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Purpose: 
To confirm to Governing Body updates to the Maternity, Adoption and Parental Leave Policy 

Background: 
 

This is a scheduled review of the policy. 
Analysis of key issues and of risks 

• Maternity, Adoption and Parental Leave 
o 1.8 Added section from Ts&Cs on annual leave carry over 
o Added on Counter Fraud advice, page 14 

Working Whilst on Maternity Leave, Adoption, Paternity and  Parental Leave 
6.1 Employees must not undertake any secondary work whilst on maternity, 
adoption, paternity or parental leave without obtaining permission from 
Rotherham CCG. Doing so without permission may result in disciplinary action 
and liability for prosecution and civil recovery proceedings. 

o Added in Applications: 
I understand that I must not undertake any secondary work whilst on Maternity 
Support (Paternity) Leave without obtaining permission from Rotherham CCG. 
Doing so without permission may result in disciplinary action and I may be liable 
for prosecution and civil recovery proceedings. 

o Minor additions and updates 
o 

Patient, Public and Stakeholder Involvement: 
Staff side and Counter Fraud consultation has taken place. 
Equality Impact: 
EIA’s completed for all policies. 
Financial Implications: 
None 
Human Resource Implications: 
Directs practice in managing maternity, paternity and adoption. 
Procurement: 
N/A 
Approval history: 
First review 
Recommendations: 
Governing Body is asked to note the amendments and approve the reviewed policy. 
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Equality & Diversity Statement: 

In applying this policy, the Organisation will 
have due regard for the need to eliminate 
unlawful discrimination, promote equality of 
opportunity, and provide for good relations 
between people of diverse groups, in 
particular on the grounds of the following 
characteristics protected by the Equality 
Act (2010); age, disability, gender, gender 
reassignment, marriage and civil 
partnership, pregnancy and maternity, 
race, religion or belief, and sexual 
orientation, in addition to offending 
background, trade union membership, or 
any other personal characteristic. 



 
 
 
 
 
 
 

SUMMARY The aim of this policy is to provide all the information 
required to comply with Rotherham CCG’s (the CCG) 
maternity, adoption and parental leave regulations and 
to make employees and manager aware of what type of 
leave and pay an employee may be entitled to. 
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SECTION A – POLICY 
 
 
1. PURPOSE 

 
 
1.1 The aim of this policy is to provide all the information required to comply with the 

organisation’s maternity, adoption and parental leave regulations and to make 
employees and managers aware of what type of leave and pay an employee may be 
entitled to. 

 
1.2 The development of this policy: 

 
 

• Ensures all employees are aware of maternity, adoption and parental leave and 
pay entitlements 

• Ensures all employees understand the procedure for accessing maternity, adoption 
or parental leave 

• Support managers with a procedure to follow 
• Satisfies legislative requirements 

 
2. SCOPE 

 
2.1 This policy applies to those members of staff that are directly employed by the CCG 

and for whom the 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 the CCG or working on the CCG premises and forms 
part of their arrangements with the CCG. The entitlements in the Policy depend on 
eligibility under legislation or NHS Terms and Conditions of Service. As part of good 
employment practice, agency workers are also required to abide by the CCG policies 
and procedures, as appropriate, to ensure their health, safety and welfare whilst 
undertaking work for the CCG. 

 
3. EQUALITY STATEMENT 

 
3.1 In applying this policy, the organisation will have due regard for the need to eliminate 

unlawful discrimination, promote equality of opportunity, and provide for good relations 
between people of diverse groups, in particular on the grounds of the following 
characteristics protected by the Equality Act (2010); age, disability, gender, gender 
reassignment, marriage and civil partnership, pregnancy and maternity, race, religion 
or belief, and sexual orientation, in addition to offending background, trade union 
membership, or any other personal characteristic. A single Equality Impact 
Assessment is used for all policies and procedures. 

 
4. ACCOUNTABILITY 

 
4.1 The Chief Officer is accountable for this policy. 

 
5. IMPLEMENTATION AND MONITORING 

 
5.1 The CCG Governing Body is responsible for formal approval and 

monitoring compliance with this policy. Following ratification the policy will 
be disseminated to staff via the CCG’s intranet. 
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5.2 The policy and procedure will be reviewed periodically by Human 
Resources in conjunction with counter fraud, managers and Trade Union 
representatives where applicable. Where review is necessary due to 
legislative change, this will happen immediately. 

 
 
6. RESPONSIBILITIES 

 
6.1 Good working relations are vital for the organisation to operate successfully and 

provide services. There is a joint responsibility for management, trade unions and 
employees to accept the responsibility of working together on issues in good faith and 
with the shared intention of facilitating good working relations. 

 
6.2 Employees 

 
It is the responsibility of employees to ensure that: 

 
• They understand their responsibilities in relation to this policy. 

 
 
6.3 Line Managers 

 
It is the responsibility of line managers to ensure that: 

 
• They understand and adhere to their obligations in relation to this policy. 
• They provide advice and information. 
• They undertake a risk assessment for pregnant employees. 
• They discuss breast feeding facilities and arrangements where required prior to the 

employee returning to work 
 
6.4 Head of HR 

 
The Head of HR is responsible for: 

 
• Leading the development, implementation and review of the policy. 
• Supporting managers and employees with queries relating to the policy and 

procedure. 
• Ensuring the policy and procedure is reviewed and updated as required. 
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SECTION B – PROCEDURE 
 
 
1. MATERNITY LEAVE 

 
1.1. Eligibility 

 
1.1.1 All pregnant employees, regardless of length of service, are entitled to take up to 26 

weeks ordinary maternity leave and up to a further 26 weeks additional maternity 
leave and to resume work afterwards. The employee is therefore entitled to a total 
period of 52 weeks maternity leave. 

 
1.1.2 Employees who take maternity leave have the right to return to work at any time 

during either the ordinary or additional maternity leave (except for the first two weeks 
from the day of childbirth), subject to the notification procedures set out in the 
following paragraphs. 

 
1.1.3 Employees who have at least 26 weeks continuous service at the end of their 

qualifying week and are still employed during that week will qualify for statutory 
maternity pay. 

 
1.1.4 Employees who have completed 12 months continuous service at the beginning of 

the 11th week before the expected week of childbirth (EWC) will be entitled to receive 
the enhanced element of maternity pay, over and above statutory maternity pay, if 
they are intending to return to work to the same or other NHS employer for at least 
three months. 

 
1.1.5 Employees who do not meet the qualifying criteria above will be entitled to unpaid 

maternity leave and may be entitled to claim Maternity Allowance. Payroll will issue 
the form SMP1. 

 
1.1.6 In cases of both unpaid and paid maternity leave the employee must continue to be 

employed until the beginning of the 15th week before the EWC and comply with the 
application procedure outlined in the following paragraphs. 

 
1.2. Maternity Schemes 

 
1.2.1. The choice of maternity schemes is detailed in the table below. The choice will be 

dependent upon: 
 

• Length of continuous NHS service 
• The intention, or not, of the employee to return to work 

 
Period of employment at 14th week prior 
to EWC 

Scheme 

Less than 26 weeks A 
26 weeks and over B/C/D 

 

1.2.2. All of the above schemes incorporate the statutory rights to 52 weeks protection of all 
terms and conditions of employment with the exception of pay. Details of Schemes A, 
B, C, and D are contained in Appendix 1. 

 
1.3. Procedure for Applying for Maternity Leave 

 
1.3.1. In order to receive maternity provisions the employee is required to: 
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• Notify the manager of their intention to take the appropriate scheme by completing 
the application form (Appendix 2). The employee must submit their application by 
the 15th week before the EWC unless this is not reasonably practicable. 

 
• Submit the Certificate of Childbirth (form MATB1) to their manager at least 28 days 

before the intended maternity leave date. Form MATB1 is issued to the employee 
by a GP/Midwife any time after the 20th week of pregnancy. 

 
• Sign Section 2 of the application form if they intend to return to work which 

confirms their declaration of intent to return to work for a minimum of 3 months. 
 
1.4. General Principles 

 
1.4.1. Maternity leave usually begins 11 weeks before the EWC, however the employee 

may work beyond this point up to the EWC. If the employee is absent due to 
pregnancy related illness after the 4th week before the EWC, maternity leave/pay will 
automatically commence. 

 
1.4.2. The HR team will keep a record of the dates related to the pregnancy and will confirm 

in writing the following: 
 

• The entitlement to paid or unpaid maternity leave. 
• The expected return to work date based on 52 weeks leave entitlement, unless an 

earlier date has been confirmed. 
• The requirement to give 28 days’ notice of the employee’s intention to return to 

work. 
 
1.4.3. The HR Service will confirm in writing the following: 

 
• The entitlement to maternity pay and the elements of paid/unpaid/statutory 

elements. 
• The maternity leave commencement date 
• The average weekly wage (if applicable) 
• Whether the employee has indicated that they are/are not returning to work after 

the birth of the baby. 
 
1.4.4. Before going on maternity leave the manager and the employee should discuss and 

agree any voluntary arrangements for keeping in touch during the employees 
maternity leave including: 

 
• Any voluntary arrangements that the employee may find helpful to keep the 

employee in touch with developments at work and, nearer the time, to facilitate the 
return to work. 

• Keeping the employer in touch with any developments that may affect the intended 
date of return. 

 
1.5. Keeping in Touch Days (KIT Days) 

 
1.5.1. Employees can work during their maternity leave on a KIT day without bringing their 

maternity leave to end or losing their entitlement to statutory maternity pay. The 
employee may work a maximum of 10 KIT days during the maternity leave but not 
within the first 2 weeks after the birth of the baby. 
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1.5.2. The manager and employee must agree upon the days/dates to be worked. 
 
1.5.3. There is no obligation for the CCG to offer such work or for the employee to accept it. 

A KIT day must be worked by mutual agreement. 
 
1.5.4. The CCG will normally pay the employee at their usual hourly rate for work 

undertaken on KIT days.  Any payment will be offset against any statutory maternity 
pay the employee is entitled to. 

 
1.5.5. The manager and the employee should agree the type of work that the employee will 

undertake on a KIT day and this should reflect the employee’s duties and 
responsibilities. Attendance on training courses and attendance at team meetings 
may be included. 

 
1.5.6. The total duration of maternity leave will remain at 52 weeks regardless of whether 

the employee works a KIT day or days. 
 
1.5.7. The CCG is entitled to have reasonable contact with the employee during the period 

of maternity leave and this is separate to KIT days. 
 
1.6. Return to Work 

 
1.6.1. If the employee chooses Scheme A they are required to give written notice of their 

return to work no later than 28 days before the intended return date. 
 
1.6.2. If the employee chooses Scheme B it will be assumed that the employee intends to 

take the additional maternity leave unless otherwise notified. The 28 days’ notice 
period will apply. Failure to provide this confirmation may result in disciplinary action. 

 
1.6.3. An employee who intends to return to work at the end of the full maternity leave 

period will not be required to give any further notification of the return date although if 
the employee wishes to bring the return date forward, the 28 days’ notice period will 
apply. 

 
1.6.4. The employee will have the right to return to their job on no less favourable terms and 

conditions. If this is not practicable the employee will have the right to return to a job 
of the same pay band and to work of a similar responsibilities and status. Should the 
employee wish to return to work on reduced hours or to an alternative working  
pattern they should enter into discussions with their manager at the earliest 
opportunity and no later than 28 days before the return to work. The procedure set 
out in the Flexible Working Policy should be followed where requests are received. 

 
1.6.5. If the employee does not comply with the requirement to return to work for a 3 month 

period following their return to work within 15 months from the beginning of their 
maternity leave, they will be liable to refund to the organisation the whole of any 
maternity payments made, less any SMP entitlement. Employment with another NHS 
employer will be accepted provided documentary evidence of this alternative 
employment is provided. 

 
1.7. Risk Assessment 

 
1.7.1. For health and safety reasons the employee should notify their manager as soon as 

they are aware of the pregnancy in order that the working environment can be 
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assessed to ensure that it does not pose a risk to the employees own health or that 
of the unborn baby. This equally applies to the employee throughout pregnancy or 
whilst breast feeding. 

 
1.7.2. Where reasonably practicable alternative work will be provided if it is identified that 

the employee is incapable of carrying out all, or part of their duties, or where the 
unborn baby may be at risk. Where this is not possible, the employee will be 
excluded from work on medical grounds, on full pay. 

 
1.7.3. This provision also applies if the employee has recently given birth and /or is breast 

feeding. 
 
1.7.4. Appendix 3 provides an outline Risk Assessment template. 

 
1.8. Annual Leave 

 
1.8.1. All employees on maternity leave, whether paid or unpaid, will accrue an entitlement 

to annual leave and public holidays. Where unused annual leave and public holidays 
exceed normal provisions for carry over to the next leave year it may be beneficial to 
the CCG and employee for the employee to take the unused annual leave and public 
holidays before and/or after the agreed (paid and unpaid) maternity leave period. The 
amount of annual leave and public holidays to be taken in this way, or carried over, 
should be discussed and agreed between the employee and manager. Payment in 
lieu may be considered as an option where accrual of annual leave and public 
holidays exceeds normal carry over provisions 

1.9. Payment and Pension Arrangements 
 
1.9.1. Maternity payments will be paid in monthly intervals but the amount paid each month 

may vary as it is calculated on the basis of how many Sundays fall in each particular 
month. 

 
1.9.2. If the employee is not eligible to receive SMP they will be notified by the payroll 

provider that they may be eligible for up to 39 weeks Maternity Allowance from their 
Social Security Office. 

 
1.9.3. If an employee pays contributions to the NHS Pension Scheme and does not intend 

to return to work, they may, if they wish, continue to pay contributions during the 
statutory 39 weeks maternity leave period. 

 
1.9.4. If the employee is a member of the NHS Pension Scheme and intends to return to 

work after maternity leave, they will be required to continue their contributions in 
order to cover the maternity leave period. These deductions can be either made 
during the leave or upon return to work. Advice should be sought from the payroll 
provider prior to maternity leave commencing. 

 
1.9.5. If the employee is paying contributions towards study/learning and development the 

repayments will continue whilst the employee is receiving maternity pay. If the 
employee is on unpaid maternity leave the repayments will cease until the employee 
returns to work. If the employee does not return to work they will be required to repay 
the amount outstanding and in order to do this they will be sent an invoice. 

 
1.10. Illness During Pregnancy/after the Maternity Leave Period 
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1.10.1. If an employee is ill during pregnancy before they begin their maternity leave 
sickness benefits will be received in accordance with the Sickness Absence Policy. 

 
1.10.2. If the illness is associated with pregnancy and occurs before the fourth week prior 

to the EWC sickness benefits will be received in the usual manner. If the sickness 
absence continues beyond the fourth week prior to the EWC maternity leave/pay will 
commence. The employee will thereafter be treated in accordance with the maternity 
regulations. 

 
1.11. Supplementary Information 

 
1.11.1. Ante-Natal and Post Natal Care 

 
• A pregnant employee has the right to paid time off work to attend antenatal 

appointments if her attendance has been recommended by a registered medical 
practitioner, midwife or nurse. There is also a legal entitlement for an expectant 
father or partner to attend up to two classes for a maximum of 6.5 hours for each 
antenatal appointment. Every attempt should be made to attend these outside of 
work where possible. 

• Employees who have recently given birth should be granted paid time off work for 
post natal care. 

 
1.11.2. Premature Birth 

 
• Where an employee’s baby is born alive prematurely the employee will be entitled 

to the same amount of maternity leave and pay as if the baby had been born at full 
term. 

 
• If the baby is born more than 11 weeks before it was expected, the maternity leave 

start date will be brought forward to the beginning of the actual week of childbirth. If 
an employee has worked during that week they will be paid for the work done and 
their maternity leave will begin from the first date of absence in the week of 
childbirth. 

 
• If the baby is born prematurely and is in hospital, the employee may divide their 

maternity leave entitlement by a minimum of 2 weeks leave immediately after 
childbirth, returning to work and then taking the remainder of the entitlement after 
their baby is discharged from the hospital. 

 
1.11.3. Still Birth and Miscarriages 

 
• If the employee has a still birth after the 24th week of pregnancy, they will be 

entitled to maternity leave and pay as if the baby was born alive. 
 

• Where an employee has a miscarriage before the 25th week of pregnancy, normal 
sickness absence provisions will apply. 

 
1.11.4. Fixed Term Contracts 

 
• If the employee is on a fixed term or training contract which will expire prior to the 

11th week before the EWC and they have less than 12 months service, they is not 
obligation to pay any maternity pay, although the employee may be entitled to 
SMP. 

Page 10 of 
 

 



• If the employee holds a contract which expires after the 11th week before the EWC, 
and the employee has the relevant service, the contract should be extended to 
enable the employee to receive maternity benefits. Advice should be sought from 
the Human Resources Team. 

 
1.11.5. Incremental Date 

 
• Maternity leave, whether paid or unpaid, will count as service for annual 

increments and for the purposes of any service qualification period for additional 
annual leave. 

 
1.11.6. Deductions from Salary 

 
• Where an unpaid period of maternity leave is involved, deductions from salary for 

trade unions and other items such as childcare vouchers or health insurance 
schemes will cease. The employee should contact the recipient of the deductions 
directly regarding payments during unpaid leave. 

 
1.12. Post-natal care and breastfeeding mothers 

 
1.12.1 Women who have recently given birth should have paid time off for 

Post-natal care e.g. attendance at health clinics. 
 
1.12.2 The CCG is required to undertake a risk assessment and to provide: 

Breastfeeding women with suitable private rest facilities. The Health and 
Safety Executive Guidance recommends that employers provide: 
A clean, healthy and safe environment for women who are breastfeeding; 
Suitable access to a private room to express and store milk in an 
appropriate refrigerator. 

 
1.12.3 The CCG will consider requests for flexible working arrangements to support 

breastfeeding women at work. 
 
1.12.4 The employee must inform their manager in writing that she is breast feeding or order 

that suitable arrangements can be made in advance of the employee returning to 
work. 

 
2. ADOPTION LEAVE 

 
2.1. Eligibility 

 
2.1.1. To qualify for adoption leave the employee must be newly matched with the child for 

adoption by an approved adoption agency and have at least 26 weeks continuous 
service prior to the week in which the employee is notified of being matched with a 
child for adoption. 

 
2.1.2. The employee will be required to provide a matching certificate from the adoption 

agency as evidence of their entitlement to adoption leave. 
 
2.1.3. The employee must give notice of the date they wish to take adoption leave within 7 

days of the date of which they are notified of having been matched with a child. 
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2.1.4. If both parent who wish to adopt are employees of the CCG they may split the 
entitlement to adoption leave, but jointly this must not exceed the total leave 
allowance. 

 
2.1.5. If there is an established relationship with the child, such as fostering prior to the 

adoption, or where a step parent is adopting a partners child, local arrangements will 
be made with approval from the Operational Executive  on the amount of leave and 
pay in addition to time off for official meetings. 

 
2.1.6. If the placement is delayed but adoption leave has already commenced the employee 

should contact their line manager as normally the employee would not be able to 
recommence their adoption leave at a later date. It is therefore strongly advised that 
the employee identifies that the placement will commence prior to starting their 
adoption leave. 

 
2.1.7. The application form contained in Appendix 4 should be completed. 

 
2.2. Period of Leave 

 
2.2.1. Employees who are adopting a child are entitled to 26 weeks ordinary adoption leave 

(OAL) and a further 26 weeks additional adoption leave (AAL), running from the end 
of the ordinary adoption leave. The period of leave should be taken in one block. The 
employee may commence their leave 14 days before the expected date of placement 
or any time up to and including the date of placement. 

 
2.2.2. Employees are entitled to return to work after their period of both OAL and AAL. The 

provisions of paragraph 1.6.4. If an employee wishes to return to work before the end 
of the AAL they should give 28 days’ notice in writing. 

 
2.3. Payment During Adoption Leave 

 
2.3.1. Employees who qualify for adoption leave are entitled to receive 39 weeks statutory 

adoption pay (SAP) or 90% of their average weekly earnings if this is less. To qualify 
for SAP the employee must also have average weekly earnings at or above the lower 
earnings limit for national insurance. 

 
2.3.2. Employees with 12 months continuous NHS service ending with the week in which 

they are notified of being matched with a child by the adoption agency will be entitled 
to occupational adoption pay (OAP). OAP consists of the following: 

 
• 8 weeks at full pay (less SAP) 
• 18 weeks at half pay (less SAP) 
• 13 weeks SAP. 

 
2.4. Keeping in Touch (KIT) Days 

 
2.4.1. Employees will be entitled to KIT days in accordance with paragraph 1.5. 

 
3. MATERNITY SUPPORT (PATERNITY) LEAVE 

 
3.1.1. Employees are entitled to 2 weeks of ordinary maternity support (paternity) leave 

which can be taken around the time of the birth or the placement of the child for 
adoption. 
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3.1.2. In addition, employees may be entitled to take up to 26 weeks of additional maternity 
support (paternity) leave if their partner has returned to work, the leave can be taken 
between 20 weeks and one year after the child is born or placed for adoption. 

3.1.3. The application form for maternity support (paternity) leave is contained in Appendix 
4. Where reasonably practicable employees should give 28 days’ notice of their 
intention to take maternity support (paternity) leave. 

 
3.2. Eligibility 

 
3.2.1. Eligibility for the two weeks of occupational maternity support (paternity) pay will be 

12 months’ continuous service with one or more NHS employers at the beginning of 
the week in which the baby is due. 

 
3.2.2. Employees who are not eligible for the two weeks of occupational maternity support 

(paternity) pay may still be entitled to statutory paternity pay subject to meeting the 
qualifying conditions. Details of the qualifying conditions can be found on the 
(http://www.direct.gov.uk/en/employment/index.htm) 

 
3.2.3. To qualify for additional maternity support (paternity) leave the employee and their 

partner must first meet certain qualification criteria. Details of the qualifying conditions 
and the notification requirements can be found on the 
(http://www.direct.gov.uk/en/employment/index.htm) 

 

3.3. Payment During Maternity Support (Paternity) Leave 
 
3.3.1. There will be an entitlement to two weeks’ occupational ordinary maternity support 

(paternity) pay. Full pay will be calculated on the basis of the average weekly 
earnings rules used for calculating occupational maternity pay entitlements. The 
employee will receive full pay less any statutory paternity pay receivable. Only one 
period of occupational maternity support (paternity) pay is ordinarily available when 
there is a multiple birth. 

 
3.3.2. To qualify for statutory pay in the additional maternity support (paternity) leave 

period, the employee and their partner must first meet certain qualifying conditions. 
Details of the criteria and the notification requirements can be found on the 
(http://www.direct.gov.uk/en/employment/index.htm) 

 

3.4. Keeping in Touch (KIT) Days 
 
3.4.1. Employees will be entitled to KIT days in accordance with paragraph 1.5. 

 
3.5. Return to Work 

 
3.5.1. Employees who have taken additional maternity support (paternity) leave will have 

the right to return to the same job under their original contract and on no less 
favourable terms and conditions. 

 
3.6. Ante natal leave 

 
3.6.1. Reasonable paid time off to attend ante-natal classes will also be given. 

 
4. PARENTAL LEAVE 

 
4.1. Eligibility 
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4.1.1 Up to 18 weeks unpaid parental leave is available to employees with at least 12 
months continuous NHS service who meet one of the eligibility criteria as follows: 

 
• The employee is the parent of a child under five years of age 
• The employee has adopted a child under the age of 18 (the right to parental leave 

lasts for a period of 5 years from the date of adoption or until the child’s 18th 

birthday, whichever is the sooner) 
• The employee has acquired formal parental responsibility for a child under five 

years of age 
 
4.1.2.  An employee who is the parent or adoptive parent of a child who has been awarded 

disability living allowance or personal independence payment is entitled to up to 18 
weeks unpaid parental leave which can be taken up to the child’s 18th birthday. 

 
4.2. Conditions for Parental Leave 

 
4.2.1. The minimum parental leave block is one week and leave must be taken on weekly 

blocks. 
 
4.2.2. The employee must give at least 21 days’ notice of their intention to take parental 

leave and must state the start and finish dates of the leave. The period of notice may 
be waived in exceptional circumstances. 

 
4.3.3. Parental leave may be postponed by the organisation (other than where parental 

leave has been requested immediately after childbirth or placement for adoption) 
where it is considered that the leave would cause undue business disruption. 
Parental leave can only be postponed for a maximum period of 6 months from the 
original request. Where parental leave is postponed this must be confirmed in writing 
to the employee within 7 days after the employees notice was given to the 
organisation. 

 
4.3.4. The CCG may make enquiries from previous employers regarding the amount of 

parental leave an employee has taken in the past and also to seek a declaration from 
the employee about how much parental leave has been taken. 

 
4.3.5. The CCG may also request proof from an employee of their eligibility to take parental 

leave such as the child’s birth certificate or legal documents stating the employee has 
formal parental responsibility. 

 
4.3.6. The application form for parental leave is contained in Appendix 4. 

 
5. RIGHT OF APPEAL 

 
5.1. Where an employee is dissatisfied with the outcome of their application for leave 

under this policy the matter should be raised in the first instance with the Line 
Manager. Where the employee remains dissatisfied the employee should raise the 
issue through the Grievance Policy. 

 
6. Working Whilst on Maternity Leave, Adoption, Paternity and  Parental Leave 
7. 6.1 Employees must not undertake any secondary work whilst on maternity, adoption, 

paternity or parental leave without obtaining permission from Rotherham CCG. Doing 
so without permission may result in disciplinary action and liability for prosecution and 
civil recovery proceedings. 
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Appendix 1 
 

MATERNITY SCHEMES 
 

SCHEME A 
 

For those intending to return to work: 
 

• The employee will receive 52 weeks unpaid leave with protection of all terms and 
conditions of employment, except pay. 

 
• The employee may be eligible to receive Statutory Maternity Pay (SMP) or Maternity 

Allowance payable by the state. 
 
For those not intending to return to work: 

 
• Employment will be for a period of 52 weeks during which the employee’s terms and 

conditions of employment, except pay, will be protected, e.g. annual leave. 
 

 
 
SCHEME B 

 

For those intending to return to work: 
 

• 39 weeks enhanced maternity pay for employees with 12 months service as follows: 
 

 8 weeks full pay (SMP at 8 weeks already inclusive) 
 18 weeks half pay (plus any SMP or Maternity Allowance including any 

dependents allowances receivable, providing the total receivable does not 
exceed full pay) 

 13 weeks SMP or 90% of normal weekly earnings (whichever are the lower) 
 

• 39 weeks maternity pay for employees with 26 weeks continuous service but less 
than 12 months service as follows: 

 
 6 weeks at 9/10ths of full pay (inclusive of SMP) 
 33 weeks SMP or 90% of normal weekly earnings (whichever is the lower). 

 
In addition to paid maternity leave the employee is also entitled to a further 13 weeks unpaid 
additional maternity leave. 

 
SCHEME C 

 

For those not intending to return to work: 
 

• The employee will receive 6 weeks at 90% of full pay (inclusive of SMP) plus a 
further 33 weeks SMP or 90% of normal weekly earnings (whichever is the lower) 

 
• Terms and conditions of service, except pay, will be protected over the 52 weeks 

period. 
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SCHEME D 
 

For those undecided about their intention to return to work: 
 

• The employee will receive 6 weeks at 90% of full pay (inclusive of SMP) plus 33 
weeks SMP or 90% of normal weekly earnings (whichever is the lower) 

 
• An additional 13 weeks unpaid additional maternity leave 

 
• If the employee returns to work for a minimum of 3 months they will receive the 

difference in payments between Scheme C and Scheme B. 
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Appendix 2 

APPLICATION FOR MATERNITY LEAVE AND/OR MATERNITY PAY 

NAME: .............................................................. 

EMPLOYEE NUMBER: .................................... 

 
EXPECTED DATE OF CHILDBIRTH: 

 
MATB1 Form: ATTACHED/NOT ATTACHED (Please delete as appropriate) 
(Certificate of Childbirth) 

 
Please complete Section 1 – if you do not intend to return to duty. 

 

Please complete Section 2 – if you do intend/or are considering returning to duty. 
 

Section 1:  I do not intend to return to work and my last day of service will be: 
….………………… 

 
I wish/do not wish to continue to pay pension contributions during my 39 weeks statutory 
maternity leave period. (Please delete as appropriate). 

 
 
SIGNED ………………………………………. DATE.…………………………… 

 
 
Section 2: 

 

I apply for maternity leave and/or pay in accordance with * Scheme……….. I intend to 
commence maternity leave on …………….. I agree to the conditions of service governing 
maternity leave and undertake to continue in the service of The Clinical Commissioning 
Group or another NHS employer for a minimum period of three months after the expiry of my 
leave. 

 
I am aware that: 

 
• If I intend to return to work earlier than anticipated I must give The Clinical 

Commissioning Group 28 days’ notice, in writing. Failure to give confirmation could 
result in disciplinary action being taken. 

 
• Should I fail to return to work for The Clinical Commissioning Group or another NHS 

employer, I shall be liable to refund the whole of the maternity pay received, less any 
Statutory Maternity Pay to which I am entitled or entitlement to payment under 
Scheme C. 

 
• If I pay pensions contributions now and if I am subject to pension payments on my 

return to work, I shall be liable for payments during any unpaid period of maternity 
leave I might take. 
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• It is my responsibility to have read and understood the above policy and sought 
appropriate advice regarding my personal circumstances prior to deciding which 
scheme is appropriate. 

• • I must not undertake any secondary work whilst on maternity leave 
without obtaining permission from Rotherham CCG. Doing so without 
permission may result in disciplinary action and I may be liable for prosecution 
and civil recovery proceedings. 

 

 
 
SIGNED: ……………………………………… DATE: ………………………………………. 

 

* Please indicate whether you are taking Scheme A, B, C or D. 
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Appendix 3 
 
 

CONFIDENTIAL 
PREGNANT WORKERS RISK ASSESSMENT 

 
 
 
PLEASE  RETURN THIS  FORM TO  YOUR  MANAGER WITH A  COPY TO  HR 
DEPARTMENT WITH YOUR MAT B1 FORM (WHEN AVAILABLE) 

 

 
Assessment No Health and Safety Office Use 

 
Please print details clearly 

Department: 

 
Name of assessor: 

 
 

Date: Name of New/Expectant Mother 
 

 
 

Is this a multiple 
pregnancy 

Gestation (weeks) Expected Date of 
Confinement 

   
 
 
 Yes No Date Assessor 
Has a general workplace assessment 
been carried out for this department? 

    

 

Please tick “YES” or “NO” and enter any comments in the space provided 
 
 Yes No Comments 
COSHH 
Is the new/expectant mother likely to be 
exposed to any hazardous substances or 
biological agent? 
Is she up to date with her immunisation 
programme? ( ask employee to check with 
GP and confirm back to you if they are likely 
to be exposed to any hazardous 
substances) 
Have specific COSHH assessments been 
carried out for her? 

 
MANUAL HANDLING 
Is the new/expectant mother likely to 
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undertake any manual handling tasks? 
Have specific assessment(s) been carried 
out for her? 
Is any remedial action necessary? 
Has remedial action (if required) been 
carried out? 
Is lifting equipment available if required? 

 
VDU (Visual display) EQUIPMENT 
Does the new/expectant mother use VDU 
equipment? 
Has her workstation been assessed 
Have any problems been highlighted? 
If required, has remedial action been 
taken/initiated? 

 
PERSONAL PROTECTIVE EQUIPMENT 
(PPE) 
Is the new/expectant mother required to 
use/wear any personal protective 
equipment (does not include uniform) 
Has training been given to her on how to 
use/wear PPE correctly? 
Does she find PPE comfortable to 
wear/use? 
Has maternity uniform been ordered or 
obtained? 

 
MACHINERY/EQUIPMENT 
(any equipment excluding substances, 
structural items, VDU or private car) 
Is the new/expectant mother likely to use 
any machinery/equipment? 
Does any of the machinery/equipment used 
present a greater risk to her than to any 
other worker? 
Has she been trained/informed regarding 
the use/hazards of the equipment? 

 
DRIVERS 
Does she drive a vehicle as an integral part 
of her job? 
Is the vehicle driving position adjustable for 
driver comfort? 

 
ENVIRONMENT 
Does the department have sufficient welfare 
facilities? (e.g. toilets, washing facilities, 
drinking water) 
Is the temperature and ventilation generally 
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comfortable? 
Is lighting stable and sufficient? 
Is there sufficient space for workers? 
Is the area kept clean and tidy? 
Are the floors even and intact? 

 
OTHER (including security and working 
hours) 
This section is for the assessor to highlight 
any other risk within the workplace NOT 
already covered by the above sections (e.g. 
violence and aggression, working hours, 
pace or type of work) 
Have any other areas of concern been 
highlighted? (please explain) 
Has remedial action been initiated/taken – 
please explain 

   

 

Physical condition/Minor disorders condition/minor disorders 
 
Please enter a brief statement describing general fitness/physical condition of the 
new/expectant mother at the time of assessment. For example is she suffering from 
any of the following; morning sickness, backache, fatigue or any other condition 
which could affect her well-being. 

 

 
 

Recommendations for Action 
 
 
 
 
 
 
 
 
Please ensure all signatures are obtained. Please file the above assessment with 
the employee’s maternity leave papers etc., in their personal file and forward any 
concerns to the health and safety officer for further information/investigation. 

 
Signature of new/expectant mother Signature of Senior Manager 

Date: Date: 
Signature of individual carrying out 
assessment: 

Date: 
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Appendix 4 
 
 
 
APPLICATION FOR ADOPTION, MATERNITY SUPPORT (PATERNITY) AND 
PARENTAL LEAVE 

 
Applicants must complete Section A and either Section B, C or D 

 

Section A (to be completed by the Applicant) 

Name:…………………………………………Employee Number:.......................……….. 

I wish to apply for adoption leave/maternity support (paternity) leave/parental leave 
(please delete as appropriate).  I understand that if I provide any false information in 
support of my request for paid/unpaid leave I may be subject to disciplinary 
proceedings, which may lead to disciplinary action, including dismissal. I, therefore, 
confirm that the leave requested below is in accordance with the reason stated. 

