`

NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH JULY 2016 AT 1PM
BOARDROOM, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 2SA

Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 14th June 2016

Attached
All

1.3

Matters Arising

All

Part 2:
2.1

Updates

Feedback from Committees:

Report no: GB 46-16

 Primary Care Commissioning Committee –
21st June 2016
 Finance Procurement & Contracting Committee
- 28th June 2016
 Healthy Liverpool Programme Board –
29th June 2016
 Committees in Common – 6th July 2016

Dave Antrobus
Dr Nadim Fazlani
Tom Jackson
Dr Nadim Fazlani

2.2

Liverpool City Region CCG Alliance

Report no: GB 47-16
Katherine Sheerin

2.3

Update from Joint Commissioning Group 20th June 2016

Report no: GB 48-16
Tony Woods

2.4

Chief Officer’s Update

Verbal
Katherine Sheerin

2.5

NHS England Update

Verbal
Phil Wadeson
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2.6

Public Health Update

Part 3:
3.1

Verbal
Dr Sandra Davies

Performance

CCG Corporate Performance Report

Part 4:

Strategy and Commissioning

Part 5:

Governance

5.1

Corporate Risk Register

6.

Questions from the Public

7.

Date and time of next meetings:

Report no: GB 49-16
Stephen Hendry

Report no: GB 50-16
Stephen Hendry

Tuesday 9th August 2016 at 1pm Boardroom, The Department
For Noting:




Primary Care Commissioning Committee – 17th May 2016
Finance Procurement & Contracting Committee – 24th May 2016
Healthy Liverpool Programme Board – 25th May 2016
Exclusion of Press and Public: that in view of the confidential nature of the business to be
transacted, members of the public, press and non voting members be excluded from the
meeting at this point.
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Report no: GB 46-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY

Title of Report
Lead Governor
Senior Management
Team Lead

Report Author(s)

Summary

TUESDAY 12TH JULY 2016
Feedback from Committees
Dr Nadim Fazlani, Dr Rosie Kaur, Dave Antrobus,
Prof, Maureen Williams
Cheryl Mould, Head of Primary Care Quality &
Improvement, Tom Jackson, Chief Finance Officer,
Jane Lunt, Head of Quality/Chief Nurse, Katherine
Sheerin, Chief Officer
Cheryl Mould, Head of Primary Care Quality &
Improvement
Tom Jackson, Chief Finance Officer
Jane Lunt, Head of Quality/Chief Nurse
The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the following committees:
 Primary Care Commissioning Committee – 21st
June 2016
 Finance Procurement & Contracting Committee 28th June 2016
 Healthy Liverpool Programme Board – 29th June
2016
 Committees in Common – 6th July 2016

Recommendation

This will ensure that the Governing Body is fully
engaged with the work of committees, and reflects
sound governance and decision making arrangements
for the CCG.
That Liverpool CCG Governing Body:
 Considers the report and recommendations from the
committees

Relevant Standards
or targets
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 21st JUNE 2016 AT 10AM – 12PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
17th May 2016

All

1.3

Matters Arising

Part 2: Updates
2.1

Primary Care Support Services

Verbal
Tom Knight

2.2

Feedback from Sub-Committees

PCCC 13-16

•

PCCC 13a-16
Peter Johnstone

Medicines Optimisation Sub-Committee

Part 3: Strategy & Commissioning
3.1

Liverpool Quality Improvement Scheme 2016/17
(GP Specification) Delivery and Monitoring Plans

PCCC 14-16
Colette Morris

3.2

7 Day Working Update

Verbal
Dr Rosie Kaur

Part 4: Performance
4.1

Primary Care Commissioning Committee
Performance Report
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PCCC 15-16
Dr Rosie Kaur/
Cheryl Mould
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Part 5: Governance
5.1

Amended Terms of Reference for Primary Care
Commissioning Committee

PCCC 16-16
Cheryl Mould

5.2

Primary Care Commissioning Committee Risk
Register Update June 2016

PCCC 17-16
Dave Antrobus

6.

Any Other Business

ALL

7.

Date and time of next meeting:
Tuesday 19th July 2016 Boardroom The Department
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LIVERPOOL CCG
CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Committee: Primary Care Commissioning
Meeting Date: 21st June 2016
Chair: Dave Antrobus
Committee
Vice Chair: Katherine Sheerin

Key issues:
1. Primary Care Support Services.

Risks Identified:
• Issues continue across number of key
service areas:





2. Prescribing – Effective use of
resources.

• Governance arrangements in place
Medical records delivery
Student registrations
Supplies
Request of NHS numbers

• Key risks to delivery:
 Practice engagement
 Clinical risk from withdrawal of MMT
support.
 Specialist high cost prescribing from
trusts.

3. Primary Care Performance Report

Mitigating Actions:
• Concerns escalated to national board.

• That assurances do not deliver the
improvements.
• That the themes from CQC inspection
are not captured to ensure
learning/best practice is shared.

• Local Medical Committee/CCG
continue to raise concerns and ensure
member practices are communicated
to.
• Communication plan complete to
ensure member practices are engaged
and Medicines Management Team
support is maximised to mitigate the
risk.
• LCCG ensure input into pathway
development to ensure recommended
drugs’ use is appropriate.
• More detailed information is known and
Primary Care Clinical advisor now in
place to support plans.
• Annual review of inspections to be
drawn up detailing themes, areas of
best practice and report to PCQSC in
July

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the issues, risks and mitigating actions.
2. To approve the proposed amendment to the Terms of Reference. The committee will now have responsibility to manage and
oversee the prescribing budget/resource (attached).
3. To note 93 practice implementation plans to deliver GP Specification 16/17 have been approved.
Page 4 of 16
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Liverpool Clinical Commissioning Group
Governing Body Primary Care Commissioning Committee
Terms of Reference
Role of the Committee
1. The Committee has been established to enable the members to make collective decisions
on the review, planning and procurement of primary care services in Liverpool under
delegated authority from NHS England.
2. In performing its role the Committee will exercise its management of the functions in
accordance with the agreement entered into between NHS England and Liverpool CCG,
which will sit alongside the delegation and terms of reference.
3. The functions of the Committee are undertaken in the context of a desire to promote
increased co-commissioning to increase quality, efficiency, productivity and value for
money and to remove administrative barriers.
4. The role of the Committee shall be to carry out the functions relating to the
commissioning of primary medical services under section 83 of The NHS Act.
5. In line with CCG statutory duty to promote quality improvement in Primary Care, this
committee will oversee all commissioning of General Medical Services in the city.
6. This includes the following:
•

GMS, PMS and APMS contracts (including the design of PMS and APMS contracts,
monitoring of contracts, taking contractual action such as issuing breach/remedial
notices, and removing a contract);

•

Newly designed enhanced services (“Local Enhanced Services” and “Directed
Enhanced Services”);

•

Consideration of local incentive schemes as an alternative to the Quality Outcomes
Framework (QOF);

•

Decision making on whether to establish new GP practices in an area;

•

Approving practice mergers; and

•

Making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes).

7. The CCG will also carry out the following activities:
a) To plan, including needs assessment, primary medical care services in Liverpool;
b) To undertake reviews of primary [medical] care services in Liverpool;
c) To co-ordinate a common approach to the commissioning of primary care services
generally;
d) To manage the budget for commissioning of primary [medical] care services in
Liverpool;
e) To oversee the management of the prescribing budget.
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f) To oversee the use of the prescribing resource and implement measures to deliver
both Quality and cost effective prescribing.
g) To drive the continuous improvement of primary care, considering issues such as
workforce, training and development and changes to models of care in order to
deliver the ambitions of the Healthy Liverpool Programme and ensure continuous
service improvement.
Geographical Coverage
8. The Committee will comprise the Liverpool CCG area only.
Membership
9. The Committee shall consist of:
Chair - Lay Member (patient engagement)
Lay member (Governance)
Chief Officer - Vice Chair
Chief Finance Officer
Chief Nurse
4 GPs
Primary Care Programme Director
Co-opted non-voting members:
HealthWatch
Health and Wellbeing Board
Governing Body Practice Nurse
Governing Body Practice Manager
LMC representative
GP Advisor
Advisory non-voting members:
Head of Contracting and Procurement
Deputy Chief Finance Officer
Interim Director of Public Health
Meetings and Voting
10. The Committee will operate in accordance with the CCG’s Standing Orders. The
Secretary to the Committee will be responsible for giving notice of meetings. This will be
accompanied by an agenda and supporting papers and sent to each member
representative no later than 5 days before the date of the meeting. When the Chair of the
Committee deems it necessary in light of the urgent circumstances to call a meeting at
short notice, the notice period shall be such as s/he shall specify.
11. Each member of the Committee shall have one vote. The Committee shall reach decisions
by a simple majority of members present, but with the Chair having a second and deciding
vote, if necessary. However, the aim of the Committee will be to achieve consensus
decision-making wherever possible.
Quorum
12. 5 voting members the majority of which must be lay/executive members and including
2 GPs
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13. Where the chair or any member of any meeting of the Primary Care Commissioning
Committee has a personal interest, previously declared or otherwise, in relation to the
scheduled or likely business of the meeting, they must make a declaration and the
deputy chair will act as chair for the relevant part of the meeting. Where
arrangements have been confirmed for the management of the conflict of interests or
potential conflicts of interests in relation to the chair, the meeting must ensure these
are followed. Where no arrangements have been confirmed, the deputy chair may
require the chair to withdraw from the meeting or part of it. Where there is no deputy
chair, the members of the meeting will select one.
14. Any declarations of interests, and arrangements agreed in any meeting of the Primary
Care Commissioning Committee will be recorded in the minutes.
15. Where more than 50% of the members of a meeting are required to withdraw from a
meeting or part of it, owing to the arrangements agreed for the management of
conflicts of interests or potential conflicts of interests, the chair (or deputy) will
determine whether or not the discussion can proceed.
16. In making this decision the chair will consider whether the meeting is quorate, in
accordance with the number and balance of membership set out in the CCG’s
standing orders. Where the meeting is not quorate, owing to the absence of certain
members, the discussion will be deferred until such time as a quorum can be
convened. Where a quorum cannot be convened from the membership of the
meeting, owing to the arrangements for managing conflicts of interest or potential
conflicts of interests, the chair of the meeting shall consult with Lay Member
(Governance) of the Governing Body on the action to be taken.
17. This may include:
a)

requiring another of the CCG’s committees or sub-committees, the CCG’s
Governing Body or the Governing Body’s committees or sub-committees (as
appropriate) which can be quorate to progress the item of business, or if this
is not possible,

b)

inviting on a temporary basis one or more of the following to make up the
quorum (where these are permitted members of the Primary Care
Commissioning Committee) so that the CCG can progress the item of
business:
i)

a member (s) of a Governing Body of another Clinical Commissioning
Group.

These arrangements must be recorded in the minutes.
18. In any transaction undertaken in support of the Clinical Commissioning Group’s
exercise of its commissioning functions (including conversations between two or more
individuals, e-mails, correspondence and other communications), individuals must
ensure, where they are aware of an interest, that they conform to the arrangements
confirmed for the management of that interest. Where an individual has not had
confirmation of arrangements for managing the interest, they must declare their
interest at the earliest possible opportunity in the course of that transaction, and
declare that interest as soon as possible thereafter. The individual must also inform
either their line manager (in the case of employees), or the Lay Member (Governance)
on the Governing body of the transaction.
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19. The Lay Member (Governance) of the Governing Body will take such steps as
deemed appropriate, and request information deemed appropriate from individuals, to
ensure that all conflicts of interest and potential conflicts of interest are declared
Frequency of meetings
20. The Committee shall meet a minimum of 6 times per annum as and when required.

21. Meetings of the Committee shall:
a) be held in public, subject to the application of 20 (b);
b) the Committee may resolve to exclude the public from a meeting that is open to
the public (whether during the whole or part of the proceedings) whenever
publicity would be prejudicial to the public interest by reason of the confidential
nature of the business to be transacted or for other special reasons stated in the
resolution and arising from the nature of that business or of the proceedings or
for any other reason permitted by The Public Bodies (Admission to Meetings) Act
1960 as amended or succeeded from time to time.
22. Members of the Committee have a collective responsibility for the operation of the
Committee. They will participate in discussion, review evidence and provide objective
expert input to the best of their knowledge and ability, and endeavor to reach a
collective view.
23. The Committee may delegate tasks to such individuals, sub-committees or individual
members as it shall see fit, provided that any such delegations are consistent with the
parties’ relevant governance arrangements, are recorded in a scheme of delegation, are
governed by terms of reference as appropriate and reflect appropriate arrangements for
the management of conflicts of interest.
24. The Committee may call additional experts to attend meetings on an ad hoc basis to
inform discussions.
25. Members of the Committee shall respect confidentiality requirements as set out in the
CCG’s Constitution.
26. The Committee will present its minutes to Cheshire and Merseyside Team (NHS
England) and the governing body of Liverpool CCG each month for information,
including the minutes of any sub-committees.
27. The CCG will also comply with any reporting requirements set out in its
constitution.
28. It is envisaged that these Terms of Reference will be reviewed periodically, reflecting
experience of the Committee in fulfilling its functions. NHS England may also issue
revised model terms of reference from time to time.
Accountability of the Committee
29. The Committee will at all times act in accordance with the CCG Standing Orders and
scheme of delegation and ultimately accountable to the Governing Body.
Decisions
30. The Committee will make decisions within the bounds of its remit.
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31. The decisions of the Committee shall be binding on NHS England and Liverpool CCG.
32. The Committee will produce an executive summary report which will be presented to
Cheshire and Merseyside Team (NHS England) and the governing body of Liverpool
CCG each month [or longer] for information.
Date and Review
Review date: December 2016 or sooner if required.
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FINANCE, PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 28TH JUNE 2016 AT 10AM – 12:30PM
ROOM 3, THE DEPARTMENT, LEWIS’S BUILDING
RENSHAW STREET L1 2SA
AGENDA
Part 1:

Introductions and Apologies

1.1

Declarations of Interest

All

1.2

Minutes and action points from the meeting
on 24th May 2016

Attached
All

1.3

Matters Arising

All

Part 2:

Updates

2.1 HLP Urgent Care GP Scheme/
Alder Hey Children’s Hospital GP in A&E
and Acute Procurement Waiver Proposals

Presentation/Update
Ian Davies

2.2

Procurement Waivers 2015/16

Report no: FPCC32 -16
Derek Rothwell

2.3

3rd Sector Voluntary, Community and
Social Enterprise Payments 2016 / 2017

Report no: FPCC33-16
Derek Rothwell

Part 3:
3.1

Performance

Finance and KPI Report

Part 4:

Report no: FPCC34-16
Phil Saha

Strategy and Commissioning

4.1

Direct Award Anti-coagulation

Report no; FPCC35-16
Peter Johnstone

4.2

Proposed Contract Management of Primary
Care GP Contracts

Report no: FPCC36-16
Derek Rothwell

4.3

Transition of Adult Specialised Severe and

Report no: FPCC37-16
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Complex Obesity Services from NHS England
(Specialised Commissioning) to CCGs (Bariatrics)

Derek Rothwell

4.4

Early Intervention in Psychosis (EIP)
Business Case

Report no; FPCC38-16
Teresa Clarke

4.5

Procurement of External Audit Services

Report no: FPCC39-16
Derek Rothwell

4.6

Financial Strategy 2016/2021

Report no: FPCC40-16
Phil Saha

Part 5:

Governance

5.1

Finance Risk Register (To be tabled)

6.

Date and time of next meetings:

Report no: FPCC41-16
Phil Saha

Tuesday 26th July 2016 Room 2 at 10am – 12:30pm The Department,
Lewis’s Building, L1 2SA
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee: Finance, Procurement and
Contracting Committee

Key issues:
1. Financial Strategy Update
2. Procurement Process
3. Early Intervention in
(EIP)
4. Primary Care Contracts

Meeting Date: 28 June 2016

Chair: Nadim Fazlani

Risks Identified:

Mitigating Actions:

•
•
•

•

Psychosis •
•

Statutory duties delivered
Support to transformation programme
Securing
and
monitoring
health
services
Securing
and
monitoring
health
services
Securing
and
monitoring
health
services

•
•
•

Continue work on solutions. Develop
and produce a paper by October 2017.
Anticoagulation and External Audit
approved to move to next stage.
Procurement Route identified and
funding to be confirmed in September.
Contract monitoring process agreed.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the above issues, risks and mitigating actions.
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Healthy Liverpool Programme Board
Wednesday 29 June 2016
3pm to 5pm
Boardroom, The Department, Lewis’s Building
AGENDA
1.0

Welcome and Introductions

T Jackson

2.0

Minutes of the last meeting

T Jackson

3.0

Matters Arising

All

4.0

Performance

4.1

Programme Highlight reports (attached)

Clinical
Directors

For discussion

4.2

Programme Highlight - Digital

K Warriner

For discussion

5.0

Strategy & Commissioning

5.1

LDS Plan Update

K Sheerin

For discussion

6.0 Governance
6.1

Risk Register Review

C Hill

For discussion

6.2

Approaches and Processes for the Healthy Liverpool
Programme (b/f from previous meeting)

F Lemmens

For discussion

7.0

Any Other Business

All

8.0

Communication/messages from this meeting

All

9.0

Date and time of next meeting – Wednesday 27 July 2016 3pm to 5pm, Meeting Room
1, 3rd Floor, The Department
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee:

Meeting Date

Chair:

Healthy Liverpool Programme Board

Wednesday 29th June 2016

Katherine Sheerin

Key issues:

Risks Identified:

Submission of the Merseyside Local
•
Digital Roadmap (LDR) and Board
updated on progress in the implementation
of the Healthy Liverpool Digital
Programme
Review of Women’s and Neonatal
Services – update on progress with the
review and pre-consultation engagement

•

Mitigating Actions:

Digital innovation and enabling is key
to success in transforming health and
care across North Mersey and
Merseyside.

