they wish
to leave before the end of their term of office.
2.6.112.5.12 Grounds for Removal and Disqualification from Office: In addition to
the provisions of Standing Order 2.17, GP Members of the Governing Body
will be removed from office with immediate effect if:
a)
b)
c)
d)

they are suspended from the Wakefield District Performers List;
their registration with the GMC is suspended;
they have been removed from the medical register;
they cease to be a provider of primary medical services, or employed to
deliver primary medical services within Wakefield
e) the Governing Body vote by a majority of 75% (of all members of the
Governing Body) to remove the individual.

2.72.6 Role of the Independent Registered Nurse
2.7.12.6.1
Eligibility for appointment: the Independent Registered Nurse must be
registered on the Nursing and Midwifery Council (NMC) register. The
Independent Registered Nurse cannot be an employee or member of, or a
partner in, a provider of primary medical services, or a provider with whom
the CCG has made significant commissioning arrangements.
2.7.22.6.2
Appointment pProcess: the Independent Registered Nurse will be
appointed by the Governing Body upon the recommendation of the
Nominations Committee via an application process.
2.7.32.6.3
Term of office: three years from date of appointment three terms of
officer of no more than a six to ten year tenure in order to maintain external
perspective.
2.6.4

Eligibility for reappointment: the Independent Registered Nurse may serve
no more than three terms of office The current Registered Nurse shall be
deemed eligible to stand for re-appointment provided that:
i)
i)ii)

They continue to meet the eligibility criteria; and,
Have not given grounds for removal.

2.7.42.6.5
Notice period: the Independent Registered Nurse is required to provide
the CCG with not less than three months’ written notice if they wish to leave
before the end of their term of office.
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2.7.52.6.6
Grounds for Removal and Disqualification from Office: In addition to
the provisions of Standing Order 2.17, the Independent Registered Nurse
will be removed from office with immediate effect if:
a) they are struck off or removed from the Nursing and Midwifery Council
(NMC) register;
b) they become an employee or member of, or a partner in, a provider of
primary medical services, or a provider with whom the CCG has made
significant commissioning arrangements.
c) the Governing Body vote by a majority of 75% (of all members of the
Governing Body) to remove the individual.
2.82.7 Role of the Independent Secondary Care Doctor
2.8.12.7.1
Eligibility for appointment: the Independent Secondary Care Doctor will
be a consultant employed currently, or in employment at some time in the
period of 10 years ending with the date they are appointed to the governing
body. If the Independent Secondary Care Doctor no longer practises
medicine, they will need to demonstrate that they still have a relevant
understanding of care in the secondary setting.
2.8.22.7.2
Appointment process: the Independent Secondary Care Doctor will be
appointed by the Governing Body upon the recommendation of the
Nominations Committee.
2.8.32.7.3
Term of office: three years from date of appointment three terms of
officer of no more than a six to ten year tenure in order to maintain external
perspective.
2.8.42.7.4
Eligibility for reappointment: the Independent Secondary Care Doctor
may serve no more than three terms of office. The current Secondary Care
Specialist Doctor shall be deemed eligible to stand for re-appointment
provided that:
i) They continue to meet the eligibility criteria; and,
ii)iii) Have not given grounds for removal
2.8.52.7.5
Notice period: the Independent Secondary Care Doctor is required to
provide the CCG with not less than three months’ written notice if they wish
to leave before the end of their term of office.
2.8.62.7.6
Grounds for Removal and Disqualification from Office: In addition to
the provisions of Standing Order 2.17, the Independent Secondary Care
Doctor will be removed from office with immediate effect if:
a)
b)
c)

their registration with the GMC is suspended;
they have been removed from the medical register;
they were not employment as a consultant in the period of 10 years
ending with the date they are appointed to the governing body.
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d)

e)

they are an employee or member (including shareholder) of, or a
partner in, a provider of primary medical services, or a provider with
whom the CCG has made significant commissioning arrangements.
the Governing Body vote by a majority of 75% (of all members of the
Governing Body) to remove the individual.

2.92.8 Lay Member - Deputy Chair of the Governing Body
2.9.12.8.1
Eligibility for appointment: the Deputy Chair of the Governing Body will
be a Lay Member.
2.9.22.8.2
Appointment process: the Deputy Chair of the Governing Body will be
appointed by the Governing Body upon the recommendation of the
Nominations Committee via an application process.
2.9.32.8.3
Term of office: three years from date of appointment three terms of
office of no more than a six to ten year tenure in order to maintain external
perspective.
2.8.4

Eligibility for Re-appointment: the Deputy Chair of the Governing Body may
serve no more than three terms of office The current Lay Member shall be
deemed eligible to stand for re- appointment provided that:
i)

They continue to meet the eligibility criteria; and,

i)ii)

Have not given grounds for removal.

2.9.42.8.5
Notice period: the Deputy Chair of the Governing Body is required to
provide the CCG with not less than three months’ written notice if they wish
to leave before the end of their term of office.
2.9.52.8.6
Grounds for removal and Disqualification from Office: In addition to the
provisions of Standing Order 2.17, the Deputy Chair of the Governing Body
will be removed from office with immediate effect if they are:
a)
b)
c)
d)
e)

f)
g)

an officer or employee of the Department of Health;
a member or employee of the Care Quality Commission or Monitor;
a chairman, director, member or employee of an NHS body;
a chairman, director, governor, member or employee of an NHS
Foundation Trust;
a provider of health services commissioned by CCGs or the NHS
Commissioning Board, or their employees, partners, or
shareholders;
a provider of social services, or their employees who contract with a
local authority; and
employed by parties to arrangements to provide primary medical
services, ophthalmic services , dental services or pharmaceutical
services in Scotland or Wales who are employed for purposes
connected with the provision of those services.
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2.102.9 Lay Person – Audit
2.10.12.9.1 Eligibility for appointment: the Lay Person – Audit will have
qualifications, expertise, or experience which enable them to express
informed views about financial management and audit matters.
2.10.22.9.2 Appointment process: the Lay Person – Audit will be appointed by the
Governing Body upon the recommendation of the Nominations Committee
via an application process.
2.10.32.9.3 Term of office: three years three terms of office of no more than a six
to ten year tenure in order to maintain external perspective.
2.9.4

Eligibility for Re-appointment: the Lay Person – Audit may serve no more
than three terms of office. The current Lay Member shall be deemed eligible
to stand for re- appointment provided that:
i) They continue to meet the eligibility criteria; and,
ii) Have not given grounds for removal.

2.
2.1.1.1.1.2. Notice period: the Lay Person – Audit is required to provide the CCG
with not less than three months’ written notice if they wish to leave before
the end of their term of office.
2.1.2.1.1.3. Grounds for Removal and Disqualification from Office: In addition to
the provisions of Standing Order 2.17, the Lay Person – Audit will be
removed from office with immediate effect if they are:
a)
b)
c)
d)
e)
f)
g)
h)

2.112.10

an employee of a local authority in England and Wales, or an
equivalent body in Scotland and Northern Ireland;
an officer or employee of the Department of Health;
a member or employee of the Care Quality Commission or Monitor;
a chairman, director, member or employee of an NHS body;
a chairman, director, governor, member or employee of an NHS
foundation trust;
a provider of health services commissioned by CCGs or the NHS
Commissioning Board, or their employees, partners, or shareholders;
a provider of social services, or their employees who contract with a
local authority; and,
employed by parties to arrangements to provide primary medical
services, ophthalmic services , dental services or pharmaceutical
services in Scotland or Wales who are employed for purposes
connected with the provision of those services.

Lay Person – patient and public participation matters (PPI)

2.11.12.10.1 Eligibility for appointment: the Lay Person – PPI will live within
Wakefield District or have sufficient knowledge of Wakefield District to
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enable them to express informed views about the discharge of the CCG
functions and act as a champion for patient and public involvement.
2.11.22.10.2 Appointment process: the Lay Person – PPI will be appointed by the
Governing Body upon the recommendation of the Nominations Committee.
2.11.32.10.3 Term of office: three years three year term of office of no more than a
six to ten year tenure in order to maintain external perspective.

2.10.4 Eligibility for Re-appointment: the Lay Person – PPI may serve no more than
three terms of office. The current Lay Member shall be deemed eligible to
stand for re- appointment provided that:
i)
i)ii)

They continue to meet the eligibility criteria; and,
Have not given grounds for removal.

2.11.42.10.5 Notice period: the Lay Person – PPI is required to provide the CCG
with not less than three months’ written notice if they wish to leave before
the end of their term of office.
2.11.52.10.6 Grounds for removal and Disqualification from Office: In addition to the
provisions of Standing Order 2.17, the Lay Person – PPI will be removed
from office with immediate effect if they are:
a) an employee of a local authority in England and Wales, or an equivalent
body in Scotland and Northern Ireland;
b) an officer or employee of the Department of Health;
c) a member or employee of the Care Quality Commission or Monitor;
d) a chairman, director, member or employee of an NHS body;
e) a chairman, director, governor, member or employee of an NHS
foundation trust;
f) a provider of health services commissioned by CCGs or the NHS
Commissioning Board, or their employees, partners, or shareholders;
g) a provider of social services, or their employees who contract with a
local authority; and,
h) employed by parties to arrangements to provide primary medical
services, ophthalmic services , dental services or pharmaceutical
services in Scotland or Wales who are employed for purposes
connected with the provision of those services.
2.122.11

Role of the Chief Officer (Accountable Officer)

2.12.12.11.1 Eligibility for appointment: the Chief Officer will be a member of the
Governing Body and an employee of the CCG. The Accountable Officer
may not be the Chair of the Governing Body.
2.12.22.11.2 Appointment process: Chief Officer will be appointed as the
Accountable Officer by the Governing Body in accordance with national
guidance and regulations.
2.12.32.11.3 Term of office: not applicable, subject to a contract of employment.
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2.12.42.11.4 Grounds for Removal and Disqualification from Office: the Chief Officer
will be subject to the provisions of Standing Order 2.17.

2.132.12

Role of the Chief Finance Officer/ Deputy Chief Officer

2.13.12.12.1 Eligibility for appointment: the Chief Finance Officer/ Deputy Chief
Officer will be a member of the Governing Body and an employee of the
CCG. The Chief Finance Officer /Deputy Chief Officer must have a
recognised professional qualification in accountancy.
The Chief Finance Officer may not undertake the Accountable Officer role.
2.13.22.12.2 Appointment process: Chief Finance Officer/Deputy Chief Officer will
be appointed by the Chief Officer in accordance with agreed CCG policies
and taking into account national guidance and regulations.
2.13.32.12.3 Term of office: not applicable, subject to a contract of employment.
2.13.42.12.4 Grounds for Removal and Disqualification from office: the Chief
Finance Officer will be subject to the provisions of Standing Order 2.17.

2.142.13

Role of the Executive Nurse

2.14.12.13.1 Eligibility for Appointment: the Executive Nurse must have a
recognised nursing or midwifery qualification and will be appointed by the
Chief Officer in accordance with agreed CCG policies, taking into account
national guidance and regulations.
2.14.22.13.2 Appointment Process: Executive Nurse will be appointed in
accordance with agreed CCG policies and procedures by the Chief Officer.
2.14.32.13.3 Term of Office: not applicable, subject to a contract of employment.
2.14.42.13.4 Grounds for Removal and Disqualification from Office: the Executive
Nurse will be subject to the provisions of Standing Order 2.17.

2.15
2.14.1

Role of the Chief Operating Officer
Eligibility for appointment: the Chief Operating Officer will be appointed by
the Chief Officer in accordance with agreed CCG policies and taking into
account national guidance and regulations.

2.14.2

Appointment process: the Chief Operating Officer will be appointed in
accordance with agreed CCG policies and procedures by the Chief
Officer.

2.15.1

Term of office: not applicable, subject to a contract of employment.
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2.15.2

Grounds for removal from office: the Chief Operating Officer will be
subject to the provisions of Standing Order 2.17.

2.162.14

Role of the Local Authority Executive

2.16.12.14.1 Eligibility for Appointment: the Local Authority Executive will be an
employee or officer, but not an elected member, of Wakefield Council.
2.16.22.14.2 Appointment Process: the Local Authority Executive will appointed by
Wakefield Council following consultation and agreement with the Chair of
the Governing Body.
2.16.32.14.3 Term of Office: three years from date of appointment.
2.16.42.14.4 Notice period: the Local Authority Executive will provide the CCG with
not less than three months’ written notice if they wish to leave before the end
of their term of office.

2.172.15 Director of Public Health
2.17.12.15.1 Eligibility for Appointment: the Director of Public Health will be an
employee or office, but not an elected member, of Wakefield Council.
2.17.22.15.2 Appointment Process: the Director of Public Health will appointed by
Wakefield Council following consultation with the Governing Body.
2.17.32.15.3 Notice period: the Director of Public Health will provide the CCG with
not less than three months’ written notice if they wish to leave before the end
of their term of office.
2.182.16 Disqualification from membership of the Governing Body from
Office
2.18.12.16.1 In line with The National Health Service (Clinical Commissioning
Groups) Regulations 2012 the following individuals may not become or
continue as a member of the Governing Body with immediate effect:
a) MPs, MEPs, members of the London Assembly, and local councillors
(and their equivalents in Scotland and Northern Ireland);
b) members including shareholders of, or partners in, or employees of
commissioning support organisations;
c) a person who, within the period of five years immediately preceding the
date of the proposed appointment, has been convicted:

(i)
(ii)

in the United Kingdom of any offence,
outside the United Kingdom of an offence which, if committed in
any part of the United Kingdom, would constitute a criminal offence
in that part
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and, in either case, the final outcome of the proceedings was a
sentence of imprisonment (whether suspended or not) for a period
of not less than three months without the option of a fine;
d) a person subject to a bankruptcy restrictions order or interim order;
e) a person who within the period of five years immediately preceding the
date of the proposed appointment has been dismissed (other than
because of redundancy), from paid employment by any of the following:
the Board, a CCG, SHA, PCT, NHS Trust or Foundation Trust, a Special
Health Authority, a Local Health Board, a Health Board, or Special
Health Board, a Scottish NHS Trust, a Health and Social Services
Board, the Care Quality Commission, the Health Protection Agency,
Monitor, the Wales Centre for Health, the Common Services Agency for
the Scottish Health Service, Healthcare Improvement Scotland, the
Scottish Dental Practice Board, the Northern Ireland Central Services
Agency for the Health and Social Services, a Regional Health and Social
Care Board, the Regional Agency for Public Health and Wellbeing, the
Regional Business Services Organisation, Health and Social Care trusts,
Special health and social care agencies, the Patient and Client Council,
and the Health and Social Care Regulation and Quality Improvement
Authority.
f) a healthcare professional who has been subject to an investigation or
proceedings, by any regulatory body, in connection with the person‘s
fitness to practise or any alleged fraud, the final outcome of which was
suspension or erasure from the register (where this still stands), or a
decision by the regulatory body which had the effect of preventing the
person from practising the profession in question or imposing conditions,
where these have not been superseded or lifted;
g) a person disqualified from being a company director;
h) a person who has been removed from the office of charity trustee, or
removed or suspended from the control or management of a charity, on
the grounds of misconduct or mismanagement.

2.18.22.16.2 In addition to Standing Order 2.17.1 members of the Governing Body
will be suspended with immediate effect in the event of:
a) proven gross misconduct, including breach of a Nolan principle.
b) serial non-attendance at meetings of the Governing Body; 4 meetings
per year unless for exceptional reasons accepted by the Chair.
c) persistent failure to abide by the terms of this constitution;
d) persistent failure to respond to requests in relation to the provisions of
the constitution made by the Group;
e) repeated refusal to comply with, or engage with, activities decided by the
Group;
f) persistently behaving in a way that jeopardises the reputation of the
Group;
g) attempting and or committing fraud against the Group;
h) proven failure to comply with the CCG’s agreed policies and procedures
relating to management of conflicts of interest.
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A decision shall be made by the Governing Body on the outcome of any
investigation or report shall be final.
3.

DECISIONS OF THE MEMBERS

3.1

All other matters reserved to the Members, in accordance with the Schedule
of Matters Reserved to the CCG and Scheme of Delegation (Appendix D to
the Constitution) shall be considered on a one Member practice, one Vote
basis (not a one GP one vote basis).

3.2

Decisions will either be made via a Written Resolution or at a Members
Meeting.