 
Section B –  Adoption 
Leave 

 

I wish to apply for: 
 

a) 26 weeks ordinary adoption leave 
 

b) 26 weeks additional adoption leave 

(please tick all that apply) 

The dates applied for are:…………………………………………………………………… 
 
I also agree to return to work for a minimum period of three months with The Clinical 
Commissioning Group or other NHS Employer. I also confirm that I meet the criteria 
outlined within the Maternity, Adoption, Maternity Support and Parental Leave Policy. 

 
Signed by Employee: ……………………………… Date: ………………………………. 

 
Section C –  Maternity Support (Paternity) 
Leave 

 

I wish to apply for ......... weeks paid leave to be taken on the following dates and 
confirm that I meet the criteria outlined within the Maternity, Adoption, Maternity 
Support and Parental Leave Policy. I wish to apply for ordinary maternity support 
pay/statutory maternity support pay or unpaid leave (please delete as appropriate). 

 
I understand that I must not undertake any secondary work whilst on Maternity 
Support (Paternity) Leave without obtaining permission from Rotherham CCG. Doing 
so without permission may result in disciplinary action and I may be liable for 
prosecution and civil recovery proceedings. 
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Signed by Employee: …………………………………. Date: …………………................ 
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Section D – Parental Leave 
 

I wish to apply for ………….. days/weeks unpaid parental leave (maximum of 18 
weeks) 

 
The dates applied for are:- ……………………………………....................................... 

Signed by Employee:..................................................... Date:.................................. 

 
Section E – To be completed by the Line Manager 

 
I confirm that Leave under Section 

 
B-Aption Leave..... Number of days/weeks 
C-Paternity Leave..... Number of days/weeks 
D-Parental Leave...... Number of days/weeks 

 
has been approved/rejected. The reasons for rejecting the application are:- 

 
………………………………………………………………………………………………… 

 
………………………………………………………………………………………………… 

 
...………………………………………………………………………………………........... 

Signed (Manager):……………………………………….Date:............................…......... 

Copy to:        HR for recording 
Personal File 
Payroll 
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Operational Executive – 22/06/2018 
AQuA – 03/07/2018 

Strategic Clinical Executive – Date 
 

GP Members Committee (GPMC) – Date 
 

Clinical Commissioning Group Governing Body -  05/09/2018 
 

Review of the Fire Policy 
 

Lead Executive: Ruth Nutbrown – Assistant Chief Officer 
Lead Officer: Ian Plummer – Health and Safety manger 

Lead GP: Jason Page – SCE Vice chair, Governance lead 
 

Purpose: 
To update Governing Body regarding the review of the CCG’s Fire Policy. 

Background: 
Under the Regulatory Reform (Fire Safety) Order 2005. NHS Rotherham CCG has a legal duty 
to ensure that a suitable and sufficient Fire Policy is in place which covers all aspects of the 
organisation and be relevant to all employees and visitors. 
Analysis of key issues and of risks 
NHS Rotherham CCG currently has a Fire Policy in place which is due for review. 
The Fire Policy has been reviewed by Ian Plummer, Health and Safety Manager. 
No significant changes have been made other than minor wording amendments to the Policy 

Patient, Public and Stakeholder Involvement: 
N/A 
Equality Impact: 
N/A 
Financial Implications: 
N/A 
Human Resource Implications: 
None 
Procurement: 
N/A 
Approval history: 
OE- 22/06/2018 
AQuA – 03/07/2018 
Recommendations: 
The Governing Body is asked to ratify the review of the Fire Policy 
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Introduction 
 
 

1.1 It is the policy of NHS Rotherham Clinical Commissioning Group (The CCG) to seek 
to ensure as far as is reasonably practical, that all steps are taken by the CCG to 
prevent and minimise the effects of fire. 

 

1.2 The CCG acknowledges its responsibility for the safety of people within the 
organisation and wider, if fires occur, for the prevention of fire and the requirement to 
have a written statement of general policy under the statutory requirements of: 

 

● Regulatory Reform (Fire Safety) Order 2005 
 

● the Health and Safety at Work Act 1974 
 

● the Building Act 1984 and Building Regulations 1991 
 

● Health technical memoranda (HTM 05-01) Managing healthcare fire safety 
 

1.3 Based on previous fire safety policies and in consultation with the responsible 
person (as described below) and NHS Property Services Ltd, this policy has 
been developed with these regulations in mind. 

 

1.4 The policy, together with any subsequent revisions, will be brought to the notice 
of all CCG employees. 

 
 
2. Statement of Policy 

 
 

2.1 The CCG recognises its responsibilities to ensure that reasonable precautions 
are taken to provide a safe working environment and that steps are taken to 
prevent or minimise the causes of fire, in compliance with relevant statutes and 
code of practice (as identified above). 

 

2.2 In pursuance of this aim, the CCG will: 
 

1. Provide a safe working environment paying attention to fire prevention and 
evacuation procedures. 

 

2. Ensure that systems are in place and regularly scrutinised to ensure their 
adequacy, i.e. fire evacuation drills, inspections of the means of escape and 
maintenance of fire warning systems and fire fighting equipment. 

 

3. Provide appropriate information, suitable instruction and training in basic fire 
prevention measures and evaluation procedures, together with mandatory annual 
updating for all employees of the CCG. 

 

4. Ensure all legally enforceable obligations are complied with, for designated use 
premises, under the Regulatory Reform (Fire Safety) Order 2005. 

 

5. Ensure Risk Assessment and Fire audits are implemented to comply with statute. 
 

2.3 The CCG recognises that this Policy Statement is implemented in pursuance of 
this aim. 

 
 
3. Scope 

 

3.1 This policy applies to all CCG premises and all CCG staff. Some staff may be 
working in other buildings that are not owned by the CCG, the principles of this 
policy will still apply and the same standard of fire safety guarantees must be in 
place as per the Fire Safety Order and implemented by the landlord and/or the 
major employer in that premises. 

 
 
4 Fire Safety Procedure 

 
4.1 Chief Officer 

 
Responsibility for Fire Safety rests with the Chief Officer who has nominated the 
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Assistant Chief Officer as the person with managerial responsibility. 
The Chief Officer is responsible for: 

 
 

1. Reviewing the implementation of the Fire Safety Policy by the Assistant Chief 
Officer 

 

2. Demonstrating commitment to the promotion of fire safety within the CCG. 
 

3. Ensuring sufficient resources are allocated to implement the Fire Safety Policy 
and Procedures. 

 

4. Ensuring that mandatory training for all employees is provided and that adequate 
resources are available to meet those training needs. 

 
 

4.2 Assistant Chief Officer 
 

The Assistant Chief Officer is the Responsible Person as defined by the Regulatory 
Reform (Fire Safety) Order 2005 and is responsible for the implementation of the Fire 
Safety Policy, and for the following: 

 

1. Advising the Audit, Quality and Assurance Group (AQUA) on future safety 
matters and identifying necessary resources to provide safe systems in line with 
the Health and Safety at Work Act 1974 and the Regulatory Reform (Fire Safety) 
Order 2005. 

 

2. Ensure implementation of the Fire Code requirements. 
 

3. Ensuring provision of Competent Person advice (Fire). 
 

4. Ensure the production of an annual report on fire safety to the AQUA group (to 
include progress against programmed spend, actual fires, training etc.). 

 

5. To ensure that agreed programmes of investment in fire precautions are properly 
accounted for in the CCG’s annual Business Plan. 

 

6. To ensure that all managers and staff participate regularly in fire safety training 
and fire drills. 

 

7. To ensure any concerns around fire safety are escalated to the landlord and 
reflected in the CCG's risk register. 

 
 

4.3 Competent Person 
 

The Assistant Chief Officer is also the competent person for fire as defined by the 
Regulatory Reform (Fire Safety) Order 2005. The Competent Person is responsible for 
facilitating the delivery of the fire safety policy and for the following: 

 

1. Advising Management on Fire Code and changes in legislation, in relation to the 
fire safety management. 

 

2. Advise of responsibilities in respect of designated premises and maintaining the 
necessary provisions of the RRO. 

 

3. Carrying out fire safety audits and preparing reports, at least annually. 
 

4. Carrying out assessments of fire risk and preparing reports, recommending 
actions in respect of fire safety improvements. 

 

5. Reporting, within 48 hours, details of all outbreaks of fire to which the Fire 
Brigade is called, to NHS Property Services and the Responsible Person 

 

6. Preparing content, delivery and evaluation of staff training. 
 

7. Ensure regular fire drills are carried out, attending when required, monitors the 
outcomes, recommends remedial action where necessary and arranges records 
of training and drills, to be kept centrally at each workplace. 

 

8. Keeping records of all actual fire incidents and investigating fires in suspicious 
circumstances in conjunction with police, fire services, Landlord and other 
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organisations within the building. Providing reports. 
 

9. Ensure effective communication, liaison, and assurance (see section 4) with 
landlord and other organisations within the premises for fire safety, and facilitate 
the implementation of the fire action plan for Oak House (attached as appendix 
A) in conjunction with other organisations. 

 
 

4.4 Line Managers 
 

Staff in supervisory roles will ensure the effective day to day application of this policy, 
within their areas of responsibility. The will make arrangements: 

 

1. for the co-ordination of staff in a fire emergency 
 

2. in conjunction with the competent person and other organisations within the 
building develop local fire emergency procedures, ensuring staff are familiar with 
fire procedures specific to their work area. 

 

3. to ensure the day to day maintenance of fire safety within their area of control 
and that fire hazards are eliminated should they occur. 

 

4. Liaising with the Competent Person and landlord, on any changes within the 
workplace affecting fire safety to ensure compliance with this policy and 
associated legislation. 

 

5. to ensure that members of staff receive initial information on Fire Safety and 
evacuation procedures specific to their work area, immediately following 
appointment, and are made aware of the procedures for reporting fire hazards to 
management. 

 

6. to ensuring that staff take part in fire drills, no less than once a year. 
 

7. to ensuring Personal Emergency Evacuation Plans (PEEPs) (attached as 
appendix B) are developed where required. 

 
 

4.5 Fire Wardens 
 

The fire wardens in conjunction with the responsible and competent persons have the 
responsibility for the co-ordination of fire safety within the premises. Duties will include: 

 

1. In the event of an emergency, to take charge until the Brigade arrives and act as 
a focus for liaison purposes thereafter. 

 

2. Ensure regular checks of systems and equipment are carried out 
 
 

4.6 Responsibilities of all Staff 
 

All staff must: 
 

1. adhere to the NHS Rotherham Clinical Commissioning Group Fire Safety Policy. 
 

2. notify their immediate Manager of even small, rapidly extinguished fires; 
 

3. participate in fire safety training and drills; 
 

4. be aware of their responsibilities to others (including visitors) and involve them (if 
appropriate) in the fire safety process. 

 
 

4.7 Interdependencies 
 

Due to the re-organisation of the NHS, certain interdependencies have developed in 
relation to the premises which will impact of fire safety for the organisation.  The 
interdependencies are described in the table below.  Interdependencies exist due to the 
size of the building and the evolution of the NHS to its current point. The organisation 
will gain assurance on the management of these interdependencies to ensure the 
effectiveness of fire safety. 
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1. Landlord 
 

The landlord is NHS Property Services Ltd, and is responsible for the 
Management of Fire and other systems on behalf of all tenants within the 
building, these systems include: 

 

• Fire Fighting Equipment 
 

• Fire Warning system 
 

• Emergency lighting 
 

• Fire Safety Signs and Notices 
 

• Cleaning and other contractors 
 
 

2. Other NHS organisations 
 

There are other NHS organisations who are tenants within the building who 
impact on fire safety arrangements these other organisations include: 

 

• NHS England 
 

• NHS Property Services Ltd 
 

• NHS Rotherham Clinical Commissioning Group 
 

• The Rotherham Foundation Trust 
 

• Public Health England 
 

• 360 Assurance 
 

• The Deanery 
 

• EMIAS 
 
 

3. Table of interdependencies 
 
 

Interdependency Organisation Managing 
interdependency 

Organisations sharing 
interdependence 

Issues/comments 

Fire Fighting Equipment NHS Property Services 
(Landlord) 

All tenants  

Fire Warning system NHS Property Services 
(Landlord) 

All tenants  

Emergency lighting NHS Property Services 
(Landlord) 

All tenants  

Fire Safety Signs and 
Notices 

NHS Property Services 
(Landlord) 

All tenants  

Cleaning and other 
contractors 

NHS Property Services 
(Landlord) 

All tenants  

Assembly Point NHS Property Services 
(Landlord) 

All tenants  

Fire Wardens None All tenants  
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FIRE DISCOVERED 
• Contact Fire 

Service 

 

   
   

Fire Action Procedure for NHS Rotherham CCG for Oak House 
 
 
 
 
 

RESPONSE 
• Immediately evacuate area 

using nearest/safest escape 
route 

• Close all fire doors 
• A Representative from each 

(During normal office hours) 
 
 

ASSEMBLY AREAS 
• Staff  - Left hand side of car park in front of building 
• Visitors - Left hand top side of car park 

 
 

RESPONSE 

 
Appendix A 

 
USEFUL NUMBERS 

• Fire Brigade: (9)999 
• NHSPS Help Desk – (9) 0191 337 

1593 
• Custodian (Alarm Receiving 

Centre) – (9)0844 879 1706 

FIRE 
ALARM 

ACTIVATES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DISCOVER 
FIRE 

 
organisation to meet with a 
NHS PS representative at the 
front door. 

• Identify area fire alarm has 
been activated. 

• Await confirmation from Fire 
Wardens of all areas clear. 

 
 
 

ACTIONS 
• Activate nearest 

manual call point 
• Call fire service 

giving full address & 
exact location of fire 

• Only tackle the fire if 
it is safe to do so and 
you are confident. 

FALSE ALARM 
 
 
 
 
 
 
 
 
 
 

RESPONSE 
• Immediately evacuate 

building/area using 
nearest and safest 
escape route 

• Close all fire doors 
• A Representative from 

each organisation to 
meet with a NHS PS 
representative at the 
front door. 

• Call fire service/Custodian to 
inform of false alarm 

• NHSPS to Silence Alarm 
• Contact NHSPS Helpdesk to 

report fire alarm system 
requires re-setting 

 
 
 
 

ACTIONS 
• Wait for Fire Service 
• Assist Fire Service as 

required 
• Await Further 

Instructions 
 
 
 

DISABLED STAFF & VISITORS, PEEPS 
When visitors are invited to attend 
Oak  House  the  host  service  must 

• NHSPS OOH Only – 0300 303 8590 
 
 
 
 
 

No re-entry to the 
building is permitted 

until the Fire Service or 
Coordinator gives the 
instruction to do so. 

 
 
 

INCIDENTS OUTSIDE OF NORMAL 
WORKING HOURS (OOH) 
(Normal  working  hours  for  Oak  House 

are Monday-Friday: 8 am-5pm) 
Any   service   that   work   outside 
normal working hours must 
follow the procedure below: 
• Contact  the Fire  Service and 

NHS PS OOH 
• Meet  the  Fire  Service  when 

WHAT TO DO AFTER AN ACTIVATION 
• Ensure building is secure 
• Inform NHSPS 

julie.burns@property.nhs.uk and 
jordan.tomlinson@property.nhs.uk 

FALSE ALARMS 
In the event of a confirmed false alarm 
where the fire alarm has been activated 
accidentally or maliciously, a phone call 
can be made direct to the Fire Service 
informing them of the circumstances. 
All staff & visitors must still evacuate the 
building & wait for further instruction. 

ensure that appropriate 
arrangements are in place and 
reception is informed prior to the 
visit. 
An individual PEEP assessment must 
be carried out for each staff member 
who uses the site with a known 
disability 

they arrive. 
• Direct the Fire Service to the 

fire panel situated in front of 
the reception desk. 

• Assist the Fire Service  as 
required 

• Inform NHS PS of the incident 
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Appendix B 
 
 

Personal Emergency Evacuation Plan 
 
 
 
 
 

Employee Form 
Emergency Access Questionnaire for Disabled Staff/Students 

 
1. Introduction 

This questionnaire is intended to be completed by disable persons to aid in the development of a  
Personal Emergency Evacuation Plan (PEEP). If you do not feel comfortable in answering any of the 
questions and only want to use the form as a proforma for developing the plan in a meeting with your Line 
Manager then that is acceptable. However, if you do not provide information which is necessary then it 
becomes difficult to develop a suitable plan. 

 
Once developed, the Plan will become the intended means of escape in the event of an emergency 
(including drills). If you or your Line Manager consider there to be significant issues raised by this 
process that will require attention please contact the Health and Safety Advisor for assistance in finding 
suitable solutions. 

 
1.1 Why you should fill in the form 

NHS Rotherham Clinical Commissioning Group (RCCG) has a legal responsibility to protect you from fire 
risks and ensure your health and safety at work. To do this properly we need to know 

• If you require information about our emergency access procedures, and 
• If you need assistance during an emergency. 

 
It shouldn’t take you more than a few minutes to complete the form. 

 
1.2 What will happen when you have completed the form? 
You will be provided with any additional information necessary about the emergency procedures in the 
building(s) in which you work. If you need assistance, the PEEP will specify what type of assistance you 
need. It will then be up to the department to provide assistance. 

 
 
2. QUESTIONNAIRE 

 
Name: 
Job Title: 
Department: 
Brief Description of Duties: 

 
 
2.1 Location 
2.1.1 Where are you based for most of the time? 

Please name the building, the floor. 
 
 
 
2.1.2 Do you routinely use more than one location in this building? 

Yes No 
If Yes please provide further details below 

 
 
 
2.1.3 Do you routinely use other buildings? 

Yes No 
If Yes please provide further details below: 

 
 
2.2 AWARENESS OF EMERGENCY ACCESS PROCEDURES 
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2.2.1 Are you aware of the emergency access procedures which operate in the building(s) in 
which you work? 
Yes No 

 
2.2.2 Do you require written emergency access procedures? 

Yes No 
 
2.2.3 Do you require the emergency access procedures to be in Braille? 

Yes No 
 
2.2.4 Do you require the emergency access procedures to be on tape? 

Yes No 
 
2.2.5 Do you require the emergency access procedures to be in large print? 

Yes No 
 
2.2.6 Are the signs which indicate emergency routes and exits clear enough? 

Yes No 
 
2.3 EMERGENCY ALARM 

 
2.3.1 Can you hear the fire alarm(s) in your place of work? 

Yes No Don’t know 
 
2.3.2 Could you raise the alarm if you discovered a fire? 

Yes No Don’t know 
 
2.3.3 Do you need assistance to get out of your place of work in an emergency? 

Yes No Don’t know 
 
2.3.4 Is anyone designated to assist you to get out in an emergency? 

Yes No Don’t know 
If NO please go to section 2.3.7 

 
2.3.5 Is the arrangement with your assistant(s) a formal arrangement? (A formal arrangement is 

an agreed arrangement with the delegated helpers, yourself and line manager.) 
Yes No Don’t know 

 
2.3.6 Are you always in easy contact with those designated to help you? 

Yes No Don’t know 
 
2.3.7 In an emergency, could you contact the person(s) in charge of evacuating the building(s) 

in which you work and tell them where you are located? 
Yes No Don’t know 

 
2.4 GETTING OUT 
2.4.1 Can you move quickly in the event of an emergency? 

Yes No Don’t know 
 
2.4.2 Do you find stairs difficult to use? 

Yes No Don’t know 
 
2.4.3 Are you a wheelchair user? 

Yes No 
 
 
Thank you for completing this questionnaire. The information you have given us will help us to meet any 
needs for information or assistance you may have. Please return the completed form to 
  _ 
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PERSONAL EMERGENCY EVACUATION PLAN (PEEP) 

MANAGEMENT FORM 

AGREED PROCEDURES 
 
Employee Name:    

 

Department:    
 

Building: 
 

Floor: 
 
 
AWARENESS OF THE NEED TO EVACUATE 

 
He/she is informed of an emergency requiring evacuation by: 

Building fire alarm system 

Visual alarm system 

Other (please specify) 

ACCESS PROCEDURE: 
A step by step account beginning from the first alarm 

 
• Safe Routes to an identified refuge or final exit: 

 

 
 
 
 
 
 
 
 

• Communication link with assistance: 
 

 
 
 
 
 
 
 
 

• Methods of assistance (e.g. transfer procedures, methods of guidance, etc) 
 
 
 
 
 
 
 
 
DESIGNATED ASSISTANCE: 

 
The following people have been designated to give me assistance to get out of the building in 
an emergency). 

 
1. Name: 

 

Contact details:    
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2. Name:  
 
 
 
 
3. 

Contact details: 

Name: 

 
   

  
Contact details: 

 
   

 
EQUIPMENT PROVIDED: 

 
 
 
 
 
 
 
 
 
 
 

Appropriate training has been completed and refresher training agreed: 
Yes No if no please comment: 

 
 
 
 
 
 

Both parties are agreed that satisfactory arrangements are in place to ensure a safe 
evacuation in the event of an emergency. 

 

 
 

Managers Signature: Date: 
 

Employees Signature: Date: 
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Guidance on the Safe Evacuation of Persons Who May Require Assistance 
 
1. Introduction 
This guidance note has been prepared to provide advice and guidance for the safe evacuation 
in the event of an emergency, for staff and others who for whatever reason will require 
assistance to leave the building. 

 
It is essential that special needs of any employee, student or visitor to RCCG premises be taken 
into account when planning fire safety arrangements and evacuation procedures.  However, an 
appropriate method of evacuation can only be arrived at after discussion with the individual and 
due consideration of their needs. 

 
2. Definitions 
2.1 Protected Escape Route 
A protected escape route may consist of a corridor or stair enclosure which, once entered, will 
lead directly to a place of safety via an emergency exit. 

 
The escape route is separated from the rest of a building by fire-resisting construction, providing 
a minimum fire resistance of 60 minutes. Access to the escape routes is by ‘Fire Doors’ which 
provide a minimum fire resistance of 30 minutes. These doors are fitted with self-closing devices 
capable of closing the doors from all angles of swing. 

 
Once inside a protected escape route, you are deemed to be in a place of safety. 

 
In order to maintain a satisfactory standard consideration must be given to the following: 
• No combustible material should be stored or sited within protected stair enclosure. 

(Open notice boards paper/cardboard stored below stairs etc.); 
• Stairways and corridors to be kept free from obstruction; 
• A programme of inspection to ensure that all fire doors function properly and that any 

defects are immediately identified and repaired. 
 
2.2 Refuges 
A refuge is an area normally sited within an enclosure such as a protected lobby, protected 
corridor or protected stairway, which provides a temporary safe area for people who will not be 
able to use stairways without assistance. 

 
The refuge normally needs to be big enough to allow wheelchair use and to allow the user to 
manoeuvre into the wheelchair space without undue difficulty. 

 
A means of communication must be provided so that the person requiring assistance can make 
contact with those people who have been designated to provide assistance. This could be by 
fixed telephone at the refuge point, mobile phone, or two way radio link. 

 
It is essential that the location of any wheelchair spaces within a corridor or stair enclosure does 
not adversely affect the means of escape for other people by narrowing the escape route 
width. 

 
In circumstances where the refuge area identified for a wheelchair user may restrict the free 
passage of others trying to evacuate the building, the area may still be suitable for use as a 
refuge providing that the wheelchair is manoeuvred into position after other persons have left 
that part of the building. 

 
2.3 Evacuation Chairs (EVAC chairs) 
Evacuation chairs are specially designed chairs for the evacuation of a person down a stair 
enclosure in a controlled and safe manner. 

 
Whilst they are primarily for the use of wheelchair users, they can also be of assistance to those 
with impaired mobility, chronic asthmatic conditions etc. 

 
They must only be operated by person(s) trained in their use. 
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2.4 Buddy System 
The ‘Buddy System’ is a procedure whereby a friend, colleague or staff member is allocated the 
responsibility of ensuring that the person, who may require assistance, is alerted of the need to 
evacuate a building and may assist that person in the evacuation. 

 
Normally the person allocated this responsibility will be employed within the vicinity or work area 
of the person requiring assistance. 

 
In order to maintain the continuity of the evacuation procedures, persons should be nominated 
to deputise for those allocated the responsibility in their absence. 

 
2.5 Evacuation Procedures 
• A procedure whereby all members of staff, and members of the public will be informed, 

by appropriate means, of the need for safety arrangements which should be in place for 
persons who may require assistance to evacuate the building. 

• Appropriate means of communication can include the arrangements being given in the 
fire safety policy and notices being displayed within a building. 

• A procedure where an appropriate nominated person, will engage in dialogue with the 
person concerned and agree a procedure for their safe evacuation. 

• Where agreement cannot be reached, external advice and information should be sought 
from the Fire Safety Advisor. 

 
Implement and incorporate agreed measures into the premises fire evacuation procedures and 
update fire action plans; 
• Identify the need for and arrange the provision of any necessary equipment; 
• Arrange regular staff training in the procedures and use of equipment; 
• Continue to assess and review evacuation procedures in premises under their control to 

which disabled persons have access. 
 
The Fire Safety Officer or Health and Safety Advisor is available to assist when required. 

 
2.6 Actions by Persons Requiring Assistance 
It is expected that, on entering the building for the first time, a person who for any reason will 
require assistance: 
• Should familiarise themselves with the established procedures of the building.  Fire 

action notices detailing this procedure are sited throughout the floor; 
• Contact a member of staff to arrange for the appropriate nominated person to discuss an 

agreed fire evacuation plan; 
• Co-operate with the agreed managerial procedures for safe evacuation in the event of 

fire. 
 
3. Fire Evacuation Procedures – General Guidance 
3.1 Provision of Accommodation 
RCCG may have to take account of the special needs of persons who may experience 
difficulties evacuating the workplace (particularly in an emergency). 

 
Where persons, who may require assistance who are employed within premises, consideration 
should be given to allocating accommodation, if this is reasonably practical, at ground floor 
level, as this will help make evacuation easier to achieve by avoiding the need to use stairs or 
lifts. 

 
At this level, these persons would be able to evacuate the premise, with limited assistance, 
using the nearest available fire exit. If they have to move at a slower pace they should allow 
other persons to exit the building before them and then continue their evacuation to a place of 
safety. 

 
3.2 Upper Floors – Evacuation Procedures 

 
The means of escape from the premises is based on the principle that members of staff, 
students and visitors can reach a protected enclosure within a defined travel distance and within 
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2½ - 3 minutes, from where they can proceed to the final exit in safety. 
 
Whilst the majority of persons with special need can achieve this independently, a member of 
staff should escort those persons who may require assistance to a refuge. Once all able-bodied 
persons have evacuated the building, the person requiring assistance can be evacuated in a 
controlled and safe manner. 

 
People requiring assistance can be evacuated from a refuge in a number of ways: 
• Walk out themselves with limited assistance; 
• Walk out with greater assistance (two or more members of staff assisting); 
• In a wheelchair with limited assistance; 
• With the assistance of specialised equipment (evacuation chair). 

 
3.3 Factors governing which method to use 

 
Deciding on which method to use may depend on the following: 
• The height of the building (the number of floors a person may require to be evacuated 

will decide if specialised equipment is required); 
• The availability of staff (those who are suitably trained in the use of specialised 

equipment); 
• Size and suitability of the stairs (does the stair width or design inhibit safe rescue?) 

 
There may be occasions when the Fire Service will be in attendance and they may assist in the 
evacuation of persons with special needs.  However, when producing a fire evacuation 
procedure the use of Fire Service personnel should not be relied upon. 

 
3.4 Use of Lifts 

 
The use of a normal passenger or goods lift for evacuation purposes should not be permitted, 
as it is possible that persons may become trapped within the lift itself. The only type of lift, 
which can be used for evacuation purposes, is a fire-fighting lift or an evacuation lift designed 
and installed in compliance with the relevant British Standards. There are no fire fighting or 
evacuation lifts in Oak House. 

 
3.5 Points for Consideration 
3.5.1 Evacuation Procedures – Assisting people with impaired mobility 

 
In drawing up an evacuation plan, consideration should be given to the needs of persons with 
impaired mobility.  If people use a wheelchair, or can only move about with the use of walking 
aids, their disability is obvious.  However, disabilities can sometimes be less obvious than this 
and staff should be vigilant in an emergency, so that help can be given to those members of the 
public who need it most, including the very young and the elderly. 

 
With a number of individuals, their impaired mobility may only be temporary.  Members of staff in 
the advanced stages of pregnancy or with broken limbs will only be temporarily affected, but 
consideration must be given to their special needs in your emergency plan. 

 
Persons with walking aids and impaired mobility 

 
• Introduce the ‘Buddy System’ where a friend, colleague or member of staff will 

accompany the person to a protected enclosure; 
• Be prepared to allow able bodied persons to evacuate the premises first; 
• Be prepared to travel at a rate that is comfortable to the person with impaired mobility; 
• Assess the need for specialised equipment. 

 
Wheelchair Users 
• Fire exits which are wheelchair accessible should have clear signage so that they are 

easily identifiable by the wheelchair user. 
• Identify locations for wheelchair refuges and means of communication; 
• Identify if a wheelchair user can reach the refuge unaided.  If not consider the 
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introduction of the ‘Buddy System’; 
• Identify the best method of evacuation or if there is a need for the provision of 

specialised equipment; 
• As wheelchair users are experienced in transferring from the wheelchair to other forms 

of seating, they should be allowed to determine the method for transferring from the 
wheelchair to the specialised equipment. 

 
3.5.2 Evacuation Procedures – Assisting people with impaired vision 

 
Points for consideration 
• Fire Safety Signs – People with impaired vision or colour perception may experience 

difficulty in seeing or recognising fire safety signs.  Fire safety signs should be 
sufficiently large and well designed with a good, clear typeface and sited so that they 
can be seen easily and are readily distinguishable. 

• Familiar with escape routes – Staff/students with impaired vision should be 
familiarised with escape routes, especially those that are not in general use. 

• Evacuation of a Premise – In an evacuation of a building, a sighted person should lead 
those members of staff with impaired vision to safety.  It is recommended that a sighted 
person should lead, inviting the other person to grasp their elbow, as this will enable the 
person being assisted to walk half a step behind and thereby gain information about 
doors and steps etc. Similar assistance should be offered to guide dog owners, with the 
owner retaining control of their dog. 

• A normally sighted person should remain with staff with impaired vision until the 
emergency is over. 

 
Good lighting and the use of simple colour contrasts can also help visually impaired people find 
their way around. Advice about this can be obtained from the Royal National Institute for the 
Blind. 

 
3.5.3 Evacuation procedures – Assisting people with impaired hearing 

 
Whilst it is recognised that persons with impaired hearing will be able to make their way to a 
place of safety independently, difficulties may be encountered in identifying the fire alarm. 
Consideration should be given to the following: 
• Is the person a lone worker (identifying the need for specialised equipment, i.e. flashing 

lights inter-linked to the fire alarm)? 
• Is it possible for a colleague or other member of staff to ensure that the person with 

impaired hearing has been alerted? 
 
Further advice can be obtained from the Royal National Institute for Deaf People. 

 
Note:  Where it is known that, for whatever reason, a person has not evacuated a 
building, this information must be passed to the fire service on their arrival. 
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Purpose: 
To present the updated Integrated Risk Management Framework to GB 
Background: 
Following the internal Audit report on Risk Management – Risk Identification Processes in 
December 2017, there were a number of recommendations made re the risk management 
policy, along with the changes to the strategic objectives this document has now been updated. 
Analysis of key issues and of risks 
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Definitions 
 
Assurance:  Confidence, based on sufficient robust evidence, that internal controls are in place, 
operating effectively and objectives are being achieved e.g. internal and external audits and 
reviews. 

 
Clinical Risk: Identified and managed in accordance with HSC1999/065 ’Clinical Governance in 
the new NHS’. Clinical risk can be defined as direct risks relating to the care of the patient and the 
standards of care received on the patients’ journey. Issues that can have an impact on the 
standard of clinical care received include patient safety, safeguarding, consent issues, patient 
research studies, infection prevention & control, medicines management, clinical audit, and 
ensuring that there are sufficient staffing levels and that these staff are appropriately trained. 

 
Control: The measures and systems which are in place to control a risk and reduce its likelihood 
of occurring. Controls can be preventative, detective or directive. Effective control provides a 
reasonable assurance that the organisation will achieve its objectives reliably, and enables it to 
respond to significant operational, financial and compliance risks. 

 
Environmental Risk is defined as risks associated with organisational actions which may have an 
impact upon the environment. 

 
Financial Risk is managed in accordance with the codes of Resource Accounting and Budgeting, 
supported by Standing Orders, Standing Financial Instructions and appropriate risk management 
plans. Financial risk can be defined as risks that will threaten the effective financial controls, 
including the systems to maintain proper accounting records. It is important that the organisation is 
not exposed to avoidable financial risk and that financial information used within NHS Rotherham 
CCG and for external publication is reliable. 

 
Governing Body Assurance Framework: A structure/document within which the Governing Body 
identify the risks to the organisation meeting its strategic objectives and map out both the key 
controls in place to manage them, how they have gained sufficient assurance about their 
effectiveness and identify any gaps in controls or assurances. 

 
Hazard: A potential source of risk e.g. damage or harm 

 
Information Risk is inherent in all activities and an information risk assurance process is set out 
as a requirement of the Information Governance Toolkit. Information risk management seeks to 
identify and control information risks in relation to business processes and functions and is led by 
the Senior Information Risk Owner (SIRO). 

 
Integrated risk management: A process through which organisations identify, assess, analyse 
and manage all risks and incidents for every level of the organisation and aggregate the results at 
a corporate level e.g. patient safety, health and safety, complaints, litigation and other risks 

 
Issue:  is a present problem or concern affecting the organisation. A risk can become an issue, but 
an issue is not risk – it is already happening. There is a separate Issues Log which the CCG uses 
to manage issues. 

 
Operational Risk is defined as risks which affect the achievement of local objectives. Operational 
risks are captured on the organisation’s Risk Register. 

 
Organisational / Corporate Risk is defined as risks relating to the business of the organisation 
such as communication, provision of goods and services, data protection, information systems, 
human resources, and risks that threaten the achievement of the organisation’s objectives. It also 
includes risks relating to the delivery of the organisation’s delivery plans and efficiency programme. 
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Reputational Risk is defined as risks which affect public and stakeholder perception of the 
organisation. 

 
Risk: The combination of likelihood and consequence of hazards being realised, resulting in some 
form of loss or damage. The possibility that objectives will not be achieved. 