•

Ensuring clinical and financial
sustainability for these essential
services

•

•
Cheshire & Merseyside STP and North
Mersey Local Delivery System Plan
update

•

To ensure Healthy Liverpool plans are
incorporated in and aligned with North
Mersey and regional transformation
plans

•

The LDR has been developed with
broad and deep collaboration across
the system and robust governance.
The plan is considered an exemplar
and reflects the ambition for
Merseyside as a ‘Digital First’ system
Involvement from all commissioners
and providers through a clinical
reference group, oversight board
reporting and recommending to the
Committees in Common.
Adherence to statutory requirements
and guidance.
Inclusive approach to developing
plans, strong system leadership and
governance.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks identified by the HLP Board.
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HEALTHY LIVERPOOL PROGRAMME
RE-ALIGNING HOSPITAL BASED CARE
COMMITTEE(S) IN COMMON (CIC)
KNOWSLEY, LIVERPOOL AND SOUTH SEFTON CCGS
WEDNESDAY, 6 JULY 2016
Boardroom, Lewis’s Building
2 Renshaw Street, L1 2SA
Time 4:00pm – 6.00pm
1

Welcome, Introductions and Apologies

2

Declarations of interest

ALL

3

Minutes and actions from the 1 June 2016 meeting

ALL

4
5

Review of women's and neonatal services - update
(paper to follow)
North Mersey Local Delivery System Plan (attached)

6

Cardiology services (attached)

7

Any other business

8

Dr Nadim Fazlani

Dr Fiona Lemmens
Katherine Sheerin
Andrea Astbury

Date and time of next meeting
Wednesday, 7 September 2016
4.00 – 6.00 pm
Boardroom, Lewis’s Building
2 Renshaw Street, L1 2SA

43

Page 15 of 16

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Committee:
HEALTHY LIVERPOOL HOSPITALS
PROGRAMME COMMITTEES IN COMMON

Meeting Date:
6 JULY 2016

Chair:
DR NADIM FAZLANI

Key issues:

Risks Identified:

Mitigating Actions:

1. Review of Women’s and Neonatal
Services

•

•

CIC approved short list of options for
pre-consultation Business Case.

•

Current public engagement process to
inform PCBC.
Joint Programme for Cardiology
redesign agreed for North Mersey.

2. Cardiovascular Redesign

•

•

That options appraisal does not follow
due process resulting in delays to
changes required.

Changes required in hospital services
will require changes in
community/primary care and be
enabled by more financial risk across
providers.

•
•

To be part of North Mersey Local
Delivery System Plan.

If CCGs do not agree joint programme,
opportunities for clinical and financial
sustainability are not optimised.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
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Report no: GB 47-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY

Title of Report
Lead Governor

TUESDAY 12TH JULY 2016
Feedback from Liverpool City Region NHS CCG
Alliance
Dr Nadim Fazlani, Chair

Senior Management
Team Lead

Katherine Sheerin, Chief Officer

Report Author

Katherine Sheerin, Chief Officer

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions
agreed at the Merseyside CCG Network on 6th July
2016.
This will ensure that the Governing Body is fully
engaged with the work of the Liverpool City Region
CCG Alliance and reflects sound governance and
decision making arrangements for the CCG.

Recommendations

That Liverpool CCG Governing Body:
 Considers the reports and recommendations
from the Liverpool City Region CCG Alliance

Relevant Standards or
targets

Standards of Good Governance
Putting Patients First 2014 – 16
Everyone Counts: Planning for Patients 2014/15
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LCR NHS CCG Alliance
Wednesday 6th July 2016
1:00pm to 3:00pm
Boardroom, Lewis’s Building
Renshaw Street, L1 2SA
TIME
1

Welcome and Introductions

Chair

2

Apologies for Absence

Chair

3

Declarations of Interest

Chair

4

Notes from the meeting held on Wednesday 4th May
2016

All

5

Action log May 2016

All

6

Discussion paper to explore future working
arrangements between CCGs

All

7

Update on the STP

All

8

Any Other Business

All

DATE AND TIME OF NEXT MEETING:
Wednesday 3rd August 2016
1pm
NHS Liverpool CCG, Boardroom, Renshaw Street,
Liverpool 1 2SA

46

Page 2 of 3

LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES

Meeting Date: 6th July 2016

Committee: Liverpool City Region NHS
CCG Alliance

Key issues:

Risks Identified:

1. How CCGs are organised and work •
together to deliver the STP.

Organisational arrangements do not
enable best use of skills/resources to
deliver changes required.

Chair: Katherine Sheerin

Mitigating Actions:
•
•

Options to be developed.
Workshop across CCGs to be held to
review option and develop proposals
and way forward in August 2016.

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the above issues, risks and mitigating actions.
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Report no: GB 48-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12TH JULY 2016
Title of Report
Lead Governor

Feedback from the Joint Commissioning Group of
the Health & Wellbeing Board/Liverpool CCG
Dr Simon Bowers

Senior Management Dyane Aspinall, Programme Director of Joint
Team Lead
Commissioning (Health & Social Care)
Report Author
Summary

Dyane Aspinall, Programme Director of Joint
Commissioning (Health & Social Care)
The purpose of this paper is to present the key
issues discussed, risks identified and mitigating
actions agreed at the Joint Commissioning Group
on 20th June 2016.
This will ensure that the Governing Body is fully
engaged with the work of the Joint
Commissioning Group and reflects sound
governance and decision making arrangements
for the CCG.

Recommendation

That Liverpool CCG Governing Body:
 Considers the reports and
recommendations from Joint
Commissioning Group

Relevant Standards
or targets

Preventing people from dying prematurely
Helping people to recover from episodes of illhealth or following injury
Ensuring that people have a positive experience
of care
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JOINT COMMISSIONING GROUP OF THE LIVERPOOL
HEALTH AND WELLBEING BOARD
Monday, 20 June 2016
3.00 P.M.
AGENDA

1.

Welcome and Introductions

For the Chair to welcome attendees to the meeting and lead introductions.

2.

Declarations of Interest

To provide an opportunity to declare any pecuniary or significant prejudicial
interests they may have in any item on the agenda.

3.

Notes of the Last Meeting
th

To receive the meeting notes of the last meeting, which took
place on 4

April

2016.
(Pages 1 - 4)

BETTER CARE FUND UPDATES
4.

NHSE Assurance Update
(Pages 5 - 6)

5.

Draft DTOC Joint Action Plan
(Pages 7 - 9)

6.

Narrative Report on Better Care Fund Indicators (6 key measures)
(Pages 10 - 19)
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7.

Integrated Performance Report
(Pages 20 - 21)

8.

Progress on Joint Work and Outcomes - Report to Follow or Tabled

OTHER ITEMS
9.

Draft Health and Wellbeing Board Agenda Items

To approve the list of agenda
items for the next Liverpool Health and Wellbeing
st
July 2016 (report lead officer names in brackets) –

Board, to take place
on 21

Domestic Abuse (Colleen Martin)
Children’s and Families Trust Board update (Colette
O’Brien or nominated officer) JCG Report (Dyane
Aspinall / Peter Seddon)
Primary Care
Access Report
(Cheryl Mould)
Healthy
Liverpool
Update (Carole
Hill) Student
Health (Sarah
Thwaites
LCVS)
NHS Operational Plan 9
‘Must Do’s’ (Ian Davies)
Healthy Liverpool
Engagement Update
(Sarah Dewar)
10.

Schedule of Dates 2016-17

To note the schedule of dates for Joint
Commissioning Group meetings for 2016- 17 –
Monday 25th July at 3pm
Monday 5th September at 3pm
Monday 17th October at 3pm
Monday 28th November at 3pm
Monday 9th January at 3pm
Monday 20th February at 3pm
Monday 3rd April at 3pm
Monday 15th May at 3pm
All meetings scheduled for the Queen Mary Room, 6th
Floor, Cunard Building
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LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Meeting Date: 20th June 2016

Committee:
Joint Commissioning Group of the Liverpool
Health and Wellbeing Board

Chair: Katherine Sheerin, Chief Officer,
Liverpool CCG

Key issues:
1. Provisional BCF Assurance Rating for
Liverpool assessed as ‘Approved with
Support’ with deadline for final
submission 30th June 2016

Risks Identified:
Mitigating Actions:
• Failure to deliver national conditions for • .Revised submission to cover Key Line
the Better Care Fund
of Enquiry to satisfy national condition
for impact of the Better Care Fund on
NHS Trusts
• Expected final assurance rating
expected July 2016

2. Review of performance data for the 6
key indicators for the Better Care Fund

•
•

3. Review of latest data for the Liverpool
Health and Social Care Integrated
Performance Report

•
•

Failure to achieve targets set for the
Better Care Fund
Failure to deliver integrated working to
support system transformation and
resilience
Failure to deliver whole system health
and wellbeing interventions
Failure to improve health and wellbeing
outcomes for people in Liverpool

•
•
•
•
•

Identification of key risks to delivery
and targeted action to support
improvement
Continued monitoring via established
governance mechanisms
Identification of key risks to delivery
and targeted action to support
improvement
Review of assurance risks to the
Health and Wellbeing Board
Continued monitoring and improvement
via established governance
mechanisms

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the issues and mitigating actions from the JCG
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Title of Report
Lead Governor

CCG Corporate Performance Report July
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Dr Nadim Fazlani

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

The purpose of this paper is to report to the
Governing Body the areas of the CCG’s
performance in terms of its delivery of key
NHS Constitutional measures, quality
standards/performance and financial targets
for April 2016 and May 2016.

Recommendation

That Liverpool CCG Governing Body:
 Notes the performance of the CCG in
the delivery of key national
performance indicators and the
recovery actions taken to improve
performance;
 Determines the level of assurances
given in terms of mitigating actions
where risks to CCG strategic objectives
are highlighted;
CCG Improvement and Assessment
Framework 2016/17; Delivering the Forward
View: NHS planning guidance
2016/17 – 2020/21

Relevant
standards/targets

Stephen Hendry, Senior Operations and
Governance Manager
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CCG CORPORATE PERFORMANCE REPORT (JUNE 2016)
1. PURPOSE
The purpose of this paper is to report to the Governing Body the areas of
the CCG’s performance in terms of its delivery against key NHS
Constitutional measures, NHS Planning Guidance 2016/17, quality
standards/performance and financial targets for April 2016 and May
2016.

2. RECOMMENDATIONS
That Liverpool CCG Governing Body:
 Notes the performance of the CCG in the delivery of key national
performance indicators and the recovery actions taken to improve
performance;
 Determines if there are acceptable levels of assurances given in
terms of mitigating actions where risks to CCG strategic objectives
are highlighted.
3. BACKGROUND
The CCG is held to account by NHS England for corporate performance
against delivery of key indicators as defined in the CCG Improvement
and Assessment Framework 2016/2017. This ‘new’ framework (which
supports NHS Planning Guidance for 2016/17) aligns key objectives and
priorities and links significantly to our Sustainability and Transformation
Plan (STP) and the ‘triple aim’ of improving the health and wellbeing of
the whole population; better quality for all patients, through care
redesign and better value for taxpayers in a financially sustainable
system. The Improvement and Assessment Framework 2016/17 covers
indicators located in four domains:
• Better Health - how the CCG is contributing towards improving the
health and wellbeing of its population and ‘bending’ the demand
curve;
• Better Care - care redesign, performance of constitutional
standards and outcomes;
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• Sustainability - how the CCG is remaining in financial balance,
and is securing good value for patients and the public from the
money it spends;
• Leadership - assesses the quality of the CCG’s leadership, the
quality of its plans, how the CCG works with its partners, and the
governance arrangements that the CCG has in place to ensure it
acts with probity (for example in managing conflicts of interest)
Ultimately, the CCG has to be assured that the services we commission
are delivering the required NHS Constitutional and quality standards and
meet the local system priorities for 2016/17. This is largely achieved
through the robust governance frameworks and committee structures in
place which monitor performance and provide upward assurance to the
Governing Body that key risks to strategic objectives and operational
delivery continue to be effectively managed.
The reporting of quarterly indicators and analysis against key
NHS/Public Health/local outcomes to the Governing Body will continue
in 2016/17 with the aim of aligning reporting requirements and
measurements with the key Healthy Liverpool Programme (HLP) areas
of transformation. Due to the way in which these indicators are currently
measured, reporting for the majority of these data sets will be on a
quarterly and/or annual basis, by exception or as and when key data is
made available.
The timing and accuracy of some data flows continue to present issues
which inevitably impact on the reports presented. The CCG’s
Commissioning Support Provider, Midlands and Lancashire CSU is
working closely with the CCG Business Intelligence (BI) Team and
healthcare providers to ensure the consistency and stability of key
information areas.
As a consequence of the timing of submissions to meet NHS Liverpool
CCG’s governance reporting and data schedules, this report updates the
Governing Body with a combination of performance data from April 2016
and up to the end of May 2016.
Headline commentary is provided below to draw the Governing Body’s
attention to specific areas of performance which represent risks to
delivery, and to the relevant assurances on internal control measures in
place to mitigate those risks.
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4.

BETTER CARE DOMAIN - NHS CONSTITUTIONAL MEASURES

NHS Liverpool CCG is committed to ensuring that performance against
constitutional measures and outcomes is consistently and rigorously
maintained. Although not all of the indicators within the ‘Better Care
domain’ will be reflected in the Corporate Performance Reports for
2016/17, NHS England aims to develop operational support tools to
support CCGs (and NHS England’s local teams) to identify trends,
outliers and enable a more thorough analysis of the CCG IAF indicators
which will form an integral part of future reporting.
4.1 Elective Access - Patients waiting 18 weeks or less from referral
to hospital treatment
4.1.1 Good Performance
Indicator
Referral To Treatment
Incomplete pathway (18
Weeks – 92% target)

Narrative
At CCG level the 92% standard continued to be achieved with
May 2016 performance at 92.64%.
At provider level, the latest published data that is available is
April 2016:

GREEN
With alert

The Royal Liverpool failed to achieve 92% standard with
performance at 91.098%. This equates to 2535 patients waiting
over 18 weeks for treatment. The specialties that are most
challenging for the Trust (and with the poorest performance
against the standard) are cited as General Surgery, T&O and
Oral Surgery. The Trust has described numerous factors which
are contributing to the failure of the target which include
recruitment delays, sickness absence in sub-specialties
(particularly in Dental) and on-going recovery from industrial
action. The Royal Liverpool has experienced bed availability
issues but is working on trajectories for a recovery plan which
will be shared with the CCG.
Liverpool Heart and Chest Hospital also failed the target
during April 2016 with performance reported at 90.44% (This
equates to 197 patients currently waiting over 18 weeks. The
majority of waits are in Cardiothoracic Medicine. The Trust
achieved the target in March 2016 and has stated that April’s
performance is as a consequence of cancelled operations due to
industrial action and an increase in the proportion of urgent
patients taking elective slots. LHCH has, however rescheduled
patients and is currently identifying additional capacity to reduce
the backlog with the aim of achieving the 92% standard by June
2016.
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Indicator
Diagnostics % patients
waiting 6 weeks or more for
a diagnostic test

GREEN

Narrative
For May 2016 the CCG continue to achieve against the
diagnostic standard with performance at 0.508%.
At provider level the latest published data available is April 2016.
Local performance shows that Liverpool Women’s Hospital
marginally failed the 1% target by 0.056%. The breaches were in
cystoscopy (2) and urodynamics (5 beaches). The service
experienced issues regarding capacity due to some sickness
absence whilst others were on annual leave. It is expected that
performance will improve into June 2016.

4.1.1 Areas for Improvement
Indicator
Referral to Treatment
Incomplete pathway (52
Weeks)

Narrative
At CCG level there were two patients identified as waiting in
excess of 52 weeks during the month of May 2016; reported by
the Royal Liverpool and Spire Liverpool respectively.
The Royal Liverpool had reported a Liverpool CCG patient
waiting in excess of 52 weeks (Trauma & Orthopaedics).
This patient has since been admitted (1st June 2016) and the
‘breach’ was due to an administrative error which was
discovered through the Trust’s validation process. Once the error
had been identified the patient was reviewed by the consultant
and the Trust has provided assurance that no harm was caused
to the individual by the excessive wait. This has also been
subject to a Root Cause Analysis, the actions from which will be
monitored to reduce the risk reoccurrence.

RED

The 52 week breach reported at Spire Liverpool had been
reported in error by the provider. Spire and Liverpool CCG are in
agreement that this is in fact an error and it is expected that this
will be resolved by resubmitting the data to UNIFY. Until the
resubmission is received, however it will continue to show as a
breach against Liverpool CCG.
As provider level data is only available for April 16 – these
breaches are yet to show at provider level reporting.
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4.2 Cancers diagnosed at an early stage/people with urgent GP
referral having first definitive treatment for cancer within 62 days of
referral
4.2.1 Good Performance
Indicator
Cancer Waiting Times
(All measures)

GREEN

Narrative
April 2016 performance against cancer standards continues to
be positive, with achievement across the majority of the
measure. However, as reported in June 2016 there continues to
be one indicator showing as ‘red’:
•

With alert

Maximum two month (62-day) wait from urgent GP referral
to first definitive treatment for cancer - % achievement
Data for April 2016 shows a slight improvement in performance
on the March 2016 position 80.95% in March to 82.98% in April
against the 85% standard. This equates to 16 patients who
waited over 62 days from referral to treatment. Performance for
this measure continues to be a challenge as in 2015/16

At provider level Liverpool Heart and Chest continue to
struggle to achieve the 62 day wait from an urgent GP referral
target, with April 2016 performance reported at 66.67% against
the 85% standard. This equates to 3.5 patients waiting over 62
days for treatment and represents a decline on March
performance which was reported at 80.6%. These breaches
have been attributed to patient illness, patients requiring
numerous investigations with only one breach due to capacity.
As in 2015/16, however LHCH continues to struggle with this
indicator
Aintree Hospitals have also failed this indicator during April
2016 with performance at 84.75%. This equates to 9 patients
waiting over 62 days for treatment. Although the Trust also failed
this measure in March 2016 April’s performance does represent
an improvement.
Liverpool Women’s Hospital also failed this indicator during
April 2016 with performance at 82.76% (equating to 2.5 patients
waiting over 62 days for treatment). The Trust did however
achieve the measure in March 2016.
Liverpool Heart and Chest has also not achieved performance
against the ‘62 days upgrade priority’ measure. During April
Trust performance was at 83.33% against a target of 85%. This
equates to 0.5 patient breaches of the standard but is an
improvement on March performance.
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Aintree Hospitals has also achieved 83.33% in April 2016 which
equates to 1.5 patient breaches of the standard and a decline on
March’s performance of 87.2%
During April 2016, both the Royal Liverpool and Liverpool
Heart & Chest failed to meet the percentage of patients
receiving subsequent treatment for cancer within 31 days to
surgery. The Royal Liverpool achieved 93.54% (equating to two
patients waiting over 31 days). Both breaches had mitigating
circumstances (one patient had to be re-dated as they were unfit
for surgery and one was complex surgery requiring two Urology
Consultants on the Royal Liverpool site only). The Trust does
expect to achieve this standard in May 2016.
Liverpool Heart and Chest achieved 80% against the ‘31 day
standard’ measure of 98%, although this accounted for one
patient waiting over 31 days due to industrial action. The patient
was treated on day 35.
Assurance on CCG Control Measures
Areas of 62 day performance continue to represent a stern challenge for the CCG and providers
alike. As previous reports have highlighted, it is generally the more complex pathways which
cross multiple organisations (lung, urology, head and neck and gastrointestinal) where breaches
occur. Focussed pathway work continues both locally in Liverpool and across Cheshire and
Merseyside.

