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Purpose and Executive Summary (if paper longer than 3 pages): 
 
Following the changes to our leadership structure earlier in the year and changes to 
the management structure work has been undertaken on the Constitution to reflect 
these changes.  The amended Constitution (which was based on the current 
Constitution) has been written and re-ordered to be a concise but comprehensive 
document as to how OCCG is organised and decisions made.  The intention is that it 
can be easily read and understood by all while still meeting the requirement of NHS 
England.  This Constitution deliberately puts the importance and powers of the GP 
practices up front and gives them a greater and clearer role.  
 
These revisions enable a joint committee to be established as would be required if the 
Governing Body decides to pursue a model of joint commissioning of primary care. 
 
The revised Constitution was shared with member practices to allow them an 
opportunity to review and make comments on the document before submission to the 
Governing Body.   
 
Summary of changes made: 
Inclusion of Practice Members Powers and Authority:  the intent is to involve GP 
practices directly and to involve people in those practices who are not currently 
Locality Clinical Directors.  The purpose of the Meeting of Members is primarily 
clinically driven to inform the business of OCCG with specific powers being reserved 
to approve and adopt the accounts each year (a requirement of NHS England); 
approve changes to the Constitution; approve changes to the practice membership; 
appointment and dismissal of the Clinical Chair. 
 
 
Inclusion of The Board Organisation and Authority:  this makes clear that the 
Governing Body (‘Board’) is responsible for the management of OCCG’s business and 
has all the necessary powers to do so.  The full powers of the Board to delegate have 
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also been made clear.  As a member-driven organisation steps have been taken to 
ensure the ‘GP’ Board members have a majority vote on the Board.   
 
Board Committees Remit and Authority:  this section makes clear that all the powers 
of the Committees are delegated from the Board and sets out the procedures common 
to all committees.  Work has been undertaken to ensure that there is full oversight 
across the business of OCCG while minimising overlaps and ensuring no gaps.  
Membership of the Committees has been altered to ensure, where possible, there is 
clinical representation on each one and where there are members of the Executive 
team voting on a Committee they do not have a majority. 
 
Roles and Responsibilities of the Accountable Officer:  this has been added to give 
the reader an understanding of roles and accountabilities of the various governing 
elements of the CCG. 
 
Joint Commissioning Arrangements with NHS England for the Exercise of NHS 
England Functions:  this is draft wording from NHS England to cover its new proposals 
to give CCGs greater involvement in the exercise of NHSE’s responsibilities in the 
provision of primary care.  The potential for conflicts of interest are recognised by all 
parties and will be dealt with under any such arrangements coming to fruition.  The 
constitution has been reviewed to ensure it is in line with the updated guidance on 
Conflicts of Interest. 
 
Next Steps 
Once changes have been approved by the Governing Body we will need to submit 
these to NHS England who will review these and check compliance with statutory 
obligations and ensure appropriate enactment of constitution. 
 
 
 

 
Financial Implications of Paper: 
 

None  
 

 
 
 

 

Action Required: 
 
The Governing Body is asked to discuss and agree the changes made to the 
Constitution and note the next steps. 
 
 

NHS Outcomes Framework Domains Supported (please tick ����) 
� Preventing People from Dying Prematurely 
� Enhancing Quality of Life for People with Long Term Conditions 
� Helping People to Recover from Episodes of Ill Health or Following Injury 
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� Ensuring that People have a Positive Experience of Care 
� Treating and Caring for People in a Safe Environment and Protecting them 

from Avoidable harm 
 

Equality Analysis 
completed    (please tick and attach) 

Yes 
 

No 
 

Not applicable 

� 

Outcome of Equality Analysis  
 

 

 

Author:  Roger Dickinson, Vice 
Chair/Lay Board Member for 
Governance 
Catherine Mountford, Director of 
Governance 
 

 

Clinical Lead:  Dr Joe McManners, Clinical 
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NHS Oxfordshire Clinical Commissioning Group 
(CCG) Constitution 

. 

1. The Name 
 

1.1. The name of this clinical commissioning group is the “NHS Oxfordshire Clinical 
Commissioning Group” (“CCG”) 
 

2. The Geographical Area and the Practice Members 
 

2.1. The geographical area covered by the CCG shall be the boundaries of the County of 
Oxfordshire, to include all patients registered with GP practices within the County. 
(See Section 9 for detail) 
 

2.2. The geographical area covered by the CCG lies entirely within the boundaries of the 
County of Oxfordshire.  The CCG is responsible for commissioning services for all 
patients registered with Practice Members (the Practice Member list can be found on 
the CCG website: www.oxfordshireccg.nhs.uk) and for anyone resident within its 
geographical area who is not registered with a GP (unregistered patients). 
 

3. The Constitution 
 

3.1 The Practice Members of the CCG are responsible for determining the governing 
arrangements for the CCG which they are required to set out in a constitution. 

 

3.2 This Constitution was adopted by the Practice Members of CCG on ,,.. 2014 and 
has effect from insert – date TBC. It succeeds the constitution dated 1st April 2013 
(as amended from time to time) introduced when NHS Commissioning Board (now 
NHS England) established the CCG.  The Constitution is published on the CCG 
website: www.oxfordshireccg.nhs.uk  

 

3.3 This Constitution sets out how the CCG shall fulfil its statutory duties (including but 
not limited to the commissioning of secondary health and other services) and sets 
out the primary governance rules for the CCG.   

 

4 Statutory Framework 
 

4.1 The CCG was established under the Health and Social Care Act 2012 (“the 2012 
Act”).  It is a statutory body which has the function of commissioning services for the 
purposes of the health service in England and is treated as an NHS body for the 
purposes of the National Health Service Act 2006 (“the 2006 Act”).  The duties of the 
CCG to commission certain health services are set out in section 3 of the 2006 Act, 
as amended by section 13 of the 2012 Act, and the regulations made under that 
provision.   

 

4.2 NHS England is responsible for making an annual assessment of the CCG.  It has 
powers to intervene in the CCG where it is satisfied that the CCG is failing or has 
failed to discharge any of its functions or that there is a significant risk that it shall fail 
to do so.  

 
4.3 This Constitution may be extended or varied by the agreement or consent of the 

Practice Members as set out in Section 10 and application to NHS England.   
 

4.4 The 2012 Act allows for specified circumstances under which NHS England may 
institute variation of this Constitution.   
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5 Vision and Mission  
 

The agreed Vision, Mission and Values for the CCG have been developed through 
a process of engagement with Practice Member practices working through their 
local groups (“Localities”).  

 
 Vision 
5.1 By working together we shall have a healthier population, with fewer inequalities, 

and health services that are high quality, cost effective and sustainable. 
 

 Mission 
5.2 We shall work with the people of Oxfordshire and our partners to develop quality 

health and care services, fit for the future. 
 

5.3 Through clinical leadership we shall: 

• Achieve good health outcomes for us all within the resources available; 

• Balance the needs of you as individuals with the needs of the whole county. 

 
5.4 The CCG shall constantly refer back to its Vision and Mission when making 

decisions. 
 

6 Transparency and openness 
 

6.1 The CCG shall conduct its business in an open and transparent manner. 
Transparency means that decisions within the organisation are explained. Where 
there are pressures leading the organisation to have to make difficult decisions 
clarity will be provided about what those pressures are and what impact we expect 
the decision shall have.  

 
6.2 The public voice shall be able to inform decision making through: 
 

• Practice Patient Participation Groups 

• People’s Forums in Localities 

• Health & Wellbeing Board (H&WBB) 

• Healthwatch 

• Lay Board members of the Board with voting rights 

• Appointment of patient representatives to relevant committees and working 
groups 

• Other public engagement undertaken to support the development and 
implementation of commissioning intentions. 

 
6.3 Key communications issued by the CCG, including the notices of procurements, 

public consultations, Board meeting dates, times, venues, and certain papers shall 
be published on the CCG website: www.oxfordshireccg.nhs.uk. 

 
6.4 The CCG may use other means of communication, including circulating information 

by post, or making information available in venues or services accessible to the 
public. This Constitution, the annual commissioning plan, annual report and audited 
accounts shall be published on the CCG website and shall be made available on 
request. 

