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NHS Rotherham Clinical Commissioning Group 

 

Information Governance Group –     23 October 2020  

Audit and Quality Assurance Committee (AQuA) – 03 November 2020  

Governing Body – 02 December 2020      

CONFIDENTIALITY POLICY 

Lead Executive:  Andy Clayton 

Lead Officer: Claire McInnes 

Lead GP: N/A  

 

Purpose:  

Amendments to the new Confidentiality Policy. 

Background: 

The Confidentiality Policy has been recently ratified via Governing Body as a 

replacement for the Confidentiality Code of Conduct. Since the policy was approved – 

staff guidance has been developed re the use of MS Teams and Zoom along with a 

policy decision that staff must not use Zoom for personal discussions. These have now 

been incorporated in the revised Confidentiality Policy. It has also been updated 

following minor amendments following review by Counter Fraud. 

Analysis of key issues and of risks 

 New section (8) on the use of Video Conferencing (Zoom/MS Teams) instructing 

staff that they must follow the guidance at Appendix F of the policy in the correct 

use of such platforms 

 Staff informed in section 8 that Zoom must not be used for meetings where 

confidential or personal information will be discussed 

 New Guidance on the Use of Zoom/MS Teams added at Appendix F of the 

policy 

 Head of IG to undertake a spotlight session at a staff meeting on the new 

Confidentiality Policy so will be able to highlight these additions at that time 

Patient, Public and Stakeholder Involvement: 
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N/A 

Equality Impact: 

An Equality Impact Assessment has been completed and is included at the end of the 

Policy  

Financial Implications: 

N/A 

Human Resource Implications: 

N/A 

Procurement Advice: 

N/A 

Data Protection Impact Assessment: 

DPIA not required 

Approval history: 

IG Group 23.10.2020 
AQuA 03.11.2020 
 

Recommendations: 

Governing Body to ratify the revisions made to the Confidentiality Policy 

Paper is for Ratification 
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1. Introduction 

 
In the commissioning and the delivery of effective care, NHS Rotherham Clinical 

Commissioning Group (the CCG) obtains, holds, uses and discloses confidential information.  

This confidential information may be: 

 Information about named individuals (including service users, carers, members of 
staff and other third parties)  

 Information about the CCG, other health or social care organisations or contractors 
(such as records relating to finance, risk, tenders, contracts etc.) 

 

All employees working in the NHS are bound by a legal duty of confidence to protect 

personal information they may come into contact with during the course of their work. This is 

not just a requirement of their contractual responsibilities but also a requirement within the 

Common Law Duty of Confidence and Data Protection legislation – the European General 

Data Protection Regulation (GDPR) and Data Protection Act 2018 (DPA2018) which 

implements the GDPR in the UK.  

Confidentiality is also a requirement within the NHS Care Record Guarantee, produced to 

assure patients regarding the use of their information. 

The CCG works in partnership with partner organisations and third parties in order to 

discharge its duties. Lack of confidence in the CCG to maintain confidentiality would 

seriously impede the CCGs abilities to operate effectively. This does not affect NHS 

Rotherham CCG’s commitment to work in an open and transparent manner under the 

principles of the Freedom of Information Act and other legislation and to disclose information 

where it is lawful to do so. 

It is essential if the trust of staff and patients/service users is to be retained, and legal 

requirements are to be met, that the NHS provides, and is seen to provide, a confidential 

service. 

2. Purpose 

 
It is important that NHS Rotherham CCG protects and safeguards person-identifiable and 

confidential business information that it gathers, creates processes and discloses, in order to 

comply with the law, relevant NHS mandatory requirements and to provide assurance to 

patients and the public. This policy sets out the requirements placed on all staff when 

sharing information within the NHS and between NHS and non-NHS organisations. 

This policy is intended to enable the CCG and its staff (including non-CCG staff with access 

to CCG information) to work effectively in a confidential manner for the benefit of the 

population of Rotherham and other users of our services. It should help protect 

patients/service users and staff from the misuse of their information and ensure that 

confidential information is handled in a lawful and appropriate manner. 
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It is essential that relevant and proportionate confidential information is available to those 

who have a need to know it in order to do their work. Balancing the need to keep information 

confidential with appropriate sharing may not always be straightforward and advice should 

be sought from the Head of Information Governance, Caldicott Guardian or Senior 

Information Risk Owner (SIRO) where there is any doubt. 

The Legal and NHS Mandated Framework for confidentiality which forms the key guiding 

principles of this policy can be found in Appendix C. 

3. Definitions 

 
Confidential Information – Confidential information within the NHS is commonly thought of 
as health information; however, it can also include information that is private and not public 
knowledge or information that an individual would not expect to be shared. It can take many 
forms including patient level health information, employee records, occupational health 
records, etc. It also includes NHS Rotherham CCG confidential business information.  
 
Information can relate to patients and staff (including temporary staff), however stored. 
Information may be held on paper, CD/DVD, USB sticks, computer file or printout, laptops, 
mobile phones, digital cameras or even heard by word of mouth. 
 

The following types of information are classed as confidential. This list is not exhaustive: 
 

 Person-identifiable information is anything that contains the means to identify a 
person, e.g. name, address, postcode, date of birth, NHS number, National 
Insurance number etc. Even a visual image (e.g. photograph) is sufficient to identify 
an individual. Any data or combination of data and other information, which can 
indirectly identify the person, will also fall into this definition. 

  

 Special categories of personal information (previously known as ‘sensitive’ personal 
data) as defined by the Data Protection Act 2018 refers to personal information 
about:  

o Race or ethnic origin  
o Political opinions  
o Religious or philosophical beliefs 
o Trade union membership  
o Genetic data  
o Biometric data  
o Health data 
o Sexual history and/or sexual orientation  
o Criminal data  

 

 Non-person-identifiable information can also be classed as confidential such as 
confidential business information e.g. financial reports; commercially sensitive 
information e.g. contracts, trade secrets, procurement information, which should also 
be treated with the same degree of care. 
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4. Duties/Responsibilities 

 

4.1 CCG Caldicott Guardian 

The Caldicott Guardian is responsible for approving uses of patient identifiable information. 

They are a Governing Body level lead who acts as the conscience of the organisation in 

relation to the use of patient data. Their role is to ensure the organisation processes 

personal confidential data lawfully and ethically. The Chief Nurse is the Caldicott Guardian 

for NHS Rotherham CCG. 

4.2 Senior Information Risk Owner (SIRO) 

The Senior Information Risk Owner (SIRO has overall responsibility for ensuring the 

organisation handles all personal and organisational information appropriately and lawfully 

and that processes are in place to manage information risk. The Deputy Chief Officer is the 

SIRO for NHS Rotherham CCG. 

4.3 Data Protection Officer 

The Data Protection Officer has responsibility for informing, advising and monitoring 

compliance with data protection principles in relation to this policy. The Head of Information 

Governance is the Data Protection Officer for the NHS Rotherham CCG. 

4.4 Managers 

All managers are responsible for ensuring that the staff they manage are aware of this Policy 

and their individual responsibility for complying with it. They should ensure their staff are 

equipped to fulfil those responsibilities; this will include by covering it at local induction and 

by identifying and meeting specific and generic training needs through personal 

development plans. Senior managers should ensure that managers within their Service area 

are aware of their responsibilities in relation to staff awareness. 

Managers should ensure ALL new staff have completed and signed the Induction Checklist. 

Managers are required to countersign the Checklist to indicate that the member of staff has 

read the relevant Information Governance policies and has had an opportunity to ask 

questions about anything they do not understand. 

4.5 All Staff 

All staff are expected to comply with this policy and should be aware that any access made 

to electronic records is auditable and that audits are run periodically on all systems to check 

that any access made to records is legitimate and required as part of a patient’s healthcare 

pathway. 

Any breaches of this policy including unauthorised breaches of confidentiality, inappropriate 

use of personal health or staff records or abuse of computer systems will be treated as a 

disciplinary offence, which may result in your employment, or association, with the CCG 

being terminated. It may also bring into question your professional registration and possibly 

result in legal proceedings. This will also be the case for breaches of commercial 

confidentiality. Any suspected fraud will be referred to the CCG’s Counter Fraud Specialist 

for further investigation which may result in criminal proceedings. 
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All staff can be personally liable for breaches of the Data Protection Act 2018 and the GDPR 

and can be prosecuted in addition to the organisation itself being fined by the Information 

Commissioners Office. 

If the information you are looking for is not covered in this policy you should contact your line 

manager or the Head of Information Governance for advice. 

All staff are responsible for reporting information incidents and near misses including 

breaches of confidentiality and information security in line with the CCG’s Incident Reporting 

Policy. The CCG’s incident reporting policy is available on the CCG intranet. 

5. CCG Confidentiality Principles 

 

All staff must ensure that the following principles are adhered to: 

 Person-identifiable or confidential information must be effectively protected against 
improper disclosure when it is received, stored, transmitted or disposed of.  

 Access to person-identifiable or confidential information must be on a need-to-know 
basis. 

 Disclosure of person identifiable or confidential information must be limited to that 
purpose for which it is required.  

 Recipients of disclosed information must respect that it is given to them in 
confidence.  

 If the decision is taken to disclose information, that decision must be justified and 
documented.  

 Any concerns about disclosure of information must be discussed with either your Line 
Manager or the Head of Information Governance. 

 

NHS Rotherham CCG is responsible for protecting all the information it holds and must 

always be able to justify any decision to share information.  

Access to rooms and offices where computers are present, or person-identifiable or 

confidential information is stored, must be controlled. Doors must be locked with keys, 

keypads or accessed by key fob. In mixed office environments measures should be in place 

to prevent oversight of person-identifiable information by unauthorised parties.  

All staff should clear their desks at the end of each day. In particular they must keep all 

records containing person-identifiable or confidential information in recognised filing and 

storage places that are locked.  

Unwanted printouts containing person-identifiable or confidential information must be put into 

a confidential waste bin. Discs, tapes, printouts and fax messages must not be left lying 

around but be filed and locked away when not in use.  

A summary of Confidentiality Do’s and Don’ts can be found at Appendix A. 

NHS Rotherham CCG’s Contract of Employment includes a commitment to confidentiality. 

Breaches of confidentiality could be regarded as gross misconduct and may result in serious 

disciplinary action up to and including dismissal. 
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How to report a breach of this policy and what should be reported can be found in Appendix 

E. 

6. Disclosing Personal/Confidential Information 

 
To ensure that information is only shared with the appropriate people in appropriate 
circumstances, care must be taken to check they have a legal basis for access to the 
information before releasing it.  
 
It is important to consider how much confidential information is needed before disclosing it 
and only the minimal amount necessary is disclosed. Information can be disclosed:  
 

 When effectively anonymised in accordance with the Information Commissioner’s 
Office Anonymisation Code of Practice  
 

 When the information is required by law or under a court order. In this situation staff 
must inform the Head of IG. The Head of IG will then consult Caldicott Guardian if 
necessary before advising. 

 

 In identifiable form, when it is required for a specific purpose, with the individual’s 
consent or with support under the Health Service (Control of patient information) 
Regulations 2002, obtained via application to the Confidentiality Advisory Group 
(CAG) within the Health Research Authority1 . Referred to as approval under s251 of 
the NHS Act 2006.  

 

 When it is required to facilitate the provision of direct care between health and social 
care professionals who have a legitimate relationship with the person as long as the 
person is unlikely to object (where the whole record is required to be shared, this 
should only be done on the explicit consent of the individual). 

 

 In Child Protection proceedings if it is considered that the information required is in 
the public or child’s interest. In this situation staff must raise in the first place with the 
Head of IG. The Head of IG will then consult the Caldicott Guardian and 
Safeguarding Team if necessary before advising. 

 

 Where disclosure can be justified for another purpose, this is usually for the 
protection of the public and is likely to be in relation to the prevention and detection of 
serious crime. In this situation staff must raise in the first place with the Head of IG 
who will then consult the Caldicott Guardian if necessary before advising.  

 
For any proposed routine disclosures of personal/confidential information, please refer to the 
Data Protection Impact Assessment Procedure to see if a Data Protection Impact 
Assessment should be undertaken. If staff have any concerns about disclosing information 
they must contact the Head of IG. The Head of IG will then consult the Caldicott Guardian if 
necessary before advising. 
 
All routine transfers of personal/confidential information must be authorised by the Head of 
IG. All services should provide an up to date map of information flows to the Head of IG so 
that these flows can be risk assessed. This is a requirement of good information risk 
management and the Data Security and Protection Toolkit. 

 

                                                             
1 This group has replaced the NIGB’s Ethics and Confidentiality Advisory Group 

https://ico.org.uk/media/for-organisations/documents/1061/anonymisation-code.pdf
https://ico.org.uk/media/for-organisations/documents/1061/anonymisation-code.pdf
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Where personal/confidential information is disclosed without consent of the individual the 

following process should be followed: 

 Inform the individual of the decision taken to share information without consent 
(unless it would prejudice the investigation of a crime or would put the individual at 
risk of harm). It may be appropriate to give the individual an opportunity to disclose 
the information him/herself. 
 

 If it is not possible to obtain the consent of the individual, or it is not desirable as it 
would prejudice the investigation of a crime or would put the individual at risk of 
harm, then the decision to share information should be taken at an appropriately 
senior level within the organisation. 

 

 The authority to disclose information may vary within different parts of the CCG and 
may depend on the reason for and/or circumstances of disclosure. It may lie with the 
Caldicott Guardian/SIRO/Head of IG or professional leads (for example, 
Safeguarding). 

 

 Requests requiring Caldicott approval should, unless there are exceptional 
circumstances, be routed via the Head of IG where such requests are made by the 
Police, UK Borders Agency or any other government agency, or where the 
information is required for research/analysis purposes, unless there are local 
procedures in place (for example, safeguarding). This is to ensure that all such 
requests are logged and the reason for decisions recorded centrally. 

 

 Record the reasons for the final decision (either to share or not to share) 
 

 Document what information was released and when, to whom it was disclosed and 
why it was felt justified where information is shared without consent. 

 

 Ensure that decisions not to share information are also justified and documented. 
Staff and/or the CCG can be held accountable for acts of omission as well as 
commission. 

 

 Report all non-consented disclosures to the Head of IG for logging unless they are 
part of a delegated process, for example, Safeguarding Procedures. 

 

6.1 Disclosing information to the Police 

 Direct all requests for personal information from the police via the Head of IG. 

 Ensure requests are made in writing which can include faxes on headed paper and 

attachments from a personal police email account (i.e. *.pnn.police.uk). 

 Verify the identity of the requestor. 

 Ensure that the request for information specifies why it is required.  

 If it is not possible for the applicant to specify why the information is required (for 

example, because it would prejudice the investigation of a crime) then the request 

should be signed by a senior officer. 

 Only disclose information with the proper authority. 
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 Disclosures to the police may be very sensitive. Consider if special arrangements 

need to be put in place to facilitate disclosure, for example, the nomination of a 

specific member of staff to deal with the request. 

 Where police produce a consent form for the records they wish to access, a CCG 

member of staff should check with the data subject that the consent is informed. Staff 

should be mindful of the impact that sensitive information in a patient’s record may 

have on the individual. 

A checklist for the disclosure of personal/confidential information can be found in Appendix 

B. 

Care must be taken in transferring information to ensure that the method used is as secure 

as it can be.  

Data sharing agreements provide a way to formalise arrangements between organisations. 

For further information on Data Sharing Agreements contact the Head of IG.  

Staff must ensure that appropriate standards and safeguards are in place to protect against 

inappropriate disclosures of confidential personal data. See the Safe Haven Policy for 

guidance on the safe transfer of confidential or person-identifiable information.  

When transferring patient information or other confidential information by email, services or 

methods that meet NHS Encryption standards must be used. Emails between NHS Mail 

accounts meet this requirement (nhs.net to nhs.net). Emails between NHS Mail and other 

secure government domains also meet this requirement (e.g. gov.uk). As there are a number 

of these, please consult the Head of IG for advice when intending to send confidential 

information by email to a non-nhs.net address.  

It is not permitted to include confidential or sensitive information in the body of an email. 

When e-mailing to addresses other than the secure domains described above the NHSMail 

Encryption service (using [secure] in the subject line) should be used. Please see the Email 

Policy for further information. 

Sending information via email to patients is permissible, provided the risks of using 

unencrypted email have been explained to them, they have given their consent, or the 

information is not person-identifiable or confidential information. 

7. Working Away from the Office Environment 

 

There will be times when staff may need to work from another location or whilst travelling. 

This means that these staff may need to carry NHS Rotherham CCG information with them 

which could be confidential in nature e.g. on a laptop, USB stick or paper documents.  

Taking home/removing paper documents that contain person-identifiable or confidential 

information from NHS Rotherham CCG premises is discouraged. To ensure safety of 

confidential information staff must keep them on their person at all times whilst travelling and 

ensure that they are kept in a secure place if they take them home or to another location. 
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 Confidential information must be safeguarded at all times and kept in lockable locations. 

When working away from NHS Rotherham CCG locations staff must ensure that their 

working practice complies with CCG policies and procedures. Any electronic removable 

media must be encrypted as per the Portable Data Security, Smartphone and Tablet Policy.  

Staff must minimise the amount of person-identifiable information that is taken away from 

CCG premises.  

If staff need to carry person-identifiable or confidential information they must ensure the 

following:  

 Any personal information is in a sealed non-transparent container i.e. windowless 
envelope, suitable bag, etc. prior to being taken out of CCG premises. 

 Confidential information is kept out of sight whilst being transported.  
 

If staff need to take person-identifiable or confidential information home, they have personal 

responsibility to ensure the information is kept secure and confidential. This means that 

other members of their family and/or their friends/colleagues must not be able to see the 

content or have any access to the information. It is particularly important that confidential 

information in any form is not left unattended at any time, for example in a car. 

8. Use of Video-Conferencing (Zoom/MS Teams) 

 

Video-conferencing solutions have been made available to CCG colleagues in the form of 

Zoom and Microsoft (MS) Teams to facilitate meetings and collaboration away from the 

office and traditional face to face meetings. 

Both Zoom and MS Teams offer a range of functionality that is beneficial but can pose a risk 

to the security of data we protect if information governance principles are not followed. Staff 

must therefore follow the guidance on the use of Zoom and MS Teams in Appendix F. 

Zoom must be restricted to corporate meetings only and must NOT be used for any 

meetings in which confidential or personal confidential information is discussed. 

 

9. Carelessness 

 

All staff have a legal duty of confidence to keep person-identifiable or confidential 

information private and not to divulge information accidentally. Staff may be held personally 

liable for a breach of confidence and must not: 

 Talk about person-identifiable or confidential information in public places or where 
they can be overheard. 

 Leave any person-identifiable or confidential information lying around unattended; 
this includes telephone messages, computer printouts, faxes and other documents. 
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 Leave a computer terminal logged on to a system where person-identifiable or 
confidential information can be accessed, unattended.  

 

Steps must be taken to ensure physical safety and security of person-identifiable or business 

confidential information held in paper format and on computers.  

Passwords must be kept secure and must not be disclosed to unauthorised persons. Staff 

should avoid using short passwords or using names or words that are associated with them, 

for example, children’s or pet’s names and use a combination of numbers, letters (upper and 

lower case) and characters. 

Staff must not use someone else’s password to gain access to information. Action of this 

kind will be viewed as a serious breach of confidentiality. If you allow another person to use 

your password to access the network, this constitutes a disciplinary offence and is gross 

misconduct which may result in your summary dismissal. This could also constitute an 

offence under the Computer Misuse Act 1990 (as amended by the Serious Crime Act 2015). 

10. Abuse of Privilege 

 

It is strictly forbidden for employees to knowingly browse, search for or look at any personal 

or confidential information about themselves without a legitimate purpose, unless through 

established self-service mechanisms where such access is permitted (e.g. viewing your ESR 

record).  

Under no circumstances should employees access records about their own family, friends or 

other persons without a legitimate purpose. Action of this kind will be viewed as a breach of 

confidentiality and may be an offence under the Data Protection Act 2018.  

When dealing with person-identifiable or confidential information of any nature, staff must be 

aware of their personal responsibility, contractual obligations and undertake to abide by the 

policies and procedures of NHS Rotherham CCG. If staff have concerns about this issue 

they should discuss it with their Line Manager or Head of IG. 

11. Confidentiality Audits 

 

Good practice requires that all organisations that handle person-identifiable or confidential 

information put in place processes to highlight actual or potential confidentiality breaches in 

their systems, and also procedures to evaluate the effectiveness of controls within these 

systems. This function will be co-ordinated by the Head of IG.  

Confidentiality audits will focus primarily on controls within electronic information 

management systems (particularly those systems available to most/all staff) however this will 

not exclude paper record systems (on desks and unlocked pedestals, filing cabinets and 

storage areas, for example).  
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The audits will seek to determine whether confidentiality is being breached (by virtue of the 

investigator having access to data that they would otherwise not expected to have access 

to), put at risk through deliberate misuse of the system (with malicious intent), or as a result 

of weak, non-existent or poorly applied controls (unlocked storage of PCD).  

The audits will look for staff awareness of CCG confidentiality and security processes; 

appropriate use of faxes and hard copy personal confidential information; security of email 

processes and physical security of work areas. The audits may focus on one particular work 

area or system or seek to review the overall level of compliance for the organisation as 

detailed in Appendix C. 

12. Review 

 

The IG Group is responsible for overseeing the review of this policy including monitoring 

compliance.  It is responsible for ensuring it is reviewed every two years or in line with new 

guidance or legislation. 

  



16 
 

Appendix A – Confidentiality Do’s and Don’ts 

 

Do 

 Do safeguard the confidentiality of all person-identifiable or confidential information 
that you come into contact with. This is a statutory obligation on everyone working on 
or behalf of NHS Rotherham CCG. 
 

 Do clear your desk at the end of each day, keeping all non-digital records containing 
person-identifiable or confidential information in recognised filing and storage places 
that are locked at times when access is not directly controlled or supervised. 

 

 Do switch off computers with access to person-identifiable or business confidential 
information, or put them into a password protected mode, if you leave your desk for 
any length of time. 

 

 Do ensure that you cannot be overheard when discussing confidential matters. 
 

 Do challenge and verify where necessary the identity of any person who is making a 
request for person-identifiable or confidential information and ensure they have a 
need to know. 

 

 Do share only the minimum information necessary. 
 

 Do transfer person-identifiable or confidential information securely when necessary 
i.e. use an nhs.net email account to send confidential information to another nhs.net 
email account or to a secure government domain e.g. gov.uk. For up to date 
information of secure domains please contact the Head of IG. 

 

 Do seek advice if you need to share patient/person-identifiable information without 
the consent of the patient/identifiable person’s consent and record the decision and 
any action taken. 

 

 Do report any actual or suspected breaches of confidentiality. 
 

 Do participate in induction, training and awareness raising sessions on confidentiality 
issues. 

 

Don’t 

 Don’t share passwords or leave them lying around for others to see. 
 

 Don’t share information without the consent of the person to which the information 
relates, unless there are statutory grounds to do so. 

 

 Don’t use person-identifiable information unless absolutely necessary, anonymise the 
information where possible. 

 

 Don’t collect, hold or process more information than you need, and do not keep it for 
longer than necessary 
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Appendix B – Checklist for Disclosing Personal/Confidential Information 

 

1. Have I verified the applicant’s identity? 
 

2. Is there a legitimate reason for disclosing the information? 
 
3. Is the information requested adequate, relevant and not excessive for the purpose? 
 
4. Do I have the authority to disclose the information? 
 
5. What is the most appropriate method of disclosing the information? 
 
6. Who do I need to inform that I have disclosed confidential information? 
 
7. What do I need to record about the request and disclosure/non-disclosure? 
 
8. Where do I record information about disclosure/non-disclosure? 
 
9. Do I need to report the disclosure/non-disclosure to anyone? 
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Appendix C – Confidentiality Audit Procedure 

 

Regular Audit Trails and Security Checks  

Where staff or patient information is held within a computer system, the CCG will arrange 

that, at least, yearly, an audit trail will be run for a system holding personal confidential data. 

Security checks for paper records or simple computer facilities  

The minimum checks to be performed are: 

 The information is held securely e.g. password control or physical security  

 The list of those with legitimate access is up to date  

 

Information to be contained in the Audit Trail 

The information to be contained within the audit will contain at minimum the following 

information: 

 Failed attempts to access confidential information; 

 Repeated attempts to access confidential information; 

 Successful access of confidential information by unauthorised persons; 

 Evidence of shared logins  
 

Information Governance Compliance checks  

Information Governance Compliance checks around the offices of the CCG will be carried 

out at regular intervals. Areas to be audited include:  

 Security applied to manual files, e.g. storage in locked cabinets/locked rooms 

 The existence and location of whiteboards containing confidential information; 

 The location of fax machines and answer phones which receive confidential 
information – are they designated safe haven faxes? 

 The understanding of staff within the department of their responsibilities with regard 
to confidentiality and restrictions on access to confidential information; 

 Retention and disposal arrangements included confidential waste 
 

Reporting  

The findings of the confidentiality audit will be reported to the SIRO and Caldicott Guardian 

and action taken where necessary regarding the implementation of any controls or remedial 

action to address the situation.  

The SIRO and/or the Caldicott Guardian will decide if further investigation should be carried 

out or disciplinary action taken. The investigation and management of confidentiality 

incidents will be in line with the CCG’s Incident Reporting Policy and NHS Digital’s Guide to 

the Notification of Data Security and Protection Incidents.  

Reports will be to the submitted to the CCG IG Group on at least an annual basis 

highlighting findings from the confidentiality audits.  
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Training needs analysis  

The findings of the audit may require individuals and teams to complete further IG training 

where specific risks have been identified that demonstrate poor awareness or 

understanding, particularly in those environments that handle PCD. 
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Appendix D - Summary of Legal and NHS Mandated Frameworks 

 

NHS Rotherham CCG is obliged to abide by all relevant UK and European Union legislation. 

The requirement to comply with this legislation shall be devolved to employees and agents 

of NHS Rotherham CCG, who may be held personally accountable for any breaches of 

information security for which they may be held responsible. NHS Rotherham CCG shall 

comply with the following legislation and guidance as appropriate:  

The European Data Protection Regulation (GDPR) and Data Protection Act (2018) 

regulate the use of “personal data” and sets out eight principles to ensure that personal data 

is:  

1. Processed lawfully, fairly and in a transparent manner in relation to individuals. 
 

2. Collected for specified, explicit and legitimate purposes and not further processed in 
a manner that is incompatible with those purposes; further processing for archiving 
purposes in the public interest, scientific or historical research purposes or statistical 
purposes shall not be considered to be incompatible with the initial purposes. 

 
3. Adequate, relevant and limited to what is necessary in relation to the purposes for 

which they are processed. 
 
4. Accurate and where necessary kept up to date. 
 
5. Kept in a form which permits identification of data subjects for no longer than is 

necessary for the purposes for which the personal data are processed. 
 
6. Processed in a manner that ensures appropriate security of the personal data, 

including protection against unauthorised or unlawful processing and against 
accidental loss, destruction or damage, using appropriate technical or organisational 
measures.  

 
The Caldicott Report (1997) and subsequent Caldicott or National Data Guardian reviews 

recommended that a series of principles be applied when considering whether confidential 

patient-identifiable information should be shared:  

 Justify the purpose for using patient-identifiable information. 

 Don’t use patient identifiable information unless it is absolutely necessary. 

 Use the minimum necessary patient-identifiable information. 

 Access to patient-identifiable information should be on a strict need to know basis. 

 Everyone should be aware of their responsibilities. 

 Understand and comply with the law. 

 The duty to share information can be as important as the duty to protect patient 
confidentiality. 
  

https://www.gov.uk/government/publications/the-information-governance-review   

 
https://www.gov.uk/government/publications/caldicott-information-governancereview-

department-of-health-response   

https://www.gov.uk/government/publications/the-information-governance-review
https://www.gov.uk/government/publications/caldicott-information-governancereview-department-of-health-response
https://www.gov.uk/government/publications/caldicott-information-governancereview-department-of-health-response
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Article 8 of the Human Rights Act (1998) refers to an individual’s “right to respect for 
their private and family life, for their home and for their correspondence”. This means 

that public authorities should take care that their actions do not interfere with these 
aspects of an individual’s life.  
 
Click here for an online link to the Human Rights Act 1998  
 
The Computer Misuse Act (1990) as amended by the Serious Crime Act 2015 

makes it illegal to access data or computer programs without authorisation and 
establishes three offences: 
 

1. Unauthorised access to data or programs held on a computer e.g. to view test 
results on a patient whose care you are not directly involved in or to obtain or 
view information about friends and relatives. 

2. Unauthorised access with the intent to commit or facilitate further offences 
e.g. to commit fraud or blackmail. 

3. Unauthorised acts with intent to impair, or with recklessness so as to impair, 
the operation of a computer e.g. to modify data or programs held on computer 
without authorisation.  
 

a. Making, supplying or obtaining articles for use in offences 1-3  

 

Click here for an online link to the Computer Misuse Act 1990  

 

The NHS Confidentiality Code of Practice (2003) outlines four main requirements that 

must be met in order to provide patients with a confidential service: 

 Protect patient information.  

 Inform patients of how their information is used. 

 Allow patients to decide whether their information can be shared. 

 Look for improved ways to protect, inform and provide choice to patients.  
 

Click here for an online link to NHS Confidentiality Code of Practice 2003 

 

Common Law Duty of Confidentiality  

Information given in confidence must not be disclosed without consent unless there is a 

justifiable reason e.g. a requirement of law or there is an overriding public interest to do so.  

