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NHS Rotherham Clinical Commissioning Group

Operational Executive –  18.10.19       
Audit and Quality Assurance Committee –  05.11.19        
Clinical Commissioning Group Governing Body  – 04.12.19 

PRIME FINANCIAL POLICIES (PFP’s) 

Lead Executive: Wendy Allott 
Lead Officer: Matt Jones 
Lead GP: Jason Page 

Purpose: 

For Governing Body to approve the updated suite of Prime Financial Policies. 

Background: 
The Prime Financial Policies are part of the CCG’s control environment for managing the 
organisation’s financial affairs. They contribute to good corporate governance, internal 
control and management of risk and 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 Finance Officer to effectively perform their 
responsibilities and are used in conjunction with the scheme of reservation and delegation 
(currently under separate review as part of the on-going review of the rest of the 
constitution)  
A new draft constitution was recently presented at OE. In the light of this the CFO 
proposed an action to fully review the Prime Financial Policies and the other key detailed 
financial policies underpinning the Prime Financial Policies, to ensure consistency with the 
proposed new constitution and that they remain fit for purpose. 

Analysis of key issues and of risks 

Prime Financial Policies 
The Prime Financial Policies apply to everyone working for the CCG. They do not provide 
detailed procedural advice but rather outline the main responsibilities of officers, however 
from the initial review it was felt greater clarity was needed in certain areas; particularly 
around the general purpose of the policies, the tendering and contracting section (13) and 
risk management section (15). No changes in the policy ‘rules’ have been made.  

Underpinning the Prime Financial Policies the CCG have a number of key detailed financial 
policies which include, but are not limited to budget management; procurement and 
commissioning, counter fraud and subject to approval losses and special payments, all of 
which are published and maintained on the CCG’s website. 

Recently the budget management policy has been reviewed and approved by the CCG’s 
Governing body.  
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Procurement and Commissioning Policy: 
This policy was last reviewed in February 2018 and was not due for review until February 
2020. However, given the work that has taken place in reviewing the other policies, it was 
felt it was an ideal opportunity to align all policies and review together. With the support of 
the procurement lead of the CCG a full review has taken place. The outcome of the review 
is that there are no significant changes in the wording of the policy other than making 
reference to the Bribery Act 2010. However, following discussions with the Chief Finance 
Officer, the Local Authority and other local CCG’s a proposal is being made to raise the 
limits for three quotations from £50,000 to £100,000, and where three quotations have 
been received, one of these quotations must be from a local Rotherham supplier/provider, 
where possible.  
 
For clarity the revised thresholds will be: 
 

• Up to £15k – One Quote required (no change) 
• Between £15k - £100k – Three Quotations to be received, one to be from a local 

provider (Change from £50k) 
• Over £100k – Full tender to take place (Change from £50k) 

 
Management and Treatment of Losses and Special Payments Policy: 
Whilst reviewing the Prime Financial Policies of the CCG and comparing what other local 
CCG’s had, a gap was identified around the management and treatment of Losses and 
Special Payments, in that the CCG had no policy on this. To bring the CCG in line with 
other local CCG’s a new policy has been written and will (subject to approval) form part of 
the key financial policies that will sit under the Prime Financial Policies. 
Full copies of the revised and new policy documents are attached for information. 
 
Equality Impact: 
 Equality Impact Assessments have taken place and the completed forms are attached. 
Financial Implications: 
N/A 
Human Resource Implications: 
N/A 

Procurement Advice: 
N/A 
Privacy Impact Assessment 
N/A 
Approval history: 
The Prime Financial Policies were last reviewed in May 2016. 
The Procurement and Commissioning Policy was last reviewed and approved in February 
2018. 
The revised Prime Financial Policies were supported by AQuA on the 5 November 2019 
The revised Procurement and Commissioning Policy was supported by AQuA on the 5 
November 2019 
The new Management and Treatment of Losses and Special Payments Policy was 
supported by AQuA on the 5 November 2019. 
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Recommendations: 
Governing Body is asked to approve the following policies. 
 

• Revised Prime Financial Policies  
• Revised Procurement and Commissioning Policy 
• New Management and Treatment of Losses and Special Payments Policy 

  
Paper is for : Approval 
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1. INTRODUCTION 

1.1. General 

1.1.1. These Prime Financial Policies (PFPs) shall have effect as if incorporated into the 
CCG’s Constitution. 

1.1.2. The PFPs are part of the CCG’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 Accountable Officer and Chief Finance Officer 
to effectively perform their responsibilities. They should be used in conjunction with the 
scheme of reservation and delegation (SoRD) and the Standing Financial Instructions 
(SFIs). 

1.1.3. These PFPs identify the financial responsibilities which apply to everyone working 
for the CCG. They do not provide detailed procedural advice and hence should be read 
in conjunction with the more detailed policies which have been prepared by the Chief 
Finance Officer and approved by the Governing Body and which are known as the 
“Detailed Financial Policies”. 

1.1.4. The Detailed Financial Policies which include, but are not limited to, budget 
management; procurement, counter fraud and treatment of losses and special payments 
will be published and maintained on the CCG’s website 

1.1.5. Should any difficulties arise regarding the interpretation or application of any of the 
PFPs, SFI’s or Detailed Financial Policies then the advice of the Chief Finance Officer 
must be sought before acting. The user of these PFPs should also be familiar with and 
comply with the provisions of the CCG’s Constitution, Standing Orders, SoRD and SFIs. 

1.1.6. 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. 

1.1.7. If for any reason these PFPs are not complied with, full details of the non-
compliance and any justification for non-compliance and the circumstances around the 
non-compliance shall be reported to the next formal meeting of the Governing Body’s 
Audit and Quality Assurance Committee for referring action or ratification. All of the 
CCG’s Members and employees have a duty to disclose any non-compliance with these 
PFPs to the Chief Finance Officer as soon as possible. 

 

 

 



 
1.2. Responsibilities and delegation 

1.2.1. The roles and responsibilities of Members, Governing Body Members, Committee 
and sub-committee members and persons working on behalf of the CCG are set out in 
chapters x and x of this Constitution. 

1.2.2. The financial decisions delegated by Members are set out in the CCG’s SoRD and 
by Governing Body in the SoRD and SFIs. 

1.3. Contractors and their employees 

1.3.1. Any contractor or employee of a contractor who is empowered by the CCG to 
commit the CCG to expenditure or who is authorised to obtain income shall be covered 
by these PFPs. It is the responsibility of the Accountable Officer to ensure that such 
persons are made aware of this. 

1.4. Amendment of Prime Financial Policies 

1.4.1. To ensure that these Prime Financial Policies remain up-to-date and relevant, the 
Chief Finance Officer will review and update them every two years. Following scrutiny by 
the Governing Body’s Audit and Quality Assurance Committee, the Chief Finance Officer 
will recommend amendments, as fitting, to the Governing Body for approval.  

2. INTERNAL CONTROL 

POLICY – the CCG 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 Governing Body is required to establish an Audit Committee with terms of 
reference agreed by the Governing Body (see paragraph x.x.x of the CCG’s Constitution 
for further information). For the purpose of this function the Audit and Quality Assurance 
Committee (AQuA) has been created. 

2.2. The Accountable Officer has overall responsibility for the CCG’s systems of internal 
control and will ensure that an Annual Governance Statement is prepared in line with 
national requirements. 

2.3. The Chief Finance Officer will ensure that: 

a) Financial policies are considered for review and update every two years; 

b) A system is in place for proper checking and reporting of all breaches of financial 
policies; and 

 



 
 

c) A proper procedure is in place for regular checking of the adequacy and effectiveness 
of the control environment. 

3. AUDIT 

POLICY – the CCG will have an effective and independent internal audit function and 
fully comply with the requirements of external audit and other statutory reviews.  
 
3.1. The Head of Internal Audit and the counter fraud specialist appointed by the Audit 
and Quality Assurance Committee and the appointed external auditor will have direct 
and unrestricted access to Audit and Quality Assurance Committee members, the Chair 
of the Governing Body, Accountable Officer and Chief Finance Officer for any significant 
issues arising from audit work that management cannot resolve, and for all cases of 
fraud or serious irregularity.  
 
3.2. All Audit and Quality Assurance Committee members, the Chair of the Governing 
Body and the Accountable Officer will have direct and unrestricted access to the head of 
internal audit and external auditors.  
 
3.3. The Chief Finance Officer will ensure that:  
 
a) the CCG has a professional and technically competent internal audit function as set 
out in more detail in the Terms of Reference of the Audit and Quality Assurance 
Committee; and  
 
b) the Audit and Quality Assurance Committee approves any changes to the provision or 
delivery of assurance services to the CCG.  
 
c) the minutes of the Audit and Quality Assurance Committee meetings shall be formally 
recorded and submitted to the Governing Body. The Chair of Audit and Quality 
Assurance Committee shall draw to the attention of the Governing Body any issues that 
require disclosure to the full Governing Body, or require executive action.  
 
4. FRAUD, BRIBERY AND CORRUPTION  
 
POLICY – the CCG requires all staff to always act honestly and with integrity to 
safeguard the public resources they are responsible for. The CCG will not 
tolerate any fraud perpetrated against it and will actively chase any loss suffered.  

 

 

4.1. The Governing Body’s Audit and Quality Assurance Committee will satisfy itself that 
the CCG has adequate arrangements in place for countering fraud and shall review the 
outcomes of counter fraud work. It shall also approve the counter fraud annual work 
programme and review the annual report produced by the local counter fraud specialist. 

4.2. The Governing Body’s Audit and Quality Assurance Committee will ensure that the 
CCG has arrangements in place to work effectively with NHS Counter Fraud Authority. 



 
Security Management 

4.3 The Accountable Officer will monitor and ensure compliance with Directions issued 
by the Secretary of State for Health and Social Care on NHS security management. 

4.4 The Accountable Officer shall nominate a suitable person to carry out the duties of 
the Local Security Management Specialist (LSMS) as specified by the Secretary of State 
for Health and Social Care guidance on NHS Security Management.  

4.5 The Governing Body shall nominate a Lay Member to oversee the NHS Security 
Management service who will report to the Governing Body. 

5 EXPENDITURE CONTROL 

5.1 The CCG is required by statutory provisions1 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 Accountable Officer has overall executive responsibility for ensuring that the 
CCG 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 Finance Officer will: 

• provide reports in the form required by NHS England; 
• 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; and 
• be responsible for ensuring that an adequate system of monitoring financial 

performance is in place to enable the CCG to fulfil its statutory responsibility not 
to exceed its expenditure limits, as set by direction of NHS England. 

6 ALLOCATIONS2 

6.1 The Chief Finance Officer will: 

      a) Periodically review the basis and assumptions used by the NHS England for 
distributing allocations (also known as allotments) and ensure that these are reasonable 
and realistic and secure the CCG’s entitlement to funds; 

      b) Prior to the start of each financial year submit to the Governing Body for approval 
a report showing the total allocations received and their proposed distribution including 
any sums to be held in reserve; and 

                                                           
1 See section 223H of the 2006 Act, inserted by section 27 of the 2012 Act 
2 See section 223(G) of the 2006 Act, inserted by section 27 of the 2012 Act  



 
      c) Regularly update the Governing Body on significant changes to the initial 
allocation and the uses of such funds. 

7 COMMISSIONING STRATEGY, BUDGETS, BUDGETARY CONTROL AND 
MONITORING 

POLICY – the CCG will produce and publish an annual commissioning plan that 
explains how it proposes to discharge its financial duties. The CCG will support this with 
comprehensive financial plans and annual budgets 
 

7.1 The Governing Body will approve consultation arrangements for the CCG’s annual 
commissioning plan. 

7.2 The Accountable Officer will compile and submit to the Governing Body a 
commissioning strategy and annual commissioning plan which takes into account 
financial targets and forecast limits of available resources. 

7.3 The CCG will engage in a collaborative approach with NHS England, other clinical 
commissioning groups, local providers of services, local authorities, including through 
Health and Wellbeing Boards, patients and their carers and the voluntary sector and 
others as appropriate to develop robust commissioning plans. This will include, with 
partner organisations within the South Yorkshire and Bassetlaw Integrated Care System. 

Budgets, Budgetary Control and Budgetary Monitoring 

7.4 Prior to the start of the financial year the Chief Finance Officer will, on behalf of the 
Accountable Officer, prepare and submit programme and running cost budgets for 
approval by the Governing Body. 

7.5 The Chief Finance Officer shall monitor financial performance against budget and 
plan, regularly review them, and report to the Governing Body on a monthly basis. This 
report should include explanations for variances. These variances must be based on any 
significant departures from agreed financial plans or budgets. The report should also 
document requests for changes to budgets where these are in excess of the limits 
delegated to the Accountable Officer and Chief Finance Officer. 

7.6 The Accountable Officer is responsible for ensuring that information relating to the 
CCG’s accounts or to its income or expenditure, or its use of resources is provided to 
NHS England as requested. 

7.7 On behalf of the Accountable Officer, the Chief Finance Officer is responsible for 
putting in place a detailed operational scheme of delegation which sets out in writing 
budgetary authorisation limits for individuals and the responsibilities of budget holders 
and budget managers. This will flow from the CCG’s Standing Financial Instructions as 
approved by Governing Body. It will be referenced in the detailed financial policy on  



 
 

budget management prepared by the Chief Finance Officer and approved by the 
Governing Body. 

7.8 The Chief Finance Officer has a responsibility to ensure that adequate training is 
delivered on an on-going basis to budget holders and their budget managers to help 
them manage successfully. 