 
Risk Analysis: The systematic use of information to identify hazards and to estimate risk 

 
Risk Appetite: The amount and type of risk that an organisation is willing to take in order to meet 
their strategic objectives. 

 
Risk assessment: A process of identifying the hazards in a workplace or system so as to 
effectively eliminate or adequately control the risks. 

 
Risk Management: A process that enables organisations to identify, analyse, control and monitor 
risks. By doing this we can protect our patients, visitors, contractors and employees. 

 
Risk Matrix (Risk evaluation/scoring system): Tool used to help estimate Likelihood x 
Consequence resulting in an overall risk score. 

 
Strategic Objective:  An overall goal of the organisation 

 
System of Internal Control: A system, maintained by the Governing Body, that supports the 
achievement of the organisation’s objectives. This should be based on an on-going risk 
management process that is designed to identify the risks to the organisation’s strategic objectives, 
to evaluate the nature and extent of those risks, and to manage them efficiently, effectively and 
economically 

 
Strategic Risk is defined as risks which affect the achievement of the organisation’s strategic 
objectives. Strategic risks are captured on the organisation’s Assurance Framework. 
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1 Introduction 
 
1.1 NHS Rotherham Clinical Commissioning Group (CCG) has a responsibility to ensure that 

the organisation is properly governed in accordance with best practice corporate, clinical 
and financial governance.  Every activity that the CCG undertakes or commissions others 
to undertake on its behalf, brings with it some element of risk that has the potential to 
threaten or prevent the organisation achieving its objectives. 

 
1.2 This Integrated Risk Management Framework (policy and procedure) provides the 

framework that enables the organisation to have a clear view of the risks affecting each 
area of its activity; that may prevent it from achieving its objectives, and how those risks are 
being managed. This document sets out the framework for the identification and 
management of risk within the CCG. 

 
1.3 This policy is intended for use by all directly employed and agency staff and contractors 

engaged on CCG business in respect of any aspect of that work, including clinicians and 
others paid by the CCG, whether employed or otherwise funded, directly employed staff, 
and staff managed by the Commissioning Support Unit. 

 
2 Policy Statement, Aims & Objectives 

 
2.1 The CCG Governing Body recognises that robust risk management and assurance is an 

integral part of its governance responsibilities and is committed to the management of risk 
throughout all its activities. 

 
2.2 The Governing Body is committed to ensuring that risk management forms an integral part 

of its philosophy, practices and business plans rather than viewed or practised as a 
separate programme, and that responsibility for implementation is accepted at all levels of 
the organisation. 

 
2.3 The purpose of this Integrated Risk Management Framework is: 

 
• To encourage a culture where risk management is viewed by the CCG and staff, including 

the Strategic Clinical Executive, as an essential process of the CCG’s activity. 
• To ensure structures and processes are in place to support the assessment and 

management of risks throughout the CCG. 
• To assure the public, patients and their carers and representatives, staff and partner 

organisations that the CCG is committed to managing risk appropriately. 
 
2.4 The Governing Body aims to take all reasonable steps in the management of risk with the 

overall objective of protecting patients, staff, and publically funded resources and assets by 
recognising, preparing for or avoiding events or inactions, which could have a negative 
impact; making the organisation more effective and meeting national objectives and the 
local corporate, clinical and financial governance core objectives. 

 
2.5 The aim of this policy is to ensure that all significant risks associated with the business of 

NHS Rotherham CCG are identified, assessed, evaluated, recorded, reviewed, managed 
appropriately and effectively and reduced to the minimum practicable level.  In order to 
achieve this, it is necessary to: 

 
• Define a coordinated approach for the management of risk across all its activities. 
• Satisfy all statutory and mandatory duties. 
• Promote safe working practices aimed at the reduction or elimination of risk, as far as is 

reasonably practicable. 
• Raise awareness of risk and its management through a programme of communication, 

education and training. 
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2.6 The Governing Body’s objectives for managing information risk are to: 
 

• Protect the CCG, its staff and its patients from information risks where the likelihood of 
occurrence and the consequences are significant.  See appendix A. 

• Provide a consistent risk management framework in which information risks will be 
identified, considered and addressed in key approval, review and control processes 

• Encourage pro-active rather than re-active risk management 
• Provide assistance to and improve the quality of decision making throughout the CCG 
• Meet legal or statutory requirements 
• Assist in safeguarding the CCG’s information assets. 

 
3 Accountabilities & Responsibilities for Risk Management 

 
3.1 NHS Rotherham CCG Governing Body 

 
3.1.1 The Governing Body is accountable for the performance management of NHS Rotherham 

CCG’s Integrated Risk Management Framework Policy & Procedure and systems of 
clinical, financial and organisational control, and oversees the overall system of risk 
management and assurance to satisfy itself that NHS Rotherham CCG is fulfilling its 
organisational responsibilities and public accountability. 

 
3.1.2 The Governing Body uses the risk management processes outlined in this policy as a 

means to help it achieve its goals and provides a clear commitment and direction for Risk 
Management within NHS Rotherham CCG. 

 
3.1.3 The Governing Body has a duty to assure itself that the organisation has properly identified 

the risks it faces, and that it has processes and controls in place to mitigate those risks and 
the impact they have on the organisation and its stakeholders. The Governing Body 
discharges this duty as follows: 

 
• Identifies risks to the achievement of its strategic objectives 
• Monitors these on an ongoing basis via the Governing Body Assurance Framework 
• Ensures that there is a structure in place for the effective management of risk throughout 

the CCG 
• Receives assurance regarding risk management within organisations providing services 

commissioned by the CCG 
• Approves and reviews strategies for risk management on a biannual basis 
• Receives the minutes of the Audit and Quality Assurance Committee, and any items that 

have been identified for escalation to the Governing Body 
• Receives the Risk Register and Assurance Framework twice a year, assures itself of 

progress on mitigating actions and assurance regarding the significant risks identified in 
relation to commissioned services 

• Demonstrates leadership, active involvement and support for risk management. 
 
3.1.4 Risks are also considered at other Committees of the Governing Body relevant to their 

areas of delegated responsibility. 
 
3.2 Audit & Quality Assurance Committee 

 
3.2.1 The Audit and Quality Assurance Committee is responsible for reviewing the establishment 

and maintenance of an effective system of governance, risk management and internal 
control across the whole of the organisation’s activities (both clinical and non-clinical 
including information and financial risk) to support the achievement of the organisation’s 
objectives and to escalate significant strategic risks as appropriate, to the CCG Governing 
Body. 
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3.2.2 Responsible for agreeing and monitoring the Internal Audit work plan and seeking 
assurance to ensure development of the Annual Governance Statement. 

 
3.2.3 In particular the group will review the adequacy of: 

 
• All risk and control-related disclosure statements, including the Annual Governance 

statement, together with any accompanying head of internal audit statement, external audit 
opinion or other appropriate independent assurances, prior to endorsement by the 
Governing Body. 

• the policies for ensuring compliance with relevant regulatory, legal and code of conduct 
requirements and self-certification 

• the policies and procedures for all work related to fraud and corruption as required by NHS 
Protect. 

 
3.3 The Strategic Clinical Executive and GP Members Committee 

 
3.3.1 The eight GP members of the Strategic Clinical Executive and members of the GP  

members Committee promote risk management processes, as part of clinical governance, 
with all Rotherham CCG member practices. This ensures that practices continuously 
improve and report risks relating to commissioned services to the CCG, and risks relating to 
primary care to NHS England to ensure that risks are identified and managed. 

 
3.4 The Chief Officer 

 
3.4.1 The Chief Officer is the Accountable Officer and has overall accountability for the 

management of risk and is accountable/responsible for: 
 

• Establishing and maintaining an effective risk management system within NHS Rotherham 
CCG, for meeting all statutory requirements and adhering to guidance issued by the 
Department of Health in respect of Governance. 

• Ensuring a sound system of internal control is maintained that supports the achievements 
of the organisation’s aims and objectives, 

• Continually promoting risk management and demonstrating leadership, involvement and 
support 

• Ensuring an appropriate committee structure is in place, with regular reports to the CCG 
Governing Body 

• Ensuring that the operational executive, strategic clinical executive and senior managers 
are appointed with managerial responsibility for risk management 

• Ensuring appropriate policies, procedures and guidelines are in place and operating 
throughout the CCG 

• Ensuring complaints, claims and health and safety management are managed 
appropriately. 

 
These responsibilities are delegated to the following individuals: 

 
3.5 Deputy Chief Officer 

 
3.5.1 The Deputy Chief Officer is the executive lead for risk management and has delegated this 

responsibility to the Assistant Chief Officer – these responsibilities include: 
 

• Ensuring risk management systems are in place throughout the CCG 
• Ensuring the Assurance Framework is regularly reviewed and updated and reported to the 

Audit and Quality Assurance Committee and the CCG Governing Body 
• Ensuring that an organisational risk register is established, maintained and reported to the 

Audit and Quality Assurance Committee 
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• Ensuring that there is appropriate external review of the CCG’s risk management systems, 
and that these are reported to the CCG Governing Body 

• Overseeing the management of risks as determined by the Executive Team 
• Ensuring that identified risk mitigation and actions are put in place, regularly monitored and 

implemented. 
 
3.5.2 The Deputy Chief Officer is the Senior Information Risk Owner (SIRO) for NHS Rotherham 

CCG with responsibility for information risk management. The SIRO is the focus for the 
management of information risk at Governing Body level. 

 
3.5.2.1 The role of SIRO requires the nominated lead to: 

• Lead and foster a culture that values, protects and uses information for the public good. 
• Own the overall information risk policy and risk assessment process, test its outcome, and 

ensure it is used. 
• Advise the Accountable Officer on the information risk aspects of the Annual Governance 

Statement. 
• Understand how the strategic business goals of NHS Rotherham CCG may be impacted by 

information risks. 
• Act as an advocate for information risk, providing a focal point for the resolution and / or 

discussion of information risks. 
• Ensure that information security threats are followed up and incidents managed through 

appropriate action plans. 
• Provide up-to-date information to the Accountable Officer and Governing Body on 

information risks. 
 
3.6 Chief Finance Officer 

 
3.6.1 The Chief Finance Officer has delegated responsibility for financial risk management and 

financial governance including those relating to efficiency programmes and the 
maintenance of key financial controls. 

 
3.7 Chief Nurse 

 
3.7.1 The Chief Nurse has delegated responsibility for managing the development and 

implementation of clinical risk management, clinical governance and patient safety 
including: 

 
• The executive lead responsible for safeguarding adults, safeguarding children and 

Infection, Prevention and Control 
• Managing and overseeing the performance management of serious incidents reported by 

the Rotherham NHS Foundation Trust and Rotherham, Doncater and South Humber NHS 
Trust as per delegated responsibility by NHS England. 

• Ensuring that processes are in place to provide assurance with regard to clinical risk 
management within commissioned services, this includes (but not exclusively), patient 
safety regarding commissioned services in line with local and national legislation and 
guidance 

• Collating intelligence from the Strategic Clinical Executive GPs with responsibility for quality 
of primary care, secondary care and mental health services. 

 
3.7.2 The Chief Nurse is also the Caldicott Guardian. The Caldicott Guardian is an advisory role, 

and is the conscience of the organisation, providing a focal point for patient confidentiality & 
information sharing issues and is concerned with the management of patient information. 

 
3.8 Head of Health Informatics 
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3.8.1 The Head of Health Informatics has delegated responsibility for the development and 
implementation of Information Technology risk management. 

 
3.9 Assistant Chief Officer 

 
3.9.1 Responsibilities include: 

• Ensuring that systems are maintained to manage health, safety & security risk effectively. 
• Being the Nominated Competent Person for all Health, Safety & Security issues. 
• Providing expert advice and training on risk, health and safety and security. 
• Ensuring health and safety, fire and security incidents are investigated appropriately and 

trends identified. 
• Liaising with the Health and Safety Executive and other external organisations e.g. South 

Yorkshire Fire & Rescue Service. 
• Ensuring that notification to external agencies regarding serious incidents takes place (e.g. 

RIDDOR). 
• Providing update reports on health & safety, fire safety and security risk. 

 

 
 
3.10 Clinical Chair of CCG Governing Body, Vice Chair of CCG Governing Body, GPs with 

lead responsibility for Primary Care Quality, Secondary Care, Mental Health Quality, 
Children’s and Adult Safeguarding 

 
3.10.1 The individuals identified above have responsibility for identifying risks in their specific 

areas and discussing these with the Chief Nurse to ensure that assessment and mitigation 
is carried out providing assurance to the CCG Governing Body via the Audit and Quality 
Assurance Committee. 

 
3.11 Project Support Officer 

 
3.11.1 The Project Support Officer has responsibility for: 

 
• Ensuring that an organisational Risk Register and a Governing Body Assurance Framework 

are developed and maintained and reviewed by the Executive Team 
• Ensuring that risks are reviewed on a quarterly basis by the senior managers designated as 

risk holders 
• Ensuring that the Operational Executive have the opportunity to review risks regularly 
• Providing advice on the risk management process 
• Ensuring that the CCG Assurance Framework and Risk Register are up to date for the 

CCG Governing Body and Audit and Quality Assurance Committee 
• Working collaboratively with Internal Audit 
• Ensuring that the Integrated Risk Management Policy is updated on a three yearly basis 

and approved by the CCG Governing Body. 
 
3.12 All Senior and Line Managers 

 
3.12.1 Senior and Line Managers are responsible for incorporating risk management within all 

aspects of their work and for directing the implementation of the CCG Integrated Risk 
Management Policy by: 

 
• Demonstrating personal involvement and support for the promotion of risk management 
• Ensuring that staff accountable to them understand and pursue risk management in their 

areas of responsibility and are included in the organisational risk register as appropriate 
• Setting personal objectives for risk management and monitoring their achievement 
• Identifying and monitoring risks associated with their working practices and their areas of 

responsibility. 
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• Ensuring that risk assessments are undertaken throughout their area of responsibility on a 
proactive basis. 

• Implementing and monitoring appropriate risk control measures within their designated 
areas. Where implementation or risk control measures is beyond the authority or resources 
available to the manager this should be brought to the attention of their line manager or the 
Corporate Governance Manager or Assistant Chief Officer. 

• Ensuring risks are escalated where they are of a strategic nature 
• Implementing the framework in relation to Health & Safety and other employment legislation 

by: 
a) Ensuring that they have adequate knowledge and/or access to all legislation relevant to 

their area and as advised by appropriate specialist officers ensure that compliance to 
such legislation is maintained 

b) Ensuring that adequate resources are made available to provide safe systems of work 
c) Ensuring that all employees attend appropriate mandatory training, as relevant to the 

role, e.g. Health & Safety, Fire, Moving and Handling and risk management training 
d) Ensuring that all staff are aware of the system for the reporting of accidents and near 

misses 
e) Monitoring of health and safety standards, including risk assessments, and ensuring that 

these are reviewed and updated regularly 
f) Ensuring the identification of all employees who require Health Surveillance according to 

risk assessments; ensuring that where Health surveillance is required no individual 
carries out those specific duties until they have attended the Occupational Health 
Department and have been passed fit 

g) Ensuring that the arrangements for the first-aiders and first aid equipment required 
within the organisation are complied with. That the location of first aid facilities are 
known to employees; ensuring that proper care is taken of casualties and that 
employees know where to obtain appropriate assistance in the event of serious injury 

h) Making adequate provision to ensure that fire and other emergencies are appropriately 
dealt with. 

 
3.13 All Staff 

 
3.13.1 All staff working for the CCG are responsible for: 

 
• Being aware that they have a duty under legislation to take reasonable care of their own 

safety and the safety of others who may be affected by the CCG’s business and to comply 
with appropriate CCG rules, regulations, instructions, policies, procedures and guidelines 

• Taking action to protect themselves and others from risks 
• Identifying and reporting risks to their line manager 
• Ensuring incidents, claims and complaints are reported using the appropriate procedures 

and channels of communication 
• Co-operating with others in the management of the CCG’s risks 
• Attending mandatory and statutory training as determined by the CCG or their Line 

Manager 
• Being aware of emergency procedures relating to their particular locations 
• Being aware of the CCG’s Integrated Risk Management Policy and complying with the 

procedures. 
 
3.14 Contractors, Agency and Locum Staff 

 
3.14.1 Managers must ensure that where they are employing or contracting agency and locum 

staff they are made aware of and adhere to, all relevant policies, procedures and guidance 
of the CCG, including the CCG Incident reporting policy and procedure and the Health and 
Safety Policy they must also: 

• Take action to protect themselves and others from risks 
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• Bring to the attention of others the nature of risks which they are facing in order to ensure 
that they are taking appropriate protective action. 

 

3.15 Meeting Governance Structure. 
 

3.15.1 Diagram 1 below shows the current Meeting Governance Structure of the CCG. 
 
 
3.15.2 Any risks raised by partner organisations or via partner meetings should be brought back 

into the CCG via the relevant manager, discussed with the appropriate OE member and the 
risk register etc. updated as appropriate. 
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Diagram 1:  CCG Meeting Governance Structure. 
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4 Risk Management Framework 
 
4.1 The CCG will put in place a framework to support the management of risk. This policy 

outlines this framework which includes: 
 
4.2 Governing Body Assurance Framework 

 

4.2.1 The CCG will establish, populate and maintain an Assurance Framework that identifies the 
strategic objectives of the CCG and the risks that could threaten their achievement, and is 
reported on a regular basis to the executive team, Audit and Quality Assurance Committee 
and CCG Governing Body via the Corporate Assurance Report. 

 
4.2.2 NHS Rotherham Strategic Objectives are: 

 

Delivery – Commission high quality, cost effective healthcare, improve performance and 
improve the health and wellbeing of Rotherham people. 

 

Quality - improve safety, patient experience and reduce variations in outcomes and health 
inequalities and ensure our providers’ services are safe. 

 

Safeguarding – Work with partners to ensure all children and vulnerable adults are 
protected from harm, with continued focus on Child Sexual Exploitation. 

 

Best Value – Deliver system wide improvements, innovations and efficiencies across the 
integrated care partnership to support sustainable services. 

 

Accountability – Ensure that the organisation and the integrated care partnership is 
effective, well led and well governed. 

 

 
 
4.3 Risk Register 

 

4.3.1 The CCG will establish, populate and maintain an organisation Risk Register that profiles all 
operational risks relating to the business planning and delivery of services and is reported 
on a regular basis to the executive team, Audit and Quality Assurance Committee and CCG 
Governing Body via the Corporate Assurance Report. 

 
4.4 Issues Log 

 

4.4.1 The CCG will establish, populate and maintain an organisation Issues Log that profiles all 
the current issues relating to the CCG and is reported on a regular basis to the executive 
team, Audit and Quality Assurance Committee and CCG Governing Body via the Corporate 
Assurance Report. 

 
4.5 Corporate Assurance Report 

 

4.4.1 The Corporate Assurance Report provides a framework which incorporate reports from 
individual areas within the organisation providing assurance and information on risks and 
possible escalation. 

 
• A copy of the format of the organisational Risk Register is attached at appendix A 
• A copy of the format of the Governing Body Assurance Framework is attached at appendix 

B 
• A copy of the structure for risk management is attached at appendix C. 
• 

 



5 Open and Fair Culture 
 
5.1 The CCG supports an open, fair and a positive learning culture.  A culture of openness is 

central to improving patient safety and the quality of healthcare systems. Encouraging 
openness and honesty about how and why things have gone wrong will help improve the 
safety of NHS services. 

 
5.2 However, disciplinary action may be appropriate to be considered in the following 

circumstances: 
 

• Repeat occurrences of incidents involving the same individual 
• Deliberate failure to report an incident 
• Failure to co-operate fully in subsequent investigation. 

 
5.3 All employees should be familiar with Rotherham CCG’s whistle-blowing and bullying and 

harassment policies and procedures. These procedures support staff to raise concerns in 
accordance with the Public Interest Disclosure Act 1998. 

 
6 Training and Support 

 
6.1 To ensure the successful implementation and maintenance of this Integrated Risk 

Management Policy, Governing Body members and staff will have access to appropriate 
advice, guidance, information and training in order to carry out their respective 
responsibilities for risk control and risk assessment. 

 
6.2 All staff will receive mandatory training annually in Health, Fire & Safety, including risk 

assessment and management and Information Governance, via the CCG’s mandatory 
learning and development programme. 

 
6.3 General awareness raising for staff is also undertaken through staff briefings, staff 

newsletters, induction programmes and inclusion of relevant documents on the Intranet. 
The Integrated Risk Management Policy is accessible to staff via Rotherham CCG’s 
Intranet and on the public internet. 

 

 
 
7 Consultation and Communication with Stakeholders 

 
7.1 It is good practice to involve stakeholders, as appropriate, in all areas of Rotherham CCG’s 

activities, and this includes informing and consulting on the management of any significant 
risks. Interested parties would include: 

 
• Staff, NHS England, Patients and the Public within Rotherham CCG’s area 
• Local politicians and the Secretary of State for Health 
• Rotherham Partnership 
• Statutory and Voluntary agencies 
• Local Authority Health Scrutiny Committee 
• Primary Care Practices 
• Patient and Public Involvement Forum/HealthWatch 
• Health and Wellbeing Board. 

 
7.2 A wide range of communication and consultation mechanisms already exist with relevant 

stakeholders, both internal and external. General public awareness raising of Rotherham 
CCG’s Integrated Risk Management Policy will be achieved through its presentation at 
CCG Governing Body meetings, which are all open to the public, in the Annual Report, 
posting on Rotherham CCG’s Website and through HealthWatch. 
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8 Monitoring the Effectiveness of this Policy 
 
8.1 The CCG monitors and reviews its performance in relation to the management of risk, and 

the continuing suitability and effectiveness of the systems and processes in place to 
manage risk through a programme of internal and external audit work, and through the 
oversight of the CCG Governing Body, Executive Team and Audit and Quality Assurance 
Committee. 

 
9 Review and Revision of the Policy 

 
9.1 This Integrated Risk Management Policy is a working document and will be reviewed on a 

biannual basis, and in accordance with the following on an as and when required basis: 
 

• Legislatives changes 
• Good practice guidelines 
• Case Law 
• Significant incidents reported 
• New vulnerabilities identified 
• Changes to organisational infrastructure 
• Changes in practice 

 
10 Dissemination and Implementation 

 
10.1 This document will be made available to all employees via the CCG intranet. 

 
11 Equality and Diversity 

 
11.1 The CCG aims to design and implement services, policies and measures that meet the 

diverse needs of our service, population and workforce, ensuring that none are placed at a 
disadvantage over others.  All policies and procedures should be developed in line with the 
CCG’s Equality and Diversity policies and need to take into account the diverse needs of 
the community that is served. 

 
12 Associated CCG documentation 

 
• Policy for the reporting and management of incidents and near misses including SIs 

and Never Events 
• Complaints Policy 

• Procedure for the Management of Claims 
• Health and Safety Policy. 

15  



 

 
 
 
 
Integrated Risk Management Procedure 

 

 
 
13 The Risk Management Process 

 
13.1 Risk Management is a continuous process, ensuring NHS Rotherham CCG works within 

the legal and regulatory framework, identifying and assessing possible risks facing the 
organisation, and planning to prevent and respond to these. The process of risk 
management covers the following 5 steps to risk assessment: 

 
14 Risk Identification 

 
14.1.1 Step 1 in the “Five steps to Risk Assessment” (http://www.hse.gov.uk/risk/controlling- 

risks.htm) is to identify the risk. We cannot manage our risks effectively until we know what 
the risks are.  Risk identification is therefore vital to the organisational success of the risk 
management process. 

 
14.1.2 All staff within NHS Rotherham CCG may identify risks through the course of their work and 

their interaction with patients, the public, partner organisations and other key stakeholders. 
 
14.1.3 Risk identification should take place on a continual basis but particularly where new 

activities are planned, new legislation or NHS policy requirements are identified, at the 
initiation of projects or where incidents or near misses have taken place. Committees of 
the Governing Body should consider any risks emerging from discussions within the 
meeting. 

 
14.2 Methods for identifying and managing levels of risk would include: 

 
14.2.1 Internal methods, such as; Incidents, complaints, claims and audits, project risks based on 

the achievement of project objectives, patient satisfaction surveys, risk assessments, 
surveys including staff surveys, whistle-blowing. Contract quality monitoring of 
commissioned services. 

 
14.2.2 External methods, such as; Media, national reports, new legislation, NPSA surveys, reports 

from assessments/inspections by external bodies, reviews of partnership working. 
 
14.2.3 All identified risks will be recorded and managed through the organisational Risk Register 

and risks identified which could impact on the achievement of the CCG’s strategic 
objectives are recorded and managed through the Assurance Framework. 

 
14.2.4 Risk identification is also obtained from member practices through practice visits, locality 

meetings, GP Members Committee meetings, patient engagement forums, practice 
feedback forums and practice managers meetings. 

 
15 Assess the Risk 

 
15.1 Step two in the Five steps to Risk Assessment is identifying the people who are at risk from 

each of the identified risks. The main categories of people who are affected by risks are: 
• Employees 
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• Patients 
• Visitors to the premises 
• Contractors working on the premises 
• “Others” which covers particularly vulnerable groups who may be more at risk than others, 

such as pregnant women or inexperienced staff. 
• The corporate body e.g. through reputational risks. 

 
16 Evaluation of Risk 

 
16.1 Step 3 in the Five Steps to Risk Assessment is evaluating the risk. Employees are required 

to make suitable and sufficient assessments of significant risks that arise out of work activity 
so as to implement preventative and protective measures.  All new 
activities/programmes/projects must have a formal risk assessment undertaken as part of the 
implementation of the activity/programme/project.  Risk analysis is also required on the 
coversheet of all formal papers to the Governing Body and Committees. 

 
16.2 In order to score risks systematically so that they can be classified and remedial action can 

be prioritised, it is necessary for all risks to be quantified using a standard methodology. The 
full risk assessment scoring methodology (risk matrix) for the CCG is shown in Appendix D 
and should be used for all risk assessments within the organisation. To use the tool it is 
necessary to identify the consequences and the likelihood of occurrence of harm from the 
risk.  From this, the level of risk can be calculated as a score. 

 
Consequence x Likelihood =  Risk Score 

 
16.3 The consequence score is derived from the most probable consequence of a particular risk 

occurring, and not from the worst imaginable and extremely improbable consequence of a 
particular risk occurring.  Once set, it is unusual for the consequence score to change over 
time. 

 
16.4 The likelihood score is derived from the likelihood of the risk occurring following the 

implementation of controls.  Controls are measures which are in place to control the risk and 
reduce its likelihood of occurring. Controls can be: 

 
• Preventative (controls which stop the risk occurring e.g. access controls, financial 

authorisation levels). 
• Detective (controls which identify if the risk is threatening to occur e.g. performance 

monitoring reports). 
• Directive (controls such as instructions or guidance which aim to reduce the likelihood of the 

risk occurring e.g. policies, training). 
 
16.5 When scoring risks, an “uncontrolled risk score” is the score if there were no controls in 

place. This helps the CCG to prioritise risks. The “actual risk score” is the risk score with the 
current controls in place. 

 
16.6 This allows construction of a risk matrix which can be used as the basis of identifying 

acceptable and unacceptable risk as discussed below. 
 
17 Risk Appetite and unacceptable risk 

 
17.1 The UK Corporate Governance Code states that “the board is responsible for determining the 

nature and extent of the significant risk it is willing to take in achieving its strategic objectives” 
 
17.2 Risk Appetite is defined as: “The amount and type of risk that an organisation is willing to  

take in order to meet their strategic objectives”. The lower the risk appetite the more the CCG 
is willing to accept in terms of risk and tolerate in its efforts to achieve its strategic objectives. 
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17.3 The CCG understands there is a balance to be struck between risk and reward and 
recognises that as a Commissioner there are sometimes constraints that limit the control 
measures that can be established to manage risks, particularly when CCG risks relate to 
third parties (i.e. provider organisations) 

 
17.4 The CCG Risk appetite and levels of unacceptable risk will be developed by the Governing 

Body and reviewed in line with the review of the GBAF. 

17.5 The current CCG risk appetite linked to the risk matrix is shown in the table below 

Table 1 – NHS Rotherham CCG Risk Appetite 
Ref Strategic Objective Risk Appetite 
1 Delivery – Commission high quality, cost 

effective healthcare, improve performance and 
improve the health and wellbeing of 
Rotherham people. 

 
2 Quality - improve safety, patient experience 

and reduce variations in outcomes and health 
inequalities and ensure our providers’ services 
are safe. 

 
3 Safeguarding – Work with partners to ensure 

all children and vulnerable adults are protected 
from harm, with continued focus on Child 
Sexual Exploitation. 

4 Best Value – Deliver system wide 
improvements, innovations and efficiencies 
across the integrated care partnership to 
support sustainable services. 

 
5 Accountability – Ensure that the organisation 

and the integrated care partnership is 
effective, well led and well governed. 

A score of 15 = HIGH Cautious - 
Preference for safe options that 
have a low degree of risk and may 
only have limited potential for 
reward 
A score of 12 = HIGH Cautious - 
Preference for safe options that 
have a low degree of risk and may 
only have limited potential for 
reward. 
A score of 10 = MEDIUM - Minimal 
Preference for ultra-safe options 
that are low risk and only have 
potential for limited reward. 
A score of 15 = HIGH Cautious - 
Preference for safe options that 
have a low degree of risk and may 
only have limited potential for 
reward 
A score of 11 = MEDIUM = 
Minimal - Preference for ultra-safe 
options that are low risk and only 
have potential for limited reward. 

 
 
Table 2 – NHS Rotherham CCG Risk Matrix 
 
 

Risk Matrix 
Likelihood 
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Rare 

 

(2) 
Unlikely 
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Possible 
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10 
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20 
 

25 
 

Table 3 – Risk Appetite 
Risk Risk Risk Appetite Statement 
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Score Descriptor  
1-5 Low Averse Avoidance of risk and uncertainty is a key organization 

objective. 
6-11 Medium Minimal Preference for ultra-safe options that are low risk and 

only have a potential for limited reward. 
 

12-15 High Cautious Preference for safe options that have a low degree of 
risk and may only have limited potential for reward. 

 
16-20 

Very High Open Willing to consider all potential options and choose the one 
most likely to result in successful delivery, while also providing an 
acceptable level of reward and value for money. 

25 Extreme Hungry Eager to be innovative and to choose options offering 
potentially higher business rewards, despite greater inherent risk. 

 
 
17.6 NHS Rotherham CCG regards any risk with a score of 11 or below to be an acceptable 

level of risk for toleration by the organisation. This does not preclude actions being taken to 
further mitigate risks to the lowest practicable level. 

 
18 Risk Assurance/Control 

 
18.1 In risk management terms, “assurances” are those measures which are in place to check 

that the key controls for the risk are operating effectively e.g. reports, audits. Assurances 
can be broken down into: 

 
• Internal assurances such as internal reports. 
• External assurances such as the independent External and Internal Audit Reports. 
• Positive assurances: validated proof that the assurances are working and the risk is 

controlled. 
 
18.2 Gaps in control or assurance are those that, if addressed, would reduce the risk score. 

Once scored and gaps identified, risks can be: 
 

• Treated (via an action plan). In many cases action can be taken to change the way in  
which activities are carried out in order to reduce the risk identified. All risks scored as 12 or 
over must be treated. See also the risk hierarchy below. 

• Tolerated: Low and medium risks can be accepted as requiring no further action. On 
reviewing this type of risk, it may however be decided that some further cost effective action 
would reduce the risk score still further. Action on this level of risk is a lower priority. 

• Transferred (e.g. to another organisation). NHS Rotherham CCG is a member of the 
Liabilities to Third Parties (LTPS), Property Expenses Scheme (PES) and Clinical 
Negligence Scheme for Trusts (CNST) risk pooling schemes run by the NHS Litigation 
Authority (NHSLA). This membership transfers some financial risk to these risk pooling 
schemes. Not all risks are suitable for risk transfer. 

• Terminated. It may be decided that a particular risk should be avoided altogether. This 
may involve ceasing the activity giving rise to the risk. 

 
18.3 Risk treatment generally follows the following sequence (called the “Hierarchy of Controls”), 

starting at the top and working down the hierarchy. 
 

• Can the risk be eliminated entirely? E.g. remove and condemn a piece of equipment that 
keeps shorting out and poses the risk of electric shock. 

• Can we make a substitution, substituting one item for another that is less harmful? E.g. for 
example substituting a detergent for a corrosive cream cleaner. 

• Can we put in place physical or mechanical engineering controls such as guards, 
barriers and isolation. 
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• Can we put in place administrative controls such as supervision or training, information 
and induction, policies, protocols and safe systems of work to ensure that people working 
with risks are suitable informed and trained and know what to do if something goes wrong. 

• Finally, can we use personal protective equipment (PPE) such as gloves, aprons and 
masks. 

 
18.4 Where risk treatment plans require significant additional funding above that available within 

individual budgets or within NHS Rotherham CCG contingencies under the delegated 
authority of the Chief Finance Officer, or changes to the working patterns of NHS 
Rotherham CCG, these decisions will be made by the Governing Body. 

 
18.5 Risk assessments are carried out for a variety of activities, however, additional risk 

assessments must be carried out by Line Managers or other corporate persons in 
accordance with the following: 

 
• Health and Safety 
• Control of Substances Hazardous to Health (COSHH) 
• Display Screen Equipment 
• Moving & Handling 
• Work Equipment 
• Personal Safety 
• Fire Safety 
• Pregnancy & Maternity 

 
18.6 Line Managers are responsible for implementing and monitoring any identified appropriate 

risk control measures within their designated areas. Where implementation or risk control 
measures are beyond the authority or resources available to the line manager, this should 
be brought to the attention of the Health & Safety Lead or Corporate Governance Manager 
as appropriate. Clinical risks including patient safety and safeguarding risks must be notified 
to the Chief Nurse (or equivalent). 

 

 
 
19 Record the risk 

 
All risk assessments must be recorded on NHS Rotherham CCG’s approved risk assessment 
templates as detailed below. 

 
 

The Assurance Framework is used for recording strategic risks (i.e. risks 
affecting achievement of the CCG’s strategic objectives). 