3.3

A representation of more than thirty percent of Members may come forward
in writing to the Chair and Clinical Leader where for whatever reason the
membership has ‘no-confidence’ in the CCG Governing Body. A Members
Meeting will be called in accordance with Standing Order 3.4. If at that
meeting 75% of Members in attendance pass a resolution certifying noconfidence’ in the Governing Body NHS England will be invited to coordinate
or directly assist in immediately replacing elected members of the Governing
Body and temporarily supporting the CCG pending completion of new
elections.

3.4

Members Meetings

3.4.1

The group will hold an annual meeting for the Members; the Annual
Members Meeting.

3.4.2

Notice

3.4.2.1

The Chair of the Governing Body may call a Members meeting at any time.
All Members Meetings must be called by either:
3.4.2.1.1
at least 21 clear days’ notice, or
3.4.2.1.1.1 less than 21 clear days’ notice if it is so agreed by resolution at
the start of the Members Meetings.

3.4.2.2

3.4.2.3
3.4.2.4

Every notice calling a Members meeting must specify the place, day and
time of the meeting and the general nature of the business to be
transacted.
Notice of Members Meetings must be given to every member, and to all
members of the Governing Body.
Members of the public will not be permitted to attend a Members Meeting
unless it is deemed appropriate by the Chair and Clinical Leader.
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3.4.3

Quorum

2.4.3.1 The quorum for a members meeting will be one third of the total member
practices. No formal decisions may be transacted at a Members’ meeting
unless quorum is present.
2.4.3.2 If a quorum is not present within fifteen minutes from the time appointed for
the meeting, the meeting shall be adjourned to the same day in the next
week at the same time and place, or to such a day, time and place as the
Chair and Clinical leader may determine.
2.4.3.3 All members of the Governing Body may attend and speak at a Members’
Meeting.
3.4.4

Chair – Members’ Meeting

3.4.4.1 The Chair and Clinical Leader, or in his/her absence the Deputy Chair, shall
preside as chair of every Members’ Meeting. If neither the Chair nor the
Deputy Chair is present within fifteen minutes after the time appointed for
holding the meeting. The Members present shall elect one of their number
to chair the meeting.
3.4.5

Adjournment

3.4.5.1 The Chair of the Members’ meeting may adjourn a Members’ meeting at
which a quorum is present if:
3.4.5.1.1
3.4.5.1.2
3.4.5.1.3

those present at the meeting consent to an adjournment; or
a majority of Members present at the meeting direct the Chair to
call an adjournment; or
it appears to the Chair of the meeting that an adjournment is
necessary to protect the safety of any person attending the
meeting or ensure that the business of the meeting is conducted
in an orderly manner.

3.4.5.2 When adjourning a Members’ meeting, the Chair of the meeting must either:
3.4.5.2.1
3.4.5.2.2

3.4.6

specify the time and place to which it is adjourned, or
state that it is to continue at a time and place to be fixed by the
Governing Body.

Voting

3.4.6.1 Decisions will be made by a simple majority, one Member practice, one
Vote basis.
3.4.6.2 Unless a poll is demanded, an item / resolution put to the vote of a
Members’ meeting will be decided on a show of hands. The Chair will
declare that outcome of the vote.
3.4.6.3 A poll on a resolution may be demanded in advance of the Members’
Meeting or during the Members’ meeting. A poll may be demanded by the
Chair of the meeting, a member of the Governing Body, or the
representatives of two or more Members. The Chair will declare the
outcome of the Poll.
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3.4.6.4 In the case of an equality of votes, whether on a show of hands or on a poll,
the Chair of the Members’ meeting shall be entitled to a casting vote in
addition to any other vote he/she may have.
3.4.7

Proxies
3.4.7.1.1 Each Member practice will appoint one person (a ‘proxy’) to
attend, speak and vote at a Members’ Meeting of the CCG. The
proxy will have the authority to act on behalf of the Member
practice at the Members’ Meeting; this will include voting on
resolutions presented to the Members’ Meeting.
3.4.7.1.2 Appointment: Proxies will be appointed by the Member in writing
and sent to the CCG a minimum of 24 hours before the start of
the meeting.
3.4.7.1.3 If the Member practice has not appointed a proxy they will not
have the right to speak or vote at a Members’ Meeting of the
CCG. They will have the right to attend the meeting.

3.4.8

Minutes
3.4.8.1

3.5

Minutes will be prepared documenting decisions made at
Members’ Meetings.

Written Resolutions

3.5.1 A copy of each proposed written resolution must be sent to every Member
practice and every member of the Governing Body.
3.5.2

Members will have 20 working days in which to respond. A Member
signifies agreement to a proposed written resolution when the CCG receives
an authenticated document in hard copy, email or fax.

3.5.3

Each Member practice will have one vote.

3.5.4

A written resolution can be agreed by 75% of all Member practices. If 75%
has not been achieved after 20 working days the resolution will fail.

4

MEETINGS OF THE GOVERNING BODY

4.1

Calling meetings

4.1.1

Ordinary meetings of the group shall be held at regular intervals at such
times and places as the CCG may determine.

4.1.2

The Chair may call a meeting of the Governing Body at any time.

4.1.3

One third or more members of the Governing Body may request a meeting
in writing to the Chair. If the Chair refuses or fails to call a meeting within
seven days of receipt of the request presented, the members of the
Governing Body signing the request may forthwith call a meeting.
67

4.1.4

Meetings of the Governing Body shall be open to members of the public.
The Chair may determine that members of the public may be excluded from
a meeting in accordance with Standing Order 10.

4.2

Notice of meetings and business to be transacted

4.2.1

The Chair of the Governing Body, with support from the Chief Officer, will
draw up the agenda specifying the business to be transacted.

4.2.2

A member desiring a matter to be included on an agenda shall make their
request in writing to the Chair at least ten clear working days before the
meeting. Requests received less than ten days before a meeting will be
included on the agenda at the discretion of the Chair.

4.2.3

The agenda and supporting papers will be sent to every members of the
Governing Body at least five days before the meeting takes place, save in
an emergency.

4.2.4

Save in emergencies or the need to conduct urgent business members of
the Governing Body will be given fourteen days written notice of the date
and place of every meeting of the Governing Body.

4.2.5

Agendas and supporting papers for the group’s Governing Body – including
details about meeting dates, times and venues - will be published on the
CCG website at http://www.wakefieldccg.nhs.uk/about-us/governing-bodymeetings/ as set out in 1.3.2.

4.3

Petitions
Where a petition has been received by the CCG, the Chair of the Governing
Body shall include the petition as an item for the agenda of the next meeting
of the Governing Body.

4.4

Chair of the Governing Body

4.4.1

At any meeting of the Governing Body, the Chair shall preside. If the Chair
is absent from the meeting, the Deputy Chair, if any and if present, shall
preside.

4.4.2

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

4.5

Chair's ruling
The decision of the Chair of the Governing Body on questions of order,
relevancy and regularity and their interpretation of the constitution, Standing
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Orders, Scheme of Reservation and Delegation and prime financial policies
at the meeting, shall be final.

4.6

Quorum

4.6.1

No business shall be transacted at a meeting of the Governing Body unless
the following are present:
i) The Chair or Deputy Chair
ii) 2 other GPs as elected by the membership (i.e. not including the Clinical
Chair)
iii) 1 lay member
iv) Either the Chief Officer or the Chief Finance Officer/Deputy Chief Officer

4.6.1.1

Alternative Quoracy Arrangements:

4.6.1.2

Where a standard quorum cannot be convened from the membership of
the Governing Body, owing to the arrangements for managing conflicts of
interest or potential conflicts of interests, alternative quoracy
arrangements may be applied. In such circumstances, the Governing
Body will be quorate with the presence of at least five of the remaining
members of the Governing Body, to include:
i) Either the Registered Nurse or the Secondary Care Specialist and;
ii) Either the Chief Officer or the Chief Finance Officer/Deputy Chief Officer

4.6.1.3 Alternative Quoracy Arrangements:
Where neither a standard quorum nor alternative quorum can be convened
due to an actual or potential conflict of interest for both the Chief Officer and
the Chief Finance Officer/Deputy Chief Officer; for example when decisions
are required regarding the remuneration and/or terms of service for the Chief
Officer and/or Chief Finance Officer/Deputy Chief Officer, the Governing
Body may be considered quorate with the presence of at least the following
members of the Governing Body:
i)
ii)
iii)
iv)

Either the Chair or Deputy Chair
3 other GPs as elected by the membership
1 lay member
Either the Registered Nurse or the Secondary Care Specialist

4.6.1.4 These arrangements must be recorded in the minutes
4.6.2 Members of the Governing Body may participate in meetings by telephone or
by the use of video conferencing facilities where they are available.
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Participation in a meeting by any of these means shall be deemed to
constitute presence in person at the meeting.
4.6.3 An officer in attendance for the Chief Officer, Chief Finance Officer or
Executive Nurse but without formal acting up status may not count toward the
quorum. If however the officer has been formally appointed to act up for an
Executive Officer during a period of incapacity or temporarily to fill an
Executive Officer vacancy they shall be entitled to exercise voting rights of the
Executive Officer. The officer’s status when attending a meeting will be
recorded in the minutes.
4.6.4 If any member of the Governing Body has been disqualified from participating
in the discussion on any matter and / or from voting on any resolution by
reason of a declaration of a conflict of interest, that person shall no longer
count towards the quorum. If a quorum is then not available for the discussion
and / or the passing of a resolution on any matter, that matter may not be
discussed further or voted upon at that meeting. Such a position shall be
recorded in the minutes of the meeting. The meeting must then proceed to
the next business.
4.6.5 For all other of the CCG’s committees and sub-committees, including the
Governing Body’s committees and sub-committees, the details of the quorum
for these meetings and status of representatives are set out in the appropriate
terms of reference.
4.7

Decision making – voting

4.7.1 Section 6 of this constitution, together with the Scheme of Reservation and
Delegation, sets out the governing structure for the exercise of the group’s
statutory functions. Generally, it is expected that at the Governing Body’s
meetings decisions will be reached by consensus. Should this not be
possible then a vote of members will be required, the process for which is set
out below:
4.7.2

Eligibility – only members of the Governing Body can vote. Each member of
the Governing Body shall have one vote. In no circumstance may an absent
member vote by proxy.

4.7.3

Voting - at the discretion of the Chair all questions put to a vote shall be
determined by oral expression or by a show of hands, unless the Chair
directs otherwise, or it is proposed, seconded and carried that a vote be
taken by paper ballot. If a member of the Governing Body so requests, their
vote shall be recorded by name.

4.7.4

Majority necessary to confirm a decision – decisions will be made by a
simple majority.

4.7.5

Casting vote – in the event of a tied vote the Chair will hold a second and
casting vote.
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4.7.6

Dissenting views – in exceptional circumstances where there is
disagreement with a decision made, those members taking a dissenting
view may have their dissent recorded in the minutes.

4.7.7

No resolution of the Governing Body shall be passed if it is opposed by all of
the Lay Members present, or by all of the Executive Officers present, or by
all of the GP Governing Body members present.

4.7.8

For all other of the CCG’s committees and sub-committees, including the
Governing Body’s committees and sub-committee, the details of the process
for holding a vote are set out in the appropriate terms of reference.

4.8

Emergency powers and urgent decisions.

4.8.1

Subject to the agreement of the Chair, a member of the Governing Body
may give written notice of an emergency motion after the issue of the notice
of meeting and agenda, up to one hour before the time fixed for the meeting.
The notice shall state the grounds of urgency. If in order, it shall be declared
to the Governing Body at the commencement of the business of the meeting
as an additional item included in the agenda. The Chair's decision to include
the item shall be final.

4.8.2

Urgent decisions made during the meeting will be recorded in the minutes.

5

SUSPENSION OF STANDING ORDERS

5.1

Except where it would contravene any statutory provision or any direction
made by the Secretary of State for Health or NHS England, any part of these
Standing Orders may be suspended at any meeting, provided that at least
two thirds of the whole number of the members of the Governing Body are
present and are in agreement (including at least one member who is an
officer member of the CCG and one member who is not).

5.2

A decision to suspend Standing Orders together with the reasons for doing
so shall be recorded in the minutes of the meeting.

5.3

A separate record of matters discussed during the suspension shall be kept.
These records shall be made available to the Governing Body’s Audit
Committee for review of the reasonableness of the decision to suspend
Standing Orders.

6

APPLICATION FOR VARIATION AND AMENDMENT OF STANDING
ORDERS

6.1

This constitution can only be varied in two circumstances:

6.1.1

where the CCG formally applies to NHS England and that application is
granted;
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6.1.2

where in the circumstances set out in legislation NHS England varies the
CCG’s constitution, other than on application by the CCG.

6.2

Any changes will be communicated to members.

7

RECORD OF ATTENDANCE

7.1

The names of all members of the Governing Body present shall be recorded
in the minutes of the CCG’s meetings. The names of all members of the
Governing Body’s committees / sub-committees present shall be recorded in
the minutes of the respective Governing Body committee / sub-committee
meetings.

8

MINUTES

8.1

The minutes of the proceedings of a meeting shall be drawn up and
submitted for agreement at the next meeting, where they shall be signed by
the person presiding at it. Signed minutes will be conclusive evidence of the
events of the meeting.
No discussion shall take place upon the minutes except upon their accuracy
or where the Chair considers discussion appropriate.
Where providing a record of a public meeting the minutes shall be made
available to the public as required by the Code of Practice on Openness in
the NHS.

8.2
8.3

9

EMERGENCY POWERS AND URGENT DECISIONS

9.1

The powers which the Governing Body has reserved to itself within these
Standing Orders may in an emergency or for an urgent decision be
exercised by the Chief Officer and the Chair, after having consulted at least
two Lay Members. The exercise of such powers by the Chief Officer and the
Chair will be reported to the next meeting of the Governing Body in public
session for noting.

10

ADMISSION OF PUBLIC AND THE PRESS

10.1

Subject to the conflict of interest provisions included in the constitution all
meetings of the CCG Governing Body will be open to the membership of the
CCG.

10.2

The public and representatives of the press may attend all meetings of the
Governing Body that are held in public, and should only be required to
withdraw from these meetings where any information being shared is
exempt from publication under the Freedom of Information Act 2000.
Guidance on the Freedom of Information Act exemptions can be found in the
CCG Freedom of Information Act policy.

10.3

The public and representatives of the press shall be required to withdraw
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upon a resolution as follows:
'that representatives of the press, and other members of the public, be
excluded from the remainder of this meeting having regard to the
confidential nature of the business to be transacted, publicity on which would
be prejudicial to the public interest', Section 1 (2), Public Bodies (Admission
to Meetings) Act 1960

10.4

In the event of general disturbances the Chair of the meeting shall give such
directions as they think fit to ensure that the CCG’s business shall be
conducted without interruption and disruption. Without prejudice to the
power to exclude on grounds of the confidential nature of the business to be
transacted, the public will be required to withdraw upon the Governing Body
resolving:
That in the interests of public order the meeting adjourn for (the period to be
specified) to enable the Governing Body to complete its business without the
presence of the public. ‘

10.5

The Chair may exclude any member of the public from a meeting if they are
interfering with, or preventing, the proper conduct of the meeting.

11

BUSINESS PROPOSED TO BE TRANSACTED WHEN THE PRESS AND
PUBLIC HAVE BEEN EXCLUDED FROM A MEETING

11.1

Matters to be dealt with by the Governing Body following the exclusion of
representatives of the press, and other members of the public, as provided
above, shall be confidential to the members of the CCG.

11.2

Members of the Governing Body and officers or any employee of the CCG in
attendance shall not reveal or disclose the contents of papers marked 'In
Confidence' or minutes headed 'Items Taken in Private' outside of the
meeting, without the express permission of the Governing Body. This
prohibition shall apply equally to the content of any discussion during the
Governing Body meeting which may take place on such reports or papers.

11.3

Minutes will be taken during this part of a meeting and will be marked
confidential.

12

USE OF MECHANICAL OR ELECTRICAL EQUIPMENT FOR
RECORDING OR TRANSMISSION OF MEETINGS

12.1

Nothing in these Standing Orders shall be construed as permitting the
introduction of recording, transmitting, video or similar apparatus into
meetings of the Governing Body. Such permission shall be granted only by
the Chair.
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13

OBSERVERS

13.1

The Governing Body will decide what arrangements and terms and
conditions it feels are appropriate to offer in extending an invitation to
observers to attend and address any of the Governing Body meeting. The
Governing Body may change, alter or vary these terms and conditions as it
sees fit.