4.3 Dementia - estimated diagnosis rate for people with dementia
4.3.1 Good Performance
Indicator
Narrative
Estimated Dementia
For May 2016 the CCG continues to achieve the measure with
Diagnosis: % of people aged performance reported at 75.76% against the 70% target
over 65

GREEN
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4.4 Urgent & Emergency Care - percentage of patients admitted,
transferred or discharged from A&E within 4 hours
4.4.1 Areas for improvement
Indicator
A&E Waits - % of patients
who spend 4 hours or less in
A&E (cumulative) 95%
threshold

RED

*CCG performance is calculated
based on CCG A&E mapping table

Narrative
Liverpool CCG continued to fail the A&E target during April 2016
with 90.10% of patients spending less than 4hrs in A&E
compared to a plan of 95% (all types). This is an improved
position when compared to the March figure of 87.38%
At provider level, April 2016 data shows that the Royal
Liverpool Hospital and Aintree University Hospital continued
to fail against the 95% threshold (all types).
Alder Hey Children’s Hospital achieved the monthly target in
April 2016 with performance improving from the March position
of 89.7% to 95.74% in April 16

produced by NHS England.
Provider activity described relates
to Royal Liverpool Hospital,

The table below summarises performance at provider level (all
Types)

Liverpool Women’s Hospital, Alder
Hey Children’s Hospital and
Aintree Hospital.

Provider
Alder Hey Children’s
Hospital
Aintree Hospital
Liverpool Women’s
Hospital
Royal Liverpool
Hospital

Type 1

Type 2

Type 3

Total
Performance

95.7%
79.8%

X
X

X
100.0%

95.7%
89.5%

X

100%

X

100%

71.5%

99.9%

100.0%

88.8%

NHSE has now agreed it is permissible to include Type 3 Walkin performance data with overall Trust performance until further
notice. The caveats to this remain in that including Type 2 and 3
performance very much obscures the Type 1 performance of
some of our acute commissioned providers in terms of
underachievement, but when combined with all types
significantly alters reported performance. Type1 performance
for Aintree Q1 is 77% with Royal Liverpool at 76%. Including all
other types this means that by end of Q1 Aintree is still
underachieving at 87% and the Royal Liverpool at 90.4%
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Assurance on CCG Control Measures
As reported in June 2016, work streams established as a result of the Rapid Improvement Event
held in May continue to progress with support from the wider economy and NHS Improvement
(NHSI). Both the Royal Liverpool and Aintree Hospitals will soon be entering the ‘60 day progress
update workshop’ with NHSI and further updates will be provided following this.
In terms of current trajectories for both Aintree and the Royal Liverpool discussions are ongoing
between NHSI and NHS England in relation to the former accepting trajectories which would
clearly mean that the provider will not achieve the 4 hour operating standard by year-end. LCCG
is still awaiting confirmation by NHSI/NHSE as to their intentions of accepting below 95% delivery
and essentially failure of the standard for 2016/17 for both the providers and the CCG.

4.5 Urgent & Emergency Care – Ambulance Waits
Indicator

Ambulance Response
Times
GREEN

With alert

Narrative
CCG performance for April 2016 saw two out of the three
ambulance response time targets met:
•

Red 1: 8 minute response 85.92% against 75% target
(above April North West performance of 71.3%)
• Red 2: 8 minute response 75.38% against 75% target
(above April North West performance of 65.2%)
• All Reds: 19 minute response 94.94% against 95%
target (remains above April North West performance of
92.2%)
Performance in April was much improved on the March position
(the CCG failed all 3 standards). Performance for May 2016
shows further improvement and is summarised below:
•

Red 1: 8 minute response 87.92% against 75% target
(above May North West performance of 74.28%)
• Red 2: 8 minute response 77.20% against 75% target
(above May North West performance of 66.26%)
• All Reds: 19 minute response 95.10% against 95%
target (remains above May North West performance of
91.47%)
Overall ambulance activity has remained high up to the end of
May 2016 with a 6.1% growth in the number of incidents in the
city over plan; although this compares favourably to the higher
9.1% increase for the North West overall. Red activity has
continued the upwards trend seen through Quarter 4 of 2015/16,
with Liverpool seeing an increase of 11.3%, compared to the
slightly higher 11.7% figure for the North West. Despite the
continued service pressures performance across the city has
held up well:
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Cumulative data up to the end of May 2016 shows positive
performance in Liverpool with all three targets met, although only
the Red 1 target was achieved across the wider North West:
•
•
•

Red 1: 8 minute response 86.5% against 75% target
(Remains above North West performance of 75.40%)
Red 2: 8 minute response 76.3% against 75% target
(remains above North West performance of 66.90%)
All Reds: 19 minute response 95.0% against 95% target
(remains above North West performance of 91.70%

Despite the higher than planned number of incidents the service
continues to make good progress in reducing conveyance to
hospital, with the following performance seen in Liverpool: 'Hear
& Treat' is at 11.90%; 'See & Treat' at 20.68%; and 'See &
Convey' at 67.43% of incidents, with a reducing trajectory
planned through the year to continue progress in reducing the
numbers of people conveyed to hospital.
Assurance on CCG Control Measures
As reported to the Governing Body in previous months, a variety of initiatives are underway which
seek to improve and sustain ambulance performance in 2016/17. These efforts are grouped
around the themes of ‘hear & treat’, ‘see & treat’ and ‘treat & convey’ and following settlement of
the 2016/17 contract the commissioners continue to work with the Trust to seek to deliver
sustainable improvements in performance. A key part of the service transformational work is the
development of an 'integrated urgent and emergency care service' and in particular the integration
and expansion of clinical advice to support both 999 and NHS 111 calls. The latter will see the
creation of a ‘virtual clinical hub’ that will initially bring together the various supporting clinical
resources that are available to support 999 and NHS 111 calls (and healthcare professionals) to
maximise the potential for a 'hear & treat' and / or 'see & treat' response. A second phase in the
development of the hub will explore the opportunity to bring primary care (GP OOHs), mental
health and clinical pharmacy advice into the service to expand the range, expertise and diversity
of clinical support available.

5. CLINICAL QUALITY, PATIENT SAFETY AND ENSURING A
POSITIVE EXPERIENCE OF CARE
Commissioning high quality, person-centered, safe and effective
healthcare for the people of Liverpool is a key priority for the CCG. In
line with the recommendations of the National Quality Board (NQB) the
CCG’s Quality, Safety and Outcomes Committee has established a
Quality ‘Early Warning Dashboard’ to provide the CCG with a robust
system which identifies issues and risks relating to patient quality and
safety at the earliest opportunity. The dashboard covers all NHS Trusts
within the Merseyside area and includes Risk Profiles for each
organisation issued by the Care Quality Commission (CQC) and Monitor
Risk and Financial Ratings.
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Where risks or themes are identified they will be actively managed
through established CCG governance arrangements and overseen by
the Quality, Safety and Outcomes Committee, relevant Clinical
Performance and Quality Group Meetings and through collaborative
commissioning arrangements with other Merseyside CCGs. This section
of the report summarises key performance areas of the NHS Outcomes
Framework in Domain 4 (ensuring that people have a positive
experience of care and Domain 5 - treating and caring for people in a
safe environment and protecting them from avoidable harm.
5.1 NHS Outcomes Framework Domain 4 – Ensuring people have a
positive experience of care
5.1.1 Areas for Improvement
Indicator
Mixed sex accommodation
breaches

RED

Narrative
There were two breaches of the Mixed Sex Accommodation
standard for Liverpool CCG in May 2016. These breaches did
not occur in any of the providers across the Mersey footprint with
both reported by Salisbury NHS Foundation Trust.
This takes the year to date position for 2016/17 to 4 mixed sex
accommodation breaches for the CCG
During the same period last year the CCG had 0 breaches of the
indicator
At provider level Liverpool Heart and Chest have reported one
breach during May 2016 (an improvement on the 6 reported in
April 2016). The breach occurred on critical care and was due to
poor patient flow within the Trust at the time.
All other Liverpool providers have reported 0 breaches in May

Assurance on CCG Control Measures
NHSE are continuing to work with Liverpool Heart & Chest to address the ongoing issue of
breaches, with Liverpool CCG also party to discussions which have focussed on the accuracy of
the reporting of breaches and interpretation of the guidance. The Royal Liverpool, however has
not reported any further MSA breaches which suggests that the recovery plan implemented has
rectified the issue.
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5.2 NHS Outcomes Framework Domain 5 – treating and caring for
people in a safe environment and protecting them from avoidable
harm.
5.2.1 Areas for Improvement
Indicator
Incidence of Healthcare
Acquired Infections – MRSA

Narrative
During May 2016 there have been 0 (zero) reported incidences
of MRSA assigned to Liverpool CCG.

Monthly plan tolerance of 0;
Annual plan of 0 for 2016/17

The year to date position for 2016/17 remains at two cases of
MRSA (the same number as reported during the April to May in
2015/16). At provider level no cases of MRSA were reported by
Liverpool providers during May 2016.

RED

Assurance on CCG Control Measures
The two cases of MRSA reported in April had full post infection reviews (PIR) carried out.
Following these reviews both cases were sent for arbitration as no lapses in care were identified.
One response has been received stating that the case was not upheld therefore it has been
formally assigned to Liverpool CCG - no feedback has been given. A decision is awaited on the
second case.
There is a constant communication link with the CCG and all providers to monitor progress
against IPC Annual programmes and there is regular representation at all provider Infection
Prevention and Control Committees

Indicator
Incidence of Healthcare
Acquired Infections –
C.difficile

Narrative
There were 15 new cases of Cdiff reported in May 2016 for
Liverpool CCG against a plan of 11. This brings the year to date
figure to 33 against a planned trajectory of 22.

Annual plan of 138 for
2016/17

At provider level, 12 new cases of Cdiff were reported during
May 2016 across all Liverpool providers. This represents a slight
increase on the 10 cases reported for April 2016:

RED

•
•

Royal Liverpool and Broadgreen Hospital – during May
2016 there were 6 reported cases of CDiff which takes the
year to date total to 14 against a plan of 7.
Aintree Hospital –– during May 2016 there have been 6
reported cases of CDiff which takes the year to date total to 8
against a plan of 8

Assurance on CCG Control Measures
There is a constant communication link between the CCG and all providers to monitor progress
against IPC Annual Programmes and there is regular representation at all provider Infection
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Prevention and Control Committees. The Liverpool CCG HCAI Programme Manager continues to
work closely with providers to examine cases of C Diff. using a root cause analysis approach. It
has been recognised that the majority of cases are patients who have significant co-morbidities
and/or are extremely unwell. Any lapses in care are identified and supported through an action
plan which is closely monitored but reassuringly the number of lapses in care is low.
Liverpool CCG HCAI Programme Manager is working with Liverpool Community Health (LCH) to
establish a process of reviewing Community cases (with the inclusion of Primary Care) to identify
key issues and lapses in care from a community perspective.

5.2 Care Quality Commission and Monitor Warning/Issue Notices &
Inspections
Where providers are not meeting essential standards, the CQC has a
range of enforcement powers to protect the health, safety and welfare of
people who use the service (and others, where appropriate). When the
CQC propose to take enforcement action, the decision is open to
challenge by the provider through a range of internal and external
appeal processes. The following updates are provided in relation to
recent CQC inspection activity locally:
5.2.1 CQC Inspections of Liverpool GP Practices
The following reports relating to inspection ratings of Liverpool GP
practices have been published in the public domain during June 2016:
5.2.1 Anfield Group Practice – Overall Rating ‘Good’
The CQC carried out an announced comprehensive inspection at Dr
Sayid Abdi’s practice on 23rd March 2016. Overall the practice is rated
as ‘Good’. Key findings from the inspection report are summarised
below:
• There was an open and transparent approach to safety and an
effective system in place for reporting and recording significant
events;
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• Staff understood and fulfilled their responsibilities to raise concerns
and report incidents and near misses. However, the records made
of such events required improvement;
• Staff assessed patient’s needs and delivered care in line with
current evidence based guidance. Staff had the skills, knowledge
and experience to deliver effective care and treatment;
• Information about services and how to complain was available but
required improvement in order to be easily understood;
• The practice must ensure that full and comprehensive information
is available for all staff members, including satisfactory
documentary evidence of their professional registrations, fitness to
practice and records of their completed training.
The full inspection report can be downloaded from the CQC website:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAE3748.pdf
5.2.2 Abingdon Family Health Care Centre – Overall Rating ‘Good’
An announced comprehensive inspection took place at Dr. Fatma ElSayed’s practice (Abingdon Family Health Care Centre on 12th April
2016. Overall the practice was rated as ‘Good’ but with a rating of
‘Requires Improvement’ against the domain of “Are Services Effective?”
A summary of the report’s key findings are as follows:
• There is an open and transparent approach to safety and a system
in place for reporting and recording significant events;
• Staff understood and fulfilled their responsibilities to raise concerns
and report incidents and near misses;
• Data showed that outcomes for patients at this practice were
similar to outcomes for patients locally and nationally;
• The practice must provide a risk assessment with timescales for
summarising new patients records, this is due to a nearby practice
closing;
• The practice should ensure that staff are not allowed to work
before a Disclosure and Barring Service check has been
undertaken or a risk assessment completed to evidence why a
DBS check was not carried out.
The full inspection report can be downloaded from the CQC website:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAF2839.pdf
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5.2.3 Earle Road Medical Centre – Overall Rating ‘Good’
Earle Road Medical Centre underwent a comprehensive inspection on
19th April 2016 and was rated overall as ‘Good’. Key findings from the
inspection report are summarized below:
• Staff assessed patients’ needs and delivered care in line with
current evidence based guidance;
• Patients said they were treated with compassion, dignity and
respect and that they were involved in their care and decisions
about their treatment;
• Patients said they found it easy to make an appointment with a
named GP and there was continuity of care, with urgent
appointments available the same day;
• There was a clear leadership structure and staff felt supported by
management. The practice proactively sought feedback from staff
and patients, which it acted on;
• The practice should provide written information in different
languages to meet the profile of the patient population.
The full inspection report can be downloaded from the CQC website:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAE6124.pdf
5.2.4 Walton Village Medical Centre – Overall Rating ‘Requires
‘Improvement
The CQC inspection of Walton Village Medical Centre took place on 25th
April 2016 which resulted in an overall rating of ‘Requires Improvement’.
The practice was rated as ‘Good’ for ‘Safe’ and ‘Caring’ but received
‘Requires Improvement’ against ‘Safe’ and ‘Well Led’. Key findings
across the main areas inspected are as follows:
• The practice nurse had retired and the practice had struggled to
recruit a new nurse for over 12 months and had relied on local
community nursing teams. A new nurse had joined the practice on
the day of the inspection;
• The practice premises were in need of refurbishment but plans
were on hold as the practice was in the process of exploring
options to move to new premises;
• The practice had recently employed a cleaning company but no
monitoring systems or risk assessments were in place to ensure
national guidance for cleaning of premises was being followed;
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• No infection control audits had been completed since 2013;
• Patients said they were treated with compassion, dignity and
respect and they were involved in their care and decisions about
their treatment.
The full inspection report can be downloaded from the CQC website:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAF2541.pdf
5.2.5 Townsend Medical Centre – Overall Rating ‘Good’
An announced comprehensive inspection was carried out at Townsend
Medical Centre on 5th May 2016. Overall the practice was rated as
’Good’ with the same rating applied across all areas of inspection. Key
findings across the areas inspected are as follows:
• Systems were in place to mitigate safety risks including analysing
significant events and safeguarding;
• Patients said they were treated with compassion, dignity and
respect and they were involved in their care and decisions about
their treatment;
• The practice sought patient views about improvements that could
be made to the service; including having a PPG and acted, where
possible on feedback;
• Many of the staff had worked at the practice for a long time and
knew the patients well. Staff worked well together as a team and
all felt supported to carry out their roles;
• The practice needs to update patient’s information for complaints
to include who the patient should contact if they are unhappy with
how the practice dealt with their complaint.
The full inspection report can be downloaded from the CQC website:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAF3069.pdf
5.2.6 Picton Green Medical Centre – Overall Rating ‘Good’ (reinspection – Initial inspection October 2014)
The CQC carried out an announced comprehensive inspection at the
practice on the 1st October 2014 and at the time the practice was rated
as ‘Good’. However, breaches of a legal requirement in relation to
staffing and recruitment were also found during the course of the
inspection and the practice subsequently had to provide written
assurances to the CQC describing how they would meet the specific
legal requirements set out in the Health and Social Care Act (HSCA)
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2008. A focused review of Picton Green was conducted on 5th May 2016
to check whether the practice had completed the improvements
identified. Key findings across the focussed areas inspected are as
follows:
• All staff had been DBS checked;
• Staff files were updated with photographic identification and
contact details;
• Staff files also included an up-to-date employment contract for
each staff member;
• All staff had received infection control training;
• Patient Group Directives (PGD) were well managed to ensure the
safe administration of relevant medicines by appropriately qualified
staff;
• The practice had obtained an Oxygen cylinder and all practice staff
had been trained to access the Oxygen cylinder.
The full inspection report can be downloaded from the CQC website:
http://www.cqc.org.uk/sites/default/files/new_reports/AAAF4967.pdf

6. SUSTAINABILITY - CCG FINANCIAL POSITION
The Financial Strategy for 2016/17 to 2020/21 was presented to the
Governing Body in June 2016. The strategy described the next steps to
support the continued achievement of the Healthy Liverpool Programme,
NHS England business rules and financial balance across the wider
health economy. This includes:
• Further development of the Finance and Effectiveness Plan;
• The Cheshire & Merseyside Sustainability and Transformation
Plan (STP) was submitted to NHS England on 30th June;
• Focus on internal financial management to avoid in year
overspends, and to identify emerging financial risks to facilitate
early mitigation;
• Finance Business Partnering – Provision of refreshed financial
reporting including a detailed Finance Report for Governing Body
from Quarter 2 2016/17; financial training; information, analysis,
and objective challenge to ensure rigour in evaluating financial
options and decisions.
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The CCG total allocation was £862.1m at 31st May 2016. The summary
financial position as at 31st May 2016 is set out below:

The accounts for the month ended 31st May 2016 showed a surplus
position of £4.5m which is higher than expected and impacted by
phasing requirements of NHS England in relation to the required
uncommitted 1% non-recurrent reserve. A detailed review of all current
and future costs is ongoing. At this stage there are no significant risks to
the achievement of the position detailed in the Financial Strategy paper.
Better Payment Practice Code targets (BPPC)
The BPPC target has been achieved by invoice number and value for
both NHS and Non NHS invoices for the two months ended 31st May
2016.