 
 

 



3 
 

7 Accountability 
 

7.1 The CCG shall demonstrate its accountability to its Practice Members, local people, 
stakeholders and the NHS England in a number of ways, including by: 
•••• publishing its constitution; 
•••• appointing independent lay Board members and non GP clinicians to its 

Board; 
•••• holding meetings of its Board in public (except where the group considers 

that it would not be in the public interest in relation to all or part of a meeting); 
•••• publishing annually a commissioning plan; 
•••• complying with local authority Health Overview and Scrutiny requirements; 
•••• meeting annually in public to publish and present its annual report (which 

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

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

 

8 Statement of Conduct 
 

8.1 The CCG, including members of the Governing Body (“the Board”), committees 
and employees, shall abide by principles, values and rights clearly set out in the 
NHS Constitution to ensure that the NHS in Oxfordshire works fairly and effectively.  

 
8.2 The CCG shall operate in a way which is consistent with the NHS Code of Conduct 

and Accountability for NHS Boards, upholding high standards of confidentiality at 
all times. 

 
8.3 (NHS Code of Conduct - 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/Browsable/DH_4097226) 

 
8.4 (Code of Conduct and Code of Accountability for NHS Boards - 

http://www.nhsbsa.nhs.uk/Documents/Sect_1_-_D_-_Codes_of_Conduct_Acc.pdf) 
 

8.5 The CCG shall abide by the seven key principles that guide the NHS in all it does 
that are included in the NHS Constitution: 

 
•••• The NHS provides a comprehensive service, available to all 
•••• Access to NHS services is based on clinical need, not an individual’s ability to 

pay.  
•••• The NHS aspires to the highest standards of excellence and professionalism  
•••• NHS services must reflect the needs and preferences of patients, their families 

and their carers.  
•••• The NHS works across organisational boundaries and in partnership with other 

organisations in the interest of patients, local communities and the wider 
population.  

•••• The NHS is committed to providing best value for taxpayers’ money and the 
most effective, fair and sustainable use of finite resources.  

•••• The NHS is accountable to the public, communities and patients that it serves.  
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8.6 (The NHS Constitution: The NHS belongs to us all (March 2012) 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyA
ndGuidance/DH_132961) 

 
8.7 The CCG shall abide by the Nolan Principles of public life which are:  

 
•••• Selflessness;  
•••• Integrity;  
•••• Objectivity;  
•••• Accountability;  
•••• Openness;  
•••• Honesty, and  
•••• Leadership.  

 
(Committee on Standards of Public Life - http://www.public-standards.gov.uk) 

 

9 The Practice Members: Organisation  
 

9.1 Rights, Assets and Liabilities of Practice Members 
 The CCG, as a statutory body established under the Health and Social Care Act 

2012, is a separate legal person from its Practice Members, and all property, 
assets and liabilities of the CCG are distinct and separate from those of Practice 
Members. Any rights, assets and liabilities of Practice Members, in their capacity as 
general practices, are distinct from those of the CCG. This provision is without 
prejudice to any statutory obligations of the CCG and the Practice Members. 

 
9.2 Qualification of Practice Membership 

 
9.2.1 GP practices that are providers of primary medical services to a registered list of 

patients in Oxfordshire under a General Medical Services, Personal Medical 
Services or Alternative Provider Medical Services contract shall be eligible to be 
Practice Members.  GP Practices based outside the Oxfordshire boundary can be 
Practice Members provided a significant proportion of their registered population 
lives within  the Oxfordshire boundary and they are contiguous (leave no gaps in 

population coverage) with the other Practice Members. 
 

9.2.2 The CCG consists of Practice Members all of whom hold contracts for the provision 
of primary medical services.  The current Practice Members are set out in the 
Practice Member List on the CCG website: www.oxfordshireccg.nhs.uk. 

 
9.2.3 The only ground on which the CCG would terminate the Practice membership of an 

individual Practice Member is when the Practice Member ceases to hold a contract 
for the provision of primary medical services. 

 
9.2.4 In the event of a Practice Member wishing to leave the CCG the matter shall be 

referred to NHS England. 

 
9.2.5 If a new practice is established within the geographical boundaries of the CCG and 

holds a contract for primary care services it shall be invited to become a Practice 
Member of the CCG. 

 
9.2.6 The Practice Members of OCCG are entirely contained within the county of 

Oxfordshire.  The CCG is responsible for persons who are provided with primary 
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medical services by a Practice Member.  These registered patients shall not 
necessarily live in the CCGs geographical area. 

 
9.2.7 The CCG is responsible for persons who usually reside in the CCG’s area and who 

are not provided with primary medical services by a Practice Member of any CCG 
(i.e. unregistered patients).  For OCCG the defined geographical area is all of the 
county of Oxfordshire with the exception of the following lower sup output areas (as 
defined by the Office of National Statistics) 

 
9.2.8 All four lower super output areas (Vale of the White Horse 012A, O12B, 012C and 

012D) in the ward of Shrivenham are part of Swindon CCG. 

 
9.2.9 The lower super output area (South Oxfordshire 005A) in the ward of Aston Rowant 

and all four lower super output areas (South Oxfordshire 005B, 005C, 005D and 
005E) in the ward of Chinnor are part of Aylesbury Vale CCG. 

 

10   The Practice Members:  Powers and Authority 
 

10.1   Member Representatives 
 
10.1.1 Each Practice Member shall appoint a Member Representative. Such appointment 

can be changed at any time by the Practice Member but shall be notified to the 
CCG Business Manager promptly in writing. 
 

10.1.2 Member Representatives at the Meetings of Members represent their practice’s 
views and act on behalf of the practice in matters relating to the CCG. 

 
10.1.3 A GP or other employee of the Practice Member who holds a position on the Board 

should not be the Member Representative unless agreed with Board. 
 
10.2 Member Meetings 
 
10.2.1 The Practice Members shall meet through their Representatives at not less than 

one meeting per annum as called by the CCG Chair. 
 

10.2.2 The meeting to be held in May / June each year, shall be to adopt the Annual 
Report and Audited Accounts of the CCG (“The Annual General Meeting”). 

 
10.2.3 Member meetings shall conduct such other business as may be agreed by the 

Locality Clinical Directors with the CCG Chair (or the Vice-chair) in order to inform 
the business of the CCG going forward within the legislative and regulatory 
requirements of the NHS. 

 
10.2.4 Notice of each meeting giving details of the business of such Meeting shall be 

given to the Practice Members not less than 21 days prior to the Meeting. 
 
10.2.5 Any votes conducted at such meetings shall be by simple majority of 

Representatives present and in the event of a tie the CCG Chair (or the Vice-Chair) 
shall have the casting vote. 

 
10.2.6 The quorum of such meetings at which a vote may be taken shall be not less than 

25% of practice Representatives. 
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10.2.7 If it is not possible to complete the business of the Meeting in the allotted time or a 
quorum for a vote is not present, the Chair may adjourn the Meeting to such other 
date and time as the Chair (or in his stead the Vice-Chair) shall reasonably decide. 

 
10.2.8 Additional meetings may be called by the Chair (or Vice-Chair) or where 25% of the 

Practice Representatives petition the Board stating the business they would like 
addressed at an all Practice Meeting. 

 
10.3 Written resolutions of the Practice Members 
 
10.3.1 A written resolution may be proposed by the Chair. 
 
10.3.2 A proposed written resolution of the Practice members is adopted when at least 

25% of all the Member Representatives who would have been entitled to vote on 
the resolution at a Member Meeting have indicated their decision and a majority 
have signed in favour on one or more copies of it. 

10.3.3 These copies can be made by electronic means. No signature is necessary if 
electronic means are used, subject to any terms and conditions the Board decides. 

 
10.3.4 Once a written resolution of the Practice Members has been adopted, it must be 

treated and recorded as if it had been a decision taken at a Member Meeting in 
accordance with the Constitution. 

 
10.4 Special Matters reserved to Practice Members 

 
10.4.1 It is envisaged that there are some issues which shall require a vote of Practice 

Members in a Members Meeting or by written resolution.  When this is deemed to 
be necessary it shall be clearly stated and recorded.  This includes, but is not 
restricted to: 

• Decision to ratify constitution or to make substantive changes to it 

• Decision about changes to the practice membership of the CCG 

• Appointment or dismissal of the Clinical Chair. 
 

11 The Localities: Organisation and Authority 
 

11.1 The large number of Practice Members of the CCG has necessitated (with the 
agreement of Practice Members) the creation of local geographical groupings 
(“Localities”) of Practice Members in order to ensure more effective involvement 
and communication. 

 
The CCG consists of six Localities: 

 

• North East Oxfordshire Locality   

• North Oxfordshire Locality   

• Oxford City Locality  

• South East Oxfordshire Locality  

• South West Oxfordshire Locality  

• West Oxfordshire Locality.  

