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1. Introduction 
 
1.1 The CCG works together with our population, staff and stakeholders to deliver 


better health.  This Strategy reflects the Governing Body’s commitment to 
improving health, safety and wellbeing for the benefit of employees, students, 
contractors, visitors and members of the general public. 


 
1.2 We will, so far as is reasonably practicable, establish procedures and systems 


necessary to implement this strategy and to ensure compliance with legal and 
statutory obligations under the Health and Safety at Work Act etc 1974 and 
the requirements of Health Service Guidelines 65 (HSG65) – ‘Successful 
Health and Safety Management Standard’.   
 


1.3 The wellbeing of staff is influenced by the environment in which they work and 
the health and welfare facilities available to them.  The CCG will take a 
structured approach to ensuring that we provide our staff with an environment 
conducive to good health and provide the opportunity to improve their own 
health and wellbeing. 


 
1.4 The adoption and embedding within the organisation of the strategy and 


associated processes will also ensure that the reputation of the CCG as an 
employer is maintained, which can positively influence its business success.. 


 
1.5 It is acknowledged that not all health and safety risks can be eliminated. 


Ultimately it is for the organisation to decide which risks it is prepared to 
accept based on the knowledge that an effective risk assessment has been 
carried out and the risk has been reduced to an acceptable level as a 
consequence of effective controls. 


 
 
2. Context of the Health, Safety and Wellbeing Strategy 
 
2.1 National context 
 
2.1.1 Health and Safety Legislation – The Health & Safety at Work etc Act 1974 


supported by subordinate legislation (outlined at section 7) sets out the legal 
health and safety responsibilities.  The CCG is responsible for ensuring that 
staff and others who are affected by our activities are free from risk so far as 
is reasonably practicable.  Effective health and safety is built upon the 
concept of practical and sensible health and safety practice.   
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The Health and Safety Executive HSG65 ‘Successful health and safety 
management standard’ outlines the key elements of successful health and 
safety management: 
 
- Effective health, safety and wellbeing policies setting a clear direction; 
- An effective management structure and arrangements to deliver the policy; 
- A planned and systematic approach to implementing the policy through an 


effective management system; 
- Performance is managed against agreed standards to reveal when and 


where improvement is needed, and 
- Learning from all relevant experiences and applying lessons learned. 


 
2.1.2 Wellbeing  The NHS Constitution places wellbeing at the heart of its staff 


pledges requiring NHS employers to ‘provide support and opportunities to all 
staff to maintain their health and wellbeing’. 


 
2.1.3 A review of NHS health and wellbeing was undertaken in 2009 (Dr Steve 


Boorman) which gathered a wealth of evidence on the state of staff health and 
wellbeing in the NHS.  The key issues identified by Boorman for employers to 
address were:  staff absence due to musculoskeletal and mental health 
issues; review of occupational health provision and associated staffing 
provision to ensure that occupational health teams are able to focus on 
preventative activity to support staff in healthy life choices as well as providing 
a gateway to early treatment of health problems. 


 
2.1.4 The 2012 Circular ‘Health Promoting Health Service: Action in Hospital 


Settings’ (CEL01/2012) was a policy driver reinforcing the need to promote 
actions to improve health.  Although this Circular was aimed at hospital setting 
contacts with patients, it can also provide an impetus for the CCG to apply the 
general principles to staff.   It recommends that specific promotion of healthy 
living actions are carried out, covering:  smoking, alcohol, breastfeeding, food 
and health and health at work.  The promotion of these areas amongst staff 
also helps the CCG to tackle health inequalities that may exist within its staff 
base.  Health inequalities can manifest themselves through long term chronic 
conditions such as heart and respiratory diseases, diabetes, cancers and 
depression.  These share some similar preventable causes that are linked to 
lifestyle behaviours and choices such as: smoking, unhealthy nutrition, 
physical inactivity, alcohol consumption and stress.  


 
2.1.5 In May 2018, NHS Employers released an NHS Health & Wellbeing 


Framework to help NHS organisations plan and implement their own 
approach for improving staff health and wellbeing.  The framework is 
designed to be used in a flexible way to meet the needs of individual 
organisations.  Much of the content of the Framework is in line with the North 
East Better Health at Work programme being followed by the CCG. 
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3. General Approach to Health, Safety and Wellbeing: Principles, 
Aims and Objectives 


  
3.1 Principles 
 
3.1.1  The CCG’s approach to the way in which health and safety is managed is to 


have robust processes in place for health and safety.  These will provide a 
tool for the systematic and effective management of health and safety and 
inform and guide managers and staff as to the way in which all health and 
safety matters are to be managed. 


 
3.1.2 To ensure adherence with this strategy, policies and procedures are in place 


to ensure compliance with all Health and Safety Regulations and there are 
close links between the CCG and the Commissioning Support Unit’s Health 
and Safety team who currently provide the Health and Safety function for the 
CCG. 


 
3.1.3 Since its inception, the CCG has established a good track record on staff 


health, safety and wellbeing.  It is important, however, that we build upon that 
success and continue to work with our staff, health and safety professionals, 
HR staff and others to embed a culture where we work collaboratively to 
improve staff health, safety and wellbeing and ensure we have clear targets 
for further improvement. 


 
 The CCG is committed to promoting health and wellbeing to staff through the 


provision of a good working environment.  In addition, this will be developed 
further by taking part in, for example, the North East Better Health at Work 
assessment process. 


 
3.2  Aims 
 


a.  Developing the culture, values and behaviours that reflect the type of 
organisation that we all want to work in – an open, fair and just culture, 
focused on learning not blame and with clear underpinning values and 
behaviour; 


b.  Improving staff health, safety and wellbeing in order to reduce work-
related ill health and injuries; 


c. Improving our systems, arrangements and approach to good health 
and safety management in line with statutory requirements and good 
practice;  


d. Improving how we successfully engage with staff on health, safety and 
wellbeing. 


 
Appendix 1 provides further information on how we will achieve these aims. 
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3.3 Objectives 
 
 Objective 1 – work with staff, the Health & Safety team and NHS Property 


Services to provide a continuously improving and safe working environment. 
 


Objective 2 – we will provide strategic leadership for health, safety and 
wellbeing to ensure that this is fully integrated into daily activity. 
 
Objective 3 – to review our policies and processes to support the delivery of 
the CCG’s duties.  These reviews will be informed by legislation and learning 
from incidents, accidents, audits and spot checks. 
 
Objective 4 – we will work with staff to encourage the improvement of physical 
and mental wellbeing. 


 
 


4.  Responsibility for Implementation of the Health and Safety 
 Strategy 
 
 The Governing Body, senior managers and line mangers all have a 
 responsibility for the health, safety and wellbeing of employees whilst at work. 
 
4.1  The Governing Body has overall responsibility for health and safety 


management.  It has a duty to assure itself that the organisation has properly 
identified the requirements for health and safety and that it has processes and 
controls in place to mitigate any health and safety risks and the impact they 
have on the organisation and its stakeholders.   


 
This duty is discharged as follows: 
 
• Ensuring there is a robust structure in place for the effective 


management of health and safety throughout the CCG. 
• Approves and reviews the Health and Safety Strategy. 
• Receives regular reports from the Executive Committee which identifies 


significant risks and mitigating actions following review of the annual 
work plan and other documentation 


• Demonstrates leadership, active involvement and support in health and 
safety management. 


 
4.2  Executive Committee  


 
 The Governing Body has delegated responsibility to the Executive Committee 


to keep the health and safety, fire and security matters under regular review. 
Members of the Executive Committee will ensure that all health and safety 
issues are coordinated, managed, monitored and reviewed to ensure 
compliance with all relevant legislation.    
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4.3 Management Structure  
 


All staff have the primary responsibility for their own health, safety and 
wellbeing.  As an employer, however, the CCG has a clear obligation to 
ensure that there are arrangements in place to promote high levels of health, 
safety and wellbeing in the workplace.  Key members of the management 
team have responsibility for the effective implementation of this Strategy and 
the systems that support it as follows: 
 


4.3.1 Accountable Officer  
 
 The Accountable Officer, has the overall responsibility for; 
 


• ensuring the implementation of an effective Health Safety and 
Wellbeing Strategy, supporting the work undertaken under the health 
and safety agenda as set out in the Health, Safety and Wellbeing 
Strategy. 


• Continually promoting health and safety, demonstrating leadership, 
commitment and support. 


• Ensuring an appropriate committee structure is in place  
• Planning for adequate staffing, finances and other resources, to ensure 


the effective management of health and safety within the CCG. 
• Meeting all the statutory requirements and ensuring positive 


performance towards the achievement of the CCG’s health and safety 
objectives  


• Ensuring all senior leads are appointed with managerial responsibility 
for health and safety 


• Overall accountability for procedural documents across the 
organisation lies with the Chief Officer who has overall responsibility for 
establishing and maintaining an effective document management 
system, for meeting all statutory requirements and adhering to 
guidance issued in respect of procedural documents.  
 


4.3.2  Director lead role (CCG to confirm) 
 


The XXX is the delegated Governing Body lead.  They will provide strategic 
leadership for all health and safety matters and will provide senior level 
support and guidance and will ensure that  health and safety report, 
adequately reflecting the health and safety management issues within the 
CCG is prepared for the Management Executive including:  
 


• notifying the organisation of any health and safety risks  
• ensuring that appropriate risk registers are maintained and actively 


managed and include health, safety and security risks as appropriate 
• ensuring that the organisation and staff comply with all organisational 


policies and procedures 
• leading the management of health and safety by following the health 


and safety strategy and associated  action plans  
• ensuring all staff fulfil their responsibility regarding health and safety as 


set out within the relevant regulations and approved codes of practices  
• ensuring that all activities undertaken are consistent with the safe 


operation of the CCG 
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• Ensuring that all liability is covered by adequate insurance through the 
CCG’s insurance arrangements. 


• Ensuring sufficient resources are made available to enable the CCG to 
fulfil their legal and statutory obligations in relation to health and safety. 
 


4.3.3  CCG Head of Corporate Services (CCG to confirm) 
 
 The Head of Corporate Services reports to the Director of Strategic 


Development (Transition) and will take the role as organisational lead for 
health and safety and is responsible for: 


 
• ensuring audits are undertaken relating to health and safety to provide 


assurance regarding compliance with health and safety legislation  
• ensuring health and safety  systems are in place and regularly 


reviewed in order to meet the requirements of the Strategy and audit 
results. 


• ensuring the Health and Safety Work Plan is reviewed, updated and 
reported to the Executive Committee. 


• scrutinising the controls and assurances in place 
• coordinating and collation of regular reports regarding health and 


safety. 
• scheduling health and safety matters on the Governing Body or 


Executive Committee agendas  as appropriate. 
• overseeing the management of health and safety as identified by the 


Executive Committee,  ensuring action plans are put in place, regularly 
monitored and implemented 


• involvement in the project group co-ordinating the health and wellbeing 
activities in the CCG.   
 


4.3.4 CSU Governance Manager 
 
 Overall responsibility for the Health and Safety Strategy lies with the North of 


England Commissioning Support Unit Health and Safety Lead who has 
delegated responsibility for managing the development and implementation of 
Health and Safety procedural documents.  


 
4.3.5  All line managers 
 
 All line managers have a responsibility to incorporate health and safety 


management within all aspects of their work and are responsible for ensuring 
the implementation of this Strategy by: 


 
• demonstrating personal involvement and support for the promotion of 


health and safety 
• ensuring staff under their management are aware of their 


responsibilities in relation to this strategy  
• where appropriate, setting personal objectives for health and safety 


and monitoring their achievement; 
• ensuring that Job Descriptions reflect employees’ responsibilities 


relating to health and safety; 
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• ensuring risks relating to health and safety are identified, managed and 
mitigating actions are implemented in functions for which they are 
accountable. 
 


4.3.6   All Staff  
 


All staff working within The CCG, including temporary/agency staff, have a 
responsibility to: 
 


• be aware of their responsibilities around health and safety in line with 
this Strategy; 


• have a duty under legislation to take reasonable care of their own 
safety and the safety of others who may be affected by the CCG’s 
business and to comply with appropriate policies, procedures and 
guidelines;  


• identify and report health and safety risks to their line manager in line 
with this Strategy; 


• ensure incidents, are reported using the appropriate procedures and 
systems 


• undertake statutory, mandatory and other appropriate training as 
determined by the CCG and their line manager. 
 


4.3.7 Contractors, Commissioning Support Unit and Agency Staff 
 
Managers must ensure that where they are employing or contracting staff 
those staff are aware of, and adhere to, all relevant policies, procedures and 
guidance of The CCG.   


 
4.3.8 CSU Staff 
 


Whilst working on behalf of the CCG, CSU staff will be expected to comply 
with all policies, procedures and expected standards of behaviour within the 
CCG, however they will continue to be governed by all policies and 
procedures of their employing organisation. 


 
 
5.  Approach to Health and Safety Management 
 
5.1 The CCG will follow the approved Health and Safety Executive (HSE) 


guidance for management of Health and Safety known as HSG65. 
 
5.2 HSG65 provides guidance for management, health and safety professionals 


and employee representatives to improve health and safety in their 
workplaces as it focuses on effective health and safety policies, organising for 
health and safety, planning and implementation, measuring performance and 
auditing and reviewing performance. 


 
5.3 The diagram below describes the essential requirements of successful health 


and safety management (HSG65) 
 







 


HSS01; Health & Safety Strategy (1) Draft (3)                                                             Page 10 of 25 
Official 


 
 
5.4  Plan 
 
5.4.1 The CCG will ensure that Health and Safety Policies, HR Policies and 
 Standard Operating Procedures are in place to support the delivery of the 
 Strategy.   These will ensure there is clarity on the aims, objectives, general 
 approach and arrangements for managing health and safety ensuring the 
 CCG operates in a safe manner whilst discharging its day to day duties.   
 
5.4.2 Annual action plans will be developed to ensure a systematic approach is 
 taken to implement the strategy and health and safety duties required by the 
 CCG.  These will also respond to the annual health and safety audits. 
 
 A programme of wellbeing events/promotion activities will be in place for staff. 
 
