
 

LNCCG Board Agenda – 29 March 2017 
 

 
PUBLIC BOARD MEETING 
Wednesday 29 March 2017 

14:00 – 17:00 
Leafield House, 107-109 King Lane, Leeds LS17 

AGENDA 
 

Chair:  Dr Jason Broch  
Item No. Item Presented by Paper 

Y/N 
Time 

188/2017  Welcome and Apologies Chair N 

14:00 189/2017  Declarations of Interest 
(Financial, non-financial professional, non- 
financial personal, indirect) 

Chair N 

190/2017  Open forum 
Opportunity for members of the public to 
make representations or to ask questions on 
items on today’s agenda. Members of the 
public may speak for a maximum of 2 
minutes. 
If time permits, and at the discretion of the 
Chair, there may be an opportunity for 
further questions after each section of the 
meeting. 

Chair N 14:05 

191/2017  Approval of Board Minutes –  
25 January 2017 Chair Y 

14:15 

192/2017  Actions from Board – 25 January 2017 Chair Y 

193/2017  Chair’s Report Chair Y 14.20 

194/2017  Chief Officer’s Report  Nigel Gray Y 14.30 

195/2017  Patient story: 
 
• The State of Men’s Health  

Prof Alan White 
Damian Dawtry 

Derek Green 
N 14.40 

Strategy and forward view 

196/2017  

One Voice 
• System update 

• Constitution changes and governance 
arrangements 

 
Nigel Gray Y 15.00 

Mission Statement 
“Our successful and effective partnerships with our 
communities, patients and partners will reduce health 
inequalities and deliver improvements in health for local 
people within the resources available” 
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Performance 

197/2017 Performance update Sue Robins Y 15.55 

198/2017 Patient and Public Involvement update Stuart Barnes To 
follow 

16.05 

199/2017 Finance and Contracts Martin Wright Y 16.15 

200/2017 Risk management 
• Board Assurance Framework 

• Corporate Risk Register 

Martin Wright Y 16.25 

Assurance 

201/2017 Quality update Clare Linley/Manjit 
Purewal Y 16.35 

202/2017  Council and Committee summary reports As below:  

16.45 

Audit Committee – 8 February 2017 Peter Myers Y 

Primary Care Commissioning Committee 
– 22 February 2017 Graham Prestwich Y 

Joint Quality and Safety Committee –  
2 March 2017 Manjit Purewal Y 

Council of Members – 7 March 2017 Nick Ibbotson Y 

Patient Assurance Group  –  14 March 
2017 Graham Prestwich To 

follow  

Governance, Performance & Risk 
Committee – 16 March 2017 Martin Wright To 

follow  

 

Governance 

203/2017 Any Other Business All N 
16.50 

204/2017 Review of the meeting All N 

 
Papers for information only 

 Board Members Declaration of Interest Register 

Health and Wellbeing Board – February 2017 
 
Next Public Board Meeting: Wednesday 24 May 2017, 14.00 – 17.00 
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Leeds North Clinical Commissioning Group 
Public Board 

DRAFT Minutes of the meeting held on Wednesday, 25 January 2017 
The Reginald Centre, Leeds LS7 3EX  

Chair: Dr Jason Broch 
Minutes: Stephen Gregg 

Members  Initials Role Present Apologies 

Dr Jason Broch JB Clinical Chair   
Nigel Gray NG Chief Officer   

Dr Manjit Purewal  MP Clinical Director   
Dr Simon Robinson SR GP Non-Executive (Deputy Chair)   

Dr Nick Ibbotson NI GP Non-Executive (Deputy Chair)   

Dr Mark Freeman  MF Secondary Care Consultant   
Martin Wright MW Chief Financial Officer    

Petra Morgan PM Practice Management Executive   
Lucy Jackson LJ Consultant in Public Health   

Clare Linley CL Director of Nursing and Quality   

Diane Hampshire DH Non-Executive Board Nurse   
Peter Myers PMy Lay Member – Governance   

Graham Prestwich GPr Lay Member – PPI   

Sue Robins  SRo Director of Commissioning (Strategy & 
Performance)   

In Attendance Initials Role Present Apologies 

Mick Ward MWa Interim Deputy Director, Integrated 
Commissioning   

Rob Goodyear RG Interim Director of Commissioning – 
Partnerships and Performance   

Stephen Gregg SG Head of Governance and Corporate 
Services   

Stuart Barnes SB Communication and Engagement Lead   
Joseph Kiff (166 only) JK Chapeltown Community Hub   

Nick Hart (166 only) NH Chapeltown Community Hub   

Sarah Lovell (185 only) SL Associate Director of Commissioning, 
Leeds South & East CCG   
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Item No. Agenda Item Action 
163/2017 Board Welcome and Apologies  

 

The Chair reported that Sue Robins had recently been appointed to 
the Board, but was unable to attend this meeting.  He also welcomed 
Mick Ward to his first Board meeting as a non-voting attendee. 
It was Simon Robinson’s last Board meeting.  The Board thanked 
Simon for his contribution over the last 4 years. 

 

164/2017 Board Declarations of Interest  

 

The Chair reminded Board Members of their obligation to declare any 
interests they may have on any issues arising at Board meetings 
which might conflict with the business of the CCG. MWa declared that 
his partner worked for Forum Central, which received funding from the 
CCG. He would submit a formal Declaration of Interest to the CCG. 
There were no other declarations at this stage, although some were 
made on later agenda items. 

 

165/2017 Board Open Forum: Questions from members of the public  

 

Six members of the public were present. 
Questions: Is the West Yorkshire Sustainability and Transformation 
Plan viable financially, and why hadn’t the financial appendices been 
published? Is the GPFV deliverable? 
NG acknowledged that some of the STP workstreams needed further 
development if they were to tackle successfully the significant 
challenges facing the whole health system. The GPFV recognised 
that transformational change was needed if primary care services 
were to be sustainable. 
MW added that preliminary financial data had been included in the 
STP. Since then, each organisation had  been through a detailed 
planning process which would lead to plans being finalised in 
February and March.  They would then be made publically available. 
The intention was to produce balanced plans which dealt with the 
challenges facing the system.  

 

166/2017 Board Locality view and Patient Story  

 

LJ introduced Joseph Kiff and Nick Hart from Chapeltown Community 
Hub.  They outlined the role of the Hub in providing a range of 
integrated, accessible and responsive health and well-being services, 
and the impact of Joesph’s jointly CCG/LCC funded post has made. 
The Reginald Centre provided a unique link into health services and 
the intention was to roll out the approach more widely across Leeds. 
The Hub had extended opening hours and introduced new 
community, learning and social activities.  Close links had been 
established with the Connect Well social prescribing service, which 
had led to an increasing number of referrals. The Community health 
champions at the St Martin’s Centre were also encouraging people to 
be active partners in their own care. 
JK and NH shared the story of ‘Steve’, who had a number of health 
and social issues.  The Well Being Coordinator and Connect Well had 
enabled Steve to access a range of services, which had helped him to 
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Item No. Agenda Item Action 
support his own and his family’s wellbeing. 
LJ advised that formal evaluation of Connect Well would be taking 
place shortly, and would look at its impact on demand for health and 
social care services. MWa highlighted that the Council was seeking to 
develop a more ‘asset based’ approach to social care, making best 
use of community assets. 
PMy felt that the Hub provided a strong example of the CCG putting 
into practice its mission to improve health and reduce health 
inequalities by working in partnership. 
JB thanked Joseph and Nick for their presentation. 
JK and NH left the meeting. 

 Resolved: The Board noted the locality view and patient’s story.  

167/2017 Board Approval of Board Minutes from meetings held 30 November 
2016 

 

 The Board reviewed the draft minutes.  

 Resolved: The Board agreed the minutes of 30 November 2016 as 
an accurate record. 

 

168/2017 Board Matters Arising / Actions from 30 November 2016  

 

SG advised that with the exception of action 148/2017 on Drugs and 
Alcohol clinics, all actions had either been completed or were on 
today’s agenda. 
Action: RG to circulate an update on 148/2016. 

 
 
 
RG 

169/2017 Board Chair’s Report  

 

The Chair referred Board to his report, taking questions by exception. 
He advised that the Leeds CCGs were considering how best to 
develop the GP portfolio lead role through the ‘One Voice’ strategic 
commissioning work.   

 

 Resolved: The Board noted the Chair’s report.  

170/2017 Board Chief Officer’s Report  

 

NG presented his report and highlighted: 
• Work across the city to manage pressures caused by increasing 

demands on the health system.  There were signs that the 
pressures were starting to ease slightly. 

• The positive feedback from NHSE on the CCG’s performance in 
the Improvement and Assessment Framework. 

• The Well bean café, supporting people with mental health issues.  
• The award of a British Empire Medal to Yen Anderson in the New 

Year’s Honours list for her work on safeguarding and domestic 
violence. 

• That Carers Leeds, with Leeds City Council and the Leeds CCGs, 
had won the HSJ CCG & Local Authority Integrated 
Commissioning for Carers Award. 

• Work to integrate informatics across Leeds. 
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Item No. Agenda Item Action 
 
In response to a question from DH around support for the most 
vulnerable, NG said that although it was still ‘early days’, there was 
anecdotal evidence that the Well bean café was reducing demand for 
acute and mental health services. 
Action: Include a patient story on the Well bean café on a future 
Board agenda.   

 
 
 
 
 
CL/SG 

 Resolved: The Board noted the Chief Officer’s report.  

Strategy and forward view 
171/2017 Board Urgent Care Strategy – Primary Care Response Phase One  

 

NG introduced the report, which focused on the Minor Injury Units 
(MIU) and GP Out of Hours (GP OOH) service review.  He detailed 
the options and recommendations that commissioners had 
considered. The proposed way forward included making better use of 
the existing hubs in Leeds, with a more integrated health and social 
care response. GPr noted the need to put patients at the centre of the 
new model of care. 
MP noted that he, and other practice representatives, might be 
conflicted if options being considered included extended hours in 
primary care. The Board noted the potential conflict.    

 

 Resolved:  The Board noted the Urgent Care Strategy - Primary Care 
Response Phase One 

 

172/2017 Board Nursing Strategy – Update  

 

CL presented an update setting out a proposal that the national 
‘Leading Change, Adding Value’ nursing strategy be used to shape 
the future of nursing in Leeds.  The strategy contained 10 aspirational 
commitments for nurses to focus on narrowing gaps and decreasing 
unwarranted variation in both health and delivery of care. 

In response to a question from GPr, CL said that although the 
strategy would not itself solve the workforce problems facing nursing, 
it set out the areas on which the CCG, with its partners, needed to 
focus. MP said that a similar approach would be helpful for GPs. 

Action: Explore the scope for adopting a similar strategy and 
approach to the development of clinical leadership for GPs. 

 
 
 
 
 
 
 
 
 
CL/MP 

 Resolved:  The Board noted the update and supported the adoption 
of Leading Change, Adding Value as the CCG’s nursing strategy. 
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Item No. Agenda Item Action 
Performance 

173/2017 Board Patient and Public Involvement update:  

 

SB presented the update. He highlighted: 

• the CCG’s commitment to consult on any proposed service 
changes arising from the GP Forward View. 

• the Healthwatch Patient Participation Group (PPG) report 
• engagement on Walk in Services 

In response to a question from SR, SB said that the VPPG Network 
was now ‘live’, a training session had been held and the network had 
been promoted to practice managers. It was clear that different PPGs 
required varying types of support. A member of the public commented 
that the training for PPG members had been good, but that there was 
also a need for face-to face meetings in addition to the virtual network.  

GPr said that there were national issues around PPGs, which did not  
effectively exist in some practices. NG said that there was variation 
across Leeds and agreed with GPr that this was an issue that the 
PCCC should explore.   

Action: Present to the Council of Members on the VPPG network. 

Action: Submit a report on PPGs to the PCCC. 

PMy highlighted the need to ensure that PPI updates highlighted how 
the CCG was meeting its statutory duty to engage.  

 

 

 

 

 

 

 

 

 

 

 

 
SB 
NG/SB 

 Resolved:  The Board noted the PPI update.  

174/2017 Board Performance report on constitutional measures  

 

RG presented the report, summarising current performance against 
the constitutional measures. He highlighted: 
• that the Pathology IT system failure at LTHT had increased 

elective waits by less than 1%. 
• challenges in achieving the cancers 62 day referral to treatment 

targets 
• the difficulty in meeting access to psychological therapies targets 

due to high levels of acuity and high demand 
• continuing challenges in meeting A&E and ambulance response 

targets 
The Board noted the pressures on the whole health system. DH said 
that delivery of the 62 day cancer target had been a problem for a long 
while.  CL highlighted the impact on quality for patients of pressures 
on the emergency care system.  MP said that the Joint Q&S 
Committee had requested a report on the quality impacts of the failure 
of YAS to meet emergency response targets.   
 
RG noted that work was ongoing to produce a combined quality and 
performance report which would enable better triangulation of the 
issues.  

 

 Resolved:  The Board noted the performance update.  
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Item No. Agenda Item Action 

175/2017 Board Annual Report of Director of Public Health/Update on Leeds 
North Health Inequalities Action Plan 

 

 

LJ reported that this year’s digital Annual Report is entitled “1866-
2016: 150 years of Public Health in Leeds – a story of continuing 
challenges”.  She noted significant progress on public health issues, 
including reduced rates of infant mortality. 
 A recent internal audit report had provided ‘significant assurance’ 
about the CCG’s arrangements and action plan for reducing health 
inequalities, including the targeting of funding on the most deprived 
areas. 

 

 

Resolved:  The Board noted the report and programme update and : 
a) that improving health status is a specific objective within the 

development of New Models of Care being led by the NHS, as a 
contribution to the delivery of the Health & Well Being Strategy. 

b) the progress made on the recommendations of the Director of 
Public Health Annual Report 2014/15. 

c) the work taken forward by the CCG to support its mission and 
mitigate risk 1 of the BAF. 

d) the need to ensure that the Leeds North Health Inequalities Plan is 
continued within ‘One voice’ 

 

176/2017 Board Finance and Contracts  

 

MW presented the report, summarising the financial position of the 
CCG and performance against key financial duties. 
The CCG was forecasting an underspend of £5.78m in line with the 
control total agreed with NHS England. Financial risks were being 
managed in-year through utilisation of commissioning and 
contingency reserves. The key risks included: 
• the increase in demand for services and unmanaged growth. 
• increases in tariff costs  
• pressures on the learning disabilities budget, particularly out of 

area placements. NG noted issues over the sustainability of high 
cost individual  care packages – some of which were in excess of 
£1m per year.   

MW confirmed that contracts have been agreed with local providers. 
The 3 Leeds CCGs were collaborating to agree which commissioning 
intentions could be supported within the resources available. This 
would be finalised within the next few weeks to feed into the detailed 
budget setting process. Budgets would be brought to the next Board 
meeting for final approval. 
GPr welcomed the report.  He suggested that a simpler, clearer report 
would make the information more digestible. 
Action:  Discuss with GPr changing the format of the finance update 
to make it more accessible for the public. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MW 

 Resolved: The Board noted the Leeds North CCG financial position 
and performance against key financial duties. 
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Item No. Agenda Item Action 

177/2016 Board Risk management - Board Assurance Framework, Corporate 
Risk Register 

 

 

MW presented the reports, which had been reviewed in detail by the 
Governance, Performance and Risk (GPR) Committee. 
GPR had noted that risks 6 – System–wide capacity and 11 – 
Capacity and skills - had increased in score, resulting in both risks 
operating above the agreed risk appetite. GPR Committee had 
reviewed both risks, noted the increased scores and agreed that 
appropriate actions were being taken to mitigate them. A new risk had 
been added to the risk register on the emergency care standard. 
SR drew attention to the discussion at Quality and Safety Committee 
about pressures across the health system. The Committee had asked 
the System Resilience Assurance Board (SRAB) to provide assurance 
about the actions being taken to address these pressures, and 
questioned whether there was a need to escalate the issue to national 
level. 
As Chair of the SRAB, NG advised that partners were working 
together effectively across the Leeds system, as he had highlighted in 
his Chief Officer’s report. JB added that as well as taking action 
across Leeds, the CCG did ensure that representations were made at 
national level through the available mechanisms.   

 

 Resolved:  The Board noted the BAF and the corporate risk register.  

Assurance 
178/2017 Board Quality Update  

 

CL presented an update and assurance to the Board on key quality 
issues. She highlighted: 
• recent CQC inspections, regulatory activity and changes 
• commissioner quality visits to commissioned services 
• work to map quality in care homes 
• clinically focused internal audits  
MWa advised that he was taking a paper to the Integrated 
Commissioning Executive proposing a new joint approach to quality 
assurance in care homes.  

 

 Resolved:  The Board noted the Quality update.  

179/2017 Board Safeguarding Annual Reports  

 

CL presented the annual safeguarding reports, which provided 
assurance on how each of the Leeds CCGs met their statutory 
requirements for safeguarding children and adults at risk.  The reports 
outlined key achievements for 2015-2016 and identified key 
safeguarding challenges for the Leeds CCGs in 2016-2017. 

 

 

Resolved:  The Board noted the three 2015/16 annual  reports. 
• Leeds CCGs’ Safeguarding Children and Adults at Risk Annual 

Report  
• Leeds Safeguarding Children Board Annual Report  
• Leeds Safeguarding Adult Board (LSAB) Annual Report 
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180/2017 Board Council and Committee Summary reports  

 The summary reports from recent meetings were presented, 
containing key issues that the Board should be sighted on.  

 

 Summary Report: Primary Care Commissioning Committee –  
14 December  2016 

 

 GPr noted that the Committee had approved the GP Forward View.  

 Summary Report: Council of Members – 17 January 2017  

 

NI highlighted the discussion on extended GP access, including the 
important coordinating role of the CCG and the need to engage with 
the public in developing the approach. 
MP noted that the summary report should be amended to refer to the 
Street Lane and North Leeds MSK model. 

 

 Summary Report: Patient Assurance Group –  6 December 2016 
and 10 January 2017 

 

 
GPr noted the high attendance levels at recent PAG meetings and 
constructive items on Dementia, the PPG Network, the ‘3 things’ 
public consultation, the STP and Walk-in centre review. 

 

 Summary Report: Governance, Performance and Risk 
Committee – 12 January 2017 

 

 No further updates.  

 Summary Report: Joint Quality and Safety Committee –  
19 January 2017 

 

 No further updates.  
 Resolved: The Board noted the summary reports.  

Governance 

181/2017 Board Healthy Futures Joint Committee  

 

NG presented the report on proposals to establish a Joint Committee.  
The Board had previously supported the proposals in principle, but 
wanted to ensure that there was appropriate clinical representation on 
the Committee and that the CCG Board and members were consulted 
regularly on the Joint Committee’s workplan. 
The CCG’s Council of Members had received a detailed report on the 
proposals at its meeting on 17th January 2017 and had approved: 
• the proposed amendments to the CCG’s constitution;  
• the establishment of the Joint Committee as a committee of the 

CCG; 
• the terms of reference of the Joint Committee and; 
• the near final draft Memorandum of Understanding (“MOU”) to be 

entered into by the CCGs in relation to the collaborative 
commissioning arrangements 
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Item No. Agenda Item Action 

 

The CCG’s representatives on the Joint Committee would be Jason 
Broch (Deputy - Manjit Purewal) and Nigel Gray (Deputy - Martin 
Wright). They would be responsible for ensuring that CCG members 
and the Board are kept informed of the Joint Committee’s work and 
progress. 
CL reiterated the Board’s previous concerns around the need to 
ensure broad clinical representation on the Committee – including 
nursing. 
DH highlighted the need to ensure that consideration of the 
Committee work plan was scheduled on the Board agenda. 
Action: Raise with the Healthy Futures collaborative the Board’s 
concerns about ensuring effective clinical representation. 
Action: Include the Healthy Futures workplan on the Board’s forward 
plan.  

 
 
 
 
 
 
 
 
 
NG 
 
SG 

 Resolved: The Board endorsed the agreement of the Council of 
Members to the establishment of the Healthy Futures Joint Committee 

 

182/2017 Board Any other business  
 There was none.  
183/2017 Board Review of the Meeting  

 There was insufficient time for this item.  
 Public Bodies (Admissions to Meetings) Act 1960  

 
Resolved: That representatives of the press, and other members of 
the public, be excluded from the remainder of this meeting having 
regard to the confidential nature of the business to be transacted, 
publicity on which would be prejudicial to the public interest. 

 

 Note:  RG left the meeting at this point.  

184/2017  Approval of confidential Minutes and Actions of the Private 
Board meeting on 30 November 2016 

 

 Resolved: Board agreed the minutes of the confidential Board 
meeting on 30 November  2016 as an accurate record. 

 

185/2017  Commissioning Community Intermediate Care Beds  

 

MP noted a potential conflict of interest for GP members of the Board.  
The Chair noted the potential conflict, but felt that it did not preclude 
involvement in the decision at this stage of the process.  
SL presented a report about the recommissioning of Community 
Intermediate Care Beds. The report would be presented to all three 
Leeds CCGs. 
The three CCGs, working in partnership with Leeds City Council, had 
developed a new plan to commission community intermediate care 
beds.  This would support people who have had an episode of ill 
health either at home or in hospital, and require a period of recovery 
prior to returning to their own home. The proposal, if approved, would  
provide the basis for stakeholder engagement.  
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There was a lengthy discussion, during which the Board sought 
assurance about: 
• the financial implications of the proposals 
• the mechanisms in place to provide the Board with assurance 

about the impacts on quality for patients 
• the transition between existing arrangements and the new service 

model 
• how the risks to the stability of current service providers were 

being managed. 
The Board thanked SL for her presentation. 

 

Resolved: The Board: 
a) Approved additional investment for the proposal to commission a 

greater breadth of community inpatient services that meet demand 
for the ageing population. 

b) Noted the agreement with Leeds City Council in relation to the 
additional services associated with the additional investment. 

Note: SL left the meeting at this point. 

 

186/2017  LTHT Feedback  
 CL provided feedback on a recent commissioner visit to LTHT.  

 
Resolved: The Board noted the feedback. 
Note: PMy and MWa left the meeting at this point. 

 

187/2017  One Voice update and proposed governance structure  

 

NG updated the Board on progress with the ‘One Voice’ initiative to 
integrate commissioning across Leeds.  He covered the outline 
proposals in relation to functions, leadership and governance.   
Members emphasised the importance of the Board being fully 
consulted on the proposed arrangements, and for a robust decision 
making process. 
JB said that he and NG welcomed Board challenge around the 
proposals.  A draft paper would be circulated to Board members for 
comment, setting out the parameters for CCG representatives to work 
to in developing the future operating model. The paper would be 
followed by further discussion at the Board workshop on 22 February 
and formal reports to subsequent Public Board meetings. 
 

 

 Resolved: The Board noted the One Voice update.  
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NHS Leeds North Clinical Commissioning Group 
Public Board 

Actions of the meeting held on Wednesday 25 January 2017 

Item No. Action Required By 
Whom 

Completion 
Date 

Progress 

168/2017 Strategic objectives - Drugs and 
alcohol clinics (originally 148/206 
from 30/11/16)  
Circulate an update on outcome-
based measures in relation to 
outreach clinics. 

RG 29 March 
2017 

170/2017 Well bean café 
Include a patient story on the Well 
bean café on a future Board 
agenda. 

CL/SG 29 March 
2017 

Complete – added to 
future work programme 

172/2017 Nursing Strategy – Update 
Explore the scope for adopting a 
similar strategy and approach to the 
development of clinical leadership 
for GPs 

CL/MP 29 March 
2017 

173/2017 Patient and Public Involvement 
update 
Present to the Council of Members 
on the VPPG network 

Submit a report on PPGs to the 
PCCC 

SB 

SB 

29 March 
2017 

176/2017 Finance and Contracts 
Discuss with GPr changing the 
format of the finance update to 
make it more accessible for the 
public. 

MW 29 March 
2017 

Complete - discussed 
with GP. New format to 
be considered for 
presentation of financial 
information in annual 
report 

181/2017 Healthy Futures Joint Committee 
Raise with the Healthy Futures 
collaborative the Board’s concerns 
about ensuring effective clinical 
representation. 
Include the Healthy Futures 
workplan on the Board’s forward 
plan. 

NG 

SG 

29 March 
2017 

Complete. 

Complete – added to 
future work programme 

Developing: Discussions 
have commenced and 
work will progress as part 
of the One Voice and 
Clinical Leadership 
conversations.



  
Mission: “Our successful and effective partnerships 
with our communities, patients and partners will  
reduce health inequalities and deliver improvements  
in health for local people within the resources available” 
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Summary Report 
Meeting: Board Date: 29 March 2017 
Report Title: Chair’s Report 
Agenda Item:  
Prepared by: Joanne France, Office Manager / PA 
Executive Lead: Jason Broch, Chair 
Presented by: Jason Broch, Chair 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
GPFV Update – Vulnerable Practice Funding and GP Resilience Programme 
 
Funding has been confirmed for all the bids submitted against the Vulnerable Practice Fund and 
GP Resilience Programme for 2016-17.  In total the CCG has secured over £100,000 of support in 
addition to £42,000 through Leeds West CCG to deliver Mindfulness and Resilience Sessions for 
GPs across Leeds. This equates to between 10-14% of the total funding available for West 
Yorkshire. In Leeds North we will be receiving: 
 
• £42,000 from the Vulnerable Practice Fund to support 11 practices with strategic/business 

planning, workforce planning, development and recruitment, coaching and mentoring and rapid 
interventions for specific issues.  

• £28,000 to support the development of practice diagnostic tools in partnership with BDO 
(Specialist GP Practice Accountants) and implementation in 3 practices.  

• £33,000 to support Chapeltown and Wetherby Locality practices with organisational 
development, professional networking events, and workforce planning. 

 
Interventions supported in 2016-17 will need to show good evaluation results and positive impact in 
order to secure additional funding from the GP Resilience Programme in 2017-18 and 2018-19. 
Progress and the implementation of support will be overseen by CDU as part of the GPFV Delivery 
Plan. 
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Citywide Social Prescribing Celebration Event  
 
The three CCGs and LCC Public Health team held an event on the 14th March to highlight the 
fantastic work being done across the three SP services in Leeds. We were rReferenced nationally 
as one of the few areas in the country where all our GP practices have access to a social 
prescribing service.  The event was fully booked with over 120 delegates attending. Speakers 
included Cllr Charlwood, Chair of the Health & Wellbeing Board, representatives from the three SP 
services, clinical leads and  commissioners. The event included  the first showing of a newly 
commissioned video highlighting the feedback from service users. 
 
STAFFING 
 
• Dr Wendy Burns, consultant old age psychiatrist from LYPFT has been voted  the President of 

the Royal College of Psychiatrists – a great honour for her and Leeds. 
 
• Leeds and York Partnership NHS Foundation Trust has appointed Professor Sue Proctor as its 

new Chair. Sue is currently the Vice Chair of Harrogate and District NHS Foundation Trust. 
She will take over on 1 April 2017 from outgoing chair Frank Griffiths, who comes to the end of 
his term of office after seven years. 

  
Key Recommendations 
 
Board is asked to note the Chair’s report. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications N/A 

Financial implications N/A 

Legal implications N/A 

Workforce implications N/A 

Equality impact assessment N/A 

Information quality assured N/A 
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Summary Report 
Meeting: Board Date: 29 March 2017 
Report Title: Chief Officers Report 
Agenda Item: 194/2017 
Prepared by: Joanne France, Office Manager / PA 
Executive Lead: Nigel Gray, Chief Officer 
Presented by: Nigel Gray, Chief Officer 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
One Voice arrangements – Leeds Clinical Commissioning Groups   
 
As reported in my previous updates and discussions at board meetings, the Leeds Clinical 
Commissioning Groups have being undertaking a review called ‘One Voice’, exploring a single 
approach for commissioning health and care services in Leeds.   

Following the review, and subject to NHS England and the three CCGs’ governing bodies and 
members’ approval, I am pleased to let you know that new leadership arrangements have been 
agreed. My role will be Chief Officer, System Integration, leading and supporting the development 
of the accountable care system and Philomena Corrigan, NHS Leeds West CCG, will become 
Chief Executive for the three CCGs. You will be aware that Dr Andy Harris made the decision to 
retire from NHS Leeds South and East CCG – of course subject to NHSE and CCG approval. 

Part of the One Voice work has been for us to explore shared leadership and governance 
arrangements that will include establishing a shared leadership team for the three organisations. 

There is still a long way to go before we move to new structures which could be in a year or 18 
months’ time, and we will remain as three statutory organisations throughout 2017/18, governed by 
our constitutions including the involvement of our members. We need to keep a minimum level of 
infrastructure to continue to maintain organisations in their statutory form; NHS England has to 
approve any constitutional changes and have been involved in discussions to date.  We are in the 
process of recruiting a board to oversee the three CCGs during this period. I with Phil Corrigan will 
be responsible to this new board in our respective roles. 
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Mental Health update 
 
IAPT – We continue to work with the service to improve efficiency, and with LYPFT and LCH to 
provide a more integrated approach at the “front door” so that the right referrals get to the right 
place, first time therefore improving efficiency of the service.  A proposal from them has been 
submitted to the commissioning team for consideration. In addition we are working with our 
outpatient liaison psychiatry service to review the focus of their work with a view to repositioning it 
in line with LTC and access to psychological support. Helen Lewis is also working on the role of 
outpatient Health Psychology and where the funding for that sits – in order for us to have a more 
focussed citywide approach to this resource.    
 
Delivery of CORE 24 Liaison Psychiatry – Leeds CCGs have agreed additional non-recurrent 
(NR) investment to further develop the existing liaison service to improve the model and access 
across all age ranges.  We have made a bid for NHSE Transformation funds that combined with 
the local NR investment create sufficient funds to deliver 24 hr access and 1 hr access to MH 
assessment in the Emergency Department.  
 
Early Intervention in Psychosis (EIP) - Leeds CCGs have committed additional recurrent funding 
to support the development of our existing EIP service provided by Community Links under the 
project name Aspire. The service has extended access to a new age range – up to 64, and 
established data reporting arrangements through LYPFT. There remain challenges in delivery of 
full NICE compliant package but access times to the service care package are being met within the 
two week limit over 60% of the time (as required).  There is a local working group established and 
plans to move to LYPFT as the lead provider.  
 
Out of Area Placements for Acute MH services – LYPFT have made significant progress on 
reduction of Acute OAPs following the introduction of a new clinical role, and following a Rapid 
Improvement Event.  We have agreed a trajectory of continued reduction for next two years, and 
have confidence that this is achievable. However, demand for services continues to grow so there 
are continued risks overall to delivery. 
 
STAFFING 
 
• The Leeds Plan - due to pressures in NHS Leeds South and East CCG, and some other 

changes that are taking place elsewhere, it has been agreed that Matt Ward, Chief Operating 
Officer NHS Leeds South and East CCG, who has been leading the work to date will return to 
the CCG.  Thanks to Matt for his work here and across the city.  Paul Bollom, Chief Officer for 
Health Partnerships is going to take over as interim lead for the Leeds Plan until new 
commissioning arrangements are finalised.       

 
• Tom Riordan, Chief Executive of Leeds City Council has advised the following changes to the 

organisational structures which will come into effect on the 1st April.  
  
 "The last major overhaul of the council’s structure was in 2006. We are proud of what we are 

achieving as a council, and as a city by working with our partners and communities. The 
recognition of our progress last year through a Local Government Association Peer Review, 
being named as Council of the Year and the many awards and inspections are all 
acknowledgements of the good work being done in Leeds. However, we know we have even 
more to do to achieve our ambition to be a compassionate city with a strong economy.  The 
time is now right to make changes to ensure that we can continue to improve whilst reducing 
costs.    
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 As we are placing a greater emphasis on our work in localities, we are merging the majority of 

our front line services that work with our citizens and communities.  This will help us to have a 
greater impact on reducing inequalities across the city and particularly in some of our most 
deprived neighbourhoods. The new Communities and Environment directorate will be led by 
James Rogers in a new role of Director of Communities and Environment.  

  
 Following the retirement of our current Deputy Chief Executive Alan Gay at the end of this 

month, Neil Evans as Director of Resources and Housing will lead a new Resources and 
Housing directorate bringing together our corporate, strategy and policy functions alongside 
housing and sustainability activity.  

  
 To improve our partnership work with health colleagues, bring together related commissioning 

functions, and ensure delivery of the sustainability and transformation plan a new Adults and 
Health directorate is being created led by Cath Roff as Director of Adults and Health. Dr Ian 
Cameron (Director of Public Health) will be part of Cath’s leadership team and retain 
responsibility for the public health statutory functions.   

  
 We have made a change to the Children’s Services directorate reflecting the work with families 

to improve the outcomes for children across Leeds. Steve Walker as interim Director will lead 
the new Children and Families directorate.   

  
 City Development led by Martin Farrington will continue to drive forward the city’s economic 

growth, skills, infrastructure and culture agendas.   
  
 I am confident that our new shape will drive culture change and efficiency across the 

organisation, through working with our partners help us to improve outcomes for the citizens of 
Leeds and make us easier to do business with.” 

 
CONGRATULATIONS 
 
mHabitat has won the patient engagement Award at the Medilink Yorkshire and Humber 
Healthcare Business Awards 2017 for the new website MindWell; celebrating a new healthcare 
‘device or service’ which was developed through a process of engagement or ‘co-creation’ with 
patients or service users. 
 
MindWell is a city-wide initiative, funded by the NHS, which brings together resources, materials 
and knowledge from across the NHS in Leeds, Leeds City Council and the third sector. 
 
MindWell have also been nominated by the Digital Leaders community in one of the ten categories 
that will make up the Digital Leaders 100 List for 2017.  NHS, Leeds City Council, Volition, Yoomee 
digital agency have been nominated under the DL100 category of Cross Sector Digital 
Collaboration of the Year for the "Mindwell" collaboration.   
 
Key Recommendations 
 
Board is asked to note the Chief Officer report. 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
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Next Steps 
 
Corporate Impact Assessment 
Regulatory implications N/A 

Financial implications N/A 

Legal implications N/A 

Workforce implications N/A 

Equality impact assessment N/A 

Information quality assured N/A 
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Summary Report 
Meeting: Board Date: 29 March 2017 
Report Title: One Voice governance proposals and constitution 

changes 
Agenda Item: 196/2017 
Prepared by: Stephen Gregg,  Head of Governance and Corporate 

Services, Joanna Howard, Head of Governance 
(citywide) 

Executive Lead: Nigel Gray, Chief Officer 
Presented by: Nigel Gray, Chief Officer 
Other meetings presented to: Joint CCG Governing Body  Workshop, 8th March 2017 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
a) The people of North Leeds will live independent and healthier lives  

b) The people of North Leeds will receive accessible, quality and supportive services  

c) The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
The Accountable Officers and Chairs of NHS Leeds North, NHS Leeds South and East 
and NHS Leeds West CCGs are committed to developing a ‘One Voice’ approach for 
commissioning health and care services across Leeds. They have recognised that in a 
similar way to many healthcare economies around the world, it will be necessary to adopt 
a Population Health Management (PHM) approach.  The key building blocks of PHM are: 
 

• Commissioning needs to be more strategic and outcomes-based rather than 
activity-based.  

• Some current commissioning functions would be more effectively used to develop 
a new provider landscape of integrated, accountable providers working towards 
common goals. 

• This would be enabled by new payment and incentive mechanisms supported by 
better use of information and technology.  
 

Following the initial One Voice review it was agreed by the Accountable Officers and 
Chairs that the CCGs needed new, transitional governance structures to ensure effective 
decision making and support the One Voice vision.  The proposed arrangements will be 
reviewed after 6 months of operation. 
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How the governance proposals support the vision: 
 

One Voice Vision Governance Arrangements 
 Single set of joint priorities with our 

partners  
 

 Joint Board brings together key 
players and priorities – delivering 
the Leeds Plan 

 Strategically commission for 
population health outcomes and 
inequalities 
 

 Joint Board drives focus on 
population health, outcomes, 
reducing inequalities  

 Speedy and effective decision-
making 
 

 Integrated decision-making  – a 
‘single source of truth’ 

 Efficient and effective use of 
collective resources 
 

 Focus on Leeds pound:  Less 
duplication, greater efficiency 

 Integrated approach to 
commissioning 
 

 Health and care commissioning 
brought together   

 Single commissioning culture where 
our staff adopt one set of values 
and behaviours 
 

 Integrated governance promotes 
shared  approaches and working 
across organisational boundaries 

 Consistent approach to needs, 
provider landscape, integrated care 
 

 Decision-making structures will align 
with emerging provider landscape 

 Engage our citizens with openness 
and honesty 

 City-wide approach to patient 
engagement and assurance 

 
To oversee some functions, it is proposed to establish joint committees to enable greater 
co-ordination and integration of commissioning as well as committees in common where 
statute requires, such as the CCG Audit Committee and Remuneration Committee. 
 
Joint committees consist of nominated member representatives from each CCG and have 
delegated authority to make decisions on behalf of each of the CCGs.  
 
Committees in common meet at the same time, in the same location as the other CCG 
committees. It is the place and time that the meetings are held that is in common rather 
than the committees themselves. 
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The proposed governance structure is set out below: 

To oversee this transitional phase, the three CCGs in Leeds are now being asked to 
establish the Leeds Health Commissioning and System Integration Board (“the Board”).  
The Board will be a joint committee of NHS Leeds North CCG, NHS Leeds South and 
East CCG and NHS Leeds West CCG. 

The Board will be responsible for ensuring that the three CCGs work together effectively 
to: 
• improve the health and wellbeing of the poorest, the fastest
• help people to live healthier, independent lives
• ensure that people have access to quality health and care services.

This means the CCGs will work with partners, the public and patients to commission 
services that are high quality, sustainable, and make better use of scarce resources. It 
also requires the CCGs to support a more integrated health and care system and 
develop, with providers, new service models. Bringing together strategic commissioning 
and innovative, integrated, provider responses will enable delivery of the Leeds Plan, 
within the West Yorkshire Sustainability and Transformation Plan. 

The draft terms of reference for the Leeds Health Commissioning and System Integration 
Board can be found in Appendix A.  
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To implement the transitional governance arrangements the CCG requires amendments 
to its constitution as outlined in Appendix B. The constitution, including draft changes, is 
attached at Appendix c.  

The main changes proposed to the scheme of delegation are outlined below: 
Leeds Health Commissioning & System Integration 
Board (and Sub-Committees) Proposed Decisions 

Current Decision 
Maker – Leeds 
North 

1 Approve detailed financial policies Chief Officer 

2 Approve arrangements for dealing with exceptional 
funding requests 

Chief Officer 

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

Quality and Safety 
Committee 

4 Approve the groups’ risk management arrangements Board 

5 Approve the groups’ arrangements for business 
continuity and emergency planning 

Governance, 
Performance and 
Risk Committee 

6 Approve arrangements for handling Freedom of 
Information requests 

Chief Officer 

7 Approve arrangements for co-ordinating the 
commissioning of services with other groups and/or with 
the local authority(ies), where appropriate 

Board 

8 Approve the CCGs’ arrangements for handling 
complaints 

Chief Officer 

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

Governance, 
Performance and 
Risk Committe 
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The CCG Board is asked to review and approve the Leeds Health Commissioning and 
System Integration Board terms of reference and the CCG constitution changes to 
support the transitional governance arrangements. 

Feedback from the joint Governing Body workshop held on 8 March is attached at 
Appendix D which sets out the key issues raised regarding the arrangements and the 
action taken. 

The terms of reference for the committees in common will be developed and presented to 
each CCG Governing Body for approval in May. Once established, the Leeds Health 
Commissioning and System Integration  Board will develop and approve the terms of 
reference for the sub committees required to support it in delivering its functions. The 
terms of reference will be developed with appropriate consultation and engagement. 

The One Voice initiative has highlighted the need for a single mechanism across the City 
for the discharge of the three CCGs’ commissioning functions, an important component of 
which is the establishment of a single management executive. As part of these 
arrangements a single Accountable Officer has been identified for each of the three 
CCGs. This is the current Chief Executive/Accountable Officer for Leeds West CCG. 

Responsibility for approving the arrangements for appointing the CCG’s Chief Officer is 
delegated to the CCG Chair.  However, to ensure a robust and transparent process, the 
Chair requested that the proposal be reviewed by the Remuneration Committee.  
Accordingly, the Remuneration Committee at its meeting on 29 March 2017 considered 
the proposal that the current Accountable Officer for Leeds West CCG be appointed on 
an acting basis as Accountable Officer for NHS Leeds North CCG and that the current 
Chief Officer for Leeds North CCG be appointed as Chief Officer,System Integration.The 
Board is asked to consider the recommendation of the Remuneration Committee. 

Key Recommendations 

The Board is recommended to: 
1. Approve the Leeds Health Commissioning and System Integration Board terms of

reference for presentation to the membership; 
2. Approve the CCG Constitution changes for presentation to the membership.
3. Note that a Memorandum of Understanding/Collaborative Agreement is being

developed, for approval by the Board and Council of Members
4. Subject to the recommendation of the Remuneration Committee at its meeting on

29 March 2017, approve the proposed arrangements for the appointment of the 
CCG’s Accountable Officer/Chief Officer and Chief Officer, System Integration 
from 1 April 2017.

Board Assurance Framework (indicate the strategic risks that the report relates to): 
10. Governance and risk management arrangements are not clear, robust and

transparent, leading to poorly informed decisions and reputational harm to the CCG.
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12. Failure to work successfully with partners to integrate services, leading to duplication,
waste and inefficiency

Next Steps 
1. The constitution changes will be presented to the CCG membership for approval on

4th April 2017.
2. Once approved by the CCG members, the proposals will be submitted to NHS

England for final approval.
3. On approval, the transitional governance arrangements will be implemented in a

staged approach.

Corporate Impact Assessment 
Regulatory implications Statutory requirement that the CCG has a Constitution. 
Financial implications N/A 
Legal implications Changes to the Constitution must be approved by the 

Council of Members for submission for NHSE approval. 
Workforce implications To be covered in separate reports. 
Equality impact assessment N/A 
Information quality assured Yes 
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NHS Leeds North CCG 

Board meeting  

29 March 2017 

“One Voice” Governance Proposals and CCG Constitution Changes 

1. Introduction

Each of the three Leeds CCGs committed to develop a ‘One Voice’ approach
for commissioning health and care services across Leeds. One Voice builds
on the close working relationships between the CCGs, where they share a
common purpose for Leeds with an aspiration to deliver a sustainable health
and care system.

The key feature of the proposed One Voice arrangements is the
establishment of a Joint Committee of the CCGs in accordance with the
provision of Section 14Z3 (2)(a) of the NHS Act 2006 (as amended) for the
discharge of the commissioning functions of the CCGs. In addition, there are
a number of related governance changes which are being proposed,
supported by a single executive team for the three CCGs.

The proposed One Voice arrangements have been developed by a project
group comprising each of the Chairs and Chief Officers of the CCGs. They
were initially considered by the CCG Board at a meeting on 25th January 2017
and were subsequently explored in more detail at a Board workshop on 22nd

February 2017.  The proposed arrangements were also considered at a Joint
CCG Governing Bodies workshop on 8 March 2016, including the proposed
terms of reference for the Joint Committee and supporting committee
architecture. The proposed arrangements were outlined to the Council of
Members on 17th January 2017 and 7th March 2017. This paper allows the
CCG’s Board to consider formally the proposed arrangements.

2. “One Voice” Proposals and Governance Arrangements

2.1 Leeds has set out a bold ambition to be the best city for health and wellbeing. 
It has a clear vision to be a healthy, caring city for all ages, where people who 
are poorest improve their health the fastest. To realise this vision, it is 
acknowledged that the three CCGs together with Leeds City Council need to 
change how services are commissioned so that the health and care system is 
sustainable for the future, services remain safe and of high quality and the 
best use is made of the ‘Leeds pound’. To deliver this the Leeds CCGs and 
Leeds City Council will work together to improve how services are 
commissioned, and work with current and future providers to develop a new, 
more integrated health and social care system. The three CCGs and Leeds 
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City Council working together will provide more integrated care, based on the 
needs of the people of Leeds.    