 
 
 

Assurance 
Framework 

The Assurance Framework is coordinated by the Project Support Officer, to 
whom risks should be reported. The Assurance Framework will be regularly 
reviewed and updated (at least quarterly) by the Assistant Chief Officer/Project 
Support Officer in liaison with Leads identified on the Framework and updates 
reported quarterly to the Governing Body. The Framework will also be regularly 
reported to and reviewed by the Audit and Quality Assurance Committee. 

 
The Assurance Framework template is shown at Appendix B. 
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Risk Register 

 
The Risk Register is used for recording operational directorate-level risks (risks 
which underpin strategic Assurance Framework risks). 

 
The Risk Register is coordinated by the Project Support Officer, to whom risks 
should be reported. The Risk Register will be regularly reviewed and updated 
(at least quarterly) by the Project Support Officer/Assistant Chief Officer in 
liaison with Leads identified on the Register and updates reported quarterly via 
the Corporate Assurance Report to the Governing Body. The Register will also 
be reported to and reviewed by the Audit and Quality Assurance Committee on 
an annual basis. 

 
The Risk Register template is shown at Appendix A. 

 
 
 
 
 

Generic risk 
assessments 

 
Generic risk assessments can be undertaken for areas where none of the other 
risk templates apply e.g. specific public engagement events. 

 
Risks arising out of generic risk assessments should be reported appropriately 
to the Assistant Chief Officer, Corporate Services Manager, Project Lead or 
Health & Safety Lead dependant on the nature and severity of the risk. 

 
The generic risk assessment template is shown at Appendix E. 

 
 
 
 
 
 
 

Specific risk 
assessments 

 
There are a range of specific risks assessments which may be required. This is 
not an exclusive list – see individual procedural documents for further details 
and reporting arrangements. 

• Health and Safety 
• Control of Substances Hazardous to Health (COSHH) 
• Display Screen Equipment 
• Moving & Handling 
• Work Equipment 
• Personal Safety 
• Fire Safety 
• Pregnancy & Maternity 

 
 

20 Review the risk 
 

20.1 All risk assessments should be reviewed on a regular basis or when activities change. 
 

20.2 The nominated lead as detailed in Step 4 is responsible for updating any changes to the 
risk assessment (whether on the Assurance Framework or Risk Register) and ensuring that 
actions are implemented. Identified risks will be reviewed on the following basis: 

 
Score Category Review frequency 

1-5 Low Annually 
6-11 Medium 6-monthly 
12-15 High Quarterly 
16-20 Very High Monthly 

25 Extreme Monthly 
 

20.3 The assurance process is the process which NHS Rotherham CCG is required to 
undertake to ensure a sound system of internal control is maintained which supports the 
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achievement of the organisation’s policies and objectives. The system of internal control is 
designed to manage risk to a reasonable level rather than to eliminate all risk; it can 
therefore only provide reasonable and not absolute assurance of effectiveness. The system 
of internal control is based on an on-going process designed to: 

 
• Identify and prioritise the risks to the achievement of the organisation’s policies, aims and 

objectives. 
• Evaluate the likelihood of those risks being realised and the impact should they be realised, 

and to manage them efficiently, effectively and economically. 
 
20.4 NHS Rotherham CCG is committed to establishing and maintaining assurance processes to 

ensure an adequate level of assurance is provided which will enable the Accountable  
Officer (Chief Officer) to sign the Annual Governance Statement. NHS Rotherham CCG will 
ensure there is Governing Body approved Assurance Framework which: 

 
• Covers all of NHS Rotherham CCG’s main activities. 
• Identifies which objectives NHS Rotherham CCG is aiming to achieve. 
• Identifies the risks to the achievement of those objectives. 
• Evaluates and assesses those risks and records them appropriately. 
• Identifies and examines the system of internal control in place to manage the risks. 
• Identifies and examines the review and assurance mechanisms which relate to the 

effectiveness of the system of internal control. 
• Records the actions taken by NHS Rotherham CCG to address gaps in control and 

assurance. 
 
21. Information Risk Management 

 
21.1 The principles of information security require that all reasonable care is taken to prevent 

inappropriate access, modification or manipulation of data from taking place. In the case of 
the NHS, the most sensitive of our data is patient record information. In practice, this is 
applied through three cornerstones - confidentiality, integrity and availability. 

 
• Information must be secured against unauthorised access – confidentiality. 
• Information must be safeguarded against unauthorised modification – integrity. 
• Information must be accessible to authorised users at times when they require it – 

availability. 
 
21.2 Information security risk is inherent in all administrative and business activities and 

everyone working for or on behalf of the organisation continuously manages information 
security risk. The aim of information security risk management is not to eliminate risk, but 
rather to provide the structural means to identify, prioritise and manage the risks involved in 
organisational activities. It requires a balance between the cost of managing and treating 
information security risks with the anticipated benefits that will be derived. 

 
21.3 The Trust Information Risk Owner (SIRO) is responsible for coordinating the development 

and maintenance of information risk management policies, procedures and standards for 
the CCG. 

 
21.4 CCG Information Asset Owners (IAOs) ensure that information risk assessments are 

performed regularly on all information assets where they have been assigned ‘ownership’, 
following guidance from the SIRO on assessment method, format, content, and frequency. 

 
21.5 Information risk assessments should be performed on a regular basis for key information 

systems and critical information assets. Information Risk assessments must also be 
undertaken at the following times: 
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• At the inception of new systems, applications and facilities that may impact the assurance 
of NHS Rotherham CCG Information or Information Systems. 

• Before enhancements, upgrades, and conversions associated with critical systems or 
applications. 

• When NHS policy or legislation requires risk determination. 
• When the NHS Rotherham CCG Management team / Governing Body requires it. 

 
21.6 Information incident reporting will be in line with the organisation’s Incident Management 

Policy.  All very high and extreme information risks should be reported to and discussed 
with the Senior Information Risk Owner (SIRO) as soon as they are identified. The Senior 
Information Risk Owner (SIRO) will coordinate and monitor implementation of an annual 
Information Security Management and Assurance Plan. 

 

 
 
22. Embedding Risk Management 

 
22.1 The effective implementation of this Integrated Risk Management Framework, Policy & 

Procedure will facilitate the delivery of quality commissioning and, alongside staff training 
and support, will provide an improved awareness of the measures needed to prevent, 
control and contain risk. 

 
22.2 NHS Rotherham CCG ensures stakeholders are involved in managing risks which impact 

on them by the following mechanisms: 
 

• Communication, Engagement and Experience Strategy. 
• Commissioning arrangements involving a wide range of partner NHS organisations. 
• Joint commissioning arrangements with the local authority. 
• Governing Body meetings held in public. 
• Patient Experience data. 
• Publication of the Integrated Risk Management Framework Strategy, Policy & Procedure 

with its key partners and the public through the NHS Rotherham CCG website. 
• Meeting the public sector Equality Duties. 
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Appendix A:  Risk Register Template 
 

Ref Entry 
date 

Lead 
Officer 

Risk 
Description 

Risk 
Cause 

Risk 
Consequence 

Risk rating Assurance & 
Actions 

Date 
reviewed 

Links to 
Governing Body 
Assurance 
Framework 
/Issues Log 

L C T 

            

 



 
 

 
 

Governing Body Assurance Framework (EXAMPLE) 
Appendix B: 

 

 
Objective: NHSE Domains: 

 
Better Health 

Better Care 

Sustainability 

Leadership 

Committee providing 
assurance 

Executive lead(s) 

 
Clinical / Lay Lead 

What are the key enablers / deliverables to support this objective? Principal threat(s) to delivery of the objective 

Risk rating Likelihood Consequence Total  Date reviewed  

Initial    Rationale: 
Current    
Appetite    
Approach Treat 

Key controls to mitigate threat: Sources of assurance Rec'd? 
   

Gaps in control Positive assurances received 
  

Gaps in assurance Actions being taken to address gaps in control / assurance 
  

SCORE: A M J J A S O N D J F M 
Likelihood             

 

Consequence             
 

Risk rating             
Tolerance             

 



Appendix C: Structure for Risk Management 
 
 
 
 
 

NHS 
Rotherham Clinical 

Commissioning 
Group Governing 

Body 
 
 
 
 

Operational Ex ecutive and Strategic Clinical Ex ecutive 
 
 
` 

 
 

• Chaired by lay member of 
CCG Governing Body. 

• Covers audit, risk, serious 
incidents, quality and 
patient safety 

• Includes representatives 
from internal and external 
audit, fraud 

• Ensures assurance can be 
provided to CCG 
Governing Body regarding 
risk 

 
 
 
 

Audit and 
Quality 

Assurance 
Committee 

 



 
Appendix D:  Risk Scoring Matrix 

 

Risk Scoring Matrix 
 

 
 

Table 1 Consequence score (C) 
 

Choose the most appropriate domain for the identified risk from the left hand side of the table. Then work along the columns in same row to assess 
the severity of the risk on the scale of 1 to 5 to determine the consequence score, which is the number given at the top of the column. 

 
 Consequence score (severity levels) and examples of descriptors 
 1 2 3 4 5 

Domains Negligible Minor Moderate Major Extreme 
 
 
 
 

Patient and staff safety 

 
 

Minimal injury requiring no / 
minimal intervention or 

treatment. 
 

No time off work 

 
Minor injury or illness, 

requiring minor intervention 
 

Requiring time off work for 
>3 days 

Moderate injury requiring 
professional intervention 

 
Requiring time off work for 

4-14 days. RIDDOR 
reportable incident 

 
An event which impacts on 
a small number of patients 

 
Major injury leading to long- 
term incapacity / disability 

 
Requiring time off work for 

>14 days 
 

Mismanagement of patient 
care with long-term effects 

Incident leading  to death 

Multiple permanent injuries 
or irreversible health effects 

 
An event which impacts on 
a large number of patients 

 
 
 
 
 
 
 

Quality 

 
 
 
 
 

Peripheral element of 
treatment or service 

suboptimal 
 

Informal complaint/  inquiry 

Overall treatment or service 
suboptimal 

 
Formal complaint 

Local resolution 

Single failure to meet 
internal standards 

 
Minor implications for 

patient safety if unresolved 
 

Reduced performance 
rating if unresolved 

 

Treatment or service has 
significantly reduced 

effectiveness 
 

Local resolution (with 
potential to go to 

independent review) 
 

Repeated failure to meet 
internal standards 

 
Major patient safety 

implications if findings are 
not acted on 

 
 

Non-compliance with 
national standards with 

significant risk to patients if 
unresolved 

 
Multiple complaints / 
independent review 

 
Low performance rating 

Critical report 

 
Unacceptable level or 
quality of treatment / 

service 
 

Gross failure of patient 
safety if findings not acted 

on 
 

Inquest / ombudsman 
inquiry 

 
Gross failure to meet 

national standards 
 

Human Resources / 
Organisational 
Development 

 

Short-term low staffing level 
that temporarily reduces 
service quality (< 1 day) 

 
Low staffing level that 

reduces the service quality 

Late delivery of key 
objective/ service due to 

lack of staff 

Uncertain delivery of key 
objective/service due to 

lack of staff 

Non-delivery of key 
objective/service due to 

lack of staff 
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 Consequence score (severity levels) and examples of descriptors 
 1 2 3 4 5 

Domains Negligible Minor Moderate Major Extreme 
   Unsafe staffing level or 

competence (>1 day) 

Low staff morale 

Poor staff attendance for 
mandatory/key training 

Unsafe staffing level or 
competence (>5 days) 

 
Loss of key staff 

Very low staff morale 

No staff attending 
mandatory/ key training 

Ongoing unsafe staffing 
levels or competence 

Loss of several key staff 

No staff attending 
mandatory training /key 
training on an ongoing 

basis 
 
 
 
 
 

Statutory duty / 
inspections 

 
 
 
 

No or minimal impact or 
breech of guidance/ 

statutory duty 

 
 
 

Breech of statutory 
legislation 

 
Reduced performance 

rating if unresolved 

 
 
 

Single breech in statutory 
duty 

 
Challenging external 
recommendations / 
improvement notice 

 

Enforcement action 
 

Multiple breeches in 
statutory duty 

 
Improvement notices 

Low performance rating 

Critical report 

Multiple breeches in 
statutory duty 

Prosecution 

Complete systems change 
required 

Zero performance rating 

Severely critical report 
 
 
 

Adverse publicity / 
Reputation 

 

 
 

Rumours 

Potential for public concern 

 
Local media coverage – 

 
 
 

Local media coverage – 
long-term reduction in 

public confidence 

 
 

National media coverage 
with <3 days service well 
below reasonable public 

expectation 

National media coverage 
with >3 days service well 

short-term reduction in 
public confidence 

 
Elements of public 

below reasonable public 
expectation. MP concerned 

(questions in the House) 

expectation not being met Total loss of public 
confidence 

 
 
 

Business Objectives 

 
 
 

Insignificant cost increase / 
schedule slippage 

 

 
<5 per cent over project 

budget 
 

Schedule slippage 

 

 
5–10 per cent over project 

budget 
 

Schedule slippage 

Non-compliance with 
national 10–25 per cent 

over project budget 

Schedule slippage 

Key objectives not met 

 

Incident leading >25 per 
cent over project budget 

Schedule slippage 

Key objectives not met 
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 Consequence score (severity levels) and examples of descriptors 
 1 2 3 4 5 

Domains Negligible Minor Moderate Major Extreme 
 
 
 
 
 

Finance 

 
 
 
 
 

Small loss Risk of claim 
remote 

 
 
 
 

Loss of 0.1–0.25 per cent of 
budget 

 
Claim less than £10,000 

 
 
 

Loss of 0.25–0.5 per cent of 
budget 

 
Claim(s) between £10,000 

and £100,000 

 
Uncertain delivery of key 
objective/Loss of 0.5–1.0 

per cent of budget 
 

Claim(s) between £100,000 
and £1 million 

 
Purchasers failing to pay on 

time 

Non-delivery of key 
objective/ Loss of >1 per 

cent of budget 
 

Failure to meet 
specification/ slippage 

 
Loss of contract / payment 

by results 
 

Claim(s) >£1 million 
 

Service / business 
interruption 

 
Impact on environment 

 

Loss/interruption of >1 hour 
 

Minimal or no impact on the 
environment 

Loss/interruption of >8 
hours 

 
Minor impact on 

environment 

 

Loss/interruption of >1 day 
 

Moderate impact on 
environment 

Loss/interruption of >1 
week 

 
Major impact on 

environment 

Permanent loss of service 
or facility 

 
Extreme impact on 

environment 
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Table 2 Likelihood score (L) 

 
What is the likelihood of the consequence occurring? 

 
The frequency-based score is appropriate in most circumstances and is easier to identify. It should be used whenever it is possible to identify a 
frequency. 

 
 Likelihood score 
 1 2 3 4 5 

Descriptor Rare Unlikely Possible Likely Almost certain 
 

Frequency 
How often might it / 

does it happen 

 
This will probably 

never happen/recur 

 

Do not expect it to 
happen/recur but it is 
possible it may do so 

 
Might happen or recur 

occasionally 

Will probably 
happen/recur but it is 
not a persisting issue 

 

Will undoubtedly 
happen / recur, 

possibly frequently 
Probability 

Percentage 
likelihood of 
occurrence 

 
 

0-5% 

 
 

6-20% 

 
 

21-50% 

 
 

51-80% 

 
 

81-100% 

 
 

Table 3 Risk scoring = consequence x likelihood ( C x L ) 
 

Calculate the risk score by multiplying the consequence score by the likelihood score. 
 

 
Risk Matrix 

Likelihood 
(1) 

Rare 
(2) 

Unlikely 
(3) 

Possible 
(4) 

Likely 
(5) 

Almost certain 

 

C
on

se
qu

en
ce

 (1) 
Negligible 

 

1 
 

2 
 

3 
 

4 
 

5 

(2) 
Minor 

 

2 
 

4 
 

6 
 

8 
 

10 

(3) 
Moderate 

 

3 
 

6 
 

9 
 

12 
 

15 

(4) 
Major 

 

4 
 

8 
 

12 
 

16 
 

20 

30  



 

 (5) 
Extreme 

 

5 
 

10 
 

15 
 

20 
 

25 

 
1-5 Low 

6-11 Medium 
12-15 High 
16-20 Very High 

25 Extreme 
 
 
The CCG risk tolerance/appetite under which risks can be tolerated is a score of 11 or below where the assessment has been undertaken following 
the implementation of controls and assurances. 
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Appendix E Generic Risk Assessment Template 
 

Risk Assessment 
 

Area/Task: Date: 
 

Persons Assessing the Risks: Overall Score 
 

Ref 
No: 

Activity/Task/Area Hazard Identified Likelihoo 
d 

1 – 5 

Consequ 
ence 

1 – 5 

Risk 
Rating 

Controls in place 
(including PPE as a last 

resort) 

Recommended 
Additional 
Controls 

Post 
Risk 

Rating 

Note: You should rate the risks on the basis of the current controls in place 
1.         

2.         

3.         

4         

5.         

6.         

7.         

8.         

9.         

10.         

 



 
Operational Executive – 24.08.18 
AQuA – 04.09.18 

Clinical Commissioning Group Governing Body -  05.09.18 
 

NHS Rotherham CCG Whistleblowing Policy Revision 
 
 

Lead Executive: Chris Edwards, Chief Officer 
Lead Officer: Ruth Nutbrown, Assistant Chief Officer 

Lead GP: Dr J Page, GP Lead 
 

Purpose: 
To approve the revision of the Whistleblowing Policy. 
Background: 
This ‘standard integrated policy’ was one of the recommendations of the review by Sir Robert 
Francis into whistleblowing in the NHS and is aimed at improving the experience of 
whistleblowing in the NHS. This policy has been implemented across a number of NHS 
organisations as a minimum standard to help normalise the raising of concerns for the benefit 
of all patients. 

 
The policy has been developed using the principles of Investors in Excellence and is 
underpinned by the CCG values and behaviours. 

 
The Policy was ratified at the August 2016 Governing Body and was reviewed in line with the 
policy review date. 

Analysis of key issues and of risks 
Risk of policies not having latest legislative changes. 
Patient, Public and Stakeholder Involvement: 
NA 
Equality Impact: 
Attached to the Policy. 
Financial Implications: 
NA 
Human Resource Implications: 
NA 
Procurement: 
NA 
Approval history: 
Operational Executive – 24.08.18 
AQuA – 04.09.18 
Clinical Commissioning Group Governing Body - 05.09.18 
Recommendations: 
GB is asked to: 
 Ratify the Policy. 

Paper 
D 

 



 

 
 
 
 
Title: Whistleblowing Policy 

 
Reference No: 019/HR 

 

Owner: Operational Executive 
 

Author Alison Hague – Corporate Services Manager 
 

First Issued On: January 2012 
 

Latest Issue Date: May 2016 
 

Operational Date: August 2016 
 

Review Date: July 2021 
 

Consultation Process Operational Executive, Regional Trade Union 
Representative 
AQuA 22 July 2016 

Ratified and approved by: Governing Body 3 August 2016 
 
 
Distribution: All staff and GP members of the CCG. 

 

 

Compliance: 
Mandatory for all permanent and temporary 
employees of Rotherham CCG. 

 
 
 
 
 
 
 
 
 
Equality & Diversity Statement: 

In applying this policy, the Organisation will 
have due regard for the need to eliminate 
unlawful discrimination, promote equality of 
opportunity, and provide for good relations 
between people of diverse groups, in 
particular on the grounds of the following 
characteristics protected by the Equality 
Act (2010); age, disability, gender, gender 
reassignment, marriage and civil 
partnership, pregnancy and maternity, 
race, religion or belief, and sexual 
orientation, in addition to offending 
background, trade union membership, or 
any other personal 
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DEFINITIONS 
 

Term Definition 

Whistleblowing The disclosure by an employee (or professional) of confidential 
information which relates to some danger, fraud or other illegal or 
unethical conduct connected with the workplace, be it of the 
employer or of fellow employees. 

Qualifying 
Disclosure 

A qualifying disclosure is one made by an employee who 
reasonably suspects: 
• A criminal offence; 
• A miscarriage of justice; 
• An act creating risk to health and safety; 
• An act causing damage to the environment; 
• A breach or failure to comply with any legal or professional 

obligation or 
regulatory requirement; 

• Bribery; 
• Financial fraud or mismanagement; 
• Unauthorised disclosure of confidential information; 
• A concealment (or ‘cover up’) of any of the above is being or is 

likely to be committed. 
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SECTION A – POLICY 
 
 
 
1. Policy Statement, Aims and Objectives 

 
1.1 The purpose of the policy is to support employees in their right and duty to raise 

concerns safely, at the earliest opportunity and in the right way. Rotherham 
Clinical Commissioning Group (CCG) welcomes the raising of concerns and is 
committed to dealing with them responsibly and professionally. 

 
If an employee raises a concern, the matter will always be given serious 
consideration. This policy has been drawn up to assist employees on how to 
voice any concerns they may have and to ensure there is a procedure available 
whereby issues can be addressed quickly and effectively. 

 
1.2 The policy aims to: 

 
• Encourage employees to feel confident in raising serious concerns regarding 

the practice of the CCG 
• Provide avenues for employees to raise those concerns and receive 

feedback on any action taken 
• Raise awareness of examples of the range and types of concern that should 

be raised through this procedure (Appendix 2) 
• Ensure that Employees receive a response to their concerns 
• Reassure Employees that they will be protected from possible reprisals, 

subsequent discrimination, victimisation or disadvantage if they have a 
reasonable belief that they should make any disclosure. 

 
1.3 This ‘standard integrated policy’ was one of the recommendations of the review 

by Sir Robert Francis into whistleblowing in the NHS and is aimed at improving 
the experience of whistleblowing in the NHS. This policy has been implemented 
across a number of NHS organisations as a minimum standard to help 
normalise the raising of concerns for the benefit of all patients. 

 
Our local process has been integrated into the policy to provide full details of 
how the CCG will look into a concern. 

 
The policy aims to achieve a high performing workforce that is flexible, 
responsive and proactive in its approach to the delivery of key objectives of the 
organisation. It has been developed using the principles of Investors in 
Excellence and is underpinned by the CCG values and behaviours. Ensuring all 
staff feel included is important to the CCG’s Senior Management Team. 

 
To uphold the core values set out in the NHS Constitution and to deliver on our 
work the following local values will underpin our people management policies 
and processes in the CCG: 

 
• Responsibility 
• Empowerment 
• Support 
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• Positivity 
• Equality 
• Communication 
• Trust 

 
These values are underpinned by a framework agreed in consultation that is 
central to all our policies and processes, outlining the behaviours staff expect to 
see from each other. 

 
1.4 There are three fundamental public service values underpinning the NHS and all 

public sector work, specified by the NHS Code of Conduct for Boards published 
by the NHS Executive in April 1994. These are Accountability, Probity and 
Openness. All those who work in the public sector should be aware of, and act 
in accordance with these values. 

 
2. Legislation and Guidance 

 
2.1 The following legislation and guidance has been taken into consideration in the 

development of this policy: 
 

• Employment Rights Act 1996 Section 103A 
• Employment Rights Act 1996 Sections 43A to 43L 
• Enterprise and Regulatory Reform Act 2013 – Whistle blowing 
• Management of Health and Safety at Work Regulations 1999 (SI 1999/3242) 

Regulation 14 
• Police Reform Act 2002 Section 37 
• Public Interest Disclosure Act 1998 
• Public Interest Disclosure (Compensation) Order 1999 (SI 1999/1548) 
• Public Interest Disclosure (Prescribed Persons) Order 1999 (SI 1999/1549) 
• Public Interest Disclosure (Prescribed Persons) (Amendment) Order 2003 

(SI 2003/1993) 
• Public Interest Disclosure (Prescribed Persons) (Amendment) Order 2004 

(SI 2004/3265) 
• Public Interest Disclosure (Prescribed Persons)(Amendment) Order 2005 (SI 

2005/2464) 
• The Employment Tribunals (Constitution and Rules of Procedure) 

(Amendment) Regulations 2010 (SI 2010/131) 
• The Mid Staffordshire NHS Foundation Trust Inquiry 2013 (The Francis 

Report), February 2013 
 
2.2 This Policy is guided by the relevant legislation on the matter (see Appendix 4 

for full list). The Public Interest Disclosure Act 1998 and the Enterprise and 
Regulation Reform Act 2013, which includes a specific aspect with respect to 
Whistleblowing, give significant statutory protection to employees who disclose 
information reasonably and responsibly in the public interest and who may be 
victimised as a result. 

 
2.3 The Disclosure Act provides protection for employees who raise legitimate 

concerns about specified matters known as “qualifying disclosures”. A qualifying 
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disclosure is one made by an employee who reasonably suspects: 
 

• A criminal offence; 
• A miscarriage of justice; 
• An act creating risk to health and safety; 
• An act causing damage to the environment; 
• A breach or failure to comply with any legal or professional obligation or 

regulatory requirement; 
• Bribery; 
• Financial fraud or mismanagement; 
• Unauthorised disclosure of confidential information; 
• A concealment (or ‘cover up’) of any of the above is being or is likely to be 

committed. 
 

It is not necessary for the employee to have proof that such an act is being, has 
been, or is likely to be committed, a reasonable belief is sufficient. 

 
2.4 In line with the Enterprise and Reform Act 2013, the following common 

principles will also be adhered to: 
 
2.4.1 Any matter raised under this policy and procedure will be investigated 

thoroughly, promptly and confidentially and the outcome of the investigation 
reported back to the employee who raised the issue. 

 
2.4.2 All Employees will be made aware of the policy on joining the CCG and will be 

encouraged to read and understand its process. All existing Employees and 
Managers will be made aware of the policy through the intranet. 

 
2.4.3 Employees who have concerns about their employee terms and conditions of 

employment will not be covered by this policy.  Such concerns should be raised 
through the Grievance Policy.  A grievance is usually a complaint by an 
employee about an action taken in relation to themselves. 

 
2.4.4 No employee will be victimised for raising a legitimate concern under this 

procedure. 
 
2.4.5 In the event that misconduct is discovered as a result of any investigation under 

this procedure the Disciplinary Policy will be invoked in addition to any external 
measures. 

 
2.4.6 Where it can be demonstrated that an Employee knowingly supplied false 

information when raising a concern the Disciplinary Policy will be invoked. 
 
2.4.7 NHS Rotherham CGG will treat all disclosures in a confidential and sensitive 

manner. The identity of the employee making the allegation may be kept 
confidential so long as it does not hinder or frustrate any investigation. However, 
the investigation process may reveal the source of the information and the 
employee making the disclosure may need to provide a statement as part of the 
evidence required. 
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3. Scope 
 
3.1 This policy applies to those members of staff that are directly employed by NHS 

Rotherham Clinical Commissioning Group and for whom NHS Rotherham 
Clinical Commissioning Group 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 Clinical 
Commissioning Group or working on NHS Rotherham Clinical Commissioning 
Group premises and forms part of their arrangements with NHS Rotherham 
Clinical Commissioning Group. As part of good employment practice, agency 
workers are also required to abide by NHS Rotherham Clinical Commissioning 
Group policies and procedures, as appropriate, to ensure their health, safety  
and welfare whilst undertaking work for NHS Rotherham Clinical Commissioning 
Group. 
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4. 
 
4.1 

Accountabilities and Responsibilities 
 
Overall accountability for the whistleblowing lies with the Accountable Officer. 
Responsibility is delegated to the following: 

 
 
 
 
 
 
 
 
 
 
 

Accountable 
Officer 

• The Accountable Officer will consider and 
investigate referrals at the appropriate formal 
steps in this policy and procedure. 

• The Chair of the Governing Body or their 
designated Governing Body member will be 
responsible for hearing and ensuring an 
investigation of referrals at the final step in the 
formal procedure. 

• Maintaining an overview of the corporate 
ratification and governance process associated 
with the policy. 

• Ensuring that the policy is applied fairly, 
consistently and in a non-discriminatory 
manner. 

 

 
 
 
 
 
 

Human 
Resources 

• Work in partnership with managers and 
employee representatives to ensure employees 
are treated fairly and consistently within the 
framework of the policy. 

• To make this policy available to all employees 
and ensure a high level of awareness within the 
organisation. 

• Assist employees to raise issues under this 
policy. 

• Provide advice and support to managers and/ 
or Investigating Officers. 

 
 
 
 
 
 
 

Line 
Managers 

• To support all employees in raising concerns 
about safety, malpractice or wrongdoing at 
work, responding to and, where necessary, 
investigating the concerns raised at the 
appropriate steps in the procedure. 

• Ensuring they understand and adhere to their 
obligations in relation to the policy. 

• Ensuring the policy is applied fairly and 
consistently to all employees. 

• Ensuring employees are aware of this policy 
including referring new employees to the policy 
as part of their induction process. 
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All 
Employees 

• To understand their responsibilities under this 
policy and their statutory regulatory, contractual 
and/or professional responsibilities. 

• To raise any genuine concern about a risk, 
malpractice or wrongdoing at work, which may 
affect patients, the public, other staff, or the 
CCG itself, at the earliest reasonable 
opportunity. 

• To comply with any subsequent investigation 
into any issues raised under this 
policy. 

• Under the NHS Constitution all staff have 
responsibilities to the public, their patients and 
colleagues. Employees should aim to be open 
with patients, their families, carers or 
representatives, including if anything goes 
wrong; welcoming and listening to feedback 
and addressing concerns promptly and in a 
spirit of co-operation. All should contribute to a 
climate where the truth can be heard and the 
reporting of, and learning from errors is 
encouraged 

 

 
 
 
 

Staff Side 
• Ensure they are familiar with the policy and 

procedure. 
• Advise and represent employees who are 

members of a recognised Trade Union. 
 
 
 
 
 
 

5. Dissemination, Training and Review 
 
5.1 Dissemination 

 
5.1.1 The effective implementation of this policy will support openness and 

transparency. NHS Rotherham CCG will: 
 

• Ensure all staff and stakeholders have access to a copy of this procedural 
document via the organisation’s website. 

• Ensure that relevant training programmes raise and sustain awareness of the 
management of the Whistleblowing Policy. 

 
5.2 Training 

 
5.2.1 All staff will be offered relevant training commensurate with their duties and 
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responsibilities. Staff requiring support should speak to their line manager in the 
first instance. Support may also be obtained through the HR Department. This 
policy should be read in conjunction with: 

 
• Acceptable Standards of Behavior Policy 
• Grievance Policy 
• Standards of Business Conduct Policy 
• Equality, Diversity and Human Rights Policy 

 
5.3 Review 

 
5.3.1 As part of its development, this procedural document and its impact on staff, 

patients and the public has been reviewed in line with NHS Rotherham CCG’s 
Equality Duties. The purpose of the assessment is to identify and if possible 
remove any disproportionate adverse impact on employees, patients and the 
public on the grounds of the protected characteristics under the Equality Act. 

 
5.3.2 The procedural document will be reviewed every three years, and in accordance 

with the following on an as and when required basis: 
 

• Legislatives changes 
• Good practice guidelines 
• Case Law 
• Significant incidents reported 
• New vulnerabilities identified 
• Changes to organisational infrastructure 
• Changes in practice 

 
5.3.3 Procedural document management will be performance monitored to ensure that 

procedural documents are in-date and relevant to the core business of the 
organisation. 

 
SECTION B – PROCEDURE 

 
1. The importance of raising a concern 

 
Speaking up about any concern you have at work is important because it will 
help to keep improving the services for patients and the working environment 
for our employees. 

 
You may feel worried about raising a concern, and we understand this, but 
please don’t be put off. In accordance with our duty of candour, our senior 
management team and entire board are committed to an open and honest 
culture. We will look into what you say and you will always have access to the 
support you need. 

 
2. What concerns can I raise? 

 
2.1 You can raise a concern about risk, malpractice or wrongdoing you think is 
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harming the service we commission. Examples of this might include (but are by 
no means restricted to): 

• unsafe patient care 
• unsafe working conditions 
• inadequate induction or training for staff 
• lack of, or poor, response to a reported patient safety incident 
• suspicions of fraud (which can also be reported to our local counter- 

fraud specialist 01709 428710 or by calling the NHS Counter Fraud 
Authority helpline on 0800 028 4060) 

• A bullying culture (across a team or organisation rather than individual 
instances of bullying). 

 
2.2 Remember that if you are a healthcare professional you may have a 

professional duty to report a concern. If in doubt, please raise it. Don’t wait for 
proof, we would like you to raise the matter while it is still a concern. It doesn’t 
matter if you turn out to be mistaken as long as you are genuinely troubled. 

 
This policy is not for people with concerns about their employment that affect 
only them – that type of concern should be raised in accordance with the 
CCG’s Grievance Policy. 

 
3. Feel safe to raise your concern 

 
If you raise a genuine concern under this policy, you will not be at risk of losing 
your job or suffering any form of reprisal as a result. We will not tolerate the 
harassment or victimisation of anyone raising a concern. Nor will we tolerate 
any attempt to bully you into not raising any such concern. Any such behaviour 
is a breach of our values as an organisation and, if upheld following 
investigation, could result in disciplinary action. 

 
Provided you are acting honestly, it does not matter if you are mistaken or if 
there is an innocent explanation for your concerns. 

 
4. Confidentiality 

 
4.1 We hope you will feel comfortable raising your concern openly, but we also 

appreciate that you may want to raise it confidentially. This means that while 
you are willing for your identity to be known to the person you report your 
concern to, you do not want anyone else to know your identity. Therefore, we 
will keep your identity confidential, if that is what you want, unless required to 
disclose it by law (for example, by the police). You can choose to raise your 
concern anonymously, without giving anyone your name, but that may make it 
more difficult for us to investigate thoroughly and give you feedback on the 
outcome. 

 
4.2 This policy encourages employees to put their name to an allegation wherever 

possible. Concerns expressed anonymously will be considered at the 
discretion of the CCG, bearing in mind the: 

 
• Seriousness of the issues raised 
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• Credibility of the concern 
• Likelihood of confirming the allegation. 

 
4.3 The Operational Executive and the Governing Body are committed to this 

policy.  Employees raising a genuine concern under this policy will not be at 
risk of losing their job or suffering any form of retribution as a result. 
Employees acting in the best interest, having an honest and reasonable 
suspicion that malpractice has occurred, is occurring, or is likely to occur, is 
important. It does not matter if ultimately the employee was mistaken.  Of 
course, this assurance is not extended to someone who maliciously raises a 
matter they know to be untrue.  Unfounded allegations made with malicious 
intent will be dealt with through the Disciplinary Policy. 