Percentage of Non-NHS invoices paid
within target
Percentage of NHS Invoices paid
within target

May 16
Number

May 16
£000
93.88%

Year to
date
Number
97.03%

Year to
date
£000
96.29%

96.05%
73.91%

99.24%

85.14%

99.51%

During May 2016 a number of smaller value NHS invoices were paid
outside the required 30 days. The reasons for this have been
investigated and it is expected that performance will improve in future
months.

7. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
This section is not applicable to the CCG Corporate Performance
Report.
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8. DESCRIBE HOW THIS PROMOTES FINANCIAL SUSTAINABILITY
The report provides evidence of the progress being made across the
health economy in terms of CCG and local provider performance against
NHS Constitutional/National Indicators and Outcomes Measures. The
report highlights whether local providers are contributing to overall
financial sustainability by measuring performance against activity,
quality, value for money and individual contractual requirements.

9. CONCLUSION
Where performance is at variance to plan action is underway with Trusts
to deliver corrective action to improve performance with contractual
levers utilised to support improvements. These improvements are
actively led by CCG Clinicians.

Stephen Hendry
Senior Operations & Governance Manager
5th July 2016
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Appendix 1: CCG Corporate Performance Dashboard (Month 2 – 2016/17)
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Appendix 2: Provider Performance Dashboard (Month 2 – 2016/17)
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Report no: GB 50-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
GOVERNING BODY
TUESDAY 12th JULY 2016
Title of Report

Corporate Risk Register Update (July 2016)

Lead Governor

Professor Maureen Williams

Senior
Management
Team Lead
Report Author

Ian Davies, Chief Operating Officer

Summary

The purpose of this paper is to update the
Governing Body on the changes to the
Corporate Risk Register for July 2016

Recommendation

That the Governing Body:
 Notes the risks (CO42b, CO46, CO34,
CO55, CO52 and CO53)
recommended for removal from the
Corporate Risk Register;
 Notes the three new risks added to the
Corporate Risk Register (CO57, CO58
and CO59);
 Satisfies itself that current control
measures and the progress of action
plans provide reasonable/significant
internal assurances of mitigation, and;
 Agrees that the risk scores accurately
reflect the level of risk that the CCG is
exposed to given current controls and
assurances.

Joanne Davies, Corporate Services
Manager (Governance)
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Relevant
standards/targets

The Health and Social Care Act states that:
“The main function of the governing body
will be to ensure that CCGs have
appropriate arrangements in place to ensure
they exercise their functions effectively,
efficiently and economically and in
accordance with any generally accepted
principles of good governance that are
relevant to it.”
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CORPORATE RISK REGISTER UPDATE (JULY 2016)

1.
PURPOSE
The purpose of this paper is to highlight updates and amendments to the
CCG’s Corporate Risk Register and the key organisational
responsibilities for the mitigation of risks to the delivery of strategic,
quality, performance and financial objectives for the financial year
2016/17 and risks carried over from the financial year 2015/16.

2.
RECOMMENDATIONS
That the Governing Body:
 Notes the six risks (CO42b, CO46, CO34, CO55, CO52 and
CO53) recommended for removal from the Corporate Risk
Register;
 Notes the three new risks added to the Corporate Risk Register
(CO57, CO58 and CO59);
 Satisfies itself that current control measures and the progress of
action plans provide reasonable/significant internal assurances of
mitigation, and;
 Agrees that the risk scores accurately reflect the level of risk that
the CCG is exposed to given current controls and assurances.

3.

BACKGROUND

NHS Liverpool CCG aims to achieve its overall objectives, ambitions and
maintain its reputation via effective and robust risk management
procedures. As a public body, the CCG has a statutory commitment to
manage any risks that affect the safety of its employees, patients and its
commissioned, financial and business services by adopting a proactive
approach to the management of risk.
The Corporate Risk Register is a structured framework underpinned by
concepts of effective governance and other systems of internal control
that enable the identification and management of acceptable and
unacceptable risks. Opportunities for improvement in controls and
assurances are translated into action plans under specific named
lead/managerial control so that monitoring, tracking and reporting can be
supported, with clear target dates and milestones identified where
appropriate.
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OVERVIEW OF THE CORPORATE RISK REGISTER: JULY 2016
As at 5th July 2016 a total of 25 risks are included in the CCG’s
Corporate Risk Register (19 when discounting those risks recommended
for removal). The CCG’s risk profile (low – extreme) is summarised
below:

Risk
Category
Extreme
High
Moderate
Low

Score Range
15-25
8-12
4-6
1-3

Total
Risks
5
12
2
0

Change
+/-1
-3
-1
0

Analysis of the direction of travel for risks since the last Governing Body
update in May 2016 can be summarised as follows:
▲
▼
►

Risk increased
Risk reduced
No change (static)
New risks
Total

Total
1
4
11
3
19

4.1 Overview of ‘Extreme’ Risks as at 5th July 2016
A total of five risks currently carry residual score ranges of 15-25,
placing them in the ‘Extreme’ category of risk against achievement of
CCG objectives. These are:CO24a – Safe and effective delivery of health services by Liverpool
Community Health (LCH) to meet commissioning requirements
Residual Risk Score 15
Trajectory ► Review Date: Aug 2016
A CQPG (Clinical Quality Performance Group) meeting focused on
locality reports has taken place with the aim of understanding specific
issues in relation to localities and their governance processes /
arrangements. This is primarily to ensure robust governance throughout
the transition period in addition to assurance of strong leadership at an
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organisational level to manage the transition. The Liverpool Community
Health action plan continues to be routinely monitored by the CPQG
where progress with the plan has been noted.

CO35 – ‘Red’ rating Failure of Aintree Hospital to meet the 4hr AED
target in 2015/16
Residual Risk Score 16
Trajectory ► Review Date: Aug 2016
This risk ultimately came to realisation with the Trust failing the year-end
95% 4hr A&E standard in 2015/16. The risk now is that this will not be
achieved in 16/17. A four day rapid improvement event for the North
Mersey Health Economy was held between 10th and 13th May 2016 (led
by NHS Improvement) with the aim of improving patient flow across the
system and reducing delayed discharges of care (which are fundamental
to achieving a sustainable improvement in 4 hour performance). From
this event, six main work streams of action were agreed:
•
•
•
•
•
•

Single assessment of need including social circumstances;
Integrated assessment teams;
Wards & board rounds;
Discharge to choice / transfer of care policy;
Single point of contact (SPOC) and;
Discharge to assess / home first.

The next steps consist of further intensive work to finalise and take
forward the action plans supported by the establishment of a PMO
structure and with 30, 60 and 120 day follow up sessions. This important
piece of work will report into the North Mersey System Resilience Group
and the Royal and Aintree catchment sub-groups.
In terms of A&E performance trajectories for 2016/17, South Sefton
CCG (as the lead commissioner for Aintree Hospital) is working with
Aintree Hospitals, NHS Improvement and Liverpool CCG (as associate
commissioner) to come to an agreement on trajectories for the financial
year.

Page 5 of 8

81

CO36 – ‘Red’ rating Service Pressures across North Mersey
Residual Risk Score 16
Trajectory ► Review Date: Aug 2016
The formal 'Winter Debrief’ session was held in May 2016, with a
number of North Mersey health economy actions agreed. Key actions
from the debrief process have included the development of the new
Emergency Management System (EMS) monitoring tool (for
implementation by September 2016) and the development of ‘whole
system’ escalation triggers.
Preparations for Winter 2016/17 will
commence in August 2016 and the key learning outcomes from the May
debrief session will be fed into the planning process. System
performance continues to be monitored via monthly Governing Body
Corporate Performance Reports and exception reporting.
CO29 – ‘Red’ rating Failure of Royal Liverpool Hospital to meet the
4hr AED target in 2015/16
Residual Risk Score 16
Trajectory ► Review Date: Aug 2016
Similar to CO35, this risk came to realisation with the Trust failing the
year-end 95% 4hr A&E standard. In terms of focus on 2016/17 AED
performance, as summarised for CO35 the four day rapid improvement
event for the North Mersey Health Economy held between 10th and 13th
May (led by NHS Improvement) resulted in six main work streams of
action to support the local system in delivering the 4hr A&E target.
The next steps consist of further intensive work to finalise and take
forward the action plans supported by the establishment of a PMO
structure and with 30, 60 and 120 day follow up sessions. This important
piece of work will report into the North Mersey System Resilience Group
and the Royal and Aintree catchment sub groups.
NHS England has stated that the target for the access to AED will
continue to be set 95% as per NHS Constitutional rights. However, NHS
Improvement has agreed a lower target of 89% with The Royal Liverpool
2016/17 to support the stabilisation of operational performance. The
CCG has received the AED recovery trajectory for 2016/17 based on the
89% target set by NHSI. Assurance is being sought from both NHS
England and NHSI to ensure that constitutional rights for Liverpool
patients are not hindered and clarity of what the recovery trajectory
should be aiming to achieve.
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CO41a – Primary Care Support Services that have been contracted
out to Capita
Residual Risk Score 16
Trajectory ▲ Review Date: Aug 2016
Following the award of the PCSS contract to Capita the CCG had been
aware of a number of issues experienced by local GP practices with
overall service delivery. As the Primary Care Support Service is
commissioned by NHS England the CCG cannot directly attempt to
resolve the issues being experienced. Although the ‘management’ of the
risk sits largely outside of the CCG’s control, the impact of sub-optimal
PCSS on the effective and efficient delivery of primary medical care in
Liverpool has to be recognised. A decision has therefore been made for
this particular risk to remain on the Corporate Risk Register; this will
enable the CCG to monitor progress and seek assurances from NHS
England where issues with PCSS continue to be reported to the CCG
individually by our local practices and collectively via the Local Medical
Committee.

4.2 Risks recommended for removal by the Governing Body
Six risks are recommended for removal by the Governing Body as at 05
July 2016. These are:
• CO42b – Full APMS procurement has commenced and this will
now be part of routine monitoring with reporting to the Finance and
Procurement Committee as per normal procurement procedures.
• CO46 – From 1st April 2016, practices are contracted to deliver
childhood vaccination and immunisation. The transition of this to
primary care is now complete and monitoring processes are in
place. Monitoring will continue during 2016/17 through the GP
Spec.
• CO34 – Alder Hey has delivered against the 92% 18 weeks
Referral to Treatment (RTT) target in every month during 2015/16.
• CO55 – Following the move to the new hospital, the
implementation of Meditech and elective activity performance,
Alder Hey is currently maintaining performance at 95.7%.
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• CO52 and CO53 – Due to the similarities in the risk descriptors
and controls, risks CO52 and CO53 have now been merged and
show as a new risk numbered CO59.

5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)

This section is not applicable.

6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

Effective and robust risk management arrangements (and clear
mitigation strategies) support the CCG’s delivery of statutory Financial
Duties and the 2016/17 Financial Plan.

7.

CONCLUSION

The Corporate Risk Register continues to be monitored on a monthly
basis. Action plans put in place against each risk identified are reviewed
monthly by the appropriate sub-committee of the CCG Governing Body
with first-line assurance of controls and actions conducted by the Senior
Management Team on a bi-monthly basis. Strategic risks to corporate
objectives are monitored on a monthly basis by the Senior Management
Team. Where legal issues arise from individual risks the Corporate Risk
Register will include plans to mitigate them. There are no inherent legal
implications associated with the Corporate Risk Register in July 2016.
Joanne Davies
Corporate Services Manager (Governance)
5th July 2016.
Ends
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LIVERPOOL CCG: CORPORATE Risk Register June 2016 (July 2016 GB)

Ref

Organisational
Values &
Objectives

Date Entered Objective

Version: v2.0

Description of Risks Current Controls

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

1

5

5

KS, TJ

On going

Jul-16

►

2

4

8

DA

Ongoing

Aug-16

NEW RISK

STRATEGIC RISKS
CO19

CO58

To maximise
value from our
financial
resources and
focus on
interventions
that will make a
major difference

Minimising
delayed transfers
of care and
enabling people
to live
independently at
home is one of
the desired
outcomes of
social care.

85

01/12/2013 To agree with
Liverpool City
Council the
'Better Care
Fund' (formally
Integration
Transformation
Fund) for 2016 /
2017, including
individual
schemes,
outcomes and
performance.

To improve the
ability of the whole
system to ensure
appropriate
transfer from
hospital for the
entire adult
population. It is an
important marker
of the effective
joint working of
local partners, and
is a measure of the
effectiveness of the
interface between
health and social
care services.

Failure to agree
with the City
Council the
investment
schedule and
associated
outcomes, including
the performance
element of the
Fund, threatening:
'retention' of the
BCF resources in the
City; service delivery
and continuity; and
relations with the
City Council

Section 75 agreement in Joint governance and 2
place with LCC
delivery systems
established to oversee
Negotiations with LCC the delivery of the BCF
led by the Chief Finance under leadership of
Officer, regular updates the Health and
to SMT and, briefings to Wellbeing Board.
Governing Body.
2016/17 BCF
Review of audit findings Submission (inc
Narrative Plan)
on the need (if
approved by Health &
required) for an
Wellbeing Board on
individual schedule /
29/04/2016 and
Partnership
arrangement in addition submitted to NHS
to the S75 agreement. England on
03/05/2016.

5

Failure to reduce delayed
transfers of care and
improve pathways out of
hospital. Increased waiting
times and increasing risk of
higher needs as a result.
Increased strain of bed
management in Acute and
Non Acute trusts. The four
key contributors to delays
are RLBUH, UHA, LCH and
Merseycare. The impact of
LCH on adult social care
delays is significant
accounting for just under
40% of the total bed days
delayed. This increased
volume for a single provider
accounts for 56% of the
overall increase in delays for
Liverpool since 2014/15.

Monthly and quarterly
updates on statutory /
BCF measures in line
with North West sector
led improvement
framework.
Daily / Weekly coordination across health
and social care to
actively manage
delayed discharges.
Improved rates for
home care providers for
reablement services.

4

Key national measure 3
within the better care
fund.
The recent 2016
submission for the BCF
target put forward a
proposal to account
for a predicted
increase in delays.
Based on projected
growth in recorded
delays during 2016/17
to 2017/18 the relative
target is set to
mitigate a 6% growth
in delays and improve
by a further 5% on
current volumes.

10

Y

The BCF was presented to the Governing Body at
the formal meeting in May; the joint finance group
has been established and the review of 2016/17
expenditure is being progressed. (Update from ID
23/05/2016)

Progress since
last update

Progress against the 2016/17 relating to assurance
from NHSE as to the robustness and effectiveness
of the 16/17 BCF plan as well as the proposed
methodology for reviewing the BCF will be
discussed and agreed at the next JCG on 22 June.
(Update from DA 14/06/2016)

12

Y

Whole system review of discharge pathways and
integration in the lead up to the launch of "Home
First" initiative.
Increased capacity in the reablement and
rehabilitation services. (Update from DA
24/06/2016)

1

Ref

CO24b

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

01/11/2015 To secure a
smooth
transition of
services currently
provided by LCH
to a new
provider(s) by no
later than
01/04/2017 as
part of a
transactional
process led by
NTDA.

Description of Risks Current Controls

Uncertainty of
future service
provision as a
consequence of
withdrawal from the
FT pipeline and the
need to transact
services to a new
provider(s) by
01/04/2017

CCG is represented on
the LCH Transaction
Board (led by NHS
Improvement who has
responsibility for
oversight and delivery of
the transactional
process.

Assurance in Controls

L

CCG Chief Officer, Chief 4
Finance Officer and
Community Programme
Director are full
members of the TDA led
Transactional Board.

Oversight by SMT Task
and Finish Group for
NHSI has in place an
the future needs of the
operational risk register CCG (taking into
for transaction process. account
Processed to
HLP)Community).
transact core
Transaction PMO in
bundle services to place. Engagement from Draft award /
another body is not all key stakeholders.
procurement process
achieved by
compliance oversight
deadline.
by CCG Finance,
Procurement and
Procurement
Contracting Committee

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register
5

20

Y

L

C

Residual
Risk
(score)

Lead
Officer

Core Services Transaction has entered Stage 3
2 - Response From Providers with bids to be
submitted by 31st August 2016 and
evaluation by commissioners and NHS
Improvement and award by end October
2016.

4

12

TW

Completion Review
Date
Date

Monthly
review

Aug-16

Progress since
last update

►

Relevant officers engaged from within the
CCG. Non-Core Services await the
completion of the LCH Separation Plan to
enable clear identification of finances and
assets as part of each service before
engagement with potential new providers.
(Update from TW 15/06/2016)

process for noncore bundled
services not
completed in time
for deadline.

86

2

Ref

Organisational
Values &
Objectives

Date Entered Objective

QUALITY & SAFETY

CO24a

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

01/11/2015 Delivery of
commissioned
services to
patients by
Liverpool
Community
Health meets
commissioning
requirements
(service and
quality)

Description of Risks Current Controls

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Provider unable to
deliver safe and
effective services to
local residents
(concerns raised in
CQC Inspections in
Oct 13 and May 14)

CPQG, reporting to
Governing Body and
Chief Officer; regular
reporting through
Regional Quality
Surveillance
arrangements

4

4

CCG Collaborative
Forum established with
other commissioners of
services from LCH
CCG continues to gain
assurance against the
delivery of the service
improvement plans and
resolution of specific
quality/safety issues
through established
control mechanisms.

Trust remedial actions
monitored and
followed up through
the regular Clinical
Quality and
Performance meetings
- exception reporting
to QSOC & Governing
Body.
NHSI Transition Board
has set up a Quality
Oversight Group to
ensure quality is not
compromised during
transition process

87

16

N

L

C

Residual
Risk
(score)

Lead
Officer

Specific risk re: Speech & Language Therapy 3
Service - LCCG has approved approximately
£430K to support SALT waiting list
reduction. Review of current service
delivery model in progress which will inform
new service model. (Update from JL
06/04/2016)

5

15

JL

Completion Review
Date
Date

Monthly
review via
CPQG/ QSG

Aug-16

Progress since
last update

►

CQPG meeting focussed on locality reports
to understand specific issues in localities;
governance to ensure good governance
through transition and leadership at an
organisational and locality level through the
transition. In addition, assurance require re
current model of medical leadership in light
of recent loss of postholder.
CQC Action Plan is routinely monitored and
through CQPG progress continues. Health
visitor issue of apparent lack of engagement
in safeguarding processes is being jointly
managed by commissioners and LSCB with
improvement noted. (Update from JL and
KL 24/05/2016)

3

Ref

C038

Organisational
Values &
Objectives

Date Entered Objective

To hold providers 09/12/2014 Delivery of
of commissioned
commissioned
services to
services to
account for the
patients by
quality of
Liverpool
services
Women's NHS
delivered
Trust meets the
required
standard in terms
of quality &
safety in
compliance with
safeguarding
standards

88

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Exception reporting
from QSOC to
Governing Body;
Chief Nurse Update
standing agenda item
for all Governing Body
Meetings ;
Regular monthly
meetings with LWH
shows progress in
addressing the issues:
new head of
safeguarding in post
with support staff and
Safeguarding
supervision provided to complete review of
systems, processes
the Head of
and governance re
Safeguarding via the
safeguarding
CCG

5

4

Description of Risks Current Controls

The Trust had an
overall Red RAG
rating on
Safeguarding
Standards during
the last 3 quarters
of 2013/14
contractual year.