2.2 To enable progress towards this vision, the CCGs propose to establish 
transitional governance arrangements that will help support joined-up, speedy 
and effective decision-making. A key feature of the new governance 
arrangements is the establishment of a Joint Committee of the CCGs to 
discharge its commissioning functions in accordance with the provision of 
Section 14Z3 (2)(a) of the NHS Act 2006 (as amended). Supporting these 
arrangements a number of other joint sub committees of the Joint Committee 
and committees in common are proposed across the CCGs to support joint 
working. Importantly, each of the three CCGs will continue to retain their 
individual statutory responsibilities. 

2.3 Joint Committee (Leeds Health Commissioning and System Integration 
Board) 

The Joint Committee (Leeds Health Commissioning and System Integration 
Board) is established in accordance with Section 14Z3 (2)(a) of the NHS Act 
2006 (as amended) to exercise the commissioning functions of each of the 
CCGs. The commissioning functions of the CCG means the functions of 
clinical commissioning groups in arranging for the provision of services as part 
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of the health service. Consequently, the remit of the Joint Committee is 
described as ensuring that the three CCGs work together effectively to: 

• improve the health and wellbeing of the poorest, fastest
• help people to live healthier, independent lives
• ensure that people have access to quality health and care services.

Specifically, the “Joint Committee” will be responsible for: 

• ensuring delivery of a single set of joint priorities;
• driving the strategic, outcomes and needs-based commissioning of

health and care services across;
• ensuring a focus on tackling health inequalities and improving the

health and wellbeing of the poorest, the fastest;
• designing health and care provision around the needs of patients, with

greater emphasis on prevention and self-care;
• shaping innovative approaches by health and care providers, which

enable them to respond to the CCGs’ proposed approach to
commissioning for outcomes;

• driving new service models, which provide more integrated care for a
specific population, based on their needs and not disease pathways;
and

• driving the better use of business intelligence and technology, which
will provide the information that is needed to commission effectively for
outcomes.

The current draft terms of reference for the Joint Committee (Leeds 
Health Commissioning and System Integration Board) are attached. One  of 
the Chairs of each of the  CCGs will be appointed Chair on a rotational 
basis. The Executive will comprise the One Voice Executive team. 
Each of the CCGs Governing Bodies will be able to nominate 
representatives.  

As it is a Joint Committee of the Group, the Council of Members will need to 
approve the establishment of the Leeds Health Commissioning and System 
Integration Board. In keeping with the requirements of the CCG’s Constitution 
the joint arrangements will need to be supported by a Memorandum of 
Understanding/Collaborative agreement which will require CCG Board and 
Council of Member’s approval. 

The commissioning functions which have been delegated to the Leeds Health 
Commissioning and System Integration Board are set out in the amended 
Scheme of Reservation and Delegation in the CCG’s Constitution.   
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2.4 Joint Sub Committees of the Leeds Health Commissioning and System 
Integration  Board 

In support of the work of the Leeds Health Commissioning and System 
Integration Board it is proposed to establish a number of Joint Sub 
Committees reflecting the key aspects of its remit and mirroring similar CCG 
Board Committees which currently exist. As each of these Sub Committees 
will report to the Leeds Health Commissioning and System Integration Board 
assurance will be received through this means, with each of the Governing 
Bodies receiving assurance for the discharge of these functions through the 
Joint Committee. The terms of reference for each of the Joint Sub 
Committees are being developed and will require subsequent approval. 

2.5 Committees in Common 

For the statutory Committees of the CCG Board (Audit and Remuneration) 
and the Primary Care Commissioning Committee (a committee of the CCG) it 
is proposed to establish “Committees in Common”.  This means that each 
CCG’s Committee will meet at the same time and location. Whilst the 
membership of the Committees in common will include a single Executive as 
provided by the “One Voice” Executive Team, each of the CCGs will be 
represented by its current Governing Body’s Committee membership. The 
terms of reference for each of the committees meeting in common are 
currently being developed. 

2.6 It is important to note that each of the CCGs’ Governing Bodies will continue 
to retain statutory responsibility for the discharge of their duties and functions 
and that it is proposed that each of the CCGs’ Governing Bodies meet bi-
annually. 

3. CCG Accountable officer and Chief Officer, System Integration

3.1 The Accountable Officer is a statutory role and requirement. The Accountable 
Officer is responsible for ensuring that the CCG fulfils its duties to exercise its 
functions effectively, efficiently and economically in order to ensure 
improvement in the quality of services and the health of the local population 
whilst maintaining value for money. 

3.2 The One Voice initiative has highlighted the need for a single mechanism 
across the City for the discharge of the three CCGs’ commissioning functions, 
an important component of which is the establishment of a single 
management executive for the three CCGs. As part of these arrangements, 
therefore, a single Accountable Officer has been identified for each of 
the three CCGs. This is the current Chief Executive/Accountable Officer (CE/
AO) for Leeds West CCG. 
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3.3 Responsibility for approving the arrangements for appointing the CCG’s Chief 
Officer is delegated to the Chair. To ensure a robust and transparent 
process, the Chair requested the Remuneration Committee to review the 
proposal.  The Committee on 29 March considered the proposal that the 
current CE/AO for Leeds West CCG be appointed on an acting basis 
as Accountable Officer for NHS Leeds North CCG. This appointment 
would be for a transitional period for a period of 12 – 18 months from 1 
April 2017, with reviews at September 2017, March 2018 and September 
2018. The Committee also considered the proposal that the current 
Leeds North CCG Chief Officer CCG be appointed as Chief Officer 
System Integration on a similar basis.  The Board is asked to 
consider the recommendation of the Remuneration Committee.  

3.4 In due course “One Voice” will further identify the key posts and appointments 
necessary for inclusion in the “One Voice” Executive. 

4. Constitution Amendments

Subject to approval by the Board and Council of Members, the proposed 
changes will need to be reflected and incorporated as amendments to the 
CCG’s Constitution. A separate accompanying paper is attached together with 
an amended version of the Constitution setting out the amendments which will 
need to be approved by the Council of Members and subsequently by NHSE. 

5. Recommendations

The Board is recommended to:
1. Approve the Leeds Health Commissioning and System Integration Board

terms of reference for presentation to the membership;
2. Approve the CCG Constitution changes for presentation to the

membership.
3. Note that a Memorandum of Understanding/Collaborative Agreement is

being developed, for approval by the Board and Council of Members
4. Subject to the recommendation of the Remuneration Committee at its

meeting on 29 March 2017, approve the proposed 
arrangements for the appointment of the CCG’s Accountable Officer/Chief 
Officer and the Chief Officer, System Integration from 1 April 2017.

6. Attachments
• Appendix A - Draft Terms of Reference for Leeds Health

Commissioning and System Integration Board
• Appendix B – CCG Constitution Amendment Change Template
• Appendix C – Amended Version of CCG Constitution
• Appendix D – Joint CCG Governing Bodies Workshop Q&As
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On behalf of NHS Leeds North Clinical Commissioning Group, NHS Leeds South and East Clinical 
Commissioning Group and NHS Leeds West Clinical Commissioning Group 

1. Introduction

1.1 Leeds has set out a bold ambition to be the best city for health and wellbeing.  
It has a clear vision to be a healthy, caring city for all ages, where people who 
are poorest improve their health the fastest. To realise this vision, the CCGs 
and Leeds City Council need to change how we commission services so that 
the health and care system is sustainable, services are of high quality and we 
make best use of the ‘Leeds pound’. 

1.2 The three CCGs aim to ensure more integrated care, based on the needs of 
local people. To do this, the Leeds CCGs and Leeds City Council will work 
together to change how care is commissioned, and work with current and future 
providers to develop a new, more integrated health and social care system. 

1.3 The three CCGs have recognised that in a similar way to many healthcare 
economies around the world, it will be necessary to adopt a Population Health 
Management (PHM) approach.  The key building blocks of PHM are: 

• Commissioning needs to be more strategic and outcomes-based rather
than activity-based.

• Some current commissioning functions would be more effectively used
to develop a new provider landscape of integrated, accountable
providers working towards common goals.

• This would be enabled by new payment and incentive mechanisms
supported by better use of information and technology.

1.4 To enable progress towards this vision, the CCGs have established transitional 
governance arrangements that support joined-up, speedy and effective 
decision-making. To oversee some functions, joint committees have been 
established to enable greater co-ordination and integration of commissioning, 
whilst at the same time overseeing leadership of system integration to develop 
provider relationships and new commercial relationships. The governance 
arrangements will be reviewed after six months of operation. 

1.5 To oversee this transitional phase, the three CCGs in Leeds have set up the 
Leeds Health Commissioning and System Integration Board (“the Board”).  The 
Board is a joint committee of NHS Leeds North Clinical Commissioning Group, 
NHS Leeds South and East Clinical Commissioning Group and NHS Leeds 
West Clinical Commissioning Group.  
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On behalf of NHS Leeds North Clinical Commissioning Group, NHS Leeds South and East Clinical 
Commissioning Group and NHS Leeds West Clinical Commissioning Group 

2. Role of the Board 
 

2.1 The Board will be responsible for ensuring that the three Leeds CCGs work 
together effectively to:  

• improve the health and wellbeing of the poorest, the fastest; 
• help people to live healthier, independent lives; and 
• ensure that people have access to quality health and care services. 

 
2.2  Through transition, the Board will also oversee the development of a blueprint for 

delivering PHM, which will clearly define the developmental journey for both 
strategic commissioning and system integration. 
 

2.3 This means the CCGs working with partners, the public and patients to 
commission services that are high quality, sustainable, and make better use of 
scarce resources. It also requires the CCGs to support a more integrated health 
and care system and develop, with providers, new service models.   
 

2.4 Bringing together strategic commissioning and innovative, integrated, provider 
responses will enable delivery of the Leeds Plan, within the West Yorkshire 
Sustainability and Transformation Plan.  

 
2.5 The Board will be responsible for:  

a) ensuring delivery of a single set of joint priorities; 
b) driving the strategic, outcomes and needs-based  commissioning of health 

and care services across Leeds; 
c) ensuring a focus on tackling health inequalities and improving the health 

and wellbeing of the poorest, the fastest; 
d) designing health and care provision around the needs of patients, with 

greater emphasis on prevention and self- care; 
e) shaping innovative approaches by health and care providers, which enable 

them to respond to our proposed approach to commissioning for 
outcomes; 

f) driving new service models, which provide more integrated care for a 
specific population, based on their needs and not disease pathways; and 

g) driving the better use of business intelligence and technology, which will 
provide the information that we need to commission effectively for 
outcomes. 

 
2.6 The Board will be responsible for exercising the following functions, to the 

extent permitted, including: 
a) the strategic commissioning of health and care services that meet the 

reasonable needs of our population; 



 

4 
On behalf of NHS Leeds North Clinical Commissioning Group, NHS Leeds South and East Clinical 
Commissioning Group and NHS Leeds West Clinical Commissioning Group 

b) agreeing and monitoring the annual work programme to support the 
delivery of the Leeds Plan, shared CCG objectives and operational plans; 

c) reducing health inequalities, by identifying high risk, high priority 
populations and targeting resources, prevention and care  to meet their  
needs; 

d) making efficient and effective use of our collective resources by 
developing new financial flows, monitoring the CCGs’ financial plans and 
the delivery of financial targets set by NHS England; 

e) ensuring continuous improvement in the quality of services commissioned 
on behalf of the CCGs through the development of a common quality 
assurance and reporting framework and quality improvement strategy; 

f) ensure that arrangements are in place to secure public involvement in the 
planning, development and consideration of proposals for changes and 
decisions affecting the operation of commissioning arrangements; 

g) supporting organisational development by establishing a single culture 
where our staff adopt one set of values and behaviours; 

h) promoting the integration of health and care services by driving new 
provider approaches and service models; 

i) monitoring provider performance and taking remedial action where 
necessary; 

j) driving a consistent approach to understanding the needs of our 
population through the better use of business intelligence and technology; 

k) establishing a single risk management and Board Assurance Framework 
and thereby ensuring all principal risks are identified, managed and 
mitigated with appropriate plans, controls and assurance reported; and 

l) setting up and overseeing  the effectiveness of sub committees deemed 
necessary, agreeing terms of reference and membership of any such sub 
committees. 

2.7 In exercising its functions, the Board will comply with the statutory duties set out 
in chapter A2 of the NHS Act and included within the CCG Constitutions.  

3. Membership 
 

3.1 The membership of the Board will be as follows: 
• The Chairs of each of the CCGs, one of which will be appointed as Chair 

and one as deputy Chair of the Board. This will be on a rotational basis as 
agreed by the Board. 

• CCG Accountable Officer 
• Chief Officer for System Integration 
• CCG Chief Finance Officer 
• CCG Director of Nursing 
• CCG Medical Director 
• CCG Director of Commissioning 
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• Up to four CCG Lay Members 
• Up to four CCG GP Representatives 

 
3.2 In attendance (non voting): 

• Director of Adults and Health, Leeds City Council 
• Director of Children and Families, Leeds City Council 
• Public Health representative 
• Chief Information Officer 
• Healthwatch Representative 

 
3.3 Deputies may attend on behalf of executive members, with delegated voting 

rights. 
 

3.4 Other directors and senior managers will be invited to attend where 
appropriate. 
 

4. Quoracy and voting 
 

4.1 To be quorate the following members must be present: 
• The Chair or deputy Chair 
• The Accountable Officer or deputy 
• The Chief Finance Officer or deputy 
• A minimum of 6 other members, including at least one lay member and 

one GP representative 
 

4.2 Members and attendees of the Board will participate in discussion, review 
evidence and provide or seek objective expert input, to the best of their 
knowledge and ability, and endeavour to support the Board in reaching a 
collective view. 
 

4.3 The Board will endeavour to make decisions by reaching a consensus, which 
should also take into account the view shared by the non-voting attendees. 

 
4.4 Exceptionally, where this is not possible, the Chair of the Board (or in their 

absence a deputy Chair) may call a vote, using the following process: 
i) The meeting must be confirmed as quorate, once conflicts of interest 

have been accounted for, by the Chair; 
ii) Each member will have one equal vote;  
iii) A decision will be made by majority vote; and  
iv) Where a majority vote cannot be reached the Chair will have the 

casting vote. 
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5. Operation of  the Committee 
 

5.1 The Board will hold at least six meetings in public each year. Meetings of the 
Board shall be conducted as if the Public Bodies (Admission to Meetings) Act 
1960 applied to the Board in the same way as it applies to the Governing Bodies 
of the CCGs. 
 

5.2 Extraordinary meetings may be held at the discretion of the Chair.  A minimum of 
seven working days’ notice should be given when calling an extraordinary 
meeting.   

 
5.3 The agenda and supporting papers will be circulated to all members at least five 

working days before the date of the meeting. 
 

5.4 With the agreement of the Chair, items of urgent business may be added to the 
agenda after circulation to members. 

 
5.5 In the case of an emergency the Chair may take urgent action to decide any 

matter within the remit of the Board, subject to consultation with at least three 
other members of the Board, including a representative from each CCG.  Any 
such action shall be reported to the next Board meeting and to the CCG 
Governing Bodies. 

 
5.6 Minutes will be issued at latest 10 working days following each meeting and a 

Chairs summary will be submitted to the CCG Governing bodies. 
 

5.7 Secretarial support will be provided to ensure appropriate support to the Chair 
and Board members in relation to the organisation and conduct of meetings 
 

6. Conduct of the Board 
 

6.1 Members of the Board shall at all times comply with the standards of business 
conduct and managing conflicts of interest as laid down in the CCGs’ 
Constitutions and the Managing Conflicts of Interest Policy. 
 

6.2 The Board shall hold and publish a register of interests. This register shall record 
all relevant and material, personal or business, interests as set out in the CCGs 
Managing Conflicts of Interest Policy. 
 

6.3 All declarations of interest will be declared at the beginning of each meeting and 
actions taken in mitigation will be recorded in the minutes. 
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7. Accountability and Reporting 
 

7.1 As statutory bodies, the CCGs remain individually accountable for the delivery of 
their statutory functions. 
 

7.2 As a committee of the CCGs the Board is accountable to the CCG member 
practices.  
 

7.3 The Board will produce an annual work plan in consultation with the CCG 
Governing Bodies and Membership, and will submit regular reports on progress 
against delivery.  
 

7.4 Minutes of the Board and a written summary will be submitted to the CCG 
member practices and Governing Bodies. 

 
7.5 The Board is authorised by the CCGs to commission any reports or surveys or to 

create working groups as necessary to help it fulfil its obligations and will remain 
accountable for any working groups. The minutes of such groups will be 
presented to the Board.  
 

8. Review of the Board 

8.1 The Board will, after six months of operation, undertake a self-assessment of its 
performance against the annual plan, membership and terms of reference. Any 
resulting proposed changes to the terms of reference will be submitted for approval 
by the CCG’s Membership. 
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APPENDIX B 

NHS Leeds North CCG 

Constitution Amendments – March 2017 

Explanatory Notes: 

1. Amendments to the CCG’s Constitution have been necessary as a result of:
• the establishment of joint arrangements across Leeds and West Yorkshire to

deliver the West Yorkshire STP and Leeds plans;
• changes to the CCG’s strategic objectives, membership, Board and Executive

structures.

Page & 
paragraph 
reference: 

Description of amendment: Reason for amendment: 

1.1 Page 3 Revised strategic objectives. Reflects revised CCG 
objectives as agreed by 
Board and Council of 
members 

1.2 Page 7 
para. 3.1.1 

Pages 50-
51 

Insert CCG membership as at  March 2017 Reflects changes in CCG 
membership. 

1.3 Page 8 
para 4.3 

Revised strategic objectives. Reflects revised CCG 
objectives. 

1.4 Pages 11-
18 

para  5.1.2 
b) ii) and for 
other  
functions 
and general 
duties from 
5.2.1 to 
5.3.3 

Insert new clauses describing delegation 
arrangements 
a) Delegating responsibility, in accordance

with the CCG’s standing orders and
schemes of delegation, to:
• a committee or sub-committee of the
CCG or 
• the CCG Board or sub-committee of
the Board 

Ensure consistent 
approach to describing 
levels of delegation 

1.5 Page 18 

amendment 
to para 
5.1.2 and 
for other  
functions 
and general 
duties from 
5.2.1 to 
5.3.3 

Insert revised clause: 

f) Putting in place arrangements for the
reporting of delivery of this duty through
the Board and committees of the Board
and CCG

Ensure consistent 
approach to describing 
reporting arrangements. 
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1.6 Page 22 

Para 6.5 

Insert new section 6.5 – Committees of the 
Group. 

Improved drafting in 
support of Group 
establishment of Joint 
Committees. 

1.7 Page 22 

para 6.5.3 

Insert new paragraphs referencing specific 
joint committees – Healthy Futures and 
Leeds Health Commissioning and System 
Integration Board. 

Provision for specific joint 
committees of the group. 

1.8 Pages 23-
24 
Para 6.6 

Insert new paragraph 6.6 – Joint 
commissioning arrangements. Delete former 
6.5. 

Improved drafting, 
following “Healthy Futures” 
legal advice. 

1.9 Page 27 

And 
throughout 

Delete ‘and Strategic Development’ from 
Director of Commissioning title 

Amended role title 

1.10 Page 28 Addition of Nomination function to 
Remuneration Committee. 

Amended description of functions. 

Reflect changes to 
Remuneration Committee 
ToR as approved by the 
CCG Board, and proposed 
additional Nominations 
function. 

1.11 Page 29 Delete references to Quality and Safety and 
Governance Performance and Risk 
Committees. 

Provide more general 
drafting and futureproofing 
by deleting reference to 
specific committees. Some 
functions of the 
Committees now 
delegated to the JHCSIB. 

1.12 Page 38 

Para 7.17 

Insert paragraph giving the Board the ability 
to co-opt members. 

Enables the CCG to 
ensure that the Board 
reflects an appropriate mix 
of skills and experience. 

1.13 Page 39 

Para 7.18 

Amended paragraph allowing joint 
appointments.  Deletion of reference to Joint 
Director of Nursing and Quality, as post no 
longer extant. 

General enabling provision 
for joint appointments. 

1.14 Page 50 Delete list of practices Appendix B Duplicates list of Member 
practices at page 7 

1.15 Page 51 Delete signature sheet To be replaced with new 
sheet, once amendments 
agreed. 

1.16 Page 54 

Para 2.1.7 

Delete reference to Appendix I. Council ToR 
to be published separately and not included 
in the constitution. 

Ensure consistency of 
approach in not including 
ToR within the constitution. 

1.17 Page 60 

Para 2.2.4 

Delete ‘PPI’ from Practice Manager role Reflects wider portfolio of 
the role.  

1.18 Page 61 Reduced frequency of CCG Board meetings . Board required to meet 
less frequently, as some 
functions now delegated to 
the JHCSIB. 
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1.19 Pages 69– 
78 
Scheme of 
Reservation 
and 
Delegation 

Amendments to Scheme of Reservation and 
Delegation making provision for 
establishment of joint committees of the 
group and reference to specific committees. 

Provision for delegation to 
joint committees of the 
group. 

1.20 Appendix B Deletion of list of member practices. Duplication of page 7. 

1.21 Appendix I Deletion of Council Terms of Reference Ensure consistency of 
approach in not including 
ToR within the constitution. 
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FOREWORD 

NHS Leeds North CCG comprises 26 member practices across a wide geographical area in 
the North of Leeds. 

The CCG is formed around a central Council of Members, at which there are both clinical 
and managerial member representatives. The Council meets formally 6 times a year 
facilitating member engagement and ensuring members can influence the CCG agenda. 
Our patients and communities are involved at the heart of the organisation and are central 
to commissioning decisions. 

A Clinical Leadership Team is elected by the members to represent them on the Board and 
Executive. Our members have adopted a model of an elected GP chair and an appointed 
managerial Chief Officer, to ensure the organisation has all the skills and NHS memory 
necessary to deliver its statutory duties safely and effectively. 

Our strategic objectives key aims are that:-I 

• The people of North Leeds will live independent and healthier lives

• The people of North Leeds will receive accessible, quality and supportive services

• The CCG will deliver a well-led and sustainable health and social care system

This constitution outlines the agreed principles that underpin NHS Leeds North CCG. 

Clinical Chair, Chief Officer  
NHS Leeds North CCG NHS Leeds North CCG 

March 2017 
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INTRODUCTION AND COMMENCEMENT 

1.1. Name 

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

1.2. Statutory Framework 

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

1.2.2. NHS England (legal name the NHS Commissioning Board) is responsible for 
determining applications from prospective groups to be established as clinical 
commissioning groups4 and undertakes an annual assessment of each 
established group.5  It has powers to intervene in a clinical commissioning group 
where it is satisfied that a group is failing or has failed to discharge any of its 
functions or that there is a significant risk that it will fail to do so.6  

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

1.3. Status of this Constitution 

1.3.1. This constitution is made between the members of Leeds North Clinical 
Commissioning Group and has effect from the date when the NHS 
Commissioning Board established the group.8  The constitution is published on 
the group’s website at www.leedsnorthccg.nhs.uk 

1.3.2. Copies of this document are available upon request for inspection at the CCG 
head office. 

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

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

Act and Part 1 of Schedule 1A to the 2006 Act, inserted by Schedule 2 to the 2012 Act and any 
regulations issued 

8 See section 14D of the 2006 Act, inserted by section 25 of the 2012 Act 
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1.3.3. Applications for copies can be made either by: 
 

email to: leedsnorthccg@nhs.net 
 
or by post to: 
 
NHS Leeds North Clinical Commissioning Group 
Leafield House 
107 – 109 King Lane 
Leeds 
LS17 5BP 

  
1.3.4. Copies will predominantly be made available in electronic format, with paper 

copies provided by exception.  
 
 
1.4. Amendment and Variation of this Constitution  

 
1.4.1. This constitution can only be varied in two circumstances.9 
 

a) where the group applies to NHS England and that application is granted; 
 

b) where in the circumstances set out in legislation NHS England varies the 
group’s constitution other than on application by the group. 

 

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

issued   
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2. AREA COVERED 
 
2.1. The geographical area covered by Leeds North Clinical Commissioning Group is 

outlined in the map below and covers 269 practices located within the Leeds City 
Council area.  This covers a population of approximately 210,605 (figure taken 
from data profile sent from National Commissioning Board in June 2012) patients 
within the city of Leeds.  
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3. MEMBERSHIP 
 
3.1. Membership of the Clinical Commissioning Group 

 
3.1.1. The following practices comprise the members of Leeds North Clinical 

Commissioning Group. 
 

AIREBOROUGH FAMILY PRACTICE 
ALLERTON MEDICAL CENTRE 
ALWOODLEY MEDICAL CENTRE 
BRAMHAM MEDICAL CENTRE 
CHEVIN MEDICAL CENTRE 
CHAPELTOWN FAMILY SURGERY 
CHARLES STREET SURGERY 
CHURCH VIEW SURGERY 
CROSSLEY STREET SURGERY 
LEEDS PRIVATE DOCTORS 
FOUNDRY LANE SURGERY 
MEANWOOD GROUP PRACTICE 
MOORCROFT SURGERY 
NEWTON SURGERY 
OAKWOOD SURGERY 
OAKWOOD LANE MEDICAL PRACTICE 
ONE MEDI CARE (HILTON ROAD) 
ONE MEDI CARE (THE LIGHT) 
RUTLAND LODGE MEDICAL CENTRE 
SHADWELL MEDICAL CENTRE 
SPA SURGERY 
ST MARTINS PRACTICE 
THE AVENUE SURGERY 
NORTH LEEDS MEDICAL PRACTICE (HARROGATE ROAD) 
STREET LANE PRACTICE 
WETHERBY SURGERY  
THE SURGERY AT NURSERY LANE AND ADEL 
WESTFIELD MEDICAL CENTRE 
WESTGATE SURGERY 
WOODHOUSE HEALTH CENTRE 

 
3.1.2 Appendix B of this constitution contains the current list of practices that have 

signed up to this constitution, together with the signatures of the practice 
representatives confirming their agreement to this constitution. 

 
3.2 Eligibility 
  
3.2.1  Providers of primary medical services to a registered list of patients under a 

General Medical Services, Personal Medical Services or Alternative Provider 
Medical Services contract, within the geographical area of the CCG will be 
eligible to apply for membership of this group. 
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4. MISSION, VALUES AND AIMS 

 
4.1. Mission 
 
 The mission of NHS Leeds North Clinical Commissioning Group is  

 
“Our successful and effective partnerships with our communities, patients and 
partners will reduce health inequalities and deliver improvements in health for 
local people within the resources available”  

 
4.1.1. The group will promote good governance and proper stewardship of public 

resources in pursuance of its goals and in meeting its statutory duties. 
 
4.2. Values 

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

objectives.   
 
4.2.2. Leeds North Clinical Commissioning Group upholds the values set out in the 

NHS Constitution. They are respect and dignity; commitment to quality of care; 
compassion; improving lives; working together for patients; and everyone counts. 

 
4.2.3. In addition to upholding the vision and values of the NHS Constitution, Leeds 

North CCG has its own local values which underpin everything the organisation 
does. The values have been developed in conjunction with our member GP 
practices, patients, communities and partners. They are: 
 
a) Valuing our patients as partners  
b) Working together with our local communities   
c) Listening to people and valuing their experiences  
d) Using available resources wisely and appropriately  
e) Being innovative and using best practice to continuously improve our NHS  
f) Being a learning organisation and supporting professional development 
 

4.3. AimsObjectives 
 
The group’s strategic objectives aims are that: 

 
• The people of North Leeds will live independent and healthier lives 

 
• The people of North Leeds will receive accessible, quality and supportive 

services 
 

• The CCG will deliver a well-led and sustainable health and social care system 
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4.4. Principles of Good Governance 
 

4.4.1. In accordance with section 14L (2)(b) of the 2006 Act,10 the group will at all times 
observe “such generally accepted principles of good governance” in the way it 
conducts its business.  These include: 
a) the highest standards of propriety involving impartiality, integrity and 

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

b) The Good Governance Standard for Public Services;11  
c) the standards of behaviour published by the Committee on Standards in 

Public Life (1995) known as the ‘Nolan Principles’12  
d) the seven key principles of the NHS Constitution;13 
e) the Equality Act 2010.14 

 
4.5. Accountability 

 
4.5.1. The group will demonstrate its accountability to its members, local people, 

stakeholders and NHS England in a number of ways, including by: 
a) publishing its constitution; 
b) appointing independent lay members and non GP clinicians to its Board; 
c) holding meetings of its Board in public (except where the group considers 

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

d) publishing annually a commissioning plan; 
e) complying with local authority health overview and scrutiny requirements; 
f) meeting annually in public to publish and present its annual report (which 

must be published); 
g) producing annual accounts in respect of each financial year which must be 

externally audited; 
h) having a published and clear complaints process;  
i) complying with the Freedom of Information Act 2000; 
j) providing information to NHS England as required. 

 
4.5.2. In addition to these statutory requirements, the group will demonstrate its 

accountability by: 
a) reporting to the Council of Members;  

                                            
10  Inserted by section 25 of the 2012 Act 
11  The Good Governance Standard for Public Services, The Independent Commission on Good 

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

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

http://www.legislation.gov.uk/ukpga/2010/15/contents
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b) using patient groups including the Leeds North Patient Assurance Group 
(PAG) and the Leeds North Community and Patient Partnership Group 
(CPPG) to assure appropriate public involvement in service redesign and 
decision-making;  

c) maintaining close working relationships with the Scrutiny Board (health and 
adult social care) and Health and Wellbeing Board;    

d) maintaining a close working relationship with the Leeds Local Medical 
Committee;  

e) publishing policies, Board papers and operational plans where appropriate 
on the CCG website – www.leedsnorthccg.nhs.uk      

f) publishing an annual report and accounts every financial year, which will set 
out the achievements of the organisation and detail its financial transactions.  

 
4.5.3. The Board of the group will throughout each year have an ongoing role in 

reviewing the group’s governance arrangements to ensure that the group 
continues to reflect the principles of good governance. 
 
 

5. FUNCTIONS AND GENERAL DUTIES  
 
5.1. Functions 

 
5.1.1. The functions that the group is responsible for exercising are largely set out in 

the 2006 Act, as amended by the 2012 Act.  An outline of these appears in the 
Department of Health’s Functions of clinical commissioning groups: a working 
document.  They relate to: 
a) commissioning certain health services (where NHS England is not under a 

duty to do so) that meet the reasonable needs of:  
i) all people registered with member GP practices, and  
ii) people who are usually resident within the area and are not registered 

with a member of any clinical commissioning group; 
b) commissioning emergency care for anyone present in the group’s area; 
c) paying its employees’ remuneration, fees and allowances in accordance with 

the determinations made by its Board and determining any other terms and 
conditions of service of the group’s employees; 

d) determining the remuneration and travelling or other allowances of members 
of its Board. 

 
5.1.2. In discharging its functions the group will: 

 
a) act15, when exercising its functions to commission health services, 

consistently with the discharge by the Secretary of State and NHS England 
of their duty to promote a comprehensive health service16 and with the 

                                            
15  See section 3(1F) of the 2006 Act, inserted by section 13 of the 2012 Act 
16  See section 1 of the 2006 Act, as amended by section 1 of the 2012 Act 

http://www.leedsnorthccg.nhs.uk/
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objectives and requirements placed on NHS England through the mandate17 
published by the Secretary of State before the start of each financial year by: 
i) delegating appropriate responsibility to 

• the group’s Board, or committee of the Board 

• a committee or sub-committee of the group, or  

• an individual with lead responsibility to oversee its discharge (i.e. 
chief officer, member or employee) 

ii) maintaining a range of policies and procedures for the operational 
management of the business of the CCG which will include delegating 
responsibilities in key areas to individuals 

iii) requiring progress of delivery of the duty to be monitored through the 
group’s reporting mechanisms 

 
These arrangements are reflected in the Standing orders / Scheme of 
Reservation and Delegation found at Appendices C and D respectively. 

 
b) meet the public sector equality duty18 by: 

 
i) delegating responsibility to the Chief Officer 
ii) delegating responsibility, in accordance with the CCG’s standing orders 

and schemes of delegation, to: 

• a committee or sub-committee of the CCG or 

• the CCG Board or sub-committee of the Board 
ii) delegating responsibility to the Board 
iii) undertaking an annual review via completion and publication of the 

Equality Delivery System toolkit. 
 

c) work in partnership with its local authority to develop joint strategic needs 
assessments19 and joint health and wellbeing strategies20 by: 
i) Appointing the CCG Chief Officer, Clinical Chair and Clinical Director, 

where appropriate, on behalf of the CCG membership as participating 
members of the Leeds City Council Health and Wellbeing Board and 
Leeds Health and Social Care Transformation Board, Integrated 
Commissioning Executive. 

ii) Collaborative working with and input into the Joint Strategic Needs 
Assessment (JSNA) and 

                                            
17  See section 13A of the 2006 Act, inserted by section 23 of the 2012 Act 
18  See section 149 of the Equality Act 2010, as amended by paragraphs 184 and 186 of Schedule 5 of 

the 2012 Act 
19  See section 116 of the Local Government and Public Involvement in Health Act 2007, as amended by 

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

section 191 of the 2012 Act 
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iii) formulating the CCG’s annual commissioning plans in consultation with  
the Leeds Health and Wellbeing Board 

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

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

and consideration of proposals for changes and decisions affecting the operation 
of commissioning arrangements21 by: 
a) Delegating responsibility, in accordance with the CCG’s standing orders and 

schemes of delegation, to: 

• a committee or sub-committee of the CCG or 

• the CCG Board or sub-committee of the Board 
a)b) Delegating responsibility to Chief Officer and Lay Member with responsibility 

for PPI 
b)c) The elected executive with responsibility for PPI will work in partnership with 

the Lay Member with PPI responsibilities and ensure that the CCG is 
discharging it’s function 

c)d) Following the principles outlined in the CCG's Communications and 
Engagement Strategy and to ensure that this is regularly reviewed by the 
Council of Members with patient and community involvement. 

d)e) Supporting practices with the development of Practice Reference Groups 
(PRGs) and involving patients and communities within the commissioning of 
services 

 
5.2.2. Promote awareness of, and act with a view to securing that health services 

are provided in a way that promotes awareness of, and have regard to the 
NHS Constitution22 by: 

 
a) Delegating responsibility to the Chief Officer as the lead Board member 
b) Delegating responsibility, in accordance with the CCG’s standing orders and 

schemes of delegation, to: 

• a committee or sub-committee of the CCG or 

• the CCG Board or sub-committee of the Board 
b) Delegating responsibility to the Board in accordance with the CCG Standing 

Orders and Schemes of Reservation and Delegation 
c) Encouraging the Council of Members to help discharge this function 
d) Supporting Patients on our Community and Patient Partnership Group 

(CPPG) and Patient Reference Groups (PRGs) to become local 
ambassadors for the NHS and promote the NHS Constitution. 

 
                                            
21  See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act 
22  See section 14P of the 2006 Act, inserted by section 26 of the 2012 Act and section 2 of the Health 

Act 2009 (as amended by 2012 Act) 
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5.2.3. Act effectively, efficiently and economically23 by: 
 

a) Delegating responsibility, in accordance with the CCG’s standing orders and 
schemes of delegation, to: 

• a committee or sub-committee of the CCG or 

• the CCG Board or sub-committee of the BoardDelegating 
responsibility to the CCG Board and sub-committee structure in 
accordance with the CCG Standing Orders and Schemes of 
Reservation and Delegation 

b) Having in place and publishing its financial governance arrangements which 
are subject to external and internal audit scrutiny. 

c) Ensuring there are regular monitoring and reporting arrangements as 
described in the CCG Standing Orders / Schemes of Reservation and 
Delegation 

d) Working in partnership with other organisations / stakeholders to achieve 
shared goals. 

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

services24  by: 
 

a) Delegating responsibility to the Clinical Director and the Director of Nursing 
and Quality. 

b) Delegating responsibility, in accordance with the CCG’s standing orders and 
schemes of delegation, to: 

• a committee or sub-committee of the CCG or 

• the CCG Board or sub-committee of the Board 
b)c) Delegating responsibility to the Quality and Safety Committee Wwho will 

work with 
i) Safeguarding Adults Group 
ii) Safeguarding Children Group. 

c)d) Ensuring appropriate Quality Indicators and CQUINS in contracts through 
the provider management groups. 

d)e) Including on the Council of Members agenda a standing agenda item of 
Quality & Performance to facilitate discussion about the quality of 
commissioned services, including patient experience. 

e)f) The Council of Members highlighting potential concerns with the quality of 
services commissioned with any relevant patient feedback. The CCG will 
triangulate any patient feedback from across the city in line with the 
Communications and Engagement Strategy. 

f)g) Ensuring arrangements for the reporting of delivery of this duty through the 
Board and committees of the Board and the CCG.. 

                                            
23  See section 14Q of the 2006 Act, inserted by section 26 of the 2012 Act 
24  See section 14R of the 2006 Act, inserted by section 26 of the 2012 Act 
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5.2.5. Assist and support NHS England in relation to the Board’s duty to improve the 

quality of primary medical services25 by: 
 

a) Delegating responsibility to the Clinical Chair and the Clinical Leadership 
 Team 
b) Working with the educational lead for the city with resource for Time for 
Audit, Research, Governance, Education and Training (TARGET) 
c) Facilitating internal and external Peer review, Patient Reference Group 
(PRG) / Community and Patient Partnership Group (CPPG) / Patient Assurance 
Group (PAG) feedback.  
d) Working with NHS England on performance and engagement issues 
e) Putting in place arrangements for the reporting of delivery of this duty 
 through the Board and committees of the Board and CCG. 

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

a) Delegating responsibility to the Chief Officer and the Public Health 
 representative 
b) Delegating responsibility, in accordance with the CCG’s standing orders and 

schemes of delegation, to: 

• a committee or sub-committee of the CCG or 

• the CCG Board or sub-committee of the Board 
b) Delegating responsibility to the Board 
c) Meeting the objectives of the Equality and Diversity Strategy for the CCG by 
 working with the Local Authority through the Health and Wellbeing Board, 
 Health Improvement Board and Integrated Commissioning Executive 
d) Ensuring due regard for the JSNA in relation to commissioning services 
e) Working with Voluntary, Community and Faith Sector (VCFS) / Practices to 
 engage harder to reach groups. 
f) Putting in place arrangements for the reporting of delivery of this duty 
 through the Board and committees of the Board and CCG. 

 
5.2.7. Promote the involvement of patients, their carers and representatives in 

decisions about their healthcare27 by:  
 

a) Delegating responsibility to the  Director of Commissioning and Strategic 
Development and the Lay Member with responsibility for PPI 
b) Gaining assurance through our involvement infrastructure including patient 
 groups and community representatives  

                                            
25  See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act 
26  See section 14T of the 2006 Act, inserted by section 26 of the 2012 Act 
27  See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act 
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c) Meeting the objectives of the Communications and Engagement Strategy 
d) Putting in place arrangements for the reporting of delivery of this duty 
 through the Board and committees of the Board and CCG. 

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

a) Ensuring that the commissioning strategies and plans support patient choice 
 for example through the promotion of any qualified provider for appropriate 
 services. 

b) Supporting patients to make informed choices by increasing access to 
 information and advice.  

c) Supporting member practices to develop and provide extended services. 
d) Monitoring progress against the delivery of this duty through the CCG’s 

 reporting mechanisms. 
 
5.2.9 Obtain appropriate advice29 from persons who, taken together, have a broad 

range of professional expertise in healthcare and public health by: 
 

a) The composition of its Board  
b) Engagement with the following: 

i) Council of Members 
ii) North Leeds CCG Practice Nurse Forum 
iii) Health and Wellbeing Board 
iv) NHS England 
v) Public Health Consultants via the memorandum of understanding 

between the CCG and Leeds City Council for the public health core 
offer of public health support provided to the CCG. 

vi) Medical Senate 
vii) Clinical Directors 
viii) Professional Local Committees (i.e. LMC LOP LDC LPC) 
ix) Leads for safeguarding, infection control, professional standards 
x) The Medicines Optimisation Team 
xi) Area Prescribing Committee 
xii) Dental Advisors and the Dental Public Health Unit; 

c) Putting in place arrangements for the reporting of delivery of this duty 
through  the Board and committees of the Board. 

 
5.2.10 Promote innovation30 by: 
 

a) Delegating responsibility, in accordance with the CCG’s standing orders and 
schemes of delegation, to: 

                                            
28  See section 14V of the 2006 Act, inserted by section 26 of the 2012 Act 
29  See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act 
30  See section 14X of the 2006 Act, inserted by section 26 of the 2012 Act 
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i. a committee or sub-committee of the CCG or
ii. the CCG Board or sub-committee of the Board

a)b) Delegating responsibility to the Clinical Chair working with the Chief 
Finance  Officer. 

b)c) Delegating responsibility to the Clinical Leadership Team. 
c)d) Looking at innovation / best practice in other areas 
d)e) Putting in place arrangements for the reporting of delivery of this duty 

through the Board and committees of the Board and CCG. 

5.2.11 Promote research and the use of research31 by: 

a) Delegating responsibility to the Director of Nursing and Quality
b) Delegating responsibility, in accordance with the CCG’s standing orders and

schemes of delegation, to: 
i. a committee or sub-committee of the CCG or
ii. the CCG Board or sub-committee of the Board

b) Delegating responsibility to the CCG Board and sub-committee structure in
accordance with the CCG Standing Orders and Schemes of Reservation and 
Delegation to promote innovation 

c) Membership of the Yorkshire and Humber Clinical Research Network
d) Putting in place arrangements for the reporting of delivery of this duty through

the Board and committees of the Board and CCG.

5.2.12 Have regard to the need to promote education and training32 for persons who 
are employed, or who are considering becoming employed, in an activity which 
involves or is connected with the provision of services as part of the health 
service in England so as to assist the Secretary of State for Health in the 
discharge of his related duty33  by: 

a) Delegating responsibility, in accordance with the CCG’s standing orders and
schemes of delegation, to: 

i. a committee or sub-committee of the CCG or
ii. the CCG Board or sub-committee of the Board

a)b) Delegating responsibility to the Chief Officer. 
b) Delegating responsibility to the Board.

c) Supporting the work with the role of the Director of Nursing and Quality and
the CCG’s lead nurse.

d) Supporting the identification of learning needs of employees by the line
manager and the employee.

e) Delegating to the Human Resources lead  the delivery of appropriate
education and training to meet the identified needs of employees

31 See section 14Y of the 2006 Act, inserted by section 26 of the 2012 Act 
32 See section 14Z of the 2006 Act, inserted by section 26 of the 2012 Act 
33 See section 1F(1) of the 2006 Act, inserted by section 7 of the 2012 Act 
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f) Having a Learning and Development Policy in place to describe the processes 
needed to ensure the promotion of education and training. 

g) Engage and support the GP citywide education lead for TARGET 
h) Putting in place arrangements for the reporting of delivery of this duty through 

the Board and committees of the Board and CCG. 
 
5.2.13  Act with a view to promoting integration of both health services with other 

health services and health services with health-related and social care services 
where the group considers that this would improve the quality of services or 
reduce inequalities34 by: 

 
a) Delegating responsibility to Clinical Director  and Chief Officer 
b) Delegating responsibility, in accordance with the CCG’s standing orders and 

schemes of delegation, to: 
i. a committee or sub-committee of the CCG or 
ii. the CCG Board or sub-committee of the Board 

b) Delegating responsibility to the Board 
c) Encouraging the Council of Members to facilitate multidisciplinary service and  

 pathway redesign discussions  across organisations  
d) Establishing formal partnership and contractual arrangements that support 

 integration, including pooled budget arrangements and integrated 
 commissioning arrangements where appropriate 

e) Putting in place arrangements for the reporting of delivery of this duty through 
the Board and committees of the Board and CCG. 