14

APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES

14.1

Appointment of committees and sub-committees

14.1.1 The CCG may appoint committees and sub-committees of the group,
subject to any regulations made by the Secretary of State 4, and make
provision for the appointment of committees and sub-committees of its
Governing Body. Where such committees and sub-committees of the group,
or committees and sub-committees of its Governing Body, are appointed
they are included in Section 6 of the group’s constitution.
14.2

Other than where there are statutory requirements, such as in relation to the
Governing Body’s Audit Committee or Remuneration Committee, the
Governing Body shall determine the membership and terms of reference of
committees and sub-committees and shall, if it requires, receive and
consider reports of such committees at the next appropriate meeting of the
Governing Body.

14.3

The provisions of these Standing Orders shall apply where relevant to the
operation of the Governing Body, the Governing Body’s committees and
sub-committee and all committees and sub-committees unless stated
otherwise in the committee or sub-committee’s terms of reference.

14.4

Meetings of the CCGs committees and sub-committees will not usually be
open to the public and representatives of the press.

15

TERMS OF REFERENCE

15.1

Terms of reference shall have effect as if incorporated into the Standing
Orders.

16

DELEGATION OF POWERS BY COMMITTEES TO SUB-COMMITTEES

4

See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act

74

16.1

Where committees are authorised to establish sub-committees they may not
delegate executive powers to the sub-committee unless expressly
authorised by the group.

17

APPROVAL OF APPOINTMENTS TO COMMITTEES AND SUBCOMMITTEES

17.1

The Governing Body shall approve the appointments to each of the
committees and sub-committees which it has formally constituted including
those the Governing Body.

17.2

Where the group determines that persons, who are neither members nor
employees, shall be appointed to a committee or sub-committee the terms of
such appointment shall be within the powers of the group. The group shall
define the powers of such appointees and shall agree such travelling or
other allowances as it considers appropriate.

18

APPOINTMENTS FOR STATUTORY FUNCTIONS

18.1

Where the Governing Body is required to appoint persons to a committee
and/or to undertake statutory functions as required by the Secretary of State,
and where such appointments are to operate independently of the
Governing Body such appointments shall be made in accordance with the
regulations and directions made by the Secretary of State.

19

DUTY TO REPORT NON-COMPLIANCE WITH STANDING ORDERS AND
PRIME FINANCIAL POLICIES

19.1

If for any reason these Standing Orders are not complied with, full details of
the non-compliance and any justification for non-compliance and the
circumstances around the non-compliance, shall be reported to the next
formal meeting of the Governing Body for action or ratification. All members
of the group and staff have a duty to disclose any non-compliance with these
Standing Orders to the Chief Officer as soon as possible.

20

USE OF SEAL AND AUTHORISATION OF DOCUMENTS

20.1

Clinical Commissioning Group’s seal

20.1.1 The CCG may have a seal for executing documents where necessary. At
least two of the following individuals or officers are authorised to
authenticate its use by their signature:
20.1.1.1 the Chief Officer;
20.1.1.2 the Clinical Chair ;
20.1.1.3 the Chief Finance Officer;
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20.1.1.4 the appropriate Director, Associate Director or Head of Service or
nominated deputy.
20.1.2 An entry of every sealing shall be made and numbered consecutively in a
book provided for that purpose, and shall be signed by the persons who
shall have approved and authorised the document and those who attested
the seal. A report of all sealing’s will be made to the Audit Committee at
least twice per year.
20.2

Use of Seal – General guide, the seal shall be used for:
20.2.1
20.2.2
20.2.3

20.2.4
20.2.5

All contracts for the purchase/lease of land and/or building;
All contracts for capital works exceeding £100,000;
All lease agreements where the annual lease charge exceeds
£10,000 per annum and the period of the lease exceeds beyond
five years;
Any other lease agreement where the total payable under the lease
exceeds £100,000;
Any contract or agreement with organisations other than NHS or
other government bodies including local authorities where the
annual costs exceed or are expected to exceed £500,000.

21

EXECUTION OF A DOCUMENT BY SIGNATURE

21.1

The following individuals are authorised to execute a document on behalf of
the group by their signature.
21.1.1 the Chief Officer;
21.1.2 the Clinical Chair
21.1.3 the Chief Finance Officer;
21.1.4 the appropriate Director, Associate Director or Head of Service or
nominated deputy.

22

OVERLAP WITH OTHER CLINICAL COMMISSIONING GROUP POLICY
STATEMENTS / PROCEDURES AND REGULATIONS

22.1

Policy statements: general principles

22.2

The group will from time to time agree and approve policy statements /
procedures which will apply to all or specific groups of staff employed by
NHS Wakefield Clinical Commissioning Group. The decisions to approve
such policies and procedures will be recorded in an appropriate group
minute and will be deemed where appropriate to be an integral part of the
group’s Standing Orders.
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Appendix 4: Delegated Financial Limits
Delegated Authorities and Requisition Limits
Key
Governing Body
Chair of Governing Body
Lay Member
Chief Officer
Chief Operating Officer
Chief Finance Officer/ Deputy Chief Officer
Executive /Associate Director)
Head of Service (reporting to Director)
Head of Finance
Head of Department (reporting to Head of Service)
Associate Director of Finance and Contracting
Director of Corporate Affairs
Governance and Board Secretary

Abbreviati
GB
C
LM
AO
CFO
Director
HoS
HoF
HoD
ADFC
DCA
GBS

Comment [E4]: Needs to be in.
do we also need something in re
directors that are not a voting
executive member of the GB??
Comment [E5]: New role

Finance and Procurement Delegated Limits
Re Delegated Matter
1 Operational Budget

2a Commitment of
expenditure, for NHS
contracts and other
commissioned health
care services
NB : Business case
(using the Business Case
template found on Skyline)
required for
amounts above
£50k(except those
covered in 2b below

Detail
Department budgets
Commissioning budgets
Budget virements between
headings
Under £20k£50k

£20k £50k‐ £100k

£100k‐£500k
£500k‐£1m
Over £1m
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Authority
HoD
HoS
HoS
HoD

Comment [E6]: Finance
recommendation supported by MB

HoS

Comment [E8]: Finance
recommendation supported by MB

CMCC + HoS
CMCC
Director
AO or CFO

Comment [r7]: Need to provide
a template and describe the
approval process for a business
case EPM – Reference now
made to business case template
on Skyline

2b Continuing Healthcare packages
(Reported in the quarterly CHC report to Quality, Performance and Governance
Committee)
Approval of Continuing
Healthcare Package for
Physical and Mental
Health/LD placements,

Up to £50,000 (Tier 1)

Clinical Nurse
Advisors

Approval of Continuing
Healthcare Package for
Physical and Mental
Health/LD placements,

Between £50,000 andUp to
£150,000
(Tier 1 and 2)

HoS/ Deputy
Head of Service

Approval of Continuing
Healthcare Package for
Physical and Mental
Health/LD placements,
Approval of an Urgent
Continuing Healthcare
Package for physical and
Mental Health/LD
placements,

between £150,000 and
£500,000
(Tier 3)

HoS / Deputy
Head of Service
and Director

between £150,000 and
£500,000
(Tier 3)

HoS / Deputy
Head of Service
and Director or
On-call Manager

Approval of Continuing
Healthcare Package for
physical and Mental
Health/LD placements,

between £500,000 and £1
Million (Tier 4)

CFO/DCO + CO

3a Commitment of
expenditure, for
non health care
NB : Business case
(using the Business
Case template found on
Skyline) required for
amounts above £50k

Under £20k £50k

£20k £50k‐ £100k

Comment [E9]: Change in
reporting committee
Comment [E10]: Not required
per Judith Wild

Comment [E11]: Following
above change

HoD

Comment [E13]: As below

HoS

Comment [E12]: Could non
healthcare spend thresholds be the
same as for health care spend?
MB
Comment [E14]: As above

£100k ‐ £500k
£500k ‐ £1m
Over £1m

Director
C+
Director
GB

NB where expenditure has
previously
been approved by the Board
then requisitions/procurement
authorisations may be signed
at Director level
3b Management consultancy For over £50k or a day rate of
£600, a business case to NHSE
required before commitment
(see policy on Skyline)
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Director +LM
and
NHSE

4

5

CFO / CO

Lease agreements
(see also Standing
Order 20) – use of
seal)
Charitable Funds

CFO / CO
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Re Delegated Matter
6 Competitive Quotes / Tendering
processes :
6a) Competitive quotes for
procurement values
6b) Tendering procedures for
procurement values
6c) Waiver of :‐
(i) competitive quotations
(ii) tendering (See
section 7.1)
6d) Opening Competitive Quotes /
Tenders

Detail

£2050k ‐ £50100k
Over £50100k

£5020k‐ £10050k
Over
£100k
Under £50k - £100k (ie
quotes)
£50100k ‐ £250k (i.e.
tenders)
£250k and over

6e) Acceptance of lowest quote /
Tender
6f) Acceptance of quote / tender on a
“best value” basis :

Losses and Special Payments
(including fruitless payment,
cash, abandoned claims,
damage to chattels)

9

Write‐off non‐NHS debts

Under
£1m
Over
£1m

•

HoS

CO/CFO*
CO/CFO*+
LM
2 of :
GBS, HoF ADFC,
or Director
2 of : GBS, HoF
ADFC or
Director
Director +
GBS/HoF
ADFC

CO/
COC/OO
/CFO*
GB
CO/COOAO /CFO*
CFO / ACO

Under £50k

£50k and over
Under £10k
£10k ‐ £50k
Over £50k

10 Non‐enforcement of NHS debtors

HoS

Comment [E15]: Changes are
finance recommendations after
looking at other CCGs

Director/GBS

6g) Notice where tenders are in excess
of pre‐tender estimates £5k or 5%
which is lower
7 Disposals / condemnation
/redundant items
8

Authority

Under £50k
£50k and over

CFO

GB
HoF
ADFC
CFO
GB
CFO
GB

* Where the Chief Finance Officer is formally deputising for the Chief Accountable
Officer during a period of absence
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Comment [E16]: COO role no
longer exists

Ref
Delegated Matter
11 Compensation claims, ex‐gratia
payments, extra‐
contractual payments to
suppliers

Detail
Under £1k

£1k ‐ £20k
£20k and over

12

Petty Cash

Under £50

£50 and over

13

Use of Seal – authentication by
At least two of :
signature (see Standing Order 20)

14

Execution of document by
signature on behalf of CCG
(see Standing Order 21)
Business case required prior to
Under £50k
procurement process
Above £50k
(for further detail see section 13 of
document)

15

16

Authorisation of
course/conference fees & travel
expenses for educational or
development purposes

17

Off-payroll arrangements

Authorit
HoS +
ADCA/
GBS
HoS +
HoF
ADFC
GB
HoS

HoS +
HoF
ADFC
ACO
CFO,
Clinical
Chair,
Director,
HoS
ACO,
CFO,
Direct
No
Yes
Director

See Detailed Financial Policy Off
payroll arrangements

Comment [E17]: New policy
since last rewrite

APPENDIX D
SCHEME OF RESERVATION AND DELEGATION
1. Schedule of Matters Reserved to the CCG and Scheme of Delegation
1.1

The arrangements made by the CCG as set out in this Scheme of Reservation and Delegation of decisions shall have effect as if
incorporated in the CCGs Constitution.

1.2

The CCG remains accountable for all of its functions, including those that it has delegated.
Executive Management Group

West Yorkshire & Harrogate Joint
committee of CCGs

Clinical Strategy Group

Connecting Care Executive

Nominations Committee

Finance Committee

1

Quality Performance and
Governance Committee



Primary Care Commissioning
Committee

Approve amendments to the CCG’s constitution, ahead of
submission to NHS England for review and agreement on any
matters concerning non-material changes to the group’s
constitution where:
- Changes are not thought to have a material impact; or
- Changes are not proposed to the reserved powers of the
members or the role and appointment of member practice
representatives (including the GP members of the clinical
executive).

Remuneration Committee

REGULATION AND
CONTROL



Audit Committee

Determine the arrangements by which the members of the
CCG approve those decisions that are reserved for the
membership.

Chief Finance
Officer/ Deputy Chief Officer

REGULATION AND
CONTROL



Chief Officer

The Governing Body may determine any matter, for which it
has delegated or statutory authority, it wishes in full session
within its statutory powers

Chair and Clinical Leader

GENERAL

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Executive Management Group

West Yorkshire & Harrogate Joint
committee of CCGs

Clinical Strategy Group

Connecting Care Executive

2

Nominations Committee

- At least half (50%) of all governing body member practice
representatives (including the Chair) formally request that
the amendments be put before the membership for

Finance Committee

- Changes are proposed to the reserved powers; or

Quality Performance and
Governance Committee



Primary Care Commissioning
Committee

Approval of the CCG’s overarching Scheme of Reservation
and Delegation where the following amendments apply:

Remuneration Committee

REGULATION AND
CONTROL



Audit Committee

Prepare the CCG’s overarching Scheme of Reservation and
Delegation, with exception of changes to the reserved powers
of members



Chief Finance
Officer/ Deputy Chief Officer

REGULATION AND
CONTROL

Chief Officer

Approve amendments to the CCG’s constitution, ahead of
submission to NHS England for review and agreement on any
matter concerning material changes to the group’s
constitution, defined as:
- Amendments giving effect to delegations outside of the
CCG, where these have not already been discussed and
approved by the members;
- Mergers of CCGs or changes to the constituent
organisations;
- Changes to the way that members are involved in the
CCG, including for instance a change in the number of
practice member representatives on the Governing Body;
- Any changes to the Governing Body, such as changes to
the membership of the Governing Body or to the
procedure followed for decision-making;
- Changes relating to the role of the clinical leader as
clarified in the Roles and Responsibilities of Governing
Body Members; and;
- changes to the reserved powers of the members.

Chair and Clinical Leader

REGULATION AND
CONTROL

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Consideration and approval of changes to the terms of
reference for the CCGs statutory committees and the
membership of those committees

REGULATION AND
CONTROL

Exercise or delegation of those functions of the CCG which
have not been reserved by the CCG membership the
Governing Body or other committee or sub-committee.



REGULATION AND
CONTROL

Prepare the CCGs Operational Scheme of Delegation setting
out key operational decisions delegated to individual


3

Executive Management Group

REGULATION AND
CONTROL




West Yorkshire & Harrogate Joint
committee of CCGs

Approval of any matter concerning changes to the Standing
Orders contained within the constitution

Clinical Strategy Group

REGULATION AND
CONTROL

Connecting Care Executive

Approval of any matter concerning changes to the CCGs
Governance Handbook including terms of reference for the
non-statutory committees and the overarching scheme of
reservation and delegated powers (in line with the above
delegation)

Nominations Committee



REGULATION AND
CONTROL

Finance Committee

- At least half (50%) of all governing body member practice
representatives (including the Chair) formally request that
the amendments be put before the membership for
approval.

Quality Performance and
Governance Committee

- Changes are proposed to the reserved powers; or

Primary Care Commissioning
Committee



Periodically propose amendments to the Scheme of
Reservation and Delegation (SoRD) contained in the CCGs
Governance Handbook, which shall be approved by the
Governing body unless:

Remuneration Committee

REGULATION AND
CONTROL

Audit Committee

approval

Chief Finance
Officer/ Deputy Chief Officer

Chief Officer

Chair and Clinical Leader

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Prepare the Prime Financial Policies, including delegated
financial limits

REGULATION AND
CONTROL

Approve the Prime Financial Policies, including delegated
financial limits



REGULATION AND
CONTROL

Approval of Business cases over £1m



REGULATION AND
CONTROL

Prepare detailed financial policies that underpin the CCGs
Prime Financial Policies

REGULATION AND
CONTROL

Approve detailed financial policies.

REGULATION AND
CONTROL

Approve arrangements for dealing with Individual Funding
Requests

REGULATION AND
CONTROL

Approval of arrangements for the management of conflicts of
interest

REGULATION AND
CONTROL

Calling meetings of the Governing Body and chairing
meetings
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Executive Management Group

REGULATION AND
CONTROL

West Yorkshire & Harrogate Joint
committee of CCGs

Approve the group’s Operational Scheme of Delegation

Clinical Strategy Group



REGULATION AND
CONTROL

Connecting Care Executive

employees of the CCG.