On-going reporting to
CQPG;
Reporting by CCG
Safeguarding Service
into QSOC;
Trust required to report
against safeguarding
KPIs on a quarterly basis
to the CCG Safeguarding
Team with remedial
actions agreed by
group.

20

Y

LCCG / safeguarding service continue to
work closely with the Trust to sustain
improvement trajectory.

L

C

Residual
Risk
(score)

Lead
Officer

3

3

9

JL

Completion Review
Date
Date

On-going

Jul-16

Progress since
last update

►

Trust improvement continues just as
support to Trusts will continue.
Safeguarding Quality Review planned for
Trust in June 2016. (Update from JL
06/04/2016)
Quality review planned for July 2016.
Monitoring continues via CQPG and support
and challenge via designated nurse being a
member of the LWH Safeguarding
Assurance Group. LSCB also considering
potential need for escalation of concern
with this Trust. (Update from JL and KL
24/05/2016)

4

Ref

C039

Organisational
Values &
Objectives

Date Entered Objective

To hold providers 09/12/2014 Delivery of
of commissioned
commissioned
services to
services to
account for the
patients by Alder
quality of
Hey Children's
services
Hospital NHS
delivered
Foundation Trust
meets the
required
standard in terms
of quality &
safety in
compliance with
safeguarding
standards

89

Description of Risks Current Controls

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

The Trust had an
overall Red RAG
rating on
Safeguarding
Standards during 3
quarters of 2013/14
contractual year.

Exception reporting
from QSOC to
Governing Body;
Chief Nurse Update
standing agenda item
for all Governing Body
Meetings ;
Safeguarding
supervision provided
to the Head of
Safeguarding via the
CCG Safeguarding
Service Leads.

4

4

On-going reporting to
CQPG;
Reporting by CCG
Safeguarding Service
into QSOC;
Trust required to report
against safeguarding
KPIs on a quarterly basis
to the CCG Safeguarding
Team with remedial
actions agreed by
group.
Contract Performance
Notice issued to Trust in
October 2015

16

Y

Senior leadership regarding safeguarding at
an organisational level is now evident and
improvement continues. Review of Q1
2016/17 data and outcome will inform
whether Contract Performance Notice can
be closed. (Update from JL 06/04/2016)

L

C

Residual
Risk
(score)

Lead
Officer

1

4

4

JL

Completion Review
Date
Date

Post Q1
16/17

Jun-16

Progress since
last update

▼

Through contractual processes (contract
performance notice issued) Alder Hey have
now achieved full compliance for all levels
of adult and children safeguarding training.
This will be monitored in 2016/17 via the
SDIP element of the contract for 2016/17.
(Update from JL and KL 24/05/2016)

5

Ref

CO45

Organisational
Values &
Objectives

To maximise
value from our
financial
resources and
focus on
interventions
that will make a
major difference

90

Date Entered Objective

16/04/2015 Mental Health
Access Waits waiting time
standards
for people
entering a course
of treatment in
adult IAPT
services.

Description of Risks Current Controls

The waiting list that
transferred from Inclusion
Matters Liverpool to Talk
Liverpool has not been
addressed. There remains
a significant number of
patients awaiting second
treatment. This impacts
on LCCG's waiting time
targets and recovery rates.
Waiting time standards
were introduced for IAPT
from 1st April 2016. In
addition the service is not
on target to hit 15% access
for 2016/17.

A contract performance
notice was issued on 28th
September 2015 in respect
of the Talk Liverpool
performance. New patients
/ referrals monitored
against IAPT standards
separately from those on
inherited waiting list to
ensure proportionate
provider delivery against
standard and monitor
progress of recovery plan to
address backlog. Patient
tracking lists implemented
to ensure transparency of
waits and those that will fail
the standard. Remedial
action plan implementation
and impact monitored via
formal contract review
meetings. Despite this the
pace of change has been
slow and the anticipated
impact has not been
realised.

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Monthly contract review
meetings include
monitoring of the action
plan

4

4

Governing Body
oversight and exception
reporting
CCG working
collaboratively with NHSE
regarding the RAP

16

N

L

C

Residual
Risk
(score)

Lead
Officer

Recruitment activity continues and sub3
contract with Listening Ear has been
extended to the end of September 2016.
Access rate for April 2016 was 1.02%
against a local target of 1.21% and recovery
remained static at 31%. In view of this
LCCG has asked for assistance from the IAPT
IST to undertake a diagnostic review of the
service which will look at capacity, demand,
patient flow and clinical pathways. This will
highlight areas for improvement and
development. It is hoped that this will be
completed by mid July 2016. (Update from
TC 14/06/2016)

4

12

JL

Completion Review
Date
Date

Mar-16

Jun-16

Progress since
last update

►

6

Ref

CO51a

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

03/11/2015 Effective
provision of
nursing home
beds to the
residents of
Liverpool

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Continued adoption
and refinement of the
fair cost of care
methodology used by
Liv City Council and Liv CCG LCC

5

4

Description of Risks Current Controls

Professional revalidation
required of nurses
including those working
in the care home sector.

Current nursing home bed
availability is updated and
shared across the system
(Liverpool) on a daily basis.

are working to understand
capacity required in
Liverpool, and how to
effectively commission this.
Joint Director of Integrated
Commissioning in post to
support this joint working.
New Residential Nursing
contract out to the market,
this will improve capacity
across the system
Bed capacity reported to the
joint Quality Assurance &
Safeguarding Committee
(QASSI)

91

20

N

There is a need to establish a more
streamlined process for understanding real
time capacity and pressures

L

C

Residual
Risk
(score)

Lead
Officer

2

4

8

DA

Completion Review
Date
Date

Ongoing

Aug-16

Progress since
last update

▼

Work continues between CCG and LCC to
understand how to commission numbers
and type of beds required in Liverpool.
(Update from JL 06/04/2016)
Improved position: there are 41 nursing
beds available out of 889 (4.6%) at 27th
June compared to original position of <2%
availability. Capacity issues will limit
patient choice, delay discharge from Acute
Care, and increase the demand on
community resources support into nursing
home beds. The average length of stay in a
nursing home bed is 3 years.
Plan to increase capacity in the residential
market by investing in 3 LCC 50 bed
accommodation units. (Update from MU
27/06/2016)

7

Ref

CO51b

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

03/11/2015 Quality of
provision in some
care homes is
variable. A
number of homes
are closed to
admissions to
enable quality
improvements to
take place.

Description of Risks Current Controls

Assurance in Controls

Adult safeguarding board has
Quality of provision is
variable leading to poor oversight of the work to
improve outcomes.
outcome for some
residents.
Internally - developing a
'CQPG' approach to care
home.

Nursing Home
5
integrated dashboard
will create a single
point of access for
information and to
highlight early warning
signs and areas of
concern.

Monthly Joint Quality
Assurance Group (QASSI)
includes CCG, CQC, LCC, and
relevant clinicians (designated
safeguarding team) ensures all
information around quality of
care homes is centralised and
shared. This includes a
robust escalation route
ultimately de-registering
homes who continue to
compromise quality
standards.
QSG has established a Care
Homes Group to look at this.
Care home quality report
produced and reported to the
CCG QSOC committee (quality
sub committee of CCG) each
month

92

Further development
of the performance
dashboard to
maximise the
intelligence and
information available
to commissioners,
providers and the
general public.

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register
4

20

N

Development of intermediate care pathways to
prevent admission to permanent / temporary
care.

L

C

Residual
Risk
(score)

Lead
Officer

3

4

12

JL

Completion Review
Date
Date

Ongoing

Aug-16

Progress since
last update

▼

LCCG has purchased toolkit to assist nurses to
revalidate which will be marketed through the
City Centre care home forum.
More robust assessment processes being
implemented.
Joint project group developing long term care
home strategy to shape the future market to
ensure sustainability of care home market.
Developing new care home clinical model in
order to prevent closure due to poor quality and
relocation of residents.
Work with the sector to improve recruitment,
retention and training of care and nursing staff
Work with partners to improve existing estate
and identify opportunities for new developments
to meet current gaps in both the standard older
people market and the specialist residential and
nursing market.

8

Ref

Organisational
Values &
Objectives

Date Entered Objective

PRIMARY CARE
CO41a

To hold providers 27/01/2015 Effective
of commissioned
provision of
services to
commissioning
account for the
support services
quality of
to the CCG and
services
primary care
delivered
contractors.

Description of Risks Current Controls

Primary Care
Support Services
Contract was
awarded to Capita
in September 2015.
This contract
represents major
transformation to
the delivery of
primary care
support services.

Standing agenda item for
Finance, Procurement &
Contracting Committee
and Primary Care
Commissioning
Committee

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Limited assurance on
control measures due
to uncertainty in terms
of gaps.

3

3

9

N

Minutes of committee
meetings & exception
reporting to Governing
Body

To maximise
27/01/2015 To accept from
value from our
NHS England
financial
delegated
resources and
responsibility for
focus on
the
interventions
commissioning of
that will make a
primary care
medical services
major difference.
To hold providers
of commissioned
services to
account for the
quality of
services
delivered

93

That the CCG
acceptance of
delegated authority
to commission
primary care
medical services
progresses without
a full and proper
due diligence
exercise to assess
the potential risks
including financial,
staffing and any preexisting liabilities to
the detriment of the
CCG.

Primary Care Team and
Finance Team
strengthened in
anticipation of increased NHS England awarded
workload.
contract (22 Jun 2015)
to Capita to establish a
Formal meetings in place
'single provider
between LCCG Finance
framework' for primary
and NHS England Finance
care administrative
Teams to discuss
support functions
provision of financial data

Transition Group in
place with approved
Terms of Reference and
meeting on weekly
basis.
Primary Care CoCommissioning
Manager in post

Exception reporting to
the Governing Body
through Transition
Group and Primary
Care Commissioning
Committee

C

Residual
Risk
(score)

Lead
Officer

4

4

16

AO / CM

Transition complete. Quarterly meetings to 2
continue between LCCG and NHSE to
address any issues that may arise. SLA to
be developed by the end of June 2016 to
ensure accountability and responsibility of
key areas are clear. (Update from CM
16/06/2016)

2

4

KS / TJ

Transformation timetable has been produced by Capita
demonstrating significant challenges to delivery of
services post April 2016. Additional representation
sought from health watch and member practices to
attend local stakeholder forum to ensure local issues are
raised at a national level.

Completion Review
Date
Date

Ongoing

Progress since
last update

Aug-16

▲

Aug-16

▼

Capita Regional Manager attended Practice Manager City
Wide Event. LMC circulate communications, outlines
changes and support. Liverpool Office remains fully
operational (until end of May 2016) for all services apart
from requesting and ordering supplies.
Payments are being made to practices although issues
concerning aspects of PCSS service delivery have been
raised by practices and the LMC. NHS England have
escalated delivery issues to Capita and will present
briefing paper to Primary Care Commissioning
Committee on 17/05/2016 (Update from AO and CM
03/05/2016)
Payments continue to be made to practices. This is a
service commissioned and provided by NHSE and as such
it is not for the CCG to look to resolve the issues being
experienced with service delivery. (Update from AO and
DR 24/05/16)

LMC, Head of Primary
Care Quality and
Improvement and
Practice Manager
Governing Body leads
on attending local
stakeholder forum
(monthly).

CO42

L

Situation continues to be monitored and issues escalated
to NHSE (Update from CM 16/06/2016)

4

4

16

N

Ongoing

CCG has signed the
Scheme of Delegation
with NHS England and
confirmation
assurances from the
Director of Finance,
NHS England Cheshire
& Merseyside SubRegional team that
there is sufficient
resource.

9

Ref

CO42b

CO46

Organisational
Values &
Objectives

Date Entered Objective

To hold providers 16/04/2015 To accept from
of commissioned
NHS England
services to
delegated
account for the
responsibility for
quality of
the
services
commissioning of
delivered
primary care
medical services

To build
successful
partnerships
which promote
system working
and integrated
service delivery

22/02/2016 Maintain safe &
effective
Vaccination &
immunisation
provision for
local patients

Description of Risks Current Controls

Assurance in Controls

Acceptance of
delegated authority
to commission
primary care medical
services potentially
does not allow for
necessary timescales
for re-procurement
of 12 Liverpool APMS
practices (current
provider SSP) once
contract expires on
31st March 2016.
Risks are that
decision to either
extend or cease the
contract without full
and proper
consultation could
impact negatively on
service delivery to
patients

Standing agenda item on Exception reporting
Primary Care
from PCCC to
Commissioning
Governing Body
Committee

Transfer of Vaccination
& Immunisation
provision to General
Practice could lead to
reduced uptake across
the city as not all
General Practice staff
are adequately trained
or prepared to access
transfer.

Standing agenda item on Primary
Care Quality Committee,
oversight conducted by PCCC

There is also a risk that
"queues" of patients
build up as a result of
capacity issues within
the practices post
transition.
.

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

5

4

20

N

Fortnightly monitoring meetings
with PHE, CCG, LCH, LCC and LMC
to discuss and oversee progress

Training packages for
nursing/admin staff,
mentoring/shadowing
opportunities with HV team,
PNDT support to practices
without a nurse all available to
practices and this support
continues to be available.

Audit of General
Practice preparedness
is now complete.
Delivery of childhood
V&I to be included
within GP spec from
1st April 2016 to
ensure city wide
delivery of routine
vaccination
programme and
support uptake rates
to achieve national
target of 95%

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

Interim providers appointed for all
2
practices. Mobilisation Plans in place
(service commencement from 01/04/2016).

4

8

CM/DR

on-going

May-16

▼

3

6

CM/JL

on-going
though full
transition
should be
complete by
end of
March 2016

May-16

►

Progress since
last update

It is recommended that this risk is now
removed. Full procurement has
commenced, and this will now be part of
routine monitoring with reporting to the
FPC as per normal procurement
procedures. (Update from DR and AO
24/05/2016)

Interim provider policy
successfully
5 practices being
implemented for 7
extended until April
practices which
2017. 7 practices require
interim provider by April evidences strength of
control measure and
2016 and plans are in
level of assurance
place to ensure robust
provider in place by that
date.

Primary Care Quality Team
continuing to work with
Locality/N'hood teams to
quantify risk and establish
capacity gap.

C

APMS full procurement commenced and on
target for 2016/17 completion. (Update
from AP 30/03/2016 and CM 30/03/2016)

Practice contracts

Interim Provider Policy continue to be
has been developed
monitored via normal
approved by the Primary reporting processes
Care Commissioning
Committee (June 2015).

Exception reporting
from PCCC to
Governing Body

L

5

3

15

Y

Practices contracted to deliver from 1st
April 2016 (via the GP Spec and core
contract) so failure to deliver would mean a
re-negotiation of practice funds associated
with this scheme of work.
As at 1st April 16, the transition is
technically complete although the resilience
of practices in delivering sustainably is yet
to be realised. The Active Patient
Management Team (APMT) continues to be
commissioned and there is some project
support in place to monitor queues etc.

2

Monitoring
will continue
throughout
2016/17

As at 1st April 16, the APMT plus project
support is in place. Group meetings are
monthly with continued support from PHE
& NHSE (Update from AW 01/04/2016)
It is recommended that this risk is now
removed from the Corporate Risk Register
as monitoring processes are in place. This
will continue to be monitored through the
GP Spec during 2016/17. (Update from AW
14/06/2016)

94

10

Ref

Organisational
Values &
Objectives

Date Entered Objective

SYSTEM RESILIENCE

CO29

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

01/06/2014 Delivery of the
commissioned 4
hour target in
AED to patients
by Royal
Liverpool &
Broadgreen
University
Hospitals NHS
Trust meeting the
commissioning
requirements
(service and
quality) and
compliance with
TDA
requirements

Description of Risks Current Controls

Failure to meet the
95% 4 hour target in
AED 2016/17,
leading to patients
potentially receiving
delayed care and
treatment.

The CCG continues to work
closely with the Trust and
System Resilience Group in
order to secure
sustainable delivery of the
4hr Target.

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Agreement with NHS
England that RLBUHT
performance can take
into account Walk-in
Centre activity

4

4

16

N

Current Performance for April 2016
Type 1 Performance : 71.5%
ALL Types Performance: 88.8%

L

C

Residual
Risk
(score)

Lead
Officer

5

4

20

ID

1

3

3

JL/DR

Completion Review
Date
Date

Ongoing

Progress since
last update

Aug-16

►

May-16

▼

Rapid Improvement Events
During 10th – 13th May a four day rapid improvement event
for the North Mersey Health Economy was held (led by NHS
Improvement) with the aim of improving patient flow across
the system and reducing delayed discharges of care which are
fundamental to achieving a sustainable improvement in 4 hour
performance. Six main work streams of action were agreed:
• Single assessment of need including social circumstances;
• Integrated assessment teams;
• Wards & board rounds;
• Discharge to choice / transfer of care policy;
• Single point of contact; and
• Discharge to assess / home first.
The next steps consist of further intensive work to finalise and
take forward the action plans supported by the establishment
of a PMO structure and with 30, 60 and 120 day follow up
sessions. This important piece of work will report into the
North Mersey System Resilience Group and the Royal and
Aintree catchment sub groups.

Governing Body
Corporate
Performance Report
provides
updates/assurance on
CCG controls on a
monthly basis
Performance is
monitored via
Contract Review
Meetings on a
monthly basis

Performance Trajectory
NHS England has confirmed that the target for the access to
AED will continue to be 95% as per National Constitution.
However NHSI have agreed with The Royal that a lower target
of 89% can be set for 2016/17 to support the stabilisation of
operational performance. The CCG has received the AED
recovery trajectory for 2016/17 based on the 89% target set by
NHSI. Confirmation is being sought from both NHS England and
NHSI to ensure that constitutional rights for Liverpool patients
is not hindered and clarity of which target the recovery
trajectory should be aiming to achieve.
(Update from AR 23/06/16)

CO34

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

95

29/08/2014 Delivery of RTT
waiting times in
line with NHS
Constitution and
contractual
requirements at
Alder Hey NHS
Foundation Trust

Failure to agree and
implement elective
care operational
resilience and
capacity plan

Elective care
operational resilience
and capacity plan
submitted to NHS
England by the Trust as
required.