8 ANNUAL ACCOUNTS AND REPORTS 

POLICY – the CCG will produce and submit to NHS England, accounts and reports in 
accordance with all statutory obligations3, relevant accounting standards and 
accounting best practice in the form and content and at the time required by the NHS 
England. 

 

8.1 The Chief Finance Officer will ensure the CCG: 

a) prepares a timetable for producing the annual report and accounts and agrees it with 
external auditors and the Audit and Quality Assurance Committee; 

b) prepares the accounts according to the agreed timetable; 

c) complies with statutory requirements and relevant directions for the publication of the 
externally audited annual accounts and annual report; 

d) considers the external auditor’s management letter and fully address all issues within 
agreed timescales, ensuring it is presented to Audit and Quality Assurance Committee 
for consideration; and 

e) publishes the external auditor’s management letter on the CCG’s website and makes 
it available upon request for inspection at the CCG’s head office. 

9 INFORMATION TECHNOLOGY 

POLICY – the CCG will ensure the accuracy and security of the CCG’s computerised 
financial data. 
 

9.1 The Chief Finance Officer is responsible for the accuracy and security of the CCG’s 
computerised financial data and shall: 

a) devise and implement any necessary procedures to ensure adequate (reasonable) 
protection of the CCG's data, programs and computer hardware from accidental or  

                                                           
3 See Paragraph 17 of Schedule 1A of the 2006 Act, as inserted by Schedule 2 of the 2012 Act.  



 
 

intentional disclosure to unauthorised persons, deletion or modification, theft or damage, 
having due regard for the Data Protection Act 2018; 

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 Finance Officer may consider 
necessary are being carried out. 

9.2 In addition, the Chief Finance 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 CCG will run an accounting system that creates management and 
financial accounts. 
 

10.1 The Chief Finance Officer will ensure: 

        a) The CCG has suitable financial and other software to enable it to comply with 
these policies and any consolidation requirements from NHS England; 

        b) That contracts for computer services for financial applications with another health 
organisation or any other agency shall clearly define the responsibility 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. 

        c) Where another health organisation or any other agency provides a computer 
service for financial applications, the Chief Finance Officer shall annually seek 
assurances that adequate controls are in operation 

 

 

 



 
 

11 BANK ACCOUNTS 

POLICY – the CCG will keep enough liquidity to meet its current commitments. 
 

11.1 The Chief Finance Officer will: 

a) review the banking arrangements of the CCG at regular intervals to ensure they are in 
accordance with Secretary of State directions, best practice and represent value for 
money; 

b) manage the CCG's banking arrangements and advise the CCG on the provision of  
banking services and operation of accounts; 

 c) prepare detailed instructions on the operation of bank accounts. 

11.2 The Audit and Quality Assurance Committee shall approve the banking 
arrangements. 

12 INCOME, FEES AND CHARGES AND SECURITY OF CASH, CHEQUES AND 
OTHER NEGOTIABLE INSTRUMENTS. 

POLICY – the CCG 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 CCG or its functions;  
• ensure its power to make grants and loans is used to discharge its functions 

effectively. 
 

12.1 The Chief Finance 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; 

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. 

e) appropriate recovery action on all outstanding debts 



 
 

13 TENDERING AND CONTRACTING PROCEDURE 

POLICY – the CCG:  
• 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:  

   - the supply of goods, materials and manufactured articles;  
  - 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  
  - for the design, construction and maintenance of building and engineering works 
(including construction and maintenance of grounds and gardens) for disposals. 
 

Tendering 

13.1 The Chief Finance Officer shall ensure that the bidders invited to tender are made 
aware of opportunities via the CCG procurement portal, or where necessary a contract 
may be let under a framework agreement. 

13.2 The Chief Finance Officer will prepare a supporting detailed financial policy setting 
out the detailed arrangements for competitive and non-competitive quotations; formal 
competitive tendering including authorisation and confirming where formal competitive 
tendering is not required. The detailed financial policy will set out in detail the limits and 
circumstances for when quotations and tenders are not required and the circumstances 
when a quotation or tender waiver may be requested. The Accountable Officer or Chief 
Finance Officer must approve all such waivers and these must be reported to the next 
meeting of the Audit and Quality Assurance Committee. 

13.3 The Audit and Quality Assurance Committee will approve the detailed financial 
policy on quotations and tendering including financial limits for when these are not 
required. These limits will be kept under review but will initially be as follows: 

a) Quotations – These are required where formal tendering procedures are not adopted 
and where the intended expenditure or income for the whole life of the proposed 
contract exceeds or is reasonably expected to exceed £15,000 (including VAT unless 
recoverable) 

b) Tenders - These are required where the estimated expenditure or income for the 
proposed whole life of the contract is expected to exceed £100,000 (including VAT 
unless recoverable). 

 



 
Contracting Procedures 

13.4 The Governing Body may only negotiate contracts on behalf of the CCG, and the 
CCG may only enter into contracts, within the statutory framework set up by the NHS 
2006 Act, as amended by the 2012 Act. Such contracts shall comply with: 

a) the CCG’s Standing Orders 

b) the Public Contracts Regulation 2015, any successor legislation and any other 
applicable law; and 

c) take into account as appropriate any applicable NHS England or NHS Improvement 
guidance that does not conflict with (b) above. 

13.5 In all contracts entered into, the CCG shall endeavour to obtain best value for 
money. The Accountable Officer shall nominate an individual who shall oversee and 
manage each contract on behalf of the CCG. They will generally be the relevant Budget 
holder. 

14 COMMISSIONING 

POLICY – working in partnership with relevant national and local stakeholders, the CCG 
will commission certain health services to meet the reasonable requirements of the 
persons for whom it has responsibility. 
 

14.1 The CCG will coordinate its work with NHS England, other clinical commissioning 
groups, local providers of services, Rotherham Metropolitan Borough Council, including 
through Health and Wellbeing Boards, patients and their carer’s and the voluntary sector 
and others as appropriate to develop robust commissioning plans. 

14.2 The Accountable Officer will establish arrangements to ensure that regular reports 
are provided to the Governing Body detailing actual and forecast expenditure and 
activity for each contract. 

14.3 The Chief Finance 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 CCG will put arrangements in place for evaluation and management of its 
risks and will put insurance arrangements are in place. 
 

Risk Management 

15.1 The Accountable Officer shall ensure that the CCG has a programme of risk 
management, in accordance with NHS England and Department of Health assurance 
framework requirements, which will be monitored by the Audit and Quality Assurance 
Committee.  

15.2 The Accountable Officer will also ensure that a risk register is maintained which will 
assess risks for their probability and impact. The risk register will be regularly reviewed 
by the Operational Executive with regular reports going to both Audit and Quality 
Assurance Committee and Governing Body. 

15.3 The Accountable Officer will nominate a senior officer to be the Senior Information 
Risk Owner (SIRO). The SIRO will provide board-level accountability and greater 
assurance that risks are addressed. The SIRO ensures information risks are treated as a 
priority for business outcomes. The SIRO also plays a vital role in getting the 
organisation to recognise the value of its information enabling them to use it effectively. 
The Deputy Chief Officer will be the SIRO for the CCG. 

Insurance: Risk Pooling Schemes administered by NHSLA 

15.4 The Governing Body shall decide if 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 risk pooling schemes. If the Governing Body decides not to use 
the risk pooling schemes for any of the risk areas (clinical, property and employers/third 
party liability) covered by the scheme this decision shall be reviewed annually. 

15.5 Where the Governing Body decides to use the risk pooling schemes administered 
by the NHS Litigation Authority the Chief Finance Officer shall ensure that the 
arrangements entered into are appropriate and complementary to the risk management 
programme. The Chief Finance Officer shall ensure that documented procedures cover 
these arrangements. 

15.6 Where the Governing Body decides not to use the risk pooling schemes 
administered by the NHS Litigation Authority for one or other of the risks covered by the 
schemes, the Chief Finance Officer shall ensure that the Governing Body is informed of 
the nature and extent of the risks that are self-insured as a result of this decision. The 
Chief Finance Officer will draw up formal documented procedures for the management  



 
 

of any claims arising from third parties and payments in respect of losses which will not 
be reimbursed. 

16 PAYROLL AND PAY EXPENDITURE 

POLICY – the CCG will put arrangements in place for an effective payroll service and 
the management of its staffing establishment and staffing costs. 
 

Payroll 

16.1 The Chief Finance 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 Finance Officer shall set out comprehensive procedures for 
the effective processing of payroll. 

Funded Establishment 

16.3 A staffing funded establishment will be set for the CCG at the start of each financial 
year in line with the budget approved by Governing Body. 

16.4 During the financial year the funded establishment of any department may not be 
varied without the approval of the Accountable Officer or Chief Finance Officer.  

Staff Appointments 

16.5 No Governing Body Member or employee may engage, re-engage, or re-grade 
employees, either on a permanent or temporary nature, or hire agency staff, or agree to 
changes in any aspect of remuneration: 

(a) unless authorised to do so by the Accountable Officer or Chief Finance Officer; 

and 

(b) within the limit of their approved budget and funded establishment. 

16.6 The Accountable Officer will: 

(a) ensure that all employees are issued with a Contract of Employment which complies 
with employment legislation; and 



 
 

(b) ensure there are arrangements for dealing with variations to, or termination of, 
contracts of employment 

17 NON-PAY EXPENDITURE 

POLICY – the CCG will seek to obtain the best value for money for goods and services 
received. 
 

17.1 The Governing Body will approve the level of non-pay expenditure on an annual 
basis and the Accountable Officer will determine the level of delegation to budget 
managers. 

17.2 The Chief Finance Officer shall set out procedures on the seeking of professional 
advice regarding the supply of goods and services. 

17.3 The Chief Finance Officer will: 

• advise the Governing Body 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. 

• be responsible for the prompt payment of all properly authorised accounts and 
claims; 

•  be responsible for designing and maintaining a system of verification, recording 
and payment of all amounts payable. 

18 CAPITAL INVESTMENT, FIXED ASSET REGISTERS AND SECURITY OF 
ASSETS 

POLICY – the CCG 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 CCG’s fixed assets. 
 

18.1 The Accountable 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 once a year. 

18.2 The Chief Finance Officer will prepare detailed procedures for the disposals of 
assets. 

19 RETENTION OF RECORDS 

POLICY – the CCG will put arrangements in place to retain all records in accordance 
with the Records Management Code of Practice for Health and Social Care 2016 and 
other relevant notified guidance. 
 

19.1 The Accountable Officer shall: 

• be responsible for maintaining all records required to be retained in accordance 
with the Records Management Code of Practice for Health and Social Care 2016  
and other relevant notified guidance; 

• ensure that arrangements are in place for effective responses to Freedom of 
Information requests; 

• publish and maintain a Freedom of Information Publication Scheme. 

20 TRUST AND CHARITABLE FUNDS 

POLICY – the CCG will put arrangements in place to provide for the appointment of 
trustees if the CCG holds any property in trust or will put arrangements in place for the 
management of any charitable funds. 
 

20.1 The Chief Finance Officer shall ensure that each trust fund which the CCG is 
responsible for managing is managed appropriately with regard to its purpose and to its 
requirements. 

 

 

 

 



 
 

21 ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF BUSINESS 
CONDUCT 

21.1 The Chief Finance Officer shall ensure that all staff are made aware of the CCG’s 
policy on acceptance of gifts and other benefits in kind by staff. This policy follows the 
guidance contained in the NHS England and Improvement Standards of Business 
Conduct Policy and is deemed to be an integral part of these Standing Orders and 
PFPs.  
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1. Introduction 
 
NHS Rotherham Clinical Commissioning Group (CCG) comprises 31 GP practices and is fully 
authorised as the statutory organisation with responsibility for commissioning (buying) many of the 
healthcare services for the Rotherham population of approximately 261,000 people.  To maximise our 
ability to commission the highest quality services within the available resource allocation we work jointly 
with a range of partners which include NHS England, Rotherham Metropolitan Borough Council 
(RMBC), local health providers and the voluntary and community sector. 
 
To ensure we commission services fairly and transparently NHS Rotherham CCG will comply with 
procurement and competition law. 
 
2. Scope 
 
This policy applies to those members of staff that are directly employed by NHS Rotherham CCG and 
for whom NHS Rotherham CCG has legal responsibility.  For those staff covered by a letter of 
authority/honorary contract or work experience this policy is also applicable whilst undertaking duties on 
behalf of NHS Rotherham CCG or working on Rotherham CCG premises and forms part of their 
arrangements with NHS Rotherham CCG.  As part of good employment practice, agency workers are 
also required to abide by NHS Rotherham CCG policies and procedures, as appropriate, to ensure their 
health, safety and welfare whilst undertaking work for NHS Rotherham CCG. 
 
3. Principles 
 
The overarching principles of public procurement within the NHS are as follows: 
 

• Transparency – Commissioners are required to publish procurement strategies and intentions 
to procure, provide feedback to unsuccessful bidders, publish details of awarded contracts and 
maintain records which demonstrate how procurement decisions have been made; 

 
• Proportionality – The level of capacity and resource involved in the procurement process both 

on behalf of the commissioner and the potential providers in relation to the value and complexity 
of the service being procured must be proportionate; and 

• Equality/Non-discriminatory – The duty to treat all potential providers equally.  This could 
include engagement with providers on service design to ensure service specifications have not 
been designed to exclude certain providers and the deadline for tender submissions has not 
been set to favour certain providers.  