Nominations Committee

Finance Committee

Quality Performance and
Governance Committee

Primary Care Commissioning
Committee

Remuneration Committee

Audit Committee

Chief Finance
Officer/ Deputy Chief Officer

Chief Officer

Chair and Clinical Leader

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Approve the appointment of Governing Body members, the
process for recruiting and removing non-elected members to
the Governing Body (subject to any regulatory requirements)
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Executive Management Group

PRACTICE MEMBER
REPRESENTATIVES
AND MEMBERS OF



West Yorkshire & Harrogate Joint
committee of CCGs

Recommend the process for the recruitment and appointment
of members of the governing body

 

Clinical Strategy Group

PRACTICE MEMBER
REPRESENTATIVES
AND MEMBERS OF
THE GOVERNING
BODY

- Identifying practice members to represent practices in
matters concerning the work of the CCG; and
- Appointing clinical leaders to represent the CCG’s
membership on the CCG’s Governing Body, for example
through election.



Connecting Care Executive

Approve the arrangements for:

Nominations Committee

PRACTICE MEMBER
REPRESENTATIVES
AND
MEMBERS OF THE
GOVERNING BODY

Finance Committee

Execute a document on behalf of the CCG in accordance with
Standing Order 21

Quality Performance and
Governance Committee

REGULATION AND
CONTROL

Primary Care Commissioning
Committee

Set out who can execute a document by signature / use of the
seal and maintain a register of sealing.

Remuneration Committee

REGULATION AND
CONTROL

Audit Committee

The powers which the Governing Body has retained to itself
within these Standing Orders may in emergency be exercised
by the Chair and Chief Officer after having consulted at least
two Lay Members

Chief Finance
Officer/ Deputy Chief Officer

REGULATION AND
CONTROL

Chief Officer

One third or more members of the governing body may
request a governing body meeting in writing to the chair. If the
Chair refuses or fails to call a meeting within seven days of
receipt of the request presented, the members of the
governing body signing the request may call a meeting .

Chair and Clinical Leader

REGULATION AND
CONTROL

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Approval of the annual work plan for the West Yorkshire &
Harrogate ICS MOU

STRATEGY AND
PLANNING

Approval of commissioning policies for individual procedures
& conditions that are included in the West Yorkshire &
Harrogate ICS work plan

STRATEGY AND
PLANNING

Approval of commissioning policies that are not included
within the West Yorkshire & Harrogate ICS work plan.

STRATEGY AND
PLANNING

Approval of prescribing policies
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Executive Management Group

STRATEGY AND
PLANNING

West Yorkshire & Harrogate Joint
committee of CCGs

Overarching commissioning strategy;
CCGs Annual Financial Plan;
Commissioning Priorities/ Health and wellbeing plan;

Clinical Strategy Group

-

Connecting Care Executive

Approval of the CCG’s:

Nominations Committee

STRATEGY AND
PLANNING

Finance Committee

Approval of the CCG’s operating structure

Quality Performance and
Governance Committee

STRATEGY AND
PLANNING

Primary Care Commissioning
Committee

Agree the vision, values and overall strategic direction of the
CCG

Remuneration Committee

STRATEGY AND
PLANNING

Audit Committee

Approve arrangements for identifying the CCG’s proposed
Chief Officer.

Chief Finance
Officer/ Deputy Chief Officer

PRACTICE MEMBER
REPRESENTATIVE &
MEMBERS OF THE
GOVERNING BODY

Chief Officer

and succession planning.

Chair and Clinical Leader

THE GOVERNING
BODY

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Approval of the arrangements for discharging the CCG’s
statutory financial duties.

HUMAN
RESOURCES

Make recommendations on the terms and conditions,
remuneration and travelling or other allowances for all
Governing Body members, employees of the CCG and to
other persons providing services to it including pensions and
gratuities.

HUMAN
RESOURCES

Approve the terms and conditions, remuneration and
travelling or other allowances for all Governing Body
members, employees of the CCG and to other persons
providing services to it including pensions and gratuities.



HUMAN
RESOURCES

Approve any other terms and conditions of services for all
employees of the CCG including pensions, remuneration fees
and travelling or allowance payable to employees and to other
persons providing services to the CCG.



HUMAN
RESOURCES

Approve disciplinary arrangements for employees, including
the Chief Officer (where he/she is an employee or member of
the CCG) and for other persons working on behalf of the
CCG.
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Executive Management Group

ANNUAL REPORT
AND ACCOUNTS




West Yorkshire & Harrogate Joint
committee of CCGs

Approval of the CCG's Annual Report and Annual Accounts

Clinical Strategy Group

ANNUAL REPORT
AND ACCOUNTS

Connecting Care Executive

Approval of variations to the approved budget where variation
would have a significant impact on the overall approved levels
of income and expenditure.

Nominations Committee

ANNUAL REPORT
AND ACCOUNTS

Finance Committee

Approval of the CCG’s corporate budgets that meet the
financial duties.

Quality Performance and
Governance Committee




ANNUAL REPORT
AND ACCOUNTS

Primary Care Commissioning
Committee

Remuneration Committee

Audit Committee

Chief Finance
Officer/ Deputy Chief Officer

Chief Officer

Chair and Clinical Leader

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Approval of a comprehensive system of internal control,
including budgetary control that underpins the effective,
efficient and economic operation of the CCG.

OPERATIONAL AND
RISK MANAGEMENT

Approve proposals for action on litigation against or on behalf
of the CCG.

OPERATIONAL AND
RISK MANAGEMENT

Approve the CCG’s arrangements for handling complaints.
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Executive Management Group

OPERATIONAL AND
RISK MANAGEMENT




West Yorkshire & Harrogate Joint
committee of CCGs

Approve arrangements for risk sharing and or risk pooling with
other organisations (for example arrangements for pooled
funds with other CCGs or pooled budget arrangements under
section 75 of the NHS Act 2006).

 

Clinical Strategy Group

OPERATIONAL AND
RISK MANAGEMENT



Connecting Care Executive

Approval of the CCG’s risk management arrangements.



Nominations Committee

OPERATIONAL AND
RISK MANAGEMENT



Finance Committee

Approve the CCG’s counter fraud and security management
arrangements. (Compliance responsibilities in accordance
with Secretary of State Directions.)

Quality Performance and
Governance Committee

OPERATIONAL AND
RISK MANAGEMENT

Primary Care Commissioning
Committee

Approve arrangements for supporting NHS England in
discharging its responsibilities in relation to securing
continuous improvement in the quality of general medical
services.

Remuneration Committee

QUALITY AND
SAFETY

Audit Committee

Approve arrangements, including supporting policies, to
minimise clinical risk, maximise patient safety and to secure
continuous improvement in quality and patient outcomes.

Chief Finance
Officer/ Deputy Chief Officer

QUALITY AND
SAFETY

Chief Officer

Approval of the arrangements for discharging the CCG’s
statutory duties as an employer.

Chair and Clinical Leader

HUMAN
RESOURCES

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Approve decisions that individual members or employees of
the CCG participating in joint arrangements on behalf of the
CCG can make. Such delegated decisions must be disclosed
in the Operational Scheme of Delegation.

PARTNERSHIP
WORKING

Approve decisions delegated to joint committees established
under section 75 of the NHS Act 2006

PARTNERSHIP
WORKING

Approve expenditure within the BCF and Section 75 pooled
budgets

PARTNERSHIP
WORKING

Approve transformation plans for services in the Wakefield
district to promote greater integration

PARTNERSHIP
WORKING

Approve decisions relating to the commissioning and
decommissioning of services to promote greater integration
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Executive Management Group

PARTNERSHIP
WORKING




West Yorkshire & Harrogate Joint
committee of CCGs

Approval of the CCG’s contracts for corporate support (for
example finance provision).




Clinical Strategy Group

TENDERING AND
CONTRACTING

Connecting Care Executive

Approval of the CCG’s contracts for any commissioning
support.

Nominations Committee

TENDERING AND
CONTRACTING

Finance Committee

Determining arrangements for handling Freedom of
Information requests

Quality Performance and
Governance Committee

INFORMATION
GOVERNANCE

Primary Care Commissioning
Committee

Approving arrangements for handling Freedom of Information
requests.

Remuneration Committee

INFORMATION
GOVERNANCE

Audit Committee

Approval of the arrangements for ensuring appropriate
safekeeping and confidentiality of records and for the storage,
management and transfer of information and data.

Chief Finance
Officer/ Deputy Chief Officer

INFORMATION
GOVERNANCE

Chief Officer

Approve the CCG’s arrangements for business continuity and
emergency planning.

Chair and Clinical Leader

OPERATIONAL AND
RISK MANAGEMENT

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

within Wakefield place




PARTNERSHIP
WORKING

Approve decisions relating to Lead contractor arrangements

COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICES

Approval of the arrangements for discharging the CCG’s
statutory duties associated with its commissioning functions,
including but not limited to promoting the involvement of each
patient, patient choice, reducing inequalities, improvement in
the quality of services, obtaining appropriate advice and
public engagement and consultation.

COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICES

Approve arrangements for co-ordinating the commissioning of
services with other CCGs and or with the local authority,
where appropriate.

COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICES

Approve decisions on the commissioning of healthcare
services across West Yorkshire and Harrogate ( such details
will be detailed as Joint Committee decisions in the Joint
Committee’s Workplan).



COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICES

Approve non-service specific matters as detailed in Schedule
2 of the Memorandum of Understanding for Collaborative
Commissioning between CCGs across West Yorkshire and
Harrogate.



COMMISSIONING
AND CONTRACTING
FOR CLINICAL
SERVICEs

Approve Joint working arrangements with providers/alliance
agreements and partnership working arrangements
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Executive Management Group

West Yorkshire & Harrogate Joint
committee of CCGs

Clinical Strategy Group

Connecting Care Executive

Nominations Committee

Finance Committee

Quality Performance and
Governance Committee

Primary Care Commissioning
Committee

Remuneration Committee

Audit Committee

Chief Finance
Officer/ Deputy Chief Officer

Chief Officer

Chair and Clinical Leader

Reserved or delegated to
Governing Body

Decision

Reserved to membership

Policy Area

Agenda item: 10

Governing Body Assurance Framework Update

Appendices 2 and 3

Appendix 2

CCG
Objectives

Quality driving
efficiencies

Ensuring a healthy
standard of living for all

Giving every child the
best start in life

Strengthening the role
and impact of ill health
prevention

1

Children and
Young People

x

x

x

x

x

2

Mental Health
Service
Transformation

x

x

x

3

Long Term
Conditions
Elderly Care
and Frailty

x

x

x

x

x

x

5

Cancer

x

x

x

6

Urgent and
Emergency care

x

x

x

7

Specialised
Commissioning

x

x

x

4

Health and Wellbeing Board
Priorities

x

x

Lead Director

Previous
Score

Current
Score

Mel Brown

9

Mel Brown

Score
Movement

Risk Appetite

Are there any
Gaps in
Control?

Are there any
Gaps in
Assurance?

9

6

Yes

Yes

12

12

8

Yes

Yes

Pat Keane

12

12

8

Yes

Yes

Creating and
developing sustainable
places and
communities

Risk

High performing
employer

Entry
No.

Effective partnerships

Overview of GBAF entries

x

x
x

x

Mel Brown

8

8

4

Yes

Yes

x

x

x

Pat Keane

12

12

8

Yes

Yes

x

x

x

Pat Keane

12

12

9

No

No

x

x

Jonathan
Webb

8

4

4

No

No

Marked for
closure

8

9

10

11

12

NHS
Constitutional
targets
Commissioning
quality and safe
care
General
Practice
Strategy
Financial
Economy
High performing
employer

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

Pat Keane

20

20

12

Yes

No

Suzannah
Cookson

12

9

12

Yes

No

x

x

Mel Brown

12

12

8

Yes

Yes

x

x

Jonathan
Webb

16

16

8

Yes

No

Ruth Unwin

8

8

4

Yes

Yes

Appendix 3
GBAF Entry No. 1 : Children and Young People
There is a strategic risk of non-achievement of a cohesive, joined up approach to responding to the changing needs of children and young people in Wakefield.
This is due to conflicting demands, limited funding, lack of a skilled workforce in all partner organisations and increasing need. This could result in children and
young people not having adequate access to all services and their physical, safety, emotional and wellbeing needs remaining unmet.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician:
Dr Debbie Hallott, Governing Body Member

Risk Score:
Initial:
3x3 = 9
Previous: 3x3= 9
Current:
3x3=9
Risk Appetite:
Initial:
3x3=9
Previous: 2x3=6
Current: 2x3=6

x
x
x

15

Rationale for Current Score

10

There have been real improvements in the ASD assessment pathway and the outcome of the
SEND revisit reflects this. However there are increasing challenges in the rising numbers of
referrals to ASD pathway and CAMHS which are causing concern about service capacity, which
presents a continued risk and therefore the score remains unchanged.

Risk Score

5

Risk Appetite

0
Initial
Jun-14
Feb-15
Sep-15
Feb-16
Nov-16
Jul-17
Jan-18
Jul-18
Mar-19
Sep-19

Risk Rating
(likelihood x consequence)

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director:
Lead Manager:
Melanie Brown, Programme Commissioning Director – Integrated
Jo Rooney and Tracy Morton, Senior Commissioning
Care
Managers
Date last reviewed: 17/09/2019
x
x

Key controls in place
1. Autism Spectrum Disorder (ASD) recovery plan and Special Education Needs and Disability
(SEND) action plan in place. Strategic group is still in place with an action plan.
2. Mid Yorkshire and SWYPFT contracts, underlying service specifications and Key Performance
Indicators (KPIs) – robust mechanisms for contract management and service improvement in
place. Service Specification being updated including CAMHS, Future in Mind and Children in
Care.
3. Extensive consultation and engagement with parents and carers and children and young
people to gather feedback to support service improvement and triangulate contract and
performance information.
4. Specific programme of consultation, engagement and information sharing with parents/carers
around the Autism Strategy took place Nov 18 – March 19. The strategy will be ready
November 2019.
5. Future in Mind Work Programme – National Programme which supports early intervention of
children with mental health and emotional wellbeing support, commissioning additional services
and improving capacity within the system to provide early support.
6. Monthly joint commissioning panel established. On-going review of Joint commissioning
arrangements with CCG and Wakefield Council to improve efficiency, value for money and

Link to risk register
535 – Children’s autism assessment (score 4)
696 – children’s complex care budgets (score 4)

Internal Assurances
1. Internal assurance meetings monthly. Also IGC and WCCG Governing Body receive
quarterly reports for ASD to understand the progress of the ASD work programme to
replace the regulator monitoring meetings. Last report to IGC Aug 2019 Governing Body
Sept 2019
2. Mid Yorkshire community contract board in place – meets every eight weeks
3. SWYPFT have a contract meeting which CCG attend (monthly)
4. Maternity Quality Partnership (MQP) which reports to Mid-Yorkshire Executive Group
(MYSEG).
5. Reports and briefings are presented to Clinical Cabinet, Connecting Care Executive, IGC,
Executive Team and Governing Body as appropriate
6. Children & Young People’s Partnership Board with Governing Body level membership from
NHS Wakefield CCG which oversees the work of relevant partners, ensuring they cooperate to improve outcomes for children and young people. Bi-monthly meetings.
External Assurances
1. Reporting to Children’s Partnership Board.
2. Operation of Connecting Care Executive Board to consider joint / collaborative
commissioning arrangements and use of pooled budgets as required.

align strategic priorities.
Bi-monthly Maternity Quality Partnership (MQP) group considers key quality data, audits and
national recommendations and drive service improvement locally to implement the Local
Maternity System action plan.
8. Transformation of CAMHS service to reduce waiting times and increase capacity. SWYPFT
signed up to the improvement process and SWYPFT and CCG have agreed a joint
appointment to lead the process from mid Oct 2019.
9. Just announced (Sept 2019) Additional funding secured from NHS E to develop early
intervention/innovative emotional and mental well-being strategies in Primary Care Homes for
16-25 year olds (Jan 2020 commencement)
10. Review of children’s continence assessments and children in care with MYHT and Bradford
Care Trust (for continence assessments).
11. Special Educational Needs and Disabilities (SEND) Transformation Board and subgroups in
place. Jointly commissioned SEND support service is in place from April 2018. SEND reinspection due 2020.
12. Improved integrated partnership working between Wakefield Council and CCG with strong
engagement in the New Ways of Working – implementation group meetings monthly. Strong
representation on the board and working groups of the Childrens Improvement Board –
th
following OFSTED inspection of Children’s Services. Next meeting of the board 18 Sept 2019.
.
Gaps in controls

3.