5.5 Do 
 
5.5.1 The CCG will maintain an effective management structure and arrangements  


 for executing its health and safety obligations across the organisation as well 
 as its commitment to the wellbeing of staff.  The policies and procedures will 
empower and encourage staff to work safely within their place of work without 
apportioning blame. 


 
In order to do this effectively and in a sustainable way, the ‘four C’ system will 
be adopted: 
 
Control – systems and methods in place across the organisation in relation to 
governance structure, including Committee reporting.  
 
Co-operation - between individuals through staff meetings and health and 
safety spot checks.  Close working and co-operation between the CCG and 
the CSU health and safety team.  
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Communication – Ensuring there is clear two way communication throughout 
the organisation and with the Commissioning Support Unit.   Team meetings 
will be used to ensure effective communication on all aspects of health, safety 
and wellbeing and to ensure learning is shared.  There are also clear reporting 
lines for the identification of risks at the earliest opportunity. 
 
Competence – All staff are required to undertake statutory and mandatory 
training at regular intervals.   A system of spot checks will ensure that the 
CCG is operating at high levels of good practise at an operational level in line 
with all the appropriate controls.  Annual Health & Safety Audits will also be 
carried out and action plans implemented to address any areas requiring 
improvement.   


 
5.6 Check and Act 
 
5.6.1 Objectives and key performance indicators will be set and used for measuring 


achievement across the organisation in relation to health and safety and will  
be given the same attention as other organisational standards with an 
emphasis on senior management responsibility.  This work will be monitored  
by the Executive Committee. 


 
5.6.2 Active monitoring will take place through Health and Safety Audits, workplace 


inspections, training compliance, health and safety spot checks in order to 
understand the effectiveness of controls and highlight and monitor areas 
requiring further improvement.   


 
 Key performance indicators will be developed to ensure that a baseline 


measure is in place and actions are in place to ensure continued 
development.  This will be monitored by the Executive Committee.   Evidence 
of performance against the health, safety and wellbeing indicators will come 
from a number of evidence sources including: 


 
• Health and Safety Enforcement Notices 
• Health and Safety offences 
• RIDDOR reporting 
• Incident data 
• Accident data 
• Health and safety audits 
• Claims 
• Complaints 
• Staff survey 
• Health and safety spot checks 
• Corrective measures and action plans will be implemented to address 


issues arising from this monitoring. 
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6. Health and Safety Incident Reporting  
 
6.1  The CCG promotes a culture of openness and learning where staff are 


encouraged to be open about raising problems.  As part of this approach, staff 
comply with Incident Reporting Policies that ensure that all incidents are 
reported and the lessons learned are appropriately shared across the 
organisation and, where appropriate, more widely within the NHS locally and 
nationally.  


 
6.2  Incidents will be recorded & analysed using the SIRMS (Safeguarding 


Incident Reporting Management System) and the impact of an incident will be 
graded according to the matrix together with the likelihood of occurrence or 
recurrence.  


 
 
7.  Legal Requirements 
 
7.1 To ensure the CCG provides a safe and secure environment for patients, 


public, staff and contractors the following regulations underpin the approach 
to safety management: 


 
• The Health and Safety at Work Act 1974 
• The Management of Health and Safety at Work Regulations 1999 
• Workplace (Health, Safety and Welfare) Regulations 1992 
• Health and Safety (Display Screen Equipment) Regulations 1992 
• Health and Safety (Consultations with Employees) Regulations 1996 
• Manual Handling Operations Regulations 1992 
• Health and Safety (Safety signs and signals) regulations 1996 
• Control of substances Hazardous to Health (COSHH) Regulations 2002 
• Electricity at Work Regulations 1989 
• Noise at Work Regulations 1989 
• Personal Protective Equipment at work Regulations 1998 
• Provision and Use of Work Equipment Regulations 1998 
• Reporting of Injuries and Dangerous Occurrences Regulations 1995 
• Regulatory Reform Order (Fire Safety) 2005 
• HSG65 – Successful Health and Safety Management Standard 


 
8. The CCG equality statement 


 
8.1 The CCG is committed to promoting human rights and providing equality of 


opportunity; not only in our employment practices, but also in the way we 
commission or provide services.  The organisation also values and respects 
the diversity of our employees and the communities we serve.  In applying this 
strategy, the organisation will have due regard for the need to:  


 
• Promote human rights  
• Eliminate unlawful discrimination  
• Promote equality of opportunity  
• Provide for good relations between people of diverse groups  
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8.2 This Strategy aims to be accessible to everyone regardless of age, disability 
(physical, mental or learning), gender (including transgender), race, sexual 
orientation, religion/belief or any other factor which may result in unfair 
treatment or inequalities in health or employment. 


 
8.3 Throughout the development of this Strategy, The CCG has sought to 


promote equality, human rights and tackling health inequalities by considering 
the impacts and implications when writing and reviewing the Strategy. The 
impact of this strategy is subject to an on-going process of review through the 
Equality Impact Assessment. 


 
 
9. Equality Impact Assessment 
 
9.1 In accordance with our equality duties an Equality Impact Assessment has 


been carried out on this strategy.  There is no evidence to suggest that the 
strategy would have an adverse impact in relation to race, disability, gender, 
age, sexual orientation, religion and belief or infringe individuals’ human 
rights. (Please see appendix 2). 


 
 All employees should be treated fairly and with respect.   
 
 
10. Implementation  
 
10.1 The Strategy will be circulated to all individuals identified with specific 


responsibilities and will be communicated to all staff by the most appropriate 
means. All line managers are required to share the contents of this Strategy 
with their staff.  


 
10.2 For health and safety management to be effective within the organisation, this 


strategy will become a living document and a natural “part of everyday 
working practice” 


 
 
11. Training Implications 
 
11.1  The sponsoring director will ensure that the necessary training or 


education needs and methods required to implement the Strategy 
are identified and resourced or built into the delivery planning 
process.  


 
11.2 Training and education are key to the successful implementation of this 


Strategy and embedding a culture of a safe working environment in the 
organisation.  Staff will have the opportunity to develop more detailed 
knowledge and appreciation of the role of Health and Safety through: 


 
• Policy/strategy manuals 
• Induction 
• Line manager 
• Specific training courses 
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12. Monitoring, Review and Archiving  
 
12.1 Monitoring 


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


 
12.2 Review 
 
12.2.1 The Governing Body will ensure that this strategy document is reviewed in 


accordance with the timescale specified at the time of approval.   
 
12.2.2 Staff who become aware of any change which may affect a strategy 


should advise their line manager as soon as possible. The governing body 
will then consider the need to review the strategy, policy or procedure 
outside of the agreed timescale for revision.  


 
12.2.3 For ease of reference for reviewers or approval bodies, changes should be 


noted in the ‘document history’ table on the front page of this document.  
 


NB: If the review consists of a change to an appendix or procedure 
document, approval may be given by the sponsor director and a revised 
document may be issued. Review to the main body of the strategy / policy 
must always follow the original approval process. 


 
12.3 Archiving 


The Governing Body will ensure that archived copies of superseded strategy 
/ policy documents are retained in accordance with Records Management: 
Code of Practice for Health and Social Care 2016.  
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Appendix 1 


 
Implementing the Aims and Objectives 


 
 


A more detailed implementation plan will be developed for each year of the strategy. 
 


AIM OBJECTIVE ACTIONS 
Developing the culture, 
values and behaviours 
that reflect the type of 
organisation that we all 
want to work in – an open 
and just culture, focused 
on learning not blame and 
with clear underpinning 
values and behaviour 


We will provide strategic 
leadership for health, safety 
and wellbeing to ensure 
that this is fully integrated 
into daily activity. 


a.  ensure that health and 
safety management is 
embedded as an integral part 
of the management approach 
to the achievement of our 
objectives. 
 
b. provide top-down 
commitment to health and 
safety, in order to progress 
the effective health and safety 
working arrangements as the 
daily norm. 
 
c. the management of health 
and safety is seen as a 
collective and individual 
responsibility, managed 
through the agreed 
Committee structures. 
 
d. A supportive and ‘fair 
blame’ culture and approach 
is maintained and staff are 
encouraged to report health 
and safety problems and 
incidents with a view to 
individuals and the 
organisation learning lessons 
to prevent recurrence. 
 
e. appropriate training and 
development is provided to all 
staff in the application of this 
Strategy and the approach to 
health and safety. 
 
f. To continue working 
towards structured 
programmes of health, safety 
and wellbeing improvement. 
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AIM OBJECTIVE ACTIONS 
Improving staff health, 
safety and wellbeing in 
order to reduce work-
related ill health and 
injuries 


We will work with staff, the 
health and safety team and 
NHS Property Services, to 
provide a continuously 
improving and safe working 
environment. 


a. continued communication 
and consultation with the 
CSU, NHSPS and other 
organisations to proactively 
manage health and safety 
issues, including ensuring 
there is safe egress and 
access. 
 
b.  ensure there is a safe 
working environment without 
risks to health, including 
ensuring that plant and 
equipment are safe and there 
are safe arrangements for the 
use, handing, storage and 
transport of articles, materials 
and substances. 
 
c. ensure a preventative 
approach to musculo-skeletal 
injuries through DSE 
assessments, provision of 
mandatory training and 
advice on posture. 
 
d. ensure continued provision 
of Occupational Health 
services, including regular 
health checks. 
 
e. provide opportunities to 
engage in activities promoting 
good health and wellbeing 
(eg. eye checks relating to 
DSE assessments, healthy 
eating, sporting activities, 
mental health, mindfulness, 
health promotion on key risk 
factors and conditions – 
musculoskeletal, smoking, 
alcohol, cancer, obesity, heart 
disease etc). 
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AIM OBJECTIVE ACTIONS 
Improving our systems, 
arrangements and 
approach to good health 
and safety management 
in line with statutory 
requirements and good 
practice. 


We will review our policies 
and processes to support 
the delivery of the CCG’s 
duties.  These reviews will 
be informed by legislation 
and learning from incidents, 
accidents, audits and spot 
checks. 


a. provide support to 
managers and staff in 
achieving levels of 
competency and health and 
safety knowledge. 
 
b. ensure that staff undertake 
mandatory health & safety 
training. 
 
c. involve staff in learning 
from accidents and incidents. 
 
d. review policies and 
procedures in light of 
legislation, lessons learned 
and good practice examples. 
 
e. workplace risks will be 
assessed to ensure safe 
systems of work are in place.   
 
f. Key performance indicators 
relating to health and safety 
will be agreed and monitored. 
 
g.   Health & Safety Audits will 
be undertaken annually and 
actions monitored. 
 
h.  a programme of spot-
checks will continue to ensure 
that appropriate health & 
safety measures (including 
back care) are in place. 
 
i.  ensure that health & safety 
management is a cohesive 
element of the internal control 
systems and that there is 
accurate levels of reporting to 
the Governance & Risk 
Committee are in place. 
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AIM OBJECTIVE ACTIONS 
Improving how we 
successfully engage with 
staff on health, safety and 
wellbeing. 


We will work with staff to 
encourage the 
improvement of physical 
and mental wellbeing. 


a. proactive use of team 
meetings to share concerns 
and learning. 
 
b. continue to respond to the 
results of staff survey. 
 
c.  continued engagement in 
organised health and 
wellbeing activities; ensuring 
the benefits of these are 
communicated appropriately. 
 
d. build upon the outcomes of 
the Health Needs 
Assessment undertaken with 
staff in order to target 
activities and priority areas as 
identified by our staff..  
 
e.  Building upon this 
approach, we will continue to 
include the Commissioning 
Support Unit staff that are 
‘embedded’ into the CCG in 
our health and wellbeing 
activities. 
 
f.  We will broaden our 
approach to good health and 
wellbeing to help our staff 
encourage their families and 
friends to do the same. 
 
g.  As part of our approach to 
sharing knowledge and 
promoting good health, we 
will work with partners to 
promote good health and 
wellbeing in the wider 
community. 
 
h. As part of our work around 
health and wellbeing we will 
proactively progress the 
Better Health at Work Award. 
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Appendix 2 
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Introduction - Equality Impact Assessment 
 
An Equality Impact Assessment (EIA) is a process of analysing a new or existing service, policy or 
process. The aim is to identify what is the (likely) effect of implementation for different groups within 
the community (including patients, public and staff).  
 
We need to: 
 
Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited by the 
Equality Act 2010 
Advance equality of opportunity between people who share a protected characteristic and those who 
do not 
Foster good relations between people who share a protected characteristic and those who do not 
 
This is the law. In simple terms it means thinking about how some people might be excluded from 
what we are offering. 
 
The way in which we organise things, or the assumptions we make, may mean that they cannot join in 
or if they do, it will not really work for them. 
 
It’s good practice to think of all reasons why people may be excluded, not just the ones covered by 
the law. Think about people who may be suffering from socio-economic deprivation or the challenges 
facing carers for example.  
 
This will not only ensure legal compliance, but also help to ensure that services best support the 
healthcare needs of the local population.  
 
Think of it as simply providing great customer service to everyone. 
 
As a manager or someone who is involved in a service, policy, or process development, you are 
required to complete an Equality Impact Assessment using this toolkit. 
 
Policy  A written statement of intent describing the broad approach or course of action the 


Trust is taking with a particular service or issue. 
Service  A system or organisation that provides for a public need. 
Process Any of a group of related actions contributing to a larger action. 
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  STEP 1 -  EVIDENCE GATHERING 
 


Name of person completing EIA: Lee Crowe 


Title of service/policy/process:  Health and Safety Strategy 


Existing: √          New/proposed:         Changed:  


What are the intended outcomes of this policy/service/process? Include outline of objectives and aims 


The aim of the policy is to ensure the CCG considers Health and Safety along with its other business objectives 
and to ensure that the CCG follows the details stipulated within H&S Regulations. 


Who will be affected by this policy/service /process? (please tick) 
 Consultants           Nurses        Doctors 
√  Staff members      Patients      Public  
 Other 
If other please state: 


 
What is your source of feedback/existing evidence? (please tick) 


 National Reports   Internal Audits   
 Patient Surveys  Staff Surveys   Complaints/Incidents  
 Focus Groups  Stakeholder groups  Previous EIAs  
√ Other 
If other please state: 


• Health and Safety at Work Act 
• Management of Health and Safety at Work Regulations 
• Health and Safety Guidance HSG65 
• Feedback from CCG staff and regular service line meetings between NECS/CCG. 
• Health Needs Assessments as part of North East Better Health at Work programme 
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Evidence What does it tell me? (about the existing service/policy/process? 
Is there anything suggest there may be challenges when 
designing something new?) 