 
5.3 General Financial Duties – the group will perform its functions so as to: 

 
5.3.1 Ensure its expenditure does not exceed the aggregate of its allotments for 

the financial year35 by    
 

a) Delegating responsibility to the Chief Officer and Chief Financial Officer 
 whose responsibilities are outlined in full in the Standing Orders and Scheme 
 of Delegation. 

b) Delegating responsibility, in accordance with the CCG’s standing orders and 
schemes of delegation, to: 

c) a committee or sub-committee of the CCG or 
d) the CCG Board or sub-committee of the Board 

b) Delegating oversight of compliance  with this duty to the Board and its sub 
 committees 
 
c)e) Working with the Council of Members to ensure practices have a robust 

understanding of the CCG financial position and decisions being made 
e) Approving at the start of the new financial year initial budgets for each area of 

 commissioning 

                                            
34  See section 14Z1 of the 2006 Act, inserted by section 26 of the 2012 Act 
35  See section 223H(1) of the 2006 Act, inserted by section 27 of the 2012 Act 
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f) Putting in place arrangements for the reporting of delivery of this duty
 through the Board and committees of the Board and CCG. 

f) Providing monthly reports on the position against financial duties to the Board
g) 
5.3.2 Ensure its use of resources (both its capital resource use and revenue 

resource  use) does not exceed the amount specified by NHS England for 
the financial year36 by    

a) Delegating responsibility, in accordance with the CCG’s standing orders and
schemes of delegation, to: 

i. a committee or sub-committee of the CCG or
ii. the CCG Board or sub-committee of the Board

a)b) Delegating to the Chief Officer who will, at all times, ensure that the 
regularity and propriety of expenditure is discharged, and that arrangements 
are put in place to ensure that good practice (as identified through such 
agencies as the Audit Commission and the National Audit Office) is embodied 
and that safeguarding of funds is ensured through effective financial and 
management systems. 

b)c) Delegating to the Chief Financial Officer who will support the Chief 
Officer with the relevant duties related to the role in addition to ensuring the 
CCG is  compliant with its financial, auditing and accounting obligations. 
c)d) Ensuring compliance with the CCG’s Standing Orders and Scheme of 

Reservation and Delegation 
d)e) Working with the Council of Members to ensure practices have a robust 

understanding of the CCG financial position and decisions being made. 
e)f) Putting in place arrangements for the reporting of delivery of this duty 

through the Board and committees of the Board and CCG.Providing monthly 
reports on the CCG's position against financial duties to the Board. 

5.3.3 Take account of any directions issued by NHS England, in respect of 
specified types of resource use in a financial year, to ensure the group 
does not exceed an amount specified by NHS England 37 by    

a) Delegating responsibility to the Chief Financial Officer whose role is outlined
in part 7.

a)b) Delegating responsibility, in accordance with the CCG’s standing 
orders and schemes of delegation, to 

• a committee or sub-committee of the CCG or
• the CCG Board or sub-committee of the Board

c) Delegating oversight of compliance with this duty to the Board and its sub-
committees. 

c) Further detail on how this function will be discharged is outlined in the
Standing Orders and Scheme of Delegation (Appendices C and D 
respectively). 

36 See sections 223I(2) and 223I(3) of the 2006 Act, inserted by section 27 of the 2012 Act 
37 See section 223J of the 2006 Act, inserted by section 27 of the 2012 Act 
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d) Putting in place arrangements for the reporting of delivery of this duty through 
the Board and committees of the Board and CCG. 

 
 

5.3.4 Publish an explanation of how the group spent any payment in respect of 
quality made to it by NHS England38 by    

 
a) Delegating responsibility to oversee this payment to the Chief Officer. 
b) Should a quality payment be received from NHS England, the Annual Report 
 and Accounts published on the website will outline how this payment has 
 been spent.  
 

5.4 Other Relevant Regulations, Directions and Documents 
 
5.4.1 The group will  
 

a) comply with all relevant regulations; 
b) comply with directions issued by the Secretary of State for Health or NHS 
 England; 
c) take account, as appropriate, of documents issued by NHS England.   

 
5.4.2 The group will develop and implement the necessary systems and processes to 

comply with these regulations and directions, documenting them as necessary in 
this Constitution, its Scheme of Reservation and Delegation and other relevant 
group policies and procedures.  

 
 

6 DECISION MAKING: THE GOVERNING STRUCTURE 
 
6.1 Authority to act 
 
6.1.1 The clinical commissioning group is accountable for exercising the statutory 

functions of the group.  It may grant authority to act on its behalf to:  
 

a) any of its members; 
b) its Board; 
c) employees; 
d) a committee or sub-committee of the group. 
 

6.1.2 The extent of the authority to act for the respective bodies and individuals 
depends on the powers delegated to them by the group as expressed through: 

 
a) the group’s Scheme of Reservation and Delegation; and 
b) for committees, their Terms of Reference.  

 
6.2 Scheme of Reservation and Delegation39 

                                            
38  See section 223K(7) of the 2006 Act, inserted by section 27 of the 2012 Act 
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6.2.1 The group’s Scheme of Reservation and Delegation sets out: 
 

a) those decisions that are reserved for the membership as a whole through the 
Council of Members; 
b) those decisions that are the responsibilities of its Board (and its committees), 
 the group’s committees and sub-committees, individual members and 
 employees. 

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

including those that it has delegated. 
 
6.3  General  
 
6.3.1 In discharging functions of the group that have been delegated to its Board (and 

its committees), committees, joint committees, sub committees and individuals 
must: 

 
a) comply with the group’s principles of good governance,40 
b) operate in accordance with the group’s scheme of reservation and 
 delegation,41 
c) comply with the group’s standing orders,42 
d) comply with the group’s arrangements for discharging its statutory duties,43 
e) where appropriate, ensure that member practices have had the opportunity to 
contribute to the group’s decision making process. 

 
6.3.2  When discharging their delegated functions, committees, sub-committees and 

joint committees must also operate in accordance with their approved terms of 
reference. 

 
6.3.3 Where delegated responsibilities are being discharged collaboratively, the joint 

(collaborative) arrangements must: 
 

a) identify the roles and responsibilities of those clinical commissioning groups 
 who are working together; 
b) identify any pooled budgets and how these will be managed and reported in 

annual accounts; 
c) specify under which Clinical Commissioning Group’s Scheme of Reservation 
 and Delegation and supporting policies the collaborative working 
 arrangements will operate; 
d) specify how the risks associated with the collaborative working arrangement 

will be managed between the respective parties; 

                                                                                                                                                   
39  See Appendix D 
40  See section 4.4 on Principles of Good Governance above 
41  See appendix D 
42  See appendix C 
43  See chapter 5 above 
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e) identify how disputes will be resolved and the steps required to terminate the 
working arrangements; 

f) specify how decisions are communicated to the collaborative partners. 
 

 
6.4  Council of Members 

 
The Council of Members defines the coming-together of the 269 member 
practices to agree changes to the constitution and debate any significant policy 
or financial change which the members feel necessary. 
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6.4.1  Matters Reserved for the Council of Members 

 
Any of the following matters require prior consent by the Council of Members and 
no action can be taken by the CCG Board without such consent: 
 

i) Amendments to the constitution 
ii) Change of CCG name 
iii) Receive the annual accounts 
iv) Approve the annual plan. 

 
6.4.2  The role of the Council of Members is to 

 
v) Represent the interests and statutory responsibilities of the Practices 
vi) Be the voice of members and to facilitate effective engagement of all 

member practices in the development and operation of the CCG 
vii) Ensure Members are informed and empowered to participate 
viii) Seek  advice and views of the practice members of the CCG 
ix) Ensure a culture of continually improving services for patients and carers 
x) Hold the Board, elected Clinical Leadership Team and Executive to 

account 
 

6.5 Committees of the Group 
 
6.5.1 The Group may establish committees of the Group, including joint committees, 

from time to time by resolution of the members in accordance with the 
overarching scheme of reservation and delegation (Appendix D). Committees will 
only be able to establish their own sub-committees, to assist them in discharging 
their respective responsibilities, if this responsibility has been delegated to them 
by the Group or committee they are accountable to. 

 
6.5.2 The Group may establish joint committees with other clinical commissioning 

groups (“CCGs”) and/or NHS England and/or other bodies pursuant to the 
relevant provisions of the 2006 Act, provided the Group is satisfied it is 
reasonable and appropriate for it to do so in accordance with its functions and 
duties under the 2006 Act. Further provisions in relation to joint committees are 
set out in paragraph 6.6 below. 

 
6.5.3    The Group has established the following committees: 
 

a) Healthy Futures Joint Committee – established as a joint committee of 
CCGs for West Yorkshire and Harrogate with the overarching purpose of taking 
efficient and effective commissioning decisions on a place basis, where 
appropriate and in accordance with the delegation of authority from each party, 
and, in so doing, to support the aims and objectives of the West Yorkshire STP. 
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b)  Leeds Health Commissioning and System Integration Board – 
established as a joint committee of the three Leeds CCGs to progress 
implementation of the West Yorkshire STP and Leeds plan and to ensure that 
the three CCGs work collaboratively in exercising their functions in order to 
improve commissioned services. 
 

 
c) Primary Care Commissioning Committee – This Committee has been 
established in accordance with statutory provisions to enable the CCG to make 
collective decisions on the review, planning and procurement of primary care 
services in Leeds North, under delegated authority from NHS England. 

 
In performing its role, the Committee will exercise its management of the 
functions in accordance with the agreement entered into between NHS England 
and Leeds North CCG  which will sit alongside the Scheme of Delegation and 
Terms of Reference. 

 
The role of the Committee shall be to carry out the functions relating to the 
commissioning of primary medical services under section 83 of the NHS Act. 

 
The Committee also has delegated authority from the Board to make decisions 
within the bounds of its remit.  Specifically: 

 
• Financial Plans in respect of primary medical services 
• Procurement of primary medical services 
• Practice payments and reimbursement 
• Investment in practice development 
• Contractual compliance and sanctions 

 
The decisions of the Committee shall be binding on NHS England and NHS 

Leeds North CCG. 
 

Members of the Primary Care Commissioning Committee shall be appointed by  
the Board from the Non-GP Members.  A representative of Leeds Health and  
Wellbeing Board, Leeds  Healthwatch and NHS England will be invited to attend  
the meeting. A Lay member will chair the Committee. 

 
The Board will approve and keep under review the Terms of Reference for the 
Primary Care Commissioning Committee. 
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6.6 Joint commissioning arrangements 
 
6.6.1 The Group may wish to work together with other CCGs and/or NHS England 

and/or other bodies in the exercise of its commissioning functions and/or 
specified NHS England functions. 

 
6.6.2 The CCG may make arrangements with one or more CCG in respect of: 

 
6.5.2.1 delegating any of the CCG’s commissioning functions to another 

CCG;  
6.5.2.2 exercising any of the commissioning functions of another CCG; or  
6.5.2.3 exercising jointly the commissioning functions of the CCG and another      

CCG. 
6.6.3 The CCG may also make arrangements with NHS England, and where 

applicable, other CCGs to: 
 
6.5.3.1    exercise any of the CCG’s commissioning functions jointly; 
6.5.3.2    exercise such functions as specified by NHS England under delegated 

arrangements; or 
6.5.3.3 jointly exercise such functions as specified with NHS England.   

 
6.65.4 For the purposes of the arrangements described at paragraph 6.5.2, the CCG     

may:  
6.5.4.1    make payments to another CCG; 
6.5.4.2 receive payments from another CCG; 
6.5.4.3 make the services of its employees or any other resources available to 

another CCG; or 
6.5.4.4  receive the services of the employees or the resources available to 

another CCG. 
 
6.65.5 Where joint commissioning arrangements pursuant to 6.6.15.2 or 6.5.3 are 

entered into, the parties may establish a joint committee or committee in 
common to exercise those functions.  

 
6.65.6 Arrangements made pursuant to 6.6.15.2 or 6.5.3 above may be on such terms 

and conditions (including terms as to payment) as may be agreed between the 
parties. 

 
6.65.7 For the purposes of the arrangements described at paragraphs 6.6.15.2 and 

6.5.3 above, the CCG, other CCGs and/or NHS England and/or another body or 
bodies may establish and maintain a pooled fund made up of contributions by 
any of the parties. Any such pooled fund may be used to make payments 
towards expenditure incurred in the discharge of any of the commissioning 
functions in respect of which the arrangements are made.  

 
6.65.8 Where the CCG makes arrangements with other  CCGs and/or NHS England  as 

described at paragraph 6.6.1 5.2 and 6.5.3 above, the CCG shall develop and 
agree with the relevant body/bodies ose CCGs and/or NHS England an 
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agreement setting out the arrangements for joint working, including detailed 
terms of reference and including: 
• How the parties will work together to carry out their commissioning functions; 
• The duties and responsibilities of the parties; 
• How risk will be managed and apportioned between the parties; 
• Financial arrangements, including, if applicable, payments towards a pooled 

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

and equipment to be used under the joint working arrangements; 
• Reporting and public engagement arrangements; 
• Notice periods for withdrawing from the arrangements. 

 
6.65.9 The liability of the CCG and/or NHS England to carry out its functions will not be 

affected where the parties enter into arrangements pursuant to paragraphs 
6.6.15.2 or 6.5.3  above. 
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6.5.10    The group has entered into joint arrangements with the following Clinical      
Commissioning Groups via the Leeds Collaborative Commissioning Network: 

6.5.11  
6.5.12 Leeds South and East CCG  
6.5.13 Leeds West CCG  
6.5.14  
6.5.15 6.5.11  The group has a joint committee with the following local authority: 
6.5.16  
6.5.17 Leeds Integrated Commissioning Executive with Leeds City Council. 
6.5.18   
6.5.19  
6.5.20  
6.5.21       Committees of the group 
6.5.22  
6.5.23 6.6.1        The following committees have been established by the group: 
6.5.24  
6.5.25 Audit Committee 
6.5.26 Remuneration Committee 
6.5.27 Quality and Safety Committee 
6.5.28 Governance, Performance and Risk Committee. 
6.5.29  
6.5.30      Committees will only be able to establish their own sub-committees, to assist                                              

them in discharging their respective responsibilities, if this responsibility has been 
delegated to them by the group or the committee they are accountable to. 

6.5.316.5.10  
 

6.7 The Board 
 
6.7.1 Functions - the Board has the following functions conferred on it by sections 

14L(2) and (3) of the 2006 Act, inserted by section 25 the 2012 Act, together with 
any other functions connected with its main functions as may be specified in 
regulations or in this constitution 44   The Board may also have functions of the 
clinical commissioning group delegated to it. Where the group has conferred 
additional functions on the Board connected with its main functions, or has 
delegated any of the group’s functions to its Board, these are set out from 
paragraph 6.7.1(d) below.  The Board has responsibility for: 

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

functions effectively, efficiently and economically and in accordance with the 
groups principles of good governance45 (its main function); 

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

 
3. approving any functions of the group that are specified in regulations;46   

                                            
44  See section 14L(3)(c) of the 2006 Act, as inserted by section 25 of the 2012 Act 
45  See section 4.4 on Principles of Good Governance above 
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4. Subject to the limits in this constitution the CCG Board will be responsible 
 for, and will be delegated by the Council of Members and each of the CCG 
 constituent practices, the power to conduct the overall management and 
 pursue the agreed strategic direction of the CCG for the furtherance of its 
 objectives. 

 
5. In particular the CCG Board will: 

i) Promote the involvement of all Members in the work of the CCG in 
 securing  improvements in commissioning of care and services 
ii) Listen to the views of Members in making decisions 
iii) Continuously increase the capability, competence and capacity of primary 

  care, and the proportion of health and social care provided by primary  
  health and social care services 

iv) Secure effective public involvement in CCG decisions 
v) Approve plans that address local health inequalities 
vi) Develop the vision, values and culture of the CCG and pursue its  

 agreed strategic direction 
vii) Promote innovation among both Members and partners 
viii) Engage with partners within the local health system in a collaborative  

  manner 
ix) Have an active role on the Health and Wellbeing Board 
x) Secure wide clinical engagement in the development and implementation 

  of plans 
xi) Engage with representatives of the LMC and other primary care  

  contractors 
xii) Secure the safety and quality of services including safeguarding 
xiii) Co-ordinate and plan for demand, financial and investment needs of the 

  CCG 
xiv)  Approve the CCG annual plan and present it to members 
xv) Keep proper accounts and records in relation to CCG resources and  

  prepare  annual CCG accounts to present to the members at the AGM 
xvi) Approve the annual report to present to members at  the Council 

 and then the AGM 
xvii) Secure the services of the CCG Chief Officer and other officers 
xviii) Ensure its members are familiar with all relevant policy and guidance 
xix) Establish links and strong working arrangements with other   

  commissioners and providers of health related services 
xx) Secure necessary management resources 
xxi) Participate in clinical networks 
xxii) co-ordinate and plan for demand, financial and investment needs of the  

   CCG. 
 

                                                                                                                                                   
46  See section 14L(5) of the 2006 Act, inserted by section 25 of the 2012 Act 
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6.7.2 Composition of the Board - the Board shall not have less than 13 Members 
and comprises of: 

 
a) the Clinical Chair; 
b) one Practice Management  Representative of member practices; 
c) two GP or primary care health professionals 
d) two Lay Members:  

i) one to lead on audit, remuneration and conflict of interest matters, 
ii) one to lead on patient and public participation matters; 

e) one registered (Executive) nurse; Director of Nursing and Quality; 
6. one Secondary Care Doctor; 
7. the Chief Officer; 
8. the Chief Finance Officer; 
9. the Clinical Director; 
10. the Director of Commissioning and Strategic Development 
11. Consultant in Public Health. 
 

6.7.3  Committees of the Board - the Board has appointed the following committees 
and sub committees.   

 
a) Audit Committee – the Audit Committee, which is accountable to the 

group’s Board, provides the Board with an independent and objective view of 
the group’s financial systems, financial information and compliance with 
laws, regulations and directions governing the group in so far as they relate 
to finance.   
 
The committee shall critically review the clinical commissioning group’s 
financial reporting and internal control principles and ensure an appropriate 
relationship with both internal and external auditors is maintained.  The Key 
duties include: 

• Internal audit 
• External audit 
• Other assurance functions 
• Counter fraud 
• Management, governance,  risk management and internal control 
• Financial Reporting 

 
Members of the Audit Committee will be members of the Board and 
comprise not less than 3 non-executive members of the Board. 
 
The Chair of the Audit Committee will be Lay Member for Governance. 
The Board has approved and keeps under review the terms of reference for 
the Audit Committee, which includes information on the membership of the 
Audit Committee47.   
 

                                            
47  See terms of reference of the Audit Committee at www.leedsnorthccg.nhs.uk 
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b) Remuneration and Nomination Committee – the Remuneration and 
Nomination Committee, which is accountable to the group’s Board, shall 
have delegated authority  makes recommendations to the Board to make on 
determinations about the remuneration, fees and other allowances for 
employees and for people who provide services to the group and on 
determinations about allowances under any pension scheme that the group 
may establish as an alternative to the NHS pension scheme.   

b)c)  
 

The committee shall have delegated authority from the Board to approve; 

• the remuneration, including terms, conditions, pay and allowances (e.g. 
any pension scheme it might establish as an alternative to the NHS 
pension scheme) and severance, of all members of the CCG Board, 
except those employed on Agenda for Change terms and conditions. 

• The terms and conditions of employment for all employees of the CCG, 
including pensions, remuneration, fees and allowances 

• The process and qualifying criteria for redundancy and severance 
payments. 

In respect of Nomination, the Committee will ensure that there is a balance of 
skills, experience and knowledge on the CCG Board, undertaking succession 
planning, overseeing the appointment process for Board members and setting 
the terms of office for these members. 

 The Committee will approve all HR policies.The committee shall have 
delegated authority from the Board to consider recommendations on the 
remuneration, including terms, conditions, pay and allowances (e.g. any pension 
scheme it might establish as an alternative to the NHS pension scheme) for the 
following positions  

• GP Chair 

• Clinical Director 

• Lay members 

• Chief Officer 

• Chief Financial Officer 

 
Members of the Remuneration and Nomination Committee shall be 
appointed by the Board, from amongst its Board members and may not 
include members who are not on the Board. 
 
The Lay Member with responsibility for Audit will chair the Remuneration and 
Nomination  Committee. 
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The Board has approved and keeps under review the terms of reference for 
the Rremuneration and Nomination Ccommittee, which includes information 
on the membership of the Remuneration and Nomination Committee48.  

 
c) Quality and Safety Committee – the Quality and Safety Committee, which 

is accountable to the group’s Board, provides assurance to the Board that 
services commissioned on behalf of the CCG are being delivered in a high 
quality and safe manner, ensuring that quality sits at the heart of everything 
the clinical commissioning group does. The remit of the Committee will 
reflect the three elements of quality: 
 

• Safety 
• Effectiveness 
• Patient Experience 

 
The Committee also ensures that the principles of quality assurance and 
governance are integral to performance monitoring arrangements for all 
CCG commissioned services and are embedded within consultation, service 
development and redesign, evaluation of services and decommissioning of 
services.   The Committee will provide assurance to the Board that quality 
assurance and clinical governance mechanisms are integral to monitoring 
commissioned services to ensure better outcomes for patients. 

 
The Board has approved and keeps under review the terms of reference for 
the Quality and Safety Committee which includes information on the 
membership of the Quality and Safety Committee.49 

 
d) Governance, Performance and Risk Committee – the Governance, 

Performance and Risk Committee which is accountable to the Board 
provides assurance to the Board that the CCG has effective systems of 
internal control in relation to risk management and governance and to 
ensure effective governance across all commissioned services.   The 
committee will oversee key assurance and risk systems and processes are 
in place in order that the CCG is compliant with its statutory requirements 
and be able to ensure sound internal control arrangements 
 
The Committee is authorised by the Board to approve CCG policies. 
 
The Board has approved and keeps under review the terms of reference for 
the Governance, Performance and Risk committee which includes 
information on the membership of the Governance, Performance and Risk 
Committee.50 
 

                                            
48  See terms of reference of the Remuneration Committee  at www.leedsnorthccg.nhs.uk 
 
49  See terms of reference of the Quality and Safety Committee at www.leedsnorthccg.nhs.uk 
50  See terms of reference of the Governance, Performance and Risk Committee at 
www.leedsnorthccg.nhs.uk  
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e) Primary Care Commissioning Committee – This Committee has been 
established in accordance with statutory provisions to enable the CCG  to 
make collective decisions on the review, planning and procurement of 
primary care services in Leeds North, under delegated authority from NHS 
England. 
 
In performing its role, the Committee will exercise its management of the 
functions in accordance with the agreement entered into between NHS 
England and Leeds North CCG  which will sit alongside the Scheme of 
Delegation and Terms of Reference. 
 
The role of the Committee shall be to carry out the functions relating to the 
commissioning of primary medical services under section 83 of the NHS Act. 
 
The Committee also has delegated authority from the Board to make 
decisions within the bounds of its remit.  Specifically: 
 

• Financial Plans in respect of primary medical services 
• Procurement of primary medical services 
• Practice payments and reimbursement 
• Investment in practice development 
• Contractual compliance and sanctions 

 
The decisions of the Committee shall be binding on NHS England and NHS 
Leeds North CCG. 
 
Members of the Primary Care Commissioning Committee shall be appointed 
by the Board from the Non-GP Members.  A representative of Leeds Health 
and Wellbeing Board, Leeds  Healthwatch and NHS England will be invited 
to attend the meeting. A Lay member will chair the Committee. 
 
The Board will approve and keep under review the Terms of Reference for 
the Primary Care Commissioning Committee. 

51 
 

 
7  ROLES AND RESPONSIBILITIES 
 
7.1 Practice Representatives 

 
7.1.1  Practice Representatives represent their practice’s views and act on behalf of the 

practice in matters relating to the group.  The role of each practice representative 
is to: 
a) ensure their practice is fully engaged with Leeds North CCG by leading the 
 commissioning agenda within their practice;  
b) represent the views and wishes of the practice in discussion by being a 
 member of the Council of Members; 

                                            
51  See terms of reference of the Primary Care Commissioning Committee Governance, Performance 

and Risk Committee at www.leedsnorthccg.nhs.uk 
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c) ensure that the interests of patients and the community remain at the heart of 
 the CCG’s decisions; 
d) ensure that the CCG commissions the highest quality services with a view to 
 securing the best possible outcomes for their patients within their resource 
 allocation and maintains a consistent focus on quality, integration and 
 innovation 
e) attend  meetings, discuss commissioning at practice and  
 patient group meetings, and disseminate  newsletters and updates  
 among practice staff;  
f) enable and facilitate two-way communications between individual  
 practices, and the CCG;  
g) provide feedback from patients and carers that might inform  
 commissioning decisions and / or intentions of the group;  
h) relay information on provider quality issues to practices 
i) relay practice concerns on provider quality issues back to the CCG;  
j) provide practice-level input in the development of the commissioning  
 strategy and any other commissioning or decommissioning intentions;  
k) assist the CCG in taking forward developments and improvements in  
 relation to primary care services, including improving the performance of  
 primary care services within the group;  
l) engage in specific pathway redevelopments, providing insight and  
 feedback as appropriate;  
m) endeavour to make available clinical and other staff to lead or participate in  
 commissioning project work as far as is reasonably possible such as 
 representation on the Leeds North Prescribing Meeting and the Leeds North 
 Practice Nurse Network;  
n) keep up to date on commissioning and related issues through the normal  
 professional publications, educational events and networks;  

 
7.2 Other GP and Primary Care Health Professionals 

 
7.2.1  In addition to the practice representatives identified in section 7.1 above, the 

group has identified a number of other GPs / primary care health professionals 
from member practices to either support the work of the group and / or represent 
the group rather than represent their own individual practices.  These GPs and 
primary care health professional undertake the following roles on behalf of the 
group: 
a) Participation of practice nurses within the Leeds North Practice Nurse 
 Network. 
b)  Participation in the Leeds North Prescribers meeting. 
c) Clinical Lead for specific workstreams. 

 
7.3 All Members of the Group’s Board  
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7.3.1  Guidance on the roles of members of the group’s Board is set out in a separate 
document52.  In summary, each member of the Board should share responsibility 
as part of a team to ensure that the group exercises its functions effectively, 
efficiently and economically, with good governance and in accordance with the 
terms of this Constitution.  Each brings their unique perspective, informed by 
their expertise and experience.   

 
 

 
7.4  Role of the Clinical Chair of the Board 

 
7.4.1 The Chair of the Board is responsible for: 

a) leading the Board, ensuring it remains continuously able to discharge its 
 duties and responsibilities as set out in this Constitution; 
b) building and developing the group’s Board and its individual members; 
c) ensuring that the group has proper constitutional and governance 

 arrangements in place; 
d) ensuring that, through the appropriate support, information and evidence, the 

 Board is able to discharge its duties; 
e) supporting the Chief Officer in discharging the responsibilities of the 
 organisation; 
f) contributing to building a shared vision of the aims, values and culture  of 

 the organisation; 
g) leading and influencing to achieve clinical and organisational change to  

 enable the group to deliver its commissioning responsibilities; 
h) overseeing governance and particularly ensuring that the Board and the 

 wider group behaves with the utmost transparency and responsiveness at all 
 times; 

i) ensuring that public and patients’ views are heard and their expectations  
 understood and, where appropriate as far as possible, met; 

j)  ensuring that the organisation is able to account to its local patients,  
  stakeholders and NHS England.  Ensuring that the group builds and 
maintains effective relationships, particularly with the individuals involved in overview 
and scrutiny from the relevant local authority.  

 
The Chair of the Board is also the senior clinical voice of the  group and will 
take the lead in interactions with stakeholders, including NHS England. 

 
 
7.5  Role of the Deputy Chair of the Board 

 
7.5.1 The Deputy Chair of the Board deputises for the Chair of the Board where he or 

she has a conflict of interest or is otherwise unable to act. This is undertaken by 
one of the Non-Executive GPs. 

 

                                            
52  Draft clinical commissioning group Board Members – Roles Attributes and Skills, NHS Commissioning 

Board Authority, March 2012 



 

 

NHS Leeds North Clinical Commissioning Group’s Constitution  - 34 - 
Version: 16 – March 2017  

7.6  Role of the Practice Management  Representative acting on behalf of 
member practices 
 

7.6.1 As well as sharing responsibility with the other members for all aspects of the 
CCG Board’s business, the individual acting on behalf of member practices will 
bring the unique understanding of those member practices to the discussion and 
decision making of the Board and role of supporting the Council of Members’ 
meetings. 
 

7.6.2  Specifically, the Practice Management Representative will:  
a) have the confidence of the member practices in the CCG, demonstrating an  
 understanding of all of the member practices, of the issues they face and 
 what is important to them;  
b) be competent, confident and willing to give an unbiased strategic view on all 
 aspects of CCG business;  
c) be highly regarded as a leader, beyond the boundaries of a single practice or 
 profession – demonstrably able to think beyond their own professional 
 viewpoint;  
d) have an in-depth understanding of the CCG geography 
e) be able to take a balanced view of the clinical and management agenda and 
 draw on their specialist skills to add value; and  
f) be able to contribute a generic view from the perspective of a member 

 practice in the CCG, whilst putting aside specific issues relating to their own 
 practice circumstances. 

 
7.7  Role of the Non-Executive GP or other healthcare professionals acting on 

behalf of member practices 
 

7.7.1  As well as sharing responsibility with the other members for all aspects of the 
CCG Board’s business, the individuals acting on behalf of member practices will 
bring the unique understanding of those member practices to the discussion and 
decision making of the Board as their particular contribution. 
 

7.7.2 Specifically the Non Executive GP will:  
a) have the confidence of the member practices in the CCG, demonstrating an  
 understanding of all of the member practices, of the issues they face and 
 what is important to them;  
b) be competent, confident and willing to give an unbiased strategic clinical 

 view on all aspects of CCG business;  
c) be highly regarded as a clinical leader, beyond the boundaries of a single 

 practice or profession – demonstrably able to think beyond their own 
 professional viewpoint;  

d) have an in-depth understanding of the CCG geography;  
e) be able to take a balanced view of the clinical and management agenda and 

 draw on their specialist skills to add value; and  
f) be able to contribute a generic view from the perspective of a member 

 practice in the CCG, whilst putting aside specific issues relating to their own 
 practice circumstances. 
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7.8  Role of the Lay Member with a lead role in overseeing key elements of 

governance 
 

7.8.1  The role of this lay member will be to bring specific expertise and experience to 
the work of the Board. Their focus will be strategic and impartial, providing an 
external view of the work of the CCG that is removed from the day-to-day 
running of the organisation.  Their role will be to oversee key elements of 
governance including audit, remuneration and managing conflicts of interest. 
They will need to be able to chair the Audit Committee.  
 

7.8.2  As Chair of the Audit Committee, this Lay Member would be precluded from 
being the Chair of the Board  
 

7.8.3  This person will have a lead role in ensuring that the Board and the wider CCG 
behaves with the utmost probity at all times.   
 

7.8.4  Good practice would also suggest that this person would also have a specific 
role in ensuring that appropriate and effective whistle blowing and anti-fraud 
systems are in place.  
 

7.8.5  Specific attributes: 
a) have the skills, knowledge and experience to assess and confirm that 

 appropriate systems of internal control and assurance are in place for all 
 aspects of governance, including financial and risk management;  

b) have an understanding of the role of audit in wider accountability 
 frameworks;  

c) have an understanding of the resource allocations devolved to NHS bodies 
 and a general knowledge of the accounting regime within which a CCG will 
 operate;  

d) have the ability to chair meetings effectively;  
e) be able to give an independent view on possible internal conflicts of interest; 

 and 
f) recent and relevant financial and audit experience is essential – sufficient to 

 enable them to competently engage with financial management and 
 reporting in the organisation and associated assurances.   
 

7.9  Role of the Lay Member with a lead role in championing Patient and Public 
Involvement 
 

7.9.1  As well as sharing responsibility with the other members for all aspects of the 
CCG Board’s business, as a Lay Member on the CCG Board this Lay Member 
will bring specific expertise and experience, as well as their knowledge as a 
member of the local community, to the work of the Board. Their focus will be 
strategic and impartial, providing an independent view of the work of the CCG 
that is external to the day-to-day running of the organisation.  
 

7.9.2  This person will help to ensure that, in all aspects of the CCG’s business the 
public voice of the local population is heard and that opportunities are created 
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and protected for patient and public empowerment in the work of the CCG.  In 
particular, they will ensure that:  
a) public and patients’ views are heard and their expectations understood and 

 met as appropriate;  
b) the CCG builds and maintains an effective relationship with Local   
 Healthwatch and draws on existing patient and public engagement and 
 involvement expertise; and   
c) the CCG has appropriate arrangements in place to secure public and patient 

 involvement and responds in an effective and timely way to feedback any 
 recommendations from patients, carers and the public.  
 

7.9.3  Specific attributes 
a) able to give an independent view on possible internal conflicts of interest;  
b) demonstrable understanding of the local arrangements for listening and 

 responding to the voices of patients, carers and patient organisations;  
c) have an understanding of effective involvement and engagement techniques,  

 and how these can be applied in practice;  
d) live within the local community or be able to demonstrate how they are 

 otherwise able to bring that perspective to the Board; and  
e) be competent to chair meetings. 

 
7.10 Role of Director of Nursing and Quality 

 
7.10.1  As well as sharing responsibility with the other members for all aspects of the 

CCG Board’s business, as a registered nurse on the Board, this person will bring 
a broader view, from their perspective as a registered nurse, on health and care 
issues to underpin the work of the CCG especially the contribution of nursing to 
patient care.  
 

7.10.2  The Director of Nursing and Quality will specifically:   
a) be a registered nurse who has developed a high level of professional 

 expertise and knowledge; 
b) be competent, confident and willing to give an independent strategic clinical 

 view on all aspects of CCG business;  
c) be highly regarded as a clinical leader, probably  across more than one 
 clinical discipline and/or specialty – demonstrably able to  think beyond their 
 own professional viewpoint;  
d) be able to take a balanced view of the clinical and management agenda and 

  draw on their specialist skills to add value;  
e) be able to contribute a generic view from the perspective of a registered 

 nurse whilst employed by two individual organisations 
f) be able to bring detailed insights from nursing and perspectives into  
 discussions regarding service re-design, clinical pathways and system reform.  

  
7.11 Role of the Secondary Care Doctor 

 



 

 

NHS Leeds North Clinical Commissioning Group’s Constitution  - 37 - 
Version: 16 – March 2017  

7.11.1  As well as sharing responsibility with the other members for all aspects of the 
CCG Board’s business, this clinical member will bring a broader view, on health 
and care issues to underpin the work of the CCG. In particular, they will bring to 
the Board an understanding of patient care in the secondary care setting.  
 

7.11.2  The Secondary Care Doctor will specifically:  
a) be a doctor who is, or has been, a secondary care specialist, who has a high 

 level of understanding of how care is delivered in a secondary care setting;  
b) be competent, confident and willing to give an independent strategic clinical 

 view on all aspects of CCG business;  
c) be highly regarded as a clinical leader, preferably with experience working as 

 a leader across more than one clinical discipline and/or specialty with a track 
 record of collaborative working;  

d) be able to take a balanced view of the clinical and management agenda, and 
 draw on their in depth understanding of secondary care to add value;  

e) be able to contribute a generic view from the perspective of a secondary care  
 doctor whilst putting aside specific issues relating to their own clinical 
 practice or their employing organisation’s circumstances; and  

f) be able to provide an understanding of how secondary care providers work 
 within the health system to bring appropriate insight to discussions regarding 
 service redesign, clinical pathways and system reform. 

 
 
7.12 Role of the Chief Officer 

 
7.12.1  The Chief Officer of the group is a member of the Board.  

  
7.12.2 This role of Chief Officer has been summarised in a national document53 as: 

a) being responsible for ensuring that the clinical commissioning group fulfils its 
 duties to exercise its functions effectively, efficiently and economically thus 
 ensuring improvement in the quality of services and the health of the local 
 population whilst maintaining value for money;   

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

c) working closely with the chair of the Board, the Chief Officer will ensure that 
 proper constitutional, governance and development arrangements are put in 
 place to assure the members (through the Board) of the organisation’s 
 ongoing capability and capacity to meet its duties and responsibilities.  This 
 will include arrangements for the ongoing developments of its members and 
 staff. 

 
7.13 Role of the Chief Financial Officer 

                                            
53  See the latest version of NHS England Authority’s Clinical commissioning group Board members: 

Role outlines, attributes and skills 
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7.13.1  The Chief Financial Officer is a member of the Board and is responsible for 

providing financial advice to the clinical commissioning group and for supervising 
financial control and accounting systems  
 

7.13.2  This role of Chief Financial Officer has been summarised in a national document 
as: 
a) being the Board’s professional expert on finance and ensuring, through 

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

b) making appropriate arrangements to support, monitor on the group’s 
 finances; 

c) overseeing robust audit and governance arrangements leading to propriety in 
 the use of the group’s resources; 

d) being able to advise the Board on the effective, efficient and economic use of 
 the group’s allocation to remain within that allocation and deliver required 
 financial targets and duties; and 

e) producing the financial statements for audit and publication in accordance 
 with the statutory requirements to demonstrate effective stewardship of 
public money and accountability to NHS England. 
 

7.14 Role of the Clinical Director 
 

7.14.1  As well as sharing responsibility with the other members for all aspects of the 
CCG Board’s business, this clinical member will bring a broader view, on health 
and care issues to underpin the work of the CCG. In particular, they will lead the 
Clinical Executive in all clinical matters. 
 

7.14.2 Specific attributes: 
a) be a doctor who is a primary care GP from a member practice 
b) be competent, confident and willing to give an independent strategic clinical 

 view on all aspects of CCG business;  
c) be highly regarded as a clinical leader, preferably with experience working as 

 a leader across more than one clinical discipline, able to take a balanced 
 view of the clinical and management agenda, and draw on their in depth 
 understanding of secondary care to add value;  

d) understand the role of Caldicott Guardian and ensure leadership for the role 
 of SIRO; 

e) be able to provide vision, direction and leadership to enable the CCG to  
 speak and act corporately to achieve its strategic goals and objectives. 

 
 

7.15  Role of the Director of Commissioning and Strategic Development 
 

7.15.1  Specific attributes: 
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a)  Contributing to the creation of a framework for service, organisation and 
systems change that anticipates the future and provides the basis for 
sustainable and positive change 

b)  Leading and coordinating patient focussed and clinically driven strategy 
development with local health and social care communities to ensure coherent 
and integrated approaches to workforce, finance, health and performance 
improvement and modernisation 

c) Board accountability for commissioning, planning, strategy, performance, 
 communications, engagement, equality and diversity, human resources, 
 workforce, organisational development, provider management and all other 
 commissioning support services. 
d) Developing local policy and fostering a culture to support delivery aligned to 

our values 
 

 
7.16  Role of the Consultant in Public Health  

  
7.16.1 Specific attributes: 

a) Lead the provision of the Health Care Public Health Advice Service to the 
 CCG ( within the MoU between the CCG and LCC) 

b) build from the Joint Strategic Needs Assessment and draft JHWBS to 
 develop a clear vision and understanding of population health needs  

c) identify the health inequalities and unwarranted variations that exist within 
 Leeds North 

d) support the CCG and constituent practices  to develop evidence based care 
  pathways 

e) ensure the co-ordination of both macro and micro level public health 
 programmes 
f) provide co-ordination with ENE Area based work 
g) provide collaboration with third sector within the ENE. 

 
 
 

7.17       Co-opted members of the Board 
 
In addition to the roles set out above, the Board shall have the power to co-opt 
additional members for such periods as the Board shall determine, up to a 
maximum  term of three years. Co-opted members of the Board will be non-
voting, unless voting rights are agreed by the Council of Members. 
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7.177.18  Joint Appointments with other Organisations  
 
7.17.1  The group may enter into has the following joint appointments with other 

organisations.: 
 
a) Director of Nursing and Quality (shared with Leeds South & East CCG) 

 
7.17.27.18.1   All these joint appointments are supported by a Memorandum of 

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

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

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

 
8.1.2  They must comply with the group’s policy on business conduct, including the 

requirements set out in the policy for managing conflicts of interest.  This policy 
will be available on the group’s website at www.leedsnorthccg.nhs.uk  

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

services or facilities to the group will be made aware of their obligation with 
regard to declaring conflicts or potential conflicts of interest.  This requirement 
will be written into their contract for services.    
 
 

8.2 Conflicts of Interest 
 

8.2.1  As required by section 14O of the 2006 Act, as inserted by section 25 of the 
2012 Act, the clinical commissioning group will make arrangements to manage 
conflicts and potential conflicts of interest to ensure that decisions made by the 
group will be taken and seen to be taken without any possibility of the influence 
of external or private interest.  

 
8.2.2  Where an individual, i.e. an employee, group member, member of the Board, or 

a member of a committee or a sub-committee of the group or its Board has an 
interest, or becomes aware of an interest which could lead to a conflict of 
interests in the event of the group considering an action or decision in relation to 
that interest, that must be considered as a potential conflict, and is subject to the 
provisions of this Constitution.  

 
8.2.3 A conflict of interest will include:  
 

a)  a direct pecuniary interest: where an individual may financially benefit from 
the consequences of a commissioning decision (for example, as a provider 
of services);  

b)  an indirect pecuniary interest: for example, where an individual is a partner, 
member or shareholder in an organisation that will benefit financially from the 
consequences of a commissioning decision;  

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

http://www.leedsnorthccg.nhs.uk/
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d)  a non-pecuniary personal benefit: where an individual may enjoy a qualitative 
benefit from the consequence of a commissioning decision which cannot be 
given a monetary value (for example, a reconfiguration of hospital services 
which might result in the closure of a busy clinic next door to an individual’s 
house); 

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

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

interest exists. 
 
8.3  Declaring and Registering Interests 
 
8.3.1  The group will maintain one or more registers of the interests of:  

a) the members of the group; 
b) the members of its Board; 
c) the members of its committees or sub-committees and the committees or sub-
  committees of its Board; and  
d) its employees. 

 
8.3.2  The registers will be published on the group’s website at 

www.leedsnorthccg.nhs.uk  
 
8.3.3  Individuals will declare any interest that they have, in relation to a decision to be 

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

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

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

 
8.3.5  The Head of Governance and Corporate Affairs will ensure that the register of 

interest is reviewed regularly, and updated as necessary.   
 

 
8.4  Managing Conflicts of Interest: general 

 
8.4.1  Individual members of the group, the Board, committees or sub-committees, the 

committees or sub-committees of its Board and employees will comply with the 
arrangements determined by the group for managing conflicts or potential 
conflicts of interest. 
 

 The Leeds Head of Governance and Corporate Affairs will ensure that for every 
interest declared, either in writing or by oral declaration, arrangements are in place to 
manage the conflict of interests or potential conflict of interests, to ensure the 
integrity of the group’s decision making processes. 
 

http://www.leedsnorthccg.nhs.uk/
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Arrangements for the management of conflicts of interest are to be determined 
by the Head of Governance and Corporate Affairs and will include the 
requirement to put in writing to the relevant individual arrangements for 
managing the conflict of interests or potential conflicts of interests, within a week 
of declaration. The arrangements will confirm the following:  

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

or permanent basis; 
b) monitoring of the specified activity undertaken by the individual, either by  a 
 line manager, colleague or other designated individual. 

 
 Where an interest has been declared, either in writing or by oral declaration, the 
 declarer will ensure that before participating in any activity connected with the 
 group’s exercise of its commissioning functions, they have received confirmation 
 of the arrangements to manage the conflict of interest or potential conflict of 
 interest from the Head of Governance and  Corporate Affairs. 
 

8.4.2  Where an individual member, employee or person providing services to the 
group is aware of an interest which: 

 
a) has not been declared, either in the register or orally, they will declare this at 
 the start of the meeting;  

 
b) has previously been declared, in relation to the scheduled or likely business of 
 the meeting, the individual concerned will bring this to the attention of the 
 chair of the meeting, together with details of arrangements which have been 
 confirmed for the management of the conflict of interests or potential conflict 
 of interests. 

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

 
8.4.3  Where the Chair of any meeting of the group, including committees, sub-

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

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

clinical commissioning group, committees or sub-committees, or the Board, the 
Board’s committees or sub-committees, will be recorded in the minutes.  
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8.4.5  Where more than 50% of the members of a meeting are required to withdraw 
from a meeting or part of it, owing to the arrangements agreed for the 
management of conflicts of interests or potential conflicts of interests, the Chair 
(or Deputy) will determine whether or not the discussion can proceed.  