Administrative Law  

Administrative law governs the actions of public authorities. According to well established 

rules a public authority must possess the power to carry out what it intends to do. If not, its 

action is “ultra vires”, i.e. beyond its lawful powers.  

 

http://www.legislation.gov.uk/ukpga/1998/42/schedule/1/part/I/chapter/7
http://www.legislation.gov.uk/ukpga/1990/18/contents
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/200146/Confidentiality_-_NHS_Code_of_Practice.pdf
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The NHS Care Record Guarantee  

The Care Record Guarantee sets out twelve high-level commitments for protecting and 

safeguarding patient information, particularly in regard to: patients’ rights to access their 

information, how information will be shared both within and outside of the NHS and how 

decisions on sharing information will be made. The most relevant are: 

Commitment 3 - We will not share information (particularly with other government agencies) 

that identifies you for any reason, unless: 

 You ask us to do so. 

 We ask, and you give us specific permission. 

 We have to do this by law. 

 We have special permission for health or research purposes; or 

 We have special permission because the public good is thought to be of greater 
importance than your confidentiality, and 

 If we share information without your permission, we will make sure that we keep to 
the Data Protection Act, the NHS Confidentiality Code of Practice and other national 
guidelines on best practice. 

 

Commitment 9 - We will make sure, through contract terms and staff training, that everyone 

who works in or on behalf of the NHS understands their duty of confidentiality, what it means 

in practice and how it applies to all parts of their work. Organisations under contract to the 

NHS must follow the same policies and controls as the NHS does. We will enforce this duty 

at all times.  

Click here for an online link to NHS Care Record Guarantee 

  

file:///C:/Users/claire.mcinnes/Downloads/care_record_guarantee.pdf
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Appendix E – Reporting of Policy Breaches  

 

What should be reported?  

Misuse of personal data and security incidents must be reported so that steps can be taken 

to rectify the problem and to ensure that the same problem does not occur again.  

All breaches should be reported in line with the CCG’s Incident Reporting Policy. If staff are 

unsure as to whether a particular activity amounts to a breach of the policy, they should 

discuss their concerns with their Line Manager or Head of IG.  

The following list gives examples of breaches of this policy which should be reported: 

 Sharing of passwords. 

 Unauthorised access to NHS Rotherham CCG systems either by staff or a third 
party. 

 Unauthorised access to person-identifiable information where the member of staff 
does not have a need to know. 

 Disclosure of person-identifiable information to a third party where there is no 
justification and you have concerns that it is not in accordance with the Data 
Protection Act and NHS Code of Confidentiality. 

 Sending person-identifiable or confidential information in a way that breaches 
confidentiality. 

 Leaving person-identifiable or confidential information lying around in a public area. 

 Theft or loss of person-identifiable or confidential information. 

 Disposal of person-identifiable or confidential information in a way that breaches 
confidentiality i.e. disposing of person-identifiable information in an ordinary waste 
paper bin.  

 

Seeking Guidance  

It is not possible to provide detailed guidance for every eventuality. Therefore, where further 

clarity is needed, the advice of a Senior Manager or Head of IG should be sought.  

Reporting of Breaches  

A regular report on breaches of confidentiality of person-identifiable or confidential 

information shall be presented to the IG Group. The information will enable the monitoring of 

compliance and improvements to be made to the policy and procedures. 
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Appendix F – Guidance on the Use of Zoom/MS Teams 

1. Introduction 

 

In response to the Covid-19 pandemic, and to ensure effective business continuity Zoom 

and Microsoft (MS) Teams have been made available to CCG colleagues to facilitate 

meetings and collaboration away from the office and traditional face to face meetings. 

Whilst Zoom has been made available locally by the CCG, a national roll-out of MS Teams 

software was accelerated by NHS Digital (NHSD) to help NHS organisations better 

communicate and collaborate, and support safe, remote working.  

For NHS organisations running NHSmail, all staff can be granted access to MS Teams, 

subject to local administration and configuration. NHS Digital are responsible for supporting 

the implementation of MS Teams via its NHSmail support site. 

2. Purpose 

 

Both Zoom and MS Teams offer a range of functionality that is beneficial but can pose a risk 

to the security of data we protect if information governance principles are not followed. This 

guidance provides staff with the information required to use both Zoom and MS Teams 

appropriately. 

3. Security and Information Governance 

 

All relevant CCG Information Governance policies and procedures are applicable and should 

be considered when using both Zoom and Teams.  

Zoom enables users to send instant messages during a meeting.  Microsoft Teams enables 

users to send instant messages, make internal calls, share, edit and collaborate on files and 

documents in one central, secure location. Both solutions offer the facility to record 

meetings. 

CCG Staff therefore MUST adhere to the following: 

 Zoom must NOT be used where  confidential information or PCD (Personal 

Confidential Data) is being discussed 

 Minimise the use of PCD see Appendix 1. 

 Only send PCD via instant message where absolutely necessary, consider using 

NHSMail to NHSMail accounts as an alternative where possible 

 PCD can be safely verbally disclosed during video and voice conferences if NOT 

using Zoom, but 
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 PCD should not be openly used if the meeting is being recorded and 

 Ensure you are located in a private area to avoid confidential information being 

overheard by others 

 Take care when screen-sharing to prevent accidental disclosure of information 

not intended for the meeting 

If you choose to access Zoom or MS Teams on personal devices (not CCG owned) then 

ensure the device meets the following criteria: 

 Device is encrypted 

 Device is fully security updated (Patched) 

 Device requires authentication (ie. 6 Digit PIN, Complex Password, Fingerprint, 

FaceID) 

 Device locks after a maximum 5 minutes of inactivity 

 Device is not Jailbroken/Rooted (where limitations imposed by Apple/Android on 

devices running the respective operating systems have been removed) 

 Device features a manufacturer supported Operating System (still receives security 

updates) 

 If used on a device not under local IT management, users should use the web 

browser in private or incognito mode, logging out/closing the browser at the end of 

their session. This will ensure no data is locally cached at the end of the session  

 Users on unmanaged devices should not use the OneDrive client to download any 

content locally when using MS Teams. 

4. Zoom 

 

Due to real-time meeting traffic being routed through US data centres - Zoom must NOT be 

used for any meetings in which confidential information or PCD is discussed.  

Only hosts/co-hosts have control of Zoom meetings and must be present within the meeting 

in order to satisfy the conditions below. If setting up a meeting on behalf of someone else, a 

co-host, who will be present in the meeting, will need to be assigned when creating the 

meeting. Co-host can only be allocated to those with a licensed Zoom account at the CCG. If 

this is not the case then the meeting must be set up via Teams. 

 The waiting room feature or passcode must be utilised by the host/co-host of the 

meeting to ensure only those invited are admitted. This can be done at the point of 

creating the meeting. 

 Once all the meeting attendees have arrived, the meeting host/co-host must lock the 

meeting from the security menu, preventing any additional attendees from joining. 

 Recording is controlled by the meeting host/co-host and will be downloaded to a 

Zoom folder on the computer of the individual who has recorded the meeting – 

recordings must be saved to the CCG network. 

  Attendees can be given permission from the host/co-host to record via the ‘Manage 

Participants’ menu 
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 Attendees can be given permission from the host/co-host to screen share via the 

‘Manage Participants’ menu 

 

Guidance on Zoom 

https://support.zoom.us/hc/en-us/articles/206618765-Zoom-Video-Tutorials  

5. MS Teams  

 

Do not extract or store PCD from Teams on non CCG personal or other electronic storage 

devices  

 Do not Copy/Paste from Teams to any other application or the device 

 Do not extract files or messages to any other application 

 Do not attach files from Teams to any other application 

Do not install additional Add-ons or Apps to Teams 

Teams / Chats 

  

 Microsoft Teams can be used for private 1:1 chats and group chats without the need 

to create a team.  

 Any instant messages (IMs) received by a user whilst offline will be available next 

time that user goes online.  

 Conversation history and chats are persistent, meaning conversations remain even 

after closing the application.  

 Users must not share sensitive information within a chat unless it is intended for all 

invited participants.  

 Be aware that all invited participants will be able to read the chat even if they do not 

join the meeting, or if they have already been disconnected.  

 Use a separate email or Teams chat for private conversations amongst a sub-group 

of colleagues.  

 

5.1 Files use  

 

 When a Microsoft team is created, a SharePoint site is also automatically created. 

Each channel within that team will correspond to a folder within the SharePoint site.  

 Any files that are shared within a Teams chat or via the channel’s files tab is 

automatically added.   

 Any permissions are translated from the SharePoint site directly to the Teams site.  

 In order to create a new document as a tab, it must first be uploaded otherwise the 

file will not be available to add.  

 Users should save content to the SharePoint site and view/edit from within Teams 

which ensures content is always protected in transit and at rest 

 

https://support.zoom.us/hc/en-us/articles/206618765-Zoom-Video-Tutorials
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5.2 Teams privacy settings 

 

 Teams are initially created by an LA who then sets up owners of each team. Owners 

do not need to be an LA and they are able to manage the team, for example by 

adding / removing members. 

 By default, all teams are created as ‘private’, meaning only those invited to it have 

access to the shared information.  

  The ‘public’ setting on MS Teams refers to all NHSmail Users (regardless of 

organisation). The function for an LA to make a team site ‘public’, has therefore been 

removed by NHS Digital to prevent NHSmail users having access to any documents 

uploaded to the team site (or its underlying SharePoint site) enabling them to view, 

search, edit and delete information regardless of organisation.  

 Any organisation wishing to make a team site 'public’ should contact 

feedback@nhs.net 

 Any LA with a team’s site set to ‘public’ is strongly recommended to review the 

requirement for this setting and any content that is locally added to the site.  

 Should an LA with a public team site wish to make it private, they can do so within 

the NHSmail portal 

 Recorded meetings are automatically stored in MS Stream and made available to the 

individual recording the meeting, to download and share as needed. A local recording 

is also stored in the chat function of the meeting. 

 Do not share meeting recordings with ‘everyone in my organisation’ via MS Stream 

as this also means the whole of NHSmail. NHS Digital will prevent system wide 

sharing in error by confirming with the individual their intention in sharing system 

wide, prior to allowing this. 

 

National Guidance on the use of MS Teams 

https://support.nhs.net/article-categories/using-teams/  

APPENDIX 1 – Definition of Personal Confidential Data (PCD) 

 

Personal Confidential Data (PCD) is legally defined in the EU General Data Protection 
Regulation and the UK Data Protection Act 2018; the two together form the basis for our 
Data Protection legislation. 

Under Data Protection legislation there are two distinct areas that are defined as Personal 
Data and as Sensitive Personal Data. Both make up that which is defined as Personal 
Confidential Data. 

Personal Data is classed as any information relating to an identified or identifiable natural 

person. This is supported by detailed reference to a series of identifiers including name, 
online identifiers (such as an IP address) and location data. 

Special Category Data (sensitive data): The GDPR singles out some types of personal 
data as likely to be more sensitive, and gives them extra protection: 

 personal data revealing racial or ethnic origin; 

mailto:feedback@nhs.net
https://support.nhs.net/article-categories/using-teams/
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 personal data revealing political opinions; 

 personal data revealing religious or philosophical beliefs; 

 personal data revealing trade union membership; 

 genetic data; 

 biometric data (where used for identification purposes); 

 data concerning health; 

 data concerning a person’s sex life; and 

 data concerning a person’s sexual orientation. 
 

Both Personal and Special Category Data are components of PCD. Other areas that are 

reflected are the NHS Common Law Code of Confidentiality and the Caldicott Principles 
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APPENDIX G – Equality Impact and Engagement Assessment 

 

Equality Impact and Engagement Assessment Form 
 

Section one – Project or plan details 

1.1 Project Title: Confidentiality Policy 

   
1.2 Project Lead: Claire McInnes Contact Details: claire.mcinnes1@nhs.net 

  

1.3 This activity /project is: 

Policy 

1.4 Describe the activity/project  

A Confidentiality Policy has been developed to replace the existing Confidentiality Code of Conduct 
containing the key messages of confidentiality for staff. This Policy aligns better with the CCG Policy 
and Procedure for the Development of Procedural Documents and follows the structure used in other 
NHS organisations. 

 
 

1.5 Timescales 

N/A 
 

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

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

 

 

2.2 Screening  

Please complete 
each area) 

What key impact have you identified? Information Source 

 Positive 
Impact - will 

actively promote or 
improve equality of 
opportunity. 

Neutral 
Impact - 
where there are 
no notable 
consequences 

for any group. 

Negative Impact 
negative or adverse 
impact causes 

disadvantage or 
exclusion. If such an 
impact is identified, the 

EIA should ensure, that 
as far as possible, it is 
either justified, 

eliminated, minimised 
or counter balanced by 
other measures. 

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

Human Rights N Y N  

Age N Y N  

Carers N Y N  

Disability N Y N  

Sex N Y N  

Race N Y N  

Religion or belief N Y N  

Sexual Orientation N Y N  

Gender 
reassignment 

N Y N  

Pregnancy and 
maternity 

N Y N  
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Marriage/civil 
partnership (only 
eliminating 
discrimination) 

N Y N  

Other relevant 
groups 

N Y N  

      

3     Engagement Assessment 

3.1 What is the level of service change?  

 
If your project is classed as a ‘significant variation’ (level 3) or ‘major change’ (level 4) please 

contact england.yhclinicalstrategy@nhs.net for a preliminary discussion to support planning and agree 
whether the service change needs to follow the NHS England Service Change Assurance process.   
 
The assurance process generally looks at the ‘case for change’ The key players in the process include 
overview and scrutiny teams, and the clinical senates.  You can also refer to the DH guidance: (please 
note that level 4 changes will require considerable long term planning and this DH guidance is 
mandatory for all level 4 changes) 
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-
hempsons_stp.pdf     DH 2013 
 

Circle or highlight the appropriate level of service change 

 

Add additional information and rationale for this scoring below 

 

3.2 
 
 

Who are your stakeholders? 

Consider using a mapping tool to identify stakeholders - who is the change going to affect and how?  
Complete below or attach or link to a mapping document 

  CCG staff 

3.3 
 
 

What do we already know? 

What do you already know about peoples’ access, experience, health inequalities and health 
outcomes? Use intelligence from existing local, regional or national research, data, deliberative events 
or engagements. 
 

N/A 
Describe any existing arrangements to involve patients and the public which are relevant to 
this plan/activity and/or provide relevant sources of patient and public insight?   

How will the insight available to you help to inform your decision? 
 

N/A 

Briefly describe how the existing or proposed engagement will be ‘fair and proportionate’, in 

relation to the activity? 

N/A 

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

 Seldom-heard groups                          Yes/No 

 Nine Protected Characteristics   Yes/No 

 Health inequalities                           Yes/No 
If yes, please provide a brief outline of your approach and objectives for any additional patient 
participation targeted at these groups 

mailto:england.yhclinicalstrategy@nhs.net
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
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Do you need to make any of your resources accessible (i.e. for people with learning disabilities, sight 
impairments, or alternative languages?) 

 

3.5 
 

What resources do you need for this? 

Consider the sections above 

 The timescales 

 The need to reach overlooked communities 

 Accessible materials 

 Gaps in knowledge 

N/A 

4 Feedback and Evaluation 

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

N/A 

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

 

Patient Feedback will be used to inform future commissioning intentions 
4.3 How will the outcomes of participation be reported back to those involved?  

N/A 
 

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

N/A 
a)  

5 b) Engagement and Equality Impact  Plan 

 Action Approx.  
Timescale 
 

Lead Deadline Comments/ 
progress 

  c)  d)  e)  f)  

 g)  h)  i)  j)  k)  

 l)  m)  n)  o)  p)  

 q)  r)  s)  t)  u)  

      

6 Form details 

 Completed by:                                                         
Claire McInnes 

 Job title: Head of IG 

 Date  
11/06/2020 

 Reported to Alison Hague 



NHS Rotherham Clinical Commissioning Group
Operational Executive –  11 September 2020  AQuA –  3 November 2020
Clinical Commissioning Group Governing Body -  2 December 2020
Gender Reassignment Policy Review 

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

Alison Hague, Corporate Services Manager 
Lead GP: 

Purpose: 
To approve the revised Gender Reassignment Policy following review as part of the 
governance approval process. 
Background: 
Annual review of the CCG’s procedural documents to ensure consistency in regards to 
corporate governance and assurance and latest legislative updates. 
Analysis of key issues and of risks 
Risk of policies not having latest legislative changes. 

Patient, Public and Stakeholder Involvement: 
NA 
Equality Impact: 
An Equality Impact Assessment has been completed and is attached at the end of the 
policy. 
Financial Implications: 
There are no financial implications as a result of the review. 
Human Resource Implications: 
There are no human resource implications as part of this review. 
Procurement Advice: 
NA 
Data Protection Impact Assessment 
NA 
Approval history: 
NA 
Recommendations: 
Governing Body is asked to approve the Gender Reassignment Policy 
Paper is for Discussion 
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1.  Introduction and The Law 

 
 
 

It is the organisation’s intention that all staff, volunteers, applicants and members of 
the public considering undergoing, undergoing or who have under gone gender 
reassignment will experience respect and dignity as employees or potential employees 
or whilst undertaking roles in the organisation for example as volunteers or visitors.  
 
It is also the intention of the organisation that managers have good information and 
guidance on gender reassignment and on the implications for people considering or 
undergoing this process and that NHS Rotherham CCG (the CCG) is committed to 
ensuring that transgender people are treated with respect and that it does not 
discriminate unlawfully. This commitment is an important aspect of its overall 
commitment to providing equal opportunities in employment.  
 
This policy is intended to assist the organisation to put this commitment into practice 
and to help the organisation, transgender people and other employees to deal with 
any practical issues that may arise. Compliance with this policy should also ensure 
that employees do not commit unlawful discrimination.  
 
Striving to ensure that the work environment is free of harassment and bullying and 
that everyone is treated with dignity and respect is an important aspect of ensuring 
equal opportunities in employment. The organisation has a separate Equality and 
Diversity policy that deals with these areas.  
 

2.  Scope 
 

 The policy is CCG wide and applies to all people applying for employment and 
employed by the CCG including those working in the CCG under honorary contracts 
and as contractors or volunteers. It is intended to apply to anyone within this group 
who is considering, is undergoing or who has undergone gender reassignment.  
 
The policy applies to people who cross dress when, as part of the process of 
reassigning their sex, or is driven by their gender identity to cross-dress. This policy 
does not apply to people who cross dress who are not in the process of reassigning 
their sex. 
 
 

3. Definitions 
 

 3.1 Gender Dysphoria 
 
Gender dysphoria describes people who experience significant dysphoria 
(discontent) with the sex they were assigned at birth. 
 
 

 3.2  The Terms ‘Trans’ and ‘Transgender’ 
 
The Equality and Human Right’s Commission note that… ‘ the terms ‘trans people’ 
and ‘transgender people’ are both often used as umbrella terms for people whose 
gender identity and / or gender expression differs from their birth sex, including 
transgender people (those who intend to undergo, are undergoing or have 
undergone a process of gender reassignment to live permanently in their acquired 
gender), transvestite/cross dressing people (those who wear clothing traditionally 
associated with the other gender either occasionally or more regularly), androgyne / 
polygender people (those who have non-binary gender identities and do not identify 
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as male or female), and others who define as gender variant. 
 

4. Purpose 
 
The CCG is committed to equality of opportunity, preventing discrimination or 
harassment and promoting positive relations between all people employed in the 
organisation. It is the organisation’s intention that all staff, volunteers, applicants and 
members of the public considering undergoing, undergoing or who have undergone 
gender reassignment will experience respect and dignity as employees or potential 
employees or whilst undertaking roles in the organisation in a range of other 
circumstances. 
 
The purpose of this policy is to:- 
 
• Set out how the CCG will address these aims. 

 
• Set out how the CCG will address gender reassignment from an employment 

perspective ensuring practice is in line with legal requirements and good practice 
guidance. 

 
• Set out how the CCG will ensure that individuals considering or undergoing 

gender reassignment or who have transitioned are treated with fairness and 
supported in recruitment employment and career development. 

 
• Set out CCG Policy on applying appropriate procedures in recruitment. 

 
• Set out CCG Policy on applying appropriate procedures and support processes 

when employees or volunteers are considering, undergoing or have undergone 
gender reassignment. 

 
• Set out how the CCG will ensure that relevant members of staff have sufficient 

information, guidance and support so that they can provide sensitive and 
supportive management to people who have informed them that they are 
considering undergoing or are undergoing gender reassignment. 

 
• Set out the action that will be taken by the CCG to ensure that people who have 

undergone gender reassignment are treated with respect and their legal rights 
are maintained. 

 
The policy is supported by specific Procedures and Guidance. 
 
 

5. Duties  
 

 All staff should be aware of the policy as it applies to them as individual members of 
staff or volunteers. 
 
All staff with leadership / managerial responsibilities must be aware of this policy and 
its related procedures and guidance and ensure that it is applied in their area of 
responsibility. 
 
Specialist staff for example in areas such as HR, workplace wellbeing etc. should 
have a good working knowledge of the Policy and related procedures and guidance. 
 
The HR Business PartnerHead of HR and Corporate Services Manager are 
responsible for ensuring the policy is up to date. 
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6. Process and Procedure  
  

Staff Considering Undergoing Gender Reassignment 
 
This section applies to staff employed by the CCG irrespective of the type of 
contract. 

A member of staff who is considering undergoing gender reassignment may wish to 
initially speak with Occupational Health Counselling Service. Staff may self-refer to 
workplace counselling.  Workplace wellbeing will ensure that staff are made aware of 
this Policy and related procedures and support. 
 
A member of staff considering undergoing gender reassignment is advised to initially 
approach their line manager or the HR Business PartneHead of HRr.  The line 
manager or the HR Business Partner Head of HR should ensure that the employee 
is provided with a copy of this policy, and related procedures and support. 
 
A member of staff considering undertaking gender reassignment may not proceed or 
may not plan to undergo gender reassignment imminently. 
 
The line manager should agree with the member of staff what, if any, support will be 
helpful on an on-going basis. 
 
The line manager should ensure that if a person has raised the issue of gender 
reassignment with them that any record made or transfer of information is made only 
with the specific agreement of the employee. 
 
Staff intending or undergoing gender reassignment 
 
If the member of staff decides to undergo gender reassignment, they have the option 
to start the procedure set out in Appendix A. 
 
The procedure in Appendix A sets out what should take place to support an 
employee considering undergoing gender reassignment. 
 
Staff Undergoing Gender Reassignment 
 
This section applies to employees, irrespective of the type of employment contract, 
undergoing gender reassignment. 

People undergoing gender reassignment are usually required by medical protocols to 
‘live in role’ for up to two years.  They may be prescribed hormone therapy or may 
choose to undergo surgical procedures.  However, not all people who undergo 
gender reassignment will wish to undergo surgical procedures.  A person is legally 
protected even if they never seek medical treatment. 
 
Absence from work due to gender reassignment must be treated in the same way as 
absence due to illness and take account of the CCG Sickness Absence policy.  The 
manager should discuss with the member of staff what type of appointments or time 
off they will require associated with gender reassignment.  On the production of an 
appointment card/letter employees will be granted reasonable paid time off to attend 
hospital appointments under the terms of the CCG’s Annual and Special Policy. 
 
Appendix A sets out a procedure to be followed to support someone undergoing 
gender reassignment. 
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The CCG will maintain up to date information about support services available to a 
person undergoing gender reassignment and provide this information through the 
CCG intranet site – or should be signposted to this information. 
 
Recruitment and New Employees 

 
Employment recruitment procedures and practice will include provisions for ensuring 
that people are not discriminated on the basis of gender reassignment. 

 
New and current employees requiring DBS checks who are undergoing gender 
reassignment will be able to use the DBS specific procedure.  This involves 
contacting the DBS directly. 
 
The CCG staff does not need information about a member of staff’s gender history 
and should not ask about this during DBS checking. 

 
DBS internal procedures ensure that relevant checks are made. Where a conviction 
or (in Enhanced Disclosure cases) other relevant information has been recorded in a 
previous name, this will be revealed on the disclosure and as such details of any 
previous identity may become apparent. 
 
See appendix E - DBS check procedure. 
 
Work Permits 

 
Staff who are working in the CCG on a work permit or student visa are asked to 
comply with any work permit/visa regulations which may relate specifically to name 
change or gender reassignment in order that the work permit/visa continues to be 
valid. 
 
References 

 
References for someone moving to a new job must be in the name which will be 
used in the new job and not disclose a former name. 

 
If a transgender person has to disclose a previous identity in order for references 
from past employers to be obtained strict confidentiality and respect for dignity 
should be applied and this information kept secure. 

 
Occupational Requirements 
 
The Equality Act 2010 has replicated exceptions for ‘occupational requirements’ that 
were in previous equalities legislation.  The Equality Act 2010 makes it clear that any 
‘occupational requirements’ for a role must ‘pursue a legitimate aim’ and ‘the burden 
of showing that the exception applies rests on those seeking to rely on it’. 
 
When advertising roles the CCG/Yorkshire and Humber Commissioning Support 
policy and procedure on advertising posts which have Occupational Requirements 
must be referred to. 
 
When a person is considering undergoing or undergone gender reassignment it is 
essential that any concerns a line manager may have regarding the role of the 
transgender person are discussed with the person as part of the procedures 
described in Appendix A.  If agreement cannot be reached then advice should be 
taken from HR to agree if all or any part of the person’s role is subject to an 
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occupational requirement. 
 
Gender Recognition Certificates (GRC) 
 
This section applies to new recruits irrespective of the type of contract and to staff 
who have undergone gender reassignment. 
 
The Gender Recognition Act 2004 provides that where a person holds a gender 
recognition certificate (GRC) they must be treated according to their acquired 
gender. 
 
Anyone who has a GRC must be treated for all purposes as having their acquired 
gender. 
 
Transgender people must not be routinely asked to produce a GRC.  Staff 
undergoing gender reassignment may choose to apply for a GRC but they should not 
be required to do this. 
 
People who have a GRC will be issued with a new birth certificate.  This is 
confirmation of their legal gender. 
 
Confidentiality 

 
The CCG policy on confidentiality will apply, however the following should be 
particularly noted. 

 
Members of staff may gain information about a person’s gender history in the course 
of their work.  This information must be kept confidential 

 
If this information needs to be passed on then the specific permission of the person it 
relates to must be obtained. 

 
If the person has a GRC and this information is passed on without gaining the person 
permission, the person passing the information on will be committing an offence. 
 
National Insurance 
 
Staff who change their name will need to inform the local social security office, 
providing the appropriate certificates and will pay NI contributions on the basis of 
their affirmed gender according to the GRC. 
 
Pension 
 
A transgender person who receives a full recognition certificate will be treated 
according to their affirmed gender for state pension purposes.  Transgender people 
who do not obtain a full gender recognition certificate retain their full pension rights in 
accordance with the sex that is recorded on their birth certificate.  In terms of pension 
provision, it is good practice for employees to be treated as having their birth gender 
up to the point of transition (i.e. when they start to live fully in the acquired gender) 
and their acquired gender from the point of transition.  This would apply for example 
in calculating funds transfers between pension plans. 
 
Professional Registration 
 
Staff who are professionally registered are advised to contact their professional 
bodies to find out whether there are any specific requirements in terms of name 
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changes etc.  If the employer has to keep evidence of professional status or 
qualifications, he or she should discuss with the member of staff how to retain such 
evidence on file so as not to compromise or breach disclosure of protected 
information. 
 

7. Dissemination, Storage and Archiving 
 

The policy will be available on the CCG intranet. 
 

8. Training and other Resource Implications for this Policy 
 

A briefing will be given via e-mail to all staff to make them aware of the policy.  
Reference will be made to the policy in relevant training such as recruitment. 
 

9. Audit, Monitoring and Review 
 

The policy will not be in regular use so it is anticipated that once the policy has been 
used for the first time feedback will be obtained from staff and managers regarding 
the policy. 
 
The policy will be updated to take account of guidance issued on gender 
reassignment.  The policy will be reviewed on a cyclical basis every three years. 
 

10. Implementation Plan  
 

Action / Task Responsible Person Deadline Progress update 

Agree policy place on 
intranet and publicise 
within CCG. 

Equality and Diversity 
Manager and 
Assistant Chief Officer 

01/10/2014 1stdraft completed and 
with the CCG for 
review. 

Policy reviewed in 
cyclical basis 

Corporate Services 
Manager and 
Assistant Chief Officer 

01/08/17 Policy reviewed 

 
11. Links to Other Polices 

 
Equality and Diversity Policy 
Acceptable Standards of Behaviour (incorporating Dignity at Work) 
Managing Sickness Absence 
Recruitment and Selection Policy and Procedure 
Annual and Special Leave Policy 
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Appendix A 
 
Undergoing Gender Reassignment Procedure 
 
1. Planning 
 
People are different and each person considering and undergoing gender reassignment will have 
different prefaces and priorities.  The following procedures are intended to provide a framework to 
support this process but they may be modified to meet individual needs. 
 
2. Informing colleagues service users and carers and contacts  
 

2.1. There is no requirement and there should be no obligation to inform colleagues, clients or the 
public that a person is undertaking gender reassignment. 
 

2.2. Where case work is being undertaken or a member of staff has a long term caring relationship 
it may be considered appropriate to have a discussion with the service user if the relationship 
with that individual was established prior to their change of gender and is to continue.  How to 
manage this should be discussed with the transitioning person. 

 
2.3. Any inappropriate release of information resulting in the member of staff being identified 

against their stated wish, whether internally or externally, may  be regarded as gross 
misconduct and subject to appropriate disciplinary action.  It is therefore important to have a 
specific discussion at an early stage about who will be informed, at what stage and how. 