7.

1.

4.
5.
6.
7.
8.
9.

Health and Well Being Board have oversight of the overall children’s and maternity plan,
and have lead oversight of the mental health and emotional wellbeing transformation
programme. The H&WB Board has key responsibility for maintaining strategic oversight of
delivery.
Ofsted inspection of services of services for children and young people.
NHS England and Department for Education are supporting the ASD recovery through
annual review (October 2019).
Quarterly assurance meetings with NHS England to monitor the Future in Mind Work
Programme.
SWYPFT and Mid Yorkshire contract management processes in place.
Wakefield Council have established an improvement board to respond to Ofsted
inspections and focused visits. Wakefield CCG are represented at this forum.
Wakefield Safeguarding Children Partnership leading challenge to improvement of all
children’s services across the Wakefield system.

Gaps in assurances
1. Feed in to a review of JSNA for maternity, children’s and mental health.

Paediatric Quality Partnership Group needs establishing with MYHT to consider key quality
data, drive service improvements and ensures waiting time standards are adhered to.

Actions from gaps in controls
1.

ASD strategy in development to be considered at Clinical Cabinet. The plan is to launch the
strategy in Q4.

2.

Work in train to establish the Paediatric Quality Partnership Group.

3.

Appropriate governance arrangements need to be developed for CAMHS transformation
programme

Actions from gaps in assurances
1. Reporting to continue through the Children and Young People’s Partnership

GBAF Entry No. 2 : Mental Health Service Transformation
There is a risk that we fail to increase the focus on prevention and early intervention of mental health support to improve the wellbeing of our population. Due to
the conflicting priorities across the district and the resource available to deliver them. Resulting in the continued demand for primary and secondary care
services which is unsustainable in the long term.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician:
Dr Nadim Nayyar, Clinical Lead for Mental Health and Learning
Disabilities

Risk Score:
Initial:
3x4 =12
Previous: 3x4 = 12
Current:
3x4=12
Risk Appetite:
Initial:
2x4=8
Previous: 2x4=8
Current: 2x4=8

Date last reviewed: 19 September 2019

15

Rationale for Current Score

10

The transformation of mental health services is complex and multifaceted the range of partners
that need to be involved means there will be conflicting priorities and demands that need to be
managed in order to ensure that we achieve best outcomes for our population.

Risk Score

5

Risk Appetite

0
Initial
Jun-14
Feb-15
Sep-15
Nov-16
Jul-17
Jan-18
Jul-18
Mar-19
Sep-19

Risk Rating
(likelihood x consequence)

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
x
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
x
Creating and developing sustainable places and communities
x
Lead Director:
Lead Manager:
Melanie Brown, Programme Commissioning Director – Integrated
Alix Jeavons, Head of Mental Health and Learning Disability
Care
Commissioning
x
x

Key controls in place
1. Embedding the role of mental health provider alliance
2. Significant investment being made in mental health services as a result of the Mental Health
Investment Standard which requires CCGs to increase investment per annum by a certain
percentage (2019/20 expectation is 6.39%)
3. Robust programme of work established to address priority areas including; crisis support,
suicide prevention, children and young people’s mental health, personality disorders and
chaotic lifestyles and older people’s mental health.
4. Continued involvement in the West Yorkshire and Harrogate Mental Health Learning Disability
and Autism programme.
5. Involvement in the development of Primary Care Homes
6. Understanding mental health needs through detailed local intelligence and a population health
management approach.

Plans have been developed for 2019/20 to address the identified priorities. The impact of this will
realised in the medium to long term.
The appetite score reflects the inherent risk in the change required.
.
Link to risk register
757 CHC mental health reviews overdue (score 8)
Internal Assurances
1. Monthly oversight of the national targets by the Integrated Governance Committee
2. Reporting to the Clinical Cabinet as appropriate
3. Robust contract management in place to monitor activity and waiting lists on a monthly
basis
4. Maximising the influence of the clinical lead in GP forums
5. Monitor mental health indicators on the NHS Oversight Framework.
External Assurances
1. Oversight of mental health transformation by the Mental Health Alliance (monthly)
2. Regular reporting to the Mental Health Stakeholder Group on an 8 weekly basis.
3. Bi-monthly reporting to the Dementia Strategy Board
4. Monthly reporting to the Integrated Care Partnership Board regarding this priority work
stream. (monthly highlight report)

7.

Improving mental well-being via lifestyle interventions delivered by public health services

Gaps in controls
1. Clarity on the oversight and assurance role of the Mental Health Alliance.
2. Requires increased focus on the outcomes delivered for individuals and the system – mental
health outcome framework to be developed by Q3

Gaps in assurances
1. Reporting progress into the Mid Yorkshire Improvement Groups.

Actions from gaps in controls
1. Operational meeting to be held in October to agree reporting approach.
2. Plans to be developed for each work stream including economic evaluation.
3. Discuss availability of relevant data with Public Health.
4. Sense check of plans against overarching objectives

Actions from gaps in assurances
1. Mental Health performance dashboard being developed alongside the outcome framework
to support the mental health alliance in developing its assurance approach. (December
2019)

GBAF Entry No. 3 Long Term Conditions (cardio-metabolic and respiratory conditions)
There is a risk that the CCG is not maximising the impact of current resources and initiatives to manage health inequalities. Due to the current lack of a coordinated approach to long term conditions. Resulting in acute admissions, higher than necessary prescribing costs and inconstancies in the management of long
term conditions.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Pat Keane, Chief Operating Officer
Lead Manager: TJ Alexander, Senior Transformation
Manager.
x
x

Lead Clinician: Dr Colin Speers, Clinical Lead for Digital and
Chair of Network 4

x
x
x
x

Key Partners: Connecting Care, Public Health, Primary Care, CCG Planned Care Team, Integrated Care System, Mid Yorkshire Hospitals NHS Trust and Primary Care Networks
Risk Rating
Date last reviewed: 26 September 2019
(likelihood x consequence)
15
Rationale for Current Score
1. The identification, management and outcome of individuals with long term conditions are
Risk Score:
complex and involve system-wide activity and transformation, as well as prevention. It is
10
Initial:
3x4 = 12
recommended that a Long Term Condition Strategy is developed at an early stage.
Previous: 3x4=12
Current:

3x4=12

Risk Appetite:
Initial:
2x4=8
Previous: 2x4=8
Current: 2x4=8

5
0

Risk Score

Risk Appetite

Key controls in place
1. The principle of Self -Care strategy being delivered to ensure that people with LTC are
supported to take personal responsibility
2. Focus on personalisation within the ICS and CCG
3. Care planning in GP practices for patients with LTC as part of the core contract
4. Clinical pathways for LTC have been reviewed resulting in new guidelines for asthma and
COPD
5. Connect to Prevent – building out of Healthy Heart strategy to develop a holistic prevention
agenda, working with the Local Authority
6. Increasing Access to Psychological Therapies (IAPT) access for people with Long Term
Conditions was launched in Q1 2019/20 and will be available across Wakefield by end of Q4.
7. New platform being developed at ICS and CCG level to ensure a clear understanding of the
population with multiple co-morbidities or consistent management of these.
8. Annual GP review for patients with learning disabilities
9. Work is on-going with prevention strategy across place. Exploratory work is ongoing about

Link to risk register
Risk No: 1406 – Lack of overall long term condition strategy (scored at 8)

Internal Assurances
1. Currently different elements of Long Term Conditions have different reporting groups,
including ICS, Integrated Care Partnership and Planned Care Improvement Group.
External Assurances
1. Annual submission of LTC registers by GP practices to NHS England
2. All practices submit data to the National Diabetes Audit submissions have been increased to
quarterly in 2019/20.
3. NHSE have developed an dashboard for the Treatment and Care Transformation
programme and diabetes education activity is reported.

pathway development pilots within PCNs (eg Five Towns bid to pilot a CPPD diagnostic and
personalisation hub)
Gaps in controls
1. CCG does not have a formal Long Term Conditions Strategy or single dashboard that defines
the scope and priorities for the population that builds upon work undertaken in specific teams
for specific conditions.
2. There is a lack of integrated structural oversight within the CCG for LTC

Gaps in assurances
1. Reports should be received for oversight by the NMOC Board

Actions from gaps in controls
1. Management resource needs to be identified to pull all schemes into a coherent strategy to be
reviewed if this is identified as a priority in the 2020/21 programme

Actions from gaps in assurances
1. Review governance and management of long term conditions within the CCG to implement
Governing Body intentions as a priority.

GBAF Entry No. 4 : Elderly Care and Frailty
There is a risk of deterioration of quality of services to elderly and frail people in the Wakefield district. Due to failure to deliver the programme of work under
Integrated Care Partnership for elderly care and frailty. Resulting in a reduction in the sustainability of the health and social care system.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician:
Dr Ann Carroll, Integrated Partnership Chair

Risk Rating
(likelihood x consequence)
Risk Score:
Initial:
3x3 = 9
Previous: 2x4 = 8
Current:
2x4 =8
Risk Appetite:
Initial:
1x3=3
Previous: 1x4=4
Current:
1x4=4

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
x
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
x
Creating and developing sustainable places and communities
x
Lead Director:
Lead Manager:
Melanie Brown, Programme Commissioning Director – Integrated
Martin Smith, Programme Manager, Commissioning
Care
Strategy & Integrated Care and Nichola Esmond, Service
Manager – Joint Commissioning Adults’ Health and Social
Care
x
x

Date last reviewed: 2 October 2019

10
8
6
4

Risk Score

2

Risk Appetite

0

Rationale for Current Score
1. Wakefield Connecting Care is particularly proud of its integrated care work and rightly so
with national recognition for the Connecting Care programme and integration of health and
social care for adults and older people.
2. The current score reflect progress against the controls and the results from the independent
evaluation of around one thousand staff, carers and patient feedback which highlighted a
positive experience.
3. It recognises that through Wakefield’s Integrated Care Partnership, more can be done to
support older people in the community.
4. Across Wakefield there has been a 0.6% reduction in non-elective admissions for those
aged 65 and over, and a 2.1% reduction in non-elective admissions for those aged 75 and
over compared to 2017/18.
Link to risk register
1163- CQC Care Home rating (scoring 12)

Key controls in place
1. New jointly funded service manager role between CCG and Council focussed on improving
quality of care home prevision and improving and sustaining the domiciliary care market
2. Working with Care Homes to develop a care home improvement strategy that meets the
requirements of the Long Term Plan.
3. Investment in Voluntary Sector Services to address social isolation eg support to carers or
community solutions to support vulnerable older people
4. Continue the transformation of the community services through the connecting care hubs and

Internal Assurances
1. Monthly assurance framework for Integrated Care Partnership.
2. Regular reporting to the Connecting Care Executive receives quarterly performance and
finance report on Better Care Fund.
3. Robust contract management in place to monitor activity (bi-monthly) via Community
Contract Meetings.
4. Probity Committee will make decisions on CCG funding for schemes within the programme
when appropriate.

5.
6.
7.
8.
9.
10.

11.
12.
13.
14.
15.

improved alignment with Primary Care Home localities.
Joint working with Public Health who commission preventative programmes such as a falls
exercise programme with referrals from MY Therapy.
Linked with Mental Health priority, end of life and Primary Care Home priorities through
Integrated Care Partnership business plan.
Ensure the commissioning of dementia services is aligned to the care of the elderly and frail
strategy.
Establishing a Joint Community Improvement Group that is focused on transformation
projects.
Aligned incentive contract includes all community resources, allowing the discussion to be
around service transformation rather than financial matters.
A focus on population health management to identify at risk cohorts such as those coded as
severely frail and the use of personalisation funding from West Yorkshire and Harrogate ICS
to test new interventions.
Continued expansion and development of the Connecting Care Hub offer including extending
partnership working.
Established a joint health and social care single point of contact.
Pooled funding from CCG and Local Authority into the Better Care Fund.
Elderly same day emergency care unit now established in Wakefield
Enhanced primary care services for care homes to be provided through a Network level
contract

5.

System Outcome Framework approved (2 October 2019)

External Assurances
1. Adult Social Care Outcomes Framework supports the delivery of the programme.
2. Patient Engagements from Healthwatch.
3. Update to Overview and Scrutiny Committee as required (meets every 2 months)
4. Health and Wellbeing Board receives an update every six weeks on Connecting Care work
programme.(last report presented September 2019)
5. CCG assurance framework
6. Integrated Care Partnership (Check and Challenge)

Gaps in controls
1. A level of fragmentation between the providers developing services which support elderly and
frail patients

Gaps in assurances
1. No established mechanism for Governing Body to routinely see the minutes of the Integrated
Care Partnership..

Actions from gaps in controls

Actions from gaps in assurances
1. Role of Integrated Care Partnership is currently being reviewed, which includes its
relationship with the Governing Body.

1.
2.
3.
4.

Governance review of the system is underway.
Consolidate the existing frail and elderly groups which exist in voluntary sector, CCGs, Local
Authority and MYHT establish a consistent approach.
Review NHS North Kirklees frailty strategy to identify potential of merging strategies.
Ensure the Connecting Care Programme and the PCH programmes are aligned.

GBAF Entry No.5 Cancer
There is a strategic risk of the CCG not meeting its Cancer objectives due to delays in diagnosis and system sustainability resulting in the national cancer strategy
not being fully implemented.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Pat Keane, Chief Operating Officer
Lead Manager: Michala James, Senior Transformation
Manager
Date last reviewed: 23 September 2019
x
x

Lead Clinician: Dr Abdul Mustafa, Clinical Lead
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Risk Rating
(likelihood x consequence)

Key controls in place
1. CCG is committed to delivering the NHS national cancer strategy at three levels – a
framework to deliver the national cancer strategy is in place based upon three levels -West
Yorkshire and Harrogate (Cancer Alliance), the Mid Yorkshire System (Cancer Locality Group
and Trust Cancer Board) and Wakefield Place programmes.
2. The key deliverables within the framework from the CCG perspective are a focus on
prevention and early diagnosis of cancer to improve outcomes for patients.
3. A range of programmes are in place to ensure the two key deliverables at all three levels,
including Cancer Alliance Board programmes to match demand and capacity across the wider
system.
4. Within the primary care networks there will continue to be a focus on encouraging screening,
early diagnosis and risk stratified follow-up
5. Working in collaboration with NHS North Kirklees CCG and Mid Yorkshire Hospitals NHS
Trust, delivery of the cancer 2 week referral to first outpatient and 62 day referral to first
definitive treatment are overseen by the Planned Care Improvement Group.
6. Mid Yorkshire Hospitals NHS Trust are monitoring the impact of implementing the national 28
day rapid diagnosis standard.

x
x
x
x

Rationale for Current Score
1. The CCG and Public Health work closely to engage with communities but relies on patients
to present early.
2. The CCG continues to work with MYHT to develop the availability of timely data.
3. Breast cancer performance locally has improved but requires monitoring for sustainability.
4. Two week waits for other tumour sites remain challenging and requires monitoring.
Link to risk register
621 – failure to meet 62 day cancer referral to treatment (score 12)
624- Quality Premiums (score 6)
776 – Diagnostic waits (score 6)
1302 – Breast cancer waits (score 9)
Internal Assurances
1. Regular review of the data contained in the local cancer dashboard.
2. Delivery of the cancer 62-day target is overseen by Planned Care Improvement Group
(PCIG) which reports to Mid Yorkshire System Executive Group (MYSEG)
3. National Quality Surveillance Programme MYHT and CCG self-assessments completed.
Action plans are produced as part of the surveillance programme and are approved by the
Local Cancer Board and the National Quality Surveillance Team.
4. Monthly performance report to Integrated Governance Committee with exception reports
when required
External Assurances
1. Wakefield CCG and MYHT are involved in the South Yorkshire Living with and Beyond
Cancer (LWABC) Programme (Phase 3).
2. West Yorkshire & Harrogate Cancer Alliance – engagement with Cancer Alliance Board and
associated work programmes.
3. National Quality Surveillance Programme process in place. Awaiting NHS England
assessment outcomes (due December 2019).