 
8.4.6  In making this decision the Chair will consider whether the meeting is quorate, in 

accordance with the number and balance of membership set out in the group’s 
Standing Orders.  Where the meeting is not quorate, owing to the absence of 
certain members, the discussion will be deferred until such time as a quorum can 
be convened.  Where a quorum cannot be convened from the membership of the 
meeting, owing to the arrangements for managing conflicts of interest or potential 
conflicts of interests, the chair of the meeting shall consult with the Chief Officer 
(or their nominee) on the action to be taken. 

 
8.4.7 This may include: 

 
a) requiring another of the group’s committees or sub-committees, the group’s 
 Board or the Board’s committees or sub-committees (as appropriate) which 
 can be quorate to progress the item of business, or if this is not possible,  
 
b) inviting on a temporary basis one or more of the following to make up the 
 quorum (where these are permitted members of the Board or committee / sub-
 committee in question) so that the group can progress the item of business:  

 
i) a member of the clinical commissioning group who is an individual;  
ii) an individual appointed by a member to act on its behalf in the dealings 

between it and the clinical commissioning group; 
iii) a member of a relevant Health and Wellbeing Board; 
iv) a member of a Board of another clinical commissioning group. 

 
These arrangements must be recorded in the minutes. 

 
8.4.8  In any transaction undertaken in support of the clinical commissioning group’s 

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

8.4.9  The Chief Officer  will take such steps as deemed appropriate, and request 
information deemed appropriate from individuals, to ensure that all conflicts of 
interest and potential conflicts of interest are declared 
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8.5 Managing Conflicts of Interest: contractors and people who provide 
services to the group  

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

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

 
8.5.2  Anyone contracted to provide services or facilities directly to the clinical 

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

 
 

 
8.6  Transparency in Procuring Services 

 
8.6.1  The group recognises the importance in making decisions about the services it 

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

 
8.6.2  The group will publish a Procurement Strategy approved by its Board which will 

ensure that:  
 

a) all relevant clinicians (not just members of the group) and potential providers, 
 together with local members of the public, are engaged in the decision-making 
 processes used to procure services; 
b) service redesign and procurement processes are conducted in an open, 
 transparent, non-discriminatory and fair way 

 
8.6.3 When commissioning services from GP practices, including provider consortia, or 

organisations in which GPs have a financial interest, the CCG will follow the 
guidance and template provided on the National Commissioning Board’s Code of 
Conduct: Managing conflicts of interest where GP practices are potential 
providers of CCG-commissioned services 

 
8.6.4  Copies of both the Procurement Strategy and the NCB’s Code of Conduct will be 

available on the group’s website at www.leedsnorthccg.nhs.uk  
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9  THE GROUP AS EMPLOYER 
 

9.1  The group recognises that its most valuable asset is its people.  It will seek to 
enhance their skills and experience and is committed to their development in all 
ways relevant to the work of the group. 

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

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

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

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

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

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

 
9.5  The group will ensure that its rules for recruitment and management of staff 

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

 
9.6  The group will ensure that employees' behaviour reflects the values, aims and 

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

training opportunities as they may require in order to exercise their 
responsibilities effectively. 

 
9.9  The group will adopt a Code of Conduct for staff and will maintain and promote 

effective 'whistle-blowing' procedures to ensure that concerned staff have means 
through which their concerns can be voiced. 

 
9.10  The group recognises and confirms that nothing in or referred to in this 

constitution (including in relation to the issue of any press release or other public 
statement or disclosure) will prevent or inhibit the making of any protected 
disclosure (as defined in the Employment Rights Act 1996, as amended by the 
Public Interest Disclosure Act 1998) by any member of the group, any member of 
its governing body, any member of any of its committees or sub-committees or 
the committees or sub-committees of its Board, or any employee of the group or 
of any of its members, nor will it affect the rights of any worker (as defined in that 
Act) under that Act. 
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9.11  Copies of this Code of Conduct, together with the other policies and procedures 
outlined in this chapter, will be available on the group’s website at 
www.leedsnorthccg.nhs.uk   
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10  TRANSPARENCY, WAYS OF WORKING AND STANDING 
ORDERS 

 
10.1  General   

 
10.1.1 The group will publish annually a commissioning plan and an annual report, 

presenting the group’s annual report to a public meeting. 
 
10.1.2  Key communications issued by the group, including the notices of procurements, 

public consultations, Board meeting dates, times, venues, and certain papers will 
be published on the group’s website at www.leedsnorthccg.nhs.uk  

 
 
10.1.3  The group may use other means of communication, including circulating 

information by post, or making information available in venues or services 
accessible to the public. 

 
 
10.2  Standing Orders 
 
10.2.1  This Constitution is also informed by a number of documents which provide 

further details on how the group will operate.  They are the group’s: 
 

a) Standing orders (Appendix C) – which sets out the arrangements for 
 meetings and the appointment processes to elect the group’s representatives 
 and appoint to the group’s committees, including the Board; 

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

 
c)  Prime Financial Policies (Appendix E) – which sets out the arrangements 

for managing the group’s financial affairs. 
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APPENDIX A 
DEFINITIONS OF KEY DESCRIPTIONS USED IN THIS CONSTITUTION 

 

2006 Act National Health Service Act 2006 

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

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

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

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

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

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

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

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

Chair of the Board the individual appointed by the group to act as chair of the Board 

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

Clinical 
commissioning group 

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

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

by the membership of the group 
• a committee / sub-committee created / appointed by the Board 

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

Group NHS North Leeds Clinical Commissioning Group, whose constitution this is 

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

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

Board member 
any member appointed to the Board of the group 

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

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

Practice 
representatives 

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

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

committees of its Board; and  
• its employees. 

NHS England NHS England’s legal name remains the NHS Commissioning Board.  For ease of 
reference NHS England is the term used throughout this constitution.  
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 APPENDIX B - LIST OF MEMBER PRACTICES 
 
 Practice  Name Address 
1 Allerton Medical Centre 6 Montreal Avenue, Leeds, LS7 4LF 
2 Bramham Medical Centre Clifford Road, Bramham, LS23 6JN 
3 Chevin Medical Centre 3 Bridge Street, Otley, LS21 1BQ 
4 Chapeltown Family Surgery Chapeltown HC, Spencer Place, LS7 4BB 
5 Charles Street Surgery Charles Street, Otley, LS21 1BJ 
6 Church View Surgery School Lane, Collingham, Wetherby, LS22 6RT 
7 Leeds Private Doctors  2 Upland Road, LS8 2SQ 
8 Foundry Lane Surgery 95 Moresdale Lane, LS14 6GG 
9 Meanwood Group Practice 548 Meanwood Road, LS6 4JN 
10 Moorcroft Surgery 646 King Lane, LS17 7AN 
11 Crossley Street Surgery Crossley Street, Wetherby, LS22 6RT 
12 Newton Surgery 305 Chapeltown Road, LS7 3JT 
13 Oakwood Surgery Gledhow Rise, LS8 4AA 
14 Oakwood Lane Medical Practice 2 Amberton Terrace, Leeds, LS8 3BZ 
15 One Medi Care (Hilton Road) 67 Hilton Road, LS8 4HA 
16 One Medi Care (The Light) Balcony, Level 7, The Light, Headrow, LS1 8TL 
17 Rutland Lodge Medical Centre Scott Hall Road, LS7 3DR 
18 Shadwell Medical Centre 137 Shadwell Lane, LS17 8AE 
19 Aireborough Family Practice Silver Lane Surgery, Suffolk Court, Yeadon, LS19 7JN 
20 Spa Surgery 205 High Street, Boston Spa, Wetherby, LS23 6PY 
21 St Martin’s Practice 319 Chapeltown Road, LS7 3JT 
22 The Avenue Surgery 24 The Avenue, Alwoodley, LS17 7BE  
23 North Leeds Medical Practice 355 Harrogate Road , LS17 6PZ 
24 Street Lane Practice 12 Devonshire Avenue, LS8 1AY 
25 Wetherby Surgery Wetherby HC, Hallfield Lane, LS22 6JS 
26 The Surgery at Nursery Lane & Adel 150 Nursery Lane, LS17 7AQ 
27 Westfield Medical Centre The Reginald Centre, 263 Chapeltown Road, LS7 3EX 
28 Westgate Surgery Westgate, Otley, LS22 6JS 
29 Woodhouse Health Centre Woodhouse HC, Cambridge Road, LS6 2SF 
 



 

 

NHS Leeds North Clinical Commissioning Group’s Constitution  - 52 - 
Version: 16 – March 2017  

 



 

 

NHS Leeds North Clinical Commissioning Group’s Constitution  - 53 - 
Version: 16 – March 2017  

APPENDIX C – STANDING ORDERS 
 
1.  STATUTORY FRAMEWORK AND STATUS 
 
1.1.  Introduction  

 
1.1.1.  These standing orders have been drawn up to regulate the proceedings of the 

NHS Leeds North Clinical Commissioning Group so that the group can fulfil its 
obligations, as set out largely in the 2006 Act, as amended by the 2012 Act and 
related regulations.  They are effective from the date the group is established. 
 

1.1.2. The Standing Orders, together with the group’s Scheme of Reservation and 
Delegation54 and the group’s Prime Financial Policies55, provide a procedural 
framework within which the group discharges its business. They set out: 

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

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

 
These arrangements must comply, and be consistent where applicable, with 
requirements set out in the 2006 Act (as amended by the 2012 Act) and related 
regulations and take account as appropriate56 of any relevant guidance. 

 
1.1.3. The Standing Orders, Scheme of Reservation and Delegation and Prime 

 Financial Policies have effect as if incorporated into the group’s Constitution.  
 Group members, employees, members of the Board, members of the Board’s 
 committees and sub-committees, members of the group’s committees and sub-
 committees and persons working on behalf of the group should be aware of the 
 existence of these documents and, where necessary, be familiar with their 
 detailed provisions.  Failure to comply with the Standing Orders, Scheme of 
 Reservation and Delegation and Prime Financial Policies may be regarded as a 
 disciplinary matter that could result in dismissal. 

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

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

                                            
54  See Appendix D 
55  See Appendix E 
56  Under some legislative provisions the group is obliged to have regard to particular guidance but under 

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

MEMBERSHIP, KEY ROLES AND APPOINTMENT PROCESS 
 

2.1. Composition of membership 
 

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

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

 
2.1.3. Member Representatives 
 

a)    Each member practice will be encouraged to have the following named      
    member representatives: 
 

i) a clinical representative of sufficient standing within the practice; and 
ii) a non clinical/management representative 
iii) a practice nurse representative 
iv) a prescribing lead representative. 
 

b)    The name of the representatives should be submitted in writing to the 
elected Practice Manager (members) of the CCG Board. 
 

c)    The clinical and managerial representatives (a.i and a.ii) will be collectively     
    known as the Council of Members, hereafter referred to as the Council.  
 

d) Representatives will have nominated voting rights at Council meetings on                                   
    behalf of the Member Practice in the following proportions: 

i) a Practice with a patient list size up to 4,000 will have 1 vote; 
ii) a Practice with a patient list size between 4,001 – 8,000 will have 2 

votes; 
iii) a Practice with a patient list size of more than 8,000 will have 3 votes. 

 
The number of votes is capped at 3 votes. Each representative has only 1 
vote, therefore practices with a patient list size greater than 4,000 may 
select an additional clinical member representative. 
Practice membership and nominated voting rights will be reviewed annually 
and will be based on the most recent practice list size as at 31st March of 
the previous financial year. 

a) If a representative is unable to attend a meeting of the Council the 
practice may allocate another member of their practice to take their place.  
b) Doctors working in the CCG area, who are not necessarily part of a 
member practice, such as a GP locum, are welcome to align themselves 
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with Leeds North CCG and where appropriate take part in discussions at 
Council. 

 
2.1.4. Rights and Responsibilities of Members and their Representatives: 

 
a) Members should expect: 

i) To be consulted on all plans that significantly affect commissioning 
arrangements and budgets; 

ii) Access to training schemes and ongoing skills development; 
iii) Access to information and analytical support; 
iv) Access to management skills to improve commissioning effectiveness 

and efficiency; 
v) Representation of interests in the leadership of the CCG via elected 

member representatives; 
vi) Access to centrally managed savings for ongoing service development; 
vii) The Leeds LMC to have been informed / consulted appropriately in line 

with its statutory duty. 
 

b) Members are encouraged: 
i) To nominate Member Representatives; 
ii) To attend, via their Member Representatives, Council meetings, the   

Leeds North Practice Nurses network and Prescribers meeting; 
iii) To nominate and elect member representatives to the CCG Board and 

leadership teams; 
iv) To seek advice from the Leeds LMC with any issue they believe 

affects them as a member of the CCG. 
 

 c)   Members will be supported: 
i)    To understand the resources available for patient care and work with 

the CCG to understand and where appropriate address any variances; 
ii)   To develop, with the CCG and the public, plans for improving quality of 

healthcare delivered by general practice, community and secondary 
healthcare services; 

iii)  To ensure sufficient training is available at practice level to enable 
successful implementation of agreed pathways, protocols and policies; 

iv)  To implement pathways, policies and protocols including the 
prescribing advice as agreed by the CCG; 

 
2.1.5  Paragraph 2.1.4 is without prejudice to the general power of NHS England to add 

practices as members of the CCG in accordance with the Bill (including in 
particular under Section 14F of the Act as amended by Section 21(1) of the Bill) 
and any such practice shall be admitted as a member when so directed by NHS 
England. 

 
2.1.6  Membership of the group is not transferable. 
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2.1.7 Terms of reference for the Council of Members will be found published on the 
CCG’s website.can be found at Appendix I.  
 
2. 2  Key Roles of Board Members 
 
2.2.1.  Paragraph 6.7 of the group’s Constitution sets out the composition of the group’s 

Board whilst Chapter 7 of the group’s Constitution identifies certain key roles and 
responsibilities within the group and its Board.  These standing orders set out 
how the group appoints individuals to these key roles.  

 
  

2.2.2.   NHS England’s “Clinical Commissioning Group Board members: role outlines, 
attributes and skills (April 2012) outlines the core role outline for Board members 
and the disqualification criteria for those appointed to roles. 

 
 The Clinical Chair, as listed in paragraph 6.7.2 (a) of the group’s   
 Constitution, is subject to the following appointment process:  

 
a) Nominations – The Clinical Chair candidates will be nominated by members 

of the CCG. 
b) Eligibility – The nominees must be practising GPs from within the CCG 

membership. 
c) Appointment process – The (Clinical) Chair will be subject to appropriate 

assessment, accreditation, and will specifically be appointed by the CCG 
following an independent election process carried out by the Leeds LMC; 
There will be one vote per practicing GP and one vote per nominated 
management lead within member practices (Voting GPs can be partners, 
salaried GPs or Locums with a clear allegiance to the CCG) 

d) Term of office – The appointment will be for three years; 
e) Eligibility for reappointment – The candidate is eligible for reappointment. 

g) Grounds for removal from office – Serious misconduct and breach of the 
NHS code of conduct under the CCG’s Standards of Professional 
Conduct Policy; the Board would be the decision making mechanism for 
the removal of the Chair. Notice period – three months written notice. 

 
2.2.3 The Practice Manager (members), as listed in paragraph 6.7.2 (b) of the group’s 

constitution, is subject to the following appointment process: 
a) Nominations – The Practice Manager (members) candidates will be  
  nominated by members of the CCG 

b) Eligibility – The nominees must closely meet the person specification for the 
 role and have significant relevant experience commensurate with the role 
c) Appointment process – The Practice Manager (members) will be subject to 

assessment, and will specifically be appointed by the CCG following an 
independent election process carried out by the Leeds LMC; There will be 
one vote per practicing GP and one vote per nominated management lead 
within member practices (Voting GPs can be partners, salaried GPs or 
Locums with a clear allegiance to the CCG) 

d)  Term of office – The appointment will be for three years. 
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e) Eligibility for reappointment – The candidate will be eligible for 
reappointment. 

f)  Grounds for removal from office – Serious misconduct and breach of the 
NHS code of conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal 
of the Practice Manager (members) 

g)  Notice period – three months written notice. 
 

2.2.4 The GP non-executive directors from the Member Practices, as listed in 
paragraph 6.7.2 (c) of the group’s Constitution, are subject to the following 
appointment process: 

 
a) Nominations – The GP candidates will be nominated by members of the 

CCG. 
b) Eligibility – The nominees must be practising GPs from within the CCG 

membership and not fulfilling any executive role on behalf of any CCG. 
c) Appointment process – The GP candidates will appointed by the CCG 

following an independent election process carried out by the Leeds LMC; 
There will be one vote per practicing GP and one vote per nominated 
management lead within member practices (Voting GPs can be partners, 
salaried GPs or Locums with a clear allegiance to the CCG) 

d) Term of office – The appointment will be for three years; 
e) Eligibility for reappointment – The candidate is eligible for reappointment;; 
f) Grounds for removal from office – Serious misconduct and breach of the 

 NHS code of conduct under the CCG’s Standards of Professional Conduct 
 Policy; the Board would be the decision making mechanism for the removal 
 of the GP non-executive director. 

g) Notice period – three months written notice. 
2.2.5 The Lay Members, as listed in paragraph 6.7.2 (d) of the group’s Constitution, 

are subject to the following appointment process: 
a)     Nominations – By the short listing of eligible candidates in repose to an 

 external advertisement and recruitment process against a relevant Job 
 Description and Person Specification 

b)    Eligibility – The nominees must be suitably qualified in their field and 
closely match the requirements of the post’s person specification. They will 
be required to lead on either audit or patient and public engagement.  ; 

c)     Appointment process – Through assessment, selection and recruitment  
processes and will specifically be appointed through assessment and 
interview. 

 d)     Term of office – The appointment will be for three years; 
e)     Eligibility for reappointment – The candidate is eligible for reappointment 
f)      Grounds for removal from office – Serious misconduct and breach of the 

 NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
 Policy; the Board would be the decision making mechanism for the removal 
 of the Lay Members. 

g)     Notice period – three months written notice. 
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2.2.6 The Director of Nursing and Quality, as listed in paragraph 6.7.2 (e) of the 

group’s Constitution, is subject to the following appointment process: 
 a)   Nominations – By the short listing of eligible candidates in response to an 

external advertisement and recruitment process against a relevant Job 
Description and Person Specification; 

b)     Eligibility – The nominees must be practising Nurses holding a recognised    
      and appropriate qualification and membership of a relevant body in the UK; 

c)     Appointment process – Through assessment, selection and recruitment 
processes and will specifically be appointed through assessment and 
interview. 

d)    Term of office – The appointment will be permanent. 
e)    Eligibility for reappointment – N/A as permanent post 
f)     Grounds for removal from office – Serious misconduct and breach of the 

NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal 
of the Executive Nurse. 

g)   Notice period – three months written notice. 
 

2.2.7 The Secondary Care Doctor, as listed in paragraph 6.7.2 (f) of the group’s 
Constitution, is subject to the following appointment process: 

a) Nominations – By the short listing of eligible candidates in repose to an 
external advertisement and recruitment process against a relevant Job 
Description and Person Specification. 

b) Eligibility – The nominees must be practising Doctor in Secondary Care  
holding a recognised and appropriate qualification and membership of a 
relevant body in the UK. 

c) Appointment process – Through assessment, selection and recruitment 
processes and will specifically be appointed through assessment and 
interview 

d) Term of office – The appointment will be for three years 
e) Eligibility for reappointment – The candidate is eligible for reappointment 
f) Grounds for removal from office – Serious misconduct and breach of the 

NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal of 
the Secondary Care Consultant 

g) Notice period – three months written notice. 
 

2.2.8 The Chief Officer, as listed in paragraph 6.7.2 (g) of the group’s Constitution, is 
subject to the following appointment process: 

      a) Nominations – The Chief Officer will be subject to national assessment,  
             accreditation, selection and recruitment processes and will specifically be    
             appointed through assessment and interview 
        b)  Eligibility – The nominees must be accredited through a national evaluation 

process and closely meet the person specification outlines by the CCG for the 
role  
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        c) Appointment process – Through assessment, selection and recruitment 
processes and will specifically be appointed through assessment and 
interview. 

        d)  Term of office – The appointment will be permanent. 
        e) Eligibility for reappointment – N/A as this is a permanent role. 
        f) Grounds for removal from office – Serious misconduct and breach of the 

NHS code of conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal of 
the. NHS England may also remove the Chief Officer; 

 g)  Notice period – six months written notice. 
 
2.2.9 The Chief Financial Officer, as listed in paragraph 6.7.2 (h) of the group’s 

Constitution, is subject to the following appointment process: 
a) Nominations – The Chief Finance Officer will be subject to national 

assessment, accreditation, selection and recruitment processes and will 
specifically be appointed through assessment and interview. 

b) Eligibility – The nominees must be accredited through a national evaluation 
process and closely meet the person specification outlines by the CCG for the 
role. They must also be qualified accountants with current membership of a 
recognised accounting body (CCAB or CIMA or recognised equivalent in the 
UK). 

c) Appointment process – Through assessment, selection and recruitment 
processes and will specifically be appointed through assessment and 
interview. 

d) Term of office – The appointment will be permanent. 
e) Eligibility for reappointment – N/A as this is a permanent role. 
f) Grounds for removal from office – Serious misconduct and breach of the 

NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal of 
the Chief Finance Officer. 

g) Notice period – three months written notice. 
 
2.2.10 The Clinical Director, as listed in paragraph 6.7.2 (-i) of the group’s 

Constitution, is subject to the following appointment process: 
a)  Nominations – The Clinical Director candidates will be nominated by 

members of the CCG 
b) Eligibility – The nominees must be practising GPs from within the CCG 

membership and closely meet the person specification for the role.  
c) Appointment process – The Clinical Director will be subject to assessment, 

and will specifically be appointed by the CCG following an independent 
election process carried out by the Leeds LMC; There will be one vote per 
practicing GP and one vote per nominated management lead within member 
practices (Voting GPs can be partners, salaried GPs or Locums with a clear 
allegiance to the CCG). 

d) Term of office – The appointment will be for three years. 
e) Eligibility for reappointment – The candidate will be eligible for 

reappointment 
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f) Grounds for removal from office – Serious misconduct and breach of the 
NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal of 
the Clinical Director 

g) Notice period – three months written notice 
 
2.2.11 The Public Health Representative of the Director of Public Health in Leeds, as 

listed in paragraph 6.7.2 (k of the group’s constitution, is subject to the following 
appointment process: 

a) Nominations – The Public Health Representative of the Director of Public 
Health in Leeds will be nominated by the Director of Public Health in Leeds. 

b) Eligibility – The nominees must closely meet the person specification for the 
role and have significant relevant experience commensurate with the role. 

c) Appointment process – Through endorsement of the nomination by the 
Board or a mandated subset of the Board as selected by the full membership 
of the Board. 

d)   Term of office – The appointment will be for three years. 
e)   Eligibility for reappointment – The Director of Public Health and Chair of 

Leeds North CCG will determine eligibility for reappointment after every 3 year 
cycle. 

f) Grounds for removal from office – Serious misconduct and breach of the 
NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal of 
the Public Health Representative of the Director of Public Health in Leeds. 
The Director of Public Health in Leeds may also remove the postholder under 
his/her own organisation’s policies and procedures. 

g) Notice period – three months written notice. 
 
2.2.12 The Director of Commissioning and Strategic Development, as listed in 

paragraph 6.7.2 (j) of the group’s Constitution, is subject to the following 
appointment process: 

 a)   Nominations – By the short listing of eligible candidates in repose to an 
external advertisement and recruitment process against a relevant Job 
Description and Person Specification; 

b)     Eligibility – The nominees must closely meet the person specification for the 
role and have significant relevant experience commensurate with the role. 

c)     Appointment process – Through assessment, selection and recruitment 
processes and will specifically be appointed through assessment and 
interview. 

d)    Term of office – The appointment will be permanent. 
e)    Eligibility for reappointment – N/A as permanent post 
f)     Grounds for removal from office – Serious misconduct and breach of the 

NHS Code of Conduct under the CCG’s Standards of Professional Conduct 
Policy; the Board would be the decision making mechanism for the removal 
of the Executive Nurse. 

g) Notice period – three months written notice. 
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2.2.13 The roles and responsibilities of each of these key roles are set out in Chapter 7 
of the group’s constitution. 

 
2.2.14 Clinical Leadership Team - The Clinical Commissioning Group is represented 

by a Clinical Leadership Team that is elected by its Members to facilitate the day-
to-day running of the CCG. The GP Clinical Chair, the Clinical Director and 
Practice Manager (Members) will be elected to both the Clinical Leadership 
Team and the Board. The other members of the Clinical Leadership Team are 
elected to be part of the Executive only. Additional roles will comprise three GP 
leads, a Practice Nurse and a Practice Manager (PPI). The appointed Chief 
Officer of the CCG will also be an appointed member of the Clinical Leadership 
Team. 
 

2.2.15 The Executive team is represented by a combination of the Clinical Leadership 
Team and Executive Directors of the CCG.  The Executive Team meet frequently 
to review provide advice and recommendations to the Chief Officer in relation to 
the business of the CCG.  This information sharing enables the Chief Officer to 
effectively and efficiently manage the operational and strategic views of the CCG 
business.  

 
The Chief Officer is responsible for ensuring good governance and management 
of the CCG, including the performance of its functions and the exercise of its 
powers. He/she will utilise the Executive meeting for this purpose and ensure two 
way communications to enable appropriate delegation and feedback. 
 
The main function of the Executive is to provide advice and make 
recommendations to the Chief Officer in relation to the performance of a function 
or the exercise of a power of the CCG. 
 
Any decision making will be through the delegated responsibility of the Chief 
Officer (or a nominated deputy). 

 
2.2.16 The Practice Manager (PPI) is subject to the following appointment process: 

a) Nominations – The Practice Manager (members) candidates will be 
nominated by members of the CCG 

    b) Eligibility – The nominees must closely meet the person specification for the 
 role and have significant relevant experience commensurate with the role 

      c) Appointment process – The Practice Manager (members) will be subject to 
 assessment, and will specifically be appointed by the CCG following an 
 independent election process carried out by the Leeds LMC; There will be one 
 vote per practicing GP and one vote per nominated management lead within 
 member practices (Voting GPs can be partners, salaried GPs or Locums with 
 a clear allegiance to the CCG) 

   d) Term of office – The appointment will be for three years 
     e) Eligibility for reappointment – The candidate will be eligible for 
 reappointment 
    f)   Grounds for removal from office – Serious misconduct and breach of the NHS 

code of conduct under the CCG’s Standards of Professional Conduct Policy; 
the Board would be the decision making mechanism for the removal of the 
Practice Manager (members) 
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     g) Notice period – three months written notice 
 

      2.2.17 The GP Leads are subject to the following appointment process: 
a) Nominations – The GP candidates will be nominated by members of the 
 CCG 

     b) Eligibility – The nominees must be practising GPs from within the CCG 
 membership; 
c)  Appointment process – The GP candidates will appointed by the CCG 
 following an independent election process carried out by the Leeds LMC; 
 There will be one vote per practicing GP and one vote per nominated 
 management lead within member practices (Voting GPs can be partners, 
 salaried GPs or Locums with a clear allegiance to the CCG) 
 d) Term of office – The appointment will be for three years; 
  e) Eligibility for reappointment – The candidate is eligible for reappointment; 
  f)  Grounds for removal from office – Serious misconduct and breach of the 

 NHS code of conduct under the CCG’s Standards of Professional Conduct 
 Policy; the Council would be the decision making mechanism for the removal 
 of these posts. 

  g) Notice period – three months written notice. 
 

2.2.18 The Practice Nurse is subject to the following appointment process 
  a) Nominations – The Practice Nurse candidates will be nominated by members 

of the CCG 
  b) Eligibility – The nominees must be practising nurses from within the CCG 

membership; 
    c)  Appointment process – The Practice Nurse candidates will appointed by the 

CCG following an independent election process carried out by the Leeds 
LMC; There will be one vote per practicing GP and one vote per nominated 
nurse lead within member practices (Voting GPs can be partners, salaried 
GPs or Locums with a clear allegiance to the CCG) 

 d)  Term of office – The appointment will be for three years; 
 e)  Eligibility for reappointment – The candidate is eligible for reappointment;; 
  f) Grounds for removal from office – Serious misconduct and breach of the 

NHS code of conduct under the CCG’s Standards of Professional Conduct 
Policy; the Council would be the decision making mechanism for the removal 
of these posts. 

 g) Notice period – three months written notice 
 

 
3 MEETINGS OF THE LEEDS NORTH CCG BOARD  

 
3.1 Calling meetings 

 
3.1.1  Ordinary meetings of the group shall be held at regular intervals at such times 

and places as the group may determine and meet no less than 26 times per year  
 
 Meetings of the Board sub-committees will be held regularly throughout the year 

at a frequency determined by the Board and specified in the terms of reference 
of each sub-committee. 
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An extra-ordinary meeting of the Board, its committees or their sub-groups can 
be called at the request of any member of the Board. 

3.2 Agenda, supporting papers and business to be transacted 

3.2.1 Items of business to be transacted for inclusion on the agenda of a meeting need 
to be notified to the Chair of the meeting and the Chief Officer at least 10 clear 
working days (i.e. excluding weekends and bank holidays) before the meeting 
takes place.  Supporting papers for such items need to be submitted at least 
seven clear working days before the meeting takes place.  The agenda and 
supporting papers will be circulated to all members of a meeting five clear 
working days before the date the meeting will take place. 

3.2.2 Where appropriate papers and agendas of Public Board meetings – including 
details about meeting dates, times and venues - will be published on the group’s 
website at www.leedsnorthccg.nhs.uk  

3.3 Petitions 

3.3.1 Where a petition has been received by the group, the Chair of the Board shall 
include the petition as an item for the agenda of the next meeting of the Council 
of Members and Board. 

3.4 Chair of a meeting 

3.4.1 At any meetings of the group or its Board or of a committee or sub-committees 
the Chair of the group, Board, committee or sub-committee, if any and if present, 
shall preside.  If the Chair is absent from the meeting, the Deputy Chair, if any 
and if present, shall preside.  

3.4.2 If the Chair is absent temporarily on the grounds of a declared conflict of interest 
the Deputy Chair, if present, shall preside.   If both the Chair and Deputy Chair 
are absent, or are disqualified from participating, or there is neither a Chair or 
Deputy a member of the group, Board, committee or sub-committee respectively 
shall be chosen by the members present, or by a majority of them, and shall 
preside. 

3.5 Chair's ruling 

3.5.1 The decision of the Chair of the Board on questions of order, relevancy and 
regularity and their interpretation of the Constitution, Standing Orders, Scheme 
of Reservation and Delegation and Prime Financial Policies at the meeting, shall 
be final. 

http://www.leedsnorthccg.nhs.uk/
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3.6 Quorum 

3.6.1 Quoracy is defined as: 

a) Board – No business will be transacted at a meeting unless at least one-
third of the whole number of the Chair and Board members (including at least
one Executive Director and one Non Executive Director) are present.

An Officer in attendance for an Executive Director (Officer Member) but without 
formal acting up status may not count towards the quorum.  Nominated Deputies 
will need to be formally confirmed by the Chair as suitable and eligible to vote at 
the start of the meeting. 

If the Chair or Board member has been disqualified from participating in the 
discussion on any matter and/or from voting on any resolution by reason of a 
declaration of a conflict of interest, that person will no longer count towards the 
quorum.  If a quorum is then not available for the discussion and/or the passing of 
a resolution on any matter, that matter may not be discussed further or voted upon 
at that meeting.  Such a position will be recorded in the minutes of the meeting.  
The meeting must then proceed to the next business. 

For all other committees and sub-committees of the group, or committees and 
sub-committees of its Board, the details of the quorum for these meetings and 
status of representatives are set out in the appropriate terms of reference.  

3.7 Decision making 

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

a) Every question put to a vote at a meeting will be determined by a majority of the 
votes of Board members present and voting on the question.  In the case of an 
equal vote, the person presiding (i.e.: the Chair of the meeting or deputy chair if 
the chair cannot attend will have a second and casting vote). 

b) At the discretion of the Chair, all questions put to the vote will be determined by 
oral expression or by a show of hands, unless the Chair directs otherwise, or it is 
proposed, seconded and carried that a vote be taken by paper ballot. 

c) If at least one-third of the Board members present so request, the voting on any 
question may be recorded so as to show how each Board member present voted 
or did not vote (except when conducted by paper ballot). If a Board member so 
requests, their vote will be recorded by name. 

d) In no circumstances may an absent Board member vote by proxy. Absence is 
defined as being absent at the time of the vote.  
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e) A manager who has been formally appointed to act up for an Officer Member 
during a period of incapacity or temporarily to fill an Executive Director vacancy 
will be entitled to exercise the voting rights of the Officer Member. 

f) A manager attending the CCG Board meeting to represent an Officer Member 
during a period of incapacity or temporary absence without formal acting up 
status may not exercise the voting rights of the Officer Member.  An Officer’s 
status when attending a meeting will be recorded in the minutes. 

3.7.2 Dissenting views 

Should a vote be taken the outcome of the vote, and any dissenting views, must 
be recorded in the minutes of the meeting. 

3.7.3 For all other of the group’s committees and sub-committees of the group, or 
committees and sub-committees of its Board, the details of the process for 
holding a vote are set out in the appropriate terms of reference. 

3.8 Emergency powers and urgent decisions 

The powers which the Board has reserved to itself may in emergency be 
exercised by the Chief Officer and the Chair after having consulted at least with 
two non-Executive members. The exercise of such powers by the Chief Officer 
and Chair shall be reported to the next formal meeting of the Clinical 
Commissioning Group Board for formal ratification. 

The powers which are reserved for Council emergency will be exercised by the 
Governance Assurance Team which consists of: GP Clinical Chair, Clinical 
Director, Practice Manager Representative and Chief Officer. 

3.9 Suspension of Standing Orders 

3.9.1 Except where it would contravene any statutory provision or any direction made by 
the Secretary of State for Health or NHS England, any part of these Standing 
Orders may be suspended at any meeting, provided that at least two-thirds of the 
whole number of the CCG Board members are present (including at least one 
member who is an Officer Member and one member who is not) and that at least 
two-thirds of those Board members present signify their agreement to such 
suspension. 

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

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

The names of all members present at the Council of Members, the Board and 
meetings of committees and sub-committees of the group, or committees and 
sub-committees of its Board, shall be recorded in the minutes of the meeting. 

3.11 Minutes 

Minutes shall be taken at all Council of Members, Board and all other committee 
meetings, and confirmed as a true record at the subsequent meeting.  
Attendees and apologies will be recorded in the minutes. No discussion shall 
take place upon the minutes except upon their accuracy or where the Chair 
considers discussion appropriate.  Minutes shall be sent to meeting members 
and made available to the public (where appropriate) via the CCG website.  
Administrative support will be made available to take and draft minutes. 
 The Chair of the meeting will be responsible for the quality, review and 
distribution of these minutes. All minutes as public documents are subject to the 
Freedom of Information Act, including all relevant exemptions under the Act. 

3.12 Admission of public and the press 

3.12.1 The public and representatives of the press may attend any meeting of the CCG 
Board held in public, and should only be required to withdraw 
from these meetings where any information being shared is exempt from 
publication under the agreed criteria 

3.12.2  The Board must pass the following resolution to exclude the public on the 
grounds of confidentiality: 

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

3.12.3 Public and press shall not normally be admitted to other group meetings 

4 APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 

4.1 Appointment of committees and sub-committees 

4.1.1 The group may appoint committees and sub-committees of the group, subject to 
any regulations made by the Secretary of State57, and make provision for the 
appointment of committees and sub-committees of its Board. Where such 
committees and sub-committees of the group, or committees and sub-

57 See section 14N of the 2006 Act, inserted by section 25 of the 2012 Act 
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committees of its Board, are appointed they are included in Chapter 6 of the 
group’s constitution.  
 

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

 
4.1.3 The provisions of these Standing Orders shall apply where relevant to the 

operation of the Board, the Board’s committees and sub-committee and all 
committees and sub-committees unless stated otherwise in the committee or 
sub-committee’s terms of reference. 

 
 

4.2 Terms of Reference 
 

4.2.1 Terms of reference will be published on the CCG’s website to allow flexibility to 
 update the TORs without amending the constitution.   Terms of Reference of all 
 Committees will be approved by the Board... 

 
 

4.3  Delegation of Powers by Committees to Sub-committees 
 

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

4.4  Approval of Appointments to Committees and Sub-Committees 
 

4.4.1  The group shall approve the appointments to each of the committees and sub-
committees which it has formally constituted including those of the Board. The 
group shall agree such travelling or other allowances as it considers appropriate.  
  

4.4.2 Committees will only be able to establish their own sub-committees or sub-
groups, to assist them in discharging their respective responsibilities, for a 
responsibility that has been delegated to them by the group or the committee 
they are accountable to. 

 
5  DUTY TO REPORT NON-COMPLIANCE WITH STANDING 

ORDERS AND PRIME FINANCIAL POLICIES 
 

5.1  If for any reason these standing orders are not complied with, full details of the 
non-compliance and any justification for non-compliance and the circumstances 
around the non-compliance, shall be reported to the next formal meeting of the 
Board for action or ratification. All members of the group and staff have a duty to 
disclose any non-compliance with these Standing Orders to the Chief Officer as 
soon as possible.  
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6 USE OF SEAL AND AUTHORISATION OF DOCUMENTS 

6.1 Clinical Commissioning Group’s seal 

6.1.1 The group may have a seal for executing documents where necessary. The 
following individuals or officers are authorised to authenticate its use by their 
signature:  

a) the Chief Officer;
b) the Chair of the Board;
c) the Chief Financial Officer;
d) the Clinical Director.

6.2 Execution of a document by signature 

6.2.1 The following individuals are authorised to execute a document on behalf of the 
group by their signature.  

a) the Chief Officer
b) the Chair of the Board
c) the Chief Finance Officer
d) the Clinical Director.

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

7.1 Policy statements: general principles 

7.1.1 The group will from time to time agree and approve policy statements / procedures 
which will apply to all or specific groups of staff employed by NHS Leeds North Clinical 
Commissioning Group.  The decisions to approve such policies and procedures will be 
recorded in an appropriate group minute and will be deemed where appropriate to be 
an integral part of the group’s Standing Orders. 
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APPENDIX D – SCHEME OF RESERVATION and DELEGATION 
 

 
1. SCHEDULE OF MATTERS RESERVED TO THE CLINICAL 

COMMISSIONING GROUP AND SCHEME OF DELEGATION 
 
1.1. The arrangements made by the group as set out in this Scheme of Reservation 

and Delegation of decisions shall have effect as if incorporated in the group’s 
Constitution. 
 

1.2. The clinical commissioning group remains accountable for all of its functions, 
including those that it has delegated. 
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Policy Area Decision 
Reserved to 

the 
Membership 

Reserved or 
Delegated to 

Board 
Chief Officer Chair 

 
 

Chief Financial 
Officer 

Committee or Sub 
Committee 

REGULATION AND 
CONTROL 

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

 (1) 
Determine 

(2) 
Ratify     

REGULATION AND 
CONTROL 

Consideration and approval of 
applications to NHS England on 
any matter concerning changes 
to the group’s constitution, 
including terms of reference for 
the group’s Board, , the 
overarching scheme of 
reservation and delegated 
powers, arrangements for taking 
urgent decisions, Standing 
Orders and Prime Financial 
Policies.   

       

 
REGULATION AND 

CONTROL 

Approval of Terms of Reference 
for the Board’s Committees   

     

REGULATION AND 
CONTROL 

Exercise or delegation of those 
functions of the clinical 
commissioning group which 
have not been retained as 
reserved by the group, 
delegated to the Board or other 
committee or sub-committee or 
[specified] member or employee    
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Policy Area Decision 
Reserved to 

the 
Membership 

Reserved or 
Delegated to 

Board 
Chief Officer Chair 

 
 

Chief Financial 
Officer 

Committee or Sub 
Committee 

REGULATION AND 
CONTROL 

Prepare the group’s overarching 
Scheme of Reservation and 
Delegation, which sets out those 
decisions of the group reserved 
to the membership and those 
delegated to: 
  
o group’s Board 
o committees and sub-

committees of the group, or 
o its members or employees 

and sets out those decisions of 
the Board reserved to the Board  
and those delegated to the  
o Board’s committees and 

sub-committees,  
o members of the Board,  
o an individual who is 

member of the group but 
not the Board or a specified 
person 

for inclusion in the group’s 
constitution. 

 (2) 
Approve 

(3) 
Ratify (1) Determine    

REGULATION AND 
CONTROL 

Approval of the group’s 
overarching Scheme of 
Reservation and Delegation. 

 (1) 
Approve 

(2) 
Ratify     

REGULATION AND 
CONTROL 

Prepare the group’s operational 
Scheme of Delegation, which 
sets out those key operational 
decisions delegated to individual 
employees of the clinical 
commissioning group, not for 
inclusion in the group’s 
Constitution. 

   (1) Prepare 
Determine    
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Policy Area Decision 
Reserved to 

the 
Membership 

Reserved or 
Delegated to 

Board 
Chief Officer Chair 

 
 

Chief Financial 
Officer 

Committee or Sub 
Committee 

REGULATION AND 
CONTROL 

Approval of the group’s 
operational Scheme of 
Delegation that underpins the 
group’s ‘overarching Scheme of 
Reservation and Delegation’ as 
set out in its Constitution. 

(1) 
Approve 

(2) 
Ratify     

REGULATION AND 
CONTROL 

Prepare detailed financial 
policies that underpin the clinical 
commissioning group’s Prime 
Financial Policies. 

     (1) Determine 
and Prepare  

REGULATION AND 
CONTROL 

Approve detailed financial 
policies.    (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 

REGULATION AND 
CONTROL 

Approve arrangements for 
managing exceptional funding 
requests. 

 (2) 
Agree    (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 

REGULATION AND 
CONTROL 

Set out who can execute a 
document by signature / use of 
the seal 

   (1)  Approve    

PRACTICE MEMBER 
REPRESENTATIVES 
AND MEMBERS OF 
THE GOVERNING 

 

Approve the arrangements for  
o identifying practice 

members to represent 
practices in matters 
concerning the work of the 
group; and 

o appointing clinical leaders 
to represent the group’s 
membership on the group’s 
Board, for example through 
election (if desired). 

 (1) 
Approve  

(2) Agree 
and 

Ratify 
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PRACTICE MEMBER 
REPRESENTATIVES 
AND MEMBERS OF 

THE BOARD 

Approve the appointment of 
Board members, the process for 
recruiting and removing non-
elected members to the Board 
(subject to any regulatory 
requirements) and succession 
planning. 

 (3) 
Support 

and Agree 
 (4) Ratify  (2) Execute  (1) Approve   

PRACTICE MEMBER 
REPRESENTATIVES 
AND MEMBERS OF 

THE BOARD 

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

      

STRATEGY AND  
PLANNING 

Agree the vision, values and 
overall strategic direction of the 
group. 

       

STRATEGY AND  
PLANNING 

Approval of the group’s 
operating structure.       

STRATEGY AND  
PLANNING 

Approval of the group’s 
commissioning plan. 

 (1) 
Approve  (2) Ratify     

STRATEGY AND  
PLANNING 

Approval of the group’s 
corporate budgets that meet the 
financial duties as set out in 
section 5.3 of the main body of 
the constitution.  

       

STRATEGY AND  
PLANNING 

Approval of variations to the 
approved budget where variation 
would have a significant impact 
on the overall approved levels of 
income and expenditure or the 
group’s ability to achieve its 
agreed strategic aims. 

       

ANNUAL REPORTS 
AND ACCOUNTS 

 

Approval of the group’s annual 
report and annual accounts.       

ANNUAL REPORTS 
AND ACCOUNTS 

 

Approval of the arrangements for 
discharging the group’s statutory 
financial duties. 
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HUMAN RESOURCES Approve the terms and 
conditions, remuneration and 
travelling or other allowances for 
Board members, including 
pensions and gratuities. 

     Remuneration and 
Nomination 

HUMAN RESOURCES Approve terms and conditions of 
employment for all employees of 
the group including, pensions, 
remuneration, fees and travelling 
or other allowances payable to 
employees and to other persons 
providing services to the group. 