National Reports Not applicable 
 
 


Patient Surveys Policy has no impact on patients 
 
 


Staff Surveys Staff Surveys to include questions around H&S 
Health Needs Assessments cover health and wellbeing topics 
 
 


Complaints and Incidents Strategy will ensure that systems are in place should there be any 
complaints received or Incidents regarding Health and Safety and that 
the CCG has robust systems in place around H&S Management 
 


Results of consultations with 
different stakeholder groups – 
staff/local community groups 


Only applicable to staff within the CCG 
 
 


Focus Groups Only applicable to staff within the CCG 
 
 
 


Other evidence (please 
describe) 
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  STEP 2 -  IMPACT ASSESSMENT 


What impact will the new policy/system/process have on the following: (Please refer to the ‘EIA Impact 
Questions to Ask’ document for reference) 


Age A person belonging to a particular age 
The Strategy will ensure that individuals of all ages are considered in relation to Health Safety and Wellbeing 
tasks. 
Disability A person who has a physical or mental impairment, which has a substantial and long-term adverse 
effect on that person's ability to carry out normal day-to-day activities 
This Strategy has a positive impact on any staff who have a physical/Mental impairment by considering their 
needs regarding H&S& W and the subsequent policies and procedures that underpin the Health, Safety and 
Wellbeing Strategy.    
 
Gender reassignment (including transgender) Medical term for what transgender people often call gender-
confirmation surgery; surgery to bring the primary and secondary sex characteristics of a transgender person’s 
body into alignment with his or her internal self perception. 


As far as we are aware there are no members of staff to whom this applies.  Should there be a member of staff 
undergoing gender reassignment/transgender the content within the strategy does not include vocabulary that 
should cause offense 
Marriage and civil partnership Marriage is defined as a union of a man and a woman (or, in some jurisdictions, 
two people of the same sex) as partners in a relationship. Same-sex couples can also have their relationships 
legally recognised as 'civil partnerships'. Civil partners must be treated the same as married couples on a wide 
range of legal matters 
The Strategy has no impact on marriage or civil partnership  
Pregnancy and maternity Pregnancy is the condition of being pregnant or expecting a baby. Maternity refers 
to the period after the birth, and is linked to maternity leave in the employment context.  


The Strategy can be accessed by all staff via the Website   and policies/procedures are in place which underpin 
the strategies aims.  Health and safety risk assessments would be carried out as required for any pregnant staff 
member. 
Race It refers to a group of people defined by their race, colour, and nationality, ethnic or national origins, 
including travelling communities. 
There are no requirements for translation within the current staff group should the staff group characteristics 
change then versions in other languages can be obtained. 
 
Religion or belief  Religion is defined as a particular system of faith and worship but belief includes religious 
and philosophical beliefs including lack of belief (e.g. Atheism). Generally, a belief should affect your life 
choices or the way you live for it to be included in the definition. 


Risk assessments and training can be arranged for staff unavailable due to religious or other reasons. 
Sex/Gender  A man or a woman. 
There is no discriminations between males and females within the strategy 
Sexual orientation Whether a person's sexual attraction is towards their own sex, the opposite sex or to both 
sexes 


Strategy uses appropriate language no additional considerations are required. 
Carers A family member or paid helper who regularly looks after a child or a sick, elderly, or disabled person 


Risk assessments and training can be arranged for those staff that have caring responsibilities and there is also 
online training which can be accessed whilst working within the CCG or at home. 
Other identified groups such as  deprived socio-economic groups, substance/alcohol abuse and sex workers 
Other groups have been considered however as the Strategy is for staff there are no additional impacts on 
health inequalities.  


 



http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/helper#helper__2

http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/sick#sick__2

http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/elderly#elderly__2

http://www.oxforddictionaries.com/definition/english/%20http:/www.oxforddictionaries.com/definition/english/disabled#disabled__2
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   STEP 3 -  ENGAGEMENT AND INVOLVEMENT 
How have you engaged stakeholders in testing the policy or process proposals including the 
impact on protected characteristics? 
 
Please list the stakeholders engaged: 
Shared procedure with Governance Colleagues within CCG.  Regular service line meetings with CCG 
to discuss any H&S issues that arise. 
 


  STEP 4 - METHODS OF COMMUNICATION 
What methods of communication do you plan to use to inform service users of the policy? 
√  Verbal – stakeholder groups/meetings      √  Verbal - Telephone   
 Written – Letter           Written – Leaflets/guidance booklets  
√  Email   Internet        Other 
 
If other please state: 


 
ACCESSIBLE INFORMATION STANDARD 
 
The Accessible Information Standard directs and defines a specific, consistent approach to 
identifying, recording, flagging, sharing and meeting the information and communication support 
needs of service users. 
 
Tick to confirm you have you considered an agreed process for: 
 
 Sending out correspondence in alternative formats.  
 Sending out correspondence in alternative languages.  
 Producing / obtaining information in alternative formats.  
 Arranging / booking professional communication support.  
 Booking / arranging longer appointments for patients / service users with communication needs. 


If any of the above have not been considered, please state the reason: 
As this is a staff policy needs have been considered internally and appropriate recommendations 
made. 
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  STEP 5 - SUMMARY OF POTENTIAL CHALLENGES 
 
Having considered the potential impact on the people accessing the service, policy or process please 
summarise the areas have been identified as needing action to avoid discrimination. 
 
Potential Challenge What problems/issues may this cause? 
1 
Workforce Characteristics  
 
 
 


 
May require other formats such as braille, size of font etc.  May also 
need to consider if face to face training takes place that accessibility 
of training venues is sufficient. 
 


 
 


 STEP 6- ACTION PLAN 
 
 


Ref 
no. 


Potential 
Challenge/ 
Negative 
Impact 


Protected 
Group 
Impacted 
(Age, Race 
etc) 


Action(s) required Expected Outcome 
 


Owner Timescale/ 
Completion 
date 
 


 
1 
 
 


Staff unable 
to access 
Strategy 
 
 
 


Age, 
Disability 


Alternative formats 
provided if required, font 
size adjustment. 
As part of reasonable 
adjustments on 
appointment. 


All staff can access 
the strategy for 
reference 


CCG/NE
CS H&S 


On receipt of 
individual 
request 


 
 
 


Ref 
no. 


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


Person/ 
People to inform 


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


1 CCG Governance Colleagues NECS Health and Safety 
Team 


Regular Service Line Meetings 


 
 


  SIGN OFF 
 
Completed by: Lee Crowe 
Date:  
Signed:   


 
Presented to: (appropriate committee) Governance & Risk Committee 
Publication date:  
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Agenda Item No: JC/19/22 
Date of Meeting: 23 July 2019 


 
JOINT COMMITTEE 


OF THE SOUTHERN COLLABORATIVE OF CCGs 
  


 
Purpose of Paper For Information 


 
Which CCG is this 
report applicable too? 
Please () as relevant 


All 
 


D’ton DDES 
 


HaST 
 


North 
Durham 


S Tees 
 


HRW 
CCG 


☐ ☒ ☒ ☒ ☒ ☒ ☐ 


Title Clostridium Difficile Infection (CDI) Objectives for Healthcare 
Organisations 2019/20 


Responsible Director / 
Sponsor 


Gill Findley, Director of Nursing and Quality – Co Durham and 
Tees Valley CCGs 


Author of the Report Gill Findley, Director of Nursing and Quality – Co Durham and 
Tees Valley CCGs 


Name of the person 
presenting at the 
meeting: 


Not required 


Date of the report: July 2019 
Report Status • Official 


 
Is this report 
confidential? 


No  


Recommendation(s) The Joint Committee is asked to:   
• note the content of the report. 


 
 


Summary The CDI objectives for healthcare organisations have been altered 
by NHS England this year to include cases where there has been 
an association with healthcare in the preceding four weeks. This 
means that objectives for some organisations will appear to have 
increased and some organisations will have more challenging 
objectives. 


In addition there is a requirement for all healthcare organisations to 
participate in review and learning from each case to identify where 
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improvement to care can be made. 


Declarations of interest 
and how they have 
been/will be managed 


No Conflict anticipated 


Consultation Route 
Please detail any 
consultation and other 
approval routes 


Meeting Date 
 


Outcome 
 


Joint Committee of the 
Southern Collaborative 
of CCGs 


23 July 2019  
 


Does this need to be 
reported to another 
Committee? 


Not required 
 


Strategic Aims Does this report support the achievement of relevant 
CCG Strategic Aims? 


YES 
 


Financial Implications None identified, although healthcare organisations will need to 
contribute to reviews as necessary. It has been agreed that 
financial penalties will not be enacted for organisations where block 
contracts exist. 


Legal Implications  None identified 
Assurance 
Framework/Risk 
Register Implications 


None identified 
 


Details of Patient and 
Public Involvement 
and/or Implications 


None identified 
 


Has an Equality Impact 
Analysis been 
completed?  


Not applicable 
 


Attachments Clostridium difficile infection (CDI) objectives for NHS 
organisations in 2019/2020 
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Clostridium difficile infection (CDI) objectives for NHS organisations 
in 2019/2020 


 
1.0 Brief Summary 
 
The CDI reporting algorithm for the financial year 2019/20 has changed as follows:  
 
•  For a community onset case where there has been prior exposure to healthcare this 
will be counted differently. 
 
•  Healthcare onset cases will be counted differently, reducing the number of days to 
apportion hospital onset healthcare associated cases from three or more (day 4 
onwards) to two or more (day 3 onwards) days following admission. 


 
2.0 Details of Coding 
 
In previous years CDI cases have been coded as pre or post 72 hours admission to 
healthcare facilities. Cases will now be assigned into one of four categories. 
 
Acute provider objectives 2019/20 will be set using the two categories below, the 
second one being a new category: 
 
A. Healthcare onset healthcare associated: cases detected in the hospital three or 


more days after admission. 
B. Community onset healthcare associated: cases that occur in the community (or 


within two days of admission) when the patient has been an inpatient in the trust 
reporting the case in the previous four weeks. 


 
The following two categories are for community onset, the first one as a new category. 
 
C. Community onset indeterminate association: cases that occur in the 


community (or within two days of admission) when the patient has been an 
inpatient in the trust reporting the case in the previous 12 weeks but not the most 
recent four weeks. 


D. Community onset community associated: cases that occur in the community (or 
within 2 days of admission) when the patient has not been an inpatient in the trust 
reporting the case in the previous 12 weeks.  


 
It should be noted that CCG objectives continue to be set on the total number of CDI 
cases assigned to the CCG (all four categories). CCG attribution of cases is 
determined by the patient’s postcode. 
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Based on Public Health England data, estimates are that the acute proportion of 
healthcare associated cases will increase to around 65% of the total number of cases. 
 
3.0 Points for consideration that require further assurance from acute Trusts.  


 
3.1 How do they collective determine consistent categorisation of inpatient activity? 


Does this include A/E attendance, day patient intervention, chemotherapy, day 
surgery etc? 


3.2 Is there a system in place to check if the case has been in hospital in the previous 
4 weeks? The acute trust is required to report these admissions. 


3.3 There are limitations to the cases identified using the new category community 
onset healthcare associated, as it is used only if that patient has been as an 
inpatient in that reporting organisation. Potentially there could be cases that have 
recently been discharged or transferred from another acute trust and then stool 
sample taken in the reporting trust it will therefore not reflect that they have been 
an inpatient within the previous 4 weeks.   


3.4 As commissioners do we have effective systems in place for monitoring Trust 
compliance and ensure there is a consistent approach across the Trusts? This is 
essential in supporting the process of learning to enhance patient safety. 


 
4.0 Assessment of CDI cases: 
 
There is an expectation that organisations across the health and social care system 
will carry out clinical case reviews for each CDI case to determine whether it was 
linked to any lapse in care related to the care and treatment of the patient in or out of 
the hospital setting. This is to identify any patient safety issues or learning. 
 
The care provided should assess all CDI cases where the sample was obtained within 
two days of admission to identify any areas for learning. 
 
By assessing each CDI it allows clinical teams working across the health and social 
care to focus their efforts where problems have been identified and ensure the actions 
are implemented and lessons are learned to prevent future infections. 
 
Financial sanctions will continue to be applied, were agreed by commissioners. The 
key change is shifting from the application of sanctions to learning and improving 
patient safety across the health economy. 
 
The option to apply contractual sanctions remains and will be at the discretion of the 
coordinating commissioners. The reporting provider will still have the opportunity to 
appeal whether cases should be counted against their objectives. 
 
5.0 Points to consider for community cases 
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5.1 Currently the DDES Infection Prevention and Control team (IPCT) are informed of 
all community onset cases identified by the reporting organisation CDDFT but this 
is not the case from other reporting organisations therefore as commissioners we 
need assurance that these cases are assessed. 


5.2 There needs to be process of sharing areas for learning across the health and 
social care system. This could be achieved by Acute Trusts and CCGs reporting 
themes to the HCAI assurance group meeting.  


 
Objectives for 2019/20 
 


Organisation Targets 
April 
2018- 
March 
2019 


New Target 
April 2019-
March 2020 


Difference 
in new 
target 


Actual 
YTD  


CDDFT 
 18 45 +27  


 


Sunderland and 
South Tyneside 
Trust 


 
33 
7 
 51 +11 


 


South Tees Trust 
 49 81 +32 


 


North Tees and 
Hartlepool Trust 12 56 +44 


 


DDES CCG 
 73 61 -12 


57 


North Durham CCG 
 41 49 +8 


47 


Darlington  CCG 
 16 15 -1 


12 


HAST CCG 
71 104 +33 


109 
 


South Tees CCG  
90 92 +2 


90 
 


 
NB Sunderland and South Tyneside have now a combined objective 
 
 
Infection prevention and Control Team March 2019 


. 
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Agenda Item No: JC/19/20 
Date of Meeting: 23 July 2019 


 
 
 


JOINT COMMITTEE  
OF THE SOUTHERN COLLABORATIVE OF CCGS 


  


 


Purpose of Paper For Decision 
 


Which CCG is this 
report applicable too? 
Please () as relevant 


All 
 


D’ton DDES 
 


HaST 
 


North 
Durham 


S Tees 
 


HRW 
CCG 


☐ ☒ ☒ ☒ ☒ ☒ ☐ 


Title Financial Governance update 


Responsible Director / 
Sponsor 


Chief Officers  


Author of the Report Chief Finance Officers 
 


Name of the person 
presenting at the 
meeting: 


Richard Henderson, Chief Finance Officer – North Durham CCG 
 


Date of the report: July 2019 


Report Status  Official 
 


Is this report 
confidential? 