• To support the importance of ethical behaviour, CCG staff should have an awareness of the 
seven principles of life, known as the Nolan principles, which can be accessed here: 
https://www.gov.uk/government/publications/the-7-principles-of-public-life/the-7-principles-of-
public-life--2 

 
Where appropriate the CCG will work collaboratively across the wider health economy to jointly 
commission and procure services.  The CCG will actively participate in projects/programmes where 
there are benefits to the Rotherham population, including the reduction of procurement costs and 
increased leverage with providers, by acting regionally. 
 
Rotherham CCG purchases all specialist procurement advice from the South Yorkshire Procurement 
Service, a service also serving NHS Barnsley CCG, NHS Bassetlaw CCG and NHS Sheffield CCG.  
This service is hosted by NHS Sheffield CCG. 
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4. Aims 
 
The aims of this policy are three-fold: 
 

1. To provide an overview of how the CCG will operate and the ethos that will be applied to all 
procurement activity whilst ensuring compliance with statutory procurement guidelines; 

 
2. To provide advice and guidance for all staff working within the CCG who procure any goods or 

services by setting out the procurement principles, rules and methods that the CCG will work 
within; and 

 
3. To set out a summary of procurement activity to be undertaken by the CCG, in the short and 

medium term. 
 
5. Legal Framework 
 
This policy reflects existing national guidance, in particular the requirements of the NHS Procurement, 
Patient Choice and Competition Regulations 2013 (No. 2)1, the Procurement Guide for Commissioners 
of NHS Funded Services2, and NHS Improvement’s* Substantive guidance on the Procurement, Patient 
Choice and Competition Regulations3. 
 
The full legal and regulatory framework that the CCG will abide by is made up of: 
 
• The NHS (Clinical Commissioning Group) Regulation 2012 no. 1631 (2012); 
• Securing best value for NHS patients (2012); 
• Procurement briefings for Clinical Commissioning Groups (2012); 
• Procurement Guide for commissioners of NHS-funded services (2012); 
• Public Services (Social Value) Act (2012); 
• Health and Social Care Act (2012); 
• The National Health Service (Procurement, Patient Choice and Competition) (No 2) Regulations 

(2013); 
• NHS Improvement’s Substantive guidance on the Procurement, Patient Choice and Competition 

Regulations (2014); 
• Managing Conflicts of Interest: Statutory Guidance for CCGs (2014); and 
• The Public Contracts Regulations (2015). 
• The Bribery Act 2010 

 
* From 1st April 2016, Monitor became part of NHS Improvement.  However for the avoidance of confusion references to Monitor have been 
replaced by NHS Improvement.  NHS Improvement will be used as a way of referencing Monitor. 
 
6. Definitions 
 
Procurement  Procurement is the process of finding, agreeing terms and acquiring 

goods, services or works from an external source, often via a 
tendering or competitive bidding process 

Commissioning To formally choose someone to do a special piece of work or to 
formally ask for a special piece of work from someone. 

Procurement activity The act or instance of procuring goods/services. 
 

                                                             
1 http://www.legislation.gov.uk/uksi/2013/500/pdfs/uksi_20130500_en.pdf  
2 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216280/dh_118219.pdf  
3 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/SubstantiveGuidanceDec2013_0.pdf  

http://www.legislation.gov.uk/uksi/2013/500/pdfs/uksi_20130500_en.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216280/dh_118219.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/SubstantiveGuidanceDec2013_0.pdf
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7. The Approach to Procurement 

 7.1 NHS Rotherham CCG’s Constitution 
 
Our mission; working with the people of Rotherham to sustain and improve local health services, to 
improve health and to reduce health inequalities. 
 
The NHS Rotherham CCG Constitution4 sets out the arrangements made by the CCG to meet its 
responsibilities for commissioning care for the people to whom it is accountable.  It describes the 
governing principles, rules and procedures that the CCG will establish to ensure probity and 
accountability in the day to day running of the Clinical Commissioning Group, to ensure that decisions 
are taken in an open and transparent way and that the interests of patients and the public are central. 
 
8. Duties 

  8.1 Chief Officer 
 
The Chief Officer of the CCG has overall responsibility for ensuring the CCG complies with all   
relevant legislation and works to best practice.  The lead for procurement is delegated to the Chief 
Finance Officer. 

 8.2 Chief Finance Officer 
 

The Chief Finance Officer will ensure all Procurement takes place in line with this policy and the 
scheme of delegation. 

 8.3 Managers 
 
All line managers are responsible for: 
• Implementing the policy within their sphere of responsibility where appropriate 
• Ensuring all procurement they are responsible for is logged on the procurement 

activity Log (appendix 1) and the procurement procedure is complied with. 

8.4 Governing Body 
 

The Governing Body has the ultimate responsibility for ensuring that the CCG meets its statutory 
requirements when procuring healthcare services.  
 
The Governing Body will be the authorising body for awarding a contract once a formal tender process 
has been completed.  When considering options for procurement the Governing Body will work within 
the guidelines set out by NHS Improvement as the appointed regulator of healthcare procurement and 
apply the NHS Improvement Key Test’s as described within section 15.3.1 of this document. 
 
9. Quality 
 
The overall quality of a Service will be determined by the successful implementation of the procurement 
process.  Quality will be embedded throughout each process using the following tools: 
 
 9.1 Quality, Innovation, Productivity and Prevention (QIPP) 
 

                                                             
4 http://www.rotherhamccg.nhs.uk/Downloads/Constitution/Constitution%20-%20May%202016.pdf 

http://www.rotherhamccg.nhs.uk/Downloads/Constitution/Constitution%20-%20May%202016.pdf
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All tender activity undertaken by the CCG will focus on the QIPP agenda and each successfully 
delivered tender will contribute to this wider programme: 
 
• Quality – The quality of each service will be assessed through the evaluation of the successful 

bidder’s tender submission and subsequently managed through an agreed performance 
management framework established at the tender stage and included in the Contract.  This will 
cover, where relevant, any appropriate outcome measures specified as part of the tender process. 

 
• Innovation – Emphasis will be placed on innovation to enable suppliers/providers to introduce 

efficiencies and new working methods into every area of service delivery. 
 
• Productivity – Each tender will be evaluated against published assessment criteria and 

weightings using the published scoring mechanism to ensure that the Contract is awarded to the 
Provider/supplier who is/are adjudged to have submitted the Most Economically Advantageous 
Tender (MEAT). 

 
• Prevention – For procurements this focuses on the problem of under or over supply as opposed 

to considering any health improvement and inequalities issues, which will be addressed as part of 
the quality and outcome specifications.  A contract that delivers too much or too little activity is 
wasteful and will inevitably be an unwelcome expense to the commissioner of the service.  There 
can also be associated risks to the provider which emphasises the need for thorough market 
analysis and the understanding of the service requirements. 

 
 9.2 Commissioning for Quality and Innovation (CQUIN) 
 
CQUIN payments enable commissioners to reward suppliers by linking payments to local quality 
improvements goals.  Where appropriate to the service being commissioned the South Yorkshire 
Procurement Service will offer advice to enable commissioners to embed these payments into the 
contractual agreement through an appropriate performance management framework as part of the 
tender process. 
 

9.3  UK Government’s Approach to Quality 
 
Regulation 67 of the Public Contracts Regulations 2015 (‘the PCR 2015’) confirms that all contract 
awards must now be made to the ‘Most Economically Advantageous Tender’ (MEAT) using a cost 
effectiveness approach such as life-cycle costing to assess this; this may include best ‘price-quality 
ratio’ as assessed on the basis of the award criteria. 
 
10 Collaborative Procurement 
 
There are areas of supply management in which procurement collaboration is likely to bring benefits to 
Rotherham CCG whether it is the sharing of operational resources, or commitment to specific joint 
projects and/or contracts.  Economies of scale can be achieved in both operational activity and through 
leveraging collective spend.  Where a specific procurement warrants joint procurement activity and it 
can be evidenced that this would be the best thing for the Rotherham population, NHS Rotherham CCG 
will enter into collaborative procurement processes, e.g. with other CCGS, Local Authorities or as part of 
the Accountable Care Partnership / System. 
 
11 Decommissioning Contracts and Services 
 
The CCG will ensure that the way we approach the decommissioning of services will be fair, open and 
transparent. 
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a. Proposals to decommission a service or contract will meet the Secretary of State’s four key tests 
for service change: 

 
• Support from GP commissioners; 
• Strong engagement, including local authorities, public and patients; 
• A clear clinical evidence base underpinning proposals; and 
• The need to develop and support patient choice. 

 
b. There must be clear and objective reasons for the decommissioning of a service.  These are 

likely to be based on one or more of: 
 
• Failure to remedy poor performance; 
• Evidence that the service is not cost-effective; 
• Evidence that the service is not clinically effective – i.e. patient outcomes cannot be 

shown; and/or 
• Insufficient need for the service. 
 

c. Proposals will be clearly in line with the CCG’s business aims and objectives, as set out in our 
annual commissioning intentions. 
 

d. Patient and service users’ views will be taken into consideration in any decision to decommission 
a service, with formal public consultation when required. 
 

e. Proposals will be led by clinicians and will be based upon clear and strong evidence of clinical 
and cost effectiveness. 

 
f. Proposals will be backed by a robust business case that describes the benefits of 

decommissioning and demonstrates that the benefits will be achieved. 
 
g. The Governing Body will ultimately take the decision with regard to the decommissioning of any 

service. 
 
12 Staff, Public and Patient Engagement 
 
Rotherham CCG is committed to engaging relevant stakeholders when undertaking active procurement 
exercises.  The NHS Constitution5 pledges that staff should be engaged in changes that affect them. 
Staff engagement is principally the responsibility of employers, but as commissioners the CCG 
recognises the value of effective staff engagement in improving the quality of commissioning and 
procurement. 
 
The CCG recognises that the engagement of clinicians, patients and public in designing services results 
in better services.  Our business processes require evidence of engagement for business cases to be 
approved and as a result, any procurement of contracts or services will have been informed by 
engagement at the design stage. 
 
As well as engaging staff and service users at the business case development stage, the CCG is 
committed to involving individuals in the procurement process.  The CCG will also ensure (where 
appropriate) engagement with service users and the public when evaluating tender submissions; our 
expectation is that relevant service users will be represented on tender evaluation panels and be given 
the opportunity to influence the outcome of procurement decisions. 
 
 
                                                             
5 http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx  

http://www.nhs.uk/choiceintheNHS/Rightsandpledges/NHSConstitution/Pages/Overview.aspx
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13 Implementation 
 
This policy will be disseminated to staff via the intranet/internet. 
 
14 Review 
 
This Policy will be reviewed 3 years from the date of approval by the Governing Body or sooner if there 
is a requirement to meet legal, statutory or good practice standards. 
Procedure 
 
Procurement Training 
 
Effective and relevant procurement training is a key element in the drive to increase the level of 
professionalism among all staff involved in the procurement process.  The Procurement team will 
commit to supporting and encouraging relevant developmental and legislative updates and training. 
 
Staff involved in the conduct or review of procurement processes should have an understanding of the 
key fraud, bribery and corruption issues and how to report any concerns that may arise.   
 
Action will be taken against any staff member found to have breached procurement regulations and 
procedures.  
 
15 Ensuring CCG Compliance with Procurement Rules and Regulation 

15.1 Statutory Framework 
 
NHS Rotherham Clinical Commissioning Group (CCG) was established under the Health and Social 
Care Act (2012)6.  CCGs 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’).  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. 
 
The NHS Principles are outlined in National Health Service (Procurement, Patient Choice and 
Competition) (No 2) Regulations (2013) and NHS Improvement’s Substantive guidance on the 
Procurement, Patient Choice and Competition Regulations (2014).  The key deliverables are: 
 

a) Securing the needs of the people who use the services; 
b) Improving the quality of the services; and 
c) Improving efficiency in the provision of the services. 

15.2 Procurement Rules and EU Treaty Principles 

15.2.1 Responsibilities 
 
All managers and commissioners with budgetary responsibility must make themselves familiar with the 
CCG Standing Orders (SO) and Prime Financial Policies (PFPs), which form part of the CCG’s 
Constitution, together with relevant detailed financial policies available via the intranet and all relevant 
procurement procedures described in this document. 
 
• All procurements will comply with the requirements of the SO and PFP’s. 
                                                             
6 http://www.legislation.gov.uk/ukpga/2012/7/pdfs/ukpga_20120007_en.pdf  

http://www.legislation.gov.uk/ukpga/2012/7/pdfs/ukpga_20120007_en.pdf
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• Where applicable, all procurements will comply with the requirements of the European Union (EU) 

Procurement Directive 2014/24/EU as promulgated in UK law by The Public Contracts Regulations 
2015 (‘The Regulations’).  Managers and commissioners should seek advice from the South 
Yorkshire Procurement Service to confirm when and if these Regulations apply. 

 
• All clinical service procurements will abide by NHS Improvement’s Substantive guidance on the 

Procurement, Patient Choice and Competition Regulations. 
 
The EU Treaty and EU Directive on procurement require competition as the mechanism by which 
contracting authorities ensure equality of treatment, transparency and non-discrimination of providers. 
 
Regardless of whether procurement is an ‘above threshold’ procurement, i.e. the contract value 
exceeds the threshold level above which it is mandatory to advertise the procurement in the Official 
Journal of the European Union (OJEU), it is important to note that the EU Treaty Principles still apply.  It 
is further important to note that all required tender opportunities of £25K and over must be advertised on 
the UK Government website ‘’Contracts finder’’. 