 

 (1) Approve 
Subject to 
review and 

recommendati
on by 

Remuneration 
Committee 

   Remuneration and 
Nomination  

HUMAN RESOURCES Approve any other terms and 
conditions of services for the 
group’s employees. 

  (1) Approve    Remuneration and 
Nomination 

HUMAN RESOURCES Determine the terms and 
conditions of employment for all 
employees of the group. 

  (2) Approve    Remuneration and 
Nomination 

HUMAN RESOURCES Determine pensions, 
remuneration, fees and 
allowances payable to 
employees  

  (2) Approve    Remuneration and 
Nomination  

HUMAN RESOURCES Recommend pensions, 
remuneration, fees and 
allowances payable to 
employees group. 

  (2) Approve    Remuneration and 
Nomination 

HUMAN RESOURCES Approve disciplinary 
arrangements for employees, 
including the chief officer (where 
he/she is an employee or 
member of the clinical 
commissioning group) and for 
other persons working on behalf 
of the group. 

  (1) Approve   (2) Approve for 
CO  Remuneration and 

Nomination 
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HUMAN RESOURCES Review disciplinary 

arrangements where the chief 
officer is an employee or 
member of another clinical 
commissioning group  

    (1) Review  Remuneration and 
Nomination 

HUMAN RESOURCES Approval of the arrangements for 
discharging the group’s statutory 
duties as an employer. 

  (1) Approve     

HUMAN RESOURCES Approve human resources 
policies for employees and for 
other persons working on behalf 
of the group 

     Remuneration and 
Nomination 

QUALITY AND 
SAFETY 

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

     

Quality and Safety 
Committee 

 
Leeds Health 

Commissioning and 
System Integration 

Board 
QUALITY AND 

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

     

Quality and Safety 
Committee 

 
Leeds Health 

Commissioning and 
System Integration 

Board 

OPERATIONAL AND 
RISK MANAGEMENT 

Prepare and recommend an 
operational scheme of 
delegation that sets out who has 
responsibility for operational 
decisions within the group. 

 (3) 
Approve  (4) Ratify  (1) Prepare  (2) Support and 

Agree   

OPERATIONAL AND 
RISK MANAGEMENT 

Approve the group’s counter 
fraud and security management 
arrangements. 

     ()   
Audit Committee 
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OPERATIONAL AND 
RISK MANAGEMENT 

Approval of the group’s risk 
management arrangements.   (1) Approve    

Leeds Health 
Commissioning and 
System Integration 

Board 

OPERATIONAL AND 
RISK MANAGEMENT 

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

 (2) 
Agree   (4) Approve  (1) Prepare   (3) Ensure  

OPERATIONAL AND 
RISK MANAGEMENT 

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

     (1) Determine Audit Committee 

OPERATIONAL AND 
RISK MANAGEMENT 

Approve proposals for action on 
litigation against or on behalf of 
the clinical commissioning 
group.  

   (1) Approve    

OPERATIONAL AND 
RISK MANAGEMENT 

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

     

 
Governance, 

Performance and Risk 
Leeds Health 

Commissioning and 
System Integration 

Board 
 

 

INFORMATION 
GOVERNANCE 

Approve the group’s 
arrangements for handling 
complaints.    (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 
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INFORMATION 
GOVERNANCE 

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

   (1) Determine   

Leeds Health 
Commissioning and 
System Integration 

Board 

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for any commissioning support, 
excluding primary care services 
(in accordance with the financial 
scheme of delegation). 

 (3) 
support 

and 
Adhere 

 (2) Ratify  (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for any commissioning support 
relating to primary care services 
.(in accordance with the financial 
scheme of delegation) 

 (3) 
support 

and 
Adhere 

  (1) Approve   

 Ratify 
Primary Care 

Commissioning 
Committee 

TENDERING AND 
CONTRACTING 

Approval of the group’s contracts 
for corporate support (for 
example finance provision). 
(in accordance with the financial 
scheme of delegation) 

   (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 

PARTNERSHIP 
WORKING 

Approve decisions that individual 
members or employees of the 
group participating in joint 
arrangements on behalf of the 
group can make. Such 
delegated decisions must be 
disclosed in this scheme of 
reservation and delegation. 

 (1) 
Approve   (1) Approve  (1) Approve   

PARTNERSHIP 
WORKING 

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

  (1) Approve     
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COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

Approval of the arrangements for 
discharging the group’s statutory 
duties associated with its 
commissioning functions 
(excluding primary care 
functions) 

  (3) Approve  (1) Determine    

COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

Approval and review of the 
planning and procurement of 
Primary Care Services under 
delegated authority from NHS 
England, specifically: 
• financial plans 
• procurement 
• practice payments 
• investment in practices 
• contractual compliance 

     
Primary Care 

Commissioning 
Committee 

COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

Approve arrangements for co-
ordinating the commissioning of 
services with other groups and 
or with the local authority(ies) 

  (1) Approve    

Leeds Health 
Commissioning and 
System Integration 

Board 
COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

Approve decisions on the 
commissioning of healthcare 
services across West Yorkshire 
and Harrogate (such decisions 
will be detailed as Joint 
Committee decisions in the 
Healthy Futures Joint Committee 
Workplan, which will be 
approved by the Council of 
Members prior to the start of 
each financial year, and 
reviewed periodically 

     Healthy Futures Joint 
Committee 
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COMMISSIONING AND 
CONTRACTING FOR 
CLINICAL SERVICES 

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

     Healthy Futures Joint 
Committee 

COMMUNICATIONS Approving arrangements for 
handling Freedom of Information 
requests.    (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 
COMMUNICATIONS Determining arrangements for 

handling Freedom of Information 
requests.    (1) Approve   

Leeds Health 
Commissioning and 
System Integration 

Board 
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APPENDIX E – PRIME FINANCIAL POLICIES 
 

 
1. INTRODUCTION 

 
1.1. General 

 
1.1.1. These Prime Financial Policies and supporting detailed financial policies shall 

have effect as if incorporated into the group’s Constitution. 
 

1.1.2. The Prime Financial Policies are part of the group’s control environment for 
managing the organisation’s financial affairs. They contribute to good corporate 
governance, internal control and managing risks. They enable sound 
administration, lessen the risk of irregularities and support commissioning and 
delivery of effective, efficient and economical services. They also help the Chief 
Officer and Chief Financial Officer to effectively perform their responsibilities. 
They should be used in conjunction with the Scheme of Reservation and 
Delegation found at Appendix D. 

 
1.1.3. In support of these Prime Financial Policies, the group has prepared more 

detailed policies, approved by the Chief Financial Officer known as detailed 
financial policies. The group refers to these prime and detailed financial policies 
together as the clinical commissioning group’s financial policies. 

 
1.1.4. These Prime Financial Policies identify the financial responsibilities which apply 

to everyone working for the group and its constituent organisations. They do not 
provide detailed procedural advice and should be read in conjunction with the 
detailed financial policies.  The Chief Financial Officer is responsible for 
approving all detailed financial policies.  
 

1.1.5. A list of the group’s detailed financial policies will be published and maintained 
on the group’s website at wwwleedsnorthccg.nhs.uk 

 
1.1.6. Should any difficulties arise regarding the interpretation or application of any of 

the Prime Financial Policies then the advice of the Chief Financial Officer must 
be sought before acting.  The user of these Prime Financial Policies should also 
be familiar with and comply with the provisions of the group’s Constitution, 
Standing Orders and Scheme of Reservation and Delegation.  
 

1.1.7. Failure to comply with Prime Financial Policies and standing orders can in 
certain circumstances be regarded as a disciplinary matter that could result in 
dismissal. 

 
1.2. Overriding Prime Financial Policies 

 
1.2.1. If for any reason these Prime Financial Policies are not complied with, full details 

of the non-compliance and any justification for non-compliance and the 
circumstances around the non-compliance shall be reported to the next formal 
meeting of the Board’s Audit Committee for referring action or ratification.  All of 
the group’s members and employees have a duty to disclose any non-
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compliance with these Prime Financial Policies to the Chief Financial Officer as 
soon as possible. 
 

1.3. Responsibilities and delegation 
 

1.3.1. The roles and responsibilities of group’s members, employees, members of the 
Board, members of the Board’s committees and sub-committees, members of 
the group’s committee and sub-committee (if any) and persons working on behalf 
of the group are set out in chapters 6 and 7 of this constitution. 

 
1.3.2. The financial decisions delegated by members of the group are set out in the 

group’s Scheme of Reservation and Delegation (see Appendix D). 
 

1.4. Contractors and their employees 
 

1.4.1. Any contractor or employee of a contractor who is empowered by the group to 
commit the group to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the Chief Officer to 
ensure that such persons are made aware of this. 
 

1.5. Amendment of Prime Financial Policies 
 

1.5.1. To ensure that these Prime Financial Policies remain up-to-date and relevant, 
the Chief Financial Officer will review them at least annually. Following 
consultation with the Chief Officer and scrutiny by the Board’s Audit Committee, 
the Chief Financial Officer will recommend amendments, as fitting, to the Board 
for approval.  As these Prime Financial Policies are an integral part of the 
group’s Constitution, any amendment will not come into force until the group 
applies to NHS England and that application is granted.  
 
 

2. INTERNAL CONTROL 
 
POLICY – the group will put in place a suitable control environment and effective 
internal controls that provide reasonable assurance of effective and efficient 
operations, financial stewardship, probity and compliance with laws and policies 
 

2.1. The Board is required to establish an Audit Committee with Terms of Reference 
agreed by the Board (see paragraph 6.7.3(a) of the group’s Constitution for 
further information). 

 
2.2. The Chief Officer has overall responsibility for the group’s systems of internal 

control. 
 

2.3. The Chief Financial Officer will ensure that: 
 

a) financial policies are considered for review and update annually; 
b) a system is in place for proper checking and reporting of all breaches of 

financial policies; and 
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c) a proper procedure is in place for regular checking of the adequacy and 
effectiveness of the control environment. 

 
 

3. AUDIT 
 
POLICY – the group will keep an effective and independent internal audit 
function and fully comply with the requirements of external audit and other 
statutory reviews 
 

3.1. In line with the Terms of Reference for the Board’s Audit Committee, the person 
appointed by the group to be responsible for internal audit and the Audit 
Commission appointed external auditor will have direct and unrestricted access 
to Audit Committee members and the Chair of the Board, Chief Officer and Chief 
Financial Officer for any significant issues arising from audit work that 
management cannot resolve, and for all cases of fraud or serious irregularity. 
 

3.2. The person appointed by the group to be responsible for internal audit and the 
external auditor will have access to the Audit Committee and the Chief Officer to 
review audit issues as appropriate. All Audit Committee members, the Chair of 
the Board and the Chief Officer will have direct and unrestricted access to the 
head of internal audit and external auditors.  
 

3.3. The Chief Financial  Officer will ensure that: 
 

a) the group has a professional and technically competent internal audit 
function; and 
 

b) the Board’s Audit Committee approves any changes to the provision or 
delivery of assurance services to the group. 

 
 

4. FRAUD AND CORRUPTION 
 
POLICY – the group requires all staff to always act honestly and with integrity to 
safeguard the public resources they are responsible for. The group will not 
tolerate any fraud perpetrated against it and will actively chase any loss suffered 
 

4.1. The Board’s Audit Committee will satisfy itself that the group has adequate 
arrangements in place for countering fraud and shall review the outcomes of 
counter fraud work. It shall also approve the counter fraud work programme. 

 
4.2. The Board’s Audit Committee will ensure that the group has arrangements in 

place to work effectively with NHS Protect. 
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5. EXPENDITURE CONTROL  
 

5.1. The group is required by statutory provisions58 to ensure that its expenditure 
does not exceed the aggregate of allotments from NHS England and any other 
sums it has received and is legally allowed to spend.   
 

5.2. The Chief Officer has overall executive responsibility for ensuring that the group 
complies with certain of its statutory obligations, including its financial and 
accounting obligations, and that it exercises its functions effectively, efficiently 
and economically and in a way which provides good value for money. 

 
5.3. The Chief Financial Officer will: 

 
a) provide reports in the form required by NHS England; 

 
b) ensure money drawn from NHS England is required for approved 

expenditure only is drawn down only at the time of need and follows best 
practice;  

 
c) be responsible for ensuring that an adequate system of monitoring financial 

performance is in place to enable the group to fulfil its statutory responsibility 
not to exceed its expenditure limits, as set by direction of NHS England. 

 
 
6. ALLOTMENTS59  

 
6.1. The group’s Chief Financial Officer will: 

 
a) periodically review the basis and assumptions used by NHS England for 

distributing allotments and ensure that these are reasonable and realistic 
and secure the group’s entitlement to funds; 

b) prior to the start of each financial year submit to the Board for approval a 
report showing the total allocations received and their proposed distribution 
including any sums to be held in reserve; and 

c) regularly update the Board on significant changes to the initial allocation and 
the uses of such funds. 

                                            
58  See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act 
59  See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act. 
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7. COMMISSIONING STRATEGY, BUDGETS, BUDGETARY 
CONTROL AND MONITORING 
 
POLICY – the group will produce and publish an annual commissioning plan60 
that explains how it proposes to discharge its financial duties. The group will 
support this with comprehensive medium term financial plans and annual 
budgets 
 

7.1. The Chief Officer will compile and submit to the Board a commissioning strategy 
which takes into account financial targets and forecast limits of available 
resources. 

 
7.2. Prior to the start of the financial year the Chief Financial Officer will, on behalf of 

the Chief Officer, prepare and submit budgets for approval by the Board. 
 

7.3. The Chief Financial Officer shall monitor financial performance against budget 
and plan, periodically review them, and report to the Board.  This report should 
include explanations for variances. These variances must be based on any 
significant departures from agreed financial plans or budgets. 
 

7.4. The Chief Officer is responsible for ensuring that information relating to the 
group’s accounts or to its income or expenditure, or its use of resources is 
provided to NHS England as requested. 
 

7.5. The Board will approve consultation arrangements for the group’s commissioning 
plan61. 
 
 

8. ANNUAL ACCOUNTS AND REPORTS 
 
POLICY – the group will produce and submit to NHS England accounts and 
reports in accordance with all statutory obligations62, relevant accounting 
standards and accounting best practice in the form and content and at the time 
required by NHS England 
 

8.1. The Chief Financial Officer will ensure the group: 
 

a) prepares a timetable for producing the annual report and accounts and 
agrees it with external auditors and the Audit Committee; 

b) prepares the accounts according to the timetable approved by the Audit 
Committee; 

c) complies with statutory requirements and relevant directions for the 
publication of annual report; 

                                            
60  See section 14Z11 of the 2006 Act, inserted by section 26 of the 2012 Act. 
61  See section 14Z13 of the 2006 Act, inserted by section 26 of the 2012 Act 
62  See paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act. 
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d) considers the external auditor’s management letter and fully address all 
issues within agreed timescales; and 

e) publishes the external auditor’s management letter on the group’s website. 
 
 
9. INFORMATION TECHNOLOGY 

 
POLICY – the group will ensure the accuracy and security of the group’s 
computerised financial data 
 

9.1. The Chief Financial Officer is responsible for the accuracy and security of the 
group’s computerised financial data and shall 

 
a) devise and implement any necessary procedures to ensure  adequate 

(reasonable) protection of the group's data, programs  and computer 
hardware from accidental or intentional disclosure to unauthorised persons, 
deletion or modification, theft or damage, having due regard for the Data 
Protection Act 1998; 

b) ensure that adequate (reasonable) controls exist over data entry, 
processing, storage, transmission and output to ensure security, privacy, 
accuracy, completeness, and timeliness of the data, as well as the efficient 
and effective operation of the system; 

c) ensure that adequate controls exist such that the computer operation is 
separated from development, maintenance and amendment; 

d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as the Chief 
Financial Officer may consider necessary are being carried out. 

 
9.2. In addition the Chief Financial Officer shall ensure that new financial systems 

and amendments to current financial systems are developed in a controlled 
manner and thoroughly tested prior to implementation.  Where this is undertaken 
by another organisation, assurances of adequacy must be obtained from them 
prior to implementation. 

 
10. ACCOUNTING SYSTEMS 

 
POLICY – the group will run an accounting system that creates management 
and financial accounts 
 

10.1. The Chief Financial Officer will ensure: 
 

a) the group has suitable financial and other software to enable it to comply 
with these policies and any consolidation requirements of NHS England; 

b) that contracts for computer services for financial applications with another 
health organisation or any other agency shall clearly define the responsibility 
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of all parties for the security, privacy, accuracy, completeness, and 
timeliness of data during processing, transmission and storage.  The 
contract should also ensure rights of access for audit purposes. 

 
10.2. Where another health organisation or any other agency provides a computer 

service for financial applications, the Chief Financial Officer shall periodically 
seek assurances that adequate controls are in operation. 

 
 
11. BANK ACCOUNTS 

 
POLICY – the group will keep enough liquidity to meet its current commitments 
 

11.1. The Chief Financial Officer will:  
 

a) review the banking arrangements of the group at regular intervals to ensure 
they are in accordance with Secretary of State directions63, best practice and 
represent best value for money; 

b) manage the group's banking arrangements and advise the group on the 
provision of banking services and operation of accounts; 

c) prepare detailed instructions on the operation of bank accounts. 
 

11.2. The Audit Committee shall approve the banking arrangements. 
 

 
12. INCOME, FEES AND CHARGES AND SECURITY OF CASH,   

CHEQUES AND OTHER NEGOTIABLE INSTRUMENTS 
 
POLICY – the group will  

• operate a sound system for prompt recording, invoicing and collection of 
all monies due 

• seek to maximise its potential to raise additional income only to the extent 
that it does not interfere with the performance of the group or its 
functions64 

• ensure its power to make grants and loans is used to discharge its 
functions effectively65 

 
12.1. The Chief Financial Officer is responsible for:  

 
a) designing, maintaining and ensuring compliance with systems for the proper 

recording, invoicing, and collection and coding of all monies due; 

                                            
63  See section 223H(3) of the NHS Act 2006, inserted by section 27 of the 2012 Act 
64  See section 14Z5 of the 2006 Act, inserted by section 26 of the 2012 Act. 
65  See section 14Z6 of the 2006 Act, inserted by section 26 of the 2012 Act. 
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b) establishing and maintaining systems and procedures for the secure 
handling of cash and other negotiable instruments; 

c) approving and regularly reviewing the level of all fees and charges other 
than those determined by NHS England or by statute.  Independent 
professional advice on matters of valuation shall be taken as necessary; 

d) for developing effective arrangements for making grants or loans. 
 
 

13. TENDERING AND CONTRACTING PROCEDURE  
 
POLICY – the group: 
• will ensure proper competition that is legally compliant within all purchasing to 

ensure we incur only budgeted, approved and necessary spending 
• will seek value for money for all goods and services 
• shall ensure that competitive tenders are invited for 

o the supply of goods, materials and manufactured articles; 
o the rendering of services including all forms of management 

consultancy services (other than specialised services sought from or 
provided by the Department of Health); and 

o for the design, construction and maintenance of building and 
engineering works (including construction and maintenance of grounds 
and gardens) for disposals 

 
13.1. The group shall ensure that the firms / individuals invited to tender (and where 

appropriate, quote) are among those on approved lists or where necessary a 
framework agreement. Where in the opinion of the Chief Financial Officer it is 
desirable to seek tenders from firms not on the approved lists, the reason shall 
be recorded in writing to the Chief Officer or the group’s Board. 
 

13.2. The Board may only negotiate contracts on behalf of the group, and the group 
may only enter into contracts, within the statutory framework set up by the 2006 
Act, as amended by the 2012 Act. Such contracts shall comply with: 
 
a) the group’s standing orders; 
b) the Public Contracts Regulation 2006, any successor legislation and any 

other applicable law; and 
c) take into account as appropriate any applicable NHS Commissioning Board 

or the Independent Regulator of NHS Foundation Trusts (Monitor) guidance 
that does not conflict with (b) above. 

 
13.3. In all contracts entered into, the group shall endeavour to obtain best value for 

money.  The Chief Officer shall nominate an individual who shall oversee and 
manage each contract on behalf of the group. 
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14. COMMISSIONING 
 
POLICY – working in partnership with relevant national and local stakeholders, 
the group will commission certain health services to meet the reasonable 
requirements of the persons for whom it has responsibility 
 

14.1. The group will coordinate its work with NHS England, other clinical 
commissioning groups, local providers of services, local authority(ies), including 
through Health and Wellbeing Boards, patients and their carers and the voluntary 
sector and others as appropriate to develop robust commissioning plans. 
 

14.2. The Chief Officer will establish arrangements to ensure that regular reports are 
provided to Board detailing actual and forecast expenditure and activity for each 
contract.  
 

14.3. The Chief Financial Officer will maintain a system of financial monitoring to 
ensure the effective accounting of expenditure under contracts.  This should 
provide a suitable audit trail for all payments made under the contracts whilst 
maintaining patient confidentiality. 

 
 

15. RISK MANAGEMENT AND INSURANCE  
 
POLICY – the group will put arrangements in place for evaluation and 
management of its risks 
 

15.1. Chief Officer will ensure that the CCG has a programme of risk management in 
accordance with current Department of Health assurance framework 
requirements, which must be approved by the Board. 

 
15.2. The programme of risk management will include: 

 
a) a process for identifying and quantifying risks and potential liabilities; 
b) embedding within all levels of staff a positive attitude towards the control of 

risk; 
c) management processes to ensure all significant risks and potential liabilities 

are addressed including effective systems of internal control, cost effective 
insurance cover, and decisions on the acceptable level of retained risk; 

d) contingency plans to offset the impact of adverse events; 
e) audit arrangements including internal audit, clinical audit, health and safety 

review; 
f) a clear indication of which risks will be insured;  
g) arrangements to review the risk management programme. 

 
15.3 The Assurance Framework will support the evaluation and management of risk 

within the CCG by summarising the risks that threaten the achievement of CCG 
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objectives. The assurance framework will be updated and reported to the Board 
on a regular basis. 

 
15.4 The Board will decide whether the CCG will insure through the risk pooling 

schemes administered by the NHS Litigation Authority or self-insure for some or 
all of the risks covered by the scheme. If the Board decided not to use the risk 
pooling scheme, the decision will be reviewed annually. 
 

 
16. PAYROLL  

 
POLICY – the group will put arrangements in place for an effective payroll 
service 
 

16.1. The Chief Financial Officer will ensure that the payroll service selected: 
 

a) is supported by appropriate (i.e. contracted) terms and conditions; 
b) has adequate internal controls and audit review processes; 
c) has suitable arrangements for the collection of payroll deductions and 

payment of these to appropriate bodies. 
 
16.2. In addition the Chief Financial Officer shall set out comprehensive procedures for 

the effective processing of payroll 
 
 
17. NON-PAY EXPENDITURE 

 
POLICY – the group will seek to obtain the best value for money goods and 
services received 
 

17.1. The Board will approve the level of non-pay expenditure on an annual basis and 
the Chief Officer will determine the level of delegation to budget managers 
 

17.2. The Chief Officer shall set out procedures on the seeking of professional advice 
regarding the supply of goods and services. 
 

17.3. The Chief Financial Officer will: 
 

a) advise the Board on the setting of thresholds above which quotations 
(competitive or otherwise) or formal tenders must be obtained; and, once 
approved, the thresholds should be incorporated in the Scheme of 
Reservation and Delegation; 

b) be responsible for the prompt payment of all properly authorised accounts 
and claims; 

c) be responsible for designing and maintaining a system of verification, 
recording and payment of all amounts payable. 
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18. CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND 
SECURITY OF ASSETS 
 
POLICY – the group will put arrangements in place to manage capital 
investment,  maintain an asset register recording fixed assets and put in place 
polices to secure the safe storage of the group’s fixed assets 
 

18.1. The Chief Officer will 
 
a) ensure that there is an adequate appraisal and approval process in place for 

determining capital expenditure priorities and the effect of each proposal 
upon plans; 

b) be responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; 

c) shall ensure that the capital investment is not undertaken without 
confirmation of purchaser(s) support and the availability of resources to 
finance all revenue consequences, including capital charges; 

d) be responsible for the maintenance of registers of assets, taking account of 
the advice of the chief finance officer concerning the form of any register and 
the method of updating, and arranging for a physical check of assets against 
the asset register to be conducted on a regular basis. 

 
18.2. The Chief Financial Officer will prepare detailed procedures for the disposals of 

assets. 
 
 

19. RETENTION OF RECORDS 
 
POLICY – the group will put arrangements in place to retain all records in 
accordance with NHS Code of Practice Records Management 2006 and other 
relevant notified guidance 
 

19.1. The Chief Officer shall:   
 

a) be responsible for maintaining all records required to be retained in 
accordance with NHS Code of Practice Records Management 2006 and 
other relevant notified guidance; 

b) ensure that arrangements are in place for effective responses to Freedom of 
Information requests; 

c) publish and maintain a Freedom of Information Publication Scheme. 
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20. TRUST FUNDS AND TRUSTEES 
 
POLICY – the group will put arrangements in place to provide for the 
appointment of trustees if the group holds property on trust 
 

20.1. The Chief Finance Officer shall ensure that each trust fund which the group is 
responsible for managing is managed appropriately with regard to its purpose 
and to its requirements.  

 
 
 



 

 

NHS Leeds North Clinical Commissioning Group’s Constitution  - 92 - 
Version: 16 – March 2017  

APPENDIX F - NOLAN PRINCIPLES 
 

The ‘Nolan Principles’ set out the ways in which holders of public office should 
behave in discharging their duties. The seven principles are: 

 
1.  Selflessness – Holders of public office should act solely in terms of the public 

interest. They should not do so in order to gain financial or other benefits for 
themselves, their family or their friends. 

2.  Integrity – Holders of public office should not place themselves under any 
financial or other obligation to outside individuals or organisations that might 
seek to influence them in the performance of their official duties. 

3.  Objectivity – In carrying out public business, including making public 
appointments, awarding contracts, or recommending individuals for rewards and 
benefits, holders of public office should make choices on merit. 

4.  Accountability – Holders of public office are accountable for their decisions and 
actions to the public and must submit themselves to whatever scrutiny is 
appropriate to their office. 

5.  Openness – Holders of public office should be as open as possible about all the 
decisions and actions they take. They should give reasons for their decisions 
and restrict information only when the wider public interest clearly demands. 

6.  Honesty – Holders of public office have a duty to declare any private interests 
relating to their public duties and to take steps to resolve any conflicts arising in a 
way that protects the public interest. 

7.  Leadership – Holders of public office should promote and support these 
principles by leadership and example. 

 
Source: The First Report of the Committee on Standards in Public Life (1995)66  

                                            
66  Available at http://www.public-standards.gov.uk/  

http://www.public-standards.gov.uk/
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APPENDIX G – NHS CONSTITUTION 
 
The NHS Constitution sets out seven key principles that guide the NHS in all it does:  
 
1. the NHS provides a comprehensive service, available to all - irrespective of 

gender, race, disability, age, sexual orientation, religion or belief.  It has a duty to 
each and every individual that it serves and must respect their human rights.  At 
the same time, it has a wider social duty to promote equality through the services 
it provides and to pay particular attention to groups or sections of society where 
improvements in health and life expectancy are not keeping pace with the rest of 
the population 
 

2. access to NHS services is based on clinical need, not an individual’s ability 
to pay - NHS services are free of charge, except in limited circumstances 
sanctioned by Parliament. 

 
3. the NHS aspires to the highest standards of excellence and 

professionalism - in the provision of high-quality care that is safe, effective and 
focused on patient experience; in the planning and delivery of the clinical and 
other services it provides; in the people it employs and the education, training 
and development they receive; in the leadership and management of its 
organisations; and through its commitment to innovation and to the promotion 
and conduct of research to improve the current and future health and care of the 
population. 

 
4. NHS services must reflect the needs and preferences of patients, their 

families and their carers - patients, with their families and carers, where 
appropriate, will be involved in and consulted on all decisions about their care 
and treatment. 

 
5. the NHS works across organisational boundaries and in partnership with 

other organisations in the interest of patients, local communities and the 
wider population - the NHS is an integrated system of organisations and 
services bound together by the principles and values now reflected in the 
Constitution.  The NHS is committed to working jointly with local authorities and a 
wide range of other private, public and third sector organisations at national and 
local level to provide and deliver improvements in health and well-being 

 
6. the NHS is committed to providing best value for taxpayers’ money and the 

most cost-effective, fair and sustainable use of finite resources - public 
funds for healthcare will be devoted solely to the benefit of the people that the 
NHS serves  

 
7. the NHS is accountable to the public, communities and patients that it 

serves - the NHS is a national service funded through national taxation, and it is 
the Government which sets the framework for the NHS and which is accountable 
to Parliament for its operation.  However, most decisions in the NHS, especially 
those about the treatment of individuals and the detailed organisation of 
services, are rightly taken by the local NHS and by patients with their clinicians.  
The system of responsibility and accountability for taking decisions in the NHS 
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should be transparent and clear to the public, patients and staff.  The 
Government will ensure that there is always a clear and up-to-date statement of 
NHS accountability for this purpose 

 
Source:  The NHS Constitution: The NHS belongs to us all (March 2012)67  
 

                                            
67  http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961   

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_132961
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APPENDIX H – Dispute Resolution Process 
 
Disputes Resolution Process  
 
1. Purpose  
Leeds North Clinical Commissioning Group (CCG) is a members’ organisation and the 
Constitution ensures that the strategic direction of the CCG is set by the member practices 
through the Council of Members. It is recognised that decisions may not be agreed by every 
member and this forum will allow robust discussion and agreement as set out in the 
constitution. NHS Leeds North CCG will adopt to address concerns/disputes raised by 
member practices in either of the following areas:  

• The CCG’s approach to delivery of its commissioning responsibilities 

• The CCG’s approach to delivery of its duty to support NHS England in continuously 
improving the quality of primary  care medical services.  

 
2. Background  
It is expected that dispute resolution will be the route of last resort. The CCG and its 
member practices will make all efforts to resolve issues locally in conjunction with the LMC 
(as appropriate), and demonstrate effective processes have been engaged at all levels in 
the CCG. This may include the following:  

• Escalating the seniority of the review process, for example by involving the elected  
  Clinical Chair or member of the Executive Team during the review process 

 • Involving third parties to ensure that acceptable standards are met, who could also  
             act as advisors, conciliators or arbitrators.  
 • Externalising all or part of the review process, and using staff from another CCG  
 
Where agreement cannot be reached using informal resolution processes it will be 
necessary to invoke the local CCG resolution process outlined below. 
 
3. Local Resolution Process  
 
3.1 Stage 1 Informal Process:  
Individual member practice concerns should be raised in the first instance with the elected 
Practice Manager for members. This should be in writing clearly stating the basis of the 
dispute, including where applicable the concerns and the rationale behind the dispute.  
 
The Practice Manager for members should endeavour to find an informal resolution to the 
problem through discussion and mediation, involving others (for example, the GP Chair) as 
necessary. The Practice Manager for members will review concerns/evidence relative to the 
dispute and will try to find a resolution within 14 days.  
 
The member practice may submit evidence in support of the dispute or the CCG may 
request further evidence/clarification from them.  
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If no resolution is found within 14 days the matter is to be referred by either party for 
consideration by the Local Dispute Resolution Panel.  
 
At this stage the formal process will commence  
 
3.2 Stage 2 The Formal Local Process:  
If a member practice is not satisfied that their issues have been satisfactorily addressed 
through the informal process they may lodge a request for “Formal Local Dispute 
Resolution” in writing, including the grounds for the request, to the GP Chair of the CCG. 
Under these circumstances the CCG will set up a Local Dispute Resolution Panel (LDRP) 
to hear the dispute and resolve the dispute where possible.  
The local dispute panel should consist of:  
 

• Board lay member (Chair)  
• GP Chair  
• Clinical Director  
• Chief Financial Officer  
• Executive Nurse 
• LMC Representative  

 
The panel may also seek advice from external bodies such as the Local Area Team of NHS 
England.  
 
Should any members of the LDRP find it necessary to declare an interest in a dispute that 
is being considered, the Chair will seek to approach another CCG/LMC representative to 
nominate alternative panel members.  
 
If a member practice requests a formal dispute resolution, the CCG shall acknowledge 
receipt of the request in writing within 2 working days. The acknowledgement will explain 
the procedure to be carried out by the CCG.  
 
The Hearing  
The Chair of the LDRP, on being satisfied that all attempts at local resolution have been 
exhausted will arrange a meeting of the LDRP to hear the dispute as soon is practically 
possible. All parties shall be notified of the date and time of the LDRP meeting. The hearing 
shall be held within 25 working days of the request being lodged (where possible) by the 
member practice to the CCG. The Chair of the LDRP will ensure that at least 10 working 
days’ notice of the date of the hearing will be given to all participants.  
 
Documentation  
All the relevant documentation, including the request for Formal Local Dispute Resolution 
will be passed to the Chair and then to panel members before the hearing. The Chair will, 
where necessary seek relevant documentation from the parties involved at least 5 working 
days before the hearing. Documentation that is received late will not be considered. Any 
documentation will be shared with all relevant panel members.  
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Procedure at LDRP Meeting  
• The Discussions of the panel shall remain confidential  
• The Chair of the panel will ensure written record/minutes are kept of the meeting  
• All written and verbal evidence will be considered.  
• Should the member practice choose to attend the LDRP they and the CCG presenting 
officer will be asked to present their cases and may call witnesses. Members of the 
panel will be given the opportunity to ask any questions relevant to the case.  
• Following the presentation of their case the member practice and CCG presenting 
officer shall withdraw and the panel will deliberate.  
• The panel will reach a decision on the case before them and notify the member 
practice in writing, including any recommendations within 7 working days of the hearing.  
• Where appropriate the decision will be reported to a meeting of the CCG Executive 
Team/Board/Council of Members for information.  

 
3.3 Stage 3 Appeal Panel  
The Appeals panel will be convened when necessary to consider appeals against LDRP 
decisions. The Appeals panel should consist of the following (none of whom should have 
been previously involved in the case)  
 

• GP Chair of CCG Board (or Lay member as nominated deputy)  
• Chief Officer (or nominated deputy)  
• A Clinical member of the Council of Members  
 

Process  
• The member practice wishing to appeal against a LDRP decision must notify the CCG 

Chief officer of their intention, in writing, within one month of their receipt of the 
decision.  

• The Appeals Panel will consider whether the original decision of the LDRP followed 
due process.  

• The Appeals Panel will only consider written evidence.  
• The Appeals Panel will consider if:  

o The CCG correctly followed its own procedures (all received documentation was 
available and considered within a reasonable timescale) and/or  
o All important facts were taken into account when the decision was made  

• If these criteria are met the Panel will dismiss the appeal  
• If the criteria are not met then the following actions are available:  

o If the Panel finds that some aspect of the procedure was not followed, they will 
assess the significance of the procedural breach and decide on the appropriate 
action  
o If the Panel finds that important facts were not taken into account, they shall refer 
the case back to the original LDRP for re-consideration.  

• If the case is referred back to the LDRP following re-consideration of the case, the 
LDRP decision will then be final.  

• The Chair of the Appeal Panel will write to the member practice within five working 
days of the hearing setting out the Appeal Panel’s decision.  
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Appendix I – Council of Members Committee Terms of reference 
 

1. Introduction 

Each member practice will be represented by a named clinical representative of sufficient 
standing within the practice; and a non-clinical/managerial representative. Collectively the 
representatives will be known as the Council of Members, hereafter referred to as the 
Council.  
The Council will be the clinically-led full membership engagement forum ensuring member 
practice and stakeholder engagement can contribute to the strategic and operational 
objectives for the CCG. 
Within the constitution of Leeds North CCG, the following duties are reserved for the 
Council: 
10.2.1.c.1 Amendments to the constitution 
10.2.1.c.2 Change of CCG name 
10.2.1.c.3 Represent the interest and statutory responsibilities of the members of the CCG 
10.2.1.c.4 To be the voice of members and to facilitate effective engagement of all member 

practices in the development and operation of the CCG 
10.2.1.c.5 Ensuring Members are informed and empowered to participate 
10.2.1.c.6 Seeking advice and views of the practice members of the CCG 
10.2.1.c.7 Ensuring a culture of continually improving services for patients and carers 
10.2.1.c.8 To hold the Board, elected Clinical Leadership Team and Executive to account 
10.2.1.c.9 Receive annual accounts 
10.2.1.c.10 Approve the annual plan 
 
11 Annual General Meeting 

The CCG shall hold an Annual General Meeting (AGM) of the Council: 
 once in each year provided that not more than 15 months has elapsed 
 on a business day; and 
 will be held at such a time and place as the CCG Board determines, no later than 

September 30th of any year. 
 
The matters to be discussed at the AGM will be set out in the notice, and will include the 
consideration and, if appropriate, approval of: 
 the CCG Accounts; 
 the CCG Annual Report; 
 the CCG Report on Public Involvement; 
 the CCG Annual Plan; 
 the transaction of any other business included in the notice convening the meeting; 
 the election of members to the CCG Board (or the announcement of the results of an 

election if held previously by ballot), where applicable. 
 
Notice of the AGM will be published at least 28 days prior to the meeting. 
12 General Meetings of the Council.  

The Council will meet at least six times a year.  
 
The CCG Board or 20% of Member Representatives can call a general meeting of the 
Council of Members at any time by giving all Members at least 21 days’ notice. 
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Every notice calling a general meeting must specify the place, day and time of the meeting, 
whether it is an annual or general meeting, and the general nature of the business to be 
transacted.  
 
Notice of an annual or any general meeting must be given to all member representatives 
and all members of the CCG Board in writing. 
 
In addition, where the meeting is open to the public, notice of the meeting must be 
published at the offices of the CCG, on the CCG website and in a public place at member 
practices.  
 
Agenda of General Meetings 
Members are welcome to propose items for discussion to the elected Practice Manager for 
Members at least 21 days in advance of a Council meeting.  
General meetings of the Council will usually contain two elements.  
Council workshop – this will be an opportunity to share information, serve as an opportunity 
for members to direct work of the CCG and ensure members have a voice in the work being 
carried out. 
Business meeting – this will have a set agenda and be the forum for discussing, agreeing 
and ratifying CCG business. The agenda will change from time to time, but will include as a 
minimum: 
Declarations of Interest 
Minutes and Actions from the previous meeting 
Chair’s update 
Quality and Performance 
Minutes of the Leeds North Board  
Minutes of Leeds Commissioning Network (LCCF) 
Minutes of the Integrated Commissioning Executive (ICE)  
As appropriate, depending on the frequency of other meetings, the Council should also 
reasonably expect updates on: 
Leeds Health & Social Care Transformation Board (LHSCTB) 
Leeds Health & Wellbeing Board (LHWBB) 
Health Improvement Board (HIB) 
Leeds North Community and Patient Partnership Group (CPPG) 
 
Conflicts of Interests 
A register of member representatives’ interests will be kept and updated in line the Leeds 
north CCG constitution. Conflicts will be managed in line with the Leeds North CCG policy 
covering conflicts of interests. 
 
13 Attendance and speaking at general meetings 

All member representatives and members of the CCG Board may speak at a general 
meeting. 
Doctors working in the CCG area, who are not necessarily part of a member practice, such 
as a GP locum, are welcome to align themselves with Leeds North CCG and where 
appropriate take part in discussions at Council. 
 
Other attendees may ask questions by invitation of the Chair. 
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14  Quorum for General Meetings 

15 At least 50% of persons entitled to vote upon the business to be transacted, each being 
a Member Representative or a proxy for a Member Representative, shall be a quorum. 

16  

17  Chairing General Meetings 

18 The Council will be chaired by the elected GP chair, who is also the chair of the CCG 
Board, with full ownership and engagement of member practices. In the absence of the 
GP Chair, or where he or she has a conflict of interest or is unable to act, the elected 
Clinical Director will chair the Council meeting. 

19  

20  Adjournment 

21 If the persons attending a general meeting within half an hour of the time at which the 
meeting was due to start do not constitute a quorum, or if during a meeting a quorum 
ceases to be present, the Chair of the meeting must adjourn it. 

22 The Chair of the meeting may adjourn a general meeting at which a quorum is present if 
the meeting consents to an adjournment, or it appears to the Chair of the meeting that 
an adjournment is necessary to ensure that the business of the meeting is conducted in 
an orderly manner. 

23  

24 The Chair of the meeting must adjourn a general meeting if directed to do so by a 
simple majority of the Member Representatives present at the meeting. 

25 When adjourning a general meeting, the Chair of the meeting must: either specify the 
time and place to which it is adjourned or state that it is to continue at a time and place 
to be fixed by the CCG Board. 

26 At an adjourned general meeting only that business that formed the business to be 
transacted at the original meeting can be transacted. 

27 Voting 

28 Representatives will have nominated voting rights at Council meetings on behalf of the 
Member Practice in the following proportions:- 

29 a Practice with a patient list size up to 4,000 will have 1 vote; 

30 a Practice with a patient list size between 4,001 – 8,000 will have 2 votes; 

31 a Practice with a patient list size of more than 8,000 will have 3 votes. 
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32  

33 The number of votes is capped at 3 votes. Each representative has only 1 vote, 
therefore practices with a patient list size greater than 8,000 may select an additional 
clinical member representative. 

34 Voting will be decided by a simple majority of those present and eligible to vote. In the 
case of an equality of votes, the chair of the meeting shall be entitled to a casting vote. 

35  

36 Errors and disputes 

37 No objection may be raised to the qualification of any person voting at a general 
meeting except at the meeting or adjourned meeting at which the vote objected to is 
tendered, and every vote not disallowed at the meeting is valid. 

38  

39 Leeds North Clinical Commissioning Group (CCG) is a members’ organisation and the 
constitution ensures that the strategic direction of the CCG is set by the member 
practices through the Council of Members. It is recognised that decisions may not be 
agreed by every member and this forum will allow robust discussion and agreement as 
set out in the constitution. In the event of a dispute the CCG will follow the dispute 
resolution process as detailed in Appendix H of the Constitution. 

40  

41 Any such objection must be referred to the chair of the meeting whose decision is final. 

42  

43  Content of proxy notices 

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

45 states the name and address of the Member Representative appointing the proxy; 

46 identifies the person appointed to be that Member Representative’s proxy and the 
general meeting in relation to which that person is appointed; 

47 is signed by the Member Representative appointing the proxy, or is authenticated by the 
relevant Member; and 

48 is delivered to the CCG Board in accordance with the Constitution and any instructions 
contained in the notice of the general meeting to which they relate. 

49 The CCG Board may require proxy notices to be delivered in a particular form, and may 
specify different forms for different purposes. 
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50 Proxy notices may specify how the proxy appointed under them is to vote (or that the 
proxy is to abstain from voting) on one or more resolutions. 

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

52 allowing the person appointed under it as a proxy discretion as to how to vote on any 
ancillary or procedural resolutions put to the meeting; and 

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

54  

55 Resolutions in Writing 

A resolution in writing signed or approved by 75% of the nominated votes allocated to the 
Member Representatives shall be as valid and effectual as if it had been passed at a 
general meeting duly convened and held. The resolution may consist of more than one 
document in the same form each signed or approved by one or more persons. 
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56 Minutes 

The minutes of the proceedings of a meeting will be drawn up and submitted for agreement 
at the next Council meeting where they will be signed by the Chair (or Vice-Chair). The 
names of those in attendance at the meetings will be recorded. 
No discussion will take place upon the minutes except upon their accuracy or where the 
Chair considers discussion appropriate. 
Any minutes agreed at the subsequent meeting will be sufficient evidence without further 
proof of the facts stated in such minutes. 
Any matters arising from the minutes will be subject to discussion at the Chair’s discretion.  
 
57 Review of Terms of Reference 

These terms of reference will be reviewed annually. 
 

 
 

 



Key messages from the Joint CCG Governing Body Workshop, 8th March 2017  

Following the joint workshop the governance leads have reviewed the feedback from each table and 
have updated the relevant documents accordingly. The updates were presented to the One Voice 
steering group on the 14th March 2017 and a summary of the feedback can be found below: 

1. Must ensure that there is a clear vision and supporting information as to why we are 
implementing this change, what is it going achieve and how is it different? 