Trust plan has been
subject to external
review by the NHS
IMAS Elective
Intensive Support
Team
Governing Body
receipt of monthly
Corporate
Performance Report
provides oversight of
provider performance
and assurances of CCG
controls

4

3

12

N

Alder Hey providing fortnightly updates on
validation. Aiming for completion by the
end of March in line with the action plan
submitted to NHSE.

Ongoing

(Update from AP 30/03/2016)
It is recommended that this risk is
removed as Alder Hey delivered against
the RTT target of 92% of patients not
waiting more than 18 weeks for every
month in 2015/16.

11

Ref

CO35

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

13/10/2014 Delivery of the

Description of Risks Current Controls

Failure to meet the
commissioned 4
95% 4 hour target in
hour target in AED AED 2016/17,
to patients by
leading to patients
Aintree University
potentially receiving
Hospital NHS
Foundation Trust delayed care and
treatment.
meeting the
commissioning
requirements
(service and
quality) and
compliance with
NHS constitutional
requirement

Aintree UHFT is currently
one of 30 Trusts currently
identified by NHS
Improvement as requiring
significant support to
recover by the Regional
Tripartite as well as by
NHSI. .

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Current remedial
action plan monitored
through the formal
contract query
process, Collaborative
Commissioning Forum
(CCF) and by Monitor

4

4

Contract query raised in
2015/16 will continue into NHS England continue
2016/17.
to monitor via 'STAR

Chamber' on a
monthly basis.

16

N

Current Performance for April 2016
Type 1 Performance : 79.8%
ALL Types Performance: 89.5%

L

C

Residual
Risk
(score)

Lead
Officer

5

4

20

ID/JK

Completion Review
Date
Date

Ongoing

Aug-16

Progress since
last update

►

Rapid Improvement Events
During 10th – 13th May a four day rapid improvement event
for the North Mersey Health Economy was held (led by NHS
Improvement) with the aim of improving patient flow across
the system and reducing delayed discharges of care which
are fundamental to achieving a sustainable improvement in
4 hour performance. Six main work streams of action were
agreed:
• Single assessment of need including social circumstances;
• Integrated assessment teams;
• Wards & board rounds;
• Discharge to choice / transfer of care policy;
• Single point of contact; and
• Discharge to assess / home first.
The next steps consist of further intensive work to finalise
and take forward the action plans supported by the
establishment of a PMO structure and with 30, 60 and 120
day follow up sessions. This important piece of work will
report into the North Mersey System Resilience Group and
the Royal and Aintree catchment sub groups.
Performance Trajectory
South Sefton CCG are the lead commissioner for Aintree
Hospital with Liverpool CCG being an associate. South Sefton
CCG is therefore working with Aintree hospital and NHSI to
agree trajectories. Confirmation has been sought from South
Sefton CCG on what has been agreed.
(Update from AR 23/06/16)

96

12

Ref

CO36

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

13/10/2014 Delivery of
Urgent and
Emergency Care
commissioned
services is able to
meet likely
demands

Description of Risks Current Controls

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

Failure to meet
patient demand
leading to a fall in
performance and a
potential adverse
impact upon service
responsiveness and
quality

Oversight of the plans
via the CCG Urgent
Care Team and the
North Mersey System
Resilience Group.

3

4

The CCG and North
Mersey System
Resilience Group (SRG)
continue to monitor
performance closely
and support whole
system cooperation and
collaboration
Additional resources
have been made
available to the local
authority to support
enhanced domiciliary
care.

97

Mersey Internal Audit
Agency (MiAA)
commissioned by CCG
to strengthen
performance
management and
monitoring of winter
schemes in-year.

12

Y

Winter' debrief held on 11th May 2016.
North Mersey economy actions agreed
including implementation of new
Emergency Management System
monitoring tool (Sept 2016) and the
development of whole system escalation
triggers. Performance continues to be
monitored via monthly Governing Body
Performance Reports. (Update from ID
23/05/2016)

L

C

Residual
Risk
(score)

Lead
Officer

4

4

16

ID

Completion Review
Date
Date

Ongoing

Aug-16

Progress since
last update

►

13

Ref

CO55

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

19/02/2016 Delivery of the
commissioned 4
hour target in
AED to patients
by Alder Hey
Children's NHS
Trust meeting the
commissioning
requirements
(service and
quality) and
compliance with
TDA
requirements

Description of Risks Current Controls

Assurance in Controls

Failure to meet the
95% 4 hour target in
AED 2015/16,
leading to patients
potentially receiving
delayed care and
treatment.

Monthly meeting with 5
commissioning CCGs
and Remedial Action
Plan in place with spot
areas to address
current levels of overactivity. LCCG has also
request the Trust
makes affirmative
efforts to invite in the
Emergency Care
Improvement
Programme Team

Commissioning CCGs are
currently meeting with the
Trust monthly on an informal
basis in regard to delivery of
the 4hour Operating Standard.
The Trust has developed a
remedial action plan to address
currently performance issues in
this area since the downturn in
performance last October 2015
when the Trust moved to its
new site albeit there was
evidence of a deterioration in
performance before then
although not as pronounced or
continuous

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

4

3

4

12

20

N

In spite of meeting with the Trust regularly to address the
challenges performance for Year to Date is 90.43%
(19/2/16) with Month to Date at 84.3% and Quarter to
Date at 87.26%. The Trust maintains the 16% increase in
overall Emergency Department activity is attributable to
an increase in Primary Care presentations. LCCG already
commissions a Primary Care presence at Alder Hey from
UC24.

Lead
Officer

ID / JK

Completion Review
Date
Date

Ongoing

Mar-16

Progress since
last update

►

Despite increase in A&E activity, performance at the
Trust has shown some small improvement through
January / February 2016 with an expectation that
performance target will be achieved by end of Quarter 1
2016/17. The CCG continues to work closely with the
Trust to explore what further mitigating actions can be
taken and in particular begin to reverse some of the
growth associated with the opening of the new hospital.
(Update from ID 29/03/2016)
Three main factors appear to have impacted on Trust
performance since June/July 2015 namely the move to
the new build, implementation of Meditech and elective
activity performance. A review of Trust non-elective
pathway is scheduled for Tuesday 5th April. Update from
JK 1/04/2016

It is recommended that this risk is now removed
from the corporate risk register as Alder Hey is
currently performing at 95.7%

98

14

Ref

Organisational
Values &
Objectives

Date Entered Objective

Description of Risks Current Controls

HEALTHY LIVERPOOL PROGRAMME

CO18

CO52

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

01/10/2013 Deliver the
transformation of
health and health
& care services
across the city
through the
Healthy Liverpool
Programme

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

04-Jan-16 Deliver the
transformation of
health and health
& care services
across the city
through the
Healthy Liverpool
Programme

99

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

2

5

10

4

4

16

Failure to delivery
the
transformational
programme; due to
failure to
communicate and
engage with
stakeholders and to
gain understanding
and support for the
programme; which
would lead to a
reputational risk
due to high profile
of NHS change and
reconfiguration
programmes.

Programme Advisory
Board established;
Governing Body
commitment to HLP;
officer-led delivery
group in place;
Additional senior
resource sourced to
manage
communication,
stakeholder
management and
engagement. Clinicallyled settings and
programme groups in
place;

SDC completed and
approved by
Governing Body on
29/09/2015.

The NHS
organisations
involved have
incompatible
organisational,
clinical and financial
interests

HLP Leadership group,
with Provider CEO
membership.
Established
relationships with
regulators ( Monitor/
TDA) and NHS England.

Programme Advisory
Board

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

Y

Planning the engagement requirements for 2
2016/17 is currently underway. This will
need to be reviewed in the context of wider
STP requirements (update from SL / CH
01/07/2016)

5

10

TJ / CH

On-going

Aug-16

►

Y

Cheshire and Merseyside STP footprint
agreed with NHSE, with North Mersey
delivery aligned with HLP and South Sefton
CCG. Work underway to prepare North
Mersey draft plans and investment
proposals for the next five years. (Update
from ID 01/04/2016)

3

12

On-going

Jun-16

►

Progress since
last update

NHS England service
change and
reconfiguration
tracker (formal
assurance process)

MiAA review of
governance
arrangements to
oversee the delivery of
the Healthy Liverpool
programme included
List of Programme roles in CCG Audit Plan
necessary to mobilise
2015/16
produced with
prioritisation of roles
HLP Engagement and
assessed to mitigate
Comms Plan refreshed
risks to delivery.
in January 2015.

Provider organisations
represented on
programme groups.

HLP Leadership Group
HLP Programme Board

4

KS/TJ

It is recommended that this risk is
removed from the Corporate Risk Register.
Risk CO52 and CO53 have been merged
and are shown in this register as risk CO59

Regular reporting to the
Mayoral Commission,
which gave a clear
mandate for the system
to collaborate
effectively, led by LCCG

15

Ref

CO53

Organisational
Values &
Objectives

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

Date Entered Objective

04-Jan-16 Deliver the
transformation of
health and health
& care services
across the city
through the
Healthy Liverpool
Programme

Description of Risks Current Controls

Potential structural
changes in the
health economy
impacts on the
delivery, particularly
the hospitals
programme

Assurance in Controls

Healthy Liverpool
HLP Governance
engagement and
governance enables a
collaborative approach CCG Network
to structural change

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

4

5

3

4

12

CH / TJ

On-going

20

y

Establishment of a provider collaborative to enable a
system wide approach to reconfiguration. Development
of CCG network into Strategic City Region Commissioner
Alliance. NHS sustainability and transformation funding
from 17/18 to drive system wide solutions. The Planning
Guidance issued in December 2015 requires system wide
sustainability and transformation plans (STP).
Discussions underway in January 2016 to determine the
footprint for planning. Consideration being given to
Liverpool City Region as the footprint.

May-16

Progress since
last update

►

Commissioners and Trusts have agreed with NHS England
a combined Cheshire & Merseyside planning footprint for
the STP. As a consequence the proposal to establish a
City Wide Committee in Common is to be reviewed and
reassessed; however the adoption of a "sub footprint"
planning area for North Mersey is compatible and
supportive of the HLP approach. Further guidance and
direction is awaited from NHS England. (Update from ID
10/02/2016).
System commitment to in principle agreement on
organisation form and plans for single service delivery for
June submission of STP.
(Update from CH and SL 30/03/2016)
It is recommended that this risk is removed from the
Corporate Risk Register. Risk CO52 and CO53 have been
merged and are shown in this register as risk CO59

100

16

Ref

CO54

Organisational
Values &
Objectives

To hold providers
of commissioned
services to
account for the
quality of
services
delivered

Date Entered Objective

01-Feb-16 To secure the
future
sustainability and
delivery of safe
and effective
services for
women's health
and neonates.

Description of Risks Current Controls

Assurance in Controls

Service and financial
risks undermine the
sustainable delivery
of services currently
provided by LWH.

Regular oversight and 3
reports to the HLP
Hospital and
Programme Board.
Monitor to undertake
review of the Trust in
response to
application for distress
funding.

Women's health and
neonatal services
remain a high priority
within the HLP.
Future generations
strategy developed by
LWH. Application for
distress funding made
to monitor.

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register
4

12

Y

30-Mar-16

Deliver the
transformation of
health and health
& care services
across the city
through the
Healthy Liverpool
Programme

Failure to meet
Statutory
requirements and
due process

Internal processes to
assess risk regarding
engagement
consultation, equalities
responsibilities and
service reconfiguration.
External NHSE
assurance process.
Relationship and
communication with
Health Select and OSC

HLP Engagement and
Comms Strategy
In-house expertise
around statutory
requirements and
access to advice from
external advisors
Healthy Liverpool
Programme Board

Residual
Risk
(score)

Lead
Officer

3

4

12

TJ / KS

3

4

12

CH

Completion Review
Date
Date

Oct-16

Progress since
last update

Apr-16

►

Aug-16

►

LWH review of services is underway, an options
appraisal process is currently taking place. Preconsultation engagement is planned from 24th June
to 15th August. The pre-consultation business case is
scheduled to be complete 30.09.16. (Update from HM
14/06/2016)

CCG agreed with LWH
to now undertake a
full options appraisal
of the service delivery
options in response to
this case for change.

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

C

To support this work additional support was brought
in to the CCG from 29 March 2016 to facilitate this
work alongside confirmed efforts to make interim
improvements where possible in the care of neonates
requiring surgery and those women with complex
gynaecological cancers.

CCG Governing Body
received and accepted
a strategic case for
change at its formal
meeting held on 8
March 2016.

CO56

Distress funding for 2015/16 granted by Monitor.
Trust expected to agree to further financial assistance
for 2016/17 with the aim of achieving a revised
financial control total. The CCG has reviewed the
Trust's draft future generation strategy business case
and has agreed that a further rigorous options
appraisal as to the future shape and delivery of
services should now be undertaken with a view to
public consultation of a solution in October 2016.

L

3

4

12

Y

Planned Programme of updates to Select
Committee in place and discussions n
collaboration with South Sefton and
Knowsley CCG colleagues to ensure robust
comms and engagement with Select
Committees and OSCs regarding North
Mersey Service reconfigurations.

On-going

Service reconfiguration progress is updated
monthly on the NHS England Service
reconfiguration grid. (Update from SL / CH
01/07/2016)

HLP Leadership Group
Committees in
Common
NHSE Assurance
meetings

101

17

Ref

CO59

Organisational
Values &
Objectives

We accept
responsibility for
our actions. We
make and
support business
decisions
through
experience,
evidence and
good judgement,
and we will
deliver against
our promises

Date Entered Objective

22-Jun-16 Deliver the
transformation of
health and health
& care services
across the city
through the
Healthy Liverpool
Programme

Description of Risks Current Controls

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

The ability of the
local delivery
system to
collaborate and act
as one to deliver the
system plan for
financial & clinical
sustainability

HLP Governance

3

4

Healthy Liverpool
engagement and
governance enables a
collaborative
opportunity to
structural change
Establishment of a
provider collaborative
to enable a system wide
approach to
reconfiguration.
Governance is in place
for a Merseyside LDS
membership group
which is driving a
system Sustainability &
transformation plan
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CCG Network

12

N

Development of CCG network into Strategic
City Region/Commissioner Alliance.

L

C

Residual
Risk
(score)

Lead
Officer

2

5

10

CH

Completion Review
Date
Date

Ongoing

Aug-16

Progress since
last update

NEW RISK

NHS Sustainability and transformation
funding from 17/18 to drive system-wide
solutions
A North Mersey LDS will be agreed at the
end of June 2016. This is aligned to the
wider Cheshire/Mersey STP.
All system partners have agreed the size of
the financial gap (2021). The LDS and the
wider STP has identified the actions delivery
financial balance.
3 trusts have signalled their intentions
around consolidation to support system
delivery. (Update from SL / CH 01/07/2016)

18

Ref

Organisational
Values &
Objectives

Date Entered Objective

Description of Risks Current Controls

Assurance in Controls

L

Failure to deliver
statutory financial
duties
Poor or
inappropriate use of
financial resources
Failure to secure
maximum value for
money in
contractual
arrangements

Monthly Finance
3
report to FPC and GB
Periodic internal audit
reviews on Financial,
Contracting and
Business Intelligence
controls and
procedures.
External audit review
of arrangements for
the production of
statutory accounts includes review of
contracting
arrangements
Financial monitoring
by NHS E - monthly
monitoring reports
BI and contract activity
reporting to FPC

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

Lead
Officer

3

3

3

9

TJ

Completion Review
Date
Date

Progress since
last update

Financial Risk
CO57

To maximise
value from our
financial
resources and
focus on
interventions
that will make a
difference
To meet all
statutory duties

103

24-May-16 To achieve NHS
business rules
and to meet
statutory
financial duties

Development &
approval of financial
plan delivering NHSE
business rules.
Approval of 2016/17
operational financial
plan by the Governing
Body.
Budgets delegated and
accepted by budget
holders .
Financial risk
assessments ;
Contingency reserves
set aside.
Monthly reporting
including variance
analysis; targeted
corrective actions as
appropriate.
Contract negotiation
and monitoring
processes.
Contract Performance
monitoring and
reporting.

9

Y

Development and implementation of cost
containment regime
Rigorous budgetary control.

Ongoing

Jul-16

NEW RISK

Close working between finance, contracts,
BI and provider organisations.
Finance and Effectiveness Plan being
developed for implementation, ongoing
monitoring and reporting.
For provider activity CCG has minimal
control on patient referrals. (Update from
AO and DR 25/05/2016)
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Ref

Organisational
Values &
Objectives

Date Entered Objective

KEY:

Updates to
existing risks in
'blue'

Description of Risks Current Controls

Assurance in Controls

L

Risk score
Risk
Management Actions re gaps in controls
when
C
entered on accepted and assurance or unacceptable risk rating
to register

L

C

Residual
Risk
(score)

Lead
Officer

Completion Review
Date
Date

new risk
Recommended for removal

►
▲
▼

104

Progress since
last update

Risk Unchanged
Risk increased
Risk decreased
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NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
Minutes of meeting held on Tuesday 17TH MAY 2016 at 10am
BOARDROOM, THE DEPARTMENT
Present:
Voting Members:
Dave Antrobus (DA)

Governing Body Lay Member – Patient
Engagement (Chair)
Prof Maureen Williams (MW) Lay Member for Governance/Deputy Chair of
Governing Body
Tom Jackson (TJ)
Chief Finance Officer
Dr Rosie Kaur (RK)
GP Governing Body Member/Vice Chair
Simon Bowers (SB)
GP/Governing Body Member
Jane Lunt (JL)
Chief Nurse/Head of Quality
Cheryl Mould (CM)
Primary Care Programme Director
Nadim Fazlani (NF)
GP Governing Body Chair
Non voting Members:
Moira Cain (MC)
Tina Atkins (TA)
Rob Barnett (RB)
Derek Rothwell (DR)
In attendance:
Tom Knight (TK)
Dr Adit Jain (AJ)
Peter Johnstone (PJ)
Scott Aldridge (SA)
Paula Jones
Apologies:
Katherine Sheerin (KS)
Glenn Coleman (GC)
Sandra Davies (SD)
Sarah Thwaites (ST)
Paula Finnerty (PF)

Practice Nurse Governing Body Member
Governing Body Practice Manager Co-Opted
Member
LMC Secretary
Head of Contracts & Procurement

Head of Primary Care – Direct Commissioning
NHS England
Out of Area GP Advisor
Transformational
Change
Manager
–
Prescribing
Primary Care Co-Commissioning Manager
PA/NoteTaker

Chief Officer
Head of Primary Care NHS England Cheshire
& Mersey
Interim Director of Public Health
Healthwatch
GP – North Locality Chair

Public: 3
PART 1:

INTRODUCTIONS & APOLOGIES
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The Chair welcomed everyone to the meeting and introductions were
made. It was highlighted that the public were in attendance but any
questions they wished to raise needed to be done via the public
Governing Body meeting in writing.
1.1

DECLARATIONS OF INTEREST
RK declared an interest in item 1.3.1 of the agenda being the
merger of two lists formally known as Dr Dharmana and Dr Gerg
on the basis that she worked in one of the practices. It was
agreed that she would leave the meeting for that discussion and
take no part in the decision process.