15.2.2 Health and Social Care Act 2012 
 
The Health and Social Care Act describes the responsibilities of the commissioning organisations within 
the NHS and the wider UK healthcare landscape. 

15.2.3 Integrated Care, Choice and Competition 
 
A key feature of the Health and Social Care Act is the emphasis on Integrated Care.  Section 75 of the 
Act entitled ‘Procurement, Patient Choice and Competition Regulations’ requires commissioners to 
consider how they can procure services in a more integrated fashion to consider other Healthcare 
services, Healthcare related services and Social services. 
 
The Regulations ask commissioners to consider when procuring services the impact on the patient who 
may have multiple healthcare needs and hence may traditionally have had to: 
 
• Receive treatment from a number of different healthcare teams across a range of disciplines; 
• Receive treatment over a number of different sites; or 
• Receive treatment from a number of different healthcare providers. 
 
No direct solution is given to address the issue other than to ensure that when procuring services they 
interface in a way which gives the patient a seamless service.  NHS Improvement may test a 
commissioner’s effectiveness in this by asking providers how they will co-operate in the delivery of a 
patients care with other providers. 
 
In relation to Choice and Competition, commissioners are required to ensure appropriate choice and 
competition exists in the market to drive up quality and efficiency.  In testing this NHS Improvement will 
assess how available ‘Choice’ is for patients and whether the number of providers in a particular market 
impacts on the incentive for providers to improve patient care.  Where plurality of providers does not 
exist there is no requirement to introduce this until the incumbent provider’s contract is up for renewal. 

15.2.4 Publishing Contract Opportunities 
 
The Health and Social Care Act 2012 deals with the requirements for:  
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• The UK Government to maintain a website in which commissioners can publish notices (i.e. 
Contracts finder7); 

• Arrangements to be put in place to enable providers to express interests in providing services; 
• Commissioners to publish a notice where they do intend to publish their intention to seek offers from 

providers for a new contract; 
• The content of published notices; and 
• The ability of commissioners to avoid posting a notice where they don’t wish to invite interest from 

providers and which to award the contract with a single provider. 
 
In assessing the decision to not publish a notice NHS Improvement would assess whether there is only 
one provider capable to deliver the service or whether after a detailed review of local healthcare 
provision it is concluded there is a particular provider which is clearly superior in delivering the particular 
service and where the benefits of competitive tendering are outweighed by the cost of publishing the 
notice or running a competitive tender exercise. 
 
There are certain benefits in selecting a particular provider and this could be due to location of 
provision, availability of particular infrastructure or where there is an immediate clinical need for which 
the selection of a particular provider is necessary on clinical safety grounds. 

15.2.5 Public Services (Social Value) Act 2012 (UK) 
 
Commissioners must consider their responsibilities under the Public Services (Social Values) Act 
(2012)8 for all healthcare (clinical) procurements conducted.  Consideration should be proportional and 
equitable whilst ensuring that the economic, social and environmental needs of the local community are 
met. 
 
There is specific provision in UK and EU legislation to enable commissioners to include evaluation 
criteria which supports economic, social and environmental well-being within an area.  Criteria could 
include financial investment, employment opportunities, carbon reduction and wider supply chain 
impacts amongst others. 

15.2.6 Equality Act 2010 (UK) 
 
Commissioners must consider their responsibilities under the Equality Act 20109 for all healthcare 
(clinical) procurements conducted.  Potential Providers must not be discriminated against, in compliance 
with the requirements of the act, during the term of contract or the procurement process itself. 

15.2.7 Freedom of Information 2000 (UK) 
 
Commissioners must consider their responsibilities under the Freedom of Information Act 2000 (FOI)10 
for all healthcare (clinical) procurements conducted.  Care must be taken to ensure the rights of 
individuals and the rights of all organisations associated with the procurement process are protected 
during all correspondence and associated actions.  Potential bidders must be made aware of the 
commissioner’s responsibilities as a public sector organisation under the act during the preliminary 
stages of any procurement process. 

15.3 The Role of NHS Improvement (Formerly ‘’Monitor’’) 
 
From 1 April 2016, NHS Improvement is the operational name for an organisation that brings together a 
number of former NHS bodies including Monitor.  The NHS Improvement website states ‘Part of our role 

                                                             
7 https://www.contractsfinder.service.gov.uk/Search  
8 http://www.legislation.gov.uk/ukpga/2012/3/enacted  
9 http://www.legislation.gov.uk/ukpga/2010/15/contents/enacted  
10 http://www.legislation.gov.uk/ukpga/2000/36/contents  

https://www.contractsfinder.service.gov.uk/Search
http://www.legislation.gov.uk/ukpga/2012/3/enacted
http://www.legislation.gov.uk/ukpga/2010/15/contents/enacted
http://www.legislation.gov.uk/ukpga/2000/36/contents
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is to make sure that procurement, patient choice and competition operate in the best interests of 
patients and to step in if anti-competitive behaviour by NHS commissioners or providers goes against 
patients' interests. 
 
We can provide advice, including to providers and commissioners about these obligations. We can also 
look at complaints about how commissioners are commissioning healthcare services which might not be 
in the best interests of patients. 
 
We will acknowledge your enquiry within 2 days and contact you within 18 working days to provide 
advice or let you know how we intend to proceed. 
 
Examples of advice we have given are: 

• a patient contacted us because they did not feel they were being treated quickly enough. We 
were able to advise them of the choices available to access quicker treatment 

• a commissioner contacted us to discuss their plans for a prime contractor and we advised them 
how the rules applied to those plans 

• a provider contacted us with concerns about a commissioner’s conduct and we advised them 
about the rules relating to conflicts of interests’. 

 
Under the Health and Social Care Act 2012, NHS Improvement, as the sector’s regulator, must ensure 
that relevant procurement guidelines are adhered to across the health economy.  A provider who raises 
a challenge or dispute in relation to a tender process should be initially managed through a local 
Dispute Avoidance and Reconciliation process (DARP).  Where the bidder is not satisfied by local 
DARP outcome bidders should be referred to NHS Improvement who will investigate procurement 
disputes to establish if there is a case to answer. 
 
NHS Improvement’s decision is binding in these instances, as described by the role of NHS 
Improvement as the independent regulator of competition within the NHS (section 62 of the Health and 
Social Care Act (2012).  NHS Improvement may request that the commissioning authority re-tenders an 
opportunity should any fault be found in the methodology used to select service providers. 
 
A provider also has the right to raise a procurement challenge in the Technology and Construction 
Court, a division of the High Court, directly, without approaching NHS Improvement and in such 
instances the case may be heard through the judicial system. 

15.3.1 NHS Improvement’s Testing Criteria 
 
The overarching purpose of the NHS Improvement testing criteria is to ensure that any healthcare 
procurement achieves the following: 
 
• Securing the needs of health care service users; 
• Improving the quality of services; and 
• Improving the efficiency with which services are provided. 
 
The following not only applies to let contracts but also when selecting providers for frameworks or 
shortlisting as potential future providers.  The criteria that NHS Improvement will evaluate in assessing 
whether the aforementioned objectives have been met are as follows: 
 
• Steps taken to establish the levels of public engagement in the local community to establish whether 

the services being procured meet local health need. 
 
• Establish whether a holistic view of the needs of healthcare users has been undertaken when 

procuring particular services, including their needs for related services i.e. services that health care 
users/patients can access from the same provider on the same site. 
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• Whether the commissioner has considered the needs of all health care users for which it is 

responsible when procuring services, including: 
 

o  What steps the commissioner has taken to ensure equitable access to services, including 
by vulnerable and socially excluded members of the population; 

 
o  Whether the commissioner has had regard to the different needs of groups of patients, 

such as the need for some patients to receive a service in a particular setting; 
 
o  Whether the commissioner has considered the sustainability of services, including the 

impact that a procurement decision relating to one set of services may have on the ability 
of providers to deliver other services that health care users require; or 

 
o  Whether the commissioner has monitored the quality and efficiency of existing service 

provision and identified any areas where improvements are needed in advance of 
procuring services. 

15.4 CCG’s Prime Financial Policies 
 
Section 8 of the CCG’s Standing Financial Instructions (Appendix x of the Constitution) sets out the 
Tendering and Contracting Procedure including the procurement limits for both revenue and capital 
purchases as follows: 
 
Total 
Contract 
Value 

Type of Procurement Required  Procurement 
Options Timescales 

Up to £15k  1quotation required use standard 
requisition process. For audit 
purposes and to demonstrate that 
value for money has been 
considered, wherever possible staff 
should ensure that a quotation is 
attached to the requisition for both 
single and multiple items if this is 
not already available via an existing 
contract. 
 

Adhere to 
local/national 
contracts 

1 week   

Between 
£15k and 
£50k 
£100k 

3 quotations sought, one of which 
where possible should be from a 
Rotherham supplier, (waiver 
required if 3 quotes weren’t sought) 

‘Call for further 
competition’ through 
framework 
agreement 

2-4 weeks 

For a value 
exceeding £25K 
tender will be 
published on 
Contracts finder 

Over £50k 
£100k 

Full tender required (Any decision 
not to put a service out to tender 
should be discussed and confirmed 
at Governing Body.) 
 

Any Qualified 
Provider (AQP) 

2-4 months 

Standard OJEU - 
Open 

5-6 months 
 

Standard OJEU - 
Restricted 
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Complex OJEU - 
Competitive 
Dialogue 

5-6 months + 
6  

 
In certain circumstances the procurement route specified below might not be appropriate.  In such 
circumstances a procurement Waiver may be requested by the relevant director and authorised by the 
Accountable Officer or Chief Finance Officer. 

15.4.1 For expenditure up to £15k 
 
The procurement can be done locally and should follow the normal requisitioning procedures.  All 
requisitioners will be expected to adhere to those contracts which have been negotiated by Regional or 
National Procurement teams for all goods/services; this includes items under £15K.  Where no contracts 
have been negotiated, or if they prove unsuitable, purchasers are free to request quotes from the open 
market. 

15.4.2 For expenditure between £15k to £50k £100k 
 
The procurement can be done locally and should follow the normal requisitioning procedures.  All 
requisitioners will be expected to adhere to those contracts which have been negotiated by Regional or 
National Procurement teams for all goods/services.  Where no contracts have been negotiated, or if 
they prove unsuitable, purchasers are free to request quotes from the open market.  A minimum of 3 
organisations should be approached to provide quotes. 

15.4.2.1  

15.4.2.2  

15.4.2.3  

15.4.2.4  

15.4.2.5 For expenditure £100k and over 
 
Some form of competitive process should take place.  This is likely to require input from South Yorkshire 
Procurement Service and the budget holder should seek appropriate advice. 
 
If a competitive process is not going to be followed then a waiver form must be completed. 
 
A full competitive process is expected to take place for services over £50k £100k unless the Governing 
Body has determined that the service will not be subject to tender and has set out the rationale for its 
decision. 
 
Where a full OJEU compliant tender is required the procurement work-plan must be updated and the 
NHS South Yorkshire Procurement Service informed to enable capacity planning.  Procurement 
requests should be routed through the Head of Procurement.  Tenders will be advertised on Contracts 
Finder and published via the online portal www.nhssourcing.co.uk  

15.4.3 Tender/No Tender 
 
Advice should be sought from the NHS South Yorkshire Procurement Service if there is any doubt as to 
whether a tender process should be conducted. 

15.5 Awarding of contracts 
 

https://www.nhssourcing.co.uk/
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The Governing Body may choose, depending on the nature and value of the procurement, to delegate 
sign off to the Accountable Officer or Chief Finance Officer.  If this process is not agreed for an 
individual procurement, the CCG Governing Body should be consulted on the outcome of a process and 
receive a recommendation for contract award before the CCG can make an award of contract. 
 
16 Avoidance of procurement rules 
 
The UK courts take a strict line when they perceive that public contracts have been awarded without 
taking the necessary steps to ensure competition rules have been adhered to.  Commissioners should 
be aware of several forms of avoidance that have been commonplace within the NHS: 
 
a) Pilot Projects – Awarding a contract through the guise of a ‘pilot project’ without following the 

correct procedure (as described below in Pilot Projects 29): 
 

• Pilot Projects have been awarded as a stop-gap measure when the commissioner has no 
intention to undertake a competitive process in the future.  These contracts are often 
extended without competition, and; 

• Projects have been labelled as a pilot when the previous contract lapses and 
procurement has not taken place. 

 
b) Contract lengths are reduced (i.e. a 3 year contract is awarded as a 1 year contract) to artificially 

alter the contract value to avoid the compulsory OJEU thresholds11,and; 
 
c) Using negotiation with existing providers as a mechanism to improve services when the contract 

lapses (for clarification, negotiation is a viable method within the contract term but should not be 
used to renew or extend a contract). 

 
d) Designing a specification so that only one, or a small number of bidders, may tender for it, 

conversely designing a specification so that it excludes some bidders from tendering. 
 
The UK courts have the authority to award damages to providers who have been unfairly excluded from 
the market through the use of such tactics, depending on the circumstances. 
 
17 Document Hierarchy 
 
The CCG recognises that there is the potential for conflict between local, regional, national and 
European legislation within the UK healthcare system.  The CCG will ensure that the processes it 
adopts comply with judicial legislation in accordance with the most up to date policies, guidance and 
procedures. 
 
18 Most Economically Advantageous Tender (MEAT) 
 
With support from the South Yorkshire Procurement Service the CCG will ensure that every healthcare 
(clinical) service procurement will evaluate bidders’ submissions using the MEAT strategy rather than 
solely on a lowest price basis.  This approach allows commissioners to consider the whole life cost of 
bids and takes into account the quality of the deliverable elements.  It will be for the commissioner of the 
service to determine the priorities when setting out the bid evaluation criteria. 
 