 
11.2 The following process shall be followed to determine which Locality a new Practice 

Member should be part of: 
 

11.2.1 If the practice is clearly within the geographical area of a Locality it shall be invited 
to be a Practice Member of that Locality. 
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11.2.2 If the practice is at the boundaries of two or more Localities the relevant Locality 

Clinical Directors shall meet with the new practice to agree best fit. 
 

11.3 All Practice Members are required to be part of a Locality and the agreed Practice 
Membership for each Locality is set out in the Practice Member List on the CCG 
website: www.oxfordshireccg.nhs.uk.  A practice is not able to change Localities.  If 
there are difficulties with engagement the Clinical Chair shall work with the Locality 

Clinical Board member to resolve these. 
 
11.4 The six Localities are the link with the Practice Member practices and are 

committees of the Board.  The areas delegated to the Localities shall be in the 
Scheme of Delegation and outlined in an accountability agreement. These shall 
reflect the current Operational Plan and, as part of the Plan, shall be reviewed 
annually by the Board. 

 
11.5 The individual localities have developed local operating models including Practice 

Membership, constituencies, appointment of locality Clinical Leadership team and 
decision making which are detailed in the individual Locality Constitutions as set 
out on the CCG website: www.oxfordshireccg.nhs.uk.  These shall be consistent 
with the overall Constitution and the CCG Standing Orders and Prime Financial 
Policies (Standing Financial Instructions).   

 
11.6 The arrangements for Localities to make decisions or come to a view to present at 

the Board are included in their constitutions.  In summary the arrangements are: 
 

11.6.1 North East Oxfordshire Locality – weighted voting, splitting of practice population 
not allowed.  Meetings are quorate if 70% of Practice Members present and major 
decisions may be made if the attendant Practice Members are unanimous.  If there 
is disagreement then the electronic weighted voting system shall be used and 
decisions are carried if 70% of Practice Members vote in favour. 

11.6.2 North Oxfordshire Locality – seek consensus but where a vote is required this is 
carried by a simple majority.  The number of votes per Practice votes is determined 
by practice list size (1 vote if List Size <5000 patients; 2 votes if List Size 5001 – 
10000 patients and 3 votes if List Size >10001).  A vote is binding if 10 of the 13 
Practice Members are represented. 

 
11.6.3 Oxford City Locality – seek consensus but where vote required it is weighted by 

practice population size. Decision is binding if 50% of population is represented by 
participating Practice Members. 

 
11.6.4 South East Oxfordshire Locality - seek consensus but where vote required it is 

weighted as one vote per practice. A decision will be binding if at least 50% of the 
locality population is represented by the practices present.   

 
11.6.5 South West Oxfordshire Locality – seek to agree by consensus with a capitation 

voting system by practice but with limits on individual share of total vote.  Practice 
vote not to be split except in agreed circumstances.  11 voting Practice Members 
(80%) to be present to be quorate. 

 
11.6.6 West Oxfordshire Locality – one practice one vote, simple majority of practices 

present based on quorum of two thirds. 
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11.6.7 The localities shall report on performance against delegated responsibilities to the 
Board.  These reports shall be included in Board papers which are available to the 
public. 

 

12 Locality Clinical Directors 
 

12.1 Each Locality shall appoint a Locality Clinical Director (and, in their stead, a 
Deputy) to represent the Locality on the Board in accordance with their respective 
constitutions.  

 
12.2 Locality Clinical Directors have an active role in the management and operation of 

the CCG.  They are members of the Governing Body and must bring their unique 
understanding of the CCG’s Members to the discussion and decision making of the 
Governing Body.  

 
12.3 Locality Clinical Directors shall ensure that all Board meetings are attended (either 

directly or by the Deputy) and views of their Locality are expressed and make clear 
when a personal view is expressed. 

 
12.4 Locality Clinical Directors have a role that is broader than representing their 

Locality and shall be leading activities that shall require them to present proposals 
and make recommendations on behalf of Oxfordshire. In doing this they shall need 
to consider the views of all localities. 

 
12.5 Individual Locality Clinical Directors may be responsible for the clinical leadership 

of commissioning in the CCG for a specified aspect of services as agreed with the 
Chair. 

  
12.6 The full role and responsibilities of the Locality Clinical Directors are set out in the 

Scheme of Delegation as set out on the CCG website: www.oxfordshireccg.nhs.uk. 

 

13 The Governing Body (“the Board”): Organisation and 
Authority 

 

The main function of the Board is to ensure that the CCG has arrangements in 
place to exercise its functions effectively, efficiently and economically and in 
accordance with any generally accepted principles of good governance that are 
relevant. 

 
13.1 Board‘s general authority 
 

Subject to this Constitution, the Board is responsible for the strategy and 
management of the CCG’s business, for which purpose it may exercise all the 
powers of the CCG. This shall include but not be limited to: 

• Approval of the annual report and accounts 

• Approval of changes to the constitution 

• Assurance, including audit and remuneration 

• Assuring the decision-making arrangements 

• Oversight of arrangements for dealing with conflict of interest 

• Leading the setting of vision and strategy 

• Quality 

• Financial stewardship of public funds 

• Promoting patient and public engagement 

• Approving commissioning plans on behalf of the CCG 
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• Monitoring performance against plan 

• Providing assurance of strategic risks  
 
13.2  The Board may delegate 
  
13.2.1  Subject to this Constitution, the Board may delegate, as it thinks fit, any of the 

powers which are conferred on it under this Constitution 

• To such person or committee 

• By such means (including by power of attorney) 

• To such extent 

• In relation to such matters or areas; and 

• On such terms and conditions 
 

13.2.2 If the Board so specify, any such delegation may authorize further delegation of the 
Board’s powers by any person to whom they are delegated. 

 
13.2.3  The Board may revoke any delegation in whole or part, or alter its terms and 

conditions. 
 
13.3 Board Members 
 

13.3.1 The membership of the Board shall conform with the requirements of the Health 
and Social Care Act 2012 and supporting statutory regulations.  The  composition 
of the Governing Body and their voting rights are as follows: 

 
Voting Board Members: 
Clinical Chair (“the Chair”) 
Chief Executive & Accountable Officer (“the Chief Executive”) 
Vice Chair (Lay Board Member for Governance) 
 
Lay Board Member (Finance) 
Lay Board Member (Patient & Public Involvement) 
6 Locality Clinical Directors 
Director of Finance  
Specialist Medical Adviser 
Nurse Specialist Advisor  
 
Non-voting Ex Officio Attendees at the Board: 
Director of Delivery & Localities 
Director of Governance 
Director of Quality 
Director of Strategy & Transformation (also Director of Adult Social Services, 
Oxfordshire County Council) 
Director of Public Health from Oxfordshire County Council 
Practice Manager Representative 
Lay Board Member (non-voting) 

 
13.3.2 All Board Members and ex-officio attendees shall be expected to: 
 
13.3.3 Contribute to the development and implementation of strategic plans that enable 

the CCG to commission health care and services that meet the needs of the 
population of Oxfordshire to the highest quality within available resources.  

 
13.3.4 Ensure that the Board sets and meets challenging objectives for improving its 

performance across the range of its functions.  
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13.3.5 Ensure that financial controls and systems of risk management are robust and that 

the CCG delivers within these. 
 
13.3.6 Each brings their unique perspective, informed by their expertise and experience. 

 

13.4 Appointment of Board Members 
 

13.4.1 All Board Members shall be able to demonstrate the leadership skills necessary to 
fulfil the responsibilities of the roles and be able to establish credibility with all 
stakeholders and partners.  The procedure and requirements for the appointment 
and term of office of Board Members shall be in line with good practice and set out 
in the Standing Orders. 

 

13.5 Board to take decisions collectively 
 

13.5.1 Decisions of the Board may be taken: 
 

(a) At a Board meeting, or 
(b) In the form of a Board written resolution. 

 
13.6 Voting at Board meetings: general rules 
 

13.6.1 A decision is taken at a Board meeting by a majority of the votes of the participating 
Board. 

 
13.6.2 Each Board Member participating in a Board meeting has one vote. 

 
13.6.3 As the CCG is a membership organisation the Board wishes to ensure that there is 

clinical support for decisions made.  If 3 or more Localities Clinical Directors vote 
against a resolution it shall be deferred until the next meeting to allow for further 
consultation to resolve the issue. 