7.

Benchmarking of key cancer outcomes via Cancer Alliance dashboard and Cancer Outcomes
and Assessment Framework.
8. Additional CCG Clinical Lead capacity funded by MacMillan
Gaps in controls
1. Improved engagement with and support for GP practices/Primary Care Networks (PCN).

4. Rightcare Delivery Plan approved by NHS England (September 2019)
5. Quarterly assurance meetings with NHS England.
6. Overview and Scrutiny Committee (September 2019)
Gaps in assurances
1. Assurance has not been provided on readiness for MYHT to implement 28 day rapid
diagnosis standard.
2. Performance report highlights challenges in meeting the delivery of the 62 day referral
first definitive treatment.

Actions from gaps in controls
1. Ongoing discussion and engagement with West Yorkshire and Harrogate Cancer Alliance
colleagues regarding optimal pathways and living with and beyond cancer programmes.
2. Working with Mid Yorkshire Hospitals NHS Trust to improve diagnostic capacity and prepare
for the 28 day rapid diagnostic standard which goes live 1 April 2020
3. Engagement with CCG and PCNs including CCG target event for GP and Advanced Nurse
Practitioners with a focus on Cancer on 16 October 2019
4. Develop plan for supporting Primary Care Networks.

Actions from gaps in assurances
1. To work with cancer alliance to understand readiness of MYHT to implement the 28 day RDS

GBAF Entry No. 6: Urgent and Emergency Care
There is a risk of hospital based urgent care being unable to cope with demand. Due to lack of integration of out of hospital urgent care. Resulting in increased
demand in emergency departments, increased waiting times for care and poor patient experience
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician: Dr Chris Bolton, GP
Risk Rating
(likelihood x consequence)
Risk Score:
Initial:
3x4 = 12
Previous: 3x4 = 12
Current: 4x3 = 12

x
x
x
x

Date last reviewed: 1 October 2019

25

Rationale for Current Score

20

The consequence has been remained to reflect the aligned incentive contract and the new
standards in the National Plan. The likelihood has remained to reflect the possibility of not
achieving the standards. However this may change once the new standards have been
embedded and reviewed. Consideration has been given to the issues with the national guidance
ie the GP extended access funding and local issues around the integration of services; this will
remain as a high risk to the CCG and patients.
The Risk Appetite has been increased this increase is due to the complexity and concerns
escalated throughout the CCG for the increase in demand growth of activity and delays in the
progress of the integrated modelling.n
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Risk Appetite:
Initial:
2x4 = 8
Previous: 2x3 =6
Current: 3x3= 9

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Pat Keane – Chief Operating Officer
Lead Manager: Katie Roebuck, Head of Urgent Care
x
x

Key controls in place
1. Yorkshire and Humber Integrated Urgent and Emergency Care Design and Delivery
Programme Board coordinate the regional response to the national integrated urgent care
service specification (including the Walk-in Service, GP extended access, GP out of hours,
Urgent Treatment Centre and 111) and coordinate the commissioning of the clinical advisory
service and increase the number of calls being triaged. Re-procurement of regional NHS 111
service underway through lead commissioner (Greater Huddersfield) to be in place by the end
of Quarter 4 2019/20.
2. Review of urgent care delivery model in line with national guidance on delivering integrated
urgent care and inter-dependent with the re-procurement of regional NHS 111 service. Quarter

Link to risk register
426 – YAS red target (score 12)
880 – 12 hour A&E breach (score 9)
323 – LCD not meeting contractual KPIs (score 9)
1301 – Urgent Care (score 9)
1346 - West Yorkshire urgent care – capacity to meet demand (score 16)
Internal Assurances
1. A&E Improvement Group meetings monthly receive reports from system-wide partners.
Minutes are shared with the Integrated Governance Committee (IGC). IGC minutes are
shared with the Governing Body.
2. Mid Yorkshire System Executive Group (MYSEG) meets monthly to receive by exception
reports on implementation of urgent care transformation, contract monitoring, finance and
quality
3. Areas of concern escalated to Contract Steering Group.
4. Regular discussion at Integrated Governance Committee including deep dives, review
constitutional targets and have update from Contract Boards and MYSEG. Receive regular

3.

4.

4 2019/20.
Organogram transformation programmes to deliver integrated front door (out of hospital) and
same day emergency care and reduced length of stay (within the hospital). Being developed
through the Joint Unplanned Care Improvement Group
Activity growth management within contract and associated KPIs.

5.
6.
7.
8.

contract and quality performance report with issues from any provider. (IQP report)
YAS contract management board and the Joint Commissioning Strategic Board (YAS)
999/111 Joint Quality Board meet quarterly
System re-design meetings held on a monthly basis to report progress on the Integrated
urgent care transformation model.
Joint Unplanned Care Improvement Group (JUCIG) established and meets bi-weekly to
monitor progress against the plans on a page and organogram. This then reports into the
A&E Improvement Group on a monthly basis. Highlight reports of the projects are
presented via exception reporting and escalated as appropriate.

Gaps in controls
None identified

External Assurances
1. West Yorkshire and Harrogate Urgent and Emergency Care Network meet monthly. This is
a strategic transformation group which oversees by exception and is chaired by Dr Adam
Sheppard.
2. NHS England Assurance meetings detailing performance outcomes. Quarterly
3. YAS Joint Strategic Commissioning Board manages strategic alignment of YAS as a
provider across Yorkshire and Humber region. Updates from contract management boards,
updates on performance, quality, trajectories etc. Transformational discussions for future
provision.
4. West Yorkshire and Harrogate Urgent and Emergency Care Development Group –
Commissioners Only. Discuss integrated urgent care as a system and to share learning
across the Integrated Care System. Monthly.
Gaps in assurances
None

Actions from gaps in controls
None identified

Actions from gaps in assurances
None

GBAF Entry No. 7: Specialised Commissioning
There is a risk the commissioning of Specialised Services does not address the needs of the local population. Due to on-going national and local workforce
pressures and the need to align national specialised commissioning and local commissioning processes. Resulting in the potential for a variation in outcomes and
a continuing pressure on specialist providers in relation to workforce and other technical developments (drugs and equipment).
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician: : Dependent on the Specialty/Specialised
Service

Initial:
4x4 = 16
Previous: 2x4 = 8
Current:
1x4 = 4
Appetite:
Initial:
Previous:
Current:

2x4=8
1x4 = 4
1x4=4

Identified for closure
18/10/19

Date last reviewed: 18 October 2019
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Rationale for Current Score
NHS England remains accountable for commissioning all specialised services.
There are no active issues or risks relating to Specialised Commissioning which could prevent
NHS Wakefield CCG from achieving its objectives.
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Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Jonathan Webb, Chief Finance Officer/Deputy
Lead Manager: None identified
Chief Officer
x
x

Key controls in place
NHS England remains accountable for commissioning all specialised services.

Any identified operational risks will be managed through the corporate Risk Register
Link to risk register
None identified

Internal Assurances

No operational or strategic risks associated with specialised commissioning have been identified.

None identified
External Assurances

Gaps in controls
None identified

NHS England currently remains accountable for commissioning of specialised services and
provides regular updates and monitoring reports for cascade.
Gaps in assurances
None identified

Actions from gaps in controls
None identified

Actions from gaps in assurances
None identified

x
x
x

GBAF Entry No. 8: NHS Constitution targets associated with 18 week RTT, A&E waiting times and 62 day cancer targets.
There is a risk of not achieving the NHS constitutional targets due to an imbalance between current capacity and rising demand resulting in poor patient
experience and outcome.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Pat Keane, Chief Operating Officer (18 week RTT &
Lead Manager:
Cancer)
Rachael Bolton, Head of Planned Care
Katie Roebuck, Head of Urgent Care
Michala James, Senior Transformation Manager
Simon Rowe, Interim Head of Contracts
Date last reviewed: 3 October 2019
x
x

Lead Clinician: Dr Clive Harries, Clinical Lead
Dr Adam Sheppard, Assistant Clinical Chair
Dr Abdul Mustafa, Clinical Lead

20

Current performance remains unchanged. Fundamental challenge of demand verses
capacity with systemic resource limitations constrains our risk appetite.
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Risk Rating
(likelihood x consequence)

Link to risk register
685 - 18 week referral (score 16)
879 – 52 week breach (score 12)
880 – 12 hour breached within A&E (score 9)
621 – 62 day cancer wait (score 12)

Key controls in place

Internal Assurance

1.
2.

1.

3.
4.
5.
6.
7.
8.

x

Wide range of contracts with acute trusts and providers to deliver services
Planned Care Implementation Group Programme overseeing, through prioritised transformation
programmes with specific milestones.
Urgent Care Implementation Group Programme overseeing through prioritised transformation
programmes with specific milestones.
West Yorkshire and Harrogate Cancer Alliance overseeing West Yorkshire scale transformation
and performance improvement initiatives
Agreed performance trajectories in place and agreed demand trajectories in place.
New contract includes duty to monitor unexplained variation in referral.
Agreed performance indicators to monitor MYHT contract with a clear escalation process.
Direct investment growth has been applied to 19/20 contracts to support the delivery of statutory
performance targets.

2.
3.
4.
5.
6.
7.
8.
9.

Monthly Performance Report, details key performance, activity and quality data and
actions to address performance issues. IQP presented to Integrated Governance
Committee (IGC) monthly and summary to Governing Body.
Mid Yorkshire System Executive Group (MSEG) [formally JACWG] monitors progress
Contracting Steering Group
A&E Improvement Board at MYHT monthly
Urgent Care Improvement Group. Monthly
Planned Care Improvement Group (PCIG) fortnightly.
Areas of concern are escalated to Contract Steering Group.
Monitoring of GP referral trends through a developed ‘referral dashboard’
Cancer Locality Group escalates any issues of significance to the Planned Care
Improvement Group.

External Assurances
1. A system wide A&E Improvement Group meets monthly
2. A system wide Planned Care Improvement Group meets fortnightly
3. Standing agenda items on both of the above groups – informed by routinely available
dashboards - to monitor performance, and escalate to contracting groups where
necessary
4. NHSE/NHSI assurance meetings.
5. Contract Management Meetings held with contracted providers.
6. ICS programme boards.
Gaps in controls
1. National shortage of workforce.
2. Shared care pathways with LTHT can be challenging (Cancer).
3. 52 week waits in particular for trauma and orthopaedics at Leeds
4. 35 week waits at Mid Yorkshire Hospitals NHS Trust could cause an increased risk of 52 week
breach. This relates specifically to ENT and Gynaecology.
5. Shortage of diagnostic capacity.
6. Despite building in outpatient growth, it is not assumed that the 92% achievement target will be
reached.
7. A&E demand growth
8. Outstanding pathway development across primary and secondary care.
9. New screening programmes and campaigns (whilst a good thing in themselves) increase pressure
on referral rates and capacity.
10. Constraints within providers limit transformational opportunities.
11. Mid Yorkshire Hospitals NHS Trust is taking part in the pilot of the new Urgent Care Performance
standard and therefore A&E waiting time performance is not monitored.
Actions from gaps in controls
1. Clinical summits have taken place for partnership agreements for priority specialties and actions
continue to be overseen and developed by PCIG
2. NHS England workforce strategy to be shared
3. Primary Care Home to help facilitate key performance targets in relation to Integrated Care
Partnership
4. Cancer Alliance to develop programme of improvement of diagnostics for cancer and ultrasound
and training of endoscopists
5. Clinical collaboration to be optimised across primary and secondary care
6. ICS to review capacity and pathways for 52 week waits across West Yorkshire and Harrogate.
7. A&E demand growth is being overseen through JUCIG. Separate workshops have taken place for
Wakefield and North Kirklees

Gaps in assurances
No gaps identified

Actions from gaps in assurances
None identified

GBAF Entry No 9. Commissioning quality and safe care
There is a strategic risk of commissioning poor quality care due to our health and care system’s ability to maintain quality while balancing financial, demand and
capacity pressures resulting in poorer outcomes for our patients and negative patient experience
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Suzannah Cookson, Chief Nurse
Lead Manager: Laura Elliott, Head of Quality
x
x
x

Lead Clinician: Dr Adam Sheppard, Chair and Clinical Leader
and Dr Debbie Hallott, Governing Body Member
Risk Rating
(likelihood x consequence)

Date last reviewed: 26 September 2019
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Key controls in place
Contractual
1. NHS standard contract used for all providers (including independent providers and care homes)
includes national and local quality requirements and CQUINS
2. Quality elements in locally defined contracts – e.g. GP Wakefield premium practice contract
3. Contract monitoring in place for all providers, including non-NHS providers
Quality surveillance
4. CCG Patient Safety Walkabouts or equivalent in commissioned services (e.g. MYHT monthly,
YAS quarterly, SWYPFT annually)
5. Resident Safety Walkabouts to care homes jointly undertaken with local Authority using
PerfectWard®
6. NHSE quality review and enhanced surveillance process adopted for local providers
7. Quarterly engagement meetings with CQC and Healthwatch
8. Monitor CQC action plans for providers rated as ‘requires improvement’ or ‘inadequate’
Quality improvement
10. Monitoring areas of risk at MYHT through representation on key improvement groups.
11. Integrated Impact Assessment (IIA) Policy and process to assess and mitigate any clinical quality
and patient safety impacts on commissioning decisions

Rationale for Current Score
Score: Robust quality assurance arrangements are in place for all major providers hosted by
Wakefield CCG. The Care Quality Commission has rated our main acute and community
provider as ‘requires improvement’. YAS and SWYPFT are rated as ‘good’. 2 GP practices
have been rated as ‘requires improvement’ with all others ‘good’ or ‘outstanding’. The score
recognises the developing quality assurance process for the Integrated Care Partnership.
Appetite: The appetite score reflects the increasingly challenging environment for providers
to maintain quality while balancing financial, demand and capacity pressures; however
demonstrates the increased commissioner assurance of the quality and experience of care.
Link to risk register
529 – MYHT CQC (score 8)
1284 – gram negative bacteraemia targets (score 12)
1163 – inadequate care homes (score 12) 1283 – C Diff infection targets (score 12)
Internal Assurances
1. Executive Quality Boards for main providers (Mid Yorkshire System Executive Group)
2. Quarterly Patient Safety & Outcomes and Experience of Care reports presented to
Integrated Governance Committee (IGC) and summary to Governing Body.
3. Quality Board and Quality Intelligence Group minutes submitted to IGC (monthly)
4. CCG Patient Safety Walkabouts or equivalent in commissioned services (e.g. MYHT
monthly, YAS quarterly, SWYPFT annually)
5. Annual Assurance Visits to GP practices
6. CCG in attendance at MYHT Quality Committee (monthly)
7. Triangulation of all patient experience through Quality Intelligence Group (monthly)
External Assurances
1. Enhanced surveillance of providers with regulators (two nursing homes currently under
enhanced surveillance).
2. West Yorkshire Quality Surveillance Group Provider Surveillance Report (two monthly)
3. CQC Inspection reports – MYHT, YAS, SWYPFT, GP practices, care homes. YAS,
SWYPFT and 35/37 GP practices rated as Good or Outstanding (as at September 2019).
4. Internal audit report shows ‘high assurance’ with no recommendations – Quality
Improvement July 2019

12. Quality and Equality Impact Assessment (QEIA) tool developed for West Yorkshire & Harrogate
Health Care Partnership transformation programmes
Transformation
13. Star Chamber process established for system transformation and recovery (used for each phase
of acute hospital reconfiguration (AHR) prior to implementation)
14. Working in partnership with other commissioners to identify any gaps in provision and assurance
Gaps in controls
1. Limited interface with lead commissioners of other providers outside West Yorkshire and
Harrogate area regarding quality assurance for services where Wakefield CCG do not hold the
contract
2. Governance of Integrated Care Partnership (ICP) quality to be developed further (as identified
from Wakefield Health & Care Peer Review )
3. Adopt West Yorkshire & Harrogate Quality and Equality Impact Assessment (QEIA) tool
Actions from gaps in controls
1. Strengthening the interface with lead commissioners in other organisations for 2 acute providers in
South Yorkshire.
2. Continued development of system quality assurance process for ICP (March 2020)
3. Replace and update IIA Policy and adopt QEIA tool and guidance (December 2019)

5.
6.