19 Managing Conflicts of Interest 
 
When commissioning services for which GP practices/CCGs could be potential providers, or where staff 
may have a conflict of interest, the CCG will refer to the advice and guidance published by NHS 

                                                             
11 https://www.ojeu.eu/thresholds.aspx  

https://www.ojeu.eu/thresholds.aspx


15 

England12 dealing with potential conflicts of interest.  This guidance describes the responsibility of the 
CCG to demonstrate that those services commissioned: 
 
• Clearly meet local health needs and have been planned appropriately; 
• Go beyond the scope of the GP contract; and 
• The appropriate procurement approach is used. 
 
Rotherham CCG has a requirement to manage conflicts of interest and has the following processes in 
place: 
 
• Arrangements for declaring interests; 
• Maintaining a register of interests; 
• Excluding individuals from decision-making where a conflict arises; and 
• Engagement with a range of potential providers on service design. 
 
The PCR 2015 also regulates conflicts of interest (Regulation 24), imposing a requirement that 
contracting authorities take measures to prevent, identify and remedy such conflicts and ensure equal 
treatment and non-distortion of competition.  
 
In particular, Regulation 24 highlights the potential for conflict where staff members of the contracting 
authority have a direct or indirect interest which could prejudice their impartiality in the running of the 
procurement.  An unresolvable conflict of interest forms a new ground for discretionary exclusion at 
selection stage. 
 
Consideration should also be given to employees who may need to declare a negative interest; an 
employee may have personal reasons which may mean they are not impartial to a particular company. 
 
Suspicions of fraud, bribery or corruption will be referred to the CCG’s Counter Fraud Specialist for 
further investigation. 
 
20 Pre-Procurement Engagement 
 
The PCR 2015 officially gives blessing to consultation of the market pre-procurement, provided this is 
within the parameters of Regulations 40 and 41.  Regulation 40 expressly allows contracting authorities 
to use advice gained as part of a pre-market engagement process in the planning and conduct of the 
procurement, provided that this is not anti-competitive or a breach of transparency and non-
discrimination principles. 
 
Regulation 41 imposes express requirements where a supplier has had prior involvement in the 
preparation of the procurement; a contracting authority must ensure that the relevant information is 
disseminated amongst all bidders to ensure a level playing field and that sensible bid deadlines are set. 
There is a presumption that the bidder with prior involvement will only be excluded if there is no other 
way to ensure equality of treatment amongst bidders. 
 

20.1 OJEU Thresholds 
 
As with the PCR 2006, the PCR 2015 will only apply where the contract being awarded is within the 
scope of the PCR 2015 and exceeds a value threshold (which is set out in Article 4(a) to (c) of the 
Directive). Regulation 6 of the PCR 2015 sets out the rules on how to calculate the value of a contract 
for the purposes of assessing whether the threshold is exceeded (broadly speaking, the position here is 
unchanged from that of the PCR 2006, in particular the rules around aggregation of requirements and 

                                                             
12 http://www.commissioningboard.nhs.uk/resources/resources-for-ccgs/  

http://www.commissioningboard.nhs.uk/resources/resources-for-ccgs/
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contract values). 
 
Thresholds are published every two years.  Current published thresholds are applicable for the period 
1st January 2018 to 31st December 2019.  Commissioners should consult the South Yorkshire 
Procurement Service for advice on current thresholds and their application to ensure the correct 
procurement route is adopted. 
 

20.2 Advertising Opportunities 
 
Regulation 53 of the PCR 2015 requires all contracting authorities to offer full and unrestricted access to 
all the procurement documents from the date that a contract (OJEU) notice (or invitation to confirm 
interest following a PIN) is published in the OJEU. ‘Procurement documents’ is a defined term in the 
PCR 2015 and will include, in addition to the call for competition itself, and non-exhaustively, technical 
specifications, descriptive documents, pre-qualification questionnaires, invitations to tender, and the 
terms and conditions of the contract. 
 

20.3 Service Contracts 
 
Under the PCR 2006, contracts for so-called Part B Services were exempt from the full application of 
the rules (particularly, there was no requirement to advertise in the OJEU).  Under the PCR 2015, the 
distinction between Part A and Part B Services has been removed and replaced by what is becoming 
known as the ‘Light Touch’ regime.  Details of this regime are at Regulation 74 onwards of the PCR 
2015.  
 
A services contract will fall within the scope of the Light Touch regime if it is for the certain types of 
services listed at Schedule 3 of the PCR 2015.  For these Light Touch regime contracts, a higher 
threshold than that for ordinary service contracts will apply, before the Light Touch regime is applicable. 
This threshold is set out at Article 4(d) of the Directive and at the time of writing is £589,148.  
 
Note that the services listed at Schedule 3 of the PCR 2015 do not exactly mirror what used to be 
categorised as Part B Services under the PCR 2006; if a service is not listed at Schedule 3 of the PCR 
2015 it will be subject to the full regime rather than only the Light Touch regime. Health, Social and 
Related Services are included in Schedule 3. 
 
While the Light Touch regime is not prescriptive as to how contracting authorities design their 
procurement process for Light Touch regime services contracts, it does for the first time require that 
services contracts that fall within the Light Touch regime are advertised. 
 

20.4 Exemptions for In-House Contracts and Joint Co-Operation 
 
Previously we relied on European case law (particularly, the Teckal and Hamburg cases) for authority 
on when an in-house contract or joint co-operation arrangement fell outside the scope of the PCR 2006. 
The PCR 2015 now sets out these exemptions in statute for the first time. 
 
Regulation 12 states that a contract will be regarded as an exempt in-house contract where:  
 
• The contracting authority exercises over the contractor concerned a control which is similar to 

that which it exercises over its own departments (“similar control” in this context means the 
contracting authority exercising “a decisive influence over both strategic objectives and 
significant decisions” of the contractor.  It includes where this control is exercised by another 
body, provided that other body is itself controlled by the contracting authority); and 
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• More than 80 % of the activities of the contractor are carried out in the performance of tasks 
entrusted to it by the controlling contracting authority or by other bodies that are themselves 
controlled by that contracting authority; and 

• There is no private sector ownership of the contractor, with certain exceptions. 
 
Regulation 12(2) specifically permits an extension of the Teckal exemption to what can be called 
“horizontal in-house transactions”.  Provided that the three conditions listed above have been met, 
Regulation 12(2) states the exemption will also apply where "a controlled legal person, also being a 
contracting authority, awards a contract to its controlling contracting authority or to another entity that is 
also controlled by that controlling contracting authority". 
 
Regulation 12 also provides an exemption for joint co-operation between contracting authorities where:  
 
• The contract establishes joint co-operation in the performance of public services with a view to 

achieving mutual objectives; and 
• The implementation of the co-operation is governed only by the public interest; and 
• The participating authorities perform “on the open market” less than 20% of activities concerned 

by the co-operation. 
 
21 Choice of Procedure 

 21.1 New Procedures Available 

 
Under the PCR 2015 five standard procurement procedures are available, as follows: 
 
• Open (Regulation 27); 
• Restricted (Regulation 28); 
• Competitive with negotiation (Regulation 29); 
• Competitive dialogue (Regulation 30); and 
• Innovation partnership (Regulation 31). 
 

 21.2 Greater freedom to use competitive with negotiation and competitive dialogue 
procedures 

 
Under the PCR 2015 these procedures can now be used when: 
 
• Needs can’t be met without adapting readily available solutions; or 
• Requirements involve design or innovative solutions; or 
• The contract cannot be awarded without negotiation due to nature, complexity, legal or financial 

make up or risks attached; or 
• The specifications can’t be established with sufficient precision; or 
• Following an open/restricted procedure, where only irregular or unacceptable tenders were 

submitted. 
 
22 Timescales 
 
Timescales for all the procedures have been shortened; please refer to the South Yorkshire 
Procurement Service for advice on procurement timescales. 
 
Commissioners should note that there is a requirement at Regulation 47(3) to extend time limits where 
information requested by bidders is not provided to them at least 6 days prior to the bid deadline or 
where significant changes are made to the procurement documents (for example, such changes could 
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perhaps be needed because the contracting authority has had to rush the preparation of the 
procurement documents in order make these available electronically from day one, in accordance with 
Regulation 53). 
 
23 Selection (Pre-Qualification) Stage 
 

 23.1  New grounds for mandatory exclusion 
 
The PCR 2015 has updated the list of offences set out at Regulation 57(1).  New offences include those 
under the Counter Terrorism Act 2008 and the Serious Crime Act 2007.  In addition, for example, where 
a supplier has failed to pay taxes or social security contributions and there has been a binding judgment 
or decision in the case, that supplier must be excluded (Regulation 57(3)). 

 23.2 Extension of grounds for discretionary exclusion 
 
Regulation 57 includes new grounds for discretionary exclusion which the CCG will need to address, for 
example, where the supplier has: 
 
• Failed to pay taxes or social security contributions and the contracting authority can demonstrate 

this by ‘appropriate means’ even in the absence of a formal ruling; or has performed poorly on 
previous contracts, resulting in termination or damages or the equivalent; or 

• Exerted undue influence on procurement decision making process; or 
• Various other circumstances which would distort competition e.g. conflicts of interest, collusion, 

prior involvement (where the impact of this is incapable of being neutralised by dissemination of 
information to other bidders). 

 23.3 Duration of exclusion and ‘self-cleaning’ 
 
Bidders may not be excluded forever. Regulation 57(11) states that for a mandatory exclusion offence a 
bidder shall be excluded for a period of five years, and for a discretionary exclusion, a period of three 
years. 
 
In addition, Regulation 57(13) sets out a “self-cleaning” mechanism where a supplier may provide 
evidence that, despite the existence of mandatory or discretionary grounds, it can demonstrate its 
reliability and that it has taken compensatory measures to prevent the issue happening again (see 
Regulation 57(15)). 
 
There is an obligation on the CCG to evaluate the evidence in the light of the gravity and circumstances 
of the misconduct, and to provide reasons to the supplier if it considers the ‘self-cleaning’ to be 
insufficient and it wishes to proceed to exclude in any event (Regulation 57(17)). 

 23.4 Financial standing 
 
Regulation 58 limits the maximum turnover requirements that the CCG may set to a maximum of twice 
the contract value. 

 23.5 Technical capability 
 
Regulation 58 confirms the CCG may require a sufficient level of experience to perform a contract to ‘an 
appropriate quality standard’ and this may be required to be demonstrated by references from previous 
contracts. 
 
24 Abnormally Low Tenders 
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Regulation 69 requires contracting authorities to demand an explanation where a tender appears to 
abnormally low and states that bids may only be rejected where this explanation is unsatisfactory 
(Regulation 69(4)).  However, where it is established that the tender is low due to breaches of 
environmental, social or labour law, the contracting authority is obliged to reject the tender (Regulation 
69(5)).  The regulation does not contain any real definition of what amounts to an ‘abnormally low’ bid.  
  
25 Evaluating Experience at Award (Invitation to Tender) Stage 
 
The PCR 2015 confirms (Regulation 67(3)(b) that it is possible to evaluate the experience of the staff 
assigned to performance of the contract, where staff quality is likely to have significant impact on 
performance levels (this is particularly likely to be true for example, contracts for clinical services, 
training and consultancy services). 

 
26 Regulation 84 Reports 
 
Regulation 84 requires the CCG to draw up a report in relation to each contract or framework that is 
awarded and ensure that it includes all the information set out at Regulation 84(1). This requirement 
does not apply to contracts called off from a framework agreement (see Regulation 84(2)). There is an 
ability to cross refer to the contract award notice where this already contains all the information required. 
Note, the Cabinet Office has the right to request a copy of the report. 
 
As well as the general details of the winning bid, the suppliers involved, the value and subject matter of 
the contract, the Regulation 84 report on a particular contract must also include: 
 
• Where the competitive with negotiation, competitive dialogue, or negotiated without notice 

procedure was used, the justifications for this choice; 
Where a procurement procedure is abandoned, the reasons why the contracting authority decided not 
to proceed; 
Details of any conflicts of interest identified and how these were resolved; and 
If any bids were found to be abnormally low, reasons for the rejection of these. 
 
A further requirement is to publish contract award notices for any contract entered into which includes 
contracts entered into without competition (e.g. acute contracts, GP contracts etc.). To be compliant, all 
CCGs must publish contract award notices: 
 
For any contract above the Contracts finder threshold (currently £25,000 over the life of the contract) 
on contractsfinder.service.gov.uk; 
For any ‘non-light touch regime’ contract above OJEU threshold (currently £181,302 over the life of the 
contract) on www.ojeu.eu/thresholds.aspx as well as on www.contractsfinder.service.gov.uk; and 
For any ‘light touch regime’ contract above OJEU threshold (currently £615,278 over the life of the 
contract) on www.ojeu.eu/thresholds.aspx as well as on www.contractsfinder.service.gov.uk. 
 
The South Yorkshire Procurement Service will publish contract award notices on behalf of CCG 
commissioners. 
 
Framework Agreements 
 
A framework is an umbrella agreement which sets out the terms on which the purchasing organisation 
and the provider(s) will enter into contracts. 
 