 
4.4 Employees have a contractual obligation to safeguard all confidential 

information to which they have access. Patient and client identifiable 
information is strictly confidential under all circumstances. If a concern is  
raised in connection to personal information about patients or clients, 
measures must be taken to ensure the information is anonymous and not 
traceable to an Employee. Careful consideration therefore needs to be given to 
how the details of concerns are communicated. Managers should remind staff 
of the importance of this requirement. 

 
4.5 Unauthorised disclosure of personal information about any patient or client will 

be regarded as a serious matter which will warrant disciplinary action. This 
applies even where an employee believes that he or she is acting in the best 
interests of a patient or client by disclosing personal information. Employees 
should also guard against inadvertent disclosure of personal information, 
where this can be overheard by a third party. 

 
4.6 The identity of the employee who has raised a concern will be protected on 

request and will not be disclosed without consent. Whether and how to 
proceed will be discussed with the person raising the concern if the situation 
arises where the concern cannot be resolved without revealing their identity 
(for example, because there is an internal investigation or evidence is needed 
in court). 

 
4.7 Any employee raising a concern must be aware that they may be asked to 

present evidence to substantiate any allegations made, and/or to provide a 
written statement. In addition, they may be asked to explain their allegations 
during any disciplinary proceedings that may result from them. 

 
5. Who can raise concerns? 

 
5.1 Anyone who works (or has worked) in the NHS, or for an independent 

organisation that provides NHS services can raise concerns. This includes, but 
is not limited to, agency workers, temporary workers, students, volunteers and 
governors. 

 
6. Who should I raise my concern with? 
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6.1 In many circumstances the easiest way to get your concern resolved will be to 
raise it formally or informally with your line manager (or lead clinician). But 
where you don’t think it is appropriate to do this, you can use any of the options 
set out below in the first instance. 

 
6.2 If raising it with your line manager (or lead clinician) does not resolve matters, 

or you do not feel able to raise it with them, you can contact: 
 

• Our Chief Finance Officer – wendy.allott@rotherhamccg.nhs.uk 
• Our Chief Nurse – susan.cassin@rotherhamccg.nhs.uk 
• Our Assistant Chief Officer – 

ruth.nutbrown@rotherhamccg.nhs.uk 
• Our HR Manager - peter.smith33@nhs.net 
• Katie Hodgson (Staff Side Lead) – katie.hodgson@nhs.net / 

07976 956576 
 

• Our executive director with responsibility for whistleblowing, Chris 
Edwards (Accountable Officer) can be contacted on 01709 
302702 christopher.edwards@rotherhamccg.nhs.uk 

 

All these people have been trained in receiving concerns and will give you 
information about where you can go for more support. If for any reason you do 
not feel comfortable raising your concern internally, you can raise concerns 
with external bodies as detailed in Section 15. 

 
7. Advice and support 

 
Details on the support available to you can be found in Appendix 5. You can 
also contact your professional body or trade union representative. 

 
8. How should I raise my concern? 

 
You can raise your concerns with any of the people listed in section 6 in 
person, by phone or in writing. Details of how to raise a concern both informally 
and formally are detailed in Appendix 1. 

 
Whichever route you choose, please be ready to explain as fully as you can the 
information and circumstances that gave rise to your concern. 

 
9. What steps will the organisation take? 

 

9.1 
 
 
 
 
9.2 

The CCG is committed to listening to its employees, learning lessons and 
improving patient care. Upon receipt the concern will be recorded and you will 
receive an acknowledgement within two working days. 

 
The central record will record the date the concern was received, whether you 
have requested confidentiality, a summary of the concerns and dates when we 
have given you updates or feedback. 

 

10. Investigation 
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10.1 Where you have been unable to resolve the matter quickly (usually within a few 
days) with your line manager, we will carry out a proportionate investigation, 
using someone suitably independent (usually from a different part of the 
organisation) and properly trained, and we will reach a conclusion within a 
reasonable timescale (which we will notify you of). 

 
10.2 Where you have been unable to resolve the matter quickly (usually within a few 

days) with your line manager, we will carry out a proportionate investigation, 
using someone suitably independent (usually from a different part of the 
organisation) and properly trained, and we will reach a conclusion within a 
reasonable timescale (which we will notify you of). 

 
10.3 Wherever possible we will carry out a single investigation (so, for example, 

where a concern is raised about a patient safety incident, we will usually 
undertake a single investigation that looks at your concern and the wider 
circumstances of the incident). 

 
10.4 The investigation will be objective and evidence-based, and will produce a 

report that focuses on identifying and rectifying any issues, and learning 
lessons to prevent problems recurring. 

 
We may decide that your concern would be better looked at under another 
process; for example, our process for dealing with bullying and harassment. If 
so, we will discuss that with you. 

 
Any employment issues (that affect only you and not others) identified during 
the investigation will be considered separately. 

 
11. Communicating with you 

 
We will treat you with respect at all times and will thank you for raising your 
concerns. We will discuss your concerns with you to ensure we understand 
exactly what you are worried about. We will tell you how long we expect the 
investigation to take and keep you up to date with its progress. Wherever 
possible, we will share the full investigation report with you (while respecting 
the confidentiality of others). 

 
12. How will we learn from your concern? 

 
The focus of the investigation will be on improving the service we provide for 
patients. Where it identifies improvements that can be made, we will track them 
to ensure necessary changes are made, and are working effectively. Lessons 
will be shared with teams across the organisation, or more widely, as 
appropriate. 

 
13. Board oversight 

The board will be given high level information about all concerns raised by our 
staff through this policy and what we are doing to address any problems. We 
will include similar high level information in our annual report. The board 
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supports staff raising concerns and wants you to feel free to speak up. 
 
14. Review 

 
We will review the effectiveness of this policy and local process at least 
annually, with the outcome published and changes made as appropriate. 

 
15. Raising your concern with an outside body 

 
Alternatively, you can raise your concern outside the organisation with: 

• NHS Improvement for concerns about: 
o how NHS trusts and foundation trusts are being run 
o other providers with an NHS provider licence 
o NHS procurement, choice and competition 
o the national tariff 

 
• Care Quality Commission for quality and safety concerns 

 
• NHS England for concerns about: 

o primary medical services (general practice) 
o primary dental services 
o primary ophthalmic services 
o local pharmaceutical services 

 
• Health Education England for education and training in the NHS 

 
• NHS Counter Fraud Authority for concerns about fraud and corruption. 

 
16. Making a ‘protected disclosure’ 

 
16.1 It is hoped that concerns can be dealt with internally.  An employee who has 

exhausted the formal procedure but continues to be concerned about the 
decisions reached, or who honestly and reasonably believes any allegations 
are true and that they cannot raise them internally can make a “protected” 
disclosure under the terms of the Public Interest Disclosure Act 1998. 

 
16.2 This policy and procedure exists to ensure that staff concerns can be 

addressed and dealt with without reference to any bodies outside the 
organisation. The broad aim of the legislation is to encourage employees to 
disclose information through appropriate internal channels first rather than 
going directly to an outside body. As such, the Disclosure Act makes it more 
difficult for an employee to disclose information to the press and gain protection 
without first following the above procedures. 
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16.3 
 
 
 
 
 
 
 
 
 
 
 
16.4 

Disclosure of concerns to the media should be seen as a last resort when all 
other options have been exhausted. Employees are advised that they should 
seek advice from their trade union, professional association or legal 
representative before approaching the media.  An employee may face 
disciplinary actions for any unjustifiable disclosure that might undermine public 
confidence in the health service.  For example, where the employee discloses 
an unbalanced picture or is vindictive in their disclosures they would not be 
protected by the above legislation. 

 
There are very specific criteria that need to be met for an individual to be 
covered by whistleblowing law when they raise a concern (to be able to claim 
the protection that accompanies it). 

 

 

16.5 There is also a defined list of ‘prescribed persons’, similar to the list of outside 
bodies in section 15 of this Policy, whom you can make a protected disclosure 
to. 

 
To help you consider whether you might meet these criteria, please seek 
independent advice from the Whistleblowing Helpline for the NHS and social 
care, Public Concern at Work or a legal representative. 

 
17. National Guardian Freedom to Speak Up 

 
The National Guardian can independently review how staff have been treated 
having raised concerns where NHS trusts and foundation trusts may have 
failed to follow good practice, working with some of the bodies listed above to 
take action where needed. 
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APPENDIX 1 
 

A vision for raising concerns in the NHS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: Sir Robert Francis QC (2015) Freedom to Speak Up: an independent report 
into creating an open and honest reporting culture in the NHS. 
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APPENDIX 2 
 

EXAMPLES OF SERIOUS CONCERNS 
 

The list below is not meant to be exhaustive but provide examples of the type 
of concerns that should be raised by an employee should they become aware 
of them. 

 
• Breach of the law 
• Miscarriage of justice 
• Malpractice or ill treatment of a service user, client, customer by a member of 

staff 
• Repeated ill treatment of a person who uses our service, despite a complaint 

being made 
• Sexual or physical abuse of a person who uses our services 
• Where an employee is concerned that any child(ren) or vulnerable adult(s) 

is/are being placed at risk of harm or abuse by another employee and the 
Employee with the concern has not felt able to name the employee involved 
through following the normal safeguarding policy or procedures due to their 
situation in the workplace. 

• A criminal offence has been committed, is being committed or is likely to be 
committed. 

• Suspected fraud or misuse of public funds (e.g. theft, deception) 
• Disregard for legislation, particularly but not limited to health and safety at 

work. 
• The environment has been, or is likely to be, damaged. 
• Breach of standing financial instructions. 
• Showing undue favour over a contractual matter or to a job applicant. 
• A breach of a code of conduct. 
• Information on any of the above has been, is being, or is likely to be 

concealed. 
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APPENDIX 3 
 

INDEPENDENT/PROFESSIONAL ADVICE AND REFERENCE POINTS 
 

Employees may wish to refer to the following in seeking further advice and/or 
reference to relevant and appropriate information and guidance: 

 
1. Professional & Representative Bodies: 

 
1.1 At any point either before raising the concern or at any stage in Whistle 

Blowing procedure an Employee may involve a Trade Union or Professional 
Association Representative (i.e.) GMC, RCN or NMC who will be able to 
provide help and advice. 

 
Support and advice is available from Public Concern at Work and the NAO 
Comptroller and Auditor General at the following addresses: 

 
Public Concern at Work 
3rd Floor, Bank Chambers 
6 - 10 Borough High Street 
London, 
SE1 9QQ 
TNel: 020 7404 6609 
WHebsite: http://www.pcaw.co.uk 
S 

The Comptroller and Auditor General 
National Audit Office 
157-197 Buckingham Palace Road 
London 
SW1W 9SP 
Telephone: 020 7798 7999 

 
2. NHS 

Employees can refer to the NHS Constitution for guidance 
https://www.gov.uk/government/publications/the-nhs-constitution-for- 
england/the-nhs-constitution-for-england 

 
2.2 NHS England considers a complaint to be any expression of dissatisfaction 

with a service they provide. This might arise from the actions of a member of 
staff, or from an area or programme of work carried out by NHS England. If 
an Employee has a complaint concerning the treatment or service provided by 
the NHS, they should contact NHS England: 

 
By telephone: 0300 311 2233 
By email: England.contactus@nhs.net 

 

Further information can be obtained from the NHS Employers website: 
http://www.nhsemployers.org/ 
or http://www.nhsemployers.org/practice/whistleblowing.cfm 

 

2.3 The NHS and Social Care Whistleblowing can be contacted via their Helpline: 

08000 724 725 or enquiries@wbhelpline.org.uk 
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2.4 The Care Quality Commission can be contacted via: 
By telephone: 03000 616161 
By email: enquiries@cqc.org.uk 
Further information can be obtained from their website http://www.cqc.org.uk/ 

 

2.5 NHS Employers together with the Independent Healthcare Advisory Services 
(IHAS) has issued some Guidance in July 2013 for employers which focuses 
on sharing information about healthcare Employees where a risk to public or 
patient safety has been identified 
https://www.nhsemployers.org/- 
/media/Employers/Documents/SiteCollectionDocuments/Guidance-on-sharing- 
information-on-healthcare-workers-July-2013.pdf 

 

2.6 The following publication is a point of reference - Joint Social Partnership 
Forum and Public Concern at Work Publication – Speak Up For A Healthy 
NHS – How to Implement and Review Whistleblowing Arrangements in your 
Organisation http://www.pcaw.org.uk/files/SpeakupNHS.pdf 

 

3. HR Advice 
 

The Chartered Institute of Personnel & Development (CIPD) provides a 
wealth of legislative and practitioner information covering whistleblowing and 
related topics. 
http://www.cipd.co.uk/hr-resources/employment-law-faqs/whistleblowing- 
legislation.aspx 

 

4. Other Public Bodies and Independent Advice 
 

Independent advice can be sought from: 
 

Public Concern at Work at any stage of the process. http://www.pcaw.co.uk/ 
 

The Home Office - Disclosure and Barring Service: 
https://www.gov.uk/disclosure-barring-service-check/contact-disclosure-and- 
barring-service 

 

The Health and Safety Executive 0845 345 0055 
The Environment Agency 08708 506 506 
National Benefit Fraud Hotline 0800 854 440 
Customs and Excise 0800 595 000 
Audit Commission (Public Interest Disclosure Line) 0845 5052 2646 

 
5. Fraud Bribery and Corruption 

 
 

If an Employee suspects any fraudulent or corrupt activity or practice then he 
or she should refer to the CCG’s separate Anti-Fraud, Bribery and Corruption 
Policy for guidance. 

 
As a minimum they should make a note of all details and either: 
• Contact the CCG’s Local Counter Fraud Specialist for advice on 01709 

428710 / or Claire.croft1@nhs.net. 
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• Ring the NHS Fraud and Corruption Reporting Line on 0800 028 40 60 or 
make an online report at https://cfa.nhs.uk/reportfraud ; or 

• Report their suspicions to the Chief Finance Officer as soon as possible on 
01709 302722 or at wendy.allott@rotherhamccg.nhs.uk 
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APPENDIX 4 
 

KEY LEGISLATIVE PROVISIONS 
 

• Employment Rights Act 1996 Section 103A 
• Employment Rights Act 1996 Sections 43A to 43L 
• Enterprise and Regulatory Reform Act 2013 – Whistle blowing 
• Management of Health and Safety at Work Regulations 1999 (SI 1999/3242) 

Regulation 14 
• Police Reform Act 2002 Section 37 
• Public Interest Disclosure Act 1998 
• Public Interest Disclosure (Compensation) Order 1999 (SI 1999/1548) 
• Public Interest Disclosure (Prescribed Persons) Order 1999 (SI 1999/1549) 
• Public Interest Disclosure (Prescribed Persons) (Amendment) Order 2003 (SI 

2003/1993) 
• Public Interest Disclosure (Prescribed Persons) (Amendment) Order 2004 (SI 

2004/3265) 
• Public Interest Disclosure (Prescribed Persons)(Amendment) Order 2005 (SI 

2005/2464) 
• The Employment Tribunals (Constitution and Rules of Procedure) 

(Amendment) Regulations 2010 (SI 2010/131) 
 

Enterprise and Regulatory Reform Act 2013 – specific provisions 
pertaining to Whistleblowing: 

 
• Section 43B of the Employment Rights Act 1996 has been amended so that 

an Employee who makes a disclosure will only be protected if the disclosure 
is in the ‘public interest’. The Enterprise and Regulatory Reform Act 2013 also 
takes away the requirement for a disclosure to be made in ‘good faith’. 
However, if the disclosure is not made in ‘good faith’ the employment tribunal 
will have the discretion to reduce any compensation awarded to the claimant 
by up to 25%. This will address the situation where a disclosure might be in 
the public interest but is made for an ulterior motive. 

• Employers are now vicariously liable for any detriment that one Employee 
received from another because they have made a protected disclosure. 
However, a statutory defence has also been added which will protect 
employers who take all reasonable steps to prevent any such detriment 
occurring. 

• There has also been a change to the scope of ‘employee’ for the purposes of 
making a whistleblowing claim. This will ensure that various NHS Employees 
who had been excluded from the legislation are now covered 

 
The above changes came into force on 25 June 2013 and do not apply to 
disclosures before then. 
Victimisation of employees who raise concerns reasonably and responsibly is 
prohibited under both the Public Interest Disclosure Act 1998 and reaffirmed 
through the Enterprise and Regulatory Reform Act 2013. 
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The above legislation gives Employees the right: 
 
• not to be penalised or put at any disadvantage, short of dismissal, by the 

employer as a result of making a protected disclosure; 
• to be automatically treated as having been unfairly dismissed if the reason for 

their dismissal was that they made a protected disclosure. 
 

The whistle-blowing provisions also address the matter of compensation for 
suffering disadvantage or unfair dismissal as a result of making a protected 
disclosure. 

 
The CCG will ensure that Employees receive the full rights and protections 
afforded them in law when making any such qualifying disclosure. 
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APPENDIX 5 
 

ASSOCIATED POLICIES 
 
 
 
Equality, Diversity and Human Rights Policy 
This policy outlines the CCG’s position with regard to the treatment of staff. 

 
Bullying and Harassment Policy 
Enables members of staff to address harassment and bullying in the workplace. 

 
Grievance Policy 
To raise issues of personal concern about the conduct of colleagues. 

 
Incident Management Policy 
To inform the CCG of any adverse incident or near miss. 

 
Conflicts of Interest Policy including Standards of Business Conduct and Gifts 
and Hospitality Policy 
This policy outlines responsibilities of all staff in the area of fraud, bribery and 
corruption. This is usually related to misuse of CCG resources. 

 
Safeguarding Policy incorporating Prevent and Mental Capacity Act 
This policy sets out the requirements for the statutory responsibilities for 
safeguarding vulnerable people be they children or adults 
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APPENDIX 6 

 
 
NHS Rotherham CCG Equality Impact Assessment 2014 

 
 
 
Title of policy or service Whistleblowing Policy 

 
Name and role of officers completing the 
assessment HR Lead 

 
Date assessment started/completed November 2014 

Updated May 2018 
 
 
 
 

1. Outline 
Give a brief summary of your policy or 
service 

• Aims 
• Objectives 
• Links to other policies, including partners, 

national or regional 

 
 
NHS Rotherham Clinical Commissioning Group recognises that it is essential 
that employees are empowered to raise matters of concern about healthcare 
matters sensibly and responsibly without fear of victimisation and in a manner 
consistent with their obligations as employees. 
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2. Gathering of Information 
This is the core of the analysis; what information do you have that indicates the policy or service might impact on protected 
groups, with consideration of the General Equality Duty. 

 
 

What key impact have you identified? 
What 
action do 

What difference will this make? 

Positive 
Impact 

Neutral 
impact 

Negative 
impact 

you need 
to take to 
address 
these 
issues? 

Human rights x 
Age x 
Carers x 
Disability x 
Sex x 
Race x 
Religion or belief x 
Sexual orientation x 
Gender reassignment x 
Pregnancy and x 
maternity 
Marriage and civil x 
partnership (only 
eliminating 
discrimination) 
Other relevant group 
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Please provide details on the actions you need to take below. 

 

3. Action plan 
 

Issues identified Actions required How will you measure 
impact/progress 

 
 
 
Timescale 

 
 

Officer 
responsibl 

e 
 

None 
 

 
 
 
 
 
 
 
 
 

4. Monitoring, Review and Publication 
When will the proposal be 
reviewed and by whom? Annually 

 

Lead Officer HR Manager Review 
date: 

 
 
 
 
 
August 2021 
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NHS Rotherham Clinical Commissioning Group 
 

Operational Executive – 18.05.18 
AQuA – 04.09.18 

Clinical Commissioning Group Governing Body -  05.09.18 

COI Policy – Update 
 

Lead Executive: Ruth Nutbrown – Assistant Chief Officer 
Lead Officer: Alison Hague – Corporate Support Manager 

Lead GP: Jason Page – SCE Vice chair, Governance lead 
 

Purpose: 
To update members as to the changes requested to the COI policy. 
Background: 
The Conflicts of Interest Policy was updated in February 2018.   The policy was audited by 
Internal Audit as part of the conflicts of Interest audit with the final report being received in April. 
Analysis of key issues and of risks 
Section 1.2 of the Internal Audit Report states: 
“We confirmed from our review of the CCG’s conflicts of Interest Policy ….. that section 5 refers 
to six monthly updates to the register. This differs from the process adopted by the CCG for an 
annual update which is in accordance with the new requirement of the statutory guidance.” 

 
Therefore Section 5 of the policy has been amended to an annual review.  The amendments 
have been made on track change. 

Patient, Public and Stakeholder Involvement: 
N/A 
Equality Impact: 
N/A 
Financial Implications: 
N/A 
Human Resource Implications: 
N/A 
Procurement: 
N/A 
Approval history: 
N/A 
Recommendations: 
AQuA for agreement and referral to GB for ratification. 
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1. Introduction to the Conflicts of Interest Policy 
 
“If conflicts of interest are not managed effectively by CCGs, confidence in the probity of commissioning 
decisions and the integrity of clinicians involved could be seriously undermined. However, with good planning 
and governance, CCGs should be able to avoid these risks.” 

Royal College of General Practitioners’ (RCGP) and NHS Confederation’s briefing 
paper on managing conflicts of interest, 

September 2011 
 
1.1 A conflict of interest occurs where an individual’s ability to exercise judgement, or act in a role, is or 
could be impaired or otherwise influenced by his or her involvement in another role or relationship. 

 
1.2. The Clinical Commissioning Group (CCG) manages conflicts of interest as part of its day-to-day 
activities. Effective handling of conflicts of interest is crucial to give confidence to patients, tax payers, 
providers and Parliament that CCG commissioning decisions are robust, fair and transparent and offer value 
for money. Failure to manage conflicts of interest severely undermines public trust in the NHS and can lead 
to legal challenge and even criminal action in the event of fraud, bribery and corruption. 

 
1.3 Section 14O of the National Health Service Act 2006 (as amended by the Health and Social Care Act 
2012) (“the Act”) sets out the minimum requirements of what both NHS England and CCGs must do in terms 
of managing conflicts of interest. 

 
1.4. NHS England Managing Conflicts of Interest in the NHS, Revised Statutory Guidance for CCGs 2017 
published 16th June 2017. This guidance aims to support CCGs to identify and manage conflicts of interest. 
A number of minor amendments have been made to ensure it is fully aligned with "Managing Conflicts of 
Interest in the NHS", which was published in February 2017. This guidance is a practical toolkit, which 
includes templates and case studies to support CCGs with conflicts of interest management. 

 
1.5 This Policy and Procedure aims to: 
 Safeguard clinically led commissioning, whilst ensuring objective investment decisions; 
 Enable commissioners to demonstrate that they are acting fairly and transparently and in the best 

interests of Rotherham patients and the local populations; 
 Uphold confidence and trust in the NHS; 
 Support commissioners to understand when conflicts (whether actual or potential) may arise and how to 

manage them if they do; 
 Be a practical resource to help NHS Rotherham Commissioners to identify conflicts of interest and 

appropriately manage them; and 
 Ensure that the CCG operates within the legal framework. 

 
2. Introduction to the Standards of Business Conduct Policy 

 
2.1 The Standards of Business Conduct Policy seeks to describe the public service values, which underpin 
the work of the NHS and to reflect current guidance and best practice to which all individuals within the 
Rotherham CCG must have regard in their work for the CCG. 

 
2.2 The RCCG aspires to the highest standards of corporate behaviour and responsibility.  All RCCG staff 
and representatives of the Group are required to comply with this policy. 

 
2.3 The Code of Conduct and Code of Accountability in the NHS (second revision July 2004) sets out the 
following three public service values which are central to the work of RCCG: 

 
• Accountability – everything done by those who work in the NHS must be able to stand the test of 

parliamentary scrutiny, public judgment on propriety and professional codes of conduct 
• Probity – there should be an absolute standard of honesty in dealing with the assets of the NHS: integrity 

should be the hallmark of all personal conduct in decisions affecting patients, officers and members and 
suppliers, and in the use of information acquired in the course of NHS duties 

• Openness – there should be sufficient transparency about NHS activities to promote confidence between 
the RCCG and its staff, patients and the public. 
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2.4 In addition, all individuals within the RCCG must abide by the Seven Principles of Public Life as set out 
by the Committee on Standards in Public Life and set out in the Constitution. 

 
2.5 This Policy applies to: 
• RCCG GPs who are on the payroll 
• Executive Officers 
• Lay members 
• Governing Body members 
• Employees (whether their remit is clinical or corporate) 
• Students and trainees (including apprentices) 
• Agency staff engaged by the RCCG and 
• Secondees. 

 
(Referred to collectively in this policy as RCCG staff). 

 

 
 
3. Definition of an Interest 

 
A conflict of interest occurs where an individual’s ability to exercise judgement, or act in a role is, could be, or 
is seen to be impaired or otherwise influenced by his or her involvement in another role or relationship. In 
some circumstances, it could be reasonably considered that a conflict exists even when there is no actual 
conflict. In these cases it is important to still manage these perceived conflicts in order to maintain public 
trust. 

 
An individual does not need to exploit his or her position or obtain an actual benefit, financial or otherwise, for 
a conflict of interest to occur. 

 
Conflicts of interest can arise in many situations, environments and forms of commissioning, with an 
increased risk in primary care commissioning, out-of hours commissioning and involvement with integrated 
care organisations, as clinical commissioners may here find themselves in a position of being at once 
commissioner and provider of primary medical services. Conflicts of interest can arise throughout the whole 
commissioning cycle from needs assessment, to procurement exercises, to contract monitoring. 

 
Interests can be captured in four different categories: 

 
3.1 Financial Interests: 

 
This is where an individual may get direct financial benefits from the consequences of a commissioning 
decision. This could include being: 

 
• A director, including a non-executive director, or senior employee in a private company or public limited 

company or other organisation which is doing, or which is likely, or possibly seeking to do, business with 
health or social care organisations; 

• A shareholder (or similar ownership interests), a partner or owner of a private or not-for-profit company, 
business, partnership or consultancy which is doing, or which is likely, or possibly seeking to do, 
business with health or social care organisations. 

• A Management consultant for a provider; 
 
This could also include an individual being: 
• In secondary employment; 
• In receipt of a grant from a provider; 
• In receipt of any payments (for example honoraria, one-off payments, day allowances or travel or 

subsistence) from a provider; 
• In receipt of research funding, including grants that may be received by the individual or any organisation 

in which they have an interest or role; and 
• Having a pension that is funded by a provider (where the value of this might be affected by the success 

or failure of the provider). 
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3.2 Non-Financial Professional Interests: 
 
This is where an individual may obtain a non-financial professional benefit from the consequences of a 
commissioning decision, such as increasing their professional reputation or status or promoting their 
professional career. This may include situations where the individual is: 
• An advocate for a particular group of patients; 
• A GP with special interests e.g., in dermatology, acupuncture etc. 
• A member of a particular specialist professional body (although routine GP membership of the RCGP, 

British Medical Association (BMA) or a medical defence organisation would not usually by itself amount 
to an interest which needed to be declared); 

• An advisor for the Care Quality Commission (CQC) or the National Institute for Health and Care 
Excellence (NICE); 

• A medical researcher. 
 
GPs and practice managers sitting on the governing body or committees of the CCG should declare details of 
their roles and responsibilities held within member practices of the CCG. 

 
3.3 Non-Financial Personal Interests: 

 
This is where an individual may benefit personally in ways which are not directly linked to their professional 
career and do not give rise to a direct financial benefit. This could include, for example, where the individual 
is: 
• A voluntary sector champion for a provider; 
• A volunteer for a provider; 
• A member of a voluntary sector board or has any other position of authority in or connection with a 

voluntary sector organisation; 
• Suffering from a particular condition requiring individually funded treatment; 
• A member of a lobby or pressure group with an interest in health. 

 
3.4 Indirect Interests: 

 
This is where an individual has a close association with an individual who has a financial interest, a non- 
financial professional interest or a non-financial personal interest in a commissioning decision (as those 
categories are described above). 

 
This should include: 
• Spouse / partner 
• Close relative e.g., parent, grandparent, child, grandchild or sibling; 
• Close friend; 
• Business partner. 

 
Whether an interest held by another person gives rise to a conflict of interests will depend upon the nature of 
the relationship between that person and the individual, and the role of the individual within the CCG. Annex 
A, sets out a non-exhaustive list of examples illustrating possible conflicts for these categories. 

 
The above categories and examples are not exhaustive and the CCG will exercise discretion on a case by 
case basis, having regard to the principles set out in the next section of this policy, in deciding whether any 
other role, relationship or interest which the public could perceive would impair or otherwise influence the 
individual’s judgement or actions in their role within the CCG should be declared and appropriately managed. 

 
4. Principles 

 
4.1 These principles are for those who are elected to CCG governing bodies, serve on CCG committees or 
take decisions where they are acting on behalf the public or spending public money. 

 
The CCG will observe the principles of good governance in the way it does business. These include: 

 
• The Nolan Principles 
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• The Good Governance Standards for Public Services (2004), Office for Public Management (OPM) and 
Chartered Institute of Public Finance and Accountancy (CIPFA); 

• The seven key principles of the NHS Constitution; 
• The Equality Act 2010; 
• The UK Corporate Governance Code; 
• Standards for members of NHS boards and CCG governing bodies in England 

 
4.2 All those with a position in public life should adhere to the Nolan principles which are: 

 
• Selflessness – Holders of public office should act solely in terms of the public interest. They should not 

do so in order to gain financial or other benefits for themselves, their family or their friends; 
• Integrity – Holders of public office should not place themselves under any financial or other obligation to 

outside individuals or organisations that might seek to influence them in the performance of their official 
duties; 

• Objectivity – In carrying out public business, including making public appointments, awarding contracts, 
or recommending individuals for rewards and benefits, holders of public office should make choices on 
merit; 

• Accountability – Holders of public office are accountable for their decisions and actions to the public 
and must submit themselves to whatever scrutiny is appropriate to their office; 

• Openness – Holders of public office should be as open as possible about all the decisions and actions 
they take. They should give reasons for their decisions and restrict information only when the wider 
public interest clearly demands; 

• Honesty – Holders of public office have a duty to declare any private interests relating to their public 
duties and to take steps to resolve any conflicts arising in a way that protects the public interest; 

• Leadership – Holders of public office should promote and support these principles by leadership and 
example. 

 
4.3 In addition, to support the management of conflicts of interest, the CCG will: 

 
• Do business appropriately: Conflicts of interest become much easier to identify, avoid and/or manage 

when the processes for needs assessments, consultation mechanisms, commissioning strategies and 
procurement procedures are right from the outset, because the rationale for all decision-making will be 
clear and transparent and should withstand scrutiny; 

 
• Be proactive, not reactive: Commissioners should seek to identify and minimise the risk of conflicts of 

interest at the earliest possible opportunity; 
 
• Be balanced and proportionate: Rules should be clear and robust but not overly prescriptive or 

restrictive. They should ensure that decision-making is transparent and fair whilst not being overly 
constraining, complex or cumbersome. 

 
• Be transparent: Document clearly the approach and decisions taken at every stage in the 

commissioning cycle so that a clear audit trail is evident. 
 
• Create an environment and culture where individuals feel supported and confident in declaring relevant 

information and raising any concerns. 
 
4.4 In addition to the above, the CCG will bear in mind: 

 
• A perception of wrongdoing, impaired judgement or undue influence can be as detrimental as any of 

them actually occurring; 
• If in doubt, it is better to assume the existence of a conflict of interest and manage it appropriately rather 

than ignore it; 
• For a conflict of interest to exist, financial gain is not necessary. 

 
5. Declaring Conflicts of Interest 
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5.1 Statutory Requirements 
 
CCGs must make arrangements to ensure individuals declare any conflict or potential conflict in relation to a 
decision to be made by the group as soon as they become aware of it, and in any event within 28 days. 
CCGs must record the interest in the registers as soon as they become aware of it. 

 
The CCG will ensure that, as a matter of course, declarations of interest are made and regularly confirmed or 
updated. This includes the following circumstances: 

 
• On appointment: Applicants for any appointment to the CCG or its governing body will be asked to 

declare any relevant interests. When an appointment is made, a formal declaration of interests will again 
be made and recorded. 

• At meetings: All attendees will be asked to declare any interest they have in any agenda item before it is 
discussed or as soon as it becomes apparent. Even if an interest is declared in the register of interests, it 
will be declared in meetings where matters relating to that interest are discussed. Declarations of interest 
will be recorded in minutes of meetings. 

• Six-monthlyAnnually : The CCG will have systems in place to satisfy ourselves on an annual six- 
monthly basis that our  register of interests is accurate and up-to-date. Declarations of interest will be 
obtained from all relevant individuals every six monthsannually and where there are no interests or 
changes to declare, a “nil return” should  be recorded. 

• On changing role, responsibility or circumstances: Whenever an individual’s role, responsibility or 
circumstances change in a way that affects the individual’s interests (e.g., where an individual takes on a 
new role outside the CCG or enters into a new business or relationship), a further declaration should be 
made to reflect the change in circumstances as soon as possible, and in any event within 28 days. This 
could involve a conflict of interest ceasing to exist or a new one materialising. It should be made clear to 
all individuals who are required to make a declaration of interests that if their circumstances change, it is 
their responsibility to make a further declaration as soon as possible and in any event within 28 days, 
rather than waiting to be asked. It should also be clear who such individuals should formally notify, and 
how that team or person can be contacted. 

 
5.2 Whenever interests are declared they should be promptly reported to: 

Ruth Nutbrown, Assistant Chief Officer 
 
A declaration on interest’s template can be found at Annex A it also sets out a non-exhaustive list of 
examples illustrating possible conflicts for these categories on the back. 

 
6. Registers of Conflicts of Interests 

 
6.1 Statutory Requirements 

 
‘CCGs must maintain one or more registers of interest of: the members of the group, members of its 
governing body, members of its committees or sub-committees of its governing body, and its employees. 
CCGs must publish, and make arrangements to ensure that members of the public have access to, these 
registers on request’ 

 
“Managing Conflicts of Interest:  Revised Statutory Guidance for CCGs 2017” 

 

 
 
6.2 Register(s) of interest will be maintained for: 

 
• All full and part time staff; 
• Any staff on sessional or short term contracts; 
• Any students and trainees (including apprentices); 
• Agency staff; and 
• Seconded staff 
• In addition, any self-employed consultants or other individuals working for the CCG under a contract for 

services should make a declaration of interest in accordance with this guidance, as if they were CCG 
employees. 
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Members of the governing body: All members of the CCG’s committees, sub-committees/sub- 
groups, including: 

 
• Co-opted members; 
• Appointed deputies; and 
• Any members of committees/groups from other organisations. 