Further information has been included within the introduction section of the terms of reference 
for the Leeds Health Commissioning and System Integration Board and will be further elaborated 
within the collaborative agreement.  

2. Confirmation as to what the transition period is and to be explicit within the terms of 
reference. 

The terms of reference introduction has included transitional arrangements regarding the 
governance arrangements. 

3. The Chairs of sub-committees should be members of the Leeds Health Commissioning and 
System Integration Board? 

Following feedback from the workshops the sub committees require further consultation with 
governing body members and will be developed over the next 2 months. Membership of the 
LHCSIB has been further developed and expanded and will be reviewed in 6 months to ensure 
appropriate representation. 

4. The arrangements need to be reviewed more frequently than 1 year. 

The governance arrangements will be reviewed every 6 months until the transition is complete. 

5. Need clarity on the Director membership to understand clinical and executive 
representation. 

Director membership has been clarified and is included within the terms of reference for the 
LHCSIB.  

6. Section 8 of all the terms of reference needs to be clear on accountability and 
responsibility. 

This section has been reviewed and amended to state accountability and the reporting 
requirements; it is now section 7 of the terms of reference. 

7. Section 7 Authority, needs clarifying as it is not clear what the section is for and is 
incorrect for the joint board. 

This section has been removed and is now included as part or section 7 Accountability and 
Reporting. 

The Leeds Health Commissioning and System Integration Board 



1. Need to be more explicit regarding the outcomes and ensuring delivery of the plan is 
paramount.  

The clear outcomes for our patients and the public are now defined at the beginning of the terms of 
reference and are more specific. These are a reflection of the current CCG objectives as there are no 
joint objectives at present. 

2. Further information on system integration is required. 

This has been included in the revised version of the terms of reference. 

3. The Membership requires further clarification in regard to the public health 
representative as well as clinical directors. 

The terms of reference have been revised following the workshop discussions and the 
membership now consists of 17 voting members, as follows: 

• CCG Chairs 
• CCG Accountable Officer 
• CCG Chief Officer for System Integration 
• CCG Chief Finance Officer 
• CCG Director of Nursing 
• CCG Medical Director  
• CCG Director of Commissioning 
• Up to four CCG lay members 
• Up to four CCG GP representatives 

In addition there will be a number of invited non-voting attendees: 

• Director of Adults and Health, Leeds City Council 
• Director of Children and Families, Leeds City Council 
• Public Health representative 
• Chief Information Officer 
• Healthwatch Leeds Representative 

 
4. It needs to be explicit that a workplan will be developed and measured against to 

ensure delivery and provide assurance to the CCGs.  

The workplan will be created in conjunction with the committee functions and will be reviewed 
on an annual basis. The committee will be required to report delivery against the workplan each 
year. This has been added to the terms of reference so it is clear to CCG governing bodies and 
members. 

5. This committee will play an important role in organisational development especially 
during the transitional period, which is not currently reflected in the terms of 
reference. 



Organisational development and the role of promoting common values and behaviours across 
the organisations has been included within the functions of the board. 

6. Is this top down re-structure and does it reflect clinical input? 

The governance arrangements have been developed to ensure clinical representation is 
maintained at all levels and forums throughout the organisations. Approving the strategic 
direction remains with the membership to ensure clinical input and the local patient and public 
voice is at the centre of what the CCG delivers throughout the year. 

7. Section 2.3 (e) requires expansion to reflect system integration  

Section 2 of the terms of reference has been amended to ensure the role of the board represents 
both strategic commissioning and system integration.  

8. A greater emphasis on health inequalities is required. 

This has been further defined throughout the terms of reference and is clearly referenced in roles 
and responsibilities of the board.   

 

Next Steps: 

• Leeds Health Commissioning and System Integration Board terms of reference, proposed 
CCG Constitution changes including the revised scheme of delegation to be circulated to 
governing bodies for approval end of March. 

• Leeds Health Commissioning and System Integration Board terms of reference, proposed 
CCG Constitution changes including the revised scheme of delegation to be presented to 
members during March/April. 

• Following approval by CCG members the changes will be submitted to NHS England for 
approval. 

• On approval of documents by membership and NHS England an implementation plan will be 
required.  

• The second phase will be implementation of the Leeds Health Commissioning and System 
Integration Board as well as the sub-committees required. This will form part of phase 2 
after further consultation with governing bod members as per feedback from the CCG Joint 
workshop. 

• Terms of reference for the committees in common will be developed in line with the 
comments received at the workshop and will be presented to Governing Bodies for approval 
in May. 
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Summary Report 
Meeting: Board  Date: 29 March 2017 
Agenda Item: 197.2017 
Report Title: Performance report 

Prepared by: Simon Harris, Business Intelligence Manager 
Executive Lead: Rob Goodyear, Interim Director of Commissioning 
Presented by: Sue Robins, Director of Commissioning 
Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (tick all that apply 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
Constitutional measures 
 
HCAI 
 
CDI - To December 16, there have been 31 reported cases of CDI (Clostridium Difficile) 
against a YTD target of 44. It is expected that the full year target of 58 will be achieved 
 
MRSA - There have been no reported cases of MRSA since April 2016 when one was 
reported. NHS England set a target of zero cases for all CCGs in 2016/17. 
 
A&E Waiting Times  
 
The A&E 4hr wait standard has not been achieved in any month in 2016/17 and reached 
a low of 75.9% in December 2016. More recently, performance has improved albeit still 
below the 95% standard. Harrogate District Foundation Trust performance has generally 
been below 95% also on a monthly basis. 
 
  
18 Weeks RTT 
 
The incomplete pathway standard was not achieved, with performance of 91.97% in 
December. The specialties below the standard were: 
 
General Surgery (87.0%, 84 breaches), ENT (91.7%, 58 breaches), Urology (87.1%, 86 
breaches), Plastic Surgery (87.9%, 39 breaches), Trauma & 
Orthopaedics (84.4%, 257 breaches) and Other (90.4%, 224 breaches) 
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The overall Admitted patient performance for Leeds North CCG was 83.9% in December 
and Non-Admitted patient performance was 93.3%. Neither of these two measures are now 
formally monitored but performance has steadily declined over the past 12 months. 
Leeds North CCG had no 52+ week breaches on incomplete pathways in December. 
 
 
Cancer 62 Day RTT (Urgent GP Referral) 
 
Performance against the 85% standard in December was achieved (91.4%) and YTD 
performance is 87.9%. There were 3 breaches in total – all occurred at Leeds Teaching 
Hospitals Trust. 
 
 
Cancer 2 Week Waits 
 
The cancer 2 week 1st outpatient appointment target (93%) was achieved in December 
with performance at 96.4%. This target has been met since April 2016. There were 21 
breaches in December – 16 occurred at Leeds Teaching Hospitals NHS Trust, 3 at 
Harrogate and District NHS FT and 2 at York Trust. 
 
The 2 week wait breast symptoms performance also achieved the national standard with 
performance at 97.5%.  
 
The target (93%) for maximum 2 week wait for 1st outpatient appointment referred urgently 
with suspected cancer by a GP was achieved in December with performance at 91.4%.. 
 
 
Cancer – other 
 
The maximum one month (31 days) wait from diagnosis to first definitive treatment target 
(96%) for all cancers was not met in November and December with performance at 95.3% 
and 95.6% respectively. Prior to this, the target was last missed in January 16 and before 
April 15 prior to that.  
 
All other 31 day and 62 day cancer targets were achieved for December 2016. 
 
Diagnostic Test Waiting Times 
 
The headline 99% has been achieved since September 2016 following a 6 month run of 
failing the target. The year to date position as at December is just under the target level of 
99%. 
 
Mental Health & Community – IAPT 
 
The proportion of people who complete IAPT treatment and move to recovery has only 
achieved above the 50% target in May 2016. Performance in December 16 was 48.7% 
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Mental Health & Community - Provide 15% access to the prevalent population 

Access remains significantly below target (YTD approximately 33% below target). An 
action plan is in place to address issues impacting on access and is being closely monitored 
by commissioners.  

Mental Health & Community – Care Programme Approach – 7 Day Follow Up 

The target that 95% of patients discharged from hospital with severe mental illness or a 
history of self-harm in the previous 3 months are followed up within 7 days has been met 
within each quarter of 2016/17. 

Ambulance Response and Handover Times 

YAS were one of two ambulance services nationally who conducted a trial into response 
categorisation. The trial finished on 19th October 2016. Performance against the 8 minute 
standard (75%) has not been met since the reintroduction of the standard measure. 

Pre and Post Handover times have generally declined over the current year. 

Key Recommendations 
The Board is asked to: 

• Accept the report and associated risks presented

Assurance Framework 

Next Steps 

Corporate Impact Assessment 
Regulatory Implications 
Financial Implications 
Legal Implications 
Workforce Implications 
Equality Impact Assessment 
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Summary Report 
Meeting: Board Date: 29 March 2017 
Report Title: Financial Position 2016/17 –   February 2017 
Agenda Item: 119.2017 
Prepared by: Jenny Davies – Deputy Chief Financial Officer 
Executive Lead: Martin Wright – Chief Financial Officer 
Presented by: Martin Wright – Chief Financial Officer 
Other meetings presented to:  
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
This report summarises the financial position of NHS Leeds North Clinical Commissioning 
Group (CCG). It incorporates performance against key financial duties as at 28th February 
2017, highlighting any areas of potential risk and potential action for the board to discuss 
and ratify. 
 
Leeds North CCG is required to meet a number of key financial duties and responsibilities 
as follows:- 
 

 
Target 
 

 
2016/17 forecast 

Revenue Resource Limit (RRL) Forecast to achieve 
Cash Limit (CL) Forecast to achieve 
Running cost limit £4.3m Forecast to achieve 
Better payment practice code Forecast to achieve 

 
The CCG is forecasting an underspend of £5.78m in line with the control total agreed with 
NHS England. Financial risks are being managed in-year through utilisation of 
commissioning and contingency reserves. 
 
High level CCG 2 year financial plans were resubmitted in accordance with the 27th 
February 2017 deadline. The plans were developed as part of the commissioning cycle 
process, in line with the planning guidance and demonstrate compliance with business 
rules.  
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2017/18 Budgets have been provided for final approval. 
 
Key Recommendations 
 
(a) Receive and comment on the Leeds North CCG financial position and performance 

against key financial duties. 
(b) Approve 2017/18 budgets 
 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Board Assurance Framework risk 7: Financial stability & sustainability. 
 
Next Steps 
 
Financial performance and risks are reported to the Board on a bi-monthly basis. 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications Forecast to achieve statutory financial duties, maintaining 

overall costs within budget. 
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 3 of 20 

FINANCIAL PERFORMANCE AS AT 28 FEBRUARY 2017 

1. EXECUTIVE SUMMARY

This report summarises the financial position of NHS Leeds North Clinical Commissioning Group 
(CCG). It incorporates performance against key financial duties as at 28 February 2017, highlighting 
any areas of potential risk and action for the board to discuss. 

1.1  Financial Duties & Targets 

The CCG is required to meet a number of key financial duties and responsibilities as follows:- 

Target RAG Forecast 

Revenue Resource 
Limit (RRL) 

The CCG has a statutory duty to remain within its allocation with a 
minimum target surplus of 1%. The CCG brought forward £5.78m with 
a target surplus of £5.78m (2%) with NHS England for 2016/17. The 
CCG is currently forecasting to deliver a £5.78m surplus. 

Cash Limit (CL) The CCG has a statutory duty not to exceed its cash limit.   
The CCG expects to manage within the cash limit available. 

Running Cost 
Allowance (RCA) 

The CCG has a statutory duty to remain within its designated allocation 
for running costs of £4.38m. The CCG is currently forecasting £3.6m 

Better Payment 
Practice Code (BPPC) 

The CCG has a financial duty to pay invoices promptly in line with the 
BPPC, with a target of 95% of invoices to be paid within 30 days. The 
CCG is currently forecasting to achieve better than 95% compliance in 
all 4 categories (NHS, Non NHS by value, volume). 

1.2  Forecast Revenue Position 

The CCG is forecasting an underspend of £5.78m in line with the control total agreed with NHS 
England. The brought forward surplus from 2015/16 was £5.78m.  

1.3  Financial Risks 

The CCG will manage any financial risks in year through the utilisation of commissioning and 
contingency reserves. Looking forward, 2017/18 and beyond will be particularly challenging with 
the following risks identified as: 

• Co-commissioning of primary care and specialist services.
• Increase in demand for services and unmanaged growth.
• Increase in tariff costs (HRG 4+).
• Increase in Out of Area Treatments.
• Learning Difficulties and Transforming Care.
• Better Care Fund & Transformation.
• Provider sustainability.
• Delivery of efficiency savings and QIPP schemes
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1.4   2016/17 Summary Financial Position as at 28 February 2017. 
 

 

REVENUE RESOURCE ALLOCATIONS 
Recurrent Non Rec. Total 

£’000 £’000 £’000 
Initial 16/17 Resource Baseline 243,447   243,447 
Growth 7,425   7,425 
Sub Total - 16/17 Revenue Allocation 250,872   250,872 
Running Cost Allowance 4,360   4,360 
Sub Total - Initial Resource Limit 255,232   255,232 
Return of 15/16 Surplus   5,782 5,782 
Primary Care Co-Commissioning 26,036   26,036 
In-year Adjustments 253 556 809 
Total – Revenue Resource Allocation 281,521 6,338 287,859 

 
 
 

NET OPERATING COSTS 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Purchase of Healthcare:             
Acute Services – NHS 102,325 101,892 (-432) 111,623 111,359 (-264) 
Acute Services – Non NHS 6,219 6,563 344 6,785 7,173 388 
Urgent Care 11,819 11,619 (-200) 12,893 12,681 (-213) 
Mental Health & Learning Disabilities 28,421 28,996 575 31,167 31,630 464 
Community & Other Services 30,630 30,757 127 33,559 33,474 (-85) 
Continuing Care 13,054 13,324 271 14,403 14,698 295 
Transformation 1,068 997 (-70) 1,223 1,146 (-76) 
Total – Purchase of Healthcare 193,535 194,150 615 211,652 212,161 509 
              
Primary Care 57,873 58,096 223 63,273 63,534 261 
              
Running Costs 4,017 3,295 (-722) 4,383 3,614 (-769) 
              
Reserves:             
Planned Surplus 0 0 0 5,782 0 (-5,782) 
Earmarked reserves 114 0 (-114) 0 0 0 
 1% NR system risk reserve 0 0 0 2,769 2,769 0 
Total – Reserves 0 0 0 8,551 2,769 (-5,782) 
              
Total – Net Operating Costs 260,840 255,541 (-5,299) 287,859 282,078 (-5,781) 

 
 
Reserves have now been released non-recurrently to mitigate in year cost pressures within Mental 
Health Learning Disabilities, Continuing Healthcare and other demand led services. Reserves have 
also been used non-recurrently to support investment and new models of care within long term 
conditions.  
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1.5 System Risk Reserve 

A risk management strategy was developed by NHS England, NHS Improvement and the 
Department of Health. This was due to previously identified significant financial risk in the 
combined plans for the NHS for 2016/17, especially in the provider sector. As a result the CCGs 
were asked to ensure the 1% non-recurrent reserve remained uncommitted throughout 2016/17.  
This effectively reduced the CCGs spending power and ability to invest. The £2.7m system risk 
reserve is the CCG’s contribution to the £800m nationally that will now be used to offset the 
current provider deficit position, and help secure a balanced position for the NHS overall. 
Commissioners are required to release the reserve at month 12 which will increase the CCG’s 
current surplus position from £5.7m to £8.5m.  Auditors have been made aware of this 
requirement to release the risk reserve in this way so this should not result in adverse audit 
reports for any organisation. 

2. CCG ALLOCATIONS

CCGs were notified of their 2016/17 Revenue Resource and Running Cost Allocations prior to the 
start of the financial year. Subsequent adjustments to allocations are highlighted below.  

In-year Revenue Resource Allocations Adjustments 
Recurrent Non Rec. 

£’000 £’000 
Q1 Eating Disorder Service Correction (AP03) 104 
Specialist Rehab Allocation (AP03) 253 
Transfer of  NHSE support re Embed and Third Party Contracts (AP04) 19 
GP Development Programme - reception and clerical training (AP05) 18 
CYP Local Transformation Mental Health (AP07) 44 
CEOV Adjustment (AP08) (-18) 
Quality Premium Awards 2015/16 (AP10) 247 
Perinatal / IAPT underspend allocation (AP10) 67 
CYP Local Transformation Mental Health 2nd Tranche (AP10) 44 
Impact of NHS PS move to market rents (AP11) 9 
Impact of NHS PS move to market rents (AP11) 23 
Transfer of HIV Specialised Services to NHSE (AP11) (-1) 
Total – In-year Allocation Adjustments 253 556 
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3.  PROGRAMME EXPENDITURE 
 
3.1  Acute Services – NHS 
 
 

Acute Services - NHS 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Leeds Teaching Hospitals 80,263 79,717 (-546) 87,560 86,964 (-596) 
Harrogate & District 18,719 19,067 347 20,421 20,801 380 
York Hospitals 1,459 1,432 (-27) 1,592 1,562 (-30) 
Bradford Teaching Hospitals 568 481 (-87) 620 525 (-95) 
Mid Yorkshire Hospitals 430 403 (-26) 469 441 (-28) 
Airedale 310 283 (-27) 338 310 (-29) 
Other NHS Trusts 164 259 95 179 290 111 
Commissioning Reserve 411 250 (-161) 445 468 23 
Total – Acute NHS 102,325 101,892 (-432) 111,623 111,359 (-264) 

 
 
Leeds Teaching Hospital NHS Trust (LTHT) is a live PBR contract which means that if activity 
increases the CCG will pay more and vice versa. The CCG is currently forecast to under trade by 
£600k.  All outstanding challenges have been agreed and following the internal review of activity 
projections from each of its clinical service units (CSUs) LTHT have calculated the additional 
activity expected in the last few months of the year. In preparation for the end of the financial 
year and the agreement of balances process between commissioners and provider a final value of 
£86,964k has been agreed, which will be reconciled when March 2017 data is available. 
 

 
 
 
The Month 10 trading report shows a year to date underspend of £781k which is predominantly 
due to reduced activity in electives and day cases within Urology, Breast Surgery, Trauma & 
Orthopaedics and Ophthalmology specialties. There is one main over-trading specialty which is 
Gastroenterology which is being driven by increases in Endoscopy and Colonoscopy activity. Non 
electives are continuing to increase with a significant over trade against emergency excess beds.   

POD POD Desc
 Activity 
Plan 

 Activity 
Actual 

 Activity 
Variance 

 Activity 
Variance %  Price Plan  Price Actual 

 Price 
Variance 

 Price 
Variance % 

AandE Accident and Emergency 35,420 37,015 1,595 5% £4,143,061 £4,333,393 £190,332 5%
CCA Critical Care - Adult 1,765 1,565 (200) (11%) £1,480,461 £1,460,102 (£20,358) (1%)
DC Day Cases 9,767 9,419 (348) (4%) £7,282,991 £6,923,064 (£359,927) (5%)
DRUGS Non-Tariff Drugs 0 0 0 0% £4,651,196 £4,659,263 £8,067 0%
DA Direct Access 454,269 477,149 22,880 5% £2,595,124 £2,594,559 (£565) (0%)
EL Elective 2,542 2,082 (460) (18%) £6,075,039 £5,043,751 (£1,031,288) (17%)
MAT Maternity Pathway 6,232 6,095 (137) (2%) £7,650,671 £7,576,528 (£74,143) (1%)
NEL Non-Elective 9,130 10,979 1,849 20% £16,075,357 £16,103,138 £27,781 0%
OPFA Outpatient FA 29,170 28,509 (661) (2%) £3,898,568 £3,848,456 (£50,111) (1%)
OPFUP Outpatient FUP 69,275 72,329 3,054 4% £5,497,361 £5,638,197 £140,837 3%
OPPROC Outpatient Procedures 16,891 17,713 822 5% £2,811,209 £2,963,327 £152,118 5%
Other Other 82,396 77,206 (5,190) (6%) £11,035,736 £11,271,593 £235,857 2%
Grand Total 716,855 740,061 23,205 3% £73,196,772 £72,415,372 (£781,400) (1%)
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The CCG and LTHT signed the contract for 2017/18 before the national deadline of Friday 23rd 
December 2016.  
 
Harrogate and Rural District (HARD) CCG are the host commissioner for Harrogate and District 
Foundation Trust (HDFT), Leeds North is an associate with a contract plan of £20.4m. HDFT 
operate on a live PBR contract and due to this fluctuations from plan are to be expected. Based on 
the year to date position below an over trade of £380k has been forecast. Discussions regarding 
agreeing a final year end position are currently taking place. 
 

 
 
 
The Harrogate month 10 data shows a year to date over trade of £210k. The over trade in the 
outpatient procedure POD is mainly due to General Surgery and Clinical Physiology specialties.    
The elective overtrade is due to activity within the Trauma and Orthopaedic (T&O) specialty, this is 
all due to major Knee procedures, however the under trade within the day case POD for this 
specialty reduces the overall overtrade significantly.   
The non-elective under trade is due to the trauma and orthopaedic over a range of procedures. 
Additional activity of £81k has been provided via the Alwoodley clinics. 
 
 
3.2  Acute Services – Non NHS 
 
 

Acute Services – Non NHS 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Nuffield 1,135 1,209 74 1,238 1,318 80 
Spire 3,188 3,279 90 3,478 3,581 103 
Other Private Providers 1,896 2,075 180 2,068 2,274 206 
Total – Acute Non NHS 6,219 6,563 344 6,785 7,173 388 

 
All private providers are forecast to overspend. Increased activity is expected in the last quarter of 
the year in line with the expected trends experienced in previous years.  

POD POD Desc
 Activity 
Plan 

 Activity 
Actual 

 Activity 
Variance 

 Activity 
Variance %  Price Plan  Price Actual  Price Variance 

 Price 
Variance % 

AandE Accident and Emergency 6,740 6,564 (176) (3%) £784,028 £795,126 £11,098 1%
CCA Critical Care - Adult 259 203 (56) (22%) £321,853 £208,725 -£113,128 (35%)
DC Day Cases 4,300 4,061 (239) (6%) £2,692,100 £2,560,853 -£131,247 (5%)
DRUGS Non-Tariff Drugs 0 0 0 0% £774,360 £611,096 -£163,264 (21%)
DA Direct Access 105,195 126,273 21,078 20% £806,911 £900,724 £93,812 12%
EL Elective 521 565 44 8% £1,722,669 £1,926,770 £204,100 12%
MAT Maternity Pathway 670 830 160 24% £720,686 £953,774 £233,088 32%
NEL Non-Elective 2,347 2,035 (312) (13%) £3,198,038 £3,022,442 -£175,597 (5%)
OPFA Outpatient FA 9,704 10,096 392 4% £1,387,427 £1,411,304 £23,877 2%
OPFUP Outpatient FUP 19,979 20,117 138 1% £1,655,128 £1,656,068 £940 0%
OPPROC Outpatient Procedures 4,494 5,992 1,498 33% £632,169 £825,127 £192,958 31%
Other Other 24,081 26,643 2,562 11% £2,291,543 £2,289,915 -£1,628 (0%)
Other Uncoded Activity 54 54 £35,416 £35,416
Grand Total 178,290 203,433 25,143 14% £16,986,914 £17,197,338 £210,424 1%
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3.3  Mental Health (MH) & Learning Disabilities (LD) 
 

Mental Health & LD 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Leeds & York Partnerships 20,498 20,493 (-6) 22,362 22,353 (-9) 
Bradford District Care Trust 15 15 0 17 17 0 
Tees, Esk & Wear Valley 1,007 959 (-48) 1,098 1,046 (-52) 
Voluntary Sector Organisations 982 980 (-2) 1,071 1,069 (-2) 
Psychological Therapies (IAPT) 252 252 0 275 275 0 

Learning Difficulties & Elective 
Funding (OOA) 5,332 5,903 571 5,978 6,439 461 

Collaborative Fees 84 86 3 91 94 3 
MH Non Contracted Activity 94 151 57 102 165 62 
MH PSD/Other 13 13 (-0) 15 15 0 
MH Service Developments 144 144 0 157 157 0 
Total – MH/LD 28,421 28,996 575 31,167 31,630 464 

 
 
Mental Health and Learning Disabilities is currently forecasting an over spend of £464k.  The main 
issue continues to be specialist patients with complex needs, requiring different services to those 
currently provided by the LD pooled budget and Leeds and York Partnerships Foundation Trust 
(LYPFT). This means additional bespoke services have to be commissioned often out of area which 
the CCG has no current budget for.  LYPFT have incurred costs over and above the agreed contract 
for out of area patients and have received additional support from the CCG of £400k (Citywide of 
£1.65m). The CCG’s contingency reserve has been used and released to mitigate the impact of 
this. 
 
The Transforming Care Partnership (TCP) continues to support the transformation of services for 
people of all ages with a learning disability and/or autism who display behaviour that challenges, 
including those with a mental health condition.  The focus is starting to shift from a Leeds TCP 
model to explore options at a wider West Yorkshire and Yorkshire and Humber footprint.   
 
The aim of the Leeds TCP is to significantly reduce the number of inpatient beds. The reduction in 
inpatient costs will be reinvested in new models of care for community services. This will involve 
the movement of service users from low secure provision commissioned by NHSE, into community 
services where appropriate.  There are significant risks surrounding this plan including the risk of 
insufficient capital investment available, increased high cost patients and community provision 
costing more.   
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3.4 Urgent Care 
 
 

Urgent Care 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Yorkshire Ambulance Service 6,071 6,071 0 6,623 6,623 0 
Patient Transport Services 1,152 1,174 22 1,257 1,283 26 
Urgent Care – 111 462 456 (-6) 504 497 (-7) 
Urgent Care – OOH/MIU 2,117 1,966 (-150) 2,309 2,146 (-163) 
Non Contracted Activity 2,017 1,952 (-65) 2,200 2,131 (-69) 
Total – Urgent Care 11,819 11,619 (-200) 12,893 12,681 (-213) 

 
 
Activity for the 999 contract is still slightly above the contract plan but as this is a block contract 
there will be no impact on in year costs. However activity levels will be used to inform the baseline 
costs for the 17/18 and 18/19 contracts. It has been agreed that any performance penalties will be 
reinvested in the Yorkshire Ambulance Service (YAS) in order to improve services for patients.  
YAS have accepted a final offer of £186m for 2017/18 (including £1.52m non-recurrent central 
Systems Resilience funding). This is an increase from £6.6m to £6.8m for the CCG. A contract value 
of £186.2m has been agreed for 18/19 but individual CCG splits are not known yet as they will be 
based on 17/18 activity. 
 
The underspend of £163k in West Yorkshire Urgent Care is mainly due to income received from 
Minor Injury Unit (MIU) recharges to out of area CCG’s. Subject to the findings of a joint Quality 
Impact Assessment contract values have been agreed for 111 for 17/18 with an increase of £20k 
on the 16/17 floor and an increase of £16k on the 16/17 ceiling for Leeds North CCG.  
  
 
3.5  Continuing Care (CHC) 
 
 

Continuing Care 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Funded Nursing Care 2,384 2,502 118 2,601 2,730 129 
Continuing Healthcare 10,327 10,338 11 11,428 11,439 11 
Continuing Care Collaborative Staff 343 485 142 374 529 155 
Total – Continuing Care 13,054 13,324 271 14,403 14,698 295 

 
 
The Department of Health (DH) has published the new rate for NHS Funded Nursing care for 
2016/17. This has a knock-on effect for rates paid for Continuing Healthcare. The impact of the 
new rates has been built into forecasts and financial plans for future years. CHC is a demand led 
service and hence the forecast will fluctuate. The CHC budget has been increased from the 
contingency reserve to mitigate this cost pressure. 
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3.6  Community & Other Services 
 
 

Community & Other 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Leeds Community Healthcare 21,334 21,352 18 23,273 23,293 20 
Hospices 1,018 1,084 66 1,110 1,111 1 
GP CIC Beds 1,100 1,107 7 1,200 1,102 (-98) 
Reablement 622 630 8 679 667 (-12) 
Long Term Conditions and Non 
Recurrent investment. 1,586 1,613 27 1,874 1,904 30 

Children’s Services 894 891 (-3) 976 965 (-11) 
Safeguarding & Other 149 153 4 162 146 (-16) 
Better Care Fund 3,928 3,928 0 4,285 4,285 0 
Total – Community & Other 30,630 30,757 127 33,559 33,474 (-85) 

 
 
The CCG has invested non-recurrently using reserves for a variety of schemes within long term 
conditions such as new models of care for diabetes and care homes. Investment has also been 
made in prevention such as winter warmth, alcohol and social prescribing. 
 
 
3.7  Primary Care & Prescribing 
 
 

Primary Care 
Year to date Full year forecast 

Budget Expend. Variance Budget Expend. Variance 
£’000 £’000 £’000 £’000 £’000 £’000 

Primary Care Co-Commissioning 23,864 23,864 (-0) 26,036 26,036 0 
Local Enhanced Services 264 203 (-61) 288 220 (-68) 
Clinical Engagement 1,532 1,518 (-13) 1,671 1,657 (-14) 
Clinical Leads 150 156 7 163 170 7 
GP IT 491 491 0 536 536 0 
GP Prescribing 28,664 28,608 (-56) 31,406 31,306 (-100) 
Central Drugs 639 733 94 697 800 103 
Out of Hours 144 147 3 157 150 (-7) 
Oxygen 206 202 (-5) 225 220 (-5) 
Medicines Management 400 406 6 437 451 14 
GPSIs & AQPs 1,293 1,541 249 1,410 1,741 331 
Quality Premium 226 226 0 247 247 0 
Total – Primary Care 57,873 58,096 223 63,273 63,534 261 

 
 
The forecast for all Primary Care is showing an over spend of £261k. This is mainly due to AQPs 
which is a demand led service and price increases within Central drugs. 
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The forecast for Primary Care Co-Commissioning remains within budget. An agreement has been 
reached with General Practitioners Committee (GPC) on changes to the GMS contract for 2017/18 
further details are provided in the budget section of this paper. 
 
  
Prescribing over all is currently slightly over budget. The over spend in Central drugs is offset by 
GP prescribing, which is currently forecasting an under spend of £100k. 
 
 
3.8  Running Costs. 
 
The CCG running cost budget is forecasting a £769k under spend. This is due to savings made on 
CSU costs and vacancies held. The non-recurrent underspend has been used to cover increased 
activity in demand led services such as Learning Difficulties and Continuing Health Care. 
 
 
4 OTHER FINANCIAL TARGETS & INFORMATION 
 
 
4.1  Cash Drawdown 

 
Year to date remains within the target with February being 0.70%. 
 

2016/17 Month 
Drawdown Month end 

balance % 
£’000 £’000 

April 21,250   15   0.07% 
May 19,375   515   2.66% 
June 20,730   106   0.51% 
July 21,220   13   0.06% 
August 18,732   221   1.18% 
September 19,790   122   0.62% 
October 20,568   125   0.61% 
November 20,265   177   0.87% 
December 19,665   111   0.56% 
January 21,730   39   0.18% 
February 20,742   126   0.61% 
Total 224,067   1,570   0.70% 

 
 
 
 
 
 



  
 

 
Page 12 of 20 

4.2  Better Payment Practice Code (BPPC)  
 
In order to comply with the BPPC the CCG has a target to pay a minimum of 95% of invoices within 
30 days of receipt, unless alternative payment terms have been agreed. Actual performance for 
the period ending 28 February 2017 is: 
 
 
BPPC 16/17  Number £’000 
Non NHS Creditors 
Total bills paid in year 3,807 51,493 
Total bills paid within target 3,705 50,988 
Percentage of bills paid within target 97.32% 99.02% 
NHS Creditors 
Total bills paid in year 2311 160,578 
Total bills paid within target 2295 160,470 
Percentage of bills paid within target 99.31% 99.93% 

 
 
 
4.3  Debtors 
 
The CCG age debt profile as at 28 February 2017 is shown below: 
 

Debtor type 
Current 1 mth + 2 mth + 3 mth + 6 mth + 
£’000 £’000 £’000 £’000 £’000 

NHS 6 0   7 4 
Non NHS 0 2 0 0 0 
Total 6 2 0 7 4 

 
The invoices over 6 months are mainly regarding MIU recharges to North Kirklees CCG whereby 
further evidence regarding the charges has been requested.  
 
 
5  FINANCIAL PLANS 2017/18 and 2018/19. 
 
NHS Operational Planning and Contracting Guidance 2017-19 was published jointly by NHS 
England and NHS Improvement in September 2016. To support the Sustainability and 
Transformation Plans (STP) process the annual planning and contracting round was streamlined 
significantly. Two year contracts are now in place of those currently negotiated annually. 
High level CCG 2 year financial plans were resubmitted in accordance with the 27th February 2017 
deadline. The plans were developed as part of the commissioning cycle process, in line with the 
planning guidance and demonstrate compliance with business rules. The CCG is also committed to 
meet the Mental Health and GP Five Year Forward View requirements.  
 
To ensure that organisational boundaries and perverse financial incentives do not get in the way 
of transformation, from April 2017 each STP (or agreed population/geographical area) will have a 
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financial control total that is the sum of the individual organisational control totals. All 
organisations will be held accountable for delivering both their individual control total and the 
overall system control total. It will be possible to flex individual organisational control totals within 
the system control total, by application to NHS England and NHS Improvement. 
 
 
5.1  CCG Allocations 
 
 
 

REVENUE RESOURCE ALLOCATIONS 
Budget Budget 
2017/18   £’000 2018/19   £’000 

Initial  Resource Baseline 251,125 256,150 
Growth (2.0%, 2.0%) 5,025 5,084 
Sub Total -  Revenue Allocation 256,150 261,234 
Running Cost Allowance 4,360 4,360 
Sub Total - Initial Resource Limit 260,510 265,594 
Primary Care Co-Commissioning 26,522 27,203 
 HRG4+ & Identification Rules (NR) 2,320 2,357 
Total – Revenue Resource Allocation 289,352 295,154 
Brought forward Surplus (NR) 5,782 5,782 

Total    295,134 300,936 

 
 
The CCGs programme allocation growth for each of the next 2 years is 2% and a further allocation 
adjustment has been made to reflect the tariff changes for HRG4+ and the change in 
specialist/core identification rules. This increase in allocation is expected to be cost neutral, 
although early indications are that this could be a cost pressure to the CCG of approx. £500k.  
 
 
5.2  Business Rules 
 
The prime financial business rules that the CCG must adhere to are:  
• Surplus - A surplus which is the higher of 1% or 2016/17 surplus, less any agreed drawdown. 

Leeds North CCG currently has no agreed drawdown for the next 2 years. The CCG will receive 
£5.78m brought forward from 2016/17. 

• 1% Non Recurrent - The CCG is required to set aside a 1% non-recurrent fund for 2017/18, 
which includes Primary Care Co-Commissioning budgets. 0.5% will be available for CCGs to 
spend non recurrently to support transformation and change. 0.5% must remain uncommitted 
and held as a risk reserve, to be released only if approved by NHS England.  

• 0.5% Contingency - The CCG is required to have a 0.5% contingency (including the primary care 
allocation) to manage in-year pressures and financial risks.  
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The CCG has provided NHSE with assurance regarding the ability to meet these requirements in 
ensuring it has robust deliverable Quality, Improvement, Productivity and Prevention (QIPP) plans 
in place to deliver the required savings. The GP five year forward view and mental health forward 
view have also been incorporated in line with national requirements as commissioning intentions.   
 
 
5.3  CQUIN 
 
The current CQUIN scheme enables providers to earn up to 2.5% of annual contract value if they 
deliver the objectives set out in the scheme. For 2017/18 and 2018/19 the full 2.5% will continue 
to be available with the following caveats: 

• 1.5% will continue to be linked to the delivery of nationally identified indicators; 
• 0.5% will be available subject to full provider engagement and commitment to the STP 

process; 
• 0.5% will be held as a risk reserve until release is authorised. The reserve will be held by 

the provider, if it has delivered its prior year control total; or by the commissioner if the 
control total has not been delivered by the provider. 

 
 
5.4  National Tariff 
 
The tariff engagement document published in August 2016 proposed two major changes: to set a 
national tariff for 2 years; to change some currencies and top-up payments to better reflect 
different levels of complexity and current clinical practice (HRG4+). 
 
Cost uplifts in the national tariff have been set at 2.1% for each of the next two years. Efficiency 
requirements have been set at 2%, giving a net tariff uplift of 0.1% in both years. 
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6 BUDGETS 2017/18. 
 
6.1  Net Operating Costs 
 
Budgets have been prepared using 2016/17’s forecast outturn rolled forward and adjusted to 
reflect expected 2017/18 contract values. 
 

NET OPERATING COSTS 
  

Budget 
£’000 

Purchase of Healthcare:   
Acute Services – NHS 116,430 
Acute Services – Non NHS 6,631 
Urgent Care 12,590 
Mental Health & Learning Disabilities 32,267 
Community & Other Services 34,054 
Continuing Care 14,591 
Primary Care 63,576 
Total – Purchase of Healthcare 280,140 
    
Running Costs 4,360 
    
Reserves:   
Planned Surplus (Non recurrent B/F from 2016/17) 5,782 
Earmarked reserves 612 
Contingency 0.5% 1,413 
Non recurrent reserve 1% 2,827 
Total – Reserves 10,634 
    
Total – Net Operating Costs 295,134 

 
 
 
Further analysis is provided in the following sections. 
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6.2  Acute Services – NHS 
 
 

Acute Services - NHS 
  

Budget 
£’000 

Leeds Teaching Hospitals 91,063 
Harrogate & District 21,153 
York Hospitals 1,563 
Bradford Teaching Hospitals 525 
Mid Yorkshire Hospitals 444 
Airedale 347 
Other NHS Trusts 74 
Commissioning Reserve 1,262 
Total – Acute NHS 116,430 

 
The LTHT budget is based on 2016/17 activity adjusted for a number of activity, pricing & coding 
amendments including the HRG4+ price increase and identification rules changes. This budget has 
increased by just over £4m but includes the additional £2.3m allocation received for HRG4+ and 
identification rule changes. LTHT have signed a 2 year live PBR which could be a significant 
financial risk to the CCG if growth in activity isn’t effectively managed.  
 
Harrogate’s budget is based on 2016/17 activity levels and will continue to be a live PBR contract. 
This budget has also increased due to HRG 4+, identification rule changes and a change in how 
avoidable readmissions have been calculated notified in early 2016. 
  
 A commissioning reserve has been set aside which will be used in-year if this additional activity 
materialises or if QIPP schemes fail to deliver intended outcomes. 
 
 
6.3  Acute Services – non NHS 
 

Acute Services – Non NHS 
  

Budget 
£’000 

Nuffield 1,200 
Spire 3,572 
Other Private Providers 1,860 
Total – Acute Non NHS 6,631 

 
The budgets for non NHS providers are based on 2016/17 forecasts. 
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6.4  Mental Health & Learning Disabilities 
 
 

Mental Health & LD 
  

Budget 
£’000 

Leeds & York Partnerships 22,337 
Bradford District Care Trust 1,099 
Tees, Esk & Wear Valley 18 
Voluntary Sector Organisations 1,069 
Psychological Therapies (IAPT) 275 
Learning Difficulties & Elective Funding (OOA) 6,931 
Collaborative Fees 95 
MH Non Contracted Activity 102 
MH PSD/Other 7 
MH Service Developments 333 
Total – MH/LD 32,267 

 
NHSE planning guidance requires that investment within Mental Health has to be at least in line 
with the CCG’s overall growth to ensure Mental Health ‘Parity of Esteem’. This has been reflected 
in the budgets set.  
 
The Learning Difficulties and Elective Funding Panel budget has been increased to account for 
increased activity, costs and complex service users within 2016/17. Collaborative work within this 
area with the Local Authority, NHSE and the TCP will continue to address current issues around 
increased costs. 
 
6.5  Urgent Care 
 
 

Urgent Care 
  

Budget 
£’000 

Yorkshire Ambulance Service 6,816 

Patient Transport Services 1,256 

Urgent Care – 111 524 

Urgent Care – OOH/MIU 2,295 

Non Contracted Activity 1,700 

Total – Urgent Care 12,590 
 
 
YAS have accepted a final offer of £186m for 2017/18 this is still a block contract but the individual 
splits across CCGs has been revised to reflect actual activity in 2016/17.  A contract value of 



  
 

 
Page 18 of 20 

£186.2m has been agreed for 18/19 but individual CCG splits are not known yet as they will be 
based on 17/18 activity. 
 
 
6.6  Continuing Care (CHC) 
 
 

Continuing Care 
  

Budget 
£’000 

Funded Nursing Care 2,766 
Continuing Healthcare 10,730 
Neurological Rehabilitation 576 
Continuing Care Collaborative Staff 518 
Total – Continuing Care 14,591 

 
CHC is a demand led service and the budget has been increased to reflect ta 40% national price 
increase from £112 to £156.25 in FNC rates introduced in 2016/17. The price has been reviewed 
and reduced in 2017/18 by £1.20 from £156.25 to £155.05.  
 
 
6.7  Long Term Conditions, Community & Children 
 
 

Community & Other 
  

Budget 
£’000 

Leeds Community Healthcare (LCH) 23,660 
Hospices 1,172 
GP CIC Beds 1,199 
Additional CIC beds 550 
Reablement 667 
Long Term Conditions 946 
Children’s Services 947 
Safeguarding & Other 173 
BCF 4,430 
Other non recurrent  310 
Total – Community & Other 34,054 

 
LCH have agreed a 2 year block contract which includes The LCH 2 year contract for 2017/18 and 
2018/19 has been agreed and signed. The agreed citywide 17/18 contract value is £100.2m 
including:  

• Recurrent addition of £0.5m to support sustainability in Neighbourhood Teams and CAMHS 
(including CIP protection over 2 years)  
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• £0.5m Non-recurrent Funding to support service transformation and increased efficiency in 
Neighbourhood Teams (to fund the roll-out of Electronic Patient Records and E-rostering 
systems).   

 
The agreed contract value for 18/19 is £99.44m.  
 
 
6.8  Primary Care 
 
 

Primary Care 
  

Budget 
£’000 

Primary Care Co-Commissioning 26,522 
Local Enhanced Services 288 
GP Five year forward view 350 
Clinical Engagement 1,671 
Clinical Leads 143 
GP IT 536 
GP Prescribing 30,906 
Central Drugs 697 
Out of Hours 157 
Oxygen 225 
Medicines Management 511 
GPSIs & AQPs 1,570 
Total – Primary Care 63,576 

 
A National has been reached with General Practitioners Committee (GPC) on changes to the GMS 
contract for 2017/18.  Key changes include: 

• A pay uplift of 1% (based on DDRB formula) and an uplift on expenses of 1.4% 
• Payments for indemnity costs that will be made based on registered patients at 51.6p per 

patient 
• An increase in the value of a Quality and Outcomes Framework (QOF) point 
• The payment fee for the Learning Disabilities Health Check Scheme will increase from £116 

to £140 per health check 
• Various new contractual requirements will be introduced during 2017/18 

 
The CCG will continue to work with NHS England and map through the impacts to 2017/18 
budgets.  There will also be discussions to understand how the changes can support local strategic 
plans for strengthening the quality of general practice services and making more effective use of 
NHS resources, and how the changes might need to be reflected in co-commissioning plans. 
 
Prescribing has remained at 2016/17 budget as although prices have increased effective use of 
resources has ensured that costs remain within the budget. 
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7  Financial Risks 
 
The key financial risks for the CCG include: 

• System sustainability:  Delivery of year on year efficiency savings within local NHS Trusts is 
becoming increasingly more difficult. Government funding cuts to the Local Authority, 
including Public Health, will continue to place significant financial pressures on health & 
social care services for the foreseeable future. The spending power of CCGs has 
significantly reduced over the last few years due to minimal allocation growth, changes to 
tariff and business rules. 