These agreements can be established on both a national or regional level and are constituted by a 
number of pre-approved providers who supply a similar range of goods from which a purchase can be 
made relatively quickly and easily. 
 

http://www.contractsfinder.service.gov.uk/
https://www.ojeu.eu/thresholds.aspx
http://www.contractsfinder.service.gov.uk/
https://www.ojeu.eu/thresholds.aspx
http://www.contractsfinder.service.gov.uk/
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Various framework agreements are available through: 
 
The Crown Commercial Services (CCS)13; 
NHS North of England Commercial Procurement Collaborative  (NOECPC)14; 
NHS Supply chain15; or 
Department of Health16. 
 
There are two options available to purchase from a framework agreement: 
 
Apply the terms of the framework agreement: 
 This option would apply when the terms and conditions of a purchase are set out (e.g. Provider 
A is cheaper than provider B for the product you are looking for therefore no competition is required). 
 
Hold a further competition: 
 Where the requirements are more complex the CCG will hold a mini-competition or ‘call for 
further competition’. Note, the CCG cannot just pick suppliers off the list and should 
approach all suppliers appointed to the framework in relation to a proposed call-off. In practice, 
frameworks with a large number of suppliers can, for this reason, be just as time consuming as 
embarking on a new procurement exercise. 
 
The purchaser can be assured that the providers on a framework are financially stable and that the 
goods and/or services on offer are of a high quality because the suppliers have already been approved 
and rigorously assessed. Any purchase made through a framework is also compliant with procurement 
legislation, provided that the rules to engage providers through the terms of the framework have been 
followed. 
 
The South Yorkshire Procurement Service can advise commissioners on either the use of existing 
framework agreements or the procurement of a new framework agreement. 
 
Any Qualified Provider (AQP) 
 
The use of AQP should be determined at a local level where increasing the role of competition and 
patient choice can be proven to improve quality and patient care.  Providers must be Care Quality 
Commission (CQC) registered (or, where CQC registration is not required to deliver the service, an 
appropriate registration body) or licensed by NHS Improvement to take part in this truncated selection 
process, and all providers will be required to operate within the same pricing structure. 
 
The South Yorkshire Procurement Service will advise commissioners on the suitability and applicability 
of the Any Qualified Provider procurement route. 
 
Pilot Projects 
 
In order to identify new working practices through the use of pilot projects, the CCG must establish that 
a project is in fact a pilot via the following definitions: 
 
There is a specific goal; 
The timetable is clearly laid out with defined periods for: 
Start date; 
End date; and 
Period for lessons to be learnt. 

                                                             
13 http://ccs.cabinetoffice.gov.uk/  
14 https://www.noecpc.nhs.uk/  
15 http://www.supplychain.nhs.uk/  
16 http://www.dh.gov.uk/  

http://ccs.cabinetoffice.gov.uk/
https://www.noecpc.nhs.uk/
http://www.supplychain.nhs.uk/
http://www.dh.gov.uk/
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Clear and signed contract with the pilot service provider; 
Right to terminate a pilot must be included if it is found to be unsafe or the outcomes cannot be met. 
Robust plan/process for evaluation; and/or 
A concluding report is to be written which incorporates the learning from the Pilot and the basis for the 
specification of any future procurement process. 
 
It is important for commissioners to use pilot projects only in circumstances where the clinical outputs 
are not known or cannot be accurately predicted.  The CCG should contact the South Yorkshire 
Procurement Service for specialist advice before embarking on a pilot project to ensure compliance with 
procurement and competition law. 
 
Dispute Avoidance 
  
Where disputes arise as a result of a competitive procurement process the CCG dispute policy will 
apply.  
 
Sustainable Procurement 
 
NHS Rotherham CCG is committed to the principles of sustainable development and demonstrates 
leadership in sustainable development to support central Government and Department of Health 
commitments in this area of policy, and the improvement of the nation’s health and wellbeing. 
 
Sustainable procurement is defined as a process whereby organisations meet their needs for goods, 
services, works and utilities in a way that achieves value for money on a whole life basis in terms of 
generating benefits not only to the organisation, but also to society and the economy, whilst minimising 
damage to the environment.  
 
Sustainable procurement should consider the environmental, social and economic consequences of:  
 
Design; 
Non-renewable material use; 
Manufacture and production methods; 
Logistics; 
Service delivery; 
Use / operation / maintenance / reuse / recycling and disposal options; and 
Carbon Reduction. 
 
Each supplier’s capability to address these consequences should be considered throughout the supply 
chain and effective procurement processes can support and encourage environmental and socially 
responsible procurement activity. 
 
Third Sector/SME Support 
 
The South Yorkshire Procurement Service will support and encourage Small & Medium sized Enterprise 
(SME) suppliers, Third Sector/Voluntary organisations and local enterprises in bidding for contracts. 
NHS Rotherham CCG will ensure that Healthcare (clinical) Service tender processes promote equality 
and do not discriminate on the grounds of age, race, gender, culture, religion, sexual orientation or 
disability. 
 
The CCG will aim to support Government guidelines seeking the optimal involvement of SME’s and the 
Third Sector in public service delivery without acting in contravention of public sector procurement 
legislation and guidance. 
 
The NHS is keen to encourage innovative approaches that could be offered by new providers – 
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including independent sector, voluntary and third sector providers. NHS Rotherham CCG is committed 
to the development of local providers that understand the needs of local communities. It is vital to 
ensure that the Organisation’s approach to healthcare procurement is open and transparent and that it 
does not act as a barrier to new providers. 
 
 
Appendix 1   Procurement Activity Work Plan 
 
A procurement work plan will be prepared, agreed and published at the beginning of each financial year 
to support the priorities and requirements set out in the CCG’s annual commissioning and business 
plans.   
 
The function of the procurement work plan is to highlight the proposed procurement priorities and 
opportunities, clearly defining the CCG’s direction of travel for potential and existing providers. By 
adopting a project management approach to the prioritisation and delivery of all procurement activities, 
resources can be allocated to ensure effective delivery. 
 
The work plan is a key tool to improve communication between the CCG and providers. By having 
transparent and open processes, we will seek to actively encourage provider engagement at an early 
stage of any procurement, particularly when reviewing existing services with existing providers. 
 
The procurement work plan is a public document and ensures that the CCG is transparent about its 
procurement decision making processes and rationale.  It is published on the CCG internet site, and 
updated quarterly, Procurement Intentions and Register. This will allow us to communicate short, 
medium and long term goals to the widest possible audience, and demonstrates a range of potential 
opportunities within the Rotherham health economy, rather than a series of ‘one-off’ procurements. This 
will encourage greater provider interest. 
 
Not all commissioning priorities will have or will result in formal procurement activity. When considering 
appropriate actions to effect required changes and improvements, competition is only one lever 
available to NHS Rotherham CCG, and a range of other levers will also be considered (e.g. delivery of 
service redesign through partnership working). 
 
BRIBERY ACT 2010 
 
The potential for fraud, bribery corruption exist throughout all stages of a procurement process 
and in the pre and post phases of a procurement exercise. This procedure and the Standing 
Orders and scheme of delegation exist to reduce this potential and failure to adhere to the 
requirements of these documents increases the individuals, and the CCG’s, exposure to fraud, 
bribery and corruption. 
 
The Bribery Act 2010 makes it a criminal offence to bribe or be bribed by another person by 
offering or requesting a financial or other advantage as a reward or incentive to perform a 
relevant function or activity improperly performed.  
 
The penalties for any breaches of the Act are potentially severe. There is no upper limit on the 
level of fines that can be imposed and an individual convicted of an offence can face a prison 
sentence of up to 10 years. 
 
This Act also created an offence, under section 7, which can be committed by organisations 
which fail to prevent persons associated with them from committing bribery on their behalf. An 
organisation will be liable to prosecution if a person associated with it bribes another person 
intending to obtain or retain business as an advantage in the conduct of business for that 
organisation. An organisation failing to prevent bribery is punishable by way of an unlimited 
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fine.  
 
For further information see http://www.justice.gov.uk/guidance/docs/bribery-act-2010-quick-
start-guide.pdf.  
 
If you require assistance in determining the implications of the Bribery Act please refer to the 
CCG’s Fraud, Bribery and Corruption Policy. 
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1. Introduction 
 

• The Integrated Governance Handbook, and the principles set out in ‘Managing Public Money’ 
requires health bodies to have systems for: 
 
• the control and safe custody of health service property 
• administration of a patients' and the NHS body’s property, and 
• recording, reporting and investigation of losses. 

 
2. Purpose 

 
• The prevention of loss is a prime requirement of sound financial control, and control systems 

should be designed to achieve this. Losses do nevertheless occur, and internal checks, regular 
supervision and internal audit must be used to ensure these are minimised. 
 

• This policy informs all CCG employees of what constitutes a loss or special payment, and what           
to do if they discover a loss or have a requirement for a special payment. 

 
3. Scope 
 

•   Losses and special payments are items that Parliament would not have contemplated when 
agreeing the initial funding for the NHS. By their nature, they are items that ideally should not 
arise. They are therefore subject to special control procedures compared with the generality of 
payments, and special notation in the accounts to draw them to the attention of Parliament. 
They are divided into different categories, which govern the way each individual case is 
handled. 

 
•  In considering losses and special payments, it is always important to look beyond whether the   

proposed write off or payment represents value for money. The need for corrective action must 
also be carefully assessed to minimise the number (and cost) of future cases. This includes 
any wider lessons for the NHS as a whole. 

 
• This guidance is not applicable to any losses or special payments that arise from inter-NHS   

transactions (this does not apply to transactions with Foundation Trusts). 
 

•  For those NHS bodies who are members of the NHS Litigation Authority (NHSLA) scheme, the 
NHSLA has financial responsibility for clinical negligence liabilities so no losses should 
normally be included in respect of clinical negligence liabilities that are covered under the 
scheme. 

 
4. Roles and responsibilities  

 
• The Governing Body will approve this and any significant amendments to this policy. 
• The Audit and Quality Assurance Committee will monitor and review the implementation and 

use of this policy and escalate to Governing Body any significant changes and/or significant 
losses or special payments made. 

• The Chief Finance Officer will monitor compliance of this policy. 
• The losses and special payments register within the CCG may be subject to periodic audit 

scrutiny. 
 

 
5. Types of Loss and special payments  
 
     5.1 Loss  
 

A loss is defined as any loss of money or property belonging to the NHS body itself. There are 
different categories of loss which are: 
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• losses of cash  
• fruitless payments, including abandoned capital schemes, and constructive losses  
• bad debts and claims abandoned  
• damage to buildings, their fittings, furniture and equipment and loss of equipment and property 

in stores and in use  
 
   Each of these categories is described in more detail in Appendix 1.  
 
 5.2. Special Payment  
 
Special payments are those payments that fall outside the normal day-to-day business of the CCG, or 
exceptionally, those for which no statutory authority exists. They fall into one of five main categories:  
 

• compensation payments made under legal obligation  
• extra contractual payments to contractors 
• ex-gratia payments, 
• extra statutory or extra regulatory payments, and 
• special severance payments 

 
Each of these categories is described in more detail in Appendix 2. 
 
6. Discovery of Loss  
 
6.1. With the exception of suspected fraud, any officer discovering or suspecting a loss of any kind 
shall immediately report it to the Chief Finance Officer who will be responsible for ensuring the following 
action is taken:  
 

• reporting the loss and action taken to the appropriate bodies  
• immediately ending the loss and attempting to recover it (other than where fraud is suspected)  
• finding out the cause and taking appropriate corrective action  
• correcting any weakness in controls or supervision  
• establishing responsibility in so far as it involves inadequate supervision, negligence or 

misconduct, and taking appropriate disciplinary action  
• ensuring that any general lessons are picked up and applied in future, and if appropriate, 

referred to the Department of Health for wider dissemination  
• if it is not fully recovered at once, recording the loss and all stages of subsequent action  
• seeking approval, regardless of value, from the Department of Health if the case is novel, 

contentious or repercussive  
• reporting the loss to the Audit and Quality Assurance Committee, and  

 
6.2. For losses apparently caused by theft, arson, neglect of duty or gross carelessness (except if 
trivial) the Chief Finance Officer must immediately notify the Governing Body and the external auditor. If 
any level of theft or criminal damage is suspected, the Chief Finance Officer will consider informing the 
police. In all cases of alleged fraud, bribery or corruption, the Chief Finance Officer must inform the 
Counter Fraud Specialist in accordance with NHS CFA Standards for Commissioners. Disciplinary and 
recovery action should also be taken, where appropriate.  
 
6.3. The Chief Finance Officer shall be authorised to take any necessary steps to safeguard the CCG’s 
interests in bankruptcies and company liquidations.  
 
6.4. For any loss, the Chief Finance Officer should consider whether any insurance claim could be 
made.  
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7. Requirement for a Special Payment  
 
7.1. Special payments should only be authorised after a careful appraisal of all the facts. The CCG 
should satisfy itself that there is no feasible alternative to making a special payment. In dealing with 
individual cases the CCG must always consider:  
 

• the soundness of its control systems  
• the efficiency with which they have operated, and  
• any necessary steps required to put matters right.  

 
7.2. The only exceptions to this are personal injury cases, in which case the guidance on the NHSLA 
website (www.nhsla.com) should be followed.  
 
8. Authorisation for losses and Special Payments  
 
8.1. The authority to write off losses or to make special payments will be in line with the CCG scheme 
of delegation.  
 
9. Accounting for losses and Special Payments  
 
9.1. The Audit and Quality Assurance Committee will be informed of all losses written off and special 
payments authorised by officers. This will be achieved by the CCG maintaining a register in which 
details of losses and special payments are entered as they become known.  
 