 
2.4. It is recommended that the transitioning person takes the lead in informing others but they 

may prefer that this is undertaken by the manager or a HR representative. 
 

2.5. It is important the timing of disclosure is agreed as part of the planning. 
 

2.6. The manager will ensure that general information about gender change and any specific 
details about the current transition are made available to staff or the person.  
 

2.7. At the point of public change in gender, it is common for people to take annual leave and then 
return in their new name and gender role.  This may be a useful opportunity with the persons 
consent to brief staff ready for their return. 

 
3. Record keeping 
 

3.1. At the point of transition all public documents, public references (such as telephone 
directories, e-mail accounts, circulation lists, rotas, Electronic Staff Records) and employment 
details need to be amended to reflect the acquired gender of the person. See Section 2 for 
practical details. 
 

3.2. Where documents have been seen and copies taken at the point of starting employment (such 
as a birth certificate) every effort should be made to replace those with equivalent documents 
in the new name and gender.  This will prevent any breach of confidentiality. 

 
3.3. In some instances, it may be necessary to retain records relating to an individual’s identity at 

birth, for example, for pension or insurance purposes. 
 

3.4. Once a GRC has been obtained these must be replaced with the new birth certificate details. 
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3.5. Access to records showing the change of name and any other details associated with the 
individual’s status (such as records of absence for medical treatment) must be restricted to 
staff who need the information to do their work. 
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Appendix B 
 
Meetings Guide and Checklists 
 
  Date completed  
 
Initial  
Meeting  
 

 
Suggested Agenda 
 
1) Agree who will initially be informed and or involved in 

supporting the employee. 
2) Provide employee with details of the policy and CCG 

procedure. 
3) Agree a date for a second meeting – this should take place as 

soon as possible. 
4) What support would be helpful – agree how this can be met. 
 

 

 
Planning 
Meeting 1 
 
 
 
 

 
Suggested Agenda 
 
1) Agree outline timescales including support/progress meeting 

timetable. 
2) Agree who should/needs to be told when and how. 
3) Does the person wish to stay in their current role during 

transition or be redeployed if this is an option? 
4) Are there any occupational requirements of the current or 

proposed role (NB these will be limited and must be 
objectively justified by the organisation)? 

5) Can adjustments be made so that the person does not 
undertake these aspects of the role during transition? 

6) Where a role requires on going contact with individual 
patients/service users discuss communication with these 
patients. 

 

 

 
Planning 
Meeting 2 

 
Suggested Agenda 
 
1) Does the person wish to inform colleagues, external 

organisations and contacts personally, or should this be done 
on their behalf? 

2) Agree how the tasks identified in task list 1 below will be 
completed (who when etc.) 

3) When will use of chosen gender facilities begin. 
4) How will negative reactions be managed 
5) Agree how to respond to any media interest 
6) Does any information need to be provided to colleagues 
7) Agree final timetable for when key actions will take place. 
8) Discuss any concerns of the transitioning person  
9) Discuss any questions the line manager may have. 
 

 

 
Progress 
Meeting 1 

 
Suggested Agenda 
 
1) Review Progress 
2) Check list of tasks 1 completed 
3) Review/revise timetable 
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Progress 
Meetings 

 
To take place in line with planning identified above 
 
Suggested Agenda 
 
1) Review Progress 
2) Review/revise timetable 

 

 

 
Final meeting  

 
This should take place at a stage when the transitioning person 
feels that support should finish or alternative on-going support 
should be agreed and all tasks have been completed. 
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Appendix C 
 
Practical Procedures and Considerations 
 
1. Electronic Staff Record (ESR) 
 
This is the system used in the NHS to keep staff records. 
 
Option 1 – preferred name – a member of staff can change their preferred name on the system 
without providing any supporting information, so someone whose name is John Smith could indicate 
that they wish to be known as Joanna Smith.  If someone’s preferred name is changed on the system 
any official information linked to ESR records will still record the person’s name as Joanna Smith in 
this case. 
 
To action this Request to Vary a Contract form needs to be completed and returned to the Central HR 
Workforce Team. 
 
Option 2 - Initiating a full change of name. Any member of staff can change their name but the CCG 
policy is that this must be supported by some formal proof of name change (for example a marriage 
certificate).  For people undergoing gender reassignment the requested name change should be 
supported by a ‘statutory declaration’ of name change or a gender recognition certificate. 
 
A name change can be facilitated by the person completing a Request to Vary a Contract electronic 
form which their line manager will then authorise.  This should then be sent to the Central HR 
Workforce Team along with the scanned in copy of the ‘statutory declaration’ confirming this legal 
change. 
 
2. Email log in etc. 
 
The IT department should be contacted to facilitate name changes on e-mail and any security or other 
log in systems. 
 
3. National Insurance 
 
Staff who change their name will need to inform the local social security office, providing the 
appropriate certificates and will pay NI contributions on the basis of their affirmed gender according to 
the GRC. 
 
4. Pension 
 
A transgender person who receives a full recognition certificate will be treated according to their 
affirmed gender for state pension purposes.  Transgender people who do not obtain a full gender 
recognition certificate retain their full pension rights in accordance with the sex that is recorded on their 
birth certificate.  In terms of pension provision, it is good practice for employees to be treated as 
having their birth gender up to the point of transition (i.e. when they start to live fully in the acquired 
gender) and their acquired gender from the point of transition.  This would apply for example in 
calculating funds transfers between pension plans. 
 
5. Professional Registration 
 
Staff who are professionally registered are advised to contact their professional bodies to find out 
whether there are any specific requirements in terms of name changes etc.  If the employer has to 
keep evidence of professional status or qualifications, he or she should discuss with the member of 
staff how to retain such evidence on file so as not to compromise or breach disclosure of protected 
information. 
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Appendix D 
 
Task List 
 

 
 Who Will Complete 

  

Task 
 
Process 

Staff 
Member Manager  Other  Completed  

 
Change name on ESR  
 

Complete Request 
to Vary a Contract 
Form – submit to 
Central HR 
Workforce Team. 

√ √ YHCS HR 
Team will 
action on 
ESR upon 
receipt of 
form.  

Change e-mail address 
 
 

Contact IT directly 
to request change 
to email  

√ √ IT Team will 
action on 
receipt of 
request.  

 
Change name on IT 
systems 
 

Contact IT directly 
to request change 
to email  

√ √ IT Team will 
action on 
receipt of 
request.  

 
Advise Professional 
Body (as per that 
bodies policy) 
 

Staff member 
contacts relevant 
professional 
organisation.  

√ n/a n/a 

 

 
Change authorised 
signature mandate 

CCG Finance to 
agree change and 
inform YHCS.  

√ √ CCG 
Finance 
Team to 
action 
change.  

Change Payroll  
 

Will be actioned via 
Request to Vary a 
Contract instruction 
to Central HR 
Workforce Team as 
above. 

√ √ YHCS HR 
Team will 
action on 
ESR upon 
receipt of 
form.  

Order new Uniforms  
 

Staff 
Member/Manager 

√ √ n/a 
 

Inform National 
Insurance Office  
 
 

Staff Member to 
inform the office 
directly 

√ n/a n/a 

 
 
Pensions  
 

Staff Member to 
inform the office 
directly 

√ n/a n/a 

 
OTHER – to be agreed 
at planning meetings 
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Appendix E 
 
Advice on DBS Check Procedure 
 
A specific procedure is available for people who have undergone gender reassignment.  This involves 
them contacting the DBS directly. 
 
DBS offer a confidential checking process for transgender applicants.  This process is for transgender 
applicants who do not wish to reveal details of their previous identity to the person who asked them to 
complete an application form for a DBS certificate.  Telephone 0151 676 1452 to discuss this matter in 
confidence or email sensitive@dbs.gsi.gov.uk. 
 
A brief summary of the process is: 
 

• Transgender people applying for a DBS disclosure should first ring the above number or email 
the above address to clarify anything they are not sure about and to ensure that the DBS know 
they will be using the special provisions. 

 
• They should then complete the form or E-DBS form presented by their employer in the normal 

way, except that they need not complete details (or supply forms of evidence) that would 
expose their gender history to their employer. 

 
• If they wish to leave out details that could ‘out’ them, then they should photocopy the form 

ensuring they have a clear record of the application serial number or make a note of the serial 
number if using e-DBS. 

 
• The applicant should then immediately contact the DBS on one of the numbers above and 

notify them of the application number. 
 

• The special security section of the DBS in Liverpool then have the means to intercept the 
application forwarded by the employer.  They will ask the applicant to supply the information 
needed to replace that which was omitted.  This is then married up so that a rigorous criminal 
records check can be carried out in the same way as for any other applicant. 

 
• Disclosures sent to the employee and their employer will not reveal the applicants former 

identity unless they have an offence or caution that has been recorded in that name in police 
records.  In this case there is no way of avoiding the disclosure of that former identity to the 
employer. 

 
• DBS check information obtained should be treated in line with the CCG policy on DBS checks, 

data protection and confidentiality.



   

 

Equality Impact Assessment 

Title of policy or service: Gender Reassignment Support in the Workplace Policy 

Name and role of officer/s completing  

the assessment: 

Alison Hague, Corporate Services  Manager 

Date of assessment: 1st August 201715 July 2020 

Type of EIA completed:  Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐ (select one option -  
see page 4 for guidance) 

 

1. Outline 

Give a brief summary of your policy 
or service 

• Aims 
• Objectives 
• Links to other policies, 

including partners, national or 
regional 
 

 

The Gender Reassignment Policy aims to provide an appropriate framework within NHS Rotherham 
CCG to enable managers to ensure employees who are considering or have undergone a gender 
reassignment process are fully supported in the workplace. 
It is the organisation’s intention that all staff, volunteers, applicants and members of the public 
considering undergoing, undergoing or who have under gone gender reassignment will experience 
respect and dignity as employees or potential employees or whilst undertaking roles in the 
organisation for example as volunteers. 
This policy has been developed to ensure the organisation meets its legislative requirements in 
relation to gender reassignment under the provision of the Equality Act 2010, specifically ‘the act 
provides protection for transsexual people. A transsexual person is someone who proposes to, 
starts or has completed a process to change his or her gender. The act no longer requires a person 
to be under medical supervision to be protected, so a woman who decides to live as a man, but 
does not undergo any medical procedure would be covered. It is discrimination to treat transsexual 
people less favourably for being absent from work because they propose to undergo, are 
undergoing or have undergone gender reassignment than they would be treated if they were absent 
for being ill or injured.’ 

 



   

Identifying impact: 

• Positive Impact:  will actively promote or improve equality of opportunity; 
• Neutral Impact:   where there are no notable consequences for any group; 
• Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far as 

   Possible, it is justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 
 
2. Gathering of Information  

This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality Duty.  

  

 

 

(Please complete 

each area) 

What key impact have you identified? For impact identified (either positive and 

or negative) give details below:  

 

Positive 

Impact  

 

Neutral 

impact 

 

Negative 

impact 

How does this impact and what 
action, if any, do you need to take to 

address these issues? 

What difference will this make? 

Human rights ☒ ☐ ☐   

Age ☐ ☒ ☐   

Carers ☐ ☒ ☐   

Disability ☐ ☒ ☐   

Sex ☐ ☒ ☐   

Race ☐ ☒ ☐   

Religion or belief ☐ ☒ ☐   

Sexual orientation ☐ ☒ ☐   



   

Gender 
reassignment 

☒ ☐ ☐  Most employers are aware of the 
need to show a positive approach to 
transgender people and other groups 
with ‘protected characteristics’. An 
accepting environment in which 
diversity is celebrated ensures that 
valuable staff are recruited and 
retained. Yet at present 40% (1) of the 
people who would like to transition 
feel unable to do so in the work 
environment, and are therefore 
working under great stress and 
unlikely to reach their potential. 
Providing a welcoming environment, 
in which valuable staff are recruited 
and retained benefits everybody, not 
just the groups specifically targeted.  

The Equality Act 2010 protect 
transgender people, and the 
development of this policy represents 
NHS Rotherham CCG’s commitment 
to ensuring the benefits and 
requirements of this law are clearly 
understood and followed within the 
organisation, and that staff who may 
wish to undergo a gender 
reassignment process are aware they 
can do so with the assurance that 
their employer has a clear and 
supportive process in place. 

Pregnancy and ☐ ☐ ☐   



   

maternity 

Marriage and civil 
partnership (only 
eliminating 
discrimination) 

☐ ☒ ☐   

Other relevant 
groups 

☐ ☒ ☐   

HR Policies only: 

Part or Fixed term 
staff  

☒ ☐ ☐   

 

IMPORTANT NOTE:  If any of the above results in ‘negative’ impact, a ‘full’ EIA which covers a more in depth analysis on areas/groups impacted must 
be considered and may need to be carried out.  

 

Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 

Issues/impact identified Actions required How will you measure 
impact/progress Timescale Officer 

responsible 

This is a new policy for the CCG 
and a developing area of 
legislation, it is important to ensure 
all staff are aware of the framework 
that is in place within this policy to 
support staff and managers. 

 

Communication of policy at All 
Staff Meeting (ASM) on 22nd 
February for feedback and 
comments. 

Policy to go through CCG 
ratification process for 
authorisation. 

The measure will be when an 
individual access the policy 

 

 

 

 Ongoing  

 

 

 

 

Elaine 
Barnes/Peter 
Smith 

 

 

Alison Hague/Ruth 



   

Policy reviewed in line with 
cyclincal process 

Policy to go through CCG 
ratification process for 
authorisation. 

Communication of policy at All 
Staff Meeting. 

The measure will be when an 
individual access the policy. 

Ongoing Nutbrown 

4. Monitoring, Review and Publication 

When will the proposal be 
reviewed and by whom? 

Lead / Reviewing  
Officer: Alison Hague Date of next Review: Every 23 years. 

 

Signature: A Hague 

 

 



NHS Rotherham Clinical Commissioning Group 

Operational Executive –  25 September 2020                  
Strategic Clinical Executive - NA          
AQuA –  3 November 2020 
Clinical Commissioning Group Governing Body -  2 December 2020 
Intellectual Property Policy Review 
 
Lead Executive: Chris Edwards, Chief Officer 
Lead Officer: Ruth Nutbrown, Assistant Chief Officer 

Alison Hague, Corporate Services Manager 
Lead GP:  
 
Purpose:  
To review the revised Intellectual Property Policy following review as part of the governance 
approval process. 
Background: 
Annual review of the CCG’s procedural documents to ensure consistency in regards to 
corporate governance and assurance and latest legislative updates. 
Analysis of key issues and of risks 
Risk of policies not having latest legislative changes. 

Patient, Public and Stakeholder Involvement: 
NA 
Equality Impact: 
An Equality Impact Assessment has been completed and is attached at the end of the 
policy. 
Financial Implications: 
There are no financial implications as a result of the review. 
Human Resource Implications: 
There are no human resource implications as part of this review. 
Procurement Advice: 
NA 
Data Protection Impact Assessment 
NA 
Approval history: 
NA 
Recommendations: 
GB is asked to approve the Intellectual Property Policy. 
Paper is for Discussion  
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Title: Rotherham CCG – Management of intellectual 
property policy 

Reference No: C2 
Owner: Operational Executive: 
Author: Ruth Nutbrown – Assistant Chief Officer 
First Issued On: April 2013 (Version 1) 
Latest Issue Date: June 2017 
Operational Date: May 2013 

August 2015 V1.1 
June 2017 V2 

Review Date: June 20202023 
Consultation Process: OE 
Ratified and Approved by: Governing Body 6 September 2017 

 
Distribution: All staff and GP members of the CCG 
Compliance: Mandatory for all permanent & 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 
characteristics.  
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SECTION A - DEFINITIONS 
 

Intellectual Property (IP) – The document Handling Inventions and other Intellectual 
Property: A Guide for NHS Researchers describes Intellectual Property as “The novel or 
previously undescribed tangible output of any intellectual activity can legitimately be 
described as intellectual property. It has an owner it can be bought, sold or licensed and 
must be adequately protected. It can include inventions, industrial processes, software, 
data, written work, designs and images.” (DH, 1998). 

 
Intellectual property protection - The law is complicated and members of staff are 
advised to contact their Research Lead at the earliest opportunity to discuss more detailed 
information on IP protection. It is possible for more than one type of IP protection to apply 
to a particular item. 

 
Copyright - Copyright covers written information (such as leaflets, articles, assessment 
tools and training packs), computer software and films / videos, which can all be protected 
by copyright. Separate related rights apply to databases. Copyright offers protection 
against the copying the whole or substantial parts of a copyright work, although copying 
would need to be proven. 

 
Copyright is automatically applicable when the article is captured in a tangible form – 
copyright does not apply to ideas. It is advisable to attach a statement recording the origin 
of the copyright work to try and head off potential disputes such as: 

 
“© NHS Rotherham CCG 2017. All rights reserved. Not to be reproduced in whole or in 
part without the permission of the copyright owner.” 

 
Many of the options available to a copyright owner will involve contractual agreements 
governing the licensing and use of the work which will be just as important as the rights 
provided by copyright law. The right contractual agreement can minimise the chances of a 
dispute over copyright work. 

 
Keeping copies of all your drafts and any other material shows your connection with the 
particular copyright material should this be disputed or infringed further down the line. 

 
Patents - Patents can be used to protect inventions that embody a new idea and an 
inventive step and are capable of being made or used by industry (such as devices, 
processes or methods of operation). Exclusions from this include methods of treatment of 
the human / animal body by surgery or therapy, or methods of diagnosis. An invention 
must not have been made public anywhere in the world prior to the patent filing date 
(including journals, the internet, meetings, posters, etc.) and must not be obvious, 
compared to what is already known to someone who is experienced in the relevant field. 
Records should be kept of when the invention was made, as in the US patent protection is 
provided for the first inventor, rather than the first to file for protection in the UK. 

 
Unregistered Design Rights - Design Rights are not directly associated with appearance 
such as surface decoration. This right is created automatically in objects and can protect 
internal and external features but only gives protection against copying of features of 
shape and configuration (e.g. engineering components and architectural models). The 
protection offered is shorter term than that for registered design rights, and is not available 
for functional objects that must be a particular shape in order to carry out their function. 
This means that spare parts for cars, for example, are not protected by design rights. 

 
Registered Design Rights - An object or pattern (such as a typeface) that is new and has 
“individual character” can be the subject of registered design right application that offers 



Page 4 of 19  

protection against copying as of right – direct copying need not be proved to enforce the 
right. This right cannot apply to designs that are purely functional; there must be some 
aesthetic quality to the design, although it need not be artistic as such. 

 
Trade Marks - A trade mark is a sign or symbol that is used to distinguish a product or 
service from that produced or supplied by another business. It could be the design of a 
label or the shape of a product‟s packaging (for example the Coca-Cola bottle). The term 
“sign” includes logos, slogans, words, colours and 3-D shapes. 

 
Registering a trade mark protects the owner from competitors also trying to use that image 
or a similar one to promote their own products. Trade marks can be very valuable in 
keeping a product or brand as a market leader. 

 
Know-How - Confidential information or “know-how” is information which may be 
commercially or technically valuable and which is regarded as secret. It may, for example, 
include information on industrial processes or be a list of clients. 

 
In all cases, the “know-how” will only retain its value if it is managed effectively and kept 
within the organisation. All exploitation partners, business partners and collaborators 
should be bound by conditions of confidentiality through a Confidential Disclosure 
Agreement (CDA). This may be a reciprocal agreement whereby confidential information is 
both disclosed and received. A CDA may be obtained from your Research Lead. 

 
Know-how and confidential information can be bought, sold and licensed like any other 
form of IP and persist indefinitely, as long as they remain “secret”. 
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SECTION B - POLICY 
 
 

1 INTRODUCTION 
 

1.1 In delivering high quality care NHS employees may generate new ideas and 
concepts which are likely to have the potential for wider application and commercial 
distribution. These types of ideas and concepts are known as intellectual property 
(IP) and, as with other forms of property, may be owned by an individual or 
organisation. 

 
1.2 Intellecual Property (IP) can be created by almost any form of intellectual activity, 

although the nature of the IP will ultimately depend on the character of what is 
produced and, potentially, whether someone else got there first. IP exists in this 
policy statement, the design of a novel surgical tool and the chemical composition 
of a new drug – but different types of IP require different steps to protect, and 
premature public release of IP may jeopardise such protection. 

 
1.3 NHS Policy and the framework and guidelines on the management of IP place a duty 

on the organisation to audit, protect and exploit its intellectual property. This 
document outlines a policy for the effective management of IP and gives a brief 
definition of what intellectual property is, with information on who to contact if you 
have an invention / idea / innovation that you think may need protecting or if you 
require general advice on IP arising from your work. 

 
2 LEGISLATION & GUIDANCE 

 
2.1 The Intellectual Property Act 2014 came into force on 1st October 2014 in a bid to 

modernise UK intellectual propert law, most notably design and patent law.  It protects 
organisations IP rights in the UK and abroad as it synchronises UK law with EU intellectual 
property law. 

 
 

3 POLICY STATEMENT 
 

3.1 People working in the NHS continually generate IP. It arises both within and outside 
of clearly identified research and development activities. Every member of staff 
should be conscious that they may be creating valuable IP on a daily basis. The IP 
that CCG employees create may improve the health care services provided by the 
NHS. 

 
3.2 It is the CCGs policy to encourage and enable employees to participate in the 

generation and exploitation of IP as part of its commitment to delivering the best 
possible patient care. Sometimes improvements to patient care can only come about 
by the protection of IP and its subsequent commercial exploitation to generate 
revenue, rather than by immediate widespread dissemination. This policy seeks to 
ensure that: 
• the legitimate needs of the CCG to protect its interests in IP are recognised by its 

staff; and 
• work carried out by the CCG, its employees and agents can be used to produce 

wider benefits for the NHS and patients; and 
• a creative environment for employees to work in is fostered where innovation and 

excellence are rewarded. 
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3.3 The CCG therefore agrees that income generated by successful exploitation of its IP 
and received by the CCG will be shared with the inventor(s) on the basis set out in 
Section 16. 

 
3.4 The CCG will assign to its employees the copyright of any article produced by the 

employee intended for publication in an academic or professional journal and with no 
commercial value, in which event it will waive any claim to financial benefit arising 
from the publication unless specifically agreed otherwise. The CCG will, however, 
retain a world-wide, irrevocable, royalty free licence to use the publication for its own 
non-commercial purposes, including research and training. 

 

4 SCOPE 
 

4.1 Any persons under the control of NHS Rotherham CCG, including for example (but 
without limitation) its Members, employees, professional trainees, contractors and 
persons who may be partially funded by other parties are covered by this policy and 
by default any IP that they create will be considered to vest in the CCG unless stated 
otherwise in this policy. This extends to persons doing work in relation to CCG 
matters away from their normal place of work. 

 
4.2 The position stated in Section 4.1 may be overridden by the terms of any commercial 

contract between the CCG and the person concerned, or where the CCG has an 
agreement in place with a third party that dictates a different approach to the 
management of IP produced in association with that agreement (where, for example, 
research is funded by a company but carried out by CCG employees the IP may vest 
in the pharmaceutical company rather than the CCG as would normally be the case). 

 
5 AIMS AND OBJECTIVES 

 
5.1 This policy has been developed in order to: 

ensure NHS Rotherham CCG complies with the requirements of the  
• The Intellectual Property Act 2014NHS Policy and the framework and guidelines on the 
management of intellectual property (IP). 

• oOutline a policy for the ownership and effective management and exploitation 
of IP. 

• sSet out accountabilities and responsibilities of staff in relation to 
notification, confidentiality and protection of IP. 

 
6 OWNERSHIP OF INTELLECTUAL PROPERTY 

 
6.1 Ownership of IP will often automatically rest with the CCG. This applies to all IP 

produced by CCG employees in the course of their normal duties and any other 
tasks they are specifically instructed to carry out in the CCG. Any other IP created 
by CCG employees, in their own time and using their own resources, or not arising 
as a result of their normal duties or specific instructions, will vest in the employee. 
This is in accordance with the Patents Act 1977 and the Copyright, Designs and 
Patents Act 1988. 

 
6.2 If an employee‟s contract of employment requires him/her to undertake research and 

development then there is an expectation that inventions may potentially arise. In 
this case, the IP belongs to the CCG and income generated by its successful 
commercialisation and received by the CCG will be shared with the inventors on an 
agreed sharing basis (see Section 16). 
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6.3 For employees who are not contracted to undertake research and development and 

who generate IP, particularly patentable IP, it is not always clear where ownership 
lies. However, in return for assignment of the IP to the CCG, the CCG will offer 
employees the same potential benefit as to others where ownership by the CCG is 
more clearly defined. The CCG will then undertake to evaluate and exploit the IP 
where appropriate at no cost to the inventor and any income generated by its 
commercialisation and received by the CCG will be shared with the inventor(s) (see 
Section 16). 

 
6.4 If an employee uses CCG resources (including premises, staff and facilities) to 

develop and exploit any IP, whether inside or outside of office hours, then that IP 
belongs to the CCG. 

 
6.5 If an employee who is not contracted to undertake research and development 

wishes to claim ownership of IP not produced in the course of their duties, then that 
person may try to protect and exploit the IP on their own and using their own 
resources. However, employees should recognise that this is a complex and costly 
process and that, in these circumstances, CCG resources must not be used. 

 
6.6 There may be circumstances in which the CCG chooses not to take up its rights to 

the IP, in which case the IP rights of ownership (IPR) may be assigned to the 
employee. 

7 INDEPENDENT PROVIDERS 
 

7.1 Health and Social Care Act 1998/106 states that IP should be owned by those best 
able to exploit it. Generally an Independent Provider of NHS Services does not have 
the resources to support the development of IP, or have access to the expertise to 
exploit it. NHS Rotherham CCG is best placed to arrange access to the means of 
exploiting IP. It should then be NHS Rotherham CCG that takes ownership of the IP 
and assumes responsibility for its exploitation. If the Independent Provider agrees to 
this transfer of ownership then the requirement to share any benefit with the 
Department of Health will be waived. The transfer of ownership and responsibility for 
exploitation does not prevent the inventors sharing in rewards of its exploitation. 

 
8 COLLABORATIVE PROJECTS 

 
8.1 If work/research is conducted by an employee in partnership with another 

organisation, a formal agreement stating ownership (or sharing) of generated IP is 
required. It is the CCGs responsibility to agree a price for carrying out this 
work/research and development and, in fixing this price, the CCG will pay due regard 
to the IP which is likely to result from the contract. The Research and Development 
Lead will have primary responsibility for developing IP sharing agreements with 
collaborating institutions. 

 
9 EXTERNALLY FUNDED RESEARCH 
9.1 If a project is externally funded then intellectual property rights depend on the terms 

of the contract between the sponsor and the provider undertaking the work. The 
contract should ideally include a royalty sharing provision. Ownership may be 
retained by the provider, particularly if the provider is meeting part of the cost of the 
research from its own resources. Amongst its various provisions the grant or contract 
document should define clearly which of the parties will have ownership rights to 
intellectual property arising from work under grant or contract. Some sponsors tend 
to have standard terms covering the projects they support (so there is limited scope 



Page 8 of 19  

to negotiate a substantially different arrangement). 
9.1  

 
10 DISPUTES OF OWNERSHIP 

 
10.1 If the ownership of IP is disputed, dated written records relating to the IP in question 

will be assessed to establish the inventor(s) and their proportionate contribution. If 
such material is not available, the Assistant Controller of the UK Intellectual Property 
Office will make a final decision. 

 
 

11 ACCOUNTABILITIES AND RESPONSIBILITIES 
 

11.1 Research Lead 
It is the responsibility of the CCG‟s Research Lead to manage and protect IP for the 
CCG. This responsibility is delegated to the Deputy Chief Officer 

 
11.2 Research Management and Governance Manager 

The Research Management and Governance Manager is the initial contact point for 
advice and can provide details of the support available for the management of IP. 
They must ensure that there is an up to date record of all IP rights held by the 
organisation and that the process to obtain approval for the sharing of IP is followed 
accordingly. 

 
11.3 All staff 

 
11.3.1 From time to time an employee may generate IP that may have value in the 

delivery of better patient care. 
 

11.3.2 Disclosures to persons outside NHS Rotherham CCG (other than under explicit 
terms of confidentiality) may invalidate any subsequent attempt to gain IP rights 
and significantly diminish both potential commercial value and benefits accruing to 
both the CCG and the inventor. It is essential therefore that all ideas and 
developments are not generally discussed and are reported instead through the 
correct channels. 

 
11.3.3 Employees have an obligation to inform their Line Manager and the Research Lead 

about identified or potential IP resulting from their activities. Employees must not, 
under any circumstances, disclose before protection, sell, assign, licence, give or 
otherwise trade in IP without the CCG‟s written agreement (for more information 
see section C). 

 
11.3.4 All employees who may have created any form of intellectual property are required 

to bring it to the immediate attention of NHS Rotherham CCG Research Lead who 
will provide first level advice, and engage the services of outside advisors as 
appropriate. 

11.3.5 In cases where the intellectual property does not belong to the CCG, but has been 
generated by use of or access to NHS Rotherham CCG resources, this must not 
be exploited without prior written consent from the Research Lead. NHS 
Rotherham CCG will not unnecessarily withhold consent but may, in its discretion, 
require a reasonable reward reflecting the contribution made from its resources. 
This requirement does not apply to research led by external organisations where 
NHS Rotherham CCG patients or employees have been subjects of research, but 
have made no substantial input to the design or development of the study. 
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12 CONFIDENTIALITY 

 
12.1 All employees should treat as confidential and not disclose to any third party any 

research results or other confidential information relating to IP developments without 
prior written approval of NHS Rotherham CCG Research Lead. For the avoidance of 
doubt, the requirement to obtain this approval applies to the submission of papers, 
abstracts or theses for publication and grant proposals. 