No  


Recommendation(s) The Joint Committee of the Southern Collaborative of CCGs is 
asked to: 


 receive the report, 


 consider and approve the proposed changes to financial 
governance arrangements and delegated financial limits. 


 


Summary  The maintenance of robust financial governance arrangements 
is essential to the effective operation and management of the 
CCGs. 


 In light of the collaborative working across all 5 CCGs, financial 
governance arrangements have been reviewed to ensure 
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consistency as far as possible.  This will facilitate consistent 
decision making and effective operational management across 
all of the CCGs. 


 The financial limits, which outline the authorisation limits within 
which expenditure can be approved, across the 5 CCGs are 
currently different.  This paper contains a proposal for a 
consistent set of limits to be applied across all 5 CCGs. 


 It is important to note that the limits set out within the paper only 
allow approval of expenditure within budgets approved by 
Governing Body. 


 The updated financial limits would allow for individuals to act 
across the 5 CCGs in line with the relevant memorandum of 
understanding agreed for staff working across the CCGs. 


 The proposed changes to financial limits were agreed by the 
Combined Management Group on 9 July 2019 and 
recommended for final approval by the Joint Committee. 


 


Declarations of interest 
and how they have 
been/will be managed 


Not applicable 


Consultation Route 
Please detail any 
consultation and other 
approval routes 


Meeting Date 
 


Outcome 
 


Combined 
Management Group 
 
Joint Committee of 
Southern Collaborative 
of CCGs 


09/07/19 
 
 
23/07/19 
 
 


Agreed 
 
 
 


Does this need to be 
reported to another 
Committee? 


Report has already been presented to Combined Management 
Group.  


Strategic Aims Does this report support the achievement of relevant 
CCG Strategic Aims? 


YES 
 


Financial Implications No direct financial implications but the report proposes revisions to 
financial governance arrangements and delegated authorities. 
 


Legal Implications  None 
 


Assurance 
Framework/Risk 
Register Implications 


None 
 


Details of Patient and 
Public Involvement 
and/or Implications 


Not applicable 
 


Has an Equality Impact 
Analysis been 
completed?  


Not applicable 
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Attachments  Financial governance update 


 Financial Limits  


 Appendix 1 – North of England Commissioning Support 
(NECS) Delegated Limits 
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FINANCIAL GOVERNANCE UPDATE 
 


Introduction 
 
The maintenance of robust financial governance arrangements is essential to the 
effective operation and management of the CCGs. 
 
All 5 CCGs currently maintain Standing Financial Instructions (SFIs) alongside 
financial limits which outline the authorisation limits within which expenditure can be 
approved.  These either form part of the Prime Financial Policies contained within 
each CCG Constitution, or are maintained as separate documents to supplement the 
Prime Financial Policies.  The general principles and function of the documents is 
the same across the 5 CCGs. 
 
In light of the collaborative working across all 5 CCGs it was necessary to review the 
financial governance arrangements to ensure consistency as far as possible.  This 
will facilitate consistent decision making and effective operational management 
across all of the CCGs. 
 
Proposed amendments to current arrangements 
 
The SFIs / Prime Financial Policies of all 5 CCGs have been reviewed and appear 
largely consistent across the CCGs with no required changes identified.  There are 
differences in the format and how the SFIs are documented (either directly in the 
CCG Constitution or separately) but the general content appears consistent and at 
this stage no changes are considered necessary.  
 
The financial limits / delegated authorities across the 5 CCGs are currently different.  
Current limits are very similar across both Durham CCGs, with greater authority 
delegated to key individuals / executive committee than in the 3 Tees Valley CCGs. 
 
The financial limits across all 5 CCGs have been considered and a consistent set of 
limits has been proposed.  The document attached contains the detailed limits and 
supporting notes, covering all budget areas (running costs, programme spend, 
delegated primary care spend), arrangements for virements and budget variations 
and delegated authorities provided to North of England Commissioning Support 
(NECS) staff working on behalf of the CCGs. 
 
Subject to approval, the same document will apply across each CCG, with the 
relevant CCG logo to be added. 
 
A summary of the key limits is set out in the table below: 
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 CCG Financial Limits Summary – DRAFT: 
 


 
 
All delegations noted above relate only to the use of budgets approved by the Governing Body and within the individual’s own areas of responsibility. 
 
The limits relate to total cumulative expenditure on each individual contract, including where relevant any VAT not recoverable by the CCG. 


Description


Governing 


Body Exec


AO/CO and 


CFO together


Two 


authorisors 


from AO / CO 


/ CFO / exec 


director AO / CO CFO


Exec 


director Band 8a-d NECS staff


LIMIT LIMIT LIMIT LIMIT LIMIT LIMIT LIMIT LIMIT LIMIT


General Expenditure (running costs)


CCG budget 


for relevant 


service line


CCG budget 


for relevant 


service line £1m £250k £250k £250k £50k


Annual healthcare contracts


CCG budget 


for relevant 


service line


CCG budget 


for relevant 


service line


CCG budget 


for relevant 


service line £1m £250k £250k £250k £50k


Contract variations


CCG budget 


for relevant 


service line


CCG budget 


for relevant 


service line


CCG budget 


for relevant 


service line £1m £250k £250k £250k £50k £50k


NCAs £250k * £10k


 * or authorised deputies within delegated responsibility


Variations to budget (not previously 


earmarked in reserves)


Total CCG 


budget £3m £1m £250k £250k


Virements


Total CCG 


budget £3m £1m £250k £250k
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The table above provides a high level overview of the key limits but full detail is 
included in the financial limits document attached. 
 
As can be seen, individual Chief Officers (including Accountable Officer), Chief 
Financial Officers and other executive directors would have individual approval limits 
of up to £250k. 
 
Approval limits for CCG executive committees would also be effectively the same as 
Governing Bodies. 
 
It is important to note that these limits are only for the use of budgets approved by 
Governing Body (and within the relevant individual’s own areas of responsibility). 
 
All budgets will continue to be approved by Governing Body at the start of each 
financial year.  These revised limits will simply allow for authorisation of appropriate 
spend against those agreed budgets. 
 
Any significant variations to budgets or virements between budgets would be 
reported to the audit committee. 
 
The updated financial limits would allow for individuals to act across the 5 CCGs in 
line with the relevant memorandum of understanding agreed for staff working across 
the CCGs. 
 
 


Conclusion and Next Steps 
 
In line with each CCG’s Constitution, any changes to financial limits need to be 
approved by the respective CCG Governing Body. 
 
Collaborative Management Group reviewed and agreed the proposed changes in 
July 2019 which are now recommended to the Joint Committee for final approval. 
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INSERT RELEVANT CCG LOGO 


 
 
 


 
Financial Limits 


 
1 Introduction 
 
The purpose of this report is to set out the refreshed [INSERT RELEVANT CCG 
NAME] financial limits.  These financial limits form an integral element of the financial 
governance arrangements for the CCG as part of the detailed operational policies 
which support the scheme of reservation and delegation and prime financial policies 
contained within the CCG’s Constitution. 
 
The limits outlined below are consistent with the requirements of the Integrated 
Single Financial Environment (ISFE) system and Appendix 1 outlines the delegated 
limits to be provided to staff in North of England Commissioning Support (NECS) to 
ensure effective processing of transactions whilst managing any related financial risk 
to the CCG.  Relevant journal authorisation limits for individuals within NECS and the 
CCG will be agreed by the Chief Finance Officer and confirmed in the CCG’s 
scheme of delegation. 
 
 
2 Expenditure Authorisation Limits 
 
General principles: 
 
All delegations noted below relate only to the use of budgets approved by the 
Governing Body and within the individual’s own areas of responsibility. 
 
The identity of individuals holding delegated authority under this scheme is recorded 
and confirmed through the maintenance of an authorised signatory list, maintained 
by the CCG finance team.  This may include certain individuals employed by NECS 
to work on behalf of the CCG, in accordance with the delegated limits outlined below.  
In addition, given the collaborative working arrangements in place across Darlington 
CCG, Durham Dales, Easington and Sedgefield (DDES) CCG, Hartlepool and 
Stockton (HAST) CCG, North Durham CCG and South Tees CCG, specific members 
of each CCG, working across the five CCGs, may be given delegated authority in 
accordance with the relevant limits outlined below.  This will be consistent with the 
memorandum of understanding agreed for staff working across the five CCGs. 
 
Additional authorisation or procedure may be required for non-financial aspects of 
any planned expenditure or where exceptional arrangements are contemplated. It is 
the responsibility of the budget holder to ensure that any such authorisation has 
been obtained or procedure completed in advance of any financial commitment. 
Examples would be:  
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• expenditure requiring quotations, tenders or business case approval  
• service change requiring clinical approval  
• contracts of unusually long duration  
• non-employed individuals where there may be taxation or employment rights 


issues requiring expert HR advice  
• ex gratia or compensation payments, which have specific procedural 


requirements  
 
Where possible, ability to authorise in accordance within these limits will be 
controlled through the financial system. Where this is not possible it is the 
responsibility of the delegate’s line manager to clarify and communicate the limits of 
authority and it is the responsibility of the delegate to comply with these limits. 
 
The limits below relate to total cumulative expenditure on each individual contract, 
including where relevant any VAT not recoverable by the CCG. 
 
 
2.1 General expenditure (running costs) 
 
Note – this relates only to non-healthcare (running costs) expenditure. All 
healthcare commissioning spend is covered in section 2.2 below. 
 
Budget managers and other officers will be assigned limits, selected from the 
predetermined range for the authorisation of general invoices and requisitions.  
These limits are designed to reflect the role and responsibilities of the member of 
staff to whom they are assigned. 
 
These limits are also applicable for the approval of tenders, provided the relevant 
tender process has been fully complied with, as described in the Standing Orders 
(SOs) / Standing Financial Instructions (SFIs). 
 
 
Limit 


 
Authoriser 


Over £1m Executive Committee or Governing Body  
 


Up to £1m Either Accountable Officer or Chief Officer and Chief Finance 
Officer 


Up to £250k Executive Committee Member (VSM officer / Band 9) 
 
 
 
 
 


Up to £50k Band 8a - d 


The above limits relate to total cumulative expenditure on each individual 
contract. 


 
Invoices for less than £250: All invoices for less than £250 in total can be 
authorised by an approved member of the finance team without any further 
authorisation being required by relevant budget holders. 
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2.2 Healthcare Commissioning Invoices (programme expenditure) 
Excluding Delegated Primary Care Commissioning  
 
Note - this incorporates all healthcare commissioned under contract and includes 
any non- recurring expenditure. 
 
Contracts will be agreed at the start of the year and signed off in accordance with the 
limits below.  Related requisitions will then be processed on the ISFE system for the 
agreed contract value and relevant invoices will then be processed without further 
authorisation being required (up to the requisition value). 
 
Each March the Chief Finance Officer will provide the Executive Committee with a 
summary of the main healthcare contracts and any changes to these.  At the start of 
each year the Executive Committee will then be advised of the contracts agreed by 
the CCG together with the final contract values. 
 
Within this framework the following authorisation limits operate, provided the contract 
value remains within the approved budget: 
 
a) Original or annual contract/service level agreement 
 


Limit Authoriser 


Over £1m Accountable Officer or Chief Officer and Chief Finance 
Officer (or authorised deputies within delegated responsibility 


Up to £1m Two authorisers from Accountable Officer / Chief Officer / 
Chief Finance Officer or relevant Executive Committee 
Member (VSM officer / Band 9) 


Up to £250k Executive Committee Member (VSM officer / Band 9) 


Up to £50k Band 8a – d 


 
 
b) Contract variations and other charges / credits on agreed contract values 


(e.g. over / under performance on contract) 
 
The limits above also apply to all contract variations and other charges / credits on 
agreed contract values.  In addition any additional charges / credits on healthcare 
expenditure up to £50k in value may be authorised by NECS staff in accordance with 
the delegated limits outlined in Appendix 1.   
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c) Non Contract Activity (NCA) 
 
Non contract activity invoices will continue to be validated by NECS (where the 
charge is in excess of £1,000) and authorised as follows: 
 


Limit Authoriser 


Up to £250k Chief Finance Officer (or authorised deputies within 
delegated responsibility) 


Up to £10k NECS (refer to Appendix 1) 
 
Any non contract activity invoices in excess of £250k will be authorised in line with 
the healthcare commissioning invoice limits set out in section 2.2a above. 
 
 
2.3 Delegated Primary Care Commissioning Expenditure  
 
Note – the CCG has received delegated responsibility for certain primary care 
expenditure budgets. This incorporates all healthcare commissioned under primary 
care contracts and includes any related non- recurring expenditure. 
 
Contracts will be agreed at the start of the year and signed off in accordance with 
the limits shown in section 2.2 above.  This will include a schedule of payments to 
be made under the contract and relevant invoices will then be processed without 
further authorisation being required (up to the agreed contract value). 
 
At the start of each year the Chief Finance Officer will provide the Primary Care 
Commissioning Committee with a summary of the contracts agreed by the CCG 
together with the final contract values. 
 
Management of Conflicts of Interest: 
Where CCG Directors or officers identified in section 2.2 have identified a conflict of 
interest, then non-conflicted directors will be required to authorise this expenditure.  
The CCG’s standards of business conduct and declaration of interests policy should 
be followed at all times. 
 
 
NHS England approval 
 
Under the delegation agreement which transfers responsibility for the commissioning 
of relevant primary care services, certain decisions in respect of the ‘delegated 
functions’ can only be taken following the approval of NHS England as set out in 
Table 1 below. 
 