 
Where the CCG is participating in a joint committee alongside other CCGs, any interests which are declared 
by the committee members should be recorded on the register(s) of interest of each participating CCG. 

 
All members of the CCG (i.e., each practice) 
This includes each provider of primary medical services which is a member of the CCG under Section 14O 
(1) of the 2006 Act. 

 
Declarations should be made by the following groups: 
• GP partners (or where the practice is a company, each director); 
• Any individual directly involved with the business or decision-making of the CCG. 

 
6.3 All interests declared will be promptly transferred to the relevant CCG register(s), An interest will remain 
on the public register for a minimum of 6 months after the interest has expired. In addition, the CCG will retain 
a private record of historic interests for a minimum of 6 years after the date on which it expired. 

 
6.4 The CCG will publish the registers on the CCGs Website for decision making staff only. 
The CCG’s published register of interests will state that historic interests are retained by the CCG for the 
specified timeframe, with details of whom to contact to submit a request for this information. 

 
6.5 Individuals will declare any conflict or potential conflict in relation to a decision to be made by the group 
as soon as they become aware of it, and in any event within 28 days. The CCG will record the interest in the 
registers as soon as the CCG becomes aware of it. 

 
A register of interest(s) template can be found at Annex B. 

 
7. Declarations of Gifts & Hospitality 

 
7.1 The CCG will maintain one register of gifts and hospitality. The CCG will ensure that robust processes 
are in place to ensure that all CCG employees, Governing Body or Committee members and CCG members 
do not accept gifts or hospitality or other benefits, which might reasonably be seen to compromise their 
professional judgement or integrity. 

 
7.2 All individuals need to consider the risks associated with accepting offers of gifts, hospitality and 
entertainment when undertaking activities for or on behalf of the CCG or their GP practice. This is especially 
important during procurement exercises, as the acceptance of gifts could give rise to real or perceived 
conflicts of interests, or accusations of unfair influence, collusion or canvassing. 

 
7.3 Gifts 

 
A 'gift' is defined as any item of cash or goods, or any service, which is provided for personal benefit, free of 
charge or at less than its commercial value. 

 
All gifts of any nature offered to CCG staff, governing body and committee members and individuals within 
GP member practices by suppliers or contractors linked (currently or prospectively) to the CCG’s business 
should be declined, whatever their value. 

 
The person to whom the gifts were offered should also declare the offer so the offer which has been declined 
can be recorded on the register. 

 
Gifts offered from other sources should also be declined if accepting them might give rise to perceptions of 
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bias or favouritism, and a common sense approach should be adopted as to whether or not this is the case. 
The only exceptions to the presumption to decline gifts relates to items of little financial value (i.e., less than 
£6) such as diaries, calendars, stationery and other gifts acquired from meetings, events or conferences, and 
items such as flowers and small tokens of appreciation from members of the public to staff for work well 
d o n e . Gifts of this nature do not need to be declared nor recorded on the register. 

 
Any personal gift of cash or cash equivalents (e.g. vouchers, tokens, offers of remuneration to attend 
meetings whilst in a capacity working for or representing the CCG) must always be declined, whatever their 
value and whatever their source, and the offer which has been declined must be declared and recorded on 
the register. 

 
As a general principle, permission from the CCG will need to be gained if there is any financial gain resulting 
from external work where use of RCCG time or title is involved (e.g. speaking at training events/conferences, 
writing articles etc) and/or which is connected with RCCG business. Permission needs to be granted by your 
appropriate Executive Officer (Chief Officer, Deputy Chief Officer or Chief Finance Officer). 

 
The CCG will publish the registers on the CCGs Website. 

 
8. Hospitality 

 
A blanket ban on accepting or providing hospitality is neither practical nor desirable from a business point of 
view. However, individuals should be able to demonstrate that the acceptance or provision of hospitality 
would benefit the NHS or CCG. 

 
Modest hospitality provided in normal and reasonable circumstances may be acceptable, although it should 
be on a similar scale to that which the CCG might offer in similar circumstances (e.g., tea, coffee, light 
refreshments at meetings). A common sense approach should be adopted as to whether hospitality offered is 
modest or not. Hospitality of this nature does not need to be declared nor recorded on the register, unless it  
is offered by suppliers or contractors linked (currently or prospectively) to the CCG’s business in which case 
all such offers (whether or not accepted) should be declared and recorded. 

 
There is a presumption that offers of hospitality which go beyond modest or of a type that the CCG itself 
might offer, should be politely refused. A non-exhaustive list of examples includes: 

 
• Hospitality of a value of above £25; and 
• Offers of foreign travel and accommodation. 

 
There may be some limited and exceptional circumstances where accepting the types of hospitality referred 
to in this paragraph may be contemplated. Express prior approval should be sought from a senior member of 
the CCG (e.g. the CCG governance lead or equivalent) before accepting such offers, and the reasons for 
acceptance should be recorded in the CCGs register of gifts and hospitality. 

 
Hospitality of this nature should be declared and recorded on the register, whether accepted or not. In 
addition, particular caution should be exercised where hospitality is offered by suppliers or contractors linked 
(currently or prospectively) to the CCG’s business. Offers of this nature can be accepted if they are modest 
and reasonable but advice should always be sought from a senior member of the CCG as there may be 
particular sensitivities, for example if a contract re-tender is imminent. All offers of hospitality from actual or 
prospective suppliers or contractors (whether or not accepted) should be declared and recorded. 

 
9. Commercial Sponsorship 

 
CCG staff, governing body and committee members, and GP member practices may be offered commercial 
sponsorship for courses, conferences, post/project funding, meetings and publications in connection with the 
activities which they carry out for or on behalf of the CCG or their GP practices 

 
All such offers (whether accepted or declined) must be declared so that they can be included on the CCG’s 
register of interest, and the Assistant Chief Officer can provide advice on whether or not it would be 
appropriate to accept any such offers. If such offers are reasonably justifiable and otherwise in accordance 
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with this statutory guidance then they may be accepted. 
 
Notwithstanding the above, acceptance of commercial sponsorship should not in any way compromise 
commissioning decisions of the CCG or be dependent on the purchase or supply of goods or services. 
Sponsors should not have any influence over the content of an event, meeting, seminar, publication or  
training event. The CCG will not endorse individual companies or their products. It will be made clear that the 
fact of sponsorship does not mean that the CCG endorses a company’s products or services. During dealings 
with sponsors there must be no breach of patient or individual confidentiality or data protection 
legislation. Furthermore, no information should be supplied to a company for their commercial gain unless 
there is a clear benefit to the NHS. As a general rule, information which is not in the public domain should not 
normally be supplied. 

 
A template for declaration of Gifts and Hospitality can be found at Annex C. 

 
10. Publication of Registers 

 
The CCG will publish the register(s) of interest and register(s) of Gifts and Hospitality, referred to above, and 
the Register of procurement decisions described below, in a prominent place on the CCG’s website. 

 
The Register of Procurement Decisions will be updated by the Assistant Chief Officer. 

 
In exceptional circumstances, where the public disclosure of information could give rise to a real risk of harm 
or is prohibited by law, an individual’s name and/or other information may be redacted from the publicly 
available register(s). Where an individual believes that substantial damage or distress may be caused, to 
him/herself or somebody else by the publication of information about them, they are entitled to request that 
the information is not published. 

 
Such requests must be made in writing. Decisions not to publish information must be made by the Conflicts 
of Interest Guardian for the CCG, who should seek appropriate legal advice where required, and the CCG 
should retain a confidential un-redacted version of the register(s). 

 
All persons who are required to make a declaration of interest(s) or a declaration of gifts or hospitality should 
be made aware that the register(s) will be published in advance of publication. This will be done by the 
provision of a fair processing notice that details the identity of the data controller, the purposes for which the 
registers are held and published, and contact details for the data protection officer. This information should 
additionally be provided to individuals identified in the registers because they are in a relationship with the 
person making the declaration. 

 
The register(s) of interests (including the register of gifts and hospitality) will be published as part of the 
CCG’s Annual Report and Annual Governance Statement. 

 
A web link to the CCG’s registers is acceptable. 

 
11. Maintaining a Register of Gifts and Hospitality (cross Reference Standards of Business Conduct) 

 
All hospitality or gifts accepted regardless of value will be recorded in the Hospitality register as soon as is 
reasonably practicable held by: 

 
Ruth Nutbrown, Assistant Chief Officer, 01709 302107, ruth.nutbrown@rotherhamccg.nhs.uk. 

 

A Template for a register of Gifts and Hospitality can be found at Annex D 
 
12. Appointments and Roles and Responsibilities in the CCG 

 
Everyone in a CCG has responsibility to appropriately manage conflicts of interest. 

 
13. Secondary Employment 
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The CCG will take all reasonable steps to ensure that employees, committee members, contractors and 
others engaged under contract are aware of the requirement to inform the CCG if they are employed or 
engaged in, or wish to be employed or engage in, any employment or consultancy work in addition to their 
work with the CCG. The purpose of this is to ensure that the CCG is aware of any potential conflict of 
interest. Examples of work which might conflict with the business of the CCG, including part-time, temporary 
and fixed term contract work, include: 

 
• Employment with another NHS body; 
• Employment with another organisation which might be in a position to supply goods/services to the CCG; 
• Directorship of a GP federation; and 
• Self-employment, including private practice, in a capacity which might conflict with the work of the CCG 

or which might be in a position to supply goods/services to the CCG. 
 
The CCG requires that individuals obtain prior permission to engage in secondary employment, and reserve 
the right to refuse permission where it believes a conflict will arise which cannot be effectively managed. The 
CCG will ensure that they have clear and robust organisational policies in place to manage issues arising 
from secondary employment. In particular, it is unacceptable for pharmacy advisers or other advisers, 
employees or consultants to the CCG on matters of procurement to themselves be in receipt of payments 
from the pharmaceutical or devices sector. 

 
14. Appointing Governing Body or Committee Members and Senior Employees 

 
On appointing governing body, committee or sub-committee members and senior staff, The CCG will need to 
consider whether conflicts of interest should exclude individuals from being appointed to the relevant role. 
This will need to be considered on a case-by-case basis. 

 
The CCG will assess the materiality of the interest, in particular whether the individual (or any person with 
whom they have a close association) could benefit (whether financially or otherwise) from any decision the 
CCG might make. This will be particularly relevant for governing body, committee and sub-committee 
appointments, but should also be considered for all employees and especially those operating at senior level. 

 
The CCG will determine the extent of the interest and the nature of the appointee’s proposed role within the 
CCG. If the interest is related to an area of business significant enough that the individual would be unable to 
operate effectively and make a full and proper contribution in the proposed role, then that individual should 
not be appointed to the role. 

 
Any individual who has a material interest in an organisation which provides, or is likely to provide,   
substantial services to the CCG (whether as a provider of healthcare or commissioning support services, or 
otherwise) should recognise the inherent conflict of interest risk that may arise and should not be a member 
of the governing body or of a committee or sub-committee of the CCG, in particular if the nature and extent of 
their interest and the nature of their proposed role is such that they are likely to need to exclude themselves 
from decision-making on so regular a basis that it significantly limits their ability to effectively perform that 
role.  Specific considerations in relation to delegated or joint commissioning of primary care are set out below. 

 
The CCG has set out in their constitution a statement of the conduct expected of individuals involved in the 
CCG, e.g. members of the governing body, members of committees, and employees, which reflect the 
safeguards in this guidance. This reflects the expectations set out in the Standards for Members of NHS 
Boards and Clinical Commissioning Groups. 

 
15. CCG Lay Members 

 
Lay members play a critical role in CCGs, providing scrutiny, challenge and an independent voice in support 
of robust and transparent decision-making and management of conflicts of interest. They chair a number of 
CCG committees, including the Audit Committees and Primary Care Committees. 

 
By statute, CCGs must have at least two lay members (one of whom must have qualifications, expertise or 
experience such as to enable the person to express informed views about financial management and audit 
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matters and serve as the chair of the audit committee; and the other, knowledge of the geographical area 
covered in the CCG’s constitution such as to enable the person to express informed views about the 
discharge of the CCG’s functions. 

 
Rotherham CCG has got delegated authority to commission Primary Care services and therefore will have a 
third Lay member with a responsibility for Primary Care. 

 
All 3 Lay Members will sit on the Primary Care Committee. Quorate will be 2 Lay members 

 
16. Conflicts of Interest Guardian 

 
The CCG has a Conflicts of Interest Guardian (akin to a Caldicott Guardian). This role is undertaken by the 
Chair of Audit, Quality and Assurance Sub Committee (AQuA). 

 
The Chair will be supported by the Assistant Chief Officer, who has responsibility for the day-to-day 
management of conflicts of interest matters and queries. The Assistant Chief Officer will keep the Conflicts of 
Interest Guardian well briefed on conflicts of interest matters and issues arising. 

 
The Conflicts of Interest Guardian should, in collaboration with the Assistant Chief Officer: 
• Act as a conduit for GP practice staff, members of the public and healthcare professionals who have any 

concerns with regards to conflicts of interest; 
• Be a safe point of contact for employees or workers of the CCG to raise any concerns in relation to this 

policy; 
• Support the rigorous application of conflict of interest principles and policies; 
• Provide independent advice and judgment where there is any doubt about how to apply conflicts of 

interest policies and principles in an individual situation; 
• Provide advice on minimising the risks of conflicts of interest. 

 
Whilst the Conflicts of Interest Guardian has an important role within the management of conflicts of interest, 
executive members of the CCG’s governing body have an on-going responsibility for ensuring the robust 
management of conflicts of interest, and all CCG employees, governing body and committee members and 
member practices will continue to have individual responsibility in playing their part on an ongoing and daily 
basis. 

 
17. Primary Care Committee Chair 

 
The primary care committee has a lay chair and lay vice chair, to ensure appropriate oversight and 
assurance, and to ensure the CCG audit chair’s position as Conflicts of Interest Guardian is not 
compromised, the audit chair should not hold the position of chair of the primary care committee. This is 
because CCG audit chairs would conceivably be conflicted in this role due to the requirement that they attest 
annually to the NHS England Board that the CCG has: 

 
• Had due regard to the statutory guidance on managing conflicts of interest; and 
• Implemented and maintained sufficient safeguards for the commissioning of primary care. 

 
CCG audit chairs can however serve on the primary care commissioning committee provided appropriate 
safeguards are put in place to avoid compromising their role as Conflicts of Interest Guardian. 

 
Ideally the CCG audit chair would also not serve as vice chair of the primary care commissioning committee. 
However, if this is required due to specific local circumstances (for example where there is a lack of other 
suitable lay candidates for the role), this will need to be clearly recorded and appropriate further safeguards 
may need to be put in place to maintain the integrity of their role as Conflicts of Interest Guardian in 
circumstances where they chair all or part of any meetings in the absence of the primary care commissioning 
committee chair. 

18. Managing Conflicts of Interest at Meetings 

18.1Statutory Requirements 
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CCGs must make arrangements for managing conflicts of interest, and potential conflicts of interest, in such 
a way as to ensure that they do not, and do not appear to, affect the integrity of the group’s decision making. 

 
The CCG will review their governance structures and policies for managing conflicts of interest on a regular 
basis to ensure that they reflect the guidance and are appropriate. This will include consideration of the 
following: 

 
• The make-up of the governing body and committee structures and processes for decision-making; 
• Whether there are sufficient management and internal controls to detect breaches of the CCG’s conflicts 

of interest policy, including appropriate external oversight and adequate provision for raising concerns 
under this policy; 

• How non-compliance with policies and procedures relating to conflicts of interest will be managed 
(including how this will be addressed when it relates to contracts already entered into); and 

• Identifying and implementing training or other programmes to assist with compliance. 
 
18.2 Chairing Arrangements and Decision-Making Processes 

 
The chair of a meeting of the CCG’s governing body or any of its committees, sub-committees or groups has 
ultimate responsibility for deciding whether there is a conflict of interest and for taking the appropriate course 
of action in order to manage the conflict of interest. 

 
In the event that the chair of a meeting has a conflict of interest, the vice chair is responsible for deciding the 
appropriate course of action in order to manage the conflict of interest. If the vice chair is also conflicted then 
the remaining non-conflicted voting members of the meeting should agree between themselves how to 
manage the conflict(s). 

 
In making such decisions, the chair (or vice chair or remaining non-conflicted members as above) may wish 
to consult with the Conflicts of Interest Guardian or another member of the governing body. 

 
It is good practice for the chair, with support from the Assistant Chief Officer and, if required, the Conflicts of 
Interest Guardian, to proactively consider ahead of meetings what conflicts are likely to arise and now they 
should be managed, including taking steps to ensure that supporting papers for particular agenda items of 
private sessions/meetings are not sent to conflicted individuals in advance of the meeting where relevant. 

 
To support chairs in their role, they will have access to the declaration of interest register prior to meetings, 
which should include details of any declarations of conflicts which have already been made by members of 
the group. 

 
The chair should ask at the beginning of each meeting if anyone has any conflicts of interest to declare in 
relation to the business to be transacted at the meeting. Each member of the group should declare any 
interests which are relevant to the business of the meeting whether or not those interests have previously 
been declared. Any new interests which are declared at a meeting must be included on the CCG’s relevant 
register of interests to ensure it is up-to-date. 

 
Similarly, any new offers of gifts or hospitality (whether accepted or not) which are declared at a meeting 
must be included on the CCG’s register of gifts and hospitality to ensure it is up-to-date. 

 
It is the responsibility of each individual member of the meeting to declare any relevant interests which they 
may have. However, should the chair or any other member of the meeting be aware of facts or circumstances 
which may give rise to a conflict of interests but which have not been declared then they should bring this to 
the attention of the chair who will decide whether there is a conflict of interest and the appropriate course of 
action to take in order to manage the conflict of interest. 

 
When a member of the meeting (including the chair or vice chair) has a conflict of interest in relation to one or 
more items of business to be transacted at the meeting, the chair (or vice chair or remaining non- conflicted 
members where relevant) must decide how to manage the conflict. The appropriate course of action will 
depend on the particular circumstances, but could include one or more of the following: 
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• Where the chair has a conflict of interest, deciding that the vice chair (or another non-conflicted member 
of the meeting if the vice chair is also conflicted) should chair all or part of the meeting; 

• Requiring the individual who has a conflict of interest (including the chair or vice chair if necessary) not to 
attend the meeting; 

• Ensuring that the individual concerned does not receive the supporting papers or minutes of the meeting 
which relate to the matter(s) which give rise to the conflict; 

• Requiring the individual to leave the discussion when the relevant matter(s) are being discussed and 
when any decisions are being taken in relation to those matter(s). In private meetings, this could include 
requiring the individual to leave the room and in public meetings to either leave the room or join the 
audience in the public gallery; 

• Allowing the individual to participate in some or all of the discussion when the relevant matter(s) are 
being discussed but requiring them to leave the meeting when any decisions are being taken in relation 
to those matter(s). This may be appropriate where, for example, the conflicted individual has important 
relevant knowledge and experience of the matter(s) under discussion, which it  would be of benefit for 
the meeting to hear, but this will depend on the nature and extent of the interest which has been 
declared; 

• Noting the interest and ensuring that all attendees are aware of the nature and extent of the interest, but 
allowing the individual to remain and participate in both the discussion and in any decisions. This is only 
likely to be the appropriate course of action where it is decided that the interest which has been declared 
is either immaterial or not relevant to the matter(s) under discussion. The conflicts of interest case 
studies include examples of material and immaterial conflicts of interest. 

 
18.3 Primary Care Committee and Sub-Committee 

 
Rotherham CCG has delegated responsibility for commissioning general practice services. 

 
The CCG must establish a primary care commissioning committee for the discharge of their primary medical 
services functions. This committee should be separate from the CCG governing body. The interests of all 
primary care commissioning committee members must be recorded on the CCG’s register(s) of interests. 

 
The primary care committee should be a committee established by the CCG. 

 
As a general rule, meetings of the primary care committee, including the decision-making and deliberations 
leading up to the decision, should be held in public unless the CCG has concluded it is appropriate to exclude 
the public where it would be prejudicial to the public interest to hold that part of the meeting in public. 

 
Examples of where it may be appropriate to exclude the public include: 
• Information about individual patients or other individuals which includes sensitive personal data is to be 

discussed 
• Commercially confidential information is to be discussed, for example the detailed contents of a 

provider’s tender submission; 
• Information in respect of which a claim to legal professional privilege could be maintained in legal 

proceedings is to be discussed 
• To allow the meeting to proceed without interruption and disruption. 

 
18.4 Membership of Primary Care Committees (for joint and delegated arrangements) 

 
CCGs can agree the full membership of their primary care commissioning committees, within the following 
parameters: 

 
• The primary care committee must be constituted to have a lay and executive majority, where lay refers to 

non-clinical. This ensures that the meeting will be quorate if all GPs had to withdraw from the decision- 
making process due to conflicts of interest. 

• The primary care committee should have a lay chair and lay vice chair. 
• GPs can, be members of the primary care committee to ensure sufficient clinical input, but must not be in 

the majority. CCGs may wish to consider appointing retired GPs or out-of-area GPs to the committee to 
ensure clinical input whilst minimising the risk of conflicts of interest. 

14  



• A standing invitation must be made to Health Watch representative and the local authority representative 
from the Health and Wellbeing Board to join the primary care committee as non- voting attendees, 
including, where appropriate, for items where the public is excluded for reasons of confidentiality. 

• Other individuals could be invited to attend the primary care committee on an ad-hoc basis to provide 
expertise to support with the decision-making process. 

 
The CCG could also consider reciprocal arrangements with other CCGs, for example exchanging GP 
representatives from their respective GP member practices, or sharing lay or executive members, in order to 
ensure a majority of lay and executive members and to support effective clinical representation within the 
primary care commissioning committee. 

 
18.5 Primary Care Commissioning Committee Decision-Making Processes and Voting Arrangements 

 
The primary care committee is a decision-making committee, which should be established to exercise the 
discharge of the primary medical services functions. 

 
The quorum requirements for primary care commissioning committee meetings must include a majority of lay 
and executive members in attendance with eligibility to vote. 

 
In the interest of minimising the risks of conflicts of interest, it is recommended that GPs do not have voting 
rights on the primary care committee. The arrangements do not preclude GP participation in strategic 
discussions on primary care issues, subject to appropriate management of conflicts of interest. They apply to 
decision-making on procurement issues and the deliberations leading up to the decision. 

 
Whilst sub-committees or sub-groups of the primary care committee can be established e.g., to develop 
business cases and options appraisals, ultimate decision-making responsibility for the primary medical 
services functions must rest with the primary care committee. For example, whilst a sub-group could develop 
an options appraisal, it should take the options to the primary care committee for their review and decision- 
making. CCGs should carefully consider the membership of sub-groups. The CCG should also consider 
appointing a lay member as the chair of the group. 

 
It is important that conflicts of interests are managed appropriately within sub-committees and sub-groups. As 
an additional safeguard, it is recommended that sub-groups submit their minutes to the primary care 
committee, detailing any conflicts and how they have been managed. The primary care committee should be 
satisfied that conflicts of interest have been managed appropriately in its sub- committees and take action 
where there are concerns. 

 
18.6 Minute-Taking 

 
It is imperative that the CCG ensure complete transparency in their decision-making processes through 
robust record-keeping. If any conflicts of interest are declared or otherwise arise in a meeting, the chair must 
ensure the following information is recorded in the minutes: 
• who has the interest; 
• the nature of the interest and why it gives rise to a conflict, including the magnitude of any interest; 
• the items on the agenda to which the interest relates; 
• how the conflict was agreed to be managed; and 
• evidence that the conflict was managed as intended (for example recording the points during the meeting 

when particular individuals left or returned to the meeting). 
 
19. Managing Conflicts of Interest through the Commissioning Cycle 

 
Conflicts of interest need to be managed appropriately throughout the whole commissioning cycle. At the 
outset of a commissioning process, the relevant interests of all individuals involved should be identified and 
clear arrangements put in place to manage any conflicts of interest. This includes consideration as to which 
stages of the process a conflicted individual should not participate in, and, in some circumstances, whether 
that individual should be involved in the process at all. 
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19.1 Designing Service Requirements 
 
The way in which services are designed can either increase or decrease the extent of perceived or actual 
conflicts of interest. Particular attention should be given to public and patient involvement in service 
development. 

 
Public involvement supports transparent and credible commissioning decisions. 
It should happen at every stage of the commissioning cycle from needs assessment, planning and 
prioritisation to service design, procurement and monitoring. CCGs have legal duties under the Act to 
properly involve patients and the public in their respective commissioning processes and decisions. 

 
19.2 Provider Engagement 

 
It is good practice to engage relevant providers, especially clinicians, in confirming that the design of service 
specifications will meet patient needs. This may include providers from the acute, primary, community, and 
mental health sectors, and may include NHS, third sector and private sector providers. Such engagement, 
done transparently and fairly, is entirely legal. However, conflicts of interest, as well as challenges to the 
fairness of the procurement process, can arise if a commissioner engages selectively with only certain 
providers (be they incumbent or potential new providers) in developing a service specification for a contract 
for which they may later bid.  CCGs should be particularly mindful of these issues when engaging with 
existing / potential providers in relation to the development of new care models and CCGs must ensure they 
comply with their statutory obligations including, but not limited to, their obligations under the National Health 
Service (Procurement, Patient Choice and Competition) (No 2) Regulations 2013 and the Public Contracts 
Regulations 2015. 

 
Provider engagement should follow the three main principles of procurement law, namely equal treatment, 
non-discrimination and transparency. This includes ensuring that the same information is given to all at the 
same time and procedures are transparent. This mitigates the risk of potential legal challenge. 

 
As the service design develops, it is good practice to engage with a range of providers on an on-going basis 
to seek comments on the proposed design e.g., via the commissioners website and/or via workshops with 
interested parties (ensuring a record is kept of all interaction). 

 
Engagement should help to shape the requirement to meet patient need, but it is important not to gear the 
requirement in favour of any particular provider(s). If appropriate, the advice of an independent clinical 
adviser on the design of the service should be secured. 

 
19.3 Specifications 

 
Commissioners should seek, as far as possible, to specify the outcomes that they wish to see delivered 
through a new service, rather than the process by which these outcomes are to be achieved. As well as 
supporting innovation, this helps prevent bias towards particular providers in the specification of services. 
However, they also need to ensure careful consideration is given to the appropriate degree of financial risk 
transfer in any new contractual model. 

 
Specifications should be clear and transparent, reflecting the depth of engagement, and set out the basis on 
which any contract will be awarded. 

 
19.4 Procurement and Awarding Grants 

 
The CCG will need to be able to recognise and manage any conflicts or potential conflicts of interest that may 
arise in relation to the procurement of any services or the administration of grants. “Procurement” relates to 
any purchase of goods, services or works and the term “procurement decision” should be understood in a 
wide sense to ensure transparency of decision making on spending public funds. The decision to use a single 
tender action, for instance, is a procurement decision and if it results in the commissioner entering into a new 
contract, extending an existing contract, or materially altering the terms of an existing contract, then it is a 
decision that should be recorded. 
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The CCG must comply with two different regimes of procurement law and regulation when commissioning 
healthcare services: the NHS procurement regime, and the European procurement regime: 
• The NHS procurement regime – the NHS (Procurement, Patient Choice and Competition (No.2)) 

Regulations 2013: made under S75 of the 2012 Act; apply only to NHS England and CCGs; enforced by 
NHS Improvement; and 

• The European procurement regime – Public Contracts Regulations 2015 (PCR 2105): incorporate the 
European Public Contracts Directive into national law; apply to all public contracts over the threshold 
value (€750,000, currently £589,148); enforced through the Courts. The general principles arising under 
the Treaty on the Functioning of the European Union of equal treatment, transparency, mutual 
recognition, non-discrimination and proportionality may apply even to public contracts for healthcare 
services falling below the threshold value if there is likely to be interest from providers in other member 
states. 

• Whilst the two regimes overlap in terms of some of their requirements, they are not the same – so 
compliance with one regime does not automatically mean compliance with the other. 

 
The National Health Service (Procurement, Patient Choice and Competition) (No.2) Regulations 201323 
state: 

 
CCGs must not award a contract for the provision of NHS health care services where conflicts, or potential 
conflicts, between the interests involved in commissioning such services and the interests involved in 
providing them affect, or appear to affect, the integrity of the award of that contract; and CCGs must keep a 
record of how it managed any such conflict in relation to NHS commissioning contracts it has entered into. 

The National Health Service (Procurement, Patient Choice and Competition) (No.2) Regulations 2013 
 
Paragraph 24 of PCR 2015 states: 
“Contracting authorities shall take appropriate measures to effectively prevent, identify and remedy conflicts 
of interest arising in the conduct of procurement procedures so as to avoid any distortion of competition and 
to ensure equal treatment of all economic operators”. Conflicts of interest are described as “any situation 
where relevant staff members have, directly or indirectly, a financial, economic or other personal interest 
which might be perceived to compromise their impartiality and independence in the context of the 
procurement procedure”. 

 
The Procurement, Patient Choice and Competition Regulations (PPCCR) place requirements on 
commissioners to ensure that they adhere to good practice in relation to procurement, run a fair, transparent 
process that does not discriminate against any provider, do not engage in anti-competitive behaviour that is 
against the interest of patients, and protect the right of patients to make choices about Patient Choice and 
Competition Regulations (PPCCR) place requirements on commissioners to ensure that they adhere to good 
practice in relation to procurement, run a fair, transparent process that does not discriminate against any 
provider, do not engage in anti-competitive behaviour that is against the interest of patients, and protect the 
right of patients to make choices about their healthcare. Furthermore the PPCCR places requirements on 
commissioners to secure high quality, efficient NHS healthcare services that meet the needs of the people 
who use those services. The PCR 2015 are focussed on ensuring a fair and open selection process for 
providers. 

 
An obvious area in which conflicts could arise is where a CCG commissions (or continues to commission by 
contract extension) healthcare services, including GP services, in which a member of the CCG has a 
financial or other interest. This may most often arise in the context of co-commissioning of primary care, 
particularly with regard to delegated commissioning, where GPs are current or possible providers 

 
A procurement checklist, provided in Annex G, sets out factors that the CCG should address when drawing 
up plans to commission general practice services. NHS England expect the use of this or a similar template 
to help the CCG in providing evidence of their deliberations on conflicts of interest. 

 
The CCG will be required to make the evidence of their management of conflicts publicly available, and the 
relevant information from the procurement template should be used to complete the register of procurement 
decisions. Complete transparency around procurement will provide: 
• Evidence that the CCG is seeking and encouraging scrutiny of its decision-making process; 
• A record of the public involvement throughout the commissioning of the service; 
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• A record of how the proposed service meets local needs and priorities for partners such as the Health 
and Wellbeing Board, Healthwatch and local communities; 

• Evidence to Audit Quality and Assurance Sub-Committee and internal and external auditors that a robust 
process has been followed in deciding to commission the service, in selecting the appropriate 
procurement route, and in addressing potential conflicts. 

 
External services such as commissioning support services (CSSs) can play an important role in helping the 
CCG decide the most appropriate procurement route, undertake procurements and manage contracts in 
ways that manage conflicts of interest and preserve the integrity of decision-making. When using a CSS, 
CCGs should have systems to assure themselves that a CSS’ business processes are robust and enable the 
CCG to meet its duties in relation to procurement (including those relating to the management of conflicts of 
interest). This would require the CSS to declare any conflicts of interest it may have in relation to the work 
commissioned by the CCG. 

 
A CCG cannot, however, lawfully delegate commissioning decisions to an external provider of commissioning 
support. Although CSSs are likely to play a key role in helping to develop specifications, preparing tender 
documentation, inviting expressions of interest and inviting tenders, the CCG itself will need to: 
• Determine and sign off the specification and evaluation criteria; 
• Decide and sign off decisions on which providers to invite to tender; and 
• Make final decisions on the selection of the provider. 

 
19.5 Register of Procurement Decisions 

 
The CCG need to maintain a register of procurement decisions taken, either for the procurement of a new 
service or any extension or material variation of a current contract. This must include: 
• The details of the decision; 
• Who was involved in making the decision (including the name of the CCG clinical lead, the CCG contract 

manager, the name of the decision making committee and the name of any other individuals with 
decision-making responsibility); 

• A summary of any conflicts of interest in relation to the decision and how this was managed 
• The award decision taken. 

 
The register of procurement decisions must be updated whenever a procurement decision is taken. A draft 
register is included at Annex H. The Procurement, Patient Choice and Competition Regulations 9(1) place a 
requirement on commissioners to maintain and publish on their website a record of each contract it awards. 
The register of procurement decisions should be made publicly available and easily accessible to patients 
and the public by: 

 
• Ensuring that the register is available in a prominent place on the CCG’s website; and 
• Making the register available upon request for inspection at the CCG’s headquarters. 

 
Although it is not a requirement to keep a register of services that may be procured in the future, it is good 
practice to ensure planned service developments and possible procurements are transparent and available 
for the public to see. 

 
19.6 Declarations of Interest for Bidders / Contractors 

 
As part of a procurement process, it is good practice to ask bidders to declare any conflicts of interest. This 
allows commissioners to ensure that they comply with the principles of equal treatment and transparency. 
When a bidder declares a conflict, the commissioners must decide how best to deal with it to ensure that no 
bidder is treated differently to any other. Please see Annex I for a declaration of interests for bidders/ 
contractors template. 

 
It will not usually be appropriate to declare such a conflict on the register of procurement decisions, as it may 
compromise the anonymity of bidders during the procurement process. However, commissioners should 
retain an internal audit trail of how the conflict or perceived conflict was dealt with to allow them to provide 
information at a later date if required. Commissioners are required under regulation 84 of the Public Contract 
Regulations 2015 to make and retain records of contract award decisions and key decisions that are made 
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during the procurement process (there is no obligation to publish them). Such records must include 
“communications with economic operators and internal deliberations” which should include decisions made in 
relation to actual or perceived conflicts of interest declared by bidders. These records must be retained for a 
period of at least three years from the date of award of the contract. 