 
13.6.4 If a Board Member has an interest in an actual or proposed transaction or 

arrangement with the CCG that Board member and that Board member’s alternate 
may not vote on any proposal relating to it. 

 
13.6.5 If the numbers of votes for and against a proposal are equal, the Chair or other 

Board Member chairing the meeting has a casting vote if the Board chooses to 
exercise this. 

 
13.7 Calling a Board meeting 
 
13.7.1 Ordinary meetings of the Board shall be held at regular intervals (normally 

bimonthly) at such times and places as the Board may determine. 
 
13.7.2 Any Board Member may call a Board meeting. 
 
13.7.3 The Business Manager must call a Board meeting if a Board Member so requests. 
 
13.7.4 A Board meeting is called by giving notice of the meeting to the Board. 
 
13.7.5 Notice of any Board meeting must indicate: 

• Its proposed date and time; 

• Where it is to take place; and 
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• If it is anticipated that Board Members participating in the meeting shall not be 
in the same place, how it is proposed that they should communicate with each 
other during the meeting. 

 
13.7.6 Notice of a Board meeting must be given to each Board Member, but need not be 

in writing. 
 
13.8 Quorum for Board meetings 
 

13.8.1 The Board shall be quorate when at least two-thirds of voting members of the 
Board as listed above are present including at least 2 Lay Board Members, 4 
Locality Clinical Directors and 1 of the Chief Executive or Director of Finance.  For 
the purposes of quoracy the Locality Clinical Directors may nominate a Deputy 
Locality Clinical Director to attend and vote in their place acting, for these purposes 
only, as a Locality Clinical Director.  In addition the Director of Finance may 
nominate a Deputy to attend and vote in his place. 

 
13.8.2 Under current circumstances there may be instances in which a significant number 

of Board Members are prevented from participating in discussion or voting due to 
declared conflicts of interest. In these highly unusual instances an alternative 
quorum of 75% of the remaining Board Members present shall apply. As 
previously, this quoracy must include at least 2 Lay Board Members, and at least 1 
of the Chief Executive or Director of Finance. Use of the alternative quorum shall 
be recorded in the minutes. 

 
13.9 Written resolutions of the Board 
 

13.9.1 A proposed Board written resolution is adopted when at least a quorum of the 
Board Members who would have been entitled to vote on the resolution at a Board 
meeting have indicated their decision and a majority of them have signed in favour 
on one or more copies of the resolution.. 

 
13.9.2 These copies can be made by electronic means. No signature is necessary if 

electronic means are used, subject to any terms and conditions the Board decides. 
 
13.9.3 It is immaterial whether any Board Member signs the resolution before or after the 

time by which the notice proposed that it should be adopted. 
 
13.9.4 Once a Board written resolution has been adopted, it must be treated as if it had 

been a decision taken at a Board meeting in accordance with the Constitution and 
will be reported to/recorded at next Board meeting. 

 
13.10 Board discretion to make further rules 
 

13.10.1 The Board shall ensure that all decisions are made in line with the Scheme of 
Delegation, Standing Orders and Prime Financial Policies (Standing Financial 
Instructions) and associated policies and procedures as adopted or amended by 
the Board from time to time. Decisions taken shall be documented in the minutes or 
records of the relevant decision-making body.  

 
13.10.2 Subject to the Constitution, the Board may make any rule which they think fit about 

how they take decisions, and about how such rules are to be recorded or 
communicated. 
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14 Board Committees: Remit and Authority 
 

14.1 Committees to which the Board delegates any of its powers must follow procedures 
which are based as far as they are applicable on those provisions of this 
Constitution which govern the taking of decisions by the Board and the CCG 
Standing Orders (and any amendments thereto) as adopted by the Board from time 
to time (available on the CCG website: www.oxfordshireccg.nhs.uk). 

 
14.2 The Board may make regulations for all or any Committees, which prevail over 

rules derived from this Constitution and the CCG Standing Orders if they are not 
consistent with them. 

 
14.3 Any Committee must comply with any regulations laid down by the Board. These 

regulations can require or allow people who are not Board members to be 
members of the committee and can give voting rights to such people. However 
(with the exception of the Quality Committee and joint committees) there must be 
more Board Members on a committee than persons who are not Board Members 
and a resolution of the Committee is only effective if a majority of the members of 
the Committee present at the time of the resolution were Board Members.  

 
14.4 Each Committee is authorised by the Board to investigate any activity within its 

terms of reference.  No Committee has executive power unless provided in the 
Terms of Reference. 

 
14.5 Each Committee is authorised to seek any information it requires from any CCG 

member practice, provider of commissioning support services or CCG employees.  
All employees are directed to co-operate with any request made by a Committee. 

 
14.6 Each Committee is authorised by the Board to obtain outside legal or other 

independent professional advice and to secure the attendance of outsiders with 
relevant experience and expertise if it considers this necessary. 

 
14.7 Decisions of a Committee may be taken: 

• At a Committee meeting, or 

• In the form of a Committee written resolution 
 
14.8 A proposed Committee written resolution is adopted when at least a quorum of 

Committee members who would have been entitled to vote on the resolution at a 
Committee meeting have indicated their decision and a majority of them have 
signed in favour ond one or more copies of the resolution 

 
14.8.1 These copies can be made by electronic means.  No signature is necessary if 

electronic means are used, subject to any terms and conditions the Committee 
decides. 

 
14.8.2 It is immaterial whether any Committee member signs the resolution before or after 

the time by which the notice proposed that it should be adopted. 
 
14.8.3 Once a Committee written resolution has been adopted, it must be treated as if it 

had been a decision taken at a Committee meeting in accordance with this 
Constitution and will be recorded at the next Committee meeting. 

 
14.9 The CCG Business Manager (or a nominated deputy) shall provide the secretarial 

support to each Committee.  The CCG Business Manager shall be responsible for 
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supporting each Committee Chair in the management of the business of the 
relevant Committee. 

 
14.10 Unless otherwise agreed, notice of each meeting confirming the venue, time and 

date together with an agenda of items to be discussed and supporting papers, shall 
be forwarded to each member of the relevant Committee and any other person 
required to attend no later than five working days before the date of the meeting. 

 
14.11 A record of actions and decisions will be issued to the relevant Committee within 

seven working days.  The minutes of the meeting, as agreed by the relevant 
Committee Chair, will be issued to the CCG attendees of that Committee at the 
latest within 15 working days of each Committee meeting.  Papers will be issued 
five working days before each meeting. 

 
14.12 If a Committee is not quorate the meeting may be postponed at the discretion of 

the Committee Chair. If the meeting does take place and is not quorate, no 
decisions shall be made at that meeting and such matters must be deferred until 
the next quorate meeting. 

 
14.13 Each Committee Chair shall report to the Board on its proceedings after each 

meeting on all matters within its remit and responsibilities. Minutes of each 
Committee Meeting (after approval by that Committee) shall be submitted to the 
Board at the Board’s next meeting. 

 
14.14 Each Committee shall conduct its business in accordance with national guidance 

and relevant codes of conduct / good governance practice. 
 
14.15 Every financial year each Committee shall review its own performance, 

membership, annual work plan and terms of reference and report on such review to 
the Board at its May meeting.  Any proposed changes to membership and terms of 
reference shall require the approval of the Board. 

 
14.16 Each Committee will conduct its business in accordance with relevant national 

guidance, including the NHS Committee Handbook and relevant codes of practice 
such as the Nolan Principles, which are included in CCG’s Constitution. 

 
14.17 If any Committee member has an interest, pecuniary or otherwise, in any matter 

and is present at the Committee meeting at which the matter is under discussion, 
he/she will declare that interest as early as possible and shall not participate in the 
discussions. The Committee Chair will have the power to request that member to 
withdraw until the Committee’s consideration has been completed. Because of 
matters of quoracy, arrangements should be made in advance to enable the 
alternate member to be present. If the Committee Chair is conflicted, then 
arrangements must be made in advance of the meeting for one of the other 
Committee members to chair the meeting. 

 
14.18 The remit, membership, quorums and meeting frequency of the principal standing 

Committees of the Board are set out in Sections 15 to 18 below. 
 

15 Integrated Governance & Audit Committee (“the Audit 
Committee”) 

 

15.1 Remit 
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15.1.1 The Audit Committee shall provide assurance and advice to the Board and the 
Chief Executive, on the proper stewardship of resources and assets, including 
value for money, financial reporting, the effectiveness of audit arrangements 
(internal and external), risk management, internal control and integrated 
governance arrangements within the CCG.   
 