1.2

MINUTES AND ACTIONS FROM PREVIOUS MEETINGS ON
15TH DECEMBER 2015 & 15TH MARCH 2016
The minutes of the 15th December 2015 meeting and 15th March
2016 were approved as accurate records of the discussions which
had taken place subject to the following changes:
• 15th March 2016 – NF noted that he had declared an
interest in item 4.3 around the future option for delivery of
the APMS practices in Garston and West Speke and had
left the room for the discussion and that this needed to be
documented more clearly within the minutes and under the
declaration of interests. It was agreed that the minutes
would be strengthened to reflect that he had a potential
conflict due to his involvement in the bid and therefore had
left the room while this matter was discussed and took no
part in the decision making process.

1.3

MATTERS ARISING NOT ALREADY ON THE AGENDA –
Verbal
1.3.1

From 15th December 2015 meeting: re item 1.3.4 it was
noted that the action of a detailed paper on premises
being brought to the January 2016 meeting had moved on
and since then the Primary Care Transformation Fund
had taken over and a paper on the Estates Plan of the
Primary Care Transformation Fund had been brought to
the March 2016 meeting.

1.3.2

From 15th March 2016 meeting: DA noted that when
interests were declared in the meeting they needed to be
noted at the beginning of the minutes in the declaration of
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interests section. MW added that there needed to be
specific reference to how they were handled, whether or
not the person in question was required to leave the room,
why this was required and when they came back in.
1.3.3

Action Points from 15th March 2016:
1. Action Point One: CM updated the Primary Care
Commissioning Committee that the Service Level
Agreement between Liverpool CCG and NHS
England for the core functions would not be ready
until the end of June at which point it would come to
the Primary Care Commissioning Committee.
2. Action Point Four: RK noted that the update from
the Primary Care Quality Sub-Committee on 7 Day
Working would come to the June 2016 Primary
Care Commissioning Committee.
3. Action Point Five: CM noted that the issue of
variation in Primary Care was part of the
Performance Report.
Matters Arising Agenda item 1.3.1 Merger of Two Lists
formally known as Dr Dharmana and Dr Gerg (paper
PCCC 04-16 deferred from the 15th March 2016 meeting)
- at this point RK left the room as per the Declaration of
Interest made as per section 1.1 of the agenda.
CM
noted that RK had declared her interest at the March 2016
meeting. The Primary Care Commissioning Committee
members approved the merger of the list and gave
approval to re-procure as one contract as part of the
APMS procurement process. The amended paper was
approved virtually by the Committee members with the
exclusions of RK due to her conflict of interest.
At this point RK re-joined the meeting.

The Primary Care Commissioning Committee:
 Noted the issues raised under matters arising and the
approval of the merger of the lists which were formally Dr
Dharmana and Dr Gerg and re-procure as one contract as
part of the APMS process.
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PART 2:
2.1

UPDATES
PRIMARY CARE QUALITY SUB-COMMITTEE FEEDBACK –
REPORT NO: PCCC 10-16
RK updated the Primary Care Commissioning Committee on what
had been discussed at the Primary Care Quality Sub-Committee
on the 26th April 2016:
• Update given on Locality Leadership Teams/structure.
Locality Leadership Teams had undergone a review. These
teams would now meet quarterly with a clear focus and
priority on quality improvement. All CCG practice leads
would be attending to ensure communication and
engagement at each member practice. The Quality meeting
would match the Primary Care Quality Sub-Committee
dates.
• Workforce – Physician Associate role had been discussed
with a view to the potential of the role to be part of the
sustainability of workforce in general practice and how it
might help support Primary Care Delivery.
• Primary Care Quality Framework had been set up in
2013/14 to improve quality and reduce variation in Primary
Care measured across 46 indicators.
This year 21
indicators had improved:
o Pulse Checks - this had an effect on Cardiovascular
disease admissions.
o More work required around Blood Pressure monitoring
and some of the diabetes indicators.
o Variation was mostly around measuring areas such as
cholesterol, pulse check, ‘flu’ vaccinations – quite
often the numbers involved were small.
o PJ referred to prescribing, in particular antimicrobial
prescribing and the issues around not all information
being available to practices from ICE.
o NF referred to the Physician’s Associate role, CM
noted that she and RK were meeting with Health
Education North West to understand the role better.
MC highlighted again the need to utilise/develop the
existing practice staff skill mix. SB agreed to pick up
the action around downloading key tests from the ICE
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system to support delivery of Key Performance
Indicators in general practice.
The Primary Care Commissioning Committee:
 Considered the report and recommendations from the
Primary Care Quality Sub-Committee
PART 3:
3.1

STRATEGY & COMMISSIONG

UPDATE ON PRIMARY
REPORT NO: PCCC 11-16

CARE

SUPPORT

SERVICES

–

TK presented an update to the Primary Care Commissioning
Committee on the delivery of Primary Care Support Services from
Capita on behalf of NHS England, outlining the mitigating actions
being taken nationally and locally by NHS England.
• Contract had commenced September 2015 with Capita –
the first year had seen the transformation of three areas of
service delivery, multiple site closures and redundancy
programme.
• Transformation Programme Delivery Issues – Customer
Support Centre in Leeds: issues were:
 Unexpected high volumes of calls with equally high levels
of calls abandoned
 A recurring failure to respond to contractor queries in a
timely fashion
 Inadequate resources deployed initially when the
Customer Support Centre first opened
 New systems not working as effectively/efficiently as
envisaged in the design phase
 Inappropriate responses and failure to resolve contractor
queries in some cases.
Mitigating actions had been taken with increased resource
put in place, the position was improving nationally and call
wait times were shortening but locally there was still work to
be done.
• Medical Records: significant issues were still being reported
locally with information governance issues/breaches. An
interim courier service was in place as there had been
problems with the pilot site and the web based portal rollout
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delayed. The issues with the courier gave rise for concern
although Capita were compliant with the Information
Governance Toolkit. These concerns had been raised with
Capita by the Liverpool Local Medical Committee.
• Online Portal and Supplies Solution: work was being done
with the 21 hubs of the courier service across the country
but it did appear that the demand/volume of calls had not
been anticipated. Mitigating arrangements were in place
and supplies were moving but not to the desired levels
according to the national stakeholder group.
Locally
concerns had been raised via the Local Medical Committee,
from CM and from other stakeholders.
• There were also non-transformational work issues such as
payment schedules and pension queries.
With the
scheduled closure of Bevan House at the end of May
assurance needed to be sought from Capita. A Local
Stakeholder Forum was in place and Capita attended the
meetings.
Capita had now fully recruited to their
engagement team.
RB re-iterated the concerns around the closure of Bevan House
(19th May 2016) but acknowledged that the level of complaints he
had been receiving had decreased therefore felt there was some
positive movement. He felt it was good to note the issue of GP
concerns, he had been contacted by Locums with concerns over
payments and pension queries. He also noted that the new
procedures for practices of bagging up and labelling records for
transfer were not part of the existing GP contracts and practices
had had this additional workload enforced on them.
TK
responded that he was still awaiting some clarify on the issues
raised by RB from Capital and NHS England.
MW raised the question of the quality of the procurement process
given the number of issues that had been raised particularly
relating to the transport of medical records. TK responded that
the recovery plans put in place by NHS England Services
Management Team were robust and some improvement was
being seen in some areas but we needed to be confident that they
could deliver and what they claimed to be able to deliver. MW
again expressed concern about the service and TA agreed, noting
that she had joined the Steering Group and felt that Capita’s
recovery plan was based on practices changing the way they
worked, however the biggest risk was to patient care via notes not
being transported and medical supplies not arriving. MC asked if
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NHS England were looking at alternatives and if there was a
timeline for this. TK responded that performance information
would be discussed at the next stakeholder forum and that Capita
must perform against the Key Performance Indicators. The
timescale would be in the recovery plan and he would ensure that
this information was shared at the Local Stakeholder Forum and
the Primary Care Commissioning Committee.
NF asked what could be done locally to mitigate the situation. TK
responded that Capita were responsible for communicating the
strategy, RB had helped to disseminate information. With regard
to the finance role and closure of Bevan House it was vital to keep
the lines of communication open and to keep everyone as
informed as possible. RB would be the key point for information
dissemination and he added that Practice Managers should also
be kept up to date. MC noted that practices in university areas
such as Brownlow were heavily affected by the requirement to
move medical records when students left the city and new ones
arrived. CM confirmed that RB and the CCG would be preparing
something to go out to all practices to keep them informed of the
situation.
The Primary Care Commissioning Committee:
 Noted this report and the actions being taken by NHS
England to resolve the significant issues currently being
experienced
regarding the delivery of Primary Care
Support Services England

3.2

GENERAL PRACTICE FORWARD VIEW – REPORT NO: PCCC
12-16
CM presented a paper to the Primary Care Commissioning
Committee to update on the recently published “General Practice
Forward View” highlighting how this would support and strengthen
the delivery of General Practice in Liverpool. The document
looked at 5 areas: sustainability, investment, estates, technology
and workforce. It was felt that Liverpool was already in a strong
position and next steps would be to develop a Primary Care
Strategy to be presented to a Primary Care Commissioning
Committee in a few months’ time. Work was ongoing with
neighbouring CCGs to ensure that the Strategy was aligned.
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RK noted that for Primary Care to be sustainable in the future a
new model was required. The Liverpool GP Specification had
been shared with Dr Arvind Madan, GP Director of Primary Care,
NHS England, and the idea of Primary Care access hubs and that
his response had been very supportive.
He had offered
mentorship and support to Liverpool CCG. CM added that he had
indicated a new focus in the Sustainability & Transformation Plan
(‘STP’) around primary care access and that that there would be
opportunities to access pump priming monies – further guidance
was yet to be issued. RK had been invited to sit on a national GP
Group to support the delivery of the General Practice Forward
View.
RB was keen to ensure that General Practice views were tied in
from the beginning to the STP. TJ responded that there was
engagement at many levels as appropriate with primary care. RB
felt strongly that there needed to be a GP provider voice involved,
CM responded that there were other forums for the GP Provider
Organisation and they were invited to the 31st May 2016 workforce
workshop. RB asked what the CCG was planning to do re the
workforce refresh mentioned in the GP Practice Forward View.
RK responded that the workforce issue sat under the banner of
sustainability and would consider issues such as the Physician’s
Associate role, Non Medical Prescribers, Nurse Practitioners to
support the new model required.
MC added about the
development of the nursing workforce and mentoring of practice
nurses in order to encourage nurses into general practice work.
The key was to get the skill mix right in general practice. RB
added that it was not just about the Physician Associate role, there
were many individuals with biomedical type degrees who could be
utilised, also it was important to look at returners and retainers.
NF stressed the need to look at the Liverpool pathway with the
GP Specification and 7 Day Access and support the Primary Care
re-design and the skill mix required to do this, perhaps using
pharmacists in a different way and look at how Walk-In Centres
were used. There was no new money available but there was still
a lot of funding in the system. DA noted the need to ensure a
positive outlook for future working/career development in the NHS.
SB referred to the Digital Revolution in the General Practice
Forward View and that this was already one of the CCG’s primary
care improvement aims.
The Primary Care Commissioning Committee:
• Noted the content of the General Practice Forward View
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• Noted that a Primary Care Strategy is being developed
which aligns with the key priories outlined in the General
Practice Forward View
 Noted that the development of the Primary Care Strategy
will cover the North Mersey Delivery System Plan.
PART 4:

PERFORMANCE

No items.

PART 5: GOVERNANCE
No items.
6.

ANY OTHER BUSINESS
None

7.

DATE AND TIME OF NEXT MEETING
Tuesday 21st June 2016 – 10am to12pm Boardroom The
Department.
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FINANCE PROCUREMENT AND CONTRACTING COMMITTEE
TUESDAY 24 MAY 2016
10AM – 11:30AM
ROOM 2, LEWIS’S, THE DEPARTMENT, LIVERPOOL, L1 2SA
FINAL MINUTES
Members Present
Nadim Fazlani (NF)
Chair
Maureen Williams (MW)
GB Member - Deputy Chair
Tom Jackson (TJ)
Chief Finance Officer
Dave Antrobus (DA)
GB Member - Lay Member
Maurice Smith (MS)
GB Member - GP
In Attendance
Tina Atkins (TA)
Derek Rothwell (DR)
Tim Caine (TC)
Ian Davies (ID)
Alison Ormrod (AO)
Beverley Bird (BB)
Scott Aldridge (SA)

Practice Manager
Head of Contracts, Procurement & BI
Business Intelligence Manager
Chief Operating Officer
Interim Deputy Chief Finance Officer
Financial Accountant
Primary Care Co-Commissioning
Manager (for item FPCC30-16*)

Lynne Hill (LH)

PA Minute Taker

Apologies
Katherine Sheerin (KS)

Chief Officer

Part 1:

Introduction and Apologies

Welcome and Apologies
NF welcomed all to the meeting and apologies were noted.
1.1 Declarations of Interest
ID stated that he believed that there is a significant interest in item
FPCC30-16 Proposed Contract Management of Primary Care GP
Contracts for TA, NF and MS based on the options that the Finance
Procurement and Contracting Committee are due to make.
NF
suggested that the conflicted attendees do not take part in the
1
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discussion.
MW acknowledged there is an interest however can
comment on fact but not participate in discussion and MW will chair this
item of the Committee.
 NF, TA and MS declared an interest in FPCC30-16 and this
was noted by the Committee.
1.2a Minutes and Action points from the meeting held on 26th April
2016.
Minutes agreed as a correct record subject to the following
amendments:
• Page 1: Tina Atkins title should read Practice Manager
• Page 2: Cited should read sighted
• Page 4: Better Care Fund (BCF) bullet point 3 should read;
o Approve the decision for the BCF Plan to be presented to the
Governing Body in May 2016.
TJ commented that the organisation needs to have a greater
understanding of the Better Care Fund (BCF) and further information
needs to be returned to a future Finance Procurement and Contracting
Committee (FPCC). The FPCC needs to understand where the BCF is
heading on a strategic level, whether it is targeted at the correct areas
and its impact upon services.
TJ stated that the next 3 to 4 months are important (in terms of
assessing the deliverables arising from the BCF) and that the CCG will
need to make decisions on the areas of spend.
1.2b Action Points from the 26th April 2016
1.2.1 Better Care Fund
(FPCC27-16)
MW commented that she has not yet received the full report.
 Action: TJ to remind Dyane Aspinall

2

116

1.2.2 Draft Annual Report and Accounts 2015/16 (FPCC28-16)
Conflicts of Interest - ID confirmed that a new section has been included
in the Annual Report on the Conflicts of Interest and how they have been
managed.
1.2.3 Auditor Panel Arrangements (FPCC29-16)
BB reported that legal advice has been sought and a report will be
submitted to the May 2016 Governing Body and will incorporate the new
advice for the Auditor Panel.
Part 2:

Updates

2.1 Clinical Negligence Costs
AO stated that she has still not received acknowledgement of the query
re Clinical Negligence Costs and will chase up.
 Action: AO to chase response for Clinical Negligence Costs
Part 3:

Performance

3.1 Finance and KPI report
(verbal update)
AO stated that there was nothing further to report. The Finance Team
are progressing with Month 1. Management accounts have been sent to
Budget Holders and a “future of finance report” session has taken place
and attendee suggestions from that session will be taken forward.
3.1.1 Finance and Effectiveness Plan (FEP)
(verbal update)
ID reported this plan is being progressed and that the Operational
Management Group (OMG) has been working on a long list of areas of
recurrent and non-recurrent savings in the business areas. This list will
be presented at the Governing Body (GB) Development session on
Friday 27 May 2016 for discussion.
It is envisaged that there will be a short list arising from the GB
Development Session which will then be worked up in more detail.
ID stated that the FEP is a way to release cash for other business critical
areas. ID explained the process for going from the long list, short list
3
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and a formal list that will go to the Governing Body for final approval with
the end of July as the target date for completion.
MW stated that the risk assessment framework needs to have sufficient
information to assess the risk appropriately. ID reported that there are a
number of areas that are reviewed within the risk assessment including;
• Deliverability
• Reputation
• Equality impact
• Impact on co- dependency on Healthy Liverpool programme
• 3rd Party sector alignment
• Membership
• Public/media risk
 The Committee noted the updates.
3.2