 
19.7 Contract Monitoring 

 
The management of conflicts of interest applies to all aspects of the commissioning cycle, including contract 
management. 

 
Any contract monitoring meeting needs to consider conflicts of interest as part of the process i.e., the chair of 
a contract management meeting should invite declarations of interests; record any declared interests in the 
minutes of the meeting; and manage any conflicts appropriately and in line with this guidance. This equally 
applies where a contract is held jointly with another organisation such as the Local Authority or with other 
CCGs under lead commissioner arrangements. 

 
The individuals involved in the monitoring of a contract should not have any direct or indirect financial, 
professional or personal interest in the incumbent provider or in any other provider that could prevent them, 
or be perceived to prevent them, from carrying out their role in an impartial, fair and transparent manner. 

 
The CCG should be mindful of any potential conflicts of interest when they disseminate 

 
20. CCG Improvement and Assessment Framework 

 
NHS England is introducing a new Improvement and Assessment Framework for CCGs from 2016/17 
onwards. The management of conflicts of interest is a key indicator of the new framework. As part of 
the new framework, CCGs will be required on an annual basis to confirm via self-certification: 

 
• That the CCG has a clear policy for the management of conflicts of interest in line with the statutory 

guidance and a robust process for the management of breaches; 
• That the CCG has a minimum of three lay members; 
• That the CCG audit chair has taken on the role of the Conflicts of Interest Guardian; 
• The level of compliance with the mandated conflicts of interest on-line training, as of 31 January 

annually. 
 
In addition, CCGs will be required to report on a quarterly basis via self-certification whether the CCG 

 
• Has processes in place to ensure individuals declare any interests which may give rise to a conflict or 

potential conflict as soon as they become aware of it, and in any event within 28 days, ensuring accurate 
up to date registers are complete for: 

• conflicts of interest, 
• procurement decisions and gifts and hospitality 

 
Has made these registers available on its website and, upon request, at the CCG’s HQ. 

 
Is aware of any breaches of its policies and procedures in relation to the management of conflicts of interest 
and how many: 
• To include details of how they were managed; 
• Confirmation that anonymised details of the breach have been published on the CCG website; 
• Confirmation that they been communicated to NHS England. 

 
Where a CCG has decided not to comply with one or more of the requirements of this statutory guidance, 
there is an expectation that this is discussed in advance with NHS England. CCGs must also include within 
their self-certification statements the reasons for deciding not to do so, on a “comply or explain” basis. 

 
In addition, there is a requirement for the CCG to undertake an annual internal audit on the management of 
conflicts of interest to provide further assurance about the degree of compliance with the statutory guidance. 
Consideration of the indicator should form part of this audit. 
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21. Internal Audit 
 
The CCG will need to undertake an audit of conflicts of interest management as part of their internal audit on 
an annual basis. 

 
NHS England will be communicating further guidance on the scope and remit of this audit in the summer of 
2016 on NHS England’s website. To ensure consistency in approach, NHS England will provide a template 
for the audit. 

 
In 2016/17 the CCG will complete the audit in quarter three of quarter four of the financial year, to enable the 
updates to be implemented to the audit taking place. 

 
The results of the audit will be reflected in the CCG’s annual governance statement and will be discussed in 
the end of year governance meeting with NHS regional teams. A template annual governance statement for 
2016/17 will be published on NHS England’s website soon. 

 
21.1 Raising Concerns and Reporting Breaches 

 
It is the duty of every CCG employee, governing body member, committee or sub-committee member and 
G P practice member to speak up about genuine concerns in relation to the administration of the CCG’s policy 
on conflicts of interest management, and to report these concerns. These individuals should not ignore their 
suspicions or investigate themselves, but rather speak to the designated CCG point of contact for these 
matters. 

 
This policy should be read in conjunction with the existing Fraud Policy and/or Whistleblowing Policy.  All 
individuals subject to this policy and procedure are encouraged to raise concerns about any issue or suspicion 
of malpractice at the earliest possible stage. If you are unsure whether a particular act constitutes 
bribery or corruption, or if you have any other queries, these should be raised with the Chief Finance Officer 
o r  the Local Counter Fraud Specialist (LCFS). Claire Croft Anti-Crime Specialist, Oak House, Moorhead 
Way, Bramley, Rotherham, S66 1YY - Tel:  01709 428710, Mobile: 07920138354. 

 
Suspicions of Bribery, Fraud or Corruption should be reported without delay to the Local Counter Fraud 
Specialist or as outlined in the Fraud Policy. Alternatively reports can be made confidentially to the NHS 
Fraud & Corruption Reporting Line (FCRL) on 0800 028 40 60 or online at www.reportnhsfraud.nhs.uk 

 

Effective management of conflicts of interest requires an environment and culture where individuals feel 
supported and confident in declaring relevant information, including notifying any actual or suspected 
breaches of the rules. In particular, the team or Assistant chief Officer to provide advice, support, and 
guidance on how conflicts of interest should be managed, should ensure that organisational policies are clear 
about the support available for individuals who wish to come forward to notify an actual or suspected breach 
of the rules, and of the sanctions and consequences for any failure to declare an interest or to notify an actual 
or suspected breach at the earliest possible opportunity. 

 
Any breaches or suspected breaches will be reported to the Assistant Chief Officer at the earliest opportunity. 
This will be recorded using the CCG incident reporting system.  Any breaches that currently exist or are 
f o u n d  to exist for existing contracts will be reported to the Conflicts of Interest Guardian, via the Assistant 
Chief Officer for a decision on actions required. 

 
Anonymised details of breaches should be published on the CCG’s website for the purpose of learning and 
development. 

 
The CCG will ensure that employees, governing body members, committee or sub-committee members and 
GP practice members are aware of how they can report suspected or known breaches of the CCG’s conflicts 
of interest policies, including ensuring that all such individuals are made aware that they should generally 
contact the CCG’s Conflicts of Interest Guardian in the first instance to raise any concerns. They should also 
be advised of the arrangements in place to ensure that they are able to contact the Conflicts of Interest 
Guardian on a strictly confidential basis. 
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Anyone who wishes to report a suspected or known breach of the policy, who is not an employee or worker 
of the CCG, should also ensure that they comply with their own organisation’s whistleblowing policy, since 
most such policies should provide protection against detriment or dismissal. 

 
The Conflicts of Interest Guardian is in a position to cross refer to and comply with other CCG policies on 
raising concerns, counter fraud, or similar as and when appropriate. 

 
All such notifications will be treated with appropriate confidentiality at all times in accordance with the CCG’s 
policies and applicable laws, and the person making such disclosures should expect an appropriate 
explanation of any decisions taken as a result of any investigation. 

 
Furthermore, providers, patients and other third parties can make a complaint to NHS Improvement in relation 
to a commissioner’s conduct under the Procurement Patient Choice and Competition Regulations. 
The regulations are designed as an accessible and effective alternative to challenging decisions in the courts. 

 
Any suspicions or concerns of acts of fraud or bribery can be reported online 
via https://www.reportnhsfraud.nhs.uk/ or via the NHS Fraud and Corruption Reporting Line on 0800 
0284060. This provides an easily accessible and confidential route for the reporting of genuine suspicions of 
fraud within or affecting the NHS. All calls are dealt with by experienced trained staff and any caller who 
wishes to remain anonymous may do so. 

 
22. Non-Compliance of Conflict of Interest Policy 

 
22.1 Failure to comply with the CCG’s policies on conflicts of interest management, pursuant to this statutory 
guidance, can have serious implications for the CCG and any individuals concerned. 

 
One of our key principles is that we will assume that individuals will seek to act ethically and professionally, 
but may not always be sensitive to all conflicts of interest. This policy and procedure assumes that people will 
volunteer information about conflicts and other areas covered within this document, and, where necessary, 
exclude themselves from decision-making, but there will also be prompts and checks to reinforce this 
including: 

 
• Declarations of interest as part of the appointment process to the CCG. 
• Standing agenda items on Governing Body meetings and meetings of its Committees for Declarations of 

Interest 
• Quarterly reviews of the Probity Register by the Assistant Chief Officer. 
• Regular CCG reviews with NHS England’s Area Team. 

 
If conflicts of interest are not effectively managed, the CCG could face civil challenges to decisions we make. 
For instance, if breaches occur during a service re-design or procurement exercise, the CCG risks a legal 
challenge from providers that could potentially overturn the award of a contract, lead to damages claims 
against the CCG, and necessitate a repeat of the procurement process. This could delay the development of 
better services and care for patients, waste public money and damage the CCG’s reputation. In extreme 
cases, staff and other individuals could face personal civil liability, for example a claim for misfeasance in 
public office. 

 
Failure to manage conflicts of interest could lead to criminal proceedings including for offences such as fraud, 
bribery and corruption. This could have implications for CCGs and linked organisations, and the individuals 
who are engaged by them. 

 
The Fraud Act 2006 created a criminal offence of fraud and defines three ways of committing it: 
• Fraud by false representation; 
• Fraud by failing to disclose information; and, 
• Fraud by abuse of position. 

 
An essential ingredient of the offences is that, the offender’s conduct must be dishonest and their intention 
must be to make a gain, or cause a loss (or the risk of a loss) to another. Fraud carries a maximum sentence 
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of 10 years imprisonment and /or a fine if convicted in the Crown Court or 6 months imprisonment and/or a 
fine in the Magistrates’ Court. The offences can be committed by a body corporate. 

 
Bribery is generally defined as giving or offering someone a financial or other advantage to encourage that 
person to perform their functions or activities. The Bribery Act 2010 reformed the criminal law of bribery, 
making it easier to tackle this offence proactively in both the public and private sectors. It introduced a 
corporate offence which means that commercial organisations, including NHS bodies, will be exposed to 
criminal liability, punishable by an unlimited fine, for failing to prevent bribery. The offences of bribing another 
person, being bribed and bribery of foreign public officials can also be committed by a body corporate. The 
Act repealed the UK’s previous anti-corruption legislation (the Public Bodies Corrupt Practices Act 1889, the 
Prevention of Corruption Acts of 1906 and 1916 and the common law offence of bribery) and provides an 
updated and extended framework of offences to cover bribery both in the UK and abroad. The offences of 
bribing another person, being bribed or bribery of foreign public officials in relation to an individual carries a 
maximum sentence of 10 years imprisonment and/or a fine if convicted in the Crown Court and 6 months 
imprisonment and/or a fine in the Magistrates’ Court. In relation to a body corporate the penalty for these 
offences is a fine. 

 
22.2 Disciplinary Implications 

 
The CCG will ensure that individuals who fail to disclose any relevant interests or who otherwise breach the 
CCG’s rules and policies relating to the management of conflicts of interest are subject to investigation and, 
where appropriate, to disciplinary action. CCG staff, governing body and committee members in particular 
should be aware that the outcomes of such action may, if appropriate, result in the termination of their 
employment or position with the CCG. 

 
22.3 Professional Regulatory Implications 

 
Statutorily regulated healthcare professionals who work for, or are engaged by, the CCG are under 
professional duties imposed by their relevant regulator to act appropriately with regard to conflicts of interest. 
CCGs should report statutorily regulated healthcare professionals to their regulator if they believe that they 
have acted improperly, so that these concerns can be investigated. Statutorily regulated healthcare 
professionals should be made aware that the consequences for inappropriate action could include fitness to 
practise proceedings being brought against them, and that they could, if appropriate, be struck off by their 
professional regulator as a result. 

 
23. Conflicts of Interest Training 

 
The CCG will ensure that training is offered to all employees, governing body members and members of 
CCG committees and sub-committees on the management of conflicts of interest. This is to ensure staff and 
others within the CCG understand what conflicts are and how to manage them effectively. 

 
All such individuals will have training on the following: 

 
• What is a conflict of interest; 
• Why is conflict of interest management important; 
• What are the responsibilities of the organisation you work for in relation to conflicts of interest 
• What should you do if you have a conflict of interest relating to your role, the work you do or the 

organisation you work for (who to tell, where it should be recorded, what actions you may need to take 
and what implications it may have for your role); 

• How conflicts of interest can be managed; 
• What to do if you have concerns that a conflict of interest is not being declared or managed 

appropriately; 
• What are the potential implications of a breach of the CCG’s rules and policies for managing conflicts of 

interest. 
 
NHS England is developing an online training package for CCG staff, governing body and committee 
members. This will be rolled out in the autumn of 2016. This will need to be completed on a yearly basis to 
raise awareness of the risks of conflicts of interest and to support staff in managing conflicts of interest. The 
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annual training will be mandatory and will need to be completed by all staff by 31 January of each year. 
CCGs will be required to record their completion rates as part of their annual conflicts of interest audit. 

 
NHS England will also continue to provide face-to-face training on conflicts of interest to key individuals within 
CCGs and to share good practice across CCGs and NHS England. 

 
24. Prevention of Corruption 

 
24.1 The RCCG has a responsibility to ensure that all RCCG staff are made aware of their duties and 
responsibilities arising from the UK Bribery Act 2010.  Under this Act there are four offences: 

 
• Bribing, or offering to bribe, another person 
• Requesting, agreeing to receive, or accepting a bribe 
• Bribing, or offering to bribe, a foreign public official 
• Failing to prevent bribery. 

 
24.2 All RCCG staff are required to be aware of the UK Bribery Act 2010 and should refer to 
the Fraud, Bribery and Corruption Policy. 

 
 
25. Raising Concerns 

 
25.1 It is the duty of every member of staff to speak up about genuine concerns in relation to criminal activity, 
breach of a legal obligation (including negligence, breach of contract or breach of administrative law), 
miscarriage of justice, danger to health and safety or the environment, and the cover up of any of these in the 
workplace. The RCCG has a whistle-blowing policy that sets out the arrangement for raising and handling 
staff concerns. The procedure for reporting specific concerns relating to fraud are described below. 

 
26. Counter Fraud Measures 

 
26.1 All RCCG staff are required not to use their position to gain financial advantage. The CCG is keen to 
prevent fraud, bribery or corruption and encourages staff with concerns or reasonably held suspicions about 
potentially fraudulent activity or practice, to report these.  RCCG staff should inform the Group’s NHS Local 
Counter Fraud Specialist in accordance with the Group’s Fraud Bribery and Corruption Policy or the Chief 
Finance Officer immediately, unless the Chief Finance Officer or the Local Counter Fraud Specialist are 
implicated. If that is the case, they should report it to the Chair or Chief Officer, who will decide on the action 
to be taken. 

 
26.2 RCCG staff can also call the NHS Fraud and Corruption Reporting Line on Freephone 0800 028 40 60 
or website https://www.reportnhsfraud.nhs.uk/ These provide easily accessible and confidential routes for the 
reporting of genuine suspicions of fraud within or affecting the NHS.  All calls are dealt with by experienced 
trained staff and any caller who wishes to remain anonymous may do so. 

 
26.3 Anonymous letters, telephone calls, etc. are occasionally received from individuals who wish to raise 
matters of concern, but not through official channels. While the suspicions may be erroneous or 
unsubstantiated, they may also reflect a genuine cause for concern and will always be taken seriously.  The 
Group’s NHS Local Counter Fraud Specialist will make sufficient enquiries to establish whether or not there is 
any foundation to the suspicion that has been raised. 

 
26.4 RCCG staff should not ignore their suspicions, investigate themselves or tell colleagues or others about 
their suspicions. 

 
27.  Standing Orders (SOs), Standing Financial Instructions (SFIs) and Scheme of Delegation (SD) 

 
27.1 All RCCG staff must carry out their duties in accordance with the RCCGs SOs SFIs and SD. The SOs, 
SFIs and SD set out the statutory and governance framework in which the RCCG operates and there is 
considerable overlap between the contents of this policy and the provisions of the RCCG’s SOs, SFIs and 
SD.  RCCG staff must at all times refer to and act in accordance with the SOs, SFI and SD to ensure current 
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RCCG process is followed. In the event of doubt, RCCG staff should seek advice from their line manager. In 
the event of any conflict arising between the details of this policy and the SOs, SFIs and SD, the provisions of 
the SOs, SFIs and SD shall prevail. 

 
28. Declaration of Interests 

 
28.1 The RCCG needs to have in place principles and procedures for minimising, managing and registering 
potential conflicts of interests which could be deemed or assumed to affect the decisions made by those 
involved in the RCCG. These decisions could include awarding contracts, procurement, policy, employment 
and other decisions. 

 
28.2 RCCG staff should not allow their judgement or integrity to be compromised. They should be, and be 
seen to be, honest and objective in the exercise of their duties and should understand fully their terms of 
appointment, duties and responsibilities. 

 
28.3 This section describes the RCCGs procedures in relation to the identification and management of 
conflicts of interest for staff. Adherence to these provisions is mandatory in order to identify and manage 
current or potential conflicts which may arise between the interests of the RCCG and the personal interests, 
associations and relationships of its staff or representative family members. 

 
28.4 Failure to adhere to these provisions relating to the declaration of interest may constitute criminal 
offences of fraud and/or bribery, as an individual could be gaining unfair advantages or financial rewards for 
themselves or a family member/friend or associate.  Any suspicions that a relevant personal interest may not 
have been declared should be reported to the RCCG’s Governing Body Secretary. 

 
Any unwitting failure to declare a relevant and material interest or position of influence and/or to record a 
relevant or material interest or position of influence that has been declared will not necessarily render void 
any decision made by the Governing Body or its properly constituted committees or sub-committees. 
However, the CCG reserve the right to declare such a contract void and the individual affected will be 
required to declare any benefit he or she, their spouse, civil partner, cohabitee, child or parent received 
under the contract in the Register of Interests maintained by the Accountable Officer of the Clinical 
Commissioning Group. 

 
28.5 All RCCG staff must declare any interest, either on appointment or when the interest is acquired, which 
may directly or indirectly give rise to an actual or potential conflict of interest or duty.  Such interests, and 
potential conflicts of interest, include personal and indirect interests and may come about through: 

 
• Financial interest (for example, where someone involved has significant shareholdings or voting rights in 

a company or partnership) 
• Decisions affecting individuals who share the interest of organisation staff – for example, family 

members or members of societies, clubs or other organisations 
• Acceptance of hospitality from current or prospective business contracts; and 
• Acceptance of gifts. 

 
28.6 A family member may include: 

 
• A partner (someone who is married to, a civil partner or someone with whom the RCCG staff member 

lives in a similar capacity) 
• A parent or parent in law 
• A son or daughter in law 
• A son or daughter or stepson or step daughter 
• The child of a partner 
• A brother or sister 
• A brother or sister of the staff member’s partner 
• A grandparent and/or a grandchild 
• An uncle or aunt 
• A nephew or niece and 
• The partners of the above. 
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28.7 Further examples of relevant interests for non-Governing Body members RCCG staff are set out in 
Appendix B.  If in doubt RCCG staff should take advice from the Governing Body Secretary. 

 
28.8 The RCCG is required to maintain a register of interests to record formally declarations of interest of 
RCCG Governing Body members. The declaration form set out at Appendix C should be completed by 
Governing Body members and sent to the Governing Body Secretary.  Further guidance on the declaration of 
interests by RCCG members is set out in the declaration of interest policy for Governing Body members, 
available from the Governing Body Secretary. 

 
28.9 The RCCG will also maintain a register of interest declared by all other CCG staff. RCCG staff 
(excluding Governing Body members) should complete the form set out at Appendix D to declare any 
relevant interests and send it to the Governing Body Secretary. 

 
28.10 All Declarations of Interest made by RCCG staff will be reviewed by the Governing Body Secretary on 
a quarterly basis. 

 
29. Personal Conduct 

29.1Lending or Borrowing 

29.1.1 The lending or borrowing of money between staff should be avoided, whether informally or as a 
business, particularly where the amounts are significant. 

 
29.1.2 It is a particularly serious breach of discipline for any member of staff to use their position to place 
pressure on someone in a lower pay band, a business contact, or a member of the public to loan them 
money. 

 
29.2 Gambling 

 
29.2.1 No member of staff may bet or gamble when on duty or on RCCG premises, with the exception of 
small lottery syndicates or sweepstakes related to national events such as the World Cup or Grand National 
among immediate colleagues. 

 
29.3 Trading on Official Premises 

 
29.3.1 Trading on official premises is prohibited, whether for personal gain or on behalf of others. 
Canvassing within the office by, or on behalf of, outside bodies or firms (including non-CCG interests of staff 
or their relatives) is also prohibited. Trading does not include small tea or refreshment arrangements solely 
for staff. 

 
29.4 Collection of Money 

 
29.4.1 Charitable collections must be authorised by Corporate Services. Other Flag Day appeals are not 
permitted, and collection tins or boxes must not be placed in offices. With line management agreement, 
collections may be made among immediate colleagues and friends to support small fundraising initiatives, 
such as raffle tickets and sponsored events.  Permission is not required for informal collections amongst 
immediate colleagues on an occasion like retirement, marriage or a new job. 

 
29.5Bankrupt or Insolvent Staff 

 
29.5.1 Any member of staff who becomes bankrupt or insolvent must inform their line management and 
Human Resources as soon as possible.  Staff who are bankrupt or insolvent cannot be employed in posts 
that involve duties which might permit the misappropriation of public funds or involve the handling of money. 

 
29.6 Criminal Investigation 

 
29.6.1 If a member of staff becomes aware that they are subject to any criminal investigation, either by 
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receiving a formal interview under caution appointment letter or by being placed under caution at a formal 
interview, or is arrested, convicted or cautioned for any offence they must inform their line management 
immediately. This responsibility also includes any welfare benefit or tax credit fraud investigations or 
sanctions. 

 
30. Gifts and Hospitality 

 
30.1 With the exception of items of little value (less than £25) such as diaries, calendars, flowers and small 
tokens of appreciation (including seasonal gifts), which may be accepted, all offers of gifts should be 
declined.  In cases of doubt, advice should be sought from your line manager.  A “gift” is defined as any item 
of cash or goods, or any service, which is provided for personal benefit at less than its commercial value. 

 
30.2 Any personal gift of cash or cash equivalents (e.g. tokens) must be declined whatever its value. 

 
30.3 RCCG staff should: 

 
• Report immediately all offers of unreasonably generous gifts to the Governing Body Secretary and 
• Return promptly any unacceptable gifts, with a letter politely explaining the terms of this policy and 

stating that you are not allowed to accept them. 
 
30.4 RCCG staff should exercise discretion in accepting offers of hospitality from contractors, other 
organisations or individuals concerned with the supply of goods or services.  Modest hospitality provided in 
normal and reasonable circumstances, e.g. hospitality provided at meetings, events, seminars.  In cases of 
doubt, advice should be sought from your line manager. 

 
30.5 All hospitality or gifts accepted regardless of value should be recorded in the Hospitality register held by 
the Governing Body Secretary (example attached at Appendix E) as soon as is reasonably practicable. It is 
not necessary to record refreshments such as tea, coffee etc. or for course participants to record meals 
provided during a training event or seminar. 

 
30.6 RCCG staff should be especially cautious of accepting small items of value, or hospitality over that 
afforded in a normal meeting environment (i.e. beverages) during a procurement process or from 
bidders/potential bidders. This avoids any potential claim of unfair influence, collusion or canvassing. 

 
30.7 Care should be taken when providing hospitality. Avoid providing hospitality at non-business locations 
unless there is a clear need to do so – this should be agreed in advance by the responsible senior officer. 
Any hospitality provided should be modest. 

 
31. Outside Employment and Private Practice 

 
31.1 Employees and representatives of RCCG (depending on the details of their contract as regards outside 

employment and private practice) are required to inform the CCG if they are engaged in or wish to 
engage in outside employment in addition to their work with the CCG (using the form at Appendix D). 
The purpose of this is to ensure that the RCCG is aware of any potential conflict of interest with the 
RCCG employment.  Examples of work which might conflict with the business of the RCCG include: 

 
• Employment with another NHS body 
• Employment with another organisation which might be in a position to supply goods/services to the 

RCCG and 
• Self-employment, including private practice, in a capacity which might conflict with the work of the RCCG 

or which might be in a position to supply goods/services to the RCCG. 
 
31.2 The Governing Body Secretary will send an annual reminder to all RCCG staff about this arrangement. 

 
31.3 All allegations of non-CCG work or running any business while on paid sick leave from the CCG will be 
passed to the Group’s NHS Local Counter Fraud Specialist for consideration of criminal investigation and 
prosecution, as per the Group’s Fraud Bribery and Corruption Policy. 
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32. Political Activities 
 
32.1 Any political activity should not identify an individual as an employee of the RCCG.  Conferences or 
functions run by a party political organisation should not be attended in an official capacity, except with prior 
written permission from a senior officer. 

 
33. Commercial Sponsorship 

 
33.1 RCCG staff may accept commercial sponsorship for courses, conferences, post/project funding, 
meetings and publications if they are reasonably justified and in accordance with the principles set out in this 
policy.  In cases of doubt advice should be sought from your line manager. Permission (with details of the 
proposed sponsorship) must be obtained from the relevant senior officer in writing in advance and a copy of 
this permission must be sent to the Governing Body Secretary.  (See Appendix G “Application to seek 
permission to accept commercial sponsorship”). 

 
33.2 Acceptance of commercial sponsorship should not in any way compromise commissioning decisions of 
the RCCG or be dependent on the purchase or supply of goods or services. 

 
33.3 Sponsors should not have any influence over the content of an event, meeting, seminar, publication or 
training event. 

 
33.4 The RCCG should not endorse individual companies or their products. It should be made clear that the 
fact of sponsorship does not mean that the RCCG endorses a company’s products or services. 

 
33.5 During dealings with sponsors there must be no breach of patient or individual confidentiality or data 
protection legislation. 

 
33.6 No information should be supplied to a company for their commercial gain unless there is a clear benefit 
to the NHS.  As a general rule, information which is not in the public domain should not normally be supplied. 

 
 
34. Suppliers and Contractors 

 
34.1 All RCCG staff who are in contact with suppliers and contractors (including external consultants), and in 
particular those who are authorised to sign purchase orders or enter into contracts for goods and services are 
expected to adhere to professional standards in line with those set out in the Code of Ethics of the Chartered 
Institute of Purchasing and Supply (Appendix F). 

 
34.2 All RCCG staff must treat prospective contractors or suppliers of services to the RCCG equally and in a 
non-discriminatory way and act in a transparent manner. 

 
34.3 RCCG staff involved in the awarding of contracts and tender process must take no part in a selection 
process if a personal interest or conflict of interest is known.  Such an interest must be declared to the 
Governing Body Secretary using the form at Appendix C or D as soon as it becomes apparent. RCCG staff 
should not at any time seek to give undue advantage to any private business or other interests in the course 
of their duties. 

 
34.4 The RCCG has duties under European and UK procurement law and RCCG staff must comply with 
standing financial instructions SFIs in relation to all contract opportunities with the RCCG. 

 

34.5 RCCG staff must not seek, or accept, preferential rates or benefits in kind for private transactions 
carried out with companies with which they have had, or may have, official dealings on behalf of the RCCG. 
This does not apply to officers’ and members’ benefits schemes offered by the NHS or trade unions. 

 
34.6 RCCG staff invited to visit organisations to inspect equipment (e.g. software or training aids) for the 
purpose of advising on its purchase will be reimbursed for their travelling expenses in accordance with usual 
procedures laid down by the RCCG. Such expenses should not be claimed from other organisations to avoid 
compromising the purchasing decisions of the RCCG. 
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34.7 Every invitation to tender to a prospective bidder for RCCG business must require each bidder to give a 
written undertaking, not to engage in collusive tendering or other restrictive practice and not to engage in 
canvassing the RCCG, its employees or officers concerning the contract opportunity tendered. 

 
34.8 Offers of pro bono work from prospective bidders for RCCG business should be politely refused. 

 
35. Initiatives 

 
35.1 As a general principle any financial gain resulting from external work where use of RCCG time or title is 
involved (e.g. speaking at training events/conferences, writing articles etc.) and/or which is connected with 
RCCG business will be forwarded to the Governing Body Secretary. 

 
35.2 Any patents, designs, trademarks or copyright resulting from the work (e.g. research) of an employee of 
the RCCG carried out as part of their employment by RCCG shall be the Intellectual Property of the RCCG. 

 

35.3 Approval from the appropriate line manager should be sought prior to entering into an obligation to 
undertake external work connected with the business of the RCCG e.g. writing articles for publication, 
speaking at conferences. 

 
35.4 Where the undertaking of external work, gaining patent or copyright or the involvement in innovative 
work benefits or enhances the RCCG’s reputation or results in financial gain for the RCCG, consideration will 
be given to rewarding employees subject to any relevant guidance for the management 
of Intellectual P r o p e r t y in the NHS issued by the Department of Health. 

 

36. Confidentiality 
 
36.1 Information concerning the RCCG which is not in the public domain must not at any time be divulged to 
any unauthorised person. Similarly, patient data or personal data concerning staff must not be divulged, in 
line with the Data Protection Act, 1998. This duty of confidence remains after termination of employment and 
applies to all individuals working within the RCCG. 

 
36.2 Care should be taken that confidentiality is not breached inadvertently by, for instance discussing 
confidential matters in public places, such a whilst travelling by train, or by leaving portable IT Equipment 
containing confidential information where it might be stolen, such as on full view in a parked car.  Data should 
only be distributed using mechanisms with an appropriate level of security, 

 
36.3 RCCG staff must maintain confidentiality of information at all times, both commercial data and personal 
data, as defined by the Data Protection Act. 

 
36.4 RCCG staff should guard against providing information on the operations of the RCCG which might 
provide a commercial advantage to any organisation (private or NHS) in a position to supply goods or 
services to the RCCG. For particularly sensitive procurements/contracts RCCG staff may be asked to sign a 
non-disclosure agreement, a copy of which can be found at Appendix H. 

 
37. Management Arrangements 

 
37.1 RCCG staff and representatives should be aware that a breach of this policy could render them liable to 
prosecution as well as leading to the termination of their employment or position with the RCCG. 

 
The Rotherham CCG will view instances where this policy is not followed as extremely serious and may not 
only take disciplinary action against individuals as a result, which may result in dismissal, but the CCG will 
automatically and immediately refer all cases of potential fraud, corruption and bribery to the CCG’s NHS 
Local Counter Fraud Specialist for consideration of criminal investigation and prosecution as required by the 
Group’s Fraud, Bribery and Corruption Policy. Where necessary the Police will be involved. Referrals will also 
be made where appropriate, to the pertinent professional regulatory body such as the GMC and NMC. The 
CCG will always seek to use the most effective means to recover any taxpayer funding lost due to fraud, 
corruption or bribery. Be this via the criminal courts using the Proceeds of Crime Act or using the option of 
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civil recovery. 
 
37.2 Fraud 

 
The Fraud Act 2006 came into force on the 15.01.2007 and introduced the general offence of fraud. This is 
broken down into a number of key areas in terms of criminal offences including; 
• Fraud by false representation 
• Fraud by failing to disclose information 
• Fraud by abuse of position 
• Possession or supplying articles for use in fraud 
• Obtaining Services dishonestly 

37.3Corruption and Bribery 

The UK Bribery Act 2010 has replaced previous Prevention of Corruption Acts and created two general 
offences of bribery: 
• Offering or giving a bribe to induce someone to behave or to reward someone for behaving, improperly 
and; 

 
• Requesting or accepting a bribe in exchange for acting improperly, or where the request or acceptance is 
itself improper 

 
• A new corporate offence has also been introduced 

 
• Negligent failing by a company or limited liability partnership to prevent bribery being given or offered by 
an employee or agent on behalf of that organisation 

 
• All staff working for or representing the group are required to be aware of the UK Bribery Act 2010 and 
should also refer to the group’s Fraud, Bribery and Corruption Policy for further details. 

 
37.4 Reporting Suspicions 

 
All cases of suspected fraud, corruption, or  bribery must be investigated by an accredited NHS Local 
Counter Fraud Specialist appointed by the group. The CCG’s appointed NHS Counter Fraud Specialist is 
Claire Croft, telephone 01709 428702. Email claire.croft1@nhs.net Or reports can be made directly through 
the Chief Finance Officer. Alternatively, you can use the NHS Protect Fraud and Corruption reporting line 
0800 028 4060 or via the website https://www.reportnhsfraud.nhs.uk/. 

 
37.5 RCCG staff and representatives who fail to disclose any relevant interest, outside employment or 
receipts of gifts, hospitality or sponsorship as required by this policy or the CCGs SOs and SFIs may be 
subject to disciplinary action which could, ultimately, result in the termination of their employment or position 
with the CCG, as well as criminal sanctions as described at section 16.1 of this policy document. 

 
37.6 The Governing Body Secretary will be responsible for maintaining the register of interests, holding the 
hospitality register and reviewing the implementation of this policy. 

 
38. Complaints 

 
38.1 RCCG staff who wish to report suspected or known breaches of this policy should inform the Governing 
Body Secretary.  All such notifications will be held in the strictest confidence and the person notifying the 
Governing Body Secretary can expect a full explanation of any decisions taken as a result of any 
investigation. 

 
39. Further information 

 
39.1 This policy is an interpretation of guidance and is based on examples of good practice. In addition to 
referring to the RCCGs standing orders, matters reserved to the Governing Body, standing financial 
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instructions and financial scheme of delegation. RCCG staff should refer to the following documents by 
following the link: 

 
• The National Health Service Act 2006 & The Health and Social Care Act 

2008; http://www.legislation.gov.uk/ukpga/2008/14/contents 
• The Code of Conduct for NHS Managers the Nolan Principles of Conduct in Public Life; see appendix A 
• the NHS Codes of Conduct and Accountability; (NHS Appointments Commission & Department of Health 

– amended July 2004): http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_- 
_Codes_of_Conduct_Acc.pdf the Code of Practice on Openness in the NHS and any additional or 
successor guidance published by the Department of Health. 