15.1.2 In particular the Audit Committee will review the CCG’s annual audited financial 
statements and the CCG’s annual statements on internal control and governance 
and its compliance and recommend them to the Board for approval. 

 
15.1.3 The Committee will report to the Board at least annually on its work in support of 

the annual governance statement, specifically commenting on the fitness for 
purpose of the Assurance Framework, how embedded risk management is in the 
organisation and how effective integrated governance is within the arrangements. 

 
15.1.4 The Committee shall monitor and report annually on the overall performance of 

the CCG against its long term plans and outcome delivery with, where possible 
and relevant, comparison to other similar bodies. 

 
15.2  Integrated Governance, Risk Management and Internal Control 
 
15.2.1  The Committee shall critically review the establishment and maintenance of an 

effective system of integrated governance, risk management and internal control, 
and financial reporting across the whole of the CCG’s activities that support the 
achievement of the CCG’s objectives. 

 
15.2.2 This Committee holds the overall responsibility (as delegated from the Board) for 

monitoring the organisation’s governance, risk management and internal control 
systems.  As such, all other sub-committees of the Board will be asked to report 
into and provide assurance to this Committee as required. 

 
15.2.3 In particular, the Committee will review the adequacy and effectiveness of: 
 

• The processes and systems in place, including the Constitution, to ensure that 
all Committees can discharge their responsibilities. 

• The processes and controls, including, Prime Financial policies (Standing 
Financial Instructions) and Scheme of Delegation of Authority (and 
Reservation of Powers), to ensure the effective management of financial 
business risk. 

• Any changes to the above. 

• The Corporate Risk register and the CCG Assurance Framework and related 
risk action plans, ensuring that risks are appropriately prioritised and 
adequately controlled and mitigated, and those high and extreme risks are 
communicated to the Board. 

• All risk and control related disclosure statements (in particular the governance 
statement), together with any appropriate independent assurances, prior to 
endorsement by the CCG. 

• The underlying assurance processes that indicate the degree of achievement 
of the CCG objectives, the effectiveness of the management of principal risks 
and the appropriateness of the above disclosure statements. 

• The policies for ensuring compliance with relevant regulatory, legal and code 
of conduct requirements and related reporting and self-certification. 

• Information governance systems and internal control environment. 
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• The policies and procedures for all work related to fraud and corruption as set 
out in Secretary of State Directions and as required by NHS Protect. 

• Any joint committee, co-commissioning and contracted-out services, their 
processes, controls and policies on the same basis as for the CCG itself. 

• Any information technology and business intelligence processes, controls and 
policies provided by or to the CCG. 

• Any human resource processes, controls and policies provided by or to the 
CCG.  

15.2.4 In carrying out this work the Committee will primarily utilise the work of internal 
audit, external audit and other assurance functions for the CCG and any joint 
committee, co-commissioning and contracted out services but will not be limited 
to these sources. It will also seek reports and assurances from directors and 
managers as appropriate, concentrating on the over-arching systems of 
integrated governance, risk management and internal control, together with 
indicators of their effectiveness. 

 
15.2.5 This will be evidenced through the Committee’s use of an effective assurance 

framework to guide its work and that of the audit and assurance functions that 
report to it. 

 
15.3 Internal Audit 
 
15.3.1 The Committee shall ensure that there is an effective internal audit function that 

meets mandatory NHS Internal Audit Standards and provides appropriate 
independent assurance to the Committee, the Chief Executive and the Board. 
This will be achieved by: 

 

• Consideration of the provision of the internal audit service, the cost of the 
audit and any questions of resignation and dismissal. 
 

• Review and approval of the internal audit strategy, operational plan and more 
detailed programme of work, ensuring that this is consistent with the audit 
needs of the organisation, as identified in the assurance framework. 

 

• Considering the major findings of internal audit work (and management’s 
response) and ensuring co-ordination between the internal and external 
auditors to optimise audit resources.   

 

• Ensuring that the internal audit function is adequately resourced and has 
appropriate standing within the CCG. 

• An annual review of the effectiveness of internal audit;  

• Ensure an appropriate relationship with internal auditors is maintained;  

• Where necessary the above will include the review of and recommendations 
on the findings of other internal audit on the CCG’s joint committee, co-
commissioning and contracted-out functions. 

 
15.4 External Audit 
 
15.4.1 The Committee shall review the work and findings of the external auditors and 

consider the implications and management’s responses to their work.  This will be 
achieved by: 

 

• Consideration of the performance of the external auditors, as far as the rules 
governing the appointment permit. 
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• Discussion and agreement with the external auditors, before the audit 
commences, on the nature and scope of the audit as set out in the annual 
plan, and ensuring co-ordination, as appropriate, with other external auditors 
in the local health economy. 

• Discussion with the external auditors of their local evaluation of audit risks and 
assessment of the CCG and associated impact on the audit fee. 

• Approval of audit fee after taking into consideration the factors above. 

• Review of all external audit reports, including the report to those charged with 
governance, agreement of the annual audit letter before submission to the 
CCG and any work undertaken outside the annual audit plan, together with 
the appropriateness of management responses; and 

• Ensure an appropriate relationship with external auditors is maintained 
 
15.5 Other Assurance Functions 
 
15.5.1 The Committee shall review the findings of other significant assurance functions, 

both internal and external and consider the implications for the governance of the 
CCG. These will include, but will not be limited to, any reviews by Department of 
Health arm’s length bodies or regulators/inspectors (for example, the Care Quality 
Commission and NHS Litigation Authority) and professional bodies with 
responsibility for the performance of staff or functions (for example, Royal 
Colleges and accreditation bodies). 

 
15.6 Counter Fraud 
 
15.6.1 The Committee shall satisfy itself that the CCG has adequate arrangements in 

place for counter fraud and shall review the outcomes of counter fraud work.  It 
shall also approve the counter fraud work programme for the CCG. 

 
15.6.2 The Committee should be advised as soon as possible of any instances 

discovered of fraud or financial misdemeanour notified to the CCG. 
 
15.7 Management 
 
15.7.1 The Committee shall request and review reports and positive assurances from 

directors and managers on the overall arrangements for governance, risk 
management and internal control. 

 
15.7.2 The Committee may also request specific reports from individual functions within 

the CCG as they may be appropriate to the overall arrangements. 
 
 
15.8 Financial Reporting 
 
15.8.1 The Committee shall monitor the integrity of the financial statements of the CCG 

and any formal announcements relating to the CCG’s financial performance. 
 
15.8.2 The Committee shall ensure that the systems for financial reporting to the 

CCG, including those of budgetary control, are subject to review as to 
completeness and accuracy of the information provided to the CCG. 

 
15.8.3 The Committee shall review the annual report and financial statements before 

submission to the Board and the CCG, focusing particularly on: 
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• The wording in the governance statement and other disclosures relevant to 
the terms of reference of the Committee; 
 

• Changes in, and compliance with, accounting policies, practices and 
estimation techniques; 

 

• Unadjusted mis-statements in the financial statements; 
 

• Significant judgements in preparing of the financial statements; 
 

• Significant adjustments resulting from the audit; 
 

• The assumptions underlying the Statement of On-Going Concern 
 

• Letter of representation;  
 

• Letter to management from auditors and management’s response; and 
 

• Qualitative aspects of financial reporting. 
 
15.9 Write Offs, Losses and Special Payments 
 
15.9.1 Any write offs above the limit (£1,000) in the Standing Financial Instructions will 

need the approval of the Committee prior to reporting to the Board. 
 
15.10 Procurement Policy Compliance (Tender Waiver) 
 
15.10.1 The Committee will monitor compliance with the CCG Procurement Policy through 

the quarterly reporting of the use of single tender action waivers.  Ratification of 
single tender waivers shall be made by the Board. 

 
15.11 Membership 
 
15.11.1 The Committee shall comprise at least four Board members: 
 
15.11.2 Vice Chair of the Board, two other Lay Board Members (including a qualified 

accountant), the Specialist Medical Advisor) and one Clinical Locality Director. No 
member of management shall become a member of the Committee. Members of 
the committee shall be formally appointed by the Board. 

 
15.11.3 The Vice Chair of the Board shall be Committee Chair. In the absence of the 

Committee Chair the remaining Committee members present shall elect one of 
themselves to chair the meeting. 