 
13 PROTECTION OF IP 

 
13.1 Any employee wishing to discuss the protection of any idea or other form of IP 

should discuss the matter with the Research Lead at the earliest opportunity and, in 
any event, before disclosure of the idea to any party outside the CCG either orally or 
in writing. Prior public disclosure (other than under the explicit terms of 
confidentiality) may invalidate any subsequent application and diminish both 
potential commercial value and benefits accruing to the CCG and to the inventor. It 
is essential therefore, that ideas and inventions are not generally discussed and are 
reported through the correct channels. All employees should be aware of the 
importance of avoiding improper disclosure of their invention. 

 
14 PARTICULAR ARRANGEMENTS FOR EMPLOYEES ENGAGED IN RESEARCH 

AND DEVELOPMENT 
 

14.1 Periodically, the Research Lead will arrange for an audit of CCG R&D activity to 
satisfy the Department of Health requirements for identifying potential IP of value. 
Employees are required to co-operate fully with this activity. 

 
14.2 Employees will sometimes be engaged in contracts for R&D, which are funded 

wholly or in part by external sponsors (e.g. universities, medical charities, 
commercial sponsors etc). These contracts will ensure that adequate provision is 
made for the ownership and exploitation of arising IP with the CCG retaining or 
obtaining ownership when appropriate. Employees should ensure that they 
understand their position and obligations within these contracts, taking their own 
independent advice as necessary. 

 
14.3 Employees engaged in R&D will sometimes enter into discussions with external 

sponsors on funding R&D. It is the CCG‟s responsibility to agree a price for carrying 
out this R&D and, in fixing this price, will pay due regard to the IP which is likely to 
result from the contract. 

 
15 MANAGEMENT STRUCTURE – GENERAL MANAGEMENT ARRANGEMENTS 

 
15.1 A record will be kept of the date and time on which an employee reports to the 

Research Lead that he/she is the inventor of a creative product. The Research Lead 
must also be contacted to obtain a form on which to register IP. Employees should 
keep accurate and dated notebooks/research files so that, in the events of similar IP 
being generated elsewhere, the ownership of the invention can be legally attributed. 
Such notebooks can be important when applying for patents in the USA and also for 
identifying know-how. 

 
15.2 The CCG maintains a register of all IP rights owned by the CCG which have been 

licensed or assigned to a third party where an employee is a named inventor or 
originator based on the information provided in the registration document. Details of 
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these IP Rights and the income that they generate may be given to the Department 
of Health on request. 

 
16 EXPLOITATION OF INTELLECTUAL PROPERTY 

 
16.1 Decisions on Exploitation 

 
16.1.1 It is the role of the Research Lead, in consultation with the inventor and other 

specialist staff, to decide on the potential for an idea / invention to be exploited. In 
strong cases, the information reported should effectively demonstrate the potential 
market and the likelihood of success of the venture. 

 
16.1.2 The CCG has arrangements in place for the exploitation of IP. Advice will be 

available to decide ownership and transfer of IP to the CCG when this is agreed to 
be appropriate. Without transfer of IP (assignment), NHS resources will not be 
available to an employee to exploit IP. Employees should take no steps to exploit 
any CCG IP without the specific approval of the Governing Body. Employees are 
expected to co-operate with those charged by the CCG to execute its management 
responsibilities. 

 
16.1.3 The CCG may, at its absolute discretion, decide that the IP is best exploited 

through a spin-out company. If the CCG owns a shareholding then the employee 
responsible for the IP may also own a shareholding. This is a complex procedure, 
which will require the full co-operation of the employee with the CCG and with 
those responsible for setting up the company (see section 7.4). 

 
16.1.4 Where the CCG chooses not to exploit IP arising from the work of CCG employees, 

it will, in most cases, assign the IP back to the inventor, who may wish to pursue its 
further development. 

 
16.2 Contract Negotiations 

 
16.2.1 Any IP that is licensed, sold or otherwise transferred to another organisation will be 

negotiated in the best interests of the CCG by professional advisors with the 
Research Lead. 

 
16.3 Revenue-sharing with Inventors 

 
16.3.1 The CCG wishes to encourage full participation of employees in the creation and 

commercial exploitation of IP. The policy will therefore be to reward employees 
who have contributed substantially to the generation of IP, which has subsequently 
provided revenue through exploitation. Such revenue will be shared between the 
CCG and the inventor according to the revenue sharing formula. In all cases the 
shared revenue will be net of any protection and exploitation costs (e.g. patent 
costs). 

16.3.2 Currently, 30% of the net income received from IP by the CCG will be distributed to 
the employee who is the inventor of the IP. In cases where several employees 
have been involved in generating the IP, the proportion of income allocated to 
inventors will be divided between them on the basis of relative inventive 
contributions or intellectual effort. It is at the discretion of the inventor(s) to agree to 
share this income with others if appropriate. Income is income received by the 
CCG after the deduction of any reasonable expenses incurred by the CCG in 
achieving the income, including patent and legal expenses, and before the 
payment of 30% to NHS Rotherham CCG R&D budget. In all cases, 30% of the net 
revenue will be top-sliced to fund activities of NHS Rotherham CCG R&D budget. 
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DESCRIPTION OF UNIT REVENUE SHARING FROM IP 

EXPLOITATION 
Inventor 30% 
CCG (central funds) 40% 
R&D budget 30% 

 
16.3.3 The above figures are indicative of appropriate allocation of funds and may vary on 

a case-by-case basis. 
 

16.3.4 Where NHS Rotherham CCG has achieved a surplus in its income and expenditure 
account for the year this may be retained in the CCG for future developments that it 
determines. The limit for such retentions for any one year is the larger of £100k or 
0.2% of turnover. This surplus is after deduction of costs and distribution to 
inventors. However, NHS Rotherham CCG should aim to break even (neither 
generating surplus nor deficit in the financial accounts) each year. 

 
16.4 Exploitation through Formation of Spin-Out Companies 

 
16.4.1 Section 5 of the Health and Social Care Act 2001 enables CCGs to form, or 

participate in the formation of or invest in, companies for income generation 
purposes. NHS Rotherham CCG is obligated to exercise this power to the extent 
that its exercise does not to a significant extent interfere with the performance by 
the CCG of its functions or of its obligations under NHS contracts. 

 
16.4.2 A spin-out company is appropriate when it represents the best option for exploiting 

the IP for the benefit of the health service. Such companies must be established 
through a Stakeholders Agreement and Memorandum and Articles of Association, 
which pass as much of the risk as possible to the external investors and restrict 
consequential liability for the public sector. 

 
16.4.3 Should a spin-out company be formed to complete the development of IP, NHS 

Rotherham CCG will own a percentage of the shares in recognition of the value of 
its past work, as normally would the inventors. NHS Rotherham CCG shareholding 
will normally be obtained without further investment, and NHS Rotherham CCG 
would license or assign ownership of the IP to the company. NHS Rotherham CCG 
should have a CCG employee, nominated by the CCG Chief Officer on its 
Governing Body. 

 
16.5 Participation of NHS Employees and Associates in Spin-Out Companies 

 
16.5.1 CCG employees may have direct participation in a spin-out company if: 

• NHS Rotherham CCG has agreed the probity of the arrangements including 
consideration of possible conflicts of interests; 

• success of the activity will bring value to the NHS and contribute to promoting 
economic prosperity; 

• NHS Rotherham CCG owns shares in the company reflecting its investment in 
the intellectual assets; 

• The capacity of NHS Rotherham CCG to pursue its key objectives is not 
compromised. 

 
16.5.2 If the employee responsible for generating the IP is to continue to be an employee 

of the CCG, explicit permission for the inventor to participate in the work of the 
company needs to be given, with a new contract of employment if the work 
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conflicts with normal working hours. An agreement should be drawn up setting out 
roles, responsibilities, payments, the amount of time to be spent on company as 
opposed to CCG business, and ownership of IP whilst working for the company. 

 
16.5.3 If an executive director of an NHS CCG or an officer member of a Primary Care 

CCG owns shares in a company set up to exploit IP, then the director or member 
and the CCG must ensure that they comply with requirements of the NHS CCGs 
(Membership and Procedure) Regulations 1990 (S.I. 1990/2024) or the Primary 
Care CCGs (Membership, Procedure and Administration Arrangements) 
Regulations 2000 (S.I. 200/89). 

 
16.6 Allocation of Shares from Spin-out Companies to CCG Employed Staff 

 
16.6.1 Care should be taken in allotting shares to NHS employees, otherwise the NHS 

employee may be liable for income tax if the shares are deemed to be a benefit of 
their employment. Both the CCG and the employees will need to take appropriate 
tax advice. It may be appropriate for a spin-out company to be a company in which 
NHS employees already have a shareholding before the PCT takes its shares. 

 
16.6.2 If an employee remains employed by NHS Rotherham CCG allocation of shares 

will be based on an agreed CCG reward structure. NHS Rotherham CCG will 
ensure that employees seeking to hold shares are fully aware of the risks as well 
as the potential benefits arising from their shareholding. 

 
16.7 Special Conditions Concerning Copyright 

 
16.7.1 Statute provides that copyright in any work produced for the CCG by an employee 

in the normal course of employment belongs to the employer. The CCG will 
normally assign to the author copyright in a work intended for publication in a 
professional or academic journal or electronically and waive any claim it may have 
to benefits arising from the publication. However, the CCG reserves the right to 
itself at no cost to reproduce and use these publications for its own non- 
commercial purposes, including teaching and research. The CCG does not assign 
any of its other copyright to the author including, without limit; 

 
• course or training materials or patient information leaflets produced by an 

employee in the course of employment for the CCG and which are produced, 
used and disseminated within or outside the CCG; 

• any software programme generated by an employee in the normal course of 
their employment; 

• any designs, specifications or other works which may be necessary to protect 
rights in commercially exploitable IP. 

 
17 FURTHER GUIDANCE ON THE EXPLOITATION OF IP 
17.1 Further support can be obtained from Medipex, the NHS Innovation Hub for the 

Yorkshire and Humber region. They should be considered the main channel for all IP 
developments. They can provide support and advice on issues relating to the 
development of IP such as (but not limited to): 
• Public/private sector partnerships 
• Negotiation of patent/licensing on behalf of the NHS employee/CCG 
• Clinical trials of medical devices and technologies 

 
17.2 Where innovations are examples of „best practice‟ rather than IP, Medipex may be 

able to advise on appropriate methods of dissemination. 
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18 TRAINING 

 
18.1 Members of staff receive instruction and direction regarding IP from a number of 

sources:- 
• NHS Rotherham CCG Policy 
• Line Manager 
• Other communication methods including staff email circulars 
• From the NHS Rotherham CCG Research Management and Governance 

Manager/Clinical Governance Manager 
• NHS Rotherham CCG extranet 

 
18.2 Contractors receive instruction and direction regarding IP: 

• NHS Rotherham CCG Policy 
 

19 RECORD KEEPING 
 

19.1 It is important for staff working on projects that generate IP, to keep dated records of 
their activities and results in written or other appropriate form. This is especially 
important for patent application purposes in the US, since the US has a policy of „first 
to invent‟ rather than the „first to file‟ rule in the UK. When exploiting IP it is 
imperative that all correspondence, including e-mails, telephone conversations and 
meetings are logged to provide a detailed account of any discussions relating to the 
IP. This is in accordance with clinical governance, research governance and good 
clinical practice guidelines for R&D. 

 
19.2 The Research Management and Governance Manager is responsible for maintaining 

a register of all the IP owned by the CCG, including the date and time it was 
reported. It is also their responsibility to keep safe any important original documents, 
such as confidentiality disclosure agreements, relating to IP. It is advisable that key 
members of staff concerned should also retain copies of these documents. 

 
20 REVIEW AND DISSEMINATION 

 
20.1 This Management of Intellectual Property Policy will be reviewed biannually by NHS 

Rotherham CCG Research & Development group, and in accordance with the 
following on an as and when basis:- 
• Legislative changes 
• Good practice guidance 
• Changes to organisational infrastructure 
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20.2 The Management of Intellectual Property Policy is located in the General Policy 
Manual. A set of policy manuals is available at all staff base points and all staff 
policies are available via NHS Rotherham CCG extranet. 

 
20.3 Staff will be made aware of policy reviews as they occur via team briefs and team 

meetings. 
 

20.4 Contractors will be made aware of the policy as and when necessary and applicable. 
 

21 EQUALITY IMPACT ASSESSMENT 
 

21.1 As part of its development, this policy and its impact on staff, patients and the public 
have been reviewed in line with NHS Rotherham CCG‟s Legal Equality Duties. The 
purpose of the assessment is to improve service delivery by minimising and if 
possible removing any disproportionate impact on employees on the grounds of 
race, gender, disability, age, sexual orientation or religion/ belief. 

 
21.2 The Equality Impact Assessment has been completed and has identified impact or 

potential impact as nil/low. 
 

21.3 The EIA has been forwarded to Corporate Services for audit and publication 
purposes. 

 
21.4 The code to evidence the completed EIA is EIA051. The EIA will be reviewed and 

amended in line with legislative changes when appropriate or in line with the review 
date of this policy. In accordance with equality legislation the EIA will be reviewed at 
least every three years. 

 
22 SYSTEMS FOR MONITORING THE EFFECTIVENESS OF THE POLICY 

 
22.1 This policy will be monitored on a bi-annual basis through NHS Rotherham CCG 

Audit and Quality Assurance Committee. A report will be produced annually to the 
Quality and Clinical Assurance Committee to show progress and review of the 
system for managing IP within NHS Rotherham CCG. 

 
23 INTELLECTUAL PROPERTY AUDITS 

 
23.1 Periodically, audits may be carried out by the NHS Rotherham audit team on behalf 

of the CCG. This process is necessary to identify potential IP arising from R&D and 
other activities. Auditing is essential to ensure the correct action is taken to protect 
any IP that may later be exploited. 
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SECTION C - STAFF PROCEDURES 
 
 

24 REGISTRATION OF IP 
 

Please refer to Appendix 1 for details of the general registration procedure. 
 
 

25 PUBLICATIONS 
 

It is the CCG‟s policy to actively encourage employees to publish their work and the 
CCG will not normally object to an employee‟s right to be named as an author of 
copyright material. However, if IP is to be exploited, all work needs to be kept 
confidential until it is correctly protected. Advice should be sought from the Research 
Management and Governance Manager before publicly disclosing any work. 

 
 

26 CONFIDENTIALITY 
 

Any IP with the potential to be exploited must not be disclosed to anyone outside the 
CCG (including presenting papers or posters at conferences, abstracts, chapters in 
books and any other verbal or written communication), until IP advice has been sought 
from the Research Management and Governance Manager. IP cannot normally be 
protected (especially in the case of filing patents) once prior disclosure has occurred, 
no matter how informal. 

 
 

27 RECORD KEEPING 
 

See section B paragraph 19. 
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Inform Line Manager and Research Lead 

Contact Governance manager for a registration form 

Details recorded on CCGs IP database 

Written agreement will be issued from the Governance Manager , stating 
that you may share your work with others. 

Research Lead will report details on how the CCG is taking steps to 
audit, protect & exploit its IP on an annual basis. 

Registering Intellectual Property 
Registration of Intellectual Property Flowchart APPENDIX 1 

 
 
 

What is Intellectual Property (IP)? 
 

Intellectual Property (IP) can be defined as products of intellectual or creative 
activity in the form of novel ideas, innovation or research and development, 

which can be given legal recognition of ownership through intellectual property 
rights such as patents, copyright, design rights, trademarks or know-how. It can 
include inventions, software, data, written work, designs and images, processes 

and schemes. 
 
 
 
 
 
 

Have you been 
involved in the 

creation of potential 
IP? 

   No   This process is not relevant 
to you at the moment. 

 
 

Yes 
 
 
 

 

 
 
 

 

Satisfactory?  No  

You may not share your work. 
You will be advised on how to 

protect & exploit (if 
applicable) your IP in 

accordance with our policy. 
 

Yes 

 

Assessment of arrangements to 
protect/ exploit your IP 
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Intellectual Property (IP) can be defined as products of intellectual or creative activity in the 
form of novel ideas, innovation or research and development, which can be given legal 
recognition of ownership through intellectual property rights such as patents, copyright, 
design rights, trademarks or know-how. It can include inventions, software, data, written 
work, designs and images, processes and schemes. 

Notification – Employees have an obligation to inform their Line Manager and the 
Research Lead about identified or potential IP resulting from their activities. Employees 
must not, under any circumstances, disclose before protection, sell, assign, licence, give or 
otherwise trade in IP without NHS Rotherhams written agreement. Please register any 
potential IP using the pro-forma below. 

√or X √or X 

APPENDIX 2 
 

Intellectual Property Registration form 
 

 

 
Please complete & return this form after viewing the CCGs „Registering Intellectual 
Property Flowchart‟ 
PLEASE RETURN TO: Sue Hart – Governance and Complaints Officer 

 
Contact Name  

Job Title  

Work Address  

Phone No.  

Email Address  

Description of potential 
IP 

 

 
Who is the lead 
for this IP? 

 
Were NHS resources (including premises, staff and facilities) used to develop or exploit 
any IP? 

 
 √or X  √or X 
Yes  No  

 
 

Have you worked in partnership with anyone else in developing this IP? 
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Yes  No  
 
 

Has the IP been disclosed to anyone outside the CCG (including presentation of 
papers or posters at conferences, abstracts, chapters in books or any verbal or 
written communication)? 

 
 √or X  √or X 
Yes  No  

 
If YES, please describe: 

 

Where does Intellectual Property Protection apply? 
Please view Appendix 1 of NHS Rotherham CCG Management of Intellectual Property 
Policy. 

 
 

 √or X  √or X  √or X 
Copyright  Design Right  Patent  

Trademark  Unregistered Design 
Right 

   

Know-How  Registered Design Right    
 
 

Would you like to share the potential IP with others, or exploit it commercially? 
Please describe. 

 
 √or X  √or X 
Yes  No  

 
 

PLEASE ENCLOSE COPIES OF KEY DOCUMENTS RELATING TO POTENTIAL 
ITEMS OF INTELLECTUAL PROPERTY, OR STATE WHERE THESE ARE AVAILABLE 
FROM 

 

Signature: 
Name & designation: 

 
-------------------------------------------------------------------------------------------------------------- 
For office use: 

 
Project identification no: 
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Date received: 
 
 

Action required: 
 
 

Subsequent developments: 
 
 

The information that you have provided will be held on a secure database. Under the Data 

Protection Act 1998, we have a legal duty to protect any personal information we collect 

from you. We will only use personal information you supply to us for the reason that you 

provided it for. And we will only hold your information for as long as is necessary to fulfil 

that purpose. 



NHS Rotherham Clinical Commissioning Group
Operational Executive –  2 October 2020          
Strategic Clinical Executive - NA         
AQuA –  3 November 2020 
Clinical Commissioning Group Governing Body -  2 December 2020 
Emergency Preparedness, Resilience and Response Policy Review 

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

Alison Hague, Corporate Services Manager 
Lead GP: 

Purpose: 
To review the revised Emergency Preparedness, Resilience and Response Policy following 
review as part of the governance approval process. 
Background: 
Annual review of the CCG’s procedural documents to ensure consistency in regards to 
corporate governance and assurance and latest legislative updates. 
Analysis of key issues and of risks 
Risk of policies not having latest legislative changes. 

Patient, Public and Stakeholder Involvement: 
NA 
Equality Impact: 
An Equality Impact Assessment has been completed and is attached at the end of the policy. 
Financial Implications: 
There are no financial implications as a result of the review. 
Human Resource Implications: 
There are no human resource implications as part of this review. 
Procurement Advice: 
NA 
Data Protection Impact Assessment 
NA 
Approval history: 
NA 
Recommendations: 
Governing Body is asked to approve the revised Emergency Preparedness, 
Resilience and Response Policy 
Paper is for Discussion 



 
 
 
 
 

Title: Emergency Preparedness,Resilience 
and Response Policy 

Reference No: 009 Corporate 

Owner: Chief Officer 

Author Assistant Chief Officer 
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Latest Issue Date:  October 2018 

Operational Date: December 2013 
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Ratified and approved by: 
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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 characteristic. 
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REVISIONS/AMENDMENTS SINCE LAST VERSION 
 

Date of Review Amendment Details 
September 2013 Reflects CCG responsibilities of a Category 2 Responder 

under the Civil Contingencies Act 2004 and ensures 
consistency across the South Yorkshire & Bassetlaw 
area. 

April 2017 Minor amendments, Unplanned Care Board now the A&E 
Delivery Board, NHS Commissioning Board and Local 
Area Team changed to NHSE 

October 2018 Review in line with NHS Rotherham CCG governance 
process. 

September 2019 Annual review 

September 2020 Full review in line with NHS Rotherham CCG governance 
process. 
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DEFINITIONS 
 

Term Definition 

CCA Civil Contingencies Act (2004) 

CCG Clinical Commissioning Groups 

DPH Director of Public Health 

EPRR Emergency preparedness, resilience and response 

LHRP Local Health Resilience Partnership 

LRF Local Resilience Forum 

PHE Public Health England 



  

SECTION A – POLICY 
 

1. Policy Statement, Aims & Objectives 
 
 

1.1. The NHS needs to be able to plan for and respond to a wide range of 
incidents and emergencies that could affect health or patient care. 
These could be anything from severe weather to an infectious disease 
outbreak or a major transport accident. Under the Civil Contingencies 
Act (2004), NHS organisations and sub-contractors must show that 
they can deal with these incidents while maintaining services to 
patients. This work is referred to in the health service as ‘emergency 
preparedness, resilience and response’ (EPRR). 

 
1.2. This policy outlines how NHS Rotherham CCG will meet the duties set 

out in legislation and associated statutory guidelines, as well as any 
other issues identified by way of risk assessments as identified in the 
national risk register. 

 
1.3. The aims of this procedural document are to ensure NHS Rotherham 

CCG acts in accordance with the Civil Contingency Act 2004, the 
Health & Social Care Act 2012 and any relevant national policy and 
guidance as issued by the Department of Health in our role as a 
Category 2 Responder. 

 
1.4. As detailed in the NHS England framework the emergency 

preparedness, resilience and response role of CCGs is to: 
 

• Ensure contracts with provider organisations contain relevant 
emergency preparedness, resilience (including business continuity) 
and response elements. 

• Support NHS England in discharging its emergency preparedness, 
resilience and response functions and duties locally. 

• Provide a route of escalation for the Local Health Resilience 
Partnership (LHRP) should a provider fail to maintain necessary 
emergency preparedness, resilience and response capacity and 
capability. 

• Fulfil the responsibilities as a Category 2 Responder under the Civil 
Contingencies Act 2004 including maintaining business continuity 
plans for their own organisation. 

• Be represented on the LHRP (either on their own behalf or through 
representation by a ‘lead’ CCG). 

• Seek assurance that provider organisations are delivering their 
contractual obligation. 



  

2. Legislation & Guidance 
 

2.1. The following legislation and guidance has been taken into 
consideration in the development of this procedural document: 

 
• The Civil Contingencies Act 2004 and associated formal Cabinet 

Office Guidance. 
• The Health and Social Care Act 2012. 
• The requirements for Emergency Preparedness as set out in the 

NHS England planning framework. 
• The requirements for Emergency Preparedness, Resilience & 

Response as set out in the applicable NHS standard contract. 
• NHS England EPRR documents and supporting materials, including 

the NHS England Business Continuity Management Framework 
(service resilience) 2013, the NHS England Command and Control 
Framework for the NHS during significant incidents and 
emergencies (2013), the NHS England Model Incident Response 
Plan (national, regional and area team) 2013, and the NHS England 
Core Standards for Emergency Preparedness, Resilience and 
Response (EPRR). 

• National Occupational Standards (NOS) for Civil Contingencies – 
Skills for Justice. 

• BSI PAS 2015 – Framework for Health Services Resilience. 
• ISO 22301 Societal Security - Business Continuity Management 

Systems – Requirements. 
• ISO 22330 – Security and Resilience – Business Continuity Systems - 

Guidelines for people aspects of Business Continuity 2018 
 

 
 

3. Scope 
 

3.1. This policy applies to those members of staff that are directly employed 
by NHS Rotherham CCG and for whom NHS Rotherham CCG has 
legal responsibility. For those staff covered by a letter of authority / 
honorary contract or work experience this policy is also applicable 
whilst undertaking duties on behalf of NHS Rotherham CCG or working 
on NHS Rotherham CCG premises and forms part of their 
arrangements with NHS Rotherham CCG.  As part of good 
employment practice, agency workers are also required to abide by 
NHS Rotherham CCG policies and procedures, as appropriate, to 
ensure their health, safety and welfare whilst undertaking work for NHS 
Rotherham CCG. 



  

4. Accountabilities & Responsibilities 
 

4.1. Overall accountability for ensuring that there are systems and 
processes to effectively respond to emergency resilience situations lies 
with the Chief Officer as the Accountable Emergency Officer. 

 
4.2. The Accountable Emergency Officer has responsibility for: 

 
• Ensuring that the organisation is compliant with the Emergency 

Preparedness Resilience & Response requirements as set out in 
the Civil Contingencies Act (2004), the NHS planning framework 
and the NHS standard contract as applicable. 

• Ensuring that the organisation is properly prepared and resourced 
for dealing with a major incident or civil contingency event. 

• Ensuring the organisation and any providers it commissions, has 
robust business continuity planning arrangements in place which 
reflect standards set out in the Framework for Health Services 
Resilience (PAS 2015) and ISO 22301. 

• Ensuring the organisation has a robust surge capacity plan that 
provides an integrated organisational response and that it has been 
tested with other providers and parties in the local community(ies) 
served. 

• Ensuring that the organisation complies with any requirements of 
NHSE, or agents thereof, in respect of the monitoring of 
compliance. 

• Providing NHSE, or agents thereof, with such information as it may 
require for the purpose of discharging its functions. 

• Ensuring that the organisation is appropriately represented at any 
governance meetings, sub-groups or working groups of the Local 
Health Resilience Partnership (LHRP) or Local Resilience Forum 
(LRF) – which locally is the South Yorkshire LRF. 

 
4.3. The Deputy Chief Officer has responsibility for ensuring emergency 

preparedness, resilience and response requirements are embedded 
within provider contracts. 

 
 

5. Dissemination, Training & Review 
 

5.1. Dissemination 
 

5.1.1. The effective implementation of this procedural document 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. 
• Communicate to staff any relevant action to be taken in respect of 

complaints issues. 



  

• Ensure that relevant training programmes raise and sustain 
awareness of the importance of effective EPRR management. 

 
5.1.2. All procedural documents are available via the organisation’s website. 

Staff are notified by email and at all staff meeting of new or updated 
procedural documents. 

 
 

5.2. Training 
 

5.2.1. All staff will be offered relevant training commensurate with their duties 
and responsibilities. Staff requiring support should speak to their line 
manager in the first instance. Support may also be obtained through 
their HR Department. Training can be accessed via the Local 
Resilience Forum (LRF). 

 
 

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. This procedural document will be reviewed every three years, and in 

accordance with the following on an as and when required basis: 
• Legislatives changes / Case Law 
• Good practice guidelines 
• Significant incidents reported or 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 NHS Rotherham CCG. The results will be published in the 
regular Corporate Assurance Reports. 



  

SECTION B – EMERGENCY PLANNING PROCEDURE 
 
 

1. Identifying significant incidents or emergencies 
 

1.1. Overview: This procedure covers NHS Rotherham CCG response to a 
wide range of incidents and emergencies that could affect health or 
patient care, referred to in the health service as ‘emergency 
preparedness resilience and response’ (EPRR). 

 
1.2. Definition: A significant incident or emergency can be described as 

any event that cannot be managed within routine service 
arrangements. Each requires the implementation of special procedures 
and may involve one or more of the emergency services, the wider 
NHS or a local authority. A significant incident or emergency may 
include; 

 
a. Times of severe pressure, such as winter periods, a sustained 

increase in demand for services such as surge or an infectious 
disease outbreak that would necessitate the declaration of a 
significant incident however not a major incident; 

 
b. Any occurrence where the NHS funded organisations are required 

to implement special arrangements to ensure the effectiveness of 
the organisations internal response. This is to ensure that incidents 
above routine work but not meeting the definition of a major incident 
are managed effectively. 

 
c. An event or situation that threatens serious damage to human 

welfare in a place in the UK or to the environment of a place in the 
UK, or war or terrorism which threatens serious damage to the 
security of the UK. The term ‘‘major incident’’ is commonly used to 
describe such emergencies. These may include multiple casualty 
incidents, terrorism or national emergencies such as pandemic 
influenza. 

 
d. An emergency is sometimes referred to by organisations as a major 

incident. Within NHS funded organisations an emergency is defined 
as the above for which robust management arrangements must be 
in place. 

 
1.3. Significant or major incident / emergency: In the first instance NHS 

organisations must consider declaring a significant incident before 
escalating to a major incident / emergency. A significant incident is 
when their own facilities and/or resources, or those of its neighbours, 
are overwhelmed. A significant incident or emergency to the NHS may 
not be any of these for other agencies, and equally the reverse is also 
true. 