• QIPP schemes:  The medium to long term financial sustainability of the CCG depends on 
the delivery of QIPP targets. The Director of Commissioning is currently working with 
colleagues in Leeds and across West Yorkshire to identify opportunities for more efficient 
& effective commissioning. There is a risk that any slippage in the identification and 
delivery of schemes will increase the pressure on the CCG and prevent the delivery of 
commissioning intentions. Progress will be monitored in Leeds CCGs via the Commissioning 
for Value group. 

• Mental health & learning disabilities: there are a growing number of patients with complex 
needs that have stepped down from being the responsibility of NHS England commissioned 
specialist services. Additional bespoke services have to be commissioned, often out of 
area, at significant cost. There is a risk that this puts significant financial pressures on CCGs 
if there isn’t a corresponding flow of funds from NHS England. 

• Demand for health services:  the demand for NHS services is constantly increasing across 
all health sectors. With the live nature of acute contracts and increases to tariff prices, 
there is a risk that the financial position becomes unsustainable if demand isn’t effectively 
managed.  
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Summary Report 
Meeting: Board  Date: 29 March 2017 
Agenda Item: 200a.2017 
Report Title: Board Assurance Framework 2016/17 
Prepared by: Val Stewart, Governance Manager 
Executive Lead: Martin Wright, Chief Financial Officer 
Presented by: Martin Wright, Chief Financial Officer 
Other meetings presented to: Governance Performance and Risk Committee – March 

2017 
Purpose of Report 
Approval √   Decision  
Assurance √   Information and Comment √   
Strategic Objectives (tick all that apply 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
The Board Assurance Framework provides a structure and process that enables the CCG to 
focus on the principal risks to achieving its strategic objectives and be assured that adequate 
controls are operating to reduce these risks to acceptable levels (the risk appetite). The risk 
appetite is the level of risk the CCG has agreed to take to achieve the strategic objective. This 
enables the CCG to take opportunities which may be innovative and therefore carry a higher 
level of risk however the potential outcomes outweigh that risk. If a risk is operating above the 
agreed level, this must be appropriate and there must be clear actions in place to ensure that 
once the actions are complete the risk score will reduce to the appetite level or below. 
 
All amendments to the contents of the risks can be seen in blue text within the document. A 
summary of updates is provided on page 2 of the BAF which include: 
 

• The mitigating actions have been updated for risks 1, 3, 6 and 11; 
• A number of amendments have been incorporated to risks 4, 5 and 9; and  
• Risk 10 has been updated to reflect the proposed one voice governance arrangements. 

 
The CCG Governance, Performance and Risk Committee reviewed the BAF and noted the 
changes since the last meeting but required further information in relation to the mitigating 
actions for risk 3, relating to ineffective patient engagement. The committee also 
recommended that additional narrative is provided as to what actions or updates have 
occurred, in relation to the strategic risks, since the last meeting. This will be developed with 
the director lead for each risk and incorporated into the paper at the next meeting. 
 
The Joint Leeds North CCG and Leeds South and East CCG Quality and Safety Committee 
reviewed risks 4 and 5 which are aligned to the committee. The committee noted the risks and 
the updates since the last meeting. 
 
The CCG Board is asked to review and comment on the BAF, noting the updates since the 
last meeting. 
 
Key Recommendations 
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The CCG Board is asked to review and comment on the BAF, noting the updates since the 
last meeting. 
 
Assurance Framework 
All risks 
Next Steps 
The Board Assurance Framework will be updated to reflect discussions at GPR, Board 
and any other updates. The updated version will be presented to Director leads, CCG 
committees and at the next Board meeting. 
 
Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
 



 

 

 

Board Assurance Framework (BAF) 2016-2017 
 

Introduction 
 

The Board Assurance Framework (BAF) sets out how NHS Leeds North CCG will manage the principal risks to delivering its strategic objectives. The 
BAF enables the Board to corporately assure itself (gain confidence, based on evidence). The framework aligns risks, key controls and assurances 
alongside each objective.  

   
Where gaps are identified, or key controls and assurances are insufficient to reduce the risk of non-delivery, action needs to be taken. Planned actions 
will enable the Board to monitor progress in addressing gaps or weaknesses and to ensure that resources are allocated appropriately. 
 
Board responsibility for the BAF  

 
 It is for the Board as the corporate head of the CCG to: 

• Establish strategic objectives. 
• Identify the principal risks that threaten the achievement of these aims. 
• Identify and evaluate the design of key controls intended to manage these principal risks. 
• Set out the arrangements for obtaining assurance on the effectiveness of key controls across all areas of principal risk. 
• Evaluate the assurance across all areas of principal risk. 
• Identify positive assurances and areas where there are gaps in controls and / or assurances 
• Put in place plans to take corrective action where gaps have been identified in relation to principal risks. 
• Maintain dynamic risk management arrangements including a well-founded risk register.  

 

Assurance 

The BAF provides the basis for the preparation of a fair and representative Annual Governance Statement.  It is the subject of annual review by both 
Internal and External Audit.  
 
V2 17.03.17 
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Summary of strategic risks 

Strategic Objective Risk to delivering the objective 
Initial Score 

(without 
controls) 

Current 
Score 

Risk 
appetite Key changes since last review 

1. The people of North 
Leeds will live independent 
and healthier lives 

1. Resources are not targeted effectively to areas of most 
need, leading to failure to improve health in the 
poorest areas  

16 6 8 Updates made to actions and gaps in assurance 

2. Inability to influence behavioural change, leading to 
failure to improve health and well being  16 8 9 Update made to actions 

3. Ineffective engagement with patients and the public, 
leading to commissioning decisions which do not meet 
the needs of our population  

16 9 9 
 
Updates made to gaps in assurance and mitigating 
actions 

2. The people of North 
Leeds will receive 
accessible, quality and 
supportive services 

4. Failure to drive quality improvement, leading to 
commissioned services not reflecting best practice and 
improving care 

16 8 12 
 
Updates made to actions, assurances and gaps in 
assurance 

5. Providers fail to meet quality standards,  leading to 
poor quality and unsafe care 20 8 8 

Updates made to controls, actions, assurance and 
gaps in assurance 

6. System-wide or provider capacity shortfalls, leading to 
a failure to meet patient needs 20 16 12 Updates made to actions 

7. Inability to develop a population health management 
approach, leading to a failure to shift care out of 
hospital settings  

20 12 12 
 
Reviewed and no changes made 

8. Member practices do not fully engage and participate, 
leading to decisions which are not clinically led 10 5 6 Reviewed and no changes made 

 
3. The CCG will deliver a 
well-led and sustainable 
health and social care 
system 
 

9. Failure to achieve financial stability and sustainability, 
leading to an inability to fund the CCG’s strategic 
objectives  

20 9 9  
Updates made to controls, assurance and actions 

10. Governance and risk management arrangements are 
not clear, robust and transparent, leading to poorly 
informed decisions and reputational harm to the CCG 

20 6 6 Updates made to controls, assurances, actions & 
gaps 

11. Failure to secure the capacity and skills needed to be 
sufficiently agile, leading to an inability to respond 
quickly and effectively to change 

16 12 9 Updates made to  actions 

12. Failure to work successfully with partners to integrate 
services, leading to duplication, waste and inefficiency 20 9 9  

Reviewed and no changes made 
 



 
Risk 1:   Resources are not targeted effectively to areas of most need, leading to failure to improve health in the poorest areas Lead Director/risk owner: Sue Robins/Rob 

Goodyear 
Strategic Objective 1:   The people of North Leeds will live independent and healthier lives Date last review: 21 February 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16 
Current score: 
2 x 3 = 6 
Risk appetite: 
2 x 4  = 8 
 
 

Rationale for current risk score: 
The CCG is working in partnership with health and social care organisations to ensure that all 
patients are receiving the necessary resource to deliver health improvement and address health 
inequalities. The CCG has established a number of controls, recently reviewed by internal audit, 
to target existing commissioning resources to populations of most need. The financial position of 
the CCG and local authority will mean this risk score will remain the same for the foreseeable 
future. 
Rationale for risk appetite: 
We need to reduce the likelihood of this risk happening through robust commissioning and 
working with the wider health and social care economy. However, the potential impact of this 
risk, should it occur, will always remain high. 

Controls (what are we currently doing about the risk?): 
• Close working relations with Health partnerships in Leeds City Council (LCC) 
• Actively apply intelligence from the Joint Strategic Needs Assessment into commissioning intentions and in year decision making 
• CCG inequalities action plan to co-ordinate targeted work across CCG objectives and in year work plans e.g. migrant health 
• CCG Inequalities action plan has been risk assessed to identify risks to reducing health inequalities during period of 

organisational change and transition. 
• MOU with LCC for public health advice and support and ensures Public Health alignment with CCG objectives 
• Active partner of the ENE HWB executive with a key focus to address inequalities 
• CCG provides targeted facilitation support within Chapeltown, Seacroft, Gipton and Little London localities 
• Leeds North mental health needs assessment   
• Recurrent Health Inequalities funding secured for practices with 900 of population living in deprived Leeds 
• Specific 2% funds allocated to support initiatives linked to deprivation eg additional capacity for practices to work collaboratively 

to address culture of non-engagement/non-attendance and to increase uptake of screening/imms and NHS Healthcheck 
• Differential investment of PMS premium to reduce premature mortality within our most deprived populations 
• Investment in Social prescribing  proportionately targeted towards areas of highest  deprivation 
• Commissioning of improved outcomes for complex and vulnerable patients within CCG core engagement scheme  
• Development of Practice level profiles supporting practices to better understand and therefore meet the needs of their local 

population   
• Local criteria for estates technology transformation fund bids included health inequalities and proactive work undertaken to 

support bids from most deprived practices 
• Effective delivery of Mental Health framework  which includes ensuring parity of esteem between mental and physical health 
• Internal audit on  extent to which the CCG is targeting resources towards reduction of health inequalities 

Mitigating actions(what more should we be doing?): 

Action Owner Due by  
HWB joint plan with LSE  
CCG for the inner east  

Lucy 
Jackson 

Ongoing 

Third Sector Grant 
scheme targeting 
gaps. Process to be 
reviewed under one 
voice  

Rob 
Goodyear 

30/06/2017 

Implementation of 
recommendations 
identified within internal 
audit report on health 
inequalities 

Lucy 
Jackson 

31/01/2017 

Citywide discussions 
regarding resources and 
capacity required to 
support populations of 
need being progressed 
through ‘One Voice’ and 
Leeds Plan. 

Rob 
Goodyear 

30/06/2017 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Outcomes Framework includes key metric to measure success in reducing inequalities for health-related Potential Years of Life 

Lost  
• Health and Wellbeing Board reports/National surveys show improvements in reducing health inequalities within Leeds 
• Improved health outcomes reported in the JSNA 
• New Health and Wellbeing Strategy targets the reduction in health and social inequalities 
• Equality and diversity assessments conducted for new workstreams, policies and procedures 
• High level indicators against  Mental Health framework outcomes being developed  as part of citywide dataset 
• Metrics in place to measure impact of 2% projects 

Gaps in assurances (what additional assurances should 
we seek) 
• Clarity regarding approach to primary care resourcing 

/ investment at citywide level within the context of  
relative levels of deprivation across the city and wider 
population health management approach (PHM) 

• Assurance that meeting the needs of our most 
deprived populations is not being hampered by the 
fact that they span CCG boundaries – will be 
improved under one voice 

Additional Comments: Significant assurance from internal audit Risk register: 475, 305, 525 
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Risk 2:  Inability to influence behavioural change leading to failure to improve health and well being  Lead Director/risk owner 
Lucy Jackson 

Strategic Objective 1:   The people of North Leeds will live independent and healthier lives 
 

Date last review: 
2 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16  
Current score: 
2 x 4 = 8  
Risk appetite: 
3 x 3 = 9 

Rationale for current risk score: 
Changing behaviour will enable patients to take more ownership of managing their 
health and have overall control of their health and wellbeing.  
 
Rationale for risk appetite: 
Implementing new strategies to encourage behavioural change requires an increased 
risk appetite to enable innovation. 
 

Controls (what are we currently doing about the risk?): 
• Programmes to encourage patients to take more control of their health &wellbeing 
• Within the Leeds Plan there is a workforce element of working including health coaching  
• Prepare health and care professional to have collaborative conversations under the citywide self-

management action plan – Year of care; self-management courses/support/apps etc 
• Engagement with review and reprocurement of healthy living services 
• Practice engagement scheme 
• TeleX work programme 
• Engaging communities e.g. Community Voices, surveys, focus groups. 
• Online booking facilities 
• Co-designing of care pathways 
• CQUINS to improve provider care 
• STP process in development around 4 key workstreams, links to Health & Well Being Strategy to 

support financial and productivity expectations 
• Focussed support for the central 4 on healthy living 
• Work with A&E - influencing patient behaviour, GPs in A&E 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Messages to citizens re winter planning Jason 

Broch 
Completed 

Leeds Plan and STP workstreams Lucy 
Jackson 

April 2017 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Increase in patient self-management reported via the citywide self-management action plan 
• Outputs from review of the healthy living services 
• Uptake of practice engagement scheme 
• Patient feedback/patient profiles 
• IAPT quarterly reports 
• CQUIN reports 
• STP  plans and updates on delivery 
• Health and Wellbeing Board reports/National surveys show improvements within Leeds 
• Mindwell usage regularly monitored through city-wide steering group.  Feedback invited from users. 
• Leeds MIND peer support hub, good progress has been made 
• Development of system plan to implement health coaching 

Gaps in assurances (what additional assurances should we seek) : 
Effective evaluation of impact of mental health interventions on 
changing behaviour.  The pilot has now completed and the findings 
shared with self-management steering group. 
CCG staff wide engagement in the ‘one voice’ discussions 
Effective delivery of Improving Access to Psychological Therapies 
(IAPT)  

Additional Comments:  
 

Risk Register: 524 
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 Risk 3:   Ineffective engagement with patients and the public leading to commissioning decisions which do not meet the needs of 
our population 

Lead Director/risk owner 
Sue Robins/Rob Goodyear 

Strategic Objective 1:   The people of North Leeds will live independent and healthier lives Date last review: 
21 February 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4  = 16 
Current score: 
 3 x 3 = 9 
Risk appetite: 
 3 x 3 = 9 
 

Rationale for current risk score: 
Commissioning care to meet the needs of the local population is integral to delivery of 
the strategic objectives of Leeds North CCG.  
Rationale for risk appetite: 
Engagement is key to ensuring that our commissioning decisions meet the needs of 
the population. The Communications and Engagement team has been reviewed on a 
city wide basis and a new city wide Head of department is in place to support 
collaborative working. 

Controls (what are we currently doing about the risk?): 
• Communications and Engagement strategy: 

o Embedding patient and public involvement into the commissioning cycles of the CCG 
o a thorough forward planning system for PPI 
o plans to manage and improve stakeholder relations 
o develop and improve population level involvement of people in North Leeds 

• PPI groups – Community Voices, Virtual Practice Reference Group Network.  PPI Working Group  
• Well established ‘Together We Can’ user involvement in mental health services  
• Patient Assurance Group 
• Agreed citywide process for decommissioning to be followed and submitted through relevant governance of Commissioning for 

Value Group including communications and engagement 
• Assisting commissioners to ensure robust planning and delivery of CEED plans 
• Joint assurance planning with commissioning teams 
• Improved commissioning intentions process  
• Patient leader programme available city wide 
• “Three Things” Communications campaign, analysis received and being presented to Executive in August. 
• Three Things themes being incorporated into key pieces of strategy work eg GPFV delivery plan 
• eMBED have been appointed on a three year contract to provide E&D support for the new E&D model 

Mitigating actions (what more should we be doing?): 
 

Action Owner Due 
by 

Clarifying WYSTP lay 
member roles to improve 
assurance flow to the CCG 

Graham 
Prestwich 

April 
2017 

One voice governance 
review to review PAG 
arrangements 

Nigel Gray May 
2017 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Evaluation of public consultation and engagement work –Influence of ‘Together we can’ on Mental 

Health Framework and service redesign  
• Patient feedback, PALs data and complaints data review and evaluation 
• Internal audit review of Stakeholder Engagement provided ‘significant’ assurance 
• New CCG website launched Sept  2016 
• New model of E&D established within LNCCG 
• Biannual updates to Board (in PPI Board paper) of the C&E strategy ‘action tracker’ with RAG rating for 

actions. 
• Quarterly updates of each commissioning team’s ‘Assurance Plans’ to be presented to the CCG’s PPI 

working group 
• PAG summaries reported to Board  
• PPI update reports to Board  
• PPI Working Group’s Chair (DoC) to escalate issues to Board if not assured by quarterly updates at PPI WG. 

Gaps in assurances (what additional assurances should we seek):  
• Assurance that we are taking a ‘universal proportionalism’ 

approach to comms, with increased effort with individuals and 
communities in most need  

• Review use of market segmentation (Mosaic) to target comms 
appropriately as part of C&E action place 

• Leeds North is not the lead commissioner for an increasing 
number of contracts e.g. YAS  

Pressure on resources, due to staffing, may strain on engagement 
activity 
Concern that One Voice is focusing on management restructure rather 
than maintaining excellent clinical engagement and a local focus  

Additional Comments: Risk Register: 576 

0
10
20

Current
Score

Risk
Appetite



 

 

 

 
Risk 4:  Failure to drive quality improvement leading to commissioned services not reflecting best practice and improving patient care 
 

 
Lead Director/Risk Owner 
Clare Linley/Manjit Purewal 

Strategic Objective 1:   The people of North Leeds will receive accessible, quality and supportive services Date last review: 
02 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16 
Current score: 
2 x 4 = 8 
Risk appetite: 
3 x 4 = 12 
 
 

Rationale for current risk score: 
The CCG focuses on receiving quality assurance, rather than driving quality 
improvement. The CCG’s strategy is to improve the quality of care for patients and is 
now responsible for co-commissioning primary care with NHS England. 
 
Rationale for risk appetite: 
Successful implementation will deliver improvements in the quality of care, but the 
potential impact on patients in the future if the CCG fails to drive quality improvement 
remains high. 

Controls (what are we currently doing about the risk?): 
• Quality and Safety Committee oversight of improvement initiatives – looking to focus more 

citywide 
• LIQH funding been approved for the year and is part of LAHP 
• CQUINS in place with all providers 
• Provider Management Groups looking to join up to support care pathway developments 
• Contract mechanisms for reporting patient experience 
• Contract Management Board – in place with all providers 
• Primary Care Quality Improvement Group - systematic approach to understanding quality 

improvement priorities across the CCG.  
• Internal audit of Primary Care Quality Improvement Group - plan 
• Mental health framework delivered through the Mental Health Partnership Board chaired by 

Adult Social Care  
• Provider contracts in place 

Mitigating actions (what more should we be doing?): 

Action Owner Due by  
One Voice clinical leadership review in progress Manjit 

Purewal 
March 
2017 

Review of Quality Governance arrangements to 
ensure appropriate controls and assurances are 
in place 

Clare 
Linley 

Complete
d 

Implement recommendation of quality 
governance review and use to inform one voice 
governance arrangements as developed 

Clare 
Linley 

May 2017 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Internal Audit of primary care commissioning provided significant assurance 
• CQUIN reports at all provider management groups 
• Quality performance groups report to CMB 
• Providers share workforce plans when changing services or organisational changes 
• Annual workforce assurance report 
• Locality team reviews practice-level quality profiles and provides specific support in relation to quality issues and 

themes 
• Tracking of specific CCG QP 
• Indicator set for  mental health framework outcomes  
• Regular report from providers on clinical effectiveness 
• Internal audit review of primary care quality assurance processes 

Gaps in assurances (what additional 
assurances should we seek) : 
Leeds Institute for Quality healthcare funding to 
be agreed 
 
 

Additional Comments: Risk Register: 583, 472, 540, 44, 27, 610, 226  
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Risk 5:  Providers fail to meet quality standards  leading to poor quality and unsafe care Lead Director/risk owner: Clare Linley/Manjit Purewal 
Strategic Objective 1:   The people of North Leeds will receive accessible, quality and supportive services Date last review: 2 March 2017 
Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 5 = 20  
Current score: 
2 x 4 = 8  
Risk appetite: 
2 x 4 = 8 

Rationale for current risk score: 
The CCG has in place quality standards, and measures quality outcomes to try and 
assure the quality of care.  
Rationale for risk appetite: 
A risk appetite of 8 has been applied as the CCG aim is to minimise the likelihood of 
the risk occurring.  The consequences of failure remain high due to the risk to patient 
safety. 

Controls (what are we currently doing about the risk?): 
• Contract Management Boards monitor quality standards against the NHS contract and KPIs 
• Provider and CCG joint quality performance meetings monitor standards of quality and action plans where this is below 

agreed/expected 
• West Yorkshire Quality Surveillance Groups share and triangulate quality issues/concerns. 
• Joint Leeds North/Leeds South and East Quality and Safety Committee reviews quality reports, including key metrics 

e.g. Safer Staffing, Family and Friends, Serious incidents 
• Governance, Performance and Risk Committee reviews performance 
• CQC inspection programme – reports and action plans are monitored via provider quality meetings 
• Internal audit of quality information and assurance processes identifies gaps in assurance 
• NHS Improvement working with LTHT to achieve sustainable performance and finance position 
• NHS working with LTHT and LYPFT to achieve sustainable position 
• Primary care quality report  reviewed at Quality and Safety committee 
• Regular programme of clinical and managerial visits to providers  
• System Resilience Assurance Board 
• Health & Social Care Scrutiny programme 
• High level quality assessment of Care Homes in CCG footprint made.  
• Assurance reporting to Joint Quality and Safety Committee established including care home quality  
• Prioritisation of Care Homes needing support in progress with active support to individual Care Homes failing to meet 

quality standards in place. 
• Establishment of joint city wide health and local authority care home group to lead on assurance of quality 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Put in place mechanism for 
providing assurance regarding 
care home quality 

Clare Linley Completed 

Review of quality governance 
arrangements to ensure 
appropriate controls and 
assurances are in place 

Clare Linley Completed 

Implement 
recommendation of quality 
governance review and use 
to inform one voice 
governance arrangements 
as developed 

Clare Linley May 2017 

WY-wide resource review. Nigel Gray  Feb 2017 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Provider quality performance meetings report to CMB and CMB minutes reviewed at GPR 
• Internal audit report on contract and provider management and of primary care assurance processes 
• NHS engagement to assist in system flow both at LTHT and LYPFT  
• Performance reports to GPR 
• Outcomes and updates of STP discussed at board and executive 
• CQUIN performance reports to quality meetings and Contract Management Board 
• SRAB report including  A&E Recovery Plan 
• CQC assessments: LTHT ‘good’, 25/26 general practices ‘good’, St Gemma’s ‘outstanding’  
• Quality assurance identified 2 practices requiring improvement support 
• Care homes bed summit 
• Care Home Assurance reporting to Joint Quality and Safety Committee established 
• Establishment of assurance reporting using primary care integrated quality and performance dasahboard 

Gaps in assurances (what additional assurances should we 
seek) : 
• Greater and more locally visible NHS area team contract 

management for specialised commissioning  
• Assurance regarding quality in care homes 
• eMBED primary care dashboard not fit for purpose and not 

delivering as per contracted to do so. Interim solution has been 
found. 

 

Additional Comments:  Risk Register: 604, 334, 333, 28, 603, 466, 600, 635, 470, 358,339, 532,359,338,286,611 
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Risk 6:   System-wide or provider capacity shortfalls leading to a failure to meet patient needs ( not demands) 
 

Lead Director/risk owner 
Nigel Gray 

Strategic Objective 1: The people of North Leeds will receive accessible, quality and supportive services Date last review: 
2 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
4 x 4 = 16 
Risk appetite: 
3 x 4 = 12 
 

Rationale for current risk score: 
Capacity challenges have increased within the system, increasing the  risk score to 16. 
 
Rationale for risk appetite: 
Integrated working with providers has improved and contained the likelihood of any 
shortfalls within the system. However, the potential consequences of failing to meet 
patient needs remain high, as they are nationally. Staffing pressures are high. 

Controls (what are we currently doing about the risk?): 
• System Resilience Assurance Board (SRAB) (4 hr delivery Board) – 

Chaired by LNCCG on behalf of the city. ToR have been reviewed, focus 
and membership clarified and operational group established. 

• System Flow Board operational –chaired by LNCCG on behalf of city. 
• SRAB dashboard created. 3 ‘obsessions’ agreed. 
• Emergency Care Standard action plan monitored and reporting  
• New financial performance and accountability framework adopted at 

SRAB. 
• Monthly activity, financial, performance and quality reporting  
• Non-recurrent investment in RTT and system resilience maintained until 

April 2017. 
• Contingency fund for winter – until April 2017. 
 

Mitigating actions (what more should we be doing?): 

Action Owner Due by  
Area team supporting SRAB, sharing West Yorkshire-wide as 
issues affect all health and social care economies 

Nigel 
Gray 

April 
2017 

NHSI support to drive external challenge refocused Nigel 
Gray 

1/4/17 

On-call training pack reviewed. Training arranged. Nigel 
Gray 

Complete 

System resilience leads meeting to align escalation protocols and 
actions 

Nigel 
Gray 

February 
2017 

Comprehensive SITREP action plan developed Nigel 
Gray 

February 
2017 

Leeds system bed summit follow up to focus on key action of 
looking strategically at whole system Leeds bed requirements 

Nigel 
Gray 

March  
2017 

Procedure to assess clinical and quality risk to patients in 
alignment with the Resource Escalation Action Plan 

Clare 
Linley 

February 
2017 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Area team assurances as per our SRAB and ECS action plan sign off and monitoring  
• Area team quarterly CCG reviews – rated as good 
• DTOC relatively stable and A&E attendance shows increase – revised action plan agreed. 
• Medically fit for discharge patients high, but monitored and discussed daily. 
• WY wide urgent care Vanguard provides opportunity to test, attract funds and ensure consistency of approach – return on 

investment profiles and evaluation being agreed with NHSE. 
• Acceleration zone work with NHSI and NHSE to achieve 95% ECS target and 30% clinical disposition rate with YAS West 

Yorkshire-wide by 1 March 2017 
• National and regional benchmarking of performance and delivery of constitutional standards 
• Community Bed Strategy review with clear recommendations for 2017/18 
• Operational Resilience Group redesigning and integrating the discharge service to reduce duplication and increase efficiencies  
• Audit of current system – recommendations to next SRAB 

Gaps in assurances (what additional 
assurances should we seek) : 
 
Concerns were raised in regard to 
how the system assesses the clinical 
risk and quality impact on patients 
when the Resource Escalation Action 
Plan is escalated to increased levels 

Additional Comments: Due to the current system pressures the system is operating at an escalated 
level to which extensive action plans are in place to support system flow.  

Risk Register: 593, 541, 628, 616 
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Risk 7:  Inability to develop a population health management approach,  leading to a failure to shift care to out of hospital settings 
 

 
Lead Director/risk owner 
Manjit Purewal 

Strategic Objective 2:   The people of North Leeds will receive accessible, quality and supportive services  Date last review: 
2 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20  
Current score: 
3 x 4 = 12  
Risk appetite: 
3 x 4 = 12 

Rationale for current risk score: 
The current NHS system focuses on ill health and is provider/partner focussed.  
We need to establish a population health management approach to provide patient centric 
care which improves health and wellbeing outcomes and reduces duplication and therefore 
cost. 
Rationale for risk appetite: 
Commissioning for outcomes from providers working in a more accountable way will 
increase focus on prevention and help shift care to out of hospital settings. A higher risk 
appetite is required to enable the innovation needed to deliver population heath 
management through the realignment of risks, incentives and move to strategic 
commissioning and accountable care provision. 

Controls (what are we currently doing about the risk?): 
• 5YFV and local approaches to population health management (PHM) discussed and new Population Health 

Management group established  
• Locality Team supporting practices and localities 
• Locality Team inverting to support integration and collaboration  
• Good engagement with GP members regarding developing approach to PHM 
• Board workshops and ongoing discussions regarding PHM and implementation 
• Explicit connect between GPFV delivery plan and the citiy’s PHM approach 
• Funded locality leadership model in place to fund time for GP, practice manager and practice nurse leaders to engage 

and develop new models of care locally 
• Locality Team aligning existing BCF initiatives, core engagement scheme and Enhanced Services in 16/17 to take a 

population based approach to commissioning primary care and support greater integration. 
• Consulting localities on most appropriate way of integrating competencies that address mental health issues into 

NMoC. 
• Development of Chapel town locality as ‘test-bed’ for different elements– Mental Health wrap-around, NMoC for 

Diabetes and Learning Locality.  
• MSK NMoc planned to rol-out from April 2017 
• Mental Health Framework work on new models of community based support aimed at reducing acute care needs. 
• Test beds being explored to include devolved budgets, pathway redesign at a locality level to gain more local 

awareness and empowerment to support the NHS’ financial and system shift challenges   
• Commissioning and market management intent described 
• Active input into the STP and Leeds Plan 
• Care redesign chapter of GPFV Delivery Plan fully aligned and supports  

Mitigating actions (what more should we be doing?): 
Action Owner Due by  
Recognition of the need to 
establish a city wide strategic 
commissioning strategy and 
provider development strategy 
to drive forward PHM 
approach across the city 

Gina 
Davy 

01/04/17 

Citywide discussions regarding 
distribution of resources and 
capacity required to support 
populations of need being 
progressed through ‘One 
Voice’ 

Gina 
Davy 

31/03/17 

Work being undertaken 
through council of members to 
confirm locality leadership to 
enable representation of LNGP 
as provider within city wide 
forums 

Manjit 
Purewal 

01/04/2017 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Evaluation of areas in which we are testing new models of care in terms of pilots/proof of concept Feedback 

and learning from locality leader’s network who are taking forward PHM. 
• Clearly described commissioning and market management strategy- describing how the CCG will commission 

and contract to achieve NMoC 
• Extent to which CCG utilises additional co-commissioning contractual flexibilities to commission new MOC 

around the unit of primary care 
• Feedback from consultations and engagements on One Voice and population health management. 

Gaps in assurances (what additional assurances should we seek) : 
 

Additional Comments: Risk Register: 599, 596, 595, 594, 471  
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Risk 8:  Member practices do not fully engage and participate, leading to decisions which are not clinically led 
 

Lead Director/Risk owner 
Jason Broch 

Strategic Objective 2:   The people of North Leeds will receive accessible, quality and supportive services Date last review: 
2 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
2 x 5 = 10 
Current score: 
1 x 5 = 5 
Risk appetite: 
2 x 3 = 6 
 
 
 

Rationale for current risk score: 
The CCG is a membership organisation with all local GPs as members. The changes 
to delegated commissioning of primary care and the development of general practice to 
work on an increased footprint carry a risk of changing relationships between practices 
and the CCG. Moving commissioning to a wider STP-based footprint also risks local 
engagement and ownership.  Practices must fully engage to ensure that the direction 
of travel for models of care is understood. 
 
Rationale for risk appetite: 
High engagement with members will ensure that clinical input supports decision 
making and members are fully engaged. 

Controls (what are we currently doing about the risk?): 
• Primary Care Locality Team structured to provide strong member links and support to practices. 

Enables member insight to feed into core commissioning and development priorities.  
• Primary Care Engagement Scheme (Core, Prescribing, Locality budgets and OBCF) 
• Quality Improvement Support – CQC support, GPIP, practice profiles 
• Practice engagement meetings and on-going support  
• Population Health Management workshops with members in advance of establishment of PHM 

group with key providers. 
• Supported and facilitated locality meetings and locality project support 
• Clinical Leadership Team, GP Portfolio Meetings, Prescribing meetings, CDU 
• Bi-monthly Council of members meeting – new focus agreed to enable greater provider 

conversations to support accountable care conversations  
• Constitution outlines roles and responsibilities of  member practices 
• GP Non Executive Board  members 
• Number of clinical portfolio leads working with the CCG 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
Developing locality leadership of 
practices to use Council and PMG group 
to nurture provider development and 
facilitate city-wide voice. 

Jason 
Broch/
Nigel 
Gray/
Gina 
Davy 

Ongoing 

Engagement in ‘One Voice’ will ensure a 
Leeds North perspective across the city 

Nigel 
Gray 

March  17 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Practice engagement in incentive schemes – positive feedback received. 
• Number of locality level projects continue to grow 
• Practices attending and actively participating in locality meetings 
• Practice engagement in research projects 
• Annual stakeholder survey results – positive feedback from practices 
• Good attendance at Council meetings, active discussion of key strategic issues 
• 360 degree feedback and soft intelligence received through locality team. 
• Additional resource to Primary Care Team 
• Collaborative management of practice performance issues working well. 

Gaps in assurances (what additional assurances should we seek) : 
• Recruitment and resourcing issues in primary care are creating 

capacity pressures in the light of increasing demand. 
• City-wide approach to developing strategic commissioning may not 

fully align to local strategy. 
 

Additional Comments: 

 
Risk Register: 331, 597  
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Risk 9: Failure to achieve financial stability and sustainability leading to an inability to fund the CCG’s strategic objectives Lead Director/risk owner 
Martin Wright, Chief Financial Officer 

Strategic Objective 3: The CCG will deliver a well-led and sustainable health and social care system Date last review: 
16 February 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
3 x 3 = 9 
Risk appetite: 
3 x 3 = 9 
 

Rationale for current risk score: 
Failure to achieve financial stability could lead to a breach in our statutory duties and have 
an adverse effect on our local population. The CCG has a number of key financial controls in 
place. 
 
Rationale for risk appetite: 
By systematically identifying and addressing financial  risks we aim to minimise the likelihood 
of problems occurring 

Controls (what are we currently doing about the risk?): 
• Citywide planning and STP process to identify risks, commissioning intentions, QIPP/decommissioning 

plans 
• Main contracts agreed by national deadline 
• Financial Plan approved by the Board and discussed at Executive team 
• Monthly financial reporting to budget holders, NHS England, the Board and executives 
• Monthly contract information received from lead commissioners and CSU 
• Detailed annual budget calculated and formally delegated to budget holders 
• Budgetary control systems for identifying and controlling financial risks 
• Detailed financial policies and budgetary control framework outlines responsibilities and ground rules 
• Regular meetings with budget holder, provider management groups and contract management boards 
• Risk sharing agreement agreed across the Leeds CCGs re continuing care and learning disabilities 
• Regular CFO meetings 
• Internal audit reviews of financial systems, budgetary control and financial management 
• QIPP/decommissioning plans agreed through City Wide Commissioning Group 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
OAT funding and trajectory 
agreed as part of LYPFT 
contract with formal review of 
progress set for Autumn 

Martin 
Wright 

Sept 2017 

TCP weekly trajectory data to 
be validated by NHSE 

Martin 
Wright 

ongoing 

 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Monthly finance report to Board identifying any current financial risks 
• Monthly budget reports are issued and discussed at budget holder meetings 
• Budgetary control framework in place 
• Lead commissioner monthly forecasts  
• Internal audit reports -  audit of Budgetary Control and Financial Management provided ‘full’ assurance 
• STP and CCG financial plans completed and submitted to NHSE 
• New commissioning intentions/investments prioritised but held in abeyance pending confirmation of funding availability and/or confidence in the 

delivery of QIPP/decommissioning plans – progress to be reported and approved via city wide CCG Network 

Gaps in 
assurances (what 
additional 
assurances should 
we seek) : 

 

Additional Comments: 
The financial settlement for CCG’s for 16/17 and beyond has had a significant impact on the CCGs spending power and ability to fund desired commissioning 
intentions.  The CCG 2017/18 financial plans have been submitted to confirm compliance with business planning rules and statutory duties. However the CCG 
must continue to explore options for generating future financial efficiencies in order to maintain financial sustainability into 2017/18 and beyond. 

Risk Register 
601, 193, 342, 321, 317, 318, 319, 598, 320, 
316, 311 
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Risk 10:  Governance and risk management arrangements are not clear, robust and transparent leading to poorly informed 
decisions and reputational harm to the CCG 
 

Lead Director/risk owner 
Martin Wright, Chief Financial Officer 

Strategic Objective 3:  The CCG will deliver a well-led and sustainable health and social care system 
 

Date last review 2 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
 4 x 5  = 20 
Current score: 
 2 x 3 = 6 
Risk appetite: 
 2 x 3 = 6 
 
  
 

Rationale for current risk score: 
Failure to implement robust governance arrangements could lead to breach of legal 
requirements and reputational damage as well as preventing the CCG from delivering 
its strategic objectives. 
 
Rationale for risk appetite: 
Procedures in place to ensure that arrangements are clear, robust and transparent. 
The CCG has reviewed governance arrangements for primary care commissioning and 
is reviewing arrangements for new models of care.  

Controls (what are we currently doing about the risk?): 
• Committee structure supports Board with clear decision making 
• Governance Performance & Risk Committee oversees assurance and risk management  
• Audit Committee reviews financial and risk systems and processes. 
• Risk management strategy 
• Financial risk sharing 
• CCG and City-wide Collaborative governance teams 
• Risk management and governance documents available on website to ensure transparency 
• Internal audit programme covers key risks, including governance arrangements 
• Board Assurance Framework, aligned to new streamlined strategic objectives 
• Complete suite of policies in place  
• Conflicts of Interest Guardian in place 
• Healthy Futures collaborative commissioning arrangements approved b Board and Council 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
‘One Voice’ governance options and 
proposed constitution changes to be 
presented to Board and Council for 
approval. 

Stephen 
Gregg 

Apr 2017 

 
 

Assurances (how do we know if the things we are doing are having an impact?): 
• Key performance measures being developed for new strategic objectives 
• Clear audit trail for all decisions with minutes clearly stating where decisions are made 
• Risk register and BAF presented to committees and Board  
• NHSE annual assurance 15/16  - CCG rated as ‘good’ in all components.’ 2016/17 assurance 

meetings positive 
• Summary Committee reports to Board demonstrate that risks escalated appropriately 
• Internal audit of Governance of Primary Care Commissioning provided ‘significant’ assurance  
• Internal audit of Central Delivery Unit provided ‘significant’ assurance 
• Head of Internal Audit opinion  - significant assurance that there is a generally sound system of 

internal control 
• Risk management section of Annual Governance Statement rated  ‘excellent’ by NHSE 
• NHSE Conflict of Interest quarterly return 

 

Gaps in assurances (what additional assurances should we seek) : 
 
Work is in progress to agree governance arrangements for ‘One 
Voice’ 

Additional Comments:  
 
 

Risk Register:  
279, 322, 578, 216 
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Risk 11:  Failure to secure the capacity and skills needed to be sufficiently agile, leading to an inability to respond quickly 
and effectively to change 

Lead Director/risk owner 
Sue Robins/Rob Goodyear 

Strategic Objective 3:  The CCG will deliver a well-led and sustainable health and social care system Date last review: 
21 February 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
4 x 4 = 16  
Current score: 
4 x 3 = 12 
Risk appetite: 
3 x 3 = 9 

Rationale for current risk score: The level of uncertainty remains high during the initial year 
of  the new commissioning support services and primary care commissioning arrangements, 
potential  changes to the wider health and social care economy and the review of the CCG 
structure within the context of the CCGs budget in 2016/17 (One Voice). 
 
Rationale for risk appetite: Work streams to help support the changing economy may be 
innovative and therefore a higher risk appetite may be required especially with changes to the 
CCG structure and current staff turnover.  

Controls (what are we currently doing about the risk?): 
• Organisational Development Plan updated and refreshed to reflect recommendations identified through 

Investors in Excellence process and reviewed across organisation. Learning catalogue produced and available 
for all staff to improve access to training and development for staff. OD Working Group formed led by Chief 
Officer and Director of Nursing 

• Team and staff resilience programme and lifestyle management to support health and wellbeing of staff. 
• CCG objective setting and quarterly staff appraisal process in place.  
• Programme of training being rolled out by eMBED 
• Quarterly workforce reports reviewed by the Executive and annual staff survey undertaken and analysed. 
• Collaborative working with other organisations across health and social care 
• Strong partnership working between the 3 CCGs, with number of city wide posts, including interim support from 

joint Director of Commissioning and Joint Associate Director for Primary Care posts with Leeds West CCG 
• Board to Board workshop held to identify opportunities  for greater partnership working, plus LNCCG  Board 

workshop 
• Conclusion and recommendations from One Voice programme to identify opportunities to streamline functions 

across CCGs and therefore maximise capacity by reducing duplication 
• CCG Directors of Commissioning facilitating work to increase integration across citywide commissioning teams 
• Strong integration across CCG primary care teams to produce and implement delivery of CCG wide GPFV 

delivery plan 
• Quality improvement skills and capability developed through the Leeds Institute of Quality Healthcare and 

funding continued until  December 2016 pending evaluation .Linked in to LAHP and Clinical Senate 
• Leeds Academic Health Partnerships (looking at citywide workforce options) 
• Make/buy/share analysis of additional co-commissioning responsibilities completed – transactional elements of 

co-commissioning to continue to be delivered by NHSE AT.  
• Citywide capacity being secured to deliver elements of co-commissioning. All GP portfolio roles appointed. 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 
OD plan being reviewed in 
light of One Voice and staff 
survey 

Nigel 
Gray 

 

Feb 2017 

One Voice function mapping 
complete.  Implementation 
phase commenced – Key 
executives and management 
posts in place by June 2017 

Nigel 
Gray 

June 2017 

Ongoing review and oversight 
of any potential impact of 
internal restructure on delivery 
of core functions 

Nigel 
Gray 

Ongoing 

Escalation to CCG lead 
directors regarding gaps in 
delivery of products  and 
services from eMBED 

Martin 
Wright 

Ongoing 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Workforce reports with details focused action plans 
• Outcomes from individual training and development 
• Reports  to the Board on delivering the CCG  operational plan and engagement schemes 
• Results of staff survey incorporated into OD Plan 
• Outcomes from IIE – good and incorporated into OD Plan 

Gaps in assurances (what additional assurances should we seek) :  
• Some CCG posts have been refocused as  part of internal restructure and 

responsibilities absorbed within existing team capacity need for ongoing 
review of any impact in delivery of functions 

• eMBED in early stages of delivery of core products delayed in several 
areas  

Additional Comments: Risk Register: 547 
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Risk 12 :  Failure to work successfully with partners to integrate services leading to duplication, waste and inefficiency   

 
Lead Director/risk owner 
Nigel Gray/Manjit Purewal 

Strategic Objective 2:   The CCG will deliver a well-led and sustainable health and social care system Date last review: 
2 March 2017 

Risk Rating 
(likelihood x consequence) 
Initial score: 
5 x 4 = 20 
Current score: 
3 x 3 = 9 
Risk appetite: 
3 x 3 = 9 
 
 
 

Rationale for current risk score: 
Integration of health and social care provision and commissioning is increasingly 
important as is working closely with other commissioning organisations in Leeds. 
Commissioners and providers need to agree key areas of focus to increase efficiency. 
Although integration is not occurring at the speed the CCG would like to see, likelihood 
and impact was set too high in the previous score and has therefore been reduced. 
 
Rationale for risk appetite: 
Implementing robust partnership arrangements and ensuring joint plans are in place 
will help to minimise the risk. To reduce the risk requires system wide transformation 
across the health and social care.  

Controls (what are we currently doing about the risk?): 
• Joint Health and Well Being Strategy priorities and measures of success agreed 
• STP in development  phase both at Leeds and West Yorkshire level both reporting to Executive and 

Board  
• MOU supporting collaborative working across the 3 CCGs agreed. 3 Chief Officers and 3 CCG 

chairs agreed to work up plan for greater cross city health working  
• MOU of working with public health reviewed and agreed 
• Providers working more jointly city wide action plan being agreed to clarify position for future 
• Population health management group established to oversee groups of providers transition to 

collective, accountable working.   
• Joint working in partnership with the local authority – joint post and timeframe agreed – November 

2016. 
• Delivery of Mental Health Framework in partnership with local authority and providers 
• OD programme under review – will focus on staff survey messages, IE action plan and Horizon 

Scanning feedback 
 

Mitigating actions (what more should we be doing?): 

Action Owner Due by 

Review of collaborative working across 3 
CCGs under ‘One Voice’ umbrella.  3 CCG 
AOs and Chairs working with NHSE to 
consider greater joint CCG and provider 
working, including provider development.  