 
15.11.4 Only members of the committee have the right to attend committee meetings. 

However, the following officers of the CCG and external representatives are 
expected to be in attendance at the Committee: the Director of Finance, the 
Director of Governance.  In addition an appropriate representative from Internal 
Audit and a representative from External Audit shall normally attend meetings. 
Officers may send a designated deputy if they cannot attend in person. 

 
15.11.5 Any other member of the CCG management and relevant external advisers may 

be invited to attend as and when appropriate and necessary, particularly when the 
Committee is discussing particular areas of risk or operation.   



18 
 

 
15.11.6 At least once a year the Committee reserves the right to meet privately with the 

external and internal auditors. 
 
15.11.7 Representatives from NHS Protect may be invited to attend meetings and will 

normally attend at least one meeting each year. 
 
15.11.8 Regardless of attendance, external audit, internal audit, local counter fraud and 

security management (NHS Protect) providers will have full and unrestricted rights 
of access to the Committee. 

 
15.11.9 The Chief Executive is expected to attend and discuss, at least annually with the 

Committee, the process for assurance that supports the statement on internal 
control. He or she should also normally attend when the Committee considers the 
draft internal audit plan and the annual accounts. 

 
15.11.10 The Chair of the Board shall also be invited to attend one meeting each year in 

order to form a view on, and understanding of, the Committee’s operations. 
 
15.12 Quorum 
 

15.12.1  A quorum shall be at least 3 Committee members (one of whom should be a 

qualified accountant).  A duly convened meeting of the committee at which a 

quorum is present shall be competent to exercise all or any of the authorities, 
powers and discretions vested in or exercisable by the Committee.   

 
15.13 Meetings 
 
15.13.1 The Committee shall meet not less than four times each year and otherwise as 

required. Meetings of the Committee shall be called by the CCG Business 
Manager at the request of the Committee Chair at not less than five working days 
notice. The External Auditor or Head of Internal Audit may request a meeting if 
they consider that one is necessary and this may be called at shorter notice than 
stated above. One meeting will be held immediately before the annual financial 
accounts being presented to the CCG Accountable Officer for approval. 

 

16 Finance & Investment Committee (“the Finance 
Committee”) 

 

16.1 Remit 
 
16.1.1 The Finance Committee shall scrutinize and make recommendations on the 

Financial Plan and Budget of the CCG and its alignment to strategy. 
 

16.1.2 The Finance Committee shall monitor the CCG financial performance ,policies, 
delivery and value for money under  the Financial Plan, directing remedial actions 
and risk management / mitigation activity where required. 

 
16.1.3 The Finance Committee shall provide a performance framework which proactively 

manages the CCG’s Financial, Performance and Quality Innovation, Productivity 
and Prevention (QIPP) agenda. 
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16.1.4 The Finance Committee shall hold to account the Executive Team of the CCG for 
their respective areas of responsibility, and  require full delivery plans as it deems 
appropriate. 

 
16.1.5 The key duties of the Finance Committee are as follows: 
 
16.2  Financial 
 
16.2.1 To review the draft of the three year Financial Plan and Budget and their value for 

money and to make recommendations thereon to the Board. 
 
16.2.2 To review the QIPP/savings plans produced to manage CCG’s identified financial 

risk within the Financial Plan and make recommendations thereon to the Board. 
 
16.2.3 To review and approve individual business cases for investment and 

disinvestment within the limits of the Scheme of Delegation. 
 
16.2.4 To regularly review financial performance against Plan and Budget and to receive 

a detailed report of the financial position and progress towards meeting the 
targets within CCG’s Financial Plan including value for money. 

 
16.2.5 To review CCG’s arrangements and response to financial risk management. 
 
 
16.2.6 To monitor the implementation of QIPP schemes.  Receiving updates on both the 

financial and activity performance of each scheme and directing remedial action 
where required. 

 
16.2.7 To monitor achievement against CCG incentive schemes. Receive a report of the 

actual and forecast performance to inform the achievement of incentive schemes. 
 
16.2.8 To review business case for investments/transformation and service change 

schemes.and to monitor finances, activity and delivery against key performance 
indicators for each scheme. 

 
16.2.9 To review changes to the financial plan and the letting of contracts/orders within 

the limits set by the Scheme of Delegation. 
 
16.2.10 To identify and allocate resources where appropriate to improve performance. 
 
16.2.11 In approving any QIPP, investment/disinvestment schemes and business cases 

the Committee will always have regard to the findings and recommendations of 
the Quality Committee in respect of the assessed impact on patient and service 
safety and quality. 

 
16.2.12           To monitor the CCG co-commissioning and S.75 (of the NHS Act 2000) contracts 

and performance under such contracts together with the strategic approach to 
commissioning, procurement and contract development. 

 
16.2.13           To monitor winter resilience processes and performance having regard to the 

findings and recommendations of the Quality Committee in respect of the 
assessed impact on patient and service safety and quality. 
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16.3 Management 
 
16.3.1 The Finance Committee shall request and review reports and positive assurances 

from directors and managers on the overall arrangements for governance, risk 
management, internal control and value for money.   

 
16.3.2 The Finance Committee may also request specific reports from individual 

functions within CCG as they may be appropriate to the overall arrangements. 
 
16.3.3 The Finance Committee is authorised to approve the following, in line with the 

CCG Scheme of Delegation:   
 

• Changes to the approved financial plan between £250k and £1m; 
 

• Authority to let contracts or orders between £500k and £1m; 
 

• Business cases for investment/disinvestment between £250m and £1m 
(following appropriate assurance from the CCG Quality Committee on patient 
safety and service quality risks). 

 
16.4 Membership 
 
16.4.1 The Committee shall comprise at least six Board members: three Lay Board 

Members (including at least one qualified accountant), one Locality Clinical 
Director, the Director of Finance and the Director of Delivery & Localities. 
Members of the Committee shall be formally appointed by the Board. The 
Directors may each send a designated deputy if they cannot attend in person.  

 
16.4.2 The Lay Board Member (Finance) shall be appointed Committee Chair by the 

Board. In the absence of the Committee Chair the remaining Committee members 
present shall elect one of themselves to chair the meeting. 

 
16.4.3  Only members of the committee have the right to attend committee meetings.  
 
16.4.4 Any other member of the CCG management and relevant external advisers may 

be invited to attend as and when appropriate and necessary, particularly when the 
Committee is discussing particular areas of risk or operation.   

 
16.4.5 The Chief Executive may attend any Committee meeting but shall attend and 

discuss, at least annually with the Committee, the process for assurance that 
supports the Financial Plan.  

 
16.4.6 The Chair of the Board shall also be invited to attend one meeting each year in 

order to form a view on, and understanding of, the Committee’s operations. 
 
16.5 Quorum 
 
16.5.1 A quorum shall be three members of the Committee including at least one Lay 

Board Member.  If the Committee is not quorate the meeting may be postponed at 
the discretion of the Chair.  If the meeting does take place and is not quorate, no 
decisions shall be made at the meeting and such matters must be deferred until 
the next quorate meeting. 
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16.6 Frequency and Notice of Meetings 
 
16.6.1 The Committee shall meet not less than four times each year and otherwise as 

required.  Meetings of the Committee shall be called by the CCG Business 
Manager at the request of the Committee Chair at not less than five working days 
notice.  One meeting will be held immediately before the Financial Plan (as 
incorporated in the Operating Plan) is submitted to the Board for approval. 

 

17 Quality & Performance Committee (“the Quality 
Committee”) 

 

17.1 Remit 
 
17.1.1 Clinical governance is the framework through which organisations are 

accountable for continuously improving the quality of their services and 
safeguarding high standards of care by creating an environment in which 
excellence in clinical care will flourish.  The CCG has a statutory duty to exercise 
its functions with a view to securing continuous improvements in the quality and 
outcomes of services which it commissions.   
 

17.1.2 The Quality and Performance Committee shall provide assurance of the quality of 
services commissioned and promote a culture of continuous improvement and 
innovation with respect to safety of services, clinical effectiveness and patient 
experience.  It will oversee the development and monitoring of the overall strategy 
for quality improvement, in partnership with patients, carers and the wider 
community. 