  

1.4. Types of incident: An incident may present as a variety of different 
scenarios, they may start as a response to a routine emergency call or 
999 response situation and as this evolves it may then become a 
significant incident or be declared as a major incident. Examples of 
these scenarios are: 

 
a. Big Bang – a serious transport accident, explosion, or series of 

smaller incidents. 
 

b. Rising Tide – a developing infectious disease epidemic, or a 
capacity/staffing crisis or industrial action. 

 
c. Cloud on the Horizon – a serious threat such as a significant 

chemical or nuclear release developing elsewhere and needing 
preparatory action. 

 
d. Headline news – public or media alarm about an impending 

situation. 
 

e. Internal incidents – fire, breakdown of utilities, significant equipment 
failure, hospital acquired infections, violent crime. 

 
f. CBRN(e) – Deliberate (criminal intent) release of chemical, 

biological, radioactive, nuclear materials or explosive device. 
 

g. HAZMAT – Incident involving Hazardous Materials. 
 

h. Mass casualties. 
 

1.5. Incident level: As an incident evolves it may be described, in terms of 
its level, as one to four as identified in the table below. 

 



  

2. The role of NHS Rotherham CCG within the local area 
 

2.1. NHS Rotherham CCG is a Category 2 Responder and is seen as a ‘co-
operating body’. NHS Rotherham CCG is less likely to be involved in 
the heart of the planning, but will be heavily involved in incidents that 
affect the local sector through cooperation in response and the sharing 
of information. Although, as a Category 2 Responder, NHS Rotherham 
CCG has a lesser set of duties, it is vital that NHS Rotherham CCG 
shares relevant information with other responders (both Category 1 
and 2) if emergency preparedness, resilience and response 
arrangements are to succeed. 

 
2.2. A significant or major incident could place an immense strain on the 

resources of the NHS and the wider community, impact on the 
vulnerable people in our community and could affect the ability of 
NHS Rotherham CCG to work normally. When events like these 
happen, NHS Rotherham CCG’s emergency resilience arrangements 
will be activated. It is important that all staff are familiar with this 
procedure and are aware of their responsibilities. Staff should ensure 
that they are regularly updated to any changes in the emergency 
response, as notified by the Accountable Emergency Officer. 
Departments / teams must also maintain accurate contact details of 
their staff, to ensure that people are accessible during an incident. 

 
 

3. Planning and Prevention 
 

3.1. Action Card: An Action Card detailing roles and responsibilities is 
appended to this procedure as Action Card 1. 

 
3.2. Contracting responsibilities: CCGs are responsible for ensuring that 

resilience and response is “commissioned in” as part of the standard 
provider contracts and that provider plans reflect the local risks 
identified through wider multi-agency planning. NHS Rotherham CCG 
will record these risks on the internal risk register. In addition, CCGs 
are expected to ensure delivery of these outcomes through contribution 
to an annual EPRR assurance process facilitated by NHS England. 
The NHS Standard Contract includes the appropriate EPRR provision 
and this contractual framework will be used wherever appropriate by 
NHS Rotherham CCG when commissioning services. Contract 
monitoring and review will encompass the review of EPRR and there 
may be occasions where the Local Health Resilience Partnership uses 
NHS Rotherham CCG as a route of escalation where providers are not 
meeting expected standards. 

 
3.3. Partnership working: In order to ensure coordinated planning and 

response across our area, it is essential that NHS Rotherham CCG 
works closely with partner agencies across the area, ensuring 
appropriate representation. 
• Category 1 and 2 Responders come together to form Local 



  

Resilience Forums (LRF) based on Police areas. These forums 
help to co-ordinate activities and facilitate co-operation between 
local responders. The South Yorkshire Local Resilience Forum 
(LRF) is the vehicle where the multi-agency planning takes place 
via a variety of groups which relate to specific emergencies like 
fuel shortage, floods, industrial hazards and recovery. These 
plans will be retained by NHS England. 
 

• For the NHS, the strategic forum for joint planning for health 
emergencies is via the Local Health Resilience Partnership 
(LHRP) that supports the health sector’s contribution to multi- 
agency planning through the Local Resilience Forum (LRF). 

 
3.4. Hazard analysis and risk assessment: A hazard analysis & risk 

assessment is undertaken by the Local Health Resilience Partnership 
(LHRP) and this includes detailed assessments of potential incidents 
that may occur. The assessments are monitored through this forum. 
Risk assessments are regularly reviewed or when such an incident 
dictates the need to do so earlier. Any external risk may be required to 
be entered onto the South Yorkshire Local Resilience Forum 
Community Risk Register if it is felt to pose a significant risk to the 
population. This action will be co-ordinated through the Local Health 
Resilience Partnership. The purpose of producing these lists of hazards 
and threats is to ensure that each organisation can focus their 
emergency planning efforts towards those risks that are likely (or could 
possibly) occur. 

 
South Yorkshire Community Risk Register: Like anywhere in the UK, 
South Yorkshire has a number of natural and manmade hazards. To ensure 
we are prepared for these hazards the South Yorkshire Local Resilience 
Forum (LRF) has created a Community Risk Register which identifies the 
wide range of risks and emergencies we could potentially face. This Risk 
Register is then used by the forum to inform priorities for planning, training 
and exercising. The South Yorkshire Community Risk Register is available 
to download from: 

http://www.southyorksprepared.org.uk/downloads/file/9/sylrf_community_risk_register 
3.5.  

 

3.6. Specific local risks: A number of specific risks that NHS Rotherham 
CCG may potentially have are listed below alongside the planned 
response. Assurance will be obtained through the contracting route by 
the Deputy Chief Officer, and also via local partnership emergency 
planning fora within the local geographic area. 

 

http://www.southyorksprepared.org.uk/downloads/file/9/sylrf_community_risk_register


  

 
 
 

Fuel 
shortage 

 
International and national shortages of fuel can adversely 
impact on the delivery of NHS services. 

 
NHS Rotherham CCG will seek assurance that 
commissioned services have plans in place to manage fuel 
shortages and will work with the Local Health Resilience 
Partnership (LHRP) and Local Resilience Forum (LRP) on 
wider community resilience. Local risks identified will be 
escalated appropriately. 

 
 
 
 
 

Flooding 

 
The Environment Agency provides a flood warning service for 
areas at risk of flooding from rivers or the sea. Their flood 
warning services give advance notice of flooding and time to 
prepare. 

 
NHS Rotherham CCG will seek assurance that 
commissioned services have plans in place to manage local 
flooding incidents and will work with the Local Health 
Resilience Partnership (LHRP) and Local Resilience Forum 
(LRP) on wider community resilience. Local risks identified 
will be escalated appropriately. 

 
 
 
 
 
Evacuation 
& Shelter 

 
Incidents such as town centre closures, flooding, or significant 
damage to healthcare premises could lead to the closure of 
key healthcare premises. 

 
NHS Rotherham CCG will seek assurance that commissioned 
services have plans in place to manage local evacuation and 
shelter incidents, will work in partnership with the Local 
Authority, and will work with the Local Health Resilience 
Partnership (LHRP) and Local Resilience Forum (LRP) on 
wider community resilience. Local risks identified will be 
escalated appropriately. 



  

 
 
 
 
 
 
 
 

Pandemic 

 
Pandemics arise when a new virus emerges which is capable 
of spreading in the worldwide population. Unlike ordinary 
seasonal influenza that occurs every winter in the UK, 
pandemic flu can occur at any time of the year. 

 
NHS Rotherham CCG will seek assurance that 
commissioned services have plans in place to manage 
local pandemic, will work in partnership with the Local 
Authority, will cascade local pandemic communications, 
and will work with the Local Health Resilience Partnership 
(LHRP) and Local Resilience Forum (LRP) on wider 
community resilience. Local risks identified will be 
escalated appropriately. 

 
NHS Rotherham CCG will work with and through the A&E 
Delivery Board to manage unplanned care as a result of 
pandemic and will manage normal local surge and 
escalation. 

 
 

Heatwave 

 
The Department of Health and the Met Office work closely to 
monitor temperatures during the summer months. Local 
organisations such as the NHS and Local Authorities plan to 
make sure that services reach the people that need them 
during periods of extreme weather. 

  
NHS Rotherham CCG will seek assurance that 
commissioned services have plans in place to manage local 
heatwave incidents, will cascade local heatwave 
communications, and will work with the Local Health 
Resilience Partnership (LHRP) and Local Resilience Forum 
(LRP) on wider community resilience. Local risks identified 
will be escalated appropriately. 

 
NHS Rotherham CCG will work with and through the A&E 
Delivery Board to manage unplanned care as a result of 
heatwave and will manage normal local surge and 
escalation. 



  

 
 
 
 
 
 
 

Severe 
Winter 
Weather 

 
Each year millions of people in the UK are affected by the 
winter conditions, whether it's travelling through the snow or 
keeping warm during rising energy prices. Winter brings with 
it many hazards that can affect people both, directly or 
indirectly. Severe weather is one of the most common 
disruptions people face during winter. 

 
NHS Rotherham CCG will seek assurance that 
commissioned services have plans in place to manage local 
severe winter weather, will cascade local winter 
communications, and will work with the Local Health 
Resilience Partnership (LHRP) and Local Resilience Forum 
(LRP) on wider community resilience. Local risks identified 
will be escalated appropriately. 

 
NHS Rotherham CCG will work with and through the A&E 
Delivery Board to manage unplanned care as a result of 
severe winter weather and will manage normal local surge 
and escalation. 

 
 
 
 
 
 
 

Diverts 

 
The South Yorkshire and Bassetlaw footprint consists of NHS 
organisations in the NHS England South Yorkshire and 
Bassetlaw area. A Divert Policy agreed across South 
Yorkshire and Bassetlaw is in place to manage this risk. The 
Divert Policy should only be used when trusts have exhausted 
internal systems and local community-wide health and social 
care plans to manage demand. A total view of system 
capacity should be taken including acute resource, 
community response, intermediate care and community in- 
patient capacity. 

 
NHS Rotherham CCG will monitor the generic email 
box roccg.eprr@nhs.net and pick up issues on the next 
working day directly with Providers. 

3.7. The CCG is a partner in a number of specific plans which have been 
developed across the health community in order to respond to 
emergencies and escalate actions appropriately. These include: 
• NHS England Incident Response Plan 
• A&E Delivery Board 
• Winter Plan 
• Business Continuity Plan 
• Specific multi-agency plans to which NHS Rotherham CCG is 

party such as Heatwave and Pandemic Flu. 
 

3.8. Assurance in respect of CCG emergency planning will be provided to 
NHS Rotherham CCG Governing Body via the Corporate Assurance 
Report. 
 

mailto:RotherhamCCG@rotherhamccg.nhs.uk


  

 
4. Escalation, Activation & Response 

 
4.1. Action Card: An Action Card describing the activation process is 

appended to this procedure as Action Card 2. 
 

4.2. CCG: As a Category 2 Responder under the Civil Contingency Act 
2004, NHS Rotherham CCG must respond to reasonable requests to 
assist and co- operate the NHS England or the Local Authority should 
any emergency require wider NHS resources to be mobilised. NHS 
Rotherham CCG uses established contractual mechanisms and 
provider on-call arrangements to effectively mobilise and coordinate all 
applicable providers that support healthcare services should the need 
arise. Through its contracts, NHS Rotherham CCG will maintain service 
delivery across the local health economy to prevent business as usual 
pressures and minor incidents within individual providers from 
becoming significant or major incidents. This could include the 
management of commissioned providers to effectively coordinate 
increases in activity across their health economy which may include 
support with surge in emergency pressures. The A&E Delivery Board 
workplans and meetings provide a process to manage these pressures 
and to escalate to NHS England as appropriate. 

 
4.3. NHS England: NHS England operates a two tier on-call system for 

Emergency Preparedness, Resilience and Response (EPRR). This 
system is not restricted to major emergencies and could be mobilised 
to assess the impact of a range of incidents affecting, or having the 
potential to affect, healthcare delivery within South Yorkshire and 
Bassetlaw. In respect of EPRR for incidents/risks that only affect the 
NHS, NHS England covers the following local authority areas: 

• Sheffield City Council 
• Rotherham Metropolitan Borough Council 
• Barnsley Metropolitan Borough Council 
• Doncaster Metropolitan Borough Council 
• Bassetlaw District Council 

 
In respect of EPRR for incidents/risks that affect all multi-agency 
partners, NHS England provides strategic co-ordination of the local 
health economy and represents the NHS at the South Yorkshire Local 
Resilience Forum (LRF). The initial communication of an incident alert 
to the first on-call officer of NHS England is via telephone, as listed in 
the NHS England On Call Pack. NHS England Switchboard will have 
an up to date list of the on-call rota including office, mobile and home 
numbers for all first and second on-call officers. The non-urgent email 
contact is: england.syb-eprr@nhs.net. An additional role of NHS 
England is to activate the response from independent contractors as 
required. 

 
4.4. Public Health England: Public Health England should coordinate any 

incident that relates to infectious diseases. The role of NHS 

mailto:england.syb-eprr@nhs.net


  

Rotherham CCG is to notify the Director of Public Health via local on-
call arrangements of any rising tide infection situation and also inform 
NHS England. 

 
4.5 NHS Property Services: NHS Property Services has robust local 

contact arrangements which should be used in most cases for local out 
of hours issues that require the involvement or attention of NHS 
Property Services, NHSPS Local (Yorkshire) Emergency 0300 303 
8590. Where local contact cannot be made with NHS Property Services 
or where situations require escalation to regional and communications 
team senior managers on-call, 0844 736 8578 for NHS Property 
Services On-Call Escalation. 

 
4.6 Vulnerable People: The Civil Contingencies Act 2004 places the duty 

upon Category 1 and 2 Responders to have regard for the needs of 
vulnerable people. It is not easy to define in advance who are the 
vulnerable people to whom special considerations should be given in 
emergency plans. Those who are vulnerable will vary depending on the 
nature of the emergency. For planning purposes there are broadly 
three categories that should be considered: 

• Those who for whatever reason have mobility difficulties, 
including people with physical disabilities or a medical condition 
and even pregnant women; 

• Those with mental health conditions or learning difficulties; 
• Others who are dependent, such as children or very elderly. 

NHS Rotherham CCG needs to ensure that in an incident people in 
the vulnerable people categories can be identified via contact with 
other healthcare services such as GPs and Social Services. 

 
4.7 Incident Control Centre: NHS Rotherham CCG Incident Control 

Centre is not kept on permanent stand-by and will be enacted by the 
Accountable Emergency Officer or their nominated Deputy as required 
in conjunction with a Category 1 Responder.  The Incident Control 
Centre is in daily use as a working office and can be vacated 
immediately due to need. 
 NHS Rotherham CCG Incident Control Centre is located in: 

 
2nd Floor 
Oak house 
Moorhead way 
Bramley 
Rotherham 
S66 1YY 

 
Telephone: 01709 302009 
Email: Roccg.eprr@nhs.net 

 
The decant plan, should the Incident Control Centre be compromised, 
will be the premises of one of the South Yorkshire & Bassetlaw CCGs. 
This has been agreed with the partner CCGs under mutual aid.  A 



  

formal mutual aid agreement sets out arrangements which may be 
implemented by any of the organisations listed within it, and dovetails 
into the organisations business continuity plan. 
 

 
4.8 Situation reporting: Reports on the local situation will be made, as 

required, to NHS England. If an incident is prolonged, NHS Rotherham 
CCG may be asked to support the Strategic Coordinating Group 
(SCG) or the Tactical Coordinating Group (TSC) led by the lead 
agency. 

 
4.9 Communications: From a multi-agency response perspective the 

Police would lead on the communications and media support. From a 
health incident perspective, NHS England would lead on the 
communications. NHS Rotherham CCG role will be to liaise with the 
communication lead as appropriate, supply information as requested 
and cascade communications. See Action Card 1 for further 
information on roles and responsibilities. 

 
5 Recovery 

 
5.1 In contrast to the response to an emergency, the recovery may take 

months or even years to complete, as it seeks to address the enduring 
human physical and psychological effects, environmental, social and 
economic consequences. Response and recovery are not, however, 
two discrete activities and the response and recovery phases do not 
occur sequentially. Recovery should be an integral part of the 
combined response from the beginning, as actions taken at all times 
during an emergency can influence the long-term outcomes for 
communities. 

 
6 Debriefing and Staff Support 

 
6.1 NHS Rotherham CCG will be responsible for debriefing and provision 

of support to staff where required following an emergency. This is the 
responsibility of individual line managers coordinated by the 
Accountable Emergency Officer. De-briefing may also be on a multi-
agency footprint. 

 
6.2 Any lessons learned from the incident will be fed back to staff and 

actioned appropriately. 
 

 
7 Testing & Monitoring of Plans 

 
7.1 NHS Rotherham CCG emergency resilience plans will be reviewed 

annually by the Accountable Emergency Officer. 
 

7.2 As part of NHS Rotherham CCG’s emergency preparedness and 
planning, the organisation will participate in exercises both locally and 



  

across the South Yorkshire Local Resilience Forum (LRF) with our 
partners. This helps staff to understand their roles and responsibilities 
when a situation occurs. 

 
7.3 Live incidents which require the plans to be evoked will conclude with a 

debrief process and lead to review/improvements of the plans. 
 
  



  

 
ACTION CARD 1 

 

ROLES AND RESPONSIBILITIES 
 
 

These action cards describes the general action required and should be 
adapted as necessary to apply to the specific circumstances of the incident. 



  

ACTION CARD FOR INCIDENT LEAD EXECUTIVE 
 

Your role Incident Lead Executive 

Your base 2nd floor (unless a control room is located to another 
premise) 

Your 
responsibility 

You are responsible for directing NHS Rotherham CCG’s 
emergency response. 

Your immediate 
actions 

1. Obtain as much information as practicable and assess 
the situation before implementing the required actions: 
is this an emergency? 

METHANE: 
M – Major incident declared/standby 
E – Exact Location 
T – Type of Incident 
H - Hazards 
A - Access 
N - Number of Casualties 
E – Emergency services Activated and responding 

 
2. If the incident is assessed as an emergency, activate 

the plan. SEE ACTIVATION / ESCALATION ACTION 
CARD. 

 
3. Assign ACTION CARDS in accordance with the key 

functions to support you. 
 
4. Proceed to the Incident Control Room. 

Ongoing 
management 

Systematically review the situation and maintain overall 
control of NHS Rotherham CCG response. 

• S urvey 
• A ssess 
• D isseminate 

 
Approve content and timings of press releases / 
statements and attend conferences if required. 

Stand down If it can be dealt with using normal resources, notify the 
appropriate personnel and maintain a watching brief. 

 
Continue to reassess the situation as further information 
becomes available and determine if any additional action is 
required 

 
In the event of any increase in the scale / impact of the 
incident reassess the risk and escalate as needed. 



  

ACTION CARD FOR INCIDENT EMERGENCY PLANNING COORDINATOR 
 

Your role Incident Emergency Planning Coordinator 

Your base 2nd floor (unless a control room is located to another 
premise) 

Your 
responsibility 

You are responsible for coordinating NHS Rotherham 
CCG’s response and ensuring all aspects of the plan are 
followed. You will establish and maintain lines of 
communication with all other organisations involved, 
coordinating a joint response where circumstances 
require. 

Your immediate 
actions 

1. Proceed to the Incident Control Room. 
 
2. With the Incident Lead Executive, assess the facts 

and clarify the lines of communication accordingly. 
 
3. Call in Senior Managers as required. 

 
4. Allocate rooms, telephone lines and support staff as 

required. 
 
5. Notify and liaise as necessary with health community 

and inter-agency emergency planning contacts. 
 
6. Record all relevant details of the incident and the 

response. 

Ongoing 
management 

Systematically review the situation with the Incident Lead 
Executive and ensure coordination of NHS Rotherham 
CCG response. 

Stand down Following stand-down, prepare a report for the Chief Officer. 
 
Arrange a “hot” de-brief for all staff involved immediately 
after the incident. 

 
Arrange a structured de-brief for all staff within a month of 
the incident. 
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ACTION CARD FOR COMMUNICATION LEAD 
 

Your role Communication Lead 

Your base 2nd floor (unless a control room is located to another 
premise) 

Your 
responsibility 

You are responsible for preparing and disseminating 
media information by agreement with the Incident Lead 
Executive. If necessary, you will organise facilities for 
media visits and briefings. 

Your immediate 
actions 

1. Proceed to the Incident Control Room. 
 
2. After briefing by the Incident Lead Executive, establish 

lines of communication with Communication Leads at 
other organisations involved in the emergency and 
work in conjunction with multi-agency communication 
leads as required. 

 
3. Draft media releases for Incident Lead Executive 

approval. 
 
4. Coordinate all contact with the media. 

 
5. Ensure the nominated spokesperson is fully and 

accurately briefed before they have any contact with 
the media. 

Ongoing 
management 

Make arrangements for any necessary public 
communications. 

Stand down Participate in a “hot” de-brief immediately after the incident 
and any subsequent structured de-brief. 

 
Following stand-down evaluate communications 
effectiveness and any lessons learned and report these 
to the Incident Emergency Planning Coordinator for 
inclusion in the report to the Chief Officer. 
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ACTION CARD FOR ADMIN & CLERICAL ASSISTANT 
 

Your role Admin & Clerical Assistant 
(often referred to as a “Loggist”) 

Your base 2nd floor (unless a control room is located to another 
premise) 

Your 
responsibility 

You will help to set up the incident control room, perform 
secretarial. Administrative or clerical duties as required by 
the Incident Control Team and ensure a record / log of 
the incident is maintained. 

Your immediate 
actions 

1. Proceed to the Incident Control Room as directed. 
 
2. Report to the Incident Emergency Planning 

Coordinator for briefing. 
 
3. Assist in setting up the Incident Control Room with 

telephones, computers etc. 
 
4. Arrange for all internal rooms to be made available as 

needed. 
 
5. Maintain a log of decisions taken, communications, 

and actions taken by the incident control team. 
NB. The record must be made in permanent black ink, clearly 
written, dated and initialled by the loggist at start of shift. All 
persons in attendance to be recorded in the log. The log must 
be a complete and continuous (chronological) record of all 
issues/ options considered / decisions along with reasoning 
behind those decisions /actions. Timings have to be accurate 
and recorded each time information is received or transmitted. 
If individuals are tasked with a function or role this must be 
documented and when the task is completed this must also be 
documented. See Incident Log template overleaf. 

Ongoing 
management 

Provide support services as directed. 
 
All documentation is to be kept safe and retained for 
evidence for any future proceedings. 

Stand down Participate in a “hot” de-brief immediately after the incident 
and any subsequent structured de-brief. 

 
Following stand-down evaluate admin effectiveness and 
any lessons learned and report these to the Incident 
Emergency Planning Coordinator for inclusion in the 
report to the Chief Officer. 



  

Incident Log 
[Incident name] 

 
Loggist 
initials 

Date & Time Description of action / decision / 
communication 

Action taken by / 
Decision made by 
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Hold initial meeting, agree current situation and decisions to be made. 
Liaise with multi-agency partners. 

Agree any communications. 
Agree frequency of meetings. 

Ensure the meeting is minuted and a log kept of all decisions. 

ACTION CARD 2 
 

ACTIVATION / ESCALATION 
 

 

 

 
 

ESCALATE 
Identify the Category 1 Lead for escalation 

NHS England 
(Healthcare incidents) 

NHS England is on-call via the 
Rotherham Foundation Trust 

switchboard on 01709 820000. 
 

The non-urgent email contact 
is: england.syb-eprr@nhs.net. 

NHS Property Services 
(Buildings / Facilities) 

 
Dial: 0844 8222888 for NHS 
Property Services On-Call 

Escalation. A call handler will ask for 
a group code – ask for NHSPS04 

and leave your message and 
contact details. 

Public Health England 
(Infectious Diseases) 

 
In-Hours: Notify via the local 

Director of Public Health 
 

Out of Hours contact via NHS 
England 

 

 

 
 
 
 
 
 
 

 
  

VERIFY 
The information provided and the known facts of the incident 

ASSESS 
Is it a major incident for the CCG or another health organisation? 

Is action by the CCG necessary? You could contact other managers to discuss. 

Activate the Plan Monitor developments 

DECIDE 
Is it a major incident for the CCG or another health organisation? 

Is action by the CCG necessary? 

ACTIVATE 
The Plan will be activated by the Chief Officer or relevant Senior Manager 

If required, activate Incident Control Centre (Room 2:02 Oak House) and Incident 
Control Team (Operational Executive / relevant senior managers) 

Loggists and (CCG admin staff members) set up Incident Control Centre and 
coordinate a meeting of the identified Incident Control Team 

mailto:england.syb-eprr@nhs.net


 

Checklist for the Review and Approval of Procedural Documents 
 

To be completed and attached to any document which guides 
practice when submitted to the appropriate committee for 
consideration and approval. 

 
Title of document being reviewed YES/NO/Unsure Comments 

1. Title   
Is the title clear and unambiguous? Yes  
Is it clear whether the document is a guideline, 
policy, procedure/protocol or plan? 

Yes  

2. Rationale   
Are reasons for development of the document 
stated? 

Yes  

3. Development Process   
Is the method described in brief? Yes  
Are people involved in the development 
identified? 

Yes  

Has relevant expertise has been used? Yes  
Is there evidence of consultation with 
stakeholders and users? 

Yes  

4.  Content   
Is the objective of the document clear? Yes  
Is the target population clear and 
unambiguous? 

Yes  

Are the intended outcomes described? Yes  
Are the statements clear and unambiguous? Yes  
Are cross references accurate? Yes  
5.  Evidence Base   
Is the type of evidence to support the 
document identified explicitly? 

Yes  

Are key references cited? Yes  
Are the references cited in full? Yes  
Are supporting documents referenced? Yes  
6. Approval   
Does the document identify which 
committee/group will approve it? 

Yes  

If appropriate have the joint Human 
Resources/staff side committee (or equivalent) 
approved the document? 

NA  

 
 
  



      

 

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

  EPRR Policy 
1.2 Project Lead: Contact Details: 

Ruth Nutbrown Ruth.nutbrown@nhs.net 
1.3 This activity /project is: 

Policy  
1.4 Describe the activity/project  

The aims of this procedural document are to ensure NHS Rotherham CCG acts in accordance with 
the Civil Contingency Act 2004, the Health & Social Care Act 2012 and any relevant national policy 
and guidance as issued by the Department of Health in our role as a Category 2 Responder. 

 
 

1.5 Timescales 
3 yearly review 
 

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

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

2.2 Screening  
Please complete 
each area) 

What key impact have you identified? Information Source 

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

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

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

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

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

 Y   

Pregnancy and 
maternity 

 Y   

Marriage/civil 
partnership (only 
eliminating 
discrimination)Y 

 Y   

Other relevant  Y   



                                                                                                                                              

 

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

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

3.2 
 
 

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

NA 
3.3 
 
 

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

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

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

If yes, please provide a brief outline of your approach and objectives for any additional patient 
participation targeted at these groups 

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


                                                                                                                                              

 

 
 

NA 
 
  
Do you need to make any of your resources accessible (i.e. for people with learning disabilities, sight 
impairments, or alternative languages?) 
NA 

3.5 
 

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

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

NA 
 

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

 
4.2 Provide a brief outline of how the information collected through patient and public participation will be 

used to influence the plan/activity. 
 

Patient Feedback will be used to inform future commissioning intentions 
4.3 How will the outcomes of participation be reported back to those involved?  

 
 

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

  
5  Engagement and Equality Impact  Plan 
 Action Approx.  

Timescale 
 

Lead Deadline Comments/ 
progress 

          
           
           
           
      
6 rm details 
 Completed by:                                                        son Hague 

 
 Job title: orporate Services Manager 
 Date .09.20 

 

 Reported to  
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NHS Rotherham Clinical Commissioning Group
AQuA – 3-11-20 
Governing Body 2 December 2020
Policy Reviews – Employment Break, Secondment and Flexible Working 
Lead Executive: Chris Edwards, Chief Officer 
Lead Officer: Peter Smith, Head of HR 
Lead GP: Dr Jason Page 

Purpose: 

To advise Governing Body of HR Policy updates for the Employment Break, 
Secondment and Flexible Working Policies. 

Background: 
This paper covers scheduled reviews for the Employment Break, Secondment and 
Flexible Working Policies.  
Analysis of key issues and of risks 

These are scheduled reviews and there are no significant changes, adjustments are 
highlighted below. They have been circulated to staff representatives, Counter Fraud 
and, in the case of Employment Break, the Pensions Manager.  

Employment Break 

Policy 2.4 -Added that where more than one employment break is granted in the 
course of employment that the breaks are not consecutive and the combined length of 
the breaks does not exceed the maximum of 2 years. 

Policy 2.8.5 Pensions – amended to say that where an employee chooses to continue 
making contributions to the NHS Pension Scheme during an employment break it is 
subject to the terms and conditions relating to the scheme rather than putting in the 
detail which may change or vary depending on the Scheme. 

Procedure 1.6 – added that where the employee wants to return from the Break early 
The request may be refused if there is a contractual commitment with a temporary 
worker to cover the posts for the term of the original application/agreement for the 
employment break. 

Secondment 

No significant changes or adjustments. 

Flexible Working 

Due to the current arrangements under the pandemic it has been decided to delay the 
scheduled review of the Flexible Working Policy in October 2020 for 6 months to allow 
further time to consider future working arrangements. In the meantime a separate 
Homeworking Policy is being prepared which will supersede the relevant section in the 
Flexible Working Policy.  
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Equality Impact: 
The EIAs have been added/amended where appropriate. 
Financial Implications: 
None 
Recommendations: 
Governing Body are asked to approve the reviewed Policies . 

Paper is for Approval 
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Title: Employment Break Policy 

Reference No: 021-HR

Owner: NHS Rotherham Clinical Commissioning Group 

Author Head of HR 

First Issued On: July 2014 

Latest Issue Date: July 20142017 

Operational Date: August 2014 

Review Date: December 20192023 

Consultation Process Operational Executive, staff, Counter Fraud 
Specialist and Trade Unions 

Ratified and approved by: Governing Body December 2017 

Distribution: All staff and GP members of the CCG. 