9.2. If any general lessons emerge from a loss or special payment which would be of interest to other 
NHS bodies then the Department of Health should be informed. Any novel, contentious or repercussive 
cases should be referred to the Department of Health for approval.  
 
10. Annual Account reporting  
 
10.1. The CCG as per HM Treasury’s “Managing Public Money” must report losses and special 
payments within the Annual Accounts where the total value exceeds £300,000.  
 
10.2. As per the Department of Health’s Group Accounting Manual, referred to as the GAM, the CCG 
must disclose (including values less than £300,000) a note to the Annual Accounts. The note to the 
Accounts must include the following information.    
 

• separately the total number and total value of losses and special payments,  

• a brief description of individual losses and special payments over £300,000, including those 
relating to clinical negligence, fraud, personal injury, compensation under legal obligation and 
fruitless payments  

• a statement that these amounts are reported on an accruals basis but excluding provisions for 
future losses, and  

• any other explanation considered necessary.  
 
10.3. For bad debts, each case is an individual debtor and not each invoice. For stores losses, the total 
net losses revealed at any one store within the year must be aggregated and treated as one case. 
Losses of property must be aggregated to produce a total loss per case.  
 
11. Interaction with Other Policies and Procedures 
 

This policy should be read in conjunction with the following document: 
 

• The CCG’s Prime Financial Policies. 
• Incident Management Policy 
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• Further support in the understanding and use of this policy can be obtained from the CCG 
finance team. 

 
12. Equality and Diversity Statement 

The organisation is committed to ensuring that it treats its employees fairly, equitably and 
reasonably and that it does not discriminate against individuals or groups on the basis of their 
ethnic origin, physical or mental abilities, gender, age, religious beliefs or sexual orientation. 
 

13. Monitoring and Review 
 

• Monitoring of compliance to this policy will be the responsibility of the Chief Finance Officer. 
 

• the implementation and use of this policy will be monitored by the Audit and Quality Assurance 
Committee 
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14. Appendix 1: Categories of Loss  
 
i. Losses of cash  
 
These may be due to:  

• theft, fraud, arson, sabotage, neglect of duty or gross carelessness  
• overpayments of salaries, wages, fees and allowances  
• other causes, including un-vouched or incompletely vouched payments, overpayments 

other than those included above; physical losses of cash and cash equivalents eg stamps 
due to fire (other than arson), accident, or similar causes  

 
ii. Fruitless payments, including abandoned capital schemes, and constructive losses  
 
A payment which cannot be avoided because the recipient is entitled to it, even though the CCG 
will receive nothing of use in return, should be classified as a fruitless payment or a constructive 
loss. A "fruitless payment" is a payment for which liability ought not to have been incurred, or 
where the demand for the goods and service in question could have been cancelled in time to 
avoid liability. In other words, there must have been a degree of blame.  
 
Examples are:  

• forfeiture under contracts as a result of some error or negligence by the CCG  
• payment for travel tickets or hotel accommodation wrongly booked; or for goods wrongly 

ordered or accepted  
• the cost of rectifying design faults due to lack of diligence or defective professional 

practices  
• extra costs due to failure to allow for foreseeable changes in circumstances.  

 
Many degrees of error might be involved; the criterion is not whether the error is considered 
serious enough to warrant disciplinary action, but simply whether the CCG was at fault in incurring, 
or not avoiding, the liability to make the payment.  
 
Because fruitless payments will be legally due to the recipient they are not regarded as special 
payments. However, as due benefit will not have been received in return, they should be regarded 
as losses.  
 
If there is no element of blame the payment should be classified as a "constructive loss" which 
need not be entered in the losses register but, if significant, should be recorded in the notes to the 
accounts. Costs associated with abandoned works should, however, be treated as fruitless 
payments if the CCG was at fault in incurring, or not avoiding the liability to make, payments. They 
should not be recorded as a fruitless payment if the work was purely exploratory and intended from 
the outset to determine whether or not the scheme should be adopted.  
 
iii. Bad debts and claims abandoned  
 
These cover cases involving:  

• private patients (Sections 65 and 66 of the NHS Act 1977)  
• overseas visitors (Section 121 of the NHS Act 1977)  
• cases other than private patients and overseas visitors  
• waiver or abandonment of a claim occurs if it is decided not to pursue a claim which could 

be, or has been, properly made. Examples are:  
• a decision to reduce the rate of interest on a loan, and therefore to waive the right to 

receive the amount of the reduction  
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• claims actually made and then reduced in negotiations or for policy reasons  
• claims which it was intended to make, but which could not be enforced, or were never 

presented, eg due to inability to identify the persons to whom they should be addressed, or 
because the whereabouts of those responsible could not be established  

• failure to make claims or to pursue them to finality eg due to procedural delays allowing the 
Limitations Acts to become applicable  

• claims arising from actual or believed contractual or other legal obligations which are not 
met, whether or not pursued, eg under default or liquidated damages clauses of contracts  

• the amounts by which claims are reduced by compositions (ie the result of creditors coming 
together to take unified action) in insolvency cases, or in out of court settlements, other 
than reductions due to corrections of facts  

• claims dropped on legal advice, or due to inability to determine the amounts of liabilities.  
 
If it is established that a claim has been presented in error or is otherwise discovered to be ill-
founded, the claim should be withdrawn (whether or not it has actually been presented) and need 
not be noted. However, a claim which is, prima facie, well-founded should not be regarded as 
withdrawn solely because there is doubt as to whether it would succeed if pursued in a Court of 
Law, or if the liability of the debtor has not been, or cannot be, accurately assessed.  
 
A claim for refund of an overpayment which fails or is waived should be regarded as a cash loss, 
and not treated as a claim waived or abandoned. In considering the note to the account, a claim 
not presented should normally be noted at its original figure.  
 
Bad debts and claims abandoned should be entered in the losses register when it has been 
determined that a loss is irrecoverable. Where the termination of a contract, e.g. on the bankruptcy 
or liquidation of a contractor, gives rise to additional contractual expenditure and attempts to obtain 
recovery under the contract provisions are unsuccessful, the amount should be recorded as a 
claim abandoned.  
 
When bad debts written off in one year are recovered in subsequent financial years, a credit entry 
should be made in the losses register with a corresponding entry within the annual losses and 
special payments statement. 
 
iv. Damage to buildings, their fittings, furniture and equipment and loss of equipment and 
property in stores  
 
These cover cases including:  

• culpable causes e.g. theft, fraud, arson or sabotage (whether proved or suspected), neglect 
of duty or gross carelessness;  

• other causes for example:  
• losses by fire (other than arson)  
• losses by weather damage or by accident proved on due enquiry to be beyond the control 

of any responsible person.  
• losses due to deterioration in use and deterioration in store due to some defect in 

administration such as:  
• over provisioning  
• retention of excess or obsolete stocks  
• storage of items with a known shelf life in quantities greater than could be turned over 

within that life  
• failure to turn over stocks in proper sequence  
• failure to set and to observe property standards to keep stock in good condition.  
• In the case of buildings the amount to be written off is the value of the building (or part) and 

lost contents immediately prior to the incident if a decision is made not to repair it. If it is 
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repaired, the cost of repair of the building and contents, or the estimated value of the 
contents if destroyed, less any sum received from the sale of scrap.  

In the case of vehicles the cost of repairs to the vehicle (if readily ascertainable) less any sums 
recovered from an insurance company or other party should be treated as a stores loss. Payments 
to an insurance company or other party should be treated as compensation payments (made 
under legal obligations). If the vehicle is a total loss the amount to be written off is the value 
immediately prior to the accident less any sum received from the sale of scrap.  
 
Unless there are special features or circumstances which justify exceptional treatment, all losses of 
bedding and linen in use should be valued at 50% of the current replacement cost. This advice is 
in line with current Treasury guidance to government departments on the valuation of losses of 
clothing and textiles in use. Where stores losses and write offs occur they should be valued at 
book value less net disposal proceeds.  
 
If, on the bankruptcy or liquidation of a main contractor and after consideration of the alternatives 
available, the CCG decides to make a payment direct to a sub-contractor with whom there is no 
contractual relationship, the amount should be treated not as a loss but as an ex-gratia payment.  
Where equipment on loan to patients is lost or becomes valueless in circumstances not justifying 
recovery of the cost, it should be treated in the same way as articles which have deteriorated in 
use. Failure to recover a sum due to be paid by a patient should be treated as a bad debt.  
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15. Appendix 2: Categories of Special Payments  
 
i. Compensation payments made under legal obligation  
 
Payments fall into this category only if a clear liability exists as a result of a court order or a legally 
binding arbitration award. Payments into court and out of court settlements are not payments made 
under legal obligation. The category can include compensation for injuries to persons, damage to 
property and unfair dismissal.  
 
ii. Extra contractual payments to contractors  
 
An extra contractual payment is one which, although not legally due under the original contract or 
subsequent amendments, appears to be an obligation which the courts might uphold. Such an 
obligation will usually be attributable to action or inaction by a CCG in relation to the contract. A 
payment may be regarded as extra contractual even where there is doubt whether or not the CCG 
is liable to make it, e.g. where the contract provided for arbitration but a settlement is reached 
without recourse to arbitration. A payment made as a result of an arbitration award is contractual.  
 
An ex gratia payment to a contractor is one not legally due under the contract or otherwise, and 
usually represents compensation on grounds of hardship. Any such payment would have to be 
fully justified on value for money grounds. Where a CCG has delegated powers to make extra 
contractual payments to contractors, the aggregate of payments from whatever cause under a 
single contract governs the need for prior reference to the NHS Executive. If the body has any 
reason to suspect that the ultimate total will exceed its delegated powers it should consult the NHS 
Executive. Any case in which a CCG proposes to revise an unexpired contract specifically to 
regularise losses which the contractor would incur in the future if the terms of the contract 
remained unchanged, must be reported to the NHS Executive unless covered by specific 
delegation arrangements.  
 
iii. Ex gratia payments  
 
Ex gratia payments are payments which a CCG is not obliged to make or for which there is no 
statutory cover or legal liability. An example is a payment to compensate for financial loss resulting 
from an act or failure of the body or its servants which does not give rise to a legal liability or the 
payment of compensation claims or damages. Such payments must be clearly related to and arise 
from the services which the body is authorised or required to provide. Other examples are 
payments made to meet hardship caused to persons by official failure or delay, or special 
payments to avoid legal proceedings against the Government on grounds of official inadequacy.  
 
Types of ex gratia payments are:  
 

• maladministration cases;  
• loss of personal effects;  
• clinical negligence and Personal injury cases;  
• settlements on termination of employment;  
• other cases.  

 
iv. Extra statutory or extra regulatory payments  
 
These are payments considered to be within the broad intention of a statute or statutory regulation 
but which go beyond a strict interpretation of its terms. In some cases where CCGs have followed 
departmental guidance, such as payments in respect of oxygen services, the Department will 
advise the CCGs to classify the payments as extra statutory. In all other cases where CCGs would 
be acting, or believe they may have acted, beyond the strict interpretation of statute or statutory 
regulation they must inform the Department who will advise them whether the payments may be 



11 
 

treated as extra statutory or that the payments are beyond their powers (ultra vires). Extra statutory 
or extra regulatory payments must not be classified as ex gratia.  
 
v. Special severance payments  
 
Most payments to staff on termination of their employment will be statutory or contractual, but ex 
gratia payments may also arise when leaving employment in public service whether they resign, 
are dismissed or reach an agreed termination of contract.  



      
Equality Impact and Engagement Assessment Form 
 
Complete this section 
Please retain one copy, and pass one copy to both the Equalities and Engagement leads 
Section one – Project or plan details 
1.1 Project Title:  

Prime Financial Policies (PFP’s) 
1.2 Project Lead: Contact Details: 

Matt Jones  Matthew.jones13@nhs.net – Tel 01709 428824 
1.3 This activity /project is: 

Policy  
1.4 Describe the activity/project  

The Prime Financial Policies (PFPs) are one of the key policies that form part of the overall 
governance of the CCG. They are relevant for all staff and form part of the overall control 
environment of the CCG. 
 

1.5 Timescales 
 
October 2019 – October 2021 

2 Equality Impact Assessment 
2.1 Gathering of Information: This is the core of the analysis; how might the project or work impact on protected 

groups, with consideration of the General Equality Duty. 
Please add any general information here. 
N/A 
 

2.2 Screening  
Please complete 
each area) 

What key impact have you identified? Information Source 

 Positive 
Impact - will 
actively promote or 
improve equality of 
opportunity. 

Neutral 
Impact - 
where there are 
no notable 
consequences 
for any group. 

Negative Impact 
negative or adverse 
impact causes 
disadvantage or 
exclusion. If such an 
impact is identified, the 
EIA should ensure, that 
as far as possible, it is 
either justified, 
eliminated, minimised 
or counter balanced by 
other measures. 

What action, if any, is needed to 
address these issues and what 
difference will this make?  For 
example:   
At this point no action is 
required.  Further EIA screenings 
will be developed in future once 
there are recommendations to 
assess. 

Human Rights N Y N  
Age N Y N  
Carers N Y N  
Disability N Y N  
Sex N Y N  
Race N Y N  
Religion or belief N Y N  
Sexual Orientation N Y N  
Gender 
reassignment 

N Y N  

Pregnancy and 
maternity 

N Y N  

Marriage/civil 
partnership (only 
eliminating 
discrimination) 

N Y N  

Other relevant 
groups 

N Y N  

mailto:Matthew.jones13@nhs.net


                                                                                                                                              
      
3     Engagement Assessment 
3.1 What is the level of service change? – see diagram 3 above 

 
If your project is classed as a ‘significant variation’ (level 3) or ‘major change’ (level 4) please 
contact england.yhclinicalstrategy@nhs.net for a preliminary discussion to support planning and agree 
whether the service change needs to follow the NHS England Service Change Assurance process.   
 