 
17.2  Quality and Performance of Services 
 
17.2.1 To ensure quality, clinical standards and national and local performance 

indicators are integrated into the organisational objectives, strategy and business 
plans; 

 
17.2.2 To ensure systems are in place to monitor the safety and quality of healthcare 

commissioned by the CCG and that areas of concern are addressed;  
 
17.2.3 To consider applying sanctions under the NHS national contract if providers fail to 

take effective remedial actions to address poor performance; 
 
17.2.4 To ensure appropriate quality and clinical standards arrangements are included in 

all areas of the commissioning cycle and effective measures are in place to 
monitor performance; 

 
17.2.5 To ensure that the quality of services are maintained and or improved as QIPP 

plans are implemented;’ 
 
17.2.6 To use evidence, both qualitative and quantitative, to prioritise areas for quality 

improvement within Oxfordshire; 
 
17.2.7 To advise the Board of the assurance of major providers’ Quality Accounts; 
 
17.2.8 To ensure appropriate systems are in place for localities to monitor and improve 

the quality of primary care services. 
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17.3 Patient Safety 
 
17.3.1 To oversee all aspects of patient safety specifically including prevention and 

control of infection; safeguarding children and vulnerable adults; 
 
17.3.2 To monitor providers’ quality assurance processes to ensure they are safe and fit 

for purpose; 
 
17.3.3 To review serious incidents requiring investigation (SIRI) at the request of the 

Quality and Innovation Team and to ensure corrective and preventative action has 
been taken, and that the lessons learned are widely disseminated; 

 
17.3.4 To commission assessments of services where clinical practice falls below 

acceptable practice; 
 
17.3.5 To collect, analyse and act on primary care, clinical and patient feedback to 

improve the quality and efficacy of the Oxfordshire Health economy. 
 
17.4 Patient Experience  
 
17.7.1 To identify themes of concerns to patients through monitoring of complaints and 

patient experience information, and action taken where appropriate;   
 
17.4.2 To review patient experience investigation findings ensuring action is taken where 

appropriate; 
 
17.4.3 Provide the opportunity to draw attention to concerns the patient experience 

function has in regard to commissioned services and agree an appropriate course 
of action.   

 
17.5  Clinical Effectiveness 
 
17.5.1 To review outputs from the National Quality Board; 
 
17.5.2 To ensure clinical/patient outcome measures are included in all contractual 

arrangements;  
 
17.5.3 To ensure Commissioning Quality and Innovation (CQUIN) proposals are 

appropriate and challenging, and lead to significant improvements to the quality of 
service provided by all services operating under the national contract; and to 
monitor the CCG strategic approach to CQUIN and the subsequent performance 
of implemented CQUIN proposals. 

 
17.5.4 To ensure a comprehensive clinical audit programme is in place to monitor quality 

of commissioned services based on activity and risk; 
 
17.5.5 To ensure NICE Commissioning Standards are integrated within the procurement 

process and delivered by providers; 
 
17.5.6 To receive the Individual Funding Request annual report to ensure that the policy 

is being correctly implemented and to highlight any areas for improvement; 
 
17.5.7 To undertake service evaluation and recommend areas for improvement; 
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17.5.8 To review relevant new guidance and national reports,  to identify learning which 
should be implemented locally. 

 
17.6 Innovation  
 
17.6.1 To ensure the CCG implements the recommendations detailed within the NHS 

Innovation, Wealth and Health report; 
 
17.6.2 To develop a Research and Development programme to ensure the CCG 

commissions evidenced based services. 
 
17.7 Linkage 
 
17.7.1 The Committee will receive and monitor reports relating to quality of service as 

detailed in specific contracts from all major commissioned services.  
17.7.2 Where complex issues arise that require detailed analysis and discussion the 

Committee may ask specialist personnel from the commissioned services to 
attend the meeting to ensure a joint understanding of issues prior to deciding if 
the issue needs to be escalated to the contract meeting. 

 
17.7.3 Issues relating to the performance of Independent Contractors will be passed to 

the responsibility of the NHS England (via Thames Valley Area Team). 
 
17.7.4 The Committee may decide to notify or escalate issues to the Care Quality 

Commission. 
 
17.8 Membership 
 
17.8.1 Quality of of healthcare services is not the responsibility of any one individual or 

directorate. To ensure the CCG functions effectively it is vital to have clinical 
participation and representatives from all directorates and localities as well as 
members of the Board.  The Committee shall comprise: 

 
Voting Committee Members: 

 

• Lay Board Member  (Patient & Public Involvement)  

• Director of Quality  

• Not less than two CCG Locality clinical representative(s)  

• Director of Delivery & Localities 
 

Non-voting ex-officio attendees: 
 

• Clinical Director of Quality 

• Director of Governance 

• Head of Business Intelligence 

• Programme Manager Primary Care & Medicines Management 

• Assistant Director of Quality 

• Deputy Director, Joint Commissioning, Oxfordshire County Council 

• Deputy Director of Public Health 

• Commissioning Support Unit representative 

• Patient and public representative 

• The Lay Board Member Patient & Public Involvement shall be Committee 
Chair and the Director of Quality Vice Chair.In the absence of the Committee 
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Chair or Vice Chair the remaining Committee members present shall elect one 
of themselves to chair the meeting.  

 
17.8.2 Members of the Committee shall be formally appointed by the Board. 
 
17.8.3 Only members of the Committee have the right to attend Committee meetings. 
 
17.8.4 Any other member of the CCG management and relevant external advisers may 

be invited to attend as and when appropriate and necessary, particularly when the 
Committee is discussing particular areas of risk or operation.   

 
17.8.5 The Chair of the Board shall also be invited to attend one meeting each year in 

order to form a view on, and understanding of, the committee’s operations. 
 
17.9 Quorum 
 
17.9.1 A minimum of five Committee members, ensuring that the following are present: 
 

• Chair or Vice Chair; 

• Two Board members, ex-officio Board attendees or their deputies; 

• At least one locality representative; 

• At least one practicing clinician. 
 
17.9.2 Any member may be represented by a nominated deputy.  This must be notified 

to and agreed by the Chair or Vice-Chair in advance of the meeting. 
 
17.10 Frequency and Notice of Meetings 
 
17.10.1 The Committee shall meet not less than six times each year and otherwise as 

required.  Meetings of the Committee shall be called by the CCG Business 
Manager at the request of the Committee Chair at not less than five working days 
notice.   

 
18 Nominations & Remuneration Committee (“the 

Remuneration Committee”) 
 

18.1  Remit and Responsibilities of the Committee 
 
18.1.1 The Committee shall: 
 

• Agree appropriate remuneration and terms of service including: 
 

o All aspects of salary (including any performance related elements / 
bonuses) 
 

o Arrangements of termination of employment and other contractual 
terms 

 

• Agree remuneration and terms of service to ensure fair reward for individual 
contribution – have proper regard to the circumstances and performance and 
to the provision of any national arrangements for any such members and staff 
where appropriate 
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• Advise on and oversee appropriate contractual arrangements for such staff 
including the proper calculation and scrutiny of termination payments taking 
into account of such national guidance as appropriate 

 

• Receive reports on the performance of the Accountable Officer and individual 
Directors.  The performance of the Accountable Officer shall be reviewed and 
reported to the committee by the Chair.  The performance of the Directors 
shall be reviewed and reported to the committee by the Accountable Officer 

 

• Oversee arrangements for dealing with poor performance (using the 
appropriate policy) and / or disciplinary issues associated with the Chief 
Executive, Directors and other very senior employees 

 

• The Remuneration Committee shall agree the overall framework for conditions 
of service for those employees and officers not covered directly by the 
committee. 

 
18.2 Membership 
 
18.2.1 The Committee shall comprise at least four Board members: 
 
18.2.2 Vice Chair of the Board, two other Lay Board Members and the Chair of the Board 

(ex officio). No member of management shall become a member of the 
Committee. Members of the committee shall be formally appointed by the Board. 

 
18.2.3 The Vice Chair of the Board shall be Committee Chair.  In the absence of the 

Committee Chair the remaining Committee members present shall elect one of 
themselves to chair the meeting. 

 
18.2.4 Only members of the Committee have the right to attend committee meetings. 

However, other individuals such as the Chief Executive, Human Resources Lead 
from the Commissioning Support Unit and external advisers may be invited to 
attend for all or part of any meeting, as and when appropriate and necessary. 

   
18.3 Quorum 
 

18.3.1  A quorum shall be at least 3 Committee members.  A duly convened meeting of 

the committee at which a quorum is present shall be competent to exercise all or 
any of the authorities, powers and discretions vested in or exercisable by the 
Committee.   

 
18.4 Frequency and Notice of Meetings 
 
18.4.1 The Committee shall meet not less than once each year and otherwise as 

required.  Meetings of the Committee shall be called by the CCG Business 
Manager at the request of the Committee Chair (or in his / her absence, the Chair 
of the Board). 