Compliance: 

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. 
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SUMMARY NHS Rotherham CCG (the CCG) recognises that during an 
employee’s working life there will be times when personal 
commitments take priority over work.  The Employment 
Break Policy has been designed to allow employees the 
opportunity to take an unpaid break from their employment, 
of up to 1year. 

AUTHOR Head of HR 

VERSION 34 

EFFECTIVE DATE 28 July 2014 

APPLIES TO All the CCG employees 

APPROVAL BODY August 2014 CCG Governing Body 

RELATED DOCUMENTS Secondment, flexible working policy, maternity policy. 

REVIEW DATE October 2019December 2023 

THIS POLICY HAS BEEN SUBJECT TO A FULL EQUALITY 
IMPACT ASSESSMENT 

VERSION CONTROL SHEET 

Version Date Author Status Comment 

1 8-5-14 P Smith Draft No impact 

2 28-7-14 P Smith Draft 2 Amendments marked 

3 2-8-17 Head of HR Draft 3 Amendments marked 

4 13-12-17 Head of HR Final 
review 

GB Approved December 2017 

5 October 
2020 

Head of HR Scheduled 
review 

No significant amendments 
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1. POLICY STATEMENT 
 
1.1 The CCG recognises that during an employee’s working life there will be times when 

personal commitments take priority over work. The Employment Break Policy has been 
designed to allow employees the opportunity to take an unpaid break from their 
employment, of up to 1 year. 

 
2. PRINCIPLES 
 
2.1 For statutory purposes, the period of the break will count towards continuous employment, 

however all other terms and conditions of employment with the CCG, including pay, will be 
suspended. The period of the employment break will therefore not count as reckonable 
service when calculating contractual entitlement to benefits such as annual leave, sick pay, 
contractual redundancy payments and any other benefits dependent upon length of service.  
There will be no entitlement to benefits, such as sick pay, during the period of the break.    

 
2.2 To qualify for an Employment Break, employees must:- 
 

• have been employed by the CCG, continuously, on a permanent basis  
for a period of twelve months or more; 

• have demonstrated a commitment to continuing their career with the CCG; 
• Have the approval of an appropriate authorising manager. 

 
2.3 Subject to business needs, applications will normally be approved for the purpose of; 
 

• caring for a sick or dependent relative; 
• caring for children; 
• extended periods of travel, or voluntary services; 
• personal reasons e.g. following ill health; 
• Undertaking further education. 

 
Any other reason will be considered on its merit, e.g. GP SCE member undertaking a 
university placement.  In considering this, the value to the individual and/or society needs to 
be greater than the disruption to the business of the CCG.  Business continuity will have to 
be able to be maintained in the employee’s absence. or the CCG is likely to decline the 
request. For example, if the post is likely to be difficult to fill on an interim basis during the 
employee’s absence this may be a reason to decline the request. 

 
2.4 The length of the employment break will normally be for a minimum of 3 months and up to a 

maximum of 1 year. More than one employment break may be granted in the course of 
employment provided that the breaks are not consecutive and the combined length of the 
breaks does not exceed the maximum of 2 years. 

 
2.5 Managers, where appropriate, should make every opportunity to maintain contact with 

those staff taking employment breaks. The amount and level of contact will vary depending 
on the length of the employment break and the individual circumstances relating to the 
break. 

 
2.6 Employees will be expected to maintain contact with their manager, and should inform the 

CCG of any changes to personal circumstances, e.g. change of home address. 
 
2.7 Employees should also demonstrate their commitment to the Organisation CCG by; 
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• Not undertaking any other paid employment with another employer during the 
employment break except where, for example, work overseas or charitable work e.g. in 
a healthcare organisation which could broaden experience.  In such circumstances 
written authority should be sought prior to the start of the employment break. 
Employees who may need to obtain employment to support themselves financially, for 
example whilst travelling abroad, may do so, but on a casual basis; 

 
• Returning to the CCG on the agreed return date. 

 
2.8 Employees considering an employment break should be aware of the following: 

 
2.8.1 Annual Leave – all accrued annual leave must be taken before commencement of the 

employment break. No payment in lieu of outstanding leave will be made, neither will any 
“carry over” of leave be allowed. There is no entitlement to annual leave during the 
employment break. On return to work, entitlement to annual leave would be the same as 
when the break started, and the period of the employment break will not count as 
reckonable service for leave purposes. 

 
2.8.2 Trade Union Membership – should an individual wish to continue their trade union 

membership during the break, they must make their own arrangements for subscriptions to 
be paid. 

 
2.8.3 Pay – on return to work, employees would resume, for pay purposes, at the same pay point 

which had been reached at the time the employment break began, subject to restructuring 
or substantial organisational change. If applicable, incremental dates will be deferred 
accordingly, to ensure that the employee’s terms and conditions remain unchanged. 

 
2.8.4 Occupational Maternity Pay – employees commencing an employment break immediately 

following a period of maternity leave will be liable to repay any Occupational Maternity Pay 
received should they fail to return to work for a period of 3 months after the break. 

 
2.8.5 Pensions – an employee may wish choose to continue making contributions to the NHS 

Pension Scheme during an employment break, subject to the terms and conditions relating 
to the scheme. The form at Appendix 2 must be completed prior to the break to determine 
the employee’s option in respect of their pension. Arrangements for continuing payments 
must be made prior to commencement of the break. 

 
For the first 6 months contributions are payable, by both the employee and employer, as if 
the employee was at work. 

  
 An individual, who has paid contributions regularly during the first 6 months of a break, may 

continue to contribute to the Scheme for a further period of up to 18 months (maximum of 2 
years). During the extended period, the employee will be responsible for paying both their 
own and the employer’s contributions.  

 
 Contributions will be based on the employee’s normal pensionable pay. They must continue 

to be paid monthly, by standing order or Direct Debit; arrears will not be allowed to 
accumulate.  

 
 Further information is available from the NHS Pensions website 

http://www.nhsbsa.nhs.uk/pensions 
 
2.8.6 The period of the employment break will not count towards qualifying service for any RCCG 

staff benefit for which eligibility includes a minimum length of service. 
 

http://www.nhsbsa.nhs.uk/pensions
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2.8.7 CCGProperty – prior to an employee commencing an employment break, where 
applicable, managers must ensure that appropriate arrangements have been made in 
respect of CCG property, i.e. 

 
• Return of Organisation property, such as mobile telephones, lap tops, keys, etc. 

 
2.8.8 Applying for other Positions – when on an employment break, an employee is free to 

apply for other positions within the organisation.  However, employees should note that, 
should they be successful, continuation of the break cannot be guaranteed as it will depend 
upon the business needs and demands of the service in the area in which the new post 
sits.  It is advised that a discussion is held with the recruiting manager prior to an 
application being submitted. 

 
2.9 All records of applications and decisions will be kept on an employee’s file for a minimum of 

12 months. 
 
3. EQUALITY 
 

In applying this policy, the CCG 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. 

 
4. MONITORING & REVIEW 

 
4.1 This policy and procedure will be reviewed periodically by the Operational Executive,   in 

conjunction with operational managers, Counter \Fraud and Trade Union representatives. 
Where review is necessary due to legislative change, this will happen immediately. 

 
4.2 The implementation and operation of this policy will be reviewed by the CCG Operational 

Executive. 
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Part 2 
 
1. PROCEDURE 

 
1.1 Employees wishing to apply for an employment break should complete the application form 

at Appendix 1, in conjunction with their manager.  Both the proposed commencement date 
and return to work date should be included. 
 

1.2 Applications must be submitted to the relevant Senior Manager, at least 3 months prior to 
commencement of the intended break.  Requests made less than 3 months before, will be 
considered only in exceptional circumstances.  In deciding whether to support an applicant, 
the manager should satisfy themselves that the individual has a clear commitment to 
continuing a career with the CCG, that the reasons for requesting the break are valid, in line 
with this Policy and have consulted OE colleagues. 

 
1.3 Applicants will be notified in writing of the decision within 21 days of the date of submission 

of their application. 
 
1.4 The individual must also complete the form at Appendix 2 to confirm their option in respect 

of their pension membership during the break (see 2.8.5 above). 
 
1.5 Employees may use the CCG grievance procedure if a request for a break is refused. 
 
1.6 Employees will be required to give written notification of their return to work; giving 2 

months’ notice.  Employees wishing to return earlier than originally anticipated must give 2 
months’ notice in writing. The request may be refused if there is a contractual commitment 
with a temporary worker to cover the posts for the term of the original 
application/agreement for the employment break. Employees wishing to extend the length 
of their break if less than a year must apply in writing, at least 2 months’ before the agreed 
end, so that appropriate consideration can be given to an extension. 

 
1.7 Where an employee returns to work within a year, they will return to the same post they 

held when the employment break started, as far as is reasonably practicable.  If this is not 
possible, due to restructuring etc, or if the break has been for longer than a year, then every 
effort will be made to find the employee a post with similar duties and responsibilities to 
those of the previous post held.  Should it not be possible to find a suitable similar position 
then redundancy may be considered. 

 
1.8 Employees may be required to undertake a period of training on their return to work.  The 

content and duration will depend on the length of the break, the post, and any changes in 
working practices, legislation or policy. 

Issue No 1Page 3 of 4 
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Appendix 1 
EMPLOYMENT SCHEME – APPLICATION FORM 
 
FULL NAME  

 

DEPARTMENT 

EMPLOYEE NUMBER START DATE WITH THE ORGANISATION 

 

 

THIS FORM SHOULD BE SUBMITTED AT LEAST 3 MONTHS BEFORE THE EMPLOYMENT BREAK IS 
TO START 

I would like my employment break to 
start on  

I would like to return to work on  

Reason for employment break  

My contact details (including phone 
number) during the break will be  

 

I wish to apply for an extended period of unpaid leave under the Employment Break Scheme. I confirm that: 

• I have read and fully understood the conditions detailed within the Employment Break Policy; 
• I will complete and submit an Employment Break Financial Agreement prior to my break. 

 

SIGNATURE OF EMPLOYEE DATE 

 
To be completed by the Senior Manager 
 

I support / do not support this application for an employment break from the Organisation.  I have attached a 
written statement outlining the reasons why this application has been accepted / rejected (delete as 
applicable). 

 
SIGNATURE OF MANAGER DATE 

MANAGER’S NAME (Block letters) 
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Appendix 2 
EMPLOYMENT BREAK FINANCIAL AGREEMENT 
 
FULL NAME  

 

DEPARTMENT  

EMPLOYEE NUMBER START DATE WITH THE ORGANISATION 

 

START DATE OF EMPLOYMENT BREAK DATE OF RETURN TO WORK 

 
I confirm that: 
 

• I understand that I have the option to decide whether my employment break should be pensionable 
for a period of up to a year; 

• I understand that, should I decide that I would like my employment break to be pensionable, I remain 
liable for monthly pension contributions for the period and that, for the first six months of the 
employment break, I will pay my own contributions and that the CCG will continue to pay employer’s 
contributions; 

• I understand that, if I pay my contributions continuously for the first six months of the employment 
break, I may continue to pension the break for a further period of up to 12 months. During this 
additional period, I will be liable to pay both my own, and the CCG’s contributions; 

• I understand that contributions will be based on my normal earnings; 
• I agree to make monthly payments to to the Organisation via standing order/Direct Debit. 
• I understand that, if I fail to make my contributions as agreed, my pension record will be closed down 

at the date of the last contribution made. 
 
Please select ONE of the following four options 
 
Option 1 I do not wish my employment break to be treated as pensionable service and 

understand that my pension record will be closed down at the start of my break 
with no contributions payable OR 

 

Option 2 I wish to treat up to the initial six months of my employment break as 
pensionable and undertake to pay monthly employee contributions via standing 
order/Direct Debit OR 

 

Option 3 I wish to treat my employment break as pensionable for a period of xx months. I 
undertake to pay monthly employee contributions for the first six months and 
both employee’s and employer’s contributions for the remainder of the period. All 
contributions will be made via standing order/Direct Debit OR 

 

Option 4 I wish to treat my employment break as pensionable for the maximum period of 
1 year. I undertake to pay monthly employee contributions for the first six months 
and both employee’s and employer’s contributions for the remaining 6 months of 
the period. All contributions will be made via standing order/Direct Debit. 

 

 

SIGNATURE OF EMPLOYEE DATE 
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Equality Impact Assessment  
Title of policy or service: Employment Break Policy 

Name and role of officer/s completing  

the assessment: 

Head of HR  

Date of assessment: October 2020 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐            (select one option -  
see page 4 for guidance) 

 

1. Outline 

Give a brief summary of your 
policy or service 

• Aims 
• Objectives 
• Links to other policies, 

including partners, 
national or regional 

 

The Employment Break Policy has been designed to reflect section 36 of the NHS Terms and Conditions 
Handbook in order to enable employees to request an opportunity to take an unpaid break from their 
employment of up to 1 years. The aim of this policy is to ensure compliance with NHSLA standards and 
take account of best practice. 

The policy should be read in conjunction with other relevant HR policies including Flexible Working Policy, 
Grievance Policy, and Annual and Special Leave Policy, Maternity, Paternity and Adoption Leave Policy. 

 

Identifying impact: 

• Positive Impact:  will actively promote the standards and values of the CCG.  
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• Neutral Impact:   where there are no notable consequences for any group; 
• Negative Impact: negative or adverse impact: causes or fails to mitigate unacceptable behaviour. If such an impact is identified, the EIA should 

ensure, that as far as possible, it is eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 
 

2. Gathering of Information  

This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality Duty.  

  

 

 

(Please complete 

each area) 

What key impact have you 
identified? 

For impact identified (either positive  

or negative) give details below:  

 

Positive 

Impact  

 

Neutral 

impact 

 

Negative 

impact 

How does this impact and 
what action, if any, do you 

need to take to address 
these issues? 

What difference will this 
make? 

Human rights ☐ ☒ ☐ Provides an additional opportunity for 
employees to achieve career and 
personal life balance 

 

Age ☐ ☒ ☐ “  

Carers ☐ ☒ ☐ “  

Disability ☐ ☒ ☐ “  

Sex ☐ ☒ ☐ “  

Race ☐ ☒ ☐ “  
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Religion or 
belief 

☐ ☒ ☐ “  

Sexual 
orientation 

☐ ☒ ☐ “  

Gender 
reassignment 

☐ ☒ ☐ “  

Pregnancy and 
maternity 

☐ ☒ ☐ “  

Marriage and 
civil partnership 
(only eliminating 
discrimination) 

☐ ☒ ☐ “  

Other relevant 
groups 

☐ ☒ ☐ “  

HR Policies only: 

 

☐ ☒ ☐ Procedure legally compliant and in line 
with NHS practice 

 

 

IMPORTANT NOTE:  If any of the above results in ‘negative’ impact, a ‘full’ EIA which covers a more in depth analysis on areas/groups impacted 
must be considered and may need to be carried out.  

Having detailed the actions you need to take please transfer them to the action plan below. 
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3. Action plan 

Issues/impact identified Actions required How will you measure 
impact/progress Timescale Officer 

responsible 

No actions have been highlighted No actions have been 
highlighted 

N/A N/A N/A 

 

4. Monitoring, Review and Publication 

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officers: Head of HR  Date of next Review: 

September 
2019December 
2020 

 

Once completed, this form must be emailed the Equality Lead for sign off:  

 

Equality Lead signature: 
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1. POLICY STATEMENT 
 
1.1 This policy confirms the circumstances in which the secondment of Rotherham 

Clinical Commissioning Group (RCCG) staff both internally within the Organisation 
and externally to the wider NHS and exceptionally with other non NHS Bodies will be 
considered.  It is also designed to encourage staff from external organisations to take 
up a secondment where available within the CCG, for the mutual benefit of both 
organisations. 

 
1.2 A secondment may be arranged to assist with individual development needs as a 

result of an appraisal or be specifically requested for project work where specific 
skills or specialist knowledge are required. 

 
1.3 This Policy will apply to all employees within RCCG. 
 
2. PRINCIPLES 
 
2.1 Secondment requests will be considered in line with business needs and may be 

refused on that basis. 
 
2.2  Staff who enter intoundertake a secondment agreements will be asked to sign a 

secondment agreement outlining the terms and parameters of the secondment in 
advance of the secondment starting. 

 
2.3 Any individual who agrees to undertake a secondment will be expected to keep any 

information which may be made available to them as a direct result of the 
secondment confidential (e.g. personal, salary, business sensitive information). 

 
2.4 Employees on secondment with an external organisation will retain their continuity of 

service with RCCG. 
 
2.5 Staff who undertake a secondment will be entitled to return to their substantive post 

on completion of the secondment.  Should the substantive post be subject to 
organisational change this will be dealt with in line with the normal Organisational 
Change procedure. 

 
2.6  The duration of a secondment will vary depending on the circumstances.  However 

the normal minimum is 3 months and maximum 12 months with exceptions to be 
arranged with the relevant line manager and support from the Human Resources 
Manager. 

 
2.7 Guidance and support will be provided to line managers in the implementation and 

application of this policy 

3. EQUALITY 

3.1 In applying this policy, the RCCG 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. 
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4. MONITORING & REVIEW 

4 .1 The policy and procedure will be reviewed periodically by the Human Resources 
Manager in conjunction with managers, staff, the Counter Fraud Specialist and Trade 
Union representatives.  Where review is necessary due to legislative change, this will 
happen immediately. 
 

4.2  
 

 
PART 2 
 
1. PROCEDURE 
 
Requesting and organisation of Internal Secondments within RCCG 
 
1.1 Where RCCG identifies that a secondment opportunity exists, consideration should 

be given to the length of the secondment, any training required and the skills set or 
specialist knowledge required of staff undertaking the secondment. 

 
1.2 Depending on the nature of secondment, the vacancy will either be advertised in line 

with the RCCG Recruitment policy or a request will be made directly to the relevant 
area if the secondment requires specialist skills or knowledge. 

 
1.3 There is no explicit obligation on the manager to release an individual but proper 

consideration should be given to such a request.  Any refusal to allow an individual to 
take up a secondment opportunity should be carefully considered along with the 
potential long term benefits to RCCG ..  An explanation should be given to the 
employee if a request is turned down. Final approval for any secondment will be 
confirmed at/by OE. 

 
1.4 If agreed, the line manager will liaise with the relevant area to facilitate an agreement 

including what parameters will be applied to it. The line manager will then liaise with 
the HR Manager to develop the secondment agreement. 

 
Arrangements for the secondment of Staff to external organisations 

 
1.5 Where an individual manager is approached by an external organisation regarding a 

secondment opportunity for an employee, advice should be sought from the HR 
Manager and relevant OE Member.  Normally, it is expected that the secondment 
opportunity will be aligned to the delivery of the objectives of the CCG.  If the 
secondment is feasible and agreed, the line manager will facilitate the agreement 
between all parties involved, and then liaise with the HR Manager to develop the 
secondment agreement.  

 
1.7 Where an employee wishes to pursue a secondment opportunity with an external 

organisation they should approach their manager indicating that they wish to apply 
for an external secondment.  The secondment opportunity should be carefully 
considered and normally would be expected to be aligned to the delivery of the 
objectives of the CCG.  The manager will seek advice from the HR Manager and 
relevant OE Member. Final approval for any secondment will be confirmed at/by OE. 

 
1.8 Agreement must be reached on how the individual's salary will be paid and which 

body will be responsible for meeting any additional expenses such as travel and 
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subsistence allowances. 
 
1.9 During the period of the secondment the individual’s Terms and Conditions will 

remain the same and continue to be subject to the employing organisations policies 
and procedures.  Exceptions to this will be agreed in advance between the host 
organisation and the secondee/Organisation. 

 
1.10 Secondees are responsible for reporting any reasons for absence directly to both the 

external organisation and the host organisation in accordance with their own absence 
management policies. 

 
1.11 Whilst on secondment employees will continue to accrue annual leave entitlements 

and be permitted to take annual leave to their entitlement limit with the agreement of 
the host organisation.  Where an employee takes a period of Maternity Leave during 
the course of the secondment accrual of her annual leave entitlements will continue 
to apply. 

 
Funding Arrangements 

1.12 Prior to the secondment taking place the appropriate manager(s) must liaise with HR 
and Finance to agree who will be funding the secondment and how the payment 
arrangements are to be facilitated.  Depending on the individual agreements it may 
be appropriate to submit a change form or arrange for a debtors invoice to be raised. 

 
1.13 Where the grade of the secondment post is higher than the grade of the employee’s 

substantive post, the full salary cost will be paid by the employing Organisation and 
recovered from the host organisation.  On return to the Organisation the employee 
will revert to their substantive grade and salary. 

 
Working Arrangements 

 
1.14 For the duration of the secondment or work placement the individual will be required 

to comply with the working/cover arrangements of the department or host employer.  
Any agreement to exceed/reduce their contractual working hours will be subject to 
agreement at the initiation of the secondment and the conditions of the Working Time 
Regulations. 

 
Communication 

 
1.15 When on secondment it will be agreed by all parties, that three way communication 

between the secondee, host organisation and the employer is maintained. 
 
1.16 Any secondee from RCCG should be kept informed of and consulted about any 

organisational change that takes place during their period of secondment. 
 

Manager’s responsibilities 
 
1.17 The Manager who is responsible for managing the secondee will outline at the start 

what their objectives are for the duration of the secondment.  Managers must also 
conduct performance reviews/appraisals in line with local policies, including 
entitlement to any pay increments where applicable in line with the policy for 
incremental progression. 

 
1.18 The substantive line manager will provide all the appropriate information to the HR 

Manager who will then produce the secondment agreement. 



7 
 

Termination or Extension of Secondment 
 
1.19 A request for an extension of an existing secondment should be considered in 

accordance with the needs of the service, be mutually agreed by all parties and 
confirmed in writing.  If an extension is refused, an explanation should be given to the 
employee. 

 
1.20 The secondment may be terminated by either party in writing with the previously 

agreed notice period laid out in the secondment agreement. 
 

Secondment resulting in Permanent Appointment 
 
1.21 Where a secondment post becomes a permanent post the individual in that 

secondment may only be offered the post if a full recruitment process was carried out 
at the commencement of the secondment, and it was clear that there was a 
possibility of it becoming permanent. 

 
1.22 If a full recruitment process was not followed then a recruitment and selection 

process will need to be carried out. 
 
2. APPEAL 
 

An employee may use the Grievance Procedure if they feel that they have been 
treated unfairly in relation to application of this policy. 
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Equality Impact and Engagement Assessment Form 
 
Complete this section 
Please retain one copy, and pass one copy to both the Equalities and Engagement leads 
Section one – Project or plan details 
1.1 Project Title:  

  Secondment Policy 
1.2 Project Lead: Contact Details: 

Peter Smith 07873 418586 peter.smith33@nhs.net  
1.3 This activity /project is: 

Policy  
1.4 Describe the activity/project  

This policy confirms the circumstances in which the secondment of Rotherham Clinical Commissioning 
Group (RCCG) staff both internally within the Organisation and externally to the wider NHS and 
exceptionally with other non NHS Bodies will be considered.  It is also designed to encourage staff 
from external organisations to take up a secondment where available within the CCG, for the mutual 
benefit of both organisations. 
 

1.5 Timescales 
Scheduled 3 year review in 2020 
 

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

groups, with consideration of the General Equality Duty. 
Please add any general information here. 
In applying this policy, the RCCG 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. 
 

2.2 Screening  
Please complete 
each area) 

What key impact have you identified? Information Source 

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

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

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

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

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

mailto:peter.smith33@nhs.net
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reassignment 
Pregnancy and 
maternity 

N Y N  

Marriage/civil 
partnership (only 
eliminating 
discrimination) 

N Y N  

Other relevant 
groups 

N Y N  

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

 
If your project is classed as a ‘significant variation’ (level 3) or ‘major change’ (level 4) please 
contact england.yhclinicalstrategy@nhs.net for a preliminary discussion to support planning and agree 
whether the service change needs to follow the NHS England Service Change Assurance process.   
 
The assurance process generally looks at the ‘case for change’ The key players in the process include 
overview and scrutiny teams, and the clinical senates.  You can also refer to the DH guidance: (please 
note that level 4 changes will require considerable long term planning and this DH guidance is 
mandatory for all level 4 
changes) http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-
hempsons_stp.pdf     DH 2013 
 
Circle or highlight the appropriate level of service change 
 
Not applcable 
 
 
Add additional information and rationale for this scoring below 
 
 

3.2 
 
 

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

•   
3.3 
 
 

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

mailto:england.yhclinicalstrategy@nhs.net
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
http://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/nhs_public_involvement_-hempsons_stp.pdf
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3.4 Reaching out to overlooked communities 
Are additional arrangements for patient and public involvement required for this activity and in particular  
will you ensure that ‘seldom-heard’ groups, those with ‘protected characteristics’ under the Equality Act, a  
those experiencing health inequalities are involved 

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

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

3.5 
 

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

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

 
 

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

 
4.2 Provide a brief outline of how the information collected through patient and public participation will be 

used to influence the plan/activity. 
 

Patient Feedback will be used to inform future commissioning intentions 
4.3 How will the outcomes of participation be reported back to those involved?  

 
 

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

  
5  Engagement and Equality Impact  Plan 
 Action Approx.  

Timescale 
 

Lead Deadline Comments/ 
progress 

          
           
           
           
      
6 Form details 
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 Completed by:                                                        Peter Smith 
 

 Job title: Head of HR 
 Date  

16-10-2020 

 Reported to  
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NHS Rotherham Clinical Commissioning Group 
 

Governing Body 
 

2 December 2020 
 

Conflict of Interest Policy 
 
Lead Executive: Chris Edwards, Chief Officer 
Lead Officer: Ruth Nutbrown 
 
Purpose:  
To provide intelligence to Governing Body members following a review of the Conflict of 
Interest Policy. 
 
Background: 
A review of the policy has highlighted that it contained a number of forms which are now 
obsolete, therefore have been removed. 
 
Reference to the Commissioning Support Unit in relation to procurement services have been 
removed. 
 
The names of staff have been removed from the body of the policy and replaced with an annex 
which can be found at the end of the policy at annex Q. 
 
Analysis of key issues and of risks 
No issues of risk have been identified during the review.AQuA 3 November 2020 

Patient, Public and Stakeholder Involvement: 
Nil 
Equality Impact: 
Nil 
Financial Implications: 
Nil 
Human Resource Implications: 
Nil 
Procurement Advice: 

Nil 
Data Protection Impact Assessment: 
Nil 
Approval history: 
The reviewed policy was presented to the AQuA committee at its 3 November 2020 meeting 
Recommendations: 
That Governing Body members ratify the reviewed policy. 
Paper is for approval. 
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Title: Conflicts of Interest Policy Including Standards of 
Business Conduct and Gifts and Hospitality 

Ref No. C8 
Owner Accountable Officer 
Author Ruth Nutbrown 
First issued on: February 2015 
Latest issue date October 2020 
Operational date     December 2020 
Review Date October 2022 
Consultation process  
Ratified and approved by  

Distribution All staff and GP members of the CCG. 

Compliance  
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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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 judgment, 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 judgment, 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 judgment 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 judgment 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. 

• Annually: The CCG will have systems in place to satisfy ourselves on an annual basis that our register 
of interests is accurate and up-to-date. Declarations of interest will be obtained from all relevant 
individuals annually 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 

the Assistant Chief Officer (see annex Q for contact details). 
 
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 judgment 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 favoritism, 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 
done. 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 Gifts & Hospitality register as soon 
as is reasonably practicable held by the Assistant Chief Officer, see annex Q for contact details. 

 

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 Paid Employment 



11  

CCG employees are contractually required to declare any other current employment and inform their manager 
before entering into additional employment. In addition, employees must formally declare any conflict of 
interest annually and/or when they occur and they are reminded of this requirement each month. 
 
Procurement processes themselves require a declaration of interests when an employee commences on that 
activity. 
 
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.  
 
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 will 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 
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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 
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; this role is undertaken by the Lay Member for Governance/ 
Chair of Audit, Quality and Assurance Sub Committee (AQuA) (See annex Q for contact details). 

 
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. 
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18. Managing Conflicts of Interest at Meetings 

18.1Statutory Requirements 
CCGs have made 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 
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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: 
• 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 

 
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 
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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. 

• 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. 



17  

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 is focused 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 expects 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; 



18  

• 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. 

 
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 
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. 
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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. 

 
20. NHS Oversight Framework  

 
NHS England introduced a new Oversight Framework.  The management of conflicts of interest is a 
key indicator of the new framework.  As part of the framework, CCGs are 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.  This includes confirmation of the number of CCG lay 

members and how many days they are employed per month. 
• That the CCG’s audit chair has taken on the role of the Conflicts of Interest Guardian, supported by a 

senior CCG manager(s). 
• 100% of relevant CCG staff have been offered the mandatory training on managing conflicts of 

interest and 90% of relevant CCG staff have completed it by 31st January.  The training is 
mandatory for: 

• CCG Governing Body Members 
• Executive members of formal CCG committees and sub-committees 
• Primary Care Commissioning Committee members 
• Clinicians involved in commissioning or procurement decisions 
• CCG governance leads 
• Anyone involved or likely to be involved in taking a procurement decision(s). . 

 
In addition, CCGs are required to report on a quarterly basis via self-certification confirming the CCG: 

 
• Has processes in place to ensure individuals declare any interests which may give rise to a conflict or 

potential conflict of interest 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 it is decided not to comply with one or more of the requirements of this statutory guidance, in 
advance of the decision, a discussion with NHS England is required.  This is also included within the self-
certification statements giving the reasons for deciding not to do so, on a “comply or explain” basis. 
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21. Internal Audit 
 
The CCG is required to undertake an audit of interest management as part of its internal audit on an annual 
basis.  NHS England provided guidance to CCGs on the scope and remit of this audit and provided a template 
document to ensure consistency of reporting information for the audit. 
 