Wakefield CCG case study in CQC Joint framework: Commissioning and regulating
together document (Jan 2018)
Article in Nursing and Residential Care journal ‘Wakefield CCG leads the way on smart
inspecting’ (April 2018)

Gaps in assurances
No gaps identified at this review

Actions from gaps in assurances
None identified at this review

GBAF Entry No. 10: Delivering the Wakefield General Practice Strategy
There is a risk that General Practice in Wakefield does not deliver the Wakefield General Practice Strategy due to practice resilience and sustainability resulting
in failure meaning negative impact on patient experience, failure to deliver statutory duties and delivering the CCG objectives.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician: Dr Pravin Jayakumar, Governing Body lead for
primary care
Risk Rating
(likelihood x consequence)

Initial:
4 x 4 =16
Previous: 3 x 4 = 12
Current: 3 x 4 = 12
Appetite:
Initial:
2x4=8
Previous: 2 x 4 = 8
Current: 2 x 4 = 8

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director: Melanie Brown, Programme Commissioning
Lead Manager: Chris Skelton, Head of Primary Care Co
Director Integrated Care
Commissioning
x
x

x
x
x

Date last reviewed: 1 October 2019

20

Rationale for Current Score
Significant progress has been made in a number of areas including the development of Primary
Care Homes. However, the Primary Care Homes are still embryonic and require a significant level
of support.
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Risk Score
Risk Appetite

0

Further work is required on workforce planning and implementing digital strategies across the
district.

Link to risk register
1282 – IT Contract (score 5)
1377 – GP access to Windows 10 (score 6)
730 – Cyber-attack (score 12)
1416 – GP practice resilience (score 6)
1417 – GP Network resilience (score 8)

Key controls in place
1. Wakefield General Practice Resilience Academy continues to support individual practices
with resilience issues
2. Conexus works with practices and Networks to deliver education and training. Conexus
also enables general practice to operate at scales (eg care navigation)
3. GP Representation at the Integrated Care Partnership Board acting on behalf of General
Practice in the Wakefield District.
4. Local contracting arrangements in place with practices which address access and clinical
effectiveness.
5. Annual Network Assurance visits (individual practices by exception)
6. Development of Primary Care Network/Homes supported by the Network Direct Enhanced
Service (DES) and the Network Supplementary Contract.
7. Implementation of the Wakefield CCG Primary Care Strategy.
8. Primary Care Team support to the Networks.
9. APEX Insight Tool to aid workforce planning and support demand and capacity

Internal Assurances
1. Engagement and consultation with Primary Care through Network Assurance Visits
(individual practices by exception) and GP membership meetings
2. Probity Committee updates on a quarterly basis – next update due November 2019
3. Training delivered to Primary Care via Conexus and Resilience Academy during 2019/20
4. Primary Care Performance Meeting (Meets every 6 weeks)
External Assurances
1. Wakefield Primary Care and CCG are members of the ICS Primary Care (GP) Workforce
Reference Group
2. Wakefield CCG has representation on the ICS Primary and Community Care work stream
3. General Practices receive CQC ratings
4. Overview and Scrutiny Committee will receive regular updates
5. Briefing to elected members at Wakefield Council on key areas of development, including
General Practice on a regular basis

management at Practice and Network level.

6.

NHS England Assurance meetings

Gaps in controls
1. Targeted support sought for primary care estates and workforce.
2. Extend the use of digital technology to make use of the workforce in a more effective
manner.

Gaps in assurances
1. Internal assurance on workforce planning
2. Engagement with workforce planning at ICS level

Actions from gaps in controls
1. Development of a workforce plan within each Primary Care Network.
2. Further support to Primary Care Home Leadership teams to ensure effective use of
resources across the system
3. Further engagement with the ICS Digital Team and CCG IT/Primary Care staff in
implementing the Digital scheme set out in the 5 year Framework for General Practice.

Actions from gaps in assurances
1. Develop internal assurance process on workforce planning

GBAF Entry No. 11: Financial Economy
There is a risk that the CCG is limited in its ability to commission innovative and high quality services for the population of Wakefield. Due to the requirement to pay
back historic deficits, the allocation settlement for Primary Care Co-commissioning and the current model of service delivery in Wakefield which is relatively acute
hospital based. Resulting in the CCG and local providers breaching their statutory financial duties, a lack of financial flexibility for pump-priming new service
models with the consequence potential detrimental impact on service quality and access
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician:
Dr Adam Sheppard, CCG Chair
Risk Rating
(likelihood x
consequence)
Risk Score:
Initial:
4x4=16
Previous: 4x4=16
Current:
4x4=16
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x
x
x
x

Rationale for Current Score

20

5
Risk Appetite:
Initial:
2x4=8
Previous: 2x4=8
Current: 2x4=8

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director:
Lead Manager:
Jonathan Webb, Chief Finance Officer
Karen Parkin, Associate Director of Finance and
Contracting
Date last reviewed: 17 September 2019
x
x
x

Risk Score
Risk Appetite

0

Whilst there is a significant investment into the NHS over the next 5 years, the CCG is still
part-way through financial recovery and the financial outlook in Wakefield across
commissioners and providers continues to look challenging. There remain significant
financial risks to the CCG and the Wakefield system given the current trends on activity
growth, the outlook for CCG and WMDC budgets/allocations (particularly the CCGs
primary care allocation where growth is significantly less than the England average), and
lack of national recurrent support for the additional costs related to the PFI hospitals at
Pinderfields and Pontefract. Further work is required to understand and plan for a whole
system response to the financial challenge. It also unclear how financial control totals and
accountability will develop over the next few years.
The marginal reduction in the risk score reflects the CCG’s delivery of the 2018/19
financial plan and the current risk assessment of delivering the 2019/20 financial plan.
Link to risk register

Key controls in place
1. Transformation work-streams in place for planned care improvement group (PCIG) and urgent care
improvement group (UCIG) supported by governance mechanisms, including acute system-wide
recovery actions.
2. All QIPP schemes are supported by Plans on a Page and Integrated Impact Assessments.
3. Robust governance arrangements to review financial performance (including efficiency delivery) via
Finance Committee, Programme Board and Delivery Clinic.

624 – Quality Premium (score 6)
1169 – prescribing budget (score 12)
1352 – Running Costs (score 12)
1355 – QIPP (score 12)
Internal Assurances
1. Financial reports to every meeting of the Governing Body and Finance Committee
provide assurances on financial delivery and risk.
2. Clinical Cabinet scrutinise and agree appropriate QIPP schemes. Minutes go to
Governing Body.
3. Audit Committee scrutinises and provides guidance on Internal Audit reports.
4. Annual Governance Statement is the Governing Body assessment of how well the

4.
5.
6.
7.

Development of the Integrated Care Partnership approach across Wakefield to support the
transformation of services with the associated changes to investment priorities.
Ensuring full engagement and involvement in the transformation work being undertaken across the
West Yorkshire and Harrogate Integrated Care System.
Full budget management system with budgets and contracts in place; financial plan and risks and
mitigations.
Robust financial governance in place including scheme of delegation.

Gaps in controls
1. Lack of fully quantified and costed impact of the transformation initiatives being undertaken via PCIG
and UCIG. (November 2019)
2. Current financial plan for 2019/20 includes unidentified efficiency schemes of £2.3m
3. Lack of system financial plan and the required oversight from the Integrated Care Partnership Board.
(December 2019)
4. Lack of progress on identifying West Yorkshire and Harrogate wide schemes
Actions from Gaps in controls
1. Continue to focus via the Planned Care Improvement Group and the Urgent Care Improvement
Group on the financial impact of system transformation schemes
2. Continued discussion at Executive Level on financial recovery and impact on the system as a whole
versus individual organisations; including identification areas for future review.
3. Renewed focus through team and individual objectives on working across the West Yorkshire and
Harrogate ICS.

organisation is governed (May 2020)
Governing Body approve annual CCG financial plan prior to start of financial year.
(March 2020)
External Assurances
1. Financial recovery plan reviewed and approved by NHS England (Approved June
2019)
2. External Audit satisfied with arrangements on securing efficiency, economy,
effectiveness (May 2019)
3. Head of Internal Audit opinion provides ‘significant assurance’ (May 2019)
4. NHS England quarterly assurance meetings have included a review of finance.
Gaps in assurances
5.

None identified currently

Actions from gaps in assurances
None identified currently

GBAF Entry No. 12 : High performing employer
There is a risk of organisational strategic objectives not being fully achieved due to workforce processes not being fully developed or embedded within the
organisation resulting in an inability to recruit and retain appropriately skilled staff, low productivity and deterioration in performance.
CCG Objectives
Effective partnerships
Quality driving efficiency
High performance employer
Lead Clinician:
N/A
Risk Rating
(likelihood x consequence)
Risk Score:
Initial:
3x4 = 12
Previous: 2x4=8
Current:
2x4=8
Risk Appetite:
Initial:
1x4=4
Previous; 1x4=4
Current: 1x4=4

Health and Wellbeing Board Priorities
Ensuring a healthy standard of living for all
Giving every child the best start in life
x
Strengthening the role and impact of ill health prevention
Creating and developing sustainable places and communities
Lead Director:
Lead Manager:
Ruth Unwin, Director of Corporate Affairs
Suzie Tilburn, Associate Director of HR and OD
Date last reviewed: 23 September 2019

14
12
10
8

Risk Score

6

Risk Appetite

4

Link to risk register
1299 – MAST and PDR (risk score 4)

2
0

Rationale for Current Score
The majority of the CCG’s running costs are on staff. Therefore the impact of ineffective or
inefficient use of staff resource is significant, resulting in a high consequence score. Controls are
focused on mitigating the likelihood of this occurring.
Strong controls in place and positive internal and external assurances. Plans in place to address
the gaps in control and assurance.

Initial

Mar-19

Sep-19

y controls in place
People Strategy in place.
Comprehensive suite of HR policies (including recruitment and retention, performance
management, grievance and disciplinary)
Training for managers being rolled out to improve competence and compliance
Individual and team objectives linked to organisational objectives and staff personal development
needs identified via annual PDR process completed June 2019.
Staff encouraged to access to wider learning and development, including access to coaching and
mentoring opportunities to support development
Staff Forum (staff engagement) - monthly
Staff awards and recognition schemes – monthly recognition and annual event
Staff communications mechanisms – including monthly staff briefing, Skyline, Chief Officer’s blog
and directorate briefings.
Formal Trade Union Recognition Agreement and partnership working
0. Leadership programmes, including future clinical leadership and executive SLT delivered

Internal Assurances
Policies approved through IGC in line with agreed review dates
MAST Compliance data included in IGC reports and Directorate People Plans
Staff survey action plan monitored through IGC (bi-annually) and to Governing Body Annually.
Six monthly Workforce Report to IGC
Quarterly people planning meetings with Directors
Annual Governance Statement
Annual Report
External Assurances
Staff survey benchmark information shared nationally and by NHS England for the Integrated
Assurance Framework
IAF (includes assessment of Quality of Leadership)
Annual report reviewed by external audit
Internal audit reports
Wakefield Workplace Wellbeing charter mark accreditation obtained September 2019
Disability Confident accreditation received November 2018

Gaps in controls
People strategy requires refresh in Q3

Gaps in assurances
Quarterly workforce report for SLT shows compliance with PDR and MAST is not 100%

Actions from gaps in controls
People strategy to be refreshed in Q3

Actions from gaps in assurances
Heads of service progress chase compliance with MAST relevant to their teams and their areas
of responsibility
Staff survey results due winter 2019

Agenda item: 11

Yorkshire and the Humber Collaborative Commissioning
Integrated Urgent and Emergency Care (IUEC)

Appendices 1, 2, 3, 4

Integrated urgent and emergency care services in Yorkshire and the Humber
2019/2021 - Strategic Partnership Framework
1.

Purpose
This document is designed to provide an overview of the Strategic
Commissioning Intentions of the STPs/ICSs in Yorkshire and the Humber
(Y&H) in relation to integrated urgent and emergency care (IUEC) services
2019/2021. The document is for use by both commissioners and providers.
Significant work has been undertaken over the past 18 months and this
document builds upon the outputs of these endeavours and the national
ambulance commissioning framework with the intention that this links clearly
and builds upon local plans.
The aim of this document is to support and complement:
• Our local place (ACPs) / STP/ ICS strategies and plans.
• Our contract negotiation arrangements and procurement plans.
• Providers’ strategic intentions.
• Delivery of the national integrated urgent care specification and associated
KPIs and standards.

2.

Introduction
IUEC services involving health and social care partners is paramount for
sustainability, reducing duplication, improving clinical care and patient
experience. Availability of resources is a significant challenge to the health
and social care system and therefore heighten our ambition to work more
collaboratively. We need to ensure we add value and are more efficient in our
planning.
Why we are doing this:
The Y&H model of IUEC commissioning and provision is changing. The new
NHS standards helpfully suggest greater working across geographies.
Opportunistically, we are working with two ambulance trusts in Y&H. This
enables us as a group of commissioners to share our collective ambitions,
benchmark and reduce variation and enable us to deliver more consistency to
the public and our citizens.
It is essential that our strategic intentions support STP/ICS plans and local
place based plans whilst meeting local needs and local realities though
‘bottom up’ design. Commissioning intentions need to be bold and focussed
and support consistency across the Y&H footprint where this makes sense.
We recognise that commissioners and providers have a great deal in common
between them and this document aims to ensure that we deliver on the
commonality acknowledging that there will always be differences (due to
geography, population health, etc) around the margin.
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This document sets our clear priorities which we agree need to be undertaken
at a Y&H level to ensure our patients get the right care when they need it. Our
commissioning intentions wish to highlight a consistent urgent and emergency
care response particularly across the Y&H patch for cardiac, stroke,
respiratory, frailty, fallers and those with mental health conditions ensuring
evidence improved outcomes for our patients.
Delivering this vision requires whole system transformation. We recognise the
need to work differently to deliver urgent and emergency care in this context.
Our approach will be clinically focussed, ensuring high quality care for
patients and developing the future workforce to meet the changing and
complex landscape of health and social care.
2.1

Local Structures
It is explicit that STPs/ICS have a coordinating role, working interdependently
with their local places.
We recognise that local A&E Delivery Boards which sit in each place have a
significant role to play. This covers issues around A&E, Delayed Transfers of
Care (DTOCs), stranded and super stranded patients and seasonal planning.
This document predominately focusses on an integrated approach across the
Y&H patch working with our 999/IUC providers and in and Out of Hours
(OOH) primary care.

Y&H
ICS/STP

Done once at Y&H level
Done at ICS/STP level

Place

Done at place level

Fig.1 Commissioning framework

Y&H system leaders (both commissioners and providers) will work in
partnership and collaboration and our governance arrangements will reflect
this.
The commissioning of IUEC services will be overseen by a Joint Strategic
Partnership Board (JSPB) (formerly known as the JSCB) working in
association with the Y&H Urgent and Emergency Care Programme Boards of
each of the STP/sICSs. Contractual transactions will sit with the relevant
contract management boards.
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Complementing and building on the service developments across the
Yorkshire and Humber region, this strategy is intended to bring thinking
together in a way that enables commissioners and providers to collaborate on
service strategies to make the vision set out in this document a reality.
2.2

Scope of this Framework
Within the scope of this framework are the following:
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)

111 on line
111 call handling
The ‘core’ Clinical Advice Service (CAS) and wider CAS
Direct booking from 999/111
999 ambulance matters
IUC services including GP OOH services
Digital services and enablers where they impact IUEC
Pathway redesign including social care which has an impact on the above
Mental health services which have an impact on the above
DOS development and management

Excluded from scope (except where there is an impact on the above) are:
i) Development of Urgent Treatment Centres (UTCs)
ii) Hospital services including A&E 4 hour waits, length of stay and super
stranded patients and hospital to home services
iii) GP access including extended access
iv) Care home services
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Strategic Context
This document sits within the context of a number of strategic influences.
These include:
•
•
•
•
•
•
•
•
•
•
•
•
•

National priorities.
Evolving commissioning geographies.
The impact of service reconfigurations.
Challenge of integration within constrained resources.
System interoperability.
Reduction in variation on clinical care and outcomes.
Regional (ambulance, patient transport, 111, blood and transplant,
specialised commissioning) vs local (place).
Movement to capitated budgets and associated contractual arrangements
(risk share).
Differing demographic issues including urban vs rural.
Development of provider alliances/ integrated local clinical hubs.
Stakeholder collaboration (integration, openness and transparency).
The NHS Long Term Plan.
The Ambulance Improvement Programme and its subgroups
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A further key development is the evolution of Integrated Care Systems (ICS),
which will increasingly take on responsibility for transacting the regulatory and
oversight functions of NHSE and NHSI, managing their own resources and
performance through a mutual accountability framework. The further
integration of NHSE and NHSI themselves will lead to the introduction of a
more streamlined single oversight framework.
4.