 
39.2 This policy will be reviewed on an annual basis, and in accordance with the following on an as and when 
required basis; 

 
• legislative changes 
• good practice guidance 
• case law 
• significant incidents reported 
• new vulnerabilities and 
• changes to organisational infrastructure. 
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Annex A: 

 

Template: Declaration of conflicts of interest for CCG members and employees 
 

Name:  

Position within, or relationship with, 
the CCG (or NHS England in the 
event of joint committees): 

 

Detail of interests held (complete all that are applicable): 

Type 
of 
Intere 
st* 
*See 
reverse of 
form for 
details 

Description of Interest (including, for 
Indirect Interests, details of the 
relationship with the person who has 
the interest) 

Date 
interest 
relates 
From & To 

Actions to 
be taken to 
mitigate 
risk 
(to be 
agreed 
with line 
manager) 

     

     

     

     

 

The information submitted will be held by the CCG for personnel or other reasons specified on  this 
form and to comply with the organisation’s policies.  This information may be held in both manual 
and electronic form in accordance with the Data Protection Act 1998. Information may be disclosed 
to third parties in accordance with the Freedom of Information Act 2000 and published in registers 
that the CCG holds. 

 
I confirm that the information provided above is complete and correct. I acknowledge that any 
changes in these declarations must be notified to the CCG as soon as practicable as and no later than 
28 days after the interest arises. I am aware that if  I do not make full, accurate and timely 
declarations then civil, criminal, or internal disciplinary action may result. 

 
I do / do not [delete as applicable] give my consent for this information to published on registers 
that the CCG holds. If consent is NOT given please give reasons: 

 
 
 
 
 

Signed: Date: 
 

Signed: 
(Line Manager) 

Position: Date: 

 

Please return to Assistant Chief Officer of Rotherham CCG 

 



Types of conflicts of interest 
 

Type of Interest Description 
Financ 
ial 
Interes 
ts 

This is where an individual may get direct financial benefits from the 
consequences of a commissioning decision. This could include 
being: 
• A director, including a non-executive director, or senior  employee in 
a private company or public  limited company or  other  organisation which 
is doing, or which is likely, or possibly seeking to do, business with health 
or social care organisations; 
• A shareholder, partner or owner of a private or not for profit 
company, business, partnership or consultancy which is doing, or 
which is likely, or possibly seeking to do, business with health or social 
care organisations. 
• A consultant for a provider; 
• In secondary employment; 
• In receipt of Secondary income from a provider 
• In receipt of a grant from a provider; 
• In Receipt of any payments (for example honoraria, one off 
payments, day allowances or travel or subsistence) from a provider 
• In receipt of research funding, including grants that may be received 
by the individual or any organisation in which they have an interest or role; 
and 
• Having a pension that is funded by a provider (where the value of this 
might be affected by the success or failure of the provider). 

Non- 
Financial 
Professiona 
l Interests 

This is where an individual may obtain a non-financial professional benefit 
from the consequences of a commissioning decision, such as increasing 
their professional reputation or status or promoting their professional 
career. This may include situations where the individual is: 
• An advocate for a particular group of patients; 
• A GP with special interests e.g., in dermatology, acupuncture etc. 
• A member of a particular specialist professional body (although 
routine GP membership of the RCGP, BMA or a medical defense 
organisation would not usually by itself amount to an interest which 
needed to be declared); 
• An advisor for CQC or NICE; 
• A medical researcher. 

Non- 
Financial 
Personal 
Interests 

This is where an individual may benefit personally in ways which are 
not directly linked to their professional career and do not give rise to a 
direct financial benefit. This could include,  for example, where the 
individual is: 
• A voluntary sector champion for a provider; 
• A volunteer for a provider; 
• A member of a voluntary sector board or has any other position of 
authority in or connection with a voluntary sector organisation; 
• A member of a political 

party; 
• Suffering from a particular condition requiring individually funded 
treatment; 
• A member of a lobby or pressure groups with an interest in health  Indirect 

Interest 
s 

This is where an individual has a close association with an individual who 
has a financial interest, a non-financial professional interest or a non- 
financial  personal interest in a commissioning decision (as those 
categories are described above).  This should include: 
• Spouse / partner; 
• Close relative e.g., parent, [grandparent], child, [grandchild] or sibling; 
• Close friend; 
• Business partner. 
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Template: Register of conflicts of interest 

Annex B: 

 
 
 
 

Current position (s) 
 

Type of Interest 
Is the interest 

direct or 

Date of Interest Action taken 

 
 
 

Name 

held in the CCG i.e. 
Governing Body 

member; Committee 
member; Member 

practice; CCG 
employee or other 

Declared 
Interest 

(Name of the 
organisation 
and nature of 

business) 

indirect?  
Nature of Interest 

From To to mitigate Risk 

 



 
Annex C: 

 

Template: Declarations of gifts and hospitality 
Recipi 
ent 
Name 

Positio 
n 

Date 
of 
Offe 
r 

Date of 
Receipt 
(if 
applica 
ble) 

Details of Gift 
/ Hospitality 

Estimat 
ed 
Value 

Suppli 
er / 
Offer 
or 
Name 
and 
Nature 
of 
Busine 

Details 
of 
Previo 
us 
Offers 
or 
Accept 
ance e 
by this 

Details 
of the 
reviewi 
ng and 
approvi 
ng the 
declarati 
on 
made 

Decline 
d or 
Accepte 
d? 

Reason 
for 
Acceptin 
g or 
Declining 

Other 
Comme 
nts 

            

            

 

The information submitted will be held by the CCG for personnel or other reasons specified on this form and to comply with the organisation’s policies. This information 
may be held in both manual and electronic form in accordance with the Data Protection Act 1998. Information may be disclosed to third parties in accordance with the 
Freedom of Information Act 2000 and published in registers that the  CCG holds. 

 
I confirm that the information provided above is complete and correct. I acknowledge that any changes in these declarations must be notified to the CCG as soon as 
practicable and no later than 28 days after the interest arises. I am aware that if I do not make full, accurate and timely declarations then civil, criminal, professional 
regulatory or internal disciplinary action may result. 

 
I do / do not (delete as applicable) give my consent for this information to published on registers that the CCG holds. If consent is NOT given please give  reasons: 

 

 
 
 

Signed:  Date: 

Signed: (Line Manager) Position: Date: 
 

Please return to Assistant chief Officer of Rotherham CCG 

 



 

 
Annex D: 

 
 

Template: Register of gifts and hospitality 
 

Name Position Date 
of 
Offer 

Date of 
Receipt 
(if 
applicabl 
e) 

Details of Gift /Hospitality Estimat 
ed 
Value 

Supplier / Offer or 
Name and Nature 
of business 

Declined 
or 
Accepted 
? 

Reason 
for 
Acceptin 
g or 
Declinin 
g 

         

         

         

         

 



 
Annex E: 

 

Declarations of interest checklist <the Chair’s guide> 
 

Under the Health and Social Care Act 2012, there is a legal obligation to manage conflicts of  
interest appropriately. It is essential that declarations of interest and actions arising from the 
declarations are recorded formally and consistently across all CCG governing body, committee and 
sub-committee meetings. This checklist has been developed with the intention of providing  support 
in conflicts of interest management to the Chair of the meeting- prior to, during and following the 
meeting. It does not cover the requirements for declaring interests outside of the  committee 
process. 

 
Timing Checklist for Chairs Responsibility 

 
In advance 

 
1. The agenda to include a standing 

 
Meeting Chair 

of the meeting item on declaration of interests to and 
enable individuals to raise any issues secretariat. 
and/or make a declaration at the  
meeting;  

 

2. A definition of conflicts of interest  
should  also   be   accompanied with Meeting Chair 
each  agenda  to  provide clarity for all and 
recipients; secretariat. 

 

3. Agenda to be circulated to  
enable attendees (including visitors)  
to identify any interests relating Meeting Chair 
specifically to the agenda items and secretariat. 
being considered;  

 

4. Members should contact the  
Chair as soon as an actual or  
potential conflict is identified;  

 Meeting members 
5. Chair to review a summary report  
from preceding meetings i.e. sub-  
committee, working group, etc.  
detailing any conflicts of interest  
declared and how this was managed; Meeting Chair 

 

A  template  for   summary  report   to  
present discussions at preceding  
meetings is detailed below.  

 

6. A copy of the members’ declared  
interests is checked to establish any  
actual or potential conflicts of interest  
that may occur during the meeting.  

 

Meeting Chair 

 



 

 
During the meeting 

 
7. Check and declare the meeting 
is quorate and ensure that this is 
noted in the minutes of the meeting; 

 
8. Chair requests members to declare 
any interests in agenda items- which 
have not already been declared, including 
the nature of the conflict; 

 
9. Chair makes a decision as to how 
to manage each interest which has been 
declared, including whether / to what 
extent the individual member should 
continue to participate in the meeting, on 
a case by case basis, and this decision is 
recorded. 

 
10. As minimum requirement, the 
following should be recorded in the 
minutes of the meeting: 

 
• Individual declaring the interest; 
• At what point the interest was 
declared; 
• The nature of the interest; 
• The Chair’s decision and resulting 
action taken; 
• The point during the meeting at 
which any individuals retired from and 
returned to the meeting - even if an 
interest has not been declared; 

 
• Visitors in attendance who 
participate in the meeting must also 
follow the meeting protocol and declare 
any interests in a timely manner. 

 
A template for recording any 
interests during meetings is 
detailed below. 

 
Meeting Chair 

 
 
 
 
 

Meeting Chair 
 
 
 
 
 
 

Meeting Chair 
 
 
 
 
 
 

Secretari 
at 
Secretari 
at 

 
Following 
the meeting 

 
11. All new interests declared at the 
meeting should be promptly updated 
onto the declaration of interest form; 

 
12. All new completed declarations of 
interest should be transferred onto 
the register of interests. 

 
Individual(s) 
declaring 
interest(s) 

 
 
 
 

Designated 
person 

 



 

Report from <insert details of sub-committee/ work group> 

Title of paper <insert full title of the paper> 

Meeting details <insert date, time and location of the meeting> 

Report author 
and job title 

<insert full name and job title/ position of the person who 
has written this report> 

Executive summary <include summary of discussions held, options 
developed, commissioning rationale, etc.> 

Recommendations <include details of any recommendations made including 
full rationale> 

 
<include details of finance and resource implications> 

Outcome of 
Impact 
Assessments 
completed (e.g. 
Quality IA 
or 

<Provide details of the QIA/EIA.  If this section is not 
relevant to the paper state ‘not applicable’> 

Outline public 
engagement – 
clinical, 
stakeholder and 
public/patient: 

<Insert details of any patient, public or stakeholder 
engagement activity. If this section is not relevant to 
the paper state ‘not applicable’> 

Management of 
Conflicts of 
Interest 

<Include details of any conflicts of interest declared> 
 

<Where declarations are made, include details of 
conflicted individual(s) name, position; the conflict(s) 
details, and how these have been managed in the 
meeting> 

 
<Confirm whether the interest is recorded on the register 
of interests- if not agreed course of action> 

Assurance 
departments/ 
organisations who 
will be affected 
have been 
consulted: 

<Insert details of the people you have worked with 
or consulted during the process : 
Finance (insert job title) 
Commissioning (insert job 
title) Contracting (insert job 
title) 
Medicines Optimisation (insert job 
title) Clinical leads (insert job title) 
Quality (insert job title) 
Safeguarding (insert job 
title) Other (insert job 

Report 
previously 

<Insert details (including the date) of any other meeting 
where this paper has been presented; or state ‘not 

Risk Assessments <insert details of how this paper mitigates risks- 
including conflicts of interest> 

 



Template to record interests during the meeting. 
 

 
 

Meeting Date 
of 
Meeti 

Chairpers 
on (name) 

Secretariat (name) Name of 
Person 
Declaring 

Agen 
da 
Item 

Details 
of 
interest 

Action Taken 

        

        

        

        

        

        

 



 
Annex F: 

 

Template for recording minutes of the meeting 
 

Rotherham Clinical Commissioning Group Primary 
Care Commissioning Committee Meeting 

 
Date: 
Time: 
Location: 

 

 
 

Attendees: 
 

Name Initials Role 
   
   
   
   
   
   
   
   
   

 

In attendance from <insert time> 
 

 
 

Ite 
m 

Agenda Item Actions 

 
1 

 
Chairs welcome 

 

 
2 

 
Apologies for absence <apologies to be noted> 

 

 
3 

 
Declarations of interest 

 
[insert name] reminded committee members of their 
obligation to declare any interest they may have on any 
issues arising at committee meetings which might conflict 
with the business of Rotherham clinical  commissioning 
group. 

 
Declarations declared by members of the Primary Care 
Commissioning Committee are listed in the CCG’s Register of 
Interests. The Register is available either via the secretary to 
the governing body or the CCG website 

 
Declarations of interest from sub committees. 

 

 



 

 None declared 
 

Declarations of interest from today’s meeting 
 

The following update was received at the meeting: 
• With reference to business to be discussed at this 
meeting, ?? [insert initials] declared that he/she is a 
shareholder in XXX 
• 
[insert who] declared that the meeting is quorate and that 
[insert initials] would not be included in any discussions on 
agenda item X due to a direct conflict of interest which could 
potentially lead to financial gain for [insert initials] 

 
[who] and [who] discussed the conflict of interest, which is 
recorded on the register of interest, before the meeting and 
[who] agreed to remove him/herself from the table and not 
be involved in the discussion around agenda item X. 

 

 
4 

 
Minutes of the last meeting <date to be inserted> 
and matters arising 

 

 
5 

 
Agenda Item <Note the agenda item> 

 
[who] removed himself from the meeting and sat in the 
public gallery, excluding him/herself from the 
discussion regarding xx. 

 
<conclude decision has been made> 

 
<Note the agenda item xx> 

 
[who] resumed his/her place at the PCCC meeting. 

 

 
6 

 
Any other business 

 

 
7 

 
Date and time of the next meeting 

 

 



 
Annex G: 

 

Template: Procurement checklist 
Service: 

Question Comment/ Evidence 

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

 

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

 

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

 

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

 

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

 

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

 

7. What systems will there be to 
monitor and publish data on referral 
patterns? 

 

  8. Have all conflicts and potential 
conflicts of interests been 
appropriately declared and entered in 
registers? 

 



 

9. In respect of every conflict or potential 
conflict you must record how you have 
managed that conflict or potential conflict. 
Has the management of all conflicts been 
recorded with a brief explanation of how 
they have been managed? 

 

10.  Why have you chosen this 
procurement route? (single action 
tender) 

 

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

 

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

 

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

13.  How have you determined a fair price 
for the service? 

 

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

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

 

Additional questions for proposed direct awards to GP providers 

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

 

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

 

17.  What assurances will there be that a 
GP practice is providing high-quality 
services under the GP contract before 
it has the opportunity to provide any 
new services? 

 

 



Template: Procurement decisions and contracts awarded - Appendix H 
 

R Contract Procurem Existing Procurem CCG CCG Decision Summa Action Justificat Contract Contr Comme 
ef / ent contra ent cli con makin ry of s ion awar act nts 
N Ser descriptio ct or type – nic trac g confli to for ded valu to note 
o vic n new CCG al t proces cts of mitig actions (sup e (£) 

e procur procure lea ma s and intere ate to plier (Tot 
titl ement ment, d nge name st confli mitigat nam al) 
e (if collabo (N r of noted cts e e & and 

existin rative am (Na decisi of conflict regis valu 
g procure e) me) on inter s of tered e to 
include ment makin est interest addr CC 
details) with g ess) G 

partner commi 
              

 

To the best of my knowledge and belief, the above information is complete and correct. I undertake to update as  necessary the 
information.  Signed: 
On behalf of: 

 

 
 

Date: 
 

Please return to Assistant Chief Officer 

 



 
Annex I: Template: Declaration of conflict of interests for bidders/contractors template 

 
Name of Organisation:  
Details of interests held: 

 
Type of Interest 

 
Details 

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

 

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

 

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

 

 



OFFICIAL 
 
 
 

Name of Relevant Person [complete for all Relevant Persons] 

Details of interests held: 
 
 

Type of Interest 

 
 

Details 

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

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

  

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

  

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

 

To the best of my knowledge and belief, the above information is complete and correct. I undertake to 
update as necessary the information. 

 
Signed: 

 
On behalf of: 
Date: 

 



 
 

 
 

 
 

 
 

 
  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Annex J 

 

Template: Conflicts of interest policy checklist 
 
In accordance with the Health and Social Care Act 2012, there is a legal requirement for Clinical 
Commissioning Groups (CCGs) to manage the process of conflicts of interest, both actual and 
perceived. The aim of the conflicts of interest policy checklist is to support CCGs to develop their 
conflict of interest policy. It is recommended that the CCG makes a commitment  to reviewing their 
conflicts of interest policy (subject to changes) annually to ensure all material  is up to date. CCGs 
should refer to Managing Conflicts of Interest: Revised Statutory  Guidance for CCGs when 
developing the conflicts of interest policy. 

 
 
 
 
 
 
 

Introduction; 
Aims and objectives of the policy; 
Consider the CCG’s constitution and specified 
requirements in terms of conducting business appropriately; 
Consider the legal requirements in terms of managing 
conflicts of interest; 
Consider any other appropriate regulations;  
Scope of the policy <whom the policy applies to> 
Commitment to review <include frequency> 

 
 

Definition of an interest: 
Types of an interest, including: 

 

o Non-financial professional interests 
o Non-financial personalinterests; or 
o Indirect interests where an individual has a close 

association with an individual who has a financial 
interest, a non-financial professional interest or a non- 
financial personal interest in a commissioning decision 

 
 
 

Principles of good governance for consideration, include 
those set out in the following: 
o The Seven Principles of Public Life (commonly known 

as the Nolan Principles); 
o The Good Governance Standards of Public 

Services; 
o The Seven Key Principles of the NHS Constitution; 

o The Equality Act 2010. 
 
 

Consideration should be given to the statutory 
requirements; 

 



 

 • Detail the types of interests to be declared - 
as outlined in the definition of an interest section; 
• Details of when a conflict of interest should 
be declared; 
• State the contact details of the nominated person 
to whom declarations of interest should be reported to; 
• Consider visual formats including a flowchart 
detailing the process of declaring conflicts of interest in 
various settings i.e. meetings, the transfer of information 
onto registers of interest, etc. 

 
A declaration on interests template should be 
appended to the policy 

 
 
 
 
 
 
 
 
 
 
 

Register(s) of conflicts 
of interest 

 
• Consideration should be given to the 
statutory requirements; 
• One or more registers of interest should be 
maintained for the following: 
o All CCG employees; 
o All members of the CCG; 
o Members of the governing body; 
o Members of the CCG’s committees and 
sub- committees; 
o Any self-employed consultants or other 
individuals working for the CCG under a contract for 
services. 

 
• Stipulate the period of time within which registers of 
interest have to be updated- upon receiving a declaration of 
interest in line with the guidance; 
• Stipulate publication arrangements for registers 
of interests in line with the guidance. 

 
A register of interests template should be appended 

 

 
 
 
 
 
 
 

Declaration of gifts 
and hospitality 

 
• Consideration should be given to the 
statutory requirements; 
• Consideration of risks when accepting gifts 
and hospitality; 
• Define acceptable types of gifts and hospitality; 
• Define the process for reporting gifts and hospitality; 
• State the contact details of the nominated person 
to whom declarations of gifts and hospitality should be 
reported to; 

 
A declaration of gifts and hospitality form template 
should be appended to the policy. 

 



 

 
Maintaining a register of 
gifts and hospitality 

 
• Consideration should be given to the statutory 
requirements; 
• Consideration should be given to the time period for 
updating the registers of gifts and hospitality upon 
receiving a declaration of gifts and hospitality in line with 
the guidance; 
• Stipulate publication arrangements for registers of 
gifts and hospitality in line with the guidance. 

 
A register of gifts and hospitality template should 
be appended to the policy 

 
 
 
 
 
 

Roles and responsibilities 

 
• Key considerations when appointing governing body 
or committee members including the following: 
o Whether conflicts of interest should exclude 

individuals from appointment; 
o Assessing materiality of interest; 
o Determining the extent of the interest. 
• The role of CCG lay members in managing 
organisational conflicts of interest, including the 
following: 
o Conflicts of interest guardian; 
o Primary Care Commissioning Committee Chair. 

 



• Consider the CCG’s policy of secondary 
employment and procedure for declaring details- 
how will this impact on appointing governing board 
members; 

• Define the procedure to be followed in governing 
body, committee and sub-committee meetings, 
including: 

o Declarations of interest checklist (a template should 
be appended to the policy); 

o Register of interests declared to be available for 
the Chair in advance of the meeting; 

o Process for declaring interests during the meeting; 
o Recording minutes of the meeting including 

interests declared 
 

• Procedures to be followed for managing conflicts of 
interest which arise during a governing body, 
committee  or sub-committee meeting, including, 
where appropriate: 

• Excluding the conflicted individual(s) from any 
associated discussions and decisions; 

o Actions to be taken if the exclusion affects the 
quorum of the meeting- including postponing the 
agenda item until a quorum can be achieved without 
conflict; 

o Clearly recording the agenda item for which the 
interest has been declared. 

 

 
 

• Consider openness and transparency in 
decision making processes through: 

o Effective record keeping in the form of clear minutes 
of the meeting. 

o All minutes should clearly record the context of 
discussions, any decisions and how any conflicts of 
interest were raised and managed. 

 
A template for recording minutes of the meeting should 
be appended to the policy. 

 



• Key areas for consideration include the following: 
 

• Service design, this can either increase or reduce 
the level of perceived or actual conflicts of interest; 

o Consider public and patient involvement and 
provider engagement in service design; 

o Consider how you involve PPI in needs 
assessment, planning and prioritisation to service 
design, procurement and monitoring; 

o Consider how you will engage relevant providers, 
especially clinicians, in confirming the design of 
service specifications- ensuring an audit train/ 
evidence base is maintained; 

 
o Consider how you ensure provider engagement is in 

accordance with the three main principles of 
procurement law, namely equal treatment, non- 
discrimination and transparency 

o Are specifications clear and transparent? 
 

• Procurement, is there clear processes to recognise 
and  manage any conflicts or potential conflicts of 
interest that  may arise in relation to procurement 

o Consideration should be given to statutory 
regulations and guidance when procuring and 
contracting clinical services; 

o Consideration should be given to how you ensure 
transparency and scrutiny of decisions i.e. 
keeping records of any conflicts and how these were 
managed; 

o Maintaining register of procurement decisions 
detailing decisions taken, either for the procurement 
of a new service or any extension or material 
variation of a current contract. 

 
A procurement template and register of procurement 
decisions should be appended to the policy. 

 
• Contract monitoring, consider conflicts of interest as 

part of the process i.e., the Chair of a contract 
management meeting should invite declarations of 
interests; 

o Process for recording any declared interests in the 
minutes of the meeting; and how these are managed; 

o Consider commercial sensitivity of information i.e. 
which information should be disseminated. 

 

 
 

A template for recording minutes of the contract meeting 
should be appended to the policy. 

 



 

 
 

Raising concerns 

 
• Key areas for consideration: 
o When should a concern regarding conflicts 

of interest be reported; 
o What is the process for reporting concerns; 
o Who should concerns be raised with; 
o How will concerns be investigated; 
o Who is responsible for making the decision; 
o How do you ensure confidentiality; 
o Reporting requirements. 

 

 
 
 
 
 
 
 

Breach of conflicts of 
interest policy 

 
• Consider and agree a clear, defined process for 
managing breaches of the CCG’s conflicts of interest 
policy, including: 
o How the breach is recorded; 
o How it is investigated; 
o The governance arrangements and 
reporting mechanisms; 
o Clear links to whistleblowing and HR policies; 
o Communications and management of any 
media interest; 
o When and who to notify NHS England; 
o Process for publishing the breach on the 
CCG website. 

 



Annex  K 
 
 
 
 
The seven principles of public life set out by the Committee on standards in 
public life (The Nolan principles) 

 
Selflessness - Holders of public office should take decisions solely in terms of the 
public interest. They should not do so in order to gain financial or other material 
benefits for themselves, their family, or their friends. 

 
 
 
 
Integrity - Holders of public office should not place themselves under any financial 
or other obligation to outside individuals or organisations that might influence them in 
the performance of their official duties. 

 
 
 
Objectivity - In carrying out public business, including making public appointments, 
awarding contracts, or recommending individuals for awards or benefits, holders of 
public office should make choices on merit. 

 
 
 
Accountability – Holders of public office are accountable for their decisions and 
actions to the public and must submit themselves to whatever scrutiny is appropriate 
to their office 

 
 
 
Openness - Holders of public office are accountable for their decisions and actions 
to the public and must submit themselves to whatever scrutiny is appropriate to their 
office. 

 
 
 
Honesty - Holders of public office have a duty to declare any private interests 
relating to their public duties and to take steps to resolve any conflicts arising in a 
way that protects the public interest. 

 
 
 
Leadership - Holders of public office should promote and support these principles 
by leadership and example. 

 
 
 
Source: The first report of the Committee on Standards in Public Life (1995) 
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Annex L 
 

Examples of conflicts of interest for RCCG staff (excluding Governing Body 
members)1

 
 
 
 
 

Scenario Declaration of 
Interest 
required 
Yes/No 

Is disqualification from 
involvement in the 
matter of interest 
appropriate? 

RCCG staff member is a senior manager, 
shareholder, employee or partner of an entity 
which has an interest in bidding for a contract 
for services which is being put out to tender by 
the RCCG. 

Yes Yes, depending on 
circumstances this should 
be considered. 

RGGC staff member is an existing senior 
manager or partner in one or more potential 
providers of services to the RCCG or NHS 
England whom the CCG will have sight of. 

Yes 
On 

appointment 

Yes 

RCCG staff member holds a contract with or is 
a senior manager / shareholder / employee of 
a company or party to a partnership which 
holds a contract with the CCG or with NHS 
England over whom the CCG will have 
oversight. 

Yes 
On 

appointment 

Yes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1 Governing Body members should refer to the Declaration of Interest Procedure for examples of potential conflicts of interest 
and further guidance 
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Specimen 

 

Annex M 

 

 
 

Declaration of interests for staff and GP member practices of RCCG 
 

Member / employee / governing body member / committee or sub-committee member 
[delete as appropriate] declaration form: financial and other interests 

 

This form is required to be completed in accordance with the CCG’s Constitution and section 14O of 
The National Health Service Act 2006, the NHS (Procurement, Patient Choice and Competition) 
regulations 2013 and the Substantive guidance on the Procurement, Patient Choice and Competition 
Regulations 

 

Notes: 
• NHS Rotherham Clinical Commissioning Group has made arrangements to ensure that the 

persons mentioned above declare any interest which may lead to a conflict with the interests of 
the CCG and the public for whom we commission services in relation to a decision to be made 
by the CCG which may affect or appear to affect the integrity of the award of any contract by the 
CCG. 

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

• Speak with your line manager in the first instance if you are unsure whether to register an 
interest. If further assistance is required in order to complete this form, the individual should 
contact The Board Secretary (Assistant Chief Officer) of the CCG. 

• The completed form should be sent by both email and signed hard copy to the Governance 
officer of the CCG sue.hart@rotherhamccg.nhs.uk. 

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

• The register will be published on the Groups website. 
• Any individual – and in particular members and employees of the CCG must provide sufficient 

detail of the interest, and the potential for conflict with the interests of the CCG and the public for 
whom they commission services, to enable a lay person to understand the implications and why 
the interest needs to be registered. 

 

Interests that must be declared (whether such interests are those of the individual themselves or 
of a family member, close friend or other acquaintance of the individual) include: 

 
 

• roles and responsibilities held within member practices; 
• directorships, including non-executive directorships, held in private companies or PLCs; 
• ownership or part-ownership of private companies, businesses or consultancies likely or 

possibly seeking to do business with the CCG; 
• shareholdings (more than 5%) of companies in the field of health and social care; 
• a position of authority in an organisation (e.g. charity or voluntary organisation) in the field of 

health and social care; 
• any connection with a voluntary or other organisation (public or private) contracting for NHS 

services; 
• research funding/grants that may be received by the individual or any organisation in which 

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

influence the individual’s judgment or actions in their role within the CCG. 
 
If there is any doubt as to whether or not an interest is relevant, a declaration of the interest 
must be made. 

 
Please tick this box to confirm that you have read and understood the above guidelines 
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Declaration of interests for employees and GP member practices 
20XX/20XX 

Complete for all persons 
 

Name: 
 
Position within or 
relationship with, the 
CCG: 

Please print 
……………………………… 
… 

 
……………………………… 
… 

 
……………………………… 
… 

For GP practices, please insert name of practice and 
address: 
………………………………………… 
… 

 
………………………………………… 
… 

 
………………………………………… 
… 

 

Type of Interest 
 

Details Personal interest or that of a family 
member, close friend or other 
acquaintance? 
Please specify 

 

Roles and 
responsibilities held 
within member practices 

  

 

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

  

 

Ownership or part- 
ownership of private 
companies, businesses 
or consultancies likely or 
possibly seeking to do 
business with the CCG 

  

 

Shareholdings (more 
than 5%) of companies 
in the field of health and 
social care 

  

 

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

  

 

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

  

 

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

  

 

Other specific interests   

 

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

  

 
 
 
 

To the best of my knowledge and belief, the above information is complete and 
correct.  I undertake to update as necessary the information provided and to review 
the accuracy of the information provided regularly and no longer than annually. 

 

 
 

I give my consent for the information to be used for the purposes described in the 
CCG’s Constitution and published accordingly. 

 

 
 
 
 

Signed: ………………………………………….. 

Date: …………………………………………….. 
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Annex N 
 

SPECIMEN ONLY 
 
 
N O T E S 

 

Declaring interests helps to avoid public concern that external links and relationships 
might unduly influence the work of the NHS Rotherham CCG. It ensures that such 
interests are openly and publicly declared. 

 
Declaring an interest would not necessarily preclude an individual from undertaking 
an external activity, whether personal or non-personal, but might mean that they 
would not be able to take part in certain parts of a process where there could be a 
conflict of interest. As a result, for example, an individual may be asked to leave the 
room during certain parts of a meeting. 

 
Examples of particular interest that should be regarded as relevant are: 

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

 
• Ownership or part-ownership of private companies, businesses or 

consultancies likely or possibly seeking to do business with the NHS 
 

• Majority or controlling share holdings in organisations likely or possibly 
seeking to do business with the NHS 

 
• A position of authority in a charity or voluntary organisation in the field of 

health and social care or contracting for NHS services; and 
 

• Research funding/grants that may be received by an individual or his/her 
department. 
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SPECIMEN ONLY 
Annex O 

 
 
 

SCHEDULE OF GIFTS/HOSPITALITY/SPONSORSHIP 
 

NAME 
 

POSITION/ 
DEPARTMENT 

 

MANAGER 
 

DATE 
RECEIVED 

 

SPECIFIC DETAILS 
 

ESTIMATED 
VALUE 

 

PROVIDED BY AND 
REASON FOR THE GIFT/ 
HOSPITALITY/ 
SPONSORSHIP 

 

REVIEWED 
BY 
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Annex P 
 
 
The chartered institute of purchasing and supply (CIPS) code of ethics 

Use of the code 

Members of CIPS are required to uphold this code and to seek commitment to it by 
all those with whom they engage in their professional practice. Members are 
expected to encourage their organisation to adopt an ethical purchasing policy based 
on the principles of this code and to raise any matter of concern relating to business 
ethics at an appropriate level. The Institute’s Royal Charter sets out a disciplinary 
procedure which enables the CIPS Council to investigate complaints against any of 
our members and, it is found that they have breached the code, to take appropriate 
action. Advice on any aspect of the code is available from the CIPS. 

 
This code was approved by the CIPS Council on 11 March 2009. 

 
As a member of The Chartered Institute of Purchasing & Supply, I will: 

 
• maintain the highest standard of integrity in all my business relationships 

 
• reject any business practice which might reasonably be deemed improper 

 
• never use my authority or position for my own personal gain 

 
• enhance the proficiency and stature of the profession by acquiring and 

applying knowledge in the most appropriate way 
 

• foster the highest standards of professional competence amongst those for 
whom I am responsible 

 
• optimise the use of resources which I have influence over for the benefit of my 

organisation and 
 

• comply with both the letter and the intent of: 
o the law of countries in which I practice 
o agreed contractual obligations and 
o CIPS guidance on professional practice. 

 



 
 
SPECIMEN ONLY 

 
 
 
Application to seek permission to accept commercial sponsorship 

 

Annex Q 

 

Please complete the form below and then pass to the relevant senior manager for 
approval. If approval is given, send a copy of the form, once signed by the senior 
manager to the Governing Body Secretary. 

 
1 Detail of staff 

Name 
Title 
Email 
Tel no 

 
2 Details of proposed sponsorship, including details of proposed sponsor 

 
 
 
 
 
 
 
 
 
 
 
 
Approval by relevant Senior Manager 

 
Name 
Title 
Signature 
Date 

 
Any comments 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please return this form to Ruth Nutbrown, Governing Body Secretary, NHS 
Rotherham Clinical Commissioning Group. 

 



Annex R 
SPECIMEN ONLY 

 
Non-disclosure agreement 

 
Express requirement for confidentiality 

 
You have been requested to be involved in <insert details> (the “Project”). 

 
NHS Rotherham CCG or other parties participating in the Project may provide you 
with, as part of your role in respect of the Project, access to certain confidential 
information relating to the Project (whether before or after the date of this letter), in 
writing, by email, orally or by other means (including from or pursuant to discussions 
with any other party or which is obtained through attendance at meetings related to 
the Project, including in particular (by way of illustration only and without limitation) 
<examples> and including but not limited to, information that you may create, 
develop, receive or obtain in connection with your engagement on the Project, 
whether or not such information (if in anything other than oral form) is marked 
“confidential information”. 

 
Accordingly we draw to your attention that as part of your role for the NHS 
Rotherham CCG you are required to: 

 
1 maintain the Confidential Information in the strictest confidence and not 

divulge any of the Confidential Information to any third party without the prior 
written permission of NHS Rotherham CCG. 

2 not make use of, reproduce, copy, discuss, disclose or distribute the 
Confidential Information other than for use as part of your role in the Project. 

 
The above obligations in respect of this Confidential Information are supplemented to 
any prior representation, understanding and commitment (whether oral or written) 
between us. The terms of this Letter can only be changed by a written document, 
agreed upon by both of us and signed by duly authorised persons. These provisions 
shall be governed and construed by English law. 

 
Yours faithfully 

 
For and on behalf of the 
NHS Rotherham Clinical Commissioning Group 

 

 
 
 
 
 
By signing this letter you agree to comply with these terms. 

Signed: 

Print name: 

Date: 
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