The results from the audit are reflected in the CCG’s annual governance statement. 
 

 
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. 
 
The process for reporting breaches is attached at appendix 1. 

 
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). (See annex Q for contact details)  

 
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 designated Conflicts of Interest Guardian, on a 
strictly confidential basis at the earliest opportunity. This will be recorded using the CCG incident reporting 
system.  Any breaches that currently exist or are found 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. 
 
The conflicts of interest’s guardian for the CCG is the lay member for Governance, John Barber, (see annex 
Q for contact details). 

 
Anonymised details of breaches should be published on the CCG’s website for the purpose of learning and 
development. 

 
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. 

http://www.reportnhsfraud.nhs.uk/
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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. 
 
The CCG will manage any possible staff noncompliance in relation to the CCG’s conflicts of interest policy 
(including in relation to contracts already entered into) on an individual basis, The Rotherham Place Director 
will decide whether an investigation is required.  The conflicts of interest guardian may be involved in 
noncompliance issues, where there are complex arguments following an investigation process.  Management 
of noncompliance may include referral to other RCCG policies including whistleblowing and disciplinary 
policies.  
  
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 
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, 

https://www.reportnhsfraud.nhs.uk/


22  

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 
practice 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 developed an online training package for CCG staff, governing body and committee members.  
This is 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 training is mandatory and will need to be completed by all staff by 31 
January of each year.  The CCGs completion rates are recorded within the conflicts of interest annual 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. 
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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 
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 

http://www.reportnhsfraud.nhs.uk/
http://www.reportnhsfraud.nhs.uk/
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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 judgment 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. 

 
28.7 Further examples of relevant interests for non-Governing Body members RCCG staff are set out in 
Annex 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 Annex C should be completed by 
Governing Body members and sent to the Governing Body Secretary.  Further guidance on the declaration of 
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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 Annex 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 
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 
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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 Annex 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 Annex 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 Annex 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 (Annex 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 Annex 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 Property 
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, 2018. 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 Annex 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 
civil recovery. 
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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/ Assistant Chief Officer (see annex Q for contact details).  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 
instructions and financial scheme of delegation. RCCG staff should refer to the following documents by 
following the link: 

mailto:claire.croft1@nhs.net
https://www.reportnhsfraud.nhs.uk/
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• 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 annex 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. 

  

http://www.legislation.gov.uk/ukpga/2008/14/contents
http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_-_Codes_of_Conduct_Acc.pdf
http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_-_Codes_of_Conduct_Acc.pdf
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Appendix 1 
 
Process for Reporting Breaches of Conflicts of Interest and escalation through the organisation 
 
• How the breach should be recorded 
 Incidents should be reported via the Incident Report Form (IR1) which is available upon request via the 

Corporate Business Team 
 
• How it should be investigated 
 Alleged breaches of Conflict of Interest should be investigated using the Incident Management policy  
 
• The governance arrangements and reporting mechanisms; is via the Corporate Assurance Report (CAR) 

which is presented to AQuA and Governing Body on a quarterly basis. 
 
• How this policy links to whistleblowing and other HR policies;  
 When an alleged breach occurs other policies may also be invoked these could include:  

• Whistleblowing policy 
• Disciplinary Policy 
• Incident Management Policy 
• Complaints Policy 
• Safeguarding Policy  

 
• Who to notify at NHS England and when to do so;  
 Breaches are reported to NHS England via the Conflict of Interest Self-Assessment Form which is 

submitted to NHS England on a quarterly /annual basis by the Corporate Business Team as they arise. 
 
 
• The process for publishing the breach on the CCG website;  
 Breaches will be published on the CCGs website by the Corporate Business Team  
 
• What type of breaches should be recorded 

Please follow this link to view Conflict of Interest Case Studies: https://www.england.nhs.uk/wp-
content/uploads/2017/06/coi-case-studies-v3.pdf 

http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Quality%20and%20Safeguarding%20Policies/Q3%20-%20Incident%20Management%20Policy%202018.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Corporate%20Policies/C9%20-%20Whistleblowing%20Policy%20July%202018.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/HR%20Policy/H10%20-%20Disciplinary%20Policy%20ratified%20by%20GB%20January%202018.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Quality%20and%20Safeguarding%20Policies/Q3%20-%20Incident%20Management%20Policy%202018.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Corporate%20Policies/C4%20-%20%20Policy%20Procedure%20on%20Complaints%20Management%20ratified%20by%20GB%203.07.2019%201.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Quality%20and%20Safeguarding%20Policies/Q4%20-%20Safeguarding%20Policy%20June%202020.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/06/coi-case-studies-v3.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/06/coi-case-studies-v3.pdf


 

 

 
Conflicts of Interest Form (CCG members and employees)           Annex A 

 
 
 

Name  

 
Current position (s) 
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) 

 
Type of Interest 

Is the interest 
direct or 
indirect? 

 
 
 

Nature of Interest 

Date of Interest Action taken 
 to mitigate Risk From To 

Fi
na

nc
ia

l I
nt

er
es

t 

No
n-

Fi
na

nc
ia

l 
Pr

of
es

si
on

al
 

In
te

re
st

 

No
n-

Fi
na

nc
ia

l 
Pe

rs
on

al
 

In
te

re
st

 

   

           

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 2018.  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, 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 
below: 
 
 
 
Signed:  Date: 

Signed: 
(Line Manager) 

Position: Date: 

Please return to Assistant Chief Officer of NHS Rotherham CCG



 

 

Types of conflicts of interest 
Type of Interest Description 
Financ
e 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. 

 



 

 

 
Template: Register of conflicts of interest              Annex B 

 
 
 
 
 

Name 

 
Current position (s) 
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) 

 
Type of Interest 

Is the interest 
direct or 
indirect? 

 
 
 

Nature of Interest 

Date of Interest Action taken 
 to mitigate Risk From To 

Fi
na

nc
ia

l I
nt

er
es

t 

No
n-

Fi
na

nc
ia

l 
Pr

of
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si
on

al
 

In
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No
n-

Fi
na
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l 
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Annex C: 

 

Template: Declarations of gifts and hospitality 
Recipient 
Name 

Position Date 
of 
Offer 

Date of 
Receipt 
(if 
applicabl
e) 

Details of Gift 
/ Hospitality 

Estimate
d Value 

Supplier 
/ Offer 
or 
Name 
and 
Nature 
of 
Busine 

Details 
of 
Previou
s Offers 
or 
Accepta
nce 

Details 
of the 
reviewin
g and 
approvin
g the 
declaratio
n made 

Declined 
or 
Accepted
? 

Reason for 
Accepting 
or 
Declining 

Other 
Comments 

            

            

 

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 2018. 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 NHS 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 
i n t e r e s t  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 
of the meeting 

 
1. The agenda to include a standing 
item on declaration of interests to 
enable individuals to raise any issues 
and/or make a declaration at the 
meeting; 

 
2. A definition of conflicts of interest 
should also be accompanied  with 
each agenda to provide clarity for all 
recipients; 

 
3. Agenda to be circulated to 
enable attendees (including visitors) 
to identify any interests relating 
specifically to the agenda items 
being considered; 

 
4. Members should contact the 
Chair as soon as an actual or 
potential conflict is identified; 

 
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; 

 
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 
and 
secretariat. 

 
 
 
 

Meeting Chair 
and 
secretariat. 

 
 
 

Meeting Chair 
and secretariat. 

 
 
 
 
 

Meeting members 
 
 
 
 

Meeting Chair 
 
 
 
 
 
 
 
 
 
 

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 
 

NHS 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 
ef 
N 
o 

Contract 
/ 
Ser 
vic 
e 
titl 
e 

Procurem 
ent 
descriptio 
n 

Existing 
contra 
ct or 
new 
procur 
ement (if 
existin g 
include 
details) 

Procurem 
ent 
type – 
CCG 
procure 
ment, 
collabo 
rative 
procure 
ment 
with 
partner 

CCG 
cli 
nic 
al 
lea 
d 
(N 
am 
e) 

CCG 
cont
ract 
man
ger 
(Na 
me) 

Decision 
making 
process 
and 
name of 
decision 
making 
committe
e 

Summar
y of 
conflict
s of 
interest 
noted 

Action 
s 
to 
mitig
ate 
confli
cts of 
intere
st 

Justificati
on 
for 
actions 
to 
mitigate 
conflict
s of 
interest 

Contract 
awarded 
(supplier 
name & 
registere
d 
address) 

Contr
act 
value 
(£) 
(Total
) and 
value 
to CC 
G 

Comme
nts 
to note 

              

 

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, NHS Rotherham CCG 



 

 

 
Template: Declaration of conflict of interests for bidders/contractors template Annex I: 

 
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’ judgments 
decisions or actions 

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 personal interests; 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 
organizational 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 
 
 
 
 

Governance arrangements 
and decision making 

• 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? 
 
 
 
 

Managing conflicts of 
interest throughout the 
commissioning cycle 

• 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. 
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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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Annex M 
 

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. 



 

Annex N 
 
 
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 O

 

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 Governing Body Secretary/Assistant Chief Officer, 
NHS Rotherham Clinical Commissioning Group (see annex Q for contact 
details)



 

Annex P 
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: 



 

Annex Q 
 
Assistant Chief Officer/Board Secretary Mrs Ruth Nutbrown  
Telephone:  01709 302107 
Email:   ruth.nutbrown@nhs.net  
 
 
Lay member for Governance, Chair of the Audit, Quality and Assurance Committee (AQuA), 
Mr John Barber  
E-mail:  john.barber8@nhs.net  
 
 
Anti-Crime Specialist, Claire Croft  
Oak House 
Moorhead Way 
Bramley 
Rotherham 
S66 1YY 
Telephone: 01709 428710 
Mobile:  07920138354. 
  

mailto:ruth.nutbrown@nhs.net
mailto:john.barber8@nhs.net


 

Annex R 
 

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

Conflicts of Interest Policy Including Standards of Business Conduct and Gifts and Hospitality  
1.2 Project Lead: Contact Details: 

Sue Hart 01709 302108 
1.3 This activity /project is: 

Policy  
1.4 Describe the activity/project  

The Standards of Business Conduct Policy including Standards of Business Conduct and Gifts and 
Hospitality 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.   
 
 
 

1.5 Timescales 
NA 
 

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

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

2.2 Screening  
Please complete 
each area) 

What key impact have you identified? Information Source 

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

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

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

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

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

 Y   

Pregnancy and 
maternity 

 Y   

Marriage/civil 
partnership (only 
eliminating 
discrimination) 

 Y   



 

Other relevant 
groups 

 Y   

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

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

3.2 
 
 

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

NA 
3.3 
 
 

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

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

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

If yes, please provide a brief outline of your approach and objectives for any additional patient 
participation targeted at these groups 
 
NA 

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


 

 

  

Do you need to make any of your resources accessible (i.e. for people with learning disabilities, sight 
impairments, or alternative languages?) 
NA 

3.5 
 

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

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

 
NA 

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

 
4.2 Provide a brief outline of how the information collected through patient and public participation will be 

used to influence the plan/activity. 
 

Patient Feedback will be used to inform future commissioning intentions 
4.3 How will the outcomes of participation be reported back to those involved?  

 
 

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

  
5  Engagement and Equality Impact  Plan 
 Action Approx.  

Timescale 
 

Lead Deadline Comments/ 
progress 

          
           
           
           
      
6 Form details 
 Completed by:                                                        Alison Hague 

 
 Job title: Corporate Services Manager 
 Date 20.10.20 

 

 Reported to  
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NHS Rotherham Clinical Commissioning Group 

Operational Executive –16/10/2020 
AQuA – 03/11/2020 
Strategic Clinical Executive – Date 
GP Members Committee (GPMC) – Date 
Clinical Commissioning Group Governing Body -  2 December 2020 
 

Review of the Health & Safety and Fire Safety Policies 
 

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 GB re the review of the CCG’s Health and Safety Policy and Fire Safety 
Policy. 
 
Background: 
Under the Health and Safety at Work etc. Act 1974, the Management of Health and 
Safety at Work Regulations 1999 and Regulatory Reform (Fire Safety) Order 2005. 
NHS Rotherham CCG has a legal duty to ensure that a suitable and sufficient Health & 
Safety and Fire Safety Policy is in place which covers all aspects of the organisation 
and be relevant to all employees. These policies demonstrate how seriously an 
organisation takes its health, safety and fire safety responsibilities. 
Analysis of key issues and of risks 
NHS Rotherham CCG currently has a Health and Safety and Fire Safety Policy in place 
which is due for review.  
Both Policies have been reviewed by Ian Plummer, Health and Safety Manager.  
 
Changes to the Health and Safety Policy –  
A reference to the current Covid-19 pandemic guidelines 
Updated staff in post numbers 
2020/2021 Budget figures. 
 
Changes to the Fire Safety Policy –  
A reference to the current Covid-19 pandemic guidelines 
An addition of section 5 of the policy – Monitoring and Review 
An addition of Appendix C – Equality Impact Assessment 
A change in the contact details for NHS PS 
Minor wording 

Patient, Public and Stakeholder Involvement: 
N/A 
Equality Impact: 
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N/A 
Financial Implications: 
N/A 
Human Resource Implications: 
None 
Procurement Advice: 
N/A 
Data Protection Impact Assessment: 
N/A 
Approval history: 
OE – 16/10/2020 
AQuA – 03/11/2020 
GB – 02/12/2020 
Recommendations: 
GB is asked to  

• discuss the review of the Health and Safety Policy and Fire Safety Policy 
• accept the review of the Health and Safety Policy and Fire Safety Policy as part 

of statutory compliance 
• ratify the review of the Health and Safety Policy and Fire Safety  

Paper is for Approval 
 



 
 
 
 
 
 
 
 
 

Title: Health & Safety Policy 
Reference No: 0010/Corporate 
Owner: Chief Officer 
Author: Competent Person for Health and Safety Ruth 

Nutbrown CMIOSH 
First Issued On: Governing Body 4 December 2013 
Latest Issue Date: December 2019 
Operational Date: December 2019 
Review Date: November 2020 
Consultation Process:  
Ratified and Approved by: OE-  

AQuA –  
GB –  

Distribution: All staff and GP members of the CCG. All other 
staff working at Oak House for the CCG. 

Compliance: Mandatory for all permanent & 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 characteristic. 

 
 
 



Health and Safety Policy 
 
 
Introduction 
 
NHS Rotherham Clinical Commissioning Group (CCG) 
 
The CCG was established in January 2013 and is led by local GPs who have day to day knowledge of 
the health problems that Rotherham residents face. NHS Rotherham CCG became authorised as a 
statutory NHS body from the 1st April 2013 when it formally took on the responsibility of 
commissioning health services from Rotherham Primary Care Trust. 
 
Based within Oak House, Bramley and employing 12517 staff, NHS Rotherham CCG is a 
predominantly administrative healthcare organisation.  Every Rotherham General Practice is a member 
of the CCG.  CCG decisions are made by the CCG Governing Body. The CCG has responsibility for 
a budget of £430 million The CCG’s 2020-21 notified allocation is £443m* (*pre covid and subsequent 
change to the financial regime)  
 to i m p r o v e  the health of people in Rotherham and to provide safe, high quality health services. 
 
NHS Rotherham CCG is also responsible for commissioning community health services, hospital 
health services, health aspects of social and continuing care, GP prescribing and GP out of hours 
services that Rotherham people use. 
 
NHS Rotherham CCG is co-located with other health organisations including NHS England, NHS 
Property Services, 360 Assurance and Knowledge services from The Rotherham NHS Foundation 
Trust, in an office building. 
 
 
 
 
 
Due to the Covid-19 pandemic. Government guidelines have stated that staff should work 
from home and only return to site if it is absolutely necessary and for the minimum amount of 
time.  
 
Staff who visit Oak House should adhere to social distancing guidance, hand sanitiser and 
sanitising wipes have been made available for staff to use and wear a face covering when 
visiting shared areas of the building or if social distancing is not practicable. 
  
 
While working from home, the information and guidance within the Health & Safety Policy and all relevant 
Health & Safety policies and procedures will still apply to members of Rotherham CCG staff. 
 



 NHS Rotherham Clinical Commissioning Group 
 
Chris Edwards – Chief Officer 

 
Ruth Nutbrown – Assistant Chief Officer. 

 
STATEMENT OF GENERAL POLICY 

 
RESPONSIBILITY OF: 
Name/Title 

 
ACTION/ARRANGEMENTS 

To prevent accidents and cases of work-related ill 
health and provide adequate control of health and 
safety risks arising from work activities. 

Ruth Nutbrown – Assistant 
Chief Officer, competent 
person 

Relevant risk assessments completed and actions arising out of those 
assessments implemented. (Risk assessments reviewed every year or earlier 
if working habits or conditions change).  First aid system in place. 

To provide adequate training to ensure employees 
are competent to do their work. 

Ruth Nutbrown – 
Assistant Chief 
Officer, competent 
person 

Staff are given necessary health and safety induction and provided with 
appropriate training (including Moving and Handling, Fire Awareness, DSE etc.) 
and personal protective equipment where required.  We will ensure that 
suitable arrangements are in place to cover employees engaged in remote/lone 
working from the main accommodation site. 

To engage and consult with employees on day-to-
day health and safety conditions and provide advice 
and supervision on occupational health. Liaise with 
other building occupiers 

Ruth Nutbrown – 
Assistant Chief 
Officer, competent 
person Plus staff side 
representative 
Plus Staff side representative 

Staff and other building occupiers routinely consulted on health and safety 
matters as they arise. Members and attendees of the Building User Group, 
chaired by the Landlord 

To implement emergency procedures – evacuation in 
case of fire or other significant incident. 

Ruth Nutbrown – 
Assistant Chief 
Officer, competent 
person 

Escape routes well signed and kept clear at all times. Evacuation plans are 
tested from time to time and updated as necessary. 

To maintain safe and healthy working conditions, provide 
and maintain plant, equipment and machinery, and 
ensure safe storage/use of substances. 

Ruth Nutbrown – 
Assistant Chief 
Officer, competent 
person 

Toilets, washing facilities and drinking water provided. 
System in place for routine inspections and testing of equipment and 
machinery and for ensuring that action is promptly taken to address any 
defects. 

Health and safety poster is displayed: Main corridor 

First-aid box is located: 
Accidents and ill health at work reported under RIDDOR 
via the incident reporting system 

2 First aid boxes – One located on the windowsill opposite the kitchen the other located on the windowsill next 
to the stationery cupboard 

This is the statement of general policy and arrangements for: 
Overall and final responsibility for health and safety is that of: 

Day-to-day responsibility for ensuring this policy is put into practice is delegated to: 
 



Signed: Date:   

Subject to review, monitoring and revision by: Every: 12 months or sooner if work activity changes 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 

Equality Impact Assessment  
 

Title of policy or service: Health and Safety Policy 

Name and role of officer/s completing  
the assessment: 

Ian Plummer- Health and Safety Manager 
 

Date of assessment: 
11/10/2019 

Reviewed 12/10/2020 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐            (select one option -  
see page 4 for guidance) 

 
1. Outline 
Give a brief summary of your 
policy or service 

• Aims 
• Objectives 
• Links to other policies, 

including partners, 
national or regional 

Under the Health and Safety at Work etc. Act 1974 and the Management of Health and Safety 
at Work Regulations 1999. NHS Rotherham CCG has a legal duty to ensure that a suitable 
and sufficient Health and Safety Policy is in place which covers all aspects of the organisation 
and be relevant to all employees. A Health and Safety Policy demonstrates how seriously an 
organisation takes its health and safety responsibilities. 

 
Identifying impact: 
• Positive Impact:  will actively promote or improve equality of opportunity; 
• Neutral Impact:   where there are no notable consequences for any group; 
• Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far 

as possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 
 

IMPORTANT NOTE:  If any of the above results in ‘negative’ impact, a ‘full’ EIA which covers a more in depth analysis on areas/groups 



impacted must be considered and may need to be carried out.  

 
 
 
 
 
 2. Gathering of Information  

This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General 
Equality Duty.  

  
 
 

(Please complete 
each area) 

What key impact have you 
identified? 

For impact identified (either positive and 
or negative) give details below:  

 
Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

How does this impact  
and what action, if any, do you 
need to take to address these 

issues? 

What difference  
will this make? 

Human rights ☐ ☒ ☐   
Age ☐ ☒ ☐   
Carers ☐ ☒ ☐   
Disability ☐ ☒ ☐   
Sex ☐ ☒ ☐   
Race ☐ ☒ ☐   
Religion or belief ☐ ☒ ☐   
Sexual 
orientation 

☐ ☒ ☐   

Gender 
reassignment 

☐ ☒ ☐   

Pregnancy and 
maternity 

☐ ☒ ☐   

Marriage and 
civil partnership 
(only eliminating 
discrimination) 

☐ ☒ ☐   

Other relevant 
groups 

☐ ☒ ☐   

HR Policies only: 
Part or Fixed 
term staff  

☐ ☒ ☐   



Having detailed the actions you need to take please transfer them to onto the action plan below. 

3. Action plan 
Issues/impact identified Actions required How will you measure 

impact/progress Timescale Officer 
responsible 

 
 

    

 
 

    

 
4. Monitoring, Review and Publication 
When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer:  Date of next Review:  

 
Once completed, this form must be emailed to Alison Hague, Corporate Services Manager for sign off: alisonhague@nhs.net  

 

 
 

 

Signature:  
 

mailto:alisonhague@nhs.net


 
 
 

 
 
 
 
 

 
 
 
 
 
 
 

Title: Fire Safety Policy 
Reference No: C15 
Owner: Assistant Chief Officer 
Author Ruth Nutbrown 
First Issued On: July 2016 
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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. 

 
Due to the Covid-19 pandemic. Government guidelines have stated that 
staff should work from home and only return to site if it is absolutely 
necessary and for the minimum amount of time.  
 
Staff who visit Oak House should adhere to social distancing guidance, use 
the hand sanitiser and sanitising wipes which have been made available 
and wear a face covering when visiting shared areas of the building. 
 
 

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 
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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 
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. 
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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 
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. 
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 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. 
 

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 Improvement 
• 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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5 Monitoring and Review 

The policy will be reviewed every three years, and in accordance with the following, on an as 
and when required basis:  
 

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

 

 

 

 

 

 

 

 

 

  

 

 

 

                      
                      
                      
                  

 

FIRE 
ALARM 

ACTIVATES 
 

 

RESPONSE 
• Immediately evacuate area 

using nearest/safest escape 
route 

• Close all fire doors 
• A Representative from each 

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. 

 

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

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

1593 
• Custodian (Alarm Receiving 

Centre) – (9)0844 879 1706 
• NHSPS OOH Only – 0300 303 8590 
 

 

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 

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 
 
 

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. 
 
 

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

julie.birch@property.nhs.uk and 
kevin.villiers@property.nhs.uk  
alex.littler@property.nhs.uk 

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

ACTIONS 
• Wait for Fire Service 
• Assist Fire Service as 

required 
• Await Further 

Instructions  
 

FALSE ALARM 
 

 

DISCOVER 
FIRE 

 

 

RESPONSE 
• Call fire service/Custodian to 

inform of false alarm 
• NHSPS to Silence Alarm 
• Contact NHSPS Helpdesk to 

report fire alarm system 
requires re-setting 

 

 

No re-entry to the 
building is permitted 

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

 

 

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. 

 
 

FIRE DISCOVERED 
• Contact Fire 

Service  
 

 

Fire Action Procedure for NHS Rotherham CCG for Oak House 

(During normal office hours) 
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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 pro forma 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:   _____________________________________________ 
 
 Contact details: _____________________________________________ 
 
3. 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. 



Page 6 of 20 
 

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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Appendix C 
 

Equality Impact Assessment  
 

Title of policy or service: Fire Safety Policy 

Name and role of officer/s completing  

the assessment: 

Ian Plummer- Health and Safety Manager 

 

Date of assessment: 12/10/2020 

Type of EIA completed:        Initial EIA ‘Screening’  ☒   or    ‘Full’ EIA process  ☐            (select one option -  
see page 4 for guidance) 

 

1. Outline 

Give a brief summary of your 
policy or service 

• Aims 
• Objectives 
• Links to other policies, 

including partners, 
national or regional 

To ensure there is a legislatively complaint fire management system in place in line with the 
requirements of the Fire Safety Legislation. 
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Identifying impact: 

• Positive Impact:  will actively promote or improve equality of opportunity; 
• Neutral Impact:   where there are no notable consequences for any group; 
• Negative Impact: negative or adverse impact causes disadvantage or exclusion. If such an impact is identified, the EIA should ensure, that as far 

as possible, it is either justified, eliminated, minimised or counter balanced by other measures. This may result in a ‘full’ EIA process. 

2. Gathering of Information  

This is the core of the analysis; what information do you have that might impact on protected groups, with consideration of the General Equality Duty.  

  

 

 

(Please complete 

each area) 

What key impact have you identified? For impact identified (either positive and 

or negative) give details below:  

 

Positive 

Impact  

 

Neutral 

impact 

 

Negative 

impact 

How does this impact  

and what action, if any, do you need 
to take to address these issues? 

What difference  

will this make? 

Human rights ☐ ☒ ☐   

Age ☐ ☒ ☐   

Carers ☐ ☒ ☐   

Disability ☒ ☐ ☐  Personal Emergency Evacuation 
Plan (PEEP) included in the policy 
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IMPORTANT NOTE:  If any of the above results in ‘negative’ impact, a ‘full’ EIA which covers a more in depth analysis on areas/groups impacted must be 
considered and may need to be carried out.  

Having detailed the actions you need to take please transfer them to onto the action plan below. 

 

 

Sex ☐ ☒ ☐   

Race ☐ ☒ ☐   

Religion or belief ☐ ☒ ☐   

Sexual orientation ☐ ☒ ☐   

Gender 
reassignment 

☐ ☒ ☐   

Pregnancy and 
maternity 

☐ ☒ ☐   

Marriage and civil 
partnership (only 
eliminating 
discrimination) 

☐ ☒ ☐   

Other relevant 
groups 

☐ ☒ ☐   

HR Policies only: 

Part or Fixed term 
staff  

☐ ☒ ☐   
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3. Action plan 

Issues/impact identified Actions required How will you measure 
impact/progress Timescale Officer 

responsible 

 

 

    

 

 

    

 

4. Monitoring, Review and Publication 

When will the proposal 
be reviewed and by 
whom? 

Lead / Reviewing  
Officer:  Date of next Review:  

 

Once completed, this form must be emailed to Alison Hague, Corporate Services Manager for sign off: alisonhague@nhs.net  

 

 

 
 
 

Signature: 
 

 

mailto:alisonhague@nhs.net
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NHS Rotherham Clinical Commissioning Group 

Operational Executive – 16/10/2020    
AQuA – 03/11/2020 
GB – 02/12/2020                  
Strategic Clinical Executive – Date             
GP Members Committee (GPMC) – Date     
Clinical Commissioning Group Governing Body -  2 December 2020 
 

HOME WORKING POLICY and PROCEDURE 

Lead Executive: Ruth Nutbrown, Assistant Chief Officer 
Lead Officer: Ian Plummer – Health and Safety Manager  
Lead GP: Dr Jason Page – SCE Vice Chair, Governance Lead 
 
Purpose:  

To update GB of the new Home Working Policy & Procedure for NHS Rotherham CCG. 

Background: 

Under the Health and Safety at Work etc. Act 1974 and the Management of Health and 
Safety at Work Regulations 1999. NHS Rotherham CCG has a legal duty to ensure 
that a suitable and sufficient policy and procedure is in place which covers all aspects 
of working from home during the Covid-19 pandemic and is relevant to all employees.  
A Home Working Policy and Procedure demonstrates how seriously an organisation 
takes its health and safety responsibilities. 
Analysis of key issues and of risks 
The Home Working Policy and Procedure covers issues such as the impact to the CCG 
and members of staff due to the Covid-19 pandemic with regards roles and 
responsibilities and expectations. The policy and procedure also provides advice and 
best practice with regards fire & electrical safety, information governance and a safe 
procedure for collecting equipment if it is required.  

Patient, Public and Stakeholder Involvement: 
N/A 
Equality Impact: 
N/A 
Financial Implications: 
N/A 
Human Resource Implications: 
Time 
Procurement Advice: 
N/A 
Data Protection Impact Assessment 
N/A 
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Approval history: 
OE – 16/10/2020 
AQuA – 03/11/2020 
GB – 02/12/2020 
Recommendations: 
GB is asked to  

• discuss the Home Working Policy and Procedure 
• accept the Home Working Policy and Procedure as part of statutory compliance 
• ratify the Home Working Policy and Procedure 

Paper is for Approval 
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Title:  Home Working Policy and Procedure 

Reference No:   

Owner:  Ruth Nutbrown 

Author  Ian Plummer 

First Issued On:  2020 

Latest Issue Date:   

Operational Date:  2020 

Review Date:  2023 

Consultation Process  OE – 16/10/2020 
AQuA – 03/11/2020 
GB –  

Ratified and approved by:  Governing Body  

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 characteristic  
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1. INTRODUCTION 
NHS Rotherham Clinical Commissioning Group (CCG) recognises its duty to 
comply with the Health and Safety at Work Act 1974 and all subordinate 
regulations such as the Health and Safety (Display Screen Equipment) 
Regulations 1992, The Management of Health and Safety at Work Regulations 
1999 and The Workplace (Health, Safety and Welfare) Regulations 1992 
NHS Rotherham CCG has a legal duty of care for all its employees while at 
work; this also includes working from home. 
As part of that duty the CCG must ensure that: 

• all staff have a 1-2-1 conversation with their line manager and an 
agreement is reached so staff feel the work they're being asked to do at 
home can be done safely, 

• members of staff have the right equipment to work safely, 

• regular contact is made with members of staff to ensure they do not feel 
isolated, 

• reasonable adjustments are made for an employee who has a disability; If 
changes are needed, the CCG is responsible for making sure they 
happen, 

• a Homeworking risk assessment and DSE self-assessment is carried out 
by all members of staff and reviewed periodically, 

• An action plan is put into place where risks are identified from the 
assessments to ensure the risk is eliminated or reduced to what is 
considered a reasonably practicable level. 