Nigel 
Gray 

1 April 
2017 

 

 

Assurances (how do we know if the things we are doing are having an impact?): 
• Revised Joint Health and Wellbeing Strategy priorities and measures of success agreed 
• Health and Wellbeing Board minutes and reports 
• Running costs cost containment  
• Programme office and Board for delivery of Mental Health Framework – focus and priorities agreed 

Gaps in assurances (what additional assurances should we seek) : 
 
 
 
 
 

Additional Comments: Risk Register: 608 
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Summary Report 
Meeting: Board  Date: 29 March 2017 
Agenda Item: 200c.2017 
Report Title: Corporate Risk Register – March 2017 
Prepared by: Val Stewart, Governance Manager 
Executive Lead: Martin Wright, Chief Financial Officer 
Presented by: Martin Wright, Chief Financial Officer 
Other meetings presented to: Governance Performance and Risk Committee 
Purpose of Report 
Approval √   Decision  
Assurance √   Information and Comment √   
Strategic Objectives (tick all that apply 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
 
The corporate risk register reports all red risks to the CCG Board and its committees for 
consideration and discussion as well as assurance that the management of the risk is 
effective, allocating additional resource if/where required. 
 
There are currently three red risks on the corporate risk register, a summary of which can 
be found below and full details in appendix A. 
 

Risk 
No 

Risk Title Risk Description History of 
risk 

Current 
Score 

Update since last meeting 

466 The 
achievement 
of the 
national 
Ambulance 
standards 
 

There is risk to the quality of 
care provided to all patients 
requiring the assistance of 
the Yorkshire Ambulance 
Service (YAS). This is due to 
the continued failure of the 
ambulance service to meet 
the national performance 
targets across the city of 
Leeds. As a result for 
patients requiring this level of 
service there is an escalated 
risk with the potential to 
impact on their health 
condition, treatment and 
recovery. 

Added 
19/2/16 
Updated 
13/2/17  

 
16 

Assurance is provided to Leeds CCG 
through governance process across, 
Yorkshire, West Yorkshire and Leeds 
System Resilience Assurance Board. 
NHS Wakefield CCG are the lead for 
the YAS 999 contact and the newly 
formed the Joint Strategic 
Commissioning Board (JSCB).This will 
see the System resilience Groups and 
the West Yorkshire Urgent and 
Emergency Care Network/Vanguard 
directly input into a new  established 
Joint Strategic Commissioning Board 
for both 999 and 111. These will report 
directly to separate contract 
management boards and a joint quality 
board. Nigel Gray Accountable Office 
Leeds North will be the Leeds 
Representative and Co-Chair on the 
Commissioning Board. 
The Urgent care Steering group will be 
responsible for the regular monitoring of 
both 999 and 111 performance 
including activity, quality and finance 
The YAS Ambulance Response Pilot 
(ARP) will be closely monitored by YAS 
and commissioning quality leads. All 
serious incidents and complaints are 
being reported at CCG level 
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286  
 

Outpatient 
follow-up 
waiting list 

Failure to be seen in 
outpatient clinic by the date 
given by their consultant 
causing potential risk to 
patient safety, particularly in 
colorectal surgery and 
gastroenterology 

Added  
18/4/13 
Updated 
20/2/17 
 

16 Monthly op follow-up report is 
presented to Elective Care Working 
Group Performance team ensuring 
clinical review of high volume 
specialities.  There has been significant 
further deterioration which is causing 
concern and commissioners awaiting 
further assurances that these services 
have all been discussed within clinical 
governance meetings in each clinical 
service unit. 

532 Commission
er and/or 
lead provider 
fails to 
achieve the 
operational 
standard for 
the 18 week 
Referral to 
Treatment 
Time  

Failure to achieve the 
Referral to Treatment Time 
standard of no more than 8% 
of patients waiting more than 
18 weeks from Referral To 
Treatment in each reporting 
specialty at month end either 
as a CCG or within LTHT as 
lead provider for Leeds 
residents. 

Added 
14/7/15 
updated 
20/2/17 

16 LTHT is now not compliant at specialty 
level in general surgery, plastic surgery, 
urology, ENT, trauma and orthopaedics 
(including spines), oral surgery and 
'others' (mainly paediatric specialties). 
The position has deteriorated during the 
year with significant impact from bed 
pressures and from critical care 
capacity together with other capacity 
constraints such as ward staffing and 
medical vacancies.   The CCGs 
continue to work with the Trust to 
identify opportunities for increased 
productivity and choice. New theatre 
capacity has now opened up providing 
mix of ENT, Maxillofacial and Spines, 
with Plastics to come later.  HDFT have 
also offered to accept c70 patients per 
month across a range of specialties.  
LTHT is focusing on outpatient 
clearance for the coming months, 
recognising there is limited ability to do 
more inpatient work given the severe 
bed pressures and the steer from 
NHSE on prioritising non-elective work. 

 
Updates since the last meeting include: 
 

• The local CCG commissioning risks have been reviewed and amended to be city 
wide risks rather than one for each individual CCG. This has resulted in risk 532, 18 
week referral to treatment, being escalated to the CCG corporate risk register  

• Risk 466: National Ambulance Standards has been reviewed and remains at the 
same score; 

• Risk 286: Outpatient follow up waiting lists has been updated and remains at a 
score of red 16 and is now a city wide risk.  

• Risk 536: Diagnostic Waiting times has been reviewed resulting in a reduction in 
score to amber 12 and is therefore reported at committee level on the operational 
risk register.  

• Risk 628, Loss of Nursing Home Beds, has been reviewed and the score decreased 
from red 16 to amber 12.  This is due to a number of additional controls being put in 
place which include additional capacity within the system, integrated working with 
adult social care and additional review and scrutiny of the current position within 
Leeds 

 
The corporate risk register was been presented to the Governance Performance and Risk 
Committee for review in conjunction with the performance report as well as the Joint CCG 
Quality and Safety Committee.  
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The Governance, Performance and Risk Committee reviewed and noted the corporate and 
operational risk register. It noted that the risks were not reflected in the performance report 
as previously reported and that this will be fed into the revised performance report.  The 
committee discussed risk 286, outpatient follow ups, and it was agreed that a risk score of 
16 was appropriate at this time due to the potential impacts on the wider system and will 
be continually monitored. Furthermore, the committee requested that the rationale for 
corporate risk scores is reflected in the update. 
 
Key Recommendations 
The CCG Board is asked to review the corporate risk register and note the updates since 
the last meeting. 
Assurance Framework 
Risk 5– Providers fail to meet quality standards, leading to poor quality and unsafe care 
Risk 6 - System-wide or provider capacity shortfalls, leading to a failure to meet patient 
needs 
Risk 10 - Governance and risk management arrangements are not clear, robust and 
transparent, leading to poorly informed decisions and reputational harm to the CCG 
Next Steps 
 

• The Corporate risk register is reviewed on a regular basis by the risk owners and 
updated to reflect the current position; 

• Updated report will be presented to the CCG committees for review and scrutiny; 
• The corporate risk register will be presented at every Board meeting; 
• The Governance Performance and Risk Committee will continue to review the 

corporate risk register and the high scoring amber risks on the operational risk 
register and will advise and provide assurance or escalate any concerns to the 
Board; 

• The Quality committee continues to review the quality risks to the CCG 
 

Corporate Impact Assessment 
Regulatory implications  
Financial implications  
Legal implications  
Workforce implications  
Equality impact assessment  
Information quality assured  
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CCGs

LTHT is now not compliant at specialty level 
in general surgery, plastic surgery, urology, 
ENT, trauma and orthopaedics (including 
spines), oral surgery and 'others' (mainly 
paediatric specialties). The position has 
deteriorated during the year with 
significant impact from bed pressures and 
from critical care capacity together with 
other capacity constraints such as ward 
staffing and medical vacancies.   The CCGs 
continue to work with the Trust to identify 
opportunities for increased productivity 
and choice. New theatre capacity has now 
opened up providing mix of ENT, 
Maxillofacial and Spines, with Plastics to 
come later.  HDFT have also offered to 
accept c70 patients per month across a 
range of specialties.  LTHT is focusing on 
outpatient clearance for the coming 
months, recognising there is limited ability 
to do more inpatient work given the severe 
bed pressures and the steer from NHSE on 
prioritising non-elective work.
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17 Outpatient 
follow up waiting 
list

Failure to be seen in outpatient 
clinics by the date given by 
their consultant causing 
potential risk to patient safety, 
particularly in colorectal 
surgery and gastroenterology.
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Elective Care Working 
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Plans not delivering 
at required rate and 
not keeping pace 
with growth.

Performance team ensuring clinical review 
of high volume specialities.  There has been 
signficant further deterioriation which is 
causing concern and commissioners 
awaiting further assurances that these 
services have all been discussed within 
clinical governance meetings in each 
clinical service unit.
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17 The achievement 
of the national 
Ambulance 
standards

There is risk to the quality of 
care provided to all patients 
requiring the assistance of the 
Yorkshire Ambulance Service 
(YAS). This is due to the 
continued failure of the 
ambulance service to meet the 
national performance targets 
across the city of Leeds. As a 
result for  patients requiring 
this level of service there is an 
escalated risk with the 
potential to impact on their 
health condition, treatment 
and recovery.

There is a continued 
risk to the 
achievement of the 
national standards for 
ambulance services 
across the Leeds 
CCG's. This is due to 
increased  demand, 
insufficient workforce 
and the process for 
managing calls and 
the dispatch of 
vehicles. This has the 
potential to result is 
an escalated risk for  
patients with life 
threatening need and 
failure.

There is a further  risk 
in continued 
development and 
improvement of the 
ambulance services 
due to the current 
pressures associated 
with workforce 
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lead for the YAS 999 contact 
and the newly formed the 
Joint Strategic 
Commissioning Board 
(JSCB).This will see the 
System resilience Groups and 
the West Yorkshire Urgent 
and Emergency Care 
Network/Vanguard directly 
input into a new  established 
Joint Strategic 
Commissioning Board for 
both 999 and 111. These will 
report directly to separate 
contract management 
boards and a joint quality 
board. Nigel Gray 
Accountable Office Leeds 
North will be the Leeds 
Representative and Co-Chair 
on the Commissioning Board.
The SRAB will monitor YAS 
performance to inform the 
commissioning board.
The urgent care steering 
group will be responsible for 

    

As the YAS 999 contract 
is a Yorkshire and 
Humber wide contract, 
individual commissioners 
have limited flexibility 
and influence to make 
targeted improvements 
specifically to their 
populations.
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across, Yorkshire, 
West Yorkshire and 
Leeds System 
Resilience Assurnace 
Board.
NHS Wakefield CCG 
are the lead for the 
YAS 999 contact and 
the newly formed the 
Joint Strategic 
Commissioning Board 
(JSCB).This will see the 
System resilience 
Groups and the West 
Yorkshire Urgent and 
Emergency Care 
Network/Vanguard 
directly input into a 
new  established Joint 
Strategic 
Commissioning Board 
for both 999 and 111. 
These will report 
directly to separate 
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Mission: “Our successful and effective partnerships 
with our communities, patients and partners will  
reduce health inequalities and deliver improvements  
in health for local people within the resources available” 
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Summary Report 
Meeting: Board Date: 29th March 2017 
Report Title: Quality Update 
Agenda Item: 201.2017 
Prepared by: Clare E. Linley, Director of Nursing and Quality 
Executive Lead: Clare E. Linley, Director of Nursing and Quality and Dr. 

Manjit Purewal, Clinical Director 
Presented by: Clare E. Linley, Director of Nursing and Quality 

Other meetings presented to: None 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
This paper provides an update and assurance to the Leeds North Clinical Commissioning 
Group (LNCCG) Board on key quality issues since the Boards last meeting in January 
2017. The paper provides an update and assurance with regard to: 
• CQC inspections, regulatory activity and changes 
• Commissioner quality visits to commissioned services 
• Clinically focused internal audits 
• Other key quality matters 
 
Key Recommendations 
The CCG Board is asked to receive and note the update provided in the paper. 
 
 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
 
Risk 1: Failure to drive quality improvement leading to commissioned services not 
reflecting best practice and improving patient care 
Risk 4: Providers fail to meet quality standards leading to poor quality and unsafe care 
 
Next Steps 
None identified 
Corporate Impact Assessment 



  
Mission: “Our successful and effective partnerships 
with our communities, patients and partners will  
reduce health inequalities and deliver improvements  
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Regulatory implications None identified 
Financial implications None identified 

Legal implications None identified 

Workforce implications None identified 

Equality impact assessment None identified 

Information quality assured N/A 
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LNCCG Public Board Meeting 

29th March 2017 
Quality Report 

1. Background 
This paper provides an update and assurance for the Leeds North Clinical 
Commissioning Group (LNCCG) Board on key Quality issues since the Boards last 
meeting in January 2017. This report is in addition to performance on key Quality 
issues identified within the Performance Report to the Board and the Chairs summary 
from the Joint Quality and Safety Committee. The paper provides an update on 
 
• CQC inspections, regulatory activity and changes 
• Commissioner quality visits to commissioned services 
• Clinically focused internal audits 
• Other key quality matters 
 

2. Quality update 
• CQC inspections, regulatory activity and changes 

Leeds Community Healthcare 
The CQC conducted an inspection visit to Leeds Community Healthcare ion 
January 2017. The report of findings is yet to be published. However, the Trust 
have reported that the inspection went well and no concerns were highlighted that 
required immediate action. 
 
Leeds Partnerships Foundation Trust 
Following the publication of the report of the inspection in November which rated 
the Trust as ‘requires improvement’ the Trusty has developed an action plan which 
has been shared with the CCG. Although NHS Improvement have primary 
responsibility for monitoring of the plan, the CCG maintains oversight of progress 
via the joint quality meeting. 
 
Primary Care 
Of the 25 CCG member practices, 25 have now been inspected. The Surgery at 
Nursery Lane re-registered as Alwoodley Medical Centre on 11/08/16 and has 
recently undergone a CQC inspection. We are waiting for the final report  for this 
practice. 
 
The CQC undertook a further announced inspection to the Shadwell Medical Centre 
on 17th January 2017 following their previous requires improvement rating. The 
report of the inspection was published on 23rd February 2017 and was rated as 
‘good’. The individual domains were rated as follows: 
 

• Safe – Requires improvement 
• Effective – Good 
• Caring – Good 
• Responsive – Good 
• Well-led - Good 
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For the domain rated as ‘requires improvement’ the CQC highlighted that 
safeguarding processes were in place but were not yet fully embedded, and that 
there was no clear evidence of discussion of Safety Alert Broadcasts (SABs) and 
medicines and healthcare products regulatory agency alerts (MHRA). 
 
Care Homes 
Within the LNCCG ‘footprint’ there are 17 care homes. Of these 7 are currently 
rated as good, 8 as requires improvement and 2 as inadequate. The CQC 
conducted an inspection at Harewood Court, a 37 bedded care home in November 
and December 2016, and published their report in February 2017. The home was 
rated ‘inadequate’. The CCG quality team and continuing care team in partnership 
with the local authority adult social care team who also commission beds from the 
home are working on a joint approach to monitoring and assurance. 
 
 

• Commissioner quality visits to commissioned services 
LNCCG, LSECCG and LWCCG undertake a planned program of visits to 
commissioned services in the City to which Clinical Directors, Directors of Nursing, 
members of the Quality and Commissioning Teams are invited. The visits 
compliment the regular program of Quality Assurance meetings with providers 
providing an opportunity to talk to patients and staff in the clinical setting. 
 
Since the Board last met in January, members of the commissioning and quality 
team at Leeds South and East CCG have visited the Community Diabetes team 
and the Community Eating and Drinking team as part of the quality assurance visits 
programme. Leeds South and East CCG lead on behalf of the three CCGs for these 
services. 
 
The commissioning team saw high standards of care provided by all professionals 
during clinical visits. The team also noted some areas of challenge including cover 
for sickness absence of clinical staff within the diabetes service due to the specific 
knowledge and skills required, and ongoing work to develop collaborative 
relationships between the community services and general practice. The team also 
heard about the challenges of balancing adequate time for diabetic/dietetic advisory 
content with the requirement to carry out pressure ulcer, mental health and falls 
assessments as part of all new appointments. 
 
The Eating and Drinking team felt that they had a very supportive team whose 
members had varied experience. They felt that there were many opportunities for 
learning. 
 
Clinical and Quality focused Internal Audits 
As part of the CCG internal audit plan, an audit of Primary Care Co-Commissioning 
Quality and Performance has been undertaken. The final report was published on 
1st February 2017 and considered at the CCG Audit Committee on the 8th February 
2017. 
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The objective and scope of the audit was to provide assurance on the 
arrangements to manage the quality and performance of Primary Care services in 
the CCG. The overall audit opinion was that the audit provided significant 
assurance that the CCG has adequate arrangements in place to manage the quality 
and performance of primary care services and that the CCG has demonstrated 
strong engagement with GP practices, effective monitoring and performance 
management. 
 
The Director of Nursing and Quality and Clinical Director are leading action on 
recommendations to: 

• Ensure the CCG Primary Care Strategy addresses both Quality Improvement 
and Assurance 

• Tracking implementation of the GP assurance framework 
• Further developing Quality Assurance reporting for Primary Care including 

an indication of the level of assurance that it being provided. 
 
 

• Learning Disability Mortality Review (LeDER)  
In November 2017 a National Learning Disability Mortality Review program (LeDeR) 
was established as one of the key recommendations of the Confidential Enquiry into 
the premature deaths of people with learning disability (CIPOLD). The LeDeR 
program aims to support local areas to review the deaths of people with learning 
disability to capture best practice but also to support learning regarding preventing 
premature death and securing improvement in practice. 
 
All deaths are subject to an initial review. Where there are concerns about the 
sequence of events leading to a death or it is felt that further learning may come 
from a review of the death a multiagency review is recommended. 
 
With effect from April 2017 CCG are to take the role of Local Area Contact for the 
LeDER. This will  involve the overseeing of incoming notifications of deaths of 
people with learning disabilities, the allocation of cases to reviews, support and 
guidance to reviewers, as well as providing quality assurance. 
 

3. Recommendation 
The LNCCG Board is asked to receive and be assured by the Quality Update. 
 
Clare E. Linley 
Director of Nursing and Quality 
17th March 2017 
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Summary Report 
Meeting: Board Date: 29 March 2017 
Report Title: Committee Summary Reports 
Agenda Item: 202/2017 
Prepared by: Stephen Gregg, Head of Governance and Corporate 

Services 
Executive Lead: Nigel Gray, Chief Officer 
Presented by: Committee Chairs 
Other meetings presented to: Audit Committee 
Purpose of Report 
Approval  Decision  
Assurance  Information and Comment  
Strategic Objectives (indicate those that this report contributes to): 
1. The people of North Leeds will live independent and healthier lives  

2. The people of North Leeds will receive accessible, quality and supportive services  

3. The CCG will deliver a well-led and sustainable health and social care system  

Executive Summary 
The attached summary reports highlight those issues that committee Chairs consider that 
the Board needed to be sighted on:  

• Audit Committee – 8 February 2017 
• Primary Care Commissioning Committee – 22 February 2017  
• Joint Quality and Safety Committee  - 2 March 2017 
• Council of Members – 7 March 2017  

The summaries of Governance, Performance & Risk Committee from 16 March and the 
Patient Assurance Group of 14 March will follow separately. 
Key Recommendations 
The Board is recommended to note and comment on the summaries. 
Board Assurance Framework (indicate the strategic risks that the report relates to): 
Risk 7: Governance and risk management arrangements are not clear and robust. 
Next Steps 
 
Corporate Impact Assessment 
Regulatory implications Not applicable 
Financial implications Not applicable 

Legal implications Not applicable 

Workforce implications Not applicable 

Equality impact assessment Not applicable 
 



 
 

Audit Committee – 8 February 2017 
Summary report 

 
 
 

Committee summary reports 
• Was assured that that issues raised by the CCG’s committees were being escalated 

appropriately to the Board. 
• Noted that GPR had focused on the 2 strategic risks which were above the CCG’s risk 

appetite and had been assured that appropriate actions were being taken.  
 
 

Gifts and hospitality  
• Noted the register showing all declarations of hospitality and gifts made in 2016/17 and 

that since the revised guidance and policy had been communicated there had been a 
significant increase in the number of declarations made. Most offers had been declined. 
 
 

Internal audit progress report 
• Noted that 4 reports had been finalised since the last meeting, and that all had resulted 

in an opinion of ‘significant assurance’: System resilience, Clinical effectiveness, 
Business Intelligence and Primary care commissioning – quality and performance. 

• Received an update from the Chief Officer on the alignment of System resilience actions 
with the developing Leeds Plan.  

• Agreed a series of actions to ensure that progress in implementing all recommendations 
was reported to the next meeting of the Audit Committee. 
 



 
 

Primary Care Commissioning Committee – 22 February 2017 
Summary report 

 
 
 

Primary Care Estates Strategy 
• Noted the final draft of the Primary Care Estates Strategy, a stocktake of primary care 

premises.  This would help in addressing inequalities by enabling a city-wide, needs-
based approach to investment. 
 

Primary Care Quality & Risk Report  
• Reviewed the report describing quality issues, themes and risks relating to General 

Practices. Was assured that action is being taken to understand the relative performance 
of individual practices and put in place focused improvement support where required. 
 

Process for Assuring GP Contractual Compliance (e-declaration) 
• Noted the proposed process for assuring GP Contractual Compliance, and how it would 

link to quality improvement assurance and support. Welcomed the involvement of 
Practice Participation Groups in the process.  

• Agreed that the CCG would work alongside Leeds West and Leeds South and East 
CCG to follow up any issues with practices, taking contractual action where appropriate. 

 
Choose and book referrals  

• Noted the actions being routinely undertaken by commissioners to improve the quality of 
referrals from primary care. 

• Identified the need to ensure that if contractual or quality issues were highlighted, these 
were escalated to the appropriate CCG Committee. 
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Joint Quality and Safety Committee – 2nd March 2017 
Summary report 

 
Note: The Committee was not quorate, as there was only one member present from Leeds 
South and East CCG.  
 

 
Quality report  

• Noted that LYPFT had an action plan in place in response to the CQC inspection. Noted 
that mental health patients were assigned to ‘clusters’ and queried whether this had a 
quality impact on patients. Requested a report back on clustering to the next meeting. 

• Noted summary information on the quality impacts of delayed response times by 
Yorkshire Ambulance Service. Noted the small number of cases resulting in severe harm 
or death, and that these would result in a serious incident report. Was assured  by the 
relatively low number of incidents reported and the recent CQC rating of ‘good’ for YAS. 

• Noted the mechanisms in place to provide assurance about the effectiveness and safety 
of medicines. Requested a more detailed report to a future meeting. 
 

Care Home quality  
 

• Noted work to assure the quality of care homes in Leeds, and that a city-wide Care Home 
Quality and Sustainability Group had been established. 
 

Joint area inspection of services for children and young people with Special 
Educational Needs and Disabilities (SEND) 

 
• Noted the outcome of the inspection and the areas of improvement to be taken forward by 

the LSE Children’s Team. Requested a report back on the processes in place to provide 
assurance on children’s services. 
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Council of Members – 7th  March 2017 
Summary report  

 
 

Formalising a Leeds North Network to support work at scale 
• Noted an outline proposal to re-establish the Calibre network to ensure a clear provider 

voice at Council and empower general practice. 
• Agreed that a proposal for re-forming Calibre Health Partnership be drawn up for 

consideration at the next Council.  
 

Extended access  

• Considered proposals to support extended primary care access. 
• Supported the proposed model in principle & confirmed that practices wish to pool the 

£1.50 resource in 17/18 to deliver the model in year 1. Requested the Steering Group to 
do more detailed work on the proposed model. 
 

System change – One Voice  

• Noted the Chief Officer’s update, including the proposed transitional roles and 
governance arrangements.  
 

Engagement scheme and medicines management 
• Noted the engagement scheme update and requested a report back to the next Council 

with proposals for 17/18, alongside proposals for the prescribing scheme. 
• Supported the proposed approach to reduce the prescribing of over the counter 

medicines. Requested clear guidance for clinicians & good engagement and 
communications with patients and the public. 
 

GP contracting assurance and performance management 
• Noted the proposed approach to contract and performance management under 

delegated primary care commissioning.  The approach would cover contract assurance, 
performance management, quality assurance and improvement. 
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Description of interest Action taken to mitigate risk Date of Declaration

Broch Jason Board Clinical Chair X Partner Oakwood Lane Medical Practice 10/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Director Jenjo Healthcare Ltd 10/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Spouse business Airtight International Ltd 10/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Board X Spouse business Nails 17 Ltd 10/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Director Leeds Jewish free school 16/01/2014 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Shareholder/Director Chapeloak Investments Ltd 15/02/2013 01/06/2013 Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Shareholder Alpha Dealing Ltd 17/06/2014 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Director Brodetsky Primary School Foundation 17/06/2014 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Broch Jason Board Clinical Chair X Foundation Trust Governor Local Authority Brodetsky 
Primary School

01/09/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 12/01/2017

Davy Gina Board
Deputy Director of Commissioning - 
Primary Care and Business 
Development

X
Former Director of Mike Long Associates Ltd (Director, 
not active) 28/06/1905 not active Declare conflict or perceived conflict within context 

of any relevant meeting or project work 09/11/2016

Davy Gina Board
Deputy Director of Commissioning - 
Primary Care and Business 
Development

X
Member of Leeds and York Partnership Trust 30/06/1905

current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

09/11/2016

Davy Gina Board
Deputy Director of Commissioning - 
Primary Care and Business 
Development

X
Communication Consultant for Informatics (CSU & 
Leeds CCGs (friend)

06/07/1905
current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 09/11/2016

Freeman Mark Board Secondary care consultant Mid Yorks 
Hospitals X Consultant Mid Yorkshire hospitals 01/08/2002 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work
01/02/2017

Board Secondary care consultant Mid Yorks 
Hospitals X Advisor Univadis ScientifIc Committee 18/03/2013 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work
01/02/2017

Freeman Mark Board Secondary care consultant Mid Yorks 
Hospitals X Brother owner of Freemans Pharmacy 01/01/1995 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work
01/02/2017

Freeman Mark Board X Member BMA 01/08/1992 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/02/2017

Gray Nigel Board Chief Officer X Bevan Healthcare Board (Non Exec Director) 17/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

17/11/2016

Gray Nigel Board Chief Officer X Spouse employed by Leeds Teaching Hospital Trust 17/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 17/11/2016

Gray Nigel Board Chief Officer X Sister employed by Leeds Community Healthcare 17/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 17/11/2016

Gray Nigel Board X Wetherby St James Cof E Primary school - Federated 
with Scholes 14/09/2016 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 17/11/2016

Hampshire Diane Board Non Executive Board Nurse X 20/01/2016

Ibbotson Nick Board GP Non Executive Director X Employee One Medicare Arthington Leeds 15/05/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

27/02/2017

Date of interest                       
From To           

Leeds North CCG Board Members Register of interests 13th March 2017



Jackson Lucy Board

Public Health Consultant Lead
Lead for Public Health, Member of 
Board, Executive, Quality sub-
committees.

X Leeds City Council Declare conflict or perceived conflict within context 
of any relevant meeting or project work

28/11/2016

Linley Clare Board Director of Nursing X 29/11/2016

Morgan Petra Board Practice Manger - Street Lane Practice   
Management executive X

General Manager Street Lane Practice. Services 
provided over and above GMS contract - cardiology, 
Dermatology, Minor Surgery,General paediatrics, BCC

01/03/2016 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

31/10/2016

Board X

Enhance Primary Care Ltd. Company set up by SLP to 
host non not core GMS/Enhanced Contracts - LNCCG 
contracts including: Wound care and catheter service, 
innovation funding,patient liaison, changing faces 
psycho social support service

01/03/2016 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 31/10/2016

Morgan Petra Board Practice Manger - Street Lane Practice   
Management executive X

Changing Faces - Close links with the charity as they 
provide services based at the practice through our 
Dermatology Service

01/03/2016 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

31/10/2016

Myers Peter Board Non Executive lay member- 
Governance X Chief Executive Beverley Buidling Society 05/08/2015 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work
22/11/2016

Peter Myers Board Non Executive lay member- 
Governance X Director Finance Yorkshire Ltd 05/08/2015 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work
22/11/2016

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Astra Zeneca - Pension provider 17/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 07/08/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Pfizer Ltd - Pension provider 17/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 17/05/2012

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Pfizer Ltd - Shares 01/08/2013 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 01/08/2013

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Graham Prestwich Ltd - Director 17/05/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 17/05/2012

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Bradford school of Pharmacy - joint chair, external 
advisory board 11/1115 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 11/11/2015

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X
University of Leeds - Member of Consensus 
Development panel for action to support practices 
implementing research - a 5yr £2m research project

11/07/2012 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 07/08/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Change - member of the Board of Trustees 13/04/2013 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 07/08/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X British Standards Institute - member, clinical service 
spec Steering Group 11/11/2015 18/01/2017 Declare conflict or perceived conflict within context 

of any relevant meeting or project work 18/01/2017

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Leeds Area Prescribing Committee - patient 
representative 04/10/2013 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 07/08/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X National Blood Transfusion Audit programme - 
member fo PPI panel 15/01/2014 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 07/08/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Faculty of medical leadership and management - 
associate member of the faculty 15/01/2014 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 26/11/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Medicines Communications Charter task and finish 
group 15/01/2014 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 26/11/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Leeds Teaching Hospitals Trust - sister is employee 11/11/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 06/01/2015



Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Allied Health Professionals Medicines Project Board 01/12/2014 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 01/12/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Royal College of physicians, Joint advisory group on 
gastrointestinal endoscopy - member 01/12/2014 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 01/12/2014

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Clinical standards accreditation alliance - lay member 
of project board 06/01/2015 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 06/01/2015

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X NHS England Medical Directorate Quality and 
Outcomes Working Group - member 01/12/2014 18/01/2017 Declare conflict or perceived conflict within context 

of any relevant meeting or project work 18/01/2017

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X NHS England Patients and Information Directorate PPI 
lay member network facilitator 13/01/2015 18/01/2017 Declare conflict or perceived conflict within context 

of any relevant meeting or project work 18/01/2017

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Yorks and Humber AHSN, Medicines Safety Expert 
Reference Group m- member 22/06/2015 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 22/06/2015

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Journal of Medicines Optimisation Clinical Editorial 
Group - member 22/06/2015 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 22/06/2015

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X NHS England - cross system sepsis programme board 
- member 26/06/2015 18/01/2017 Declare conflict or perceived conflict within context 

of any relevant meeting or project work 18/01/2017

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Chief Professional Officers Project Board Medicines 
Prescribing non pecuniary - lay member 25/01/2016 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 25/01/2016

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X Primary Care PPG Research Group Leeds University - 
group member 25/01/2016 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 25/01/2016

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X NHS England Independent Investigation Governance 
Committee for mental health homicides

05/02/2016 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

05/02/2016

Prestwich Graham Board
Lay Member (Patient and Public 
Involvement) / Chair Leeds North CCG 
Patient Assurance Group

X NHS England North Region Independent Investigations 
review group 12/05/2016 current Declare conflict or perceived conflict within context 

of any relevant meeting or project work 12/05/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Partner - North Leeds Medical Practice 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Tutor - Primary Care Training Centre 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Member - BMA 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Member - Diabetes UK 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Member - Local Care Direct 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Member Circle Group 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Borther partner at PWC 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Novo nordisk Dansoc 10/08/2015 29/12/2015 Declare conflict or perceived conflict within context 
of any relevant meeting or project work

29/12/2016

Purewal Manjit Board Clinical Director Leeds North CCG X Owner/part owner Reborne Healthcare Ltd 10/08/2015 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

01/12/2016

Robins Sue Board
Acting Director of Commissioning at 
Leeds North CCG (substantive Director 
of Commissioning at Leeds West CCG)

X Substantive Director of Commissioning at Leeds West 
CCG

01/01/2017 31/03/2017 Declare conflict or perceived conflict within context 
of any relevant meeting or project work

07/12/2016

Robinson Simon Board GP Non executive Director X GP Partner Westgate surgery 27/06/2014 31/01/2017 Declare conflict or perceived conflict within context 
of any relevant meeting or project work 27/06/2014

Robinson Simon Board X Street Lane dermatology 20/11/2015 31/01/2017 Declare conflict or perceived conflict within context 
of any relevant meeting or project work 20/11/2015

Robinson Simon Board GP Non executive Director X SACAR (Special autism services) 19/02/2013 31/01/2017 Declare conflict or perceived conflict within context 
of any relevant meeting or project work 19/02/2013



Robinson Simon Board GP Non executive Director X AQP vasectomy and mInor surgery 01/10/2014 31/01/2017 Declare conflict or perceived conflict within context 
of any relevant meeting or project work

05/02/2016

Robinson Simon Board GP Non executive Director X One Medical Group 30/03/2016 31/01/2017 Declare conflict or perceived conflict within context 
of any relevant meeting or project work

30/03/2016

Wright Martin Board Chief Financial Officer X Spouse employed as finance manager with SW 
Yorkshire Partnership Foundation Trust

01/01/1988 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work

27/10/2016

Wright Martin Board Chief Financial Officer X Son works for Deloitte UKLLP 01/01/2014 current Declare conflict or perceived conflict within context 
of any relevant meeting or project work 27/10/2016
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HEALTH AND WELLBEING BOARD

MONDAY, 20TH FEBRUARY, 2017

PRESENT: Councillor R Charlwood in the Chair

Councillors D Coupar, B Flynn, S Golton 
and L Mulherin. 

Representatives of Clinical Commissioning Groups
Dr Jason Broch NHS Leeds North CCG
Dr Gordon Sinclair NHS Leeds West CCG
Nigel Gray NHS Leeds North CCG

Directors of Leeds City Council
Dr Ian Cameron – Director of Public Health
Cath Roff – Director of Adult Social Services
Sue Rumbold – Children’s Services

Representative of NHS (England)
Moira Dumma - NHS England 

Third Sector Representative
Kerry Jackson – St Gemma’s Hospice

Representative of Local Health Watch Organisation
Lesley Sterling-Baxter – Healthwatch Leeds 

Representatives of NHS providers
Sara Munro - Leeds and York Partnership NHS Foundation Trust
Liz Kay - Leeds Teaching Hospitals NHS Trust 
Thea Stein - Leeds Community Healthcare NHS Trust

42 Welcome and introductions 
The Chair welcomed all present and brief introductions were made.

43 Appeals against refusal of inspection of documents 
There were no appeals against the refusal of inspection of documents.

44 Exempt Information - Possible Exclusion of the Press and Public 
The agenda contained no exempt information.

45 Late Items 
No formal late items of business were added to the agenda.

46 Declarations of Disclosable Pecuniary Interests 
There were no declarations of disclosable pecuniary interest.

47 Apologies for Absence 
Apologies for absence were received from Councillor G Latty, Steve Walker 
and Julian Hartley. Councillor B Flynn, Sue Rumbold and Liz Kay were 
welcomed as substitute members.
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48 Open Forum 
No matters were raised by members of the public under the Open Forum.

49 Minutes 
RESOLVED – The minutes of the previous meetings held 20th October and 
24th November 2016 were approved as a correct record.

50 Matters Arising 
20/10/16
Minute 15a) St Gemma’s Hospice – Councillor Charlwood briefly reported on 
a visit to St Gemma’s Hospice undertaken by Board members and expressed 
her support for the Hospice as an example of best practice for the City.
Minute 27 Future in Mind, Leeds – Councillor Mulherin reported on the recent 
launch of the strategy and a copy of the summary document was made 
available for Board members.

51 Introducing the Leeds Commitment to Carers 
The Board received a report from Leeds Carers Partnership on the “Leeds 
Commitment to Carers” which included a series of carer and organisational 
statements; recognising the Leeds Carers Partnership as a key strategic 
influencer and champion.

The report was presented by Mick Ward, (Integrated Commissioning, Adult 
Social Care & NHS Leeds North CCG) and Val Hewison (Chief Executive, 
Carers Leeds).

Ms Hewison reported that in her discussions with carers, repeated themes 
were love (for family carers); carers feeling invisible (all the focus is on the 
person being cared for); and fear (of what may happen in the future if they 
were not there to care). She reported that most care in Leeds was provided by 
a family carer, and most carers do not access services for themselves, they 
attend only to access care with/or for the recipient of care. It is important to 
ask “are you a Carer?” at that point

She highlighted that the Carers Commitment should:
- Ensure that recognition, partnership and support for carers is our ‘usual 

business’.
- Ensure that carers are able to continue to work and act as a carer. Just 

giving 10 hours of family care has detrimental impact on a carer’s own 
career or education

- Tie together the strands of the previous 5 Year forward view 
(emphasised prevention and carers wellbeing) and the Sustainability & 
Transformation Plan (focus on relationships)

Finally, the Board congratulated the Carers Leeds Partnership Board as it had 
been awarded the Health Service Journal Award for Integrated 
Commissioning for Carers in recognition of its integrated approach to carers 
support.
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Discussions included consideration of: 
 The scale of the task of offering support to carers, noting that 1:10 of 

the population were carers
 Carers’ identification, acknowledgement and support could be achieved 

through partnership working. It was reported that partnership with 3rd 
sector organisations had already been secured; respite care was 
available to support carers; and partners could influence other 
commissioners/provider to ensure that carer support is built into all 
parts of business and work plans.

 The role of the Steering Group to record and monitor progress against 
an organisation’s own action plan. 

 The ongoing work to secure agreement from each LCC Directorate to 
sign up to the action plan

 The change in the carer workforce - from older persons caring for their 
spouse/partner to carers tend to be of working age – and concern over 
the difficulty in identifying young carers and older people with learning 
difficulties who now cared for their elderly parents/family member. The 
comments regarding identification of young carers were noted for 
further consideration by all present

In conclusion the Chair expressed the support of the Board and commended 
the work of the partnership
RESOLVED

a) To endorse the Leeds Commitment to Carers. 
b) That the Leeds Carers Partnership be tasked with promoting the Leeds 

Commitment to Carers and reviewing all action plans
c) That the Leeds Carers Partnership be requested to present a progress 

report in 2018

52 Reducing Health Inequalities through Innovation and System Change 
The Board considered the report of the Head of Health Innovation, Leeds 
Health Partnerships on how innovation and system change provide the means 
by which the reduction of health inequalities will be delivered. The report set 
the scene for a series of presentations on the key issues and opportunities to 
be addressed in an effective programme of delivery. Additionally the report 
included an overview of the scale of health inequality in Leeds and the role of 
economic growth, the Leeds Digital Strategy and investment through 
partnership.

The Leeds Growth Strategy - Colin Mawhinney provided an overview of the 
Strategy 2011/16 which was currently under review. The Strategy had taken 
account of the diversity of the city, quality of life as well as measurable 
outputs and had recognised the role of partnership working. The review would 
focus on implementation; and consider the impact of Brexit, employment and 
the predicted economic growth for Leeds, particularly in the digital and 
education sectors. Key to being able to address health inequality was a 
strong; growing economy. Future productivity was influenced by health, skills 
and support. Small and Medium Enterprises (SME’s) were a large part of the 
healthcare sector in Leeds providing a number of jobs and requiring support 
as they expanded. 
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The Board received a short video presentation. Representatives from 4 SMEs 
highlighted the advantages of being based in Leeds – the collaborative 
approach between the business and education sectors; the local talent pool; 
skills, support and transport infrastructure which encouraged easy access to 
the city and allowed SMEs a greater regional reach to provide services and 
encourage staff.

Challenges ahead included ensuring the continued development of a local 
talent pool with relevant skills; and encouraging local commissioners/business 
to buy local products and services.

The Board welcomed the context and framework for inward investment 
provided by the presentation and noted comments on issues including:

 Securing new jobs for Leeds residents
 The existing skilled workforce in the digital and education economy. 

Further consideration to be given to create opportunities for different 
skills/workforce to support other parts of the general economy which in 
turn will raise the standard of the health and wellbeing of Leeds citizens

 The challenge of encouraging uptake of health and care jobs when 
pay, conditions and hours may not be seen as favourable as other 
sectors

 Recognition of the link between economic deprivation and health 
inequality and the need to target economic growth, education and new 
skills to areas of deprivation.

The Leeds Digital Strategy – Dylan Roberts emphasised the role of Digital 
Economy in supporting health and wellbeing of the population and identified 
the link between Leeds’ Digital Roadmap and the Leeds Health & Care Plan – 
a place based approach will support the appropriate platform on which to 
create and share design principles. Arrangements were being put in place to 
deliver a city digital team supported by NHS Digital. The Board was urged to 
consider the positive impact of digital/technology on self-care and prevention 
and the opportunity for SMEs to establish new products – such as a 
smartphone app. It was noted that European funding had been secured to 
support Leeds companies to fund innovative products

(Moira Dumma, Gordon Sinclair and Councillor D Coupar withdrew from the 
meeting for a short while)

The Board heard from Victoria Betton of mHabitat, a company supporting 
digital innovation in the NHS and wider public sector. The company had 
received funding to consider the challenge around digital practitioning and she 
highlighted the need to update the technology in use in the health care sector 
to better support practitioners in the field – such as appropriate smart phones 
for home visits.

Discussion recognised that the use of digital technology can be transformative 
and is crucial in many health and care service workplaces; although it was 
acknowledged that the initial roll-out of technology to staff was not without 
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challenges. It was suggested that sharing digital design principles should 
ensure SME’s capabilities and ensure the future of information sharing.

Leadership in Innovation and System Change – Mike Messenger, Leeds 
Centre for Personalised Medicine & Health, joined the meeting via Skype from 
San Francisco. The 2016 Precision Medicine Catapult had encouraged Leeds 
developers/practitioners to consider personalised medicine and health in all 
three health settings – hospital, general practice and community health. Leeds 
developed a whole system approach which was now being mooted as a best 
practice example. The challenge now was to develop and use new products 
and ways of working much sooner. Precision medicine aimed to improve and 
enrich decisions taken by individuals about their own health, wellbeing and 
care through the use of technology. The technology could also be used to 
identify when/or if a patient may become ill, or assist with identifying 
appropriate medicine

(Moira Dumma left the meeting at this point)

Leeds was seen as being a good place to trial precision medicine due the 
diverse population and medical needs, the large healthcare system and 
because of the relevant expertise and skills already in the city within the 
universities and hospitals.

Mr Messenger explained that the founding principle of the co-operative was to 
utilise the data already available in care packages and care paths, and to 
identify where added value was gained, or lost, on the patients’ care path. He 
identified current challenges as being:

- gaining access to real time data from care services which prevents the 
co-operative undertaking service modelling

- gaining access to patients and consent to use their data. 
Board members noted the comments made during the video presentation 
seeking to encourage commissioners to review their procurement 
mechanisms and expressing concern that Leeds CCGs did not procure Leeds 
made products. The Board also noted the response that discussions were 
being held with CCGs on this matter.

The Board felt it was important to identify which organisations will lead and 
progress the roll-out of the various initiatives and to ensure that localities with 
historical health challenges are included.

In conclusion the Board commented that technology was not just about 
productivity, but was a facilitator to interact with patients and hold citizens’ 
information. Increasingly, technology in the health and care sector should 
empower individuals to help them get what they want out of health and care 
services.

Having considered the report and presentations, the Board
RESOLVED – 

a) Noted the further opportunities for the Board to progress and provide
strategic direction identified during discussions
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b) Noted the discussions on how members of the Board can further
support the work

c) To receive future progress reports as and when appropriate

53 Any Other Business 
West Yorkshire & Harrogate Sustainability & Transformation Plan
Freedom of Information request – Councillor Flynn sought assurance that no 
information had been withheld from the published WYH STP. He reported on 
a recent FOI request made to secure the publication of the appendices to the 
STP, which had been refused by NHS Wakefield CCG under the provisions of 
Section 36(2) (ii) of the FOI Act. Relevant representatives assured the Board 
that they were not aware that any information had been withheld from the 
public domain, and had attended STP meetings where a transparent 
approach had been agreed.
Next Steps – Confirmation of the date for publication, recorded as December 
2017 in the WYHSTP, was requested. It was agreed that this information 
would be provided directly to the Board member.

54 Date and Time of Next Meeting 
RESOLVED – To agree that the next meeting on 20th April 2017 would be re-
scheduled as an informal workshop for Board members.
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