NHS England may, from time to time, update Table 1 by sending a notice to the 
CCG of amendments to Table 1.  Any such amendments will then be reflected in the 
CCGs financial limits.  
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Decision Person / Individual NHS England Approval 


General: 
Taking any step or action in 
relation to the settlement of a 
Claim, where the value of the 
settlement exceeds £100,000  
 


CCG Accountable 
Officer or Chief 
Officer or Chief 
Finance Officer or 
Chair  
 


NHS England Head of 
Legal Services 
and  
Local NHS England Team 
Director or Director of 
Finance  


Any matter in relation to the 
Delegated Functions which is 
novel, contentious or 
repercussive  
 


CCG Accountable 
Officer or Chief 
Officer or Chief 
Finance Officer or 
Chair  
 


Local NHS England Team 
Director or Director of 
Finance or  
NHS England Region 
Director or Director of 
Finance or  
NHS England Chief 
Executive or Chief 
Financial Officer  


Revenue Contracts: 
The entering into of any 
Primary Medical Services 
Contract which has or is 
capable of having a term 
which exceeds five (5) years  
 


CCG Accountable 
Officer or Chief 
Finance Officer or 
Chair  
 


Local NHS England Team 
Director or Director of 
Finance  
 


 
The CCG shall ensure that any decisions in respect of the Delegated Functions and 
which exceed the financial limits set out above are only taken:  
 
a) by the individuals set out in column 2 of Table 1 above; and  
b) following the approval of NHS England (if any) as set out in column 3 of the Table 
1 above.  
 
 
3 Virements and variations to approved budgets 
 
3.1 Items previously earmarked in CCG reserves 
 
Variations to budgets for items previously earmarked in CCG reserves may be 
authorised, up to the amount earmarked, by the Chief Finance Officer or his 
nominated representative.  In exceptional circumstances the Accountable Officer or 
Chief Officer may authorise. 
 
3.2 Items not previously earmarked in reserves 


 
Additional allocations to any budgets or service agreements not previously approved 
within reserves may be required to be made from within any available CCG 
contingency reserves.  The limits and authorisation for such variations in respect of 
all budgets, contracts and service agreements are as set out in the table below. 
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All items not previously earmarked in reserves with a value in excess of £250k will 
be reported to the audit committee on a quarterly basis. 
 
Variations to a budget or service agreement in relation to inflation or other 
general/technical adjustment to the cash limit will be authorised by the Chief Finance 
Officer. 
 
 
Financial limit 


 
Authority 


Over £3m Governing Body or 
Accountable Officer and Clinical Chair (and then ratified at 
the next Governing Body meeting) 


Up to £3m Executive Committee or 
two signatures from either Accountable Officer or Chief 
Officer or Chief Finance Officer (and then ratified at the 
next Executive Committee meeting) 


Up to £1m Accountable Officer and Chief Finance  Officer 


Up to £250k Accountable Officer or Chief Officer and Chief Finance 
Officer 


 
 
3.3 Virements 
 
Virements between previously approved budgets or service agreements will be 
authorised according to the following limits: 
 
 
Financial limit 


 
Authority 


Over £3m Governing Body or 
Accountable Officer and Clinical Chair (and then ratified at 
the next Governing Body meeting) 


Up to £3m Executive Committee or 
Accountable Officer or Chief Officer and Chief Finance 
Officer (and then ratified at the next Executive Committee 
meeting) 


Up to £1m Accountable Officer and Chief Finance  Officer 


Up to £250k Accountable Officer or Chief Officer and Chief Finance 
Officer 


 
All virements over £250k will be reported to the audit committee on a quarterly basis. 
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GLOSSARY 
 
VSM – very senior manager  
This includes all executive directors paid under this DH arrangement plus clinical 
directors within the CCG executive team. 
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APPENDIX 1 – NECS Delegated Limits 
 
Healthcare spend 
 
Under the ISFE system, formal requisitions should be processed for healthcare 
payments in order for any payments to be made to providers.  It is essential that we 
agree the boundaries in terms of what NECS can authorise on behalf of the CCG to 
ensure efficient processing of transactions whilst managing any potential financial 
risk to the CCG. 
 
The scheme of delegation for the following key areas is as follows: 
 
Contract Type Signed 


contract by 
CCG? 


Authorisation of 
requisition and 
receipting of 
service on a 
monthly basis 


Contract  Over / Under 
Performance  


Acute / Community 
/ Mental Health / 
999 / PTS / 
contracts 


Yes - Signed 
standard 
NHS contract 
is in place, 
which 
includes an 
agreed 
monthly 
payment 
profile 


All requisitions 
can be processed 
by contract 
manager in line 
with rules as 
identified in the 
ISFE. This does 
not require 
additional 
authorisation from 
CCG. 
 


NECS can authorise additional 
payment / credit up to £50,000 
without additional authorisation 
from CCG for each contract. 
Amounts above £50,000 would 
require CCG approval. 
 
Excluded from the above is 
where a service is currently not 
commissioned from the provider. 
A variation, authorised by the 
CCG is required. 
 


AQP Yes - Signed 
standard 
NHS contract 
is in place 
with zero 
activity and 
financial 
value 


All requisitions 
can be processed 
by contract 
manager in line 
with rules as 
identified in the 
ISFE. This does 
not require 
additional 
authorisation from 
CCG. 
 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by CCG. Budgets 
will be reviewed monthly and 
reset where appropriate. 
 
If budget is exceeded, CCG 
approval will be required for 
payment above 2% or £50,000 
whichever is the lowest for each 
service line, e.g. AQP Adult 
Hearing (not provider level). 
 


NCAs including 
PTS NCAs (all 
other PTS will be 
covered above) 


No signed 
contract in 
place.  
 


Requisition not 
required. 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by the CCG. 
Budgets will be reviewed monthly 
and reset where appropriate. 
 
NCAs with an individual value 
above £10,000 will require CCG 
approval. 
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Contract Type Signed 
contract by 
CCG? 


Authorisation of 
requisition and 
receipting of 
service on a 
monthly basis 


Contract  Over / Under 
Performance  


Individual charges below £1,000 
will not be checked and 
processed. 
 
Emergency air ambulances / 
decompression chambers above 
£50,000 will require CCG 
approval. 
 
PTS air ambulance/transport 
above £10,000 will require CCG 
approval. 
 


Enhanced 
Services 


Yes – signed 
enhanced 
service 
agreement in 
place 


All requisitions 
can be processed 
by contract 
manager in line 
with rules as 
identified in the 
ISFE. This does 
not require 
additional 
authorisation from 
CCG. 
 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by CCG. Budgets 
will be reviewed monthly and 
reset where appropriate. 
 
If budget is exceeded, CCG 
approval will be required for 
payment above £10,000 for each 
service line, e.g. minor aliments 
(not provider level). 
 


Continuing 
Healthcare 
Agreements / 
Individual 
packages of care 
(including MH/LD 
and childrens 
packages) 


Yes - Signed 
standard 
NHS contract 
is in place 
with zero 
activity and 
financial 
value 


All requisitions 
can be processed 
by contract 
manager in line 
with rules as 
identified in the 
ISFE. This does 
not require 
additional 
authorisation from 
CCG. 
 


NECS can authorise additional 
payment / credit up to the overall 
budget agreed by the CCG. 
Budgets will be reviewed monthly 
and reset where appropriate. 
 
Individual continuing care 
packages above £50,000 will 
require individual CCG approval. 
 


Local Authority 
Agreements 


Yes - Signed 
section 256 
or section75 
in place 


All requisitions 
can be processed 
by contract 
manager in line 
with rules as 
identified in the 
ISFE. This does 
not require 
additional 
authorisation from 
CCG. 


NECS can authorise additional 
payment / credit up to the overall 
monthly budget agreed by CCG. 
Budgets will be reviewed monthly 
and reset where appropriate. 
 
Only if the section 75 covers 
continuing health care, any 
individual continuing care 
packages above £50,000 will 
require individual CCG approval. 
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Non-healthcare spend 
 
It is suggested that the CCG delegates to NECS sufficient authority to allow NECS to 
make low value non-healthcare payments on behalf of the CCG.  The proposed 
areas and levels of payment are as follows: 
 
Payment Type Value of delegated authority 


 
Collaborative fees, blue badges, adoption 
forms etc 


NECS can authorise individual payments up 
to £100. 
 


Childcare vouchers NECS can authorise individual payments 
where the cost to the CCG is up to £100. 
 


Any other incidental expenditure NECS can authorise individual payments up 
to a value of £1,000. 
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  JOINT COMMITTEE  
OF THE SOUTHERN COLLABORATIVE OF CCGs 


 
Thursday 21 March 2019 


9.30 am – 10.45 pm 
Durham Indoor Bowling Club, Abbey Road, Durham DH1 5GE 


(near to Arnison Centre, Durham) 
 


UNCONFIRMED MINUTES 
 


PRESENT:  


Andrew Atkin  
Chair for part of the 
meeting 


(AA) Lay Member North Durham CCG and 
Durham Dales, Easington and 
Sedgefield (DDES) CCG 


Nicola Bailey  (NB) Chief Officer Darlington, Durham and Tees 
CCGs 


Derek Cruickshank (DC) Secondary Care Doctor South Tees CCG 
Dr Stewart Findlay  (SF) Chief Officer  Darlington, Durham and Tees 


CCGs 
 


Richard Henderson (RH) Chief Finance Officer North Durham CCG 
Dr Neil O’Brien (NO’B) Clinical Chief Officer Darlington, Durham and Tees 


CCGs 
Dr Charles Parker (CP) Clinical Chair Hambleton Richmondshire and 


Whitby CCG 
Dr Boselaw Posmyk (BP) Clinical Chair Hartlepool and Stockton-on-


Tees CCG and Darlington 
CCG 


Dr David Smart (DS) Clinical Chair North Durham CCG 
Dr Janet Walker 
Chair for the first part 
of the meeting 


(JW) Clinical Chair South Tees CCG 


 
IN ATTENDANCE: 
Gill Findley (GF) Director of Nursing North Durham CCG/DDES 


CCG 
Jill Matthewson (JM) Head of Corporate Services North Durham CCG 
Amanda Million (AM) Corporate Administrator North Durham CCG 
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(minutes) 
Ali Wilson (AW) Director of Strategic 


Development (Transition) 
Darlington, Durham and Tees 
CCGs 


APOLOGIES:     
Amanda Bloor (AB) Chief Officer North Yorkshire CCGs 
Karen Dales 
 


(KD) Lay Member, Governance 
and Audit 


South Tees CCG 


Jean Golightly (JG) Executive Nurse Hartlepool and Stockton-on-
Tees (HaST) CCG and South 
Tees CCG 


Steve Rose 
 


(SR) Lay Member, Patient and 
Public Involvement (PPI) 


HaST CCG 
 


Dr Jonathan Smith (JS) Clinical Chair DDES CCG 
 


 Items 
 


Action  


JC/19/01 Apologies for absence 
 
As recorded above.  
 


 


JC/19/02 Welcome and Introductions 
Chair 
 
Dr Janet Walker (JW) welcomed the members of the Joint Committee 
of the Southern Collaborative of CCGs ‘the Joint Committee’ and 
members of the public to the meeting.  She explained that she would 
be chairing the initial part of the meeting in the absence of Dr Jonathan 
Smith, Clinical Chair of DDES CCG, who had submitted apologies. 
 
JW explained that the Joint Committee had previously been known as 
the Better Health Programme (BHP) Joint Committee.  She explained 
that the Joint Committee was a ‘coming together’ of the Governing 
Bodies of the following CCGs as a formal committee: 
 


• Darlington CCG 
• Durham Dales, Easington and Sedgefield (DDES) CCG 
• Hambleton, Richmondshire and Whitby (HRW) CCG 
• Hartlepool and Stockton-on-Tees (HaST) CCG 
• North Durham CCG 
• South Tees CCG 


 
It was noted that the five CCGs (excluding HRW CCG) had been 
working in a collaborative arrangement for some months, with a single 
Accountable Officer and a joint leadership and management team in 
order to strengthen ‘at scale’ working and locally focussed work, 
ensuring management cost efficiencies.  
 
JW explained that part of the business of the meeting would be to elect 
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a new Chair and Vice Chair, at which point she would hand over the 
chairing of the meeting.  
 


JC/19/03 Declarations of conflicts of interest 
 
A declarations of conflict of interest register for the Joint Committee 
had been received. 
 
The Chair reminded members of the Joint Committee of their obligation 
to declare any interest they might have on any issues arising at the 
meeting, which might conflict the business of any of the six CCGs. 
 
Declarations made by members of the Committees are listed in the 
CCGs’ Registers of Interests.  The Registers are available via each 
CCG website. 
 
There were no declarations of conflict of interested highlighted in 
relation to the items on the agenda.  
 


 


JC/19/04 Identification of any other business  
 
No items of other business were identified. 
 


 


JC/19/05 Terms of Reference of the Joint Committee of the Southern 
Collaborative of CCGs and appointment of the Chair and Vice 
Chair 
Clinical Chief Officer, Darlington, Durham and Teesside CCGs 
- Dr Neil O’Brien 
 
The report was presented by Dr Neil O’Brien (NO’B).  It provided the 
terms of reference of the Joint Committee for information, following 
approval of those at the Governing Bodies of the five CCGs of the 
Southern Collaborative. It was noted that HRW CCG had approved the 
terms of reference via another route. 
 
The importance of ensuring appropriate representation of the 
Governing Bodies of the CCGs was highlighted and it was agreed that 
the representation that had been put forward for the Committee would 
achieve that. 
 
Discussion took place about the future Chairing arrangements for the 
Joint Committee and Dr Boselaw Posmyk (BP) proposed that Andrew 
Aitkin (AA) be nominated as a Lay Member Chair as he felt that would 
fulfil the best practice of the Joint Committee.  The Committee 
members considered the nomination and agreed that AA be appointed 
as Chair of the Committee. 
 
In relation to the Vice-Chair nominations, initially it had been proposed 
that Dr David Smart (DS) be nominated at Vice-Chair but on 
consultation of the terms of reference, it was noted that the Chair and 
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Vice-Chair could not be from the same cluster of CCGs (Durham or 
Tees).  It was therefore proposed by DS that BP be appointed Vice-
Chair of the Joint Committee, a proposal, which was agreed by the 
remaining members. 
 