The assurance process generally looks at the ‘case for change’ The key players in the process include 
overview and scrutiny teams, and the clinical senates.  You can also refer to the DH guidance: (please 
note that level 4 changes will require considerable long term planning and this DH guidance is 
mandatory for all level 4 
changes) http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-
hempsons_stp.pdf     DH 2013 
 
Circle or highlight the appropriate level of service change 
 
Level 1                       Level 2                              Level 3                         Level 4 
 
Add additional information and rationale for this scoring below 
N/A 
 

3.2 
 
 

Who are your stakeholders? 
Consider using a mapping tool to identify stakeholders - who is the change going to affect and how?  
Complete below or attach or link to a mapping document 
All Staff and GP Members of the CCG 
 

3.3 
 
 

What do we already know? 
What do you already know about peoples’ access, experience, health inequalities and health 
outcomes? Use intelligence from existing local, regional or national research, data, deliberative events 
or engagements. 
 
N/A 
 
 
 
 
Describe any existing arrangements to involve patients and the public which are relevant to 
this plan/activity and/or provide relevant sources of patient and public insight?   
How will the insight available to you help to inform your decision? 
 
N/A 
 
 
 
 
  
Briefly describe how the existing or proposed engagement will be ‘fair and proportionate’, in 
relation to the activity? 
N/A 
 
 
 
 
 

3.4 Reaching out to overlooked communities 

mailto:england.yhclinicalstrategy@nhs.net
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf


                                                                                                                                              
Are additional arrangements for patient and public involvement required for this activity and in particular  
will you ensure that ‘seldom-heard’ groups, those with ‘protected characteristics’ under the Equality Act,  
those experiencing health inequalities are involved 

• Seldom-heard groups                          Yes/No 
• Nine Protected Characteristics   Yes/No 
• Health inequalities                           Yes/No 

If yes, please provide a brief outline of your approach and objectives for any additional patient 
participation targeted at these groups 
 
N/A 
 
 
 
 
 
Do you need to make any of your resources accessible (i.e. for people with learning disabilities, sight 
impairments, or alternative languages?) 
 
N/A 

3.5 
 

What resources do you need for this? 
Consider the sections above 

• The timescales 
• The need to reach overlooked communities 
• Accessible materials 
• Gaps in knowledge 

 
N/A 
 
 
 
 

4 Feedback and Evaluation 
4.1 How will you use the feedback – who does it need to be shared with? 

N/A 
 

4.2 Provide a brief outline of how the information collected through patient and public participation will be 
used to influence the plan/activity. 

N/A 
 

4.3 How will the outcomes of participation be reported back to those involved?  
 
N/A 
 

4.4 How will you assess the ongoing impact of the change on patients and the public after it has been 
completed? 
 
 

  
5  Engagement and Equality Impact  Plan 
 Action Approx.  

Timescale 
Lead Deadline Comments/ 

progress 



                                                                                                                                              

 

 
          
           
           
           
      
6 Form details 
 Completed by:                                                        Matt Jones  

 
 Job title: Head of Financial Services  
 Date  

14th October 2019 

 Reported to  



      
Equality Impact and Engagement Assessment Form 
 
Complete this section 
Please retain one copy, and pass one copy to both the Equalities and Engagement leads 
Section one – Project or plan details 
1.1 Project Title:  

Procurement Commissioning Policy 
1.2 Project Lead: Contact Details: 

Matt Jones  Matthew.jones13@nhs.net – Tel 01709 428824 
1.3 This activity /project is: 

Policy  
1.4 Describe the activity/project  

The Procurement Commissioning Policy forms part of the overall Prime Financial Policies within the 
CCG. It assists all staff in understanding the process that needs to be followed when undertaking a 
new procurement and the thresholds in values. 
 

1.5 Timescales 
 
October 2019 – October 2021 

2 Equality Impact Assessment 
2.1 Gathering of Information: This is the core of the analysis; how might the project or work impact on protected 

groups, with consideration of the General Equality Duty. 
Please add any general information here. 
N/A 
 

2.2 Screening  
Please complete 
each area) 

What key impact have you identified? Information Source 

 Positive 
Impact - will 
actively promote or 
improve equality of 
opportunity. 

Neutral 
Impact - 
where there are 
no notable 
consequences 
for any group. 

Negative Impact 
negative or adverse 
impact causes 
disadvantage or 
exclusion. If such an 
impact is identified, the 
EIA should ensure, that 
as far as possible, it is 
either justified, 
eliminated, minimised 
or counter balanced by 
other measures. 

What action, if any, is needed to 
address these issues and what 
difference will this make?  For 
example:   
At this point no action is 
required.  Further EIA screenings 
will be developed in future once 
there are recommendations to 
assess. 

Human Rights N Y N  
Age N Y N  
Carers N Y N  
Disability N Y N  
Sex N Y N  
Race N Y N  
Religion or belief N Y N  
Sexual Orientation N Y N  
Gender 
reassignment 

N Y N  

Pregnancy and 
maternity 

N Y N  

Marriage/civil 
partnership (only 
eliminating 
discrimination) 

N Y N  

Other relevant 
groups 

N Y N  

mailto:Matthew.jones13@nhs.net


                                                                                                                                              
      
3     Engagement Assessment 
3.1 What is the level of service change? – see diagram 3 above 

 
If your project is classed as a ‘significant variation’ (level 3) or ‘major change’ (level 4) please 
contact england.yhclinicalstrategy@nhs.net for a preliminary discussion to support planning and agree 
whether the service change needs to follow the NHS England Service Change Assurance process.   
 
The assurance process generally looks at the ‘case for change’ The key players in the process include 
overview and scrutiny teams, and the clinical senates.  You can also refer to the DH guidance: (please 
note that level 4 changes will require considerable long term planning and this DH guidance is 
mandatory for all level 4 
changes) http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-
hempsons_stp.pdf     DH 2013 
 
Circle or highlight the appropriate level of service change 
 
Level 1                       Level 2                              Level 3                         Level 4 
 
Add additional information and rationale for this scoring below 
N/A 
 

3.2 
 
 

Who are your stakeholders? 
Consider using a mapping tool to identify stakeholders - who is the change going to affect and how?  
Complete below or attach or link to a mapping document 
All Staff and GP Members of the CCG 
 

3.3 
 
 

What do we already know? 
What do you already know about peoples’ access, experience, health inequalities and health 
outcomes? Use intelligence from existing local, regional or national research, data, deliberative events 
or engagements. 
 
N/A 
 
 
 
 
Describe any existing arrangements to involve patients and the public which are relevant to 
this plan/activity and/or provide relevant sources of patient and public insight?   
How will the insight available to you help to inform your decision? 
 
N/A 
 
 
 
 
  
Briefly describe how the existing or proposed engagement will be ‘fair and proportionate’, in 
relation to the activity? 
N/A 
 
 
 
 
 

3.4 Reaching out to overlooked communities 

mailto:england.yhclinicalstrategy@nhs.net
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf


                                                                                                                                              
Are additional arrangements for patient and public involvement required for this activity and in particular  
will you ensure that ‘seldom-heard’ groups, those with ‘protected characteristics’ under the Equality Act,  
those experiencing health inequalities are involved 

• Seldom-heard groups                          Yes/No 
• Nine Protected Characteristics   Yes/No 
• Health inequalities                           Yes/No 

If yes, please provide a brief outline of your approach and objectives for any additional patient 
participation targeted at these groups 
 
N/A 
 
 
 
 
 
Do you need to make any of your resources accessible (i.e. for people with learning disabilities, sight 
impairments, or alternative languages?) 
 
N/A 

3.5 
 

What resources do you need for this? 
Consider the sections above 

• The timescales 
• The need to reach overlooked communities 
• Accessible materials 
• Gaps in knowledge 

 
N/A 
 
 
 
 

4 Feedback and Evaluation 
4.1 How will you use the feedback – who does it need to be shared with? 

N/A 
 

4.2 Provide a brief outline of how the information collected through patient and public participation will be 
used to influence the plan/activity. 

N/A 
 

4.3 How will the outcomes of participation be reported back to those involved?  
 
N/A 
 

4.4 How will you assess the ongoing impact of the change on patients and the public after it has been 
completed? 
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Equality Impact and Engagement Assessment Form 
 
Complete this section 
Please retain one copy, and pass one copy to both the Equalities and Engagement leads 
Section one – Project or plan details 
1.1 Project Title:  

Management of Losses and Special Payment Policy 
 

1.2 Project Lead: Contact Details: 
Matt Jones  Matthew.jones13@nhs.net – Tel 01709 428824 

1.3 This activity /project is: 
Policy  

1.4 Describe the activity/project  
The management of Losses and Special Payments policy forms part of the overall Prime Financial 
Policies within the CCG. It assists all staff in understanding the process and what needs to occur 
should a loss or Special payment need to be made. 
 
 

1.5 Timescales 
 
October 2019 – October 2021 

2 Equality Impact Assessment 
2.1 Gathering of Information: This is the core of the analysis; how might the project or work impact on protected 

groups, with consideration of the General Equality Duty. 
Please add any general information here. 
N/A 
 

2.2 Screening  
Please complete 
each area) 

What key impact have you identified? Information Source 

 Positive 
Impact - will 
actively promote or 
improve equality of 
opportunity. 

Neutral 
Impact - 
where there are 
no notable 
consequences 
for any group. 

Negative Impact 
negative or adverse 
impact causes 
disadvantage or 
exclusion. If such an 
impact is identified, the 
EIA should ensure, that 
as far as possible, it is 
either justified, 
eliminated, minimised 
or counter balanced by 
other measures. 

What action, if any, is needed to 
address these issues and what 
difference will this make?  For 
example:   
At this point no action is 
required.  Further EIA screenings 
will be developed in future once 
there are recommendations to 
assess. 

Human Rights N Y N  
Age N Y N  
Carers N Y N  
Disability N Y N  
Sex N Y N  
Race N Y N  
Religion or belief N Y N  
Sexual Orientation N Y N  
Gender 
reassignment 

N Y N  

Pregnancy and 
maternity 

N Y N  

Marriage/civil 
partnership (only 
eliminating 
discrimination) 

N Y N  

mailto:Matthew.jones13@nhs.net


                                                                                                                                              
Other relevant 
groups 

N Y N  

      
3     Engagement Assessment 
3.1 What is the level of service change? – see diagram 3 above 

 
If your project is classed as a ‘significant variation’ (level 3) or ‘major change’ (level 4) please 
contact england.yhclinicalstrategy@nhs.net for a preliminary discussion to support planning and agree 
whether the service change needs to follow the NHS England Service Change Assurance process.   
 
The assurance process generally looks at the ‘case for change’ The key players in the process include 
overview and scrutiny teams, and the clinical senates.  You can also refer to the DH guidance: (please 
note that level 4 changes will require considerable long term planning and this DH guidance is 
mandatory for all level 4 
changes) http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-
hempsons_stp.pdf     DH 2013 
 
Circle or highlight the appropriate level of service change 
 
Level 1                       Level 2                              Level 3                         Level 4 
 
Add additional information and rationale for this scoring below 
N/A 
 

3.2 
 
 

Who are your stakeholders? 
Consider using a mapping tool to identify stakeholders - who is the change going to affect and how?  
Complete below or attach or link to a mapping document 
All Staff and GP Members of the CCG 
 

3.3 
 
 

What do we already know? 
What do you already know about peoples’ access, experience, health inequalities and health 
outcomes? Use intelligence from existing local, regional or national research, data, deliberative events 
or engagements. 
 
N/A 
 
 
 
 
Describe any existing arrangements to involve patients and the public which are relevant to 
this plan/activity and/or provide relevant sources of patient and public insight?   
How will the insight available to you help to inform your decision? 
 
N/A 
 
 
 
 
  
Briefly describe how the existing or proposed engagement will be ‘fair and proportionate’, in 
relation to the activity? 
N/A 
 
 
 
 

mailto:england.yhclinicalstrategy@nhs.net
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf


                                                                                                                                              
 

3.4 Reaching out to overlooked communities 
Are additional arrangements for patient and public involvement required for this activity and in particular  
will you ensure that ‘seldom-heard’ groups, those with ‘protected characteristics’ under the Equality Act,  
those experiencing health inequalities are involved 

• Seldom-heard groups                          Yes/No 
• Nine Protected Characteristics   Yes/No 
• Health inequalities                           Yes/No 

If yes, please provide a brief outline of your approach and objectives for any additional patient 
participation targeted at these groups 
 
N/A 
 
 
 
 
 
Do you need to make any of your resources accessible (i.e. for people with learning disabilities, sight 
impairments, or alternative languages?) 
 
N/A 

3.5 
 

What resources do you need for this? 
Consider the sections above 

• The timescales 
• The need to reach overlooked communities 
• Accessible materials 
• Gaps in knowledge 

 
N/A 
 
 
 
 

4 Feedback and Evaluation 
4.1 How will you use the feedback – who does it need to be shared with? 

N/A 
 

4.2 Provide a brief outline of how the information collected through patient and public participation will be 
used to influence the plan/activity. 

N/A 
 

4.3 How will the outcomes of participation be reported back to those involved?  
 
N/A 
 

4.4 How will you assess the ongoing impact of the change on patients and the public after it has been 
completed? 
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