In order to achieve this the CCG accepts that the implementation of an effective 
and proactive Homeworking Policy will enable it to work towards reducing risks 
to all persons who are affected by the CCG’s activities.  

 
2. SCOPE 

This policy applies to those members of staff that are directly employed by NHS 
Rotherham CCG and for whom NHS Rotherham CCG has legal responsibility. 
For those staff covered by a letter of authority/honorary contract or work 
experience this policy is also applicable whilst undertaking duties on behalf of 
NHS Rotherham CCG and forms part of their arrangements within NHS 
Rotherham CCG. As part of good employment practice, agency workers are also 
required to abide by NHS Rotherham CCG policies and procedures, as 
appropriate, to ensure their health, safety and welfare whilst undertaking work for 
NHS Rotherham CCG.  

 

3. LEGISLATION AND GUIDANCE  
The following legislation and guidance has been taken into consideration in the 
development of this procedural document:  

http://intranet.rotherhamccg.nhs.uk/risk-assessments.htm
http://intranet.rotherhamccg.nhs.uk/display-screen-equipment.htm
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• Health & Safety at Work Act (1974) 

• The Management of Health & Safety at Work Regulations 1999 

• The Health and Safety (Display Screen Equipment) Regulations 1992 

• Work with display screen equipment Approved Code of Practice (L26) 
• The Workplace (Health, Safety and Welfare) Regulations 1992  

• Workplace health, safety and welfare Approved Code of Practice (L24) 

• NHS Rotherham CCG Display Screen Equipment Policy 

• NHS Rotherham CCG Policy and Procedure for the Management of 
Security 

• Safe Haven Policy  

• Portable Data Security, Smartphone and Tablet Policy 

• Information Security Policy 

• Confidentiality Code of Conduct 

• Health & Safety Executive website 

• Advisory, Conciliation and Arbitration Service (ACAS) website 

• Coronavirus Act 2020 
• The Electricity at Work Regulations 1989 

• Maintaining portable electric equipment in low-risk environments 
INDG236(rev3) 

• Health and Safety Policy   
The  CCG’s Health and Safety Policy sets out the responsibilities for 
senior management, line managers, employees and working groups for all 
health and safety policies, procedures and working guidelines and have 
the same relevance to this policy.  

 

4. DEFINITIONS 
Homeworking –  

• Homeworking' is simply doing your job from home. It is a method 
of working which can be relevant to many jobs. There is no 
legal definition of working from home, but the essential feature is the use 
of information technology to enable people to work away from the office. 

NHS Rotherham Clinical Commissioning Group –  
• CCG 

 
 
 

http://www.legislation.gov.uk/ukpga/1974/37/contents
http://www.legislation.gov.uk/uksi/1999/3242/contents/made
http://www.legislation.gov.uk/uksi/1992/2792/contents/made
https://www.hse.gov.uk/pubns/books/l26.htm
http://www.legislation.gov.uk/uksi/1992/3004/contents/made
https://www.hse.gov.uk/pubns/books/l24.htm
http://www.rotherhamccg.nhs.uk/corporate-policies.htm
http://www.rotherhamccg.nhs.uk/corporate-policies.htm
http://www.rotherhamccg.nhs.uk/corporate-policies.htm
http://www.rotherhamccg.nhs.uk/it-policies.htm
http://www.rotherhamccg.nhs.uk/it-policies.htm
http://www.rotherhamccg.nhs.uk/it-policies.htm
http://www.rotherhamccg.nhs.uk/it-policies.htm
https://www.hse.gov.uk/toolbox/workers/home.htm
https://www.acas.org.uk/working-from-home
https://www.legislation.gov.uk/ukpga/2020/7/contents/enacted
https://www.legislation.gov.uk/uksi/1989/635/contents/made
https://www.hse.gov.uk/pubns/indg236.pdf
https://www.hse.gov.uk/pubns/indg236.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Corporate%20Policies/C7%20-%20Health%20and%20Safety%20Policy%20December%202019.pdf
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5. DUTIES / RESPONSIBILITIES 
Overall accountability for ensuring that there are systems and processes to 
effectively manage procedural documents lies with the Chief Officer. 
 
Chief Officer  
The Chief Officer of the CCG has overall responsibility for ensuring the CCG has 
a Homeworking Policy in place, responsibility for this is delegated to the 
Assistant Chief Officer  
Assistant Chief Officer 
The Assistant Chief Officer as competent person for Health and Safety has 
responsibility for the development and implementation of this policy 
Health and Safety Manager 
The Health and Safety Manager has operational responsibility for the day to day 
delivery of this policy, with support to line managers and staff in its 
implementation.  
Senior Managers 
Have responsibility for developing, implementing and improving the CCG’s 
health and safety management system as an integral part of day-to-day 
operations. They have a duty for taking all practicable measures to create a safe 
and healthy work environment. This includes working from home. 
Managers 
Managers will ensure that their staff are aware of this policy and to ensure that 
resources are made available to implement this policy effectively.  
Managers have the responsibility for ensuring that DSE self-assessments and 
home working risk assessments are carried out and actions highlighted from the 
assessments are put into place. This task can be delegated to a competent 
person or persons. 
Line managers shall:  

• make regular contact with their team, to try to make sure staff do not feel 
isolated 

• discuss how work-life balance will be managed, for example advising 
taking regular breaks and switching off from work at the end of the day, 

• ensure that staff are aware of the rules around storing information and 
data protection, 

• advise how performance will be managed and measured, taking into 
account peoples circumstances where necessary, 

• respond to requests for remedial action to minimise any risk following an 
assessment, by providing equipment, or changes to working practice 
where it will reduce the risk of injury or ill health,  

• Ensure the DSE policy is complied with as far as is reasonably practicable 

http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Corporate%20Policies/C16%20-%20Display%20Screen%20Equipment%20Policy%20Review%20date%202022.pdf
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• Ensure reasonable adjustments are made for a member of staff who has 
a disability.  If changes are needed, the CCG is responsible for making 
sure they happen.  

Employees  
All employees are personally accountable for their actions, and responsible for:  

• ensuring  they comply with this policy,  

• complying with instruction and training which is provided to minimise the 
risk to health from operating display screen equipment,  

• ensuring  they undertake a home risk assessment and work station self-
assessment,  

• making use of any control measure that has been deemed necessary by 
the assessments and take reasonable steps to ensure own health, safety 
and welfare whilst working from home,  

• reviewing and updating the assessments if any significant changes arise 
when working from home,  

• taking reasonable care of work equipment, and maintain them in good 
condition,  

• reporting to their line manager any personal conditions which may affect 
their capability to operate display screen equipment or any other risks 
while working from home, 

• reporting and documenting any accidents, injuries or ill health conditions 
that may arise in connection with working from home, 

• Informing their manager of any homeworking arrangements that need to 
change. 

Health and safety team  
Provide health, safety & fire safety advice and support to all staff.  
The health & safety team shall: 

• ensure that all managers are kept up to date with any changes in 
approved codes of practice / Government guidelines regarding home 
working best practice,  

• discuss any recommendations with managers if necessary,  

• liaise with the line manager and occupational health department to ensure 
that any workstation which may be contributing to work related ill health is 
risk assessed and risk reduced to the lowest reasonably practicable level, 

• provide suitable and sufficient  recommendations to managers and staff to 
ensure workstations are set up to the users’ ergonomic needs to reduce 
the risk of ill health to as low as reasonably practicable. 
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Occupational health service  
The Occupational Health Service can be consulted to give both general and specific 
advice to all staff 

• advise members of staff who have been referred by their line manager, 
who may be experiencing physical or mental health problems which they 
attribute to working from home for health assessment and advice. 

• provide suitable and reasonable recommendations to managers regarding 
working arrangements according to their medical needs to reduce the risk 
of ill health to the lowest level reasonably practicable.  

 

6. KEEPING IN TOUCH – (LONE WORKING) 
Managers and their teams should keep in touch regularly. This should include 
regular communication between: 

• individual members of staff and their managers, 

• staff who need to work together, 

• team members, 
• It is very important to have an emergency point of contact and to share 

this so people know how to get help if they need it. 
Virtual meeting platforms are in place for the CCG to utilise this will bring 
everybody “virtually” together.  
For further information regarding lone working, please consult the Lone Working 
Procedure which forms part of the Policy and Procedure for the Management of 
Security  

 

7.   EXPECTATIONS WHILE WORKING FROM HOME 
The Health & Safety at Work Act etc. 1974 imposes a general duty of care on 
both the employer and employee to ensure the safety of all persons while at 
work; this duty also includes those staff that work from home 

The COVID-19 pandemic has changed the way that we work; however it is 
important that we do not forget that we must still adhere to the guidance and 
advice which is contained in the CCG’s Policies and Procedures. If you are 
unsure with regards how a particular policy or procedure can affect you while 
you work from home, please speak with your line manager. 
 

8. INSURANCE, MORTGAGE OR RENT AGREEMENTS 
Staff working from home continue to be covered for public liability in regard to 
their employment the same as if they work from an office. In regard to personal 
home insurance ACAS advises that employees should check with their home 
insurer and mortgage provider or landlord if this is covered. In most cases 

http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Corporate%20Policies/C12%20-%20Policy%20and%20Procedure%20for%20the%20Management%20of%20Security%20-%20including%20Lone%20Working%20Procedure.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/Corporate%20Policies/C12%20-%20Policy%20and%20Procedure%20for%20the%20Management%20of%20Security%20-%20including%20Lone%20Working%20Procedure.pdf
https://www.acas.org.uk/working-from-home
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insurance is only impacted if you are running a business from home; however, it 
is a personal responsibility to check this position with your insurance provider. 
The Association of British Insurers provides further information on this topic. 

If your policy does not cover you for using business equipment, you will need to 
speak with your line manager. 

 
9. CLAIMING EXPENSES OR TAX RELIEF FOR USING HOME UTILITIES  

For staff who believe they may have incurred additional expenses from working 
from home, please being this to the attention of your line manager in the first 
instance, please retain any receipts as evidence. 
 
9.1 Claiming tax relief 
Please note the CCG is not able to give personal tax advice. For further 
information please consult the HMRC website 

 
10. EMPLOYEE ASSISTANCE PROGRAM 

Rotherham CCG has an Employee Assistance Programme. 
(https://www.nhssheffieldccg.wellbeingzone.co.uk/ ) which is available 24 hours 
a day, 365 days a year, online and by telephone - giving you proactive, early 
access and intervention before issues get complex or to a point of crisis or ill 
health.  

 
11. MONITORING AND REVIEW  

The procedural document will be reviewed every three years, and in accordance 
with the following, on an as and when required basis.  

• Legislative changes  

• Good practice guidelines  

• Case Law  

• Significant incidents reported  
• New vulnerabilities identified  
• Changes to organisational infrastructure  
• Changes in practice 

 

https://www.abi.org.uk/products-and-issues/topics-and-issues/coronavirus-hub/
https://www.gov.uk/tax-relief-for-employees/working-at-home
https://www.nhssheffieldccg.wellbeingzone.co.uk/
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APPENDIX 1  

 

HOMEWORKING PROCEDURE   
 

NHS Rotherham Clinical Commissioning Group has a duty of care to protect the 
health, safety and welfare of its staff while they work from home. 
Due to the Covid-19 pandemic; Government guidelines have stated that everybody 
should work from home if possible and safe to do so to reduce the risk of spreading 
the virus and only attend site if it is absolutely necessary. A procedure has been 
developed to guide staff on best practice when working from home. 
 

1. COLLECTING OFFICE EQUIPMENT FROM OAK HOUSE TO USE AT HOME 
If staff members require any office equipment to be able to safely work from 
home, they are to discuss the request with their line manager and organise a 
time and date to go into Oak House and collect the equipment. 
If the staff member is unable to travel to Oak House to collect the equipment, 
alternative arrangements must be put into place for the equipment to be 
delivered to the member of staff. E.g. another member of staff or family member 
collecting the equipment on their behalf, this has to be agreed with the line 
manager and social distancing guidance must be adhered to if practicable.  
Equipment transported in this manner must be wiped with sanitising wipes 
before use to reduce the risk of infection. 
When visiting Oak House to collect equipment; current government / NHS 
guidelines regarding social distancing and hand washing/sanitising must be 
observed. Hand sanitisers and sanitiser wipes have been placed throughout the 
office for staff use.    
Staff must also wear a face cover within areas shared with other tenants of Oak 
House and if social distancing is not practicable within the CCG offices. 
All staff MUST sign the register adjacent to the main door on the 2nd floor. 

 
2. WORKING FROM HOME ASSET REGISTER 

Equipment that has been removed from Oak House must be added to our 
working from home asset register. Please email alisonhague@nhs.net with a list 
of the equipment you have taken home. 

 
3. REQUESTING ADDITIONAL EQUIPMENT FOR HOME WORKING 

• Member of staff completes a DSE self-assessment for equipment that is 
required and forwards the document to their line manager. 

• Line manager discusses the request in their 1:2:1 

mailto:alisonhague@nhs.net
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• If the request is agreed by the line manager, the request is forwarded to their 
OE member for approval 

• If the request is approved by the OE member, the document is forwarded to 
either IT or the Corporate Team for action. 

• When the equipment has been delivered to Oak House the requesting 
member of staff is emailed by either the Corporate Team or IT depending on 
the type of equipment ordered and a suitable time is arranged for collection. 

• All office equipment purchased via this route is to be added to the CCG 
working from home asset register for auditing purposes.(see section 2) 

• Social distancing rules must be adhered to when collecting equipment as per 
the guidance in section 1 above   

 
4. DAMAGED EQUIPMENT 
• If an item of equipment is damaged /destroyed while at home; the member of 

staff must inform their manager as soon as reasonably practicable; advising 
them of the incident and an incident form must be completed. 

• The line manager will organise the replacement of equipment with IT or the 
Corporate Team. 

• If the piece of equipment damaged / destroyed is their laptop, they must 
contact their manager to arrange for them to meet with an IT professional at a 
safe location.  

• When the equipment has been purchased, the Corporate Team / IT will 
contact the member of staff and organise pick up. 

• When collecting equipment, social distancing guidelines must be adhered to; if 
it is not practicable to meet those guidelines a face covering must be worn.  

• All replaced office equipment is to be added to the CCG working from home 
asset register for auditing purposes.(see section 2) 
 

5. PROCUREMENT OF SPECIALIST EQUIPMENT  
• All requests for specialist equipment e.g. Keyboards, mice and chairs, must 

be made via the employee’s line manager.  

• Before any specialist equipment is procured by the CCG it must be assessed 
by the health and safety team to ensure that it is both suitable for the task and 
complies fully with any appropriate safety standard.  

• The CCG will provide, so far as is reasonably practicable, any equipment 
necessary to ensure staff can safely work from home.  

• All office equipment purchased via this route is to be added to the CCG asset 
register for auditing purposes (section 2). 
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6. ELECTRICAL SAFETY 

6.1 User checks 
If electrical equipment is to be plugged or frequently moved, regular user safety 
checks should be conducted, with the equipment disconnected. Employees 
should look for: 

- Damage to the lead including fraying, cuts or heavy scuffing; 
- Damage to the plug, e.g. to the cover or bent pins; 
- Tape applied to the lead to join leads together; 
- Coloured wires visible where the lead joins the plug (the cable is not being 

gripped where it enters the plug); 
- Damage to the outer cover of the equipment itself, including loose parts or 

screws; 
- Signs of overheating, such as burn marks or staining on the plug, lead or 

piece of equipment; 
- Cables trapped under furniture. 

 
6.2 Extension leads 
An extension lead or adaptor will have a limit to how many amps it can take, so 
be careful not to overload them to reduce the risk of a fire.  
Appliances use different amounts of power; the information can generally be 
located on the plug or within the instruction manual of the equipment – a 
television may use a 3amp plug and a vacuum cleaner a 5amp plug for example. 

 
 
 

7. FIRE SAFETY 
It is recommended by the fire authority to fit at least one smoke alarm on every 
level of your home. 
• Smoke alarms are cheap and easy to install. 
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• Always look out for one of these symbols, which show the alarm is approved 
and safe. 

 
• If the alarm goes off by mistake - Never disconnect or take the batteries out of 
your alarm. 
• Testing smoke alarms tests the smoke sensor as well as the battery. It is 
recommended that you should test your smoke alarm every month and replace 
the batteries annually unless your smoke detector states otherwise. 

 
8. INFORMATION GOVERNANCE FOR HOMEWORKING 

8.1 Know your responsibilities 
The processing of patient confidential data must be undertaken under secure 
conditions, ideally in a separated area.    

• You should only process PCD at home where it can be done in a separate 
room away from other family members. If this is not achievable, you must 
have a privacy screen on your laptop   

• Any discussions about patients must be done using headphones and 
privately away from others in your household 

• You must ensure that you only process the data on equipment provided to 
you by the CCG unless this has been agreed by the Head of IT and a 
secure remote access solution is in place  

• You must continue to follow your team’s documented processes when 
processing personal confidential information securely whilst home working  

• You should agree your work pattern with your manager and ensure you 
take appropriate breaks, i.e. lunch etc  
 

8.2 Think Security  
Data and information and IT equipment security when working at home is your 
responsibility:   

• You must only access the CCG’s network using a personal/home 
password-protected router  

• Contact you line manager immediately if you need to be issued with a 
laptop privacy screen.  

• You must lock your laptop and mobile phone if they are going to be left 
unattended – and never leave papers containing personal data or 
sensitive information unattended  
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• You should also remove your smartcard (if using one) from the machine 
when leaving the room you are working in  

• You should be aware of your surroundings when having confidential or 
sensitive conversations.   

• Do not let family or friends use CCG laptops  

• You must ensure that your screen cannot be overlooked by members of 
your household or by anyone walking past the windows of your home  

• Take care with print outs/hard copies of personal information. Do not 
leave this where members of your household can view it and do not 
dispose of it in your household waste or paper recycling. Keep it safe until 
it can be securely disposed of in the confidential waste bins at Oak 
House. 
 

8.3 Use Email Securely  
Transferring personal data by email has risks: it could be intercepted, shared 
inappropriately or sent to the wrong place, always follow the CCG’s procedures 
and ensure emails are secure. Please refer to the Email Usage Policy and 
Procedure here.    
Shown below is a section of the Procedure which provides instructions on how to 
securely send emails going to a recipient not using nhs.net or another secure 
government email address (included in the full Email Usage Policy referenced 
above).  

 
8.4 To Send an Encrypted Email to a Non-secure Email Account  
1. Log in to your NHSmail account (either via an email client such as Outlook or 
via the web portal at www.nhs.net).  
2. Create a new email message in the normal way.  
3. Ensure the recipient’s email address is correct.  
4. In the subject field of the email, enter the text [secure] either before or after 
the subject of the message. The word secure must be surrounded by the square 
brackets for the message to be encrypted.  
Note: If square brackets aren’t used, the content of the email will be sent in plain 
text and may potentially be exposed to interception or amendment.  
5. Type the message.  
Please read the full secure email guidance (link above) if you have any further 
questions.  

 
8.5 Know How to Spot Cyber Threats  
Phishing emails and malware are serious IG threats – they try to trick you into 
sharing information or loading a computer virus onto IT systems.  

http://www.rotherhamccg.nhs.uk/Downloads/Policies%20and%20Procedures/IT%20Policies/I2%20-%20Email%20Policy%20and%20Procedure%20review%20dated%20October%202020.pdf
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• think before you click – if what you’re asked doesn’t feel right, stop and 
think 

• verify the email is genuine without replying – pick up the phone and ask, 
check with a colleague for advice – ask for a second opinion before you 
act 

• Be wary of clicking on suspicious website links and never click on advert 
banners don’t panic if you click on something suspicious: contact the IT 
Service Desk using the contact details below, straight away.   

The IT Service Desk can be contacted on 01709 428844 or log your IT service 
request here 

 
8.6 Always Report Incidents and Near-misses  
Information security incidents must be reported immediately via the CCG’s 
Incident Management Policy 

 
8.7 Corporate Records  
All records and information should be captured and stored in a readily retrievable 
manner. Records and information may be required at a future date as part of an 
inquiry process (judicial, statutory, inquest, freedom of information etc).  
Moreover, keeping records and information in a managed state will mitigate team 
absences as team members will be able to retrieve the information and progress 
the task or request.  
These records and associated documentation should be saved in a central, 
secure repository accessible by all those who need access. It is recommended 
that the CCG’s R Drive should be used to provide a central document repository 
as this will enable access effectively and manage version control. It also allows 
the ability to restrict access to particular documents if needed. 
If you have any questions about information governance in relation to processing 
PCD at home, please speak to your line manager in the first instance or contact 
the Head of IG.   
 

  
 
 
 
 
 
 
 

http://insite/Department.aspx?id=761
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APPENDIX 2 
 

Equality Impact Assessment  

Title of policy or service: Home Working Policy and Procedure 

Name and role of 
officer/s completing  
the assessment: 

Ian Plummer Health and Safety Manger 

Date of assessment: October 2020 

Type of EIA completed:        
Initial EIA ‘Screening’  ☒   or    
‘Full’ EIA process  ☐            

(select one option -  
see page 4 for 

guidance) 
 

1. Outline 

Give a brief summary of 
your policy or service 

• Aims 

• Objectives 

• Links to other policies, 
including partners, 
national or regional 

Under the Health and Safety at Work etc. Act 1974 
and the Management of Health and Safety at Work 
Regulations 1999. NHS Rotherham CCG (CCG) has 
a legal duty of care to ensure the health, safety and 
wellbeing of its staff while at work  
This policy and procedure describes how the CCG 
will comply with legislation to fulfil with those duties  

Identifying impact: 
• Positive Impact:  will actively promote or improve equality of opportunity; 

• Neutral Impact:   where there are no notable consequences for any group; 

• Negative Impact: negative or adverse impact causes disadvantage or 
exclusion. If such an impact is identified, the EIA should ensure, that as far as 
possible, it is justified, eliminated, minimised or counter balanced by other 
measures. This may result in a ‘full’ EIA process. 

2. Gathering of Information  
This is the core of the analysis; what information do you have that might impact on 
protected groups, with consideration of the General Equality Duty.  

  
 
 

What key impact have you 
identified? 

For impact identified 
(either positive and or 
negative) give details 

below:  
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(Please complete 
each area)  

Positive 
Impact  

 
Neutral 
impact 

 
Negative 
impact 

How does this 
impact?  

What action, 
if any, do you 
need to take 
to address 

these issues? 

What 
difference 

will this 
make? 

Human rights ☐ ☒ ☐   

Age ☐ ☒ ☐   

Carers ☐ ☒ ☐   

Disability ☐ ☒ ☐   

Sex ☐ ☒ ☐   

Race ☐ ☒ ☐   

Religion or belief ☐ ☒ ☐   

Sexual orientation ☐ ☒ ☐   

Gender 
reassignment 

☐ ☒ ☐   

Pregnancy and 
maternity 

☐ ☒ ☐   

Marriage and civil 
partnership (only 
eliminating 
discrimination) 

☐ ☒ ☐   

Other relevant 
groups 

☐ ☒ ☐   

HR Policies only- 
Part or Fixed term 
staff  

☐ ☒ ☐   

 
IMPORTANT NOTE:  If any of the above results in ‘negative’ impact, a ‘full’ EIA 
which covers a more in depth analysis on areas/groups impacted must be 
considered and may need to be carried out.  

Having detailed the actions you need to take please transfer them to onto the action 
plan below. 
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3. Action plan 

Issues/impact 
identified 

Actions 
required 

How will you 
measure 

impact/progress 
Timescale Officer 

responsible 

     

     

 

4. Monitoring, Review and Publication 

When will the 
proposal be reviewed 
and by whom? 

Lead / 
Reviewing  
Officer: 

 
Date of 
next 
Review: 

 

 
Once completed, this form must be emailed to Alison Hague, Corporate Services 
Manager for sign off: alisonhague@nhs.net 
 

Signature: 
 
 

 

 

 

 

 

 

 

 

 

 

 

mailto:alisonhague@nhs.net
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APPENDIX 3 - Checklist for the Review and Approval of Procedural 
Documents 

Home working Policy and Procedure YES/NO/Unsure Comments 

1. Title   
Is the title clear and unambiguous?  Yes  
Is it clear whether the document is a guideline, 
policy, procedure/protocol or plan? 

 Yes  

2. Rationale   
Are reasons for development of the document 
stated? 

 Yes  

3. Development Process   
Is the method described in brief?  N/A  
Are people involved in the development 
identified? 

N/A  

 

 

Has relevant expertise has been used?  Yes  
Is there evidence of consultation with 
stakeholders and users? 

 Yes  

4.  Content   
Is the objective of the document clear?  Yes  
Is the target population clear and 
unambiguous? 

 Yes  

Are the intended outcomes described?  Yes  
Are the statements clear and unambiguous?  Yes  
Are cross references accurate?  Yes  
5.  Evidence Base   
Is the type of evidence to support the 
document identified explicitly? 

 Yes  

Are key references cited?  Yes  
Are the references cited in full?  Yes  
Are supporting documents referenced?  Yes  
6. Approval   
Does the document identify which 
committee/group will approve it? 

Yes  

If appropriate have the joint Human 
Resources/staff side committee (or equivalent) 
approved the document? 

 No  
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Appendix 4 

Home Working Risk Assessment 

 

Home office location (enter home address and brief 
description of home work area) 

 

 

Name of Homeworker  Name of Assessor  

Signature  Signature 

 

 

Date of assessment  Date of review by manager  

 

Potential Hazards and suggested Control Measures to reduce/eliminate Risks Comments and implemented Control Measures 

Display Screen Equipment (DSE) – please complete a DSE self-assessment and forward a 
copy to your line manager 

 check the positioning and display of the computer screen/monitor 
 check the positioning and suitability of the keyboard and mouse 
 check the suitability of the chair and desk. 
Laptop users should consider using a separate monitor, keyboard and mouse. 
DSE users should manage their day to ensure regular breaks are taken away from screen use if 
possible. 

 

 

 

 

 

Homeworking Environment 
 check that there is sufficient space on and around the desk/home work area 
 check that there is appropriate lighting for the home work area (e.g. need for a desk lamp) 
 check that the temperature, humidity and ventilation of the home work area is comfortable  
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Other Hazards 
 Tripping and falling: ability to safely walk between the home work area and other parts of the 

home without risk of tripping or slipping, for example on trailing electrical cables, mats, uneven 
work surfaces, steps, pets or children. Use good footwear. 

 Fire: advice to have smoke detectors (regularly checked), a fire extinguisher or fire blanket and a 
clear escape route. 

 Accidents: should be clear about how to report an accident; advised to have a home first aid kit. 
During breaks, take particular care when making hot/cold drinks/snacks and using knives and 
other sharp objects. 

 Electricity: electricity supply and any electrical appliances used while homeworking should be 
well maintained and regularly checked; advised to use circuit breakers for electrical appliances. 

 Noise: the noise level in the home work environment should not prevent the ability to 
concentrate and carry out work. Avoid loud music. 

 Manual handling: manual handling should not be necessary while homeworking; take care when 
moving/carrying laptops etc and setting up the home work area. 

 Harmful substances: it should not be necessary for contact with any harmful substances while 
homeworking.  

 Lone working: maintain regular contact with your manager and colleagues while homeworking. 

 

 

 

 

 

 

Overall final risk  
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Notes for guidance 

Workplace health and safety law applies to homeworkers and the CCG has the same legal duty to protect their health, safety and welfare, as if they were working 
at Oak House. 

Under the Management of Health and Safety at Work Regulations, the CCG is required to assess the risk of work activities carried out by staff who work at home. 
If assistance is required with completing the assessment, please contact a member of your Health & Safety team who will be able to offer advice.  

Completing a risk assessment involves identifying the hazards relating to work activities carried out in the home environment and deciding whether appropriate 
steps (control measures) have been taken to prevent harm to them or to anyone else who may be affected by their work. 

A risk assessment will: 

• identify hazards (a hazard is anything that may cause harm); 

• decide who might be harmed and how; 
• assess the risks (a risk is the chance, great or small, that someone will be harmed by a hazard) and take appropriate action to remove them or reduce 

(control) them as far as possible; 

• record the findings; and 
• be reviewed from time to time to see whether take further steps if needed. 

Before home working commences, the risk assessment should be completed and passed to your line manager. Your line manager should be satisfied that there is 
low risk and that any additional control measures are in place. Both the employee and the manager should retain a copy of the risk assessment, which should be 
reviewed at regular intervals. 

Homeworkers: 

• Are advised to take adequate rest breaks as required by the Working Time Regulations 1998 - ie where work continues for a period of more than six 
hours, they should take a break during the working day of at least 20 minutes and stop working during that break. 

• Must report any ‘accidents at work’ while they are homeworking to the CCG using the CCG incident reporting procedure. 

• Must adhere to the CCG’s policies and procedures while working from home.  
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