 

19 Role and responsibilities of the Accountable Officer 
 

19.1 As Accountable Officer for the CCG, the Chief Executive is responsible for ensuring 
that the CCG complies with: 

19.1.1 Its obligations under section 14Q of the NHS Act 2006 (duty on CCGs to exercise 
their function effectively, efficiently and economically); 
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19.1.2 Its obligation under section 14R of the NHS Act 2006 (duty to secure continuous 
improvement in quality of services) 

19.1.3 Its financial duties under sections 223H-223J of the NHS Act 2006;  
19.1.4 its duties in relation to accounts and audit, the provision of financial information to 

NHS England and the provision of information required by the Secretary of State 
under paragraphs 17-19 of Schedule 1A of the NHS Act 2006; and 

19.1.5 Any other provisions of the NHS Act 2006 as specified in guidance published by 
NHS England. 

19.2 The Chief Executive is responsible for ensuring that the CCG fulfils its duties to 
exercise its functions effectively, efficiently and economically thus ensuring 
improvement in the quality of services and the health of the local population whilst 
maintaining value for money. 

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

19.4 The Chief Executive, as Accountable Officer, working closely with the Chair, shall 
ensure that proper constitutional, governance and development arrangements are 
put in place to assure the Practice Members (through the Board) of the CCG‘s 
ongoing capability and capacity to meet its duties and responsibilities. This shall 
include arrangements for the ongoing development of its members and staff. 

 

20 CCG as an employer 
 

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

 

20.2 The CCG shall seek to set an example of best practice as an employer and is 
committed to offering all staff equality of opportunity.  It shall ensure that its 
employment practices are designed to promote diversity and to treat all individuals 
equally. 

 

20.3 The CCG shall ensure that it employs suitably qualified and experienced staff who 
shall discharge their responsibilities in accordance with the high standards 
expected of staff employed by the group. All staff shall be made aware of this 
constitution, the relevant internal management and control systems and other 
strategic documents which relate to their field of work. 

 

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

 

20.5 The CCG shall ensure that its rules for recruitment and management of staff 
provide for the appointment and advancement on merit on the basis of equal 
opportunity for all applicants and staff.  

 

20.6 The CCG shall ensure that employees' behaviour reflects the values, aims and 
principles set out above. 

 

20.7 The CCG shall ensure that it complies with all aspects of employment law. 
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20.8 The CCG shall ensure that its employees have access to such expert advice and 
training opportunities as they may require in order to exercise their responsibilities 
effectively. 

 

20.9 Staff within the CCG shall adopt the NHS Code of Conduct for Senior Managers 
and shall maintain and promote effective 'whistleblowing' procedures to ensure that 
concerned staff have means through which their concerns can be voiced. 

 

20.10 Copies of the NHS Code of Conduct for Senior Managers, together with the other 
policies and procedures, shall be published on the CCG’s intranet and shall be 
made available upon request for inspection at the CCG’s headquarters. 

 

21 Equality and Diversity 
 

21.1 The CCG is committed to meeting its duties under the Equality Act (2010) by 
having due regard in all they do to the need to eliminate unlawful discrimination; 
advance equality of opportunity and to foster good relations across all protected 
groups. 

 

21.2 The CCG commits to using the Equality Delivery System (EDS) already in place in 
Oxfordshire to review their equality performance and to identify equality objectives 
and actions. 

 

21.3 The Board shall nominate a lead member with a responsibility for equality and 
diversity.  This shall be recorded in the minutes of a Board meeting.  

 

22 Primary Care Quality 
 

22.1 There is an explicit Duty on the CCG to support the NHS England in continuously 
improving the quality of primary care medical services. 

 
22.2 The Board shall agree annually the format of performance monitoring and reviews 

but shall adhere to the following principles; 
 

• The system of performance management shall be supportive in nature and based 
on the principles of peer review and shared learning. 

• The performance of practices shall be monitored by means of regular meetings and 
data returns based at a Locality level.  

• Any disagreement over issues arising as part of the performance management 
process shall be dealt with in accordance with the CCG’s Dispute Resolution 
Process. 

 
22.3 The CCG’s performance management processes shall not detract in any way from 

the responsibilities of individual GPs to report any concerns about the conduct of 
colleagues as outlined in the General Medical Council’s (GMC) “Good Medical 
Practice”. 

 

23 Conflicts of Interest 
 

23.1 Employees, Board members, and committee members must comply with the 
CCG’s requirements set out in the Managing Potential Conflicts of Interest Policy. 
This policy is available on the CCG’s website at www.oxfordshireccg.nhs.uk. 

 
23.2 The Chief Executive shall maintain a Register of Interests of all Members of the 

Governing Body, its sub-committees, Deputy Locality Clinical Directors, Practice 
Representatives, Member Practices and staff, recording all declarations. This 
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register shall be updated quarterly and be made available on the CCG website 
www.oxfordshireccg.nhs.uk.  

 
24 Our Partners 
 

24.1 Co-commissioners 
 
24.1.1 The CCG works with other commissioners to make sure that health and social care 

is provided to people across the county in an efficient, effective and integrated 
manner. 

• NHS England (Specialised Services and Primary Care) 

• Oxfordshire County Council 

• Other Clinical Commissioning Groups 
 

24.2 Providers of CCG directly commissioned services: 
 
24.2.1 The CCG will develop on-going relationships with main providers, including primary 

care, and the wider clinical community to ensure wide input and alignment of 
strategies. 

 
24.2.2 NHS Providers including primary care (within and outside the Oxfordshire County 

Council Boundaries) 

• Independent Sector Providers 
• Third sector providers 

 

24.3 Local Authority Partners:  
 
24.3.1 In addition to the County Council, our locality groups work with colleagues at local 

Councils to involve their communities in the commissioning of healthcare across 
their areas: 

 

• Oxford City Council.  

• South Oxfordshire District Council. 

• Vale of White Horse District Council –  

• Cherwell District Council  

• West Oxfordshire District Council.  
 
24.3.2 For further information please visit http://www.oxfordshireccg.nhs.uk/ 
 

25 Joint commissioning arrangements with NHS England for 
the exercise of NHS England’s functions  

 

25.1 The CCG may wish to work with NHS England and, where applicable, other 
CCGs, to exercise specified NHS England functions.  

 
25.2 The CCG may enter into arrangements with NHS England and, where 

applicable, other CCGs to:  

• Exercise such functions as specified by NHS England under delegated 
arrangements;  

• Jointly exercise such functions as specified with NHS England.  
 
 
25.3 Where arrangements are made for the CCG and, where applicable, other 

CCGs to exercise functions jointly with NHS England a joint committee may be 
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established to exercise the functions in question.   
 
25.4 Arrangements made between NHS England and the CCG may be on such 

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

 
25.5 For the purposes of the arrangements described at paragraph 25.2 above, NHS 

England and the CCG may establish and maintain a pooled fund made up of 
contributions by the parties working together. Any such pooled fund may be 
used to make payments towards expenditure incurred in the discharge of any of 
the commissioning functions in respect of which the arrangements are made.   

 
25.6 Where the CCG enters into arrangements with NHS England as described at 

paragraph 25.2 above, the parties will develop and agree a framework setting 
out the arrangements for joint working, including details of:  

 

• How the parties will work together to carry out their commissioning 
functions;  

• The duties and responsibilities of the parties;  

• How risk will be managed and apportioned between the parties;  

• Financial arrangements, including payments towards a pooled fund and 
management of that fund;  

• Contributions from the parties, including details around assets, employees 
and equipment to be used under the joint working arrangements.  

 
25.7 The liability of NHS England to carry out its functions will not be affected where 

it and the CCG enter into arrangements pursuant to paragraph 25.2 above.   
 
25.8 The CCG will act in accordance with any further guidance issued by NHS 

England on co-commissioning.   
 
25.9 Only arrangements that are safe and in the interests of patients registered with 

Member Practices will be approved by Board.  
 
25.10 The Board shall require, in all joint commissioning arrangements that the CCG 

Chief Executive make a quarterly written report to the Board and hold at least 
annual engagement events to review aims, objectives, strategy and progress 
and publish an annual report on progress made against objectives.  

 
25.11 Should a joint commissioning arrangement prove to be unsatisfactory the Board 

can decide to withdraw from the arrangement, but has to give six months’ 
notice to partners, with new arrangements starting from the beginning of the 
next new financial year after the expiration of the six months’ notice period. 

 