Proposed Contract Management of Primary Care Contracts
FPCC30-16
MW chaired the meeting for this item. NF, MS and TA had declared a
conflict of interest and this was noted.
DR presented the report and stated that is a first draft proposal for the
Contact Management of Primary Care Contracts.
Background
LCCG formally agreed to take on the delegated commissioning of
primary care medical contracts with effect from the 1st April 2015.
There are three types of GP contract used for Primary Care contracting
in Liverpool;
 Standard General Medical Services (GMS)
 Personal Medical Services (PMS) and
 Alternative Provider Medical Services (APMS).
These contracts differ in nature in terms of;
• Who can hold the contracts
• The time limits which apply to the contracts
• Issues relating to commissioner contract termination
4
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• The provision of essential services
• Payment mechanisms
DR highlighted that we are unable to have contract meetings with all 93
GP providers on a monthly basis (due to CCG resource limitations)
therefore a schedule of contract meetings needed to be arranged on a
neighbourhood basis.
DR stated that LCCG will utilise NHSE standard operating policies and
procedures from primary care guidance to manage contracts when a
contract is considered to have been breached. The contract review
meetings will provide assurance to LCCG that GP core contract KPIs are
implemented by the providers. LCCG will endeavour, where possible, to
manage situations without formal contract sanctions however, where
there is evidence of a consistent failure or breach of contract, LCCG will
follow appropriate contract procedures.
Where a provider has breached the contract and the breach is
determined to be capable of remedy, LCCG may issue a Remedial
Notice to the GP setting out the actions that must be taken to remedy
the breach.
The proposal is for contract meetings to follow a neighbourhood
approach to allow learning to be shared amongst the neighbourhood
providers. Highest and lowest performing practices in each
neighbourhood will be scheduled at first, subject to the proposed
contract management process, to enable areas of concern and best
practice to be prioritised.
DR recognised that the proposed arrangements are a new responsibility
for the CCG and that they are being introduced to existing GP providers
who will therefore be facing a change in terms of the processes by which
their contracts have been managed previously. With regard to this
process change, DR proposed that the proposed arrangements are
phased in over a period of 6 months from the date of this Committee to
allow GPs time to adjust to the new arrangements. During this period,
there will be a process of raising awareness across Primary Care
providers and where actions are required of practices, notice will be
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given that after this six month period the matter will be approached in a
more formal manner.
DR concluded that the phased approach would not apply to situations
where there are serious risks to patient safety where immediate actions
would be required.
The Committee is asked to:
 Note the content of the report.
 Approve the recommended approach to the management of GP
Contracts.
DA highlighted the schedule of monthly meetings and DR provided the
Committee with a description of why there is a different approach for
APMS compared to GMS and PMS. DR explained to the Committee the
difference between the contractual process undertaken by NHS England
and the new proposed contractual arrangements. DR summarised that
there are:
• 13 APMS which will be bi-monthly (although this can be quarterly).
• New GMS/PMS reviews will have a neighbourhood approach and
will reflect the contracting team capacity.
 Action: DR agreed to clarify the approach in writing to the
Committee.
TJ stated that zero resources have been transferred from NHSE to
manage the contracts. It is still being portrayed that there is a central
resource to manage this however, we as a CCG have not received any
additional resources to support the management of the contracts.
ID commented that it is clear we need to do more than an annual review
for some contracts and stated that he thought there was some missing
information from paper as to how we have a filter/risk assessment to
identify concerns. A suite of key indicators should be introduced and
included in the contact/paper as it does not seem right to have a 12
month cycle of meetings.
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MW queried if it is lack of resources that prevent doing more than an
annual appraisal. DR confirmed this is correct.
SA discussed the development of the dashboard and the core contract
requirements are included in the contract. The original Liverpool PCT
looked at the performance in line with the GP specification and this gives
some assurance of any issues going off line/target.
SA gave an
example of the assessment of the dashboard and how this is flagged.
MS queried what is it we are monitoring in the contract through quality
and how does it link with CQC, and how does it play in to a
neighbourhood approach. MS stated that he presumed there are clear
key contract performance indicators and suggested if it would be helpful
to have the core contract and what needs to be managed including
quality and performance via a dashboard approach supported by the
neighbourhood approach.
SA outlined the dashboard and stated that one practice had failed to
submit information on a regular basis regarding the Friends and Family
test and this has led to a contract sanction.
TA asked are we confident that treating the 3 contracts differently will not
be challenged. DR stated that he is confident that it will not be
challenged. TA asked will every practice have an individual meeting and
what preparation will each practice get in advance. DR confirmed and
stated that an agenda will be produced and the core contract information
will be included and identify the areas that need to be discussed. TA
asked if this information could be shared with practices without delay.
SA commented that information was provided to practices in 2014. TA
asked if an email can be sent to the Practice Managers re the RAG
rating.
 Action: SA to forward the RAG rating information to Practice
Managers.
TJ queried if the quarterly reports will be presented to the Primary Care
Commissioning Committee and Finance Procurement and Contracting
7
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Committee. SA confirmed they would be presented to both. TJ stated
that we need to be clear on what we are asking each of the Committees
to do.
MW sought clarification on the 6 per year and 1 per year as she thought
the new approach was to standardise performance on practitioners.
This does not seem to be consistent and needs to be reviewed under
the discussions that MS had raised. However, acknowledged that the
lack of resources cannot be ignored.
MW queried the sharing of information and if we are able to do this with
the individual practices. DR stated that any of the issues raised that are
confidential will only be discussed with that practice.
TJ sought clarification on the APMS (13) meetings every 2 months. DR
confirmed these are individual meetings.
NF noted that that a number of practices had not received a visit in the
last 12 months and highlighted the following:
1. Contract variations and are they monitored – however no
consistent approach.
2. Quality and Performance there is lots of information available,
however not in a digestible format and it will be difficult to visit
every practice.
3. Use of Resources from each practice during visit/meeting is high.
Dashboard is available, however, what is required is a consistent
approach. NHSE did not do visits to all GP practices whilst under
their responsibility and the CCG needs to ensure consistency and
with particular emphasis on how we monitor quality and outcomes.
TJ stated that the proposal is not a deterioration on what has been
happening, it is a level of scrutiny that is improving which is an important
point.
MS commented that it seems unfeasible based on resources and there
may be a need to go back to the core contract and review what needs to
monitored or assessed.
8
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MW commented that there are lessons to be learnt from NHSE
managing the process. This is a way of standardising across the patch
and if something is wrong then this is a suitable way to enable
appropriate contract management.
ID stated that this is about triangulation of the information. The CCG
has to assure itself that the collective pooling of information would
highlight areas that are not working well and then formal interventions
are available via the contract monitoring process which would give us
the appropriate level of assurance. DR stated that he will take on board
the comments and issues raised.
MW commented that the important issues raised are:
• We need more resources and should approach NHS England to
address this position.
• The approach overall has been welcomed (for example those that
we must do and what was offered before and the step-up to reach
our own CCG standards).
• Based on the comments an updated report which encompasses
the discussion and suggestions is to come back to the June 2016
FPCC.
NF commented that we may have made things more complicated than
necessary, we need to monitor the information that is required nationally
and the approach that should be applied to the contracts and that the
applying of the sanctions to the contracts should also be consistent.
DR agreed to take away the paper and reflect further on the points
raised and will come back to the June 2016 FPCC with a revised report.
MW summarised the discussion, and the Committee agreed that a more
robust paper which pulls together the issues highlighted above be
brought back to the next Committee.
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The Committee
 Comments were noted on the process and therefore there was no
need for the conflicted members to withdraw
 Confirmed that the process was not agreed.
 The item has been discussed without decision and will come back
in June 2016 FPCC.
 Action: Updated Proposed Contract Management of Primary
Care GP Contracts to be presented at the June 2016 FPCC
(DR/SA)
MW handed back chairing to NF.
Scott Aldridge (SA) left the meeting.
Part 5:

Governance

5.1 Information Governance(IG)
FPCC31-16
BB provided an Information Governance update and explained that a
previous paper had been provided to the FPCC discussing Information
Governance Toolkit in particular. Considerable evidence gathering had
taken place since then coupled with a confidentiality audit that had been
undertaken across the Liverpool CCG offices.
LCCG had reported that an IG Toolkit submission of 98% has been
achieved for the financial year 2015/16 which equated to Level 3
compliance in all but one area. The area (which achieved level 2
compliance only) was in relation to Registration Authority on smart
cards. This was outside LCCG control and relied upon IMerseyside
providing necessary audit reports, which the LCCG will progress in
2016/17.
Since November 2015 and following review and discussion at the IG
Steering Group meetings, the LCCG Senior Information Risk Owner
(SIRO) approved the following documents:
• Information Governance (IG) Toolkit.
• An update to Broadcare.
10
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• The Privacy Impact Assessment (PIA) for the Healthy Lung project
which was approved by the SIRO in line with the Liverpool CCGs
Privacy Impact Assessment (PIA) policy.
BB referred to the Healthy Lung PIA project which is operating in the GP
practices. The project is aimed at identifying high risk patients and
writing to them to ask them to visit a lung screening. Patients are asked
at the screening if information could be captured and shared with other
organisations for the purposes of research and capturing data to analyse
the success of the project. IG needed to be considered for data
captured prior to consent / visit and following consent. The PIA details
the reasons why the LCCG is comfortable that in both cases, there is a
legal basis to obtain the data.
Following review of the PIA formal approval was provided by the Chief
Finance Officer as the SIRO in April 2016.
DA queried when does the IG Steering Group Committee meet. BB
reported that it meets every quarter but due to the need to fulfil the IG
Toolkit requirements the meetings have been held more regularly. TJ
acknowledged that it is not officially a Committee but a steering group,
however the FPCC is a natural place for some of the items to come to
from the IG Steering Group.
DA highlighted the point on safeguarding and where it fits in with the
other CCG Committees. BB stated that safeguarding is only considered
in the context of information governance and that any data the CCG
holds is considered to be held for a secondary use, in line with Caldicott
Principles.
MW welcomed the report. It was proposed that a further update will be
produced in 6 months’ time and an annual assurance report provided to
the Audit Risk and Scrutiny Committee (ARSC).
 The FPCC noted the steps and the suggestion that the FPCC
will receive the minutes and a 6 monthly report from the
Information Governance Steering Group.
11
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 Action: BB to provide an IG update to the November 2016
FPCC.
 Action: BB to provide an annual Information Governance (IG)
assurance to the April 2017 Audit Risk and Scrutiny
Committee.
MW commented that we may need to consider amending the Terms of
Reference for the FPCC to consider the IG Steering group as a formal
sub-committee of the FPCC.
6

Date and time of next meeting

Tuesday 28th June 2016, Room 3 at 10am – 12:30pm, The Department,
Lewis’s Building, L1 2SA.
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Minutes of the Healthy Liverpool Programme Board
Wednesday 25th May 2016
3pm – 5pm
Boardroom, Level 3, The Department, Lewis’s Building
Present:
Members
Tom Jackson (Chair)
Kathrine Sheerin
Carole Hill
Dave Antrobus
Maurice Smith
Tony Woods
Chris Grant
Gordon Frame

Chief Finance Officer/ Integrated Programme SRO
Chief Officer
Integrated Programme Director
Lay Member / Patient Engagement / Vice Chair
GP / Governing Body Member / Clinical Director, Living Well
Programme Director, Community and Digital Care
Programme Director, Hospitals
Programme Director, Urgent Care

In Attendance:
Helen Jackson
Sue Lavell
Paul Fitzpatrick
Sandra Davies
Gina Perigo
Helen Murphy
Julie Byrne

Programme Strategy Advisor
Programme Office Manager
Healthy Liverpool Estates Lead
Director of Public Health / Programme Director, Living well
Programme Manager, Living Well
Programme Manager, Hospitals
PA / Minutes

Apologies:
Nadim Fazlani
Samih Kalaheche
Janet Bliss
Jane Lunt
Fiona Lemmens

GP / Governing Body Chair
Director of Adult Services and Health
GP / Governing Body Member / Clinical Director, Community
Chief Nurse / Head of Quality / Governing Body Member
GP / Governing Body Member / Clinical Director Urgent Care /
Hospitals
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1.0 Welcome, Introductions and apologies
1.1 Chair welcomed all and introductions were made around the table. Apologies were
noted.
1.2 There were no declarations of interest.
2.0 Minutes of the last meeting (27th April 2016)
2.1 The minutes were reviewed and subject to the following changes below, they were
agreed as an accurate record of the 27th April 2016 meeting.
•

4.6 - M Smith said Reading had taken part in this scheme, and although there
are no accurate figures, feedback and data was positive. It should have read
“no figures were available at the time of the meeting, but would be emailed to
D Antrobus.” It was noted that the figures were supplied at today’s meeting
and where as follows. “1000 people took part and there was an increase from
35% to 45%”.

3.0 Matters Arising
3.1

All actions from the previous minutes where dealt with within todays agenda items.

4.0 Performance
4.1 Programme Highlight Reports
4.2 It was agreed to highlight the exceptions only from each report.
4.3 Living Well – M Smith presented the Liverpool Active City: Physical Activity and
Sport Programme presentation, which highlighted the key priorities over the next 10
months, these were
•
•
•
•

Social Movement
Activating Networks
Active Environments
Moving at Scale

4.4 K Sheerin commented that this was a very good approach to progress the physical
activity within the City.
4.5 The Board were also shown a “Fit for me” promotion video. M Smith thanked G
Perigo and N Yates for their continued work within this programme. ACTION: J
Byrne to email the presentation to Board members.
4.6 D Antrobus asked if any organisation held a list of who was doing what with regards
2
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to physical activities. G Perigo confirmed that they are working towards a physical
activity tracker list.
4.7 M Smith also highlighted that a Living Well summit is currently being organised and
is scheduled for Tuesday 5th July 2016. An update regarding the summit will be
available at a future Programme Board. ACTION: M Smith to update the Board
following the Living Well summit.
4.8 Digital – T Woods updated the Board regarding the Local Digital Roadmap (LDR).
Workshops which have been held in relation to the development of the LDR, this will
sit across the 6 Merseyside CCGs.
4.9 An application for the European Reference Site has been submitted to the European
Commission. If the application is successful, this will highlight Liverpool as a leading
area for Digital Health across the EU and will also give direct access to funding.
4.10 The Predictive Analytics Group Meeting took place earlier today and T Woods
reported that this went well. All data sharing agreements are anticipated to be
signed by Hartree, Merseycare, LCH, Social Care, Liverpool City Council and
Liverpool CCG by the 3rd June 2016.
4.11 K Sheerin asked about the sharing side for the personal held record platform for 3rd
parties. T Woods explained that the implementation of the personal held record app
is currently being trialled. An update regarding this will be available at the next
Programme Board. ACTION: T Woods to provide an update on the personal
held record sharing app as part of the digital update at the next board meeting.
4.12 Community – T Woods informed the Board that significant work around the primary
care 7 day working Proof of Concept had taken place. It had been planned to start
the roll out of this within the North of the City and the City centre from the 30th April
2016. However, it was put on hold while the Governing Body re-evaluated the
project’s direction and alignment with Urgent Care proposals. This evaluation had
been positive and the pilot will be running again from the end of July 2016.
4.13 The CVD City wide clinical summit took place on the 22nd April 2016 and was very
well attended.
4.14 Major progress had been made on “Home First” as a provision of care in home
settings and alternative to hospital admission. This has significant support from all
partners. It was suggested that T Woods would provide a briefing at a future
Programme Board. ACTION: T Woods to provide a briefing on “Home First” at
a future Programme Board.
4.15 T Woods informed the Board that the amber ratings within the Community risk
register had not changed; work is still being prioritised making the most of the
current resources.
4.16 The delivery footprint of 12 neighbourhoods had now been signed off. The
Community Care Team (CCT) Provider Collaborative meetings are now taking place
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and a number of locality meetings will be held in May to discuss the neighbourhood
dashboard. A meeting took place on the 11th May which discussed how the estate
can support co-location and delivery of CCTs. A workshop is to be arranged with
regards to the elements of CCTs: “no wrong door”, proactive elements per team and
links with 7 day working with other services.
4.17 T Woods reported that conversations with Providers regarding financial change had
been receptive. He also added that programme leads were working closely with
finance to achieve savings rather than requesting additional funding.
4.18 Urgent & Emergency Care – G Frame (newly appointed Programme Director for
the U&EC) updated the Board on the refreshed U&EC work programme.
4.19 G Frame reviewed the diagram which was presented within the Programme Board
papers. The new programme will be delivered through five work streams which
were:
1.
2.
3.
4.
5.

System Challenges
System Capabilities
Services Alignment
Service Utilisation / Redesign: Improving System flow
Clinical Specialities

4.20 The above will subsequently support the design and delivery of new service models
and pathways.
4.21 K Sheerin asked what new projects could be anticipated now. G Frame said the
programme would review the walk-in centres and how they could be utilised more
efficiently and effectively along with diagnostics. It was noted that this programme
would have key links with the Community programme as well as the Hospitals
programme.
4.22 It was also noted that no rag rating was provided within the U&EC risk register report
this month as the programme was not yet fully underway.
4.23 Hospitals – C Grant (newly appointed Programme Director of Hospitals) updated
the Board regarding the Hospital’s programme.
nd
4.24 A Non-Executive Directors meeting had taken place on the 22 April 2016.
Previous meetings were poorly attended but it was noted that this meeting had good
attendance and feedback was positive. The next meeting is scheduled in
September 2016.

summit around single service, citywide delivery had taken place on the
4.25 A Cardiology
nd
22 April 2016, this went well. Discussions took place around silo working; C Grant
said an important milestone had been achieved.
Hospital review options appraisal workshop had also taken
4.26 The Liverpool Women’s
nd
place on the 22 April 2016. It was noted that significant progress had been made
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since the last meeting around the progression of the short lists. The timeline is now
back on track.
4.27 It was highlighted that the two ambers within the hospital’s risk register are in
implementation phases. D Antrobus highlighted that Southport and Ormskirk
hospitals were not included on this risk register, H Murphy confirmed that this risk is
included in the Corporate risk register.
4.28 Communications – C Hill confirmed there were no exceptions within the highlight
report and the report was taken as read by Board Members. It was also confirmed
there was nothing to report on the Communications risk register.
4.29 Engagement – C Hill confirmed there were no exceptions within the highlight report
and the report was taken as read by Board Members. It was also confirmed there
was nothing to report on the Engagement risk register.

5.0 Strategy and Commissioning
5.1 LDS Plan Update
5.2 K Sheerin updated the Board regarding the recent NHS England STP Development
meeting which took place on the 11th May and was hosted by Simon Stevens. C&M
was represented by the Chair, Louise Shepherd. The overall feedback from the
meeting was that an initial submission should consist of 4-5 options that should
focus on reducing costs across C&M whilst maintaining services for the population.
The submission date for the options is the end of June 2016.
5.3 K Sheerin stated that the work we are already doing here regarding the hospital
services is fundamental and that we are in a good position. It was suggested by
Chair to have an extended discussion and update regarding this at the next
Programme Board. ACTION: J Byrne to include STP update as an agenda item
for the June board meeting

6.0 Governance
6.1 Risk Register
6.2 It had been agreed at a previous Programme Board that the “red risks” within the
risk register would be highlighted, reviewed and a narrative provided every other
month.
6.3 It was highlighted that risk HLP06 and HPL12 were similar, both relating to the STP.
One was focused on a plan whilst the other is more structured. It was suggested
that both risks would be re-assessed after the submission of the STP options in June
2016.
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6.4 HLP13 was a new risk. The Board agreed there would be no change to this risk until
after the Governing Body Board in August.
7.0 Any Other Business
7.1 The Board discussed the need to follow the standard Assurance process for Major
service change for use both internally and externally. Chair suggested that SMT
consider this at a future meeting and bring proposals back to this Board. ACTION:
C Hill to develop proposals for this.
8.0 Communications / messages from this meeting
8.1 Communications and messages following Board for the staff floor meeting.
1. Physical Activity Sports Programme marketing campaign – “Fit for Me” which
will launch 11th July 2016
2. Living Well Summit – 5th June 2016
3. STP options submission – End of June 2016
9.0 Date and Time of Next Meeting
9.1 Date and time of the next meeting – Wednesday 29th June 2016 3pm – 5pm, The
Boardroom, The Department, Lewis’s Building.
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