Our Y&H Integrated Urgent & Emergency Care Vision
Our vision is:
To improve the outcomes and experience for the local populations by
providing the right care at the right time in the right place on 100% of
occasions.
Transformation of our IUEC services will enable us to achieve our ambition of
financially and clinically sustainable health and social care services designed
around the patient.
We want to deliver the above in a way that meets the needs of local people
and support them to lead healthier lives for longer. As more people develop
long-term conditions it is crucial that our focus is as much about promoting
population health and wellbeing as it is about preventing disease.
By 2021 we aim to:
•
•
•
•
•
•
•
•
•
•
•

Deliver on an ambitious integrated urgent care (IUC) specification
providing a single point of access for patients, carers and health care
professionals.
Ensure local areas can deliver the NHS constitution standards relevant to
IUEC and national contractual requirements relating to IUC and 999
services including the new ambulance quality standards.
Have implemented the national recommendations on ambulance
commissioning and provision (published September 2018).
Contribute to an improvement in outcomes for patients including but not
limited to cardiac, trauma, sepsis, stroke, mental health, respiratory and
falls.
Create an effective balance between regional and local service provision.
Ensure robust and effective collaborative provider arrangements.
Support local community engagement to ensure services meet the needs
of local populations, building and strengthening community resilience.
Drive the opportunities new technology, such as access to health and care
records to enhance patient care.
Maximise the opportunity that an integrated care workforce offers.
Reduce variation in clinical practice without stifling innovation.
Ensure systems are resilient in accordance with national EPRR standards.
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5.

Commissioner Intentions
To support the aims above we intend to focus on three core areas:
Prevention: Interventions that safely reduces avoidable demand
• We expect and encourage patients to self-care wherever possible and use
the available resources such as online services and local pharmacy
services.
• We expect commissioners to look at the opportunities to manage services
‘upstream’ e.g. population health management, those with long term
conditions, non-injury falls and with end of life needs.
• We expect providers to consider the needs of their service users and
opportunities that might exist to make every contact count.
Triage and advice: Assessment of need and signposting to the most
appropriate services
• Simplification of the ‘single point of telephone or digital access’ in line with
the requirements of the NHS Long Term Plan.
• Manage calls and digital contacts in a way that more appropriately places
the patient in either health and/or social care.
• From the patients’ perspective, seamless services which will be achieved
via integration and reduced duplication.
• Utilisation of technology and the continued development of a shared care
record to enable simultaneous viewing.
• Enhancing our multidisciplinary approach for example linking services to
pharmacies, drug and alcohol and mental health services.
• Providing the facility for direct booking from 111/999 into urgent and
planned services
• Provision of suitable clinical advice services to those who need it, ensuring
patients are not passed from one clinician to another (consult and
complete model of care).
Treatment and flow: Streamlining pathways and processes
• Provide alternatives to traditional A&E care such as the provision of care
by non-ambulance staff or at different facilities such as Urgent Treatment
Centres (UTCs). This is particularly pertinent to low acuity 999 calls which
make up about 25% of call volumes.
• Development of alternative pathways of care which are effective and safe.
• Maximise flow within care pathways to enhance patient experience and
reducing hospital stay where appropriate.
• Services will be provided locally however as medicine advances this might
mean some services are better provided in specialist centres.
• Treatment services provided locally, at scene or coordinated with partners
including the voluntary sector.
• Where transport is required consideration is given to safe non-ambulance
transportation.
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6.

Governance
This document is aligned to the changes that are currently taking place across
Y&H in relation to the development of STPs/ ICS. To ensure that this
happens we intend to undertake a number of actions including:
•
•
•
•

7.

A commissioned external review of current arrangements against the
national ambulance commissioning framework.
A review of the various existing fora used for contracting and
commissioning to ensure these are fit for purpose.
Revision of existing Memorandum of Understanding (MOUs) to support
decision making.
Review the support resources required to support commissioning
processes detailed above.

Next steps
In light of the developing commissioning landscape, commissioners will need
to review and strengthen their governance arrangements and support
structures. Additionally, local ICS/STP work plans may also need to be
revised. There will need to be some enabling actions taken to support
providers in remodelling services and support then as we move to a more
integrated urgent & emergency care service response across health and
social care.
This document will be considered for approval by the STP/sICS and their local
governance arrangements following discussion within each sub region during
spring 2019 and, as necessary, at CCG governing bodies.
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Yorkshire & Humber Integrated Urgent& Emergency Care (IUEC)
Governance structure from April 2019

Yorkshire & Humber
Joint Strategic
Partnership Board
(JSPB)

Yorkshire & Humber
Yorkshire & Humber
IUEC Contract
Management Board

Yorkshire & Humber
IUEC Clinical Assurance
Group (CAG)

1. JSPB - Strategic co-ordination of IUEC
commissioning
2. Y&H IUEC Contract Management BoardResponsible for contractual matters in respect
of the IUC and YAS 999 contracts.
3. Y&H IUEC Clinical Assurance Group – Oversight
of quality and patient safety matters along the
full pathway of care.
4. IUEC Joint Partnership Panel - Co-ordinates
annual contracting round across YAS 999 and
IUC contracts.

IUEC Joint Partnership
Panel (JPP)

Meaning of arrows and lines:
Reporting up to ………………………..

Liaison across fora (info, etc)…….

ICS Sub Region

NHS England
WY&H JCC
SY&B JCC
NY JCC
Humber JCC

WY&H UEC Network
SY&B UEC Network
HCV UEC Network
HR&W Network

Membership is represented on…..
Doesn’t directly report to but
membership liaises with or attends………--------Reports to (upwards) or can
delegate to (downwards)……………………..

CCG/Place

Contract Management Boards e.g.
OOH
A&E Delivery Boards
Local fora

JSPB Work
Programme 2019/20
11 March 2019

Introduction
The Ambulance Response Programme (ARP) was initially published as a national ambition in
July 2017. ARP has since been embedded as a fundamental pledge within the NHS
constitution, with the expectation that local systems would implement the new standards from
2018/19.
ARP introduces an entirely new set of performance standards for ambulance services, which
will deliver benefits for patient outcomes, as well as improvements in service quality and
responsiveness. The new standards are also expected to bring major system benefits by
reducing conveyances to hospital and supporting more patients to remain in the community.
However, the scale of required change is daunting, since ARP means that Ambulance Trusts
must build significant new capacity and introduce new ways of working at a time of
considerable financial restraint across the NHS.
NHSE/NHSI shared planning guidance confirms that ARP delivery remains a national priority;
underlined by new contract financial sanctions in 2019/20 for failure to achieve ARP
standards if no provider control total has been agreed.
What was achieved in 2018/19
Within Yorkshire and the Humber, clear progress has been made towards ARP delivery
during 2018/19. With Commissioner support and internal investment, YAS has expanded its
frontline staffing, ambulance fleet, and has increased the clinical capacity within its
Emergency Operations Centre. These changes have been delivered within planned
timescales, and YAS is on target to achieve its locally-agreed trajectories for the most urgent
categories of patient need.
However, despite this progress there is still a considerable gap to bridge between current
performance and the required national standards.
Joint planning for 2019/20
To meet this challenge, YAS and a panel of commissioners have worked together over the
last 6 months to review the implementation of the initial plans and to jointly develop proposals
for the next stage of ARP implementation.
In order to sustainably deliver ARP while also responding to ongoing increases in demand,
Commissioners and YAS have jointly developed a programme of transformation for 2019/20
based on three pillars:
1. System wide partnership – to deliver new integrated service models and pathways
2. YAS internal efficiencies - including Carter efficiencies and new ways of working
3. New investment in additional ambulance service capacity
2019/20 provides an opportunity to deliver system wide change that can help mitigate
increasing year on year demand and improve patient outcome and experience through the
achievement of ARP standards.
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Section 1: System Development, Efficiency & Integration
YAS Lead: Nick Smith
Commissioning Leads: ICS/CCG Leads

1.1 Introduction
ARP provides a unique opportunity to significantly enhance the existing 999 operating model
to enable greater integration with emergency and urgent care across the healthcare system
of Yorkshire and Humberside.
The scale of ARP means that it cannot be delivered by ambulance services working in
isolation, and it cannot be realistically delivered through investment alone. Delivering the
benefits of ARP affordably will require system-wide cooperation, including:
•
•
•
•

Renewed focus on improving hospital handover times
Developing improved pathways at the interface between YAS, primary care and
community services
Working with CCG and ICS partners to co-produce alternative service delivery models
that will support patients to be treated in their own homes, or in the community, with
only the sickest patients being transported to Emergency Departments
Development of the wider Y&H IUC clinical advice model and associated digital
enablers

Such an approach will allow ARP to be delivered in a cost effective way that provides
benefits for patients and efficiencies across the wider healthcare system.
We will agree in advance how we will evaluate and monitor the implementation and impact of
any changes proposed below.
1.2 Ambulance handovers at acute trusts
Reduction in handover delays is a key requirement of the NHS planning guidance - 100% in
30 mins in 2019/20. ORH Modelling assumes that handover targets will be consistently met
across Yorkshire and Humber.
Delayed handover has an impact in both financial terms and in terms of patient experience. It
is estimated that in 2018/19 the lost man hours equates to a value of c£2m.
NHS I have a lead role for issues of a provider to provider nature and specifically handover
delays. NHS E/I organised a hospital handover workshop in February 2019. This brought
together commissioners, acute trusts, ambulance services and system regulators develop an
approach to meeting the requirements of the national handover guidance (Jan 2019). A Y&H
plan to deliver the 30 minute handover target will be prepared and made available for
consideration by JSCB in April 2019.
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What we are recommending:
CCGs/ICSs commit to developing plans with NHSI to achieve the requirements of the
2019/20 planning guidance in respect of ambulance handover.
1.3 Care out of hospital - Alternative Care Pathways
The YAS EOC and IUC CAS are in a unique position to work jointly with commissioners to
identify areas of Yorkshire and Humber where additional pathways could be developed.
Increased availability of such alternatives will improve patient experience, increased
ambulance service capacity and provide system wide financial benefits as a result of reduced
conveyances to ED. This is a key requirement of the 2019/20 planning guidance.
Pathways should be commissioned and developed locally. We believe that there are
opportunities for secondments from CCGs to work within YAS during 2019/20 to link our
services into local pathways. Local knowledge and relationships are critical to speedy
development of key pathways.
What we are recommending:
We recommend in priority order these following pathways are reviewed by Y&H
commissioners (in association with providers) and the pathways are made accessible to
YAS on a consistent and resilient basis during 2019/20:
a) Access to falls teams
b) Access to local mental health services – including preparation towards NHS 111 as
the single point of access to crisis services (as per the 2019/20 planning guidance)
c) Access to Urgent Treatment Centres (UTC)
d) Access to non-clinical community support services/ social care
e) Access to COPD/Respiratory pathways
f) Access to epilepsy and diabetic services
We expect the methodology developed to redesign these pathways to be used in 2020
onwards for further redesign schemes.
1.4 New Service Delivery Models – Y&H Pilots
There are a number of schemes that are currently being tested across areas of Yorkshire and
Humber that could, subject to joint evaluation, be delivered at scale providing system wide
benefits.
The schemes set out below all have potential to deliver system impacts that will support ARP
delivery and offset demand increases – reducing the overall cost of achieving ARP.
What we are recommending:
During 2019/20, we recommend that Y&H commissioners and YAS jointly evaluate the
current pilots, share good practice and agree a service development plan to extend or
embed successful service models.

1.4a Care Homes
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YAS has co-produced a small number of schemes with local partners that assist care homes
to support patients without the need to dispatch an ambulance. One of these has been
focused on the provision of specialist equipment and training for care homes when patients
fall, thus avoiding a call through to 999.
Initial evaluation has identified system wide benefits through reducing conveyances and
improving patient experience. It is possible to deploy these schemes at scale. The scheme
can be delivered through direct investment in care home providers rather than additional
investment in YAS.
1.4b Mental Health Services
The 10 Year NHS Plan clearly articulates the need for innovation in the provision of mental
health services, especially in acute situations out of hospital. YAS has been recognised as a
national leader in the provision of Hear and Treat mental health services but we believe there
are opportunities to maximise the benefits further. A significant number of attendances to ED
are as a result of limited access to Mental Health services. In addition patients are often
conveyed inappropriately (i.e. police car) to places of safety.
There are innovative schemes that have proven to be effective in other parts of England
using mobile mental health teams in urban areas. Further joint work is needed to develop a
pilot programme to test this service model within Yorkshire & Humber. During 2019/20 YAS
and commissioners will co-produce a pilot proposal to test this model within a high volume
areas of mental health demand.
1.4c Hospital/Ambulance Liaison Officers (HALO)
In addition to the hospital handover programme described in Section 1.2, we believe that the
Hospital/Ambulance Liaison Officer (HALO) role is critical to reduce handover delays at
emergency departments. There have been many models of HALO tried and tested within the
UK and we believe the most successful model is one that is a true interface between the
emergency departments (ED) and the arriving ambulances. The role should be ring fenced
as to be independent and not used to fill workforce gaps in either ED or YAS.
The HALO role would also be instrumental in identifying alternative pathways that would
reduce attendances and influencing ambulance crew decisions and support ‘Fit to Sit’
initiatives.
Experience suggests that all large EDs should have an HALO in place from 0800 until 0200,
7 days per week. We would suggest that Hull, York, Bradford, Leeds, Sheffield, Wakefield
and Rotherham are the initial sites. Pilots have been ongoing in many of these sites
throughout winter 2018/19. The results of these pilots will be shared with commissioners
early in 2019/20 to inform future service development plans.
1.4d Mainstream rotational Specialist Paramedic (SP) schemes
As part of the journey to achieve ARP standards YAS recognise the challenges of growing
demand, increases in patients with complex needs and general system pressures spanning
health and social care.
To meet these challenges YAS will require changes to the existing skill mix and a
coordinated approach to provision of education to our operational workforce. This will support
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appropriate conveyance and improve retention of skilled staff. A key component of this will be
gaining maximum benefit from the paramedic role and the further development of the
Specialist Paramedic role.
YAS and its partners have trialled and funded various schemes that have used paramedics
with additional skills working differently across the health economy. Examples include the
long standing Sheffield ECP scheme and the more recent Leeds primary care rotational
Specialist Paramedic role.
YAS and local commissioners have recently evaluated these schemes and have now
identified preferred models for use in urban and rural areas. For example:
•

Extending the existing urban ECP model across other areas of Yorkshire and Humber,
linked with a rotational element into primary care, could significantly increase non
conveyance (from 30% to 70%), reduce paramedic attrition and allow opportunities for
the development of paramedic prescribing.

•

Similarly, extending the rural scheme currently operating in Northallerton to other
areas would provide increased non conveyance and also an opportunity to offer
specialist support to the wider clinical team.

In 2019/20 YAS would like to work with commissioners to consolidate the schemes into a
proposal for an urban and rural model that can be extended and embedded across the Trust.
This will be a key proposal for transforming the workforce within YAS not only moving
towards ARP delivery but also enabling YAS to play an enhanced role in out of hospital care,
providing system wide benefits and efficiencies.
1.4e Fully Integrated Transport
There are models across the UK where close integration between PTS and A&E can create
significant system benefits and efficiencies. Joint commissioning would reduce overhead,
allow longer term investment and improve flow both in and out of hospitals.
Due to current contractual arrangements opportunities to maximise efficiency are lost
especially around on-day discharge, Inter Facility Transport and HCP admissions.
In line with the NHS Long Term Plan we believe that there is an opportunity to develop an
innovative and truly integrated emergency, urgent and planned patient transport service
rather than independently commissioned services that encourages inefficiency and delay
through its design.
This is necessarily a longer term development, however in 2019/20 we will progress the
strategic discussion at JSCB with a view to jointly agreeing a proposal and initial steps which
deliver benefits within the 2-3 year timeframe described in this paper.
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