As a result of the approval of the Chair and Vice-Chair, AA took over as 
Chair of the Joint Committee for the remainder of the meeting. 
 
The Joint Committee: 


• received the final version of the terms of reference for 
information, 


• agreed that AA be the Chair of the Joint Committee and BP be 
the Vice-Chair. 
 


 ITEMS FOR DECISION  


JC/19/06 Business Cycle for the  Joint Committee of the Southern 
Collaborative of CCGs 
Clinical Chief Officer, Darlington, Durham and Teesside CCGs 
- Dr Neil O’Brien 
 
The proposed business cycle for the Joint Committee and the 
Governing Bodies of the five CCGs of the Southern Collaborative was 
presented for approval. 
 
It was noted that further discussion about the contents of the business 
cycle would take place at the Joint Committee Development Session, 
which would follow the open meeting. 
 
The Joint Committee: 


• received the draft annual cycle of business for approval and 
noted that further discussion would take place at the Joint 
Committee Development Session. 
 


 


 ITEMS FOR DISCUSSION  


JC/19/07 CCG Collaborative Working Arrangements – Update 
March 2019 
Clinical Chief Officer, Darlington, Durham and Teesside CCGs 
- Dr Neil O’Brien 
In attendance to present the report 
Director of Strategic Development (Transition), Darlington, Durham and 
Teesside CCGs 
- Ali Wilson 
 
The report was presented by Ali Wilson (AW); it provided an update 
with regard to the progress of collaborative working across the five 
CCGs of the Southern Collaborative. 
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It was noted that several iterations of the report had been received and 
considered in detail at Governing Body meetings that had been held in 
public however the summary being presented provided the context for 
the revised purpose and membership of the Joint Committee. 
 
The following key areas were highlighted from the report: 
 


• The revitalisation of the Joint Committee would help to support 
collaborative working across the five CCGs of the Southern 
Collaborative and HRW CCG.   


• The appointment of the single Accountable Officer, Chief 
Officers and joint management arrangement across the 
Southern Collaborative had resulted in efficient working across 
the CCGs. 


• Each CCG of the Southern Collaborative would maintain its 
status as a statutory organisation and would continue to make 
local decisions via member practices and Governing 
Bodies/Committees.  


• Collaborative working would allow financial efficiencies to be 
achieved alongside greater clinical engagement and a good use 
of director and management resources. 


• The Southern Collaborative would work closely with the 
Integrated Care System (ICS). 


• HRW CCG would continue to work with the Southern 
Collaborative for key pieces of work, which affected the six 
CCGs but would also be working more closely with the 
Collaborative of CCGs within Northern Yorkshire.  


• With regard to day to day priorities, only things that would add 
value had been changed in order to maintain work focus of staff. 


• Some governance processes had been reviewed in order to 
enable the Teesside CCGs to meet ‘in common’.  The County 
Durham CCGs had been meeting ‘in common’ successfully for 
some time. 


• Discussions had been underway with regard to shared Lay 
Member roles. 


• A review of clinical leadership across the Southern Collaborative 
had commenced and would include strengthened primary care 
leadership in order to achieve the requirements within the NHS 
Long Term Plan.  


• Integration work would continue, with all CCGs being at different 
stages in terms of the development of that work.  The County 
Durham CCGs had already begun to establish integrated 
working with Durham County Council and that work would 
continue.  Good practice from that work would be used to aid the 
development of integration in the Tees Valley .  


• Staff engagement and communication had been a priority, in 
order to reassure staff about their roles within the CCGs and to 
keep them apprised of the developments.  A process had been 
put in place to ensure there had been some thought given to the 
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re-appointment of roles which had been vacated in order to 
protect the jobs of those staff remaining in the CCGs.   


• The CCGs had been instructed by NHS England to ensure a 
20% efficiency in running costs was achieved in by 2020. Across 
the Southern Collaborative, it had been noted that the CCGs 
had  achieved 11% of those efficiencies to date.  Work would 
continue to identify areas where the remaining efficiencies could 
be achieved, such as rationalisation of estate.  


• Next steps would include; embedding of the changes outlined 
above over the coming months, continuing to work to achieve 
efficiencies, ensuring there was capacity within teams to 
address challenges ahead and focus on delivering day to day 
business. 


 
An update was provided about the work underway to bring together the 
decision making groups associated with medicines management 
across the Southern Collaborative.  JW agreed to provide an update at 
a future meeting. 


Action: JW to provide an update with regard to the medicines 
optimisation decision making groups across the Southern 


Collaborative. 
 
A query was raised with regard to the running cost efficiencies yet to be 
achieved in relation to whether those would be a collective efficiency 
across the CCGs of the Southern Collaborative or whether each CCG 
would be required to deliver a 20% efficiency in relation to running 
costs.  It was clarified that each CCG, as a separate statutory body 
would need to demonstrate achievement of the 20% efficiencies within 
its own allocations but the CCGs within the Southern Collaborative 
would be working together to manage those efficiencies collectively.   
 
It was highlighted that the efficiency savings related to 
running/management costs and not for funding used to provide 
services to the local populations.  
 
The Joint Committee: 


• received and considered the report. 
  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


JW 
 
 


JC/19/08 Integrated Care System/Integrated Care Partnerships update 
Clinical Chief Officer, Darlington, Durham and Teesside CCGs 
- Dr Neil O’Brien 
 
A presentation was given by NO’B, the following key areas were 
highlighted: 
 


• Cumbria and the North East (CNE) had been on an aspirant 
programme to become at ICS within the current year.  


• The developments of the ICS would allow health and social care 
to have more input in deciding the funding for local priorities. 


• The North East had lower life expectancy than other areas in the 
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UK, poorer health had resulted in greater reliance on NHS 
services and higher cost treatment packages. 


• A focus on developing primary care services and preventative 
care would reduce the need for reliance on NHS services in the 
future. 


• The CCGs would continue to develop meaningful partnerships 
with local communities and local authorities at a ‘place based’ 
level. 


• Current examples of working together in CNE included; Cancer 
Alliance, specialist services (tertiary), vascular services, 
ambulance services, mental health and learning disabilities 
partnership (across the Southern Collaborative), urgent and 
emergency care network (CNE) and the Great North Care 
Record. 


• Highlights from the NHS Long Term Plan: 
o By April 2021 ICS’ would cover the whole country.  
o ICS’ would ensure the coming together of local 


organisations to deliver services, making shared 
decisions. 


o A Joint Committee of the CCGs of CNE had been 
established to make decisions on behalf of the ICS of 
CNE. 


o Each ICS would have an independently chaired 
Partnership Board. 


o Collaborative working with local authorities and 
integration would be a key component of the success of 
the ICS. 


o Integrated Care Partnerships (ICPs) would sit under the 
ICS and would provide working at a sub-regional level. 


o The Southern Collaborative of CCGs had been split 
between two ICPs (central and southern). 


o There had been some early signs of positive work being 
undertaken via collaborative working in relation to the 
management of finances and provision of secondary care 
services.  


o The North East currently had three combined authorities; 
North of Tyne, North East (covering the South of Tyne 
Local Authorities) and Tees Valley. 


o An ICS Health Strategy Group had been established, 
which was not a decision making forum but was a coming 
together of provider and commissioning Chief  Officers, 
discussing the aspirant ICS programme. Local Authority 
representation was also included. The Health Strategy 
Group was also being supported by a Clinical Leadership 
Group and Partnership Board 


o There were currently 15 work streams within the ICS, 
which would be reviewed.  It was felt that there would be 
three to four work streams in the future at CNE level.  


o It was unclear at present, which acute issues the ICS 
would manage in the future but in order to aid that, a 
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decision tree had been developed which would support 
the direction of decision making to the most appropriate 
forum.  


 
The following next steps were outlined: 


• Consider how the ICS in CNE links with the NHS Long Term 
Plan. 


• Ensure that messages to the public were clear about why the 
ICS would be a better way of working. 


• Agree shared priorities and aspirations across the ICS. 
• Agree and firm up how to take the NHS Long Term Plan forward 


together. 
• Show how the ICS would make a difference and ensure 


understating that having more power over how health money 
was spent across CNE would provide better services for the 
public. 


 
The timelines with regard to the development of the ICS and ICPs was 
considered and it was noted that the CNE ICS continued to be on an 
‘aspirant’ journey, which could become official from 1 April 2019.  The 
ICPs had not yet been formalised but had been considering priority 
areas.  It was felt that full transition would occur during the next 
financial year. 
 
It was highlighted that it was currently unclear how the ICP would bring 
together foundation trusts and CCGs and where the Joint Committee of 
the Southern Collaborative would fit into that work.  It was explained 
that the ICPs would not be decision-making and would only be 
considered as a ‘way of working’.  It was noted that the Governing 
Bodies of the CCGs within the ICPs would provide representatives at 
ICP meetings. 
 
It was agreed that regular updates with regard to the development of 
the ICS/ICPs would be provided to the Joint Committee.  


Action: regular updates with regard to the development of the ICS/ICP 
to be given to the Joint Committee. 


 
The Joint Committee received the ICS/ICP update. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


NO’B/ 
SF/NB 


 
 


JC/19/09 Questions from the Public 
Chair 
 
No questions had been received. 
 


 


JC/19/10 Other Business 
 
No items of other business had been identified. 
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Signed……………… 
 
Chair:  
 
Date………………… 


JC/19/11 Standing item: 
Items for communication 
 
It was noted that regular staff and governing body briefings would 
continue to be sent out across the Southern Collaborative of CCGs.  
 
 
Any decisions of the Joint Committee would be communicated to the 
Governing Bodies of the statutory CCGs via the receipt of confirmed 
minutes and through Chief Officer Reports.  
 


 


JC/19/12 Standing item: 
Risk Round Up 
 
No areas of risk had been identified. 
 


 


 Date and time of next meeting 
The next meeting would be held in public on Tuesday 23 July 2019, 
2.00 pm – 4.30 pm, venue to be confirmed. 
 


 


 Contact for the meeting: 
Amanda Million, Corporate Administrator, North Durham CCG 
Tel: 0191 3898592 
amanda.million1@nhs.net 
 


 



mailto:amanda.million1@nhs.net






 


 
Updated 16/7/19 


JOINT COMMITTEE  
OF THE SOUTHERN COLLABORATIVE OF CCGS 


ACTION LOG 
 


Ref. MEETING 
DATE 
ACTION 
AGREED 


ACTION RESPONSIBLE 
OFFICER 


AGREED 
COMPLETION 
DATE 


PROGRESS 
UPDATES 


OUTCOME 


       
 


 
THE FOLLOWING ACTIONS WERE AGREED AS COMPLETE 
Ref. MEETING 


DATE 
ACTION 
AGREED 


ACTION RESPONSIBLE 
OFFICER 


AGREED 
COMPLETION 
DATE 


PROGRESS 
UPDATES 


OUTCOME 


 21/3/19 JC/19/08 
Integrated Care System/Integrated Care 
Partnerships update 
 Regular updates with regard to the 
development of the ICS/ICP to be given to 
the Joint Committee. 
 


 
 
 
N O’Brien 
S Findley 
N Bailey 


 
 
 
Complete 


  
 
 
3/4/19 – added to 
business cycle.  







   
Official 
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 21/3/19 JC/19/07 
CCG Collaborative Working Arrangements – 
Update 
March 2019 
 JW to provide an update with regard to the 
medicines optimisation decision making 
groups across the Southern Collaborative. 
 
 


 
 
 
 
J Walker 


 
 
 
 
Remove 


 
 
 
 
 


 
 
 
 
16/7/19 – a review of 
medicines optimisation 
working arrangements 
has commenced across 
the collaborative and 
will be monitored and 
reported on via the 
Combined 
Management Group 
rather than the Joint 
Committee. 
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Agenda Item No: JC/19/21 
Date of Meeting: 23 July 2019 


 
 


JOINT COMMITTEE  
OF THE SOUTHERN COLLABORATIVE OF CCGS  


  
 


Purpose of Paper For Discussion   
 


Which CCG is this 
report applicable too? 
Please () as relevant 


All 
 


D’ton DDES 
 


HaST 
 


North 
Durham 


S Tees 
 


HRW 
CCG 


☐ ☒ ☒ ☒ ☒ ☒ ☐ 


Title CCG collaborative working – proposal for potential mergers 
Responsible Director / 
Sponsor 


Dr Neil O’Brien, Accountable Officer  


Author of the Report Ali Wilson, Director of Strategic Development (Transition) 
 
Jacqui Keane, Head of Governance 


Name of the person 
presenting at the 
meeting: 


Dr Neil O’Brien, Chief Clinical Officer  and Ms Ali Wilson, Director 
of Strategic Development (Transition) 
 


Date of the report: July 2019 
Report Status • Official 


 
Is this report 
confidential? 


No  


Recommendation(s) The Joint Committee is requested to: 
• receive the report and note progress with proposals to 


consider CCG Merger.  


Summary The paper presents an update on CCG considerations in 
progressing collaborative work and the potential benefit of the 
merger of Durham Dales, Easington and Sedgefield (DDES) CCG 
and North Durham CCG and of Darlington CCG, Hartlepool and 
Stockton-on-Tees CCG and South Tees CCG.  
 
The emerging preferred options for merger are to create two CCGs 
(one in County Durham and the other in the Tees Valley) with a 
shared management structure. However engagement with our GP 
practice members, partners, stakeholders and the public continues 
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with support from the Healthwatch organisations in our geography 
and their views will be presented to the Governing Bodies in 
August 2019 together with further information on the case for 
change when they will each make a final decision.  
 
Applications to dissolve the current CCGs and create new CCGs 
must be made by the end of August 2019 in order to establish the 
potential new arrangements by April 2020.  
 
The applications will be assessed by NHS England before approval 
could be granted.  
 
A detailed programme plan is in place to ensure the appropriate 
documentation is developed to progress the merger process 
should Governing Bodies decide to progress the applications.  
 


Declarations of interest 
and how they have 
been/will be managed 


Not applicable. 


Consultation Route 
Please detail any 
consultation and other 
approval routes 


Meeting Date 
 


Outcome 
 


Weekly Project 
meetings 
Updates to Joint 
Management Group 
 


Weekly 
 
 
 


Continue to 
progress as 
planned 
 


Joint Committee of the 
Southern Collaborative 
of CCGs 


23/7/19  


Does this need to be 
reported to another 
Committee? 


Full documentation will be presented to Governing Bodies in 
August  
 


Strategic Aims Does this report support the achievement of relevant 
CCG Strategic Aims? 


YES 


Financial Implications As part of the preparation process, a full apprisal of potential one- 
off and recurrent savings, as well as costs, is being undertaken in 
preparation for the Governing Body meetings in August.   
 


Legal Implications  Should the decision be made to progress the merger applications 
NHS England will be required to approve the applications before 
the current CCGs are dissolved and the new CCGs are established 
in line with statutory requirements.  
 


Assurance 
Framework/Risk 
Register Implications 


The project plan and supporting documentation includes a detailed 
risk assessment and will be available prior to Governing Body 
decisions being made. These will subsequently continue to be 
monitored should the decision to progress be taken. 
 


Details of Patient and 
Public Involvement 


Patients and the pubic have been engaged throughout the 
preparation process via Health and Wellbeing Boards and Health 
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and/or Implications Scrutiny meetings in each local authority area.   Patient and public 
involvement and engagement meetings organised by the CCGs 
and via each Healthwatch across the geography of the 5 CCGs.  
 
This includes an online questionnaire. 
 
Information has been posted on CCG websites and 
twitter/facebook pages. 
 
A full report, once this is concluded will be made available for 
Governing Bodies prior to making the decision whether to proceed 
with applications to merge. The report will be made available to the 
public. 
 


Has an Equality Impact 
Analysis been 
completed?  


Yes, an EIA has been carried out to understand the impact of the 
proposed changes on specific groups and those with protected 
characteristics, in line with statutory requirements. Once the public 
engagement is complete these will be further refined to reflect any 
issues identified.  
 


Attachments Joint Committee Update - CCG Collaborative Working and 
Proposal for Potential Mergers 
 
Appendix 1 – NHS England Criteria, extract from: Procedure for 
CCGs applying for Constitutional Changes, merger or dissolution, 
NHS England and NHS Improvement – April 2019 
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Joint Committee Update - 


CCG Collaborative Working and 
Proposal for Potential Mergers 


 
1, Introduction 
 
This paper describes the work underway across the CCGs of NHS Darlington CCG, 
NHS Durham Dales, Easington and Sedgefield CCG, NHS Hartlepool and Stockton-
on-Tees CCG, NHS North Durham CCG and NHS South Tees CCG to build upon 
the long history of collaboration by considering the potential for formal organisational 
mergers. 
 
It briefly explains the national and local drivers for change and the need to explore 
options for potential mergers of CCGs, together with a short summary of progress to-
date.  It is important that any proposals for mergers meet stringent tests that are in 
line with legal requirements and the direction of the Long Term Plan to ensure 
ultimate benefits for patients.   
 
Based on work undertaken to-date, the emerging preferred option for merger is to 
create two CCGs from the existing five; one in County Durham and the other in the 
Tees Valley, with a shared management structure across the resulting two CCGs. 
 
2. Background 
 
Members of the Joint Committee are aware of the substantial work already 
undertaken to build on the solid foundations of collaborative working, both in the 
separate County Durham and Tees Valley localities as well as the wider 5-CCG 
geography. 
In addition to the appointment of a shared Accountable Officer and Chief Officers, 
there has been significant work undertaken to streamline the management structure 
and decision-making arrangements across all CCGs and this is now embedded.  
This approach was developed to minimise duplication across the CCGs wherever 
possible and provide a consistent approach to strategic issues such as: vascular 
services, children’s services, mental health and learning disabilities.  We recognise, 
however, the importance of ensuring a local focus is maintained and Locality 
Directors were identified to ensure this is not lost; similarly, a local focus has been 
retained for primary care commissioning.  We are already seeing benefits from this 
approach. 
 
Given that the requirements of the Long Term Plan are to have fewer CCGs, the 
creation of ‘strategic’ commissioning organisations, a reduction in running costs by 
20% and a need to focus on transforming services across providers to provide better 
outcomes for patients and to reduce inequality, the CCG Governing Bodies have 
requested that we consider the potential benefits and challenges of moving into new 
merged arrangements.  
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3. Merger process – work undertaken to-date 
 
a. Our guiding principles and options 
The Governing Bodies of the five CCGs have been clear that any change must 
ensure that: 


• Quality and safety of patient services remains a key priority focus, with no 
detrimental impact arising as a result of the changed structures; 


• There is a balance of benefits between commissioning at scale, with 
understanding local needs; 


• The focus on local work with primary care practice networks, local authorities 
and others is retained and remains a priority; 


• Strong clinical leadership both within the CCGs and the local system is 
supported; 


• A greater level of management efficiency can be delivered so that funding can 
be directed to patient care; 


• We are not distracted from delivery of our key priorities, including 
transformation of clinical pathways and the development of local primary care 
networks; 


• Any changes are fit for purpose in the longer term, supporting us to work 
effectively with partners while ensuring the CCGs have a strengthened voice 
in system decision making. 
 


These principles remain at the forefront of the work we are doing and, together with 
NHS England criteria (appendix 1) have helped us to identify a short list of four 
merger options:    


• Option 1  -  Single CCG across the Integrated Care System (ICS) ie Cumbria 
and the North East. 
 


• Option 2  -  Single CCG across the 5-CCG collaborative: merger of Darlington 
CCG, Durham Dales, Easington and Sedgefield CCG; Hartlepool and 
Stockton-on-Tees CCG; North Durham CCG and South Tees CCG. 
 


• Option 3  - Single CCG across each Integrated Care Partnership (ICP), ie the 
southern ICP (South Tees CCG, Hartlepool and Stockton on Tees CCG and 
Darlington CCG.  Hambleton, Richmondshire and Whitby CCG are also part 
of the southern ICP, but they are pursuing a separate merger application with 
NHS Harrogate and Rural District CCG and NHS Scarborough and Ryedale 
CCG, with which they share a management structure)  and the central ICP 
(Durham Dales, Easington and Sedgefield CCG, North Durham CCG, South 
Tyneside CCG and Sunderland CCG). 
 


• Option 4 - Two CCGs with a shared management structure i.e. a single Tees 
Valley CCG (comprising Darlington CCG, Hartlepool and Stockton-on-Tees 
CCG and South Tees CCG) and a single County Durham CCG (comprising 
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Durham Dales, Easington and Sedgefield CCG and North Durham CCG) 
whilst retaining a shared management structure. 


 
After carefully considering the pros and cons of each option, the CCGs currently 
believe that option 4 would work best as it is the option that would be best placed to:  
ensure that we can retain a local focus whilst supporting pathway transformation and 
greater equality in clinical outcomes across our populations; strengthen our work 
with the Local Authorities; help us use our clinical leadership effectively across a 
broader population base and support financial sustainability.   A detailed Benefits 
Realisation Plan for this preferred option is being developed so that we are able to 
document and measure all expected benefits, risks and challenges.   
 
The key benefits are currently considered to be: 
 


- Creation of a stronger, clearer and more consistent commissioning voice for 
our area, building on the strong foundations of locality-based GP-led 
commissioning and be more able to deliver the resilient and sustainable NHS 
services that local people need. 


- Having the ability to transform patient pathways across locally linked 
providers, which will help us to address health inequalities. 


- Eliminating the significant administrative burden that comes from running five 
statutory organisations.  Operating more streamlined corporate functions 
would enable us to focus more of our people and resources on delivering 
improved services and better patient experience. 
 


In addition, we are carefully considering whether the proposal will have any impact in 
relation to our Public Sector Equality Duty and a detailed Equality Impact 
Assessment will continue to be developed throughout the process.  At the moment, 
the assessments indicate that we expect the proposed change will have a neutral or 
positive impact on our population. 
 
b. Gaining the views of others 
It is important that we seek the views of the public, the GP membership, our staff and 
our stakeholders so that the Governing Bodies can take this feedback into account 
when making their decisions.   A full report will be made available for Governing 
Bodies’ consideration. 
 
To-date we have been working closely with the local Healthwatch organisations to 
engage with patients and the public to get their views on the proposal.  We are also 
talking to our partners, such as providers and local authorities and to stakeholders, 
including MPs and other CCGs to get their views.  Information is available on our 
websites as well as through social media.  So far, the feedback we have received  
has been positive and the overriding message to us is that the ability to maintain a 
local focus is critical.   
 
c. Application process – progress to-date 
Should the Governing Bodies agree to submit applications for merger, these will be 
submitted to NHS England by 30 August 2019 in order for the existing CCGs to be 
dissolved and the new organisations to be in place by 1 April 2020. 
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There is a significant programme of work underway, led by the Director of Strategic 
Development (Transition)/Corporate Affairs.  Directors and managers across the five 
CCGs are working closely together as part of a Project Team that is supported with 
expert programme management input.   A detailed work programme has been 
established that maps out the key workstreams and this will continue to be 
developed. 
 
As outlined above, we are committed to hearing the views of our patients, staff and 
stakeholders and have ensured that we have a structured programme of 
engagement in place.  This includes the commissioning of Healthwatch 
organisations across our geography to help us hear the views of patients and the 
public.  In addition, we have held staff events and also discussed the proposals with 
our GP membership, other CCGs, MPs, overview and scrutiny committees and 
health and wellbeing boards as requested – this is continuing. 
 
Any application will need to demonstrate how the proposals comply with the NHS 
England criteria outlined in Appendix 1 and this will be summarised in a ‘Case for 
Change’ and Application Template.   The following detailed plans are also being 
developed for submission to Governing Bodies in August: 


- Communication and Engagement plan;  
- Equality Impact Assessment;  
- Financial Plan; 
- Procurement plan for key support services; 
- CCG commissioning plans;  
- Human Resources and Organisational Development Plan and  
- Benefits Realisation Plan 


 
4. Conclusion 
 
The request of the Governing Bodies of the five CCGs for work to be undertaken to 
explore the benefits and options of merger is progressing well.  A robust programme 
management approach is being taken to ensure that the Governing Bodies will be 
presented with well-developed proposals that are underpinned by guiding principles 
and informed by feedback from the public, staff, GP membership and stakeholders. 
The Joint Committee is asked to note the work to-date. 
 
Ali Wilson 
Director of Strategic Development (Transition) 
 
 
15.7.2019 
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Appendix 1 
 
Extract from:  ‘Procedures for Clinical Commissioning Groups to apply for 
Constitution change, merger or dissolution, NHSE and NHSI – April 2019. 
In accordance with the legal requirements and the NHS Long Term Plan, NHSE will 
consider the following criteria in deciding whether to approve a proposed merger: 
 
a. Alignment with (or within) the local STP/ICS:  to provide the most logical 
footprint for local implementation of the NHS Long Term Plan, and to provide 
strategic, integrated commissioning to support population health.  The merger 
application should briefly set out how the proposed new CCG will work with all other 
local STP/ICS partner organisations (including any other CCGs, in line with the legal 
requirements) and (where relevant) other partner organisations (including other 
CCGs/providers) outside the existing STP/ICS with which it has significant working 
relationships.  Any CCG merger proposal which crosses existing STP/ICS 
boundaries may prompt consideration of whether the existing STP/ICS boundaries 
are themselves appropriate or need to be re-drawn. 
 
b. Coterminosity with local authorities:  there is a presumption in favour of the 
proposed new CCG being coterminous with one or more upper-tier county council or 
unitary local authority.  The existing CCGs must demonstrate how the merger would 
be in the best interests of the population which the new CCG would cover.  This is 
particularly important in any case where the boundary of the proposed new CCG is 
not coterminous with local authority boundaries.  In all cases, in line with the legal 
requirements, the existing CCGs must demonstrate in their application that they 
have effectively consulted with the relevant local authority(ies) regarding the 
proposed merger, record what the local authorities’ views are, and what the CCGs’ 
observations on those views are.  They should also show how they have/will put in 
place suitable arrangements with local authorities to support integration at ‘place’ 
level (population of between 250,000 and 500,000). 
 
c. Strategic, integrated commissioning capacity and capability:  in line with the 
legal requirements, the existing CCGs must demonstrate that they have/will develop 
the leadership, capacity and capability for strategic, integrated commissioning for 
their population.  This will include population health management, new financial and 
contractual approaches that encourage integration, and developing place-based 
partnerships.  In accordance with the legal requirements, the application must 
demonstrate how any commissioning support services to be procured will be of an 
appropriate nature and quality. 
 
d. Clinical leadership: in line with the legal requirements, the existing CCGs must 
demonstrate how the proposed new CCG will be a clinically-led organisation, and 
how members of the new CCG will participate in its decision-making. 
 
e. Financial management: in accordance with the legal requirements, the 
existing CCGs must show how the new CCG will have financial arrangements and 
controls for proper stewardship and accountability for public funds. 
 
f. Joint working:  ideally, a merger should build on collaborative working 
between the existing CCGs and represent a logical next step from current 
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arrangements.  The merger application should show progress on joint working to 
date, and must show how the existing CCGs intend to resource and manage the 
merger process itself. 
 
g. Ability to engage with local communities:   assurance is required that the 
move to a larger geographical footprint will not be at the expense of the proposed 
new CCG’s ability to engage with – and consider the needs of – local communities. 
 
h. Cost savings:  where possible, the existing CCGs should show how 
collaboration and joint working to date has contributed to cost savings; they must 
also show any further cost savings projected to result for the merger, and when, and 
how cash released will be reinvested. 
 
i. CCG Governing Body approval:  the merger application must show evidence 
of approval for the merger by the Governing Body of each of the existing CCG 
Governing Bodies. 
 
j. GP members and local Healthwatch consultation: evidence is required that 
each of the existing CCGs have engaged with, and seriously considered the views 
of, their GP member practices, and local Healthwatch, in relation to the merger.  The 
merger application must record the level of support and the prevailing views of each 
existing CCG’s member practices and local Healthwatch, and the existing CCGs’ 
observations on those views. 
 


-----end----- 
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Agenda Item No: JC/19/19 
Date of Meeting: 23 July 2019 


 
JOINT COMMITTEE  


OF THE SOUTHERN COLLABORATIVE OF CCGS 
  


 
Purpose of Paper For Decision 
Which CCG is this 
report applicable too? 
Please () as relevant 


All 
 


D’ton DDES 
 


HaST 
 


North 
Durham 


S Tees 
 


HRW 
CCG 


☐ ☒ ☒ ☒ ☒ ☒ ☐ 


Title Health, Safety and Wellbeing Strategies 
Responsible Director / 
Sponsor 


Ali Wilson, Director of Strategic Development (Transition) – 
County Durham and Tees Valley CCGs 


Author of the Report Lee Crowe, Governance Manager for Health and Safety, North 
of England Commissioning Support 


Name of the person 
presenting at the 
meeting: 


Ali Wilson, Director of Strategic Development (Transition) – 
County Durham and Tees Valley CCGs 


Date of the report: July 2019 
Report Status • Official 
Is this report 
confidential? 


No  


Recommendation(s) The Joint Committee is asked to: 
• agree the director lead for health and safety across the 


Southern Collaborative, 
• approve the recommendation that the Heads of Corporate 


Services across the Southern Collaborative be given the 
role of organisational (day to day) leads for health and 
safety, 


• ratify the strategies following approval at the Combined 
Management Group on 9 April 2019.  


 
Summary The CCG approach to the way in which health and safety is 


managed is to have robust processes in place for health and 
safety.  These will provide a tool for the systematic and effective 
management of health and safety and will inform and guide 
managers and staff as to the way in which all health and safety 
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matters are to be managed. 
 
To ensure adherence with this strategy, policies and procedures 
are in place to ensure compliance with all Health and Safety 
Regulations and there are close links between the CCGs and the 
Commissioning Support Unit’s Health and Safety team who 
currently provide the Health and Safety function for the CCGs. 
 
As a result of the introduction of the joint working arrangements 
for the senior team of the CCGs within the Southern 
Collaborative, a director lead for health and safety needs to be 
identified.  Overall responsibility for health and safety would 
however, lie with the Accountable Officer, ie Dr Neil O’Brien, 
Clinical Chief Officer. 
 
The organisational lead for health and safety for each CCG also 
needs to be agreed and it has been suggested that this be the 
Head of Governance/ Head of Corporate Services.  
 
It is noted that a generic strategy has been presented, which 
would be the same across the CCGs within the collaborative and 
five versions of the strategy will be developed for each CCG.  
 


Declarations of interest 
and how they have 
been/will be managed 


• None identified 
 


Consultation Route 
Please detail any 
consultation and other 
approval routes 


Meeting Date 
 


Outcome 
 


Collaborative Working 
Group 
 


March 2019 
 


Agreed 
 


Combined 
Management Group 


9 April 2019 Approved 


 Joint Committee of the 
Southern Collaborative 
of CCGs 


23 July 2019 For ratification 


Does this need to be 
reported to another 
Committee? 


Not applicable 
 


Strategic Aims Does this report support the achievement of relevant 
CCG Strategic Aims? 


YES 
 


Financial Implications None identified.  
Legal Implications  Incorporated into strategy.  
Assurance 
Framework/Risk 
Register Implications 


None identified.  
 


Details of Patient and 
Public Involvement 
and/or Implications 


None identified.  
 


Has an Equality Impact Incorporated into strategy.  
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Analysis been 
completed?  


 


Attachments Generic CCG Health, Safety and Wellbeing Strategy  
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  JOINT COMMITTEE  
OF THE SOUTHERN COLLABORATIVE OF CCGs 


 
Tuesday 23 July 2019 


2.00 pm – 3.10 pm 
Morrison Trust, Morton Park Business Training Centre, Yarm Road, Darlington 


DL1 4PJ 
 


AGENDA 


 Items 
 


Time Document 


JC/19/13 Apologies for absence 
 
Derek Cruickshank 
 


14.00  


JC/19/14 Welcome and Introductions 
Chair 
 


  


JC/19/15 Declarations of conflicts of interest 
 


 attached 


JC/19/16 Identification of any other business  
 


  


JC/19/17 Minutes and matters arising of the meeting held on  
21 March 2019 
 


 attached 


JC/19/18 Action Log 
 


  


 ITEMS FOR DECISION   


JC/19/19 Health, Wellbeing and Safety Strategies 
Director of Strategic Development (Transition), County 
Durham and Tees Valley CCGs 
- Ali Wilson 
 
 
 


14.10 attached 
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JC/19/20 Financial Governance 
Chief Finance Officer, County Durham and Tees Valley 
CCGs 
- Richard Henderson 
 


14.20 attached 


 ITEMS FOR DISCUSSION   


JC/19/21 CCG Collaborative Working – proposals for potential 
mergers 
Clinical Chief Officer, County Durham and Tees Valley 
CCGs 
- Dr Neil O’Brien 
 


14.30 
  


attached 


 ITEMS FOR INFORMATION   


JC/19/22 Changes to Clostridium difficile reporting in 2019/20 
Directors of Nursing and Quality – County Durham and 
Tees Valley CCGs 
 


Info only attached 


JC/19/23 Questions from the Public 
Chair 


14.45 verbal 


JC/19/24 Any Other Business 
 


14.55 verbal 


JC/19/25 Standing item: 
Items for communication 
To highlight items from the agenda that require further 
communication across the CCGs.  
 


15.00 verbal 


JC/19/26 Standing item: 
Risk Round Up 
To consider any areas of risk from the discussion on the 
agenda to add to the corporate risk register of the CCGs. 
 


15.05 verbal 


 Date and time of next meeting 
The next meeting will be held in public on Tuesday  
22 October 2019, 2.00 pm – 4.30 pm, venue to be 
confirmed. 
 


  


 Resolution to exclude the Public and Press 
That representatives of the press and other members of 
the public be excluded from the remainder of the meeting, 
having regard to the confidential nature of the business to 
be transacted, publicity on which would be prejudicial to 
the public interest.  (Section 1(2) Public Bodies Admission 
to Meetings Act 1960). 
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Members:  
 


Name Title Organisation 


Andrew Atkin Lay Member North Durham CCG and Durham 
Dales, Easington and Sedgefield 
(DDES) CCG 


Nicola Bailey  Chief Officer County Durham and Tees Valley 
CCGs 


Amanda Bloor Chief Officer North Yorkshire CCGs 
Derek Cruickshank 
apologies 


Secondary Care Doctor South Tees CCG 


Karen Dales Lay Member, Governance and Audit South Tees CCG 
Dr Stewart Findlay  Chief Officer  County Durham and Tees Valley 


CCGs 
Jean Golightly  Director of Nursing and Quality County Durham and Tees Valley 


CCGs 
Richard Henderson Chief Finance Officer County Durham and Tees Valley 


CCGs 
Dr Neil O’Brien Clinical Chief Officer County Durham and Tees Valley 


CCGs 
Charles Parker Clinical Chair Hambleton, Richmondshire and 


Whitby CCG 
Dr Boselaw Posmyk Clinical Chair HaST CCG and Darlington CCG 
Steve Rose  Lay Member, Patient and Public Involvement 


(PPI) 
HaST CCG 


Dr David Smart Clinical Chair North Durham CCG 
Dr Jonathan Smith  Clinical Chair DDES CCG 
Mrs Caroline Gitsham Chair South Tees CCG 
IN ATTENDANCE:   
Amanda Million Corporate Administrator (minutes) North Durham CCG 
Ali Wilson Director of Strategic Development 


(Transition) 
Darlington, Durham and Tees CCGs 


 
Quoracy 
Clinical Chief Officer or one of the two Chief Officers and in addition, one other full voting member 
from each CCG (ie 6 additional people – at least one  
of which must be a clinician.  
 


 Contact for the meeting: 
Amanda Million, Corporate Administrator, North Durham 
CCG 
Tel: 0191 3898592 
amanda.million1@nhs.net 
 


  



mailto:amanda.million1@nhs.net
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Part owner of Bishopgate Medical Practice, 
Bishop Auckland


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Co-Chair of NECS Shadow Customer Board Yes Direct The person declaring the non-financial professional interest 
will not take part in any decision making relating to the area of 
interest being declared might may take part in decision 
making if appropriate.


Daughter works for North Durham CCG as 
Commissioning and Development Lead


Yes Indirect Any conflict of interest declared in relation to an indirect 
interest will be considered on a case by case basis 
depending on the discussions taking place at the time.


Conflict of interest relating to Chief Officer 
role across five CCGs


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Conflict of interest relating to Chief Officer 
role across five CCGs


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Daughter is Assistant Directorate Manager 
of Medicine and Urgent Care at Newcastle 
upon Tyne Hospitals NHS Foundation Trust


Yes Indirect Any conflict of interest declared in relation to an indirect 
interest will be considered on a case by case basis 
depending on the discussions taking place at the time.


GP Partner at Cestria Health Centre, 
Chester-le-Street


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Cestria provides intermediate level service 
in ear, nose and throat, dermatology and 
minor surgery and palpations in which I 
financially benefit from. 


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Cestria is a member of Chester-le-Street 
Health Ltd (GP Federation)


Yes Indirect Any conflict of interest declared in relation to an indirect 
interest will be considered on a case by case basis 
depending on the discussions taking place at the time.


Wife works at County Durham and 
Darlington NHS Foundation Trust (CDDFT)


Yes Indirect Any conflict of interest declared in relation to an indirect 
interest will be considered on a case by case basis 
depending on the discussions taking place at the time.


Conflict in relation to being Accountable 
Officer across five CCGs


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Mr Andrew Atkin Governing Body Lay Member North Durham CCG/ Durham 
Dales, Easington and 
Sedgefield CCG


Jointly Employed by Durham Dales, 
Easington and Sedgefield CCG as Lay 
Member


Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
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Chief Officer - from 1/10/18 Durham, Darlington and 
Tees CCGs


FindlayStewartDr


Dr Neil O'Brien


Clinical Chief Officer - from 
1/10/18


Durham, Darlington and 
Tees CCGs


Mrs Nicola Bailey


Chief Officer 


Durham, Darlington and 
Tees CCGs







Ms Amanda Bloor Chief Officer North Yorkshire CCGs Conflict in relation to being the 
Accountable Officer across 3 CCGs: 
Hambleton, Richmondshire and Whitby 
CCG, Harrogate and Rural District CCG and 
Scarborough and Ryedale CCG


Yes Direct Conflicts will be declared in accordance with the conflict of 
interest policie of the relevant CCGs.


Assistant Principle at Hartlepool College of 
Further Education


Yes Direct Declare as required.


Colleague Mr S Fallowfield (Internal Audit) 
is Governor & Chair of Hartlepool College 
Audit Committee


Yes Indirect Declare as required.


Conflict relating to shared role as 
Executive Nurse for two CCGs


Declare as required.


Governor for Middlesbrough College Yes Direct Declare as required.
Honourary lecturer at M'Boro College Yes Direct Declare as required.


Mr Richard Henderson Chief Finance Officer North Durham CCG None 


Dr Boselaw Posymyk Clinical Chair Hartlepool and Stockton on 
Tees CCG / Darlington CCG


Partner Havelock Grange practice Yes Declaration to be made in relation to primary care 
involvement - To be excluded from decisions relating to 
primary care where direct conflict 


Share of partnership shareholding in 
HASH Gp federation


Yes Declaration to be made in relation to primary care 
involvement - To be excluded from decisions relating to 
primary care where direct conflict 


Part ownership of Brierton Health 
Centre via partnership in practice


Yes Declaration to be made in relation to primary care 
involvement - To be excluded from decisions relating to 
primary care where direct conflict 


Daughter in Law employed a registrar 
podiatric surgeon by NTHFT


Yes Indirect Declare as required. 


Mr Steve Rose Lay Member, Patient and Public 
Involvement


Hartlepool and Stockton-on 
Tees CCG


Chief Executive Catalyst Stockton-on-TeYes Direct Declaration to be made in relation to Catalyst as a direct 


Trustee St Teresa’s Hospice, Darlington Yes Direct Declare as required. 
Husband of Chief Executive of 
Groundwork North East & Cumbria 
(Kate Culverhouse)


Yes Indirect Declare as required. 


Chair of Trustees Onsite Community 
Building Trust


Yes Direct Declare as required. 


Assistant Governor Rotary North East Yes Direct Declare as required. 
Director of Darlington Community 
Carnival 


Yes Direct Declare as required. 


Member of Stockton-on-Tees Health & 
Wellbeing Board


Yes Direct Declare as required. 


Member of Darlington Rotary Club Yes Direct Declare as required. 
Appointed Governor (CCG representative 
on the Council of Governors for County 
Durham and Darlington NHS Foundation 
Trust (representing North Durham CCG 
only


Yes Direct The person declaring the non-financial professional interest 
will not take part in any decision making relating to the area of 
interest being declared might may take part in decision 
making if appropriate.


Appointed Governor (CCG representative 
on the Council of Governors for Tees, Esk 
and Wear Valleys NHS Foundation Trust 
(TEWV)


Yes Direct The person declaring the non-financial professional interest 
will not take part in any decision making relating to the area of 
interest being declared might may take part in decision 
making if appropriate.


Member (NDCCG representative) Durham 
County Council, Health and Wellbeing 
Board


Yes Direct The person declaring the non-financial professional interest 
will not take part in any decision making relating to the area of 
interest being declared might may take part in decision 
making if appropriate.


Partner and Silverdale Family Practice Yes Direct The person declaring the financial interest will not take part in 
any decision making relating to that area of financial interest 
is being discussed.  They will be asked to leave any meeting 
where that area is being discussed.


Dr David Smart Clinical Chair North Durham CCG


Jean Golightly Executive Nurse Hartlepool and Stockton-on-
Tees CCG/ South Tees CCG


Karen Dales Lay Member, Governance and AudSouth Tees CCG


Dr Jonathan Smith Clinical Chair Durham Dales, Easington 
and Sedgefield CCG







Silverdale Family Practice is a member of 
South Durham Health CIC (GP Federation)


GP Partner Manor House Surgery Yes Direct Declare as required and will not take part in decisions about 
the practice


Practice is a member of ELM GP Federation Yes Indirect Will be declared as relevant, will abstain and not be involved 
in decisions re. Practice or Federation


Secondary Care Doctor Sunderland CCG Yes Direct Declare as requiredDr Derek Cruikhsank Secondary Care Doctor South Tees CCG


     
  


Dr Janet Walker Medical Director Tees Valley CCGs
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